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STATE OF NEW HAMPSHIRE

DEPARTMENT OF HEALTH AND HUMAN SERVICES

DIVISION OF MEDICAID SER VICES

Jeffrey A Meyers 129 PLEASANT STREET, CONCORD, NH 03301
Commissioner 603-271-9422 1-800-852-3345 Ext. 9422

Fax:603-271.8431 TDD Access: 1-800-735-2964

www.dhhs.nh.gov

December 4, 2018

His Excellency, Governor Christopher T. Sununu
and the Honorable Council

State House ,

Concord, NH 03301 ^
REQUESTED ACTION

Authorize the Department of Health and Human Services to amend tvifo existing
sole source agreements with the State's managed care health plans, Granite State
Health Plan, d/b/a New Hampshire Healthy Families. 264 South River Road, Bedford,
NH 03110 and Boston Medical Center HealthNet Plan, d/b/a Well Sense Health Plan, 2
Copley Place, Suite 600, Boston, MA 02116. The contract for SPY 2019 synchronizes
the existing Medicaid Care Management (MCM) Program re-procurement as
legislatively required, adjusts for operational and program changes, including the
transition of the New Hampshire Health Protection Program to the Granite Advantage
Healthcare Program effective January 1, 2019.

The adjusted actuarially certified rate structure under the sole source contracts
is $803,103,161. This request, if approved, will increase the amount by $147,676,924,
due to the transition of the Medicaid expansion group from qualified health plans under
the NH Health Protection Program to coverage under the two managed care health
plans. The SPY capitation rate for SPY 19 decreases by 1.7% and the pre-existing
aggregate average administrative cost allowance of 8% remains in place, as does the
operating margin allowance of up to 1.5%. The combined aggregate total is
$3,705,598,325 for all Medicaid Care Management program contracts, effective upon
approval by the Governor and Executive Council.

The Governor and Executive Council approved the original agreements on May
9, 2012, Item #54A, and approved subsequent amendments on June 19, 2013, Item
#67A; February 12, 2014, Item #25; April 9, 2014, Item #44; June 18, 2014, Item #65A;
July 16, 2014, Late Item "A"; December 23, 2014, Item #11; June 24, 2015, Item #30;
August 5, 2015, Tabled Item 'A'; December 16, 2015, Late Item 'A3'; January 27, 2016,
Item #7B; March 9. 2016, Item #10A: June 29, 2016. Late Item 'A2'; October 5, 2016,
Item #12A; June 21. 2017, Tabled Item #18, December 6, 2017, Item #7B, and June 6,
2018, Item #6A.

Funds are 50% Federal and 50% General Funds for the currently eligible
Medicaid population except for the NH Health Protection Program services funds are
94% Federal and 6% Other for Calendar Year 2018; and for the Granite Advantage
Health Care Program 93% Federal and 7% Other for Calendar Year 2019.
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Funds to support this request are available in the following accounts in SPY
2019:

Fund N*m« and

Account Nucnbtr 8FY13 8FY14 8FY15 SFY16 8FY17

8FY18

(Amend IS)
9FY19

Afntndmant IS

SFY19

Amendment 18

SFY19

Amendment 17 Total

Medicaid Cara Momt: OtCH}47-7940OOOO
101 $0 S2SO.COO,0OO S460.000.000 S490.e97.701 SS38.601.671 SS39.100.ei7 8948.245.172 S581.336.172 9576.374,554 $2,894,974,843

NHHPP Trust Fund: 01(M)47-XI99-102 $0 U S193.000.000 S218.624.348 S134.OI9.404 S78.2S9.123 S42.381.032 974,090.064 973.315.043 9697.209.918

Graniia Ad\«itaga HoaitA Cara Trust
Fund01l>0«7-23SB-I0l S1S3.4I3.964 SI53.413.S64

TOTAL SO S290.000.000 S6S3.000.000 S709.S22.049 S672.617.07S S617.396.040 9990.626.204 9669.426.236 9803.103.161 93.709.996.329

EXPLANATION

The purpose of these amendments is to change the actuarial certified rate
structure as required annually under the Centers for Medicare and Medicaid (CMS)
approvals for operating a managed care program under the two managed care health
plan agreements. In addition to rate changes, other key contract changes follow in the
next two sections.

Table One represents the decrease in the capitation rates to the standard
Medicaid and the NH Health Protection Program Medically Frail capitation rates and
Table Two illustrates the fiscal impact decrease by change for the period July 2018 to
December 2018:

Table 1

New Hampshire Department of Health and Human Services
SPY 2019 Capitation Rate Change

July 2018 to December 2018 Time Period
Based on March 2018 MCO Enrollment by Rate Ceil

July 2018 to
SPY 2019 December 2018 Percentage

Population Capitation Rate Capitation Rate Change

Medicaid Care Management Program

Base Population Rate Cells $268.49 $262.20 -2.34%

NF Resident and Waiver Population Rate Cells 600.94 598.28 -0.44%

Behavioral Health Population Rate Cells 1,321.59 1,308.49 -0.99%

Total MCM $380.39 $373^4 -1.70%

New Hampshire Health Protection Program

Medically Frail $1,028.83 $1,007.86 -2.04%

Transitional 509.37' 510.62 0.24%

Total NHHPP $986.31 $967.15 -1.94%

All Programs $409.33 $402.27 -1.72%

' The original Transitional population capitation rate is effective July 2016 to December 2018 because the
program ends with the implementation of the Granite Advantage Health Care Program.
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1  Table 2
'  New Hampshire Department of Health and Human Services

July 2016 to December 2018 Capitation Rate Change by Component
Based on March 2018 Enrollment by Rate Cell

MCM Program NHHPP Medically Frail

Rate Annuallzed Rate Annuallzed

Rate Component Change Dollar Impact Change Dollar Impact

Medical trend time period -0.26% -$753,683 -0.27% 4103,575

Prescription drug trend time period and seasonality -0.79% -2,241.002 -0.80% -301,938

Sununu Youth Center Implementation Change -0.12% -355,715 n/a n/a

Updated ABA Funding Assumptions 0.30% 847,317 n/a n/a

Other -0.83% -2,351,482 -0.98% -369,508

Total Rate Change for July 2018
to December 2018 -1.70% 44,854,566 -2.04% 4775,021

These revised rates include adjustments -to the medical and prescription drug
trend, an updated implementation schedule, and rates for the treatment of adolescents
\A/ith substance use disorder at the Sununu Youth Center. The revised rates also

include updated trend adjustments for Applied Behavioral Analysis (ABA) to help
children with autism as ABA transitions from fee for service to the MOM program, to
better integrate services and manage the cost of care. The revised rates also reflect
provision for a one year fee schedule adjustment and directed payments to Community
Mental Health Centers (CMHCs) for maintaining and enhancing the access, utilization,
and delivery of services to individuals enrolled in the MCM program.

Table Three represents the decrease in the capitation rates to the standard
Medicaid and the Granite Advantage Health Care Program, and Table Four illustrates
the fiscal impact decrease by change for the period January 2019 to June 2019:

Table 3

New Hampshire Department of Health and Human Services
SFY 2019 Capitation Rate Change

January 2019 to June 2019 Time Period
Based on March 2018 MCO Enrollment by Rate Cell

January 2019 to
SFY 2019 June 2019

Population Capitation Rate Capitation Rate
Percentage
Change

Medicaid Care Management Program

Base Population Rate Cells $261.93 $260.39 -0.59%

NF Resident and Waiver Population Rate Cells 591.26 597.26 1.01%

Behavioral Health Population Rate Cells 1,311.59 1,318.46 0.52%

Total MCM $371.52 $371.34 -0.05%

Granite Advantage Health Care Program

Medically Frail $1,028.83 $993.36 -3.45%

Non-Medically Frail N/A 423.21 N/A

Total GAHCP N/A 769.52 N/A

All Programs N/A 404.36fa N/A
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Table 4

New Hampshire Department of Health and Human Services
January 2019 to June 2019 Capitation Rate Change by Component

Based on March 2018 Enrollment by Rate Cell

MCM Program NHHPP Medically Frail

Rate Annualized Rate Annualized

Rato Component Change Dollar Impact Change Dollar Impact

Medical trend time period 0.25% $702,772 0.26% $126,286

Prescription drug trend time period and seasonalitv 0.78% 2.217,573 0.85% 407,044

Sununu Youth Center Implementation Change 0.20% 552,334 n/a n/a

Updated ABA Funding Assumptions 0.41% 1,140,585 n/a n/a

Next Day Enrollment -0.79% -2,241.119 -5.33% -2,566,580

Other -0.88% -2,487,197 0.87% 419,565

Total Rate Change for January 2019
to June 2019 •0.05% -$107,052 -3.45% -$1,613,684

These revised rates for the period January 1, 2019 to June 30, 2019 include
updates for the provider fee for substance use disorder and next day enrollment impact.

The Department is amending the existing individual agreements with the state's
two managed care health plans to commence January 1, 2019 and to reflect an
updated actuarially certified rate structure, retroactively to July 1, 2018.

Exhibit B to the Agreement reflects the adjusted capitated rate information for
SPY 2019.

Please note that only one copy of Exhibit A and Exhibit B are attached for
previous amendments as the Exhibits are voluminous and identical for both vendors.

Area Served: Statewide.

Source of funds: Federal financial participation rates for the currently eligible
population will be 50% Federal Funds as appropriated by Congress for the entire period
of this amendment, and 50% General Funds. Federal financial participation rates for
the New Hampshire Health Protection Program services are 94% Federal Funds and
6% Other Funds in Calendar Year 2018, and for the Granite Advantage Health Care
Program 93% Federal Funds and 7% Other Funds in Calendar Year 2019, as
appropriated by Congress.

In the event that Federal funds become no longer available or are decreased
below the 94% level for the New Hampshire Health Protection Program population in
CY 2018 or for the Granite Advantage Health Care Program CY 2019, consistent with
RSA 126-A: 5-b, c.
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General Funds will not be requested to support this program; and medical
services for the new adult population would end consistent with RSA 126-A:5-b,c and
the Spedal Terms and Conditions of the Premium Assistance Program Demonstration.

ctfully submitted,Res

frey A. Meyers
Commissioner

The Department of Health and Human Services' Mission is to join communities and families
in providing opportunities for citizens to achieve health and inde/>endence.



New Hampshire Department of Health and Human Services
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State of New Hampshire
Department'of Health and Human Services

Amendment #17 to the

Medicaid Care Management Contract

This 17"^ Amendment to the Medicaid Care Management contract (hereinafter referred to as
"Amendment #17") dated this 3'^ day of December, 2018, is by and between the State of New
Hampshire, Department of Health and Human Services (hereinafter referred to as the "State" or
"Department") and Granite State Health Plan, Inc., (hereinafter referred to as "the Contractor"), a New
Hampshire Corporation with a place of business at 2 Executive Park Drive, Bedford, NH 03110.

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor and Executive Council
on May 9, 2012, Item #54A, and approved subsequent amendments as follows: Amendment #1 June 19,
2013 (Item #, 67A), Amendment #2 February 12, 2014 (Item #25), Amendment #3 April 9, 2014 (Item
#44), Amendment #4 June 18, 2014 " (Item #65A), Amendment #5 July 16, 2014(Late Item A),
Amendment #6 December 23, 2014 (Item #11), Amendment #7 June 24, 2015 (Item #30), Amendment
#8 August 5, 2015 (Tabled Item A), Amendment #9 December 16, 2015 (Late Item A3), Amendment #10
January 27, 2016 (Item #78), Amendment #11 March 9, 2016 (Item #10A) Amendment #12 June 29,
2016 (Late Item A2), Amendment #13 October 5, 2016, (Item #12A), Amendment #14 June 21, 2017
(Tabled Item #18), Amendment #15 December 6, 2017 (Item #78), and Amendment #16 June 6, 2018
(Item #6A), the Contractor agreed to perform certain services based upon the terms and conditions
specified in the Contract as amended and in consideration of certain sums specified; and

WHEREAS, the State and the Contractor have agreed to make changes to the scope of work, payment
schedules and terms and conditions of the contract;.and ' ' ' « ' ^

\

WHEREAS, pursuant to the General Provisions, Paragraph' 18, the State may modify the scope of work
and the payment schedule of the contract by written agreement of the parties;

WHEREAS, the parties agree to modify the price limitation, modify the scope of services to support
continued delivery of these services, and modify the capitation rates,'and' \ '

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions
contained in the Contract and set forth herein, the parties hereto agree.tp,.amend,as follows:

y.-C-H t'j -j'.Ui.

1. Form P-37, General Provisions, Block 1.8, Price Lirhitation Wincfease'trie"Price Limitation by
$147,676,924.60 from $3,557,921,400.41 to read: $3,705,598,325.01 for a cumulative contract
value for all Medicaid Care Management contracts.

2. Form P-37, General Provisions, Block 1.9, Contracting Officer for State Agency, to read:

Nathan D. White, Director.

3. Form P-37, General Provisions, Block 1.10, State Agency Telephone Number, to read:

603-271-9631.

4. Delete Exhibit A Amendment #14 in its entirety and replace with Exhibit A Amendment #15.

5. Delete in its entirety Exhibit B Amendment #16 and replace with Exhibit B Amendment #17.

Granite State Health Plan. Inc. Amendment #17
Page 1 of 3
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Medlcald Care Management Contract

This amendment shall be effective upon the date of Governor and Executive Council approval.
IN WITNESS WHEREOF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

Date Na(m: Jeffrey A. Meyers
Title: Commissioner

Granite State Health Plan, Inc.

Date

Title:

Acknowledgement of Contractor's signature:

State h]^Mpsh f><Countv o\/^A-iXJLlMOL'Ui j on^^^C^A-g/^ 7 before the
undersigned officer, personally appeared the person identified directly above, or satisfactorily proven to
be the person whose name is signed above, and acknowledged that s/he executed this document in the
capacity indicated above.

SiqnatIgnat of theceure of Notary Public or Ju

USA MARIE MALANGA. Notanr Put«c
state ot New Hampgtre

Name and

My Commission Expires: ^ ̂

Granite State Health Plan, Inc. Amendment #17
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New Hampshire Department of Health and Human Services
Medicald Care Management Contract

The preceding Amendment, having been reviewed by this office, is approved as to form, substance, and
execution.

OFFICE OF THE ATTORNEY GENERAL

I hereby certify that the foregoing Amendment was approved by the Governor and Executive Council of
the State of New Hampshire at the Meeting on: (date of meeting)

OFFICE OF THE SECRETARY OF STATE

Date Name:

Title:

Granite State Health Plan, Inc. Amendment #17
Page 3 of 3
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Exhibit A - Amendment #15

1. Introduction

1.1. Purpose

1.1.1. The purpose of this Agreement is to set forth the terms and conditions for the MCO's
participation in the NH Medicaid Care Management Program.

1.2. Type of Agreement

1.2.1. This is a comprehensive full risk prepaid capitated,contract. The MCO is responsible
for the timely provision of all medically necessary services as defined under this
Agreement. In the event the MCO incurs costs that exceed the capitation payments,
the State of New Hampshire and its agencies are not responsible for those costs and
will not provide additional payments to cover such costs.

1.3. Agrceinent Period

1.3.1. The Department of Health and Human Services (DHHS) and the MCO agree to
extend this Agreement by 12 months to June 30, 2019 at which point this Agreement
is targeted to end.

Page 8
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Exhibit A - Amendment #15

2. Glossary of Terms and Acronyms
Abuse

"Abuse" means provider practices that are inconsistent with sound fiscal, business, or medical
practices and result in an unnecessary cost to the Medicaid program, or in reimbursement for
services that are not medically necessary or that fail to meet professionally recognized standards
for health care. It also includes beneficiary practices that result in unnecessary cost to the
Medicaid program. [42 C.F.R. 455.2]

Administrative Review Committee , ^

Applies appropriate risk management principles to ensure due diligence and oversight to protect
the patient, community and hospital in treating high risk or high profile patients.

Acquired Brain Disorder (HCBC-ABD) Waiver

"Acquired Brain Disorder (HCBC-ABD) waiver" means the home and community-based care
1915(c) waiver program that provides a system of services and supports to individuals age 22
years and older with traumatic brain injuries or neurological disorders who are financially
eligible for Medicaid and medically qualify for institutional level of care provided with a need
for specialized nursing care or specialized rehabilitation services. Covered services are identified
in He-M 522.

Adequate Network of Providers

A network sufficient in numbers, types and geographic location of providers, as defined in the
Agreement, to ensure that covered persons will have access to health care services without
unreasonable delay.

Advance Directive

"Advance Directive" means a written instruction, such as a living will or durable power of
attomey for health care, recognized under the laws of the State of New Hampshire, relating to the
provision of health care when an individual is incapacitated (42 CFR 438.6, 438.10, 422.128, and
489.100).

Agreement

"Agreement" means the entire written Agreement between DHHS and the MCO, including any
Exhibits, documents, and materials incorporated by reference.

Agreement Period

Dates indicated in the P-37 of this Agreement.

Agreement Year

NH State Fiscal Year.

Page 9
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Appeal

"Appeal" means a request for review of an action as described in this Agreement (42 CFR
438.400(b)).

Auxiliary aids

"Auxiliary aids" means services or devices that enable persons with impaired sensory, manual,
or speaking skills to have an equal opportunity to participate in, and enjoy the benefits of
programs or activities conducted by the MCO. Such aids shall include readers, Braille materials,
audio recordings, telephone handset amplifiers, telephones compatible with hearing aids,
telecommunication devices for deaf persons (TDD's), interpreters, notetakers, written materials,
and other similar services and devices.

Behavioral Health Crisis Treatment Center

"Behavioral Health Crisis Treatment Center" (BHCTC) means a treatnient service center that
provides 24/7 intensive, short term stabilization treatment services for individuals experiencing a
mental health crisis, including those with co-occurring substance use disorder. The BHCTC
accepts individuals for treatment on a voluntary basis who walk-in, are transported by first
responders, or as a stepdown treatment site post emergency department visit or inpatient
psychiatric treatment site. The BHCTC delivers an array of services to de-escalate and stabilize
individuals at the intensity and for the duration necessary to quickly and successfully discharge,
via specific after care plans, the individual back into the community or to a step-down treatment
site.

Care coordination

"Care coordination" is the deliberate organization of patient care activities between two or more'
participants (including the individual) involved in an individual's services and supports to
facilitate the appropriate delivery of medical, behavioral, psychosocial, and long term services
and supports. Organizing care involves the marshalling of personnel and other resources needed
to carry out all required services and supports, and requires the exchange of information among
participants responsible for different aspects of care. (42 CFR 438.208).

Effective care coordination includes the following:

Actively assists patients to acquire self-care skills to improve functioning and health
outcomes, and slow the progression of disease or disability;

Employs evidence-based clinical practices;

Coordinates care across health care settings and providers, including tracking referrals;

Actively assists patients to take personal responsibility for their health care;

Provides education regarding avoidance of inappropriate emergency room use;

Page 10



New Hampshire Medicald Care Management Contract — SFY2019

Exhibit A - Amendment #15

•  'Emphasizes the importance of participating in health promotion activities; Provides ready
access to behavioral health services that are, to the extent possible, integrated with primary
care; and

•  Uses appropriate community resources to support individual patients, families and caregivers
in coordinating care.

• Adheres to conflict of interest guidelines set forth by the health plan and contractor (State of
NH)

•  Ensures the patient is aware of all appeal and grievance processes including how to request a
different care coordinator.

•  Facilitates ready and consistent access to long term supports and services that are, to the
extent possible, integrated with all other aspects of the member's health care.

Centers for Medicare and Medicaid Services (CMS)

"Centers for Medicare and Medicaid Services (CMS)" means the federal agency within the U.S.
Department of Health and Human Services (HHS) with primary responsibility for the Medicaid
and Medicare program.

Children's Health Insurance Program

"Children's Health Insurance Program (CHIP)" means a program to provide access to medical
care for children under Title XXI of the Social Security Act, the Children's Health Insurance
Program Reauthorization Act of 2009.

Children with Special Health Care Needs

Children who have or are at increased risk for a chronic physical, developmental, behavioral, or—
emotional condition and who also require health and related services of a type or amount beyond,
that required by children generally.

j

Choices for Independence (HCBC-CFI) Waiver

"Choices for Independence (HCBC-CFI) Waiver" means the home and coirihiunity-based care
1915(c) waiver program that provides a system of long term care services and supports to seniors
and adults who are financially eligible for Medicaid and medically qualify for institutional level
of care provided in nursing facilities. This.term is also known as home and community based
care for the elderly and chronically ill (HCBC-ECl). Long term care definitions are identified in
RSA 151 E and He-E 801, and covered services are identified in He-E 801.

ChroDic Condition

"Chronic Condition" means a physical or menial impairment or ailment of indefinite duration or
frequent recurrence and includes, but is not limited to: a mental health condition; a substance use
disorder; asthma; diabetes; heart disease; or obesity, as evidenced by a body mass index over
twenty-five.
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Cold Call Marketing

"Cold Call Marketing" means any unsolicited personal contact by the MCO or its designee, with
a potential member or a member with another contracted managed care organization for the
purposes of marketing (42 CFR 438.104(a)).

Communications Plan

"Communications Plan" means a written strategy for timely notification to DHHS regarding
expected or unexpected interruptions or changes that impact MCO policy, practice, operations,
members or providers. The Communications Plan shall define the purpose of the communication,
the paths of communication, the responsible MCO party required to communicate, and the time

line and evaluation of effectiveness of MCO messaging to DHHS and to affected parties. The
Communications Plan shall also provide for the MCO to communicate with DHHS and respond
to correspondence received from DHHS within one (I) business day on emergent issues and five
(5) business days on non-emergent issues.

Confidential Information

"Confidential Information" means information that is exempt from.disclosure to the public or
other unauthorized persons under federal or state law. Confidential Information includes, but is
not limited to. Personal Information.

Conflict Free Care Coordination

"Conflict Free Care Coordination" separates clinical or non-financial eligibility determination
from direct service provision. Care Coordinators and evaluators of the beneficiary's need for
services are not related by blood or marriage to the individual, their paid caregivers or to anyone
financially responsible for the individual; robust monitoring and oversight are in place to
promote consumer-direction and beneficiaries are clearly informed about their right to appeal or
submit a grievance decisions about plans of care, eligibility deterrriination and service delivery.
State level oversight is provided to measure the quality of care coordination services and to
ensure meaningful stakeholder engagement. In circumstances when one entity is responsible for
providing care coordination and service delivery, appropriate safeguards and firewalls exist to
mitigate risk of potential conflict.

Conflict Free Care Management

(see Care Coordination)

Consumer Assessment of Healthcare Providers and Systems (CAHPS®)

"Consumer Assessment of Healthcare Providers and Systems (CAHPS®)" means a family of
standardized survey instruments, including a Medicaid survey used to measure member
experience of health care.
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Consumer Direction

"Consumer Direction", also known as participant direction or self-direction, means a service
arrangement whereby the individual or representative, if applicable, directs the services and
makes the decisions about how the funds available for the individual's services are to be spent.
It includes assistance and resources available to individuals in order to maintain or improve their
skills and experiences in living, working, socializing, and recreating.

Continuity of Care

"Continuity of Care" means the provision of continuous care for chronic or acute medical
conditions through member transitions between: facilities and home; facilities; providers; service
areas; managed care contractors; and Medicaid fee-for-service and managed care arrangements.
Continuity of care occurs in a manner that prevents secondary illness, health care complications
or re-hospitalization and promotes optimum health recovery. Transitions of significant
importance include: from acute care settings, such as inpatient physical health or behavioral
(mental health/substance use) health care settings to home or other health care settings; from
hospital to skilled nursing facility; from skilled nursing to home or community-based settings;
and from substance use care to primary and/or mental health care.

Contracted Services

"Contracted Services" means covered services that are to be provided by the MCO under the
terms ofthis Agreement.

Covered Services

"Covered Services" means health care services as defined by DHHS and State and Federal
regulation.

Debarment

"Debarment" means an action taken by a Federal official to exclude a person or business entity
from participating in transactions involving certain federal funds.

Developmental Disabilities (HCBC-DD) waiver

"Developmental Disabilities (HCBC-DD) waiver" means the home and community-based care
1915(c) waiver program that provides a system of long term care services and supports in non-
institutional settings to individuals of any age with mental retardation and/or developmental
disabilities who are financially eligible for Medicaid and medically qualify for institutional level
of care provided in an Intermediate Care Facility for Individuals with Intellectual Disabilities
(ICF/IID).

Division for Children, Youth & Families (DCVF) Services

"Division of Children, Youth & Families (DCVF) Services" means community based services
and residential treatment services as indicated in Section 8.2 Covered Services Matrix as DCVF..
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Early, Periodic Screening, Diagnostic and Treatment (EPSDT)

"EPSDT (Early, Periodic Screening, Diagnostic and Treatment)" means a package of services in
a preventive (well child) screening covered by Medicaid for children under the age of twenty-one
(21) as defined in the Social Security Act (SSA) Section 1905(r),^42 CFR 441.50, and DHHS
EPSDT program policy and billing instructions. Screening services covered by Medicaid include
a complete health history and developmental assessment, an unclothed physical exam,
immunizations, laboratory tests, health education and anticipatory guidance, and screenings for:
vision, dental, substance use, mental health and hearing. The MCO shall be responsible for all
services found to be medically necessary services during the EPSDT exam.

Eligible Members

"Eligible Members" means individuals determined eligible by DHHS and eligible to enroll for
health care services under the terms of this Agreement.

Emergency Medical Condition

"Emergency Medical Condition" means a medical condition manifesting itself by acute
symptoms of sufficient severity (including severe pain) such that a prudent layperson, who
possesses an average knowledge of health and medicine, could reasonably expect the absence of
immediate medical attention to result in: (a) placing the health of the individual (or, with respect
to a pregnant woman, the health of the woman or her unborn child) in serious jeopardy; (b)
serious impairment to bodily functions; or (c) serious dysfunction of any bodily organ or part (42
CFR 438.114(a)).

Emergency Services

"Emergency Services" means inpatient and outpatient contracted services furnished by a
provider qualified to furnish the services needed to evaluate or stabilize an emergency medical
condition (42 CFR 438.114(a)).

Equal Access

"Equal Access" means Steps 1 and 2, and NHHPP members having the same access to providers
and services for those services common to both populations.

Execution Date

Date Agreement approved by Governor and Executive Council.

Exteirnal Quality Review (EQR)

"External Quality Review (EQR" means the analysis and evaluation by an EQRO of aggregated
information on quality, timeliness and access to the health care services that the MCO or its
subcontractors furnish to members (42 CFR 438.320);
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External Quality Review Organization (EQRO)

"External Quality Review Organization (EQRO)" means an organization that meets the
competence and independence requirements set forth in 42 CFR 438.354, and performs external
quality review, other EQR-related activities as set forth in 42 CFR 438.358.

Fraud

"Fraud" means an intentional deception or misrepresentation made by a person with the
knowledge that the deception could result in some unauthorized benefit to himself or some other
person. It includes any act that constitutes fraud under applicable Federal or State law. [42
C.F.R. 455.2]

Granite Advantage Health Care Program

"Granite Advantage Health Care Program" means the program for coverage of the newly eligible
adult population that replaces the New Hampshire Health Protection Program beginning on
January 1, 2019 as established in Senate Bill 313, 2018 NH Laws Chap. 342.

Grievance'"^

"Grievance" means an expression of dissatisfaction about any matter other than an action.
Possible subjects for grievances include, but are not limited to, the quality of care or services
provided, and aspects of interpersonal relationships such as rudeness of a provider or employee,
or failure to respect the member's rights (42 CFR 438.400(b)).

Grievance Process

"Grievance Process" means the procedure for addressing member grievances (42 CFR
438.400(b)).

Grievance System

"Grievance System" means the overall system that includes grievances and appeals handled by
the MCO and access to the State fair hearings (42 CFR 438, Subpart F).

Healthcare Effectiveness Data and Information Set (HEDIS)

"Healthcare Effectiveness Data and Information Set (HEDIS)" means a set of standardized
performance measures designed to ensure that healthcare purchasers and consumers have the
information they need to reliably compare the performance of managed health care plans. HEDIS
also includes a standardized survey of members' experiences that evaluates plan performance in
areas such as customer service, access to care and claims processing. HEDIS is sponsored,
supported, and maintained by National Committee for Quality Assurance (NCQA).

Health Home

"Health Home" means coordinated health care provided to members with special health care
needs. At minimum, health home services include;

•  Comprehensive care coordination including, but not limited to, chronic disease management;
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•  Self-management support for the member, including parents of caregivers or parents of
children and youth;

•  -Care coordination and health promotion;

• Multiple ways for the member to communicate with the team, including electronically and by
phone;

•  Education of the member and his or her parent or caregiver on self-care, prevention, and
health promotion, including the use of patient decision aids;

• Member and family support including authorized representatives;

•  The use of information technology to link services, track tests, generate patient registries and
provide clinical data;

•  Linkages to community and social support services;

•  Comprehensive transitional health care including follow-up from inpatient to other settings;

• A single care plan that includes all member's treatment and self-management goals and
interventions; and

• Ongoing performance reporting and quality improvement.

Home and Community Based Care (HCBC)

"Home and Community Based Care (HCBC)", also known as Home and Community Based
Services (HCBS), means the waiver of sections 1902 (a) (10) and 1915 (c) of the Social Security
Act which allows the federal Medicaid funding of long term services and supports in non-
institutional settings for individuals who reside in the community or in certain community
alternative residential settings, as an alternative to long term institutional services in a nursing
facility or Intermediate Care Facility. This includes services provided under the Choices for
Independence Waiver (HCBC-CFI) waiver program. Developmental Disabilities (HCBC-DD)
waiver program, Acquired Brain Disorders (HCBC-ABD) waiver program, and In Home
Supports (HCBC-IHS) waiver program.

Implementation Period

"Implementation Period" means each period of time prior to Program Start Date for the
following segments: Step 1, NHHPP, SUD Phases I, 2 and 3, and Step 2 Phase 1.

Implementation Plan

"Implementation Plan" means a proposed and agreed upon written and detailed listing of all
objectives, tasks, activities, time allocation, deliverables, dependencies and responsible parties
required to design, develop and implement the steps and phases of the Care Management
Program. The Implementation Plan(s) shall include documentation of approvals as well as
document change history.
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In Home Supports for Children with Developmental Disabilities (HCBC-IHS) Waiver

"in Home Supports for Children with Developmental Disabilities (HCBC-IHS) Waiver" means
the home and community-based care 1915(c) waiver program that provides a system of long
term care services and supports to families with children diagnosed with autism and other
developmental disabilities through age 21 living at home with their families who require services
to avoid institutionalization. Covered services are identified in He-M524.

Long Term Services and Supports (LTSS)

"Long Term Services and Supports (LTSS)" means nursing facility services, all four of New
Hampshire's Home and Community Based Care Waivers, and services provided to children and
families through the Division for Children, Youth & Families.

Managed Care Organization (MCO)

"Managed Care Organization (MCO)" means an organization having a certificate of authority or
certificate of registration from the Office of Insurance Commissioner that contracts with DHHS
under a comprehensive risk Agreement to provide health care services to eligible DHHS
members under the DHHS Care Management Program.

Marketing

"Marketing" means any communication from the MCO to a potential member or member with
another DHHS contracted MCO that can be reasonably interpreted as intended to influence them
to enroll with the MCO or to either not enroll or end enrollment with another DHHS contracted

MCO (42 CFR 438.104(a)).

Marketing Materials

"Marketing Materials" means materials that are produced in any medium, by or on behalf of the
MCO that can be reasonably interpreted as intended as marketing (42 CFR 438.104(a)).

Medically Frail
"Medically frail" means a member who identifies as having a physical, mental, or emotional
health condition that causes limitations in activities (e.g. bathing, dressing, daily chores, etc.) or
lives in a medical facility or nursing home.

Medically Necessary Services

"Medically Necessary .Services" means services that are "medically necessary" as is defined in
Section 23.2.2.

Member

"Member" means an individual who is eivolled in managed care through a Managed Care
Organization (MCO) having an Agreement with DHHS (42 CFR 438.10(a)).

?>-•
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Member Handbook
*

"Member Handbook" means the handbook published by the Managed Care Organization (MOD)
which describes requirements for eligibility and enrollment, Covered Services, and other terms
and conditions that apply to Member participation in Medicaid Managed Care and which means
all informing requirements as set forth in 42 CFR 438.10.

Mental Health Court

A "Mental Health Court" is a specialized court docket for certain defendants with.mental
illnesses that substitutes a problem solving model for traditional criminal court processing.

National Committee for Quality Assurance (NCQA)

"National Committee for Quality Assurance (NCQA)" means an organization responsible for
developing and managing health care measures that assess the quality of care and services that .
managed care clients receive.

Necessary Services

"Necessary Services" means services to prevent, diagnose, correct, cure, alleviate or prevent the
worsening of conditions that endanger life, cause pain, result in illness or infirmity, threaten to
cause or aggravate a handicap, cause physical deformity or malfunction, or is essential to enable
the individual to attain, maintain, or regain functional capacity and/or independence, and no
other equally effective course of treatment is available or suitable for the recipient requesting a
necessary long term service and support.

New Hampshire Community Passport (NHCP) Program or Money Follows the Person
(MFP) Demonstration

"Money Follows the Person (MFP)" means a federal demonstration that assists individuals,
residing in nursing institutions who meet CMS eligibility requirements find suitable healthcare
programs to support them in the community and then assists them to transition from nursing
institution care to community care. The program's intent is to help strengthen and improve
community based systems of long term care for low-income seniors and individuals with
disabilities. "New Hampshire Community Passport (NHCP) Program" means the MFP program
specific to New Hampshire.

New Hampshire Health Protection Program (NHHPP)

Coverage provided through the MCOs for individuals newly eligible for Medicaid based the new
income levels established in Senate Bill 413, Chapter 3, Laws of 2014; provided, however, that
on and affer January 1, 2016, coverage under this program shall be limited to said individuals
who are Medically Frail and who choose to participate in the New Hampshire Health Protection
Program and those MCO members who transition from an eligibility category other than the
New Hampshire Health Protection Program who have not yet begun their coverage in the
Premium Assistance Program.

New Member
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"New Member" means a member transferring from FFS to an MCO, or transferring from another
MCO.

Non-Participating Provider

"Non-Participating Provider" means a person, health care provider, practitioner, facility or entity
acting within their scope of practice or licensure, that does not have a written Agreement with
the MCO to participate in a managed care organization's provider network, but provides health
care services to members.

Participating Provider

"Participating Provider" means a person, health care provider, practitioner, facility, or entity,
acting within their scope of practice and licensure, and who is under a written contract with the
MCO to provide services to members under the terms of this Agreement.

Payment Reform Plan

"Payment Reform Plan" means an MCO's plan to engage its provider network in health care
delivery and payment reform activities such as pay for performance programs, innovative
provider reimbursement methodologies, risk sharing arrangements and sub-capitation
agreements, and shall contain information on the anticipated impact on member health outcomes,
providers affected.

Physician Group

"Physician Group" means a partnership, association, corporation, individual practice association,
or other group that distributes income from the practice among its members. An individual
practice association is a physician group only if it is composed of individual physicians and has
no subcontracts with physician groups.

Provider Incentive Plan

"Provider Incentive Plan" means any compensation arrangement between the MCO and a
provider or provider group that may directly or indirectly improve the delivery of healthcare
services as directed by a provider under the terms of this Agreement.

Program Management Plan

"Program Management Plan" means a proposed and agreed upon written detailed plan that
includes a framework of processes to be used by the MCO and NH DHHS for managing and
monitoring all aspects of the Care Management Program as provided for in the Agreement.
Includes documentation of approvals as well as document change history.

Program Start Date

Each date when MCO is responsible for coverage of services to its members with respect to the
steps and phases of the Medicaid Care Management program.
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Post-stabilization Services

"Post-stabilization Services" means contracted services, related to an emergency medical
condition that are provided after an member is stabilized in order to maintain the stabilized
condition or to improve or resolve the member's condition (42 CFR 438.114 and 422.113).

Primary Care Provider (PCP)

"Primary Care Provider (PCP)" means a participating provider who has the responsibility for
supervising, coordinating, and providing primary health care to members, initiating referrals for
specialist care, and maintaining the continuity of member care. PCPs include, but are not limited
to Pediatricians, Family Practitioners, General Practitioners, Internists,
Obstetricians/Gynecologists, Physician Assistants (under the supervision of a physician), or
Advanced Registered Nurse Practitioners (ARNP), as designated by the MCO. The definition of
PCP is inclusive of primary care physician as it is used in 42 CFR 438. All Federal requirements
applicable to primary care physicians will also be applicable to primary care providers as the
term is used in this Agreement.

Provider

"Provider" means an individual medical professional, hospital, skilled nursing facility, other
facility or organization, pharmacy, program, equipment and supply vendor, or other entity that
provides care or bills for health care services or products.

Referral Provider

"Referral Provider" means a provider, who is not the member's PCP, to whom a member is
referred for covered services

Regulation

"Regulation" means any federal, state, or local regulation, rule, or ordinance.

Risk

"Risk" means the possibility that a loss may be incurred because the cost of providing services
may exceed the payments made for services. When applied to subcontractors, loss includes the
loss of potential payments made as part of a provider incentive plan, as defined herein.

Special Needs

Special Needs include chronic physical, developmental, behavioral or emotional conditions or
adverse social circumstances resulting in need for help with related services of a type or amount
beyond that required by members generally. Members with Special Needs include both Children
and Adults.

Start Date of the Program

Date initial member enrollment begins.
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Start of Program

Date initial member enrollment begins.

State

"State" or "state" means the State of New Hampshire

Step 1

Services as indicated in Section 8.2 Covered Services Matrix as Step 1.

Step 2

Services as indicated in Section 8.1 Covered Populations Matrix and Section 8.2 Covered
Services Matrix as Step 2.

Subcontract

"Subcontract" means any separate.contract or contract between the MCO and an individual or
entity ("Subcontractor") which relates directly or indirectly to the perfoiroance of all or a portion
of the duties and obligations that the MCO is obligated to perform pursuant to this Agreement.

Substance Use Disorder

"Substance Use Disorder" is marked by a cluster of cognitive, behavioral and physiological
symptoms indicating that the individual continues to use alcohol, tobacco, and/or other drugs
despite significant related problems. The cluster of symptoms includes tolerance; withdrawal or
use of a substance in larger amounts or over a longer period of time than intended; persistent
desire or unsuccessful efforts to cut down or control substance use; a great deal of time spent in
activities related to obtaining or using substance*or to recover from their effects; relinquishing
important social, occupational or recreational activities because of substance use; and continuing
alcohol, tobacco and/or drug use despite knowledge of having a persistent or recurrent physical
or psychological problem that is likely to have been caused or exacerbated by such use; craving
or strong desire to use. Specific diagnostic criteria are specified in "Substance-Related and
Addictive Disorders", in the Diagnostic and Statistical Manual of Disorders, 5th Edition,
American Psychiatric Association, 2013.

Willing Provider "

"Willing Provider" is a provider credentialed according to the requirements of DHHS and the
MCO, who agrees to render services as authorized by the MCO and to comply with the terms of'
the MCO's provider agreement, including rates, and policy manual.

2.1. Acronyms

Unless otherwise indicated acronyms used in this Agreement are as follows:

Acronym Description

ABD Acquired Brain Disorders Waiver
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Acronym Description

ACA Affordable Care Act

ADA Americans with Disabilities Act

ANB Aid to the Needy Blind

ANSA Adult Needs and Strengths

APTD Aid to the Permanently and Totally Disabled

ASC Accredited Standards Committee

ASL American Sign Language

BCCP Breast and Cervical Cancer Program

BMH Bureau of Mental Health

CAD Coronary Artery Disease

CANS Child and Adolescent Needs and Strengths Assessment

CDC Centers for Disease Control and Prevention

CFI Choices for Independence Waiver

CFR Code of Federal Regulations

CHF Congestive Heart Failure

CHIP Children's Health Insurance Program

CLA Community Living Assessment

CLAS Cultural and Linguistically Appropriate Services

CMHC Community Mental Health Center

CMS Centers for Medicare and Medicaid Services

COB Coordination of Benefits

COPD Chronic Obstructive Pulmonary Disease

CQI Continuous Quality Improvement

DCYF Division of Children, Youth & Families

DD Developmental Disabilities Waiver

DHHS Department of Health and Human Services (New Hampshire)

DOB Date of Birth
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Acronvm Description ' .v.

DME Durable Medical Equipment

DRG Diagnostic Related Group

DSH Disproportionate Share Hospitals

EFT Electronic Fund Transfer

EPSDT Early Periodic Screening, Diagnosis and Treatment

EST Eastem Standard Time

ETL Extract Transformation Load

EQRO Extemal Quality Review Organization

FFS Fee-for-Service

FOHC^ Federally Qualified Health Center

GME Graduate Medical Education

HC-CSD Home Care for Children with Severe Disabilities

HIPAA Health Insurance Portability and Accountability Act

HIV Human Immunodeficiency Virus

ICF Intermediate Care Facility

IHS In Home Supports for Children with Developmental Disabilities Waiver

IME Indirect Medical Education

LTSS Long term services and supports

MCO Managed Care Organization

MCIS Managed Care Information System

MFP Money Follows the Person Program

MIC Medicaid Integrity Contractor

MEAD Medicaid for Employed Adults with Disabilities

MMIS Medicaid Management Information System

N/A Not applicable

NCQA National Committee for Quality Assurance

NHCP New Hampshire Community Passport Program ^
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Acronyrii , Description

NF Nursing Facility

NHHPP New Hampshire Health Protection Program

NHID New Hampshire Insurance Department

NPI National Provider Identifier

OAA Old Age Assistance

OBRA Omnibus Budget Reconciliation Act

PBM Pharmacy Benefit Management

PCP Primary Care Provider

PE Presumptive Eligibility

PIN Personal Identification Number

POA Present on Admission

OAPI Quality Assessment and Performance Improvement

OIP Quality Incentive.Program

OM Quality Management

0MB Qualified Medicare Beneficiaries

RAC Recovery Audit Contractors

RBC Risk-Based Capital

RFP Request for Proposal

RHC Rural Health Center

RIMP Risk Identification Mitigation Plm

RSA Revised Statutes Annotated

SAMHSA Substance Abuse and Mental Health Services Administration

SLMB Special Low-Income Medicare Beneficiaries

SLRC ServiceLink Resource Center network under the New Hampshire Aging
and Disability Resource Center model

SNF Skilled Nursing Facility

SSA Social Security Act
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Acronym Description

SSI Supplemental Security Income

SSAE Statement on Standards for Attestation Engagements

SUD Substance Use Disorder

TANF Temporary Assistance for Needy Families

TPL Third Party Liability

TQM Total Quality Management

use United States Code

VA Veteran's Administration
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3. General Terms and Conditions

3.1. Agreement Elements

The Agreement between the parties shall consist of the following:

3.1.1. P-37 Agreement General Provisions.

3.1.2. Exhibit A - Scope of Services - Statement of work for all goods and services to be
provided as agreed to by State of New Hampshire/DHHS and the MCO.

3.1.3. Exhibit B - Capitation Rates.

3.1.4. Exhibit C - Special Provisions - Provisions and requirements set forth by the State of
New Hampshire/DHHS that must be adhered to in addition to those outlined in the P-
37.

3.1.5. Exhibit D - Certification Regarding Drug Free Workplace Requirements - MCO's
Agreement to comply with requirements set forth in the Drug-Free Workplace Act of
1988.

3.1.6. Exhibit E - Certification Regarding Lobbying - MCO's Agreement to comply with
specified lobbying restrictions.

3.1.7. Exhibit F - Certification Regarding Debarment, Suspension and Other Responsibility
Matters - Restrictions and ri^ts of parties who have been disbarred, suspended or
ineligible from participating in the Agreement.

3.1.8. Exhibit G - Certification Regarding Americans With Disabilities Act Compliance -
MCO's Agreement to make reasonable efforts to comply with the Americans with
Disabilities Act.

3.1.9. Exhibit H - Certification Regarding Environmental Tobacco Smoke - MCO's
Agreement to make reasonable efforts to comply with the Pro-Children Act of 1994,'
which pertains to environmental tobacco smoke in certain facilities.

3.1.10. Exhibit I - H IP AA Business Associate Agreement - Rights and responsibilities of the
MCO in reference to the Health Insurance Portability and Accountability Act.

3.1.11. Exhibit J - Certification Regarding Federal Funding Accountability & Transparency
Act (FFATA) Compliance.

3.1.12. Exhibit K- MCO's Program Management Plan approved by DHHS in accordance
with Section 7.4 of this Agreement.
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3.1.13. Exhibit L- MCO's Implementation Plan approved by DHHS in accordance with
Sections 7.6-7.8 of this Agreement.

3.1.14. Exhibit M - MCO's RFP (#I2-DHHS-CM-01) Technical Proposal, including any
addenda, submitted by the MCO.

3.1.15. Exhibit N - Encounter Data.

3.1.16. E)diibit O -Quality and Oversight Reporting.

3.1.17. Exhibit P - Substance Use Disorder (SUD) Services.

3.2. Order of Documents.

In the event of any conflict or contradiction between or among the Agreement
documents, the documents shall control in the above order of precedence.

3.3. Delegation of Authority

Whenever, by any provision of this Agreement, any right, power, or duty is imposed or
conferred on DHHS, the right, power, or duty so imposed or conferred is possessed and
exercised by the Commissioner unless any such right, power, or duty is specifically
delegated to the duly appointed agents or employees of DHHS and NHID.

3.4. Authority of the New Hampshire Insurance Department

Wherever, by any provision of this Agreement or by the laws and rules of the State of
New Hampshire the NHID shall have authority to regulate and oversee the licensing
requirements of the MCO to operate as a Managed Care Organization in the State of New
Hampshire.

3.5. Errors & Omissions

The MCO shall not take advantage of any errors and/or omissions in the RFP or the
resulting Agreement and amendments. The MCO shall promptly notify DHHS of any
such errors and/or omissions that are discovered.

3.6. Time of the Essence

In consideration of the need to ensure uninterrupted and continuous Medicaid Managed
Care services, time is of the essence in the perforrhance of the Scope of Work under the
Agreement.

3.7. CMS .Approval of Agreement & Any Amendments

3.7-1. This Agreement and the implementation of amendments, modifications, and changes
to this Agreement are subject to the prior approval of the Centers for Medicare and
Medicaid Services ("CMS."). Notwithstanding any other provision of this Agreement,
DHHS agrees that enrollment for any step or phase will not commence until DHHS
has received required CMS approval.
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3.7.2. At the time of this Amendment, the application of the State of New Hampshire under
section 1115(a)(2) of the Social Security Act to replace the New Hampshire Health
Protection Program with the Granite Advantage Health Care Program for the
coverage of the newly eligible adult population by the MCO beginning on January 1,
2019 for the six month period ending on June 30, 2019 is currently pending with
CMS. Upon the granting of the State's waiver, the special terms and conditions of
the Granite Advantage Health Care Program shall replace the existing waiver
approval entitled "New Hampshire Health Program Premium Assistance" (Project
Number 1 l-W-00298/1) in all respects and the amended waiver shall apply as any
other waiver under Section 28.1.3.12 of this Agreement.

3.8. Cooperation with Other Vendors and Prospective Vendors

DHHS may award supplemental contracts for work related to the Agreement, or any
portion thereof. The MCO shall reasonably cooperate with such other vendors, and shall
not commit or permit any act that may interfere with the performance of work by any
other vendor, or act in any way that may place members at risk of an emergency medical
condition.

3.9. Renegotiation and Reprocurement Rights

3.9.1. Renegotiation of Agreement Terins

3.9.1.1 .Notwithstanding anything in the Agreement to the contrary, DHHS may. at
any time during the term of the Agreement exercise the option to notify MCO
that DHHS has elected to renegotiate certain terms of the Agreement. Upon
MCO's receipt of any notice pursuant to this Section, MCO and DHHS will
undertake gopd faith negotiations of the subject terms of the Agreement, and
may execute an amendment to the Agreement.

3.9.2. Reprocurement of the Services or Procurement of Additional Services

3.9.2.1 .Notwithstanding anything in the Agreement to the contrary, whether or not
DHHS has accepted or rejected MCO's Services and/or Deliverables provided
during any period of the Agreement, DHHS may at any time issue requests for
proposals or offers to other potential contractors for performance of any
portion of the Scope of Work covered by the Agreement or Scope of Work
similar or comparable to the Scope of Work performed by MCO under the
Agreement. DHHS shall give.the MCO ninety (90) calendar days notice of
intent to replace another MCO participating in the Medicaid Managed Care
program or to add an additional MCO to the Medicaid Managed Care
program.

3.9.3. Termination Rights Upon Reprocurement.
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3.9.3.1.If upon procuring the Services or Deliverables or any portion of the Services
or Deliverables from another vendor in accordance with this Section DHHS

elects to terminate this Agreement, the MCO shall have the rights and
responsibilities set forth in Section 32 ("Termination"). Section 33
("Agreement Closeout") and Section 35 ("Dispute Resolution Process").
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4. Organization
4.1. Organization Requirenieiits

4.1.1. Registrations and Licenses

The MOD shall be licensed by the New Hampshire Department of Insurance to
operate as an Managed Care Organization in the State as required by New Hampshire
RSA 420-B, and shall have all necessary registrations and licensures as required by
the New Hampshire Insurance Department and any relevant federal and state laws
and regulations. An MCO must be in compliance with the requirements of this section
in order to participate in any Steps and Phases of the Medicaid Care Management
progr^.

4.2. Articles & Bylaws

4.2.1. The MCO shall provide by the beginning of each Agreement year or at the time of
any substantive changes written assurance from MCO's legal counsel that the MCO is
not prohibited by its articles of incorporation, bylaws or the laws under which it is
incorporated from performing the services required under this Agreement.

4.3. Relationships

4.3.1. Ownership and Control

4.3.1.1 .The MCO shall notify DHHS of any person or corporation that has five
percent (5%) or more ownership or controlling interest in the MCO, parent
organization, subcontractors, and/or affiliates and shall provide

a. financial statements;

b. Date of Birth in the case of an individual;

c. Social Security numbers in the case of an individual; and

d. In the case of corporations primary business address, every business
location, P.O. Box address, and tax identification number for all owners
meeting this criterion [ 1124(a)(2)(A) 1903(m)(2)(A)(viii); 42 CFR 455.100-
104 ; SMM 2087.5(A-D); SMD letter 12/30/97; SMD letter 2/20/98]. The
MCO shall certify by its Chief Executive Officer that this information
provided to DHHS is accurate to the best of the officer's information,
knowledge, and belief [42 CFR 438.606].

4.3.1.2.The MCO shall inform DHHS and the New Hampshire Insurance Department
(NHID) of its intent for mergers, acquisitions, or buy-outs within seven (7)
calendar days of key staff learning of the action.
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4.3.1.3.The MCO shall inform key DHHS and NHID staff by phone and by email
within one business day of when any key MCO staff learn of any actual or
threatened litigation, investigation, complaint, claim, or transaction that may
reasonably be considered to have a material Financial impact on and/or
materially impact or impair the ability of the MCO to perform under this
Agreement with DHHS.

4.3.2. Prohibited

4.3.2.1.The MCO shall not knowingly have a relationship with the following:

4.3.2.1.1. ^An individual who is debarred, suspended, or otherwise excluded from
participating in procurement activities under the Federal Acquisition
Regulation or from participating in non-procurement activities under
regulations issued under Executive Order No. 12549 or under
guidelines implementing Executive Order No. 12549.; or

4.3.2.1.2. An individual who is an affiliate, as defined in the Federal Acquisition
Regulation, of a person described in 4.3.2.1.

4.3.2.1.3. An individual is described as follows:

a. A director, officer, or partner of the MCO;

b. A subcontractor of the MCO;

c. A person with beneficial ownership of five percent (5%) or more,
of the MCO's equity; or

d. A person with ̂  employment, consulting, or other arrangement
with the MCO obligations under its Agreement with the State [42
CFR 438.610(a); 42 CFR 438.610(b); SMD letter 2/20/98].

4.3.3. The MCO shall retain any data, information, and documentation regarding the above
described relationships for a period no less than 10 years [42 CFR 438.3(u)].

4.3.4. The MCO shall conduct background checks on all employees actively engaged in the
Care Management Program. In particular, those background checks shall screen for
exclusions from any federal programs and sanctions from licensing oversight boards,
both in-state and out-of-state.

4.3.5. The MCO shall not and shall certify it does not employ or contract, directly or
indirectly, with:

4.3.5.1 .Any individual or entity excluded from Medicaid or other federal health care
program participation under Sections 1128 or 1128A of the SSA for the
provision of health care, utilization review, medical social work, or
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administrative services or who could be excluded under Section 1! 28(b)(8) of
the Social Security Act as being controlled by a sanctioned individual;

4.3.5.2. Any entity for the provision of such services (directly or indirectly) through an
excluded individual or entity;

4.3.5.3.Any individual or entity excluded from Medicaid or New Hampshire
participation by DHHS;

4.3.5.4.Any individual or entity discharged or suspended from doing business with
the State of New Hampshire; or

4.3.5.5.Any entity that has a contractual relationship (direct or indirect) with an
individual convicted of certain crimes as described in Section 1128(b)(8) of
the Social Security Act.

Page 32



New Hampshire Medicaid Care Management Contract — SFY2019

Exhibit A - Amendment #15

5. Subcontractors

5.1. MCO Obligations

5.1.1. The MCO remains fully responsible for the obligations, services and functions
performed by its subcontractors, including being subject to any remedies contained in
this Agreement, to the same extent as if such obligations, services and functions were
performed by MCO employees, and for the purposes of this Agreement such work
will be deemed performed by the MCO. DHHS reserves the right to require the
replacement of any subcontractor found by DHHS to be unacceptable or unable to
meet the requirements of this A^eement, and to object to the selection or use of a
subcontractor.

5.1.2. The MCO shall provide written policies for all employees and subcontractors
describing in detail the False Claims Act and other Federal and State laws described
in section 1902(a)(68) of the SSA including information about rights of employees to
be protected as whistleblowers.

5.1.3. The MCO regardless of its written agreements with any subcontractors maintains
ultimate responsibility for complying with this Agreement.

5.1.4. The MCO shall inform all subcontractors at the time of entering into an agreement
with the MCO about the grievance and appeal system as described in 42 CFR
438.10(g).

5.1.5. The MCO shall have a written agreement between the MCO and each subcontractor
in which the subcontractor:

5.1.5.1 .Agrees to comply with all applicable Medicaid laws, regulations, including
applicable subregulatory guidance and MCO contract provisions;

5.1.5.2.Agrees to hold harmless DHHS and its employees, and all members served
under the terms of this Agreement in the event of non-payment by the MCO;

5.1.5.3.Agrees to indemnify and hold harmless DHHS and its employees against all-
injuries, deaths, losses, damages, claims, suits, liabilities, judgments, costs and
expenses which may in any manner accrue against DHHS or its employees
through intentional misconduct, negligence, or omission of the subcontractor,
its agents, officers, employees or contractors;[

5.1.5.4. Agrees that the State, CMS, the HHS Inspector General, or their designees
shall have the right to audit, evaluate, and inspect any premises, physical
facilities, books, records, contracts, computer or other electronic systems of
the subcontractor, or of the subcontractor's contractor, that pertain to any
aspect of the MCO Managed Care activities;
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5.1.5.5. Agrees that it can be audited for ten years from the final date of the contract
period or from the date of any completed audit, whichever is later; and

5.1.5.6. Agrees that the State, CMS, or the HHS Inspector General can conduct an
audit at any time if the State, CMS, or the HHS Inspector General determines
that there is a reasonable possibility of fraud or.similar risk [42 CFR 438.230].

5.1.4 The MCO shall notify DHHS in writing within 10 business days if a subcontractor
is cited for corrective action by any federal or state regulatory authority.

5.2. Notice and Approval

5.2.1. The MCO shall submit all subcontractor agreements to DHHS for prior approval at
least sixty (60) calendar days prior to the anticipated implementation date of that
subcontractor agreement and annually for renewals or whenever there is a substantial
change in scope or terms of the subcontractor agreement.

5.2.2. The MCO shall notify DHHS of any change in subcontractors and shall submit a new
subcontractor agreement for approval ninety (90) calendar days prior to the start date
of the new subcontractor agreement.

5.2.3. Approval by DHHS of a subcontractor agreement does not relieve the MCO from any
obligation or responsibility regarding the subcontractor and does not imply any
obligation by DHHS regarding the subcontractor or subcontractor agreement.

5.2.4. DHHS may grant a written exception to the notice requirements of 5.2.1 and 5.2.2 if,
in DHHS's reasonable determination, the MCO has shown good cause for a shorter
notice period or deems that the subcontractor is not a material subcontractor.

5.2.5. The MCO shall notify DHHS within twenty four (24) hours after receiving notice
from a subcontractor of its intent to terminate a subcontract agreement.

5.2.6. The MCO shall notify DHHS of any material breach of an.agreement between the
MCO and the subcontractor within twenty four (24) hours of validation that such
breach has occurred.

53. MCO's Oversight

5.3.1. The MCO shall oversee and be held accountable for any function(s) and
responsibilities that it delegates to any subcontractor in accordance with 42 CFR
438.230 and SMM 2087.4, including:

5.3.1.1.The MCO shall have a written agreement between the MCO and the
subcontractor that specifies the activities and responsibilities delegated to the
subcontractor and its transition plan in the event of termination and provisions
for revoking delegation or imposing other sanctions if the subcontractor's
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performance is inadequate as determined by the MCO or NH DHHS. In such
written agreement, the subcontractor shall also agree to perform the delegated
activity and related reporting responsibilities as specified in the subcontractor
agreement and the applicable responsibilities in this Agreement.

5.3.1.2.AII subcontracts related to any aspect of the MCO Managed Care activities
shall fulfill the applicable requirements of 42 CFR Part 438 for those
responsibilities delegated to the subcontractor.

5.3.1.3.The MCO shall evaluate the prospective subcontractor's ability to perform the
activities to be delegated. ;

5.3.1.4.The MCO shall monitor the subcontractor's performance on an ongoing basis
consistent with industry standards and State and Federal laws and regulations.

5.3.1.5.The MCO shall audit the subcontractor's care systems at least annually and
when there is a substantial change in the scope or terms of the subcontract
agreement.

5.3.1.6.The MCO shall identify deficiencies or areas for improvement, if any, with
respect to which the MCO and the subcontractor shall take corrective action.

5.3.1.7.The MCO shall monitor the performance of its subcontractors on an ongoing
basis and ensure that performance is consistent with the Agreement between
the MCO and DHHS.

5.3.1.8.If the MCO identifies deficiencies or areas for improvement are identified, the
MCO shall notify DHHS and take corrective action within seven (7) calendar
days of identification. The MCO shall provide DHHS with a copy of the
Corrective Action Plan, which is subject to DHHS approval.
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5.4, Transition Plan

5.4.1. In the event of material change, breach or termination of a subcontractor agreement
between the MCO and a subcontractor, the MCO's notice to.DHHS shall include a
transition plan for DHHS's review and approval.
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6. Staffing
6.1. Key Personnel

6.1.1. The MCO shall commit key personnel to the New Hampshire Care Management
program on a full-time basis. Positions considered to be key personnel are listed
below, along with any specific requirements for each position:

6.1.1.1 .Executive Director: Individual has clear authority over the general
administration and day-to-day business activities of this Agreement.

6.1.1.2.Finance Officer: Individual is responsible for accounting and finance
operations, including all audit activities.

6.1.1.3.Medical Director: Physician licensed by theNH Board of Medicine shall
oversee and be responsible for all clinical activities, including but not limited
to, the proper provision of covered services to members, developing clinical
practice standards and clinical policies and procedures. The Medical Director
shall have a minimum of five (5) years of experience in government programs
(e.g. Medicaid, Medicare, and Public Health). The Medical Director shall
have oversight of all utilization review techniques and methods and their
administration and implementation.

6.1.1.4.The MCO will also have a physician available to the New Hampshire Care
Management program with experience in the diagnosis and treatment of SUD.

6.1.1.5.Quality Improvement Director: Individual is responsible for all Quality
Assessment and Performance Improvement (QAPI) program activities. This
person shall be a.licensed clinician with relevant experience in quality
management for physical and/or behavioral healthcare. ■'

6.1.1.6.Coordinators for the following five (5) functional areas shall be responsible
for overseeing care coordination activities for MCO members with complex
medical, behavioral health, developmental disability and long term care, needs.
They shall also serve as liaisons to DHHS staff for their respective functional
areas:

6.1.1.6.1. Special Needs Coordinator: Individual shall have a minimum of a
Master's Degree from a recognized college or university with major
study in Social Work, Psychology, Education, Public Health or a

,  related field. The individual shall have a minimum of eight (8) years
demonstrated experience both in the provision of direct care services
as well as progressively increasing levels of management
responsibilities with a particular focus on special needs populations;

Page 37



New Hampshire Medicald Care Management Contract — SFY2019

Exhibit A - Amendment #15

6.1.1.6.2. Behavioral Health Coordinator: Individual shall have a minimum of a

Master's Degree from a recognized college or university with major
study in Social Work, Psychology, Education, Public Health or a
related field. The individual shall have a minimum of eight (8) years
demonstrated experience both in the provision of direct care services
as well as progressively increasing levels of management
responsibilities, with a particular focus on direct care and
administrative responsibilities within community mental health -
services.

6.1.1.6.3. Developniental Disabilities Coordinator: The individual shall have a

minimum of a Master's Degree from a recognized college or university
with major study in Social Work, Psychology, Education, Public
Health or a related field. The individual shall have a minimum of eight
(8) years demonstrated experience both in the provision of direct care
services as well as progressively increasing levels of management
responsibilities, with a particular focus on direct care and
administrative responsibilities related to services provided for
developmentally disabled individuals.

6.1.1.6.4. Substance Use Disorder Coordinator: The individual will have a

minimum of a Master's Degree in a SUD related field and have a
minimum of eight (8) years of demonstrated experience both in the
provision of direct care services at progressively increasing levels of
management responsibilities, with a particular focus on direct care and
administrative responsibilities related to substance use disorders.

6.1.1.6.5. Long Term Services and Supports Coordinator: The individual will
have a minimum of a Master's Degree in a Social Work, Psychology,
Education, Public Health or a LTSS related field and have a minimum

of eight (8) years of demonstrated experience both in the provision of
direct care services at progressively increasing levels of management
responsibilities, with a particular focus on direct care and
administrative responsibilities related to long term care.

6.1.1.7.Network Management Director: Individual is responsible for development and
maintenance of the MCO's provider network.

6.1.1.8.Member Services Manager: Individual is responsible for provision of all MCO
member-services activities. The manager shall have prior experience with
Medicaid or Medicare populations.
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6.1.1.9.Utili2ation Management (UM) Director: Individual is responsible for all UM
activities. This person shall be under the direct supervision of the Medical
Director and shall ensure that UM staff has appropriate clinical backgrounds
in order to make appropriate UM decisions regarding-Medically Necessary
Services and Necessary Services.

6.1.1.10.Systems Director/Manager: Individual is resporisible for all MCO
information systems supporting this Agreement including, but not limited to,
continuity and integrity of operations, continuity flow of records with DHHS'
information systems and providing necessary and timely reports to DHHS.

j

6.1.1.11 .Claims/Encounter Manager: Individual is responsible for and is qualified by
training and experience to oversee claims and encounter submittal and
processing, where applicable, and to ensure the accuracy, timeliness, and
completeness of processing payment and reporting.

6.1.1.12.Grievance Coordinator: Individual is responsible for overseeing the MCO's
Grievance System.

6.1.1.13.Fraud, Waste, and Abuse Coordinator: Individual is responsible for tracking,
reviewing, monitoring, and reducing fraud, waste, and abuse.

6.1.1.14.Compliance Officer: Individual is responsible for MCO's compliance with
.  the provisions of this Agreement and all applicable state and federal

regulations and statutes.

6.1.2. The MCO shall have an on-site presence in New Hampshire. The following key
personnel shall be located in New Hampshire:

6.1.2.1 .Executive Director

6.1.2.2.Medical Director
r'

6.1.2.3.Quality Improvement Director

6.1.2.4,Special Needs Coordinator

6.1.2.5.Behavioral Health Coordinator

6.1.2.6.Developmental Disabilities Coordinator

6.1.2.7.Long Term Services and Supports Coordinator

6.1.2.8.Network Management Director
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6.1.2.9.Fraud, Waste, and Abuse Coordinator

6.1.2.10.Grievance Coordinator

6.1.2.11.Substance Use Disorder Coordinator

6.1.2.12.Claim Encounter Manager

6.1.2.13.Provider Relations Manager

6.1.3. The MCO shall provide to DHHS for review and approval key personnel and

qualifications no later than sixty (60) days prior to start of program.

6.1.4. The MCO shall staff the program with the key personnel as specified in this
Agreement, or shall propose alternate staffing subject to review and approval by
DHHS, which approval shall not be unreasonably withheld.

- 6.1.5. DHHS may grant a written exception to the notice requirements of this Section if, in
DHHS's reasonable determination, the MCO has shown good cause for a shorter
notice period.

6.2. General Staffing Provisions

6.2.1. The MCO shall provide sufficient staff to perform all tasks specified in this
Agreement.. The MCO shall maintain a level of staffing necessary to perform and
carry out all of the functions, requirements, roles, and duties in a timely fashion as
contained herein. In the event that the MCO does not maintain a level of staffing
sufficient to fiilly peiform the functions, requirements, roles, and duties, DHHS may
impose liquidated damages, in accordance with Section 34.

6.2.2. The MCO shall ensure that all staff have appropriate training, education, experience,
and orientation to fulfill the requirements of the positions they hold and shall verify
and document that it has met this requirement. This includes keeping up-to-date
records and documentation of all individuals requiring licenses and/or certifications
and such records shall be available for DHHS inspection.

6.2.3. Ail key staff shall be available during DHHS hours of operation and available for in-
person or video conferencing meetings as requested by DHHS.

6.2.4. The MCO key personnel, and others as required by DHHS, shall, at a minimum, be
available for monthly in-person meetings in New Hampshire with DHHS.

6.2.5. The MCO shall notify DHHS at least thirty (30) calendar days in advance of any
plans to change, hire, or reassign designated key personnel.
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6.2.6. If a member of the MCO's key staff is to be'repiaced for any reason while the MCO
is under Agreement, the MCO shall inform DHHS within seven (7) calendar days,
and submit proposed alternate staff to DHHS for review and approval, which
approval shall not be unreasonably withheld.

6.3. Staffing Contingency Plan

6.3.1. The MCO shall, deliver to DHHS a Staffing Contingency Plan within thirty (30)
calendar days of signing this Agreement and after any substantive changes to the
Staffing Contingency Plan. The Plan shall include but is not limited to:

6.3.1.1 .The process for replacement of personnel in the event of loss of key personnel
or other personnel before or after signing of the Agreement;

6.3.1.2.Allocation of additional resources to the Agreement in the event of inability to
meet any performance standard;

6.3.1.3 .Replacement of key personnel with staff with similar qualifications and
experience;

6.3.1.4.Discussion of time frames necessary for obtaining replacements;

6.3.1.5.MCO's capabilities to provide, in a timely manner, replacements/additions
with comparable, experience; and

1

6.3.1.6.The method of bringing replacements/additions up-to-date regarding this
Agreement.
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7. Program Management and Planning
7.1. General

7.1.1. The MCO shall provide a comprehensive risk-based, capitated program for providing
health care services to members enrolled in the New Hampshire Medicaid Program
and provide for all aspects of managing such program, including claims processing
and operational reports. The MCO shall establish and demonstrate audit trails for all
claims processing and financial reporting carried out by the MCO's staff, system, or
designated agents.

7.2. Representation and Warranties

7.2.1. The MCO warrants that all Managed Care developed and delivered under this
Agreement will meet in all material respects the specifications as described in the
Agreement during the Agreement Period, including any subsequently negotiated, and
mutually agreed, specifications.

7.2.2. The MCO acknowledges that in entering this Agreement, DHHS has relied upon
representations made by the MCO in its RFP (#12-DHHS-CM-1) or RFA (15-DHHS-
CM-01), Technical and Cost Proposal, including any addenda, with respect to
delivery of Managed Care. In reviewing and approving the progr^ management and
planning requirements of this Section, DHHS reserves the right to require the MCO to
develop plans that are substantially and materially consistent with the representations
made in the MCO's RFP (#12-DHHS-CM-1) or RFA (15-DHHS-CM-OI), Technical
and Cost Proposal, including any addenda.

7.3. Audit Requirements

7.3.1. No later than forty (40) business days after the end of the State Fiscal Year each
June 30, the MCO shall provide DHHS a "SOCl" or a "S0C2" Type 2 report of the
MCO or its corporate parent in accordance with American Institute of Certified
Public Accountants, Statement on Standards for Attestation Engagements (SSAE)
No. 16, Reporting on Controls at a Service Organization. The report shall assess the
design of internal controls and their operating effectiveness. The reporting period
shall cover the previous twelve (12) months or the entire period since the previous
reporting period. DHHS will share the report with internal and external auditors of the
State of New Hampshire and federal oversight agencies. The SSAE 16 Type 2 report
shall include:

7.3.1.1.Description by the MCO's management of its system of policies and
procedures for providing services to user entities (including control objectives
and related controls as they relate to the services provided) throughout the
twelve (12) month period or the entire period since the previous reporting
period.
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7.3.1.2. Written assertion by the MCO's management about whether:

7.3.1.2.1. The aforementioned description fairly presents the system in all
material respects;

7.3.1.2.2. The controls were suitably designed to achieve the control objectives
stated in that description; and

7.3.1.2.3. The controls operated effectively throughout the specified period to
achieve those control objectives.

7.3.1.3.Report of the MCO's auditor, which:

7.3.1.3.1. Expresses an opinion on the matters covered in management's written
assertion; and

7.3.1.3.2. Includes a description of the auditor's tests of operating effectiveness
of controls and the results of those tests.

7.3.2. The MOD shall notify DHHS if there are significant or material changes to the
intemal controls of the MCO. If the period covered by the most recent SSAE16 report
is prior to June 30, the MCO shall additionally provide a bridge letter certifying to
that fact.

7.3.3. The MCO shall respond to and provide resolution of audit inquiries and findings
relative to the MCO Managed Care activities.

7.3.4. DHHS, CMS, the Office of the Inspector General, the Comptroller General, and their
designees have the right to inspect and audit any records of the MCO, or its
subcontractors and conduct on-site reviews of the MCO's operations at the MCO's
expense. These on-site visits may be unannounced. The MCO shall fully cooperate
with DHHS' on-site reviews. This right exists for ten (10) years from the final date
of the contract period or from the date of completion of an audit, whichever is later.

7.3.5. DHHS may require monthly plan oversight meetings to review progress on the
MCO's Program Management Plan, review any ongoing Corrective Action Plans and
review MCO compliance with requirements and standards as specified in this
Agreement.

7.3.6. The MCO shall use reasonable efforts to respond to DHHS oral and written
correspondence within one (1) business day of receipt.

7.4. Program Management and Conimunicatioiis Plans

7.4.1. The MCO shall submit a Program Management Plan (PMP) to DHHS for review and
approval at least sixty (60) calendar days prior to each Program Start Date. Annually,
thereafter, the MCO shall submit an updated PMP to DHHS for review and approval
at least sixty (60) calendar days prior to the commencement of each Agreement year.
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7.4.1.1 .The PMP shall elaborate on the general concepts outlined in the MCO's
proposal and the section headings of Exhibit A;

7.4.1.2.The PMP shall describe how the MCO will operate in New Hampshire by
outlining management processes such as communications, workflow, overall
systems as detailed in the section headings of Exhibit A, evaluation of
performance, and key operating premises for delivering efficiencies and
satisfaction as they relate to member and provider experiences; and

7.4.1.3.The PMP shall outline the MCO integrated organizational structure including
New Hampshire-based resources and its support from corporate,

subcontractors, and workgroups or committees.

7.4.1.4.The MCO shall submit a Communications Plan to DHHS for review and

approval at least sixty (60) calendar days prior to the scheduled start date of
the program. Thereafter, the MCO shall submit an updated Communications
Plan to DHHS for review and approval at least sixty (60) calendar days prior
to the commencement of each Agreement year.

7.5. Emergency Response Plan

7.5.1. The MCO shall submit an Emergency Response Plan to DHHS for review and
approval at least sixty (60) calendar days prior to each Program Start Date.
Thereafter, the MCO shall submit an updated Emergency Response Plan to DHHS for
review and approval at least sixty (60) calendar days prior to the commencementtof
each Agreement year.

7.5.2. The plan shall address, at a minimum, the following aspects of pandemic
preparedness and natural disaster response and recovery:

7.5.2.1 .Employee training;

7.5.2.2.Essential business functions and key employees within the organization
necessatytoijca^t^ out;

7.5.2.3.Contingency plans for covering essential business functions in the event key
employees are incapacitated or the primary workplace is unavailable; and

7.5.2.4.Communication with staff, members, providers, subcontractors and suppliers
when normal systems are unavailable;

7.5.2.5.Plans to ensure continuity of services to providers and members;

7.5.2.6.How the MCO will coordinate with and support DHHS and the other MCOs;
and
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7.5.2.7.How the plan will be tested, updated and maintained.

7.6. Step 1 Program Implementation Plan

7.6.1. Submission and Contents of the Plan

7.6.1.1 .The MCO shall submit a "Step I Program Implementation Plan" (Step 1
Implementation Plan) to DHHS for review and approval no later than fourteen
(14) calendar days after the signing of this Agreement. The Step 1
Implementation Plan shall address, at a minimum, the following elements and
include timelines and identify staff responsible for implementation of the
Plan;

7.6.1.1.1. Provider credentialing/contracting;

7.6.1.1.2. Provider payments;

7.6.1.1.3. Member Services;

7.6.1.1.4. Member Enrollment;

7.6.1.1.5. Pharmacy Management;

7.6.1.1.6. Care Coordination;

7.6.1.1.7. Utilization Management;

7.6.1.1.8. Grievance System;

7.6.1.1.9. Fraud, Waste, and Abuse;

7.6.1.1.10. Third-Party Liability;

7.6.1.1.11. MCIS ;

7.6.1.1.12. Financial management; and

7.6.1.1.13. Provider and member communications.

7.6.1.2.The Step 1 Program Implementation Plan shall become an addendum to this
Agreement as Exhibit L.

7.6.2. Implementation

7.6.2.1.Upon approval of the Step 1 Implementation Plan, the MCO shall implement
the Plan as approved covering the Step 1 populations arid services identified in
Sections 8.1 and 8.2 of this Agreement.

7.6.2.2.The MCO shall successfully complete all implementation activities at its own
cost and will not be reimbursed by DHHS for this phase of work.

.. 7.6.2.3.The MCO must obtain prior written approval from DHHS for any changes or
deviations from the submitted and approved Plan.
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7.6.2.4.Throughout the implementation period, the MCO shall submit weekly status
reports to DHHS that address:

7.6.2.4.1. Progress on Step 1 Implementation Plan;

7.6.2.4.2. Risks/Issues and mitigation strategy;

7.6.2.4.3. Modifications to the Step 1 Implementation Plan;

7.6.2.4.4. Progress on any Corrective Action Plans;

7.6.2.4.5. Program delays; and

7.6.2.4.6. Upcoming activities.

7.6.2.5.Throughout the implementation period, the MCO shall conduct weekly
implementation status meetings with DHHS at a time and location to be
decided by DHHS. These meetings shall include representatives of key MCO
implementation staff and relevant DHHS personnel.

7.6.3. Readiness Reviews

7.6.3.1.DHHS intends to conduct two (2) readiness reviews of the MCO during the
implementation phase prior to the Program Start Date. The first review shall
take place thirty (30) days afler contract effective date or scheduled afler
DHHS has verified that at least two MCOs have satisfied the DHHS

Substantial Provider Network reporting requirements, whichever comes later,
and will take place ninety(90) calendar days prior to the Program Start Date.

■ The second review shall take place thirty (30) calendar days prior to the
Program Start Date. The MCO shall fully cooperate with DHHS during these
readiness reviews. During the readiness reviews, DHHS shall assess the
MCO's progress towards a successful program implerhentation through
regular reporting activities. The review shall include validation of readiness in
multiple areas, including but not limited to:

7.6.3.1.1. MCO's ability to pay a claim;

7.6.3.1.2. MCO's network adequacy;

7.6.3.1.3. MCO's member transition plan;

7.6.3.1.4. MCO's system preparedness;

7.6.3.1.5. MCO's member experience procedures;

7.6.3.1.6. Grievance System; and

7.6.3.1.7. MCO subcontracts.

7.6.3.2.DHHS may adjust the timing, number and requirements of Readiness Reviews
at its sole discretion.
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7.6.3.3.Should the MCO fail to pass either readiness review, the MCO shall submit a
Corrective Action Plan to DHHS sufficient to ensure the MCO passes the
readiness review and shall complete implementation on schedule. This
Corrective Action Plan shall be integrated into the overall program Step 1
Implementation Plan as a modification subject to review and approval by
DHHS. DHHS reserves the right to suspend enrollment of members into the
MCO until deficiencies in the MCO's readiness activities are rectified and/or

apply liquidated damages as provided in Section 34.

7.6.3.4.During the first one hundred and eighty (180) days following.the effective
date of this Agreement or within ninety (90) days prior to the Program Start
Date, whichever comes later, DHHS may give tentative approval of the
MCO's required policies and procedures.

7.6.3.5.DHHS may at its discretion suspend application of the remedies specified in
Section 34, except for those required under 42 CFR 700 and Section I903(m)
or Section 1932 of the Social Security Act, provided that the MCO is in
compliance with any Corrective Action Plans developed during the readiness
period, unless the MCO fails to meet the start date of the NH Medicaid Care
Management program.

7.6.3.6.The start date of the Medicaid Care Management program shall be when at
least two MCOs have met the readiness requirements 7.6.3.1.

7.7. Step 2 Program Implementation Plans

7.7.1. Implementation of Step 2 will take place as follows:

7.7.1.1 .Phase 1. Mandatory Enrollment populations indicated in Section 8.1 -
Program Start Date February 1, 2016.

7.8. NHUPP Program Implementation Plan

7.8.1. Submission and Contents of the NHHPP Implementation Plan

7.8.1.1 .The MCO shall submit a NHHPP Implementation Plan to DHHS for review
and approval no later than fourteen days (14) calendar days after signing the
related contract amendment. The Implementation Plan shall address, at a
minimuni, the following elements and include timelines and identify staff
responsible for the implementation of the Plans:

7.8.1.1.1. Provider credentialing/contracting for SUD and chiropractic providers;

7.8.1.1.2. Provider agreements and or amendments for services provided to
NHHPP members;
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7.8.1.1.3. Paying NHHPP providers according to the methodology prescribed by
DHHS Section 21.2.10.4;

7.8.1.1.4. Sufficient provider capacity to serve NHHPP population without
compromising access for Step 1 members;

7.8.1.1.5. Production of new Member handbooks or updates to reflect the
differences for the NHHPP plan members;

7.8.1.1.6. Implementation of a process by which to reduce inappropriate
emergency room utilization;

7.8.1.1.7. Implementation of new member co-payments and cost sharing as
required in Medicaid Care Management; and

7.8.1.1.8. Call center training for NHHPP related inquiries.

7.8.2. NHHPP Implementation

7.8.2.1 .The MCO shall successfully complete all implementation activities at its own
cost and will not be reimbursed by DHHS for this phase of work.

,  7.8.2.2.Throughout the implementation period, the MCO shall submit weekly status
reports to DHHS that address:

7.8.2.2.1. Progress on NHHPP Implementation Plan;

7.8.2.2.2. Risks/Issues and mitigation strategy;

7.8.2.2.3. Modifications to the NHHPP Implementation Plan;

7.8.2.2.4. Progress on any Corrective Action Plans;

7.8.2.2.5. Program delays; and

7.8.2.2.6. Upcoming activities.

7.8.2.3.Throughout the implementation period, the MCO shall conduct weekly
implementation status meetings with DHHS at a time and location to be
decided by DHHS. These meetings shall include representatives of key MCO
implementation staff and relevant DHHS personnel.

7.8.3. NHHPP Readiness Review

7.8.3.1 .DHHS intends to conduct one (1) readiness review no sooner than thirty (30)
days prior to the enrollment of NHHPP members. The MCO shall fully
cooperate with DHHS during this review.
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8. Covered Populations and Services
8.1. Covered Populations Matrix

The MCO shall provide managed care services to population groups deemed by DHHS to
be eligible for managed care. The planned phase-in of population groups is depicted in
the matrix below.

Members Step 1 Step 2 IVHHPP
Excluded/

FFS

OAA/ANB/APTD/MEAD/TANF/Poverty Level - Non-
Duals' X

Foster Care - With Member Opt Out X

Foster Care - Mandatory Enrollment (w/CMS waiver) X

HC-CSD (Katie Beckett) - With Member Opt Out X

HC-CSD (Katie Beckett) - Mandatory Enrollment X

Children with special health care needs (enrolled in Special-
Medical Services / Partners in Health) - Mandatory
Enrollment X

<

Children with Supplemental Security Income (SSI) -
Mandatory Enrollment X

M-CHIP X

rPL (non-Medicare) except members with VA benefits X

Auto eligible and assigned newboms X

Breast and Cervical Cancer Program (BCCP) X

Per 42 USC §1396u-2(a)(2)(A)Non-dua[ members underage 19 receiving SSI, or with special healthcare needs, or
who receive adoption assistance or are in out of home placements, have member opt out.
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Members Step 1 Step 2 NHHPP
Excluded/

FFS

Pregnant Women X

Native Americans and Native Alaskans w/ member opt out^ X

Native Americans and Native Alaskans - Mandatory
Enrollment (w/CMS waiver) X

Medicare Duals - With Member Opt Out X

Medicare Duals - Mandatory Enrollment (w/CMS waiver) X

Members with VA Benefits X

NHHPP Enroliees X

Medically Frail X

Family Planning Only Benefit X

Initial part month and retroactive/PE eligibility segments
(excluding auto eligible newboms) X

Spend-down X

QMB/SLMB Only (no Medicaid) X

Health Insurance Premium Payment Program (HIPP) X

8.2! Covered Services Matrix Overview

The MCO shall provide, at a minimum, the services identified in the following matrix,
and in accordance with CMS-approved Medicaid State Plan, to its members, reflecting
the planned phase-in.

Per 42 USC § 1396u-2(a)(2)(c); however, NH has no recognized tribes.
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Services Step 1
NH

HP?

Step 2
Phase 1

Excl./

FFS

Maternity & Newborn Kick Payments X X X

Inpaiient Hospital X X X

Outpatient HospitaP X X X

Lnpatient Psychiatric Facility Services Under
Age 21"

X X X

Physicians Services X X X

Advanced Practice Registered Nurse X X X

Rural Health Clinic & FpHC X X X

Prescribed Drugs^ X X X

Community Mental Health Services X X X

Psychology X X X

Ambulatory Surgical Center X X X

Laboratory (Pathology) X X X

X-Ray Services X X X

Family Planning Services • -X--" . X X

Medical Services Clinic (mostly methadone
clinic)

X X X

Physical Therapy® X X X

Occupational Therapy' X X X

^ Including facility and ancillary services for dental procedures

Under age 22 if individual admitted prior to age 21

^ Except as indicated in Section 14.1.15

^ Combined PT, OT, ST 20 visit limit in.the CMS-approved State Plan is equivalent to combined 20 hours
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Services Step 1
NH

HPP

Step 2
Phase 1

Excl./

FFS

Speech Therapy® X X X

Audiology Services X X X

Podiatrist Services X X X

Home Health Services X X X

EPSDT Services^ X X X

Private Duty Nursing
X EPSDT

only

X

Adult Medical Day Care
X EPSDT

only

X

Personal Care Services
X EPSDT

only

X

Hospice X X X

Optometric Services Eyeglasses X X X

Furnished Medical Supplies & Durable
Medical Equipment

X X X

Non-Emergent Medical Transportation X X X

-

Ambulance Service X X X

Wheelchair Van X X X

Independent Care Management
X EPSDT

only

X

V>'i

' Combined PT, OT, ST 20 visit limit in the CMS-approved State Plan is equivalent to combined 20 hours

^ Combined PT, OT, ST 20 visit limit in the CMS-approved State Plan is equivalent to combined 20 hours

^ EPSDT includes Applied Behavioral Analysis Services.

Also includes mileage reimbursement for medically necessary travel
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Services Step 1
NH

HPP

Step 2
Phase 1

Excl./

FFS

Home Visiting Services, X x"

Acquired Brain Disorder Waiver Services

Developmentally Disabled Waiver Services

Choices for Independence Waiver Services

In Home Supports Waiver Services

Skilled Nursing Facility

Skilled Nursing-Facility Atypical Care

Inpatient Hospital Swing Beds, SNF

Intermediate Care Facility Nursing Home

Intermediate Care Facility Atypical Care

Inpatient Hospital Swing Beds, ICF

Glencliff Home

Developmental Services Early Supports and
Services

Home Based Therapy - DCYF

Child Health Support Service - DCYF

Intensive Home and Community Services -
DCYF

Placement Services - DCYF

Private Non-Medical Institutional For

Children-DCYF

Crisis Intervention - DCYF

Substance use disorder services as per He-W X X X

" Provided within the SUD benefit
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Services Step 1
NH

HPP

Step 2
Phase 1

Excl./

FFS

513 1

Chiropractic services (NHHPP population
only)

X
-

Intermediate Care Facility for Individuals
with Intellectual Disabilities (ICF/IID)^^

Medicaid to Schools Services X

Dental Benefit Services'^ X

Behavioral Health Crisis Treatment Center X X X

Services provided in an IMD pursuant to an
approved waiver'"* X X X

8.3. Covered Services Additional Provisions

8.3.1. While the MCO may provide a higher level of service and cover additional services
than required by DHHS, the MCO shall, at a minimum, cover the services identified
at least up to the limits described in N.H. Code of Administrative Rules, chapter He-E
801, He-E 802i He-W 530, and He-M 426. DHHS reserves the right to alter this list at
any time by informing the MCO [42 CFR 438.210(a)(1) and (2)]. Changes to the
Medicaid State Plan, state statutes and rules shall be done in accordance with Federal
and state requirements.

8.3.2. Pursuant to 42 CFR 438.3, the MCO shall provide enrollees with services or settings^
that are in lieu of services or settings described in 8.2 that are authorized by DHHS,
which include, Medical Nutrition & Diabetes Self Management. The MCO shall not
require the enrollee to use these alternate services.

8.3.3. Pursuant to 42 CFR 438.6, the MCO shall pay for up to fifteen (15).inpatient days
per calendar month for any enrollee that is receiving treatment in an institution for

'* e.g. Cedarcrest

except facility and ancillary services for dental procedures

The Department anticipates that the Substance Use Disorder Treatment and Recovery Access Section 1115(a)
Research and"Demonstration Waiver will be approved by July of 2018.
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mental disease (IMD) for the primary treatment of a psychiatric disorder that is not a
state owned or operated facility. The MCO shall not pay for any days in a given
month if the enrollee exceeds fifteen (15) days in an IMD for that month. The
provision of inpatient psychiatric treatment in an IMD must meet the requirements for
in lieu of services at 42 CFR 438.3(e)(2)(i) through (iii).

8.3.4. Effective November 1, 2014, with the exception of HCBC waiver participants and
nursing facility residents, the MCO shall require co-payment for services for
members deemed by DHHS to have annual incomes at or above 100% of the FPL as
follows:

8.3.4.1.Co-payments for drug prescriptions of up to $1 for generic drugs and $2 for
brands and compound drugs for Step 1 members with annual incomes higher
than 100% of the FPL, and for Step 2 members with annual incomes higher
than 100% of the FPL consistent with the beneficiary and service exemptions
as found in federal regulations and the approved Medicaid State Plan; and

8.3.4.2.Co-payments for drugs prescriptions of up to $1 for generic drugs and $4 for
brands and compound drugs for NHHPP members with annual incomes higher
than 100% of the FPL.

8.3.5. Effective 3/1/2016, the MCO Shall require ppint-of-service.copayment for services
for members deemed by DHHS to not be exempt from cost-sharing and have incomes
above 100 percent of the federal poverty level as follows:

8.3.6. For Medicaid recipients subjectio copayments:

8.3.6.1.A copay of $1.00 will be required for each preferred prescription drug and
each refill of a preferred prescription drug.

8.3.6.2.A copay of $2.00 will be required for each non-preferred prescription drug
and each refill of a nonpreferred prescription drug, unless the prescribing
provider determines that a preferred drug will be less effective for the
recipient and/or will have adverse effects for the, recipient, in which case the
copay for the non-preferred drug will be $1.00.

8.3.6.3.A copay of $1.00 will be required for a prescription drug that is not identified
as either a preferred or nonpreferred prescription drug.

8.3.6.4.Copays are not.required for family planning products or for Clozaril
(Clozapine) prescriptions. All Cost sharing shall be applied consistent with
beneficiary and service exemptions as found at 42 USC §§ 1396-0 and 1396o-
1, 42 C.F.R. §447.50 - 447.90, and New Hampshire's Medicaid State Plan.
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8.3.7. Those individuals, who meet the definition of an Indian in 42 CFR 438.14(a), are
exempt from any premiums or cost-sharing including copayments.

8.3.8. The MCO may, with DHHS approval, require co-payment for services that do not
exceed current Medicaid co-payment amounts established by DHHS.

8.3.9. The MCO shall with no disruption in service delivery to members or providers
transition these services into managed care from fee-for-service (FFS).

8.3.10. All services shall be provided in accordance with 42 CFR 438.210.

8.3.11. The MCO shall adopt written policies and procedures to verify that services are
actually provided [42 CFR 455.1(a)(2)].

8.3.12. The MCO shall comply with provisions of RSA 167:4-d by providing access to
telemedicine services to Medicaid members for specialty care only.

8.3.13. The MCO shall cover services consistent with 45 CFR 92.207(b) including gender
reassignment surgery.

8.4. Emergency Services

8.4.1. The MCO shall cover and pay for emergency services at rates that are no less than the
equivalent DHHS fee-for-service rates if the provider that fiimishes the services has
an agreement with the MCO [§l932(b)(2) of the SSA; 42 CFR 438.114(c)(l)(i);
SMD letter 2/20/98].

8.4.2. If the provider that furnishes the emergency services has no agreement with the
MCO, the MCO shall cover and pay for the emergency services in compliance with
1932(b)(2)(D) of the SSA; 42 CFR 438.114(c)(|)(i); SMD letter 2/20/98.

8.4.3. In accordance with the Deficit Recovery Act of 2005, the MCOs will cover and pay
for Emergency Services regardless of whether the provider that fumishes the services
has a contract with the MCO. The MCO shall pay non-contracted providers of
Emergency and Post-Stabilization services an amount no more than the amount that
would have been paid under the DHHS Fee-For-Service system in place at the time
the service was provided.

8.4.4. The MCO shall not deny treatment obtained when a member had an emergency
medical condition, including cases in which the absence of immediate medical
attention would not have had the outcomes specified in 42 CFR 438.114(a) of the
definition of emergency medical condition [§ 1932(b)(2) of the SSA; 42 CFR
438.114(c)(l)(ii)(A); SMD letter 2/20/98].
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8.4.5. The MCO shall not deny payment for treatment obtained when a representative, such
as a network provider, of the MCO instructs the member to seek emergency services
[42 CFR 438.114(c)(l)(ii)(B); SMD letter 2/20/98].

8.4.6. The MCO shall not limit what constitutes an emergency medical condition on the
basis of lists of diagnoses or symptoms [42 CFR 438.114(d)(l)(i)].

8.4.7. The MCO shall not refuse to cover emergency services based on the emergency room
provider, hospital, or fiscal agent not notifying the member's primary care provider,
MCO, or DHFIS of the member's screening and treatment within ten (10) calendar
days of presentation for emergency services [42 CFR 438.114(d)(l)(ii)].

8.4.8. The MCO may not hold a member who has an emergency medical condition liable
for payment of subsequent screening and treatment needed to diagnose the specific
condition or stabilize the patient [42 CFR 438.114(d)(2)].

8.4.9. The attending emergency physician, or the'provider actually treating the member, is
. responsible for determining when the member is sufficiently stabilized for transfer or
discharge, and that determination is binding on the entities identified in 42 CFR
438.114(b) as responsible for coverage and payment [42 CFR 438.114(d)(3)].

8.5. Post-Stabilization Services

8.5.1. Post-stabilization care.services shall be covered and paid for in accordance with
provisions set forth at 42 CFR 422.113(c). The MCO shall be financially responsible
for post-stabilization services obtained within or outside the MCO that are pre-
approved by a MCO provider or other MCO representative. [42 CFR 438.114(e); 42
CFR 422.113(c)(2)(i); SMD letter 8/5/98]

8.5.2. The MCO shall be financially responsible for post-stabilization care services obtained
within or outside the MCO that are not pre-approved by a MCO provider or other
MCO representative, but administered to maintain the member's stabilized condition
within one (1) hour of a request to the MCO for pre-approval of further post-
stabilization care services. [42 CFR 438.114(e); 42 CFR 422.113(c)(2)(ii) and (iii);
SMD letter 8/5/98.]

8.5.3. The MCO shall be financially responsible for post-stabilization care services obtained
within or outside the MCO that are not pre-approved by a MCO provider or other
MCO representative, but administered to maintain, improve or resolve the member's
stabilized condition if:

8.5.3.1.The MCO does not respond to a request for pre-approval within one (1) hour;

8.5.3.2.The MCO cannot be contacted; or
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8.5.3.3.The MCO representative and the treating physician cannot reach an agreement
conceming the member's care and a MCO physician is not available for
consultation. In this situation, the MCO shall give the treating physician the
opportunity to consult with a MCO physician and the treating physician may
continue with care of the patient until a MCO physician is reached or one of
the criteria of 42 CFR 422.133(c)(3) is met [42 CFR 438.114(e); 42 CFR
422.ll3(c)(2)(iii)].

.5.4. The MCO shall limit charges to members for post-stabilization care services to an
amount no greater than what the organization would charge the member if he/she had
obtained the services through the MCO. [42 CFR 438.114(e); 42 CFR
422.113(c)(2)(iv); SMD letter 8/5/98]

.5.5. The MCO's financial responsibility for post-stabilization care services it has not pre-
approved ends when:

8.5.5.1.A MCO physician with privileges at the treating hospital assumes
responsibility for the member's care;

8.5.5.2.A MCO physician assumes responsibility for the member's care through
transfer;

8.5.5.3.A MCO representative and the treating physician reach an agreement
concerning the member's care; or

8.5.5.4.The member is discharged. [42 CFR 438.114(e); 42 CFR 422.113(cj(3); SMD
letter 8/5/98]
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9. Payment Reform Plan
9.1. Payment Reform Plan Timeline

9.1.1. The MCO shall submit within sixty (60) calendar days from a Program Start Date and
sixty (60) calendar days prior to the start of each Agreement year, its Payment
Reform Plan to engage its provider network in health care delivery and payment
reform activities, subject to review and approval by DHHS. These activities may
include, but are not limited to, pay for performance programs, innovative provider
reimbursement methodologies, risk sharing arrangements and sub-capitation
agreements.

9.1.1.1.DHHS shall respond to the MCO regarding the Payment Reform Plan within
thirty (30) calendar days of receipt.

9.1.2. The MCO shall submit a report to DHHS describing its performance against the
MCO's healthcare delivery and Payment Reform Plan within ninety (90) calendar
days of the end of each year of the Agreement.

9.1.2.1 .The report shall indicate, by provider type, the number and percentage
participating in each type of payment reform activities.

9.1.2.2.DHHS will evaluate the MCO's performance and make payments to the
MCO, if warranted, within ninety (90) calendar days of receipt of the report.
DHHS shall provide the MCO with a written explanation of DHHS's
evaluation of the MCO's performance within thirty (30) days of the MCO's
request.

9.1.2.3.In the event that MCO disputes DHHS's evaluation of MCO's performance,
MCO will have thirty (30) calendar days from receipt of DHHS's written
explanation to submit a written request for reconsideration along with a
description of MCO's reasons for the dispute, after which DHHS shall meet
with the MCO within a reasonable time frame to achieve a good faith
resolution of the disputed matter.
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9.2. Payment Reform Plan Content

9.2.1. The Payment Reform Plan shall contain:

9.2.1.1 .Information on the anticipated impact on member health outcomes of each
specific activity, providers affected by the specific activity, outcomes
anticipated as a result of the implementation of a process by which to reduce
inappropriate emergency room use, an implementation plan for each activity
and an implementation milestone to be met by the end of each year of the
Agreement for each activity;

9.2.1.2.A process to ensure Equal Access to services; and

9.2.1.3.A process for engaging LTSS providers in health care delivery and payment
reform activities.

9.3. Payment Reform Plan Compliance Requirements

9.3.1. The MCO's Payment Reform Plan(s) shall be in compliance with the following
requirements:

9.3.1.1 .FQHCs and RHGs will be paid at minimum:the encounter rate paid by DHHS
at the time of service. ; - '

9.3.1.2.The Medicaid hospice payment rates are calculated based on the annual
hospice rates established under Medicare. These rates are authorized by
section 1814(i)( 1 )(ii) of the Social Security Act which also provides for an '
annual increase in payment rates for hospice care services.

9.3.1.3.The MCO's provider incentive plan shall comply with requirements set forth
in 42 CFR 422.208 and 42 CFR 422.210 [42 CFR 438.6(h)].

9.3.1.4.The MCO's payment reform plan must comply with state and federal laws
requiring nonpayment to a Contracted Provider for hospital-acquired
conditions and for provider preventable conditions. The MCO shall report to
NH DHHS all provider-preventable conditions in a form and frequency as
specified by the State [42 CFR 438.3(g)].

9.3.1.5.The MCO may not make payment directly or indirectly to a physician or
physician group as an inducement to reduce or limit medically necessary
services flimished to an individual [§1903(m)(2)(A)(x) of the SSA; 42 CFR
422.208 and 422.210; 42 CFR 438.3(i)].

9.3.1.6.The MCO shall provide information on its provider incentive program to any
New Hampshire recipient upon request (this includes the right to adequate and
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timely information on the plan) [§1903(m)(2)(A)(x) of the SSA; 42 CFR
422.208; 42 CFR 422.210; 42 CFR 438.6(h)].

9.3.1.7.The MCO shall report whether services not furnished by physician/group are
.  covered by an incentive plan. No fUrther disclosure is required if the incentive
. plan does not cover services not furnished by the physician/group
[§1903(m)(2)(A)(x) of the SSA; 42 CFR 422.208 and 422.210; 42 CFR
438.6(h)].

9.3.1.7.1. The MCO shall report the type of incentive arrangement (e.g.,
withhold, bonus, capitation) ,[§1903(m)(2)(A)(x) of the SSA; 42 CFR
422.208 and 422.210; 42 CFR'438.3(i)].

9.3.1.8.The MCO shall report the percent of withhold or bonus (if applicable)
[§1903(m)(2)(A)(x) of the SSA; 42 CFR 422.208 and 422.210; 42 CFR
438.6(h)].

9.3.1.9.The MCO shall report panel size, and if patients are pooled, the approved
■method.used [§1903(m)(2)(A)(x) of the SSA; 42 CFR 422.208 and 422.210;
42 CFR 438.6(h)].

9.3.1.10.If the physician/group is at substantial financial risk, the MCO shall report
proof that the physician/group has adequate stop loss coverage, including
amount and type of stop-loss [§1903(m)(2)(A)(x)of the SSA; 42 CFR 422.208
and 422.210; 42 CFR 438.6(h)].

9.3.1.11.Primary Care reimbursement to follow DHHS policy and to comply with 42
CFR 438, 42 CFR 441 and 42 CFR 447 II.A.5

9.3.1.11.1. MCO shall pass on the full benefit of the payment increase'to eligible
providers; and

9.3.1.11.2. MCO shall adhere to the definitions and requirements for eligible
providers and services as specified in Section 1902(a)(13)(C), as
amended by the Affordable Care Act of 2010 (ACA) and federal
regulations; and

9.3.1.11.3. MCO shall submit sufficient documentation, as per DHHS policy, to
DHHS to validate that enhanced rates were made to eligible providers.
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10. Care Coordination Program
10.1. Minimiiin Care Coordination Program Components

10.1.1. The MCO shall implement a comprehensive care array of care coordination services
that have at a minimum the following components:

10.1.1.1 .Care Coordination

10.1.1.2.Support of Patient-Centered Medical Homes and Health Homes

10.1.1.3.Non-Emergent Medical Transportation

10.1.1.4.Wellness and Prevention programs

10.1.1.5.Chronic Care Coordination programs

10.1.1.6.High Risk/ High Cost Member Management programs

10.1.1.7.A Special Needs program
i

10.1.1 .S.Coordination and Integration with Social Services and Community. Care

10.1.1.9. A Long Term Services and Supports Program

10.2. Care Coordination: Role of the MCO

10.2.1. The MCO shall develop a strategy for coordinating all care for all members. Care
coordination for its members includes coordination of primary care, specialty care,
and all other MCO covered services as well as services provided through the fee-for-
service program and non-Medicaid community based services. Care coordination
shall promote and assure service accessibility, focus attention to individual needs,
actively assist members or their caregiver to take personal responsibility for their
health care, provide education regarding the use of inappropriate emergency room
care, emphasize the importance of participating in health promotion activities,
provide for continuity of care, and assure comprehensive coordinated and integrated
culturally appropriate delivery of care.

10.2.2. The MCO shall ensure that services provided to children are family driven and based
on the needs of the child and the family. The MCO shall support the family in having
a primary decision making role in the care of their children utilizing the Substance
Abuse and Mental Health Services Administration (SAMHSA) core elements of a
children's services system of care. The MCO shall employ the SAMHSA principles
in all children's behavioral health services assuring they:

10.2.2.1.Are person centered;
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10.2.2.2.Include active family involvement;

10.2.2.3.Deliver behavioral health services that are anchored in the community;

10.2.2.4.Build upon the strengths of the member and the family;

10.2.2.5.Integrate services among multiple providers and organizations working with
the child; ̂ d

10.2.2.6.Utilize a wraparound model of care within the context of a family driven
model of care.

10.2.2.6.1. MCO shall submit a written policy to DHHS describing the integrated
model of care including but not limited to the involvement of each
rnember and f^ily in the development of the plan.

10.2.3. The MCO will ensure that its providers are providing services to children, youth
members, and their families in accordance with RSA 135-F.

I

10.2.4. The MCO shall provide a written policy to DHHS for approval that ensures that
services to individuals who are homeless are to be prioritized and made available to
those individuals.

10.3. Care Coordination: Role of the Primary Care Provider

10.3.1. MCO Cooperation with Primary Care Provider

10.3.1.1.The MCO shall implement procedures that ensure that each member has
access to an ongoing source of primary care appropriate to his or her needs
and a person or entity formally designated as primarily responsible for
coordinating the health care services furnished to the member in accordance
with 42 CFR 438.208(b)(1) through (6).

10.3.1.2.The MCO shall submit a written plan that describes the development,
implementation and evaluation of programs to assess and support, wherever
possible, primary care providers to act as a patient centered medical home. A
patient centered medical home shall include all of the five key domains
outlined by the Agency for Healthcare Research and Quality (AHRQ):

10.3.1.2.1. Comprehensive care;

10.3.1.2.2. Patient-centered care;

10.3.1.2.3. Coordinated care;

10.3.1.2.4. Accessible services; and

10:3.1:2.5; Quality and safety.
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10.3.1.3.DHHS recognizes that there is a variety of ways in which these domains can
be addressed in clinical practices. External accreditation is not required by
DHHS to qualify as a medical home. The MCO's support to primary care
providers acting as patient centered medical homes shall include, but is not
limited to, the development of systems, processes and information that
promote coordination of the services to the member outside of that provider's
primary care practice.

10.4. Care Coordination: Role of Obstetric Providers

10.4.1. If, at the time of entering the MOD as a new member, the member is transferring from
another MCO within the state system, is in her first trimester of pregnancy and is
receiving, medically necessary covered prenatal care services, as defined within this
Agreement as covered services, before enrollment the MCO shall be responsible for.
the costs of continuation of medically necessary prenatal care services, including
prenatal care, delivery, and postpartum care.

10.4.2. If the member is receiving services from an out-of-network provider prior to
enrollment in the MCO, the MCO shall be responsible for the costs of continuation of
medically necessary covered prenatal services until such time as the MCO.can
reasonably transfer the member to a network provider without impeding service
delivery that might be harmful to the member's health.

10.4.3. If the member, at the time of enrollment, is receiving services from a network
provider, the MCO shall be responsiblejor the costs of continuation of medically
necessary covered prenatal services from that provider through the postpartum period.

10.4.4. In the event a member entering the MCO, either as a new member or transferring
from another MCO, is in her second or third trimester of pregnancy and is receiving
medically necessary covered prenatal care services at the time of enrollment, the
MCO shall be responsible for providing continued access to the prenatal care
provider, whether an out-of-network or in network provider, through the postpartum
period.

10.4.5. Postpartum care includes the first postpartum visit, any additional visits necessary to
manage any complications related to delivery, and completion of the medical record.

10.4.6. The MCO shall develop and maintain policies and procedures, subject to DHHS
approval, regarding the transition of any pregnant members.
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10.5. Non-Emergent Transportation (NEMT)

10.5.1. The MCO shall be required to arrange for the non-emergent medical transportation of
its members to ensure members receive medically necessary services covered by the
New Hampshire Medicaid program regardless of whether those medically necessary
services are covered by the MCO. The MCO shall ensure that a member's lack of
personal transportation is not a barrier to accessing care.

10.5.2. The MCO and/or any subcontractors shall be required to perform background checks
on all non-emergent medical transportation providers.

10.5.3. The MCO shall provide quarterly reports to DHHS on its non-emergent medical
transportation activities to include but not be limited to;

10.5.3.1.NEMT requests delivered by mode of transportation;

10.5.3.2.NEMT request authorization approval rates by mode of transportation;

10.5.3.3.NEMT scheduled trip results by outcome;

10.5.3.4.NEMT services delivered by type of medical service;

10.5.3.5.NEMT service use by population; and

10.5.3.6.Number of transportation requests that were delivered late and not on time.

10.5.3.6.1. On-time shall be defined as less than or equal to fifteen (15) minutes
after the appointed time; and

10.5.3.6.2. Transportation requests for methadone services will be excluded fi-om
the calculation of late and not-on-time services.

10.5.3.7.Member cancellations of scheduled trips by reason for member cancellations.

10.6. VVellness and Prevention

10.6.1. The MCO shall develop and implement wellness and prevention programs for its
members.

10.6.2. The MCO shall, at a minimum, develop and implement programs designed to address
childhood and adult obesity, smoking cessation, and other similar type wellness and
prevention programs in consultation with DHHS.

10.6.3. The MCO shall, at minimum, provide primary and secondary preventive care
services, rated A or B, in accordance with the recommendations of the U.S.

Page 65



New Hampshire Medlcald Care Management Contract — SFY2019
Exhibit A - Amendment #15 ^

Preventive Services Task Force, and for children, those preventive services
recommended by the American Academy of Pediatr.cs Bnght Futures Program.

10 6 4 The MCO may substitute generally recognized accepted pidehnes for the
reouhements set forth in 10.6.3, provided that such substitution is approved in
advance by DHHS. The MCO shall provide members with a
care benefits to be used by the MCO in the member handbook and on the MCO
website.

MCO shall encourage patients to take an active role in shared decision mak g.

10.6.6. The MCO shall also participate in other public health initiatives at the direction of
DHHS.

10 7. Member Health Education

10 7 1 The MCO shall develop and initiate a member health education program that supports
le ove^^^^ prevention, and care management programs, with the goal of
empowering patients to actively participate m their healthcare.

10 7 2 The MCO shall conduct a Health Needs Assessment for all new members within the
following timeframes from the date of enrollment in the MCO.

.  10.7.2.1 .thirty (30) calendar days for pregnant women, children with special health
care needs, adults with special health care needs; and

10.7.2.2.ninety (90) calendar days for all other members, including members residing
in a nursing facility longer than 100 days.

10 7 2 3 The MCO shall document at least three attempts to conduct screen. If
unsuccessftil, the MCO shall document the bamer(s) to completion and how
the barriers shall be overcome so that the Health Needs Assessment can be
accomplished within the first 120 days.

10.7.3. The MCO will submit their Health Needs Assessment forms to DHHS for review and
approval.

10.7.4. The MCO shall report quarterly, with reports due the last ^
the reporting quarter, with the first report due January 31, 2015. Reports

10 7.4.1.the number of members and the percentage of eligible members who
completed a Health Needs Assessment in the quarter;
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10.7.4.2.the percentage of eligible members who completed the Health Needs
Assessment in the prior year; and

10.7.4.3.the percentage of members eligible for chronic care coordination, high
cost/high risk care coordination, complex care coordination and/or the MCO s
special needs program who completed a Health Needs Assessment in the prior
year.

10.7.5. The MCO shall actively engage members in both wellness program development and
in program participation and shall provide additional or alternative outreach to
members who are difficult to engage or who utilize the emergency room
inappropriately.

10.8. Chronic Care Coordination, High Risk/High Cost Member and Other Complex
Member Management

10.8.1. The MCO shall develop effective care coordination programs that assist members in
the management of chronic and complex health conditions, as well as those clients
that derhonstrate high utilization of services indicating a need for more intensive
management services. The MCO may delegate the chronic and complex care member
management to a patient centered medical home or health home provided that all the
criteria for qualifying as a patient centered medical home or a health home and the
additional conditions of this section have been met. These programs shall incorporate
a "whole person" approach to ensure that the member's physical, behavioral,
developmental, and psychosocial needs are comprehensively addressed. The MCO or
its delegated entity shall ensure that the member, and/or the member's care giver, is
actively engaged in the development of the care plan.

10.8.2. The MCO shall submit status reports to DHHS on MCO care coordination activities
and any delegated medical home or health home activities as requested or required by
DHHS.

10.8.3. The MCO shall at, a minimum, provide chronic care coordination services for
members with the following or other chronic disease states who are appropriate for
such care coordination services based on MCO's methodologies, which have been
approved by DHHS, for identifying such members;

10.8.3.1.Diabetes, in coordination with the forthcoming federal diabetes initiative;

10.8.3.2.Congestive Heart Failure (CHF);

10.8.3.3.Chronic Obstructive Pulmonary Disease (COPD);

10.8.3.4.Asthma;
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10.8.3.5.Coronary Artery Disease (CAD), in coordination with the Million Hearts
Campaign;

10.8.3.6.Obesity;

10.8.3.7.Mental Illness;

10.8.3.8.Requiring wound care.

10.8.4. The MCO shall report on the number and types of members receiving chronic care
coordination services.

10.9. Special Needs Program

10.9.1. The MCO shall create an organizational structure to function as patient navigators to:

10.9.1.1 .Reduce any barriers to care encountered by members with special needs

10.9.1.2.Ensure that each member with special needs receives the medical services of
PCPs and specialists trained and skilled in the unique needs of the member,
including information about and access to specialists as appropriate

10.9.1.3.Support in accessing all covered services appropriate to the condition or
circumstance.

10.9.2. The MCO shall, identify special needs members based on the member's physical,
.. ,deveIopmental,.behavioral condition, or adverse social circumstances, including but

not limited to: ,

10.9.2.1.A member with at least two chronic conditions;

10.9.2.2.A member with one chronic condition and is at risk for another chronic
condition;

10.9.2.3.A member with one serious and persistent mental health condition;

10.9.2.4.A member living with HIV/AIDS;

10.9.2.5.A member who is a child in foster care;

10.9.2.6.A member who is a child and a client of DCYF receiving services through a
court order; and

10.9.2.7.A member who is homeless.
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10.10.1.9.Housing

10.10.1.9.1 .Veterans Administration Hospital and other programs and agencies
serving service members, veterans and their families.

10.10.2.The MCO shall report on the number of referrals for social services and community
care provided to members by member type.

10.11.Long Term Services and Supports (LTSS)

10.11.1 .Navigators. The MCO shall create an organizational structure to function as
navigators for rriembers in need of LTSS to:

10.11.1.1 .Reduce any barriers to care encountered by members with-long term care
needs;

10.11.1.2.Ensure that each member with long term care needs receives the medical
services of PCPs and specialists trained and skilled in the unique needs of the
member, including information about and access to specialists, as appropriate;
and

10.11.1.3.Ensure that each member with long term care needs receives conflict free
care coordination that facilitates the integration of physical health, behavioral
health,"psychosocial needs, and LTSS through person-centered care planning
to identify a member's needs and the appropriate services to meet those needs;
arranging, coordinating, and providing services; facilitating and advocating to ■
resolve issues that impede access to needed services; and monitoring and
reassessment of services based on changes in a member's condition.

10.11.2.Integrated Care. The MCO shall ensure that LTSS are delivered in the most
integrated fashion, in the most integrated setting, and in a way that offers the greatest
opportunities for active community and workforce participation, based on the
member's preferences and pursuant with 28 C.F.R. Pt. 35, App. A (2010), the
Americans with Disabilities Act (ADA) [42 USC 126.12101] and Olmstead v. L.C.,
527 U.S. 581 (1999).

10.11.2.1 .The MCO shall support accessing all covered services appropriate tO' the
.  ' medical, behavioral, psychosocial, and/or LTSS condition or circumstance.

10.1 l.2.2.The MCO shall identify members with long term care needs based on the
member's physical, developmental, psychosocial, or behavioral conditions
including but not limited to:

10.11.2.2.1.Children with DCYF involvement;

10.11.2.2.2.Children with special needs other than DCYF;
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10.11.2.2.3.Children with Waiver, NF or CMHC services;

10.11.2.2.4.Adults with Special Needs with Waiver, NF'or CMHC services;

lb. 11.2.2.5.Adults with Waiver, NF or CMHC services;

10.11.2.2.6.01der Adults with Waiver or CMHC services; or

10.11.2.2.7.Older adults with NF services.

10.11.2.3.The MCO shall reach out to members identified with long term care needs
and their PCP to:

10.11.2.3.1. Assess them and identify any ongoing special
conditions of the member that require a course of
treatment or regular care monitoring; and

10.11.2.3.2.Inform them of additional services and supports
available to them through the MCO; and

.  10.11.2.3i3.Identify any ongoing special conditions of the enrollee
that require a course of treatment or regular care
monitoring.

10.11.2.4.For enrollees with long term care needs determined through an assessment
or through regular care monitoring to need services, the MCO must have a
mechanism in place to allow enrollees to directly access a specialist (for
example, through a standing referral or an approved number of visits) as
appropriate for the enrollee's condition and identified needs.

10.11.2.5.For enrollees with long term care needs determined through an assessment
or regular care monitoring, the MCO must have a mechanism in place to assist
enrollees to access medically necessary services.
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11. EPSDT

11.1. Compliance

11.1.1. The MOO shall provide Early Periodic Screening Diagnostic Treatment (EPSDT)
services to members less than twenty-one (21) years of age in compliance with all
requirements found below:

11.1.1.1.The MOO shall comply with sections 1902(a)(43) and 1905(a)(4)(B) and
1905(r) of the SSA and federal regulations at 42 CFR 441.50 that require
EPSDT services to include outreach and informing, screening, tracking, and,
diagnostic and treatment services. The MCO shall comply with all EPSDT
requirements pursuant to the New Hampshire Medicaid Rules.

11.1.1.2.The MCO shall develop an EPSDT Plan that includes written policies and
procedures for conducting outreach and education, tracking and follow-up to
ensure compliance with the EPSDT periodicity schedules. The EPSDT Plan
shall emphasize outreach and compliance monitoring taking into account the
multi-lingual, multi-cultural nature of the served population, as well as other
unique characteristics of this population. The EPSDT Plan shall include
procedures for follow-up of missed appointments, including missed referral
appointments for problems identified through Health Check screens and
exams and follow-up on any abnormal screening exams. The EPSDT Plan
shall also include procedures for referral, tracking, and follow up for annual
dental examinations and visits, upon receipt of dental claims information from
DHHS. The EPSDT Plan shall consider and be consistent with current policy
statements issued by the American Academy of Pediatrics and the American
Academy of Pediatric Dentists to the extent that such policy statements relate
to the role of the primary care provider in coordinating care for infants,
children and adolescents. The MCO shall submit its EPSDT Plan to DHHS for
review and approval ninety (90) days prior to program start and annually sixty
(60) calendar days prior to the first day of each Agreement year.

11.1.1.3.The MCO shall ensure providers perform a full EPSDT visit according to the
periodic schedule approved by DHHS and the American Academy of
Pediatrics periodicity schedule. The visit shall include a comprehensive
history, unclothed physical examination, appropriate immunizations, lead
screening and testing per CMS requirements § 1902(a)(43) of the SSA,
§ 1905(a)(4)(B) of the SSA and 42 CFR 441.50-.62, and health
education/anticipatory guidance. All five (5) components shall be performed
for the visit to be considered an EPSDT visit.
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12. Behavioral Health

12.1. Behavioral Health - General Provisions

12.1.1. This section applies to individuals who have been determined to be eligible for
community mental health services based on diagnosis, level of impairment and the
requirements outlined in N.H. Code of Administrative Rules, chapter He-M 401.

12.1.2. Community mental health services, as set forth in Section 8.2, shall be provided in
accordance with the NH Medicaid State Plan, He-M 426, He-M 408 and.all other
applicable state and federal regulations.

12.1.3. All clinicians providing community mental health services are subject to the
requirements of He-M 426 and any other applicable state and federal regulations.

12.1.4. All individuals approved to provide community mental health services through a
waiver granted by NH DHHS shall be recognized as qualified providers under the
MCO plan subject to NCQA credentialing requirements.

12.1.5. All other behavioral health services shall be provided to all NH Medicaid-eligible
, recipients in accordance with the NH Medicaid State Plan.

12.1.6. The MCO shall pay for all NH Medicaid State Plan Services for its members as
ordered to be provided by the Mental Health Court.

12.1.7. The MCO shall continue to support and ensure that culturally and linguistically
competent comrnunity mental health services currently provided for people who are
deaf continue to be made available. These services shall be similar to services

currently provided through the Deaf Services Team at Greater Nashua Mental Health
Center.

12.2. Conimunit)'Mental Health Semces

12.2.1. The MCO shall ensure, through review of individual service plans and quarterly
reviews, that community mental health services are delivered in the least restrictive
community based environment, based on a person-centered approach, where the
member and their family's personal goals and needs are considered central-in the
development of the individualized service plans. The MCO shall inform DHHS of
their findings on a monthly basis.

12.2.2. The MCO shall employ a trauma informed care model for community mental health
services, as defined by SAMHSA, with a thorough assessment of an individual's
trauma history in the initial intake evaluation and subsequent evaluations to inform
the development of an individualized service plan, pursuant to He-M 401, that will
effectively address the individual's trauma history. •
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12.2.3. The MOO shall make Community Mental Health Services available to all members
who have a severe mental disability. DHHS encourages agreement between the MCO
and CMHCs to develop a capitated payment program with the intent to establish
payment mechanisms to meet the goals of DHHS to strengthen the State's outpatient
community health service system and the requirements of the Community Mental
Health Agreement, and to further payment reform. In the event that any CMHC fails
to sign a contract with the MCO within thirtyl(30) days^&efore the current contract
end date, the MCO shall notify DHHS of the failure to reach agreement with a
CMHC and DHHS shall implement action steps to designate a community mental
health program to provide services in the designated community mental health
services region.

12.2.3.1 .The MCO shall submit to DHHS a plan to assure continuity of care for all
members accessing a community mental health agency.

12.2.4. In the event that an alternative community mental health program is approved and
designated by DHHS, a transition plan shall be submitted for approval by DHHS
including implementation strategy and timeframes. State Administrative Rule He-M
426, Community Mental Health Services, details the services available to adults with
a severe mental illness and children with serious emotional disturbance. The MCO

shall, at a minimum, make these services available to all members determined eligible
for community mental health services under State Administrative Rule He-M 401.

12.2.4.1.The MCO shall be required to continue the implementation of evidence
based practices across the entire service delivery system.

12.2.4.2.Behavioral Health Services shall be recovery and resiliency oriented, based
on SAMHSA's definition of recovery and resiliency.

12.2.4.3.The MCO shall ensure that community mental health services are delivered
in the least restrictive community based environment, based on a person-
centered approach, where the member and their family's personal goals and
needs are considered central in the development of the individualized service
plans.

12.2.4.4.The MCO shall ensure that community mental health services to individuals
who are homeless continue to be prioritized and made available to those
individuals.

12.2.4.5.The MCO shall maintain or increase the ratio of community based to office
based services for each region in the State, as specified in He-M 425, to be
greater than or equal to the regional current percentage or 50%, whichever is
greater.
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12.2.4.6.The MCQ shall monitor the ratio of community based to office based
services for each region in the State, as specified in He-M 425.

12.2.4.7.The Department of Health and Human Services (DHHS) will issue a list of
covered office and community based services annually, by procedure code,
that are used to determine the ratio outlined in 12.2.4.5.

12.2.4.8.The MCO shall submit a written report to the Department of Health and
Human Services DHHS every six (6) months, by region, of the ratio of
community based services to office based services.

12.2.5. The MCO shall ensure that all clinicians who provide community mental health
services meet the requirements in He-M 401 and He-M 426 and are certified in the

.;. use of the New Hampshire version of the Child and Adolescent Needs and Strengths.
Assessment (CANS) and the Adult Needs and Strengths Assessment (ANSA).

12.2.5.1 .Clinicians shall be certified in the use of the New Hampshire version of the
CANS and the ANSA within 120 days of implementation by the Department
of Health and Human Services of a web-based training and certification
system.

12.2.5.1.1. The CANS and the ANSA assessment shall be completed by the
community mental health program no later than the first member
eligibility renewal following clinician certification to utilize the CANS
and the ANSA and upon eligibility determination for riewly evaluated
consumers effective July 1, 2015.

12.2.5.1.2. The community mental health long term care eligibility tool, specified
in He-M 401, and in effect on January 1, 2012 shall continue to be
utilized by a clinician until such time as the Department of Health and

,  Human Services implements web-based access to the CANS and the
ANSA, the clinician is certified in the use of the CANS and the

7^.: ANSA, and the member annual review date has passed.

12.2.6. The MCO shall ensure that community mental health service providers operate in a .
manner that enables the State to meet its obligations under Title II of the Americans
with Disabilities Act, with particular attention to the "integration mandate" contained
in 28 CFR 35.130(d).

12.2.7. The MCO shall continue the implementation of New Hampshire's 10-year Olmstead
Plan, as updated from time to time, "Addressing the Critical Mental Health Needs of

. New Hampshire's Citizens: A Strategy for Restoration."

12.2.7.1.The MCO shall include in its written Program Management Plan:
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12.2.7.1.1. Screening criteria for Assertive Community Treatment Teams for all
persons with serious mental disabilities.

12.2.7.1.2. A needs assessment, capacity analysis and access plan for Community
Residential and Supported Housing.

12.2.7.1.3. New and innovative interventions that will reduce admissions and

readmissions to New Hampshire Hospital and increase community
tenure for adults with a severe mental illness and children with a

serious emotional disturbance.

12.2.8. The MCO shall work collaboratively to support the implementation of the Medicaid-
funded services described in the Class Action Settlement Agreement in the case of
Amanda D. et al. v. Hassan, et al., US y. State of New Hampshire, Civ. No. 1:12-cv-
53-SM in conjunction with DHHS and the Community Mental Health Centers.

12.2.8.1. Adult Assertive Community Treatment Teams (ACT). The MCO shall
ensure that ACT teams are available twenty-four (24) hours per day, seven (7)
days per week, with on-call availability from midnight to 8:00 am. At a
minimum, ACT teams shall deliver comprehensive, individualized, and
flexible services, supports, treatment, and rehabilitation in a timely manner as
needed, onsite in the individuals homes arid in other natural environments and
coirimunity settings, or alternatively, via telephone where appropriate to meet
the needs of the individual. Each ACT team shall be composed of a multi-
disciplinary group of between seven (7) and ten (10) professionals, including,
at a minimum, a psychiatrist, a nurse, a Masters-level clinician (or functional
equivalent therapist), functional support worker and a peer specialist. The
team also will have members who have been trained and are competent to
provide substance abuse support services, housing assistance and supported
employment. Caseloads for ACT teams serve no more than ten (10) to twelve
(12) individuals per ACT team member (excluding the psychiatrist who will
have no more than seventy (70) people served per 0.5 PTE psychiatrist).

12.2.8.2.Evidence-based Supported Employment (EBSE). The MCO shall ensure
that EBSE is provided to eligible consumers in accordance with the
Dartmouth model. The MCO shall ensure that the penetration rate of
individuals receiving EBSE increases to 18.6 percent by June 30, 2017. The
penetration rate is determined by dividing the number of adults with severe
mental illness (SMI) receiving EBSE by the number of adults who have SMI
being served.

12.2.9. The Department of Health and Human Services will lead regional planning activities
in each community mental health region to develop and refine community mental
health services in New Hampshire. The MCO shall support and actively participate in
these activities.
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12.2.9.1.The focus of the regional planning process will be on reducing the need for
inpatient care and emergency department utilization, and on increasing
community tenure.

12.2.10.The MCO shall develop a Training Plan each year of the Agreement for how it will
support the New Hampshire community mental health service system's effort to hire
and train qualified staff. The MCO shall submit this Training Plan to DHHS sixty
(60) calendar days prior to program start and annually ninety (90) calendar days prior
to beginning of each Agreement year.

12.2.10.1.The MCO shall submit a report summarizing what training was provided, a
copy of the agenda for each.training, a participant registration list for each
contracted CMHC and a summary, for each training provided, of the
evaluations done by program participants, within ninety (90) calendar days of
the conclusion of each Agreement year.

12.2.10.2.AS part of that Training Plan, the MCO shall promote provider competence
and opportunities for skill-enhancement through training opportunities and
consultation, either through the MCO or other consultants with expertise in.
the area focused on through the training.

12.2.10.3.The MCO Training Plan outlined in 12.2.10.1 shall be designed to sustain
and expand the use of the Evidence Based Practices of Illness Management
and Recovery (IMR), Evidence Based Supported Employment (EBSE),
Trauma Focused Cognitive B,ehavioral Therapy (TF-CBT), Dialectical .
Behavior Treatment (DBT) and Assertive Community Treatment (ACT), and
to improve NH's penetration rates for Illness Management and Recovery
(IMR) and Supported Employment, by 2% each year of the Agreement. The
baseline measure for penetration rates shall be the NH submission to the
SAMHSA Uniform Reporting System for 2011.

12.2.10.4.The MCO shall offer a minimum of 2 hours of training each contract year
to all contracted community mental health center staff on suicide risk
assessment, suicide prevention and post intervention strategies in keeping with
the State's objective of reducing the number of suicides in New Hampshire.

12.2.10.5.The MCO shall submit an annual report no later than ninety (90) calendar
days following the close of each Agreement year with a summary of the
trainings provided, a list of attendees from each contracted community mental
health program, and the proposed training for the next fiscal year.
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12.3. Emergency Services

12.3.1. The MCO shall ensure, through its contracts with local providers, that regionally
based crisis lines and Emergency Services as defined in He-M 403 and He-M 426 are
in place 24 hours a day/ 7 days a week for individuals in crisis. These crisis lines and
Emergency Services Teams shall employ clinicians who are trained in managing
crisis intervention calls and who have access to a clinician available to evaluate the

member on a face-to-face basis in the community to address the crisis and evaluate
the need for hospitalization. .

12.3.2. The MCO shall submit for review to the DHHS MCM Account Manager and the
Director of the Bureau of Mental Health an annual report identifying innovative and
cost effective models of providing crisis and emergency response services that will
provide the maximum clinical benefit to the consumer while also meeting the State's
objectives in reducing admissions and increasing community tenure.

12.4. Care Coordination

12.4.1. The MCO shall develop policies governing the coordination of care with primary care
providers and community mental health programs. These policies shall be submitted
to DHHS for review and approval ninety (90) calendar days prior to the beginning of
each Agreement year, including Year I.

12.4.2. The MCO shall ensure that there is coordination between the primary care provider
and the community mental health program.

12.4.3. The MCO shall ensure that both the primary care provider and community mental
health program request written "consent from the member to release information to
coordinate care regarding mental health services, primary care, and in the case of
alcohol and drug abuse services written consent from the member and a notice to the
recipient of the records stating 42 CFR Part,2 prohibits unauthorized disclosure of
records regarding or substance abuse services.

12.4.4. The MCO shall monitor instances in which consent was not given, and if possible the
reason why, and submit this report to DHHS no later than sixty (60) calendar days
following the end of the fiscal year.

12.4.5. The MCO shall review with DHHS the approved policy, progress toward goals,
barriers and'plans to address identified barriers.

12.4.6. The MCO shall ensure integrated care coordination by requiring that providers accept
all referrals for its members from the MCO that result from a court order or a request
from DHHS.
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12.5. New Hampshire Hospital

12.5.1. The MCO shall maintain a collaborative agreement with New Hampshire Hospital,
the State of New Hampshire's state operated inpatient psychiatric facility. This
collaborative agreement subject to the approval of DHHS shall at a minimum address
the Americans with Disabilities Act requirement that individuals be served in the
most integrated setting appropriate to their needs, include the responsibilities of the
community mental health program in order to ensure a seamless transition of care
upon admission and discharge to the community, and detail information sharing and
collaboration between the MCO ̂d New Hampshire Hospital.

12.5.2. It is the policy of the State to decrease discharges from inpatient care at New
Hampshire Hospital to homeless shelters and to ensure the inclusion of an appropriate
living situation as an integral part of all discharge planning from New Hampshire
Hospital. The MCO shall utilize the collaborative agreement to track any discharges
that the MCO, through its provider network, was unable to place into the community
and who instead were discharged to a shelter or into homelessness. The MCO shall
submit a report to the Department of Health and Human Services DHHS, quarterly,
detailing the reasons why members were placed into homelessness and include efforts
made by the MCO to arrange appropriate placements.

12.5.3. The MCO shall designate a liaison with privileges, as required by New Hampshire
Hospital, to continue members' care coordination activities, and assist in facilitating a
coordinated discharge planning process for adults and children admitted to New
Hampshire Hospital. Except for participation in the Administrative Review
Committee, the liaison shall actively participate in New Hampshire Hospital
treatment team meetings and discharge planning meetings to ensure that individuals
receive treatment in the least restrictive environment complying with the Americans
with Disabilities Act and other applicable federal and State regulations.

12.5.3.1.The liaison shall actively participate, and assist New Hampshire Hospital
staff in the development of a written discharge plan within twenty-four (24)
hours of adiftiisision.

12.5.3.2.The MCO shall ensure that the fmal NHH Discharge Instruction Sheet shall
be provided to the member and the member's authorized representative prior
to discharge, or the next business day, for at least ninety-eight (98%) of
members discharged. The MCO shall ensure that the discharge progress note
shall be provided to the aftercare provider within 7 calendar days of member
discharge for at least ninety percent (90%) of members discharged.
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12.5.3.3.The MCO shall make at least three (3) attempts to contact members for
whom the MCO has record of a telephone number within three (3) business
days of discharge from New Hampshire Hospital in order to review the
discharge plan, support the member in attending any scheduled follow-up
appointments, support the continued taking of any medications prescribed,
and answer any questions the member may have. The performance metric
shall be that at least ninety-five percent (95%) of members discharged shall
have been attempted to be contacted within three (3) business days.

I2.5.3;4.The MCO shall ensure an appointment with a community mental health
program or other appropriate mental health clinician for the member is
scheduled prior to discharge. Such appointment shall occur within seven (7)
calendar days after discharge.

12.5.3.4.1. Persons discharged from psychiatric hospitalization and new to a
CMHC must have an intake appointment within seven (7) days.

12.5.3.5.The MCO shall work with DHHS to review cases of members that New
Hampshire Hospital has indicated a difficulty returning back to the
community, identify barriers to discharge, and develop an appropriate
transition plan back to the community.

12.5.3.6.The MCO shall establish a reduction in readmissions plan, subject to . ';
approval by DHHS, to monitor the 30-day and 180-day readmission rates to
New Hampshire Hospital, review member specific data with each of the
community mental health programs, and implement measurable strategies
within 90 days of the execution of this Agreement to reduce 30-day and 180-
day readmission. The MCO shall include benchmarks and reduction goals in
the Program Management Plan.

12.5.4. The MCO shall perform in-reach activities to New Hampshire Hospital designed to
accomplish transitions to the community.

12.6. In Shape Program

12.6.1. The. MCOs shall promote community mental health service recipients' whole health
goals. Functional support services may be utilized to enable recipients to pursue and
achieve whole health goals within an In Shape program or other program designed to
improve health.

12.7. Parity

12.7.1. The MCO and its subcontractors must comply with the Mental Health Parity and
Addiction Equity Act of 2008, 42 CFR part 438, subpart K, which requires the MCOs
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to not discriminate based upon an enrollee's health status of having a mental health or
substance use disorder.

12.7.1.1 .The MCO shall not impose aggregate lifetime or annual dollar limits on
mental health or substance use disorder benefits.

12.7.1.2.The MCO shall not apply any financial requirement or treatment limitation
applicable to mental health or substance use disorder benefits that are more
restrictive than the predominant treatment limitations applied to substantially
all medical and surgical benefits covered by the plan (or coverage), and the
MCO shall not impose any separate treatment limitations that are applicable
only with respect to mental health or substance use disorder benefits.

12.7.1.3.The MCO shall not impose Non- Quantitative Treatment Limits for mental
health or substance use disorder benefits in any classification unless, under the
policies and procedures of the MCO as written and in operation, any
processes, strategies, evidentiary standards, or other factors used in applying
the Nbri-Quantitative Treatment Limits to mental health or substance use
disorder benefits in the classification are comparable to, and are applied no
more stringently than, the processes, strategies, evidentiary standards, or other
factors used in applying the limitation for medical/surgical benefits in the
classification.

12.7.1.4.Annual Certification with Federal Mental Health Parity Law: The MCOs
must.review their administrative and other practices, including the
administrative and other practices of any contracted behavioral health
organizations or third party administrators, for the prior calendar year for
compliance with the relevant provisions of the Federal Mental Health Parity
Law, regulations and guidance issued by state and federal entities.

12.7.1.4.1. The lyICO must submit a certification signed by the chief executive
officer and chief medical officer stating that the MCO has completed a
comprehensive review of the administrative, clinical," and utilization
practices of the managed care entity for the prior calendar year for'.
compliance with the necessary provisions of State Mental,Health
Parity Laws and Federal Mental Health Parity Law and any guidance
issued by state and federal entities.

12.7.1.4.2. If the MCO determines that all administrative, clinical, and utilization .
practices were in compliance with relevant requirements of the Federal
Mental Health Parity Law during the calendar year, the certification
will affirmatively state, that all relevant administrative and other
practices were in compliance with Federal Mental Health Parity Law
and any guidance issued by state and federal entities.
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12.7.1.4.3. If the MCO determines that any administrative, clinical, and utilization
practices were not in compliance with relevant requirements of the
Federal Mental Health Parity Law or guidance issued by state and
federal entities during the calendar year, the cert.ificatipn will .state that
not all practices were in compliance with Federal Mental Health Parity
Law or any g;uidance issued by state or federal entities and will include
a list of the practices not in compliance and the steps the managed care
entity has taken to bring these practices into compliance.

12.7.1 .S.The MCO shall complete the DHHS Parity Compliance Report annually and
shall include:

12.7.1.5.1. All Non-Quantitative and Quantitative Treatment Limits identified by
the MCOs pursuant to DHHS criteria;

12.7.1.5.2. All member grievances and appeals regarding a parity violation and
resolutions;

12.7.1.5.3. The processes, strategies, evidentiary standards, or other factors in
determining access to out-of-network providers for mental health or
substance use disorder benefits that are comparable to, and applied no
more stringently than, the processes, strategies, evidentiary standards,
or other factors in determining access to out-of-network providers for
medical/surgical benefits in the same classification; and

12.7.1.5.4. Any other requirements identified by DHHS.

12.7.1.6.A member enrolled in any MCO may file a complaint with the New
Hampshire Insurance Department at
https://www.nh.gov/insurance/consumers/complaints.htm if services are
provided in a way that is not consistent with applicable Federal Mental Health
Parity laws, regulations or federal guidance.

Page 82



New Hampshire Medicaid Care Management Contract — SFY2019

Exhibit A - Amendment #15

13. Substance Use Disorder

13.1. Substance Use Disorder - General Provisions

13.1.1. The MCO will offer contracts to Medicaid enrolled SUD providers who meet the
MCO's credentialing standards. The MCO will reimburse those SUD providers in
accordance with Section 21.2.10.

13.1.2. The MCO will submit a plan describing on-going efforts to continually work to
recruit and maintain sufficient networks of SUD service providers so that services are
accessible without reasonable delays.

13.1.2.1 .If the type of service identified in the ASAM Level of Care Assessment is
not available from the provider that conducted the initial assessment within 48
hours this provider is required to provide interim substance use disorder
counselors services until such a time that the clients starts receiving the
identified level of care. If the type of service is not provided by this agency
they are then responsible for making an active referral to a provider of that
type of service (for the identified level of care) within fourteen (14) days from
initial contact and to provider interim substance use disorder counselors
services until such a time that the member is accepted and starts receiving
services by the receiving agency.

13.1.3. The MCO shall provide data, reports and plans in accordance with Exhibit 0.

13.2. Compliance Metrics for Access to SUD Services

13.2.1. Agencies under contract with MCOs to provide SUD services shall respond to
inquiries for SUD services from members or referring agencies as soon as possible
and no later than two (2) business days following the day the call was first received.
The SUD provider is required to conduct an initial eligibility screening for services as
soon as possible, ideally at the time of first contact (face to face communication by
meeting in person or electronically or by telephone conversation) with the member or
referring agency, but not later than two (2) business days following the date of first
contact.

13.2.2. Members who haye screened positive for SUD services shall receive an ASAM Level
of Care Assessment within two (2) business days of the initial eligibility screening
and a clinical evaluation (as identified in the He-W 513 administrative rules) as soon
as possible following the ASAM Level of Care Assessment and no later than (3) days
after admission.

13.2.3. Members identified for withdrawal management, outpatient or intensive outpatient
services shall start receiving services within seven (7) business days from the date
ASAM Level of Care Assessment was completed. Members identified for Partial
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Hospitalization (PH) or Rehabilitative Residential (RR) Services shall start receiving
interim services (services at a lower level of care than that identified by the AS AM
Level of Care Assessment) or the identified service type within seven (7) business
days from the date the ASAM Level of Care Assessment was completed and start
receiving the identified level of care no later than fourteen (14) business days from
the date the ASAM Level of Care Assessment was completed until such a time that
the member is accepted and starts receiving services by the receiving agency.

13.2.3. l.Pregnant women shall be admitted to the identified level of care within 24
hours of the ASAM Level of Care Assessment. If the contractor is unable to
admit a pregnant woman for the needed level of care within 24 hours, the
contractor shall:

13.2.3.1.1. Assist the pregnant woman with identifying alternative providers and
with accessing services with these providers. This assistance must
include actively reaching out to identify providers on the behalf of the
client; and

13.2.3.1.2. Provide interim services until the appropriate level of care becomes
available at either the contractor agency or an altemative provider.
Interim services shall include:

a. At least one 60 minute individual or group outpatient session per
week;

b. Recovery support services as needed by the client; and

c. Daily calls to the client to assess and respond to any emergent
needs. .

13.2.4. If the type of service identified in the ASAM Level of Care Assessment will not be
available from the provider that conducted the initial assessment within the fourteen

(14) business day period, or if the type of service is not provided by the agency that
conducts the ASAM Level of Care Assessment, this agency is responsible for making
an active referral to a provider of that type of services (for the identified level of care)
within fourteen (14) business days from the date the ASAM Level of Care
Assessment was completed until such a time that the member is accepted and starts
receiving services by the receiving agency.
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14. Pharmacy Management
14.1. Pharmacy Management - General Provisions

14.1.1. The MCO's, including any pharmacy subcontractors, shall create: formulary and
- pharmacy prior authorization criteria and other point of service edits (i.e. prospective
drug utilization review edits and dosage limits), pharmacy policies and pharmacy
programs subject to DHHS approval, and in compliance with §1927 of the SSA [42
CFR 438.3(s)]. The MCO shall not include drugs by manufacturers not enrolled in the
OBI^ 90 Medicaid rebate program on its formulary without DHHS consent.

14.1.2. The MCO shall adhere to New Hampshire law with respect to the criteria regarding •
coverage of non-preferred formulary drugs pursuant to Chapter 188, law 2004, SB
383-FN, Sect. IVa. Specifically, a MCO member shall continue to be treated, or, if
newly diagnosed, may be treated with a non-preferred drug based on any one of the
following criteria:

14.1.2.1.Allergy to all medications within the same class on the preferred drug list;

14.1.2.2.Contraindication to or drug-to-drug interaction with all medications within
the same class on the preferred drug list;

14.1.2.3.History of unacceptable or toxic side effects to all medications within the
same class on the preferred drug list;

14.1.2.4.Therapeutic failure of all medications within the same class on the preferred
drug list;

14.1.2.5.An indication that is unique to.a non-preferred drug and is supported by
peer-reviewed literature or a unique federal Food and Drug Administration-
approved indication;

14.1.2.6.Age specific indication;

14.1.2.7.Medical co-morbidity or other medical complication that precludes the use of
a preferred drug; or

14.1.2.8.Clinically unacceptable risk with a change in therapy to a preferred drug.
Selection by the physician of the criteria under this subparagraph shall require
an automatic approval by the pharmacy benefit program.
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14.1.3. The MCO shall submit all of its policies, prior authorizations, point-of-sale and drug
utilization review edits and pharmacy services procedures related to its maintenance
drug policy, specialty pharmacy programs, and any new pharmacy service program
proposed by the MCO to DHHS for its approval at least 60 calendar days prior to
implementation.

14.1.4. The MCO shall submit the items described in 14.1.1 and 14.1.3 to DHHS for
approval sixty (60) calendar days prior to the program start date of Step 1.

14.1.5. Any modifications to items listed in 14.1.1 and 14.1.3 shall be submitted for approval
at least sixty (60) calendar days prior to the jDroposed effective date of the
modification. -

14.1.6. The MCO shall notify members and providers of any modifications to items listed in
14.1.1 and 14.1.3 thirty (30) calendar days prior to the modification effective date.

14.1.7. Implementation of a modification shall not commence prior to DHHS approval.

14.1.8. At the time a member with currently prescribed medications transitions to an MCO:
upon MCO's receipt of (written or verbal) notification validating such prescribed

. medications from a treating provider, or a request or verification from a pharmacy
that has previously dispensed the medication, or via direct data from DHHS, the
MCO shall continue to cover such medications through the earlier of sixty (60)
calendar days from the member's enrollment date, or until completion of a medical
necessity review. The MCO shall also, in the member handbook, provide information
to members regarding prior authorization in the event the member chooses to transfer
to another MCO.

14.1.9. The MCO shall adjudicate pharmacy claims for its members utilizing a point of
service (POS) system where appropriate. System modifications, including but not
limited to systems maintenance, software upgrades, implementation of International
Classification of Diseases- 10 (ICD-10) code sets, and NDC code sets or migrations
to new versions of National Council for Prescription Drug Programs (NCPDP)
transactions shall be updated and maintained to current industry standards. The MCO
shall provide an automated decision during the POS transaction in accordance with
NCPDP mandated response times within an average of less than or equal to three (3)
seconds.

14.1.10.In accordance with Section 1927 (d)(5)(A and B) of the Social Security Act, the
MCO shall respond by telephone or other telecommunication device within twenty-
four (24) hours of a request for prior authorization and reimburse for the dispensing
of at least a seventy-two (72) hour supply of a covered outpatient prescription drug in
an emergency situation when prior authorization cannot be obtained.
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14.1.11.The MCO shall develop or participate in other State of New Hampshire pharmacy
related quality improvement initiatives. At minimum, the MCO shall routinely
monitor and address:

14.1.11.1.Polypharmacy (physical health and behavioral health medications);

14.1.11.2. Adherence to the appropriate use of maintenance medications, such as the
elimination of gaps in refills;

14.1.11.3.The appropriate use of behavioral health medications in children by
encouraging the use of and reimbursing for consultations with child
psychiatrists;

14.1.11.4.For those beneficiaries with a diagnosis for substance use disorder (SUD)
and all inf^ts with a diagnosis of neonatal abstinence syndrome (NAS), or
that are otherwise known to have been exposed prenatally to opioids, alcohol
or other drugs, the MCO shall evaluate these patients needs for care
coordination services and support the coordination of all their physical and
behavioral health needs and for referral to SUD treatment;

14.1.11.5.For those beneficiaries who enter the MCO lock-in program, the MCO shall
evaluate the need for SUD treatment.

1.4.1.11.6.The MCO shall require prior authorization documenting the rationale for
the prescription of more than 200 mg daily Morphine, Equivalent Doses
(MED)ofopioids for beneficiaries. Effective April 1, 2016, the MCO shall
require prior authorization documenting the rationale for the prescription of
more than 120 mg daily Morphine Equivalent Doses (MED) of opioids for
beneficiaries. Effective October 1, 2016, the MCO shall require prior
authorization documenting the rationale for the prescriptions of more than 100
mg daily Morphine Equivalent Doses (MED) of opioids for beneficiaries
effective upon NH Board Administrative Rule MED 502 Opioid Prescribing;

14.1.12.In accordance with changes to rebate collection processes in the Patient Protection
and Affordable Care Act (PPACA), DHHS will be responsible for collecting OBRA
90 (CMS) rebates from drug manufacturers on MCO pharmacy claims. The MCO
shall provide all necessary pharmacy encounter data to the State to support the rebate
billing process, in accordance with section 1927(b) of the SSX, and the MCO shall
submit the encounter data file within five (5) business days of the end of each weekly
period and within thirty (30) calendar days of claim payment.

14.1.13.The MCO shall work cooperatively with the State to ensure that all data needed for
the collection of CMS and supplemental rebates by the State's pharmacy benefit
administrator is delivered in a comprehensive and timely manner, inclusive of any
payments made for members for medications covered by other payers.
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14.1.14.Specialty Drugs. The MCO shall pay for all specialty drugs consistent with the
MCO's formulary and pharmacy edits and criteria.

14.1.15. DHHS will be directly responsible for the pharmacy benefit for Carbaglu and '
Ravicti, and those Hepatitis C and Hemophilia drugs specifically excluded from the
actuarial rate calculations.

14.1.16.0ther specialty and orphan drugs.

14.1.16.1 .Other currently FDA approved specialty and orphan drugs, and those
approved by the FDA in the future, shall be covered in their entirety by the
MCO. '

14.1.16.2.When medically necessary, orphan drugs that are not yet approved by the
FDA for use in the United States but that may be legally prescribed on a
"compassionate-use basis" and imported from a foreign country.

14.1.17.Polypharmacy medication review. The MCO shall provide an offer for medication
review and counseling to address polypharmacy.

14.1.17.1.MCO shall offer a medication review and counseling no iess than annually
by a pharmacist or other health care professional as follows:

14.1.17.1.1. To the primary care provider and care taker for children less than, 19
years dispensed four (4) or more drugs per month (or prescriptions for
90 day supply covering each month); and

14.1.17.1.2.TO adult beneficiaries dispensed more than 10 drugs each month (or
prescriptions for 90 day supply covering each month).

14.1.18.The MCO shall adhere to federal regulation with respect to providing pharmacy data
required to complete the Annual Drug Utilization Review Report to CMS:

14; 1.18.1. The MCO must provide a detailed description of its drug utilization review
program to DHHS on an annual basis in accordance with the Medicaid Drug
Utilization Review Annual Report format and requirements; and

14.1.18.2. The MCO must operate a drug utilization review program in accordance
with section 1927(g) of the SSA and 42 CFR part 456, subpart 'K, which
includes:

14.1.18.2.1. Prospective drug utilization review;

14.1.18.2.2.Retrospective drug utilization review; and
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14.1.18.2.3. An educational program for providers including
prescribers and dispensers.

14.2. Continuitj' of Care

14.2.1. The MCO shall provide continuity of care for current beneficiaries after the transition
of the PDL to the MCO. For existing beneficiaries, the MCO shall provide coverage
for all drugs for each current beneficiary for six months beginning September 1, 2015
for those drugs dispensed to the beneficiary within the six months prior to September
■1,2015.

14.3. Use of Psychotropic Medicines for Children in Foster Care - DCYF's SafcRx
Program

14.3.1. The MCO shall assist in the oversight and management of the use of psychotropic
medicines for children and youth in DCYF placement in accordance with PL (Public
Law 112-34) and in accordance with DCYF policy 1653. Assistance includes:

14.3.1.1.Psychiatry review of Medications when requested by DCYF staff, with Peer
To Peer discussion if warranted to include:

14.3.1.1.1. Pharmacy claims;

14.3.1.1.2. Provider progress notes;

14.3.1.1.3. Telephone contact with the providers, ifnecessary;
14.3.1.1.4. Current Diagnoses, DSM I-III;

14.3.1.1.5. Current Behavioral Functioning; and

14.3.1.1.6. Information from the placement provider, either foster care or
residential re: behaviors and medication response.

14.3.1.2.Edits in pharmacy systems for outlying red flag criteria that would require
further explanation and authorization including:

14.3.1.2.1. Children 5 and under being prescribed antipsychotics;
14.3.1.2.2. Children 3 and under on any psychotropic medicine; and

14.3.1.2.3. A child or youth being prescribed 4 or more psychotropic medicines,
allowing for tapering schedules for ending one medicine and starting a
new medicine.

Page 89



New Hampshire Medicald Care Management Contract — SFY2019

Exhibit A - Amendment #15

15. Reserved.
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16. Member Enrollment and Disenrollment
16.1. Eligibility'

16.1.1. The State has sole authority to determine whether an individual meets the eligibility
criteria for Medicaid as well as whether he/she will be enrolled in the Care
Management program. The Stale shall maintain its current responsibility for
determining member eligibility. The MCO shall comply with eligibility decisions
madebyDHHS.

16.1.2. The MCO shall ensure that ninety-five percent (95%) of transfers of eligibility files
are incorporated and updated within one (1) business day after successful receipt of
data. Data received Monday-Friday is to.be uploaded.Tuesday-Saturday between 12
AM EST and SAM EST. The MCO shall develop a plan to ensure the provision of
pharmacy benefits in the event the eligibility file is not successfully loaded by 10 AM
EST. The MCO shall make DHHS aware, within one (1) business day, of
unsuccessful uploads that go beyond 10 AM EST.

16.1.3. The ASCX12 834 enrollment file will lirnit enrollment history to eligibility spans
reflective of any assignment of the member with the MCO.

16.1.4. To ensure appropriate continuity of care, DHHS will provide up to two (2) years (as
available) of all fee-for-service paid claims history including: medical, pharmacy,
behavioral health and LTSS claims history data for all fee-for-service Medicaid
beneficiaries assigned to MCO. For members transitioning from another MCO,
DHHS will also provide such claims data as well as available encounter information
regarding the member supplied by other MCOs.

J6.2. Reladonship with Enrollment Services

16.2.1. DHHS or its designee shall be responsible for member enrollment and passing that
information along to the MCO for plan enrollment [42 CFR 438.3(d)(2)].

16.2.2. The MCO shall accept individuals into its plan from DHHS or its designee in the
order in which they apply without restriction, (unless authorized by the regional
administrator), up to the limits set in this Agreement [42 CFR 438.3(d)(1)].

16.2.3. The MCO will not, on the basis of health status or need for health care services,
discriminate against individuals eligible to enroll [42 CFR 438.3(d)(3)].

16.2.4. The MCO will not discriminate against individuals eligible to enroll on the basis of
race, color, national origin, sex, sexual orientation, gender identity, or disability and
will not use any policy or practice that has a discriminatory effect [42 CFR -
438.3(d)(4].
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16.2.5. The MOO shall furnish information to DHHS or its designee so that it'may comply
with the information requirements of 42 CFR 438.10 to ensure that, before enrolling,
the recipient receives, from the entity or the State, the accurate oral and written
information he or she needs to make an informed decision on whether to enroll
[§1932(d)(2)(A)(i)(II) of the SSA; § 1932(d)(2)(B), (C), (D) and (E) of the SSA; 42
CFR 438.104(b)(l)(ii), (iii), (iv) and (v); 42 CFR 438.104(b)(2); 42 CFR
438.104(b)(2)(i) and (ii); SMD letter 12/30/97; SMD letter 2/20/98; State Medicaid
Manual (SMM) 2090.1; SMM 2101].

16.2.6. The MCO shall provide information, within five (5) business days, to DHHS or its
designee that allows for a determination of a possible change in eligibility of
members (for example, those who have died, been incarcerated, or moved out-of-
state).

16.3. Enrollment

16.3.1. The MCO shall accept members who choose to enroll in the MCO;

16.3.1.1.During the initial enrollment period;

16.3.1.2.During an annual enrollment period;

16.3.1.3.During a renegotiation or reprocurement enrollment period;

16.3.1.4.1f the member requests to be assigned to the same plan in which another
family member is currently enrolled; or

I6.3.1.5.Who have disenrolled with another MCO at the time described in 16.5.3.1.

16.3.2. The MCO shall accept that enrollee enrollment is voluntary, except as described in 42
CFR 438.50.

16.3.3. The MCO shall accept for automatic re-enrollment members who were disenrolled
due to a loss of Medicaid eligibility for a period of two (2) months or less.

16.3.4. The MCO shall accept members who have been auto-assigned by DHHS to the MCO.

16.3.5. The-MCO shall accept members who are auto-assigned to another MCO but have an
established relationship with a primary care provider that is not in the network of the
auto-assigned MCO. The member can request enrollment any time during the first
twelve (12) months of auto-assignment.

16.4. AuCo-Asslgnmeiit

16.4.1. DHHS will use the following auto-assignment methodology:

16.4.1.1 .Preference to an MCO with which there is already a family affiliation;
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16.4.1.2.Equal assignment among the MCOs.

16.4.2. DHHS reserves the right to change the auto assignment process at its discretion.

16.4.3. DHHS may also revise its auto-assignment methodology during the Contract Period
for new Medicaid members who do not select an MCO (Default Members). The new
assignment methodology would reward those MCOs that demonstrate superior
performance and/or improvement on one or more key dimensions of performance.
DHHS will also consider other appropriate factors.

16.4.4. DHHS may revise its auto-assignment methodology when exercising renegotiation
and reprocurement rights under section 3.9.1 of this Agreement.

16.5. Disenroilmerit '

16.5.1. Disenrollment provisions of 42 CFR 438.56(d)(2) apply,to all members, regardless of
whether the member is mandatory or voluntary [42 CFR 438.56(a); SMD letter
01/21/98].

16.5.2. A member may request disenrollment with cause at any time when:

16.5.2.1.The member moves out of slate;

.16.5.2.2.The member needs related services to be performed at the same time; not all
related services are available within the network; and receiving the services
separately would subject the member to unnecessary risk; or

16.5.2.3.0ther reasons, including but not limited to, poor quality of care, lack of
access to services covered under the Agreement, violation of rights, or lack of
access to providers experienced in dealing with the member's health care
needs [42 CFR 438.56(d)(2)]

16.5.3. A member may request disenrollment without cause, at the following times:

16.5.3.1.During the ninety (90) calendar days following the date of the member's
enrollment with the MCO or the date that DHHS (or its agent) sends the
member notice of the enrollment, whichever is later;

16.5.3.2.For members who are auto-assigned to a MCO and who have an established
relationship with a primary care provider that is only in the network of a non-
assigned MCO, the member can request disenrollment during the first twelve
(12) months of enrollment at any time;

16.5.3.3.Any time for members who enroll on a voluntary basis;

16.5.3.4.During open enrollment every twelve (12) months;
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16.5.3.5.During open enrollment related to renegotiation and reprocurement under
Section 3.9.

16.5.3.6.For sixty (60) calendar days following an automatic reenrollment if the
temporary loss of Medicaid eligibility has caused the member to miss the
annual enrollment/disenrollment opportunity (This provision applies to re-
determinations only and does not apply when a member is completing a new
application for Medicaid eligibility); and

16.5.3.7.When DHHS imposes the intermediate sanction on the MCO specified in 42
CFR 438.702(a)(3) [§ 1932(a)(4)(A) of the SSA; § 1932(e)(2)(C) of the SSA;
42 CFR 438.56(c)(1); 438.56(c)(2)(i), (ii), (iii), and (iv); 42 CFR
438.702(a)(3); SMD letter 02/20/98; SMD letter 01/21/98]

16.5.4. The MCO shall provide members and their representatives with written notice of
disenrollment rights at least sixty (60) calendar days before the start of each re-
enrollment period.

16.5.5. If a member is requesting disenrollment, the member (or his or her representative)
shall submit an oral or written request to DHHS or its agent.

16.5.6. The MCO shall furnish all relevant information to DHHS for its determination
regarding disenrollment, within three (3) business days after receipt of DHHS'
request for information.

16.5.7. The MCO shall submit involuntary disenrollment requests to DHHS with proper
documentation for the following reasons [42 CFR 438.56(b)(1); SMM 2090.12]:

16.5.7.1 .Member has established out of state residence;

16.5.7.2.Member death;

16.5.7.3.Determination that the member is ineligible for enrollment based on the
criteria specified in this Agreement regarding excluded populations; or

16.5.7.4.Fraudulent use of the member ID card.

16.5.8. The MCO shall not request disenrollment of a member for any reason not permitted
in this Agreement [42 CFR 438.56(b)(3)].

16.5.9. The MCO shall not request disenrollment because of an adverse change in the
member s health status, or because of the member's utilization of medical services,
diminished mental capacity, or uncooperative or disruptive behavior resulting from,
his or her special needs (except when his or her continued enrollment in the MCO
seriously impairs the entity's ability to furnish services to either this particular

Page 94



New Hampshire Medicaid Care Management Contract — SFY2019

Exhibit A - Amendment #15

member or other members) or abuse of substances, prescribed or illicit, and any legal
consequences resulting from substance abuse. [42 CFR 438.56(b)(2)].

16.5.10.The MCO may request disenrollment in the event of threatening or abusive behavior
that jeopardizes the health or safety of members, staff, or providers.

16.5.11.If an MCO is requesting disenrollment of a member, the MCO shall:

16.5.11.1 .Specify the reasons for the requested disenrollment of the member; and
.  (

16.5.11.2.Submit a request for involuntary disenrollment to DHHS (or its agent)
along with documentation and justification, for review and approval

16.5.12.Regardless of the reason for disenrollment, the effective date of an approved
disenrollment shall be no later than the first day of the second month following the
month in which the member or the MCO files the request. If DHHS fails to make a
disenrollment determination within this specified timeframe, the disenrollment is
considered approved [42 CFR 438.56(e)(1) and (2); 42 CFR 438.56(d)(3)(ii); SMM
2090.6; SMM2090.il].

16.5.13.DHHS (or its agent) shall provide for automatic re-enrollment of a member who is
disenrolled solely because he or she loses Medicaid eligibility for a period of two (2)
months or less [42 CFR 438.56(g)].
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17. Member Services

17.1. Member Information

17.1.1. The MCO shall maintain a Member Services Department to assist members and their
family members, guardians or other authorized individuals in obtaining covered
services under the Care Management program.

17.1.2. The MCO shall have a 'No Wrong Door' approach, consistent with the DHHS
Balancing Incentive Program, to member calls and inquiries, and shall have one toll-
free number for members to contact.

17.1.3. The MCO shall have in place a mechanism to help members and potential members
understand the requirement and benefits of the plan [42 CFR 438.10(c)(7)].

17.1.4. The MCO shall make a welcome call to each new member within thirty (30) days of
the member's enrollment in the MCO. A minimum of three (3) attempts should be
made at various times of the day, on different days, for at least ninety-five percent
(95%) of new members. The welcome call shall at a minimum:

17.1.4.1 .Assist the member to select a Primary Care Provider (PCP) or confirm
selection of a PCP;

17.1.4.2.Include a brief Health Needs Assessment;

17.1.4.3.Screen for special needs and /or services of the member; and

17.1.4.4.Answer any other member questions about the MCO and ensure that
members can access information in their preferred language.

17.1.5. Welcome calls shall not be required for members residing in a nursing facility longer
than 120 days. The MCO shall:

17.1.5.1.Meet with each nursing facility no less than annually to provide an
orientation to the MCM program and instructions regarding completion of the
Health Needs Assessment for each member residing in a nursing facility
longer than 120 days; and

17.1.5.2.Send letters to members residing in nursing facilities longer than 120 days or
their authorized representatives describing welcome calls and how a member
or their authorized representative can request a welcome call.

17.1.6. The MCO shall send a letter to a member upon initial enrollment, and anytime the
member requests a new Primary Care Provider (PCP), confirming the member's PCP
and providing the PCP's name address and telephone number.
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17.1.7. The MCO shall issue an Identification Card (ID C^d) to all new members within ten
(10) calendar days following the MCO's receipt of a valid enrollment file from
DHHS, but no later than seven (7) calendar days after the effective date of
enrollment. The ID Card shall include, but is not limited to, the following information
and any additional information shall be,approved by DHHS prior to use on the ID .
card:

17.1.7.1.The member's name;

17.1.7.2.The member's date of birth;

17.].7.3.The merhber's Medicaid ID number assigned by DHHS at the time of
eligibility determination;

17.1.7.4.The name of the MCO; and

17.1.7.5.The name of MCO's NHHPP product;

17.1.7.6.The twenty-four (24) hours a day, seven (7) days a week toll-free Member
Services telephone/hotline number operated by the MCO; and

17.1.7.7.How to file an appeal or grievance.

17.1.8. The MCO shall reissue a Member ID card if:

17.1.8.1.A member reports a lost card;

17.1.8.2.A member has a name change; or

17.1.8.3.Any other reason that results in a change to the information disclosed on the
ID card.

17.1.9. The MCO shall publish member information in the form of a member handbook
available at the time of member enrollment in the plan for, benefits effective January
1, 2018. The member handbook shall be based upon the model enrollee handbook
developed by DHHS.

17.1.9.1. Two weeks in advance of open enrollment, the MCOs shall inform all
members by mail of their right to receive at no cost to any member a written
copy of the member handbook effective for the new benefit year.

17.1.10.The MCO shall provide program content that is coordinated and collaborative with
other DHHS initiatives.

17.1.11.The MCO shall submit the member handbook to DHHS for approval at the time it is
developed and after any substantive revisions, prior to publication and distribution
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17.1.12.Pursuant to the requirements set forth in 42 CFR 438.10, the Member Handbook
shall include, in easily understood language, but not be limited to:

17.1.12.1 .A table of contents;

17.1.12.2. DHHS developed definitions so that enrollees can understand the following
terminology: appeal, durable medical equipment, emergency medical
condition, emergency medical transportation, emergency room care,
emergency services, grievance, habilitation services and devices, home health
care, hospice services, hospitalization, hospital, outpatient care, physician
services, prescription drug coverage, prescription drugs, primary care
physician, PCP, rehabilitation services and devices, skilled nursing care, and
specialist. ' ̂

17.1.^.3.Information about the role of the primary care provider (PCP);

17.1.12.4.lnformation about choosing and changing a PCP;

17. i. 12.5.Appointment procedures;

17.1.12.6.[Intentionally left blank.]

17.1.12.7.Description of all available benefits and services, including information on
out-of-network providers;lnformation on how to access services, including
EPSDT services, non-emergency transportation services, and maternity md
family planning services. The handbook should also explain that the MCO
cannot require a member to receive prior approval prior to choosing a family
planning provider;

17.1.12.8.An explanation of any service limitations or exclusions from coverage;

17.1.12.9.A notice stating that the MCO shall be liable only for those services
authorized by or required of the health plan;

17.1.12. lO.Information on where and how members may access benefits not available
from or not covered by the MCO;

17.1.12.11 .The Necessity defmitions used in determining whether services will be
covered;

17.1.12.12.Detailed information regarding the amount, duration, and scope of benefits
so that enrollees understand the benefits to which they are entitled.

17.1.12.13. A description of all pre-certification, prior authorization, or other
requirements for treatments and services;
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17.1.12.14.lnformaiion regarding prior authorization in the event the member chooses
to transfer to another MCO and the member's right to continue to utilize a
provider specified in a prior authorization regardless of whether the provider
is participating in the MCO network; . ^

17.1.12.15.The policy on referrals for specialty care and for other covered services
not furnished by the member's PGP;

17.1.12.16.Information on how to obtain services when the member is out of the State
and for after-hours coverage;

17.1.12.17.Cost-sharing requirements;

17.1.12.18.Notice of all appropriate mailing addresses and telephone numbers to be
utilized by members seeking information or authorization, including an
Inclusion of the MCO's toll-free telephone line and website;

17.1.12.19. A description of Utilization Review policies and procedures used by the
MCO;

17.1.12.20.A description of those member rights and responsibilities, described in
17.3 of this Agreement, but also including but not limited to notification that:

17.1.12.20.1 .Oral interpretation is available for any language, and
information as to how to access those services;

17.1.12.20.2.Written translation is available in prevalent
languages, and information as to how to access those
se^ices;

17.1.12.20.3.Auxiliary aids and services are available upon request
at no cost for enrollees with disabilities, and information
as to how to access those services;

17.1.12.21 .The policies and procedures for disenrollment;

17.1.12.22.Information on Advance Directives;

17.1.12.23.A statement that additional information, including information on the
structure and operation of the MCO plan and provider incentive plans, shall be
made available upon request;

17.1.12.24.Member rights and protections;

Page 99



New Hampshire Medicaid Care Management Contract — SFY2019

Exhibit A - Amendment #15

17.1.12.25.Information on the Grievance, Appeal, and Fair Hearing procedures and
timeframes in a DHHS-approved description, including;

17.1.12.25.1.The right to file grievances and appeals;

17.1.12.25.2.The requirements and timeframes for filing a
grievance or appeal;

17.1.12.25.3.The availability of assistance in the filing process;

17.1.12.25.4.The right to request a State fair hearing after the
MCO has made a determination on an enrollee's appeal
which is adverse to the enrollee; and

17.1.12.25.5.An enrollee's right to have benefits continue pending
the appeal or request for State fair hearing if the decision
involves the reduction or termination of benefits, however
if the enrollee receives an adverse decision then the
enrollee may be required to pay for the cost of service
furnished while the appeal or State fair hearing is pending
as specified in 42 CFR 438.10(g)(2);

17.1.12.26.Member's right to a second opinion from a qualified health care
professional within the network, or one outside the network arranged by the
MCO at no cost to the member. [42 CFR 438.206(b)(3)].

17.1.12.27.The extent to which, and how, after hours and emergency coverage are
provided including:

17.1.12.27.1 .What constitutes an emergency and emergency
medical care; and

17.1.12.27.2.The fact that prior authorization is not required for
emergency services; and

17.1.12.27.3.The enrollee's right to use a hospital or any other
setting for emergency care [42 CFR 438.10(g)(2)(v)];

17.1.12.28.Information on how to access the New Hampshire Office of the Long
Term Care Ombudsman;

17.1.12.29. Information on how to access auxiliary aids and seivices, including
additional information in alternative fonuats or languages;
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17.1.12.30. Information and guidance as to how the enrollee can effectively use the
managed care program as described in 42 CFR 438.10(g)(2);

17.1.12.31 .Information on how to report suspected fraud or abuse;

17.1.12.32.Information on how to contact Service Link Aging and Disability
Resource Center and the DHHS Medicaid Service Center who can provide all
enrollees and potential enrollees choice counseling and information on
managed care; and

17.1.12.33. Disenrollment information.

17.1.13.The MCP shall produce a revised rnember handbook, or an insert informing
members of changes to covered services, upon DHHS notification of any change in
covered services, and at least thirty (30) calendar days prior to the effective,date of
such change. In addition to changes to documentation, the MCO shall notify all
existing members of the covered services changes at least thirty (30) calendar days
prior to the effective date of such changes.

17.1.14.The MCO shall mail the handbook to new members within ten (10) calendar days
following the MCO's receipt of a valid enrollment file from DHHS, but no later than
seven (7) calendar days after the effective date of enrollment [42 CFR 438.10(g)(1)].

17.1.15.The MCO shall notify all enrollees of their disenrollment rights, at a minimum,
dually [42 CFR 438.10 (f)].

17.1.16. [Intentionally left blank.]

17.1.17.The MCO shall notify all enrollees, at least once a year, of their right to obtain a
Member Handbook and shall maintain consistent and up-to-date information on the
plan's website.The member information appearing on the website shall include the
following, at a minimum:

17.1.17.1.Information contained in the Member Handbook

17.1.17.2.The following information on the MCO's provider network:

17.1.17.2.1 .Names, gender, locations, office hours, telephone numbers of, website
(if applicable), specialty (if any), description of accommodations
offered for people with disabilities, whether the provider has
completed cultural competence training, and non-English languages
(including American Sign Language) spoken by current contracted
providers, including identification of providers that are not accepting
new patients. This shall include, at a minimum: information on PCPs,
specialists. Family Planning Providers, pharmacies. Federally
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Qualified Health Centers (FQHCs) and Rural Health Centers (RHCs),
Mental Health and Substance Abuse Providers, LTSS Providers,
Nursing Facilities and hospitals;

17.1.17.2.2. Any restrictions on the member's freedom of choice among network
providers; and

17.1.17.2.3.How to file an appeal and/or a grievance.

17.1.18.For any change that affects member rights, filing requirements, time frames for
grievances, appeals, and State fair hearing, availability of assistance in submitting
grievances and appeals, and toll-free numbers of the MCO grievance system
resources, the MCO shall give each member written notice of the change at least
thirty (30) days before the intended effective date of the change.

17.1.19. Should the MCO not cover a covered service because of moral/ethical or religious
reasons, the MCO shall provide a list of these services to the Department. This list
shall be used by the Department to provide information to members about where and
how the members can obtain the services that are not being delivered due to Ethical
and Religious Directives.

17.1.20. Should the MCO contract with providers and/or subcontractors to deliver services to
members pursuant to the MCO's obiigations.under this Contract and the providers or
subcontractors cannot provide a covered service because of moral/ethical or religious
reasons, the MCO shall provide a list of these services to the Department. This list
shall be used by the MCO and Department to provide information to members about
where and how the members can obtain the services that are not being delivered due
to Ethical and Religious Directives.

17.1.21:

17.1.22.The MCO shall submit a copy of all information intended for members to DHHS for
approval ten (10) business days prior to distribution.

17.2. Language and Format of Member Information

17.2.1. The MCO shall develop all member materials at or below a sixth (6th) grade reading
level, as measured by the appropriate score on the Flesch reading ease test.

17.2.2. The MCO shall use the DHHS developed definitions consistently throughout its user
manual, notices, and in any other form of client communication.

17.2.3. The MCO shall develop enrollee notices in accordance with the DHHS model
notices.

17.2.4. The MCO shall provide all enrollment notices, information materials, and
instructional materials relating to members and potential members in a manner and
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format that may be easily understood in a font size no smaller than 12 point [42 CFR
438.10(d) / SMD Letter 2/20/98].

17.2.5. The MCO's written materials shall be developed to meet all applicable Cultural
Considerations requirements in Section 18 so that they are communicated in an easily
understood language and format, including alternative formats and in an appropriate
manner that takes into consideration the special needs of those who, for example, are
visually limited or have limited reading proficiency. The MCO shall inform members
that information is available in alternative formats and how to access those formats

[42 CFR 438.10(d)(6)].

17.2.6. The MCO shall make all written member information available in English, Spanish,
and the commonly encountered languages of New Hampshire. All written member
information shall include at the bottom a tagline explaining the availability of written
translation or oral interpretation and the toll-free and TTY/TDY telephone number of
the MCO's Customer Service Center. The MCO shall also provide all written
member information in large print with a font size no smaller than 18 point upon
request [42 CFR 438.10(d)(3)].

17.2.6.1. Written member information shall include at a minimum provider
directories, member handbooks, appeal and grievance notices, and denial and
termination notices.

17.2.7. The MCO shall also make oral interpretation services available free of charge to each
member or potential .member for MCO covered services. This applies to all non-
English languages, not just those that DHHS identifies as languages of other Major
Population Groups. The beneficiary shall not to be charged for interpretation services.
The MCO shall notify members that oral interpretation is available for any language
and written information is available in prevalent languages and how to access those
services [42 CFR 438.10(d)].The MCO shall provide auxiliary aids such as
TTY/TDY and American Sign Language interpreters available free of charge to each
member or potential member who requires these services [42 CFR 438.10(d)].

17.3. Member Rights

17.3.1. The MCO shall have written policies which shall be included in the member
handbook and posted on the MCO website regarding member rights [42 CFR
438.100] including:

17.3.1.1 .Each managed care member is guaranteed the right to be treated with respect
and with due consideration for his or her dignity and privacy;

17.3.1.2.Each managed care member is guaranteed the right to receive information on
available treatment options and alternatives, presented in a manner appropriate
to the member's condition and ability to understand;
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17.3.1.3.Each managed care member is guaranteed the right to participate indecisions
regarding his/her health care, including the right to refuse treatment;

17.3.1.4.Each managed care member is guaranteed the right to be free from any form
of restraint or seclusion used as a means of coercion, discipline, convenience,
or retaliation;

17.3.1.5.Each managed care member is guaranteed the right to request and receive a
copy of his/her medical records, and to request that they be amended or
corrected, as specified in 45 CFR part 164 42 CFR 438.100; and

17.3.1.6.Each managed care member has a right to a second opinion. [42 CFR
438.206].

17.3.2. Each member is free to exercise his/her rights, and that the MCO shall assure that the
exercise of those rights shall not adversely affect the way the MCO and its providers
or DHHS treat the member [42 CFR 438.100(c)].

17.3.3. Each managed care member has the right to request and receive any MCO's written
physician incentive plans.

17.4. Member Call Center
I

17.4.1. The MCO shall operate a NH specific call center Monday through Friday, except for
state approved holidays. The call center shall be staffed with personnel who are
knowledgeable about the MCOs plan in NH to answer member inquiries.

17.4.2. At a minimum, the call center shall be operational:

! 7.4.2. l .Two days per week: 8:00 am EST to 5:00 pm EST;

17.4.2.2.Three days per week; 8:00 am EST to 8:00 pm EST; and

17.4.2.3.During major program transitions, additional hours and capacity shall be
accommodated by the MCO.

17.4.3. The member call center shall meet the following minimum standards, but DHHS
reserves the right to modify standards:

17.4.3.1 .Call Abandonment Rate: Fewer than five percent (5%) of calls will be
abandoned;

17.4.3.2.Average Speed of Answer: Ninety percent (90%) of calls will be answered
with live voice within thirty (30) seconds; and
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17.4.3.3.Voicemail messages shall be responded to no later than the next business
day.

17.4.4. The MOO shall develop a means of coordinating its call center with the DHHS
Customer Service Center.

17.4.5. The MCO shall develop a warm transfer protocol for members who may call the
incorrect call center to speak to the correct representative and provide monthly reports
to DHHS on the number of warm transfers made and the program to which the
member was transferred.

17.5. Member information Line

17.5.1. The MCO shall establish a member hotline that shall be an automated system that
operates outside of the call center standard hours, Monday through Friday, and at all
hours on weekends and holidays.

17.5.2. The automated system shall provide callers with operating instructions on what to do
and who to call in case of an emergency, and shall also include, at a minimum, a
voice mailbox for callers to leave messages.

17.5.3. The MCO shall ensure that the voice mailbox has adequate capacity to receive all
messages.

17.5.4. A representative of the MCO shall return messages no later than the next business
day.

17.6. Marketing

17.6.1. The MCO shall not, directly or indirectly, conduct door-to-door, telephonic, or other
cold call marketing to potential members [§l932(d)(2)(A)(i)(Il) of the SSA;
§ 1932(d)(2)(B), (C), (D) and (E) of the SSA; 42 CFR438.l04(b)(l)(ii), (iii), (iv) and
(v); 42 CFR 438.104(b)(2); 42 CFR 438.104(b)(2)(i) and (ii); SMD letter 12/30/97;
SMD letter 2/20/98; SMM 2090.1; SMM 2101]. .

t

17.6.2. The MCO shall submit all MCO marketing material to DHHS for approval before
distribution [§l932(d)(2)(A)(l) of the SSA; 42 CFR438.l04(b)(l)(i); SMD letter
12/30/97]. DHHS will identify any required changes to the marketing materials
within fifteen (15) business days. If DHHS has not responded to a request for review

. by the fifteenth (15th) business day, the MCO may proceed to use the submitted
materials.

17.6.3. The MCO shall comply with federal requirements for provision of information that
ensures the potential member is provided with accurate oral and written information
sufficient to make an informed decision on whether or not to enroll.
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17.6:4. The MCO marketing materials shall not contain false or materially misleading
information.

17.6.5. The MCO shall not offer other insurance products as inducement to enroll.

17.6.6. The MCO shall ensure that marketing, including plans and materials, is accurate and
does not mislead, confuse, or defraud the recipients of DHHS [§l932(d)(2)(A)(i)(Il)
of the SSA; § 1932(d)(2)(B), (C), (D) and (E) of the SSA; 42 CFR438.l04(b)(l)(ii),
(iii), (iv) and (v); 42 CFR 438.104(b)(2); 42 CFR 438.l04(b)(2)(i) and (ii); SMD
letter 12/30/97; SMD letter2/20/98; SMM 2090.1; SMM 210;i]:-

17.6.7. The MCO's marketing materials shall not contain any written or oral assertions or
statements that:

17.6.7.1 .The recipient must enroll in the MCO in order to obtain benefits or in order
not to lose benefits; or

17.6.7.2.That the MCO is endorsed by CMS, the Federal or State government, or
similar entity [§l932(d)(2)(A)(i)(lI) of the SSA; § 1932(d)(2)(B), (C), (0) and
(E) of the SSA; 42 CFR 438.l04(b)(l)(ii), (iii), (iv) and (v); 42 CFR
438.104(b)(2); 42 CFR 438.104(b)(2)(i) and (ii); SMD letter 12/30/97; SMD
letter 2/20/98; SMM 2090.1; SMM 2101]

17.6.8. The MCO shall distribute marketing materials to the entire state in accordance with
§l932(d)(2)(A)(i)(II) of the SSA; § 1932(d)(2)(B), (C), (D) and (E) of the SSA; 42
CFR 438.104(b)(l)(ii), (iii), (iv) and (v); 42 CFR 438.104(b)(2); 42 CFR
438.l04(b)(2)(i) and (ii); SMD letter 12/30/97; SMD letter 2/20/98; SMM 2090.1 and
SMM 2101. The MCO's marketing materials shall not seek to influence enrollment in
conjunction with the sale or offering of any private insurance [§ l932(d)(2)(A)(i)(II)
of the SSA; § 1932(d)(2)(B), (C), (D) and (E) of the SSA; 42 CFR 438.104(b)(l)(ii),
(iii), (iv) and (v); 42 CFR 438.104(b)(2); 42 CFR438.104(b)(2)(i) and (ii); SMD
letter 12/30/97; SMD letter 2/20/98; SMM 2090.1; SMM 2101].

17.7. Member Engagement Strategy

17.7.1. The MCO shall develop and facilitate an active member advisory board that is
composed of members who represent its member population. At least twenty-five
percent (25%) of the members of the advisory board should be receiving an LTSS
service .or be a support person, who is not a paid service provider or employed as an
advocate, to a member receiving an LTSS service. Representation on the consumer
advisory board shall draw from and be reflective of the MCO membership to ensure
accurate and timely feedback on the care management program. The advisory board
shall meet at least quarterly. The advisory board shall meet in-person or through
interactive technology including but not limited to a conference call or webinar and
provide a member perspective to influence the MCO's quality improvement program,
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program changes and decisions. All costs related to the member advisory board shall
be the responsibility of the MCO.

17.7.2. The MCO shall hold in-person.regional member meetings for two-way
communication where members can provide input and ask questions and the MCO
can ask questions and obtain feedback from members. Regional meetings shall be
held at least twice each Agreement year. The MCO shall make efforts to provide
video conferencing opportunities for members to attend the regional meetings. If
video conferencing is not available then, the MCO shail use altemate technologies as
available for all rneetings.

17.7.3. The MCO shall report on the activities of the meetings required in Sections 17.7.1
and 17.7.2 including meeting dates, board members, topics discussed and actions
taken in response to Board contributions to DHHS in the Medicaid Care Management
Program Comprehensive Annual Report.

17.7.4. The MCO shall conduct a member satisfaction survey at least annually in accordance
with National Committee for Quality, Assurance (NCQA) Consumer Assessment of
Health Plan Survey (CAHPS) requirements to gain a broader perspective of member
opinions. The MCO survey instrument is subject to DHHS approval. The results of
these surveys shall be made available to DHHS to be measured against criteria
established by DHHS, and to the MCO's membership [§1903(m)(2)(A)(x) of the
SSA; 42 CFR 422.208; 42 CFR 422.210; 42 CFR 438.10(0(6); 42 CFR 438.10(g); 42
CFR 438.6(h)].

-17;-7;5. T-he MGO"Shall-supportDHHS' interaction and reporting to the Governor's
Commission on Medicaid Care Management.

17.8. Provider Directory

17.8.1. The MCO shall publish a Provider Directory that shall be approved by DHHS prior to
publication and distribution. The MCO shall submit the draft directory and all
substantive changes to DHHS for approval.

f

17.8.2. The.Provider Directory shall include names, gender, locations, office hours, telephone
numbers of, website (if applicable), specialty (if any), description of accommodations
offered for people with disabilities, whether the provider has completed cultural
competence training, and non-English language (including American Sign Language)
spoken by, current contracted providers. This shall include, at a minimum;
information on PCPs, specialists. Family Planning Providers, pharmacies. Federally
Qualified Health Centers (FQHCs) and Rural Health Centers (RHCs), Mental Health
and Substance Abuse Providers, LTSS Providers, Nursing Facilities and hospitals.

17.8.3. The Provider Directory shall provide all information according to the requirements of
42 CFR 438.10(h).
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17.8.4. The MCO shall send a letter to new members within ten (10) calendar days following
the MCO's receipt of a valid enrollment file from DHHS, but no later than seven (7)
calendar days after the effective date of enrollment directing the member to the
Provider Directory on the MCO's website and informing the member of the right to a
printed version of provider directory information upon request [42 CFR 438.10(h)].

17.8.5. The MCO shall notify all members, at least once a year, of their right to obtain a
paper copy of the Provider Directory and shall maintain consistent and up-to-date
information on the plan's website in a machine readable file and format as specified
by the Secretary. The MCO shall update the paper copy of the Provider Directory at
least monthly and shall update no later than thirty (30) calendar days after the MCO
receives updated information. [42 CFR 438.10(h)(4)].

17.8.6. The MCO shall post on its website a searchable list of all contracted providers. At a
minimum, this list shall be searchable by provider name, specialty, and location.

17.8.7. Thirty (30) calendar days after contract effective date or ninety (90) calendar days
prior to the Program start date, whichever is later, the MCO shall develop and submit
the draft Provider Directory template to DHHS for approval and thirty (30) calendar
days prior to each Program Start Date the MCO shall submit the final provider
directory.

17.8.8. Upon the termination of a contracted provider, the MCO shall make good faith
efforts within fifteen (15) calendar days of the notice of termination to notify
enrollees who received their primary care from, or was seen on a regular basis by, the
terminated provider.

17.9. Program Website

17.9.1. The MCO shall develop and maintain, consistent with DHHS standards and other
applicable Federal and State laws, a website to provide general information about the
MCO's program, its provider network, the member handbook, its member services,
and its grievance and appeals process.

17.9.2. The MCO shall update the Provider Directory on its website within seven (7)
calendar days of any changes.

17.9.3. The MCO shall maintain an updated list of participating providers on its website in a
Provider Directory. The Provider Directory shall identify all providers, including
primary care, specialty care, behavioral health, substance abuse, home health, home
care, rehabilitation, hospital, and other providers, and include the following
information for each provider:

17.9.3.1. Address of all practice/facility locations;

17.9.3.2.Gender;
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17.9.3.3. Office hours;

17.9.3.4. Telephone numbers;

17.9.3.5. Website (if applicable);

17.9.3.6. Accommodations provided for people with disabilities;

17.9.3.7. Whether the provider has completed cultural competence training;

17.9.3.8.Hospital affiliations, if applicable;

17.9.3.9.0pen/close status for MCO members;

17.9.3.10.Languages spoken (including American Sign Language) in each provider
location;

17.9.3.11 .Medical Specialty; and

17.9.3.12.Board certification, when applicable.

17.9.3.13.The MCO program content included on the website shall be:

17.9.3.14. Written in English, Spanish, and any other of the commonly encountered
languages in the State;

17.9.3.15.Culturally appropriate;

17.9.3.16.Written for understanding at the 6th grade reading level; and

17.9.3.17.Geared to the health needs of the enrolled MCO program population.

17.9.3.18.The MCO shall maintain an updated list of formulary drug lists on its
website. Such information shall include:

17.9.3.19.Which medications are covered (both generic and name brand); and

17.9.3.20.Which tier each medication is on.

17.9.4. The MCO's NH Medicaid Care Management website shall be compliant with the
Federal Department of Justice ''Accessibility of State and Local Government
Websites to people with disabilities".
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18. Culturally and Linguistically Competent
Services

18.1. Cultural Competency Plan

18.1.1. In accordance with 42 CFR 438.206, the MCO shall have a comprehensive written
Cultural Competency Plan describing how the MCO shall ensure that services are
provided in a culturally and linguistically competent manner to all Medicaid
members, including those with Limited English Proficiency (LEP). The Cultural
Competency Plan shall describe how the providers, individuals, and systems within
the health plan will effectively provide services to people of all cultures, races, ethnic
backgrounds, and religions in a manner that recognizes values, affirms and respects
the worth of the individual members, and protects and preserves the dignity of each.
The MCO shall work with DHHS Office of Minority Heath & Refugee Affairs and
the New Hampshire Medical Society to address cultural and linguistic considerations
as defined in the section.

18.2. General Provisions

18.2.1. The MCO shall participate in efforts to promote the delivery of services in a
culturally and linguistically competent manner to all members and their families,
including those with LEP and diverse cultural and ethnic backgrounds. [42 CFR
438.206(c)(2)].

18.2.2. The MCO shall develop appropriate methods of communicating and working with its
members who do not speak English as a first language, who have physical conditions
that impair their ability to speak clearly in order to be easily understood, as well as
members who are visually and hearing impaired, and accommodating members with
physical and cognitive disabilities and different literacy levels, learning styles, and
capabilities.

18.2.3. The MCO shall develop appropriate methods for identifying and tracking members'
needs for communication assistance for health encounters including preferred spoken
language for health encounters, need for interpreter, and preferred language for
written health information.

18.2.4. The MCO shall collect data regarding member's race, ethnicity, and spoken language
in accordance with the current best practice standards from the Office of Management
and Budget and/or the 2011 final standards for data collection as required by Section
4302 of the Affordable Care Act from the federal Department of Health and Human
Services.

18.2.5. The MCO shall not use children or minors to provide interpretation services.
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18.2.6. If the member declines offered free interpretation services, there must be a process in
place for informing the member of the potential consequences of declination with the .
assistance of a competent interpreter to assure the member's understanding, as well as
a process to document the member's declination. Interpreter services must be re-
offered at every new contact. Every.declihatil3n requires new documentation of the
offer and decline.

18.2.7. The MCO shall respect members whose lifestyle or customs may differ from those of
the majority of members.

18.2.8. The MCO shall ensure interpreter services are available to any member who requests
them, regardless of the prevalence of the member's language within the overall
program for all health plan and MCO services exclusive of inpatient services. The
MCO shall recognize that no one interpreter service (such as over-the-phone
interpretation) will be appropriate (i.e., will provide meaningful access) for all
members in all situations. The most appropriate service to use (in-person versus
remote interpretation) will vary from situation to situation and will be based upon the
unique needs and circumstances of each individual. Accordingly, the MCO shall
provide the most appropriate interpretation service possible under the circumstances.
In all cases, the MCO shall provide in-person interpreter services when deemed
clinically necessary by the provider of the encounter service.

18.2.9. The MCO shall bear the cost of interpretive services, including American Sign
Language (ASL) interpreters and translation into Braille materials available to
hearing- and vision-impaired, members.

18.2.10.The Member Handbook shall include information on the availability of oral and
interpretive services.

18.2.11.The MCO shall communicate in ways that can be understood by persons who are not
literate in English or their native language. Accommodations may include the use of
audio-visual presentations or other formats that can effectively convey information
and its importance to the member's health and health care.

18.2.12. As a condition of receipt of Federal financial assistance, the MCO acknowledges and
agrees that it must comply with applicable provisions of national laws and policies
prohibiting discrimination, including but not limited to Title VI of the Civil Rights
Act of 1964, as amended, which prohibits the MCO from discriminating on the basis
of race, color, or national origin (42 U.S.C. 2000d et seq.).
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,  18.2.13.As clarified by Executive Order 13166, Improving Access to Services for Persons
with Limited English Proficiency, and resulting agency guidance, national origin
discrimination'iricludes discrimination on the basis of Limited English Proficiency
(LEP). To ensure compliance with Title VI, the MCO must take reasonable steps to
ensure that LEP persons have meaningful access to the MCO's programs. The MCO
shall provide the following assistance, including, but not limited to:

18.2.13.1.Offer language assistance to individuals who have LEP and/or other
communication needs, at no cost to them, to facilitate timely access to all
health cafe and services.

18.2.13.2.Inform all individuals of the availability of language assistance services
clearly and in their preferred language, verbally and in writing.

18.2.13.3.Ensure the competence of individuals providing language assistance,
recognizing that.the use of untrained individuals and/or minors as interpreters
should be avoided.

18.2.13.4.Provide easy-to-understand print and multimedia materials and signage in
the languages commonly used by the populations in the service area.

18.2.14.Meaningful access may entail providing language assistance services, including oral
and written translation, where necessary. MCOs are encouraged to consider the need
for language services for LEP persons served or encountered both in developing theif
budgets and in conducting their programs and activities. For assistance and
information regarding MCO LEP obligations, go to http://www.Iep.gov.
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19. Grievances and Appeals
\

19.1. General Requirements

19.1.1. The MCO shall develop, implement and maintain a Grievance System under which
Medicaid members, or providers acting on their behalf, may challenge the denial of
coverage of, or payment for, medical assistance and which includes a grievance
process, an appeal process, and access to the State's fair hearing system. The MCO
shall ensure that the Grievance System is in compliance with 42 CFR 438 Subpart F,
and N.H. Code of Administrative Rules, Chapter He-C 200-Rules of Practice and
Procedure.

19.1.2. The MCO shall provide to DHHS a complete description, in writing and including all
of its policies, procedures, notices and forms, of its proposed Grievance System for
DHHS' review and approval prior to the first readiness review. Any proposed
changes to the Grievance System must be approved by DHHS prior to
implementation.

19.1.3. The Grievance System shall be responsive to any grievance or appeal of dual- eligible
members. To the extent such grievance or appeal is related to a Medicaid service, the
MCO shall handle the grievance or appeal in accord with this Agreement. In the event
the MCO, after review, determines that the dual-eligible member's grievance or
appeal is solely related to a Medicare service, the MCO shall refer the member to the
State's SHIP program,..which is currently administered by Service Link Aging and
Disability Resource Center.

19.1.4. The MCO shall be responsible for ensuring that the Grievance System (grievance
process, appeal process, and access to the State's fair hearing system) complies with
the following general requirements. The MCO must:

19.1.4.1 .Give members any reasonable assistance in completing forms and other
procedural steps. This includes, but is not limited to providing interpreter
services and toll-free numbers with TTY/TDD and interpreter capability and
assisting the member in providing written consent for appeals;

19.1.4.2. Acknowledge receipt of each grievance and appeal (including oral appeals),
unless the enrollee or authorized provider requests expedited resolution;

19.1.4.3.Ensure that decision makers on grievances and appeals and their
subordinates were not involved in previous levels of review or decision
making;

19.1.4.4.Ensure that decision makers take into account all comments, documents,
records, and other information submitted by the enrollee of their
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representative without regard to whether such information was submitted or
considered in the initial adverse benefit determination; and

19:1.4.4.1. If deciding any of the following, the decision makers are health care
professionals with clinical expertise in treating the member's condition
or disease:

a. An appeal of a denial based on lack of medical necessity;

b. A grievance regarding denial of expedited resolutions of an appeal;
or

c. A grievance or appeal that involves clinical issues.

19.1.5. The MCO shall send written notice to members and providers of any changes to the
Grievance System at least thirty (30) calendar days prior to implementation.

19.1.6. The MCO shall provide information as specified in 42 CFR § 438.10(g) about the
Grievance System to providers and subcontractors at the time they enter into a contact
or subcontract. The information shall include, but is not limited to:

19.1.6.1.The member's right (or provider acting on their behalf) to a State fair
hearing, how to obtain a hearing, and the rules that govern representation at a
hearing;

19.1.6.2.The member's right to file grievances and appeals and their requirements and
timeframes for filing;

19.1.6.3.The availability of assistance with filing;

19.1.6.4.The toll-free numbers to file oral grievances and appeals;

19.1.6.5.The member's right to request continuation of benefits during an appeal or
State fair hearing filing and, if the MCO's action is upheld in a hearing, that
the member may be liable for the cost of any continued benefits; and

19.1.6.6. Any State-determined provider appeal rights to challenge the failure of the
MCO to cover a service.

19.1.7. The MCO shall make available training to providers in supporting and assisting
members in the Grievance System.

19.1.8. The MCO shall maintain records of grievances and appeals, including all matters
handled by delegated entities, for a period not less than ten (10) years. At a minimum,
such records shall include a general description of the reason for the grievance or
appeal, the name of the member, the dates received, the dates of each review, the
•dates of.the grievance or appeal, and the date of resolution.
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19.1.9. The MCO shall provide a report of all actions, grievances, and appeals, including all
matters handled by delegated entities, to DHHS on a monthly basis.

19.1.10.The MCO shall review Grievance System information as part of the State quality
strategy and in accord with this Agreement and 42 CFR 438.402. The MCO shall
make such information accessible to the State and available upon request to CMS.

19.1.11. The MCO shall provide any and all provider complaint and appeal logs to DHHS.

19.2. Grievance Process

19.2.1. The MCO shall develop, implement, and maintain a grievance process that
establishes the procedure for addressing member grievances and which is in
compliance with 42 CFR 438 Subpart F and this Agreement. ^

19.2.2. The grievance process shall address member's expression of dissatisfaction with any
aspect of their care other than an adverse benefit determination. Possible subjects for
grievances include, but are not limited to, the quality of care or services provided, and
aspects of interpersonal relationships such as rudeness of a provider or employee, or
failure to respect the'member's rights. An enrollee or the enrollee's authorized
representative with written consent may file a grievance at any time.

19.2.3. Members who believe that their rights established by RSA 135-C:56-57 or He-M 309
have been violated, may file a complaint with the MCO in accordance with-He-M
204.

19.2.4. Members who believe the MCO is not providing mental health or substance use
disorder benefits in violation of 42 CFR part 438, subpart K may file a grievance.

19.2.5. The MCO shall have policies and procedures-addressing the grievance process, which
comply with the requirements of this Agreement. The MCO shall submit in advance
to DHHS for its review and approval, all grievance process policies and procedures
and related notices to members regarding the grievance process. Any proposed
changes to the grievance process must be approved by DHHS prior to
implementation.

19.2.6. The MCO shall allow a member, or the member's authorized representative with the
member's written consent to file a grievance with the MCO either orally or in writing
[42 CFR 438.402(c)].

19.2.7. The MCO shall complete the resolution of a grievance and provide notice to the
affected parties as expeditiously as the member's health condition requires, but not
later than forty-five (45) calendar days from the day the MCO receives the grievance
for one hundred percent (100%) of members filing a grievance. If the enrollee
requests disenrollment, then the MCO shall resolve the grievance in time to permit
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the disenrollment (if approved) to be effective no later than the first day of the second
month following the month in which the enrollee requests disenrollment.

19.2.8. The MCO shall notify members of the resolution of grievances. The notification may
be orally or in writing for grievances not involving clinical issues. Notices of
resolution for clinical issues must be in writing.

19.2.9. Members shall not have the right to a State fair hearing in regard to the resolution of a
grievance.

19.3. Appeal Process

19.3.1. The MCO shall develop, implement, and maintain an appeal process that establishes
the procedure for addressing member requests for review of any action taken by the
MCO and which is in compliance with 42 CFR 438 Subpart F and this Agreement.

19.3.2. The MCO shall allow a member, or the member's authorized representative, or a
provider acting on behalf of the member and with the member's written consent, to
request an appeal orally or in writing of any MCO action [42 CFR 438.402(c)].

19.3.3. The MCO shall include as parties to the appeal, the.member and the member's
authorized representative, or the legal representative of the deceased member's estate.

19.3.4. For appeals of standard service authorization decisions, the MCO shall allow a
member to file an appeal, either orally or in writing, within sixty (60) calendar days
of the date on the MCO's notice of action. This shall also apply to a member's
request for an expedited appeal. An oral appeal must be followed by a written, signed
appeal.

19.3.5. The MCO shall ensure that oral inquires seeking to appeal an action are treated as
appeals and confirm those inquires in writing, unless the member or the authorized
provider requests expedited resolution. An oral request for an appeal must be
followed by a written and signed appeal request unless the request is for an expedited
resolution.

19.3.6. If DHHS receives a request to appeal an action of the MCO, DHHS will forward
relevant information to the MCO and the MCO will contact the member and
acknowledge receipt of the appeal.

19.3.7. The MCO shall ensure that any decision to deny a service authorization request or to
authorize a service in an amount, duration, or scope that is less than requested, must
be made by a health care professional who has appropriate clinical expertise in
treating the member's condition or disease.
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19.3.8. The MCO shall allow the member a reasonable opportunity to present evidence, and
allegations of fact or law, in person as well as in writing. The MCO shall inform the
member of the limited time available for this in the case of expedited resolution.

19.3.9. The MCO shall provide the member and the member's representative opportunity, to
receive the member's case file, including medical records, and any other documents
and records considered during the appeal process free of charge prior to the hearing.

19.3.10.The MCO shall resolve one hundred percent (100%) of standard member appeals
within thirty (30) calendar days from the dale the appeal was filed with the MCO.
The date of filing shall be considered either an oral request for appeal or a written
request from either the member or provider, whichever date is the earliest. Or, in the
case of a provider filing an appeal on behalf of the member, the date of filing shall be
considered the date upon which the MCO receives authorization from the member for
the provider to file an appeal on the member's behalf.

19.3.11 .If the MCO fails to adhere to notice and timing requirements, established in 42 CFR
438.408, then the enrollee is deemed to have exhausted the MCO's appeals process,
and the enrollee may initiate a state fair hearing.

19.3.12. Members who believe the MCO is not providing mental health or substance use
disorder benefits in violation of 42 CFR 42 CFR part 438, subpart K may file an
appeal.

19.4. Actions

19.4.1. The MCO shall allow for the appeal of any action taken by the MCO. Actions shall
include, but are not limited to the following:

19.4.1.1 .Denial or limited authorization of a requested service, including the type or
level of service;

19.4.1.2. Reduction, suspension, or termination of a previously authorized service;

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

19.4.1.4.Failure to provide services in a timely manner, as defined by the State;

19.4.1.5.Untimely service authorizations;

19.4.1 .b.Failure of the MCO to act within the timeframes set forth in this Agreement
or as required under 42 CFR 438 Subpart F and this Agreement; and

19.4.1.7. At such times, if any, that DHHS has an Agreement with fewer than two (2)
MCOs, for a rural area resident with only one MCO, the denial of a member's
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request to obtain services outside the network, in accord with 42 CFR
438.52(b)(2)(ii).

19.5. Expedited Appeal

19.5.1. The MCO shall develop, implement, and maintain an expedited appeal review
process for appeals when the MCO determines, as the result of a request from the
member, or a provider request on the member's behalf or supporting the member's
request, that taking the tirne for a standard resolution could seriously jeopardize the
member's life or health or ability to attain, maintain, or regain maximum function.

19.5.1.1.The MCO must inform enrollees of the limited time available to present
evidence and testimony, in person and in writing, and make legal and factual
arguments sufficiently in advance of the resolution timeframe for expedited
appeals.

19.5.1.2.The MCO shall make a decision on the member's request for expedited
appeal and provide notice, as expeditiously as the member's health condition
requires, within 72 hours after the MCO receives the appeal. The MCO may
extend the 72 hour time period by up to fourteen (14) calendar days if the
member requests an extension, or if the MCO justifies a need for additional
information and how the extension is in the member's interest. The MCO
shall also make reasonable efforts to provide oral notice. The first date shall
be considered either an oral request for appeal or a written request from either
the member or provider, whichever date is the earliest.

19.5.1.3. If the MCO extends the timeframes not at the request of the enrollee, it
must:

19.5.1.3.1. Make reasonable efforts to give the enrollee prompt
oral notice of the delay;

19.5.1.3.2.Within two (2) calendar days give the enrollee written
notice of the reason for the decision to extend the

, timeframe and inform the enrollee of the right to file a
grievance if he or she disagrees with that decision;

19.5.1.3.3.Resolve the appeal as expeditiously as the enrollee's
health condition requires and no later than the date the
extension expires.

19.5.1.4.The MCO shall meet the timeframes in 19.5.1.2 for one hundred percent
(100%) of requests for expedited appeals.

19.5.1.5.The MCO shall ensure that punitive action is not taken against a provider
who requests an expedited resolution or supports a member's appeal.
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19.5.1.6.If the MCO denies a request for iexpedited resolution of an appeal, it shall
transfer the appeal to the timeframe for standard resolution and make
reasonable efforts to give the member prompt oral notice of the denial, and
follow up within two (2) calendar days with a written notice.

19.5.1.7.The member has a right to file a grievance regarding the MCOs denial of a
request for expedited resolution. The MCO shall inform the member of his/her
right and the procedures to file a grievance in the notice of denial.

19.6. Content of Notices

19.6.1. The MCO shall notify the requesting provider, and give the member written notice of
any decision to deny a service authorization request, or to authorize a service in an
amount, duration, or scope that is less than requested. Such notice must meet the
requirements of 42 CFR 438.404, except that the notice to the provider need not be in
writing.

19.6.2. Each notice of adverse action shall conform with 42 CFR 431.210, contain and
explain:

19.6.2.1 .The action the MCO or its subcontractor has taken or intends to take;

19.6.2.2.The reasons for the action;

19.6.2.3.The member's or the provider's right to file an appeal;

•19.6.2.4;Frocedures for exercising member's rights to appeal or grieve;

19.6.2.5.Circumstances under which expedited resolution is available and how to
request it; and

19.6.2.6.The member's rights to have benefits continue pending the resolution of the
appeal, how to request that benefits be continued, and the circumstances under
which the member may be required to pay the costs of these continued
benefits.

19.6.3. The MCO shall ensure that all notices of adverse action be in writing and must meet
the following language and format requirements:

19.6.3.1.Written notice must be translated for the individuals who speak one of the
commonly encountered languages spoken in New Hampshire (as defined by
the State per 42 CFR 438.10(d));

19.6.3.2.Notice must include language clarifying that oral interpretation is available
for all languages and how to access it; and
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19.6.3.3.Notices must use easily understood language and format, and must be
available in alternative formats, and in an appropriate manner that takes into
consideration those with special needs. All members and potential members
must be infoimed that information is available in alternative formats and how

to access those formats.

19.6.4. The MCO shall mail the notice of adverse benefit determination by the date of the .
action when any of the following occur:

19.6.4.1. The enrollee has died;

19.6.4.2. The enrollee submits a signed written statement requesting service
termination;

19.6.4.3. The enrollee submits a signed written statement including information that
requires service termination or reduction and indicates that he understands that
the service termination or reduction will result;

19.6.4.4. The enrollee has been admitted to an institution where he or she is ineligible
under the state plan for further services;

19.6.4.5. The enrollee's address is determined unknown based on returned mail with

no forwarding address;

19.6.4.6. The enrollee is accepted for Medicaid services by another state, territory, or
commonwealth;

19.6.4.7. A change in the level of medical care is prescribed by the enrollee's
physician;

19.6.4.8. The notice involves an adverse determination with regard to preadmission
screening requirements of section 1919(e)(7) of the Act;

19.6.4.9. The transfer or discharge from a facility will occur in an expedited fashion. ,

19.7. Timing of Notices

19.7.1. Termination, suspension or reduction of services - The MCO shall provide members
written notice at least ten (10) calendar days before the date of action when the action
is a termination, suspension, or reduction of previously authorized Medicaid covered
services, except the period of advance notice shall be five (5) calendar days in cases
where the MCO has verified facts that the action should be taken because of probable
fraud by the member.

19.7.2. Denial of payment - The MCO shall provide members written notice on the date of
action when the action is a denial of payment or reimbursement.
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19.7.3. Standard service authorization denial or partial denial- The MCO shall provide
members written notice as expeditiously as the member's health condition requires
and not to exceed fourteen (14) calendar days following a request for initial and
continuing authorizations of services, except an extension of up to an additional
fourteen (14) calendar days is permissible, if:

19.7.3.1.The member or the provider requests the extension; or

19.7.3.2.The MCO justifies a need for additional infonhation and how the extension
is in the member's interest.

19.7.3.3.When the MCO extends the timeframe, the MCO must give the member
written notice of the reason for the decision to extend the timeframe and
inform the member of the right to file a grievance if he or she disagrees with
that decision. Under such circumstance, the MCO must issue and carry out its
determination as expeditiously as the member's health condition requires and
no later than the date the extension expires.

19.7.4. Expedited process - For cases in which a provider indicates, or the MCO determines,
that following the standard timeframe could seriously jeopardize the member's life or
health or ability to attain, maintain, or regain maximum hinction, the MCO must
make an expedited authorization decision and provide notice as expeditiously as the
member's health condition requires and no later than three (3) business days after
receipt of the request for service.

19.7.4.1.The MCOmay..extend the three (3) business days' time period by up to
seven (7) calendar days if the member requests an extension, or if the MCO
justifies a need for additional information and how the extension is in the
member's interest.

19.7.5. Untimely service authorizations - The MCO must provide notice on the date that the
timeffames expire when service authorization decisions are not reached within the
timeframes for either standard or expedited service authorizations.

19.8. Continuation of Benefits

19.8.1. The MCO shall continue the member's benefits if:

19.8.1.,! .The appeal is filed timely, meaning on or before the later of the following:

19.8.1.1.1. Within ten (10) calendar days of the MCO mailing the notice of action;
or

19.8.1.1.2. The intended effective date of the MCO's proposed action.

19.8.1.2.The appeal involves the termination, suspension, or reduction of a previously
authorized course of treatment;
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19.8.1.3.The services was ordered by an authorized provider;

19.8.1.4.The authorization period has not expired; and

19.8.1.5.The member requests extension of benefits, orally or in writing.

19.8.2. If the MOO continues or reinstates the member's benefits while the appeal is pending,
the benefits must be continued until one of the following occurs:

19.8.2.1.The member withdraws the appeal, in writing;

19.8.2.2.The member does not request a State fair hearing within ten (10) calendar
days from when the MCO mails an adverse MCO decision;

19.8.2.3.A State fair hearing decision adverse to the member is made; or

19.8.2.4.The authorization expires or authorization service limits are met.

19.8.3. If the final resolution of the appeal upholds the MCO's action, the MCO may recover
from the member the amount paid for the services provided to the member while the
appeal was pending, to the extent that they were provided solely because of the
requirement for continuation of services.

19.9. RcsoluHon of Appeals

19.9.J. The MCO shall resolve each appeal and provide notice, as expeditiously as the.
- ..member's health condition requires, within the following tlmeframes:

19.9.1.1 .For standard resolution of appeals and for appeals for termination,
suspension, or reduction of previously authorized services a decision must be
made within thirty (30) calendar days after receipt of the appeal, unless the
MCO notifies the member that an extension is necessary to complete the
appeal.

19.9.1.2.The MCO may extend the tlmeframes up to fourteen (14) calendar days if:

19.9.1.2.1. The member requests an extension, orally or in writing; or

19.9.1.2.2. The MCO shows that there is a need for additional information and the
MCO shows that the extension Is in the member's best interest.

19.9.1.3.If the MCO extends the tlmeframes not at the request of the enrollee then it
must:

19.9.1.3.1 .Make reasonable efforts to give the enrollee prompt oral
notice of the delay;
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19.9.1.3.2.Within twcf (2) calendar days give the enrollee written
notice of the reason for the decision to extend the
timeframe and inform the enrollee of the right to file a
grievance if he or she disagrees with that decision; and

19.9.1.3.3.Resolve the appeal as expeditiously as the enrollee's
health condition requires and no later than the date the
extension expires.

19.9.1.4.Under no circumstances may the MCO extend the appeal determination
beyond forty-five (45) calendar days from the day the MCO receives the
appeal request.

19.9.2. The MCO shall provide written notice of the resolution of the appeal, which shall
include the date completed and reasons for the determination in easily, understood
language.

19.9.3. The MCO shall include a written statement, in simple language, of the clinical
rationale for the decision, including how the requesting provider or member may
obtain the Utilization Management clinical review or decision-making criteria.

19.9.4. For notice of an expedited resolution, the MCO shall make reasonable efforts to
provide oral notice.

19.9.5. For appeals not resolved wholly in favor of the member, the notice shall:

19.9.5.1.Include information on the member's right to request a State fair hearing;

19.9.5.2.How to request a State fair hearing;

19.9.5.3.Include information on the member's right to receive services while the
hearing is pending and how to make the request; and

19.9.5.4.Inform the member that the member may be held liable for the amount the
MCO pays for services received while the hearing is pending, if the hearing
decision upholds the MCO's action.

]9.10.State Fair Hearing

19.10.1 .The MCO shall inform members and providers regarding the State fair hearing
process, including but not limited to, members right to a State fair hearing and how to
obtain a State fair hearing in accordance with its informing requirements under this
Agreement and as required under 42 CFR 438 Subpart F. The Parties to the State fair
hearing include the MCO as well as the member and his or her representative or the
representative of a deceased member's estate.
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19. l0.2.The MCO shall ensure that members are informed, at a minimum, of the following:

19.10.2.1.That members must exhaust all levels of resolution and appeal within the
MCO's Grievance System prior to filing a request for a State fair hearing with
DHHS; and

19.10.2.2.That if a member does not agree with the MCO's resolution of the appeal,
the member may file a request for a State fair hearing within one hundred and
twenty (120) calendar days of the date on the MCO's notice of the resolution
of the appeal.

19.10.3.If the member requests a fair hearing, the MCO shall provide to DHHS and the
member, upon request, and within three (3) business days, all MCO-held
documentation related to the appeal, including but not limited to, any transcript(s),
records, or written decision(s) from participating providers or delegated entities.

19.10.4.The MCO shall appear and defend its decision before the DHHS Administrative
Appeals Unit. The MCO shall consult with DHHS regarding the State fair hearing
process In defense of its decisions in State fair hearing proceedings, the MCO shall
provide supporting documentation, affidavits, and providing the Medical Director or
other staff as appropriate and at no additional cost. In the event the Stale fair hearing
decision is appealed by the member, the MCO shall provide all necessary support to
DHHS for the duration of the appeal at no additional cost. The Office of the Attorney
General or designee shall represent the State on an appeal from a fair hearing decision
by a rhember.

19.10.5.DHHS shall notify the MCO of State fair hearing determinations. The MCO shall be
bound by the fair hearing determination, whether or not the State fair hearing
determination upholds the MCO's decision. The MCO shall not object to the State
intervening in any such appeal.

19.11.Effect of Adverse Decisions of Appeals and Hearings

19.11.1 .If the MCO or DHHS reverses a decision to deny, limit, or delay services that were
not provided while the appeal or State fair hearing were pending, the MCO shall
authorize or provide the disputed services promptly, and as expeditiously as the
member's health condition requires but no later than 72 hours from the date it
receives notice reversing the^determinalion.

19.11.2.1f the MCO or DHHS reverses a decision to deny authorization of services, and the
member received the disputed services while the appeal or State fair hearing were
pending, the MCO shall pay for those services.

19.12.Survival
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19.12.1.The obligations of the MCO pursuant to Section 19 to fully resolve all grievances
and appeals including, but not limited to, providing DHHS with all necessary support
and providing a Medical Director or similarly qualified staff to provide evidence and
testify at proceedings until final resolution of any grievance or appeal shall survive
the termination of this Agreement.
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20. Access

20.1. Network

20.1.1. The MCO shall provide documentation to DHHS showing that it is complying with
DHHS's requirements for availability, accessibility of services, and adequacy of the
network including pediatric subspecialists as described in Section 20 and 21.

20.1.2. The MCO's network shall have providers in sufficient numbers, and with sufficient
capacity and expertise for all covered services to meet the geographic standards in
Section 20.2, the timely provision of services requirements in Section 20.4, Equal
Access, and reasonable choice by members to meet their needs.

20.1.3. The MCO shall submit documentation to DHHS to demonstrate that it maintains a
substantial provider network sufficient in number, mix, and geographic distribution to
meet the needs of the anticipated number of members in the service area [42 CFR
438.207(b)] prior to the readiness review for the enrollment of NHHPP members.

20.1.4. The MCO shall submit documentation to DHHS to demonstrate that it maintains a

substantial provider network sufficient in number, mix, and geographic distribution to
meet the needs of the anticipated number of members in the service area [42 CFR
438.207(b)] prior to the first readiness review for each phase of Step 2.

20.1.5. The MCO shall submit documentation to DHHS to demonstrate that it offers an
appropriate,range of preventive, primary care, and specialty services and maintains an
adequate network of providers that is sufficient in number, mix, and geographic
distribution to meet the needs of the anticipated number of members in the service
area [42 CFR 438.207(b)]:

20.1.5.1.At the second readiness review prior to the Program start date;

20.1.5.2.Forty-five (45) calendar days following the end of the semi-annual period;
and

20.1.5.3.At any time there has been a significant change (as defined by DHHS) in the
entity's operations that would affect adequate capacity and services, including
but not limited to:

20.1.5.3.1. Changes in services, benefits, geographic service area, or payments

20.1.5.3.2. Enrollment of a new population in the MCO [42 CFR 438.207(c)]

20.1.6. The MCO shall submit documentation quarterly to DHHS to demonstrate Equal
Access to services for Step 1, 2 and NHHPP populations. "
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20.1.7. The MCO shall be subject to annual, extemal independent reviews of the timeliness
of, and access to the services covered under this Agreement [42 CFR 438.204].

20.1.8. For Step 1 Implementation, the anticipated number of members in Sections 20.1.1
and 20.1.2 shall be based on the "NH Medicaid Care Management Fifty Percent
Population Estimate by Zip code" report' provided by DHHS.

20.2. Geographic Distance

20.2.1. The MCO shall meet the following geographic access standards for all members, in
addition to maintaining in its network a sufTicient number of providers to provide all
services and Equal Access to its members.

Provider/Service Statewide

PCPs (adult & pediatric) Two (2) within forty (40) minutes or fifteen (15) miles

Adult Specialists One (1) within sixty (60) minutes or forty-five (45) miles

Pediatric Specialists One within one hundred twenty (120) minutes or eighty (80) miles

Hospitals One (1) within sixty (60) minutes or forty-five (45) miles

Mental Health Providers

(adult & pediatric)
One (1) within forty-five (45) minutes or twenty-five (25) miles

Pharmacies One (1) within forty-five (45) minutes or fifteen (15) miles

Tertiairy or Specialized
services

(Trauma, Neonatal, etc.)

One within one hundred twenty (120) minutes or eighty (80) miles

SUD Councilors

(MLDAC) (adult &
pediatric)

One (1) within forty-five (45) minutes or fifteen (15) miles

r

SUD Programs

(Comprehensive,
Outpatient, Methadone
Clinics) (adult &
pediatric)

One (1) within sixty (60) minutes or forty-five (45) miles.
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20.3. Network Adequacy Exception Process

20.3.1. The MCO may request exceptions from the network adequacy standards [42 CFR
438.68] after-demonstrating its efforts to create a sufficient network of providers to
meet these standards. DHHS shall grant the MCO an exception where:

20.3.1.1 .The MCO demonstrates that an insufficient number of qualified providers or
facilities willing to contract with the MCO are available to meet the network
adequacy standards in 20.2 and 20.4;

20.3.1.2.The MCO demonstrates to the Department's satisfaction that the MCO's
failure to develop a provider network that meets the requirements of 20.2 and
20.4 is due to the refusal of a provider to accept a reasonable rate, fee, term, or
condition and that the MCO has taken steps to effectively mitigate the
detrimental impact on covered persons; or

20.3.1.3. The MCO demonstrates that the required specialist services can be obtained
through the use of telemedicine or telehealth from an in-network physician,
physician assistant, nurse practitioner, clinic nurse specialist, nurse-midwife,
clinical psychologist, clinical social worker, registered dietitian or nutrition
professional, certified registered nurse anesthetist licensed by the NH Board
of Medicine. RSA 167:4-d.

20.3;2. At any time the provisions of this section may apply, the MCO will work with DHHS-
to ensure that members have access to needed services.

20.3.3. The MCO shall ensure that an adequate number of participating physicians have
admitting privileges at participating acute care hospitals in the provider network to
ensure that necessary admissions can be made.

20.4. Timely Access to Service Delivery

20.4.1. The MCO shall make services available for members twenty-four (24) hours a day,
seven (7) days a week, when medically necessary [42 CFR 438.206(c)(l)(iii)].

20.4.2. The MCO shall require that all network providers offer hours of operation that
provide Equal Access and are no less than the hours of operation offered to

,  commercial, and FFS patients. [42 CFR 438.206(c}(l)(ii)].

20.4.3. The MCO shall encourage its PCPs to offer after-hours office care in the evenings
and oh weekends.

20.4.4. The MCQ's network shall meet the following minimum timely access to service
delivery standards [42 CFR 438.206(c)(l)(i)]
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20.4.4.1.Health care services shall be made accessible on a timely basis in accordance
with medically appropriate guidelines consistent with generally accepted
standards of care.

20.4.4.2.The MCO shall have in its network the capacity to ensure that waiting times
for appointments do not exceed the following:

20.4.4.2.1. Transitional healthcare by a provider shall be available from a primary
or specialty provider for clinical assessment and care planning within
seven (7) calendar days of discharge from inpatient or institutional
care for physical or behavioral health disorders or discharge from a
substance use disorder treatment program.

20.4.4:2.2. Transitional home care shall be available with a home care nurse or a
licensed counselor within two (2) calendar days of discharge from
inpatient or institutional care for physical or behavioral health •
disorders or discharge from a substance use disorder treatment
program, if ordered by the member's primary care or specialty care
provider or as part of the discharge plan.

20.4.4.2.3. Non-symptomatic (i.e., preventive care) office visits shall be available
from the member's PCP or another provider within forty-five (45)
calendar days. A non-symptomatic office visit may include, but is not
limited to, well/preventive care such as physical examinations, annual
gynecological examinations, or child and adult immunizations.

20.4.4.2.4. Non-urgent, symptomatic (i.e., routine care) office visits shall be
available from the member's PCP or another provider within ten (10)
calendar days. A non-urgent, symptomatic office visit is associated
with the presentation of medical signs or symptoms not requiring
immediate attention.

20.4.4.2.5. Urgent, symptomatic office visits shall be available from the member's
PCP or another provider within forty-eight (48) hours. An urgent,
symptomatic visit is associated with the presentation of medical signs
or symptoms that require immediate attention, but are not life
threatening and don't meet the definition of Emergency Medical
Condition.

20.4.4.2.6. Emergency medical, SUD and psychiatric care shall be available
twenty-four (24) hours per day, seven (7) days per week.

20.4.4.2.7. Behavioral health care shall be available as follows:

a. care within six (6) hours for a non-life threatening emergency;

b. care within forty-eight (48) hours for urgent care; or
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c. an appointment within ten (10) business days for a routine office
visit.

20.4.4.2.8. For members receiving Step 2 covered services, transitional care shall
be readily available and delivered, after discharge from a nursing
facility, inpatient or institutional care, in accordance with the
member's discharge plan or as ordered by the member's primary care
or specialty care provider. Transfers and discharges shall be done in
accordance with RSA 151:21 and RSA 151:26.

20.4.5. The MCO shall regularly monitor its network to determine compliance with timely
access and shall provide a semi-annual report to DHHS documenting its compliance
with 42 CFR 438.206(c)(l)(iv) and (v).

20.4.6. The MCO shall develop a Corrective Action Plan if there is a failure to comply with
timely access provisions in this Agreement in compliance with 42 CFR
438.206(c)(l)(vi).

20.4.7. The MCO shall monitor waiting times for appointments at approved community
mental health providers and report case details on a semi-annual basis.

20.5. Women's Health

20.5.1. The MCO shall provide female members with direct access to a women's health
specialist within the network for covered services necessary to provide women's
routine and preventive health care services. This is in addition to the member's

•  designated source of primary care if that source is not a women's health specialist [42
CFR 438.206(b)(2)].

20.5.2. The MCO shall provide access to family planning services to members without the
need for a referral or prior-authorization. Additionally, members shall be able to
access these services by providers whether they are in or out of the MCO's network.

20.5.2.1 .Family Planning Services shall include, but not be limited to, the following:

20.5.2.1.1. Consultation with trained personnel regarding family planning,
contraceptive procedures, immunizations, and sexually transmitted
diseases;

20.5.2.1.2. Distribution of literature relating to family planning, contraceptive
procedures, and sexually transmitted diseases;

20.5.2.1.3. Provision of contraceptive procedures and contraceptive supplies by
..those qualified to do so under the laws of the State in which services
are provided;
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20.5.2.1.4. Referral of members to physicians or health agencies for consultation,
examination, tests, medical treatment and prescription for the purposes
of family-planning, contraceptive procedures, and treatment of
sexually transmitted diseases, as indicated; and

20.5.2.1.5. Immunization services where medically indicated and linked to
sexually transmitted diseases including but not limited to'Hepatitis B
and HPV vaccine

20.5.2.2.Enrollment in the MCO shall not restrict the choice of the provider from
whom the member may receive family planning services and supplies [42
CFR 431.51(b)(2)].

20.5.2.3.The MCO shall only provide for abortions in the following situations:

20.5.2.3.1. If the pregnancy is the result of an act of rape or incest; or

20.5.2.3.2. In the case where a woman suffers from a physical disorder, physical
injury, or physical illness, including a life-endangering physical
condition caused by or arising from the pregnancy itself, that would, as
certified by a physician, place the woman in danger of death unless an
abortion is performed [42 CFR 441.202].

20.5.3. The MCO shall not provide abortions as a benefit, regardless or funding, for any
reasons other than those identified in this Agreement [42 CFR 441.202].

20.6. Indian Health

20.6.1. The term Indian for purposes of this section shall include those individuals defined in
42 ,CFR 438.14(a).

20.6.2. The MCO shall allow all members that are an Indian to receive covered services from
an out-of-state IHCP regardless of whether it is an out-of-network provider. The
MCO shall pay for covered services provided at such IHCPs as if it was an approved
out-of-network service pursuant to Section 20.8.

20.6.3. Any out-of-state IHCP that serves an Indian member of the MCO may refer the
member to a network provider.

20.6.4. The MCO shall pay any out-of-state IHCP who provides covered services to an
Indian pursuant to this section the IHCP's applicable encounter rate published
annually in the Federal Register by the Indian Health Service, or in the absence of a
published encounter rate, the amount it would receive if the services were provided
under the State plan's fee for service methodology.
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20.6.5. The MCO shall pay any out-of-state IHCP that is also a FQHC the encounter rate as if
it was an in-network FQHC. If the encounter rate is less than the published encounter
rate in the Federal Register than the State will make a supplemental payment to make
up the difference between the amount the MCO entity pays and the amount the IHCP
would have received under FFS or the applicable encounter rate.

20.6.6. The MCO shall make payment to any such IHCP in a timely manner as required
under 42 CFR 447.45 and 42 CFR 447.46.

20.7. Access to Special Services

20.7.1. The MCO shall ensure members have access to DHHS-designated Level I and Level
II trauma centers within the State, or hospitals meeting the equivalent level of trauma
care in the MCO's Service Area or in close proximity to such Service Area. The
MCO shall have written out-of-network reimbursement arrangements with the
DHHS-designated Level I and Level II trauma centers or hospitals meeting equivalent
levels of trauma care if the MCO does not include such a trauma center in its

network.

20.7.2. The MCO shall ensure accessibility to other specialty hospital services, including
major bum care, organ transplantation, specialty pediatric care, specialty out-patient
centers for HIV/AIDS, sickle cell disease, hemophilia, and cranio-facial and
congenital anomalies, and home health agencies, hospice programs, and licensed long
term care facilities with Medicare-certified skilled nursing beds. To the extent that the
above specialty services are available within New Hampshire, the plan shall not
exclude New Hampshire providers from its network if the negotiated rates are
commercially reasonable.

Page 132



New Hampshire Medicald Care Management Contract — SFY2019

Exhibit A - Amendment #15

20.7.3. The MCO may offer such tertiary or specialized services at so-called "centers of
excellence". The tertiary or specialized services shall be offered within the New
England region, if available. The MCO shall not exclude New Hampshire providers
of tertiary or specialized services from its network provided that the negotiated rates
are commercially reasonable.

20.8. Oiit-of-Net>vork Providers

20.8.1. If the MCO's network is unable to provide necessary medical, behavioral, and SUD
services covered under the Agreement to a particular member, the MCO shall
adequately and in a timely manner cover these services for the member through out-
of-network sources [42 CFR 438.206(b)(4)]. The MCO shall inform the out-of-
network provider that the member cannot be balance billed.

20.8.2. The MCO shall coordinate with out-of-network providers regarding payment. For
payment to out-of-network, or non-participating providers, the following
requirements apply:

20.8.2.1 .If the MCO offers the service through an in-network provider(s), and the
member.chooses to access non-emergent services from an out-of-network
provider, the MCO is not responsible for payment.

20.8.2.2.if the service is not available from an in-network provider and the member
requires the service and is referred for treatment to an out-of-network
provider, the payment amount is a matter between the MCO and the out-of-
network provider.

20.8.3. The MCO shall ensure that cost to the member is no greater than it would be if the
service were ftimished within, the network [42 CFR 438.206(b)(5)].

20.9. Second Opinion

20.9.1. The MCO shall provide for a second opinion from a qualified health care professional
within the provider network, or arrange for the member to obtain one outside the
network, at no greater cost to the member than allowed by DHHS [42 CFR
438.206(b)(3)]. The MCO shall clearly state its procedure for obtaining a second
opinion in its Member Handbook.

20.ID.Provider Choice

20.10.1 .The MCO shall allow each member to choose his or her health professional to the
extent possible and appropriate [42 CFR 438.3(1)].
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21. Network Management
21.1. Provider Network

21.1.1. The MCO shall be responsible for developing and maintaining a statewide provider
network that adequately meets all covered medical, behavioral health, SUD, and
psychosocial needs of the covered population in a manner that provides for
coordination and collaboration among multiple providers and disciplines and Equal
Access to services. In developing its network, the MCO shall consider the following:

21.1.1.1 .Current and anticipated New Hampshire Medicaid enrollment;

21.1.1.2.The expected utilization of services, taking into consideration the
characteristics and health care needs of the covered New Hampshire
population;

21.1.1.3.The number and type (in terms of training and experience and specialization)
of providers required to fumish the contracted services;

21.1.1.4.The number of network providers not accepting new or any New Hampshire
Medicaid patients;

21.1.1 .S.The geographic location of providers and members, considering distance,
travel time, and the means of transportation ordinarily used by New
Hanipshire members;

21.1.1 .b.Accessibility of provider practices for members with disabilities [42 CFR
438.206(b)(1)];

21.1.1.7.Adequacy of the primary care network to offer each member a choice of at
least two appropriate primary care providers that are accepting new Medicaid
patients; and

21.1.1.8.Required access standards identified in this Agreement

21.1.2. In developing its network, the MCO's provider selection policies and procedures shall
not discriminate against providers that serve high-risk populations or specialize in
conditions that require costly treatment [42 CFR 438.214(c)].

21.1.3. The MCO shall not employ or contract with providers excluded from participation in
federal health care programs.

21.1.4. The MCO shall not employ or contract with providers who fail to provide Equal
Access to services.
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21.1.5. The MCO shall establish policies and procedures to monitor the adequacy,
accessibility, and availability of its provider network to meet the needs of all
members including those with LEP and,those with unique cultural needs.

21.1.6. The MCO shall maintain an updated list of participating providers on its website in a
Provider Directory, as specified in Section 17.9 of this Agreement.

21.2. Network Requirements

21.2.1. The MCO shall ensure its providers and subcontractors meet all state and federal
eligibility criteria, reporting requirements, and any other applicable statutory rules
and/or regulations related to this Agreement.

21.2.2. All providers shall be licensed and or certified in accordance with the.laws of the
state in which they provide the covered services for which the MCO is contracting
with the provider, and not be under sanction or exclusion from the Medicaid program.
All provider types that may obtain a National Provider Identifier (NPI) shall have an
NPI in accordance with 45 CFR Part 162, Subpart D.

21.2.3. All providers in the MCO's network are required to be enrolled as New Hampshire
Medicaid providers. DHHS may waive this requirement for good cause on a case-by-
case basis.

21.2.4. In all contracts with health care professionals, the MCO shall comply with
requirements in 42 CFR 438.214, NCQA standards, and RSA 420-J:4, which includes
selection and retentiori of providers, credentialing and re-credentialing requirements,
and non-discrimination (42 CFR 438.12(a)(2); 42 CFR 438.214],

21.2.5. The MCO shall not require a provider or provider group to enter into an exclusive
contracting arrangement with the MCO as a condition for network participation.

21.2.6. The MCO's Agreement with health care providers shall be in writing, shall be in
compliance with applicable federal and state laws and regulations, and shall, include
the requirements in this Agreement.

21.2.7. The MCO shall submit all model provider contracts to DHHS for review during the
Readiness Review process. The MCO shall resubmit the model provider contracts any
time it makes substantive modifications to such Agreements. DHHS retains the right
to reject or require changes to any provider Agreement.

21.2.8. The MCO shall negotiate rates with providers in accordance with Section 9 of this
Agreement, unless otherwise specified in this Agreement.
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21.2.9. The MCO shall reimburse private duty nursing agencies for private duty nursing
services provided on or after April 1, 2016 at the fee-for-for service rate established
by DHHS. The MCO shall provide the following information to determine if access
to private duty nursing services is increasing:

21.2.10.The number of pediatric private duty nursing hours authorized by
day/weekend/night, and intensive (ventilator dependent) modifiers; and

21.2.11 .The number of pediatric private duty nursing hours delivered by day/weekend/night,
and intensive (ventilator dependent) modifiers.

21.2.12.The MCO shall submit model provider contracts related to the implementation of
NHHPP to DHHS prior to the beginning of enrollment in NHHPP. The contract will
provide for:

21.2.12.1 .An in-state provider of services included in Step 1 must provide services to
both the MCO's Step I and NHHPP members, except for SUD providers and
chiropractors; provided, however, that exceptions to this requirement may be
made upon a request by the MCO and approved by DHHS for providers that
only want to provide coverage for Step 1 Services.

21.2.12.2.The provider shall provide equal availability of services and access to both
Step 1 and NHHPP members unless an exception to the requirement in section
21.2.10.1 was approved for the provider and the provider is not required to
provide coverage for NHHPP Services.

21.2.12.3.The MCO shall pay the provider for services at a rate not more than nor less
than the amounts established according to Section 21.2.10.4.

21.2.12.4.The MCO shall reimburse providers for NHHPP services according to the
.  NHHPP Provider Fee Schedule posted at

https://nhmmis.nh.gov/portaIs/wps/portal/DocumentsandForms as of
August 15, 2017 and incorporated herein. DHHS shall provide the MCO sixty
(60) days notice prior to any change to the Schedule. Services falling outside
the published NHHPP Provider Fee Schedule shall be paid at a rate
determined by the Department and enforced in the sixty (60) calendar day
notification period.

21.2.12.5.The MCO shall allow a participating provider thirty (30) days to review
contract modifications to an existing contract relating to the implementation of
the NHHPP.
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21.2.13.The.MCO provider Agreement shall require providers in the MCO network to accept
the member's Medicaid ID Card as proof of enrollment in the .MCO until the member
receives his/her MCO ID Card.

21.2.14.The MCO shall maintain a provider relations presence in New Hampshire as
approved by DHHS.

21.2.15.The MCO shall prepare and issue Provider Manual(s) upon request to all Network
Providers, including any necessary specialty manuals (e.g., behavioral health). For
newly contracted and credentialed providers, the MCO shall issue copies of the
Provider Manual(s) no later than seven (7) calendar days after inclusion in the
network. The provider manual shall be available on the web and updated no less than
annually.

21.2.16.The MCO shall provide training to all providers and their staff regarding the
requirements of this Agreement including the grievance and appeal system. The
MCO's provider training shall be completed within thirty (30) calendar days of
entering into a contract with a provider. The MCO shall provide ongoing training to
new and existing providers as required by the MCO, or as required by DHHS.

21.2.17.Provider materials shall comply with state and federal laws and DHHS and NHID
requirements. The MCO shall submit any Provider Manual(s) and provider training
materials to DHHS for review and approval sixty (60) calendar days prior to any
substantive revisions. Any revisions required by DHHS shall be provided to the MCO
within thirty (30) calendar days.

21.2.18.The MCO shall operate a toll-free telephone line for provider inquiries from 8 a.m. to
5 p.m. EST, Monday through Friday, except for State-approved holidays. The
provider toll free line shall be staffed with personnel who are knowledgeable about
the MCO's plan in New Hampshire. The provider call center shall meet the
following minimum standards, but DHHS reserves the right to modify standards:

21.2.18.1.Call Abandonment Rate: Fewer than five percent (5%) of calls will be
abandoned;

21.2.18.2. Average Speed of Answer: Eighty percent (80%) of calls will be answered
with live voice within thirty (30) seconds; and

21.2.18.3.Ninety percent (90%) of voicemail messages shall be responded to no later
than the next business day.

21.2.19.The MCO shall maintain a Transition Plan providing for continuity of care in the
event of Agreement termination, or modification limiting service to members,
between the MCO and any of its contracted providers, or in the event of site *
closing(s) involving a primary care provider with more than one location of service.
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The Transition Plan shall describe how members will be identified by the MOO and
how continuity of care will be provided.

21.2.20.The MCO shall ensure that after regular business hours the provider inquiry line is
answered by an automated system with the capability to provide callers with
information regarding operating hours and instructions on how to verify enrollment
for a member. The MCO shall have a process in place to handle after-hours inquiries

.  from providers seeking a service authorization for a member with an urgent medical,
behavioral health or LTSS related condition.or an emergency medical or behavioral
health condition.

21.2.21.The MCO shall notify DHHS and affected current members in writing of a provider
termination. The notice shall be provided by the earlier of: (1) fifteen (15) calendar
days after the receipt or issuance of the termination notice, or (2) fifteen (15) calendar
days prior to the effective date of the termination. Affected members include all
members assigned to a PC? and/or all members who have been receiving ongoing
care from the terminated provider. Within three (3) calendar days following the
effective date of the termination the MCO shall have a Transition Plan in place for all
affected members.

21.2.22.If a member is in a prior authorized ongoing course of treatment with a participating
provider who becomes unavailable to continue to provide services, the MCO shall
notify the member in writing within seven (7) calendar days from the date the MCO
becomes aware of such unavailability and develop a Transition Plan for the affected

• members.

21.2.23.The MCO shall notify DHHS within seven (7) calendar days of any significant
changes to the provider network. As part of the notice, the MCO shall submit a
Transition Plan to DHHS to address continued member access to needed service and

how the MCO will maintain compliance with its contractual obligations for member
access to needed services. A significant change is defined as:

21.2.23.1.A decrease in the total number of PCPs by more than five percent (5%);

21.2.23.2.A loss of all providers in a specific specialty where another provider in that
specialty is not available within sixty (60) minutes or forty-five (45) miles;

21.2.23.3. A loss of a hospital in an area where another contracted hospital of equal
service ability is not available within forty-five (45) miles or sixty (60)
minutes; or

21.2.23.4.0ther adverse changes to the composition of the network, which impair or
deny the members' adequate access to in-network providers.
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21.2.24.The MOO may not discriminate for the participation, reimbursement,- or
indemnification of any provider who is acting within the scope of his or her license or
certification under applicable State law, solely on the basis of that license or
certification. If the MCO declines to include individual or groups of providers in its
network, the MCO shall give the affected providers written notice of the reason for its
decision. [42 CFR 438.12(a)(1); 42 CFR 438.214(c); SMD letter 02/20/98)].

21.2.25.The requirements in 42 CFR 438.12 (a) may not be construed to:

21.2.25.1.Require the MCO to contract with providers beyond the number necessary
to meet the needs of its member;

21.2.25.2.Preclude the MCO from using different reimbursement amounts for
different sp^ialties or for different practitioners in the same specialty; or

21.2.25.3.Preclude the MCO from establishing measures that are designed to maintain
quality of services and control costs and is consistent with its responsibilities
to members [42 CFR 438.12(a)(1); 42 CFR 438.12(b)(1)].

21.3. Screening and Enrollment

21.3.1. No later than January 1, 2018, the MCO shall ensure that all of its network providers
are enrolled with DHHS Medicaid.

21.3.2; Np_,[aterth^ November 1, 2017, the MCO shall provide to DHHS all identifying
information for its enrolled network providers including:

21.3.2.1.Name;

21.3.2.2.Specialty;

21.3.2.3.Date of Birth;

21.3.2.4.Social Security number;

21.3.2.5.National Provider identifier;

21.3.2.6.Federal taxpayer identification number; and

21.3.2.7.State license or certification number of the provider.

21.4. Provider Credcntialing and Re-Credciitialing
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21.4.1. The MCO shall demonstrate to DHHS that its providers are credentialed according to
the requirements of 42 CFR 438.206(b)(6), current NCQA standards, Code of
Administrative Rules He-M 403, and RSA 420-J:4.

21.4.2. The MCO shall submit to DHHS its credenlialing standards relating to the
implementation of Choices for.Independence waiver services.

21.4.3. The MCO shall have written policies and procedures to review, approve and at least
every three (3) years recertify the credentials of all participating physician and all
other licensed providers who participate in the MCO's network [42 CFR 438.214(a);
42 CFR 438.214(b) (1&2); RSA 420-J;4]. At a minimum, the scope and structure of a
MCO's credentialing and re-credentialing processes shall be consistent NCQA
standards and NHID, and relevant state and federal regulations relating to provider
credentialing and notice. The MCO may subcontract with another entity to which it
delegates such credentialing activities if such delegated credentialing is maintained in
accordance with NCQA delegated credentialing requirements and any comparable
requirements defined by DHHS.

21.4.4. The MCO shall ensure that credentialing of all service providers applying for network
provider status shall be completed as follows: within thirty (30) calendar days for
primary care providers; within forty-five (45) calendar days for specialists, SUD
providers, chiropractors, Nursing Facilities and CFI service providers. [RSA 420-J:4).
The start time begins when all necessary credentialing materials have been received.
Completion time ends when written communication is mailed or faxed to the provider
notifying the provider of the MCO's decision.

21.4.5. The re-credentialing process shall occur in accordance with NCQA guidelines. The
re-credentialing process shall take into consideration provider performance data
including, but not be limited to: member complaints and appeals, quality of care, and
appropriate utilization of services.

21.4.6. The MCO shall maintain a policy that mandates board certification levels that, at a
minimum, meets the ninety (90) percentile rates indicated in NCQA standards
(HEDIS Medicaid All Lines of Business National Board Certification Measures as
published by NCQA in Quality Compass) for PCPs and specialty physicians in the
provider network. The MCO shall make information on the percentage of board-'
certified PCPs in the provider network and the percentage of board-certified specialty
physicians, by specialty, available to DHHS upon request.

21.4.7. The MCO shall provide that all laboratory testing sites providing services under this
Agreement have either a Clinical Laboratory Improvement Act (CLIA) certificate or
waiver of a certificate of registration along with a CLIA identification number [42
CFR 493.1 and 42 CFR 493.3].
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21.4.8. The MCO shall not employ or contract with providers, business managers, owners or
others excluded from participation in Federal health care programs under either
section 1128 or section 1128A of the Social Security Act [42 CFR 438.214(d)] or 42
CFRIOOO.

21.4.9. The MCO shall ensure that providers whose Medicare certification is a precondition
of participation in the Medicaid program obtain certification within one year of
enrollment in MCO's provider network.

21.4. lO.The MCO shall notify DHHS when the MCO denies a provider credentialing
application for program integrity-related reasons or otherwise limits the ability of
providers to participate in the program for program integrity reasons.

21.5. Provider Engagement

21.5.1. The MCO shall, at a minimum, develop and facilitate an active provider advisory
board that is composed of a broad spectrum of provider types. Representation on the
provider advisory board shall draw from and be reflective of the MCO membership to
ensure accurate and timely feedback on the care management program. This advisory
board shall include representation from CFI service providers. This advisory board
should meet face-to-face or via webinar or conference call a minimum of four (4)
times each Agreement year. Minutes of the meetings shall be provided to DHHS
within thirty (30) calendar days of the meeting.

21.5.2. The MCO shall conduct a provider satisfaction survey, approved by DHHS and
administered by a third party, on a statistically valid sample of each major provider
type; PCP, specialists, hospitals, pharmacies, DME and Home Health providers.
Nursing Facilities and CFI service providers. DHHS shall have input to the
development of the survey. The survey shall be conducted semi-annually the first
year after the program start date and at least once an Agreement year thereafter to
gain a broader perspective of provider opinions. The results of these surveys shall be
made available to DHHS and published on the DHHS website.

21.5.3. The MCO shall support DHHS' interaction and reporting to the Governor's
Commission on Medicaid Care Management.

21.6. .Anti-Gag Clause for Providers

21.6.1. The MCO shall not prohibit, or otherwise restrict, a health care professional acting
within the lawful scope of practice, from advising or advocating on behalf of a
member who is his or her patient:

21.6.1.1 .For the member's health status, medical care, or treatment options, including
any alternative treatment that may be self-administered;
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21.6.1.2.For any information the member needs in order to decide among all relevant
treatment options;

21.6.1.3.For the risks, benefits, and consequences of treatment or non-treatment; or

21.6.1.4.For the member's right to participate in decisions regarding his or her health
care, including the right to refijse treatment, and to express preferences about
future treatment decisions [§ 1923(b)(3)(D) of the SSA; 42 CFR
438.102(a)(l)(i), (ii), (iii), and (iv); SMD letter 2/20/98].

21.7. Reporting

21.7.1. Provider Participation Report: Provide provider participation reports on an annual
basis by geographic location, categories of service, provider type categories, and any
other codes necessary to determine the adequacy and extent of participation and
service delivery and analyze provider service capacity in terms of member access to
health care.

21.7.2. Provider Quality Report Card: Ability to provide dashboard or "report card" reports
of provider service quality including but not limited to provider sanctions, timely
fulfillment of service authorizations, count of service authorizations, etc.
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22. Quality Management
22.1. General Provisions

22.1.1. The MCO shall provide for the delivery of quality care with the primary goal of
improving the health status of its members and, where the member's condition is not
amenable to improvement, maintain the member's current health status by
implementing measures to prevent any further decline in condition or deterioration of
health status. The MCO shall work in collaboration with members and providers to
actively improve the quality of care provided to members, consistent with the MCO's
quality improvement goals and all other requirements of the Agreement. The MCO
shall provide mechanisms for Member Advisory Board and the Provider Advisory
Board to actively participate into the MCO's quality improvement activities.

22.1.2. The MCO shall support and comply with the most current version of the Quality
Strategy for the New Hampshire Medicaid Care Management Program.

22.1.3. The MCO shall have an ongoing quality assessment and performance improvement
program for the operations and the services it furnishes for members [42 CFR
438.330(b); and SMM 2091.7].

22.1.4. The MCO shall approach all clinical and non-clinical aspects of quality assessment
and performance improvement based on principles of Continuous Quality
Improvement (CQI)/Toial Quality Management (TQM) and shall:

.22.1.4J.Evaluate performance using objective quality indicators and recognize that
opportunities for improvement are unlimited;

22.1.4.2.Foster data-driven decision-making;

22.1.4.3.Solicit member and provider input on the prioritization and strategies for
QAPI activities;

22.1.4.4.Support continuous ongoing measurement of clinical and non-clinical health
plan effectiveness, health outcomes improvement and member and provider
satisfaction;

22.1.4.5.Support programmatic improvements of clinical and non-clinical processes
based on findings from ongoing measurements;

22.1.4.6.Support re-measurement of effectiveness, health outcomes improvement and
member satisfaction, and continued development and implementation of
improvement interventions as appropriate; and

•22.1.4.7.The MCO shall undertake a member experience of care survey;

Page 143



New Hampshire Medicaid Care Management Contract — SFY2019

Exhibit A - Amendment #15

22.1.4.7.1. The MCO shall deploy the CMS Home and Community Based Care
Service Experience of Care Survey, Testing Experience and
Functional Tools (TEFT) as early as 6 months but not later than 9
months from Step 2 Phase 2 start date, if ready for deployment.

22.1.4.7.2. The MCO shall deploy an in-person patient experience survey (FES) if
the CMS Home and Community Based Care Service Experience of
Care Survey is not ready for deployment with this same timeframe.

22.1.4.7.3. The MCO shall use a DHHS approved, external vendor and
statistically sound methodology to conduct the member experience of
care survey.

22.1.5. The MCO shall have mechanisms that detect both underutilization and overutilization
of services.

The MCO shall develop, maintain, and operate a Quality Assessment and
Performance Improvement (QAPI) Program consistent with the requirements of this
Agreement. The MCOs shall also meet the requirements of for the QAPI Program [42
CFR 438.330; SMM 2091.7].

22.1.6. The MCO shall submit a QAPI Program Annual Summary in a format and timeframe
specified by DHHS or its designee for its approval. The MCO shall keep participating
physicians and other Network Providers informed and engaged in the QAPI Program
and related activities. The MCO shall include in provider contracts a requirement
securing cooperation with the QAPI.

22.1.7. The MCO shall maintain a well-defined QAPI structure that includes a planned
systematic approach to improving clinical and non-clinical processes and outcomes.
The MCO shall designate a senior executive responsible for the QAPI Program and
the Medical Director shall have substantial involvement in QAPI Program activities.
At a minimum, the MCO shall ensure that the QAPI Program structure:

22.1.7.1 .Is organization-wide, with clear lines of accountability within the
organization;

22.1.7.2.Includes a set of functions, roles, and responsibilities for the oversight of
QAPI activities that are clearly defined and assigned to appropriate
individuals, including physicians, other clinicians, and non-clinicians;

22.1.7.3.Includes annual objectives and/or goals for planned projects or activities
including clinical and non-clinical programs or initiatives and measurement
activities; and

22.1.7.4.Evaluates the effectiveness of clinical and non-clinical initiatives.
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22.1.8. If the MCO sub-contracts any of the essential functions or reporting requirements
contained within the QAPI Program to another entity, the MCO shall maintain
detailed files documenting work performed by the sub-contractor. The file shall be
available for review by DHHS or its designee upon request.

22.1.9.

22.1.10.The MCO shall integrate behavioral health into its QAPI Program and include a
systematic and ongoing process for monitoring, evaluating, and improving the quality
and appropriateness of behavioral health services provided to members. The MCO
shall collect data, and monitor and evaluate for improvements to physical health
outcomes, behavioral health outcomes, and psycho-social outcomes, resulting from
the integration and coordination of physical and behavioral health services.The MCO
shall conduct any performance improvement projects required by CMS and a
minimum of four (4) performance improvement projects, subject to DHHS approval,
per year that are designed to achieve, through ongoing measurements and
intervention, significant improvement, sustained over time, in clinical care and
nonclinical care areas that are expected to have a favorable effect on health outcomes
and member satisfaction. At least one (1) of these projects shall have a behavioral
health focus. At least one (1) of these projects shall have a home and community
based waiver focus. The MCO shall report the status and results of each project to
DHHS as requested and shall report on the status results of the CMS performance
improvement projects described in 42 CFR 438.330.

22.1.11.The performance improvement projects shall involve the following: •

22.1.11.1 .Measurement of performance using statistically valid, national recognized
objective quality indicators;

22.1.11.2. Implementation of system interventions to achieve improvement in the
access to and quality of care;

22.1.11.3.Evaluation of the effectiveness of the interventions based oh any
performance measures required by CMS as outlined in 42 CFR 438.330(c);
and

22.1.11.4.Planning and initiation of activities for increasing or sustaining
improvement; and

22.1.11.5. Reporting on the status and results.to DHHS on an annual basis.

22.1.12.Each performance improvement project shall be completed in a reasonable time
period so as to generally allow information on the success of performance
improvement projects in the aggregate to produce new information on quality of care
every year.
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22.1.13.The MCO shall have a plan to assess and report the quality and appropriateness of
care furnished to members with special needs in order to identify any ongoing special
conditions of a member that require a course of treatment or regular care monitoring
The plan must be submitted to DHHS for review and approval. The assessment
mechanisms must use appropriate health care professionals.[42 CFR 438.208(c)(2)-
42 CFR 438.330].

22.1.14.The MCO's Medical Director and Quality Improvement Director will participate in
quarterly Quality Improvement meetings with DHHS and the other MCOs contracted
with DHHS to discuss quality related initiatives and how those initiatives could be
coordinated across the MCOs.

22.1.1 S.The MCOs shall be required to be accredited by NCQA, including all applicable
Medicaid Standards and Guidelines and the MCOs must authorize NCQA tO'tkovide
DHHS a copy of its most recent accreditation review, including:

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

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

22.1.15.3.Expiration date of the accreditation.

22.2. Practice Cuidciincs and Standards

22.2.1-. The MCO shall adopt evidence-based clinical practice guidelines built upon high
quality-data and strong evidence. Such practice guidelines shall consider the needs of
the MCO's members, be adopted in consultation with Network Providers, and be
reviewed and updated periodically, as appropriate.

22.2.2. The MCO shall develop practice guidelines based on the health needs and
opportunities for improvement identified as part of the QAPI Program.

22.2.3. The MCO shall make practice guidelines available, including, but not limited to, the
web, to all affected providers and, upon request, to members and potential members. '

22.2.4. The MCO's decisions regarding utilization management, member education, and
coverage of services shall be consistent with the MCO's clinical practice guidelines
[42 CFR 438.236(d)].

22.3. E.xternal Quality' Review Organization

22.3.1. The MCO shall collaborate with DHHS's External Quality Review Organization
(EQRO) as outlined in 42 CFR 438.358 to assess the quality of care and services
provided to members and to identify opportunities for MCO improvement. To
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facilitate this process, the MCO shall supply data, including but not limited to claims
data and medical records, to the EQRO.

22.4. Evaluation

22.4.1. The MCO shall prepare a written report within ninety (90) calendar days at the end of
each Agreement year on the QAPI that describes:

22.4.1.1 .Completed and ongoing Quality management activities, including all
delegated functions;

22.4.1.2.Performance trends on QAPI measures to assess performance in quality of
care and quality of service;

22.4.1.3.An analysis of whether there have been any demonstrated improvements in
the quality of care or service; and

22.4.1.4. An evaluation of the overall effectiveness of the MCO's quality management
program, including an analysis of barriers and recommendations for
improvement

22.4.2. The annual evaluation report shall be reviewed and approved by the MCO's
governing body and submitted to DHHS for review [42 CFR 438.330(e)(2)].

22.4.3. The MCO shall establish a mechanism for periodic reporting of QAPI activities to its
governing body, practitioners, members, and appropriate MCO staff, as well as
posted on the web. The MCO shall ensure that the findings, conclusions,
recommendations, actions taken, and results of QM activity are documented and
reported on a semi-annual basis to DHHS and reviewed by the appropriate individuals
within the organization.

22.5. Qualit}' Measures

22.5.1. MCO shall report annually, according to the then current industry/regulatory standard
definitions, the following quality measure sets:

22.5.1.1.CMS Core Set of Children's Health Care Quality Measures for Medicaid and
CHIP;

22.5.1.2.CMS Core Set of Health Care Quality Measures for Adults Enrolled in
Medicaid;

22.5.1.3.NCQA Medicaid Accreditation HEDIS/CAHPS Measures, which shall be
validated by submission to NCQA; and
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22.5.1.4.All available CAHPS measures and sections, including supplements,
children with chronic conditions, and mobility impairment; and

22.5.1.5. Any CMS mandated measures outlined in 42 CFR 438.330(c)(l)(i).

22.5.2. If additional measures are added to the'NCQA or CMS measure sets, MCO shall
include those new measures. For measures that are no longer part of the measures
sets, DHHS may at its option continue to require those measures.

22.5.3. In addition MCO shall submit other quality measures as specified by DHHS in
Exhibit O in a format to be specified by DHHS.

22.5.4. DHHS shall provide the MCO with ninety (90) calendar days notice of any additions
or modifications to the quality measures as specified by DHHS in Exhibit O.

22.5.5. Each Data Year as defined by NCQA HEDIS specifications, or other twelve (12)
month period determined by DHHS, at DHHS discretion, DHHS may select four (4)
measures to be included in the Quality Incentive Program (QIP). DHHS shall notify
the MCO of the four (4) measures to be included in the QIP no later than three (3)
months prior to the start of the period for which data will be collected to evaluate the
program.

22.5.6. For each measure selected by DHHS for the QIP, DHHS will monitor MCO
performance to determine baseline measures and levels of improvement.

I

22.5.7. Should DHHS choose QIPs and implement withholds for QIP performance, in the
event of changes to the Medicaid Care Management program or material
circumstances beyond DHHS or the MCOs' control, which DHHS determines would
unduly limit all MCOs' ability to reasonably perform and achieve the withhold return
threshold, DHHS will evaluate the impact of the circumstances and make such
changes as required, at the discretion of DHHS.

22.5.8. At such time DHHS provides access to Medicare data sets to the MCOs, the MCO
shall integrate expanded Medicare data sets into its Care Coordination and Quality
Programs and include a systematic and ongoing process for monitoring, evaluating,
and improving the quality and appropriateness of services provided to Medicaid-
Medicare dual members. The MCO shall:

22.5.8.1 .Collect data, and monitor and evaluate for improvements.to physical health
outcomes, behavioral health outcomes, psycho-social outcomes, and LTSS
outcomes resulting from care coordination of the dual members;

22.5.8.2.Include Medicare data in DHHS quality reporting; and
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22.5.8.3.Sign data use agreements and submit data management plans as required by
CMS.
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23. Utilization Management
23.1. Policies & Procedures

23.1.1. The MCO's policies and procedures related to the authorization of-services shall be in
compliance with 42 CFR 438.210 andNH RSA Chapter 420-E:2.

23.1.2. The MCO shall have in place, and follow, written policies and procedures for
processing requests for initial and continuing authorization of services [42 CFR
438.210(b)(1)].

23.1.3. The MCO shall submit its written utilization management policies, procedures, and
criteria to DHHS for approval as part of the first readiness review. Thereafter the
MCO shall submit its written utilization management policies, procedures, and
criteria that have changed and an attestation listing those that have not changed since
the prior year's submission to DHHS for approval ninety (90) calendar days prior to
the end of the Agreement Year.

23.1.4. The MCO shall submit its written utilization management policies, procedures, and
criteria specific to each phase of Step 2 Phase ! to DHHS for approval as part of the
first feadihess review. Authorizations must be based on a comprehensive and
individualized needs assessment that addresses all needs and a subsequent person-
centered planning process. Thereafter the MCO shall submit its written utilization
management policies, procedures, and criteria that have changed and an attestation
listing those that have not changed since the prior year's submission to DHHS for
approval ninety (90) calendar days prior to the end of the Agreement Year.

23.1.5. The MCO's written utilization management policies, procedures, and criteria shall, at
a minimum, conform to the standards of NCQA.

23.1.6. The MCO may place appropriate limits on a service on the basis of criteria such as
medical necessity; or for utilization control, provided the services furnished can
reasonably be expected to achieve their purpose [42 CFR 438.210(a)].

23.1.7. The MCO's written utilization management policies, procedures, and criteria shall
describe the categories of health care personnel that perform utilization review
activities and where they are licensed. Further such policies, procedures and criteria
shall address, at a minimum, second opinion programs; pre-hospital admission
certification; pre-inpatient service eligibility certification; and concurrent hospital
review to determine appropriate length of stay; as well as the process used by the
MCO to preserve confidentiality of medical information.

23.1.8. The MCO's written utilization management policies, procedures, and criteria shall be:
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23.1.8.1.Developed with input from appropriate actively practicing practitioners in
the MCO's service area;

23.1.8.2.Updated at least biennially and as new treatments, applications, and
technologies emerge;

23.1.8.3.Developed in accordance with the standards of national accreditation
entities;

23.1.8.4.Based on current, nationally accepted standards of medical practice;

23.1.8.5.If practicable, evidence-based; and

23.1.8.6.Be made available upon request to DHHS, providers and members.

23.1.9. The MCOs shall work in good faith with DHHS develop prior authorization forms
with consistent information and documentation requirements from providers
wherever feasible. Providers shall be able to submit the prior authorizations forms
electronically, by mail, or fax. The MCOs shall submit a proposed plan for the
development of common prior authorization processes within ninety (90) calendar
days of the NHHPP Program Start Date.

23.1.10.The MOD shall have in effect mechanisms to ensure consistent application of review
criteria for authorization decisions, including, but not limited to, interrater reliability
monitoring, and consult with the requesting provider when appropriate and at the
request of the provider submitting the authorization [42 CFR 438.210(b)(2)].'

23.1.11 .The MCO shall ensure that any decision to deny a service authorization request or to
authorize a service in an amount, duration, or scope that is less than requested, be
made by a health care professional who has appropriate clinical expertise in treating
the member's condition or disease [42 CFR 438.210(b)(3)].

23.1.12.Compensation to individuals or entities that conduct utilization management
activities shall not be structured so as to provide incentives for the individual or entity
to deny, limit, or discontinue medically necessary services to any member [42 CFR
438.210(e)].

23.1.13.Medicaid State Plan Services in place at the time a member transitions to an MCO
will be honored for sixty (60) calendar days or until completion of a medical
necessity review, whichever comes first. The MCO shall also, in the member
handbook, provide information to members regarding prior authorization-in the event
the member chooses to transfer to another MCO.

23.1.14. The MCOs shall follow the transition of care policy developed by DHHS, which is
consistent with 42 CFR 438.62.
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23.1.15.When a member receiving State Plan Home Health Services and Step 1 services
chooses to change to another MCO, the new MGO shall be responsible for the
member's claims as of the effective date of the member's enrollment in the new MCO
except as specified in Section 31.2.17. Upon receipt of prior authorization
information from DHHS, the new MCO shall honor prior authorizations in place by
the former MCO for fifteen (15) calendar days or until the expiration of previously
issued prior authorizations, whichever comes first. The new MCO shall review the
service authorization in accordance with the urgent determination requirements of
Section 23.4.2.1.

23.1.16.Prior authorizations in place for long term services and supports at the time a
member transitions to an MCO will be honored until the earliest of (a) the
authorization's expiration date, (b) the member's needs changes, (c) the provider
loses its Medicaid status or (d) otherwise approved by DHHS. The MCO shall also, in
the member handbook, provide information to members regarding prior authorization
in the event the member chooses to transfer to another MCO. In the event that the
prior authorization specifies a specific provider, that MCO will continue to utilize that
provider regardless of whether the provider is participating in the MCO network until
such time as services are available in the MCO's network. The MCO will ensure that
the member's needs are met continuously and will continue to cover services under
the previously issued prior authorization until the MCO issues new authorizations that
address the member's needs.

23.1. l7.Subcontractors or any other^party performing utilization review are required to be
licensed in New Hampshire.

23.2. Medical Nccesslt>' Determination

23.2.1. The MCO shall specify what constitutes "medically necessary services" in a manner
that:

23.2.1.1 .Is no more restrictive than the State Medicaid program; and

23.2.1.2.Addresses the extent to which the MCO is responsible for covering services
related to the following [42 CFR 438.210(a)]:

23.2.1.2.1. The prevention, diagnosis, and treatment of health impairments;

23.2.1.2.2. The ability to achieve age-appropriate growth and development; and

23.2.1.2.3. The ability to attain, maintain, or regain ftinctional capacity.
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23.2.2. For members twenty-one (21) years of age and older the following definition of
medical necessity shall be used: "Medically necessary" means health care services
that a licensed health care provider, exercising prudent clinical judgment, would
provide, in accordance with generally accepted standards of medical practice, to a
recipient for the purpose of evaluating, diagnosing, preventing, or treating an acute or
chronic illness, injury, disease, or its symptoms, and that are [He-W 530.01(f)]:

23.2.2.[.Clinically appropriate in terms of type, frequency of use, extent, site, and
duration, and consistent with the established diagnosis or treatment of the
recipient's illness, injury, disease, or its symptoms;

23.2.2.2.Not primarily for the convenience of the recipient or the recipient's family,
caregiver, or health care provider;

23.2.2.3;No more costly than other items or services which would produce equivalent
diagnostic, therapeutic, or treatment results as related to the recipient's illness,
injury, disease, or its symptoms; and

23.2.2.4.Not experimental, investigative, cosmetic, or duplicative in nature.

23.2.3. For EPSDT services the following definition of medical necessity shall be used:
"Medically necessary" means reasonably calculated to prevent, diagnose, correct,
cure, alleviate or prevent the worsening of conditions that endanger life, cause pain,
result in illness Or infirmity, threaten to cause or aggravate a handicap; or cause
physical deformity or malfunction, and no other equally effective course of treatment
is available or suitable for the EPSDT recipient requesting a medically n^essary
service He-W546.01(f).

23.2.4. The MCO must provide the criteria for medical necessity determinations for mental
health or substance use disorder benefits to any enrollee, potential enrollee, or
contracting provider upon request.

23.3. Necessity Detcrniiiiation

23.3.1. For long term services and supports the following definition of necessity shall be
used: "Necessary" means reasonably calculated to prevent, diagnose, correct, cure,
alleviate or prevent the worsening of conditions that endanger life, cause pain, result
in illness or infirmity, threaten to cause or aggravate a handicap, cause physical
deformity or malfunction, or is essential to enable the individual to attain, maintain,
or regain functional capacity and/or independence, and no other equally effective
course of treatment is available or suitable for the recipient requesting a necessary
long term services and supports within the limits of current waivers, statutes,
administrative rules, and/or Medicaid State Plan amendments.
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23.4. Notices of Coverage Determinations

23.4.1. The MCO shall provide the requesting provider and the member with written notice
of any decision by the MCO to deny a service authorization request, or to authorize a
service in an amount, duration, or scope that is less than requested. The notice shall
meet the requirements of 42 CFR 438.210(c) and 438.404.

23.4.2. The MCO shall make utilization management decisions in a timely manner. The
following minimum standards shall apply:

23.4.2.1 .Urgent determinations: The determination of an authorization involving
urgent care shall be made as soon as possible, taking into account the medical
exigencies, but in no event later than seventy-two (72) hours after receipt of
the request for ninety-eight percent (98%) of requests, unless the member or
member's representative fails to provide sufficient information to determine
whether, or to what extent, benefits are covered or payable. In the case of such
failure, the MCO shall notify the member or member's representative within
twenty-four (24) hours of receipt of the request and shall advise the member
or member's representative of the specific information necessary to make a
determination. The member or member's representative shall be afforded a
reasonable amount of time, taking into account the circumstances, but not less
than forty-eight (48) hours, to provide the specified information. Thereafter,
notification of the benefit determination shall be made as soon as possible, but
in no case later than forty-eight (48) hours after the earlier of (1) the MCO's
receipt of the specified additional information, or (2) the end of the period
afforded the member or member's representative to provide the specified
additional information.

23.4.2.2.Continued/Extended Services; The determination of an authorization
involving urgent care and relating to the extension of an ongoing course of
treatment and involving a question of medical necessity shall be made within
twenty-four (24) hours of receipt of the request for ninety-eight percent (98%)
of requests, provided that the request is made at least twenty-four (24) hours
prior to the expiration of the prescribed period of time or course of treatment.

23.4.2.3.Routine determinations: The determination of all other authorizations for
pre-service benefits shall be made within a reasonable time period appropriate
to the medical circumstances, but in no event exceed the following timeframes
for ninety-five percent (95%) of requests:

23.4.2.3.1. Fourteen (14) calendar days after the receipt of a request:

a. Ail extension of up to fourteen (14) calendar days is permissible if:

i. the member or the provider requests the extension; or

Page 154



New Hampshire Medicaid Care Management Contract — SFY2019

Exhibit A - Amendment #15

ii. the MCO justifies a need for additional information and that
the extension is in the member's interest;

23.4.2.3.2. Two (2) calendar days for diagnostic radiology.

23.4.2.4.The MCO shall provide members written notice as expeditiously as the
member's health condition requires and not to exceed fourteen (14) calendar
days following a request for initial and continuing authorizations of services,
except an extension of up to an additional fourteen (14) calendar days is
permissible, if:

23.4.2.5.The member or the provider requests the extension; or

23.4.2.6.The MCO justifies a need for additional information and how the extension
is in the member's interest.

23.4.2.7.If such an extension is necessary due to a failure of the member or member's
representative to provide sufficient information to determine whether, or to
what extent, benefits are covered as payable, the notice of extension shall
specifically describe the required additional information needed, and the
member or member's representative shall be given at least forty- five'(45)

' ■ c^ehdar days from receipt of the notice within which to provide the specified
information. Notification of the benefit determination following a request for
additional information shall be made as soon as possible, but in no case later
than fourteen (14) calendar days after the earlier of (1) the MCO's receipt of
the specified additional information, or (2) the end of the period afforded the
member or member's representative to provide the specified additional
information. When the MCO extends the timeframe, the MCO must give the
rnember written notice of the reason for the decision to extend the timeframe

and inform the member of the right to file a grievance if he or she disagrees
with that decision. Under such circumstance, the MCO must issue and carry
out its determination as expeditiously as the member's health condition
requires and no later than the date the extension expires.

23.4.2.8.Determination for Services that have been delivered: The determination of a
post service authorization shall be made within thirty (30) calendar days of the
date of filing. In the event the member fails to provide sufficient information
to determine the request, the MCO shall notify the member within fifteen (15)
calendar days of the date of filing, as to what additional information is
required to process the request and the member shall be given at least forty-
five (45) calendar days to provide the required information. The thirty (30)
calendar day period for determination shall be tolled until such time as the
member submits the required information.
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23.4.3. Whenever there is an adverse determination, the MCO shall notify the ordering
provider and the member. For an adverse standard authorization decision, the MCO
shall provide written notification within three (3) calendar days of the decision.
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23.5. Advance Directives

23.5.1. The MCO shall maintain written policies and procedures that meet requirements for
advance directives in Subpart I of 42 CFR 489.

23.5.2. The MCO shall adhere to the definition of advance directives as defined in 42 CFR
489.100.

23.5.3. The MCO shall maintain written policies and procedures concerning advance
directives with respect to all adult individuals receiving medical care by or through
the MCO [42 CFR 422.128].

23.5.4. The MCO shall not condition the provision of care or otherwise discriminate against
an enrollee or potential enrollee based on whether or not the individual has executed
an advance directive.

23.5.5. The MCO shall provide information in the member handbook with respect to the
following:

23.5.5.1 .The member's rights under the state law. The information provided by the
MCO shall refiect changes in State law as soon as possible, but no later than
ninety (90) calendar days after the effective date of the change [42 CFR
438.3G)(3) and (4)].

23.5.5.2.The MCO's policies respecting the implementation of those rights including
a statement of any limitation regarding the implementation of advance
directives as a matter of conscience

23.5.5.3.Thai complaints conceming noncompliance with the advance directive
requirements may be filed with the appropriate Stale Agency [42 CFR
438.3(;)(1); 42 CFR 438.10(g)(2); 42 CFR 422.128; 42 CFR 489 (subpart I);
42 CFR 489.100].
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24. MCIS

24.1. System Functionalit>'

24.1.1. The MCO Managed Care Information System (MCIS) shall include, but not be
limited to:

24.1.1.1.Management of Recipient Demographic Eligibility and Enrollment and
History

24.1.1.2.Management of Provider Enrollment and Credentialing

24.1.1.3.Benefit Plan Coverage Management, History and Reporting

24.1.1.4.Eligibility Verification

24.1.1.5.Encounter Data

24.1.1.6.Weekly Reference File Updates

24.1.1.7.Service Authorization Tracking, Support and Management

24.1.1 .S.Third Party Coverage and Cost Avoidance Management

24.1.1.9.Financial Transactions Management and Reporting

24.1.1.10. Payment Management (Checks, EFT, Remittance Advices, Banking)

24.1.1.11.Reporting (Ad hoc and Pre-Defined/Scheduled and On-Demand)

24.1.1.12.Call Center Management

24.1.1.13.Claims Adjudication

24.1.1.14.Claims Payments

24.1.1.15.QuaIity of Services (QOS) metrics

24.2. Information System Data Transfer

24.2.1. Effective communication between the MCO and DHHS will require secure, accurate,
complete and auditable transfer of data to/from the MCO and DHHS management
information systems. Elements of data transfer requirements between the MCO and
DHHS management information systems shall include, but not be limited to:
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24.2.1.1 .DHHS'fead access to all NH Medicaid Care Management data in reporting
•  databases where data is stored, which includes all tools required to access the

data at no additional cost to DHHS;

24.2.1.2.Exchanges of data between the MCO and DHHS in a format and schedule as
prescribed by the State, including detailed mapping specifications identifying
the data source and target;

24.2.1.3.Secure (encrypted) communication protocols to provide timely notification
of any data file retrieval, receipt, load, or send transmittal issues and provide
the requisite analysis and support to identify and resolve issues according to
the timelines set forth by the state.

24.2.1.4.Coi!aborative relationships with DHHS, its MMIS fiscal agent, and other
interfacing entities to implement effectively the requisite exchanges of data
necessary to support the requirements of this Agreement;

24.2.1.5.MCO implementation of the necessary telecommunication infrastructure and
tools/utilities to support secure connectivity and access to the system and to
support the secure, effective transfer of data;

24.2.1.6.Utilization of data extract, transformation, and load (ETL) or similar
methods for data conversion and data interface handling, that, to the
maximum extent possible, automate the extract, transformation and load
processes, and provide for source to target or source to specification
mappings;

24.2.1.7.Mechanisms to support the electronic reconciliation of all data extracts to
source tables to validate the integrity of data extracts; and

24.2.1.8.A given day's data transmissions, as specified in 24.5.9, are to be
downloaded to DHHS according to the schedule prescribed by the Stale. If
errors are encountered in batch transmissions, reconciliation of transactions
will be included in the next batch transmission.

24.2.2. The MCO shall designate a single point of contact to coordinate data transfer issues
with DHHS.

24.2.3. The State shall provide for a common, centralized electronic project repository,
providing for secure access to authorized MCO and DHHS staff to project plans,
documentation, issues tracking, deliverables, and other project related artifacts.
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24.3. Ownership and Access to Systems and Data

24.3.1. All data accumulated as part of this program shall remain the property of DHHS and
upon termination of the Agreement the data will be electronically transmitted to
DHHS in the media format and schedule prescribed by DHHS, and affirmatively and
securely destroyed if required by DHHS.

24.4. Records Retention

24.4.1. The MOD shall retain, preserve, and make available upon request all records relating
to the performance of its obligations under the Agreement, including paper and
electronic claim forms, for a period of not less than seven (7) years from the date of
termination of this Agreement. Records involving matters that are the subject of
litigation shall be retained for a period of not less than seven (7) years following the
termination of litigation. Certified protected electronic copies of the documents
contemplated herein may be substituted for the originals with the prior written
consent of DHHS, if DHHS approves the electronic imaging procedures as reliable
and supported by an effective retrieval system.

24.4.2. Upon expiration of the seven (7) year retention period and upon request, the subject
records must be transferred to DHHS' possession. No records.shall be destroyed or
otherwise disposed of without the prior written consent of DHHS.

24.5. MCIS Requirements

24.5.1. The MCO shall have a comprehensive, automated, and integrated Managed Care
Information System (MCIS) that is capable of meeting the requirements listed below
and throughout this Agreement and for providing all of the data and information
necessary for DHHS to meet federal Medicaid reporting and information regulations.

24.5.2. All subcontractors shall meet the same standards, as described in this Section 24, as
the MCO. The MCO shall be held responsible for errors or noncompliance resulting
from the action of a subcontractor with respect to its provided functions.

24.5.3. Specific functionality related to the above shall include, but is not limited to, the
following :

24.5.3.1.The MCIS membership management system must have the capability to
receive, update, and maintain New Hampshire's membership files consistent
with information provided by DHHS.

24.5.3.2.The MCIS shall have the capability to provide daily updates of membership
information to sub-contractors or providers with responsibility for processing
claims or authorizing services based on membership information.
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24.5.3.3.The MCIS' provider file must be maintained with detailed information on
each provider sufficient to support provider enrollment and payment and also
meet DHHS' reporting and encounter data requirements: *

24.5.3.4.The MCIS' claims processing system shall have the capability to process
claims consistent with timeliness and accuracy requirements of a federal
MMIS system.

24.5.3.5.The MCIS' Services Authorization system shall be integrated with the claims
processing system.

24.5.3.6.The MCIS shall be able to maintain its claims history with sufficient detail to
meet all DHHS reporting and encounter requirements.

\

24.5.3.7.The MCIS' credentialing system shall have the capability to store and report
on provider specific data sufficient to meet the provider credentialing
requirements, Quality Management, and Utilization Management Program
Requirements.

24.5.3.S.The MCIS shall be bi-directionally linked to the other operational systems
maintained by DHHS, in order to ensure that data captured in encounter
records accurately matches data in member, provider, claims and
authorization files, and in order to enable encounter data to be utilized for
member profiling, provider profiling, claims validation, fraud, waste and
abuse monitoring activities, and any other research and reporting purposes
defined by DHHS.

24.5.3.9.The encounter data system shall have a mechanism in place to receive,
process, and store the required data.

24.5.3. lO.The MCO system shall be compliant with the requirements of HIPAA,
including privacy, security, National Provider Identifier (NPI), and transaction
processing, including being able to process electronic data interchange
transactions in the Accredited Standards Committee (ASC) 5010 format. This
also includes IRS Pub 1075 where applicable.

24.5.4. MCIS capability shall include, but not be limited to the following:

24.5.4.1.Provider network connectivity to Electronic Data Interchange (EDI) and
provider portal systems;

24.5.4.2.Documented scheduled down time and maintenance windows as agreed upon
with DHHS for externally accessible systems, including telephony, web.
Interactive Voice Response (IVR), EDI, and online reporting;
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24.5.4.3.DHHS on-line web access to applications and data required by the State to
utilize agreed upon workflows, processes, and procedures (approved by the
State) to access, analyze, or utilize data captured in the MOO system(s) and to
perform appropriate reporting and operational activities;

24.5.4.4.DHHS access to user acceptance test environment for externally accessible
systems including websites and secure portals;

24.5.4.5.Documented instructions and user manuals for each component; and

24.5.4.6.Secure access.

24.5.5. MCIS Up-time

24.5.5.1.Externally accessible systems, including telephony, web, FVR, EDI, and
online reporting shall be available twenty-four (24) hours per day, seven (7)
days per week, three-hundred-sixty-five (365) days per year, except for
scheduled maintenance upon notification of and pre-approva! by DHHS.
Maintenance period cannot exceed four (4) consecutive hours without prior
DHHS approval.

24.5.5.2.MCO shall provide redundant telecommunication backups and ensure that
interrupted transmissions will result in immediate failover to redundant
communications path as well as guarantee data transmission is complete,
accurate and fully synchronized with operational systems.

24.5.6. Systems operations and support shall include, but not be limited to the following:

24.5.6.l.On-call procedures and contacts

24.5.6.2.Job scheduling and failure notification documentation ^

24.5.6.3.Secure (encrypted) data transmission and storage methodology

24.5.6.4.Interface acknowledgements and error reporting

24.5.6.5.Technical issue escalation procedures

24.5.6.6.Business and member notification

24.5.6.7.Change control management

24.5.6;8.Assistance with User Acceptance Testing (UAT) and implementation
coordination
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24.5.6.9.Documented data interface specifications - data imported and extracts
exported including database mapping specifications.

24.5.6.10.Disaster Recovery and Business Continuity Plan

24.5.6.1 l.Joumaling and internal backup procedures. Facility for storage MUST be
class 3 compliant.

24.5.6.12.Communication and Escalation Plan that fully outlines the steps necessary
to perform notification and monitoring of events including all appropriate
contacts and timeframes for resolution by severity of the event.

24.5.7. The MCO shall be responsible for implementing and maintaining necessary
telecommunications and network infrastructure to support the MCIS and will provide;

24.5.7.1 .Network diagram that fully defines the topology of the MCO's network.

24.5.7.2.State/MCO connectivity

24.5.7.3.Any MCO/subcontractor locations requiring MCIS access/support

24.5.7.4.Web access for DHHS staff, providers and recipients

24.5.8. Data transmissions from DHHS to the MCO will include, but not be limited to the
following:

24.5.8.1 .Provider Extract (Daily)

24.5.8.2.Recipient Eligibility Extract (Daily)

24.5.8.3.Recipient Eligibility Audit/Roster (Monthly)

24.5.8.4.Medical and Pharmacy Service Authorizations (Daily)

24.5.8.5.Commercial and Medical Third Party Coverage (Daily)

24.5.8.6.Claims History (Bi-Weekly)

24.5.8.7.Capitation payment data

24.5.9. Data transmissions from the MCO to DHHS shall include but not be limited to:

24.5.9.1 .Member Demographic changes (Daily)

24.5.9.2.MCO Provider Network Data (Daily)
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24.5.9.3.Medical and Pharmacy Service Authorizations (Daily)

24.5.9.4.Beneficiary Encounter Data including paid, denied, adjustment transactions
by pay period (Weekly)

24.5.9.5.Financial Transaction Data

24.5.9.6.Updates to Third Party Coverage Data (Weekly)

24.5.9.7.Behavioral Health Certification Data (Monthly)

24.5.10.The MCO shall provide DHHS staff with access to timely and complete data:

24.5.10.1. All exchanges of data between the MCO and DHHS shall be in a format,
file record layout, and scheduled as prescribed by DHHS.

24.5.10.2.The MCO shall work collaboratively with DHHS, DHHS' MMIS fiscal
agent, the New Hampshire Department of Information Technology, and other
interfacing entities to implement effectively the requisite exchanges of data
necessary to support the requirements of this Agreement.

24.5.10.3.The MCO shall implement the necessary telecommunication infrastructure
to support the MCIS and shall provide DHHS with a network diagram
depicting the MCO's communications infrastructure, including but not limited
to connectivity between DHHS and the MCO, including any
MCO/subcohtractor locations supporting the New Hampshire program.

24.5.10.4.The MCO shall utilize data extract, transformation, and load (ETL) or
similar methods for data conversion and data interface handling, that, to the
maximum extent possible, automate the ETL processes, and that provide for
source to target or source to specification mappings, all business rules and
transformations where applied, summary and detailed counts, and any data
that cannot be loaded.

24.5.10.5.The MCO shall provide support to DHHS and its fiscal agent to prove the
validity, integrity and reconciliation of its data, including encounter data

24.5.10.6.The MCO shall be responsible for correcting data extract errors in a
timeline set forth by DHHS as outlined within this document (24.2.1.8).

24.5.10.7.Access shall be secure and data shall be encrypted in accordance with
HIPAA regulations and any other applicable state and federal law.

24.5.10.8.Secure access shall be managed via passwords/pins/and any operational
methods used to gain access as well as maintain audit logs of all users access
to the system.
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24.5.11.The MCIS shall include

members. The services s

costs associated with the

web access for use by and support to enrolled providers and
lall be provided at no cost to the provider or members. All
development, security, and maintenance of these websites

shall be the responsibility of the MCO.

24.5.11.1.The MCO shall create secure web access for Medicaid providers and
members and authorized DHHS staff to access case-specific information.

24.5.11.2.The MCO shall manage provider and member access to the system,
providing for the applicable secure access management, password, and PIN
communication, and operational services necessary to assist providers and
members with gaining access and utilizing the web portal.

24.5.11.3.Providers will have the ability to electronically submit service authorization
requests and access and utilize other utilization management tools.

24.5.11.4.Providers and members shall have the ability to download and print any
needed Medicaid MCO program forms and other information.

have an option to e-prescribe as an option without electronic24.5.11.5.Providers shall

medical records or hand held devices.

24.5.11.6.MC0 shall support provider requests and receive general program
information with contact information for phone numbers, mailing, sind e-mail
address(es).

24.5.11.7.Providers shall have access to drug information.

24.5.11.S.The website shall provide an e-mail link to the MCO to allow providers and
members or other interested parties to e-mail inquiries or comments. This
website shall provide a link to the Slate's Medicaid website.

24.5.11.9.The website shall be secure and HIPAA compliant in order to ensure the
protection of Protected Health Information and Medicaid recipient
confidentiality. Access shall be limited to verified users via passwords and
any other available industry standards. Audit logs must be maintained
reflecting access to the system and random audits will be conducted.

24.5.11.10.The MCO sha

Date.

have this system available no later than the Program Start

24.5.11.11.Support Performance Standards shall include;

24.5.11.11.1 .Email inquiries - one (1) business day response
24.5.11.11.2.New information posted within one (1) business day of receipt
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24.5.11.11.3.Routine maintenance

24.5.11.11.4.Standard reports regarding portal usage such as hits per month by
providers/members, number, and types of inquiries and requests, and
email response statistics as well as maintenance reports.

24.5.11.11.5.Website| user interfaces shall be ADA compliant with Section 508 of
the Rehabilitation Act and support all major browsers (i.e. Chrome,
Internet Explorer, Firefox, Safari, etc.). If user does not have
compliant browser, MCO must redirect user to site to install
appropriate browser.

24.5.12.Critical systems within the MClS support the delivery of critical medical services to
members and reimbursement to providers. As such, contingency plans shall be
developed and tested to ejnsure continuous operation of the MCIS.
24.5.12.1 .The MCO shall host the MCIS at the MCO's data center, and provide for

adequate redundancy, disaster recovery, and business continuity such that in
the event of any catastrophic incident, system availability is restored to New
Hampshire within twenty-four (24) hours of incident onset.

24.5.12.2.The MCO shall ensure that the New Harnpshire PHI data, data processing,
and data repositories are securely segregated from any other account or
project, and that MCIS is under appropriate configuration management and
change managempt processes and subject to DHHS notification requirements
as defined in Section 24.5.13.

24.5.12.3.The MCO shall manage all processes related to properly archiving and
processing files including maintaining logs and appropriate history files that
reflect the source, type and user associated with a transaction. Archiving
processes shall not modify the data composition of DHHS' records, and
archived data shall be retrievable at the request of DHHS. Archiving shall be
conducted at intervals agreed upon between the MCO and DHHS.

24.5.12.4.The MCIS shal be able to accept, process, and generate HIPAA compliant
electronic transactions as requested, transmitted between providers, provider
billing agents/clearing houses, or DHHS and the MCO. Audit logs of
activities will be maintained and periodically reviewed to ensure compliance
with security and access rights granted to users.

24.5.12.5.Thirty (30) calendar days prior to the beginning of each State Fiscal Year,
the MCO shall submit the following documents and corresponding checklists
for DHHS' review and approval:

24.5.12.5.1.Disaster Recovery Plan

24.5.12.5.2.Business Continuity Plan
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24.5.12.5.3.Security Plan

24.5.12.5.4.The MCO shall provide the following documents. If after the original
documents are submitted the MCO modifies any of them, the revised
documents and corresponding checklists shall be submitted to DHHS
for review and approval;

a. Risk Management Plan

b. Systems Quality Assurance Plan

c. Confirmation of 5010 compliance and Companion Guides

d. Confirmation of compliance with IRS Publication 1075

e. Approach to implementation of ICD-10 and ultimate compliance

24.5.13.Management of changes to the MCIS is critical to ensure uninterrupted functioning
of the MCIS. The following elements shall be part of the change management
process:

24.5.13.1 .The complete system shall have proper configuration management/change
management in place (to be reviewed and approved by DHHS). The MCO
system shall be configurable to support timely changes to benefit enrollment
and benefit coverage or other such changes.

24.5.13.2.The MCO shall provide DHHS with written notice of major systems
changes and implementations no later than ninety (90) calendar days prior to
the planned change or implementation, including any changes relating to
subcontractors, and specifically identifying any change impact to the data
interfaces or transaction exchanges between the MCO and DHHS and/or the
fiscal agent. DHHS retains the right to modify or waive the notification
requirement contingent upon the nature of the request from the MCO.

24.5.13.3.The MCO shall provide DHHS with updates to the MCIS organizational
chart and the description of MCIS responsibilities at least thirty (30) calendar
days prior to the effective date of the change, except where personnel changes
were not foreseeable in such period, in which case notice shall be given within
at least one (1) business day. The MCO shall provide DHHS with official
points of contact for MCIS issues on an ongoing basis.

24.5.13.4.A New Hampshire program centralized electronic repository shall be
provided that will allow full access to project documents, including but not
limited to project plans, documentation, issue tracking, deliverables, and any
project artifacts. All items shall be turned over to DHHS upon request.
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24.5.13.5.The MCO shall ensure appropriate testing is done for all system changes.
MCO shall also provide a test system for DHHS to monitor changes in
externally facing applications (i.e. NH websites). This test site shall contain no
actual PHI data of any member.

24.5.13.6.The MCO shall make timely changes or defect fixes to data interfaces and
execute testing with DHHS and other applicable entities to validate the
integrity of the interface changes.

24.5.14.DHHS, or its agent, may conduct a Systems Readiness Review to validate the
MCO's ability to meet the MCIS requirements.

24.5.14.1 .The System Readiness Review may include a desk review and/or an onsite
review.

24.5.14.2.If DHHS determines that it is necessary to conduct an onsite review, the
MCO shall be responsible for all reasonable travel costs associated with such
onsite reviews for at least two (2) staff from DHHS. For purposes of this
section, "reasonable travel costs" include airfare, lodging, meals, car rental
and fuel, taxi, mileage, parking, and other incidental travel expenses incurred
by DHHS or its authorized agent in connection with the onsite reviews.

24.5.14.3.If for any reason the MCO does not fully meet the MCIS requirements, the
. MCO shall, upon request by DHHS, either correct such deficiency or submit
to DHHS a Corrective Action Plan and Risk Mitigation Plan to address such
deficiency. Immediately upon identifying a deficiency, DHHS may impose
contractual remedies according to the severity of the deficiency.

24.5.15.Systems enhancements developed specifically, and data accumulated, as part of the
New Hampshire Care Management program remain the property of the State of New
Hampshire.

24.5.15.1 .Source code developed for this program shall remain the property of the
vendor but will be held in escrow.

24.5.15.2. All data accumulated as part of this program shall remain the property of
DHHS and upon termination of the Agreement the data shall be electronically
transmitted to DHHS in a formal and schedule prescribed by DHHS.

24.5.15.3.The MCO shall not destroy or purge DHHS' data unless directed to or
agreed to in writing by DHHS. The MCO shall archive data-only on a
schedule agreed upon by DHHS and the data archive process shall not modify
the data composition of the source records. All DHHS archived data shall be
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retrievable for review and or reporting by DHHS in the timeframe set forth by
DHHS.

24.5.16.The MCO shall provide DHHS with system reporting capabilities that shall include
access to pre-designed and agreed upon scheduled reports, as well as the ability to
execute ad-hoc queries to support DHHS data and information needs. DHHS
acknowledges the MCO's obligations to appropriately protect data and system
performance, and the parties agree to work together to ensure DHHS information
needs can be met while minimizing risk and impact to the MCO's systems.

24.5.1 y.Quality of Service (QOS) Metrics:

24.5.17.1 .System Integrity: The system shall ensure that both user and provider portal
design, and implementation is in accordance with Federal, standards,
regulations and guidelines related to security, confidentiality and auditing (e.g.
HIPAA Privacy and Security Rules, National Institute of Security and
Technology).

24.5.l7.2.The security of the care management processing system must minimally
provide the following three types of controls to maintain data integrity that
directly impacts QOS . These controls shall be in place at all appropriate
points of processing:

24.5.17.2.1 .Preventive Controls: controls designed to prevent errors and
unauthorized events from occurring.

24.5.17.2.2.Detective Controls: controls designed to identify errors and
unauthorized transactions that have occurred in the system.

24.5.17.2.3.Corrective Controls: controls to ensure that the problems identified by
the detective controls are corrected.

24.5.17.2.4.System Administration: Ability to comply with HIPAA, ADA, and
other federal and state regulations, and perform in accordance with
Agreement terms and conditions. Provide a flexible solution to
effectively meet the requirements of upcoming HIPAA regulations and
other national standards development. The system must accommodate
changes with global impacts (e.g., implementation of ICD-IO-CM
diagnosis and procedure codes, eHR, e-Prescribe) as well as new
transactions at no additional cost.
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25. Data Reporting
25.1. General Provisions

25.1.1. The MCO shall make all collected data available to DHHS upon request and upon the
request of CMS [42 CFR 438.242(b)(4)].

25.1.2. The MCO shall maintain a health information system that collects, analyzes,
integrates, and reports data. The system shall provide information on areas including,
but not limited to, utilization, grievances and appeals, and disenrollment for other
than loss of Medicaid eligibility [42 CFR 438.242(a)].

25.1.3. The MCO shall collect data on member and provider characteristics as specified by
DHHS and on services furnished to members through a MCIS system or other
methods as may be specified by DHHS [42 CFR 438.242(b)(2)].

25d.4. The MCO shall ensure that data received from providers are accurate and complete
by:

25.1.4.1. Verifying the accuracy and timeliness of reported data;

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

25.1.4.3.Collecting service information in standardized formats to the extent feasible
and appropriate [42 CFR 438.242(b)(3)].

25.2. Encounter Data

25.2.1. The MCO shall submit encounter data in the format and content, timeliness,
completeness, and accuracy as specified by the DHHS and in accordance with
timeliness, completeness, and accuracy standards as established by DHHS.

25.2.2. All encounter data shall remain the property of DHHS and DHHS retains the right to
use it for any purpose it deems necessary.

25.2.2.1 .The MCO shall provide support to DHHS to substantiate the validity,
integrity and reconciliation of DHHS reports that utilize the MCO encounter
data.

25.2.3. Submission of encounter data to DHHS does not eliminate the MCO's responsibility
under state statute to submit member and claims data to the Comprehensive
Healthcare Information System [NH RSA 420-G:l,l II. (a)]

25.2.4. The MCO shall ensure that encounter records are consistent with the DHHS
requirements and all applicable state and federal laws.

Page 170



New Hampshire Medicaid Care Management Contract — SFY2019

Exhibit A - Amendment #15

25.2.5. MCO encounters shall include all adjudicated claims, including paid, denied, and
adjusted claims;

25.2.6. The MCO shall use appropriate member identifiers as defined by DHHS.

25.2.7. The MCO shall maintain a record of both servicing and billing information in its
encounter records.

25.2.8. The MCO shall also use appropriate provider identifiers for encounter records as
directed by DHHS.

25.2.9. The MCO shall have a computer and data processing system sufficient to accurately
produce the data, reports, and encounter record set in formats and timelines
prescribed by DHHS as defined in this Agreement.

25.2.10.The system shall be capable of following or tracing an encounter within its system
using a unique encounter record identification number for each encounter.

25.2.1 l.The MCO shall collect service information in the federally mandated HIPAA
transaction formats and code sets, and submit these data in a standardized format
approved by DHHS. The MCO shall make all collected data available to DHHS after
it is tested for compliance, accuracy, completeness, logic, and consistency.

25.2.12.The MCO's systems that are required to use or otherwise contain the applicable data
type shall conform with current and future HIPAA-based standard code sets; the
processes through which the data are generated shall conform to the same standards:

25.2.12.1.Health Care Common Procedure Coding System (HCPCS)

25.2.12.2.CPT codes

25.2.12.3.International Classification of Diseases, 9th revision. Clinical Modification
ICD-9-CM Volumes 1 & 2 (diagnosis codes) is maintained by the National
Center for Health Statistics, Centers for Disease Control (CDC) within the
U.S. Department of Health and Human Services (HHS).

25.2.12.4.Intemational Classification of Diseases, 9th revision, Clinical Modification
ICD-9-CM Volume 3 (procedures) is maintained by CMS and is used to
report procedures for inpatient hospital services.
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25.2.12.5.[ntemational Classification of Diseases, 10th revision, Clinical
Modification ICD-IO-CM is the new diagnosis coding system that was
developed as a replacement for ICD-9-CM, Volume 1 & 2. Intemalional
Classification of Diseases, 10th revision, Procedure Coding System ICD-IO-
PCS is the new procedure coding system that was developed as a replacement
for ICD-9-CM, volume 3. The compliance date for ICD-IO-CM for diagnoses
and ICD-IO-PCS for inpatient hospital procedures is October 1, 2015.

25.2.12.6.National Drug Codes (NDC): The NDC is a code set that identifies the
vendor (manufacturer), product and package size of all drugs and biologies

, recognized by the Federal Drug Administration (FDA). It is maintained and
distributed by HHS, in collaboration with drug manufacturers.

25.2.12.7.Code on Dental Procedures and Nomenclature (CDT): The CDT is the code
set for dental services. It is maintained and distributed by the American Dental
Association (ADA).

25.2.12.8.Place of Service Codes are two-digit codes placed on health care
professional claims to indicate the setting in which a service was provided.
CMS maintains point of service (POS) codes used throughout the health care
industry.

25.2.12.9.Claim Adjustment Reason Codes (CARC) explain why a claim payment is
reduced. Each CARC is paired with a dollar amount, to reflect the amount of
the specific reduction, and a Group Code, to specify whether the reduction is
the responsibility of the provider or the patient when other insurance is
involved.

25.2.12.10.Reason and Remark Codes (RARC) are used when other insurance denial
information is submitted to the Medicaid Management Information System
(MMIS) using standard codes defined and maintained by CMS and the
National Council for Prescription Drug Programs (NCPDP).

25.2.13.A11 MCO encounters shall be submitted electronically to DHHS or the State's fiscal
■ agent in the standard HIPAA transaction formats, namely the ANSI X12N 837
transaction formats (P — Professional and I - Institutional) and, for pharmacy services ■
in the NCPDP format.

25.2.14.A11 MCO encounters shall be submitted with MCO paid amount, or FFS equivalent,
and as applicable the Medicare paid amount, other insurance paid amount and
expected member co-payment amount.

25.2.15.The MCO shall continually provide up to date documentation of payment methods
used for all types of services by date of use of said methods.
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25.2.16.The MOO shall continually provide up to date documentation of claim adjustment
methods used for all types of claims by date of use of said methods.

25.2.17.The MCO shall collect, and submit to the State's fiscal agent, member service level
encounter data for all covered services. The MCO shall be held responsible for errors
or non-compliance resulting from its own actions or the actions of an agent
authorized to act on its behalf.

25.2.18.The MCO shall conform to all current and future HIPAA-compliant standards for
information exchange. Batch and Online Transaction Types are as follows:

25.2.18.1.Batch transaction types

25.2.18.1.1.ASC X12N 820 Premium Payment Transaction

25.2.18.1.2.ASC X12N 834 Enrollment and Audit Transaction

25.2.18.1.3.ASCX12N 835 Claims Payment Remittance Advice Transaction

25.2.18.1.4.ASC X12N 8371 Institutional Claim/Encounter Transaction

25.2.18.1.5.ASC X12N 837P Professional Claim/Encounter Transaction

25.2.18.1.6.ASC X12N 837D Dental Claim/Encounter Transaction

25.2.18.1.7.NCPDP D.O Pharmacy Claim/Encounter Transaction

25.2.18.2.Online transaction types

25.2.18.2.1.ASC X12N 270/271 Eligibility/Benefit Inquiry/Response

25.2.18.2.2.ASC X12N 276 Claims Status Inquiry

25.2.18.2.3.ASC X12N 277 Claims Status Response

25.2.18.2.4.ASC X12N 278/279 Utilization Review Inquiry/Response

25.2.18.2.5.NCPDP D.O Pharmacy Claim/Encounter Transaction

25.2.19.Submitted encounter data shall include all elements specified by DHHS including,
but not limited to, those specified in Exhibit N and detailed in the Medicaid
Encounter Submission Guidelines.

25.2.20.The MCO shall use the procedure codes, diagnosis codes, and other codes as directed
by DHHS for reporting Encounters and fee- for-service claims. Any exceptions will
be considered on a code-by-code basis after DHHS receives written notice from the
MCO requesting an exception. The MCO shall also use the provider identifiers as
directed by DHHS for both Encounter and fee-for-service claims submissions, as
applicable.
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25.2.21 .The MCO shall provide as a supplement to the encounter data submission a member
file, which shall contain appropriate member identification numbers, the primary care
provider assignment of each member, and the group affiliation of the primary care
provider.

25.2.22.The MCO shall submit complete encounter data in the appropriate HIPAA-compliant
formats regardless of the claim submission method (hard copy paper, proprietary
formats, EDI, DDE).

25.2.23.The MCO shall assign staff to participate in encounter technical work group
meetings as directed by DHHS.

25.2.24.The MCO shall provide complete and accurate encounters to DHHS. The MCO shall
implement review procedures to validate encounter data submitted by providers. The
MCO shall meet the following standards:

25.2.24.1 .Completeness

25.2.24.1.1 .The MCO shall submit encounters that represent at least ninety-nine
percent (99%) of the covered services provided by the MCO's network
and non-network providers. All data submitted by the providers to the
MCO shall be included in the encounter submissions.

25.2.24.2.Accuracy

25.2.24.2.1.Transaction type (X12): Ninety-eight percent (98%) of the records in
an MCO's encounter batch submission shall pass X12 EDI compliance
edits and the MMIS threshold and repairable compliance edits.

25.2.24.2.2.Transaction type (NCPDP): Ninety-eight percent (98%) of the records
in an MCO's encounter batch submission shall pass NCPDP
compliance edits and the pharmacy benefits system threshold and
repairable compliance edits. The NCPDP compliance edits are
described in the NCPDP.

25.2.24.2.3.One-hundred percent (100%) of member identification numbers shall
be accurate and valid.

25.2.24.2.4.Ninety-eight percent (98%) of servicing provider information will be
accurate and valid.

25.2.24.2.5.Ninety-eight percent (98%) of member address information shall be
accurate and valid.
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25.2.24.3.Timeliness

25.2.24.3.1.Encounter data shall be submitted weekly, within five (5) business
days of the end of each weekly period and within thirty (30) calendar
days of claim payment. All encounters shall be submitted, both paid
and denied claims. The paid claims shall include the MCO paid
amount.

25.2.24.3.2.The MCO shall be subject to remedies as specified in Section 34 for
failure to timely submit encounter data, in accordance with the
accuracy standards established in this Agreement.

25.2.24.4.Error Resolution

25.2.24.4.1 .For all historical encounters submitted after the submission start date,
if DHHS or its fiscal agent notifies the MCO of encounters failing X12
EDI compliance edits or MMIS threshold and repairable compliance
edits, the MCO shall remediate all related encounters within forty-five
(45) calendar days after such notice. For all ongoing claim encounters
submitted after the submission start date, if DHHS or its fiscal agent
notifies the MCO of encounters failing X12 EDI compliance edits or
MMIS threshold and repairable compliance edits, the MCO shall
remediate all such encounters within fifteen (15) calendar days after
such notice. If the MCO fails to do so, DHHS will require a
Corrective Action Plan and assess liquidated damages as described in
Section 34. MCO shall not be held accountable for issues or delays
directly caused by or as a direct result of the changes to MMIS by
DHHS.

25.2.24.4.2.AI1 sub-contracts with providers or other vendors of service shall have
provisions requiring that encounter records are reported or submitted
in an accurate and timely fashion.

25.2.24.5.Survival

25.2.24.5.1. All encounter data accumulated as part of this program shall remain
the property of DHHS and upon termination of the Agreement the data
shall be electronically transmitted to DHHS in a format and schedule
prescribed by DHHS.

25.3. Data Certification

25.3.1. All data submitted to DHHS by the MCO shall be certified by one of the following:

25.3.1.1 .The MCO's Chief Executive Officer;

25.3.1.2.The MCO's Chief Financial Officer; or
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25.3.1.3.An individual who has delegated authority to sign for, and who reports
directly to, the MCO's Chief Executive Officer or Chief Financial Officer.

25.3.2. The data that shall be certified include, but are not limited to, all documents specified
by DHHS, enrollment information, encounter data, and other information contained
in contracts, proposals. The certification shall attest to, based on best knowledge,
information, and belief, the accuracy, completeness and truthfulness of the documents
and data. The MCO shall submit the certification concurrently with the certified data
and documents [42 CFR 438.604; 42 CFR 438.606].

25.4. Data System Support for QAPI

25.4.1. The MCO shall have a data collection, processing, and reporting system sufficient to
support the QAPI requirements described in Section 21. The system shall be able to
support QAPI monitoring and evaluation activities, including the monitoring and
evaluation of the quality of clinical care provided, periodic evaluation of MCO
providers, member feedback on QAPI activity, and maintenance and use of medical
records used in QAPI activities.
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26. Fraud Waste and Abuse

26.1. Program Integrity Plan

26.1.1. The MCO shall have a Program Integrity Plan in place that has been approved by
DHHS and that shall include, at a minimum, the establishment and implementation of
internal controls, policies, and procedures to prevent, detect, and deter fraud, waste,
and abuse. The MCO is expected to be familiar with, comply with, and require
compliance with, all state and federal regulations related to Medicaid Program
Integrity, whether or not those regulations are listed herein, and as required in
accordance with 42 CFR 455, 42 CFR 456, 42 CFR 438, 42 CFR 1000 through 1008,
and Section 1902(a)(68) of the Social Security Act.

26.1.1.1 .The MCO shall retain all data, information, and documentation described in
42 CFR 438.604, 438.606, 438.608, and 438.610 for period no less than ten
(10) years.

26.1.1.2. Fraud, waste and abuse investigations are targeted reviews of a provider or
member in which there is a reason to believe that the provider or member are
not properly delivering services or not properly billing for services. Cases
which would be considered investigations are as follows, but not limited to:

26.1.1.2.1. review of instances which may range from outliers identified through
data mining;

26.1.1.2.2. pervasive or persistent findings of routine audits to specific allegations
that involve or appear to involve intentional misrepresentation in an
effort to receive an improper payment;-

26.1.1.2.3. notification of potential fraud, waste, and abuse through member
verification of services, or complaint filed; and.

26.1.1.2.4. any reviews as defined by CMS as fraud, waste, and abuse
investigation.

26.1.1.3.Routine claims audits are random reviews conducted for the purpose of
verifying provider compliance with contractual requirements including, but
not limited to, quality standards, reimbursement guidelines, and/or medical
policies.

26.2. Fraud, Waste and Abuse Prevention Procedures

26.2.1. The MCO shall have administrative and management arrangements or procedures,
and a mandatory compliance plan, that are designed to guard against fraud, waste and
abuse. The MCO procedures shall include, at a minimum, the following:
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26.2.1.1 .Written policies, procedures, and standards of conduct that articulate the
MCO's commitment to comply with all applicable federal and State standards;

26.2.1.2.The designation of a compliance officer and a compliance committee that are
accountable to senior management;

26.2.1.3.Effective training and education for the compliance officer and the MCO's
employees;

26.2.1.4.Effective lines of communication between the compliance officer and the
MCO's employees;

26.2.1.5 .Enforcement of standards through well-publicized disciplinary guidelines;

26.2.1.6.Provisions for internal monitoring and auditing;

26.2.1.7.Provisions for the MCO's suspension of payments to a network provider for
which the State determines there is a credible allegation of fraud in
accordance with § 455.23; and

26.2.1.8.Provisions for prompt response to detected offenses, and for development of
corrective action initiatives relating to the MCO's Agreement [42 CFR
438.608(a) and (b)]

26.2.2. The MCO shall establish a Program Integrity Unit within the MCO comprised of:

26.2.2.1. Experienced Fraud, Waste and Abuse reviewers who have the appropriate
training, education, experience, and job knowledge to perform and carry out
all of the functions, requirements, roles and duties contained herein; and

26.2.2.2.An experienced Fraud, Waste, and Abuse Coordinator who is qualified by
having appropriate background, training, education, and experience in health
care provider fraud, waste and abuse.

26.2.3. .This unit shall have the primary purpose of preventing, detecting, investigating and
reporting suspected Fraud, Waste and Abuse that may be committed by providers that
are paid by the MCO and/or their subcontractors. The MCO Program Integrity Plan
shall also include the prevention, detection, investigation and reporting of suspected
fraud by the MCO, the MCO's employees, subcontractors, subcontractor's
employees, or any other third parties with whom the MCO contracts. The MCO shall
refer all suspected provider fraud to the DHHS Program Integrity Unit upon
discovery. The MCO shall refer all suspected member fraud to DHHS Special
Investigations Unit.

26.3. Reporting
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2,6.3.1. The MCO shall promptly report provider fraud, waste and abuse information to
DHHS' Program Integrity Unit, which is responsible for such reporting to federal
oversight agencies pursuant to [42 CFR 455.1(a)(1) and 42 CFR438.608].

26.3.1.1 .The MCO shall perform a preliminary investigation of all incidents of
suspected fraud, waste and abuse intemally. The MCO shall not take any of
the following actions as they specifically relate to claims involved with the
investigation unless prior written approval is obtained from DHHS' Program
Integrity Unit, utilizing the MCO Request to Open Investigation form:

26.3.1.1.1. Contact the subject of the investigation about any matters related to the
investigation, either in person, verbally or in writing, hardcopy, or
electronic;

26.3.1.1.2. Enter into or attempt to negotiate any settlement or agreement
regarding the incident; or

26.3.1.1.3. Accept any monetary or other thing of valuable consideration offered
by the subject of the investigation in connection with the incident.

26.3.2. The MCO shall promptly report to DHHS' Division of Client Services all infomiation
about changes in an enrollee's circumstances that may affect the enrollee's eligibility
including but not limited to:

26.3.2.1. Changes in the enrollee's residence; and

26.3.2.2. Death of an enrollee.

26.3.3. The MCO shall promptly report to DHHS' Office of Medicaid Services and the
Program Integrity Unit all changes in a network provider's circumstances that may
affect the network provider's eligibility to participate in the managed care program,
including the termination of the provider agreement with the MCO.

26.3.4. The MCO shall provide full and complete information on the identity of each person
or corporation with an ownership or controlling interest (five (5) percent or greater) in
the MCO, or any sub-contractor in which the MCO has a five percent (5%) or greater
ownership interest [42 CFR 438.608(c)(2)].

26.3.5. [Intentionally left blank.]

26.3.6. The MCO shall provide written disclosure of any prohibited affiliation under
§438.610 and as described in subparagraph 4.3.2 of this Agreement [42 CFR
438.608(c)(l)].The MCO shall not knowingly be owned by, hire or contract with an
individual who has been debarred, suspended, or otherwise excluded from
participating in federal procurement activities or has an employment, consulting, or
other Agreement with a debarred individual for the provision of items and services
that are related to the entity's contractual obligation with the State.
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26.3.7. As an integral part of the Program Integrity function, and in accordance with 42 CFR
455, 42 CFR 456, and 42 CFR 438, the MCO shall provide DHHS or its designee real
time access to all of the MCO electronic encounter and claims data from the MCO's
current claims reporting system. The MCO shall provide DHHS with the capability to
access accurate, timely, and complete data as specified in section 24.5.16.

26.3.7.1 .MCOs shall provide any additional data access upon written request from
DHHS for any potential fraud, waste, or abuse investigation or for MCO
oversight review. The additional access shall be provider within 3 business
days of the request.

26.3.8. The MCO shall make claims and encounter data available to DHHS (and other State
staff) using a reporting system that is compatible with DHHS' system(s).

26.3.9. The MCO, their subcontractors, their contracted providers, their subcontractor's
providers, and any subcontractor's subcontractor's providers shall cooperate fully
with Federal and State agencies and contractors in any program integrity related
investigations and subsequent legal actions. The MCO, their subcontractors and their
contracted providers, subcontractor's providers, and any subcontractor's
subcontractor's providers shall, upon written request and as required by this
Agreement or state and/or federal law, make available any and all administrative,
financial and medical records relating to the delivery of items or services for which
MCO monies are expended. In addition, and as required by this Agreement or state
and/or federal law, such agencies shall, also be allowed access to the place of

,  . business and to all MCO records of any contractor, their subcontractor or their
contracted provider, subcontractor's providers, and any subcontractor's
subcontractor's providers.

26.3.9.1 .The MCO is responsible for program integrity oversight of its
subcontractors. In accordance with federal regulations, CMS requires MCO
contracts to contain provisions giving states' Program Integrity Units audit
and access authority over MCOs and their subcontractors to include direct on
site access to ordinal policies and procedures, claims processing, and provider
credentialing for validation purposes at the expense of the MCO."

26.3.10.The MCO shall have a written process approved by DHHS for Recipient Explanation
of Medicaid Benefits, which shall include tracking of actions taken on responses, as a
means of determining and verifying that services billed by providers were actually
provided to members. The MCO shall provide DHHS with a quarterly EOS activity
report, including, but not limited to, tracking of all responses received, action taken
by the MCO, and the outcome of the activity. The timing, format, and mode of
transmission will be mutually agreed upon between DHHS and the MCO.

26.3.11. The MCO shall maintain an effective fraud, waste and abuse-related provider
overpayment identification, recovery and tracking process. This process shall include
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a methodology for a means of estimating overpayment, a formal process for
documenting communication with providers, and a system for managing and tracking
of investigation findings, recoveries, and underpayments related to fraud, waste and
abuse investigations. DHHS and the AG Medicaid Fraud Unit shall have unrestricted
access to information and documentation related to the NH Medicaid program for use
during annual MCO Program Integrity audits and on other occasions as needed as a
means of verifying and validating MCO compliance with the established policies,
procedures, methodologies, and investigational activity regarding provider fraud,
waste and abuse.

26.3.12.The MCO shall provide, DHHS with a monthly report of all Program Integrity, in
process and completed during the month, including fraud, waste and abuse by the
MCO, the MCO's employees, subcontractors, subcontractor's employees, and
contracted providers. [42 CFR 455.17], The MCO will supply at a minimum:

26.3.12.1.provider name/ID number,

26.3.12.2.source of complaint,'

26.3.12.3.type of provider,

26.3.12.4.nature of complaint,

26.3.12.5.review activity, and

26.3.12.6.approximate dollars involved,

26.3.12.7.Provider Enrollment Safeguards related to Program Integrity;

26.3.12.8.0verpayments, Recoveries, and Claim Adjustments;

26.3.12.9.Audits/Investigations Activity;

26.3.12.10.MFCU Referrals;

26.3.12.11.Involuntary Provider Terminations; and

26.3.12.12.Provider Appeal/Hearings Activity resulting from, or related to. Program
Integrity.

26.3.13.AI1 fraud, waste and abuse reports submitted to DHHS shall be mutually developed
and agreed upon between DHHS and the MCO. The reports will be submitted to
DHHS in a format and mode of delivery, mutually agreed upon between DHHS and
the MCO.
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26.3.14.In the event DHHS is unable to produce a desired Ad Hoc report through its access
to the MCO's data as provided herein, DHHS shall request in writing such Ad hoc
report from the MCO and, within three (3) business days of receipt of such request,
the MCO shall notify DHHS of the time required by the MCO to produce and deli^r
the Ad hoc report to DHHS, at no additional cost to DHHS.

26.3.1 S.The MCO shall be responsible for tracking, monitoring, and reporting specific
reasons for claim adjustments and denials, by error type and by provider. As the
MCO discovers wasteful and or abusive incorrect billing trends with a particular
provider/provider type, specific billing issue trends, or quality trends, it is the MCO's
responsibility, as part of the provider audit/investigative process, to recover any
inappropriately paid funds, and as part of the resolution and outcome, for the MCO to
determine the appropriate remediation, such as reaching out to the provider to provide
individualized or group training/education regarding the issues at hand. Within sixty
(60) days of discovery, the MCO shall report overpayments identified during
investigations to DHHS Program Integrity and shall include them on the monthly
investigation activity report. The MCO shall still notify Program Integrity unit to
request approval to proceed with a suspected fraud or abuse investigation.

26.3.16. [Intentionally left blank.]

26.3.17. Annually, the MCO shall submit to DHHS a report of the overpayments it recovered
and certify by its Chief Financial Officer that this information is accurate to the best
of his or her information, knowledge, and belief [42 CFR 438.606].DHHS reserves
the right to conduct peer reviews of final program integrity investigations completed
by the MCO.

26.3.18.DHHS will perform an annual program integrity audit, conducted on-site at the MCO
(at the expense of the MCO) to verify and validate the MCO's compliance. The
review will include, but not limited to, the plan's established policies and
methodologies, credeptialing, provider and staff education/training, provider
contracts, and casef^pMYeviews to ensure that the MCO is making proper payments
to providers for services under their agreements, and pursuant to 42 CFR 438 6(g).
The review will include direct access to MCO system while on site and hard copy of
documentation while on site as requested. Any documentation request at the end of
the on site shall be delivered to Program Integrity within 3 business days of request.
The MCO shall provide DHHS staff with access to appropriate on-site private work
space to conduct DHHS's program integrity contract management reviews.

26.3.19.The MCO shall meet with DHHS monthly, or as determined by DHHS, to discuss
audit and investigation results and make reconunendatipns for program
improvements. DHHS shall meet with both MCOs together quarterly, or as
determined by DHHS, to discuss areas of interest for past, current and future
investigations and to improve the effectiveness of fraud, waste, and abuse oversight
activities, and to discuss and share provider audit information and results.
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26.3.20.The MCO shall provide DHHS with an annual report of all investigations in process
and completed during the Agreement year within thirty (30) calendar days of the end
of the Agreement year. The report shall consist of, at a minimum, an aggregate of the
monthly reports, as well as any recommendations by the MCO for future reviews,
changes in the review process and reporting process, and any other findings related to
the review of claims for fraud, waste and abuse.

26.3.21.The MCO shall provide DHHS with a final report within thirty (30) calendar days
following the termination of this Agreement. The final report format shall be
developed jointly by DHHS and the MCO, and shall consist of an aggregate
compilation of the data received in the monthly reports.

26.3.22.The MCO shall refer all suspected provider Medicaid fraud cases to DHHS upon
discovery, for referral to the Attorney General's Office, Medicaid Fraud Control Unit.

26.3.23.The MCO shall institute a Pharmacy Lock-In Program for members which has been
reviewed and approved by DHHS.

26.3.23.1 .If the MCO determines that a member meets the Pharmacy Lock-In criteria,
the MCO shall be responsible for all communications to members regarding
the Pharmacy Lock-In determination.

26.3.24.MCOs may, with prior approval from DHHS, implement Lock-In Programs for other
medical services.

26.3.25.The MCO shall provide DHHS with a monthly report regarding the Pharmacy Lock-
In Program. Report formal, content, design, and mode of transmission shall be
mutually agreed upon between DHHS and the MCO.

26.3.26.DHHS retains the right to determine disposition and retain settlements on cases
investigated by the Medicaid Fraud Control Unit or DHHS Special Investigations,
Unit.

26.3.27.Subject to applicable state.and federal confidentiality/privacy laws, upon written
request, the MCO will allow access to all NH Medicaid medical records and claims
information to State and Federal agencies or contractors such as, but not limited to
Medicaid Fraud Control Unit, Recovery Audit Contractors (RAC) the Medicaid
Integrity Contractors (MIC), or DHHS Special Investigations Unit.

26.3.27.1 .The MCO shall cooperate fully in any further investigation or prosecution
by any duly authorized government agency (State and Federal) or their
contractors, whether administrative, civil, or criminal. Such cooperation shall
include providing, upon written request, information, access to records, and

. access to interview MCO employees and consultants, including but not
limited to those with expertise in the administration of the program and/or in
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medical or pharmaceutical questions or in any matter related to an
investigation.

26.3.28.The MCO's MClS system shall have specific processes and internal controls relating
to fraud, waste and abuse in place, including, but not limited to the following areas:

26.3.28.1 .Prospective claims editing;

26.3.28.2.NCCI edits;

26.3.28.3.Post-processing review of claims; and

26.3.28.4.Ability to pend any provider's claims for pre-payment review if the
provider has shown evidence of credible fraud [42 CFR 455.21 ] in the
Medicaid Program.

26.3.29.The MCO and their subcontractors shall post and maintain DHHS approved
information related to Fraud, Waste and Abuse on its website, including but not
limited to provider notices, updates, policies, provider resources, contact information
and upcoming educational sessions/webinars.

26.3.30.The MCO and their subcontractors shall be subject to on-site reviews by DHHS, and
shall comply within fifteen (15) business days with any and all DHHS documentation
and records requests as a result of an annual or targeted on-site review (at the expense
of the MCO).

26.3.31.DHHS shall conduct investigations related to suspected provider'fraud, waste, and
abuse cases, and reserves the right to pursue and retain recoveries for any and all
types of claims older than six months for which the MCO does not have an active
investigation.

26.3.32.DHHS shall validate the MCO and their subcontractors' performance on the program
integrity scope of services to ensure the MCO and their subcontractors are taking
appropriate actions to identify, prevent, and discourage improper payments made to
providers, as set forth in 42 CFR 455 - Program Integrity.

26.3.33.DHHS shall establish performance measures to monitor the MCO compliance with
the Program Integrity requirements set forth in this Agreement.

26.3.34.DHHS shall notify the MCO of any policy changes that impact the function and
responsibilities required under this section of the Agreement.

26.3.35.DHHS shall notify the MCO of any changes within its agreement with its fiscal agent
that may impact this section of this Agreement as soon as reasonably possible.
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26.3.36.The MCO(s) shall report to DHHS all identified providers prior to being
investigated, to avoid duplication of on-going reviews with the RAC, MIC, MFCU
and, using the MCO Request to Open Investigation Form. DHHS will either approve
the MCO to proceed with the investigation, or deny the request due to potential
interference with an existing investigation.

26.3.37.The MCO(s) shall maintain appropriate record systems for services to members
pursuant to 42 CFR 434.6(a)(7) and shall provide such information either through
electronic data transfers or access rights by DHHS staff, or its designee, to MCO(s)
NH Medicaid related data files. Such information shall include, but not be limited to:

26.3.37.1.Recipient-First Name, Last Name, DOB, gender, and identifying number;

26.3.37.2.Provider Name and number (rendering, billing and Referring);

26.3.37.3.Date of Service(s) Begin/End;

26.3.37.4.Place Of Service;

26.3.37.5.Billed amount/Paid amount;

26.3.37.6.Paid date;

26.3.37.7.Standard diagnosis codes (ICD-9-CM and ICD-IO-CM), procedure codes
(CPT/HCPCS), revenue codes and DRG codes, billing modifiers (include
ALL that are listed on the claim);

26.3.37.8.Paid, denied, and adjusted claims;

26.3.37.9.Recouped claims and reason for recoupment;

26.3.37.10.Discharge status;

26.3.37.11.Present on Admission (POA);

26.3.37.12.Length of Stay;

26.3.37.13.Claim Type;

26.3.37.14.Prior Authorization Information;

26.3.37.15.Detail claim information;

26.3.37.16.Provider type;

26.3.37.17.Category of Service;
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26.3.37. IS.Admit time and discharge date;

26.3.37.19.Admit code;

26.3.37.20.Admit source;

26.3.37.21.Covered days;

26.3.37.22.TPL information;

26.3.37.23.Units of service;

26.3.37.24.EOB;

26.3.37:25.MCO FD#;

26.3.37.26.Member MCO enrollment date;

26.3.37.27.If available, provider time in and time out for the specific service(s)
provided;

26.3.37.28.Data shall be clean, not scrubbed; and

26.3.37.29.And any other data deemed necessary by DHHS

26.3.38..The MCO shall provide DHHS with the following monthly reports as required by
CMS:

26.3.38.1 .Date of Death.

26.3.39.The MCO shall provide DHHS with any new reports as identified and required by
state and federal regulation. The timing, format, content and mode of transmission
will be ihutually agreed upon between DHHS and the MCO.
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27. Third Party Liability
DHHS and the MCO will cooperate in implementing cost avoidance and cost recovery activities.
The rights and responsibilities of the parties relating to members and Third Party Payors are as
follows:

27.1. MCO Cost Avoidance Activities

27.1.1. The MCO shall have primary responsibility for cost avoidance through the
Coordination of Benefits (COB) relating to federal and private health insurance
resources including, but not limited to, Medicare, private health insurance, Employees
Retirement Income Security Act of 1974 (ERISA), 29 U.S.C. I396a(a)(25) plans, and
workers compensation. The MCO must attempt to avoid initial payment of claims,
whenever possible, when federal or private health insurance resources are available.
To support that responsibility, the MCO must implement a file transfer protocol
between the DHHS MMIS and the MCO's MCIS to receive Medicare and private
insurance information and other information as required pursuant to 42 CFR 433.138.
MCO shall require its subcontractors to promptly and consistently report COB daily
information to the MCO.

27.1.2. The MCO shall enter into a Coordination of Benefits Agreement with Medicare and
participate in the automated claims crossover process.

27.1.3. The number of claims cost avoided by the MCO's claims system, including.the
amount of funds, the amounts billed, the amounts not collected, and the amounts
denied, must be reported weekly to DHHS in delimited text format.

27.1.4. The MCO shall maintain records of all COB collection efforts and results and report
such information either through monthly electronic data transfers or access rights for
DHHS to the MCO's data flies. The data extract shall be in the delimited text format.
Data elements may be subject to change during the course of the Agreement. The
MCO shall accommodate changes required by DHHS and DHHS shall have access to
all billing histories and other COB related data.

27.1.5. The MCO shall provide DHHS with a detailed claim history of all claims for a
member, including adjusted claims, on a monthly basis based on a specific service
date parameter requested for accident and traunla cases. This shall be a full
replacement file each month for those members requested. These data shall be in the
delimited text format. The claim history shall have, at a minimum, the following data

. elements:

27.1.5.1 .Member name;

27.1.5.2.Member ID;
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27.1.5.3.Dates of service;

27.1.5.4.CIaim unique identifier (transaction code number);

27.1.5.5.Claim line number;

27.1.5.6.National Diagnosis Code;

27.1.5.7.Diagnosis code description;

27.1.5.8.National Drug Code;

27.1.5.9.Drug code description;

27.1.5.10.Amount billed by the provider;

27.1.5.11 .Amount paid by the MCO;

27.1.5.12.Amount of other insurance recovery, name or Carrier ID;

27.1.5.13.Date claim paid;

27.1.5.14.Billing provider name;and

27.1.5.15.Billing provider NPl.

27.1,6. The MCO shall provide DHHS with a monthly file of COB_collection effort and
results. These data shall be in a delimited text format. The file should contain the
following data elements:

27.1.6.1 .Medicaid member name;

27.1.6.2.Medicaid member ID;

27.1.6.3.Insurance Carrier, other public payer, PBM, or benefit administrator ID;

27.1.6.4.Insurance Carrier, other public payer, PBM, or benefit administrator name;

27.1.6.5.Date of Service;

27.1.6.6.Claim unique identifier (transaction code number);

27.1.6.7.Date billed to the insurance carrier, other public payer, PBM, or benefit
administrator;

27.1.6.8.Amount billed;
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27.1.6.9.Amount recovered;

27.1.6.10.Denial reason code;

27.1.6.11 .Denial reason description; and

27.1.6.12.Performing provider.

27.1.7. The MCO and its subcontractors shall not deny or delay approval of otherwise
covered treatment or services based upon Third Party Liability considerations nor bill
or pursue collection from a member for services. The MCO may neither unreasonably
delay payment nor deny payment of claims unless the probable existence of Third
Party Liability is established at the time the claim is adjudicated.

27.2. DHHS Cost Avoidance and Recovery Activities

27.2.1. DHHS shall be responsible for:

27.2.1.1.Medicare and newly eligible members' initial insurance verification and
submitting this information to the MCO;

27.2.1.2.Cost avoidance and pay and chase of those services that are excluded from
the MCO;

27.2.1.3.Accident and trauma recoveries;

27.2.1.4.Lien, Adjustments and Recoveries and Transfer of Assets pursuant to § 1917
of the SSA;

27.2.1.5.Mail order co-pay deductible pharmacy program for Fee for Service and
HIPP (Health Insurance Premium Payment) program;

27.2.1.6.Veterans Administration benefit determination;

27.2.1.7.Health Insurance Premium Payment Program; and

27.2.1.8.Audits of MCO collection efforts and recovery.

27.3. Post-Payment Recovery Activities - : 4 '^^'

27.3.1. Post-payment recoveries are categorized by (a) health-related insurance resources and
(b) Other Resources.

27.3.2. Health-related insurance resources are ERISA health benefit plans, Blue Cross/Blue
Shield subscriber contracts, Medicare, private health insurance, workers
compensation, and health insurance contracts.
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27.3.3. Other resources with regard to Third Party Liability include but are not limited to:
recoveries from personal injury claims, liability insurance, first party automobile
medical insurance, and accident indemnity insurance.

27.4. MCO Post Payment Activities

27.4.1. The MCO is responsible for pursuing, collecting, and retaining recoveries of health-
related insurance resources, including a claim involving Workers' Compensation or
where the liable party has improperly denied payment based upon either lack of a
medically necessary determination or lack of coverage. The MCO is encouraged to
develop and implement cost-effective procedures to identify and pursue cases that are
susceptible or collection through either legal action or traditional subrogation and

/  collection procedures.

27.4.2. The MCO shall be responsible for Reviewing claims for accident and trauma codes as
required under 42 C.F.R. §433.138 (e). The MCO shall specify the guideline used in
determining accident and trauma claims and establish a procedure to send the DHHS
Accident Questionnaire to Medicaid members, postage pre-paid, when such potential
claim is identified. The MCO shall instruct members to retum the Accident
Questionnaire to DHHS. The MCO shall provide the guidelines and procedures to
DHHS for review and approval. Any changes to procedures must be submitted to
DHHS at least thirty days for approval prior to implementation.

27.4.3. Due to potential time constraints involving accident and trauma cases and due to the
large dollar value of many claims which are potentially recoverable by DHHS, the
MCO must identify these cases before a settlement has been negotiated. Should
DHHS fail to identify and establish a claim prior to settlement.due to the MCO's
untimely submission of notice of legal involvement where the MCO has received
such notice, the amount of the actual loss of recovery shall be assessed against the
MCO. The actual loss of recovery shall not include the attorney's fees or other costs,
which would not have been retained by DHHS.

27.4.4. The MCO has the latter of eighteen (18) months from the date of service or twelve
(12) months from the date of payment of health-related insurance resources to initiate
recovery and may keep any funds that it collects. The MCO must indicate its intent to
recover on health-related insurance by providing to DHHS an electronic file of those
cases that will be pursued. The cases must be identified and a file provided to DHHS
by the MCO within thirty (30) days of the date of discovery of the resource.

27.4.5. The MCO is responsible for pursuing, collecting, and retaining recoveries of health-
related insurance resources where the liable party has improperly denied payment
based upon either lack of a Medically Necessary determination or lack of coverage.
The MCO is encouraged to develop and implement cost-effective procedures to
identify and pursue cases which are susceptible to collection through either legal
action or traditional subrogation and collection procedures.
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27.5. DHHS Post Payment Recovery Activity

27.5.1. DHHS retains the sole and exclusive right to investigate, pursue, collect and retain all
Other Resources, including accident and trauma. DHHS is assigned the MCO's
subrogation rights to collect the "Other Resources" covered by this provision. Any
correspondence or Inquiry forwarded to the MCO (by an attorney, provider of
service, insurance carrier, etc.) relating to a personal injury accident or trauma-related
medical service, or which in any way indicates that there is, or may be, legal
involvement regarding the Recipient and the services which were provided, must be
immediately forward to DHHS.

27.5.2. The MCO may neither unreasonably delay payment nor deny payment of Claims
because they involved an injury stemming from an accident such as a motor vehicle
accident, where the services are otherwise covered. Those funds recovered by DHHS
under the scope of these "Other Resources" shall be retained by DHHS.

27.5.3. DHHS may pursue, collect and retain recoveries of all health-related insurance cases;
provided, however, that if the MCO has not notified DHHS of its intent to pursue a
case identified for recovery before the latter of eighteen (18) months af^er the date of
service or twelve (12) months after the date of payment,' such cases not identified for
recovery by the MCO will become the sole and exclusive right of DHHS to pursue,
collect and retain. The MCO must notify DHHS through the prescribed electronic file
process of all outcomes for those cases identified for pursuit by the MCO.

27:5.4.--Should DHHS lose recovery rights to any Claim due to late or untimely filing of a
Claim with the liable third party, and the untimeliness in billing that specific Claim is
directly related to untimely submission of Encounter Data or additional records under
special request, or inappropriate denial of Claims for accidents or emergency care in
casualty related situations, the amount of the unrecoverable Claim shall be assessed
against the MCO.
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28. Gompliance with State and Federal Laws
28.1. General

28.1.1. The MCO, its subcontractors, and the providers with which they have Agreements
with, shall adhere to all applicable federal and State laws, including subsequent
revisions, whether or not included in this subsection [42 CFR 438.6; .42 CFR
438.100(a)(2); 42 CFR 438.100(d)].

28.1.2. The MCO shall ensure that safeguards at a minimum equal to federal safeguards (41
use 423, section 27) are in place, providing safeguards against conflict of interest
[§ 1923(d)(3) of the SSA; SMD letter 12/30/97].

28.1.3. The MCO shall comply with the following Federal and State Medicaid Statutes,
Regulations, and Policies:

28.1.3.1.Medicare: Title XVIII of the Social Security Act, as amended; 42 U.S.C.A.
§1395 et seq.;

28.1.3.2.Related rules: Title 42 Chapter IV;

28.1.3.3.Medicaid: Title XIX of the Social Security Act, as amended; 42 U.S.C.A.
§1396 et seq. (specific to managed care: §§ 1902(a)(4), 1903(m), 1905(t), and
1932 of the SSA);

28.1.3.4.Related rules: Title 42 Chapter IV (specific to managed care: 42 CFR § 438;
see also 431 and 435);

28.1.3.5.Children's Health Insurance Program (CHIP): Title XXI of the Social
Security Act, as amended; 42 U.S.C. 1397;

28.1.3.6.Regulalions promulgated thereunder: 42 CFR 457;

28.1.3.7.Regulations related to the operation of a waiver program under 1915c of the
Social Security Act, including: 42 CFR 430.25, 431.10, 43,1.200, 435.217,
435.726, 435.735, 440.180, 441.300-310, and 447.50-57;

28.1.3.8.Patient Protection and Affordable Care Act of 2010;

28.1.3.9.Health Care and Education Reconciliation Act of 2010, amending the Patient
Protection and Affordable Care;

28.1.3.10.State administrative rules and laws pertaining to transfers and discharges,
such as RSA 151:26;

28.1.3.1 I.American Recovery and Reinvestment Act; and
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28.1.3.12. Any waivers approved by the Centers for Medicare & Medicaid Services.

28.1.4. The MCO will not release and make public statements or press releases concerning
the'program without the prior consent of DHHS.

28.1.5. The MCO shall comply with the Health Insurance Portability & Accountability Act of
1996 (between the State and the MCO, as governed by 45 C.F.R. Section 164.504(e)).
Terms of the Agreement shall be considered binding upon execution of this
Agreement, shall remain in effect during the term of the Agreement including any
extensions, and its obligations shall survive the Agreement.

28.2. Non-Discrimination

28.2.1. The MCO shall require its providers and subcontractors to comply with the Civil
Rights Act of 1964 (42 U.S.C. § 2000d), Title DC of the Education Amendments of
1972 (regarding education programs and activities), the Age Discrimination Act of
1975,.the Rehabilitation Act of 1973, the regulations (45 C.F.R. Parts 80 & 84)
pursuant to that Act, and the provisions of Executive Order 11246, Equal
Opportunity, dated September 24, 1965, and all rules and regulations issued
thereunder, and any other laws, regulations, or orders which prohibit discrimination
on grounds of age, race, ethnicity, mental or physical disability, sexual or affection
orientation or preference, marital status, genetic information, source of payment, sex,
color, creed, religion, or national origin or ancestry.

28.2.2. ADA Compliance

28.2.2.1 .The MCO shall require its providers or subcontractors to comply with the
requirements of the Americans with Disabilities Act (ADA). In providing
health care benefits, the MCO shall not directly or indirectly, through
contractual, licensing, or other arrangements, discriminate against Medicaid
beneficiaries who are qualified disabled individuals covered by the provisions
of the ADA.

28.2.2.1.1. A "qualified individual with a disability" defined pursuant to 42 U.S.C.
§ 12131 is an individual with a disability who, with or without
reasonable modifications to rules, policies, or practices, the removal of
architectural, communication, or transportation barriers, or the
provision of auxiliary aids and services, meets the essential eligibility
requirements for the receipt of services or the participation in
programs or activities provided by a public entity (42 U.S.C. § 12131).
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28.2.2.2.The MCO shall submit to DHHS a written certification that it is conversant
with the requirements of the ADA, that it is in compliance with the law, and
that it has assessed its provider network and certifies that the providers meet
ADA requirements to the best of the MCO's knowledge. The MCO shall
survey its providers of their compliance with the ADA using a standard survey
document that will be developed by the State. Survey attestation shall be kept
on file by the MCO and shall be available for inspection by the DHHS. The
MCO warrants that it will hold the State harmless and indemnify the State
from any liability which may be imposed upon the" State as a result of any
failure of the MCO to be in compliance with the ADA. Where applicable, the
MCO shall abide by the provisions of Section 504 of the federal
Rehabilitation Act of 1973, as amended, 29 U.S.C. § 794, regarding access to
programs and facilities by people with disabilities.

28.2.2.3.The MCO shall have written policies and procedures that ensure compliance
with requirements of the Americans with Disabilities Act of 1990, and a
written plan to monitor compliance to determine the ADA requirements are
being met. The compliance plan shall be sufficient to determine the specific
actions that will be taken to remove existing barriers and/or to accommodate
the needs of members who are qualified individuals with a disability. The
compliance plan shall include the assurance of appropriate physical access to
obtain included benefits for all members who are qualified individuals with a
disability including, but not limited to, street level access or accessible ramp
into facilities; access to lavatory; and access to examination rooms.

28.2.2.4.The MCO shall forward to DHHS copies of all grievances alleging
discrimination against members because of race, color, creed, sex, religion,
age, national origin, ancestry, marital status, sexual or affectional orientation,
physical or mental disability for review and appropriate action within three (3)
business days of receipt by the MCO.'

28.2.3. Non-Discrimination in employment:

28.2.3.1 .The MCO shall not discriminate against any employee or applicant for
employment because of race, color, religion, sex, or national origin. The MCO
will take affirmative action to ensure that applicants are employed, and that
employees are treated during employment, without regard to their race, color,
religion, sex or national origin. 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 MCO
agrees to post in conspicuous places, available to employees and applicants

Page 194



New Hampshire Medicaid Care Management Contract — SFY2019

Exhibit A - Amendment #15

for employment, notices to be provided by the contracting officer setting forth
the provisions of this nondiscfimination clause.

28.2.3.2.The MCO will, in all solicitations or advertisements for employees placed by
or on behalf of the MCO, state that all qualified applicants will receive
consideration for employment without regard to race, color, religion, sex or
national origin.

28.2.3.3.The MCO will send to each labor union or representative of workers with
which he has a collective bargaining Agreement or other Agreement or
understanding, a notice, to be provided by the agency contracting officer,
advising the labor union or workers' representative of the MCO's
commitments under Section 202 of Executive Order No. 11246 of September
24, 1965, and shall post copies of the notice in conspicuous places available to
employees and applicants for employment.

28.2.3.4:The MCO will comply with all provisions of Executive Order No. 11246 of
Sept. 24, 1965, and of the rules, regulations, and relevant orders of the
Secretary of Labor.

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

28.2.3.6.In the event of the MCO's noncompliance with the nondiscriminalion clauses
of this Agreement or with any of such rules, regulations, or orders, this
Agreement may be cancelled, terminated or suspended in whole or in part and
the MCO may be declared ineligible for further Government contracts in
accordance with procedures authorized in Executive Order No. 11246 of Sept.
24, 1965, and such other sanctions may be imposed and remedies invoked as
provided in Executive Order No. 11246 of September 24, 1965, or by mle,
regulation, or order of the Secretary of Labor, or as otherwise provided by
law.

28.2.3.7.The MCO will include the provisions of paragraphs (1) through (7) 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, so that such provisions will be binding
upon each subcontractor or vendor. The MCO will take such action with
respect to any subcontract or purchase order as may be directed by the
Secretary of Labor as a means of enforcing such provisions including
sanctions for noncompliance: Provided, however, that in the event the MCO
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becomes involved in, or is threatened with, litigation with a subcontractor or
vendor as a result of such direction, the MCO may request the United States to
enter into such litigation to protect the interests of the United States.

28.2.4. Non-Discrimination in Enrollment

28.2.4.1.The MCO shall and shall require its providers and subcontractors to accept
assignment of an member and not discriminate against eligible members
because of race, color, creed, religion, ancestry, marital status, sexual
orientation, national origin, age, sex, physical or mental handicap in
accordance with Title VI of the Civil Rights Act of 1964, 42 U.S.C. § 2000d,
Section 504 of the Rehabilitation Act of 1973, 29 U.S.C. § 794, the Americans
withOisabilities Actof 1990(ADA),42 U.S.C. § 12131 and rules and
regulations promulgated pursuant thereto, or as otherwise provided by law or
regulation.

28.2.4.2.The MCO shall and shall require its providers and subcontractors to not
discriminate against eligible persons or members on the basis of their health or
mental health history, health or mental health status, their need for health care
services, amount payable to the MCO on the basis of the eligible person's
actuarial class, or pre-existing medical/health conditions.

28.2.5. Non-Discrimination with Respect to Providers

28.2.5.1.The MCO shall not discriminate with respect to participation,
reimbursement, or indemnification as to any provider who is acting within the
scope of the provider's license or certification under applicable State law,
solely on the basis pf-such'license or certification or against any provider that
serves high-risk populations or specializes in conditions that require costly
treatment. This paragraph shall not be construed to prohibit an organization
from including providers only to the extent necessary to meet the needs of the
organization's members, from establishing any measure designed to maintain
quality and control costs consistent with the responsibilities of the
organization, or use different reimbursement amounts for different specialties
or for different practitioners in the same specialty. If the MCO declines to
include individual or groups of providers in its network, it shall give the
affected providers written notice of the reason for the decision.

28.3. Changes in Law

28.3.1. The MCO shall implement appropriate system changes, as required by changes to
federal and state laws or regulations.
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29. Administrative Quality Assurance Standards
29.1. Claims Payment Standards

29.1.1. The MCO shall pay or deny ninety-five percent (95%) of clean claims within thirty
(30) days of receipt, or receipt of additional information [42 CFR 447.46; 42 CFR
447.45(d)(2), (d)(3), (d)(5), and (d)(6)].

29.1.2. The MCO shall pay interest on any clean claims that are not paid within thirty (30)
calendar days at the interest rate published in the Federal Register in January of each
year for the Medicare program.

29.1.3. The MCO shall pay or deny all claims within sixty (60) calendar days of receipt.

29.1.4. Additional information necessary to process incomplete claims shall be requested
from-the provider within thirty (30) days from the date of original claim receipt.

29.1.5. For purposes of this requirement, New Hampshire DHHS has adopted the claims
definitions established by CMS under the Medicare program, which are as follows:

29.1.5.1."clean" claim: a claim that does not have any defect, impropriety, lack of any
required substantiating documentation, or particular circumstance requiring
special treatment that prevents timely payment; and

29.1.5.2."incomplete" claim: a claim that is denied for the purpose of obtaining
additional information from the provider.

29.1.6. Claims payment timeliness shall be measured from the received date, which is the
date a paper claim is'received in the MCO's mailroom or an electronic claim is
submitted. The paid date is the date a payment check or electronic funds transfer is
issued to the service provider. The denied date is the date at which the MCO
determines that the submitted claim is not eligible for payment.

29.2. Quality Assurauce Program

29.2.1. The MCO shall maintain an internal program to routinely measure the accuracy of
claims processing for MClS and report results to DHHS on a monthly basis.

29.2.2. Monthly reporting shall be based on a review of a statistically valid sample of paid
and denied claims determined with a ninety-five percent (95%) confidence level, +/-
three percent (3%), assuming an error rate of three percent (3%) in the population of
managed care claims.

29.2.3. The MCO shall implement Corrective Action Plans to identify any issues and/or
errors identified during claim reviews and report resolution to DHHS.
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29.3. Claims Financial Accuracy

29.3.1. Claims financial accuracy measures the accuracy of dollars paid to providers. It is
measured by evaluating dollars overpaid and underpaid in relation to total paid
amounts taking into account the dollar stratification of claims. The MCO shall pay
ninety-nine percent (99%) of dollars accurately.

29.4. Claims Payment Accuracy

29.4.1. Claims payment accuracy measures the percentage of claims paid or denied correctly.
It is measured by dividing the number of claims paid/denied correctly by the total
claims reviewed. The MCO shall pay ninety-seven percent (97%) of claims
accurately.

29.5. Claims Processing Accuracy

29.5.1. Claims processing accuracy measures the percentage of claims that are accurately
processed'in their entirety from both a financial and non-financial perspective; i.e.,
claim was paid/denied correctly and all coding was correct, business procedures were
followed, etc. It is measured by dividing the total number of claims processed
correctly by the total number of claims reviewed. The MCO shall process ninety-five
percent (95%) of all claims correctly.
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30. Privacy and Security of Members
30.1. General Provisions

30.1.1. The MOO shall be in compliance with privacy policies established by governmental
agencies or by State or federal law.

30.1.2. The MCO shall provide sufficient security to protect the State and DHHS data in
network, transit, storage, and cache.

30.1.3. In addition to adhering to privacy and security requirements contained in other
applicable laws and stamies, the MCO shall execute as part of this Agreement a
Business Associates Agreement governing the permitted uses and disclosure and
security of Protected Health Information.

30.1.4. The MCO shall ensure that it uses and discloses individually identifiable health
information in accordance with HtPAA privacy requirements in 45 CFR parts 160
and 164, subparts A and E, to the extent that these requirements are applicable [42
CFR 438.224]; complies with federal statutes and regulations governing the privacy
of drug and alcohol abuse patient records (42 CFR, Part 2.33), and all applicable stale
statutes and regulations, including but not limited to: R.S.A. 167:30: protects the
confidentiality of all DHHS records with identifying medical information in them.

30.1.5. With the exception of submission to the Comprehensive Healthcare Information
.  System or other requirements of State or federal law, claims and member data on
New Hampshire Medicaid members may not be released to any party without the
express written consent of DHHS.

30.1.6. The MCO shall ensure that in the process of coordinating care, each member's
privacy is protected consistent with the confidentiality requirements in 45 CFR parts
160 and 164. 45 CFR Part 164 specifically describes the requirements regarding the
privacy of individually identifiable health information [42 CFR 438.208(b)].
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31. Finance

31.1. Financial Standards

31.1.1. In compliance with 42 CFR 438.116, the MCO shall maintain a minimum level of
capital as determined in accordance with New Hampshire Insurance Department
regulations, and any other relevant laws and regulations.

31.1.2. The MCO shall maintain a risk-based capital (RBC) ratio to meet or exceed the
NHID regulations, and any other relevant laws and regulations.

31.1.3. With the exception of payment of a claim for a medical product or service that was
provided to a member, and that is in accordance with a written Agreement with the
provider, the MCO may not pay money or transfer any assets for any reason to an
affiliate without prior approval from DHHS, if any of the following criteria apply:

31.1.3.1. RBC ratio was less than 2.0 for the most recent year filing, per R.S.A. 404-
F:14(IIl);and

31.1.3.2. MCO was not in compliance with the NHID solvency requirement.

31.1.4. The MCO shall notify DHHS within ten (10) calendar days when its Agreement with
an independent auditor or actuary has ended and seek approval of, and the name of
the replacement auditor or actuary, if any from DHHS.

31.1.5. The MCO shall maintain current assets, plus long-term investments that can be
converted to cash within seven (7) calendar days without incurring a penalty of more
than twenty percent (20%) that equal or exceed current liabilities.

31.1.6. The MCO shall not be responsible for DSH/GME (IME/DME) payments to hospitals.
DSH and GME amounts are not included in capitation payments.

31 .-1.7. The MCO shall submit data on the basis of which DHHS determines that the MCO
has made adequate provision against the risk of insolvency.

31.2. Capitation Payments

31.2.1. Preliminary capitation rates for non NHHPP members for the agreement period *
through June 30, 2019 are shown in Exhibit B. For each of the subsequent years of
the Agreement actuarially sound per member, per month capitated rates will be
calculated and certified by the DHHS's actuary.
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31.2.2. Capitation rates for NHHPP members are shown in Exhibit B and were determined as
part of Agreement negotiations, any best and final offer process, and the DHHS
actuary's soundness certification.

31.2.3. Capitation rate cell is determined as of the first day of the capitation month and does
not change during the entire month regardless of member changes (e.g., age).

31.2.4. DHHS will make a monthly payment to the MCO for each member enrolled in the
MCO's plan. Capitation payments shall only be made for Medicaid-eligible enrollees
and be retained by the MCOs for those enrollees. The capitation rates, as set forth in
Exhibit B, will be risk adjusted for purposes of this Agreement in an actuarially sound
manner on a quarterly basis as follows:

31.2.4.1 .The Chronic Illness and Disability Payment System and/or Medicaid Rx risk
adjuster (CDPS + Rx, Medicaid Rx) will be used to risk adjust MCO
capitation payments;

31.2.4.2. A risk score will be developed for members with six (6) months or more
months of Medicaid eligibility (either FFS or managed care) inclusive of
three (3) months of claims run out in the base experience period. For
members with less than six (6) months of eligibility, a score equal to the
average of those scored beneficiaries in each cohort will be used; and

31.2.4.3.The MCO risk score for a particular rate cell will equal the average risk
factor across ail beneficiaries that the MCO enrolls divided by the average
risk factor for the entire population enrolled in the Care Management
program. For rate cells with an opt-out provision, the MCO risk score will
equal the average risk factor across all beneficiaries that the MCO enrolls
divided by the average risk factor for the entire population that is eligible to
enroll in the Care Management program (FFS eligibles + MCO members).

31.2.4.4.[Intentionally left blank.]

31.2.5. DHHS reserves the right to terminate or implement the use of a risk adjustment,
process for specific eligibility categories or services if it is determined to be necessary
to do so to maintain actuarially sound rates.

31.2.6. The capitation payment for Medicaid Managed Care members will be made
retrospectively with a two (2) month delay. For example, a payment will be made
within five (5) business days of the first day in October 2012 for services provided in
July 2012.

31.2.7. Section 31.2.6 notwithstanding, capitation payments for NHHPP members will be
paid in the month of service.
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31.2.8. Capitation payment settlements will be made at three (3) month intervals. DHHS will
recover capitation payments made for deceased members, or members who were later
determined to be ineligible for Medicaid and/or for Medicaid managed care or need
rate cell or kick payment corrections. DHHS will pay MOO for retroactive member
assignments, corrections to kick payments, behavioral health certification level
correction or other rate assignment corrections.

31.2.9. Capitation payments for members who became ineligible for services in the middle of
the month will be prorated based on the number of days eligible in the month.

31.2.10. The MCO shall report to DHHS within sixty (60) calendar days upon identifying
any capitation or other payments in excess of amounts provided in this Agreement
[42 CFR 438.608(c)(3)].

31.2.11. For each live birth, DHHS will make a one-time maternity kick payment to the
MCO with whom the mother is enrolled on the date of birth. This payment is a global
fee to cover all maternity expenses, including ail delivery and postpaitum care. In the
event of a multiple birth DHHS will only make only one maternity kick payment. A
live birth is defined in accordance with NH Vital Records reporting requirements for
live births as specified in RSA 5-C.

31.2.12.For each live birth, DHHS will make a one-time newborn kick payment to the MCO
with whom the mother is enrolled on the date of birth. This payment is a global fee to
cover all newbom expenses incurred in the first two (2) full or partial calendar
months of life, including all hospital, professional, pharmacy, and other services. For
example, the newbom kick payment will cover all services provided in July 2012 and
August 2012 for a baby bom any time in July 2012. Enrolled babies will be covered
under the MCO capitated rates thereafter. For each live birth, for Fiscal Year 2019,
the newbom kick payment will be made for both newboms with and without
Neonatal Abstinence Syndrome. Each type of payment is distinct and only one
payment is made per newbom.

3r.2.13.The MCO shall submit information on maternity and newbom events to DHHS. The
MCO shall follow written policies and procedures, as developed by DHHS, for
receiving, processing and reconciling maternity and newbom payments.

31.2.14.

31.2.15.DHHS will inform the MCO of any required program revisions or additions in a
timely manner. DHHS may adjust the rates to reflect these changes as necessary to
maintain actuarial soundness.

31.2.16. When requested by DHHS, the MCO shall submit base data to DHHS to ensure
actuarial soundness in development of the capitated rates.
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31.2.17. The MCO's Chief Financial Officer shall submit and concurrently certify to the best
of his or her information, knowledge, and belief that all data and information
described in 42 CFR 438.604(a), which DHHS uses to determine the capitated rates,
is accurate [42 CFR 438.606].

31.2.18.In the event an enrolled Medicaid member was previously admitted as a hospital
inpatient and is receiving continued inpatient hospital services on the first day of
coverage with the MCO, the MCO shall receive flill capitation payment for that
member. The entity responsible for coverage of the member at the time of admission
as an inpatient, i.e. either DHHS or another MCO, shall be fully responsible for all
inpatient care services and all related services authorized while the member was an
inpatient until the day of discharge from the hospital.

31.2.19.Paymenl for behavioral health rate cells shall be determined based on a member's
CMHC behavioral certification level and a member having had an encounter at a
CMHC in the last 6 months. Changes in the certification level for a member shall be
reflected as of the first of each month and does not change during the month.

31.2.20. The SFY 2019 MCM Capitation rates include directed payments of $5 million to the
CMHCs across all programs and populations, pending approval by CMS, to ensure
timely'access to high-quality care. MCOs are required to pay these amounts directly
to the Community Mental Health Centers (CMHCs) according to criteria defined by
the Department and approved by CMS. The directed payments will be based on the
utilization and delivery of services for Medicaid beneficiaries that receive
Community Mental Health Program services delivered at CMHCs, regardless of the
basis of their eligibility for Medicaid (i.e., services delivered to members identified as
SPMI, SMI, low utilizer and SED children). These amounts are to be paid directly to
the providers by the MCOs and do not include additional allowance for administrative
expense or risk margin. The Department reserves the. right to modify the Exhibit 0
to support any CMS required reporting related to directed payment.

31.2.21.Unless MCOs are exempted, through legislation or otherwise, from having to make
payments to the New Hampshire Insurance Administrative Fund (Fund) pursuant to
R.S.A. 400-A:39, DHHS shall reimburse MCO for MCO's annual payment to the
Fund on a supplemental basis within 30 days following receipt of invoice from the
MCO and verification of payment by the NH Insurance Department.

31.2.22.For any member with claims exceeding five hundred thousand dollars ($500,000) for
the fiscal year, after applying any third party insurance off set, DHHS will reimburse
fifty percent (50%) of the amount over five hundred thousand dollars ($500,000) after
all claims have been recalculated based on the DHHS fee schedule for the services.
For a member whose services may be projected to exceed five hundred thousand
dollars ($500,000) in MCO claims, the MCO shall advise DHHS. Prior approval
from the Medicaid Director is required for subsequent services provided to the
member.
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31.3. Medicaid Loss Ratio

31.3.1. The MCO shall determine the Medicaid Loss Ratio ("MLR") experienced in
accordance with 42 CFR 438.8.

31.3.2. The MCO shall submit MLR summary reports quarterly to DHHS, which shall
include all information required by 42 CFR 438.8(k) within nine (9) months of the
end of the MLR reporting year. Specifically, the MCO shall provide separate
summary reports for NHHPP Medically Frail, NHHPP Transitional, and for the
Medicaid Care Management Program. The MCO must attest to the accuracy of the
summary reports and calculation of the MLR when submitting its MLR summary
reports to DHHS. Such summary reports shall be based on a template provided and
developed by DHHS within sixty (60) days of the effective date of this Agreement.

31.3.3. The MCO and its subcontractors (as applicable) shall retain MLR reports for a period
of no less than ten (10) years.

31.4. NHHPP Risk Protection Structure

31.4.1. DHHS will implement risk adjustment and risk corridors for the NHHPP Medically
Frail and NHHPP Transitional populations.

31.4.1.1 .Risk adjustment - (MCO Revenue Reallocation) - Similar to the risk
adjustment process for the current Medicaid Step 1 population under the
MCM program, risk adjustment will shift revenue from MCOs with lower
acuity populations to MCOs with higher acuity populations. The-risk
adjustment component will only apply to the NHHPP Medically Frail
population. The risk adjustment process is revenue neutral. The NHHPP
Transitional population is expected to have very short enrollment duration
and therefore will not be risk adjusted.

31.4.2. Risk adjustment - Methodology - Acuity will be measured using the CDPS+Rx, a
diagnosis and pharmacy based risk adjuster that will also be used for the current
Medicaid population. Key differences in the risk adjustment process for the NHHPP
Medically Frail population include:

31.4.2.1.DHHS will use concurrent risk adjustment for the NHHPP Medically Frail
population. DHHS will use SFY 2019 claims and the standard CDPS+Rx

' concurrent risk weights to estimate SFY 2019 acuity (as opposed to
prospective models that use a prior year's claims to estimMe current
acuity).

31.4.2.2.Risk adjustment transfer payments will be made as part of the contract period
settlement, not as prospective payments.
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31.4.3. Risk corridors - DHHS will establish a target medical loss ratio (MLR) of 89.3%
based on NHHPP pricing assumptions and perform a separate calculation for the
NHHPP Medically Frail and NHHPP Transitional populations:

31.4.3.1 .Administrative and margin allowance of 8.9% of the capitation rate prior to
state premium tax.

31.4.3.2.New Hampshire state premium tax of 2%.

31.4.3.3.DHHS and each MCO will share the financial risk of actual results that are
above or below the MLR target as shown in the table below:

iNew Hampshire Deparimeiit of lleallli and Human Services
Ne» Hampshire Health Prutection Pr«)}»ram i'opiilatioii

Risk Corridor l*n»ttram

Actual MLR Compared to Target MLR MCO Share DHHS Share
>3% below 10% 90%
1%-3% below 50%
1% below -1% above 100% 0%
1%-3% above 50% 50%
>3% above IQo/^ ^qo/^

31.4.3.4.The NHHPP Medically Frail risk corridor calculation will be applied after
the risk adjustment calculation.

31.4.4. For SFY 2019, risk protection settlement will occur after the SFY 2019 NHHPP
contract period has ended and enough time has passed to collect and validate MCO
encounter data and financial data. DHHS will implement the following schedule for
the final risk protection settlement:

31.4.4.1. June 30, 2019: End of NHHPP contract period

31.4.4.2. December 31, 2019: Cutoff date for encounter data to be used in the risk
protection settlement calculations (SFY 2018 dates of service paid through
December 31, 2018)

31.4.4.3. January 31, 2020: Deadline for MCOs to provide encounter data and
supporting fmancial data to validate the accuracy of the encounter data

31.4.4.4. April 30, 2020: DHHS releases settlement payment report to MCOs

31.4.4.5. May 31, 2020: DHHS makes / receives final settlement payments to / from
MCOs
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31.4.5. For SFY 2018, risk protection settlement will occur after the SFY 2018 NHHPP
contract period has ended and enough time has passed to collect and validate MCO
encounter data and financial data. DHHS will implement the following schedule for
the final risk protection settlement:

31.4.5. I.June 30, 2018: End of NHHPP contract period

31.4.5.2.December 31, 2018: Cutoff date for encounter data to be used in the risk
protection settlement calculations (SFY 2018 dates of service paid through
December 31, 2018) .

31.4.5.3.January 31, 2019: Deadline for MCOs to provide encounter data and
supporting financial data to validate the accuracy of the encounter data

31.4.5.4.April 30, 2019: DHHS releases settlement payment report to MCOs

31.4.5.5.May 31, 2019: DHHS makes / receives final settlement payments to / from
MCOs

31.4.6. For SFY 2017, risk protection settlement will occur after the SFY 2017 NHHPP
contract period has ended and enough time has passed to collect and validate MCO
encounter data and financial data. DHHS will implement the following schedule for
the final risk protection settlement:

31.4.6.1.June 30, 2017: End of NHHPP contract period

31.4.6.2.December 31, 2017: Cutoff date for encounter data to be used in the risk
protection settlement calculations (SFY 2017 dates of service paid through
December 31, 2017)

31.4.6.3.January 31, 2018: Deadline for MCOs to provide encounter data and
supporting financial data to validate the accuracy of the encounter data

31.4.6.4.April 30, 2018: DHHS releases settlement payment report to MCOs

31.4.6.5.May 31, 2018 DHHS makes / receives final settlement payments to / from
MCOs

31.4.7. For SFY 2016, risk protection settlement will occur after the SFY 2016 NHHPP
contract period has ended and enough time has passed to collect and validate MCO
encounter data and financial data. DHHS will implement the following schedule for
the final risk protection settlement:

31.4.7.1 .June 30, 2016: End of NHHPP contract period
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31.4.7.2. December 31, 2016: Cutoff date for encounter data to be used in the risk
protection settlement calculations (January 2016 - June 2016 dates of
service paid through December 31,2016)

31.4.7.3. January 31, 2017: Deadline for MCOs to provide encounter data and
supporting financial data to validate the accuracy of the encounter data

31.4.7.4.April 30, 2017: DHHS releases settlement payment report to MCOs

31.4.7.5.May 31, 2017: DHHS makes / receives final settlement payments to / from
MCOs

31.4.8. For September 2014 - December 2015 risk protection settlement:

31.4.8.1.August 31, 2016: DHHS intends to release settlement payment report to
MCOs

31.4.8.2.September 30, 2017: DHHS intends to make / receive final settlement
payments to / from MCOs.

31.5. Financial Responsibility for Dual-Eligibles

31.5.1. The MCO shall pay any Medicare coinsurance and deductible amount up to what
New Hampshire Medicaid would have paid for that service, whether or not the
Medicare provider is included in the MCO's provider network. These payments are
included in the calculated capitation payment.

31.6. Premium Payments

31.6.1. DHHS is responsible for collection of any premium payments from members. If the
MCO inadvertently receives premium payments from members, it shall inform the
member and forward the payment to DHHS.

31.7. Sanctions

31.7.1. If the MCO fails to comply with the financial requirements in Section 31, DHHS may
take any or all of the following actions:

31.7.1.1. Require the MCO to submit and implement a Corrective Action Plan

31.7.1.2. Suspend enrollment of members to the MCO after the effective date of
sanction

31.7.1.3. Terminate the Agreement upon forty-five (45) calendar days written notice

31.7.1.4. Apply liquidated damages according to Section 34
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31.8. Medical Cost Accruals

31.8.1. The MCO shall establish and maintain an actuarially sound process to estimate
Incurred But Not Reported (IBNR) claims.

31.9. Audits

31.9.1. The MCO shall allow DHHS and/or the NHID to inspect and audit any of the
financial records of the MCO and its subcontractors. There shall be no restrictions on
the right of the State or federal government to conduct whatever inspections and
audits are necessary to assure quality, appropriateness or tirheliness of services and
reasonableness of their costs [42 CFR 438.6(g), SMM 2087.7; 42 CFR 434.6(a)(5)].

31.9.2. The MCO shall file annual and interim financial statements in accordance with the
standards set forth below. This Section 31.9.2 will supersede any conflicting
requirements in Exhibit C of this Agreement.

31.9.3. Within one hundred and eighty (180) calendar days or other mutually agreed upon
date following the end of each calendar year during this Agreement, the MCO shall
file, in the form and content prescribed by the National Association of Insurance
Commissioners ("NAIC"), annual audited financial statements that have been audited
by an independent Certified Public Accountant. Financial statements shall be
submitted in either paper format or electronic format, provided that all electronic
submissions shall be in PDF format or another read-only format that maintains the
documents' security and integrity.

31.9.4. The MCO shall also file, within seventy-five (75) calendar days following the end of
each calendar year, certified copies of the annual statement and reports as prescribed
and adopted by the Insurance Department.

31.9.5. The MCO shall file within sixty (60) calendar days following the end of each
calendar quarter, quarterly financial reports in form and content as prescribed by the
NAIC.

31.10.Member Liability

31.10.1 .The MCO shall not hold its Medicaid members liable for;

31.10.1.1. The MCO's debts, in the event of the MCO's insolvency [42 CFR
438.116(a); SMM 2086.6];

31.10.1.2. The covered services provided to the member, for which the State does not
pay the MCO;
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I

31.10.1.3. The covered services provided to the member, for which the State, or the
MCO does not pay the individual or health care provider that ftimishes the
services under a contractual, referral, or other arrangement; or

31.10.1.4. Payments for covered services fumished under an Agreement, referral, or
other arrangement, to the extent that those payments are in excess of the
amount that the member would owe if the MCO provided those services
directly [§ 1932(b)(6) of the SSA; 42 CFR 438.106(a), (b) and (c); 42 CFR
438.6(1); 42 CFR 438.230; 42 CFR 438.204(a); SMD letter 12/30/97].

31.10.2.Subcontractors and referral providers may not bill members any amount greater than
would be owed if the entity provided the services directly [§ 1932(b)(6) of the SSA;
42 CFR 438.106(c); 42 CFR 438.3(k); 42 CFR 438.230; 42 CFR 438.204(a); SMD
letter 12/30/97].

31.10.3.The MCO shall cover continuation of services to members for duration of period for
which payment has been made, as well as for inpatient admissions up until discharge
during insolvency [SMM 2086.6B].

31.11.Denial of Payment

31.11.1 .Payments provided for under the Agreement will be denied for new members when,
and for so long as, payment for those members is denied by CMS in accordance with
the requirements in [§1903(m)(5)(B)(ii) ofthe SSA; 42 CFR 438.726(b); 42 CFR
438.730(e)].

31.12.Federal Matching Funds

31.12.1 .Federal matching funds are not available for amounts expended for providers
excluded by Medicare, Medicaid, or Children's Health Insurance Program (CHIP),
except for emergency services [42 CFR 431.55(h) and 42 CFR 438.808; 1128(b)(8)
and §1903(i)(2) ofthe SSA; SMD letter 12/30/97], Payments made to such providers
are subject to recoupment from the MCO by DHHS.

31.13.Health Insurance Providers Fee

31.13.1.Section 9010 of the Patient Protection and Affordable Care Act Pub. L. No. 111-148
(124 Stat. 119 (2010)), as amended by Section 10905 of PPACA, and as further
amended by Section 1406 of the Health Care and Education Reconciliation Act of
2010, Pub. L. No. 111-152 (124 Stat. 1029 (2010)) imposed an annual fee on health
insurance providers beginning in 2014 ("Annual Fee"). Contractor is responsible for a
percentage of the Annual Fee for all health insurance providers as determined by the
ratio of Contractor's net written premiums for the preceding year compared to the
total net written premiums of all entities subject to the Annual Fee for the same year.
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31.13.1.1.To the extent such fees exist:

31.13.1.1.1 .The State shall reimburse the Contractor for the amount of the Annual
Fee specifically allocable to the premiums paid during this Contract
Term for each calendar year or part thereof, including,an adjustment
for the full impact of the non-deductibility of the Annual Fee for
Federal and state tax purposes, including income and excise taxes
("Contractor's Adjusted Fee"). The Contractor's Adjusted Fee shall be
determined based on the final notification of the Annual Fee amount
Contractor or Contractor's parent receives from the United States
Internal Revenue Service. The State will provide reimbursement no
later than 120 days following its review and acceptance of the
Contractor's Adjusted Fee.

31.13.1.1.2. To claim reimbursement for the Contractor's Adjusted Fee, the
Contractor must submit a certified copy of its fiill Annual Fee
assessment within 60 days of receipt, together with the allocation of
the Annual Fee attributable specifically to its premiums under this
Contract.'The Contractor must also submit the calculated adjustment
for the impact of non-deductibility of the Annual Fee attributable
specifically to its premiums, and any other data deemed necessary by
the State to validate the reimbursement amount. These materials shall
be submitted under the signatures of either its Financial Officer or
Executive leadership (e.g., President, Chief Executive Officer,
Executive Director), certifying the accuracy, truthfulness and
completeness of the data provided.

Questions regarding payment(s) should be addressed to:

Attn: Medicaid Finance Director

New Hampshire Medicaid Managed Care Program

129 Pleasant Street

Concord, NH 03304
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32. Termination

32.1. Transition Assistance

32.1.1. Upon receipt of notice of termination of this Agreement by DHHS, the MCO shall
provide any transition assistance reasonably necessary to enable DHHS or its
designee to effectively close out this Agreement and move the work to another
vendor or to perform the work itself.

32.1.1.1. Transition Plan

32.1.1.1.1. MCO must prepare a Transition Plan which is acceptable to and
approved by DHHS to be implemented between receipf'of notice and
the termination date.

32.1.1.2. Data

32.1.1.2.1. The MCO shall be responsible for the provision of necessary
information and records, whether a part of the MCIS or compiled
and/or stored elsewhere, including, but not limited to, encounter data,
to DHHS and/or its designee during the closeout period to ensure a
smooth transition of responsibility. DHHS and/or its designee shall
define the information required during this period and the time frames
for submission.

32.1.1.2.2. All data and information provided by the MCO shall be accompanied
by letters, signed by the responsible authority, certifying to the
accuracy and completeness of the materials supplied. The MCO shall
transmit the information and records required within the time frames
required by DHHS. DHHS shall have the right, in its sole discretion, to
require updates to these data at regular intervals.

32.2. Service Authorization

32.2.1. Effective fourteen (14) calendar days prior to the last day of the closeout period, the
MCO shall work cooperatively with DHHS and/or its designee to process service
authorization requests received. Disputes between the MCO and DHHS and/or its
designee regarding service authorizations shall be resolved by DHHS.

32.2.2. The,MCO shall give notice on the date that the timeframes expire when service
authorization decisions not reached within the timeframes for either standard or
expedited service authorizations. Untimely service authorizations constitute a denial
and are thus adverse actions [42 CFR 438.404(c)(5)].
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32.3. Claims Responsibilities

32.3.1. The MCO shall be fully responsible for all inpatient care services and all related
services authorized while the member was an inpatient until the day of discharge
from the hospital.

32.3.2. The MCO shall be fmancially responsible for all other approved services when the
service is provided on or before the last day of the closeout period or if the service is
provided through the date of discharge.

32.4. Tefmiiiatioii for Cause

32.4.1. DHHS shall have the right to terminate this Agreement, without liability to the State,
in whole or in part if the MCO [42 CFR 438.610(c)(3); 42 CFR 434.6(a)(6)]:

32.4.1.1. Takes any action or fails to prevent an action that threatens the health,
safety or welfare of any member, including significant marketing abuses;

32.4.1.2. Takes any action that threatens the fiscal integrity of the Medicaid
program;

32.4.1.3. Has its certification suspended or revoked by any federal agency and/or is
federally debarred or excluded from federal procurement and/or non-
procuremerit Agreement;

32.4.1.4. Materially breaches this Agreement or fails to comply with any term or
condition of this Agreement that is not cured within twenty (20) business
days of DHHS' notice and written request for compliance;

32.4.1.5. Violates state or federal law or regulation;

32.4.1.6. Fails to carry out the substantive terms of this Agreement that is not cured
within twenty (20) business days of DHHS's notice and written request for
compliance;

32.4.1.7. Becomes insolvent;

32.4.1.8.Fails to meet applicable requirements in sections §1932, §1903 (m) and
§l905(t) of the SSA [42 CFR 438.708], In the event of a termination by
DHHS pursuant to 42 CFR 438.708, DHHS shall provide the MCO with a
pre-termination hearing in accordance with 42 CFR 438.710;

32.4.1.9. Received a "going concem" finding in an annual financial report or
indications that creditors are unwilling or unable to continue to provide
goods, services or financing or any other indication of insolvency; or
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32.4.1.10. Brings a proceeding voluntarily, or has a proceeding brought against it
involuntarily, under the Bankruptcy Act.

32.4.1.11. Fails to correct significant failures in carrying out the substantive terms of
this Agreement that is not cured within twenty (20) business days of
DHHS's notice and written request for compliance.

32.4.2. If DHHS terminates this Agreement for cause, the MCO shall be responsible to
DHHS for all reasonable costs incurred by DHHS, the State of New Hampshire, or
any of its administrative agencies to replace the MCO. These costs include, but are
not limited to, the costs of procuring a substitute vendor and the cost of any claim or
litigation that is reasonable attributable to the MCO's failure to perform any service
in accordance with the terms of this Agreement.

32.5. Termination for Other Reasons

32.5.1. Either party may terminate this Agreement upon a breach by a party of any material
duty or obligation hereunder which breach continues unremedied for sixty (60)
calendar days after written notice thereof by the other party.

32.5.2. In the event the MCO gives written notice that it does not accept the actuarially sound
capitation rates established by DHHS for Year 2 or later of the program, the MCO
and DHHS will have thirty (30) days from the date of such notice or thirty (30)
calendar days from the expiration of the rates indicated in Exhibit B, whichever
comes later, to attempt to resolve the matter without terminating the agreement. If no
resolution is reached in the above thirty (30) calendar days period, then the contract '
will terminate ninety (90) calendar days thereafter, or at the time that all members
have been disenrolled from the MCO's plan, whichever date is earlier. In the event of
such termination, the MCO shall accept the lesser of the most recently agreed to
capitation rates or the new annual capitation rate for each rating category as payment
in full for Covered Services and all other services required under this Agreement
delivered to Members until all Members have been disenrolled from the MCO's plan
consistent with any mutually agreed upon transition plans to protect Members.

32.6. Final Obligations

32.6.1. DHHS may withhold payments to the MCO, to the reasonable extent it deems
necessary, to ensure that all final financial obligations of the MCO have been
satisfied. Amounts due to MCO for unpaid premiums, risk settlement, ABA therapies,
High Dollar Stop Loss, shall be paid to MCO within one year of date of termination.

3^.7. Survival of Terms

32.7.1. Termination or expiration of this Contract for any reason will not release either Party
from any liabilities or obligations set forth in this Contract that:

Page 213



New Hampshire Medicaid Care Management Contract — SFY2019

Exhibit A - Amendment #15

32.7.1.1. The Parties have expressly agreed shall survive any such termination or
expiration; or

32.7.1.2. Arose prior to the effective date of termination and remain to be performed or
by their nature would be intended to be applicable following any such termination or
expiration.

32.8. Notice of Hearing

32.8.1. Except because of change in circumstances or in the event DHHS terminates this
Agreement pursuant to subsections (1), (2), (3) or (10 of Section 32.3.1, DHHS shall
give the MCO ninety (90) days advance, written notice of termination of this
Agreement and shall provide the MCO with an opportunity to protest said termination
and/or request an informal hearing in accordance with 42 CFR 438.710. This notice
shall specify the applicable provisions of this Agreement and the effective date of
termination, which shall not be less than will permit an orderly disenrollment of
members to the Medicaid FFS program or transfer to another MCO.
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33. Agreement Closeout
33.1. Period

33.1.1. A closeout period shall begin one-hundred twenty (120) calendar days prior to the last
day the MCO is responsible for coverage of specific beneficiary groups or operating
under this Agreement. During the closeout period, the MCO shall work cooperatively
with, and supply program information to, any subsequent MCO and DHHS. Both the
program information and the working relationships between the two MCOs shall be
defined by DHHS.

33.2. Data

33.2.1. The MCO shall be responsible for the provision of necessary information and records,
whether a part of the MCIS or compiled and/or stored elsewhere, including, but not
limited to, encounter data, to the new MCO and/or DHHS during the closeout period
to ensure a smooth transition of responsibility. The new MCO and/or DHHS shall
define the information required during this period and the time frames for submission.

33.2.2. All data and information provided by the MCO shall be accompanied by letters,
signed by the responsible authority, certifying to the accuracy and completeness of
the materials supplied. The MCO shall transmit the information and records required
under this Article within the time frames required by DHHS. DHHS shall have the
right, in its sole discretion, to require updates to these data at regular intervals.

33.2.3. The MCO shall be responsible for continued submission of data to the-
Comprehensive Healthcare Information System during and after the transition in
accordance with NHID regulations.

33.3. Service Aiitliorizations

33.3.1. Effective fourteen (14) calendar days prior to the last day of the closeout period, the
MCO shall work cooperatively with the new MCO to process service authorization
requests received. Disputes between the MCO and the new MCO regarding service
authorizations shall be resolved by DHHS.

33.3.2. The MCO shall give notice on the date that the timeframes expire when service
authorization decisions not reached within the timeframes for either standard or
expedited service authorizations. Untimely service authorizations constitute a denial
and are thus adverse actions [42 CFR 438.404(c)(5)].

33.4. Claims Responsibilities

33.4.1. The MCO shall be fully responsible for all inpatient care services and all related
, services authorized while the member was an inpatient until the day of discharge
from the hospital.
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33.4.2. The MCO shall be financially responsible for all other approved services when the
service is provided on or before the last day of the closeout period or if the service is
provided through the date of discharge.
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34. Remedies

34.1. Reservation of Rights and Remedies

34.1.1. A material default or breach in this Agreement will cause irreparable injury to DHHS.
In the event of any claim for default or breach of this Agreement, no provision of this
Agreement shall be construed, expressly or by implication, as a waiver by the State of
New Hampshire to any existing or future right or remedy available by law. Failure of
the State of New Hampshire to insist upon the strict performance of any term or
condition of this Agreement or to exercise or delay the exercise of any right or
remedy provided in the Agreement or by law, or the acceptance of (or payment for)
materials, equipment or services, shall not release the MCO from any responsibilities
or obligations imposed by this Agreement or by law, and shall not be deemed a
waiver of any right of the State of New Hampshire to insist upon the strict
performance of this Agreement. In addition to any other remedies that may be
available for default or breach of the Agreement, in equity or otherwise, DHHS may
seek injunctive relief against any threatened or actual breach of this Agreement
without the necessity of proving actual damages. DHHS reserves the right to recover
any or all administrative costs incurred in the performance of this Agreement during
or as a result of any threatened or actual breach.

34.2. Liquidated Damages

34.2.1. DHHS and the MCO agree that it will be extremely impracticable and difficult to
determine actual damages that DHHS will sustain in the event the MCO fails to
maintain the required performance standards indicated below throughout the life of
this Agreement. Any breach by the MCO will delay and disrupt DHHS's operations
and obligations and lead to significant damages. Therefore, the parties agree that the
liquidated damages as specified in the sections below are reasonable. ̂

34.2.2. Assessment of liquidated damages shall be in addition to, not in lieu of, such other
remedies as may be available to DHHS. Except and to the extent expressly provided
herein, DHHS shall be entitled to recover liquidated damages cumulatively under
each section applicable to any given incident.

34.2.3. DHHS shall make all assessments of liquidated damages. Should DHHS determine
that liquidated damages may, or will be assessed, DHHS shall notify the MCO as
specified in Section 34.10 of this Agreement.

34.2.4. The MCO shall submit a written Corrective Action Plan to DHHS, within five
business days of notification, for review and approval prior to implementation of
corrective action.
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34.2.5. The MCO agrees that as determined by DHHS, failure to provide services meeting
the performance standards below will result in liquidated damages as specified. The
MCO agrees to abide by the Performance Standards and Liquidated Damages
specified, provided that DHHS has given the MCO data required to meet performance
standards in a timely manner. DHHS's decision to assess liquidated damages must be
reasonable, based in fact and made in good faith.

34.2.6. The remedies specified in this Section shall apply until the failure is cured or a
resulting dispute is resolved in the MCO's favor.

34.2.7. Liquidated damages may be assessed for each day, incidence or occurrence, as
applicable, of a violation or failure.

34.2.8. The amount of liquidated damages assessed by DHHS to the MCO shall not exceed
three percent (3%) of total expected yearly capitated payments, based on average -
annual membership from start date, for the MCO.

34.2.9. Liquidated damages related to timely processing of membership, claims and
or/encounters shall be waived until such time as DHHS's file transfer systems and
processes are operational.

34.3. Category I

34.3.1. Liquidated damages up to $ 100,000 per violation or failure may be imposed for
Category 1 events. Category 1 events are monitored by DHHS to determine
compliance and shall include and constitute the following:

34.3.1.1. Acts that discriminate among Members on the basis oftheir health status or
need for health care services. This includes termination of enrollment or
refusal to re-enroll an enrollee, except as permitted under law or under this
Agreement, or any practice that would reasonably be expected to
discourage enrollment by an enrollee whose medical condition or history
indicates probable need for substantial future medical services [42 CFR
700(b)(3) and'42 CFR 704(b)(2)].

34.3.1.2. A determination by DHHS that a recipient was not enrolled because of a
discriminatory practice; $ 15,000 for each recipient subject to the $ 100,000
overall limit in 42 CFR 704(b)(2).

34.3.1.3.A determination by DHHS that a member found eligible for CFI services
was relocated to a Nursing Facility due to MCO's failure to arrange for
adequate in-home services in compliance with this Agreement and He-
E801.09.
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34.3.1.4. Misrepresentations of actions or falsifications of information furnished to
CMS or the State.

34.3.1.5. Failure to comply with material requirements in this Agreement.

34.3.1.6. [Intentionally left blank.]

34.3.1.7. Failure to meet the Administrative Quality Assurance Standards specified
in Section 29 of this Agreement.

34.3.1.8. Failure of the MCO to assume full operation of its duties under this
Agreement in accordance with the implementation and transition
timeframes specified herein.

34.4. Category 2

34.4.1. Liquidated damages up to $25,000 per violation or failure may be imposed for
Category 2 events. Category 2 events are monitored by DHHS to determine
compliance and shall include and constitute the following:

34.4.1.1. Misrepresentation or falsification of information furnished to a member,
potential.member, or health care provider.

34.4.1.2. Distribution, directly, or indirectly, through any agent or independent
MCO, marketing materials that have not been approved by the State or that
contain false or materially misleading information.

34.4.1.3. Violation ofany other applicable requirements of section 1903(m)or 1932
of the Social Security Act and any implementing regulations.

34.4.1.4. Imposition of premiums or charges on members that are in excess of the
premiums or charges permitted under the Medicaid program; a maximum
of $25,000 or double the amount of the charges, whichever is greater. The
State will deduct the amount of the overcharge and return it to the affected
member.

34.4.1.5. Failure to resolve member Appeals and Grievances within the timefi*ames
specified in Section 19 of this Agreement.

34.4:1.6. Failure to ensure client confidentiality in accordance with 42 CFR 166 and
45 CFR 164; an incident of non-compliance shall be assessed as per
member and/or per HIPAA regulatory violation. '

34.4.1.7. Violation of a subcontracting requirement in this Agreement.
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34.4.1.8.Failure to provide medically necessary services that the MCO is required to
provide under law, or under this Agreement, to a member covered under
this Agreement.

34.5. Category 3

34.5.1. Liquidated damages up to $10,000 per violation or failure may be imposed for
Category 3 events. Category 3 events are monitored by DHHS to determine
compliance and shall include and constitute the following:

34.5.1.1. Late, inaccurate, or incomplete turnover or termination deliverables.

34.6. Category 4

34.6.1. Liquidated damages up to $5,000 per violation or failure may be imposed for
Category 4 events. Category 4 events are monitored by DHHS to determine
compliance and shall include and constitute the following:

34.6.1.1. Failure to meet staffing requirements as specified in Section 6.

34.6.1.2. Failure to submit reports not otherwise addressed in this Section within the
required timeframes.

34.7. Category 5

34.7.1. Liquidated damages as specified below may be imposed for Category 5 events.
Category 5 events are monitored by DHHS to determine compliance and.shall include
and constitute the following:

34.7.1.1. Failure to provide a sufficient number of providers in order to ensure
member access to all covered services and to meet the geographic access
standards and timely access to service delivery specified in this Agreement:

34.7.1.1.1. $ 1,000 per day per occurrence until correction of the failure or
approval by DHHS of a Corrective Action Plan;

34.7.1.1.2. $100,000 per day for failure to meet the requirements of the approved
Corrective Action Plan.

34.7.1.2. Failure to submit readable, valid health care data derived from Claims,
Pharmacy or Encounter data in the required form or format, and timeframes
required by the terms of this Agreement:

34.7.1.2.1. $5,000 for each day the submission is late;

34.7.1.2.2. for submissions more than thirty (30) calendar days late, DHHS
reserves the right to withhold five percent (5%) of the aggregate
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capitation payments made to the MCO in that month until such time as
the required submission is made."

34.7.1.3. Failure to implement the Disaster Recovery Plan (DRP):
'** • / '

34.7.1.3.1. Implementation of the DRP exceeds the proposed time by two (2) or
less Calendar Days: five thousand dollars ($5,000) per day up to day 2.

34.7.1.3.2. Implementation of the DRP exceeds the proposed time by more than
two (2) and up to five (5) Calendar Days: ten thousand dollars
($ 10,000) per day beginning with day 3 and up to day 5.

34.7.1.3.3. Implementation of the DRP exceeds the proposed time by more than
five (5) and up to ten (10) Calendar Days: twenty five thousand dollars
($25,000) per day beginning with day 6 and up to day 10.

34.7.1.3.4. Implementation of the DRP exceeds the proposed time by more than
ten (10) Calendar Days: fifty thousand dollars ($50,000) per day
beginning with day 11.

34.7.1.4. Unscheduled system unavailability occurring during a continuous five (5)
business day period:

34.7.1.4.1. Greater than or.equal to two (2) and less than twelve (12) hours
cumulative; up to one hundred twenty-five dollars ($125) for each
thirty (30) minutes or portions thereof.

34.7.1.4.2. Greater than or equal to twelve (12) and less than twenty-four (24)
hours cumulative; up to two hundred fifty dollars ($250) for each
thirty (30) minutes or portions thereof.

34.7.1.4.3. Greater than or equal to twenty-four (24) hours cumulative; up to five
hundred dollars ($500) for each thirty (30) minutes or portions thereof
up to a maximum of twenty-five thousand dollars ($25,000) per
occurrence.

34.7.1.5. Failure to correct a system problem not resulting in system unavailability
within the allowed timeframe:

34.7.1.5.1. One (1) to fifteen (15) calendar days late; two hundred and fifty dollars
($250) per calendar day for days 1 through 15.

34.7.1.5.2. Sixteen (16) to thirty (30) calendar days late; five hundred dollars
($500) per calendar day for days 16 through 30.

34.7.1.5.3. More than thirty (30) calendar days late; one thousand dollars ($1,000)
per calendar day for days 31 and beyond.

34.7.1.6. Failure to meet telephone hotline performance standards:
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34.7.1.6.1. One thousand dollars ($ 1,000) for each percentage point that is below
the target answer rate of ninety percent (90%) in thirty (30) seconds.

34.7.1.6.2. One thousand dollars ($ 1,000) for each percentage point that is above
the target of a one percent (1 %) blocked call rate.

34.7.1.6.3. One thousand dollars ($ 1,000) for each percentage point that is above
the target of a five percent (5%) abandoned call rate.

34.7.1.7. The MCO shall resolve one hundred percent (100%) of standard member
appeals within thirty (30) calendar days from the date the appeal was filed
with the MCO

34.8. Suspension of Payment

34.8.1. Payment of capitation payments shall be suspended when:

34.8.1.1. The MCO fails to cure a default under this Agreement within thirty (30)
days of notification;

34.8.1.2. Failing to act on identified Corrective Action Plan;

34.8.1.3. Failure to implement approved program management or implementation
plans;

34.8.1.4. Failure to submit or act on any transition plan, or corrective action plan, as
specified in this Agreement; or

34.8.1.5. Upon correction of the deficiency or omission, capitation payments shall be
reinstated.

34.9. Administrative and Other Remedies

34.9.1. In addition to other liquidated damages described in Category 1-5 events, DHHS may
impose the following other remedies:

34.9.1.1. Appointment of temporary management of the MCO, as provided in 42
CFR 438.706, if DHHS finds that the MCO has repeatedly failed to nieet
substantive requirements in Section 1903(m) or Section 1932 of the Social
Security Act.

34.9.1.2. Suspending enrollment of new members and/or changing auto-assignment
of new members to the MCO.

34.9.1.3. Granting members the right to terminate enrollment without cause and
notifying affected members of their right to disenroll.
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34.9.1.4. Suspension of payment to the MCO for members enrolled after the
effective date of the remedies and until CMS or DHHS is satisfied that the
reason for imposition of the remedies no longer exists and is not likely to
occur.

34.9.1.5. Termination of the Agreement if the MCO fails to carry out the substantive
terms of the Agreement or fails to meet the applicable requirements in
Section 1903(m) or Section 1932 of the Social Security Act.

34.9.1.6. Civil monetary fines in accordance with 42 CFR 438.704.

34.9.1.7. Additional remedies allowed under State statute or regulation that address
area of non-compliance specified in 42 CFR 438.700.

34.10.Notice of Remedies

34.10.1 .Prior to the imposition of either liquidated damages or any other remedies under this
Agreement, including termination for breach, with the exception of requirements
related to the Implementation Plan, DHHS will issue written notice of remedies that
will include, as applicable, the following:

34.10.1.1 .A citation to the law, regulation or Agreement provision that has been
violated;

34.10.1.2.The remedies to be applied and the date the remedies shall be imposed;

34.10.1.3.The basis for DHHS's determination that the remedies shall be imposed;

34.10.1.4.Request for a Corrective Action Plan;

34.10.1.5.The timeframe and procedure for the MCO to dispute DHHS's
determination. An MCO's dispute of a liquidated damage or remedies shall
not stay the effective date of the proposed liquidated damages or remedies;
and

34.10.1.6. If the failure is not resolved within the cure period, liquidated damages may
be imposed retroactively to the date of failure to perform and continue until
the failure Is cured or any resulting dispute is resolved in the MCO's favor.
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35. Dispute Resolution Process
35.1. informal Dispute Process

35.1.1. In connection with any action taken or decision made by DHHS with respect to this
Agreement, within ninety (90) days following the action or decision, the MCO may
protest such action or decision by the delivery of a notice of protest to DHHS and by
which the MCO may protest said action or decision and/or request an informal
hearing with the New Hampshire Medicaid Director. The MCO shall provide DHHS
with anexplanation of its position protesting DHHS's action or decision. The
Director will determine a time that is mutually agreeable to the parties during which
they may present their views on the disputed issue(s). It is understood that the
presentation and discussion of the disputed issue(s) will be informal in nature. The
Director will provide written notice of the time, format and location of the
presentations. At the conclusion of the presentations, the Director will consider all
evidence and shall render a written recommendation as soon as practicable, but in no
event more than thirty (30) calendar days after the conclusion of the presentatioh:"The;;:-^i:^
Director may appoint a designee to hear and determine the matter. If the Director or
designee affums the action or decision and the action or decision relates to
termination of this Agreement, DHHS shall give enrollees of the MCO notice of the
termination and information, consistent with 42 CFR 438.10, on their options for
receiving Medicaid services following the effective date of termination.

35.2. No Waiver

.35.2.1. The MCO's exercise of its rights under Section 34.1 shall not limit, be deemed a
waiver of, or otherwise impact the parties' rights or remedies otherwise available
under law or this Agreement, including but not limited to the MCO's right to appeal a
decision of DHHS under RSA chapter 541-A or any applicable provisions of the N.H.
Code of Administrative Rules, including but not limited to Chapter He-C 200 Rules
of Practice and Procedure.
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36. Confidentiality
36.1. Coiifidentia!it>' of Records

36.1.1. All information, reports, and records maintained hereunder or collected in connection
with the performance of the services and the Agreement shall be confidential and
shall not be disclosed by the MCO, provided however, that pursuant to state laws and
the regulations and administrative rules of the Department regarding the use and
disclosure of such information, disclosure may be made to public officials requiring
siich information in connection with their official duties and for purposes directly

■■ connected to the administration of the services and the Agreement; and provided
further, that the use or disclosure by any party of any information concerning a
recipient for any purpose not directly connected with the administration of the
Department or the MCO's responsibilities with respect to purchased services
hereunder is prohibited except on written consent of the recipient, his attomey or
guardian. In the case of records protected by 42 CFR Part 2.33, the individual must
provide consent and notice as specified by 42 CFR Part 2.33.

36.2. MCO Owned or Maintained Data or Information

36.2.1. It is understood that DHHS may, in the course of carrying out its responsibilities
under this Agreement, have or gain access to confidential or proprietary data or
information owned or maintained by the MCO. Insofar as the MCO seeks to maintain
the confidentiality of its confidential commercial, financial or personnel information,
the MCO must cle^ly identify in writing the information it claims to be confidential
and explain the reasons such information should be considered confidential. The
MCO acknowledges that DHHS is subject to the Right-to-Know Law New
Hampshire RSA Chapter 91-A. DHHS shall maintain the confidentiality of the
identified confidential information insofar as it is consistent with applicable laws or
regulations, including but not limited to New Hampshire RSA Chapter 91 -A. In the
event DHHS receives a request for the information identified by the MCO as
confidential, DHHS shall notify the MCO and specify the date DHHS intends to
release the requested information. Any effort to prohibit or enjoin the release of the
information shall be the MCO's responsibility and at the MCO's sole expense. If the
MCO fails to obtain a court order enjoining the disclosure, DHHS may release the
information on the date DHHS specified in its notice to the MCO without incurring
any liability to the MCO.
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1. Capitation Payments/Rates
This Agreement is reimbursed on a per member per month capitation rate for the Agreement
term, subject to all conditions contained within Exhibit A. Accordingly, no maximum or minimum
product volume Is guaranteed. Any quantities set forth in this contract are estimates only. The
Contractor agrees to serve all members in each category of eligibility who enroll with this
Contractor for covered services. Captation payment rates are as follows;

July 1. 2018-December 31. 2018

Medicaid Care Management
Base Population Capitation Rate
Low Income Children and Adults - Age 2-11 Months $221.27
Low Income Children and Adults - Age 1-18 Years 135.52
Low Income Children and Adults-Age 19+Years 47o!38
Foster Care / Adoption 336.48
Breast and Cervical Cancer Program 1,830.36
Severely Disabled Children 1 io48!o8
Elderly and Disabled Adults 1,'o95!l2
Dual Eligibles 234^95
Newborn Kick Payment 2 917.40
Maternity Kick Payment 2!832!oo
Neonatal Abstinence Syndrome Kick Payment 9!626.54

NF Resident and Waiver Rate Cell

Nursing Facility Residents - Medicaid Only - Under 65 2,603.77
Nursing Facility Residents - Medicaid Only - 65+ 11335.68
Nursing Facility Residents - Dual Eligibles - Under 65 27677
Nursing Facility Residents-Dual Eligibles-65+ 96*42
Community Residents - Medicaid Only - Under 65 3,06874
Community Residents - Medicaid Only - 65+ 11547'31
Community Residents - Dual Eligibles - Under 65 1,245.48
Community Residents - Dual Eligibles - 65+ '448!61
Developmentally Disabled Adults - Medicaid Only 828^65
Developmentally Disabled Adults - Dual Eligibles 250^04
Developmentally Disabled and IHS Children 1,243.43
Acquired Brain Disorder - Medicaid Only 1 [45376
Acquired Brain Disorder - Eligibles Dual *34o[97

Behavioral Health Population Rate Cells
Severe / Persistent Mental Illness - Medicaid Only 2,345.98
Severe / Persistent Mental Illness - Dual Eligibles 1 [716^98
Severe Mental Illness - Medicaid Only 1 '717.37
Severe Mental Illness - Dual Eligibles l[o31.39
Low Utilizer - Medicaid Only 1,'427^57
Low Utilizer - Dual Eligibles 686.12
Serious Emotionally Disturbed Child 953.64
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NH Health Protection Program. Transitional Population

Elioibilitv Category

Transitional Population
Maternity Kick Payment

NH Health Protection Program. Medically Frail

Elioibilitv Cateoorv

Medically Frail

January 1. 2019-June 30. 2019

Medicaid Care Management
Base Population ^
Low Income Children and Adults • Age 0-11 Months
Low Income Children and Adults - Age 1-18 Years
Low Income Children and Adults - Age 19+ Years
Foster Care / Adoption
Breast and Cervical Cancer Program
Severely Disabled Children
Elderly and Disabled Adults
Dual Eilgibles
Newborn Kick Payment
Maternity Kick Payment
Neonatal Abstinence Syndrome Kick Payment

NF Resident and Waiver Rate Cell
Nursing Facility Residents - Medicaid Only - Under 65
Nursing Facility Residents - Medicaid Only - 65+
Nursing Facility Residents - Dual Eliglbles - Under 65
Nursing Facility Residents - Dual Eliglbles - 65+
Community Residents - Medicaid Only - Under 65
Community Residents - Medicaid Only - 65+
Community Residents - Dual Eliglbles - Under 65
Community Residents - Dual Eliglbles - 65+
Developmentally Disabled Adults - Medicaid Only
Developmentally Disabled Adults - Dual Eliglbles
Developmentally Disabled and IHS Children
Acquired Brain Disorder - Medicaid Only
Acquired Brain Disorder - Eliglbles Dual

Behavioral Health PoDulatlon Rate Cells
Severe / Persistent Mental Illness - Medicaid Only
Severe / Persistent Mental Illness - Dual Eliglbles
Severe Mental Illness - Medicaid Only
Severe Mental Illness - Dual Eliglbles
Low Utilizer - Medicaid Only
Low Utilizer - Dual Eliglbles
Serious Emotionally Disturbed Child

Capitation Rate
$510.62
2,832.00

Capitation Rate
$1,007.86

Capitation Rate

$221.91
140.00

471.71

379.36

1,887.58
1,054.48

1,099.84

235.91

2,931.19
2,842.09
9,591.63

2,549.46
1,338.46
275.73

93.70

3,190.23
1,585.40
1,245.37
442.63

853.68

252.14

1,281.80
1,509.30
343.57

2,375.43
1,724.91

1,724.75
1,039.57
1,460.97

-690.06

976.57

Granite Advantage Health Care Program

Elioibilitv Cateoorv

Medically Frail
Non-Medically Frail

Capitation Rate
$993.36
$423.21
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2. Price Limitation

This Agreement is one of multiple contracts that will serve the New Hampshire Medicaid
Care Management Program. The estimated member months, for State Fiscal Year
2019, to be served among all contracts is 1,788,648. Accordingly, the price limitation
for SPY 2019 among all contracts is $803,103,161 based on the projected members per
month.

3. Health Insurance Providers Fee
Section 9010 of the Patient Protection and Affordable Care Act Pub. L. No. 111-148
(124 Stat. 119(2010)), as amended by Section 10905 of PPACA, and as further
amended by Section 1406 of the Health Care and Education Reconciliation Act of 2010,
Pub. L. No. 111-152 (124 Stat. 1029 (2010)) imposes an annual fee on health insurance
providers beginning in 2014 ("Annual Fee"). Contractor is responsible for a percentage
of the Annual Fee for all health insurance providers as determined by the ratio of
Contractor's net written premiums for the preceding year compared to the total net
written premiums of all entities subject to the Annual Fee for the same year.

The State shall reimburse the Contractor for the amount of the Annual Fee specifically
allocable to the premiums paid during this Contract Term for each calendar year or part
thereof, including an adjustment for the full impact of the non-deductibility of the Annual
Fee for Federal and state tax purposes, including income and excise taxes
("Contractor's Adjusted Fee"). The Contractor's Adjusted Fee shall be determined
based on the final notification of the Annual Fee amount Contractor or Contractor's
parent receives from the United States Internal Revenue Service. The State will provide
reimbursement within 30 days following its review and acceptance of the Contractor's
Adjusted Fee.

To claim reimbursement for the Contractor's Adjusted Fee the Contractor must submit a
certified copy of its full Annual Fee assessment within 60 days of receipt, together with
the allocation of the Annual Fee attributable specifically to its premiums under this
Contract. The Contractor must also submit the calculated adjustment for the impact of
non-deductibility of the Annual Fee attributable specifically to its premiums under this
Contract, and any other data deemed necessary by the State to validate the
reimbursement amount. These materials shall be submitted under the signatures of
either its Financial Officer or Executive leadership (e.g.. President, Chief Executive
Office, Executive Director), certifying the accuracy, truthfulness and completeness of
the data provided.

Questions regarding payment(s) should be addressed to:
Attn: Medicaid Finance Director

New Hampshire Medicaid Managed Care Program
129 Pleasant Street

Concord, NH 03301

Exhibit B, Amendment #17 Page 3 of-3



State of New Hampshire

Department of State
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CERTIFICATE

1, William M. Gardner, Secretary of State of the Slate of New Hampshire, do hereby certify GRANITE STATE HEALTH PLAN,

INC. is a Hampshire corporation registei^ on March 14, 2012.1 ftirther certify (hat articles of dissolution have not been filed

with this ofTicc.

INFORMATION REGARDING ANNUAL REPORTS AND/OR FEES MUST BE OBTAINED FROM THE NEW

HAMPSHIRE INSURANCE DEPARTMENT. '

'Businett Ipr667495

CertiHcatc Number: 0004101615
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IN TESTjMONY WHEREOF.,

I hereto set my hand ̂  cause to be afllxed

the Seal of the State ̂ New H^pshirc, |

: this 2Sth day of Moy A.D. 2018. r"

William M.'Oaidner

Secretary of State.
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CERTIFICATE OF AUTHORITY

I, Keith H. Williamson, hereby certify that I am Secretary of the Granite State Health Plan,
Inc., a New Hampshire corporation organized and existing under the laws of the State of New

Hampshire (the "Corporation")-

I further certify that Jennifer Weigand, President & CEO of the Corporation, is authorized

to sign on behalf of the Corporation any and all agreements and execute any and all contracts,

documents and instruments necessary to bind the Corporation.

I further certify that the authority given to the individual named above shall remain in full

force and effect until this Certificate of Authority is amended by the Corporation.

IN WITNESS WHEREOF, I have subscribed my name as Secretary of the Corporation on
this 7'*' day of December, 2018.

Keith H. Williamson, Secretary

State of Missouri

County of St. Louis

On this day of December, 2018, before me, Rosemarie Bayes, the undersigned Notary Public,

personally appeared Keith H. Williamson, personally known to me, to be the person whose name

is subscribed to within the instrument, and acknowledged to me that he executed the same for the

purposes therein stated.

ROSEMARIE BAYES >
Notary Public • Notary Seal ^
STATE OF MISSOURI

St. Louts County
My CommiMton Expires: June 3. 2020

Commission 0 12567079

Signature of Notary Publi



ACOKcy CERTIFICATE OF LIABILITY INSURANCE
OATE(MIMXyYYYY)
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THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS

CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND. EXTEND'OR ALTER THE COVERAGE AFFORDED BY THE POUCIES
BELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

IMPORTANT: If tho cortJflcatB holder Is an ADOmONAL INSURED, the policy(les) must have ADDITIONAL INSURED provisions or t>e erxlorsed. If
SUBROGATION IS WAIVED, subject to tho terms artd conditions of the policy, certain pollclea may require en endortemenL A statement on this
certificata does not confer rights to the eertiflcate holder In lieu of euch endorsement(8).

PMxxicen

Asn Risk services Central, Inc.

St. Louis MO Office
8182 Maryland Avenue
St Louis HO 6310S USA

CO^^T

(866) 28J-7122 | (800) J63-010S
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KSUMO

Granite State Health Plan
c/o Centcne Corporation
7700 Porsych olvd.
Suite 600
St. Louis HO 6310S USA

NSWERA: Zurich Aaericsn Ins Co 16S3S

NSUReaO: Aaerican Zurich Ins Co 40142

nsLREac: XL Specialty Insurance Co 37885
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New Hampshire Department of Health and Human Services
Medicald Care Management Contract

State of New Hampshire
Department of Health and Human Services

Amendment #17 to the

Medicald Care Management Contract

This 17''^ Amendment to the Medicald Care Management contract (hereinafter referred to as
"Amendment #17") dated this 3"* day of December, 2018, is by and between the State of New
Hampshire, Department of Health and Human Services (hereinafter referred to as the "State" or
"Department") and Boston Medical Center Health Plan, Inc., (hereinafter referred to as "the Contractor"),
a Massachusetts nonprofit corporation with a place of business at Schraffts Business Center, 529 Main
Street, Charlestown, MA, 02129.

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor and Executive Council
on May 9, 2012, Item #54A, and approved subsequent amendments as follows: Amendment #1 June 19.
2013 (Item #. 67A), Amendment #2 February 12, 2014 (Item #25), Amendment #3 April 9, 2014 (Item
#44), Amendment #4 June 18, 2014 (Item #65A), Amendment #5 July 16, 2014(Late Item A),
Amendment #6 December 23, 2014 (Item #11), Amendment #7 June 24, 2015 (Item #30), Amendment
#8 August 5, 2015 (Tabled Item A), Amendment #9 December 16, 2015 (Late Item A3), Amendment #10
January 27, 2016 (Item #7B), Amendment #11 March 9, 2016 (Item #10A) Amendment #12 June 29,
2016 (Late Item A2), Amendment #13 October 5, 2016, (Item #12A), Amendment #14 June 21, 2017
(Tabled Item #18), Amendment #15 December 6, 2017 (Item #78), and Amendment #16 June 6, 2018
(Item #6A), the Contractor agreed to perform certain services based upon the terms and conditions
specified in the Contract as amended and in consideration of certain sums specified; and

WHEREAS, the State and the Contractor have agreed to make changes to the scope of work, payment
schedules and terms and conditions of the contract; and

WHEREAS, pursuant to the General Provisions, Paragraph 18, the State may modify the scope of work
and the payment schedule of the contract by written agreement of the parties;

WHEREAS, the parties agree to modify the price limitation, modify the scope of services to support
continued delivery of these services, and modify the capitation rates, and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions
contained in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Form P-37, General Provisions, Block 1.8, Price Limitation to increase the Price Limitation by
$147,676,924.60 from $3,557,921,400.41 to read: $3,705,598,325.01 for a cumulative contract
value for all Medicald Care Management contracts.

2. Form P-37, General Provisions, Block 1.9, Contracting Officer for State Agency, to read:

Nathan D. White, Director.

3. Form P-37, General Provisions. Block 1.10, State Agency Telephone Number, to read:

603-271-9631.

4. Delete Exhibit A Amendment #14 in its entirety and replace with Exhibit A Amendment #15.

5. Delete Exhibit B Amendment #16 in its entirety and replace with Exhibit B Amendment #17.

Boston Medical Center IHeaith Plan. Inc. Amendment #17
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New Hampshire Department of Health and Human Services
Medicald Care Management Contract

This amendment shall be effective upon the date of Governor and Executive Council approval.
IN WITNESS WHEREOF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

\ilk
Date N^e: Jeffrey A. Meyers

Title: Commissioner

Boston Medical Center Health Plan, Inc.

1 2 -S' 1&
Date Name: S

Title:

Acknowledgement of Contractor's signature:

State of H*; , County of on ^2-S-lS , before the
undersigned officer, personally appeared the person identified directly above, or satisfactorily proven to
be the person whose name is signed above, and acknowledged that s/he executed this document in the
capacity indicated above.

.m.cmJrfiO
Signature of.Notary Public or Justice of the Peace

firanGm mA- Cocp cdm.
Name and Title of Notary or Justice of the Peace

My Commission Expires:

Boston Medical Center Health Plan. Inc. Amendment #17
Page 2 of 3



New Hampshire Department of Health and Human Services
Medlcald Care Management Contract

The preceding Amendment, having been reviev^ed by this office, is approved as to form, substance, and
execution.

OFFICE OF THE ATTORNEY GENERAL

Date

Title:

I hereby certify that the foregoing Amendment was approved by the Governor and Executive Council of
the State of New Hampshire at the Meeting on: (date of meeting)

OFFICE OF THE SECRETARY OF STATE

Date Name:

Title:

Boston Medical Center Health Plan, Inc. Amendment #17

Page 3 of 3



9939^

New Hampshire
Department of Health and Human Services

Medicaid Care Management Contract
Exhibit A - Amendment 15



New Hampshire Medlcaid Care Management Contract — SFY2019

[Contract Amendment 17] Exhibit A- Amendment #15

Table of Contents

1 .Introduction

1.1. Purpose

1.2. Type of Agreement

1.3. Agreement Period

2.Glossary of Terms and Acronyms
2.1. Acronyms

3.General Terms and Conditions

3.1. Agreement Elements

3.2. Order of Documents.

3.3. Delegation of Authority

3.4. Authority of the New Hampshire Insurance Department

3.5. Errors & Omissions

3.6. Time of the Essence

3.7. CMS Approval of Agreement & Any Amendments

3.8. Cooperation with Other Vendors and Prospective Vendors

3.9. Renegotiation and Reprocurement Rights

4.0rganization
4.1. Organization Requirements

4.2. Articles & Bylaws

4.3. Relationships

5.Subcontractors

5.1. MCO Obligations

5.2. Notice and Approval

5.3. MCO's Oversight

5.4. Transition Plan

e.Staffing
6.1. Key Personnel

6.2. General Staffing Provisions

6.3. Staffing Contingency Plan

7.Program Managernent and Planning
7.1. General

7.2. Representation and Warranties

8

8

8

21

26

27

27

27

27

27

27

28

28

30

30

30

33

34

34

36

37

40

41

42

42

26

30

33

37

42

Table of Contents



New Hampshire Medlcald Care Management Contract — SFY2019

[Contract Amendment 17] Exhibit A- Amendment #15

7.3. Audit Requirements

7.4. Program Management and Communications Plans

7.5. Emergency Response Plan

7.6. Step 1 Program Implementation Plan

7.7. Step 2 Program Implementation Plans

7.8. NHHPP Program Implementation Plan

S.Covered Populations and Services
8.1. Covered Populations Matrix

8.2. Covered Services Matrix Overviev/

8.3. Covered Services Additional Provisions

8.4. Emergency Services

8.5. Post-Stabilization Services

9.Payment Reform Plan
9.1. Payment Reform Plan Timeline

9.2. Payment Reform Plan Content

9.3. Payment Reform Plan Compliance Requirements

10.Care Coordination Program
10.1. Minimum Care Coordination Program Components

10.2. Care Coordination: Role of the MCO

10.3. Care Coordination: Role of the Primary Care Provider

10.4. Care Coordination: Role of Obstetric Providers

10.5. Non-Emergent Transportation (NEMT)

10.6. Wellness and Prevention

10.7. Member Health Education

42

43

44

45

47

47

49

50

54

56

57

59

60

60

62

62

63

64

65

65

66

10.8. Chronic Care Coordination, High Risk/High Cost Member and Other Complex Member
Management 67

10.9. Special Needs Program

10.10. Coordination and Integration v4th Social Services and Community Care

10.11. Long Term Services and Supports (LTSS)

11.EPSDT

11.1. Compliance

12.Behavioral Health

12.1. Behavioral Health - General Provisions

12.2. Community Mental Health Services

12.3. Emergency Services

68

69

70

72

73

73

78

49

59

62

72

73

Table of Contents



New Hampshire Medicald Care Management Contract — SFY2019

[Contract Amendment 17] Exhibit A- Amendment #15

12.4. Care Coordination 78

12.5. New Hampshire Hospital 79

12.6. In Shape Program 80

12.7. Parity 80

13.Substance Use Disorder 83

13.1. Substance Use Disorder - General Provisions 83

13.2. Compliance Metrics for Access to SUD Services 83

14.Pharmacy Management 85
14.1. Pharmacy Management - General Provisions 85

14.2. Continuity of Care 89

14.3. Use of Psychotropic Medicines for Children in Foster Care - DCYF's SafeRx Program 89

15.Reserved. 90

16.Member Enrollment and Disenrollment 91

16.1. Eligibility 91

16.2. Relationship with Enrollment Services 91

16.3. Enrollment 92

16.4. Auto-Assignment 92

16.5. Disenrollment 93

17.Member Services 96

17.1. Member Information 96

17.2. Language and Format of Member Information 102

17.3. Member Rights 103

17.4. Member Call Center 104

17.5. Member Information Line 105

17.6. Mariteting 105

17.7. Member Engagement Strategy 106

17.8. Provider Directory 107

17.9. Program Website 108

18.Culturally and Linguistically Competent Services 110
18.1. Cultural Competency Plan 110

18.2. General Provisions 110

19.Grievances and Appeals 113
19.1. General Requirements 113

19.2. Grievance Process 115

Table of Contents



New Hampshire Medlcald Care Management Contract — SFY2019

[Contract Amendment 17] Exhibit A- Amendment #15

19.3. Appeal Process 116

19.4. Actions 117

19.5. Expedited Appeal 118

19.6. Content of Notices 119

19.7. Timing of Notices 120

19.8. Continuation of Benefits 121

19.9. Resolution of Appeals 122

19.10. State Fair Hearing 123

19.11. Effect of Adverse Decisions of Appeals and Hearings 124

19.12. Survival 124

20 Access

20.1. Network

20.2. Geographic Distance

20.3. Network Adequacy Exception Process

20.4. Timely Access to Service Delivery

20.5. Women's Health

20.6. Indian Health

20.7. Access to Special Services

20.8. Outof-Network Providers

20.9. Second Opinion

20.10. Provider Choice

21 .Network Management

21.1. Provider Network

21.2. Network Requirements

21.3. Screening and Enrollment

21.4. Provider Credentialing and Re-Credentialing

21.5. Provider Engagement

21.6. Anti-Gag Clause for Providers

21.7. Reporting

22.Quality Management

22.1. General Provisions

22.2. Practice Guidelines and Standards

22.3. External Quality Review Organization

22.4. Evaluation

22.5. Quality Measures

126

127

128

128

130

131

132

133

133

133

134

135

139

139

141

141

142

143

146

146

147

147

126

134

143

Table of Contents



New Hampshire Medlcald Care Management Contract — SFY2019

[Contract Amendment 17] Exhibit A- Amendment #15

23.Utilization Management

23.1. Policies & Procedures

23.2. Medical Necessity Determination

23.3. Necessity Determination

23.4. Notices of Coverage Determinations

23.5. Advance Directives

24.MCIS

24.1. System Functionality

24.2. Information System Data Transfer

24.3. Ownership and Access to Systems and Data

24.4. Records Retention

24.5. MClS Requirements

25.Data Reporting
25.1. General Provisions

25.2. Encounter Data

25.3. Data Certification

25.4. Data System Support for QAPI

26.Fraud Waste and Abuse

26.1. Program Integrity Plan

26.2. Fraud, Waste and Abuse Prevention Procedures

26.3. Reporting

27.Third Party Liability
27.1. MCO Cost Avoidance Activities

27.2. DHHS Cost Avoidance and Recovery Activities

27.3. Post-Payment Recovery Activities

27.4. MCO Post Payment Activities

27.5. DHHS Post Payment Recovery Activity

28.Compliance with State and Federal Laws
28.1. General

28.2. Non-Discrimination

28.3. Changes in Law

29.Administrative Quality Assurance Standards

29.1. Claims Payment Standards

29.2. Quality Assurance Program

150

150

152

153

154

157

158

158

160

160

160

170

170

175

176

177

177

178

187

189

189

190

191

192

193

196

197

197

158

170

177

187

192

197

Table of Contents



New Hampshire Medlcald Care Management Contract — SFY2019

[Contract Amendment 17] Exhibit A- Amendment #15

29.3. Claims Financial Accuracy

29.4. Claims Payment Accuracy

29.5. Claims Processing Accuracy

30.Privacy and Security of Members
30.1. General Provisions

31 .Finance

31.1. Financial Standards

31.2. Capitation Payments

31.3. Medicaid Loss Ratio

31.4. NHHPP Risk Protection Structure

31.5. Financial Responsibility for Dual-Eligibles

31.6. Premium Payments

31.7. Sanctions

31.8. Medical Cost Accruals

31.9. Audits

31.10. Member Liability

31.11. Denial of Payment

31.12. Federal Matching Funds

31.13. Health Insurance Providers Fee

32.Termination

32.1. Transition Assistance

32.2. Service Authorization

32.3. Claims Responsibilities

32.4. Termination for Cause

32.5. Termination for Other Reasons

32.6. Final Obligations

32.7. Survival of Terms

32.8. Notice of Hearing

33.Agreement Closeout
33.1. Period

33.2. Data

33.3. Service Authorizations

33.4. Claims Responsibilities

34.Remedies

34.1. Reservation of Rights and Remedies

198

198

198

199

200

200

204

204

207

207

207

208

208

208

209

209

209

211

211

212

212

213

213

213

214

215

215

215

215

217

199

200

211

215

217

Table of Contents



New Hampshire Medlcald Care Management Contract — SFY2019

[Contract Amendment 17] Exhibit A- Amendment #15

34.2. Liquidated Damages 217

34.3. Category 1 218

34.4. Category 2 219

34.5. Category 3 220

34.6. Category 4 220

34.7. Category 5 220

34.8. Suspension of Payment 222

34.9. Administrative and Other Remedies 222

34.10. Notice of Remedies 223

35.Dispute Resolution Process 224
35.1. Informal Dispute Process 224

35.2. No Waiver 224

36.Confidentiality 225
36.1. Confidentiality of Records 225

36.2. MCO Owned or Maintained Data or Information 225

Table of Contents



New Hampshire Medicaid Care Management Contract — SFY2019

Exhibit A - Amendment #15

1. Introduction

1.1. Purpose

1.1.1. The purpose of this Agreement is to set forth the terms and conditions for the MCO's
participation in the NH Medicaid Care Management Program.

1.2. Type of Agreement

1.2.1. This is a comprehensive full risk prepaid capitated contract. The MCO is responsible
for the timely provision of all medically necessary services as defined under this
Agreement. In the event the MCO incurs costs that exceed the capitation payments,
the State of New Hampshire and its agencies are not responsible for those costs and
will not provide additional payments to cover such costs.

1.3. Agreement Period

1.3.1. The Department of Health and Human Services (DHHS) and the MCO agree to
extend this Agreement by 12 months to June 30, 2019 at which point this Agreement
is targeted to end.

Page 8
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2. Glossary of Terms and Acronyms
Abuse

"Abuse" means provider practices that are inconsistent with sound fiscal, business, or medical
practices and result in an unnecessary cost to the Medicaid program, or in reimbursement for
services that are not medically necessary or that fail to meet professionally recognized standards
for health care. It also includes beneficiary practices that result in unnecessary cost to the
Medicaid program. [42 C.F.R. 455.2]

Administrative Review Committee

Applies appropriate risk management principles to ensure due diligence and oversight to protect
the patient, community and hospital in treating high risk or high profile patients.

Acquired Brain Disorder (HCBC-ABD) Waiver

"Acquired Brain Disorder (HCBC-ABD) waiver" means the home and community-based care
1915(c) waiver program that provides a system of services and supports to individuals age 22
years and older with traumatic brain injuries or neurological disorders who are financially
eligible for Medicaid and medically qualify for institutional level of care provided with a need
for specialized nursing care or specialized rehabilitation services. Covered services are identified
in He-M 522.

Adequate Network of Providers

A network sufficient in numbers, types and geographic location of providers, as defined in the
Agreement, to ensure that covered persons will have access to health care services without
unreasonable delay.

Advance Directive

"Advance Directive" means a written instruction, such as a living will or durable power of
attorney for health care, recognized under the laws of the State of New Hampshire, relating to the
provision of health care when an individual is incapacitated (42 CFR 438.6, 438.10, 422.128, and
489.100).

Agreement

"Agreement" means the entire written Agreement between DHHS and the MCO, including any
Exhibits, documents, and materials incorporated by reference.

Agreement Period

Dates indicated in the P-37 of this Agreement.

Agreement Year

NH State Fiscal Year.

Page 9
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Appeal

"Appeal" means a request for review of an action as described in this Agreement (42 CFR
438.400(b)).

Auxiliary aids

"Auxiliary aids" means services or devices that enable persons with impaired sensory, manual,
or speaking skills to have an equal opportunity to participate in, and enjoy the benefits of
programs or activities conducted by the MCO. Such aids shall include readers. Braille materials,
audio recordings, telephone handset amplifiers, telephones compatible with hearing aids,
telecommunication devices for deaf persons (TDD's), interpreters, notetakers, written materials,
and other similar services and devices.

Behavioral Health Crisis Treatment Center

"Behavioral Health Crisis Treatment Center" (BHCTC) means a treatment service center that
provides 24/7 intensive, short term stabilization treatment services for individuals experiencing a
mental health crisis, including those with co-occurring substance use disorder. The BHCTC
accepts individuals for treatment on a voluntary basis who walk-in, are transported by first
responders, or as a stepdown treatment site post emergency department visit or inpatient
psychiatric treatment site. The BHCTC delivers an array of services to de-escalate and stabilize
individuals at the intensity and for the duration necessary to quickly and successfully discharge,
via specific after care plans, the individual back into the community or to a step-down treatment
site.

Care coordination

"Care coordination" is the deliberate organization of patient care activities between two or more
participants (including the individual) involved in an individual's services and supports to
facilitate the appropriate delivery of medical, behavioral, psychosocial, and long term services
and supports. Organizing care involves the marshalling of personnel and other resources needed
to carry out all required services and supports, and requires the exchange of information among
participants responsible for different aspects of care. (42 CFR 438.208).

Effective care coordination includes the following:

• Actively assists patients to acquire self-care skills to improve functioning and health
outcomes, and slow the progression of disease or disability;

•  Employs evidence-based clinical practices;

•  Coordinates care across health care settings and providers, including tracking referrals;

• Actively assists patients to take personal responsibility for their health care;

•  Provides education regarding avoidance of inappropriate emergency room use;

Page 10



New Hampshire Medicald Care Management Contract — SFY2019

Exhibit A - Amendment #15

•  Emphasizes the importance of participating in health promotion activities; Provides ready
access to behavioral health services that are, to the extent possible, integrated with primary
care; and

•  Uses appropriate community resources to support individual patients, families and caregivers
in coordinating care.

• Adheres to conflict of interest guidelines set forth by the health plan and contractor (State of
NH)

•  Ensures the patient is aware of all appeal and grievance processes including how to request a
different care coordinator.

•  Facilitates ready and consistent access to long term supports and services that are, to the
extent possible, integrated with all other aspects of the member's health care.

Centers for Medicare and Medicaid Services (CMS)

"Centers for Medicare and Medicaid Services (CMS)" means the federal agency within the U.S.
Department of Health and Human Services (HHS) with primary responsibility for the Medicaid
and Medicare program.

Children's Health Insurance Program

"Children's Health Insurance Program (CHIP)" means a program to provide access to medical
care for children under Title XXI of the Social Security Act, the Children's Health Insurance
Program Reauthorization Act of 2009.

Children with Special Health Care Needs

Children who have or are at increased risk for a chronic physical, developmental, behavioral, or
emotional condition and who also require health and related services of a type or amount beyond
that required by children generally.

Choices for Independence (HCBC-CFI) Waiver

"Choices for Independence (HCBC-CFI) Waiver" means the home and community-based care
1915(c) waiver program that provides a system of long term care services and supports to seniors
and adults who are financially eligible for Medicaid and medically qualify for institutional level
of care provided in nursing facilities. This term is also known as home and community based
care for the elderly and chronically ill (HCBC-ECI). Long term care definitions are identified in
RSA 151 E and He-E 801, and covered services are identified in He-E 801.

ChroDic Condition

"Chronic Condition" means a physical or mental impairment or ailment of indefinite duration or
frequent recurrence and includes, but is not limited to: a mental health condition; a substance use
disorder; asthma; diabetes; heart disease; or obesity, as evidenced by a body mass index over
twenty-five.
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Cold Call Marketing

"Cold Call Marketing" means any unsolicited personal contact by the MOO or its designee, with
a potential member or a member with another contracted managed care organization for the
purposes of marketing (42 CFR 438.104(a)).

Communications Plan

"Communications Plan" means a written strategy for timely notification to DHHS regarding
expected or unexpected interruptions or changes that impact MCO policy, practice, operations,
members or providers. The Communications Plan shall define the purpose of the communication,
the paths of communication, the responsible MCO party required to communicate, and the time
line and evaluation of effectiveness of MCO messaging to DHHS and to affected parties. The
Communications Plan shall also provide for the MCO to communicate with DHHS and respond
to correspondence received from DHHS within one (1) business day on emergent issues and five
(5) business days on non-emergent issues.

Confidential Information

"Confidential Information" means information that is exempt from disclosure to the public or
other unauthorized persons under federal or state law. Confidential Information includes, but is
not limited to, Personal Information.

Conflict Free Care Coordination

"Conflict Free Care Coordination" separates clinical or non-financial eligibility determination
from direct service provision. Care Coordinators and evaluators of the beneficiary's need for
services are not related by blood or marriage to the individual, their paid caregivers or to anyone
financially responsible for the individual; robust monitoring and oversight are in place to
promote consumer-direction and beneficiaries are clearly informed about their right to appeal or
submit a grievance decisions about plans of care, eligibility determination and service delivery.
State level oversight is provided to measure the quality of care coordination services and to
ensure meaningful stakeholder engagement. In circumstances when one entity is responsible for
providing care coordination and service delivery, appropriate safeguards and firewalls exist to
mitigate risk of potential conflict.

Conflict Free Care Management

(see Care Coordination)

Consumer Assessment of Healthcare Providers and Systems (CAHPS®)

"Consumer Assessment of Healthcare Providers and Systems (CAHPS®)" means a family of
standardized survey instruments, including a Medlcaid survey used to measure member
experience of health care.
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Consumer Direction

"Consumer Direction", also known as participant direction or self-direction, means a service
arrangement whereby the individual or representative, if applicable, directs the services and
makes the decisions about how the funds available for the individual's services are to be spent.
It includes assistance and resources available to individuals in order to maintain or improve their
skills and experiences in living, working, socializing, and recreating.

Continuity of Care

"Continuity of Care" means the provision of continuous care for chronic or acute medical
conditions through member transitions between: facilities and home; facilities; providers; service
areas; managed care contractors; and Medicaid fee-for-service and managed care arrangements.
Continuity of care occurs in a manner that prevents secondary illness, health care complications
or re-hospitalization and promotes optimum health recovery. Transitions of significant
importance include: from acute care settings, such as inpatient physical health or behavioral
(mental health/substance use) health care settings to home or other health care settings; from
hospital to skilled nursing facility; from skilled nursing to home or community-based settings;
and from substance use care to primary and/or mental health care.

Contracted Services

"Contracted Services" means covered services that are to be provided by the MCO under the
terms of this Agreement.

Covered Services

"Covered Services" means health care services as defined by DHHS and State and Federal
regulation.

Debarment

"Debarmenf' means an action taken by a Federal official to exclude a person or business entity
from participating in transactions involving certain federal funds.

Developmental Disabilities (HCBC-DD) waiver

"Developmental Disabilities (HCBC-DD) waiver" means the home and community-based care
1915(c) waiver program that provides a system of long term care services and supports in non-
institutional settings to individuals of any age with mental retardation and/or developmental
disabilities who are financially eligible for Medicaid and medically qualify for institutional level
of care provided in an Intermediate Care Facility for Individuals with Intellectual Disabilities
(ICF/IID).

Division for Children, Youth & Families (DCYF) Services

"Division of Children, Youth & Families (DCYF) Services" means community based services
and residential treatment services as indicated in Section 8.2 Covered Services Matrix as DCYF..
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Early, Periodic Screening, Diagnostic and Treatment (EPSDT)

"EPSDT (Early, Periodic Screening, Diagnostic and Treatment)" means a package of services in
a preventive (well child) screening covered by Medicaid for children under the age of twenty-one
(21) as defined in the Social Security Act (SSA) Section 1905(r), 42 CFR 441.50, and DHHS
EPSDT program policy and billing instructions. Screening services covered by Medicaid include
a complete health history and developmental assessment, an unclothed physical exam,
immunizations, laboratory tests, health education and anticipatory guidance, and screenings for:
vision, dental, substance use, mental health and hearing. The MCO shall be responsible for all
services found to be medically necessary services during the EPSDT exam.

Eligible Members

"Eligible Members" means individuals determined eligible by DHHS and eligible to enroll for
health care services under the terms of this Agreement.

Emergency Medical Condition

"Emergency Medical Condition" means a medical condition manifesting itself by acute
symptoms of sufficient severity (including severe pain) such that a prudent layperson, who
possesses an average knowledge of health and medicine, could reasonably expect the absence of
immediate medical attention to result in: (a) placing the health of the individual (or, with respect
to a pregnant woman, the health of the woman or her unborn child) in serious jeopardy; (b)
serious impairment to bodily functions; or (c) serious dysfunction of any bodily organ or part (42
CFR 438.114(a)).

Emergency Services

"Emergency Services" means inpatient and outpatient contracted services furnished by a
provider qualified to furnish the services needed to evaluate or stabilize an emergency medical
condition (42 CFR 438.114(a)).

Equal Access

"Equal Access" means Steps 1 and 2, and NHHPP members having the same access to providers
and services for those services common to both populations.

Execution Date

Date Agreement approved by Governor and Executive Council.

External Quality Review (EQR)

"External Quality Review (EQR" means the analysis and evaluation by an EQRO of aggregated
information on quality, timeliness and access to the health care services that the MCO or its
subcontractors fumish to members (42 CFR 438.320).
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External Quality Review Organization (EQRO)

"External Quality Review Organization (EQRO)" means an organization that meets the
competence and independence requirements set forth in 42 CFR 438.354, and performs external
quality review, other EQR-related activities as set forth in 42 CFR 438.358.

Fraud

"Fraud" means an intentional deception or misrepresentation made by a person with the
knowledge that the deception could result in some unauthorized benefit to himself or some other
person. It includes any act that constitutes fraud under applicable Federal or State law. [42
C.F.R. 455.2]

Granite Advantage Health Care Program

"Granite Advantage Health Care Program" means the program for coverage of the newly eligible
adult population that replaces the New Hampshire Health Protection Program beginning on
January 1, 2019 as established in Senate Bill 313, 2018 NH Laws Chap. 342.

Grievance

"Grievance" means an expression of dissatisfaction about any matter other than an action.
Possible subjects for grievances include, but are not limited to, the quality of care or services
provided, and aspects of interpersonal relationships such as rudeness of a provider or employee,
or failure to respect the member's rights (42 CFR 438.400(b)).

Grievance Process

"Grievance Process" means the procedure for addressing member grievances (42 CFR
438.400(b)).

Grievance System

"Grievance System" means the overall system that includes grievances and appeals handled by
the MCO and access to the State fair hearings (42 CFR 438, Subpart F).

Healthcare Effectiveness Data and Information Set (HEDIS)

"Healthcare Effectiveness Data and Information Set (HEDIS)" means a set of standardized
performance measures designed to ensure that healthcare purchasers and consumers have the
information they need to reliably compare the performance of managed health care plans. HEDIS
also includes a standardized survey of members' experiences that evaluates plan performance in
areas such as customer service, access to care and claims processing. HEDIS is sponsored,
supported, and maintained by National Committee for Quality Assurance (NCQA).

Health Home

"Health Home" means coordinated health care provided to members with special health care
needs. At minimum, health home services include:

•  Comprehensive care coordination including, but not limited to, chronic disease management;
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•  Self-management support for the member, including parents of caregivers or parents of
children and youth;

•  Care coordination and health promotion;

• Multiple ways for the member to communicate with the team, including electronically and by
phone;

•  Education of the member and his or her parent or caregiver on self-care, prevention, and
health promotion, including the use of patient decision aids;

• Member and family support including authorized representatives;

• The use of information technology to link services, track tests, generate patient registries and
provide clinical data;

•  Linkages to community and social support services;

•  Comprehensive transitional health care including follow-up from inpatient to other settings;

• A single care plan that includes all member's treatment and self-management goals and
interventions; and

• Ongoing performance reporting and quality improvement.

Home and Community Based Care (HCBC)

"Home and Community Based Care (HCBC)", also known as Home and Community Based
Services (HCBS), means the waiver of sections 1902 (a) (10) and 1915 (c) of the Social Security
Act which allows the federal Medicaid funding of long term services and supports in non-
institutional settings for individuals who reside in the community or in certain community
alternative residential settings, as an alternative to long term institutional services in a nursing
facility or Intermediate Care Facility. This includes services provided under the Choices for
Independence Waiver (HCBC-CFI) waiver program, Developmental Disabilities (HCBC-DD)
waiver program, Acquired Brain Disorders (HCBC-ABD) waiver program, and In Home
Supports (HCBC-IHS) waiver program.

Implementation Period

"Implementation Period" means each period of time prior to Program Start Date for the
following segments: Step 1, NHHPP, SUD Phases I, 2 and 3, and Step 2 Phase 1.

Implementation Plan

"Implementation Plan" means a proposed and agreed upon written and detailed listing of all
objectives, tasks, activities, time allocation, deliverables, dependencies and responsible parties
required to design, develop and implement the steps and phases of the Care Management
Program. The Implementation Plan(s) shall include documentation of approvals as well as
document change history.
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In Home Supports for Children with Developmental Disabilities (HCBC-IHS) Waiver

"In Home Supports for Children with Developmental Disabilities (HCBC-IHS) Waiver" means
the home and community-based care 1915(c) waiver program that provides a system of long
term care services and supports to families with children diagnosed with autism and other
developmental disabilities through age 21 living at home with their families who require services
to avoid institutionalization. Covered services are identified in He-M524.

Long Term Services and Supports (LTSS)

"Long Term Services and Supports (LTSS)" means nursing facility services, all four of New
Hampshire's Home and Community Based Care Waivers, and services provided to children and
families through the Division for Children, Youth & Families.

Managed Care Organization (MCO)

"Managed Care Organization (MCO)" means an organization having a certificate of authority or
certificate of registration from the Office of Insurance Commissioner that contracts with DHHS
under a comprehensive risk Agreement to provide health care services to eligible DHHS
members under the DHHS Care Management Program.

Marketing

"Marketing" means any communication from the MCO to a potential member or member with
another DHHS contracted MCO that can be reasonably interpreted as intended to influence them
to enroll with the MCO or to either not enroll or end enrollment with another DHHS contracted

MCO (42 CFR 438.104(a)).

Marketing Materials

"Marketing Materials" means materials that are produced in any medium, by or on behalf of the
MCO that can be reasonably interpreted as intended as marketing (42 CFR 438.104(a)).

Medically Frail
"Medically frail" means a member who identifies as having a physical, mental, or emotional
health condition that causes limitations in activities (e.g. bathing, dressing, daily chores, etc.) or
lives in a medical facility or nursing home.

Medically Necessary Services

"Medically Necessary Services" means services that are "medically necessary" as is defined in
Section 23.2.2.

Member

"Member" means an individual who is enrolled in managed care through a Managed Care
Organization (MCO) having an Agreement with DHHS (42 CFR 438.10(a)).
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Member Handbook

"Member Handbook" means the handbook published by the Managed Care Organization (MCO)
which describes requirements for eligibility and enrollment, Covered Services, and other terms
and conditions that apply to Member participation in Medicaid Managed Care and which means
all informing requirements as set forth in 42 CFR 438.10.

Mental Health Court

A "Mental Health Court" is a specialized court docket for certain defendants with mental
illnesses that substitutes a problem solving model for traditional criminal court processing.

National Committee for Quality Assurance (NCQA)

"National Committee for Quality Assurance (NCQA)" means an organization responsible for
developing and managing health care measures that assess the quality of care and services that
managed care clients receive.

Necessary Services

"Necessary Services" means services to prevent, diagnose, correct, cure, alleviate or prevent the
worsening of conditions that endanger life, cause pain, result in illness or infirmity, threaten to
cause or aggravate a handicap, cause physical deformity or malfunction, or is essential to enable
the individual to attain, maintain, or regain functional capacity and/or independence, and no
other equally effective course of treatment is available or suitable for the recipient requesting a
necessary long term service and support.

New Hampshire Community Passport (NHCP) Program or Money Follows the Person
(MFP) Demonstration

"Money Follows the Person (MFP)" means a federal demonstration that assists individuals
residing in nursing institutions who meet CMS eligibility requirements find suitable healthcare
programs to support them in the community and then assists them to transition from nursing
institution care to community care. The program's intent is to help strengthen and improve
community based systems of long term care for low-income seniors and individuals with
disabilities. "New Hampshire Community Passport (NHCP) Program" means the MFP program
specific to New Hampshire.

New Hampshire Health Protection Program (NHHPP)

Coverage provided through the MCOs for individuals newly eligible for Medicaid based the new
income levels established in Senate Bill 413, Chapter 3, Laws of 2014; provided, however, that
on and after January I, 2016, coverage under this program shall be limited to said individuals
who are Medically Frail and who choose to participate in the New Hampshire Health Protection
Program and those MCO members who transition from an eligibility category other than the
New Hampshire Health Protection Program who have not yet begun their coverage in the
Premium Assistance Program.

New Member
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"New Member" means a member transferring from FFS to an MCO, or transferring from another
MCO.

Non-Participating Provider

"Non-Participating Provider" means a person, health care provider, practitioner, facility or entity
acting within their scope of practice or licensure, that does not have a written Agreement with
the MCO to participate in a managed care organization's provider network, but provides health
care services to members.

Participating Provider

"Participating Provider" means a person, health care provider, practitioner, facility, or entity,
acting within their scope of practice and licensure, and who is under a written contract with the
MCO to provide services to members under the terms of this Agreement.

Payment Reform Plan

"Payment Reform Plan" means an MCO's plan to engage its provider network in health care
delivery and payment reform activities such as pay for performance programs, innovative
provider reimbursement methodologies, risk sharing arrangements and sub-capitation
agreements, and shall contain information on the anticipated impact on member health outcomes,
providers affected.

Physician Group

"Physician Group" means a partnership, association, corporation, individual practice association,
or other group that distributes income from the practice among its members. An individual
practice association is a physician group only if it is composed of individual physicians and has
no subcontracts with physician groups.

Provider Incentive Plan

"Provider Incentive Plan" means any compensation arrangement between the MCO and a
provider or provider group that may directly or indirectly improve the delivery of healthcare
services as directed by a provider under the terms of this Agreement.

Program Management Plan

"Program Management Plan" means a proposed and agreed upon written detailed plan that
includes a framework of processes to be used by the MCO and NH DHHS for managing and
monitoring all aspects of the Care Management Program as provided for in the Agreement.
Includes documentation of approvals as well as document change history.

Program Start Date

Each date when MCO is responsible for coverage of services to its members with respect to the
steps and phases of the Medicaid Care Management program.
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Post-stabilization Services

"Post-stabilization Services" means contracted services, related to an emergency medical
condition that are provided after an member is stabilized in order to maintain the stabilized
condition or to improve or resolve the member's condition (42 CFR 438.114 and 422.113).

Primary Care Provider (PCP)

"Primary Care Provider (PCP)" means a participating provider who has the responsibility for
supervising, coordinating, and providing primary health care to members, initiating referrals for
specialist care, and maintaining the continuity of member care. PCPs include, but are not limited
to Pediatricians, Family Practitioners, General Practitioners, Internists,
Obstetricians/Gynecologists, Physician Assistants (under the supervision of a physician), or
Advanced Registered Nurse Practitioners (ARNP), as designated by the MCO. The definition of
PCP is inclusive of primary care physician as it is used in 42 CFR 438. All Federal requirements
applicable to primary care physicians will also be applicable to primary care providers as the
term is used in this Agreement.

Provider

"Provider " means an individual medical professional, hospital, skilled nursing facility, other
facility or organization, pharmacy, program, equipment and supply vendor, or other entity that
provides care or bills for health care services or products.

Referral Provider

"Referral Provider" means a provider, who is not the member's PCP, to whom a member is
referred for covered services

Regulation

"Regulation" means any federal, state, or local regulation, rule, or ordinance.

Risk

"Risk" means the possibility that a loss may be incurred because the cost of providing services
may exceed the payments made for services. When applied to subcontractors, loss includes the
loss of potential payments made as part of a provider incentive plan, as defined herein.

Special Needs

Special Needs include chronic physical, developmental, behavioral or emotional conditions or
adverse social circumstances resulting in need for help with related services of a type or amount
beyond that required by members generally. Members with Special Needs include both Children
and Adults.

Start Date of the Program

Date initial member enrollment begins.
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Start of Program

Date initial member enrollment begins.

State

"State" or "state" means the State of New Hampshire

Step 1

Services as indicated in Section 8.2 Covered Services Matrix as Step 1.

Step 2

Services as indicated in Section 8.1 Covered Populations Matrix and Section 8.2 Covered
Services Matrix as Step 2.

Subcontract

"Subcontract" means any separate contract or contract between the MCO and an individual or
entity ("Subcontractor") which relates directly or indirectly to the performance of all or a portion
of the duties and obligations that the MCO is obligated to perform pursuant to this Agreement.

Substance Use Disorder

"Substance Use Disorder" is marked by a cluster of cognitive, behavioral and physiological
symptoms indicating that the individual continues to use alcohol, tobacco, and/or other drugs
despite significant related problems. The cluster of symptoms includes tolerance; withdrawal or
use of a substance in larger amounts or over a longer period of time than intended; persistent
desire or unsuccessful efforts to cut down or control substance use; a great deal of time spent in
activities related to obtaining or using substance or to recover from their effects; relinquishing
important social, occupational or recreational activities because of substance use; and continuing
alcohol, tobacco and/or drug use despite knowledge of having a persistent or recurrent physical
or psychological problem that is likely to have been caused or exacerbated by such use; craving
or strong desire to use. Specific diagnostic criteria are specified in "Substance-Related and
Addictive Disorders", in the Diagnostic and Statistical Manual of Disorders, 5th Edition,
American Psychiatric Association, 2013.

Willing Provider

"Willing Provider" is a provider credentialed according to the requirements of DHHS and the
MCO, who agrees to render services as authorized by the MCO and to comply with the terms of
the MCO's provider agreement, including rates, and policy manual.

2.1. Acronyms

Acronym Description

ABD Acquired Brain Disorders Waiver
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Acronym Description

ACA Affordable Care Act

ADA Americans with Disabilities Act

ANB Aid to the Needy Blind

ANSA Adult Needs and Strengths

APTD Aid to the Permanently and Totally Disabled

ASC Accredited Standards Committee

ASL American Sign Language

BCCP Breast and Cervical Cancer Program

BMH Bureau of Mental Health

CAD Coronary Artery Disease

CANS Child and Adolescent Needs and Strengths Assessment

CDC Centers for Disease Control and Prevention

CFl Choices for Independence Waiver

CFR Code of Federal Regulations

CHF Congestive Heart Failure

CHIP Children's Health Insurance Program

CLA Community Living Assessment

CLAS Cultural and Linguistically Appropriate Services

CMHC Community Mental Health Center

CMS Centers for Medicare and Medicaid Services

COB Coordination of Benefits

COPD Chronic Obstructive Pulmonary Disease

CQI Continuous Quality Improvement

DCYF Division of Children, Youth & Families

DD Developmental Disabilities Waiver

DHHS Department of Health and Human Services (New Hampshire)

DOB Date of Birth
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AcroDYm Description

DME Durable Medical Equipment

DRG Diagnostic Related Group

DSH Disproportionate Share Hospitals

EFT Electronic Fund Transfer

EPSDT Early Periodic Screening, Diagnosis and Treatment

EST Eastern Standard Time

ETL Extract Transformation Load

EORO External Quality Review Organization

FFS Fee-for-Service

FQHC Federally Qualified Health Center

GME Graduate Medical Education

HC-CSD Home Care for Children with Severe Disabilities

HIPAA Health Insurance Portability and Accountability Act

HIV Human Immunodeficiency Virus

ICF Intermediate Care Facility

IMS In Home Supports for Children with Developmental Disabilities Waiver

IME Indirect Medical Education

LTSS Long term services and supports

MCO Managed Care Organization

MClS Managed Care Information System

MFP Money Follows the Person Program

MIC Medicaid Integrity Contractor

MEAD Medicaid for Employed Adults with Disabilities

MMIS Medicaid Management Information System

N/A Not applicable

NCOA National Committee for Quality Assurance

NHCP New Hampshire Community Passport Program
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AcroDym Description

NF Nursing Facility

NHHPP New Hampshire Health Protection Program

NHID New Hampshire Insurance Department

NPI National Provider Identifier

OAA Old Age Assistance

OBRA Omnibus Budget Reconciliation Act

PBM Pharmacy Benefit Management

PCP Primary Care Provider

PE Presumptive Eligibility

PIN Personal Identification Number

POA Present on Admission

OAPl Quality Assessment and Performance Improvement

QIP Quality Incentive Program

OM Quality Management

QMB Qualified Medicare Beneficiaries

RAC Recovery Audit Contractors

RBC Risk-Based Capital

RFP Request for Proposal

RHC Rural Health Center

RIMP Risk Identification Mitigation Plan

RSA Revised Statutes Annotated

SAMHSA Substance Abuse and Mental Health Services Administration

SLMB Special Low-Income Medicare Beneficiaries

SLRC ServiceLink Resource Center network under the New Hampshire Aging
and Disability Resource Center model

SNF Skilled Nursing Facility

SSA Social Security Act
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Acronym Description

SSI Supplemental Security Income

SSAE Statement on Standards for Attestation Engagements

SUD Substance Use Disorder

TANF Temporary Assistance for Needy Families

TPL Third Party Liability

TQM Total Quality Management

use United States Code

VA Veteran's Administration
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3. General Terms and Conditions

3.1. Agreement Elements

The Agreement between the parties shall consist of the following:

3.1.1. P-37 Agreement General Provisions.

3.1.2. Exhibit A - Scope of Services - Statement of work for all goods and services to be
provided as agreed to by State of New Hampshire/DHHS and the MCO.

3.1.3. Exhibit B - Capitation Rates.

3.1.4. Exhibit C - Special Provisions - Provisions and requirements set forth by the State of
New Hampshire/DHHS that must be adhered to in addition to those outlined in the P-
37.

3.1.5. Exhibit D - Certification Regarding Drug Free Workplace Requirements - MCO's
Agreement to comply with requirements set forth in the Drug-Free Workplace Act of
1988.

3.1.6. Exhibit E-Certification Regarding Lobbying-MCO's Agreement to comply with
specified lobbying restrictions.

3.1.7. Exhibit F - Certification Regarding Debarment, Suspension and Other Responsibility
Matters - Restrictions and rights of parties who have been disbarred, suspended or
ineligible from participating in the Agreement.

3.1.8. Exhibit G - Certification Regarding Americans With Disabilities Act Compliance -
MCO's Agreement to make reasonable efforts to comply with the Americans with
Disabilities Act.

3.1.9. Exhibit H - Certification Regarding Environmental Tobacco Smoke - MCO's
Agreement to make reasonable efforts to comply with the Pro-Children Act of 1994,
which pertains to environmental tobacco smoke in certain facilities.

3.1.10. Exhibit I - HIPAA Business Associate Agreement - Rights and responsibilities of the
MCO in reference to the Health Insurance Portability and Accountability Act.

3.1.11. Exhibit J - Certification Regarding Federal Funding Accountability & Transparency
Act (FFATA) Compliance.

3.1.12. Exhibit K - MCO's Program Management Plan approved by DHHS in accordance
with Section 7.4 of this Agreement.
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3.1.13. Exhibit L - MCO's Implementation Plan approved by DHHS in accordance with
Sections 7.6-7.8 of this Agreement.

3.1.14. Exhibit M - MCO's RFP (#12-DHHS-CM-01) Technical Proposal, including any
addenda, submitted by the MCO.

3.1.15. Exhibit N - Encounter Data.

3.1.16. Exhibit O -Quality and Oversight Reporting.

3.1.17. Exhibit P- Substance Use Disorder (SUD) Services.

3.2. Order of Documents.

In the event of any conflict or contradiction between or among the Agreement
documents, the documents shall control in the above order of precedence.

3.3. Delegation of Authority

Whenever, by any provision of this Agreement, any right, power, or duty is imposed or
conferred on DHHS, the right, power, or duty so imposed or conferred is possessed and
exercised by the Commissioner unless any such right, power, or duty is specifically
delegated to the duly appointed agents or employees of DHHS and NHID.

3.4. Authority of the New Hampshire Insurance Department

Wherever, by any provision of this Agreement or by the laws and rules of the State of
New Hampshire the NHID shall have authority to regulate and oversee the licensing
requirements of the MCO to operate as a Managed Care Organization in the State of New
Hampshire.

3.5. Errors & Omissions

The MCO shall not take advantage of any errors and/or omissions in the RFP or the
resulting Agreement and amendments. The MCO shall promptly notify DHHS of any
such errors and/or omissions that are discovered.

3.6. Time of the Essence

In consideration of the need to ensure uninterrupted and continuous Medicaid Managed
Care services, time is of the essence in the performance of the Scope of Work under the
Agreement.

3.7. CMS Approval of Agreement & Any Amendments

3.7.1. This Agreement and the implementation of amendments, modifications, and changes
to this Agreement are subject to the prior approval of the Centers for Medicare and
Medicaid Services ("CMS."). Notwithstanding any other provision of this Agreement,
DHHS agrees that enrollment for any step or phase will not commence until DHHS
has received required CMS approval.
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3.7.2. At the time of this Amendment, the application of the State of New Hampshire under
section 1115(a)(2) of the Social Security Act to replace the New Hampshire Health
Protection Program with the Granite Advantage Health Care Program for the
coverage of the newly eligible adult population by the MCO beginning on January 1,
2019 for the six month period ending on June 30, 2019 is currently pending with
CMS. Upon the granting of the State's waiver, the special terms and conditions of
the Granite Advantage Health Care Program shall replace the existing waiver
approval entitled 'Tslew Hampshire Health Program Premium Assistance" (Project
Number 1 l-W-00298/1) in all respects and the amended waiver shall apply as any
other waiver under Section 28.1.3.12 of this Agreement.

3.8. CooperatioD with Other Vendors and Prospective Vendors

DHHS may award supplemental contracts for work related to the Agreement, or any
portion thereof. The MCO shall reasonably cooperate with such other vendors, and shall
not commit or permit any act that may interfere with the performance of work by any
other vendor, or act in any way that may place members at risk of an emergency medical
condition.

3.9. Renegotiation and Reprocurement Rights

3.9.1. Renegotiation of Agreement Terms

3.9.1.1 .Notwithstanding anything in the Agreement to the contrary, DHHS may at
any time during the term of the Agreement exercise the option to notify MCO
that DHHS has elected to renegotiate certain terms of the Agreement. Upon
MCO's receipt of any notice pursuant to this Section, MCO and DHHS will
undertake good faith negotiations of the subject terms of the Agreement, and
may execute an amendment to the Agreement.

3.9.2. Reprocurement of the Services or Procurement of Additional Services

3.9.2.1 .Notwithstanding anything in the Agreement to the contrary, whether or not
DHHS has accepted or rejected MCO's Services and/or Deliverables provided
during any period of the Agreement, DHHS may at any time issue requests for
proposals or offers to other potential contractors for performance of any
portion of the Scope of Work covered by the Agreement or Scope of Work
similar or comparable to the Scope of Work performed by MCO under the
Agreement. DHHS shall give the MCO ninety (90) calendar days notice of
intent to replace another MCO participating in the Medicaid Managed Care
program or to add an additional MCO to the Medicaid Managed Care
program.

3.9.3. Termination Rights Upon Reprocurement. ,
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3.9.3.1.If upon procuring the Services or Deliverables or any portion of the Services
or Deliverables from another vendor in accordance with this Section DHHS

elects to terminate this Agreement, the MCO shall have the rights and
responsibilities set forth in Section 32 ("Termination"), Section 33
("Agreement Closeout") and Section 35 ("Dispute Resolution Process").
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4. Organization
4.1. Organization Requirements

4.1.1. Registrations and Licenses

The MCO shall be licensed by the.New Hampshire Department of Insurance to
operate as an Managed Care Organization in the State as required by New Hampshire
RSA 420-B, and shall have all necessary registrations and licensures as required by
the New Hampshire Insurance Department and any relevant federal and state laws
and regulations. An MCO must be in compliance with the requirements of this section
in order to participate in any Steps and Phases of the Medicaid Care Management
program.

4.2. Articles & Bylaws

4.2.1. The MCO shall provide by the beginning of each Agreement year or at the time of
any substantive changes written assurance from MCO's legal counsel that the MCO is
not prohibited by its articles of incorporation, bylaws or the laws under which it is
incorporated from performing the services required under this Agreement.

4.3. Relationships

4.3.1. Ownership and Control

4.3.1.1.The MCO shall notify DHHS of any person or corporation that has five
percent (5%) or more ownership or controlling interest in the MCO, parent
organization, subcontractors, and/or affiliates and shall provide

a. financial statements;

b. Date of Birth in the case of an individual;

c. Social Security numbers in the case of an individual; and

d. In the case of corporations primary business address, every business
location, P.O. Box address, and tax identification number for all owners

meeting this criterion [1124(a)(2)(A) 1903(m)(2)(A)(viii); 42 CFR 455.100-
104 ; SMM 2087.5(A-D); SMD letter 12/30/97; SMD letter 2/20/98]. The
MCO shall certify by its Chief Executive Officer that this information
provided to DHHS is accurate to the best of the officer's information,
knowledge, and belief [42 CFR 438.606].

4.3.1.2.The MCO shall inform DHHS and the New Hampshire Insurance Department
(NHID) of its intent for mergers, acquisitions, or buy-outs within seven (7)
calendar days of key staff learning of the action.
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4.3.1.3.The MCO shall inform key DHHS andNHFD staff by phone and by email
within one business day of when any key MCO staff learn of any actual or
threatened litigation, investigation, complaint, claim, or transaction that may
reasonably be considered to have a material financial impact on and/or
materially impact or impair the ability of the MCO to perform under this
Agreement with DHHS.

4.3.2. Prohibited

4.3.2.1.The MCO shall not knowingly have a relationship with the following:

4.3.2.1.1. An individual who is debarred, suspended, or otherwise excluded from
participating in procurement activities under the Federal Acquisition
Regulation or from participating in non-procurement activities under
regulations issued under Executive Order No. 12549 or under
guidelines implementing Executive Order No. 12549.; or

4.3.2.1.2. An individual who is an affiliate, as defined in the Federal Acquisition
Regulation, of a person described in 4.3.2.1.

4.3.2.1.3. An individual is described as follows:

a. A director, officer, or partner of the MCO;

b. A subcontractor of the MCO;

c. A person with beneficial ownership of five percent (5%) or more
of the MCO's equity; or

d. A person with an employment, consulting, or other arrangement
with the MCO obligations under its Agreement with the State [42
CFR 438.610(a); 42 CFR 438.610(b); SMD letter 2/20/98].

4.3.3. The MCO shall retain any data, information, and documentation regarding the above
described relationships for a period no less than 10 years [42 CFR 438.3(u)].

4.3.4. The MCO shall conduct background checks on all employees actively engaged in the
Care Management Program. In particular, those background checks shall screen for
exclusions from any federal programs and sanctions from licensing oversight boards,
both in-state and out-of-state.

4.3.5. The MCO shall not and shall certify it does not employ or contract, directly or
indirectly, with:

4.3.5.1 .Any individual or entity excluded from Medicaid or other federal health care
program participation under Sections 1128 or 1128A of the SSA for the
provision of health care, utilization review, medical social work, or
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administrative services or who could be excluded under Section 1128(b)(8) of
the Social Security Act as being controlled by a sanctioned individual;

4.3.5.2.Any entity for the provision of such services (directly or indirectly) through an
excluded individual or entity;

4.3.5.3.Any individual or entity excluded from Medicaid or New Hampshire
participation by DHHS;

4.3.5.4.Any individual or entity discharged or suspended from doing business with
the State of New Hampshire; or

4.3.5.5.Any entity that has a contractual relationship (direct or indirect) with an
individual convicted of certain crimes as described in Section 1128(b)(8) of
the Social Security Act.

Page 32



New Hampshire Medlcald Care Management Contract — SFY2019

Exhibit A - Amendment #15

5. Subcontractors

5.1. MCO Obligations

5.1.1. The MCO remains fully responsible for the obligations, services and functions
performed by its subcontractors, including being subject to any remedies contained in
this Agreement, to the same extent as if such obligations, services and functions were
performed by MCO employees, and for the purposes of this Agreement such work
will be deemed performed by the MCO. DHHS reserves the right to require the
replacement of any subcontractor found by DHHS to be unacceptable or unable to
meet the requirements of this Agreement, and to object to the selection or use of a
subcontractor.

5.1.2. The MCO shall provide written policies for all employees and subcontractors
describing in detail the False Claims Act and other Federal and State laws described
in section 1902(a)(68) of the SSA including information about rights of employees to
be protected as whistleblowers.

5.1.3. The MCO regardless of its written agreements with any subcontractors maintains
ultimate responsibility for complying with this Agreement.

5.1.4. The MCO shall iriform all subcontractors at the time of entering into an agreement
with the MCO about the grievance and appeal system as described in 42 CFR
438.10(g).

5.1.5. The MCO shall have a written agreement between the MCO and each subcontractor
in which the subcontractor:

5.1.5.1.Agrees to comply with all applicable Medicaid laws, regulations, including
applicable subregulatory guidance and MCO contract provisions;

5.1.5.2.Agrees to hold harmless DHHS and its employees, and all members served
under the terms of this Agreement in the event of non-payment by the MCO;

5.1.5.3.Agrees to indemnify and hold harmless DHHS and its employees against all
injuries, deaths, losses, damages, claims, suits, liabilities, judgments, costs and
expenses which may in any manner accrue against DHHS or its employees
through intentional misconduct, negligence, or omission of the subcontractor,
its agents, officers, employees or contractors;[

5.1.5.4. Agrees that the State, CMS, the HHS Inspector General, or their designees
shall have the right to audit, evaluate, and inspect any premises, physical
facilities, books, records, contracts, computer or other electronic systems of
the subcontractor, or of the subcontractor's contractor, that pertain to any
aspect of the MCO Managed Care activities;
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5.1.5.5. Agrees that it can be audited for ten years from the final date of the contract
period or from the date of any completed audit, whichever is later; and

5.1.5.6. Agrees that the State, CMS, or the HHS Inspector General can conduct an
audit at any time if the State, CMS, or the HHS Inspector General determines
that there is a reasonable possibility of fraud or similar risk [42 CFR 438.230].

5.1.4 The MCO shall notify DHHS in writing within 10 business days if a subcontractor
is cited for corrective action by any federal or state regulatory authority.

5.2. Notice and Approval

5.2.1. The MCO shall submit all subcontractor agreements to DHHS for prior approval at
least sixty (60) calendar days prior to the anticipated implementation date of that
subcontractor agreement and annually for renewals or whenever there is a substantial
change in scope or terms of the subcontractor agreement.

5.2.2. The MCO shall notify DHHS of any change in subcontractors and shall submit a new
subcontractor agreement for approval ninety (90) calendar days prior to the start date
of the new subcontractor agreement.

5.2.3. Approval by DHHS of a subcontractor agreement does not relieve the MCO from any
obligation or responsibility regarding the subcontractor and does not imply any
obligation by DHHS regarding the subcontractor or subcontractor agreement.

5.2.4. DHHS may grant a written exception to the notice requirements of 5.2.1 and 5.2.2 if,
in DHHS's reasonable determination, the MCO has shown good cause for a shorter
notice period or deems that the subcontractor is not a material subcontractor.

5.2.5. The MCO shall notify DHHS within twenty four (24) hours after receiving notice
from a subcontractor of its intent to terminate a subcontract agreement.

5.2.6. The MCO shall notify DHHS of any material breach of an agreement between the
MCO and the subcontractor within twenty four (24) hours of validation that such
breach has occurred.

5.3. MCO's Oversight

5.3.1. The MCO shall oversee and be held accountable for any function(s) and
responsibilities that it delegates to any subcontractor in accordance with 42 CFR
438.230 and SMM 2087.4, including;

5.3.1.1 .The MCO shall have a written agreement between the MCO and the
subcontractor that specifies the activities and responsibilities delegated to the
subcontractor and its transition plan in the event of termination and provisions
for revoking delegation or imposing other sanctions if the subcontractor's
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performance is inadequate as determined by the MCO or NH DHHS. In such
written agreement, the subcontractor shall also agree to perform the delegated
activity and related reporting responsibilities as specified in the subcontractor
agreement and the applicable responsibilities in this Agreement.

5.3.1.2.A11 subcontracts related to any aspect of the MCO Managed Care activities
shall fulfill the applicable requirements of 42 CFR Part 438 for those
responsibilities delegated to the subcontractor.

5.3.1.3.The MCO shall evaluate the prospective subcontractor's ability to perform the
activities to be delegated.

5.3.1.4.The MCO shall monitor the subcontractor's performance on an ongoing basis
consistent with industry standards and State and Federal laws and regulations.

5.3.1.5.The MCO shall audit the subcontractor's care systems at least annually and
when there is a substantial change in the scope or terms of the subcontract
agreement.

5.3.1.6.The MCO shall identify deficiencies or areas for improvement, if any, with
respect to which the MCO and the subcontractor shall take corrective action.

5.3.1.7.The MCO shall monitor the performance of its subcontractors on an ongoing
basis and ensure that performance is consistent with the Agreement between
the MCO and DHHS.

5.3.1.8.1f the MCO identifies deficiencies or areas for improvement are identified, the
MCO shall notify DHHS and take corrective action within seven (7) calendar
days of identification. The MCO shall provide DHHS with a copy of the
Corrective Action Plan, which is subject to DHHS approval.
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5.4. Transition Plan

5.4.1. In the event of material change, breach or termination of a subcontractor agreement
between the MCO and a subcontractor, the MCO's notice to DHHS shall include a

transition plan for DHHS's review and approval.

Page 36



New Hampshire Medlcald Care Management Contract — SFY2019

Exhibit A - Amendment #15

6. Staffing
6.1. Key Personnel

6.1.1. The MCO shall commit key personnel to the New Hampshire Care Management
program on a full-time basis. Positions considered to be key personnel are listed
below, along with any specific requirements for each position:

6.1.1.1 .Executive Director: Individual has clear authority over the general
administration and day-to-day business activities of this Agreement.

6.1.1.2.Finance Officer: Individual is responsible for accounting and finance
operations, including all audit activities.

6.1.1.3.Medical Director: Physician licensed by the NH Board of Medicine shall
oversee and be responsible for all clinical activities, including but not limited
to, the proper provision of covered services to members, developing clinical
practice standards and clinical policies and procedures. The Medical Director
shall have a minimum of five (5) years of experience in government programs
(e.g. Medicaid, Medicare, and Public Health). The Medical Director shall
have oversight of all utilization review techniques and methods and their
administration and implementation.

6.1.1.4.The MCO will also have a physician available to the New Hampshire Care
Management program with experience in the diagnosis and treatment of SUD.

6.1.1.5.Quality Improvement Director: Individual is responsible for all Quality
Assessment and Performance Improvement (QAPI) program activities. This
person shall be a licensed clinician with relevant experience in quality
management for physical and/or behavioral healthcare.

6.1.1.6.Coordinators for the following five (5) functional areas shall be responsible
for overseeing care coordination activities for MCO members with complex
medical, behavioral health, developmental disability and long term care needs.
They shall also serve as liaisons to DHHS staff for their respective functional
areas:

6.1.1.6.1. Special Needs Coordinator: Individual shall have a minimum of a
Master's Degree from a recognized college or university with major
study in Social Work, Psychology, Education, Public Health or a
related field. The individual shall have a minimum of eight (8) years
demonstrated experience both in the provision of direct care services
as well as progressively increasing levels of management
responsibilities with a particular focus on special needs populations.
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6.1.1.6.2. Behavioral Health Coordinator: Individual shall have a minimum of a

Master's Degree from a recognized college or university with major
study in Social Work, Psychology, Education, Public Health or a
related field. The individual shall have a minimum of eight (8) years
demonstrated experience both in the provision of direct care services
as well as progressively increasing levels of management
responsibilities, with a particular focus on direct care and
administrative responsibilities within community mental health
services.

6.1.1.6.3. Developmental Disabilities Coordinator: The individual shall have a
minimum of a Master's Degree from a recognized college or university
with major study in Social Work, Psychology, Education, Public
Health or a related field. The individual shall have a minimum of eight
(8) years demonstrated experience both in the provision of direct care
services as well as progressively increasing levels of management
responsibilities, with a particular focus on direct care and
administrative responsibilities related to services provided for
developmentally disabled individuals.

6.1.1.6.4. Substance Use Disorder Coordinator: The individual will have a

minimum of a Master's Degree in a SUD related field and have a
minimum of eight (8) years of demonstrated experience both in the
provision of direct care services at progressively increasing levels of
management responsibilities, with a particular focus on direct care and
administrative responsibilities related to substance use disorders.

6.1.1.6.5. Long Term Services and Supports Coordinator: The individual will
have a minimum of a Master's Degree in a Social Work, Psychology,
Education, Public Health or a LTSS related field and have a minimum

of eight (8) years of demonstrated experience both in the provision of
direct care services at progressively increasing levels of management
responsibilities, with a particular focus on direct care and
administrative responsibilities related to long term care.

6.1.1 .T.Network Management Director: Individual is responsible for development and
maintenance of the MCO's provider network.

6.1.1.8.Member Services Manager: Individual is responsible for provision of all MCO
member-services activities. The manager shall have prior experience with
Medicaid or Medicare populations.
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6.1.1.9.Utilization Management (UM) Director: Individual is responsible for all UM
activities. This person shall be under the direct supervision of the Medical
Director and shall ensure that UM staff has appropriate clinical backgrounds
in order to make appropriate UM decisions regarding Medically Necessary
Services and Necessary Services.

6.1.1.10.Systems Director/Manager: Individual is responsible for all MCO
information systems supporting this Agreement including, but not limited to,
continuity and integrity of operations, continuity flow of records with DHHS'
information systems and providing necessary and timely reports to DHHS.

6.1.1.11 .Claims/Encounter Manager: Individual is responsible for and is qualified by
training and experience to oversee claims and encounter submittal and
processing, where applicable, and to ensure the accuracy, timeliness, and
completeness of processing payment and reporting.

6.1.1.12.Grievance Coordinator: Individual is responsible for overseeing the MCO's
Grievance System.

6.1.1.13.Fraud, Waste, and Abuse Coordinator: Individual is responsible for tracking,
reviewing, monitoring, and reducing fraud, waste, and abuse.

6.1.1.14.Compliance Officer: Individual is responsible for MCO's compliance with
the provisions of this Agreement and all applicable state and federal
regulations and statutes.

6.1.2. The MCO shall have an on-site presence in New Hampshire. The following key
personnel shall be located in New Hampshire:

6.1.2.1 .Executive Director

6.1.2.2.Medical Director

6.1.2.3.QuaIity Improvement Director

6.1.2.4.Special Needs Coordinator

6.1.2.5.Behavioral Health Coordinator

6.1.2.6.Developmental Disabilities Coordinator

6.1.2.7.Long Term Services and Supports Coordinator

6.1.2.8.Network Management Director
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6.1.2.9.Fraud, Waste, and Abuse Coordinator

6.1.2.1 ©.Grievance Coordinator

6.1.2.11.Substance Use Disorder Coordinator

6.1.2.12.Claim Encounter Manager

6.1.2.13.Provider Relations Manager

6.1.3. The MCO shall provide to DHHS for review and approval key personnel and
qualifications no later than sixty (60) days prior to start of program.

6.1.4. The MCO shall staff the program with the key personnel as specified in this
Agreement, or shall propose alternate staffing subject to review and approval by
DHHS, which approval shall not be unreasonably withheld.

6.1.5. DHHS may grant a written exception to the notice requirements of this Section if, in
DHHS's reasonable determination, the MCO has shown good cause for a shorter
notice period.

6.2. General Staffing Provisions

6.2.1. The MCO shall provide sufficient staff to perform all tasks specified in this
Agreement. The MCO shall maintain a level of staffing necessary to perform and
carry out all of the functions, requirements, roles, and duties in a timely fashion as
contained herein. In the event that the MCO does not maintain a level of staffing
sufficient to fully perform the functions, requirements, roles, and duties, DHHS may
impose liquidated damages, in accordance with Section 34.

6.2.2. The MCO shall ensure that all staff have appropriate training, education, experience,
and orientation to fulfill the requirements of the positions they hold and shall verify
and document that it has met this requirement. This includes keeping up-to-date
records and documentation of all individuals requiring licenses and/or certifications
and such records shall be available for DHHS inspection.

6.2.3. All key staff shall be available during DHHS hours of operation and available for in-
person or video conferencing meetings as requested by DHHS.

6.2.4. The MCO key personnel, and others as required by DHHS, shall, at a minimum, be
available for monthly in-person meetings in New Hampshire with DHHS.

6.2.5. The MCO shall notify DHHS at least thirty (30) calendar days in advance of any
plans to change, hire, or reassign designated key personnel.
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6.2.6. If a member of the MCO's key staff is to be replaced for any reason while the MCO
is under Agreement, the MCO shall inform DHHS within seven (7) calendar days,
and submit proposed alternate staff to DHHS for review and approval, which
approval shall not be unreasonably withheld.

6.3. Staffing Contingency Plan

6.3.1. The MCO shall, deliver to DHHS a Staffing Contingency Plan within thirty (30)
calendar days of signing this Agreement and after any substantive changes to the
Staffing Contingency Plan. The Plan shall include but is not limited to:

6.3.1.1 .The process for replacement of personnel in the event of loss of key personnel
or other personnel before or after signing of the Agreement;

6.3.1.2.Allocation of additional resources to the Agreement in the event of inability to
meet any performance standard;

6.3.1.3.Replacement of key personnel with staff with similar qualifications and
experience;

6.3.1.4.Discussion of time frames necessary for obtaining replacements;

6.3.1.5.MCO's capabilities to provide, in a timely manner, replacements/additions
with comparable experience; and

6.3.1.6.The method of bringing replacements/additions up-to-date regarding this
Agreement.
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7. Program Management and Planning
7.1. General

7.1.1. The MCO shall provide a comprehensive risk-based, capitated program for providing
health care services to members enrolled in the New Hampshire Medicaid Program
and provide for ail aspects of managing such program, including claims processing
and operational reports. The MCO shall establish and demonstrate audit trails for all
claims processing and financial reporting carried out by the MCO's staff, system, or
designated agents.

7.2. Representation and Warranties

7.2.1. The MCO warrants that all Managed Care developed and delivered under this
Agreement will meet in all material respects the specifications as described in the
Agreement during the Agreement Period, including any subsequently negotiated, and
mutually agreed, specifications.

7.2.2. The MCO acknowledges that in entering this Agreement, DHHS has relied upon
representations made by the MCO in its RPP (#12-DHHS-CM-I) or RFA (15-DHHS-
CM-Ol), Technical and Cost Proposal, including any addenda, with respect to
delivery of Managed Care. In reviewing and approving the program management and
planning requirements of this Section, DHHS reserves the right to require the MCO to
develop plans that are substantially and materially consistent with the representations
made in the MCO's RFP (#12-DHHS-CM-1) or RFA (15-DHHS-CM-Ol), Technical
and Cost Proposal, including any addenda.

7.3. Audit Requirements

7.3.1. No later than forty (40) business days after the end of the State Fiscal Year each
June 30, the MCO shall provide DHHS a "SOCl" or a "S0C2" Type 2 report of the
MCO or its corporate parent in accordance with American Institute of Certified
Public Accountants, Statement on Standards for Attestation Engagements (SSAE)
No. 16, Reporting on Controls at a Service Organization. The report shall assess the
design of internal controls and their operating effectiveness. The reporting period
shall cover the previous twelve (12) months or the entire period since the previous
reporting period. DHHS will share the report with internal and external auditors of the
State of New Hampshire and federal oversight agencies. The SSAE 16 Type 2 report
shall include:

7.3.1.1 .Description by the MCO's management of its system of policies and
procedures for providing services to user entities (including control objectives
and related controls as they relate to the services provided) throughout the
twelve (12) month period or the entire period since the previous reporting
period.
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7.3.1.2.Written assertion by the MCO's management about whether:

7.3.1.2.1. The aforementioned description fairly presents the system in all
material respects;

7.3.1.2.2. The controls were suitably designed to achieve the control objectives
stated in that description; and

7.3.1.2.3. The controls operated effectively throughout the specified period to
achieve those control objectives.

7.3.1.3.Report of the MCO's auditor, which:

7.3.1.3.1. Expresses an opinion on the matters covered in management's written
•assertion; and

7.3.1.3.2. Includes a description of the auditor's tests of operating effectiveness
of controls and the results of those tests.

7.3.2. The MCO shall notify DHHS if there are significant or material changes to the
internal controls of the MCO. If the period covered by the most recent SSAE16 report
is prior to June 30, the MCO shall additionally provide a bridge letter certifying to
that fact.

7.3.3. The MCO shall respond to and provide resolution of audit inquiries and findings
relative to the MCO Managed Care activities.

7.3.4. DHHS, CMS, the Office of the Inspector General, the Comptroller General, and their
designees have the right to inspect and audit any records of the MCO, or its
subcontractors and conduct on-site reviews of the MCO's operations at the MCO's
expense. These on-site visits may be unannounced. The MCO shall fully cooperate
with DHHS' on-site reviews. This right exists for ten (10) years from the final date
of the contract period or from the date of completion of an audit, whichever is later.

7.3.5. DHHS may require monthly plan oversight meetings to review progress on the
MCO's Program Management Plan, review any ongoing Corrective Action Plans and
review MCO compliance with requirements and standards as specified in this
Agreement.

7.3.6. The MCO shall use reasonable efforts to respond to DHHS oral and written
correspondence within one (1) business day of receipt.

7.4. Program Management and Communications Plans

7.4.1. The MCO shall submit a Program Management Plan (PMP) to DHHS for review and
approval at least sixty (60) calendar days prior to each Program Start Date. Annually,
thereafter, the MCO shall submit an updated PMP to DHHS for review and approval
at least sixty (60) calendar days prior to the commencement of each Agreement year.
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7.4.1.1 .The PMP shall elaborate on the general concepts outlined in the MCO's
proposal and the section headings of Exhibit A;

7.4.1.2.The PMP shall describe how the MCO will operate in New Hampshire by
outlining management processes such as communications, workflow, overall
systems as detailed in the section headings of Exhibit A, evaluation of
performance, and key operating premises for delivering efficiencies and
satisfaction as they relate to member and provider experiences; and

7.4.1.3.The PMP shall outline the MCO integrated organizational structure including
New Hampshire-based resources and its support from corporate,
subcontractors, and workgroups or committees.

7.4.1.4.The MCO shall submit a Communications Plan to DHHS for review and

approval at least sixty (60) calendar days prior to the scheduled start date of
the program. Thereafter, the MCO shall submit an updated Communications
Plan to DHHS for review and approval at least sixty (60) calendar days prior
to the commencement of each Agreement year.

7.5. Emergency Response Plan

7.5.1. The MCO shall submit an Emergency Response Plan to DHHS for review and
approval at least sixty (60) calendar days prior to each Program Start Date.
Thereafter, the MCO shall submit an updated Emergency Response Plan to DHHS for
review and approval at least sixty (60) calendar days prior to the commencement of
each Agreement year.

7.5.2. The plan shall address, at a minimum, the following aspects of pandemic
preparedness and natural disaster response and recovery:

7.5.2.1 .Employee training;

7.5.2.2.Essential business functions and key employees within the organization
necessary to carry them out;

7.5.2.3.Contingency plans for covering essential business functions in the event key
employees are incapacitated or the primary workplace is unavailable; and

7.5.2.4.Communication with staff, members, providers, subcontractors and suppliers
when normal systems are unavailable;

7.5.2.5.Plans to ensure continuity of services to providers and members;

7.5.2.6.How the MCO will coordinate with and support DHHS and the other MCOs;
and
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7.5.2.7.H0W the plan will be tested, updated and maintained.

7.6. Step 1 Program Implementation Plan

7.6.1. Submission and Contents of the Plan

7.6.1.1.The MCO shall submit a "Step 1 Program Implementation Plan" (Step 1
Implementation Plan) to DHHS for review and approval no later than fourteen
(14) calendar days after the signing of this Agreement. The Step 1
Implementation Plan shall address, at a minimum, the following elements and
include timelines and identify staff responsible for implementation of the
Plan:

7.6.1.1.1. Provider credentialing/contracting;

7.6.1.1.2. Provider payments;

7.6.1.1.3. Member Services;

7.6.1.1.4. Member Enrollment;

7.6.1.1.5. Pharmacy Management;

7.6.1.1.6. Care Coordination;

7.6.1.1.7. Utilization Management;

7.6.1.1.8. Grievance System;

7.6.1.1.9. Fraud, Waste, and Abuse;

7.6.1.1.10. Third-Party Liability;

7.6.1.1.11. MClS;

7.6.1.1.12. Financial management; and

7.6.1.1.13. Provider and member communications.

7.6.1.2.The Step 1 Program Implementation Plan shall become an addendum to this
Agreement as Exhibit L.

7.6.2. Implementation

7.6.2.1.Upon approval of the Step 1 Implementation Plan, the MCO shall implement
the Plan as approved covering the Step 1 populations and services identified in
Sections 8.1 and 8.2 of this Agreement.

7.6.2.2.The MCO shall successfully complete all implementation activities at its own
cost and will not be reimbursed by DHHS for this phase of work.

7.6.2.3.The MCO must obtain prior written approval from DHHS for any changes or
deviations from the submitted and approved Plan.
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7.6.2.4.Throughout the implementation period, the MCO shall submit weekly status
reports to DHHS that address:

7.6.2.4.1. Progress on Step 1 Implementation Plan;

7.6.2.4.2. Risks/Issues and mitigation strategy;

7.6.2.4.3. Modifications to the Step 1 Implementation Plan;

7.6.2.4.4. Progress on any Corrective Action Plans;

7.6.2.4.5. Program delays; and

7.6.2.4.6. Upcoming activities.

7.6.2.5.Throughout the implementation period, the MCO shall conduct weekly
implementation status meetings with DHHS at a time and location to be
decided by DHHS. These meetings shall include representatives of key MCO
Implementation staff and relevant DHHS personnel.

7.6.3. Readiness Reviews

7.6.3.1 .DHHS intends to conduct two (2) readiness reviews of the MCO during the
implementation phase prior to the Program Start Date. The first review shall
take place thirty (30) days after contract effective date or scheduled after
DHHS has verified that at least two MCOs have satisfied the DHHS

Substantial Provider Network reporting requirements, whichever comes later,
and will take place ninety(90) calendar days prior to the Program Start Date.
The second review shall take place thirty (30) calendar days prior to the
Program Start Date. The MCO shall fully cooperate with DHHS during these
readiness reviews. During the readiness reviews, DHHS shall assess the
MCO's progress towards a successful program implementation through
regular reporting activities. The review shall include validation of readiness in
multiple areas, including but not limited to:

7.6.3.1.1. MCO's ability to pay a claim;

7.6.3.1.2. MCO's network adequacy;

7.6.3.1.3. MCO's member transition plan;

7.6.3.1.4. MCO's system preparedness;

7.6.3.1.5. MCO's member experience procedures;

7.6.3.1.6. Grievance System; and

7.6.3.1.7. MCO subcontracts.

7.6.3.2.DHHS may adjust the timing, number and requirements of Readiness Reviews
at its sole discretion.
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7.6.3.3.Should the MCO fail to pass either readiness review, the MCO shall submit a
Corrective Action Plan to DHHS sufficient to ensure the MCO passes the
readiness review and shall complete implementation on schedule. This
Corrective Action Plan shall be integrated into the overall program Step 1
Implementation Plan as a modification subject to review and approval by
DHHS. DHHS reserves the right to suspend enrollment of members into the
MCO until deficiencies in the MCO's readiness activities are rectified and/or

apply liquidated damages as provided in Section 34.

7.6.3.4.During the first one hundred and eighty (180) days following the effective
date of this Agreement or within ninety (90) days prior to the Program Start
Date, whichever comes later, DHHS may give tentative approval of the
MCO's required policies and procedures.

7.6.3.5.DHHS may at its discretion suspend application of the remedies specified in
Section 34, except for those required under 42 CFR 700 and Section 1903(m)
or Section 1932 of the Social Security Act, provided that the MCO is in
compliance with any Corrective Action Plans developed during the readiness
period, unless the MCO fails to meet the start date of the NH Medicaid Care
Management program.

7.6.3.6.The start date of the Medicaid Care Management program shall be when at
least two MCOs have met the readiness requirements 7.6.3.1.

7.7. Step 2 Program Implementation Plans

7.7.1. Implementation of Step 2 will take place as follows;

7.7.1.1 .Phase 1. Mandatory Enrollment populations indicated in Section 8.1 —
Program Start Date February 1, 2016.

7.8. NHHPP Program Implementation Plan

7.8.1. Submission and Contents of the NHHPP Implementation Plan

7.8.1.1 .The MCO shall submit a NHHPP Implementation Plan to DHHS for review
and approval no later than fourteen days (14) calendar days after signing the
related contract amendment. The Implementation Plan shall address, at a
minimum, the following elements and include timelines and identify staff
responsible for the implementation of the Plans:

7.8.1.1.1. Provider credentialing/contracting for SUD and chiropractic providers;

7.8.1.1.2. Provider agreements and or amendments for services provided to
NHHPP members;
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7.8.1.1.3. Paying NHHPP providers according to the methodology prescribed by
DHHS Section 21.2.10.4;

7.8.1.1.4. Sufficient provider capacity to serve NHHPP population without
compromising access for Step 1 members;

7.8.1.1.5. Production of new Member handbooks or updates to reflect the
differences for the NHHPP plan members;

7.8.1.1.6. Implementation of a process by which to reduce inappropriate
emergency room utilization;

7.8.1.1.7. Implementation of new member co-payments and cost sharing as
required in Medicaid Care Management; and

7.8.1.1.8. Call center training for NHHPP related inquiries.

7.8.2. NHHPP Implementation

7.8.2.1 .The MCO shall successfully complete all implementation activities at its own
cost and will not be reimbursed by DHHS for this phase of work.

7.8.2.2.Throughout the implementation period, the MCO shall submit weekly status
reports to DHHS that address:

7.8.2.2.1. Progress on NHHPP Implementation Plan;

7.8.2.2.2. Risks/Issues and mitigation strategy;

7.8.2.2.3. Modifications to the NHHPP Implementation Plan;

7.8.2.2.4. Progress on any Corrective Action Plans;

7.8.2.2.5. Program delays; and

7.8.2.2.6. Upcoming activities.

7.8.2.3.Throughout the implementation period, the MCO shall conduct weekly
implementation status meetings with DHHS at a time and location to be
decided by DHHS. These meetings shall include representatives of key MCO
implementation staff and relevant DHHS personnel.

7.8.3. NHHPP Readiness Review

7.8.3.1.DHHS intends to conduct one (1) readiness review no sooner than thirty (30)
days prior to the enrollment of NHHPP members. The MCO shall fully
cooperate with DHHS during this review.
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8. Covered Populations and Services
8.1. Covered Populations Matrix

The MCO shall provide managed care services to population groups deemed by DHHS to
be eligible for managed care. The planned phase-in of population groups is depicted in
the matrix below.

Members Step 1 Step 2 NHHPP
Excluded/

FFS

OAA/ANB/APTD/MEAD/TANF/Poverty Level - Non-
Duals' X

Foster Care - With Member Opt Out X

Foster Care - Mandatory Enrollment (w/CMS waiver) X

HC-CSD (Katie Beckett) - With Member Opt Out X

HC-CSD (Katie Beckett) - Mandatory Enrollment X

Children with special health care needs (enrolled in Special
Medical Services / Partners in Health) - Mandatory
Enrollment X

Children with Supplemental Security Income (SSI) -
Mandatory Enrollment X

M-CHIP X

TPL (non-Medicare) except members with VA benefits X

Auto eligible and assigned newboms X

Breast and Cervical Cancer Program (BCCP) X

' Per 42 use § 1396u-2(a)(2)(A)Non-dual members under age 19 receiving SSI, or with special healthcare needs, or
who receive adoption assistance or are in out of home placements, have member opt out.
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Members Step 1 Step 2 NHHPP
Excluded/

FFS

Pregnant Women X

Native Americans and Native Alaskans w/ member opt out^ X

Native Americans and Native Alaskans - Mandatory
Enrollment (w/CMS waiver) X

Medicare Duals - With Member Opt Out X

Medicare Duals - Mandatory Enrollment (w/CMS waiver) X

Members with VA Benefits X

NHHPP Enrollees X

Medically Frail X

Family Planning Only Benefit X

Initial part month and retroactive/PE eligibility segments
(excluding auto eligible newboms) X

Spend-down X

QMB/SLMB Only (no Medicaid) X

Health Insurance Premium Payment Program (HIPP) X

8.2. Covered Services Matrix Overview

The MCO shall provide, at a minimum, the services identified in the following matrix,
and in accordance with CMS-approved Medicaid State Plan, to its members, reflecting
the planned phase-in.

Per 42 USC §1396u-2(a)(2)(c); however, NH has no recognized tribes.
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Services Step 1
NH

HP?

Step 2
Phase 1

Excl./

FFS

Maternity & Newborn Kick Payments X X X

Inpatient Hospital X X X

Outpatient Hospital X X X

Inpatient Psychiatric Facility Services Under
Arc 21^

X X X

Physicians Services X X X

Advanced Practice Registered Nurse X X X

Rural Health Clinic & FQHC X X X

Prescribed Drugs^ X X X

Community Mental Health Services X X X

Psychology X X X

Ambulatory Surgical Center X X X

Laboratory (Pathology) X X X

X-Ray Services X X X

Family Planning Services X X X

Medical Services Clinic (mostly methadone
clinic)

X X X

Physical Therapy® X X X

Occupational Therapy' X X X

Including facility and ancillary services for dental procedures

* Under age 22 if individual-admitted prior to age 21

^ Except as indicated in Section 14.1.15

' Combined PT, OT, ST 20 visit limit in the CMS-approved State Plan is equivalent to combined 20 hours
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Services Step 1
NH

HP?

Step 2
Phase 1

Excl./

FFS

Speech Therapy® X X X

Audiology Services X X X

Podiatrist Services X X X

Home Health Services X X X

EPSDT Services^ X X X

Private Duty Nursing
X EPSDT

only

X

Adult Medical Day Care
X EPSDT

only

X

Personal Care Services

X EPSDT

only

X

Hospice X X X

Optometric Services Eyeglasses X X X

Furnished Medical Supplies & Durable
Medical Equipment

X X X

Non-Emergent Medical Transportation X X X

Ambulance Service X X X

Wheelchair Van X X X

Independent Care Management
X EPSDT

only

X

' Combined PT, OT, ST 20 visit limit in the CMS-approved State Plan is equivalent to combined 20 hours

® Combined PT, OT, ST 20 visit limit in the CMS-approved State Plan is equivalent to combined 20 hours

' EPSDT includes Applied Behavioral Analysis Services.

Also includes mileage reimbursement for medically necessary travel
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Services Step 1
NH

HPP

Step 2
Phase 1

Excl./

FFS

Home Visiting Services X x"

Acquired Brain Disorder Waiver Services

Developmentally Disabled Waiver Services

Choices for Independence Waiver Services

In Home Supports Waiver Services

Skilled Nursing Facility

Skilled Nursing Facility Atypical Care

Inpatient Hospital Swing Beds, SNF

Intermediate Care Facility Nursing Home

Intermediate Care Facility Atypical Care

Inpatient Hospital Swing Beds, ICF

GlenclifFHome

Developmental Services Early Supports and
Services

Home Based Therapy - DCYF

Child Health Support Service - DCYF

Intensive Home and Community Services -
DCYF

Placement Services - DCYF

Private Non-Medical Institutional For

Children-DCYF

Crisis Intervention - DCYF

Substance use disorder services as per He-W X X X

" Provided within the SUD benefit
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Services Step 1
NH

HPP

Step 2
Phase 1

Excl./

FFS

513

Chiropractic services (NHHPP population
only)

X

Intermediate Care Facility for Individuals
with Intellectual Disabilities (ICF/IID)^^

Medicaid to Schools Services X

Dental Benefit Services'^ X

Behavioral Health Crisis Treatment Center X X X

Services provided in an IMD pursuant to an
approved waiver'"^

X X X

8.3. Covered Services Additional Provisions

8.3.1. While the MCO may provide a higher level of service and cover additional services
than required by DHHS, the MCO shall, at a minimum, cover the services identified
at least up to the limits described in N.H. Code of Administrative Rules, chapter He-E
801, He-E 802, He-W 530, and He-M 426. DHHS reserves the right to alter this list at
any time by informing the MCO [42 CFR 438.210(a)(1) and (2)]. Changes to the
Medicaid State Plan, state statutes and rules shall be done in accordance with Federal
and state requirements.

8.3.2. Pursuant to 42 CFR 438.3, the MCO shall provide enrollees with services or settings
that are in lieu of services or settings described in 8.2 that are authorized by DHHS,
which include. Medical Nutrition & Diabetes Self Management. The MCO shall not
require the enrollee to use these altemate services.

8.3.3. Pursuant to 42 CFR 438.6, the MCO shall pay for up to fifteen (15) inpatient days
per calendar month for any enrollee that is receiving treatment in an institution for

e.g. Cedarcrest

except facility and ancillary services for dental procedures

The Department anticipates that the Substance Use Disorder Treatment and Recovery Access Section 1115(a)
Research and Demonstration Waiver will be approved by July of2018.
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mental disease (IMD) for the primary treatment of a psychiatric disorder that is not a
state owned or operated facility. The MCO shall not pay for any days in a given
month if the enrollee exceeds fifteen (15) days in an IMD for that month. The
provision of inpatient psychiatric treatment in an IMD must meet the requirements for
in lieu of services at 42 CFR 438.3(e)(2)(i) through (iii).

8.3.4. Effective November I, 2014, with the exception of HCBC waiver participants and
nursing facility residents, the MCO shall require co-payment for services for
members deemed by DHHS to have annual incomes at or above 100% of the FPL as
follows:

8.3.4.1.Co-payments for drug prescriptions of up to $1 for generic drugs and $2 for
brands and compound drugs for Step 1 members with annual incomes higher
than 100% of the FPL, and for Step 2 members with annual incomes higher
than 100% of the FPL consistent with the beneficiary and service exemptions
as found in federal regulations and the approved Medicaid State Plan; and

8.3.4.2.Co-payments for drugs prescriptions of up to $1 for generic drugs and $4 for
brands and compound drugs for NHHPP members with annual incomes higher
than 100% of the FPL.

8.3.5. Effective 3/1/2016, the MCO Shall require point-of-service copayment for services
for members deemed by DHHS to not be exempt from cost-sharing and have incomes
above 100 percent of the federal poverty level as follows:

8.3.6. For Medicaid recipients subject to copayments:

8.3.6.1.A copay of $1.00 will be required for each preferred prescription drug and
each refill of a preferred prescription drug.

8.3.6.2.A copay of $2.00 will be required for each non-preferred prescription drug
and each refill of a nonpreferred prescription drug, unless the prescribing
provider determines that a preferred drug will be less effective for the
recipient and/or will have adverse effects for the recipient, in which case the
copay for the non-preferred drug will be $1.00.

8.3.6.3.A copay of $1.00 will be required for a prescription drug that is not identified
as either a preferred or nonpreferred prescription drug.

8.3.6.4.Copays are not required for family planning products or for Clozaril
(Clozapine) prescriptions. All Cost sharing shall be applied consistent with
beneficiary and service exemptions as found at 42 USC §§ 1396-0 and 1396o-
1, 42 C.F.R. §447.50 - 447.90, and New Hampshire's Medicaid State Plan.
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8.3.7. Those individuals, who meet the definition of an Indian in 42 CFR 438.14(a), are
exempt from any premiums or cost-sharing including copayments.

8.3.8. The MCO may, with DHHS approval, require co-payment for services that do not
exceed current Medicaid co-payment amounts established by DHHS.

8.3.9. The MCO shall with no disruption in service delivery to members or providers
transition these services into managed care from fee-for-service (FFS).

8.3.10. All services shall be provided in accordance with 42 CFR 438.210.

8.3.11. The MCO shall adopt written policies and procedures to verify that services are
actually provided [42 CFR 455.1(a)(2)].

8.3.12. The MCO shall comply with provisions of RSA 167:4-d by providing access to
telemedicine services to Medicaid members for specialty care only.

8.3.13. The MCO shall cover services consistent with 45 CFR 92.207(b) including gender
reassignment surgery.

8.4. Emergency Services

8.4.1. The MCO shall cover and pay for emergency services at rates that are no less than the
equivalent DHHS fee-for-service rates if the provider that furnishes the services has
an agreement with the MCO [§I932(b)(2) of the SSA; 42 CFR 438.114(c)(l)(i);
SMD letter 2/20/98].

8.4.2. If the provider that furnishes the emergency services has no agreement with the
MCO, the MCO shall cover and pay for the emergency services in compliance with
1932(b)(2)(D) of the SSA; 42 CFR 438.114(c)(l)(i); SMD letter 2/20/98.

8.4.3. In accordance with the Deficit Recovery Act of 2005, the MCOs will cover and pay
for Emergency Services regardless of whether the provider that furnishes the services
has a contract with the MCO. The MCO shall pay non-contracted providers of
Emergency and Post-Stabilization services an amount no more than the amount that
would have been paid under the DHHS Fee-For-Service system in place at the time
the service was provided.

8.4.4. The MCO shall not deny treatment obtained when a member had an emergency
medical condition, including cases in which the absence of immediate medical
attention would not have had the outcomes specified in 42 CFR 438.114(a) of the
definition of emergency medical condition [§ 1932(b)(2) of the SSA; 42 CFR
438.114(c)(l)(ii)(A); SMD letter 2/20/98].
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8.4.5. The MCO shall not deny payment for treatment obtained when a representative, such
as a network provider, of the MCO instructs the member to seek emergency services
[42 CFR438.il4(c)(l)(ii)(B); SMD letter2/20/98].

8.4.6. The MCO shall not limit what constitutes an emergency medical condition on the
basis of lists of diagnoses or symptoms [42 CFR 438.114(d)(l)(i)].

8.4.7. The MCO shall not refuse to cover emergency services based on the emergency room
provider, hospital, or fiscal agent not notifying the member's primary care provider,
MCO, or DFIHS of the member's screening and treatment within ten (10) calendar
days of presentation for emergency services [42 CFR 438.114(d)(l)(ii)].

8.4.8. The MCO may not hold a member who has an emergency medical condition liable
for payment of subsequent screening and treatment needed to diagnose the specific
condition or stabilize the patient [42 CFR 438.114(d)(2)].

8.4.9. The attending emergency physician, or the provider actually treating the member, is
responsible for determining when the member is sufficiently stabilized for transfer or
discharge, and that determination is binding on the entities identified in 42 CFR
438.114(b) as responsible for coverage and payment [42 CFR 438.114(d)(3)].

8.5. Post-Stabilization Services

8.5.1. Post-stabilization care services shall be covered and paid for in accordance with
provisions set forth at 42 CFR 422.113(c). The MCO shall be financially responsible
for post-stabilization services obtained within or outside the MCO that are pre-
approved by a MCO provider or other MCO representative. [42 CFR 438.114(e); 42
CFR 422.113(c)(2)(i); SMD letter 8/5/98]

8.5.2. The MCO shall be financially responsible for post-stabilization care services obtained
within or outside the MCO that are not pre-approved by a MCO provider or other
MCO representative, but administered to maintain the member's stabilized condition
within one (1) hour of a request to the MCO for pre-approval of further post-
stabilization care services. [42 CFR 438.114(e); 42 CFR 422.113(c)(2)(ii) and (iii);
SMD letter 8/5/98.]

8.5.3. The MCO shall be financially responsible for post-stabilization care services obtained
within or outside the MCO that are not pre-approved by a MCO provider or other
MCO representative, but administered to maintain, improve or resolve the member's
stabilized condition if:

8.5.3.1 .The MCO does not respond to a request for pre-approval within one (1) hour;

8.5.3.2.The MCO cannot be contacted; or
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8.5.3.3.The MCO representative and the treating physician cannot reach an agreement
concerning the member's care and a MCO physician is not available for
consultation. In this situation, the MCO shall give the treating physician the
opportunity to consult with a MCO physician and the treating physician may
continue with care of the patient until a MCO physician is reached or one of
the criteria of 42 CFR 422.133(c)(3) is met [42 CFR 438.114(e); 42 CFR
422.113(c)(2)(iii)].

8.5.4. The MCO shall limit charges to members for post-stabilization care services to an
amount no greater than what the organization would charge the member if he/she had
obtained the services through the MCO. [42 CFR 438.114(e); 42 CFR
422.113(c)(2)(iv); SMD letter 8/5/98]

8.5.5. The MCO's financial responsibility for post-stabilization care services it has not pre-
approved ends when;

8.5.5.1 .A MCO physician with privileges at the treating hospital assumes
responsibility for the member's care;

8.5.5.2.A MCO physician assumes responsibility for the member's care through
transfer;

8.5.5.3.A MCO representative and the treating physician reach an agreement
concerning the member's care; or

8.5.5.4.The member is discharged. [42 CFR 438.114(e); 42 CFR 422.113(c)(3); SMD
letter 8/5/98]
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9. Payment Reform Flan
9.1. Payment Reform Plan Timeline

9.1.1. The MCO shall submit within sixty (60) calendar days from a Program Start Date and
sixty (60) calendar days prior to the start of each Agreement year, its Payment
Reform Plan to engage its provider network in health care delivery and payment
reform activities, subject to review and approval by DHHS. These activities may
include, but are not limited to, pay for performance programs, innovative provider
reimbursement methodologies, risk sharing arrangements and sub-capitation
agreements.

9.1.1.1 .DHHS shall respond to the MCO regarding the Payment Reform Plan within
thirty (30) calendar days of receipt.

9.1.2. The MCO shall submit a report to DHHS describing its performance against the
MCO's healthcare delivery and Payment Reform Plan within ninety (90) calendar
days of the end of each year of the Agreement.

9.1.2.1 .The report shall indicate, by provider type, the number and percentage
participating in each type of payment reform activities.

9.1.2.2.DHHS will evaluate the MCO's performance and make payments to the
MCO, if warranted, within ninety (90) calendar days of receipt of the report.
DHHS shall provide the MCO with a written explanation of DHHS's
evaluation of the MCO's performance within thirty (30) days of the MCO's
request.

9.1.2.3.In the event that MCO disputes DHHS's evaluation of MCO's performance,
MCO will have thirty (30) calendar days from receipt of DHHS's written
explanation to submit a written request for reconsideration along with a
description of MCO's reasons for the dispute, after which DHHS shall meet
with the MCO within a reasonable time frame to achieve a good faith
resolution of the disputed matter.
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9.2. Payment Reform Plan Content

9.2.1. The Payment Reform Plan shall contain:

9.2.1.1 .Information on the anticipated impact on member health outcomes of each
specific activity, providers affected by the specific activity, outcomes
anticipated as a result of the implementation of a process by which to reduce
inappropriate emergency room use, an implementation plan for each activity
and an implementation milestone to be met by the end of each year of the
Agreement for each activity;

9.2.1.2.A process to ensure Equal Access to services; and

9.2.1.3.A process for engaging LTSS providers in health care delivery and payment
reform activities.

9.3. Payment Reform Plan Compliance Requirements

9.3.1. The MCO's Payment Reform Plan(s) shall be in compliance with the following
requirements:

9.3.1.1 .FQHCs and RHCs will be paid at minimum the encounter rate paid by DHHS
at the time of service.

9.3.1.2.The Medicaid hospice payment rates are calculated based on the annual
hospice rates established under Medicare. These rates are authorized by
section 1814(i)(l)(ii) of the Social Security Act which also provides for an
annual increase in payment rates for hospice care services.

9.3.1.3.The MCO's provider incentive plan shall comply with requirements set forth
in 42 CFR 422.208 and 42 CFR 422.210 [42 CFR 438.6(h)].

9.3.1.4.The MCO's payment reform plan must comply with state and federal laws
requiring nonpayment to a Contracted Provider for hospital-acquired
conditions and for provider preventable conditions. The MCO shall report to
NH DHHS all provider-preventable conditions in a form and frequency as
specified by the State [42 CFR 438.3(g)].

9.3.1.5.The MCO may not make payment directly or indirectly to a physician or
physician group as an inducement to reduce or limit medically necessary
services furnished to an individual [§1903(m)(2)(A)(x) of the SSA; 42 CFR
422.208 and 422.210; 42 CFR438.3(i)].

9.3.1.6.The MCO shall provide information on its provider incentive program to any
New Hampshire recipient upon request (this includes the right to adequate and
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timely information on the plan) [§1903(m)(2)(A)(x) of the SSA; 42 CFR
422.208; 42 CFR 422.210; 42 CFR 438.6(h)].

9.3.1.7.The MCO shall report whether services not furnished by physician/group are
covered by an incentive plan. No further disclosure is required if the incentive
plan does not cover services not furnished by the physician/group
[§1903(m)(2)(A)(x) of the SSA; 42 CFR 422.208 and 422.210; 42 CFR
438.6(h)].

9.3.1.7.1. The MCO shall report the type of incentive arrangement (e.g.,
withhold, bonus, capitation) [§1903(m)(2)(A)(x) of the SSA; 42 CFR
422.208 and 422.210; 42 CFR 438.3(1)].

9.3.1.8.The MCO shall report the percent of withhold or bonus (if applicable)
[§1903(m)(2)(A)(x) of the SSA; 42 CFR 422.208 and 422.210; 42 CFR
438.6(h)].

9.3.1.9.The MCO shall report panel size, and if patients are pooled, the approved
method used [§1903(m)(2)(A)(x) of the SSA; 42 CFR 422.208 and 422.210;
42 CFR 438.6(h)].

9.3.I.10.If the physician/group is at substantial financial risk, the MCO shall report
proof that the physician/group has adequate stop loss coverage, including
amount and type of stop-loss [§1903(m)(2)(A)(x)of the SSA; 42 CFR 422.208
and 422.210; 42 CFR 438.6(h)].

9.3.1.11.Primary Care reimbursement to follow DHHS policy and to comply with 42
CFR 438, 42 CFR 441 and 42 CFR 447 II.A.5

9.3.1.11.1. MCO shall pass on the full benefit of the payment increase to eligible
providers; and

9.3.1.11.2. MCO shall adhere to the definitions and requirements for eligible
providers and services as specified in Section 1902(a)(I3)(C), as
amended by the Affordable Care Act of 2010 (ACA) and federal
regulations; and

9.3.1.11.3. MCO shall submit sufficient documentation, as per DHHS policy, to
DHHS to validate that enhanced rates were made to eligible providers.

Page 61



New Hampshire Medlcaid Care Management Contract — SP^2019

Exhibit A - Amendment #15

10. Care Coordination Program
10.1. Minimum Care Coordination Program Components

10.1.1. The MCO shall implement a comprehensive care array of care coordination services
that have at a minimum the following components:

10.1.1.1 .Care Coordination

10.1.1.2.Support of Patient-Centered Medical Homes and Health Homes

10.1.1.3.Non-Emergent Medical Transportation

10.1.1.4.Wellness and Prevention programs

10.1.1.5.Chronic Care Coordination programs

10.1.1.6.High Risk/ High Cost Member Management programs

10.1.1.7.A Special Needs program

10.1.1 .S.Coordination and Integration with Social Services and Community Care

10.1.1.9.A Long Term Services and Supports Program

10.2. Care Coordination: Role of the MCO

10.2.1. The MCO shall develop a strategy for coordinating all care for all members. Care
coordination for its members includes coordination of primary care, specialty care,
and all other MCO covered services as well as services provided through the fee-for-
service program and non-Medicaid community based services. Care coordination
shall promote and assure service accessibility, focus attention to individual needs,
actively assist members or their caregiver to take personal responsibility for their
health care, provide education regarding the use of inappropriate emergency room
care, emphasize the importance of participating in health promotion activities,
provide for continuity of care, and assure comprehensive coordinated and integrated
culturally appropriate delivery of care.

10.2.2. The MCO shall ensure that services provided to children are family driven and based
on the needs of the child and the family. The MCO shall support the family in having
a primary decision making role in the care of their children utilizing the Substance
Abuse and Mental Health Services Administration (SAMHSA) core elements of a
children's services system of care. The MCO shall employ the SAMHSA principles
in all children's behavioral health services assuring they:

10.2.2.1 .Are person centered;
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10.2.2.2.Include active family involvement;

10.2.2.3.Deliver behavioral health services that are anchored in the community;

10.2.2.4.Build upon the strengths of the member and the family;

10.2.2.5.Integrate services among multiple providers and organizations working with
the child; and

10.2.2.6.Utilize a wraparound model of care within the context of a family driven
model of care.

10.2.2.6.1. MCO shall submit a written policy to DHHS describing the integrated
model of care including but not limited to the involvement of each
member and family in the development of the plan.

10.2.3. The MCO will ensure that its providers are providing services to children, youth
members, and their families in accordance with RSA 135-F.

10.2.4. The MCO shall provide a written policy to DHHS for approval that ensures that
services to individuals who are homeless are to be prioritized and made available to
those individuals.

10.3. Care Coordination: Role of the Primary Care Provider

10.3.1. MCO Cooperation with Primary Care Provider

10.3.1.1 .The MCO shall implement procedures that ensure that each member has
access to an ongoing source of primary care appropriate to his or her needs
and a person or entity formally designated as primarily responsible for
coordinating the health care services furnished to the member in accordance
with 42 CFR 438.208(b)(1) through (6).

10.3.1.2.The MCO shall submit a written plan that describes the development,
implementation and evaluation of programs to assess and support, wherever
possible, primary care providers to act as a patient centered medical home. A
patient centered medical home shall include all of the five key domains
outlined by the Agency for Healthcare Research and Quality (AHRQ):

10.3.1.2.1. Comprehensive care;

10.3.1.2.2. Patient-centered care;

10.3.1.2.3. Coordinated care;

10.3.1.2.4. Accessible services; and

10.3.1.2.5. Quality and safety.
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i

10.3.1.3.DHHS recognizes that there is a variety of ways in which these domains can
be addressed in clinical practices. External accreditation is not required by
DHHS to qualify as a medical home. The MCO's support to primary care
providers acting as patient centered medical homes shall include, but is not
limited to, the development of systems, processes and information that
promote coordination of the services to the member outside of that provider's
primary care practice.

10.4. Care Coordination: Role of Obstetric Providers

10.4.1. If, at the time of entering the MOO as a new member, the member is transferring from
another MCO within the state system, is in her first trimester of pregnancy and is
receiving, medically necessary covered prenatal care services, as defined within this
Agreement as covered services, before enrollment the MCO shall be responsible for
the costs of continuation of medically necessary prenatal care services, including
prenatal care, delivery, and postpartum care.

10.4.2. If the member is receiving services from an out-of-network provider prior to
enrollment in the MCO, the MCO shall be responsible for the costs of continuation of
medically necessary covered prenatal services until such time as the MCO can
reasonably transfer the member to a network provider without impeding service
delivery that might be harmful to the member's health.

10.4.3. If the member, at the time of enrollment, is receiving services from a network
provider, the MCO shall be responsible for the costs of continuation of medically
necessary covered prenatal services from that provider through the postpartum period.

10.4.4. In the event a member entering the MCO, either as a new member or transferring
from another MCO, is in her second or third trimester of pregnancy and is receiving
medically necessary covered prenatal care services at the time of enrollment, the
MCO shall be responsible for providing continued access to the prenatal care
provider, whether an out-of-network or in network provider, through the postpartum
period.

10.4.5. Postpartum care includes the first postpartum visit, any additional visits necessary to
manage any complications related to delivery, and completion of the medical record.

10.4.6. The MCO shall develop and maintain policies and procedures, subject to DHHS
approval, regarding the transition of any pregnant members.
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10.5. Non-Emergent Transportation (NEMT)

10.5.1. The MCO shall be required to arrange for the non-emergent medical transportation of
its members to ensure members receive medically necessary services covered by the
New Hampshire Medicaid program regardless of whether those medically necessary
services are covered by the MCO. The MCO shall ensure that a member's lack of
personal transportation is not a barrier to accessing care.

10.5.2. The MCO and/or any subcontractors shall be required to perform background checks
on all non-emergent medical transportation providers.

10.5.3. The MCO shall provide quarterly reports to DHHS on its non-emergent medical
transportation activities to include but not be limited to:

10.5.3.1.NEMT requests delivered by mode of transportation;

10.5.3.2.NEMT request authorization approval rates by mode of transportation;

10.5.3.3.NEMT scheduled trip results by outcome;

10.5.3.4.NEMT services delivered by type of medical service;

10.5.3.5.NEMT service use by population; and

10.5.3.6.Number of transportation requests that were delivered late and not on time.

10.5.3.6.1. On-time shall be defined as less than or equal to fifteen (15) minutes
after the appointed time; and

10.5.3.6.2. Transportation requests for methadone services will be excluded from
the calculation of late and not-on-time services.

10.5.3.7.Member cancellations of scheduled trips by reason for member cancellations.

10.6. Wellness and Prevention

10.6.1. The MCO shall develop and implement wellness and prevention programs for its
members.

10.6.2. The MCO shall, at a minimum, develop and implement programs designed to address
childhood and adult obesity, smoking cessation, and other similar type wellness and
prevention programs in consultation with DHHS.

10.6.3. The MCO shall, at minimum, provide primary and secondary preventive care
services, rated A or B, in accordance with the recommendations of the U.S.
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Preventive Services Task Force, and for children, those preventive services
recommended by the American Academy of Pediatrics Bright Futures Program.

10.6.4. The MCO may substitute generally recognized accepted guidelines for the
requirements set forth in 10.6.3, provided that such substitution is approved in
advance by DHHS. The MCO shall provide members with a description of preventive
care benefits to be used by the MCO in the member handbook and on the MCO's
website.

10.6.5. The MCO shall provide members with general health information and provide
services to help members make informed decisions about their health care needs. The
MCO shall encourage patients to take an active role in shared decision making.

10.6.6. The MCO shall also participate in other public health initiatives at the direction of
DHHS.

10.7. Member Health Education

10.7.1. The MCO shall develop and initiate a member health education program that supports
the overall wellness, prevention, and care management programs, with the goal of
empowering patients to actively participate in their healthcare.

10.7.2. The MCO shall conduct a Health Needs Assessment for all new members within the

following timeframes from the date of enrollment in the MCO:

10.7.2.1 .thirty (30) calendar days for pregnant women, children with special health
care needs, adults with special health care needs; and

10.7.2.2.ninety (90) calendar days for all other members, including members residing
in a nursing facility longer than 100 days.

10.7.2.3.The MCO shall document at least three attempts to conduct the screen. If
unsuccessful, the MCO shall document the barrier(s) to completion and how
the barriers shall be overcome so that the Health Needs Assessment can be

accomplished within the first 120 days.

10.7.3. The MCO will submit their Health Needs Assessment forms to DHHS for review and

approval.

10.7.4. The MCO shall report quarterly, with reports due the last day of the month following
the reporting quarter, with the first report due January 31, 2015. Reports shall include:

10.7.4.1 .the number of members and the percentage of eligible members who
completed a Health Needs Assessment in the quarter;
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10.7.4.2.the percentage of eligible members who completed the Health Needs
Assessment in the prior year; and

10.7.4.3.the percentage of members eligible for chronic care coordination, high
cost/high risk care coordination, complex care coordination and/or the MCO's
special needs program who completed a Health Needs Assessment in the prior
year.

10.7.5. The MCO shall actively engage members in both wellness program development and
in program participation and shall provide additional or alternative outreach to
members who are difficult to engage or who utilize the emergency room
inappropriately.

10.8. Chronic Care Coordination, High Risk/High Cost Member and Other Complex
Member Management

10.8.1. The MCO shall develop effective care coordination programs that assist members in
the management of chronic and complex health conditions, as well as those clients
that demonstrate high utilization of services indicating a need for more intensive
management services. The MCO may delegate the chronic and complex care member
management to a patient centered medical home or health home provided that all the
criteria for qualifying as a patient centered medical home or a health home and the
additional conditions of this section have been met. These programs shall incorporate
a "whole person" approach to ensure that the member's physical, behavioral,
developmental, and psychosocial needs are comprehensively addressed. The MCO or
its delegated entity shall ensure that the member, and/or the member's care giver, is
actively engaged in the development of the care plan.

10.8.2. The MCO shall submit status reports to DHHS on MCO care coordination activities
and any delegated medical home or health home activities as requested or required by
DHHS.

10.8.3. The MCO shall at, a minimum, provide chronic care coordination services for
members with the following or other chronic disease states who are appropriate for
such care coordination services based on MCO's methodologies, which have been
approved by DHHS, for identifying such members:

10.8.3.1.Diabetes, in coordination with the forthcoming federal diabetes initiative;

10.8.3.2.Congestive Heart Failure (CHF);

10.8.3.3.Chronic Obstructive^ Pulmonary Disease (COPD);

10.8.3.4.Asthma;
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10.8.3.5.Coronary Artery Disease (CAD), in coordination with the Million Hearts
Campaign;

10.8.3.6.Obesity;

10.8.3.7.Mental Illness;

10.8.3.8.Requiring wound care.

10.8.4. The MCO shall report on the number and types of members receiving chronic care
coordination services.

10.9. Special Needs Program

10.9.1. The MCO shall create an organizational structure to function as patient navigators to:

10.9.1.1.Reduce any barriers to care encountered by members with special needs

10.9.1.2.Ensure that each member with special needs receives the medical services of
PCPs and specialists trained and skilled in the unique needs of the member,
including information about and access to specialists as appropriate

10.9.1.3.Support in accessing all covered services appropriate to the condition or
circumstance.

10.9.2. The MCO shall identify special needs members based on the member's physical,
developmental, behavioral condition, or adverse social circumstances, including but
not limited to:

10.9.2.1 .A member with at least two chronic conditions;

10.9.2.2.A member with one chronic condition and is at risk for another chronic

condition;

10.9.2.3.A member with one serious and persistent mental health condition;

10.9.2.4.A member living with HlV/AlDS;

10.9.2.5.A member who is a child in foster care;

10.9.2.6.A member who is a child and a client of DCYF receiving services through a
court order; and

10.9.2.7.A member who is homeless.
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10.9.3. The MCO shall assess, pursuant to 42 CFR 438.208(c)(2), and reach out to members
identified with special needs and their PCP to inform them of additional services and
supports available to them through the MCO's special needs program.

10.9.4. The MCO shall share the results of its identification and assessment of any enrollee
with special health care needs as described in this section with the State so that those
activities will not be duplicated.

10.9.5. The MCO shall ensure enrollees determined to have special health care needs as
described in this section and who need a course of treatment or regular care
monitoring, will have direct access to a specialist as appropriate for the enrollee's
condition and identified needs.

10.9.6. For enrollees with special health needs determined through an assessment by
appropriate health care professionals to need a course of treatment or regular care
monitoring, the MCO must have a mechanism in place to allow enrollees to directly
access a specialist (for example, through a standing referral or an approved number of
visits) as appropriate for the enrollee's condition and identified needs.

10.9.7. The MCO shall report on the number and types of members in the special needs
program.

lO.lO.Coordination and Integration with Social Services and Community Care

10.10.1.The MCO shall develop relationships that actively link members with other state,
local, and community programs that may provide or assist with related health and
social services to members, including not limited to:

10.10.1.1 .Juvenile Justice and Adult Community Corrections;

10.10.1.2.Locally administered social services programs including, but not limited to,
Women, Infants, and Children, Head Start Programs, Community Action
Programs, local income and nutrition assistance programs, housing, etc.;

10.10.1.3.Family Organizations, Youth Organizations, Consumer Organizations, and
Faith Based Organizations;

10.10.1.4.Public Health Agencies;

lO.lO.l.S.Schools;

10.10.1.6.Step 2 Programs and Services;

10.10.1.7.The court system;

10.10.1.8.ServiceLink Resource Network; and
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10.10.1.9.Housing

10.10.1.9.1.Veterans Administration Hospital and other programs and agencies
serving service members, veterans and their families.

10.10.2.The MCO shall report on the number of referrals for social services and community
care provided to members by member type.

lO.ll.Long Term Services and Supports (LTSS)

10.11.1.Navigators. The MCO shall create an organizational structure to function as
navigators for members in need of LTSS to:

10.11.1.1 .Reduce any barriers to care encountered by members with long term care
needs;

10.11.1.2.Ensure that each member with long term care needs receives the medical
services of PCPs and specialists trained and skilled in the unique needs of the
member, including information about and access to specialists, as appropriate;
and

10.11.1.3.Ensure that each member with long term care needs receives conflict free
care coordination that facilitates the integration of physical health, behavioral
health, psychosocial needs, and LTSS through person-centered care planning
to identify a member's needs and the appropriate services to meet those needs;
arranging, coordinating, and providing services; facilitating and advocating to
resolve issues that impede access to needed services; and monitoring and
reassessment of services based on changes in a member's condition.

10.11.2.Integrated Care. The MCO shall ensure that LTSS are delivered in the most
integrated fashion, in the most integrated setting, and in a way that offers the greatest
opportunities for active community and workforce participation, based on the
member's preferences and pursuant with 28 C.F.R. Pt. 35, App. A (2010), the
Americans with Disabilities Act (ADA) [42 USC 126.12101] and Olmstead v. L.C.,
527 U.S. 581 (1999).

10.11.2.1 .The MCO shall support accessing all covered services appropriate to the
medical, behavioral, psychosocial, and/or LTSS condition or circumstance.

10.11.2.2.The MCO shall identify members with long term care needs based on the
member's physical, developmental, psychosocial, or behavioral conditions
including but not limited to:

10.11.2.2.1 .Children with DCYF involvement;

10.11.2.2.2.Children with special needs other than DCYF;
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10.11.2.2.3.Children with Waiver, NF or CMHC services;

10.11.2.2.4.Adults with Speeial Needs with Waiver, NF or CMHC services;

10.11.2.2.5.Adults with Waiver, NF or CMHC services;

10.11.2.2.6.01der Adults with Waiver or CMHC services; or

10.11.2.2.7.01der adults with NF services.

10.11.2.3.The MCO shall reach out to members identified with long term care needs
and their PCP to:

10.11.2.3.1. Assess them and identify any ongoing special

conditions of the member that require a course of
treatment or regular care monitoring; and

10.11.2.3.2.Inform them of additional services and supports
available to them through the MCO; and

10.11.2.3.3.Identify any ongoing special conditions of the enrollee
that require a course of treatment or regular care
monitoring.

10.11.2.4.For enrollees with long term care needs determined through an assessment
or through regular care monitoring to need services, the MCO must have a
mechanism in place to allow enrollees to directly access a specialist (for
example, through a standing referral or an approved number of visits) as
appropriate for the enrollee's condition and identified needs.

10.11.2.5.For enrollees with long term care needs determined through an assessment
or regular care monitoring, the MCO must have a mechanism in place to assist
enrollees to access medically necessary services.
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11. EPSDT

11.1. Compliance

11.1.1. The MCO shall provide Early Periodic Screening Diagnostic Treatment (EPSDT)
services to members less than twenty-one (21) years of age in compliance with all
requirements found below:

11.1.1.1 .The MCO shall comply with sections 1902(a)(43) and 1905(a)(4)(B) and
1905(r) of the SSA and federal regulations at 42 CFR 441.50 that require
EPSDT services to include outreach and informing, screening, tracking, and,
diagnostic and treatment services. The MCO shall comply with all EPSDT
requirements pursuant to the New Hampshire Medicaid Rules.

11.1.1.2.The MCO shall develop an EPSDT Plan that includes written policies and
procedures for conducting outreach and education, tracking and follow-up to
ensure compliance with the EPSDT periodicity schedules. The EPSDT Plan
shall emphasize outreach and compliance monitoring taking into account the
multi-lingual, multi-cultural nature of the served population, as well as other
unique characteristics of this population. The EPSDT Plan shall include
procedures for follow-up of missed appointments, including missed referral
appointments for problems identified through Health Check screens and
exams and follow-up on any abnormal screening exams. The EPSDT Plan
shall also include procedures for referral, tracking, and follow up for annual
dental examinations and visits, upon receipt of dental claims information from
DHHS. The EPSDT Plan shall consider and be consistent with current policy
statements issued by the American Academy of Pediatrics and the American
Academy of Pediatric Dentists to the extent that such policy statements relate
to the role of the primary care provider in coordinating care for infants,
children and adolescents. The MCO shall submit its EPSDT Plan to DHHS for

review and approval ninety (90) days prior to program start and annually sixty
(60) calendar days prior to the first day of each Agreement year.

11.1.1.3.The MCO shall ensure providers perform a full EPSDT visit according to the
periodic schedule approved by DHHS and the American Academy of
Pediatrics periodicity schedule. The visit shall include a comprehensive
history, unclothed physical examination, appropriate immunizations, lead
screening and testing per CMS requirements § 1902(a)(43) of the SSA,
§ 1905(a)(4)(B) of the SSA and 42 CFR 441.50-.62, and health
education/anticipatory guidance. All five (5) components shall be performed
for the visit to be considered an EPSDT visit.

Page 72



New Hampshire Medlcald Care Management Contract — SFY2019

Exhibit A - Amendment #15

12. Behavioral Health

12.1. Behavioral Health - General Provisions

12.1.1. This section applies to individuals who have been determined to be eligible for
community mental health services based on diagnosis, level of impairment and the
requirements outlined in N.H. Code of Administrative Rules, chapter He-M 401.

12.1.2. Community mental health services, as set forth in Section 8.2, shall be provided in
accordance with the NH Medicaid State Plan, He-M 426, He-M 408 and all other
applicable state and federal regulations.

12.1.3. All clinicians providing community mental health services are subject to the
requirements of He-M 426 and any other applicable state and federal regulations.

12.1.4. All individuals approved to provide community mental health services through a
waiver granted by NH DHHS shall be recognized as qualified providers under the
MCO plan subject to NCQA credentialing requirements.

12.1.5. All other behavioral health services shall be provided to all NH Medicaid-eligible
recipients in accordance with the NH Medicaid State Plan.

12.1.6. The MCO shall pay for all NH Medicaid State Plan Services for its members as
ordered to be provided by the Mental Health Court.

12.1.7. The MCO shall continue to support and ensure that culturally and linguistically
competent community mental health services currently provided for people who are
deaf continue to be made available. These services shall be similar to services

currently provided through the Deaf Services Team at Greater Nashua Mental Health
Center.

12.2. Community Mental Health Services

12.2.1. The MCO shall ensure, through review of individual service plans and quarterly
reviews, that community mental health services are delivered in the least restrictive
community based environment, based on a person-centered approach, where the
member and their family's personal goals and needs are considered central in the
development of the individualized service plans. The MCO shall inform DHHS of
their findings on a monthly basis.

12.2.2. The MCO shall employ a trauma informed care model for community mental health
services, as defined by SAMHSA, with a thorough assessment of an individual's
trauma history in the initial intake evaluation and subsequent evaluations to inform
the development of an individualized service plan, pursuant to He-M 401, that will
effectively address the individual's trauma history.
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12.2.3. The MCO shall make Community Mental Health Services available to all members
who have a severe mental disability. DHHS encourages agreement between the MCO
and CMHCs to develop a capitated payment program with the intent to establish
payment mechanisms to meet the goals of DHHS to strengthen the State's outpatient
community health service system and the requirements of the Community Mental
Health Agreement, and to further payment reform. In the event that any CMHC fails
to sign a contract with the MCO within thirty (30) days before the current contract
end date, the MCO shall notify DHHS of the failure to reach agreement with a
CMHC and DHHS shall implement action steps to designate a community mental
health program to provide services in the designated community mental health
services region.

12.2.3.1.The MCO shall submit to DHHS a plan to assure continuity of care for all
members accessing a community mental health agency.

12.2.4. In the event that an alternative community mental health program is approved and
designated by DHHS, a transition plan shall be submitted for approval by DHHS
including implementation strategy and timeffames. State Administrative Rule He-M
426, Community Mental Health Services, details the services available to adults with
a severe mental illness and children with serious emotional disturbance. The MCO

shall, at a minimum, make these services available to all members determined eligible
for community mental health services under State Administrative Rule He-M 401.

12.2.4.1 .The MCO shall be required to continue the implementation of evidence
based practices across the entire service delivery system.

12.2.4.2.Behavioral Health Services shall be recovery and resiliency oriented, based
on SAMHSA's definition of recovery and resiliency.

12.2.4.3.The MCO shall ensure that community mental health services are delivered
in the least restrictive community based environment, based on a person-
centered approach, where the member and their family's personal goals and
needs are considered central in the development of the individualized service
plans.

12.2.4.4.The MCO shall ensure that community mental health services to individuals
who are homeless continue to be prioritized and made available to those
individuals.

12.2.4.5.The MCO shall maintain or increase the ratio of community based to office
based services for each region in the State, as specified in He-M 425, to be
greater than or equal to the regional current percentage or 50%, whichever is
greater.
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12.2.4.6.The MCO shall monitor the ratio of community based to office based
services for each region in the State, as specified in He-M 425.

12.2.4.7.The Department of Health and Human Services (DHHS) will issue a list of
covered office and community based services annually, by procedure code,
that are used to determine the ratio outlined in 12.2.4.5.

12.2.4.8.The MCO shall submit a written report to the Department of Health and
Human Services DHHS every six (6) months, by region, of the ratio of
community based services to office based services.

12.2.5. The MCO shall ensure that all clinicians who provide community mental health
services meet the requirements in He-M 401 and He-M 426 and are certified in the
use of the New Hampshire version of the Child and Adolescent Needs and Strengths
Assessment (CANS) and the Adult Needs and Strengths Assessment (ANSA).

12.2.5.1.Clinicians shall be certified in the use of the New Hampshire version of the
CANS and the ANSA within 120 days of implementation by the Department
of Health and Human Services of a web-based training and certification
system.

12.2.5.1.1. The CANS and the ANSA assessment shall be completed by the
community mental health program no later than the first member
eligibility renewal following clinician certification to utilize the CANS
and the ANSA and upon eligibility determination for newly evaluated
consumers effective July 1, 2015.

12.2.5.1.2. The community mental health long term care eligibility tool, specified
in He-M 401, and in effect on January 1, 2012 shall continue to be
utilized by a clinician until such time as the Department of Health and
Human Services implements web-based access to the CANS and the
ANSA, the clinician is certified in the use of the CANS and the
ANSA, and the member annual review date has passed.

12.2.6. The MCO shall ensure that community mental health service providers operate in a
manner that enables the State to meet its obligations under Title II of the Americans
with Disabilities Act, with particular attention to the "integration mandate" contained
in 28 CFR 35.130(d).

12.2.7. The MCO shall continue the implementation of New Hampshire's 10-year Olmstead
Plan, as updated from time to time, "Addressing the Critical Mental Health Needs of
New Hampshire's Citizens: A Strategy for Restoration."

12.2.7.1.The MCO shall include in its written Program Management Plan:
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12.2.7.1.1. Screening criteria for Assertive Community Treatment Teams for all
persons with serious mental disabilities.

12.2.7.1.2. A needs assessment, capacity analysis and access plan for Community
Residential and Supported Housing.

12.2.7.1.3. New and innovative interventions that will reduce admissions and

readmissions to New Hampshire Hospital and increase community
tenure for adults with a severe mental illness and children with a

serious emotional disturbance.

12.2.8. The MCO shall work collaboratively to support the implementation of the Medicaid-
funded services described in the Class Action Settlement Agreement in the case of
Amanda D. et al. v. Hassan, et al., US v. State of New Hampshire, Civ. No. l:12-cv-
53-SM in conjunction with DHHS and the Community Mental Health Centers.

12.2.8.1. Adult Assertive Community Treatment Teams (ACT). The MCO shall
ensure that ACT teams are available twenty-four (24) hours per day, seven (7)
days per week, with on-call availability from midnight to 8:00 am. At a
minimum, ACT teams shall deliver comprehensive, individualized, and
flexible services, supports, treatment, and rehabilitation in a timely manner as
needed, onsite in the individuals homes and in other natural environments and
community settings, or alternatively, via telephone where appropriate to meet
the needs of the individual. Each ACT team shall be composed of a multi-
disciplinary group of between seven (7) and ten (10) professionals, including,
at a minimum, a psychiatrist, a nurse, a Masters-level clinician (or functional
equivalent therapist); functional support worker and a peer specialist. The
team also will have members who have been trained and are competent to
provide substance abuse support services, housing assistance and supported
employment. Caseloads for ACT teams serve no more than ten (10) to twelve
(12) individuals per ACT team member (excluding the psychiatrist who will
have no more than seventy (70) people served per 0.5 FTE psychiatrist).

12.2.8.2.Evidence-based Supported Employment (EBSE). The MCO shall ensure
that EBSE is provided to eligible consumers in accordance with the
Dartmouth model. The MCO shall ensure that the penetration rate of
individuals receiving EBSE increases to 18.6 percent by June 30, 2017. The
penetration rate is determined by dividing the number of adults with severe
mental illness (SMI) receiving EBSE by the number of adults who have SMI
being served.

12.2.9. The Department of Health and Human Services will lead regional planning activities
in each community mental health region to develop and refine community mental
health services in New Hampshire. The MCO shall support and actively participate in
these activities.
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12.2.9.1.The focus of the regional planning process will be on reducing the need for
inpatient care and emergency department utilization, and on increasing
community tenure.

12.2.10.The MCO shall develop a Training Plan each year of the Agreement for how it will
support the New Hampshire community mental health service system's effort to hire
and train qualified staff. The MCO shall submit this Training Plan to DHHS sixty
(60) calendar days prior to program start and annually ninety (90) calendar days prior
to beginning of each Agreement year.

12.2.10.1 .The MCO shall submit a report summarizing what training was provided, a
copy of the agenda for each training, a participant registration list for each
contracted CMHC and a summary, for each training provided, of the
evaluations done by program participants, within ninety (90) calendar days of
the conclusion of each Agreement year.

12.2.10.2.AS part of that Training Plan, the MCO shall promote provider competence
and opportunities for skill-enhancement through training opportunities and
consultation, either through the MCO or other consultants with expertise in
the area focused on through the training.

12.2.10.3.The MCO Training Plan outlined in 12.2.10.1 shall be designed to sustain
and expand the use of the Evidence Based Practices of Illness Management
and Recovery (IMR), Evidence Based Supported Employment (EBSE),
Trauma Focused Cognitive Behavioral Therapy (TF-CBT), Dialectical
Behavior Treatment (DBT) and Assertive Community Treatment (ACT), and
to improve NH's penetration rates for Illness Management and Recovery
(IMR) and Supported Employment, by 2% each year of the Agreement. The
baseline measure for penetration rates shall be the NH submission to the
SAMHSA Uniform Reporting System for 2011.

12.2.10.4.The MCO shall offer a minimum of 2 hours of training each contract year
to all contracted community mental health center staff on suicide risk
assessment, suicide prevention and post intervention strategies in keeping with
the State's objective of reducing the number of suicides in New Hampshire.

12.2.10.5.The MCO shall submit an annual report no later than ninety (90) calendar
days following the close of each Agreement year with a summary of the
trainings provided, a list of attendees from each contracted community mental
health program, and the proposed training for the next fiscal year.
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12.3. Emergency Services

12.3.1. The MCO shall ensure, through its contracts with local providers, that regionally
based crisis lines and Emergency Services as defined in He-M 403 and He-M 426 are
in place 24 hours a day/ 7 days a week for individuals in crisis. These crisis lines and
Emergency Services Teams shall employ clinicians who are trained in managing
crisis intervention calls and who have access to a clinician available to evaluate the

member on a face-to-face basis in the community to address the crisis and evaluate
the need for hospitalization.

12.3.2. The MCO shall submit for review to the DHHS MCM Account Manager and the
Director of the Bureau of Mental Health an annual report identifying innovative and
cost effective models of providing crisis and emergency response services that will
provide the maximum clinical benefit to the consumer while also meeting the State's
objectives in reducing admissions and increasing community tenure.

12.4. Care Coordination

12.4.1. The MCO shall develop policies governing the coordination of care with primary care
providers and community mental health programs. These policies shall be submitted
to DHHS for review and approval ninety (90) calendar days prior to the beginning of
each Agreement year, including Year 1.

12.4.2. The MCO shall ensure that there is coordination between the primary care provider
and the community mental health program.

12.4.3. The MCO shall ensure that both the primary care provider and community mental
health program request written consent from the member to release information to
coordinate care regarding mental health services, primary care, and in the case of
alcohol and drug abuse services written consent from the member and a notice to the
recipient of the records stating 42 CFR Part 2 prohibits unauthorized disclosure of
records regarding or substance abuse services.

12.4.4. The MCO shall monitor instances in which consent was not given, and if possible the
reason why, and submit this report to DHHS no later than sixty (60) calendar days
following the end of the fiscal year.

12.4.5. The MCO shall review with DHHS the approved policy, progress toward goals,
barriers and plans to address identified barriers.

12.4.6. The MCO shall ensure integrated care coordination by requiring that providers accept
all referrals for its members from the MCO that result from a court order or a request
from DHHS.
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12.5. New Hampshire Hospital

12.5.1. The MCO shall maintain a collaborative agreement with New Hampshire Hospital,
the State of New Hampshire's state operated inpatient psychiatric facility. This
collaborative agreement subject to the approval of DHHS shall at a minimum address
the Americans with Disabilities Act requirement that individuals be served in the
most integrated setting appropriate to their needs, include the responsibilities of the
community mental health program in order to ensure a seamless transition of care
upon admission and discharge to the community, and detail information sharing and
collaboration between the MCO and New Hampshire Hospital.

12.5.2. It is the policy of the State to decrease discharges from inpatient care at New
Hampshire Hospital to homeless shelters and to ensure the inclusion of an appropriate
living situation as an integral part of all discharge planning from New Hampshire
Hospital. The MCO shall utilize the collaborative agreement to track any discharges
that the MCO, through its provider network, was unable to place into the community
and who instead were discharged to a shelter or into homelessness. The MCO shall
submit a report to the Department of Health and Human Services DHHS, quarterly,
detailing the reasons why members were placed into homelessness and include efforts
made by the MCO to arrange appropriate placements.

12.5.3. The MCO shall designate a liaison with privileges, as required by New Hampshire
Hospital, to continue members' care coordination activities, and assist in facilitating a
coordinated discharge planning process for adults and children admitted to New
Hampshire Hospital. Except for participation in the Administrative Review
Committee, the liaison shall actively participate in New Hampshire Hospital
treatment team meetings and discharge planning meetings to ensure that individuals
receive treatment in the least restrictive environment complying with the Americans
with Disabilities Act and other applicable federal and State regulations.

12.5.3.1 .The liaison shall actively participate, and assist New Hampshire Hospital
staff in the development of a written discharge plan within twenty-four (24)
hours of admission.

12.5.3.2.The MCO shall ensure that the final NHH Discharge Instruction Sheet shall
be provided to the member and the member's authorized representative prior
to discharge, or the next business day, for at least ninety-eight (98%) of
members discharged. The MCO shall ensure that the discharge progress note
shall be provided to the aftercare provider within 7 calendar days of member
discharge for at least ninety percent (90%) of members discharged.
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12.5.3.3.The MCO shall make at least three (3) attempts to contact members for
whom the MCO has record of a telephone number within three (3) business
days of discharge from New Hampshire Hospital in order to review the
discharge plan, support the member in attending any scheduled follow-up
appointments, support the continued taking of any medications prescribed,
and answer any questions the member may have. The performance metric
shall be that at least ninety-five percent (95%) of members discharged shall
have been attempted to be contacted within three (3) business days.

12.5.3.4.The MCO shall ensure an appointment with a community mental health

program or other appropriate mental health clinician for the member is
scheduled prior to discharge. Such appointment shall occur within seven (7)
calendar days after discharge.

12.5.3.4.1. Persons discharged from psychiatric hospitalization and new to a
CMHC must have an intake appointment within seven (7) days.

12.5.3.5.The MCO shall work with DHHS to review cases of members that New

Hampshire Hospital has indicated a difficulty returning back to the
community, identify barriers to discharge, and develop an appropriate
transition plan back to the community.

12.5.3.6.The MCO shall establish a reduction in readmissions plan, subject to
approval by DHHS, to monitor the 30-day and 180-day readmission rates to
New Hampshire Hospital, review member specific data with each of the
community mental health programs, and implement measurable strategies
within 90 days of the execution of this Agreement to reduce 30-day and 180-
day readmission. The MCO shall include benchmarks and reduction goals in
the Program Management Plan.

12.5.4. The MCO shall perform in-reach activities to New Hampshire Hospital designed to
accomplish transitions to the community.

12.6. In Shape Program

12.6.1. The MCOs shall promote community mental health service recipients' whole health
goals. Functional support services may be utilized to enable recipients to pursue and
achieve whole health goals within an In Shape program or other program designed to
improve health.

12.7. Parity

12.7.1. The MCO and its subcontractors must comply with the Mental Health Parity and
Addiction Equity Act of 2008, 42 CFR part 438, subpart K, which requires the MCOs
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to not discriminate based upon an enrollee's health status of having a mental health or
substance use disorder.

12.7.1.1.The MCO shall not impose aggregate lifetime or annual dollar limits on
mental health or substance use disorder benefits.

12.7.1.2.The MCO shall not apply any financial requirement or treatment limitation
applicable to mental health or substance use disorder benefits that are more
restrictive than the predominant treatment limitations applied to substantially
all medical and surgical benefits covered by the plan (or coverage), and the
MCO shall not impose any separate treatment limitations that are applicable
only with respect to mental health or substance use disorder benefits.

12.7.1.3.The MCO shall not impose Non- Quantitative Treatment Limits for mental
health or substance use disorder benefits in any classification unless, under the
policies and procedures of the MCO as written and in operation, any
processes, strategies, evidentiary standards, or other factors used in applying
the Non-Quantitative Treatment Limits to mental health or substance use
disorder benefits in the classification are comparable to, and are applied no
more stringently than, the processes, strategies, evidentiary standards, or other
factors used in applying the limitation for medical/surgical benefits in the
classification.

12.7.1.4.Annual Certification with Federal Mental Health Parity Law: The MCOs
must review their administrative and other practices, including the
administrative and other practices of any contracted behavioral health
organizations or third party administrators, for the prior calendar year for
compliance with the relevant provisions of the Federal Mental Health Parity
Law, regulations and guidance issued by state and federal entities.

12.7.1.4.1. The MCO must submit a certification signed by the chief executive
officer and chief medical officer stating that the MCO has completed a
comprehensive review of the administrative, clinical, and utilization
practices of the managed care entity for the prior calendar year for
compliance with the necessary provisions of State Mental Health
Parity Laws and Federal Mental Health Parity Law and any guidance
issued by state and federal entities.

12.7.1.4.2. If the MCO determines that all administrative, clinical, and utilization

practices were in compliance with relevant requirements of the Federal
Mental Health Parity Law during the calendar year, the certification
will affirmatively state, that all relevant administrative and other
practices were in compliance with Federal Mental Health Parity Law
and any guidance issued by state and federal entities.
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12.7.1.4.3. If the MCO determines that any administrative, clinical, and utilization
practices were not in compliance with relevant requirements of the
Federal Mental Health Parity Law or guidance issued by state and
federal entities during the calendar year, the certification will state that
not all practices were in compliance with Federal Mental Health Parity
Law or any guidance issued by state or federal entities and will include
a list of the practices not in compliance and the steps the managed care
entity has taken to bring these practices into compliance.

12.7.1.5.The MCO shall complete the DHHS Parity Compliance Report annually and
shall include:

12.7.1.5.1. All Non-Quantitative and Quantitative Treatment Limits identified by
the MCOs pursuant to DHHS criteria;

12.7.1.5.2. All member grievances and appeals regarding a parity violation and
resolutions;

12.7.1.5.3. The processes, strategies, evidentiary standards, or other factors in
determining access to out-of-network providers for mental health or
substance use disorder benefits that are comparable to, and applied no
more stringently than, the processes, strategies, evidentiary standards,
or other factors in determining access to out-of-network providers for
medical/surgical benefits in the same classification; and

12.7.1.5.4. Any other requirements identified by DHHS.

12.7.1.6.A member enrolled in any MCO may file a complaint with the New
Hampshire Insurance Department at
https://www.nh.gov/iDSuraDce/coDsumers/coniplaints.htm if services are
provided in a way that is not consistent with applicable Federal Mental Health
Parity laws, regulations or federal guidance.
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13. Substance Use Disorder

13.1. Substance Use Disorder - General Provisions

13.1.1. The MCO will offer contracts to Medlcald enrolled SUD providers who meet the
MCO's credentlallng standards. The MCO will reimburse those SUD providers In
accordance with Section 21.2.10.

13.1.2. The MCO will submit a plan describing on-going efforts to continually work to
recruit and maintain sufficient networks of SUD service providers so that services are
accessible without reasonable delays.

13.1.2.1 .If the type of service Identified In the ASAM Level of Care Assessment Is
not available from the provider that conducted the Initial assessment within 48
hours this provider Is required to provide Interim substance use disorder
counselors services until such a time that the clients starts receiving the
Identified level of care. If the type of service Is not provided by this agency
they are then responsible for making an active referral to a provider of that
type of service (for the Identified level of care) within fourteen (14) days from
Initial contact and to provider interim substance use disorder counselors
services until such a time that the member Is accepted and starts receiving
services by the receiving agency.

13.1.3. The MCO shall provide data, reports and plans In accordance with Exhibit 0.

13.2. Compliance Metrics for Access to SUD Services

13.2.1. Agencies under contract with MCOs to provide SUD services shall respond to
Inquiries for SUD services from members or referring agencies as soon as possible
and no later than two (2) business days following the day the call was first received.
The SUD provider Is required to conduct an initial eligibility screening for services as
soon as possible, ideally at the time of first contact (face to face communication by
meeting in person or electronically or by telephone conversation) with the member or
referring agency, but not later than two (2) business days following the date of first
contact.

13.2.2. Members who have screened positive for SUD services shall receive an ASAM Level
of Care Assessment within two (2) business days of the initial eligibility screening
and a clinical evaluation (as identified in the He-W 513 administrative rules) as soon
as possible following the ASAM Level of Care Assessment and no later than (3) days
after admission.

13.2.3. Members identified for withdrawal management, outpatient or intensive outpatient
services shall start receiving services within seven (7) business days from the date
ASAM Level of Care Assessment was completed. Members identified for Partial
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Hospitalization (PH) or Rehabilitative Residential (RR) Services shall start receiving
interim services (services at a lower level of care than that identified by the ASAM
Level of Care Assessment) or the identified service type within seven (7) business
days from the date the ASAM Level of Care Assessment was completed and start
receiving the identified level of care no later than fourteen (14) business days from
the date the ASAM Level of Care Assessment was completed until such a time that
the member is accepted and starts receiving services by the receiving agency.

13.2.3.1.Pregnant women shall be admitted to the identified level of care within 24
hours of the ASAM Level of Care Assessment. If the contractor is unable to

admit a pregnant woman for the needed level of care within 24 hours, the

contractor shall:

13.2.3.1.1. Assist the pregnant woman with identifying alternative providers and
with accessing services with these providers. This assistance must
include actively reaching out to identify providers on the behalf of the
client; and

13.2.3.1.2. Provide interim services until the appropriate level of care becomes
available at either the contractor agency or an alternative provider.
Interim services shall include:

a. At least one 60 minute individual or group outpatient session per
week;

b. Recovery support services as needed by the client; and

c. Daily calls to the client to assess and respond to any emergent
needs.

13.2.4. If the type of service identified in the ASAM Level of Care Assessment will not be
available from the provider that conducted the initial assessment within the fourteen
(14) business day period, or if the type of service is not provided by the agency that
conducts the ASAM Level of Care Assessment, this agency is responsible for making
an active referral to a provider of that type of services (for the identified level of care)
within fourteen (14) business days from the date the ASAM Level of Care
Assessment was completed until such a time that the member is accepted and starts
receiving services by the receiving agency.
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14. Pharmacy Management
14.1. Pharmacy Management - General Provisions

14.1.1. The MCO's, including any pharmacy subcontractors, shall create: formulary and
pharmacy prior authorization criteria and other point of service edits (i.e. prospective
drug utilization review edits and dosage limits), pharmacy policies and pharmacy
programs subject to DHHS approval, and in compliance with § 1927 of the SSA [42
CFR 438.3(s)]. The MCO shall not include drugs by manufacturers not enrolled in the
OBRA 90 Medicaid rebate program on its formulary without DHHS consent.

14.1.2. The MCO shall adhere to New Hampshire law with respect to the criteria regarding
coverage of non-preferred formulary drugs pursuant to Chapter 188, law 2004, SB
383-FN, Sect. IVa. Specifically, a MCO member shall continue to be treated, or, if
newly diagnosed, may be treated with a non-preferred drug based on any one of the
following criteria:

14.1.2.1.Allergy to all medications within the same class on the preferred drug list;

14.1.2.2.Contraindication to or drug-to-drug interaction with all medications within
the same class on the preferred drug list;

14.1.2.3.History of unacceptable or toxic side effects to all medications within the
same class on the preferred drug list;

14.1.2.4.Therapeutic failure of all medications within the same class on the preferred
drug list;

14.1.2.5.An indication that is unique to a non-preferred drug and is supported by
peer-reviewed literature or a unique federal Food and Drug Administration-
approved indication;

14.1.2.6.Age specific indication;

14.1.2.7.Medical co-morbidity or other medical complication that precludes the use of
a preferred drug; or

14.1.2.8.Clinically unacceptable risk with a change in therapy to a preferred drug.
Selection by the physician of the criteria under this subparagraph shall require
an automatic approval by the pharmacy benefit program.
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14.1.3. The MCO shall submit all of its policies, prior authorizations, point-of-sale and drug
utilization review edits and pharmacy services procedures related to its maintenance
drug policy, specialty pharmacy programs, and any new pharmacy service program
proposed by the MCO to DHHS for its approval at least 60 calendar days prior to
implementation.

14.1.4. The MCO shall submit the items described in 14.1.1 and 14.1.3 to DHHS for

approval sixty (60) calendar days prior to the program start date of Step 1.

14.1.5. Any modifications to items listed in 14.1.1 and 14.1.3 shall be submitted for approval
at least sixty (60) calendar days prior to the proposed effective date of the
modification.

14.1.6. The MCO shall notify members and providers of any modifications to items listed in
14.1.1 and 14.1.3 thirty (30) calendar days prior to the modification effective date.

14.1.7. Implementation of a modification shall not commence prior to DHHS approval.

14.1.8. At the time a member with currently prescribed medications transitions to an MCO:
upon MCO's receipt of (written or verbal) notification validating such prescribed
medications from a treating provider, or a request or verification from a pharmacy
that has previously dispensed the medication, or via direct data from DHHS, the
MCO shall continue to cover such medications through the earlier of sixty (60)
calendar days from the member's enrollment date, or until completion of a medical
necessity review. The MCO shall also, in the member handbook, provide information
to members regarding prior authorization in the event the member chooses to transfer
to another MCO.

14.1.9. The MCO shall adjudicate pharmacy claims for its members utilizing a point of
service (POS) system where appropriate. System modifications, including but not
limited to systems maintenance, software upgrades, implementation of International
Classification of Diseases- 10 (lCD-10) code sets, and NDC code sets or migrations
to new versions of National Council for Prescription Drug Programs (NCPDP)
transactions shall be updated and maintained to current industry standards. The MCO
shall provide an automated decision during the POS transaction in accordance with
NCPDP mandated response times within an average of less than or equal to three (3)
seconds.

14.1.10.In accordance with Section 1927 (d)(5)(A and B) of the Social Security Act, the
MCO shall respond by telephone or other telecommunication device within twenty-
four (24) hours of a request for prior authorization and reimburse for the dispensing
of at least a seventy-two (72) hour supply of a covered outpatient prescription drug in
an emergency situation when prior authorization cannot be obtained.
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14.1.1 l.The MCO. shall develop or participate in other State of New Hampshire pharmacy
related quality improvement initiatives. At minimum, the MCO shall routinely
monitor and address:

14.1.1 l.l.Polypharmacy (physical health and behavioral health medications);

14.1.11.2. Adherence to the appropriate use of maintenance medications, such as the
elimination of gaps in refills;

14.1.11.3.The appropriate use of behavioral health medications in children by
encouraging the use of and reimbursing for consultations with child
psychiatrists;

14.1.11.4.For those beneficiaries with a diagnosis for substance use disorder (SUD)
and all infants with a diagnosis of neonatal abstinence syndrome (NAS), or
that are otherwise known to have been exposed prenatally to opioids, alcohol
or other drugs, the MCO shall evaluate these patients needs for care
coordination services and support the coordination of all their physical and
behavioral health needs and for referral to SUD treatment;

14.1.11.5.For those beneficiaries who enter the MCO lock-in program, the MCO shall
evaluate the need for SUD treatment.

14.1.11.6.The MCO shall require prior authorization documenting the rationale for
the prescription of more than 200 mg daily Morphine Equivalent Doses
(MED) of opioids for beneficiaries. Effective April 1, 2016, the MCO shall
require prior authorization documenting the rationale for the prescription of
more than 120 mg daily Morphine Equivalent Doses (MED) of opioids for
beneficiaries. Effective October 1, 2016, the MCO shall require prior
authorization documenting the rationale for the prescriptions of more than 100
mg daily Morphine Equivalent Doses (MED) of opioids for beneficiaries
effective upon NH Board Administrative Rule MED 502 Opioid Prescribing;

14.1.12.In accordance with changes to rebate collection processes in the Patient Protection
and Affordable Care Act (PPACA), DHHS will be responsible for collecting OBRA
90 (CMS) rebates from drug manufacturers on MCO pharmacy claims. The MCO
shall provide all necessary pharmacy encounter data to the State to support the rebate
billing process, in accordance with section 1927(b) of the SSA, and the MCO shall
submit the encounter data file within five (5) business days of the end of each weekly
period and within thirty (30) calendar days of claim payment.

14.1.13.The MCO shall work cooperatively with the State to ensure that all data needed for
the collection of CMS and supplemental rebates by the State's pharmacy benefit
administrator is delivered in a comprehensive and timely manner, inclusive of any
payments made for members for medications covered by other payers.
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14.1.14.Specialty Drugs. The MCO shall pay for all specialty drugs consistent with the
MCO's formulary and pharmacy edits and criteria.

14.1.15. OHMS will be directly responsible for the pharmacy benefit for Carbaglu and
Ravicti, and those Hepatitis C and Hemophilia drugs specifically excluded from the
actuarial rate calculations.

14.1.16.Other specialty and orphan drugs.

14.1.16.1 .Other currently FDA approved specialty and orphan drugs, and those
approved by the FDA in the future, shall be covered in their entirety by the
MCO.

14.1.16.2.When medically necessary, orphan drugs that are not yet approved by the
FDA for use in the United States but that may be legally prescribed on a
"compassionate-use basis" and imported from a foreign country.

14.1.17.Polypharmacy medication review. The MCO shall provide an offer for medication
review and counseling to address polypharmacy.

14.1.17.1.MCO shall offer a medication review and counseling no less than annually
by a pharmacist or other health care professional as follows:

14.1.17.1.1. To the primary care provider and care taker for children less than 19
years dispensed four (4) or more drugs per month (or prescriptions for
90 day supply covering each month); and

14.1.17.1.2.To adult beneficiaries dispensed more than 10 drugs each month (or
prescriptions for 90 day supply covering each month).

14.1.18.The MCO shall adhere to federal regulation with respect to providing pharmacy data
required to complete the Annual Drug Utilization Review Report to CMS:

14.1.18.1. The MCO must provide a detailed description of its drug utilization review
program to DHHS on an annual basis in accordance with the Medicaid Drug
Utilization Review Annual Report format and requirements; and

14.1.18.2. The MCO must operate a drug utilization review program in accordance
with section 1927(g) of the SSA and 42 CFR part 456, subpart K, which
includes:

14.1.18.2.1. Prospective drug utilization review;

14.1.18.2.2.Retrospective drug utilization review; and
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14.1.18.2.3. An educational program for providers including
prescribers and dispensers.

14.2. Continuity of Care

14.2.1. The MCO shall provide continuity of care for current beneficiaries after the transition
of the PDL to the MCO. For existing beneficiaries, the MCO shall provide coverage
for all drugs for each current beneficiary for six months beginning September 1, 2015
for those drugs dispensed to the beneficiary within the six months prior to September
1,2015.

14.3. Use of Psychotropic Medicines for Children in Foster Care - DCYF's SafeRx
Program

14.3.1. The MCO shall assist in the oversight and management of the use of psychotropic
medicines for children and youth in DCYF placement in accordance with PL (Public
Law 112-34) and in accordance with DCYF policy 1653. Assistance includes:

14.3.1.1.Psychiatry review of Medications when requested by DCYF staff, with Peer
To Peer discussion if warranted to include:

14.3.1.1.1. Pharmacy claims;

14.3.1.1.2. Provider progress notes;

14.3.1.1.3. Telephone contact with the providers, if necessary;

14.3.1.1.4. Current Diagnoses, DSM I-III;

14.3.1.1.5. Current Behavioral Functioning; and

14.3.1.1.6. Information from the placement provider, either foster care or
residential re: behaviors and medication response.

14.3.1.2.Edits in pharmacy systems for outlying red flag criteria that would require
further explanation and authorization including:

14.3.1.2.1. Children 5 and under being prescribed antipsychotics;

14.3.1.2.2. Children 3 and under on any psychotropic medicine; and

14.3.1.2.3. A child or youth being prescribed 4 or more psychotropic medicines,
allowing for tapering schedules for ending one medicine and starting a
new medicine.
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15. Reserved.
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16. Member Enrollment and Disenrollment

16.1. Eligibility

16.1.1. The State has sole authority to determine whether an individual meets the eligibility
criteria for Medicaid as well as whether he/she will be enrolled in the Care

Management program. The State shall maintain its current responsibility for
determining member eligibility. The MCO shall comply with eligibility decisions
made by DHHS.

16.1.2. The MCO shall ensure that ninety-five percent (95%) of transfers of eligibility files
are incorporated and updated within one (I) business day after successful receipt of
data. Data received Monday-Friday is to be uploaded Tuesday-Saturday between 12
AM EST and SAM EST. The MCO shall develop a plan to ensure the provision of
pharmacy benefits in the event the eligibility file is not successfully loaded by 10 AM
EST. The MCO shall make DHHS aware, within one (1) business day, of
unsuccessful uploads that go beyond 10 AM EST.

16.1.3. The ASCXI2 834 enrollment file will limit enrollment history to eligibility spans
reflective of any assignment of the member with the MCO.

16.1.4. To ensure appropriate continuity of care, DHHS will provide up to two (2) years (as
available) of all fee-for-service paid claims history including: medical, pharmacy,
behavioral health and LTSS claims history data for all fee-for-service Medicaid
beneficiaries assigned to MCO. For members transitioning from another MCO,
DFfHS will also provide such claims data as well as available encounter information
regarding the member supplied by other MCOs.

16.2. Relationship with Enrollment Services

16.2.1. DHHS or its designee shall be responsible for member enrollment and passing that
information along to the MCO for plan enrollment [42 CFR 438.3(d)(2)].

16.2.2. The MCO shall accept individuals into its plan from DHHS or its designee in the
order in which they apply without restriction, (unless authorized by the regional
administrator), up to the limits set in this Agreement [42 CFR 438.3(d)(1)].

16.2.3. The MCO will not, on the basis of health status or need for health care services,

discriminate against individuals eligible to enroll [42 CFR 438.3(d)(3)].

16.2.4. The MCO will not discriminate against individuals eligible to enroll on the basis of
race, color, national origin, sex, sexual orientation, gender identity, or disability and
will not use any policy or practice that has a discriminatory effect [42 CFR
438.3(d)(4].
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16.2.5. The MCO shall fumish information to DHHS or its designee so that it may comply
with the information requirements of 42 CFR438.10 to ensure that, before enrolling,
the recipient receives, from the entity or the State, the accurate oral and written
information he or she needs to make an informed decision on whether to enroll

[§1932(d)(2)(A)(i)(lI) of the SSA; §1932(d)(2)(B), (C), (D) and (E) of the SSA; 42
CFR 438.l04(b)(l)(ii), (iii), (iv) and (v); 42 CFR 438.104(b)(2); 42 CFR
438.104(b)(2)(i) and (ii); SMD letter 12/30/97; SMD letter 2/20/98; State Medicaid
Manual (SMM) 2090.1; SMM 2101].

16.2.6. The MCO shall provide information, within five (5) business days, to DHHS or its
designee that allows for a determination of a possible change in eligibility of
members (for example, those who have died, been incarcerated, or moved out-of-
state).

16.3. EnrollmeDt

16.3.1. The MCO shall accept members who choose to enroll in the MCO:

16.3.1.1 .During the initial enrollment period;

16.3.1.2.During an annual enrollment period;

16.3.1.3.During a renegotiation or reprocurement enrollment period;

16.3.1.4. If the member requests to be assigned to the same plan in which another
family member is currently enrolled; or

16.3.1.5. Who have disenrolled with another MCO at the time described in 16.5.3.1.

16.3.2. The MCO shall accept that enrollee enrollment is voluntary, except as described in 42
CFR 438.50.

16.3.3. The MCO shall accept for automatic re-enrollment members who were disenrolled
due to a loss of Medicaid eligibility for a period of two (2) months or less.

16.3.4. The MCO shall accept members who have been auto-assigned by DHHS to the MCO.

16.3.5. The MCO shall accept members who are auto-assigned to another MCO but have an
established relationship with a primary care provider that is not in the network of the
auto-assigned MCO. The member can request enrollment any time during the first
twelve (12) months of auto-assignment.

16.4. Auto-Assignment

16.4.1. DHHS will use the following auto-assignment methodology:

16.4.1.1.Preference to an MCO with which there is already a family affiliation;
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16.4.1.2.Equal assignment among the MCOs.

16.4.2. DHHS reserves the right to change the auto assignment process at its discretion.

16.4.3. DHHS may also revise its auto-assignment methodology during the Contract Period
for new Medicaid members who do not select an MCO (Default Members). The new
assignment methodology would reward those MCOs that demonstrate superior
performance and/or improvement on one or more key dimensions of performance.
DHHS will also consider other appropriate factors.

16.4.4. DHHS may revise its auto-assignment methodology when exercising renegotiation
and reprocurement rights under section 3.9.1 of this Agreement.

16.5. Disenrollinent

16.5.1. Disenrollment provisions of 42 CFR 438.56(d)(2) apply to all members, regardless of
whether the member is mandatory or voluntary [42 CFR 438.56(a); SMD letter
01/21/98].

16.5.2. A member may request disenrollment with cause at any time when:

16.5.2.1 .The member moves out of state;

16.5.2.2.The member needs related services to be performed at the same time; not all
related services are available within the network; and receiving the services
separately would subject the member to unnecessary risk; or

16.5.2.3.0ther reasons, including but not limited to, poor quality of care, lack of
access to services covered under the Agreement, violation of rights, or lack of
access to providers experienced in dealing with the member's health care
needs [42 CFR 438.56(d)(2)]

16.5.3. A member may request disenrollment without cause, at the following times:

16.5.3.1.During the ninety (90) calendar days following the date of the member's
enrollment with the MCO or the date that DHHS (or its agent) sends the
member notice of the enrollment, whichever is later;

16.5.3.2.For members who are auto-assigned to a MCO and who have an established
relationship with a primary care provider that is only in the network of a non-
assigned MCO, the member can request disenrollment during the first twelve
(12) months of enrollment at any time;

16.5.3.3.Any time for members who enroll on a voluntary basis;

16.5.3.4.During open enrollment every twelve (12) months;
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16.5.3.5.During open enrollment related to renegotiation and reprocurement under
Section 3.9.

16.5.3.6.For sixty (60) calendar days following an automatic reenrollment if the
temporary loss of Medicaid eligibility has caused the member to miss the
annual enrollment/disenrollment opportunity (This provision applies to re-
determinations only and does not apply when a member is completing a new
application for Medicaid eligibility); and

16.5.3.7.When DHHS imposes the intermediate sanction on the MCO specified in 42
CFR 438.702(a)(3) [§ 1932(a)(4)(A) of the SSA; § 1932(e)(2)(C) of the SSA;
42 CFR 438.56(c)(1); 438.56(c)(2)(i), (ii). (iii), and (iv); 42 CFR
438.702(a)(3); SMD letter 02/20/98; SMD letter 01/21/98]

16.5.4. The MCO shall provide members and their representatives with written notice of
disenrollment rights at least sixty (60) calendar days before the start of each re-
enrollment period.

16.5.5. If a member is requesting disenrollment, the member (or his or her representative)
shall submit an oral or written request to DHHS or its agent.

16.5.6. The MCO shall furnish all relevant information to DHHS for its determination

regarding disenrollment, within three (3) business days after receipt of DHHS'
request for information.

16.5.7. The MCO shall submit involuntary disenrollment requests to DHHS with proper
documentation for the following reasons [42 CFR 438.56(b)(1); SMM 2090.12]:

16.5.7.1.Member has established out of state residence;

16.5.7.2.Member death;

16.5.7.3.Determination that the member is ineligible for enrollment based on the
criteria specified in this Agreement regarding excluded populations; or

16.5.7.4.Fraudulent use of the member ID card.

16.5.8. The MCO shall not request disenrollment of a member for any reason not permitted
in this Agreement [42 CFR 438.56(b)(3)].

16.5.9. The MCO shall not request disenrollment because of an adverse change in the
member's health status, or because of the member's utilization of medical services,

diminished mental capacity, or uncooperative or disruptive behavior resulting from
his or her special needs (except when his or her continued enrollment in the MCO
seriously impairs the entity's ability to furnish services to either this particular
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member or other members) or abuse of substances, prescribed or illicit, and any legal
consequences resulting from substance abuse. [42 CFR 438.56(b)(2)].

16.5.10.The MCO may request disenrollment in the event of threatening or abusive behavior
that jeopardizes the health or safety of members, staff, or providers.

16.5.1 l.If an MCO is requesting disenrollment of a member, the MCO shall:

16.5.11.1.Specify the reasons for the requested disenrollment of the member; and

16.5.11.2.Submit a request for involuntary disenrollment to DHHS (or its agent)
along with documentation and justification, for review and approval

16.5.12.Regardless of the reason for disenrollment, the effective date of an approved
disenrollment shall be no later than the first day of the second month following the
month in which the member or the MCO files the request. If DHHS fails to make a
disenrollment determination within this specified timeframe, the disenrollment is
considered approved [42 CFR 438.56(e)(1) and (2); 42 CFR 438.56(d)(3)(ii); SMM
2090.6; SMM 2090.11].

16.5.13.DHHS (or its agent) shall provide for automatic re-enrollment of a member who is
disenrolled solely because he or she loses Medicaid eligibility for a period of two (2)
months or less [42 CFR 438.56(g)].
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17. Member Services

17.1. Member Information

17.1.1. The MCO shall maintain a Member Services Department to assist members and their
family members, guardians or other authorized individuals in obtaining covered
services under the Care Management program.

17.1.2. The MCO shall have a 'No Wrong Door' approach, consistent with the DHHS
Balancing Incentive Program, to member calls and inquiries, and shall have one toll-
free number for members to contact.

17.1.3. The MCO shall have in place a mechanism to help members and potential members
understand the requirement and benefits of the plan [42 CFR 438.10(c)(7)].

17.1.4. The MCO shall make a welcome call to each new member within thirty (30) days of
the member's enrollment in the MCO. A minimum of three (3) attempts should be
made at various times of the day, on different days, for at least ninety-five percent
(95%) of new members. The welcome call shall at a minimum:

17.1.4.1 .Assist the member to select a Primary Care Provider (PCP) or confirm
selection of a PCP;

17.1.4.2.Include a brief Health Needs Assessment;

17.1.4.3.Screen for special needs and /or services of the member; and

17.1.4.4.Answer any other member questions about the MCO and ensure that
members can access information in their preferred language.

17.1.5. Welcome calls shall not be required for members residing in a nursing facility longer
than 120 days. The MCO shall:

17.1.5.1.Meet with each nursing facility no less than annually to provide an
orientation to the MCM program and instructions regarding completion of the
Health Needs Assessment for each member residing in a nursing facility
longer than 120 days; and

17.1.5.2.Send letters to members residing in nursing facilities longer than 120 days or
their authorized representatives describing welcome calls and how a member
or their authorized representative can request a welcome call.

17.1.6. The MCO shall send a letter to a member upon initial enrollment, and anytime the
member requests a new Primary Care Provider (PCP), confirming the member's PCP
and providing the PCP's name address and telephone number.
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17.1.7. The MCO shall issue an Identification Card (ID Card) to all new members within ten
(10) calendar days following the MCO's receipt of a valid enrollment file from
DHHS, but no later than seven (7) calendar days after the effective date of
enrollment. The ID Card shall include, but is not limited to, the following information
and any additional information shall be approved by DHHS prior to use on the ID
card:

17.1.7.1.The member's name;

17.1.7.2.The member's date of birth;

17.1.7.3.The member's Medicaid ID number assigned by DHHS at the time of
eligibility determination;

17.1.7.4.The name of the MCO; and

17.1.7.5.The name of MCO's NHHPP product;

17.1.7.6.The twenty-four (24) hours a day, seven (7) days a week toll-free Member
Services telephone/hotline number operated by the MCO; and

17.1.7.7.H0W to file an appeal or grievance.

17.1.8. The MCO shall reissue a Member ID card if:

17.1.8.1 .A member reports a lost card;

17.1.8.2.A member has a name change; or

17.1.8.3.Any other reason that results in a change to the information disclosed on the
ID card.

17.1.9. The MCO shall publish member information in the form of a member handbook
available at the time of member enrollment in the plan for benefits effective January
1, 2018. The member handbook shall be based upon the model enrollee handbook
developed by DHHS.

17.1.9.1. Two weeks in advance of open enrollment, the MCOs shall inform all
members by mail of their right to receive at no cost to any member a written
copy of the member handbook effective for the new benefit year.

n.I.lO.The MCO shall provide program content that is coordinated and collaborative with
other DHHS initiatives.

17.1.11 .The MCO shall submit the member handbook to DHHS for approval at the time it is
developed and after any substantive revisions, prior to publication and distribution
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17.1.12.Pursuant to the requirements set forth in 42 CFR 438.10, the Member Handbook
shall include, in easily understood language, but not be limited to:

17.1.12.1. A table of contents;

17.1.12.2. DHHS developed definitions so that enrollees can understand the following
terminology: appeal, durable medical equipment, emergency medical
condition, emergency medical transportation, emergency room care,
emergency services, grievance, habilitation services and devices, home health
care, hospice services, hospitalization, hospital, outpatient care, physician
services, prescription drug coverage, prescription drugs, primary care
physician, PCP, rehabilitation services and devices, skilled nursing care, and
specialist.

1.12.3.Information about the role of the primary care provider (PCP);

l.l2.4.Information about choosing and changing a PCP;

1.12.5.Appointment procedures;

1.12.6.[Intentionally left blank.]

1.12.7.Description of all available benefits and services, including information on
out-of-network providers;Infonnation on how to access services, including
EPSDT services, non-emergency transportation services, and maternity and
family planning services. The handbook should also explain that the MCO
cannot require a member to receive prior approval prior to choosing a family
planning provider;

17.1.12.8. An explanation of any service limitations or exclusions from coverage;

17.1.12.9.A notice stating that the MCO shall be liable only for those services
authorized by or required of the health plan;

17.1.12.10.Information on where and how members may access benefits not available
from or not covered by the MCO;

17.1.12.11 .The Necessity definitions used in determining whether services will be
covered;

17.1.12.12.Detailed information regarding the amount, duration, and scope of benefits
so that enrollees understand the benefits to which they are entitled.

17.1.12.13.A description of all pre-certification, prior authorization, or other
requirements for treatments and services;
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17.1.12.14.infomiation regarding prior authorization in the event the member chooses
to transfer to another MCO and the member's right to continue to utilize a
provider specified in a prior authorization regardless of whether the provider
is participating in the MCO network;

17.1.12.15.The policy on referrals for specialty care and for other covered services
not furnished by the member's PGP;

17.1.12.16.Information on how to obtain services when the member is out of the State

and for after-hours coverage;

17.1.12.17.Cost-sharing requirements;

17.1.12.1 S.Notice of all appropriate mailing addresses and telephone numbers to be
utilized by members seeking information or authorization, including an
inclusion of the MCO's toll-free telephone line and website;

17.1.12.19.A description of Utilization Review policies and procedures used by the
MCO;

17.1.12.20.A description of those member rights and responsibilities, described in
17.3 of this Agreement, but also including but not limited to notification that:

17.1.12.20.1 .Oral interpretation is available for any language, and
information as to how to access those services;

17.1.12.20.2.Written translation is available in prevalent
languages, and information as to how to access those
services;

17.1.12.20.3.Auxiliary aids and services are available upon request
at no cost for enrollees with disabilities, and information
as to how to access those services;

17.1.12.21 .The policies and procedures for disenrollment;

17.1.12.22.Information on Advance Directives;

17.1.12.23.A statement that additional information, including information on the
structure and operation of the MCO plan and provider incentive plans, shall be
made available upon request;

17.1.12.24.Member rights and protections;
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17.1.12.25.Information on the Grievance, Appeal, and Fair Hearing procedures and
timeframes in a DHHS-approved description, including:

17.1.12.25.1.The right to file grievances and appeals;

17.1.12.25.2.The requirements and timeframes for filing a
grievance or appeal;

17.1.12.25.3.The availability of assistance in the filing process;

17.1.12.25.4.The right to request a State fair hearing after the
MCO has made a determination on an enrollee's appeal
which is adverse to the enrollee; and

17.1.12.25.5.An enrollee's right to have benefits continue pending
the appeal or request for State fair hearing if the decision
involves the reduction or termination of benefits, however
if the enrollee receives an adverse decision then the

enrollee may be required to pay for the cost of service
furnished while the appeal or State fair hearing is pending
as specified in 42 CFR 438.10(g)(2);

17.1.12.26.Member's right to a second opinion from a qualified health care
professional within the network, or one outside the network arranged by the
MCO at no cost to the member. [42 CFR 438.206(b)(3)].

17.1.12.27.The extent to which, and how, after hours and emergency coverage are
provided including:

17.1.12.27.1. What constitutes an emergency and emergency
medical care; and

17.1.12.27.2.The fact that prior authorization is not required for
emergency services; and

17.1.12.27.3.The enrollee's right to use a hospital or any other
setting for emergency care [42 CFR 438.10(g)(2)(v)];

17.1.12.28. Information on how to access the New Hampshire Office of the Long
Term Care Ombudsman;

17.1.12.29. Information on how to access auxiliary aids and services, including
additional information in alternative formats or languages;
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17.1.12.30. Information and guidance as to how the enrollee can effectively use the
managed care program as described in 42 CFR 438.10(g)(2);

17.1.12.31 .Information on how to report suspected fraud or abuse;

17.1.12.32.Information on how to contact Service Link Aging and Disability
Resource Center and the DHHS Medicaid Service Center who can provide all
enrollees and potential enrollees choice counseling and information on
managed care; and

17.1.12.33. Disenrollment information.

17.1.13.The MCO shall produce a revised member handbook, or an insert informing
members of changes to covered services, upon DHHS notification of any change in
covered services, and at least thirty (30) calendar days prior to the effective date of
such change. In addition to changes to documentation, the MCO shall notify all
existing members of the covered services changes at least thirty (30) calendar days
prior to the effective date of such changes.

17.1.14.The MCO shall mail the handbook to new members within ten (10) calendar days
following the MCO's receipt of a valid enrollment file from DHHS, but no later than
seven (7) calendar days after the effective date of enrollment [42 CFR 438.10(g)(1)].

17.1.15.The MCO shall notify all enrollees of their disenrollment rights, at a minimum,
annually [42 CFR 438.10 (f)].

17.1.16. [Intentionally left blank.]

17.1.17.The MCO shall notify all enrollees, at least once a year, of their right to obtain a
Member Handbook and shall maintain consistent and up-to-date information on the
plan's website.The member information appearing on the website shall include the
following, at a minimum:

17.1.17.1.Information contained in the Member Handbook

17.1.17.2.The following information on the MCO's provider network:

17.1.17.2.1.Names, gender, locations, office hours, telephone numbers of, website
(if applicable), specialty (if any), description of accommodations
offered for people with disabilities, whether the provider has
completed cultural competence training, and non-English languages
(including American Sign Language) spoken by current contracted
providers, including identification of providers that are not accepting
new patients. This shall include, at a minimum: information on PCPs,
specialists. Family Planning Providers, pharmacies. Federally
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Qualified Health Centers (FQHCs) and Rural Health Centers (RHCs),
Mental Health and Substance Abuse Providers, LTSS Providers,
Nursing Facilities and hospitals;

17.1.17.2.2. Any restrictions on the member's freedom of choice among network
providers; and

17.1.17.2.3.How to file an appeal and/or a grievance.

17.1.18.For any change that affects member rights, filing requirements, time frames for
grievances, appeals, and State fair hearing, availability of assistance in submitting
grievances and appeals, and toll-free numbers of the MCO grievance system
resources, the MCO shall give each member written notice of the change at least
thirty (30) days before the intended effective date of the change.

17.1.19. Should the MCO not cover a covered service because of moral/ethical or religious
reasons, the MCO shall provide a list of these services to the Department. This list
shall be used by the Department to provide information to members about where and
how the members can obtain the services that are not being delivered due to Ethical
and Religious Directives.

17.1.20. Should the MCO contract with providers and/or subcontractors to deliver services to
members pursuant to the MCO's obligations under this Contract and the providers or
subcontractors cannot provide a covered service because of moral/ethical or religious
reasons, the MCO shall provide a list of these services to the Department. This list
shall be used by the MCO and Department to provide information to members about
where and how the members can obtain the services that are not being delivered due
to Ethical and Religious Directives.

17.1.21.

17.1.22.The MCO shall submit a copy of all information intended for members to DHHS for
approval ten (10) business days prior to distribution.

17.2. Language and Format of Member Information

17.2.1. The MCO shall develop all member materials at or below a sixth (6th) grade reading
level, as measured by the appropriate score on the Flesch reading ease test.

17.2.2. The MCO shall use the DHHS developed definitions consistently throughout its user
manual, notices, and in any other form of client communication.

17.2.3. The MCO shall develop enrollee notices in accordance with the DHHS model
notices.

17.2.4. The MCO shall provide all enrollment notices, information materials, and
instructional materials relating to members and potential members in a manner and
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format that may be easily understood in a font size no smaller than 12 point [42 CFR
438.10(d) / SMD Letter 2/20/98].

17.2.5. The MCO's written materials shall be developed to meet all applicable Cultural
Considerations requirements in Section 18 so that they are communicated in an easily
understood language and format, including alternative formats and in an appropriate
manner that takes into consideration the special needs of those who, for example, are
visually limited or have limited reading proficiency. The MCO shall inform members
that information is available in alternative formats and how to access those formats

[42 CFR 438.10(d)(6)].

17.2.6. The MCO shall make all written member information available in English, Spanish,
and the commonly encountered languages of New Hampshire. All written member
information shall include at the bottom a tagline explaining the availability of written
translation or oral interpretation and the toll-free and TTY/TDY telephone number of
the MCO*s Customer Service Center. The MCO shall also provide all written
member information in large print with a font size no smaller than 18 point upon
request [42 CFR 438.10(d)(3)].

17.2.6.1. Written member information shall include at a minimum provider
directories, member handbooks, appeal and grievance notices, and denial and
termination notices.

17.2.7. The MCO shall also make oral interpretation services available free of charge to each
member or potential member for MCO covered services. This applies to all non-
English languages, not just those that DHHS identifies as languages of other Major
Population Groups. The beneficiary shall not to be charged for interpretation services.
The MCO shall notify members that oral interpretation is available for any language
and written information is available in prevalent languages and how to access those
services [42 CFR 438.10(d)].The MCO shall provide auxiliary aids such as
TTY/TDY and American Sign Language interpreters available free of charge to each
member or potential member who requires these services [42 CFR 438.10(d)].

17.3. Member Rights

17.3.1. The MCO shall have written policies which shall be included in the member
handbook and posted on the MCO website regarding member rights [42 CFR
438.100] including:

17.3.1.1 .Each managed care member is guaranteed the right to be treated with respect
and with due consideration for his or her dignity and privacy;

17.3.1.2.Each managed care member is guaranteed the right to receive information on
available treatment options and alternatives, presented in a manner appropriate
to the member's condition and ability to understand;
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17.3.1.3.Each managed care member is guaranteed the right to participate in decisions
regarding his/her health care, including the right to refuse treatment;

17.3.1.4.Each managed care member is guaranteed the right to be free from any form
of restraint or seclusion used as a means of coercion, discipline, convenience,
or retaliation;

17.3.1.5.Each managed care member is guaranteed the right to request and receive a
copy of his/her medical records, and to request that they be amended or
corrected, as specified in 45 CFR part 164 42 CFR 438.100; and

17.3.1.6.Each managed care member has a right to a second opinion. [42 CFR
438.206].

17.3.2. Each member is free to exercise his/her rights, and that the MCO shall assure that the
exercise of those rights shall not adversely affect the way the MCO and its providers
or DHHS treat the member [42 CFR 438.100(c)].

17.3.3. Each managed care member has the right to request and receive any MCO's written
physician incentive plans.

17.4. Member Call Center

17.4.1. The MCO shall operate a NH specific call center Monday through Friday, except for
state approved holidays. The call center shall be staffed with personnel who are
knowledgeable about the MCOs plan in NH to answer member inquiries.

17.4.2. At a minimum, the call center shall be operational:

17.4.2.1.Two days per week: 8:00 am EST to 5:00 pm EST;

17.4.2.2.Three days per week: 8:00 am EST to 8:00 pm EST; and

17.4.2.3.During major program transitions, additional hours and capacity shall be
accommodated by the MCO.

17.4.3. The member call center shall meet the following minimum standards, but DHHS
reserves the right to modify standards:

17.4.3.1.Call Abandonment Rate: Fewer than five percent (5%) of calls will be
abandoned;

17.4.3.2.Average Speed of Answer: Ninety percent (90%) of calls will be answered
with live voice within thirty (30) seconds; and
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17.4.3.3.Voicemail messages shall be responded to no later than the next business
day.

17.4.4. The MCO shall develop a means of coordinating its call center with the DHHS
Customer Service Center.

17.4.5. The MCO shall develop a warm transfer protocol for members who may call the
incorrect call center to speak to the correct representative and provide monthly reports
to DHHS on the number of warm transfers made and the program to which the
member was transferred.

17.5. Member Information Line

17.5.1. The MCO shall establish a member hotline that shall be an automated system that
operates outside of the call center standard hours, Monday through Friday, and at all
hours on weekends and holidays.

17.5.2. The automated system shall provide callers with operating instructions on what to do
and who to call in case of an emergency, and shall also include, at a minimum, a
voice mailbox for callers to leave messages.

17.5.3. The MCO shall ensure that the voice mailbox has adequate capacity to receive all
messages.

17.5.4. A representative of the MCO shall return messages no later than the next business
day.

17.6. Marketing

17.6.1. The MCO shall not, directly or indirectly, conduct door-to-door, telephonic, or other
cold call marketing to potential members [§ 1932(d)(2)(A)(i)(II) of the SSA;
§ 1932(d)(2)(B), (C), (D) and (E) of the SSA; 42 CFR 438.104(b)(l)(ii), (iii), (iv) and
(v); 42 CFR 438.104(b)(2); 42 CFR 438.104(b)(2)(i) and (ii); SMD letter 12/30/97;
SMD letter 2/20/98; SMM 2090.1; SMM 2101].

17.6.2. The MCO shall submit all MCO marketing material to DHHS for approval before
distribution [§1932(d)(2)(A)(l) of the SSA; 42 CFR438.104(b)(l)(i); SMD letter
12/30/97]. DHHS will identify any required changes to the marketing materials
within fifteen (15) business days. If DHHS has not responded to a request for review
by the fifteenth (15th) business day, the MCO may proceed to use the submitted
materials.

17.6.3. The MCO shall comply with federal requirements for provision of information that
ensures the potential member is provided with accurate oral and written information
sufficient to make an informed decision on whether or not to enroll.
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17.6.4. The MCO marketing materials shall not contain false or materially misleading
information.

17.6.5. The MCO shall not offer other insurance products as inducement to enroll.

17.6.6. The MCO shall ensure that marketing, including plans and materials, is accurate and
does not mislead, confuse, or defraud the recipients of DHHS [§1932(d)(2)(A)(i)(II)
of the SSA; § 1932(d)(2)(B), (C), (D) and (E) of the SSA; 42 CFR 438.104(b)(l)(ii),
(iii), (iv) and (v); 42 CFR 438.104(b)(2); 42 CFR 438.104(b)(2)(i) and (ii); SMD
letter 12/30/97; SMD letter 2/20/98; SMM 2090.1; SMM 2101].

17.6.7. The MCO's marketing materials shall not contain any written or oral assertions or
statements that:

17.6.7.1 .The recipient must enroll in the MCO in order to obtain benefits or in order
not to lose benefits; or

17.6.7.2.That the MCO is endorsed by CMS, the Federal or State government, or
similar entity [§1932(d)(2)(A)(i)(II) of the SSA; § 1932(d)(2)(B), (C), (D) and
(E) of the SSA; 42 CFR 438.104(b)(l)(ii), (iii), (iv) and (v); 42 CFR
438.104(b)(2); 42 CFR 438.104(b)(2)(i) and (ii); SMD letter 12/30/97; SMD
letter 2/20/98; SMM 2090.1; SMM 2101]

17.6.8. The MCO shall distribute marketing materials to the entire state in accordance with
§1932(d)(2)(A)(i)(II) of the SSA; § 1932(d)(2)(B), (C), (D) and (E) of the SSA; 42
CFR438.104(b)(l)(ii), (iii), (iv) and (v); 42 CFR 438.104(b)(2); 42 CFR
438.104(b)(2)(i) and (ii); SMD letter 12/30/97; SMD letter 2/20/98; SMM 2090.1 and
SMM 2101. The MCO's marketing materials shall not seek to influence enrollment in
conjunction with the sale or offering of any private insurance [§1932(d)(2)(A)(i)(II)
of the SSA; § 1932(d)(2)(B), (C), (D) and (E) of the SSA; 42 CFR 438.104(b)(l)(ii),
(iii), (iv) and (v); 42 CFR 438.104(b)(2); 42 CFR 438.104(b)(2)(i) and (ii); SMD
letter 12/30/97; SMD letter 2/20/98; SMM 2090.1; SMM 2101].

17.7. Member Engagement Strategy

17.7.1. The MCO shall develop and facilitate an active member advisory board that is
composed of members who represent its member population. At least twenty-five
percent (25%) of the members of the advisory board should be receiving an LTSS
service or be a support person, who is not a paid service provider or employed as an
advocate, to a member receiving an LTSS service. Representation on the consumer
advisory board shall draw from and be reflective of the MCO membership to ensure
accurate and timely feedback on the care management program. The advisory board
shall meet at least quarterly. The advisory board shall meet in-person or through
interactive technology including but not limited to a conference call or webinar and
provide a member perspective to influence the MCO's quality improvement program.
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program changes and decisions. All costs related to the member advisory board shall
be the responsibility of the MCO.

17.7.2. The MCO shall hold in-person regional member meetings for two-way
communication where members can provide input and ask questions and the MCO
can ask questions and obtain feedback from members. Regional meetings shall be
held at least twice each Agreement year. The MCO shall make efforts to provide
video conferencing opportunities for members to attend the regional meetings. If
video conferencing is not available then, the MCO shall use alternate technologies as
available for all meetings.

17.7.3. The MCO shall report on the activities of the meetings required in Sections 17.7.1
and 17.7.2 including meeting dates, board members, topics discussed and actions
taken in response to Board contributions to DHHS in the Medicaid Care Management
Program Comprehensive Annual Report.

17.7.4. The MCO shall conduct a member satisfaction survey at least annually in accordance
with National Committee for Quality Assurance (NCQA) Consumer Assessment of
Health Plan Survey (CAMPS) requirements to gain a broader perspective of member
opinions. The MCO survey instrument is subject to DHHS approval. The results of
these surveys shall be made available to DHHS to be measured against criteria
established by DHHS, and to the MCO's membership [§1903(m)(2)(A)(x) of the
SSA; 42 CFR 422.208; 42 CFR 422.210; 42 CFR 438.10(f)(6); 42 CFR 438.10(g); 42
CFR 438.6(h)].

17.7.5. The MCO shall support DHHS' interaction and reporting to the Governor's
Commission on Medicaid Care Management.

17.8. Provider Directory i

17.8.1. The MCO shall publish a Provider Directory that shall be approved by DHHS prior to
publication and distribution. The MCO shall submit the draft directory and all
substantive changes to DHHS for approval.

17.8.2. The Provider Directory shall include names, gender, locations, office hours, telephone
numbers of, website (if applicable), specialty (if any), description of accommodations
offered for people with disabilities, whether the provider has completed cultural
competence training, and non-English language (including American Sign Language)
spoken by, current contracted providers. This shall include, at a minimum;
information on PCPs, specialists. Family Planning Providers, pharmacies. Federally
Qualified Health Centers (FQHCs) and Rural Health Centers (RHCs), Mental Health
and Substance Abuse Providers, LTSS Providers, Nursing Facilities and hospitals.

17.8.3. The Provider Directory shall provide all information according to the requirements of
42 CFR 438.10(h).
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17.8.4. The MCO shall send a letter to new members within ten (10) calendar days following
the MCO's receipt of a valid enrollment file from DHHS, but no later than seven (7)
calendar days after the effective date of enrollment directing the member to the
Provider Directory on the MCO's website and informing the member of the right to a
printed version of provider directory information upon request [42 CFR 438.10(h)].

17.8.5. The MCO shall notify all members, at least once a year, of their right to obtain a
paper copy of the Provider Directory and shall maintain consistent and up-to-date
information on the plan's website in a machine readable file and format as specified
by the Secretary. The MCO shall update the paper copy of the Provider Directory at
least monthly and shall update no later than thirty (30) calendar days after the MCO
receives updated information. [42 CFR 438.10(h)(4)].

17.8.6. The MCO shall post on its website a searchable list of all contracted providers. At a
minimum, this list shall be searchable by provider name, specialty, and location.

17.8.7. Thirty (30) calendar days after contract effective date or ninety (90) calendar days
prior to the Program start date, whichever is later, the MCO shall develop and submit
the draft Provider Directory template to DHHS for approval and thirty (30) calendar
days prior to each Program Start Date the MCO shall submit the final provider
directory.

17.8.8. Upon the termination of a contracted provider, the MCO shall make good faith
efforts within fifteen (15) calendar days of the notice of termination to notify
enrollees who received their primary care from, or was seen on a regular basis by, the
terminated provider.

17.9. Program Website

17.9.1. The MCO shall develop and maintain, consistent with DHHS standards and other
applicable Federal and State laws, a website to provide general information about the
MCO's program, its provider network, the member handbook, its member services,
and its grievance and appeals process.

17.9.2. The MCO shall update the Provider Directory on its website within seven (7)
calendar days of any changes.

17.9.3. The MCO shall maintain an updated list of participating providers on its website in a
Provider Directory. The Provider Directory shall identify all providers, including
primary care, specialty care, behavioral health, substance abuse, home health, home
care, rehabilitation, hospital, and other providers, and include the following
information for each provider:

17.9.3.1.Address of all practice/facility locations;

17.9.3.2.Gender;
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17.9.3.3. Office hours;

17.9.3.4. Telephone numbers;

17.9.3.5. Website (if applicable);

17.9.3.6. Accommodations provided for people with disabilities;

17.9.3.7. Whether the provider has completed cultural competence training;

17.9.3.8.Hospital affiliations, if applicable;

17.9.3.9.Open/close status for MCO members;

17.9.3.10.Languages spoken (including American Sign Language) in each provider
location;

17.9.3.11.Medical Specialty; and

17.9.3.12.Board certification, when applicable.

17.9.3.13.The MCO program content included on the website shall be:

17.9.3.14.Written in English, Spanish, and any other of the commonly encountered
languages in the State;

17.9.3.15.Culturally appropriate;

17.9.3.16.Written for understanding at the 6th grade reading level; and

17.9.3.17.Geared to the health needs of the enrolled MCO program population.

17.9.3.IS.The MCO shall maintain an updated list of formulary drug lists on its
website. Such information shall include:

17.9.3.19.Which medications are covered (both generic and name brand); and

17.9.3.20. Which tier each medication is on.

17.9.4. The MCO's NH Medicaid Care Management website shall be compliant with the
Federal Department of Justice "Accessibility of State and Local Government
Websites to people with disabilities".
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18. Culturally and Linguistically Competent
Services

18.1. Cultural Competency Plan

18.1.1. In accordance with 42 CFR 438.206, the MCO shall have a comprehensive written
Cultural Competency Plan describing how the MCO shall ensure that services are
provided in a culturally and linguistically competent manner to all Medicaid
members, including those with Limited English Proficiency (LEP). The Cultural
Competency Plan shall describe how the providers, individuals, and systems within
the health plan will effectively provide services to people of all cultures, races, ethnic
backgrounds, and religions in a manner that recognizes values, affirms and respects
the worth of the individual members, and protects and preserves the dignity of each.
The MCO shall work with DHHS Office of Minority Heath & Refugee Affairs and
the New Hampshire Medical Society to address cultural and linguistic considerations
as defined in the section.

18.2. General Provisions

18.2.1. The.MCO shall participate in efforts to promote the delivery of services in a
culturally and linguistically competent manner to all members and their families,
including those with LEP and diverse cultural and ethnic backgrounds. [42 CFR
438.206(c)(2)].

18.2.2. The MCO shall develop appropriate methods of communicating and working with its
members who do not speak English as a first language, who have physical conditions
that impair their ability to speak clearly in order to be easily understood, as well as
members who are visually and hearing impaired, and accommodating members with
physical and cognitive disabilities and different literacy levels, learning styles, and
capabilities.

18.2.3. The MCO shall develop appropriate methods for identifying and tracking members'
needs for communication assistance for health encounters including preferred spoken
language for health encounters, need for interpreter, and preferred language for
written health information.

18.2.4. The MCO shall collect data regarding member's race, ethnicity, and spoken language
in accordance with the current best practice standards from the Office of Management
and Budget and/or the 2011 final standards for data collection as required by Section
4302 of the Affordable Care Act from the federal Department of Health and Human
Services.

18.2.5. The MCO shall not use children or minors to provide interpretation services.
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18.2.6. If the member declines offered free interpretation services, there must be a process in
place for informing the member of the potential consequences of declination with the
assistance of a competent interpreter to assure the member's understanding, as well as
a process to document the member's declination. Interpreter services must be re-
offered at every new contact. Every declination requires new documentation of the
offer and decline.

18.2.7. The MCO shall respect members whose lifestyle or customs may differ from those of
the majority of members.

18.2.8. The MCO shall ensure interpreter services are available to any member who requests
them, regardless of the prevalence of the member's language within the overall
program for all health plan and MCO services exclusive of inpatient services. The
MCO shall recognize that no one interpreter service (such as over-the-phone
interpretation) will be appropriate (i.e., will provide meaningful access) for all
members in all situations. The most appropriate service to use (in-person versus
remote interpretation) will vary from situation to situation and will be based upon the
unique needs and circumstances of each individual. Accordingly, the MCO shall
provide the most appropriate interpretation service possible under the circumstances.
In all cases, the MCO shall provide in-person interpreter services when deemed
clinically necessary by the provider of the encounter service.

18.2.9. The MCO shall bear the cost of interpretive services, including American Sign
Language (ASL) interpreters and translation into Braille materials available to
hearing- and vision-impaired members.

18.2.10.The Member Handbook shall include information on the availability of oral and
interpretive services.

18.2.11.The MCO shall communicate in ways that can be understood by persons who are not
literate in English or their native language. Accommodations may include the use of
audio-visual presentations or other formats that can effectively convey information
and its importance to the member's health and health care.

18.2.12. As a condition of receipt of Federal financial assistance, the MCO acknowledges and
agrees that it must comply with applicable provisions of national laws and policies
prohibiting discrimination, including but not limited to Title VI of the Civil Rights
Act of 1964, as amended, which prohibits the MCO from discriminating on the basis
of race, color, or national origin (42 U.S.C. 2000d et seq.).
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18.2.13.AS clarified by Executive Order 13166, Improving Access to Services for Persons
with Limited English Proficiency, and resulting agency guidance, national origin
discrimination includes discrimination on the basis of Limited English Proficiency
(LEP). To ensure compliance with Title VI, the MCO must take reasonable steps to
ensure that LEP persons have meaningful access to the MCO's programs. The MCO
shall provide the following assistance, including, but not limited to:

18.2.13.1 .Offer language assistance to individuals who have LEP and/or other
communication needs, at no cost to them, to facilitate timely access to all
health care and services.

18.2.13.2.Inform all individuals of the availability of language assistance services
clearly and in their preferred language, verbally and in writing.

18.2.13.3.Ensure the competence of individuals providing language assistance,
recognizing that the use of untrained individuals and/or minors as interpreters
should be avoided.

18.2.13.4.Provide easy-to-understand print and multimedia materials and signage in
the languages commonly used by the populations in the service area.

18.2.14.Meaningful access may entail providing language assistance services, including oral
and written translation, where necessary. MCOs are encouraged to consider the need
for language services for LEP persons served or encountered both in developing their
budgets and in conducting their programs and activities. For assistance and
information regarding MCO LEP obligations, go to http:/Avww.Iep.gov.
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19. Grievances and Appeals
19.1. General Requirements

19.1.1. The MCO shall develop, implement and maintain a Grievance System under which
Medicaid members, or providers acting on their behalf, may challenge the denial of
coverage of, or payment for, medical assistance and which includes a grievance
process, an appeal process, and access to the State's fair hearing system. The MCO
shall ensure that the Grievance System is in compliance with 42 CFR 438 Subpart F,
and N.H. Code of Administrative Rules, Chapter He-C 200 Rules of Practice and
Procedure.

19.1.2. The MCO shall provide to DHHS a complete description, in writing and including all
of its policies, procedures, notices and forms, of its proposed Grievance System for
DHHS' review and approval prior to the first readiness review. Any proposed
changes to the Grievance System must be approved by DHHS prior to
implementation.

19.1.3. The Grievance System shall be responsive to any grievance or appeal of dual- eligible
members. To the extent such grievance or appeal is related to a Medicaid service, the
MCO shall handle the grievance or appeal in accord with this Agreement. In the event
the MCO, after review, determines that the dual-eligible member's grievance or
appeal is solely related to a Medicare service, the MCO shall refer the member to the
State's SHIP program, which is currently administered by Service Link Aging and
Disability Resource Center.

19.1.4. The MCO shall be responsible for ensuring that the Grievance System (grievance
process, appeal process, and access to the State's fair hearing system) complies with
the following general requirements. The MCO must:

19.1.4.1 .Give members any reasonable assistance in completing forms and other
procedural steps. This includes, but is not limited to providing interpreter
services and toll-free numbers with TTY/TDD and interpreter capability and
assisting the member in providing written consent for appeals;

19.1.4.2.Acknowledge receipt of each grievance and appeal (including oral appeals),
unless the enrollee or authorized provider requests expedited resolution;

19.1.4.3.Ensure that decision makers on grievances and appeals and their
subordinates were not involved in previous levels of review or decision
making;

19.1.4.4.Ensure that decision makers take into account all comments, documents,

records, and other information submitted by the enrollee of their
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representative without regard to whether such information was submitted or
considered in the initial adverse benefit determination; and

19.1.4.4.1. If deciding any of the following, the decision makers are health care
professionals with clinical expertise in treating the member's condition
or disease:

a. An appeal of a denial based on lack of medical necessity;

b. A grievance regarding denial of expedited resolutions of an appeal;
or

c. A grievance or appeal that involves clinical issues.

19.1.5. The MCO shall send written notice to members and providers of any changes to the
Grievance System at least thirty (30) calendar days prior to implementation.

19.1.6. The MCO shall provide information as specified in 42 CFR § 438.10(g) about the
Grievance System to providers and subcontractors at the time they enter into a contact
or subcontract. The information shall include, but is not limited to:

19.1.6.1 .The member's right (or provider acting on their behalf) to a State fair
hearing, how to obtain a hearing, and the rules that govern representation at a
hearing;

19.1.6.2.The member's right to file grievances and appeals and their requirements and
timeframes for filing;

19.1.6.3.The availability of assistance with filing;

19.1.6.4.The toll-free numbers to file oral grievances and appeals;

19.1.6.5.The member's right to request continuation of benefits during an appeal or
State fair hearing filing and, if the MCO's action is upheld in a hearing, that
the member may be liable for the cost of any continued benefits; and

19.1.6.6.Any State-determined provider appeal rights to challenge the failure of the
MCO to cover a service.

19.1.7. The MCO shall make available training to providers in supporting and assisting
members in the Grievance System.

19.1.8. The MCO shall maintain records of grievances and appeals, including all matters
handled by delegated entities, for a period not less than ten (10) years. At a minimum,
such records shall include a general description of the reason for the grievance or
appeal, the name of the member, the dates received, the dates of each review, the
dates of the grievance or appeal, and the date of resolution.

Page 114



New Hampshire Medlcald Care Management Contract — SFY2019

Exhibit A - Amendment #15

19.1.9. The MCO shall provide a report of all actions, grievances, and appeals, including all
matters handled by delegated entities, to DHHS on a monthly basis.

!9.1.10.The MCO shall review Grievance System information as part of the State quality
strategy and in accord with this Agreement and 42 CFR 438.402. The MCO shall
make such information accessible to the State and available upon request to CMS.

19.1.11. The MCO shall provide any and all provider complaint and appeal logs to DHHS.

19.2. Grievance Process

19.2.1. The MCO shall develop, implement, and maintain a grievance process that

establishes the procedure for addressing member grievances and which is in
compliance with 42 CFR 438 Subpart F and this Agreement.

19.2.2. The grievance process shall address member's expression of dissatisfaction with any
aspect of their care other than an adverse benefit determination. Possible subjects for
grievances include, but are not limited to, the quality of care or services provided, and
aspects of interpersonal relationships such as rudeness of a provider or employee, or
failure to respect the member's rights. An enrollee or the enrollee's authorized
representative with written consent may file a grievance at any time.

19.2.3. Members who believe that their rights established by RSA 135-C:56-57 or He-M 309
have been violated, may file a complaint with the MCO in accordance with He-M
204.

19.2.4. Members who believe the MCO is not providing mental health or substance use
disorder benefits in violation of 42 CFR part 438, subpart K may file a grievance.

19.2.5. The MCO shall have policies and procedures addressing the grievance process, which
comply with the requirements of this Agreement. The MCO shall submit in advance
to DHHS for its review and approval, all grievance process policies and procedures
and related notices to members regarding the grievance process. Any proposed
changes to the grievance process must be approved by DHHS prior to
implementation.

19.2.6. The MCO shall allow a member, or the member's authorized representative with the
member's written consent to file a grievance with the MCO either orally or in writing
[42 CFR 438.402(c)].

19.2.7. The MCO shall complete the resolution of a grievance and provide notice to the
affected parties as expeditiously as the member's health condition requires, but not
later than forty-five (45) calendar days from the day the MCO receives the grievance
for one hundred percent (100%) of members filing a grievance. If the enrollee
requests disenrollment, then the MCO shall resolve the grievance in time to permit
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the disenrollment (if approved) to be effective no later than the first day of the second
month following the month in which the enrollee requests disenrollment.

19.2.8. The MCO shall notify members of the resolution of grievances. The notification may
be orally or in writing for grievances not involving clinical issues. Notices of
resolution for clinical issues must be in writing.

19.2.9. Members shall not have the right to a State fair hearing in regard to the resolution of a
grievance.

19.3. Appeal Process

19.3.1. The MCO shall develop, implement, and maintain an appeal process that establishes
the procedure for addressing member requests for review of any action taken by the
MCO and which is in compliance with 42 CFR 438 Subpart F and this Agreement.

19.3.2. The MCO shall allow a member, or the member's authorized representative, or a
provider acting on behalf of the member and with the member's written consent, to
request an appeal orally or in writing of any MCO action [42 CFR 438.402(c)].

19.3.3. The MCO shall include as parties to the appeal, the member and the member's
authorized representative, or the legal representative of the deceased member's estate.

19.3.4. For appeals of standard service authorization decisions, the MCO shall allow a
member to file an appeal, either orally or in writing, within sixty (60) calendar days
of the date on the MCO's notice of action. This shall also apply to a member's
request for an expedited appeal. An oral appeal must be followed by a written, signed
appeal.

19.3.5. The MCO shall ensure that oral inquires seeking to appeal an action are treated as
appeals and confirm those inquires in writing, unless the member or the authorized
provider requests expedited resolution. An oral request for an appeal must be
followed by a written and signed appeal request unless the request is for an expedited
resolution.

19.3.6. If DHHS receives a request to appeal an action of the MCO, DHHS will forward
relevant information to the MCO and the MCO will contact the member and

acknowledge receipt of the appeal.

19.3.7. The MCO shall ensure that any decision to deny a service authorization request or to
authorize a service in an amount, duration, or scope that is less than requested, must
be made by a health care professional who has appropriate clinical expertise in
treating the member's condition or disease.

Page 116



New Hampshire Medlcald Care Management Contract — SFY2019

Exhibit A - Amendment #15

19.3.8. The MCO shall allow the member a reasonable opportunity to present evidence, and
allegations of fact or law, in person as well as in writing. The MCO shall inform the
member of the limited time available for this in the case of expedited resolution.

19.3.9. The MCO shall provide the member and the member's representative opportunity, to
receive the member's case file, including medical records, and any other documents
and records considered during the appeal process free of charge prior to the hearing.

19.3.10.The MCO shall resolve one hundred percent (100%) of standard member appeals
within thirty (30) calendar days from the date the appeal was filed with the MCO.
The date of filing shall be considered either an oral request for appeal or a written
request from either the member or provider, whichever date is the earliest. Or, in the
case of a provider filing an appeal on behalf of the member, the date of filing shall be
considered the date upon which the MCO receives authorization from the member for
the provider to file an appeal on the member's behalf.

19.3.1 l.lf the MCO fails to adhere to notice and timing requirements, established in 42 CFR
438.408, then the enrollee is deemed to have exhausted the MCO's appeals process,
and the enrollee may initiate a state fair hearing.

19.3.12. Members who believe the MCO is not providing mental health or substance use
disorder benefits in violation of 42 CFR 42 CFR part 438, subpart K may file an
appeal.

19.4. Actions

19.4.1. The MCO shall allow for the appeal of any action taken by the MCO. Actions shall
include, but are not limited to the following:

19.4.1.1 .Denial or limited authorization of a requested service, including the type or
level of service;

19.4.1.2.Reduction, suspension, or termination of a previously authorized service;

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

19.4.1.4.Failure to provide services in a timely manner, as defined by the State;

19.4.1.5.Untimely service authorizations;

19.4.1.6.Failure of the MCO to act within the timeframes set forth in this Agreement
or as required under 42 CFR 438 Subpart F and this Agreement; and

19.4.1.7. At such times, if any, that DHHS has an Agreement with fewer than two (2)
MCOs, for a rural area resident with only one MCO, the denial of a member's
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request to obtain services outside the network, in accord with 42 CFR
438.52(b)(2)(ii).

19.5. Expedited Appeal

19.5.1. The MCO shall develop, implement, and maintain an expedited appeal review
process for appeals when the MCO determines, as the result of a request from the
member, or a provider request on the member's behalf or supporting the member's
request, that taking the time for a standard resolution could seriously jeopardize the
member's life or health or ability to attain, maintain, or regain maximum function.

19.5.1.1.The MCO must inform enrollees of the limited time available to present

evidence and testimony, in person and in writing, and make legal and factual
arguments sufficiently in advance of the resolution timeframe for expedited
appeals.

19.5.1.2.The MCO shall make a decision on the member's request for expedited
appeal and provide notice, as expeditiously as the member's health condition
requires, within 72 hours after the MCO receives the appeal. The MCO may
extend the 72 hour time period by up to fourteen (14) calendar days if the
member requests an extension, or if the MCO justifies a need for additional
information and how the extension is in the member's interest. The MCO

shall also make reasonable efforts to provide oral notice. The first date shall
be considered either an oral request for appeal or a written request from either
the member or provider, whichever date is the earliest.

19.5.1.3. If the MCO extends the timeframes not at the request of the enrollee, it
must:

19.5.1.3.1. Make reasonable efforts to give the enrollee prompt
oral notice of the delay;

19.5.1.3.2.Within two (2) calendar days give the enrollee written
notice of the reason for the decision to extend the

timeframe and inform the enrollee of the right to file a
grievance if he or she disagrees with that decision;

19.5.1.3.3.Resolve the appeal as expeditiously as the enrollee's
health condition requires and no later than the date the
extension expires.

19.5.1.4.The MCO shall meet the timeframes in 19.5.1.2 for one hundred percent
(100%) of requests for expedited appeals.

19.5.1.5.The MCO shall ensure that punitive action is not taken against a provider
who requests an expedited resolution or supports a member's appeal.
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19.5.1.6.If the MCO denies a request for expedited resolution of an appeal, it shall
transfer the appeal to the timeframe for standard resolution and make
reasonable efforts to give the member prompt oral notice of the denial, and
follow up within two (2) calendar days with a written notice.

19.5.1.7.The member has a right to file a grievance regarding the MCOs denial of a
request for expedited resolution. The MCO shall inform the member of his/her
right and the procedures to file a grievance in the notice of denial.

19.6. Content of Notices

19.6.1. The MCO shall notify the requesting provider, and give the member written notice of
any decision to deny a service authorization request, or to authorize a service in an
amount, duration, or scope that is less than requested. Such notice must meet the
requirements of 42 CFR 438.404, except that the notice to the provider need not be in
writing.

19.6.2. Each notice of adverse action shall conform with 42 CFR 431.210, contain and
explain:

19.6.2.1.The action the MCO or its subcontractor has taken or intends to take;

19.6.2.2.The reasons for the action;

19.6.2.3.The member's or the provider's right to file an appeal;

19.6.2.4.Procedures for exercising member's rights to appeal or grieve;

19.6.2.5.Circumstances under which expedited resolution is available and how to
request it; and

19.6.2.6.The member's rights to have benefits continue pending the resolution of the
appeal, how to request that benefits be continued, and the circumstances under
which the member may be required to pay the costs of these continued
benefits.

19.6.3. The MCO shall ensure that all notices of adverse action be in writing and must meet
the following language and format requirements:

19.6.3.1. Written notice must be translated for the individuals who speak one of the
commonly encountered languages spoken in New Hampshire (as defined by
the State per 42 CFR 438.10(d));

19.6.3.2.Notice must include language clarifying that oral interpretation is available
for all languages and how to access it; and
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19.6.3.3.Notices must use easily understood language and format, and must be
available in alternative formats, and in an appropriate manner that takes into
consideration those with special needs. All members and potential members
must be informed that information is available in alternative formats and how

to access those formats.

19.6.4. The MCO shall mail the notice of adverse benefit determination by the date of the
action when any of the following occur:

19.6.4.1. The enrollee has died;

19.6.4.2. The enrollee submits a signed written statement requesting service
termination;

19.6.4.3. The enrollee submits a signed written statement including information that
requires service termination or reduction and indicates that he understands that
the service termination or reduction will result;

19.6.4.4. The enrollee has been admitted to an institution where he or she is ineligible
under the state plan for further services;

19.6.4.5. The enrollee's address is determined unknown based on returned mail with

no forwarding address;

19.6.4.6. The enrollee is accepted for Medicaid services by another state, territory, or
commonwealth;

19.6.4.7. A change in the level of medical care is prescribed by the enrollee's
physician;

19.6.4.8. The notice involves an adverse determination with regard to preadmission
screening requirements of section 1919(e)(7) of the Act;

19.6.4.9. The transfer or discharge from a facility will occur in an expedited fashion.

19.7. Timing of Notices

19.7.1. Termination, suspension or reduction of services - The MCO shall provide members
written notice at least ten (10) calendar days before the date of action when the action
is a termination, suspension, or reduction of previously authorized Medicaid covered
services, except the period of advance notice shall be five (5) calendar days in cases
where the MCO has verified facts that the action should be taken because of probable
fraud by the member.

19.7.2. Denial of payment - The MCO shall provide members written notice on the date of
action when the action is a denial of payment or reimbursement.
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19.7.3. Standard service authorization denial or partial denial- The MCO shall provide
members written notice as expeditiously as the member's health condition requires
and not to exceed fourteen (14) calendar days following a request for initial and
continuing authorizations of services, except an extension of up to an additional
fourteen (14) calendar days is permissible, if:

19.7.3.1.The member or the provider requests the extension; or

19.7.3.2.The MCO justifies a need for additional information and how the extension
is in the member's interest.

19.7.3.3.When the MCO extends the timeframe, the MCO must give the member
written notice of the reason for the decision to extend the timeframe and

inform the member of the right to file a grievance if he or she disagrees with
that decision. Under such circumstance, the MCO must issue and carry out its
determination as expeditiously as the member's health condition requires and
no later than the date the extension expires.

19.7.4. Expedited process - For cases in which a provider indicates, or the MCO determines,
that following the standard timeframe could seriously Jeopardize the member's life or
health or ability to attain, maintain, or regain maximum function, the MCO must
make an expedited authorization decision and provide notice as expeditiously as the
member's health condition requires and no later than .three (3) business days after
receipt of the request for service.

19.7.4.1.The MCO may extend the three (3) business days' time period by up to
seven (7) calendar days if the member requests an extension, or if the MCO
justifies a need for additional information and how the extension is in the
member's interest.

19.7.5. Untimely service authorizations - The MCO must provide notice on the date that the
timeframes expire when service authorization decisions are not reached within the
timeframes for either standard or expedited service authorizations.

19.8. Continuation of Benefits

19.8.1. The MCO shall continue the member's benefits if:

19.8.1.1.The appeal is filed timely, meaning on or before the later of the following:

19.8.1.1.1. Within ten (10) calendar days of the MCO mailing the notice of action;
or

19.8.1.1.2. The intended effective date of the MCO's proposed action.

19.8.1.2.The appeal involves the termination, suspension, or reduction of a previously
authorized course of treatment;
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19.8.1.3.The services was ordered by an authorized provider;

19.8.1.4.The authorization period has not expired; and

19.8.1.5.The member requests extension of benefits, orally or in writing.

19.8.2. If the MCO continues or reinstates the member's benefits while the appeal is pending,
the benefits must be continued until one of the following occurs:

19.8.2.1.The member withdraws the appeal, in writing;

19.8.2.2.The member does not request a State fair hearing within ten (10) calendar
days from when the MCO mails an adverse MCO decision;

19.8.2.3.A State fair hearing decision adverse to the member is made; or

19.8.2.4.The authorization expires or authorization service limits are met.

19.8.3. If the final resolution of the appeal upholds the MCO's action, the MCO may recover
from the member the amount paid for the services provided to the member while the
appeal was pending, to the extent that they were provided solely because of the
requirement for continuation of services.

19.9. Resolution of Appeals

19.9.1. The MCO shall resolve each appeal and provide notice, as expeditiously as the
member's health condition requires, within the following timeframes:

19.9.1.1 .For standard resolution of appeals and for appeals for termination,
suspension, or reduction of previously authorized services a decision must be
made within thirty (30) calendar days after receipt of the appeal, unless the
MCO notifies the member that an extension is necessary to complete the
appeal.

19.9.1.2.The MCO may extend the timeframes up to fourteen (14) calendar days if:

19.9.1.2.1. The member requests an extension, orally or in writing; or

19.9.1.2.2. The MCO shows that there is a need for additional information and the

MCO shows that the extension is in the member's best interest.

19.9.1.3.If the MCO extends the timeframes not at the request of the enrollee then it
must:

19.9.1.3.1.Make reasonable efforts to give the enrollee prompt oral
notice of the delay;
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19.9.1.3.2. Within two (2) calendar days give the enroiiee written
notice of the reason for the decision to extend the

timeframe and inform the enroiiee of the right to file a
grievance if he or she disagrees with that decision; and

19.9.1.3.3.Resolve the appeal as expeditiously as the enrollee's
health condition requires and no later than the date the
extension expires.

19.9.1.4.Under no circumstances may the MCO extend the appeal determination
beyond forty-five (45) calendar days from the day the MCO receives the
appeal request.

19.9.2. The MCO shall provide written notice of the resolution of the appeal, which shall
include the date completed and reasons for the determination in easily, understood
language.

19.9.3. The MCO shall include a written statement, in simple language, of the clinical
rationale for the decision, including how the requesting provider or member may
obtain the Utilization Management clinical review or decision-making criteria.

19.9.4. For notice of an expedited resolution, the MCO shall make reasonable efforts to
provide oral notice.

19.9.5. For appeals not resolved wholly in favor of the member, the notice shall:

19.9.5.1.Include information on the member's right to request a State fair hearing;

19.9.5.2.How to request a State fair hearing;

19.9.5.3.Include information on the member's right to receive services while the
hearing is pending and how to make the request; and

19.9.5.4.Inform the member that the member may be held liable for the amount the
MCO pays for services received while the hearing is pending, if the hearing
decision upholds the MCO's action.

19.10.State Fair Hearing

19.10.1 .The MCO shall inform members and providers regarding the State fair hearing
process, including but not limited to, members right to a State fair hearing and how to
obtain a State fair hearing in accordance with its informing requirements under this
Agreement and as required under 42 CFR 438 Subpart F. The Parties to the State fair
hearing include the MCO as well as the member and his or her representative or the
representative of a deceased member's estate.
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19.10.2.The MCO shall ensure that members are informed, at a minimum, of the following:

19.10.2.1 .That members must exhaust all levels of resolution and appeal within the
MCO's Grievance System prior to filing a request for a State fair hearing with
DHHS;and

19.10.2.2.That if a member does not agree with the MCO's resolution of the appeal,
the member may file a request for a State fair hearing within one hundred and
twenty (120) calendar days of the date on the MCO's notice of the resolution
of the appeal.

19.10.3.If the member requests a fair hearing, the MCO shall provide to DHHS and the
member, upon request, and within three (3) business days, all MCO-held
documentation related to the appeal, including but not limited to, any transcript(s),
records, or written decision(s) from participating providers or delegated entities.

19.10.4.The MCO shall appear and defend its decision before the DHHS Administrative
Appeals Unit. The MCO shall consult with DHHS regarding the State fair hearing
process In defense of its decisions in State fair hearing proceedings, the MCO shall
provide supporting documentation, affidavits, and providing the Medical Director or
other staff as appropriate and at no additional cost. In the event the State fair hearing
decision is appealed by the member, the MCO shall provide all necessary support to
DHHS for the duration of the appeal at no additional cost. The Office of the Attorney
General or designee shall represent the State on an appeal from a fair hearing decision
by a member.

19.10.5.DHHS shall notify the MCO of State fair hearing determinations. The MCO shall be
bound by the fair hearing determination, whether or not the State fair hearing
determination upholds the MCO's decision. The MCO shall not object to the State
intervening in any such appeal.

19.11.Effect of Adverse Decisions of Appeals and Hearings

19.11.1.If the MCO or DHHS reverses a decision to deny, limit, or delay services that were
not provided while the appeal or State fair hearing were pending, the MCO shall
authorize or provide the disputed services promptly, and as expeditiously as the
member's health condition requires but no later than 72 hours from the date it
receives notice reversing the determination.

19.11.2.If the MCO or DHHS reverses a decision to deny authorization of services, and the
member received the disputed services while the appeal or State fair hearing were
pending, the MCO shall pay for those services.

19.12.Survival
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19.12.1.The obligations of the MCO pursuant to Section 19 to fully resolve all grievances
and appeals including, but not limited to, providing DHHS with all necessary support
and providing a Medical Director or similarly qualified staff to provide evidence and
testify at proceedings until final resolution of any grievance or appeal shall survive
the termination of this Agreement.
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20. Access

20.1. Network

20.1.1. The MCO shall provide documentation to DHHS showing that it is complying with
DHHS's requirements for availability, accessibility of services, and adequacy of the
network including pediatric subspecialists as described in Section 20 and 21.

20.1.2. The MCO's network shall have providers in sufficient numbers, and with sufficient
capacity and expertise for all covered services to meet the geographic standards in
Section 20.2, the timely provision of services requirements in Section 20.4, Equal
Access, and reasonable choice by members to meet their needs.

20.1.3. The MCO shall submit documentation to DHHS to demonstrate that it maintains a

substantial provider network sufficient in number, mix, and geographic distribution to
meet the needs of the anticipated number of members in the service area [42 CFR
438.207(b)] prior to the readiness review for the enrollment of NHHPP members.

20.1.4. The MCO shall submit documentation to DHHS to demonstrate that it maintains a

substantial provider network sufficient in number, mix, and geographic distribution to
meet the needs of the anticipated number of members in the service area [42 CFR
438.207(b)] prior to the first readiness review for each phase of Step 2.

20.1.5. The MCO shall submit documentation to DHHS to demonstrate that it offers an

appropriate range of preventive, primary care, and specialty services and maintains an
adequate network of providers that is sufficient in number, mix, and geographic
distribution to meet the needs of the anticipated number of members in the service
area [42 CFR 438.207(b)]:

20.1.5.1.At the second readiness review prior to the Program start date;

20.1.5.2.Forty-five (45) calendar days following the end of the semi-annual period;
and

20.1.5.3.At any time there has been a significant change (as defined by DHHS) in the
entity's operations that would affect adequate capacity and services, including
but not limited to:

20.1.5.3.1. Changes in services, benefits, geographic service area, or payments

20.1.5.3.2. Enrollment of a new population in the MCO [42 CFR 438.207(c)]

20.1.6. The MCO shall submit documentation quarterly to DHHS to demonstrate Equal
Access to services for Step 1, 2 and NHHPP populations.
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20.1.7. The MCO shall be subject to annual, external independent reviews of the timeliness
of, and access to the services covered under this Agreement [42 CFR 438.204].

20.1.8. For Step 1 Implementation, the anticipated number of members in Sections 20.1.1
and 20.1.2 shall be based on the "NH Medicaid Care Management Fifty Percent
Population Estimate by Zip code" report provided by DHHS.

20.2. Geographic Distance

20.2.1. The MCO shall meet the following geographic access standards for all members, in
addition to maintaining in its network a sufficient number of providers to provide all
services and Equal Access to its members.

Provider/Service Statewide

PCPs (adult & pediatric) Two (2) within forty (40) minutes or fifteen (15) miles

Adult Specialists One (I) within sixty (60) minutes or forty-five (45) miles

Pediatric Specialists One within one hundred twenty (120) minutes or eighty (80) miles

Hospitals One (1) within sixty (60) minutes or forty-five (45) miles

Mental Health Providers

(adult & pediatric)
One (1) within forty-five (45) minutes or twenty-five (25) miles

Pharmacies One (1) within forty-five (45) minutes or fifteen (15) miles

Tertiary or Specialized
services

(Trauma, Neonatal, etc.)

One within one hundred twenty (120) minutes or eighty (80) miles

SUD Councilors

(MLDAC) (adult &
pediatric)

One (1) within forty-five (45) minutes or fifteen (15) miles

SUD Programs

(Comprehensive,
Outpatient, Methadone
Clinics) (adult &
pediatric)

One (1) within sixty (60) minutes or forty-five (45) miles.
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20.3. Network Adequacy Exception Process

20.3.1. The MCO may request exceptions from the network adequacy standards [42 CFR
438.68] after demonstrating its efforts to create a sufficient network of providers to
meet these standards. DHHS shall grant the MCO an exception where:

20.3.1.1 .The MCO demonstrates that an insufficient number of qualified providers or
facilities willing to contract with the MCO are available to meet the network
adequacy standards in 20.2 and 20.4;

20.3.1.2.The MCO demonstrates to the Department's satisfaction that the MCO's
failure to develop a provider network that meets the requirements of 20.2 and
20.4 is due to the refusal of a provider to accept a reasonable rate, fee, term, or
condition and that the MCO has taken steps to effectively mitigate the
detrimental impact on covered persons; or

20.3.1.3. The MCO demonstrates that the required specialist services can be obtained
through the use of telemedicine or telehealth from an in-network physician,
physician assistant, nurse practitioner, clinic nurse specialist, nurse-midwife,
clinical psychologist, clinical social worker, registered dietitian or nutrition
professional, certified registered nurse anesthetist licensed by the NH Board
of Medicine. RSA 167;4-d.

20.3.2. At any time the provisions of this section may apply, the MCO will work with DHHS
to ensure that members have access to needed services.

20.3.3. The MCO shall ensure that an adequate number of participating physicians have
admitting privileges at participating acute care hospitals in the provider network to
ensure that necessary admissions can be made.

20.4. Timely Access to Service Delivery

20.4.1. The MCO shall make services available for members twenty-four (24) hours a day,
seven (7) days a week, when medically necessary [42 CFR438.206(c)(l)(iii)].

20.4.2. The MCO shall require that all network providers offer hours of operation that
provide Equal Access and are no less than the hours of operation offered to
commercial, and FFS patients. [42 CFR 438.206(c)(l)(ii)].

20.4.3. The MCO shall encourage its PCPs to offer after-hours office care in the evenings
and on weekends.

20.4.4. The MCO's network shall meet the following minimum timely access to service
delivery standards [42 CFR438.206(c)(l)(i)]
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20.4.4.1 .Health care services shall be made accessible on a timely basis in accordance
with medically appropriate guidelines consistent with generally accepted
standards of care.

20.4.4.2.The MCO shall have in its network the capacity to ensure that waiting times
for appointments do not exceed the following:

20.4.4.2.1. Transitional healthcare by a provider shall be available from a primary
or specialty provider for clinical assessment and care planning within
seven (7) calendar days of discharge from inpatient or institutional
care for physical or behavioral health disorders or discharge from a
substance use disorder treatment program.

20.4.4.2.2. Transitional home care shall be available with a home care nurse or a

licensed counselor within two (2) calendar days of discharge from
inpatient or institutional care for physical or behavioral health
disorders or discharge from a substance use disorder treatment
program, if ordered by the member's primary care or specialty care
provider or as part of the discharge plan.

20.4.4.2.3. Non-symptomatic (i.e., preventive care) office visits shall be available
from the member's PCP or another provider within forty-five (45)
calendar days. A non-symptomatic office visit may include, but is not
limited to, well/preventive care such as physical examinations, annual
gynecological examinations, or child and adult immunizations.

20.4.4.2.4. Non-urgent, symptomatic (i.e., routine care) office visits shall be
available from the member's PCP or another provider within ten (10)
calendar days. A non-urgent, symptomatic office visit is associated
with the presentation of medical signs or symptoms not requiring
immediate attention.

20.4.4.2.5. Urgent, symptomatic office visits shall be available from the member's
PCP or another provider within forty-eight (48) hours. An urgent,
symptomatic visit is associated with the presentation of medical signs
or symptoms that require immediate attention, but are not life
threatening and don't meet the definition of Emergency Medical
Condition.

20.4.4.2.6. Emergency medical, SUD and psychiatric care shall be available
twenty-four (24) hours per day, seven (7) days per week.

20.4.4.2.7. Behavioral health care shall be available as follows:

a. care within six (6) hours for a non-life threatening emergency;

b. care within forty-eight (48) hours for urgent care; or

Page 129



New Hampshire Medlcald Care Management Contract — SFY2019

Exhibit A - Amendment #15

c. an appointment within ten (10) business days for a routine office
visit.

20.4.4.2.8. For members receiving Step 2 covered services, transitional care shall
be readily available and delivered, after discharge from a nursing
facility, inpatient or institutional care, in accordance with the
member's discharge plan or as ordered by the member's primary care
or specialty care provider. Transfers and discharges shall be done in
accordance with RSA 151:21 and RSA 151:26.

20.4.5. The MCO shall regularly monitor its network to determine compliance with timely
access and shall provide a semi-annual report to DHHS documenting its compliance
with 42 CFR 438.206(c)(l)(iv) and (v).

20.4.6. The MCO shall develop a Corrective Action Plan if there is a failure to comply with
timely access provisions in this Agreement in compliance with 42 CFR
438.206(c)(l)(vi).

20.4.7. The MCO shall monitor waiting times for appointments at approved community
mental health providers and report case details on a semi-annual basis.

20.5. Women's Health

20.5.1. The MCO shall provide female members with direct access to a women's health
specialist within the network for covered services necessary to provide women's
routine and preventive health care services. This is in addition to the member's
designated source of primary care if that source is not a women's health specialist [42
CFR 438.206(b)(2)].

20.5.2. The MCO shall provide access to family planning services to members without the
need for a referral or prior-authorization. Additionally, members shall be able to
access these services by providers whether they are in or out of the MCO's network.

20.5.2.1.Family Planning Services shall include, but not be limited to, the following:

20.5.2.1.1. Consultation with trained personnel regarding family planning,
contraceptive procedures, immunizations, and sexually transmitted
diseases;

20.5.2.1.2. Distribution of literature relating to family planning, contraceptive
procedures, and sexually transmitted diseases;

20.5.2.1.3. Provision of contraceptive procedures and contraceptive supplies by
those qualified to do so under the laws of the State in which services
are provided;
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20.5.2.1.4. Referral of members to physicians or health agencies for consultation,
examination, tests, medical treatment and prescription for the purposes
of family-planning, contraceptive procedures, and treatment of
sexually transmitted diseases, as indicated; and

20.5.2.1.5. Immunization services where medically indicated and linked to
sexually transmitted diseases including but not limited to Hepatitis B
and HPV vaccine

20.5.2.2.Enrollment in the MCO shall not restrict the choice of the provider from
whom the member may receive family planning services and supplies [42
CFR 431.51(b)(2)].

20.5.2.3.The MCO shall only provide for abortions in the following situations:

20.5.2.3.1. If the pregnancy is the result of an act of rape or incest; or

20.5.2.3.2. In the case where a woman suffers from a physical disorder, physical
injury, or physical illness, including a life-endangering physical
condition caused by or arising from the pregnancy itself, that would, as
certified by a physician, place the woman in danger of death unless an
abortion is performed [42 CFR 441.202].

20.5.3. The MCO shall not provide abortions as a benefit, regardless or funding, for any
reasons other than those identified in this Agreement [42 CFR 441.202].

20.6. Indian Health

20.6.1. The term Indian for purposes of this section shall include those individuals defined in
42 CFR 438.14(a).

20.6.2. The MCO shall allow all members that are an Indian to receive covered services from

an out-of-state IHCP regardless of whether it is an out-of-network provider. The
MCO shall pay for covered services provided at such IHCPs as if it was an approved
out-of-network service pursuant to Section 20.8.

20.6.3. Any out-of-state IHCP that serves an Indian member of the MCO may refer the
member to a network provider.

20.6.4. The MCO shall pay any out-of-state IHCP who provides covered services to an
Indian pursuant to this section the IHCP's applicable encounter rate published
annually in the Federal Register by the Indian Health Service, or in the absence of a
published encounter rate, the amount it would receive if the services were provided
under the State plan's fee for service methodology.
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20.6.5. The MCO shall pay any out-of-state IHCP that is also a FQHC the encounter rate as if
it was an in-network FQHC. If the encounter rate is less than the published encounter
rate in the Federal Register than the State will make a supplemental payment to make
up the difference between the amount the MCO entity pays and the amount the IHCP
would have received under FFS or the applicable encounter rate.

20.6.6. The MCO shall make payment to any such IHCP in a timely manner as required
under 42 CFR 447.45 and 42 CFR 447.46.

20.7. Access to Special Services

20.7.1. The MCO shall ensure members have access to DHHS-designated Level I and Level
II trauma centers within the State, or hospitals meeting the equivalent level of trauma
care in the MCO's Service Area or in close proximity to such Service Area. The
MCO shall have written out-of-network reimbursement arrangements with the
DHHS-designated Level I and Level II trauma centers or hospitals meeting equivalent
levels of trauma care if the MCO does not include such a trauma center in its

network.

20.7.2. The MCO shall ensure accessibility to other specialty hospital services, including
major bum care, organ transplantation, specialty pediatric care, specialty out-patient
centers for HIV/AIDS, sickle cell disease, hemophilia, and cranio-facial and
congenital anomalies, and home health agencies, hospice programs, and licensed long
term care facilities with Medicare-certified skilled nursing beds. To the extent that the
above specialty services are available within New Hampshire, the plan shall not
exclude New Hampshire providers from its network if the negotiated rates are
commercially reasonable.
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20.7.3. The MCO may offer such tertiary or specialized services at so-called "centers of
excellence". The tertiary or specialized services shall be offered within the New
England region, if available. The MCO shall not exclude New Hampshire providers
of tertiary or specialized services from its network provided that the negotiated rates
are commercially reasonable.

20.8. Out-of-Network Providers

20.8.1. If the MCO's network is unable to provide necessary medical, behavioral, and SUD
services covered under the Agreement to a particular member, the MCO shall

adequately and in a timely manner cover these services for the member through out-
of-network sources [42 CFR 438.206(b)(4)]. The MCO shall inform the out-of-
network provider that the member cannot be balance billed.

20.8.2. The MCO shall coordinate with out-of-network providers regarding payment. For
payment to out-of-network, or non-participating providers, the following
requirements apply:

20.8.2.1.If the MCO offers the service through an in-network provider(s), and the
member chooses to access non-emergent services from an out-of-network
provider, the MCO is not responsible for payment.

20.8.2.2. If the service is not available from an in-network provider and the member
requires the service and is referred for treatment to an out-of-network
provider, the payment amount is a matter between the MCO and the out-of-
network provider.

20.8.3. The MCO shall ensure that cost to the member is no greater than it would be if the
service were furnished within the network [42 CFR 438.206(b)(5)].

20.9. Second Opinion

20.9.1. The MCO shall provide for a second opinion from a qualified health care professional
within the provider network, or arrange for the member to obtain one outside the
network, at no greater cost to the member than allowed by DHHS [42 CFR
438.206(b)(3)]. The MCO shall clearly state its procedure for obtaining a second
opinion in its Member Handbook.

20.10.Provider Choice

20.10.1 .The MCO shall allow each member to choose his or her health professional to the
extent possible and appropriate [42 CFR 438.3(1)].
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21. Network Management
21.1. Provider Network

21.1.1. The MCO shall be responsible for developing and maintaining a statewide provider
network that adequately meets all covered medical, behavioral health, SUD, and
psychosocial needs of the covered population in a manner that provides for
coordination and collaboration among multiple providers and disciplines and Equal
Access to services. In developing its network, the MCO shall consider the following:

21.1.1.1 .Current and anticipated New Hampshire Medicaid enrollment;

21.1.1.2.The expected utilization of services, taking into consideration the
characteristics and health care needs of the covered New Hampshire
population;

21.1.1.3.The number and type (in terms of training and experience and specialization)
of providers required to furnish the contracted services;

21.1.1.4.The number of network providers not accepting new or any New Hampshire
Medicaid patients;

21.1.1.5.The geographic location of providers and members, considering distance,
travel time, and the means of transportation ordinarily used by New
Hampshire members;

21.1.1.6.Accessibility of provider practices for members with disabilities [42 CFR
438.206(b)(1)];

21.1.1.7.Adequacy of the primary care network to offer each member a choice of at
least two appropriate primary care providers that are accepting new Medicaid
patients; and

21.1.1.8.Required access standards identified in this Agreement

21.1.2. In developing its network, the MCO's provider selection policies and procedures shall
not discriminate against providers that serve high-risk populations or specialize in
conditions that require costly treatment [42 CFR 438.214(c)].

21.1.3. The MCO shall not employ or contract with providers excluded from participation in
federal health care programs.

21.1.4. The MCO shall not employ or contract with providers who fail to provide Equal
Access to services.
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21.1.5. The MCO shall establish policies and procedures to monitor the adequacy,
accessibility, and availability of its provider network to meet the needs of all
members including those with LEP and those with unique cultural needs.

21.1.6. The MCO shall maintain an updated list of participating providers on its website in a
Provider Directory, as specified in Section 17.9 of this Agreement.

21.2. Network Requirements

21.2.1. The MCO shall ensure its providers and subcontractors meet all state and federal
eligibility criteria, reporting requirements, and any other applicable statutory rules
and/or regulations related to this Agreement.

21.2.2. All providers shall be licensed and or certified in accordance with the laws of the
state in which they provide the covered services for which the MCO is contracting
with the provider, and not be under sanction or exclusion from the Medicaid program.
All provider types that may obtain a National Provider Identifier (NPI) shall have an
NPI in accordance with 45 CFR Part 162, Subpart D.

21.2.3. All providers in the MCO's network are required to be enrolled as New Hampshire
Medicaid providers. DHHS may waive this requirement for good cause on a case-by-
case basis.

21.2.4. In all contracts with health care professionals, the MCO shall comply with
requirements in 42 CFR 438.214, NCQA standards, and RSA 420-J:4, which includes
selection and retention of providers, credentialing and re-credentialing requirements,
and non-discrimination (42 CFR 438.12(a)(2); 42 CFR 438.214].

21.2.5. The MCO shall not require a provider or provider group to enter into an exclusive
contracting arrangement with the MCO as a condition for network participation.

21.2.6. The MCO's Agreement with health care providers shall be in writing, shall be in
compliance with applicable federal and state laws and regulations, and shall include
the requirements in this Agreement.

21.2.7. The MCO shall submit all model provider contracts to DHHS for review during the
Readiness Review process. The MCO shall resubmit the model provider contracts any
time it makes substantive modifications to such Agreements. DHHS retains the right
to reject or require changes to any provider Agreement.

21.2.8. The MCO shall negotiate rates with providers in accordance with Section 9 of this
Agreement, unless otherwise specified in this Agreement.
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21.2.9. The MCO shall reimburse private duty nursing agencies for private duty nursing
services provided on or after April 1, 2016 at the fee-for-for service rate established
by DHHS. The MCO shall provide the following information to determine if access
to private duty nursing services is increasing:

21.2.10.The number of pediatric private duty nursing hours authorized by
day/weekend/night, and intensive (ventilator dependent) modifiers; and

21.2.11.The number of pediatric private duty nursing hours delivered by day/weekend/night,
and intensive (ventilator dependent) modifiers.

21.2.12.The MCO shall submit model provider contracts related to the implementation of
NHHPP to DHHS prior to the beginning of enrollment in NHHPP. The contract will
provide for:

21.2.12.1 .An in-state provider of services included in Step 1 must provide services to
both the MCO's Step 1 and NHHPP members, except for SUD providers and
chiropractors; provided, however, that exceptions to this requirement may be
made upon a request by the MCO and approved by DHHS for providers that
only want to provide coverage for Step 1 Services.

21.2.12.2.The provider shall provide equal availability of services and access to both
Step 1 and NHHPP members unless an exception to the requirement in section
21.2.10.1 was approved for the provider and the provider is not required to
provide coverage for NHHPP Services.

21.2.12.3.The MCO shall pay the provider for services at a rate not more than nor less
than the amounts established according to Section 21.2.10.4.

21.2.12.4.The MCO shall reimburse providers for NHHPP services according to the
NHHPP Provider Fee Schedule posted at
https://nhmniis.nh.gov/portalsAvps/portal/DocumentsandForms as of
August 15, 2017 and incorporated herein. DHHS shall provide the MCO sixty
(60) days notice prior to any change to the Schedule. Services falling outside
the published NHHPP Provider Fee Schedule shall be paid at a rate
determined by the Department and enforced in the sixty (60) calendar day
notification period.

21.2.12.5.The MCO shall allow a participating provider thirty (30) days to review
contract modifications to an existing contract relating to the implementation of
the NHHPP.
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21.2.13.The MCO provider Agreement shall require providers in the MCO network to accept
the member's Medicaid ID Card as proof of enrollment in the MCO until the member
receives his/her MCO ID Card.

21.2.14.The MCO shall maintain a provider relations presence in New Hampshire as
approved by DHHS.

21.2.15.The MCO shall prepare and issue Provider Manual(s) upon request to all Network
Providers, including any necessary specialty manuals (e.g., behavioral health). For
newly contracted and credentialed providers, the MCO shall issue copies of the
Provider Manual(s) no later than seven (7) calendar days after inclusion in the
network. The provider manual shall be available on the web and updated no less than
annually.

21.2.16.The MCO shall provide training to all providers and their staff regarding the
requirements of this Agreement including the grievance and appeal system. The
MCO's provider training shall be completed within thirty (30) calendar days of
entering into a contract with a provider. The MCO shall provide ongoing training to
new and existing providers as required by the MCO, or as required by DHHS.

21.2.17.Provider materials shall comply with state and federal laws and DHHS and NHID
requirements. The MCO shall submit any Provider Manual(s) and provider training
materials to DHHS for review and approval sixty (60) calendar days prior to any
substantive revisions. Any revisions required by DHHS shall be provided to the MCO
within thirty (30) calendar days.

21.2.18.The MCO shall operate a toll-free telephone line for provider inquiries from 8 a.m. to
5 p.m. EST, Monday through Friday, except for State-approved holidays. The
provider toll free line shall be staffed with personnel who are knowledgeable about
the MCO's plan in New Hampshire. The provider call center shall meet the
following minimum standards, but DHHS reserves the right to modify standards:

21.2.18.1.Call Abandonment Rate: Fewer than five percent (5%) of calls will be
abandoned;

21.2.18.2. Average Speed of Answer: Eighty percent (80%) of calls will be answered
with live voice within thirty (30) seconds; and

21.2.18.3.Ninety percent (90%) of voicemail messages shall be responded to no later
than the next business day.

21.2.19.The MCO shall maintain a Transition Plan providing for continuity of care in the
event of Agreement termination, or modification limiting service to members,
between the MCO and any of its contracted providers, or in the event of site
closing(s) involving a primary care provider with more than one location of service.
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The Transition Plan shall describe how members will be identified by the MCO and
how continuity of care will be provided.

21.2.20.The MCO shall ensure that after regular business hours the provider inquiry line is
answered by an automated system with the capability to provide callers with
information regarding operating hours and instructions on how to verify enrollment
for a member. The MCO shall have a process in place to handle after-hours inquiries
from providers seeking a service authorization for a member with an urgent medical,
behavioral health or LTSS related condition or an emergency medical or behavioral
health condition.

21.2.21 .The MCO shall notify DHHS and affected current members in writing of a provider
termination. The notice shall be provided by the earlier of: (1) fifteen (15) calendar
days after the receipt or issuance of the termination notice, or (2) fifteen (15) calendar
days prior to the effective date of the termination. Affected members include all
members assigned to a PCP and/or all members who have been receiving ongoing
care from the terminated provider. Within three (3) calendar days following the
effective date of the termination the MCO shall have a Transition Plan in place for all
affected members.

21.2.22.If a member is in a prior authorized ongoing course of treatment with a participating
provider who becomes unavailable to continue to provide services, the MCO shall
notify the member in writing within seven (7) calendar days from the date the MCO
becomes aware of such unavailability and develop a Transition Plan for the affected
members.

21.2.23.The MCO shall notify DHHS within seven (7) calendar days of any significant
changes to the provider network. As part of the notice, the MCO shall submit a
Transition Plan to DHHS to address continued member access to needed service and

how the MCO will maintain compliance with its contractual obligations for member
access to needed services. A significant change is defined as:

21.2.23.1.A decrease in the total number of PCPs by more than five percent (5%);

21.2.23.2.A loss of all providers in a specific specialty where another provider in that
specialty is not available within sixty (60) minutes or forty-five (45) miles;

21.2.23.3.A loss of a hospital in an area where another contracted hospital of equal
service ability is not available within forty-five (45) miles or sixty (60)
minutes; or

21.2.23.4.0ther adverse changes to the composition of the network, which impair or
deny the members' adequate access to in-network providers.
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21.2.24.The MCO may not discriminate for the participation, reimbursement, or
indemnification of any provider who is acting within the scope of his or her license or
certification under applicable State law, solely on the basis of that license or
certification. If the MCO declines to include individual or groups of providers in its
network, the MCO shall give the affected providers written notice of the reason for its
decision. [42 CFR 438.12(a)(1); 42 CFR 438.214(c); SMD letter 02/20/98)].

21.2.25.The requirements in 42 CFR 438.12 (a) may not be construed to:

21.2.25.1 .Require the MCO to contract with providers beyond the number necessary
to meet the needs of its member;

21.2.25.2.Preclude the MCO from using different reimbursement amounts for
different specialties or for different practitioners in the same specialty; or

21.2.25.3.Preclude the MCO from establishing measures that are designed to maintain
quality of services and control costs and is consistent with its responsibilities
to members [42 CFR 438.12(a)(1); 42 CFR 438.12(b)(1)].

21.3. Screening and Enrollment

21.3.1. "No later than January 1, 2018, the MCO shall ensure that all of its network providers
are enrolled with DHHS Medicaid.

21.3.2. No later than November 1, 2017, the MCO shall provide to DHHS all identifying
information for its enrolled network providers including:

2l.3.2.I.Name;

21.3.2.2.Specialty;

21.3.2.3.Date of Birth;

21.3.2.4.Social Security number;

21.3.2.5.National Provider identifier;

21.3.2.6.Federal taxpayer identification number; and

21.3.2.7.State license or certification number of the provider.

21.4. Provider Credentialing and Re-Credentialing
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21.4.1. The MCO shall demonstrate to DHHS that its providers are credentialed according to
the requirements of 42 CFR 438.206(b)(6), current NCQA standards, Code of
Administrative Rules He-M 403, and RSA 420-J:4.

21.4.2. The MCO shall submit to DHHS its credentialing standards relating to the
implementation of Choices for Independence waiver services.

21.4.3. The MCO shall have written policies and procedures to review, approve and at least
every three (3) years recertify the credentials of all participating physician and all
other licensed providers who participate in the MCO's network [42 CFR 438.214(a);
42 CFR 438.214(b) (I&2); RSA 420-J:4]. At a minimum, the scope and structure of a
MCO's credentialing and re-credentialing processes shall be consistent NCQA
standards and NHID, and relevant state and federal regulations relating to provider
credentialing and notice. The MCO may subcontract with another entity to which it
delegates such credentialing activities if such delegated credentialing is maintained in
accordance with NCQA delegated credentialing requirements and any comparable
requirements defined by DHHS.

2 i .4.4. The MCO shall ensure that credentialing of all service providers applying for network
provider status shall be completed as follows: within thirty (30) calendar days for
primary care providers; within forty-five (45) calendar days for specialists, SUD
providers, chiropractors, Nursing Facilities and CFI service providers. [RSA 420-J:4).
The start time begins when all necessary credentialing materials have been received.
Completion time ends when written communication is mailed or faxed to the provider
notifying the provider of the MCO's decision.

21.4.5. The re-credentialing process shall occur in accordance with NCQA guidelines. The
re-credentialing process shall take into consideration provider performance data
including, but not be limited to: member complaints and appeals, quality of care, and
appropriate utilization of services.

21.4.6. The MCO shall maintain a policy that mandates board certification levels that, at a
minimum, meets the ninety (90) percentile rates indicated in NCQA standards
(HEDIS Medicaid All Lines of Business National Board Certification Measures as
published by NCQA in Quality Compass) for PCPs and specialty physicians in the
provider network. The MCO shall make information on the percentage of board-
certified PCPs in the provider network and the percentage of board-certified specialty
physicians, by specialty, available to DHHS upon request.

21.4.7. The MCO shall provide that all laboratory testing sites providing services under this
Agreement have either a Clinical Laboratory Improvement Act (CLIA) certificate or
waiver of a certificate of registration along with a CLIA identification number [42
CFR 493.1 and 42 CFR 493.3].
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21.4.8. The MCO shall not employ or contract with providers, business managers, owners or
others excluded from participation in Federal health care programs under either
section II28 or section 1128A of the Social Security Act [42 CFR 438.214(d)] or 42
CFR 1000.

21.4.9. The MCO shall ensure that providers whose Medicare certification is a precondition
of participation in the Medicaid program obtain certification within one year of
enrollment in MCO's provider network.

21.4.10.The MCO shall notify DHHS when the MCO denies a provider credentialing
application for program integrity-related reasons or otherwise limits the ability of
providers to participate in the program for program integrity reasons.

21.5. Provider Engagement

21.5.1. The MCO shall, at a minimum, develop and facilitate an active provider advisory
board that is composed of a broad spectrum of provider types. Representation on the
provider advisory board shall draw from and be reflective of the MCO membership to
ensure accurate and timely feedback on the care management program. This advisory
board shall include representation from CFI service providers. This advisory board
should meet face-to-face or via webinar or conference call a minimum of four (4)
times each Agreement year. Minutes of the meetings shall be provided to DHHS
within thirty (30) calendar days of the meeting.

21.5.2. The MCO shall conduct a provider satisfaction survey, approved by DHHS and
administered by a third party, on a statistically valid sample of each major provider
type; PCP, specialists, hospitals, pharmacies, DME and Home Health providers,
Nursing Facilities and CFI service providers. DHHS shall have input to the
development of the survey. The survey shall be conducted semi-annually the first
year after the program start date and at least once an Agreement year thereafter to
gain a broader perspective of provider opinions. The results of these surveys shall be
made available to DHHS and published on the DHHS website.

21.5.3. The MCO shall support DHHS' interaction and reporting to the Governor's
Commission on Medicaid Care Management.

21.6. Anti-Gag Clause for Providers

21.6.1. The MCO shall not prohibit, or otherwise restrict, a health care professional acting
within the lawful scope of practice, from advising or advocating on behalf of a
member who is his or her patient:

21.6.1.1 .For the member's health status, medical care, or treatment options, including
any alternative treatment that may be self-administered;
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21.6.1.2.For any information the member needs in order to decide among all relevant
treatment options;

21.6.1.3.For the risks, benefits, and consequences of treatment or non-treatment; or

21.6.1.4.For the member's right to participate in decisions regarding his or her health
care, including the right to refuse treatment, and to express preferences about
future treatment decisions [§ 1923(b)(3)(D) of the SSA; 42 CFR
438.102(a)(l)(i), (ii), (iii), and (iv); SMD letter 2/20/98].

21.7. Reporting

21.7.1. Provider Participation Report: Provide provider participation reports on an annual
basis by geographic location, categories of service, provider type categories, and any
other codes necessary to determine the adequacy and extent of participation and
service delivery and analyze provider service capacity in terms of member access to
health care.

21.7.2. Provider Quality Report Card: Ability to provide dashboard or "report card" reports
of provider service quality including but not limited to provider sanctions, timely
fulfillment of service authorizations, count of service authorizations, etc.

Page 142



New Hampshire Medlcald Care Management Contract — SFY2019

Exhibit A - Amendment #15

22. Quality Management
22.1. General Provisions

22.1.1. The MCO shall provide for the delivery of quality care with the primary goal of
improving the health status of its members and, where the member's condition is not
amenable to improvement, maintain the member's current health status by
implementing measures to prevent any further decline in condition or deterioration of
health status. The MCO shall work in collaboration with members and providers to
actively improve the quality of care provided to members, consistent with the MCO's
quality improvement goals and all other requirements of the Agreement. The MCO
shall provide mechanisms for Member Advisory Board and the Provider Advisory
Board to actively participate into the MCO's quality improvement activities.

22.1.2. The MCO shall support and comply with the most current version of the Quality
Strategy for the New Hampshire Medicaid Care Management Program.

22.1.3. The MCO shall have an ongoing quality assessment and performance improvement
program for the operations and the services it furnishes for members [42 CFR
438.330(b); and SMM 2091.7].

22.1.4. The MCO shall approach all clinical and non-clinical aspects of quality assessment
and performance improvement based on principles of Continuous Quality
Improvement (CQI)/Total Quality Management (TQM) and shall:

22.1.4.1 .Evaluate performance using objective quality indicators and recognize that
opportunities for improvement are unlimited;

22.1.4.2.Foster data-driven decision-making;

22.1.4.3.Solicit member and provider input on the prioritization and strategies for
QAPI activities;

22.1.4.4.Support continuous ongoing measurement of clinical and non-clinical health
plan effectiveness, health outcomes improvement and member and provider
satisfaction;

22.1.4.5.Support programmatic improvements of clinical and non-clinical processes
based on findings from ongoing measurements;

22.1.4.6.Support re-measurement of effectiveness, health outcomes improvement and
member satisfaction, and continued development and implementation of
improvement interventions as appropriate; and

22.1.4.7.The MCO shall undertake a member experience of care survey;
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22.1.4.7.1. The MCO shall deploy the CMS Home and Community Based Care
Service Experience of Care Survey, Testing Experience and
Functional Tools (TEFT) as early as 6 months but not later than 9
months from Step 2 Phase 2 start date, if ready for deployment.

22.1.4.7.2. The MCO shall deploy an in-person patient experience survey (FES) if
the CMS Home and Community Based Care Service Experience of
Care Survey is not ready for deployment with this same timeframe.

22.1.4.7.3. The MCO shall use a DHHS approved, external vendor and
statistically sound methodology to conduct the member experience of
care survey.

22.1.5. The MCO shall have mechanisms that detect both underutilization and overutilization

of services.

The MCO shall develop, maintain, and operate a Quality Assessment and
Performance Improvement (QAPI) Program consistent with the requirements of this
Agreement. The MCOs shall also meet the requirements of for the QAPI Program [42
CFR 438.330; SMM 2091.7].

22.1.6. The MCO shall submit a QAPI Program Annual Summary in a format and timeframe
specified by DHHS or its designee for its approval. The MCO shall keep participating
physicians and other Network Providers informed and engaged in the QAPI Program
and related activities. The MCO shall include in provider contracts a requirement
securing cooperation with the QAPI.

22.1.7. The MCO shall maintain a well-defined QAPI structure that includes a planned
systematic approach to improving clinical and non-clinical processes and outcomes.
The MCO shall designate a senior executive responsible for the QAPI Program and
the Medical Director shall have substantial involvement in QAPI Program activities.
At a minimum, the MCO shall ensure that the QAPI Program structure:

22.1.7.1.1s organization-wide, with clear lines of accountability within the
organization;

22.1.7.2.Includes a set of functions, roles, and responsibilities for the oversight of
QAPI activities that are clearly defined and assigned to appropriate
individuals, including physicians, other clinicians, and non-clinicians;

22.1.7.3.Includes annual objectives and/or goals for planned projects or activities
including clinical and non-clinical programs or initiatives and measurement
activities; and

22.1.7.4.Evaluates the effectiveness of clinical and non-clinical initiatives.
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22.1.8. If the MCO sub-contracts any of the essential functions or reporting requirements
contained within the QAPI Program to another entity, the MCO shall maintain
detailed flies documenting work performed by the sub-contractor. The file shall be
available for review by DHHS or its designee upon request.

22.1.9.

22.1.10.The MCO shall integrate behavioral health into its QAPI Program and include a
systematic and ongoing process for monitoring, evaluating, and improving the quality
and appropriateness of behavioral health services provided to members. The MCO
shall collect data, and monitor and evaluate for improvements to physical health
outcomes, behavioral health outcomes, and psycho-social outcomes, resulting from
the integration and coordination of physical and behavioral health services.The MCO
shall conduct any performance improvement projects required by CMS and a
minimum of four (4) performance improvement projects, subject to DHHS approval,
per year that are designed to achieve, through ongoing measurements and
intervention, significant improvement, sustained over time, in clinical care and
nonclinical care areas that are expected to have a favorable effect on health outcomes
and member satisfaction. At least one (1) of these projects shall have a behavioral
health focus. At least one (1) of these projects shall have a home and community
based waiver focus. The MCO shall report the status and results of each project to
DHHS as requested and shall report on the status results of the CMS performance
improvement projects described in 42 CFR 438.330.

22.1.11 .The performance improvement projects shall involve the following:

22.1.11.1 .Measurement of performance using statistically valid, national recognized
objective quality indicators;

22.1.11.2.Implementation of system interventions to achieve improvement in the
access to and quality of care;

22.1.11.3.Evaluation of the effectiveness of the interventions based on any
performance measures required by CMS as outlined in 42 CFR 438.330(c);
and

22.1.11.4.Planning and initiation of activities for increasing or sustaining
improvement; and

22.1.11.5. Reporting on the status and results to DHHS on an annual basis.

22.l.l2.Each performance improvement project shall be completed in a reasonable time
period so as to generally allow information on the success of performance
improvement projects in the aggregate to produce new information on quality of care
every year.
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22.1.13.The MCO shall have a plan to assess and report the quality and appropriateness of
care furnished to members with special needs in order to identify any ongoing special
conditions of a member that require a course of treatment or regular care monitoring
The plan must be submitted to DHHS for review and approval. The assessment
mechanisms must use appropriate health care professionals.[42 CFR 438.208(c)(2);
42 CFR 438.330].

22.1.14.The MCO's Medical Director and Quality Improvement Director will participate in
quarterly Quality Improvement meetings with DHHS and the other MCOs contracted
with DHHS to discuss quality related initiatives and how those initiatives could be
coordinated across the MCOs.

22.1.15.The MCOs shall be required to be accredited by NCQA, including all applicable
Medicaid Standards and Guidelines and the MCOs must authorize NCQA to provide
DHHS a copy of its most recent accreditation review, including:

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

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

22.1.15.3.Expiration date of the accreditation.

22.2. Practice Guidelines and Standards

22.2.1. The MCO shall adopt evidence-based clinical practice guidelines built upon high
quality data and strong evidence. Such practice guidelines shall consider the needs of
the MCO's members, be adopted in consultation with Network Providers, and be
reviewed and updated periodically, as appropriate.

22.2.2. The MCO shall develop practice guidelines based on the health needs and
opportunities for improvement identified as part of the QAPI Program.

22.2.3. The MCO shall make practice guidelines available, including, but not limited to, the
web, to all affected providers and, upon request, to members and potential members.

22.2.4. The MCO's decisions regarding utilization management, member education, and
coverage of services shall be consistent with the MCO's clinical practice guidelines
[42 CFR 438.236(d)].

22.3. External Quality Review Organization

22.3.1. The MCO shall collaborate with DHHS's External Quality Review Organization
(EQRO) as outlined in 42 CFR 438.358 to assess the quality of care and services
provided to members and to identify opportunities for MCO improvement. To
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facilitate this process, the MCO shall supply data, including but not limited to claims
data and medical records, to the EQRO.

22.4. Evaluation

22.4.1. The MCO shall prepare a written report within ninety (90) calendar days at the end of
each Agreement year on the QAPI that describes:

22.4.1.1 .Completed and ongoing Quality management activities, including all
delegated functions;

22.4.1.2.Performance trends on QAPI measures to assess performance in quality of
care and quality of service;

22.4.1.3.An analysis of whether there have been any demonstrated improvements in
the quality of care or service; and

22.4.1.4. An evaluation of the overall effectiveness of the MCO's quality management
program, including an analysis of barriers and recommendations for
improvement

22.4.2. The annual evaluation report shall be reviewed and approved by the MCO's
governing body and submitted to DHHS for review [42 CFR 438.330(e)(2)].

22.4.3. The MCO shall establish a mechanism for periodic reporting of QAPI activities to its
governing body, practitioners, members, and appropriate MCO staff, as well as
posted on the web. The MCO shall ensure that the findings, conclusions,
recommendations, actions taken, and results of QM activity are documented and
reported on a semi-annual basis to DHHS and reviewed by the appropriate individuals
within the organization.

22.5. Quality Measures

22.5.1. MCO shall report annually, according to the then current industry/regulatory standard
definitions, the following quality measure sets:

22.5.1.1.CMS Core Set of Children's Health Care Quality Measures for Medicaid and
CHIP;

22.5.1.2.CMS Core Set of Health Care Quality Measures for Adults Enrolled in
Medicaid;

22.5.1.3.NCQA Medicaid Accreditation HEDIS/CAHPS Measures, which shall be
validated by submission to NCQA; and
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22.5.1.4.A11 available CAHPS measures and sections, including supplements,
children with chronic conditions, and mobility impairment; and

22.5.1.5. Any CMS mandated measures outlined in 42 CFR 438.330(c)(l)(i).

22.5.2. If additional measures are added to the NCQA or CMS measure sets, MCO shall
include those new measures. For measures that are no longer part of the measures
sets, DHHS may at its option continue to require those measures.

22.5.3. In addition MCO shall submit other quality measures as specified by DHHS in
Exhibit O in a format to be specified by DHHS.

22.5.4. DHHS shall provide the MCO with ninety (90) calendar days notice of any additions
or modifications to the quality measures as specified by DHHS in Exhibit O.

22.5.5. Each Data Year as defined by NCQA HEDIS specifications, or other twelve (12)
month period determined by DHHS, at DHHS discretion, DHHS may select four (4)
measures to be included in the Quality Incentive Program (QIP). DHHS shall notify
the MCO of the four (4) measures to be included in the QIP no later than three (3)
months prior to the start of the period for which data will be collected to evaluate the
program.

22.5.6. For each measure selected by DHHS for the QIP, DHHS will monitor MCO
performance to determine baseline measures and levels of improvement.

22.5.7. Should DHHS choose QIPs and implement withholds for QIP performance, in the
event of changes to the Medicaid Care Management program or material
circumstances beyond DHHS or the MCOs' control, which DHHS determines would
unduly limit all MCOs' ability to reasonably perform and achieve the withhold return
threshold, DHHS will evaluate the impact of the circumstances and make such
changes as required, at the discretion of DHHS.

22.5.8. At such time DHHS provides access to Medicare data sets to the MCOs, the MCO
shall integrate expanded Medicare data sets into its Care Coordination and Quality
Programs and include a systematic and ongoing process for monitoring, evaluating,
and improving the quality and appropriateness of services provided to Medicaid-
Medicare dual members. The MCO shall:

22.5.8.1 .Collect data, and monitor and evaluate for improvements to physical health
outcomes, behavioral health outcomes, psycho-social outcomes, and LTSS
outcomes resulting from care coordination of the dual members;

22.5.8.2.Include Medicare data in DHHS quality reporting; and
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22.5.8.3.Sign data use agreements and submit data management plans as required by
CMS.
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23. Utilization Management
23.1. Policies & Procedures

23.1.1. The MCO's policies and procedures related to the authorization of services shall be in
compliance with 42 CFR 438.210 and NH RSA Chapter 420-E:2.

23.1.2. The MCO shall have in place, and follow, written policies and procedures for
processing requests for initial and continuing authorization of services [42 CFR
438.210(b)(1)].

23.1.3. The MCO shall submit its written utilization management policies, procedures, and
criteria to DHHS for approval as part of the first readiness review. Thereafter the
MCO shall submit its written utilization management policies, procedures, and
criteria that have changed and an attestation listing those that have not changed since
the prior year's submission to DHHS for approval ninety (90) calendar days prior to
the end of the Agreement Year.

23.1.4. The MCO shall submit its written utilization management policies, procedures, and
criteria specific to each phase of Step 2 Phase I to DHHS for approval as part of the
first readiness review. Authorizations must be based on a comprehensive and
individualized needs assessment that addresses all needs and a subsequent person-
centered planning process. Thereafter the MCO shall submit its written utilization
management policies, procedures, and criteria that have changed and an attestation
listing those that have not changed since the prior year's submission to DHHS for
approval ninety (90) calendar days prior to the end of the Agreement Year.

23.1.5. The MCO's written utilization management policies, procedures, and criteria shall, at
a minimum, conform to the standards of NCQA.

23.1.6. The MCO may place appropriate limits on a service on the basis of criteria such as
medical necessity; or for utilization control, provided the services flimished can
reasonably be expected to achieve their purpose [42 CFR 438.210(a)].

23.1.7. The MCO's written utilization management policies, procedures, and criteria shall
describe the categories of health care personnel that perform utilization review
activities and where they are licensed. Further such policies, procedures and criteria
shall address, at a minimum, second opinion programs; pre-hospital admission
certification; pre-inpatient service eligibility certification; and concurrent hospital
review to determine appropriate length of stay; as well as the process used by the
MCO to preserve confidentiality of medical information.

23.1.8. The MCO's written utilization management policies, procedures, and criteria shall be:
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23.1.8.1 .Developed with input from appropriate actively practicing practitioners in
the MCO's service area;

23.1.8.2.Updated at least biennially and as new treatments, applications, and
technologies emerge;

23.1.8.3.Developed in accordance with the standards of national accreditation
entities;

23.1.8.4.Based on current, nationally accepted standards of medical practice;

23.1.8.5.If practicable, evidence-based; and

23.1.8.6.Be made available upon request to DHHS, providers and members.

23.1.9. The MCOs shall work in good faith with DHHS develop prior authorization forms
with consistent information and documentation requirements from providers
wherever feasible. Providers shall be able to submit the prior authorizations forms
electronically, by mail, or fax. The MCOs shall submit a proposed plan for the
development of common prior authorization processes within ninety (90) calendar
days of the NHHPP Program Start Date.

23.1.10.The MOO shall have in effect mechanisms to ensure consistent application of review
criteria for authorization decisions, including, but not limited to, interrater reliability
monitoring, and consult with the requesting provider when appropriate and at the
request of the provider submitting the authorization [42 CFR 438.210(b)(2)].

23.1.1 l.The MCO shall ensure that any decision to deny a service authorization request or to
authorize a service in an amount, duration, or scope that is less than requested, be
made by a health care professional who has appropriate clinical expertise in treating
the member's condition or disease [42 CFR 438.210(b)(3)].

23.1.12.Compensation to individuals or entities that conduct utilization management
activities shall not be structured so as to provide incentives for the individual or entity
to deny, limit, or discontinue medically necessary services to any member [42 CFR
438.210(e)].

23.1.13.Medicaid State Plan Services in place at the time a member transitions to an MCO
will be honored for sixty (60) calendar days or until completion of a medical
necessity review, whichever comes first. The MCO shall also, in the member
handbook, provide information to members regarding prior authorization in the event
the member chooses to transfer to another MCO.

23.1.14. The MCOs shall follow the transition of care policy developed by DHHS, which is
consistent with 42 CFR 438.62.
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23.1.15.When a member receiving State Plan Home Health Services and Step 1 services
chooses to change to another MCO, the new MCO shall be responsible for the
member's claims as of the effective date of the member's enrollment in the new MCO

except as specified in Section 31.2.17. Upon receipt of prior authorization
information from DHHS, the new MCO shall honor prior authorizations in place by
the former MCO for fifteen (15) calendar days or until the expiration of previously
issued prior authorizations, whichever comes first. The new MCO shall review the
service authorization in accordance with the urgent determination requirements of
Section 23.4.2.1.

23.1.16.Prior authorizations in place for long term services and supports at the time a
member transitions to an MCO will be honored until the earliest of (a) the
authorization's expiration date, (b) the member's needs changes, (c) the provider
loses its Medicaid status or (d) otherwise approved by DHHS. The MCO shall also, in
the member handbook, provide information to members regarding prior authorization
in the event the member chooses to transfer to another MCO. In the event that the

prior authorization specifies a specific provider, that MCO will continue to utilize that
provider regardless of whether the provider is participating in the MCO network until
such time as services are available in the MCO's network. The MCO will ensure that

the member's needs are met continuously and will continue to cover services under
the previously issued prior authorization until the MCO issues new authorizations that
address the member's needs.

23.1.1 y.Subcontractors or any other party performing utilization review are required to be
licensed in New Hampshire.

23.2. Medical Necessity Determination

23.2.1. The MCO shall specify what constitutes "medically necessary services" in a manner
that:

23.2.1.1.Is no more restrictive than the State Medicaid program; and

23.2.1.2.Addresses the extent to which the MCO is responsible for covering services
related to the following [42 CFR 438.210(a)]:

23.2.1.2.1. The prevention, diagnosis, and treatment of health impairments;

23.2.1.2.2. The ability to achieve age-appropriate growth and development; and

23.2.1.2.3. The ability to attain, maintain, or regain functional capacity.
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23.2.2. For members twenty-one (21) years of age and older the following definition of
medical necessity shall be used: "Medically necessary" means health care services
that a licensed health care provider, exercising prudent clinical judgment, would
provide, in accordance with generally accepted standards of medical practice, to a
recipient for the purpose of evaluating, diagnosing, preventing, or treating an acute or
chronic illness, injury, disease, or its symptoms, and that are [He-W 530.01(f)]:

23.2.2.1.Clinically appropriate in terms of type, frequency of use, extent, site, and
duration, and consistent with the established diagnosis or treatment of the
recipient's illness, injury, disease, or its symptoms;

23.2.2.2.Not primarily for the convenience of the recipient or the recipient's family,
caregiver, or health care provider;

23.2.2.3.N0 more costly than other items or services which would produce equivalent
diagnostic, therapeutic, or treatment results as related to the recipient's illness,
injury, disease, or its symptoms; and

23.2.2.4.Not experimental, investigative, cosmetic, or duplicative in nature.

23.2.3. For EPSDT services the following definition of medical necessity shall be used:
"Medically necessary" means reasonably calculated to prevent, diagnose, correct,
cure, alleviate or prevent the worsening of conditions that endanger life, cause pain,
result in illness or infirmity, threaten to cause or aggravate a handicap, or cause
physical deformity or malfunction, and no other equally effective course of treatment
is available or suitable for the EPSDT recipient requesting a medically necessary
service He-W546.01(f).

23.2.4. The MCO must provide the criteria for medical necessity determinations for mental
health or substance use disorder benefits to any enrollee, potential enrollee, or
contracting provider upon request.

23.3. Necessity Determination

23.3.1. For long term services and supports the following definition of necessity shall be
used: "Necessary" means reasonably calculated to prevent, diagnose, correct, cure,
alleviate or prevent the worsening of conditions that endanger life, cause pain, result
in illness or infirmity, threaten to cause or aggravate a handicap, cause physical
deformity or malfunction, or is essential to enable the individual to attain, maintain,
or regain functional capacity and/or independence, and no other equally effective
course of treatment is available or suitable for the recipient requesting a necessary
long term services and supports within the limits of current waivers, statutes,
administrative rules, and/or Medicaid State Plan amendments.
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23.4. Notices of Coverage Determinations

23.4.1. The MCO shall provide the requesting provider and the member with written notice
of any decision by the MCO to deny a service authorization request, or to authorize a
service in an amount, duration, or scope that is less than requested. The notice shall
meet the requirements of 42 CFR 438.210(c) and 438.404.

23.4.2. The MCO shall make utilization management decisions in a timely manner. The
following minimum standards shall apply:

23.4.2.1 .Urgent determinations: The determination of an authorization involving
urgent care shall be made as soon as possible, taking into account the medical
exigencies, but in no event later than seventy-two (72) hours after receipt of
the request for ninety-eight percent (98%) of requests, unless the member or
member's representative fails to provide sufficient information to determine
whether, or to what extent, benefits are covered or payable. In the case of such
failure, the MCO shall notify the member or member's representative within
twenty-four (24) hours of receipt of the request and shall advise the member
or member's representative of the specific information necessary to make a
determination. The member or member's representative shall be afforded a
reasonable amount of time, taking into account the circumstances, but not less
than forty-eight (48) hours, to provide the specified information. Thereafter,
notification of the benefit determination shall be made as soon as possible, but
in no case later than forty-eight (48) hours after the earlier of (1) the MCO's
receipt of the specified additional information, or (2) the end of the period
afforded the member or member's representative to provide the specified
additional information.

23.4.2.2.Continued/Extended Services: The determination of an authorization

involving urgent care and relating to the extension of an ongoing course of
treatment and involving a question of medical necessity shall be made within
twenty-four (24) hours of receipt of the request for ninety-eight percent (98%)
of requests, provided that the request is made at least twenty-four (24) hours
prior to the expiration of the prescribed period of time or course of treatment.

23.4.2.3.Routine determinations: The determination of all other authorizations for

pre-service benefits shall be made within a reasonable time period appropriate
to the medical circumstances, but in no event exceed the following timeframes
for ninety-five percent (95%) of requests:

23.4.2.3.1. Fourteen (14) calendar days after the receipt of a request:

a. An extension of up to fourteen (14) calendar days is permissible if:

i. the member or the provider requests the extension; or
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ii. the MCO justifies a need for additional information and that
the extension is in the member's interest;

23.4.2.3.2. Two (2) calendar days for diagnostic radiology.

23.4.2.4.The MCO shall provide members written notice as expeditiously as the
member's health condition requires and not to exceed fourteen (14) calendar
days following a request for initial and continuing authorizations of services,
except an extension of up to an additional fourteen (14) calendar days is
permissible, if:

23.4.2.5.The member or the provider requests the extension; or

23.4.2.6.The MCO Justifies a need for additional information and how the extension
is in the member's interest.

23.4.2.7.If such an extension is necessary due to a failure of the member or member's
representative to provide sufficient information to determine whether, or to
what extent, benefits are covered as payable, the notice of extension shall
specifically describe the required additional information needed, and the
member or member's representative shall be given at least forty- five (45)
calendar days from receipt of the notice within which to provide the specified
information. Notification of the benefit determination following a request for
additional information shall be made as soon as possible, but in no case later
than fourteen (14) calendar days after the earlier of (I) the MCO's receipt of
the specified additional information, or (2) the end of the period afforded the
member or member's representative to provide the specified additional
information. When the MCO extends the timeframe, the MCO must give the
member written notice of the reason for the decision to extend the timeframe

and inform the member of the right to file a grievance if he or she disagrees
with that decision. Under such circumstance, the MCO must issue and carry
out its determination as expeditiously as the member's health condition
requires and no later than the date the extension expires.

23.4.2.S.Determination for Services that have been delivered: The determination of a

post service authorization shall be made within thirty (30) calendar days of the
date of filing. In the event the member fails to provide sufficient information
to determine the request, the MCO shall notify the member within fifteen (15)
calendar days of the date of filing, as to what additional information is
required to process the request and the member shall be given at least forty-
five (45) calendar days to provide the required information. The thirty (30)
calendar day period for determination shall be tolled until such time as the
member submits the required information.
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23.4.3. Whenever there is an adverse determination, the MCO shall notify the ordering
provider and the member. For an adverse standard authorization decision, the MCO
shall provide written notification within three (3) calendar days of the decision.
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23.5. Advance Directives

23.5.1. The MCO shall maintain written policies and procedures that meet requirements for
advance directives in Subpart I of 42 CFR 489.

23.5.2. The MCO shall adhere to the definition of advance directives as defined in 42 CFR

489.100.

23.5.3. The MCO shall maintain written policies and procedures concerning advance
directives with respect to all adult individuals receiving medical care by or through
the MCO [42 CFR 422.128].

23.5.4. The MCO shall not condition the provision of care or otherwise discriminate against
an enrollee or potential enrollee based on whether or not the individual has executed
an advance directive.

23.5.5. The MCO shall provide information in the member handbook with respect to the
following:

23.5.5.1 .The member's rights under the state law. The information provided by the
MCO shall reflect changes in State law as soon as possible, but no later than
ninety (90) calendar days after the effective date of the change [42 CFR
438.3(j)(3) and (4)].

23.5.5.2.The MCO's policies respecting the implementation of those rights including
a statement of any limitation regarding the implementation of advance
directives as a matter of conscience

23.5.5.3.That complaints concerning noncompliance with the advance directive
requirements may be filed with the appropriate State Agency [42 CFR
438.3(0(1); 42 CFR 438.10(g)(2); 42 CFR 422.128; 42 CFR 489 (subpart I);
42 CFR 489.100].

Page 157



New Hampshire Medicaid Care Management Contract — SP^2019

Exhibit A - Amendment #15

24. MCIS

24.1. System Functionality

24.1.1. The MCO Managed Care Information System (MCIS) shall include, but not be
limited to:

24.1.1.1 .Management of Recipient Demographic Eligibility and Enrollment and
History

24.1.1.2.Management of Provider Enrollment and Credentialing

24.1.1.3.Benefit Plan Coverage Management, History and Reporting

24.1.1.4.Eligibility Verification

24.1.1.5.Encounter Data

24.1.1.6.Weekly Reference File Updates

24.1.1.7.Service Authorization Tracking, Support and Management

24.1.1.8.Third Party Coverage and Cost Avoidance Management

24.1.1.9.Financial Transactions Management and Reporting

24.1.1.10.Payment Management (Checks, EFT, Remittance Advices, Banking)

24.1.1.11 .Reporting (Ad hoc and Pre-Defined/Scheduled and On-Demand)

24.1.1.12.Call Center Management

24.1.1.13.Claims Adjudication

24.1.1.14.Claims Payments

24.1.1.1 S.Quality of Services (QOS) metrics

24.2. Information System Data Transfer

24.2.1. Effective communication between the MCO and DHHS will require secure, accurate,
complete and auditable transfer of data to/from the MCO and DHHS management
information systems. Elements of data transfer requirements between the MCO and
DHHS management information systems shall include, but not be limited to:
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24.2.1.1.DHHS read access to all NH Medicaid Care Management data in reporting
databases where data is stored, which includes all tools required to access the
data at no additional cost to DHHS;

24.2.1.2.Exchanges of data between the MCO and DHHS in a format and schedule as
prescribed by the State, including detailed mapping specifications identifying
the data source and target;

24.2.1.3.Secure (encrypted) communication protocols to provide timely notification
of any data file retrieval, receipt, load, or send transmittal issues and provide
the requisite analysis and support to identify and resolve issues according to
the timelines set forth by the state.

24.2.1.4.Collaborative relationships with DHHS, its MMIS fiscal agent, and other
interfacing entities to implement effectively the requisite exchanges of data
necessary to support the requirements of this Agreement;

24.2.1.5.MCO implementation of the necessary telecommunication infrastructure and
tools/utilities to support secure connectivity and access to the system and to
support the secure, effective transfer of data;

24.2.1.6.Utilization of data extract, transformation, and load (ETL) or similar
methods for data conversion and data interface handling, that, to the
maximum extent possible, automate the extract, transformation and load
processes, and provide for source to target or source to specification
mappings;

24.2.1.7.Mechanisms to support the electronic reconciliation of all data extracts to
source tables to validate the integrity of data extracts; and

24.2.1.8.A given day's data transmissions, as specified in 24.5.9, are to be
downloaded to DHHS according to the schedule prescribed by the State. If
errors are encountered in batch transmissions, reconciliation of transactions
will be included in the next batch transmission.

24.2.2. The MCO shall designate a single point of contact to coordinate data transfer issues
with DHHS.

24.2.3. The State shall provide for a common, centralized electronic project repository,
providing for secure access to authorized MCO and DHHS staff to project plans,
documentation, issues tracking, deliverables, and other project related artifacts.
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24.3. Ownership and Access to Systems and Data

24.3.1. All data accumulated as part of this program shall remain the property of DHHS and
upon termination of the Agreement the data will be electronically transmitted to
DHHS in the media format and schedule prescribed by DHHS, and affirmatively and
securely destroyed if required by DHHS.

24.4. Records Retention

24.4.1. The MCO shall retain, preserve, and make available upon request all records relating
to the performance of its obligations under the Agreement, including paper and
electronic claim forms, for a period of not less than seven (7) years from the date of
termination of this Agreement. Records involving matters that are the subject of
litigation shall be retained for a period of not less than seven (7) years following the
termination of litigation. Certified protected electronic copies of the documents
contemplated herein may be substituted for the originals with the prior written
consent of DHHS, if DHHS approves the electronic imaging procedures as reliable
and supported by an effective retrieval system.

24.4.2. Upon expiration of the seven (7) year retention period and upon request, the subject
records must be transferred to DHHS' possession. No records shall be destroyed or
otherwise disposed of without the prior written consent of DHHS.

24.5. MCIS Requirements

24.5.1. The MCO shall have a comprehensive, automated, and integrated Managed Care
Information System (MCIS) that is capable of meeting the requirements listed below
and throughout this Agreement and for providing all of the data and information
necessary for DHHS to meet federal Medicaid reporting and information regulations.

24.5.2. All subcontractors shall meet the same standards, as described in this Section 24, as
the MCO. The MCO shall be held responsible for errors or noncompliance resulting
from the action of a subcontractor with respect to its provided functions.

24.5.3. Specific functionality related to the above shall include, but is not limited to, the
following ;

24.5.3.1.The MCIS membership management system must have the capability to
receive, update, and maintain New Hampshire's membership files consistent
with information provided by DHHS.

24.5.3.2.The MCIS shall have the capability to provide daily updates of membership
information to sub-contractors or providers with responsibility for processing
claims or authorizing services based on membership information.
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24.5.3.3.The MCIS' provider file must be maintained with detailed information on
each provider sufficient to support provider enrollment and payment and also
meet DHHS' reporting and encounter data requirements.

24.5.3.4.The MCIS' claims processing system shall have the capability to process
claims consistent with timeliness and accuracy requirements of a federal
MMIS system.

24.5.3.5.The MCIS' Services Authorization system shall be integrated with the claims
processing system.

24.5.3.6.The MCIS shall be able to maintain its claims history with sufficient detail to
meet all DHHS reporting and encounter requirements.

24.5.3.7.The MCIS' credentialing system shall have the capability to store and report
on provider specific data sufficient to meet the provider credentialing
requirements, Quality Management, and Utilization Management Program
Requirements.

24.5.3.8.The MCIS shall be bi-directionally linked to the other operational systems
maintained by DHHS, in order to ensure that data captured in encounter
records accurately matches data in member, provider, claims and
authorization files, and in order to enable encounter data to be utilized for
member profiling, provider profiling, claims validation, fraud, waste and
abuse monitoring activities, and any other research and reporting purposes
defined by DHHS.

24.5.3.9.The encounter data system shall have a mechanism in place to receive,
process, and store the required data.

24.5.3.10.The MCO system shall be compliant with the requirements of HIPAA,
including privacy, security. National Provider Identifier (NPI), and transaction
processing, including being able to process electronic data interchange
transactions in the Accredited Standards Committee (ASC) 5010 format. This
also includes IRS Pub 1075 where applicable.

24.5.4. MCIS capability shall include, but not be limited to the following:

24.5.4.1.Provider network connectivity to Electronic Data Interchange (EDI) and
provider portal systems;

24.5.4.2.Documented scheduled down time and maintenance windows as agreed upon
with DHHS for externally accessible systems, including telephony, web,
Interactive Voice Response (IVR), EDI, and online reporting;
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24.5.4.3.DHHS on-line web access to applications and data required by the State to
utilize agreed upon workflows, processes, and procedures (approved by the
State) to access, analyze, or utilize data captured in the MCO system(s) and to
perform appropriate reporting and operational activities;

24.5.4.4.DHHS access to user acceptance test environment for externally accessible
systems including websites and secure portals;

24.5.4.5.Documented instructions and user manuals for each component; and

24.5.4.6.Secure access.

24.5.5. MClS Up-time

24.5.5.1.Externally accessible systems, including telephony, web, IVR, EDI, and
online reporting shall be available twenty-four (24) hours per day, seven (7)
days per week, three-hundred-sixty-five (365) days per year, except for
scheduled maintenance upon notification of and pre-approval by DHHS.
Maintenance period cannot exceed four (4) consecutive hours without prior
DHHS approval.

24.5.5.2.MCO shall provide redundant telecommunication backups and ensure that
interrupted transmissions will result in immediate failover to redundant
communications path as well as guarantee data transmission is complete,
accurate and fully synchronized with operational systems.

24.5.6. Systems operations and support shall include, but not be limited to the following:

24.5.6.l.On-call procedures and contacts

24.5.6.2.Job scheduling and failure notification documentation

24.5.6.3.Secure (encrypted) data transmission and storage methodology

24.5.6.4.Interface acknowledgements and error reporting

24.5.6.5.Technical issue escalation procedures

24.5.6.6.Business and member notification

24.5.6.7.Change control management

24.5.6.8.Assistance with User Acceptance Testing (UAT) and implementation
coordination
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24.5.6.9.Documented data interface specifications - data imported and extracts
exported including database mapping specifications.

24.5.6. lO.Disaster Recovery and Business Continuity Plan

24.5.6.1 l.Joumaling and internal backup procedures. Facility for storage MUST be
class 3 compliant.

24.5.6.12.Communication and Escalation Plan that fully outlines the steps necessary
to perform notification and monitoring of events including all appropriate
contacts and timeframes for resolution by severity of the event.

24.5.7. The MCO shall be responsible for implementing and maintaining necessary
telecommunications and network infrastructure to support the MCIS and will provide:

24.5.7.1.Network diagram that fully defines the topology of the MCO's network.

24.5.7.2.State/MCO connectivity

24.5.7.3.Any MCO/subcontractor locations requiring MCIS access/support

24.5.7.4.Web access for DHHS staff, providers and recipients

24.5.8. Data transmissions from DHHS to the MCO will include, but not be limited to the
following:

24.5.8.1.Provider Extract (Daily)

24.5.8.2.Recipient Eligibility Extract (Daily)

24.5.8.3.Recipient Eligibility Audit/Roster (Monthly)

24.5.8.4.Medical and Pharmacy Service Authorizations (Daily)

24.5.8.5.Commercial and Medical Third Party Coverage (Daily)

24.5.8.6.Claims History (Bi-Weekly)

24.5.8.7.Capitation payment data

24.5.9. Data transmissions from the MCO to DHHS shall include but not be limited to:

24.5.9.1.Member Demographic changes (Daily)

24.5.9.2.MCO Provider Network Data (Daily)
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24.5.9.3.Medical and Pharmacy Service Authorizations (Daily)

24.5.9.4.Beneflciary Encounter Data including paid, denied, adjustment transactions
by pay period (Weekly)

24.5.9.5.Financial Transaction Data

24.5.9.6.Updates to Third Party Coverage Data (Weekly)

24.5.9.7.Behavioral Health Certification Data (Monthly)

24.5.10.The MCO shall provide DHHS staff with access to timely and complete data:

24.5.10.1.A11 exchanges of data between the MCO and DHHS shall be in a format,
file record layout, and scheduled as prescribed by DHHS.

24.5.10.2.The MCO shall work collaboratively with DHHS, DHHS' MMIS fiscal
agent, the New Hampshire Department of Information Technology, and other
interfacing entities to implement effectively the requisite exchanges of data
necessary to support the requirements of this Agreement.

24.5.10.3.The MCO shall implement the necessary telecommunication infrastructure
to support the MCIS and shall provide DHHS with a network diagram
depicting the MCO's communications infrastructure, including but not limited
to connectivity between DHHS and the MCO, including any
MCO/subcontractor locations supporting the New Hampshire program.

24.5.10.4.The MCO shall utilize data extract, transformation, and load (ETL) or
similar methods for data conversion and data interface handling, that, to the
maximum extent possible, automate the ETL processes, and that provide for
source to target or source to specification mappings, all business rules and
transformations where applied, summary and detailed counts, and any data
that cannot be loaded.

24.5.10.5.The MCO shall provide support to DHHS and its fiscal agent to prove the
validity, integrity and reconciliation of its data, including encounter data

24.5.10.6.The MCO shall be responsible for correcting data extract errors in a
timeline set forth by DHHS as outlined within this document (24.2.1.8).

24.5.10.7.Access shall be secure and data shall be encrypted in accordance with
HIPAA regulations and any other applicable state and federal law.

24.5.10.8.Secure access shall be managed via passwords/pins/and any operational
methods used to gain access as well as maintain audit logs of all users access
to the system.
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24.5.1 l.The MCIS shall include web access for use by and support to enrolled providers and
members. The services shall be provided at no cost to the provider or members. All
costs associated with the development, security, and maintenance of these websites
shall be the responsibility of the MCO.

24.5.11.1.The MCO shall create secure web access for Medicaid providers and
members and authorized DHHS staff to access case-specific information.

24.5.11.2.The MCO shall manage provider and member access to the system,
providing for the applicable secure access management, password, and PIN
communication, and operational services necessary to assist providers and
members with gaining access and utilizing the web portal.

24.5.11.3.Providers will have the ability to electronically submit service authorization
requests and access and utilize other utilization management tools.

24.5.11.4.Providers and members shall have the ability to download and print any
needed Medicaid MCO program forms and other information.

24.5.11.5.Providers shall have an option to e-prescribe as an option without electronic
medical records or hand held devices.

24.5.11.6.MC0 shall support provider requests and receive general program
information with contact information for phone numbers, mailing, and e-mail
address(es).

24.5.1 l.T.Providers shall have access to drug information.

24.5.11 .S.The website shall provide an e-mail link to the MCO to allow providers and
members or other interested parties to e-mail inquiries or comments. This
website shall provide a link to the State's Medicaid website.

24.5.11.9.The website shall be secure and HIPAA compliant in order to ensure the
protection of Protected Health Information and Medicaid recipient
confidentiality. Access shall be limited to verified users via passwords and
any other available industry standards. Audit logs must be maintained
reflecting access to the system and random audits will be conducted.

24.5.11 .lO.The MCO shall have this system available no later than the Program Start
Date.

24.5.11.11.Support Performance Standards shall include:

24.5.11.11.1.Email inquiries-one (1) business day response

24.5.11.11.2.New information posted within one (1) business day of receipt

Page 165



New Hampshire Medicaid Care Management Contract — SFY2019

Exhibit A - Amendment #15

24.5.11.11.3.Routine maintenance

24.5.11.11.4.Standard reports regarding portal usage such as hits per month by
providers/members, number, and types of inquiries and requests, and
email response statistics as well as maintenance reports.

24.5.11.11.5.Website user interfaces shall be ADA compliant with Section 508 of
the Rehabilitation Act and support all major browsers (i.e. Chrome,
Internet Explorer, Firefox, Safari, etc.). If user does not have
compliant browser, MCO must redirect user to site to install
appropriate browser.

24.5.12.Critical systems within the MClS support the delivery of critical medical services to
members and reimbursement to providers. As such, contingency plans shall be
developed and tested to ensure continuous operation of the MCIS.

24.5.12.1.The MCO shall host the MCIS at the MCO's data center, and provide for
adequate redundancy, disaster recovery, and business continuity such that in
the event of any catastrophic incident, system availability is restored to New
Hampshire within twenty-four (24) hours of incident onset.

24.5.12.2.The MCO shall ensure that the New Hampshire PHI data, data processing,
and data repositories are securely segregated from any other account or
project, and that MCIS is under appropriate configuration management and
change management processes and subject to DHHS notification requirements
as defined in Section 24.5.13.

24.5.12.3.The MCO shall manage all processes related to properly archiving and
processing files including maintaining logs and appropriate history files that
reflect the source, type and user associated with a transaction. Archiving
processes shall not modify the data composition of DHHS' records, and
archived data shall be retrievable at the request of DHHS. Archiving shall be
conducted at intervals agreed upon between the MCO and DHHS.

24.5.12.4.The MCIS shall be able to accept, process, and generate HIPAA compliant
electronic transactions as requested, transmitted between providers, provider
billing agents/clearing houses, or DHHS and the MCO. Audit logs of
activities will be maintained and periodically reviewed to ensure compliance
with security and access rights granted to users.

24.5.12.5.Thirty (30) calendar days prior to the beginning of each State Fiscal Year,
the MCO shall submit the following documents and corresponding checklists
for DHHS' review and approval:

24.5.12.5.1.Disaster Recovery Plan

24.5.12.5.2.Business Continuity Plan
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24.5.12.5.3.Security Plan

24.5.l2.5.4.The MCO shall provide the following documents. If after the original
documents are submitted the MCO modifies any of them, the revised
documents and corresponding checklists shall be submitted to DHHS
for review and approval:

a. Risk Management Plan

b. Systems Quality Assurance Plan

c. Confirmation of 5010 compliance and Companion Guides

d. Confirmation of compliance with IRS Publication 1075

e. Approach to implementation of ICD-10 and ultimate compliance

24.5.13.Management of changes to the MCIS is critical to ensure uninterrupted functioning
of the MCIS. The following elements shall be part of the change management
process:

24.5.13.1.The complete system shall have proper configuration management/change
management in place (to be reviewed and approved by DHHS). The MCO
system shall be configurable to support timely changes to benefit enrollment
and benefit coverage or other such changes.

24.5.13.2.The MCO shall provide DHHS with written notice of major systems
changes and implementations no later than ninety (90) calendar days prior to
the planned change or implementation, including any changes relating to
subcontractors, and specifically identifying any change impact to the data
interfaces or transaction exchanges between the MCO and DHHS and/or the
fiscal agent. DHHS retains the right to modify or waive the notification
requirement contingent upon the nature of the request from the MCO.

24.5.13.3.The MCO shall provide DHHS with updates to the MCIS organizational
chart and the description of MCIS responsibilities at least thirty (30) calendar
days prior to the effective date of the change, except where personnel changes
were not foreseeable in such period, in which case notice shall be given within
at least one (1) business day. The MCO shall provide DHHS with official
points of contact for MCIS issues on an ongoing basis.

24.5.13.4.A New Hampshire program centralized electronic repository shall be
provided that will allow full access to project documents, including but not
limited to project plans, documentation, issue tracking, deliverables, and any
project artifacts. All items shall be turned over to DHHS upon request.
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24.5.13.5.The MCO shall ensure appropriate testing is done for all system changes.
MCO shall also provide a test system for DHHS to monitor changes in
externally facing applications (i.e. NH websites). This test site shall contain no
actual PHI data of any member.

24.5.13.6.The MCO shall make timely changes or defect fixes to data interfaces and
execute testing with DHHS and other applicable entities to validate the
integrity of the interface changes.

24.5.14.DHHS, or its agent, may conduct a Systems Readiness Review to validate the

MCO's ability to meet the MCIS requirements.

24.5.14.1 .The System Readiness Review may include a desk review and/or an onsite
review.

24.5.14.2.If DHHS determines that it is necessary to conduct an onsite review, the
MCO shall be responsible for all reasonable travel costs associated with such
onsite reviews for at least two (2) staff from DHHS. For purposes of this
section, "reasonable travel costs" include airfare, lodging, meals, car rental
and fuel, taxi, mileage, parking, and other incidental travel expenses incurred
by DHHS or its authorized agent in connection with the onsite reviews.

24.5.14.3.If for any reason the MCO does not fully meet the MCIS requirements, the
MCO shall, upon request by DHHS, either correct such deficiency or submit
to DHHS a Corrective Action Plan and Risk Mitigation Plan to address such
deficiency. Immediately upon identifying a deficiency, DHHS may impose
contractual remedies according to the severity of the deficiency.

24.5.15.Systems enhancements developed specifically, and data accumulated, as part of the
New Hampshire Care Management program remain the property of the State of New
Hampshire.

24.5.15.1 .Source code developed for this program shall remain the property of the
vendor but will be held in escrow.

24.5.15.2.A11 data accumulated as part of this program shall remain the property of
DHHS and upon termination of the Agreement the data shall be electronically
transmitted to DHHS in a format and schedule prescribed by DHHS.

24.5.15.3.The MCO shall not destroy or purge DHHS' data unless directed to or
agreed to in writing by DHHS. The MCO shall archive data only on a
schedule agreed upon by DHHS and the data archive process shall not modify
the data composition of the source records. All DHHS archived data shall be
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retrievable for review and or reporting by DHHS in the timeframe set forth by
DHHS.

24.5.16.The MCO shall provide DHHS with system reporting capabilities that shall include
access to pre-designed and agreed upon scheduled reports, as well as the ability to
execute ad-hoc queries to support DHHS data and information needs. DHHS
acknowledges the MCO's obligations to appropriately protect data and system
performance, and the parties agree to work together to ensure DHHS information
needs can be met while minimizing risk and impact to the MCO's systems.

24.5.17.Quality of Service (QOS) Metrics:

24.5.17.1.System Integrity: The system shall ensure that both user and provider portal
design, and implementation is in accordance with Federal, standards,
regulations and guidelines related to security, confidentiality and auditing (e.g.
HIPAA Privacy and Security Rules, National Institute of Security and
Technology).

24.5.l7.2.The security of the care management processing system must minimally
provide the following three types of controls to maintain data integrity that
directly impacts QOS . These controls shall be in place at all appropriate
points of processing:

24.5.17.2.1.Preventive Controls: controls designed to prevent errors and
unauthorized events from occurring.

24.5.17.2.2.Detective Controls: controls designed to identify errors and
unauthorized transactions that have occurred in the system.

24.5.17.2.3.Corrective Controls: controls to ensure that the problems identified by
the detective controls are corrected.

24.5.17.2.4.System Administration: Ability to comply with HIPAA, ADA, and
other federal and state regulations, and perform in accordance with
Agreement terms and conditions. Provide a flexible solution to
effectively meet the requirements of upcoming HIPAA regulations and
other national standards development. The system must accommodate
changes with global Impacts (e.g., implementation of ICD-IO-CM
diagnosis and procedure codes, eHR, e-Prescribe) as well as new
transactions at no additional cost.
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25. Data Reporting
25.1. General Provisions

25.1.1. The MCO shall make all collected data available to DHHS upon request and upon the
request of CMS [42 CFR 438.242(b)(4)].

25.1.2. The MCO shall maintain a health information system that collects, analyzes,
integrates, and reports data. The system shall provide information on areas including,
but not limited to, utilization, grievances and appeals, and disenrollment for other
than loss of Medicaid eligibility [42 CFR 438.242(a)].

25.1.3. The MCO shall collect data on member and provider characteristics as specified by
DHHS and on services furnished to members through a MCIS system or other
methods as may be specified by DHHS [42 CFR 438.242(b)(2)].

25.1.4. The MCO shall ensure that data received from providers are accurate and complete
by:

25.1.4.1 .Verifying the accuracy and timeliness of reported data;

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

25.1.4.3.Collecting service information in standardized formats to the extent feasible
and appropriate [42 CFR 438.242(b)(3)].

25.2. Encounter Data

25.2.1. The MCO shall submit encounter data in the format and content, timeliness,

completeness, and accuracy as specified by the DHHS and in accordance with
timeliness, completeness, and accuracy standards as established by DHHS.

25.2.2. All encounter data shall remain the property of DHHS and DHHS retains the right to
use it for any purpose it deems necessary.

25.2.2.1 .The MCO shall provide support to DHHS to substantiate the validity,
integrity and reconciliation of DHHS reports that utilize the MCO encounter
data.

25.2.3. Submission of encounter data to DHHS does not eliminate the MCO's responsibility
under state statute to submit member and claims data to the Comprehensive
Healthcare Information System [NH RSA 420-G:l,l II. (a)]

25.2.4. The MCO shall ensure that encounter records are consistent with the DHHS

requirements and all applicable state and federal laws.
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25.2.5. MCO encounters shall include all adjudicated claims, including paid, denied, and
adjusted claims.

25.2.6. The MCO shall use appropriate member identifiers as defined by DHHS.

25.2.7. The MCO shall maintain a record of both servicing and billing information in its
encounter records.

25.2.8. The MCO shall also use appropriate provider identifiers for encounter records as
directed by DHHS.

25.2.9. The MCO shall have a computer and data processing system sufficient to accurately
produce the data, reports, and encounter record set in formats and timelines
prescribed by DHHS as defined in this Agreement.

25.2.10.The system shall be capable of following or tracing an encounter within its system
using a unique encounter record identification number for each encounter.

25.2.11 .The MCO shall collect service information in the federally mandated HIPAA
transaction formats and code sets, and submit these data in a standardized format
approved by DHHS. The MCO shall make all collected data available to DHHS after
it is tested for compliance, accuracy, completeness, logic, and consistency.

25.2.12.The MCO's systems that are required to use or otherwise contain the applicable data
type shall conform with current and future HIPAA-based standard code sets; the
processes through which the data are generated shall conform to the same standards:

25.2.12.1.Health Care Common Procedure Coding System (HCPCS)

25.2.12.2.CPT codes

25.2.12.3.International Classification of Diseases, 9th revision, Clinical Modification

ICD-9-CM Volumes I & 2 (diagnosis codes) is maintained by the National
Center for Health Statistics, Centers for Disease Control (CDC) within the
U.S. Department of Health and Human Services (HHS).

25.2.l2.4.lntemational Classification of Diseases, 9th revision, Clinical Modification
ICD-9-CM Volume 3 (procedures) is maintained by CMS and is used to
report procedures for inpatient hospital services.
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25.2.12.5.International Classification of Diseases, 10th revision, Clinical

Modification ICD-IO-CM is the new diagnosis coding system that was
developed as a replacement for ICD-9-CM, Volume 1 & 2. International
Classification of Diseases, 10th revision, Procedure Coding System ICD-10-
PCS is the new procedure coding system that was developed as a replacement
for ICD-9-CM, volume 3. The compliance date for ICD-IO-CM for diagnoses
and ICD-10-PCS for inpatient hospital procedures is October 1, 2015.

25.2.12.6.National Drug Codes (NDC): The NDC is a code set that identifies the
vendor (manufacturer), product and package size of all drugs and biologies
recognized by the Federal Drug Administration (FDA). It is maintained and
distributed by HHS, in collaboration with drug manufacturers.

25.2.12.7.Code on Dental Procedures and Nomenclature (CDT): The CDT is the code
set for dental services. It is maintained and distributed by the American Dental
Association (ADA).

25.2.12.8.Place of Service Codes are two-digit codes placed on health care
professional claims to indicate the setting in which a service was provided.
CMS maintains point of service (POS) codes used throughout the health care
industry.

25.2.12.9.Claim Adjustment Reason Codes (CARC) explain why a claim payment is
reduced. Each CARC is paired with a dollar amount, to reflect the amount of
the specific reduction, and a Group Code, to specify whether the reduction is
the responsibility of the provider or the patient when other insurance is
involved.

25.2.12.10.Reason and Remark Codes (RARC) are used when other insurance denial
information is submitted to the Medicaid Management Information System
(MMIS) using standard codes defined and maintained by CMS and the
National Council for Prescription Drug Programs (NCPDP).

25.2.13.All MCO encounters shall be submitted electronically to DHHS or the State's fiscal
agent in the standard HIPAA transaction formats, namely the ANSI XI2N 837
transaction formats (P - Professional and I - Institutional) and, for pharmacy services,
in the NCPDP format.

25.2.14.A11 MCO encounters shall be submitted with MCO paid amount, or FFS equivalent,
and as applicable the Medicare paid amount, other insurance paid amount and
expected member co-payment amount.

25.2.15.The MCO shall continually provide up to date documentation of payment methods
used for all types of services by date of use of said methods.
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25.2.16.The MCO shall continually provide up to date documentation of claim adjustment
methods used for all types of claims by date of use of said methods.

25.2.17.The MCO shall collect, and submit to the State's fiscal agent, member service level
encounter data for all covered services. The MCO shall be held responsible for errors
or non-compliance resulting from its own actions or the actions of an agent
authorized to act on its behalf.

25.2.18.The MCO shall conform to all current and future HIPAA-compliant standards for
information exchange. Batch and Online Transaction Types are as follows:

25.2.18.1 .Batch transaction types

25.2.18.1.1.ASC X12N 820 Premium Payment Transaction

25.2.18.1.2.ASC X12N 834 Enrollment and Audit Transaction

25.2.18.1.3.ASC XI2N 835 Claims Payment Remittance Advice Transaction

25.2.18.1.4.ASCXI2N 8371 Institutional Claim/Encounter Transaction

25.2.18.1.5.ASC XI2N 837P Professional Claim/Encounter Transaction

25.2.18.1.6.ASCXI2N 837D Dental Claim/Encounter Transaction

25.2.18.1.7.NCPDP D.O Pharmacy Claim/Encounter Transaction

25.2.18.2.0nline transaction types

25.2.18.2.1.ASC X12N 270/271 Eligibility/Benefit Inquiry/Response

25.2.18.2.2.ASC X12N 276 Claims Status Inquiry

25.2.18.2.3.ASC X12N 277 Claims Status Response

25.2.18.2.4.ASC X12N 278/279 Utilization Review Inquiry/Response

25.2.18.2.5.NCPDP D.O Pharmacy Claim/Encounter Transaction

25.2.l9.Submitted encounter data shall include all elements specified by DHHS including,
but not limited to, those specified in Exhibit N and detailed in the Medicald
Encounter Submission Guidelines.

25.2.20.The MCO shall use the procedure codes, diagnosis codes, and other codes as directed
by DHHS for reporting Encounters and fee- for-service claims. Any exceptions will
be considered on a code-by-code basis after DHHS receives written notice from the
MCO requesting an exception. The MCO shall also use the provider identifiers as
directed by DHHS for both Encounter and fee-for-service claims submissions, as
applicable.
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25.2.21.The MCO shall provide as a supplement to the encounter data submission a member
file, which shall contain appropriate member identification numbers, the primary care
provider assignment of each member, and the group affiliation of the primary care
provider.

25.2.22.The MCO shall submit complete encounter data in the appropriate HIPAA-compliant
formats regardless of the claim submission method (hard copy paper, proprietary
formats, EDI, DDE).

25.2.23.The MCO shall assign staff to participate in encounter technical work group
meetings as directed by DHHS.

25.2.24.The MCO shall provide complete and accurate encounters to DHHS. The MCO shall
implement review procedures to validate encounter data submitted by providers. The
MCO shall meet the following standards:

25.2.24.1.Completeness

25.2.24.1.1.The MCO shall submit encounters that represent at least ninety-nine
percent (99%) of the covered services provided by the MCO's network
and non-network providers. All data submitted by the providers to the
MCO shall be included in the encounter submissions.

25.2.24.2.Accuracy

25.2.24.2.1.Transaction type (X12): Ninety-eight percent (98%) of the records in
an MCO's encounter batch submission shall pass X12 EDI compliance
edits and the MMIS threshold and repairable compliance edits.

25.2.24.2.2.Transaction type (NCPDP): Ninety-eight percent (98%) of the records
in an MCO's encounter batch submission shall pass NCPDP
compliance edits and the pharmacy benefits system threshold and
repairable compliance edits. The NCPDP compliance edits are
described in the NCPDP.

25.2.24.2.3.0ne-hundred percent (100%) of member identification numbers shall
be accurate and valid.

25.2.24.2.4.Ninety-eight percent (98%) of servicing provider information will be
accurate and valid.

25.2.24.2.5.Ninety-eight percent (98%) of member address information shall be
accurate and valid.
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25.2.24.3.Timeliness

25.2.24.3.1.Encounter data shall be submitted weekly, within five (5) business
days of the end of each weekly period and within thirty (30) calendar
days of claim payment. All encounters shall be submitted, both paid
and denied claims. The paid claims shall include the MCO paid
amount.

25.2.24.3.2.The MCO shall be subject to remedies as specified in Section 34 for
failure to timely submit encounter data, in accordance with the
accuracy standards established in this Agreement.

25.2.24.4.Brror Resolution

25.2.24.4.1.For all historical encounters submitted after the submission start date,
if DHHS or its fiscal agent notifies the MCO of encounters failing X12
EDI compliance edits or MMIS threshold and repairable compliance
edits, the MCO shall remediate all related encounters within forty-five
(45) calendar days after such notice. For all ongoing claim encounters
submitted after the submission start date, if DHHS or its fiscal agent
notifies the MCO of encounters failing X12 EDI compliance edits or
MMIS threshold and repairable compliance edits, the MCO shall
remediate all such encounters within fifteen (15) calendar days after
such notice. If the MCO fails to do so, DHHS will require a
Corrective Action Plan and assess liquidated damages as described in
Section 34. MCO shall not be held accountable for issues or delays
directly caused by or as a direct result of the changes to MMIS by
DHHS.

25.2.24.4.2.AII sub-contracts with providers or other vendors of service shall have
provisions requiring that encounter records are reported or submitted
in an accurate and timely fashion.

25.2.24.5.Survival

25.2.24.5.1.All encounter data accumulated as part of this program shall remain
the property of DHHS and upon termination of the Agreement the data
shall be electronically transmitted to DHHS in a format and schedule
prescribed by DHHS.

25.3. Data Certification

25.3.1. All data submitted to DHHS by the MCO shall be certified by one of the following:

25.3.1.1 .The MCO's Chief Executive Officer;

25.3.I.2.The MCO's Chief Financial Officer; or
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25.3.1.3.An individual who has delegated authority to sign for, and who reports
directly to, the MCO's Chief Executive Officer or Chief Financial Officer.

25.3.2. The data that shall be certified include, but are not limited to, all documents specified
by DHHS, enrollment information, encounter data, and other information contained
in contracts, proposals. The certification shall attest to, based on best knowledge,
information, and belief, the accuracy, completeness and truthfulness of the documents
and data. The MCO shall submit the certification concurrently with the certified data
and documents [42 CFR 438.604; 42 CFR 438.606].

25.4. Data System Support for QAPI

25.4.1. The MCO shall have a data collection, processing, and reporting system sufficient to
support the QAPI requirements described in Section 21. The system shall be able to
support QAPI monitoring and evaluation activities, including the monitoring and
evaluation of the quality of clinical care provided, periodic evaluation of MCO
providers, member feedback on QAPI activity, and maintenance and use of medical
records used in QAPI activities.
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26. Fraud Waste and Abuse

26.1. Program Integrity Plan

26.1.1. The MCO shall have a Program Integrity Plan in place that has been approved by
DHHS and that shall include, at a minimum, the establishment and implementation of
internal controls, policies, and procedures to prevent, detect, and deter fraud, waste,
and abuse. The MCO is expected to be familiar with, comply with, and require
compliance with, all state and federal regulations related to Medicaid Program
Integrity, whether or not those regulations are listed herein, and as required in
accordance with 42 CFR 455, 42 CFR 456, 42 CFR 438, 42 CFR 1000 through 1008,
and Section I902(a)(68) of the Social Security Act.

26.1.1.1.The MCO shall retain all data, information, and documentation described in

42 CFR 438.604,438.606, 438.608, and 438.610 for period no less than ten
(10) years.

26.1.1.2.Fraud, waste and abuse investigations are targeted reviews of a provider or
member in which there is a reason to believe that the provider or member are
not properly delivering services or not properly billing for services. Cases
which would be considered investigations are as follows, but not limited to:

26.1.1.2.1. review of instances which may range from outliers identified through
data mining;

26.1.1.2.2. pervasive or persistent findings of routine audits to specific allegations
that involve or appear to involve intentional misrepresentation in an
effort to receive an improper payment;

26.1.1.2.3. notification of potential fraud, waste, and abuse through member
verification of services, or complaint filed; and.

26.1.1.2.4. any reviews as defined by CMS as fraud, waste, and abuse
investigation.

26.1.1.3.Routine claims audits are random reviews conducted for the purpose of
verifying provider compliance with contractual requirements including, but
not limited to, quality standards, reimbursement guidelines, and/or medical
policies.

26.2. Fraud, Waste and Abuse Prevention Procedures

26.2.1. The MCO shall have administrative and management arrangements or procedures,
and a mandatory compliance plan, that are designed to guard against fraud, waste and
abuse. The MCO procedures shall include, at a minimum, the following:
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26.2.1.1. Written policies, procedures, and standards of conduct that articulate the
MCO's commitment to comply with all applicable federal and State standards;

26.2.1.2.The designation of a compliance officer and a compliance committee that are
accountable to senior management;

26.2.1.3.EfFective training and education for the compliance officer and the MCO's
employees;

26.2.1.4.Effective lines of communication between the compliance officer and the
MCO's employees;

26.2.1.5.Enforcement of standards through well-publicized disciplinary guidelines;

26.2.1.6.Provisions for intemal monitoring and auditing;

26.2.1.7.Provisions for the MCO's suspension of payments to a network provider for
which the State determines there is a credible allegation of fraud in
accordance with § 455.23; and

26.2.1 .S.Provisions for prompt response to detected offenses, and for development of
corrective action initiatives relating to the MCO's Agreement [42 CFR
438.608(a) and (b)]

26.2.2. The MCO shall establish a Program Integrity Unit within the MCO comprised of:

26.2.2.1. Experienced Fraud, Waste and Abuse reviewers who have the appropriate
training, education, experience, and job knowledge to perform and carry out
all of the functions, requirements, roles and duties contained herein; and

26.2.2.2.An experienced Fraud, Waste, and Abuse Coordinator who is qualified by
having appropriate background, training, education, and experience in health
care provider fraud, waste and abuse.

26.2.3. .This unit shall have the primary purpose of preventing, detecting, investigating and
reporting suspected Fraud, Waste and Abuse that may be committed by providers that
are paid by the MCO and/or their subcontractors. The MCO Program Integrity Plan
shall also include the prevention, detection, investigation and reporting of suspected
fraud by the MCO, the MCO's employees, subcontractors, subcontractor's
employees, or any other third parties with whom the MCO contracts. The MCO shall
refer all suspected provider fraud to the DHHS Program Integrity Unit upon
discovery. The MCO shall refer all suspected member fraud to DHHS Special
Investigations Unit.

26.3. Reporting
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26.3.1. The MCO shall promptly report provider fraud, waste and abuse information to
DHHS' Program Integrity Unit, which is responsible for such reporting to federal
oversight agencies pursuant to [42 CFR 455.1(a)(1) and 42 CFR438.608].

26.3.1.1.The MCO shall perform a preliminary investigation of all incidents of
suspected fraud, waste and abuse internally. The MCO shall not take any of
the following actions as they specifically relate to claims involved with the
investigation unless prior written approval is obtained from DHHS' Program
Integrity Unit, utilizing the MCO Request to Open Investigation form:

26.3.1.1.1. Contact the subject of the investigation about any matters related to the
investigation, either in person, verbally or in writing, hardcopy, or
electronic;

26.3.1.1.2. Enter into or attempt to negotiate any settlement or agreement
regarding the incident; or

26.3.1.1.3. Accept any monetary or other thing of valuable consideration offered
by the subject of the investigation in connection with the incident.

26.3.2. The MCO shall promptly report to DHHS' Division of Client Services all information
about changes in an enrollee's circumstances that may affect the enrollee's eligibility
including but not limited to:

26.3.2.1. Changes in the enrollee's residence; and

26.3.2.2. Death of an enrollee.

26.3.3. The MCO shall promptly report to DHHS' Office of Medicaid Services and the
Program Integrity Unit all changes in a network provider's circumstances that may
affect the network provider's eligibility to participate in the managed care program,
including the termination of the provider agreement with the MCO.

26.3.4. The MCO shall provide full and complete information on the identity of each person
or corporation with an ownership or controlling interest (five (5) percent or greater) in
the MCO, or any sub-contractor in which the MCO has a five percent (5%) or greater
ownership interest [42 CFR 438.608(c)(2)].

26.3.5. [Intentionally left blank.]

26.3.6. The MCO shall provide written disclosure of any prohibited affiliation under
§438.610 and as described in subparagraph 4.3.2 of this Agreement [42 CFR
438.608(c)(l)].The MCO shall not knowingly be owned by, hire or contract with an
individual who has been debarred, suspended, or otherwise excluded from
participating in federal procurement activities or has an employment, consulting, or
other Agreement with a debarred individual for the provision of items and services
that are related to the entity's contractual obligation with the State.
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Ki.'h.l. As an integral part of the Program Integrity function, and in accordance with 42 CFR
455, 42 CFR 456, and 42 CFR 438, the MCO shall provide DHHS or its designee real
time access to all of the MCO electronic encounter and claims data from the MCO's

current claims reporting system. The MCO shall provide DHHS with the capability to
access accurate, timely, and complete data as specified in section 24.5.16.

26.3.7.1 .MCOs shall provide any additional data access upon written request from
DHHS for any potential fraud, waste, or abuse investigation or for MCO
oversight review. The additional access shall be provider within 3 business
days of the request.

26.3.8. The MCO shall make claims and encounter data available to DHHS (and other State
staff) using a reporting system that is compatible with DHHS' system(s).

26.3.9. The MCO, their subcontractors, their contracted providers, their subcontractor's
providers, and any subcontractor's subcontractor's providers shall cooperate fully
with Federal and State agencies and contractors in any program integrity related
investigations and subsequent legal actions. The MCO, their subcontractors and their
contracted providers, subcontractor's providers, and any subcontractor's
subcontractor's providers shall, upon written request and as required by this
Agreement or state and/or federal law, make available any and all administrative,
financial and medical records relating to the delivery of items or services for which
MCO monies are expended. In addition, and as required by this Agreement or state
and/or federal law, such agencies shall, also be allowed access to the place of
business and to all MCO records of any contractor, their subcontractor or their
contracted provider, subcontractor's providers, and any subcontractor's
subcontractor's providers.

26.3.9.1 .The MCO is responsible for program integrity oversight of its
subcontractors. In accordance with federal regulations, CMS requires MCO
contracts to contain provisions giving states' Program Integrity Units audit
and access authority over MCOs and their subcontractors to include direct on
site access to ordinal policies and procedures, claims processing, and provider
credentialing for validation purposes at the expense of the MCO.

26.3.10.The MCO shall have a written process approved by DHHS for Recipient Explanation
of Medicaid Benefits, which shall include tracking of actions taken on responses, as a
means of determining and verifying that services billed by providers were actually
provided to members. The MCO shall provide DHHS with a quarterly EOB activity
report, including, but not limited to, tracking of all responses received, action taken
by the MCO, and the outcome of the activity. The timing, format, and mode of
transmission will be mutually agreed upon between DHHS and the MCO.

26.3.11. The MCO shall maintain an effective fraud, waste and abuse-related provider
overpayment identification, recovery and tracking process. This process shall include
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a methodology for a means of estimating overpayment, a formal process for
documenting communication with providers, and a system for managing and tracking
of investigation findings, recoveries, and underpayments related to fraud, waste and
abuse investigations. DHHS and the AG Medicaid Fraud Unit shall have unrestricted
access to information and documentation related to the NH Medicaid program for use
during annual MCO Program Integrity audits and on other occasions as needed as a
means of verifying and validating MCO compliance with the established policies,
procedures, methodologies, and investigational activity regarding provider fraud,
waste and abuse.

26.3.12.The MCO shall provide DHHS with a monthly report of all Program Integrity, in
process and completed during the month, including fraud, waste and abuse by the
MCO, the MCO's employees, subcontractors, subcontractor's employees, and
contracted providers. [42 CFR 455.17]. The MCO will supply at a minimum:

26.3.12.1.provider name/ID number,

26.3.12.2.source of complaint,

26.3.12.3.type of provider,

26.3.12.4.nature of complaint,

26.3.12.5.review activity, and

26.3.12.6.approximate dollars involved,

26.3.12.7.Provider Enrollment Safeguards related to Program Integrity;

26.3.12.8.0verpayments, Recoveries, and Claim Adjustments;

26.3.12.9.Audits/Investigations Activity;

26.3.12.10.MFCU Referrals;

26.3.12.11.Involuntary Provider Terminations; and

26.3.12.12.Provider Appeal/Hearings Activity resulting from, or related to. Program
Integrity.

26.3.13.A11 fraud, waste and abuse reports submitted to DHHS shall be mutually developed
and agreed upon between DHHS and the MCO. The reports will be submitted to
DHHS in a format and mode of delivery, mutually agreed upon between DHHS and
the MCO.
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26.3.14.In the event DHHS is unable to produce a desired Ad Hoc report through its access
to the MCO's data as provided herein, DHHS shall request in writing such Ad hoc
report from the MCO and, within three (3) business days of receipt of such request,
the MCO shall notify DHHS of the time required by the MCO to produce and deliver
the Ad hoc report to DHHS, at no additional cost to DHHS.

26.3.15.The MCO shall be responsible for tracking, monitoring, and reporting specific
reasons for claim adjustments and denials, by error type and by provider. As the
MCO discovers wasteful and or abusive incorrect billing trends with a particular
provider/provider type, specific billing issue trends, or quality trends, it is the MCO's
responsibility, as part of the provider audit/investigative process, to recover any
inappropriately paid funds, and as part of the resolution and outcome, for the MCO to
determine the appropriate remediation, such as reaching out to the provider to provide
individualized or group training/education regarding the issues at hand. Within sixty
(60) days of discovery, the MCO shall report overpayments identified during
investigations to DHHS Program Integrity and shall include them on the monthly
investigation activity report. The MCO shall still notify Program Integrity unit to
request approval to proceed with a suspected fraud or abuse investigation.

26.3.16. [Intentionally left blank.]

26.3.17.Annually, the MCO shall submit to DHHS a report of the overpayments it recovered
and certify by its Chief Financial Officer that this information is accurate to the best
of his or her information, knowledge, and belief [42 CFR 438.606].DHHS reserves
the right to conduct peer reviews of final program integrity investigations completed
by the MCO.

26.3.18.DHHS will perform an annual program integrity audit, conducted on-site at the MCO
(at the expense of the MCO) to verify and validate the MCO's compliance. The
review will include, but not limited to, the plan's established policies and
methodologies, credentialing, provider and staff education/training, provider
contracts, and case record reviews to ensure that the MCO is making proper payments
to providers for services under their agreements, and pursuant to 42 CFR 438 6(g).
The review will include direct access to MCO system while on site and hard copy of
documentation while on site as requested. Any documentation request at the end of
the on site shall be delivered to Program Integrity within 3 business days of request.
The MCO shall provide DHHS staff with access to appropriate on-site private work
space to conduct DHHS's program integrity contract management reviews.

26.3.19.The MCO shall meet with DHHS monthly, or as determined by DHHS, to discuss
audit and investigation results and make recommendations for program
improvements. DHHS shall meet with both MCOs together quarterly, or as
determined by DHHS, to discuss areas of interest for past, current and future
investigations and to improve the effectiveness of fraud, waste, and abuse oversight
activities, and to discuss and share provider audit information and results.
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26.3.20.The MCO shall provide DHHS with an annual report of all investigations in process
and completed during the Agreement year within thirty (30) calendar days of the end
of the Agreement year. The report shall consist of, at a minimum, an aggregate of the
monthly reports, as well as any recommendations by the MCO for future reviews,
changes in the review process and reporting process, and any other findings related to
the review of claims for fraud, waste and abuse.

26.3.21.The MCO shall provide DHHS with a final report within thirty (30) calendar days
following the termination of this Agreement. The final report format shall be
developed jointly by DHHS and the MCO, and shall consist of an aggregate
compilation of the data received in the monthly reports.

26.3.22.The MCO shall refer all suspected provider Medicaid fraud cases to DHHS upon
discovery, for referral to the Attorney General's Office, Medicaid Fraud Control Unit.

26.3.23.The MCO shall institute a Pharmacy Lock-In Program for members which has been
reviewed and approved by DHHS.

26.3.23.1 .If the MCO determines that a member meets the Pharmacy Lock-In criteria,
the MCO shall be responsible for all communications to members regarding
the Pharmacy Lock-In determination.

26.3.24.MCOs may, with prior approval from DHHS, implement Lock-In Programs for other
medical services.

26.3.25.The MCO shall provide DHHS with a monthly report regarding the Pharmacy Lock-
In Program. Report format, content, design, and mode of transmission shall be
mutually agreed upon between DHHS and the MCO.

26.3.26.DHHS retains the right to determine disposition and retain settlements on cases
investigated by the Medicaid Fraud Control Unit or DHHS Special Investigations
Unit.

26.3.27.Subject to applicable state and federal confidentiality/privacy laws, upon written
request, the MCO will allow access to all NH Medicaid medical records and claims
information to State and Federal agencies or contractors such as, but not limited to
Medicaid Fraud Control Unit, Recovery Audit Contractors (RAC) the Medicaid
Integrity Contractors (MIC), or DHHS Special Investigations Unit.

26.3.27.1 .The MCO shall cooperate fully in any further investigation or prosecution
by any duly authorized government agency (State and Federal) or their
contractors, whether administrative, civil, or criminal. Such cooperation shall
include providing, upon written request, information, access to records, and
access to interview MCO employees and consultants, including but not
limited to those with expertise in the administration of the program and/or in
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medical or pharmaceutical questions or in any matter related to an
investigation.

26.3.28.The MCO's MCIS system shall have specific processes and internal controls relating
to fraud, waste and abuse in place, including, but not limited to the following areas:

26.3.28.1.Prospective claims editing;

26.3.28.2.NCCI edits;

26.3.28.3.Post-processing review of claims; and

26.3.28.4.Ability to pend any provider's claims for pre-payment review if the
provider has shown evidence of credible fraud [42 CFR 455.21] in the
Medicaid Program.

26.3.29.The MCO and their subcontractors shall post and maintain DHHS approved
information related to Fraud, Waste and Abuse on its website, including but not
limited to provider notices, updates, policies, provider resources, contact information
and upcoming educational sessions/webinars.

26.3.30.The MCO and their subcontractors shall be subject to on-site reviews by DHHS, and
shall comply within fifteen (15) business days with any and all DFfHS documentation
and records requests as a result of an annual or targeted on-site review (at the expense
of the MCO).

26.3.31.DHHS shall conduct investigations related to suspected provider fraud, waste, and
abuse cases, and reserves the right to pursue and retain recoveries for any and all
types of claims older than six months for which the MCO does not have an active
investigation.

26.3.32.DHHS shall validate the MCO and their subcontractors' performance on the program
integrity scope of services to ensure the MCO and their subcontractors are taking
appropriate actions to identify, prevent, and discourage improper payments made to
providers, as set forth in 42 CFR 455 - Program Integrity.

26.3.33.DHHS shall establish performance measures to monitor the MCO compliance with
the Program Integrity requirements set forth in this Agreement.

26.3.34.DHHS shall notify the MCO of any policy changes that impact the function and
responsibilities required under this section of the Agreement.

26.3.35.DHHS shall notify the MCO of any changes within its agreement with its fiscal agent
that may impact this section of this Agreement as soon as reasonably possible.
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26.3.36.The MCO(s) shall report to DHHS all identified providers prior to being
investigated, to avoid duplication of on-going reviews with the RAC, MIC, MFCU
and, using the MCO Request to Open Investigation Form. DHHS will either approve
the MCO to proceed with the investigation, or deny the request due to potential
interference with an existing investigation.

26.3.37.The MCO(s) shall maintain appropriate record systems for services to members
pursuant to 42 CFR 434.6(a)(7) and shall provide such information either through
electronic data transfers or access rights by DHHS staff, or its designee, to MCO(s)
NH Medicaid related data files. Such information shall include, but not be limited to:

26.3.37.1 .Recipient - First Name, Last Name, DOB, gender, and identifying number;

26.3.37.2.Provider Name and number (rendering, billing and Referring);

26.3.37.3.Date of Service(s) Begin/End;

26.3.37.4.Place Of Service;

26.3.37.5.Billed amount/Paid amount;

26.3.37.6.Paid date;

26.3.37.7.Standard diagnosis codes (ICD-9-CM and ICD-IO-CM), procedure codes
(CPT/HCPCS), revenue codes and DRG codes, billing modifiers (include
ALL that are listed on the claim);

26.3.37.8.Paid, denied, and adjusted claims;

26.3.37.9.Recouped claims and reason for recoupment;

26.3.37.10.Discharge status;

26.3.37.11 .Present on Admission (POA);

26.3.37.12.Length of Stay;

26.3.37.13.Claim Type;

26.3.37.14.Prior Authorization Information;

26.3.37.15.Detail claim information;

26.3.37.16.Provider type;

26.3.37.17.Category of Service;
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26.3.37.1 S.Admit time and discharge date;

26.3.37.19.Admit code;

26.3.37.20.Admit source;

26.3.37.21 .Covered days;

26.3.37.22.TPL information;

26.3.37.23.Units of service;

26.3.37.24.EOB;

26.3.37.25.MCO ID#;

26^3.37.26.Member MCO enrollment date;

26.3.37.27.If available, provider time in and time out for the specific service(s)
provided;

26.3.37.28.Data shall be clean, not scrubbed; and

26.3.37.29.And any other data deemed necessary by DHHS

26.3.38.The MCO shall provide DHHS with the following monthly reports as required by
CMS:

26.3.38.1.Date of Death.

26.3.39.The MCO shall provide DHHS with any new reports as identified and required by
state and federal regulation. The timing, format, content and mode of transmission
will be mutually agreed upon between DHHS and the MCO.
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27. Third Party Liability
DHHS and the MCO will cooperate in implementing cost avoidance and cost recovery activities.
The rights and responsibilities of the parties relating to members and Third Party Payors are as
follows:

27.1. MCO Cost Avoidance Activities

27.1.1. The MCO shall have primary responsibility for cost avoidance through the
Coordination of Benefits (COB) relating to federal and private health insurance
resources including, but not limited to, Medicare, private health insurance. Employees
Retirement Income Security Act of 1974 (ERISA), 29 U.S.C. 1396a(a)(25) plans, and
workers compensation. The MCO must attempt to avoid initial payment of claims,
whenever possible, when federal or private health insurance resources are available.
To support that responsibility, the MCO must implement a file transfer protocol
between the DHHS MMIS and the MCO's MCIS to receive Medicare and private
insurance information and other information as required pursuant to 42 CFR 433.138.
MCO shall require its subcontractors to promptly and consistently report COB daily
information to the MCO.

27.1.2. The MCO shall enter into a Coordination of Benefits Agreement with Medicare and
participate in the automated claims crossover process.

27.1.3. The number of claims cost avoided by the MCO's claims system, including the
amount of funds, the amounts billed, the amounts not collected, and the amounts
denied, must be reported weekly to DHHS in delimited text format.

27.1.4. The MCO shall maintain records of all COB collection efforts and results and report
such information either through monthly electronic data transfers or access rights for
DHHS to the MCO's data files. The data extract shall be in the delimited text format.

Data elements may be subject to change during the course of the Agreement. The
MCO shall accommodate changes required by DHHS and DHHS shall have access to
all billing histories and other COB related data.

27.1.5. The MCO shall provide DHHS with a detailed claim history of all claims for a
member, including adjusted claims, on a monthly basis based on a specific service
date parameter requested for accident and trauma cases. This shall be a full
replacement file each month for those members requested. These data shall be in the
delimited text format. The claim history shall have, at a minimum, the following data
elements:

27.1.5.1 .Member name;

27.1.5.2.MemberlD;
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27.1.5.3.Dates of service;

27.1.5.4.Claim unique identifier (transaction code number);

27.1.5.5.Claim line number;

27.1.5.6.National Diagnosis Code;

27.1.5.7.Diagnosis code description;

27.1.5.8.National Drug Code;

27.1.5.9.Drug code description;

27.1.5.10.Amount billed by the provider;

27.1.5.11 .Amount paid by the MCO;

27.1.5.12.Amount of other insurance recovery, name or Carrier ID;

27.1.5.13.Date claim paid;

27.1.5.14.Billing provider name; and

27.1.5.15.Billing provider NPI.

27.1.6. The MCO shall provide DHHS with a monthly file of COB collection effort and
results. These data shall be in a delimited text format. The file should contain the

following data elements:

27.1.6.1 .Medicaid member name;

27.1.6.2.Medicaid member ID;

27.1.6.3.Insurance Carrier, other public payer, PBM, or benefit administrator ID;

27.1.6.4.Insurance Carrier, other public payer, PBM, or benefit administrator name;

27.1.6.5.Date of Service;

27.1.6.6.Claim unique identifier (transaction code number);

27.1.6.7.Date billed to the insurance carrier, other public payer, PBM, or benefit
administrator;

27.1.6.8.Amount billed;
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27.1.6.9.Amount recovered;

27.1.6.10.Denial reason code;

27.1.6.11.Denial reason description; and

27.1.6.12.Perfonning provider.

27.1.7. The MCO and its subcontractors shall not deny or delay approval of otherwise
covered treatment or services based upon Third Party Liability considerations nor bill
or pursue collection from a member for services. The MCO may neither unreasonably
delay payment nor deny payment of claims unless the probable existence of Third
Party Liability is established at the time the claim is adjudicated.

27.2. DHHS Cost Avoidance and Recovery Activities

27.2.1. DHHS shall be responsible for:

27.2.1.1 .Medicare and newly eligible members' initial insurance verification and
submitting this information to the MCO;

27.2.1.2.Cost avoidance and pay and chase of those services that are excluded from
the MCO;

27.2.1.3.Accident and trauma recoveries;

27.2.1.4.Lien, Adjustments and Recoveries and Transfer of Assets pursuant to § 1917
of the SSA;

27.2.1 .S.Mail order co-pay deductible pharmacy program for Fee for Service and
HIPP (Health Insurance Premium Payment) program;

27.2.1.6.Veterans Administration benefit determination;

27.2.1.7.Health Insurance Premium Payment Program; and

27.2.1.8.Audits of MCO collection efforts and recovery.

27.3. Post-Payment Recovery Activities

27.3.1. Post-payment recoveries are categorized by (a) health-related insurance resources and
(b) Other Resources.

27.3.2. Health-related insurance resources are ERISA health benefit plans, Blue Cross/Blue
Shield subscriber contracts, Medicare, private health insurance, workers
compensation, and health insurance contracts.
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27.3.3. Other resources with regard to Third Party Liability include but are not limited to:
recoveries from personal injury claims, liability insurance, first party automobile
medical insurance, and accident indemnity insurance.

27.4. MCO Post Payment Activities

27.4.1. The MCO is responsible for pursuing, collecting, and retaining recoveries of health-
related insurance resources, including a claim involving Workers' Compensation or
where the liable party has improperly denied payment based upon either lack of a
medically necessary determination or lack of coverage. The MCO is encouraged to
develop and implement cost-effective procedures to identify and pursue cases that are
susceptible or collection through either legal action or traditional subrogation and
collection procedures.

27.4.2. The MCO shall be responsible for Reviewing claims for accident and trauma codes as
required under 42 C.F.R. §433.138 (e). The MCO shall specify the guideline used in
determining accident and trauma claims and establish a procedure to send the DHHS
Accident Questionnaire to Medicaid members, postage pre-paid, when such potential
claim is identified. The MCO shall instruct members to return the Accident

Questionnaire to DHHS. The MCO shall provide the guidelines and procedures to
DHHS for review and approval. Any changes to procedures must be submitted to
DHHS at least thirty days for approval prior to implementation.

27.4.3. Due to potential time constraints involving accident and trauma cases and due to the
large dollar value of many claims which are potentially recoverable by DHHS, the
MCO must identify these cases before a settlement has been negotiated. Should
DHHS fail to identify and establish a claim prior to settlement due to the MCO's
untimely submission of notice of legal involvement where the MCO has received
such notice, the amount of the actual loss of recovery shall be assessed against the
MCO. The actual loss of recovery shall not include the attorney's fees or other costs,
which would not have been retained by DHHS.

27.4.4. The MCO has the latter of eighteen (18) months from the date of service or twelve
(12) months from the date of payment of health-related insurance resources to initiate
recovery and may keep any funds that it collects. The MCO must indicate its intent to
recover on health-related insurance by providing to DHHS an electronic file of those
cases that will be pursued. The cases must be identified and a file provided to DHHS
by the MCO within thirty (30) days of the date of discovery of the resource.

27.4.5. The MCO is responsible for pursuing, collecting, and retaining recoveries of health-
related insurance resources where the liable party has improperly denied payment
based upon either lack of a Medically Necessary determination or lack of coverage.
The MCO is encouraged to develop and implement cost-effective procedures to
identify and pursue cases which are susceptible to collection through either legal
action or traditional subrogation and collection procedures.
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27.5. DHHS Post Payment Recovery Activity

27.5.1. DHHS retains the sole and exclusive right to investigate, pursue, collect and retain all
Other Resources, including accident and trauma. DHHS is assigned the MCO's
subrogation rights to collect the "Other Resources" covered by this provision. Any
correspondence or Inquiry forwarded to the MCO (by an attorney, provider of
service, insurance carrier, etc.) relating to a personal injury accident or trauma-related
medical service, or which in any way indicates that there is, or may be, legal
involvement regarding the Recipient and the services which were provided, must be
immediately forward to DHHS.

27.5.2. The MCO may neither unreasonably delay payment nor deny payment of Claims
because they involved an injury stemming from an accident such as a motor vehicle
accident, where the services are otherwise covered. Those funds recovered by DHHS
under the scope of these "Other Resources" shall be retained by DHHS.

27.5.3. DHHS may pursue, collect and retain recoveries of all health-related insurance cases;
provided, however, that if the MCO has not notified DHHS of its intent to pursue a
case identified for recovery before the latter of eighteen (18) months after the date of
service or twelve (12) months after the date of payment, such cases not identified for
recovery by the MCO will become the sole and exclusive right of DHHS to pursue,
collect and retain. The MCO must notify DHHS through the prescribed electronic file
process of all outcomes for those cases identified for pursuit by the MCO.

27.5.4. Should DHHS lose recovery rights to any Claim due to late or untimely filing of a
Claim with the liable third party, and the untimeliness in billing that specific Claim is
directly related to untimely submission of Encounter Data or additional records under
special request, or inappropriate denial of Claims for accidents or emergency care in
casualty related situations, the amount of the unrecoverable Claim shall be assessed
against the MCO.
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28. Compliance with State and Federal Laws
28.1. General

28.1.1. The MCO, its subcontractors, and the providers with which they have Agreements
with, shall adhere to all applicable federal and State laws, including subsequent
revisions, whether or not included in this subsection [42 CFR 438.6; 42 CFR
438.100(a)(2); 42 CFR 438.100(d)].

28.1.2. The MCO shall ensure that safeguards at a minimum equal to federal safeguards (41
use 423, section 27) are in place, providing safeguards against conflict of interest
[§1923(d)(3) of the SSA; SMD letter 12/30/97].

28.1.3. The MCO shall comply with the following Federal and State Medicaid Statutes,
Regulations, and Policies:

28.1.3.1.Medicare: Title XVIll of the Social Security Act, as amended; 42 U.S.C.A.
§1395 et seq.;

28.1.3.2.Related rules: Title 42 Chapter IV;

28.1.3.3.Medicaid: Title XIX of the Social Security Act, as amended; 42 U.S.C.A.
§1396 et seq. (specific to managed care: §§ 1902(a)(4), I903(m), 1905(t), and
1932 of the SSA);

28.1.3.4.Related rules: Title 42 Chapter IV (specific to managed care: 42 CFR § 438;
see also 431 and 435);

28.1.3.5.Children's Health Insurance Program (CHIP): Title XXI of the Social
Security Act, as amended; 42 U.S.C. 1397;

28.1.3.6.Regulations promulgated thereunder: 42 CFR 457;

28.1.3.7.Regulations related to the operation of a waiver program under 1915c of the
Social Security Act, including; 42 CFR 430.25, 431.10, 431.200, 435.217,
435.726, 435.735, 440.180, 441.300-310, and 447.50-57;

28.1.3.8.Patient Protection and Affordable Care Act of 2010;

28.1.3.9.Health Care and Education Reconciliation Act of 2010, amending the Patient
Protection and Affordable Care;

28.1.3.10.State administrative rules and laws pertaining to transfers and discharges,
such as RSA 151:26;

28.1.3.1 I.American Recovery and Reinvestment Act; and
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28.1.3.12. Any waivers approved by the Centers for Medicare & Medicaid Services.

28.1.4. The MOO will not release and make public statements or press releases concerning
the program without the prior consent of DHHS.

28.1.5. The MCO shall comply with the Health Insurance Portability & Accountability Act of
1996 (between the State and the MCO, as governed by 45 C.F.R. Section 164.504(e)).
Terms of the Agreement shall be considered binding upon execution of this
Agreement, shall remain in effect during the term of the Agreement including any
extensions, and its obligations shall survive the Agreement.

28.2. Non-Discnmination

28.2.1. The MCO shall require its providers and subcontractors to comply with the Civil
Rights Act of 1964 (42 U.S.C. § 2000d), Title IX of the Education Amendments of
1972 (regarding education programs and activities), the Age Discrimination Act of
1975, the Rehabilitation Act of 1973, the regulations (45 C.F.R. Parts 80 & 84)
pursuant to that Act, and the provisions of Executive Order 11246, Equal
Opportunity, dated September 24, 1965, and all rules and regulations issued
thereunder, and any other laws, regulations, or orders which prohibit discrimination
on grounds of age, race, ethnicity, mental or physical disability, sexual or affection
orientation or preference, marital status, genetic information, source of payment, sex,
color, creed, religion, or national origin or ancestry.

28.2.2. ADA Compliance

28.2.2.1 .The MCO shall require its providers or subcontractors to comply with the
requirements of the Americans with Disabilities Act (ADA). In providing
health care benefits, the MCO shall not directly or indirectly, through
contractual, licensing, or other arrangements, discriminate against Medicaid
beneficiaries who are qualified disabled individuals covered by the provisions
of the ADA.

28.2.2.1.1. A "qualified individual with a disability" defined pursuant to 42 U.S.C.
§ 12131 is an individual with a disability who, with or without
reasonable modifications to rules, policies, or practices, the removal of
architectural, communication, or transportation barriers, or the
provision of auxiliary aids and services, meets the essential eligibility
requirements for the receipt of services or the participation in
programs or activities provided by a public entity (42 U.S.C. § 12131).
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28.2.2.2.The MCO shall submit to DHHS a written certification that it is conversant

with the requirements of the ADA, that it is in compliance with the law, and
that it has assessed its provider network and certifies that the providers meet
ADA requirements to the best of the MCO's knowledge. The MCO shall
survey its providers of their compliance with the ADA using a standard survey
document that will be developed by the State. Survey attestation shall be kept
on file by the MCO and shall be available for inspection by the DHHS. The
MCO warrants that it will hold the State harmless and indemnify the State
from any liability which may be imposed upon the State as a result of any
failure of the MCO to be in compliance with the ADA. Where applicable, the

MCO shall abide by the provisions of Section 504 of the federal
Rehabilitation Act of 1973, as amended, 29 U.S.C. § 794, regarding access to
programs and facilities by people with disabilities.

28.2.2.3.The MCO shall have written policies and procedures that ensure compliance
with requirements of the Americans with Disabilities Act of 1990, and a
written plan to monitor compliance to determine the ADA requirements are
being met. The compliance plan shall be sufficient to determine the specific
actions that will be taken to remove existing barriers and/or to accommodate
the needs of members who are qualified individuals with a disability. The
compliance plan shall include the assurance of appropriate physical access to
obtain included benefits for all members who are qualified individuals with a
disability including, but not limited to, street level access or accessible ramp
into facilities; access to lavatory; and access to examination rooms.

28.2.2.4.The MCO shall forward to DHHS copies of all grievances alleging
discrimination against members because of race, color, creed, sex, religion,
age, national origin, ancestry, marital status, sexual or affectional orientation,
physical or mental disability for review and appropriate action within three (3)
business days of receipt by the MCO.

28.2.3. Non-Discrimination in employment:

28.2.3.1.The MCO shall not discriminate against any employee or applicant for
employment because of race, color, religion, sex, or national origin. The MCO
will take affirmative action to ensure that applicants are employed, and that
employees are treated during employment, without regard to their race, color,
religion, sex or national origin. 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 MCO
agrees to post in conspicuous places, available to employees and applicants

Page 194



New Hampshire Medlcaid Care Management Contract — SP^2019

Exhibit A - Amendment #15

for employment, notices to be provided by the contracting officer setting forth
the provisions of this nondiscrimination clause.

28.2.3.2.The MCO will, in all solicitations or advertisements for employees placed by
or on behalf of the MCO, state that all qualified applicants will receive
consideration for employment without regard to race, color, religion, sex or
national origin.

28.2.3.3.The MCO will send to each labor union or representative of workers with
which he has a collective bargaining Agreement or other Agreement or
understanding, a notice, to be provided by the agency contracting officer,
advising the labor union or workers' representative of the MCO's
commitments under Section 202 of Executive Order No. 11246 of September
24, 1965, and shall post copies of the notice in conspicuous places available to
employees and applicants for employment.

28.2.3.4.The MCO will comply with all provisions of Executive Order No. 11246 of
Sept. 24, 1965, and of the rules, regulations, and relevant orders of the
Secretary of Labor.

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

28.2.3.6.1n the event of the MCO's noncompliance with the nondiscrimination clauses
of this Agreement or with any of such rules, regulations, or orders, this
Agreement may be cancelled, terminated or suspended in whole or in part and
the MCO may be declared ineligible for further Government contracts in
accordance with procedures authorized in Executive Order No. 11246 of Sept.
24, 1965, and such other sanctions may be imposed and remedies invoked as
provided in Executive Order No. 11246 of September 24, 1965, or by rule,
regulation, or order of the Secretary of Labor, or as otherwise provided by
law.

28.2.3.7.The MCO will include the provisions of paragraphs (1) through (7) 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, so that such provisions will be binding
upon each subcontractor or vendor. The MCO will take such action with
respect to any subcontract or purchase order as may be directed by the
Secretary of Labor as a means of enforcing such provisions including
sanctions for noncompliance: Provided, however, that in the event the MCO
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becomes involved in, or is threatened with, litigation with a subcontractor or
vendor as a result of such direction, the MCO may request the United States to
enter into such litigation to protect the interests of the United States.

28.2.4. Non-Discrimination in Enrollment

28.2.4.1 .The MCO shall and shall require its providers and subcontractors to accept
assignment of an member and not discriminate against eligible members
because of race, color, creed, religion, ancestry, marital status, sexual
orientation, national origin, age, sex, physical or mental handicap in
accordance with Title VI of the Civil Rights Act of 1964, 42 U.S.C. § 2000d,
Section 504 of the Rehabilitation Act of 1973, 29 U.S.C. § 794, the Americans
with Disabilities Act of 1990 (ADA), 42 U.S.C. § 12131 and rules and
regulations promulgated pursuant thereto, or as otherwise provided by law or
regulation.

28.2.4.2.The MCO shall and shall require its providers and subcontractors to not
discriminate against eligible persons or members on the basis of their health or
mental health history, health or mental health status, their need for health care
services, amount payable to the MCO on the basis of the eligible person's
actuarial class, or pre-existing medical/health conditions.

28.2.5. Non-Discrimination with Respect to Providers

28.2.5.1.The MCO shall not discriminate with respect to participation,
reimbursement, or indemnification as to any provider who is acting within the
scope of the provider's license or certification under applicable State law,
solely on the basis of such license or certification or against any provider that
serves high-risk populations or specializes in conditions that require costly
treatment. This paragraph shall not be construed to prohibit an organization
from including providers only to the extent necessary to meet the needs of the
organization's members, from establishing any measure designed to maintain
quality and control costs consistent with the responsibilities of the
organization, or use different reimbursement amounts for different specialties
or for different practitioners in the same specialty. If the MCO declines to
include individual or groups of providers in its network, it shall give the
affected providers written notice of the reason for the decision.

28.3. Changes in Law

28.3.1. The MCO shall implement appropriate system changes, as required by changes to
federal and state laws or regulations.
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29. Administrative Quality Assurance Standards
29.1. Claims Payment Standards

29.1.1. The MCO shall pay or deny ninety-five percent (95%) of clean claims within thirty
(30) days of receipt, or receipt of additional information [42 CFR 447.46; 42 CFR
447.45(d)(2), (d)(3), (d)(5), and (d)(6)].

29.1.2. The MCO shall pay interest on any clean claims that are not paid within thirty (30)
calendar days at the interest rate published in the Federal Register in January of each
year for the Medicare program.

29.1.3. The MCO shall pay or deny all claims within sixty (60) calendar days of receipt.

29.1.4. Additional information necessary to process incomplete claims shall be requested
from the provider within thirty (30) days from the date of original claim receipt.

29.1.5. For purposes of this requirement. New Hampshire DHHS has adopted the claims
definitions established by CMS under the Medicare program, which are as follows:

29.1.5.1."clean" claim: a claim that does not have any defect, impropriety, lack of any
required substantiating documentation, or particular circumstance requiring
special treatment that prevents timely payment; and

29.1.5.2."incomplete" claim: a claim that is denied for the purpose of obtaining
additional information from the provider.

29.1.6. Claims payment timeliness shall be measured from the received date, which is the
date a paper claim is received in the MCO's mailroom or an electronic claim is
submitted. The paid date is the date a payment check or electronic funds transfer is
issued to the service provider. The denied date is the date at which the MCO
determines that the submitted claim is not eligible for payment.

29.2. Quality Assurance Program

29.2.1. The MCO shall maintain an internal program to routinely measure the accuracy of
claims processing for MCIS and report results to DHHS on a monthly basis.

29.2.2. Monthly reporting shall be based on a review of a statistically valid sample of paid
and denied claims determined with a ninety-five percent (95%) confidence level, +/-
three percent (3%), assuming an error rate of three percent (3%) in the population of
managed care claims.

29.2.3. The MCO shall implement Corrective Action Plans to identify any issues and/or
errors identified during claim reviews and report resolution to DHHS.
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29.3. Claims Financial Accuracy

29.3.1. Claims financial accuracy measures the accuracy of dollars paid to providers. It is
measured by evaluating dollars overpaid and underpaid in relation to total paid
amounts taking into account the dollar stratification of claims. The MCO shall pay
ninety-nine percent (99%) of dollars accurately.

29.4. Claims Payment Accuracy

29.4.1. Claims payment accuracy measures the percentage of claims paid or denied correctly.
It is measured by dividing the number of claims paid/denied correctly by the total
claims reviewed. The MCO shall pay ninety-seven percent (97%) of claims
accurately.

29.5. Claims Processing Accuracy

29.5.1. Claims processing accuracy measures the percentage of claims that are accurately
processed in their entirety from both a financial and non-financial perspective; i.e.,
claim was paid/denied correctly and all coding was correct, business procedures were
followed, etc. It is measured by dividing the total number of claims processed
correctly by the total number of claims reviewed. The MCO shall process ninety-five
percent (95%) of all claims correctly.
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30. Privacy and Security of Members
30.1. General Provisions

30.1.1. The MCO shall be in compliance with privacy policies established by governmental
agencies or by State or federal law.

30.1.2. The MCO shall provide sufficient security to protect the State and DHHS data in
network, transit, storage, and cache.

30.1.3. In addition to adhering to privacy and security requirements contained in other
applicable laws and statutes, the MCO shall execute as part of this Agreement a
Business Associates Agreement governing the permitted uses and disclosure and
security of Protected Health Information.

30.1.4. The MCO shall ensure that it uses and discloses individually identifiable health
information in accordance with HIPAA privacy requirements in 45 CFR parts 160
and 164, subparts A and E, to the extent that these requirements are applicable [42
CFR 438.224]; complies with federal statutes and regulations governing the privacy
of drug and alcohol abuse patient records (42 CFR, Part 2.33), and all applicable state
statutes and regulations, including but not limited to: R.S.A. 167:30: protects the
confidentiality of all DHHS records with identifying medical information in them.

30.1.5. With the exception of submission to the Comprehensive Healthcare Information
System or other requirements of State or federal law, claims and member data on
New Hampshire Medicaid members may not be released to any party without the
express written consent of DHHS.

30.1.6. The MCO shall ensure that in the process of coordinating care, each member's
privacy is protected consistent with the confidentiality requirements in 45 CFR parts
160 and 164. 45 CFR Part 164 specifically describes the requirements regarding the
privacy of individually identifiable health information [42 CFR 438.208(b)].
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31. Finance

31.1. FinaDcial Standards

31.1.1. In compliance with 42 CFR 438.116, the MCO shall maintain a minimum level of
capital as determined in accordance with New Hampshire Insurance Department
regulations, and any other relevant laws and regulations.

31.1.2. The MCO shall maintain a risk-based capital (RBC) ratio to meet or exceed the
NHID regulations, and any other relevant laws and regulations.

31.1.3. With the exception of payment of a claim for a medical product or service that was
provided to a member, and that is in accordance with a written Agreement with the
provider, the MCO may not pay money or transfer any assets for any reason to an
affiliate without prior approval from DHHS, if any of the following criteria apply:

31.1.3.1. RBC ratio was less than 2.0 for the most recent year filing, per R.S.A. 404-
F: 14 (III); and

31.1.3.2. MCO was not in compliance with the NHID solvency requirement.

31.1.4. The MCO shall notify DHHS within ten (10) calendar days when its Agreement with
an independent auditor or actuary has ended and seek approval of, and the name of
the replacement auditor or actuary, if any from DHHS.

31.1.5. The MCO shall maintain current assets, plus long-term investments that can be
converted to cash within seven (7) calendar days without incurring a penalty of more
than twenty percent (20%) that equal or exceed current liabilities.

31.1.6. The MCO shall not be responsible for DSH/GME (IME/DME) payments to hospitals.
DSH and GME amounts are not included in capitation payments.

31.1.7. The MCO shall submit data on the basis of which DHHS determines that the MCO

has made adequate provision against the risk of insolvency.

31.2. Capitation Payments

31.2.1. Preliminary capitation rates for non NHHPP members for the agreement period
through June 30, 2019 are shown in Exhibit B. For each of the subsequent years of
the Agreement actuarially sound per member, per month capitated rates will be
calculated and certified by the DHHS's actuary.
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31.2.2. Capitation rates for NHHPP members are shown in Exhibit B and were determined as
part of Agreement negotiations, any best and final offer process, and the DHHS
actuary's soundness certification.

31.2.3. Capitation rate cell is determined as of the first day of the capitation month and does
not change during the entire month regardless of member changes (e.g., age).

31.2.4. DHHS will make a monthly payment to the MCO for each member enrolled in the
MCO's plan. Capitation payments shall only be made for Medicaid-eligible enrollees
and be retained by the MCOs for those enrollees. The capitation rates, as set forth in
Exhibit B, will be risk adjusted for purposes of this Agreement in an actuarially sound
manner on a quarterly basis as follows:

31.2.4.1 .The Chronic Illness and Disability Payment System and/or Medicaid Rx risk
adjuster (CDPS + Rx, Medicaid Rx) will be used to risk adjust MCO
capitation payments;

31.2.4.2. A risk score will be developed for members with six (6) months or more
months of Medicaid eligibility (either FFS or managed care) inclusive of
three (3) months of claims run out in the base experience period. For
members with less than six (6) months of eligibility, a score equal to the
average of those scored beneficiaries in each cohort will be used; and

31.2.4.3.The MCO risk score for a particular rate cell will equal the average risk
factor across all beneficiaries that the MCO enrolls divided by the average
risk factor for the entire population enrolled in the Care Management
program. For rate cells with an opt-out provision, the MCO risk score will
equal the average risk factor across all beneficiaries that the MCO enrolls
divided by the average risk factor for the entire population that is eligible to
enroll in the Care Management program (FFS eligibles + MCO members).

31.2.4.4.[Intentionally left blank.]

31.2.5. DHHS reserves the right to terminate or implement the use of a risk adjustment
process for specific eligibility categories or services if it is determined to be necessary
to do so to maintain actuarially sound rates.

31.2.6. The capitation payment for Medicaid Managed Care members will be made
retrospectively with a two (2) month delay. For example, a payment will be made
within five (5) business days of the first day in October 2012 for services provided in
July 2012.

31.2.7. Section 31.2.6 notwithstanding, capitation payments for NHHPP members will be
paid in the month of service.
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31.2.8. Capitation payment settlements will be made at three (3) month intervals. DHHS will
recover capitation payments made for deceased members, or members who were later
determined to be ineligible for Medicaid and/or for Medicaid managed care or need
rate cell or kick payment corrections. DHHS will pay MCO for retroactive member
assignments, corrections to kick payments, behavioral health certification level
correction or other rate assignment corrections.

31.2.9. Capitation payments for members who became ineligible for services in the middle of
the month will be prorated based on the number of days eligible in the month.

31.2.10. The MCO shall report to DHHS within sixty (60) calendar days upon identifying
any capitation or other payments in excess of amounts provided in this Agreement
[42 CFR 438.608(c)(3)].

31.2.11. For each live birth, DHHS will make a one-time maternity kick payment to the
MCO with whom the mother is enrolled on the date of birth. This payment is a global
fee to cover all maternity expenses, including all delivery and postpartum care. In the
event of a multiple birth DHHS will only make only one maternity kick payment. A
live birth is defined in accordance with NH Vital Records reporting requirements for
live births as specified in RSA 5-C.

31.2.12.For each live birth, DHHS will make a one-time newborn kick payment to the MCO
with whom the mother is enrolled on the date of birth. This payment is a global fee to
cover all newborn expenses incurred in the first two (2) full or partial calendar
months of life, including all hospital, professional, pharmacy, and other services. For
example, the newborn kick payment will cover all services provided in July 2012 and
August 2012 for a baby bom any time in July 2012. Enrolled babies will be covered
under the MCO capitated rates thereafter. For each live birth, for Fiscal Year 2019,
the newbom kick payment will be made for both newboms with and without
Neonatal Abstinence Syndrome. Each type of payment is distinct and only one
payment is made per newbom.

31.2.13.The MCO shall submit information on matemity and newbom events to DHHS. The
MCO shall follow written policies and procedures, as developed by DHHS, for
receiving, processing and reconciling matemity and newbom payments.

31.2.14.

31.2.15.DHHS will inform the MCO of any required program revisions or additions in a
timely manner. DHHS may adjust the rates to reflect these changes as necessary to
maintain actuarial soundness.

31.2.16. When requested by DHHS, the MCO shall submit base data to DHHS to ensure
actuarial soundness in development of the capitated rates.
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31.2.17. The MCO's Chief Financial Officer shall submit and concurrently certify to the best
of his or her information, knowledge, and belief that all data and information
described in 42 CFR 438.604(a), which DHHS uses to determine the capitated rates,
is accurate [42 CFR 438.606].

31.2.18.1n the event an enrolled Medicaid member was previously admitted as a hospital
inpatient and is receiving continued inpatient hospital services on the first day of
coverage with the MCO, the MCO shall receive full capitation payment for that
member. The entity responsible for coverage of the member at the time of admission
as an inpatient, i.e. either DHHS or another MCO, shall be fully responsible for all
inpatient care services and all related services authorized while the member was an
inpatient until the day of discharge from the hospital.

31.2.19.Payment for behavioral health rate cells shall be determined based on a member's
CMHC behavioral certification level and a member having had an encounter at a
CMHC in the last 6 months. Changes in the certification level for a member shall be
reflected as of the first of each month and does not change during the month.

31.2.20. The SFY 2019 MCM Capitation rates include directed payments of $5 million to the
CMHCs across all programs and populations, pending approval by CMS, to ensure
timely access to high-quality care. MCOs are required to pay these amounts directly
to the Community Mental Health Centers (CMHCs) according to criteria defined by
the Department and approved by CMS. The directed payments will be based on the
utilization and delivery of services for Medicaid beneficiaries that receive
Community Mental Health Program services delivered at CMHCs, regardless of the
basis of their eligibility for Medicaid (i.e., services delivered to members identified as
SPMI, SMI, low utilizer and SED children). These amounts are to be paid directly to
the providers by the MCOs and do not include additional allowance for administrative
expense or risk margin. The Department reserves the right to modify the Exhibit 0
to support any CMS required reporting related to directed payment.

31.2.21 .Unless MCOs are exempted, through legislation or otherwise, from having to make
payments to the New Hampshire Insurance Administrative Fund (Fund) pursuant to
R.S.A. 400-A:39, DHHS shall reimburse MCO for MCO's annual payment to the
Fund on a supplemental basis within 30 days following receipt of invoice from the
MCO and verification of payment by the NH Insurance Department.

31.2.22.For any member with claims exceeding five hundred thousand dollars ($500,000) for
the fiscal year, after applying any third party insurance off set, DHHS will reimburse
fifty percent (50%) of the amount over five hundred thousand dollars ($500,000) after
all claims have been recalculated based on the DHHS fee schedule for the services.

For a member whose services may be projected to exceed five hundred thousand
dollars ($500,000) in MCO claims, the MCO shall advise DHHS. Prior approval
from the Medicaid Director is required for subsequent services provided to the
member.
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31.3. Medicaid Loss Ratio

31.3.1. The MCO shall determine the Medicaid Loss Ratio ("MLR") experienced in
accordance with 42 CFR 438.8.

31.3.2. The MCO shall submit MLR summary reports quarterly to DHHS, which shall
include all information required by 42 CFR 438.8(k) within nine (9) months of the
end of the MLR reporting year. Specifically, the MCO shall provide separate
summary reports for NHHPP Medically Frail, NHHPP Transitional, and for the
Medicaid Care Management Program. The MCO must attest to the accuracy of the
summary reports and calculation of the MLR when submitting its MLR summary
reports to DHHS. Such summary reports shall be based on a template provided and
developed by DHHS within sixty (60) days of the effective date of this Agreement.

31.3.3. The MCO and its subcontractors (as applicable) shall retain MLR reports for a period
of no less than ten (10) years.

31.4. NHHPP Risk Protection Structure

31.4.1. DHHS will implement risk adjustment and risk corridors for the NHHPP Medically
Frail and NHHPP Transitional populations.

31.4.1.1.Risk adjustment-(MCO Revenue Reallocation)- Similar to the risk
adjustment process for the current Medicaid Step 1 population under the
MCM program, risk adjustment will shift revenue from MCOs with lower
acuity populations to MCOs with higher acuity populations. The risk
adjustment component will only apply to the NHHPP Medically Frail
population. The risk adjustment process is revenue neutral. The NHHPP
Transitional population is expected to have very short enrollment duration
and therefore will not be risk adjusted.

31.4.2. Risk adjustment - Methodology - Acuity will be measured using the CDPS+Rx, a
diagnosis and pharmacy based risk adjuster that will also be used for the current
Medicaid population. Key differences in the risk adjustment process for the NHHPP
Medically Frail population include:

31.4.2.1.DHHS will use concurrent risk adjustment for the NHHPP Medically Frail
population. DHHS will use SFY 2019 claims and the standard CDPS+Rx
concurrent risk weights to estimate SFY 2019 acuity (as opposed to
prospective models that use a prior year's claims to estimate current
acuity).

31.4.2.2.Risk adjustment transfer payments will be made as part of the contract period
settlement, not as prospective payments.
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31.4.3. Risk corridors- DHHS will establish a target medical loss ratio (MLR) of 89.3%
based on NHHPP pricing assumptions and perform a separate calculation for the
NHHPP Medically Frail and NHHPP Transitional populations:

31.4.3.1 .Administrative and margin allowance of 8.9% of the capitation rate prior to
state premium tax.

31.4.3.2.New Hampshire state premium tax of 2%.

31.4.3.3.DHHS and each MCO will share the financial risk of actual results that are

above or below the MLR target as shown in the table below:

Ni-w llaiii|)sliii'i- Dvpai'tiiK'iil ol lli-altli and Miiinan Si-r\ ici-s

Ni'^t llaiii|)NhiiT lli'ahh I'loitaliun I'tni^iaiii I'npiilalioii
UisU ('(ii'i'idiii' I'mi^i ain

Actual MLR Compared to Target MLR MCO Share DHHS Share
>3% below 10% 90%
1%-3% below 50% 50%
1% below - 1% above 100% 0%
1%-3% above 50% 50%
>3% above 10% 90%

31.4.3.4.The NHHPP Medically Frail risk corridor calculation will be applied after
the risk adjustment calculation.

31.4.4. For SFY 2019, risk protection settlement will occur after the SFY 2019 NHHPP
contract period has ended and enough time has passed to collect and validate MCO
encounter data and financial data. DHHS will implement the following schedule for
the final risk protection settlement:

31.4.4.1. June 30, 2019: End of NHHPP contract period

31.4.4.2. December 31, 2019: Cutoff date for encounter data to be used in the risk
protection settlement calculations (SFY 2018 dates of service paid through
December 31, 2018)

31.4.4.3. January 31, 2020: Deadline for MCOs to provide encounter data and
supporting financial data to validate the accuracy of the encounter data

31.4.4.4. April 30, 2020: DHHS releases settlement payment report to MCOs

31.4.4.5. May 31, 2020: DHHS makes / receives final settlement payments to / from
MCOs
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31.4.5. For SPY 2018, risk protection settlement will occur after the SPY 2018 NHHPP
contract period has ended and enough time has passed to collect and validate MCO
encounter data and financial data. DHHS will implement the following schedule for
the final risk protection settlement:

31.4.5.1 .June 30, 2018: End of NHHPP contract period

31.4.5.2.December 31, 2018: Cutoff date for encounter data to be used in the risk

protection settlement calculations (SPY 2018 dates of service paid through
December 31, 2018)

31.4.5.3.January 31, 2019: Deadline for MCOs to provide encounter data and
supporting financial data to validate the accuracy of the encounter data

31.4.5.4.April 30, 2019: DHHS releases settlement payment report to MCOs

31.4.5.5.May 31, 2019: DHHS makes / receives final settlement payments to / from
MCOs

31.4.6. For SPY 2017, risk protection settlement will occur after the SPY 2017 NHHPP
contract period has ended and enough time has passed to collect and validate MCO
encounter data and financial data. DHHS will implement the following schedule for
the final risk protection settlement:

31.4.6.1.June 30, 2017: End ofNHHPP contract period

31.4.6.2.December 31, 2017: Cutoff date for encounter data to be used in the risk

protection settlement calculations (SPY 2017 dates of service paid through
December 31, 2017)

31.4.6.3.January 31, 2018: Deadline for MCOs to provide encounter data and
supporting financial data to validate the accuracy of the encounter data

31.4.6.4.April 30, 2018: DHHS releases settlement payment report to MCOs

31.4.6.5.May 31, 2018 DHHS makes / receives final settlement payments to / from
MCOs

31.4.7. For SPY 2016, risk protection settlement will occur after the SPY 2016 NHHPP
contract period has ended and enough time has passed to collect and validate MCO
encounter data and financial data. DHHS will implement the following schedule for
the final risk protection settlement:

31.4.7.1.June 30, 2016: End ofNHHPP contract period
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31.4.7.2.December 31, 2016: Cutoff date for encounter data to be used in the risk
protection settlement calculations (January 2016 - June 2016 dates of
service paid through December 31, 2016)

31.4.7.3. January 31, 2017: Deadline for MCOs to provide encounter data and
supporting financial data to validate the accuracy of the encounter data

31.4.7.4.April 30, 2017: DHHS releases settlement payment report to MCOs

31.4.7.5.May 31, 2017: DHHS makes / receives final settlement payments to / from
MCOs

31.4.8. For September 2014 - December 2015 risk protection settlement:

31.4.8.1 .August 31, 2016: DHHS intends to release settlement payment report to
MCOs

31.4.8.2.September 30, 2017: DHHS intends to make / receive final settlement
payments to / from MCOs.

31.5. FinaDcial Responsibility for Dual-Eligibles

31.5.1. The MCO shall pay any Medicare coinsurance and deductible amount up to what
New Hampshire Medicaid would have paid for that service, whether or not the
Medicare provider is included in the MCO's provider network. These payments are
included in the calculated capitation payment.

31.6. Premium Payments

31.6.1. DHHS is responsible for collection of any premium payments from members. If the
MCO inadvertently receives premium payments from members, it shall inform the
member and forward the payment to DHHS.

31.7. Sanctions

31.7.1. If the MCO fails to comply with the financial requirements in Section 31, DHHS may
take any or all of the following actions:

31.7.1.1. Require the MCO to submit and implement a Corrective Action Plan

31.7.1.2. Suspend enrollment of members to the MCO after the effective date of
sanction

31.7.1.3. Terminate the Agreement upon forty-five (45) calendar days written notice

31.7.1.4. Apply liquidated damages according to Section 34
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31.8. Medical Cost Accruals

31.8.1. The MOO shall establish and maintain an actuarially sound process to estimate
Incurred But Not Reported (IBNR) claims.

31.9. Audits

31.9.1. The MCO shall allow DHHS and/or the NHID to inspect and audit any of the
financial records of the MCO and its subcontractors. There shall be no restrictions on

the right of the State or federal government to conduct whatever inspections and
audits are necessary to assure quality, appropriateness or timeliness of services and
reasonableness of their costs [42 CFR 438.6(g), SMM 2087.7; 42 CFR 434.6(a)(5)].

31.9.2. The MCO shall file annual and interim financial statements in accordance with the

standards set forth below. This Section 31.9.2 will supersede any conflicting
requirements in Exhibit C of this Agreement.

31.9.3. Within one hundred and eighty (180) calendar days or other mutually agreed upon
date following the end of each calendar year during this Agreement, the MCO shall
file, in the form and content prescribed by the National Association of Insurance
Commissioners ("NAIC"), annual audited financial statements that have been audited
by an independent Certified Public Accountant. Financial statements shall be
submitted in either paper format or electronic format, provided that all electronic
submissions shall be in PDF format or another read-only format that maintains the
documents' security and integrity.

31.9.4. The MCO shall also file, within seventy-five (75) calendar days following the end of
each calendar year, certified copies of the annual statement and reports as prescribed
and adopted by the Insurance Department.

31.9.5. The MCO shall file within sixty (60) calendar days following the end of each
calendar quarter, quarterly financial reports in form and content as prescribed by the
NAIC.

31.10.Member Liability

31.10.1.The MCO shall not hold its Medicaid members liable for:

31.10.1.1. The MCO's debts, in the event of the MCO's insolvency [42 CFR
438.116(a); SMM 2086.6];

31.10.1.2. The covered services provided to the member, for which the State does not
pay the MCO;
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31.10.1.3. The covered services provided to the member, for which the State, or the
MCO does not pay the individual or health care provider that fumishes the
services under a contractual, referral, or other arrangement; or

31.10.1.4. Payments for covered services furnished under an Agreement, referral, or
other arrangement, to the extent that those payments are in excess of the
amount that the member would owe if the MCO provided those services
directly [§ 1932(b)(6) of the SSA; 42 CFR 438.106(a), (b) and (c); 42 CFR
438.6(1); 42 CFR 438.230; 42 CFR 438.204(a); SMD letter 12/30/97].

31.10.2.Subcontractors and referral providers may not bill members any amount greater than
would be owed if the entity provided the services directly [§ 1932(b)(6) of the SSA;
42 CFR 438.106(c); 42 CFR 438.3(k); 42 CFR 438.230; 42 CFR 438.204(a); SMD
letter 12/30/97].

31.10.3.The MCO shall cover continuation of services to members for duration of period for
which payment has been made, as well as for inpatient admissions up until discharge
during insolvency [SMM 2086.6B].

31.11.Denial of Payment

31.11.1 .Payments provided for under the Agreement will be denied for new members when,
and for so long as, payment for those members is denied by CMS in accordance with
the requirements in [§ 1903(m)(5)(B)(ii) of the SSA; 42 CFR 438.726(b); 42 CFR
438.730(e)].

31.12.Federal Matching Funds

31.12.1 .Federal matching funds are not available for amounts expended for providers
excluded by Medicare, Medicaid, or Children's Health Insurance Program (CHIP),
except for emergency services [42 CFR 431.55(h) and 42 CFR 438.808; 1128(b)(8)
and §1903(i)(2) of the SSA; SMD letter 12/30/97]. Payments made to such providers
are subject to recoupment from the MCO by DHHS.

31.13.Health Insurance Providers Fee

31.13.1.Section 9010 of the Patient Protection and Affordable Care Act Pub. L. No. 111-148

(124 Stat. 119 (2010)), as amended by Section 10905 of PPACA, and as further
amended by Section 1406 of the Health Care and Education Reconciliation Act of
2010, Pub. L. No. 111-152 (124 Stat. 1029 (2010)) imposed an annual fee on health
insurance providers beginning in 2014 ("Annual Fee"). Contractor is responsible for a
percentage of the Annual Fee for all health insurance providers as determined by the
ratio of Contractor's net written premiums for the preceding year compared to the
total net written premiums of all entities subject to the Annual Fee for the same year.
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31.13.1.1.To the extent such fees exist:

31.13.1.1.1 .The State shall reimburse the Contractor for the amount of the Annual

Fee specifically allocable to the premiums paid during this Contract
Term for each calendar year or part thereof, including an adjustment
for the full impact of the non-deductibility of the Annual Fee for
Federal and state tax purposes, including income and excise taxes
("Contractor's Adjusted Fee"). The Contractor's Adjusted Fee shall be
determined based on the final notification of the Annual Fee amount

Contractor or Contractor's parent receives from the United States
Internal Revenue Service. The State will provide reimbursement no

later than 120 days following its review and acceptance of the
Contractor's Adjusted Fee.

31.13.1.1.2. To claim reimbursement for the Contractor's Adjusted Fee, the
Contractor must submit a certified copy of its full Annual Fee
assessment within 60 days of receipt, together with the allocation of
the Annual Fee attributable specifically to its premiums under this
Contract. The Contractor must also submit the calculated adjustment
for the impact of non-deductibility of the Annual Fee attributable
specifically to its premiums, and any other data deemed necessary by
the State to validate the reimbursement amount. These materials shall

be submitted under the signatures of either its Financial Officer or
Executive leadership (e.g., President, Chief Executive Officer,
Executive Director), certifying the accuracy, truthfulness and
completeness of the data provided.

Questions regarding payment(s) should be addressed to:

Attn: Medicaid Finance Director

New Hampshire Medicaid Managed Care Program

129 Pleasant Street

Concord, NH 03304
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32. Termination

32.1. Transition Assistance

32.1.1. Upon receipt of notice of termination of this Agreement by DHHS, the MCO shall
provide any transition assistance reasonably necessary to enable DHHS or its
designee to effectively close out this Agreement and move the work to another
vendor or to perform the work itself.

32.1.1.1. Transition Plan

32.1.1.1.1. MCO must prepare a Transition Plan which is acceptable to and
approved by DHHS to be implemented between receipt of notice and
the termination date.

32.1.1.2. Data

32.1.1.2.1. The MCO shall be responsible for the provision of necessary
information and records, whether a part of the MCIS or compiled
and/or stored elsewhere, including, but not limited to, encounter data,
to DHHS and/or its designee during the closeout period to ensure a
smooth transition of responsibility. DHHS and/or its designee shall
define the information required during this period and the time frames
for submission.

32.1.1.2.2. All data and information provided by the MCO shall be accompanied
by letters, signed by the responsible authority, certifying to the
accuracy and completeness of the materials supplied. The MCO shall
transmit the information and records required within the time frames
required by DHHS. DHHS shall have the right, in its sole discretion, to
require updates to these data at regular intervals.

32.2. Service Authorization

32.2.1. Effective fourteen (14) calendar days prior to the last day of the closeout period, the
MCO shall work cooperatively with DHHS and/or its designee to process service
authorization requests received. Disputes between the MCO and DHHS and/or its
designee regarding service authorizations shall be resolved by DHHS.

32.2.2. The MCO shall give notice on the date that the timeframes expire when service
authorization decisions not reached within the timeframes for either standard or

expedited service authorizations. Untimely service authorizations constitute a denial
and are thus adverse actions [42 CFR 438.404(c)(5)].
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32.3. Claims Responsibilities

32.3.1. The MCO shall be fully responsible for all inpatient care services and all related
services authorized while the member was an inpatient until the day of discharge
from the hospital.

32.3.2. The MCO shall be financially responsible for all other approved services when the
service is provided on or before the last day of the closeout period or if the service is
provided through the date of discharge.

32.4. Termination for Cause

32.4.1. DHHS shall have the right to terminate this Agreement, without liability to the State,
in whole or in part if the MCO [42 CFR 438.610(c)(3); 42 CFR 434.6(a)(6)]:

32.4.1.1. Takes any action or fails to prevent an action that threatens the health,
safety or welfare of any member, including significant marketing abuses;

32.4.1.2. Takes any action that threatens the fiscal integrity of the Medicaid
program;

32.4.1.3. Has its certification suspended or revoked by any federal agency and/or is
federally debarred or excluded from federal procurement and/or non-
procurement Agreement;

32.4.1.4. Materially breaches this Agreement or fails to comply with any term or
condition of this Agreement that is not cured within twenty (20) business
days of DHHS' notice and written request for compliance;

32.4.1.5. Violates state or federal law or regulation;

32.4.1.6. Fails to carry out the substantive terms of this Agreement that is not cured
within twenty (20) business days of DHHS's notice and written request for
compliance;

32.4.1.7. Becomes insolvent;

32.4.1 .S.Fails to meet applicable requirements in sections § 1932, § 1903 (m) and
§1905(t) of the SSA [42 CFR 438.708]. In the event of a termination by
DHHS pursuant to 42 CFR 438.708, DHHS shall provide the MCO with a
pre-termination hearing in accordance with 42 CFR 438.710;

32.4.1.9. Received a "going concern" finding in an annual financial report or
indications that creditors are unwilling or unable to continue to provide
goods, services or financing or any other indication of insolvency; or
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32.4.1.10. Brings a proceeding voluntarily, or has a proceeding brought against it
involuntarily, under the Bankruptcy Act.

32.4.1.11 .Fails to correct significant failures in carrying out the substantive terms of
this Agreement that is not cured within twenty (20) business days of
DHHS's notice and written request for compliance.

32.4.2. If DHHS terminates this Agreement for cause, the MCO shall be responsible to
DHHS for all reasonable costs incurred by DHHS, the State of New Hampshire, or
any of its administrative agencies to replace the MCO. These costs include, but are
not limited to, the costs of procuring a substitute vendor and the cost of any claim or
litigation that is reasonable attributable to the MCO's failure to perform any service
in accordance with the terms of this Agreement.

32.5. Termination for Other Reasons

32.5.1. Either party may terminate this Agreement upon a breach by a party of any material
duty or obligation hereunder which breach continues unremedied for sixty (60)
calendar days after written notice thereof by the other party.

32.5.2. In the event the MCO gives written notice that it does not accept the actuarially sound
capitation rates established by DHHS for Year 2 or later of the program, the MCO
and DHHS will have thirty (30) days from the date of such notice or thirty (30)
calendar days from the expiration of the rates indicated in Exhibit B, whichever
comes later, to attempt to resolve the matter without terminating the agreement. If no
resolution is reached in the above thirty (30) calendar days period, then the contract
will terminate ninety (90) calendar days thereafter, or at the time that all members
have been disenrolled from the MCO's plan, whichever date is earlier. In the event of
such termination, the MCO shall accept the lesser of the most recently agreed to
capitation rates or the new annual capitation rate for each rating category as payment
in full for Covered Services and all other services required under this Agreement
delivered to Members until all Members have been disenrolled from the MCO's plan
consistent with any mutually agreed upon transition plans to protect Members.

32.6. Final Obligations

32.6.1. DHHS may withhold payments to the MCO, to the reasonable extent it deems
necessary, to ensure that all final financial obligations of the MCO have been
satisfied. Amounts due to MCO for unpaid premiums, risk settlement, ABA therapies,
High Dollar Stop Loss, shall be paid to MCO within one year of date of termination.

32.7. Survival of Terms

32.7.1. Termination or expiration of this Contract for any reason will not release either Party
from any liabilities or obligations set forth in this Contract that:
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32.7.1.1. The Parties have expressly agreed shall survive any such termination or
expiration; or

32.7.1.2. Arose prior to the effective date of termination and remain to be performed or
by their nature would be intended to be applicable following any such termination or
expiration.

32.8. Notice of Hearing

32.8.1. Except because of change in circumstances or in the event DHHS terminates this
Agreement pursuant to subsections (1), (2), (3) or (10 of Section 32.3.1, DHHS shall
give the MCO ninety (90) days advance, written notice of termination of this
Agreement and shall provide the MCO with an opportunity to protest said termination
and/or request an informal hearing in accordance with 42 CFR 438.710. This notice
shall specify the applicable provisions of this Agreement and the effective date of
termination, which shall not be less than will permit an orderly disenrollment of
members to the Medicaid FFS program or transfer to another MCO.
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33. Agreement Closeout
33.1. Period

33.1.1. A closeout period shall begin one-hundred twenty (120) calendar days prior to the last
day the MCO is responsible for coverage of specific beneficiary groups or operating
under this Agreement. During the closeout period, the MCO shall work cooperatively
with, and supply program information to, any subsequent MCO and DHHS. Both the
program information and the working relationships between the two MCOs shall be
defined by DHHS.

33.2. Data

33.2.1. The MCO shall be responsible for the provision of necessary information and records,
whether a part of the MCIS or compiled and/or stored elsewhere, including, but not
limited to, encounter data, to the new MCO and/or DHHS during the closeout period
to ensure a smooth transition of responsibility. The new MCO and/or DHHS shall
define the information required during this period and the time frames for submission.

33.2.2. All data and information provided by the MCO shall be accompanied by letters,
signed by the responsible authority, certifying to the accuracy and completeness of
the materials supplied. The MCO shall transmit the information and records required
under this Article within the time frames required by DHHS. DHHS shall have the
right, in its sole discretion, to require updates to these data at regular intervals.

33.2.3. The MCO shall be responsible for continued submission of data to the
Comprehensive Healthcare Information System during and after the transition in
accordance with NHID regulations.

33.3. Service Authorizations

33.3.1. Effective fourteen (14) calendar days prior to the last day of the closeout period, the
MCO shall work cooperatively with the new MCO to process service authorization
requests received. Disputes between the MCO and the new MCO regarding service
authorizations shall be resolved by DHHS.

33.3.2. The MCO shall give notice on the date that the timeframes expire when service
authorization decisions not reached within the timeframes for either standard or

expedited service authorizations. Untimely service authorizations constitute a denial
and are thus adverse actions [42 CFR 438.404(c)(5)].

33.4. Claims Responsibilities

33.4.1. The MCO shall be fully responsible for all inpatient care services and all related
services authorized while the member was an inpatient until the day of discharge
from the hospital.
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33.4.2. The MCO shall be financially responsible for all other approved services when the
service is provided on or before the last day of the closeout period or if the service is
provided through the date of discharge.
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34. Remedies

34.1. Reservation of Rights and Remedies

34.1.1. A material default or breach in this Agreement will cause irreparable injury to DHHS.
In the event of any claim for default or breach of this Agreement, no provision of this
Agreement shall be construed, expressly or by implication, as a waiver by the State of
New Hampshire to any existing or future right or remedy available by law. Failure of
the State of New Hampshire to insist upon the strict performance of any term or
condition of this Agreement or to exercise or delay the exercise of any right or
remedy provided in the Agreement or by law, or the acceptance of (or payment for)
materials, equipment or services, shall not release the MCO from any responsibilities
or obligations imposed by this Agreement or by law, and shall not be deemed a
waiver of any right of the State of New Hampshire to insist upon the strict
performance of this Agreement. In addition to any other remedies that may be
available for default or breach of the Agreement, in equity or otherwise, DHHS may
seek injunctive relief against any threatened or actual breach of this Agreement
without the necessity of proving actual damages. DHHS reserves the right to recover
any or all administrative costs incurred in the performance of this Agreement during
or as a result of any threatened or actual breach.

34.2. Liquidated Damages

34.2.1. DHHS and the MCO agree that it will be extremely impracticable and difficult to
determine actual damages that DHHS will sustain in the event the MCO fails to
maintain the required performance standards indicated below throughout the life of
this Agreement. Any breach by the MCO will delay and disrupt DHHS's operations
and obligations and lead to significant damages. Therefore, the parties agree that the
liquidated damages as specified in the sections below are reasonable.

34.2.2. Assessment of liquidated damages shall be in addition to, not in lieu of, such other
remedies as may be available to DHHS. Except and to the extent expressly provided
herein, DHHS shall be entitled to recover liquidated damages cumulatively under
each section applicable to any given incident.

34.2.3. DHHS shall make all assessments of liquidated damages. Should DHHS determine
that liquidated damages may, or will be assessed, DHHS shall notify the MCO as
specified in Section 34.10 of this Agreement.

34.2.4. The MCO shall submit a written Corrective Action Plan to DHHS, within five

business days of notification, for review and approval prior to implementation of
corrective action.
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34.2.5. The MCO agrees that as determined by DHHS, failure to provide services meeting
the performance standards below will result in liquidated damages as specified. The
MCO agrees to abide by the Performance Standards and Liquidated Damages
specified, provided that DHHS has given the MCO data required to meet performance
standards in a timely manner. DHHS's decision to assess liquidated damages must be
reasonable, based in fact and made in good faith.

34.2.6. The remedies specified in this Section shall apply until the failure is cured or a
resulting dispute is resolved in the MCO's favor.

34.2.7. Liquidated damages may be assessed for each day, incidence or occurrence, as
applicable, of a violation or failure.

34.2.8. The amount of liquidated damages assessed by DHHS to the MCO shall not exceed
three percent (3%) of total expected yearly capitated payments, based on average
annual membership from start date, for the MCO.

34.2.9. Liquidated damages related to timely processing of membership, claims and
or/encounters shall be waived until such time as DHHS's file transfer systems and
processes are operational.

34.3. Category 1

34.3.1. Liquidated damages up to $100,000 per violation or failure may be imposed for
Category 1 events. Category 1 events are monitored by DHHS to determine
compliance and shall include and constitute the following:

34.3.1.1. Acts that discriminate among Members on the basis of their health status or
need for health care services. This includes termination of enrollment or

refusal to re-enroll an enrollee, except as permitted under law or under this
Agreement, or any practice that would reasonably be expected to
discourage enrollment by an enrollee whose medical condition or history
indicates probable need for substantial future medical services. [42 CFR
700(b)(3) and 42 CFR 704(b)(2)].

34.3.1.2. A determination by DHHS that a recipient was not enrolled because of a
discriminatory practice; $15,000 for each recipient subject to the $100,000
overall limit in 42 CFR 704(b)(2).

34.3.1.3.A determination by DHHS that a member found eligible for CFI services
was relocated to a Nursing Facility due to MCO's failure to arrange for
adequate in-home services in compliance with this Agreement and He-
E801.09.
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34.3.1.4. Misrepresentations of actions or falsifications of information furnished to
CMS or the State.

34.3.1.5. Failure to comply with material requirements in this Agreement.

34.3.1.6. [Intentionally left blank.]

34.3.1.7. Failure to meet the Administrative Quality Assurance Standards specified
in Section 29 of this Agreement.

34.3.1.8. Failure of the MCO to assume full operation of its duties under this
Agreement in accordance with the implementation and transition
timeframes specified herein.

34.4. Category 2

34.4.1. Liquidated damages up to $25,000 per violation or failure may be imposed for
Category 2 events. Category 2 events are monitored by DHHS to determine
compliance and shall include and constitute the following:

34.4.1.1. Misrepresentation or falsification of information furnished to a member,
potential member, or health care provider.

34.4.1.2. Distribution, directly, or indirectly, through any agent or independent
MCO, marketing materials that have not been approved by the State or that
contain false or materially misleading information.

34.4.1.3. Violation of any other applicable requirements of section 1903(m) or 1932
of the Social Security Act and any implementing regulations.

34.4.1.4. Imposition of premiums or charges on members that are in excess of the
premiums or charges permitted under the Medicaid program; a maximum
of $25,000 or double the amount of the charges, whichever is greater. The
State will deduct the amount of the overcharge and return it to the affected
member.

34.4.1.5. Failure to resolve member Appeals and Grievances within the timeframes
specified in Section 19 of this Agreement.

34.4.1.6. Failure to ensure client confidentiality in accordance with 42 CFR 166 and
45 CFR 164; an incident of non-compliance shall be assessed as per
member and/or per HIPAA regulatory violation.

34.4.1.7. Violation of a subcontracting requirement in this Agreement.
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34.4.1.8.Failure to provide medically necessary services that the MCO is required to
provide under law, or under this Agreement, to a member covered under
this Agreement.

34.5. Category 3

34.5.1. Liquidated damages up to $10,000 per violation or failure may be imposed for
Category 3 events. Category 3 events are monitored by DHHS to determine
compliance and shall include and constitute the following:

34.5.1.1. Late, inaccurate, or incomplete turnover or termination deliverables.

34.6. Category 4

34.6.1. Liquidated damages up to $5,000 per violation or failure may be imposed for
Category 4 events. Category 4 events are monitored by DHHS to determine
compliance and shall include and constitute the following:

34.6.1.1. Failure to meet staffing requirements as specified in Section 6.

34.6.1.2. Failure to submit reports not otherwise addressed in this Section within the
required timeframes.

34.7. Category 5

34.7.1. Liquidated damages as specified below may be imposed for Category 5 events.
Category 5 events are monitored by DHHS to determine compliance and shall include
and constitute the following:

34.7.1.1. Failure to provide a sufficient number of providers in order to ensure
member access to all covered services and to meet the geographic access
standards and timely access to service delivery specified in this Agreement:

34.7.1.1.1. $1,000 per day per occurrence until correction of the failure or
approval by DHHS of a Corrective Action Plan;

34.7.1.1.2. $100,000 per day for failure to meet the requirements of the approved
Corrective Action Plan.

34.7.1.2. Failure to submit readable, valid health care data derived from Claims,
Pharmacy or Encounter data in the required form or format, and timeframes
required by the terms of this Agreement:

34.7.1.2.1. $5,000 for each day the submission is late;

34.7.1.2.2. for submissions more than thirty (30) calendar days late, DHHS
reserves the right to withhold five percent (5%) of the aggregate
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capitation payments made to the MCO in that month until such time as
the required submission is made.

34.7.1.3. Failure to implement the Disaster Recovery Plan (DRP):

34.7.1.3.1. Implementation of the DRP exceeds the proposed time by two (2) or
less Calendar Days: five thousand dollars ($5,000) per day up to day 2.

34.7.1.3.2. Implementation of the DRP exceeds the proposed time by more than
two (2) and up to five (5) Calendar Days: ten thousand dollars
($10,000) per day beginning with day 3 and up to day 5.

34.7.1.3.3. Implementation of the DRP exceeds the proposed time by more than
five (5) and up to ten (10) Calendar Days: twenty five thousand dollars
($25,000) per day beginning with day 6 and up to day 10.

34.7.1.3.4. Implementation of the DRP exceeds the proposed time by more than
ten (10) Calendar Days: fifty thousand dollars ($50,000) per day
beginning with day 11.

34.7.1.4. Unscheduled system unavailability occurring during a continuous five (5)
business day period:

34.7.1.4.1. Greater than or equal to two (2) and less than twelve (12) hours
cumulative; up to one hundred twenty-five dollars ($125) for each
thirty (30) minutes or portions thereof.

34.7.1.4.2. Greater than or equal to twelve (12) and less than twenty-four (24)
hours cumulative; up to two hundred fifty dollars ($250) for each
thirty (30) minutes or portions thereof.

34.7.1.4.3. Greater than or equal to twenty-four (24) hours cumulative; up to five
hundred dollars ($500) for each thirty (30) minutes or portions thereof
up to a maximum of twenty-five thousand dollars ($25,000) per
occurrence.

34.7.1.5. Failure to correct a system problem not resulting in system unavailability
within the allowed timeframe:

34.7.1.5.1. One (I) to fifteen (15) calendar days late; two hundred and fifty dollars
($250) per calendar day for days 1 through 15.

34.7.1.5.2. Sixteen (16) to thirty (30) calendar days late; five hundred dollars
($500) per calendar day for days 16 through 30.

34.7.1.5.3. More than thirty (30) calendar days late; one thousand dollars ($1,000)
per calendar day for days 31 and beyond.

34.7.1.6. Failure to meet telephone hotline performance standards:
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34.7.1.6.1. One thousand dollars ($ 1,000) for each percentage point that is below
the target answer rate of ninety percent (90%) in thirty (30) seconds.

34.7.1.6.2. One thousand dollars ($1,000) for each percentage point that is above
the target of a one percent (1%) blocked call rate.

34.7.1.6.3. One thousand dollars ($1,000) for each percentage point that is above
the target of a five percent (5%) abandoned call rate.

34.7.1.7. The MCO shall resolve one hundred percent (100%) of standard member
appeals within thirty (30) calendar days from the date the appeal was filed
with the MCO

34.8. Suspension of Payment

34.8.1. Payment of capitation payments shall be suspended when:

34.8.1.1. The MCO fails to cure a default under this Agreement within thirty (30)
days of notification;

34.8.1.2. Failing to act on identified Corrective Action Plan;

34.8.1.3. Failure to implement approved program management or implementation
plans;

34.8.1.4. Failure to submit or act on any transition plan, or corrective action plan, as
specified in this Agreement; or

34.8.1.5. Upon correction of the deficiency or omission, capitation payments shall be
reinstated.

34.9. Administrative and Other Remedies

34.9.1. In addition to other liquidated damages described in Category 1 -5 events, DHHS may
impose the following other remedies:

34.9.1.1. Appointment of temporary management of the MCO, as provided in 42
CFR 438.706, if DHHS finds that the MCO has repeatedly failed to meet
substantive requirements in Section 1903(m) or Section 1932 of the Social
Security Act.

34.9.1.2. Suspending enrollment of new members and/or changing auto-assignment
of new members to the MCO.

34.9.1.3. Granting members the right to terminate enrollment without cause and
notifying affected members of their right to disenroll.
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34.9.1.4. Suspension of payment to the MCO for members enrolled after the
effective date of the remedies and until CMS or DHHS is satisfied that the

reason for imposition of the remedies no longer exists and is not likely to
occur.

34.9.1.5. Termination of the Agreement if the MCO fails to carry out the substantive
terms of the Agreement or fails to meet the applicable requirements in
Section 1903(m) or Section 1932 of the Social Security Act.

34.9.1.6. Civil monetary fines in accordance with 42 CFR 438.704.

34.9.1.7. Additional remedies allowed under State statute or regulation that address
area of non-compliance specified in 42 CFR 438.700.

34.10.Notice of Remedies

34.10.1 .Prior to the imposition of either I iquidated damages or any other remedies under this
Agreement, including termination for breach, with the exception of requirements
related to the Implementation Plan, DHHS will issue written notice of remedies that
will include, as applicable, the following:

34.10.1.1.A citation to the law, regulation or Agreement provision that has been
violated;

34.10.1.2.The remedies to be applied and the date the remedies shall be imposed;

34.10.1.3.The basis for DHHS's determination that the remedies shall be imposed;

34.10.1.4.Request for a Corrective Action Plan;

34.10.1.5.The timeframe and procedure for the MCO to dispute DHHS's
determination. An MCO's dispute of a liquidated damage or remedies shall
not stay the effective date of the proposed liquidated damages or remedies;
and

34.10.1.6. If the failure is not resolved within the cure period, liquidated damages may
be imposed retroactively to the date of failure to perform and continue until
the failure is cured or any resulting dispute is resolved in the MCO's favor.
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35. Dispute Resolution Process
35.1. Informal Dispute Process

35.1.1. In connection with any action taken or decision made by DHHS with respect to this
Agreement, within ninety (90) days following the action or decision, the MCO may
protest such action or decision by the delivery of a notice of protest to DHHS and by
which the MCO may protest said action or decision and/or request an informal
hearing with the New Hampshire Medicaid Director. The MCO shall provide DHHS
with an explanation of its position protesting DHHS's action or decision. The
Director will determine a time that is mutually agreeable to the parties during which

they may present their views on the disputed issue(s). It is understood that the
presentation and discussion of the disputed issue(s) will be informal in nature. The
Director will provide written notice of the time, format and location of the
presentations. At the conclusion of the presentations, the Director will consider all
evidence and shall render a written recommendation as soon as practicable, but in no
event more than thirty (30) calendar days after the conclusion of the presentation. The
Director may appoint a designee to hear and determine the matter. If the Director or
designee affirms the action or decision and the action or decision relates to
termination of this Agreement, DHHS shall give enrollees of the MCO notice of the
termination and information, consistent with 42 CFR 438.10, on their options for
receiving Medicaid services following the effective date of termination.

35.2, No Waiver

35.2.1. The MCO's exercise of its rights under Section 34.1 shall not limit, be deemed a
waiver of, or otherwise impact the parties' rights or remedies otherwise available
under law or this Agreement, including but not limited to the MCO's right to appeal a
decision of DHHS under RSA chapter 541-A or any applicable provisions of the N.H.
Code of Administrative Rules, including but not limited to Chapter He-C 200 Rules
of Practice and Procedure.
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36. Confidentiality
36.1. Confidentiality of Records

36.1.1. All information, reports, and records maintained hereunder or collected in connection
with the performance of the services and the Agreement shall be confidential and
shall not be disclosed by the MOO, provided however, that pursuant to state laws and
the regulations and administrative rules of the Department regarding the use and
disclosure of such information, disclosure may be made to public officials requiring
such information in connection with their official duties and for purposes directly
connected to the administration of the services and the Agreement; and provided

further, that the use or disclosure by any party of any information concerning a
recipient for any purpose not directly connected with the administration of the
Department or the MCO's responsibilities with respect to purchased services
hereunder is prohibited except on written consent of the recipient, his attorney or
guardian. In the case of records protected by 42 CFR Part 2.33, the individual must
provide consent and notice as specified by 42 CFR Part 2.33.

36.2. MCO Owned or Maintained Data or Information

36.2.1. It is understood that DHHS may, in the course of carrying out its responsibilities
under this Agreement, have or gain access to confidential or proprietary data or
information owned or maintained by the MCO. Insofar as the MCO seeks to maintain
the confidentiality of its confidential commercial, financial or personnel information,
the MCO must clearly identify in writing the information it claims to be confidential
and explain the reasons such information should be considered confidential. The
MCO acknowledges that DHHS is subject to the Right-to-Kiiow Law New
Hampshire RSA Chapter 91 -A. DHHS shall maintain the confidentiality of the
identified confidential information insofar as it is consistent with applicable laws or
regulations, including but not limited to New Hampshire RSA Chapter 91-A. In the
event DHHS receives a request for the information identified by the MCO as
confidential, DHHS shall notify the MCO and specify the date DHHS intends to
release the requested information. Any effort to prohibit or enjoin the release of the
information shall be the MCO's responsibility and at the MCO's sole expense. If the
MCO fails to obtain a court order enjoining the disclosure, DHHS may release the
information on the date DHHS specified in its notice to the MCO without incurring
any liability to the MCO.
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1. Capitation Payments/Rates
This Agreement is reimbursed on a per member per month capitation rate for the Agreement
term, subject to all conditions contained within Exhibit A. Accordingly, no maximum or minimum
product volume is guaranteed. Any quantities set forth in this contract are estimates only. The
Contractor agrees to serve all members in each category of eligibility who enroll with this
Contractor for covered services. Capitation payment rates are as follows;

July 1. 2018 - December 31. 2018

Medicaid Care Management
Base Population Capitation Rate
Low Income Children and Adults - Age 2-11 Months $221.27
Low Income Children and Adults - Age 1-18 Years 135.52
Low Income Children and Adults - Age 19+ Years 470.38
Foster Care / Adoption 336.48
Breast and Cervical Cancer Program 1,830.36
Severely Disabled Children 1,048.08
Elderly and Disabled Adults 1,095.12
Dual Eligibles 234.95
Newborn Kick Payment 2,917.40
Maternity Kick Payment 2,832.00
Neonatal Abstinence Syndrome Kick Payment 9,626.54

NF Resident and Waiver Rate Cell

Nursing Facility Residents - Medicaid Only - Under 65 2,603.77
Nursing Facility Residents - Medicaid Only - 65+ 1,335.68
Nursing Facility Residents - Dual Eligibles - Under 65 276.77
Nursing Facility Residents - Dual Eligibles - 65+ 96.42
Community Residents - Medicaid Only - Under 65 3,068.24
Community Residents - Medicaid Only - 65+ 1,547.31
Community Residents - Dual Eligibles - Under 65 1,245.48
Community Residents - Dual Eligibles - 65+ 448.61
Developmentally Disabled Adults - Medicaid Only 828.65
Developmentally Disabled Adults - Dual Eligibles 250.04
Developmentally Disabled and IMS Children 1,243.43
Acquir^ Brain Disorder - Medicaid Only 1,453.36
Acquired Brain Disorder - Eligibles Dual 340.97

Behavioral Health PoDulation Rate Cells

Severe / Persistent Mental Illness - Medicaid Only 2,345.98
Severe / Persistent Mental Illness - Dual Eligibles 1,716.98
Severe Mental Illness - Medicaid Only 1,717.87
Severe Mental Illness - Dual Eligibles 1,031.39
Low Utilizer - Medicaid Only 1,427.57
Low Utilizer - Dual Eligibles 686.12
Serious Emotionally Disturbed Child 953.64
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NH Health Protection Program. Transitional Population

Eligibility Category

Transitional Population
Maternity Kick Payment

NH Health Protection Program. Medically Frail

Eligibility Category

Medically Frail

January 1. 2019 - June 30. 2019

Medlcaid Care Management
Base PoDulation
Low Income Children and Adults - Age 0-11 Months
Low Income Children and Adults - Age 1-18 Years
Low Income Children and Adults - Age 19+ Years
Foster Care / Adoption
Breast and Ceryical Cancer Program
Seyerely Disabled Children
Elderly and Disabled Adults
Dual Eligibles
Newborn Kick Payment
Maternity Kick Payment
Neonatal Abstinence Syndrome Kick Payment

NF Resident and Waiver Rate Cell

Behavioral Health Population Rate Cells

Severe / Persistent Mental Illness - Medlcaid Only
Severe / Persistent Mental Illness - Dual Eligibles
Severe Mental Illness - Medlcaid Only
Severe Mental Illness - Dual Eligibles
Low Utilizer - Medlcaid Only
Low Utilizer - Dual Eligibles
Serious Emotionally Disturbed Child

Capitation Rate
$510.62
2,832.00

Capitation Rate
$1,007.86

Capitation Rate

Nursing Facility Residents - Medlcaid Only - Under 65
Nursing Facility Residents - Medlcaid Only - 65+
Nursing Facility Residents - Dual Eligibles - Under 65
Nursing Facility Residents - Dual Eligibles - 65+
Community Residents - Medlcaid Only - Under 65
Community Residents - Medicaid Only - 65+
Community Residents - Dual Eligibles - Under 65
Community Residents - Dual Eligibles - 65+
Developmentally Disabled Adults - Medicaid Only
Developmentally Disabled Adults - Dual Eligibles
Developmentally Disabled and IMS Children
Acquir^ Brain Disorder - Medicaid Only
Acquired Brain Disorder - Eligibles Dual

$221.91
140.00

471.71

379.36

1,887.58
1,054.48
1,099.84
235.91

2,931.19
2,842.09
9,591.63

2,549.46
1,338.46
275.73

93.70

3,190.23
1,585.40
1,245.37
442.63

853.68

252.14

1,281.80
1,509.30
343.57

2,375.43
1,724.91
1,724.75
1,039.57
1,460.97
690.06

976.57

Granite Advantage Health Care Program

Eligibilitv Cateoorv

Medically Frail
Non-Medically Frail

Capitation Rate
$993.36
$423.21
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2. Price Limitation

This Agreement is one of multiple contracts that will serve the New Hampshire Medicaid
Care Management Program. The estimated member months, for State Fiscal Year
2019, to be served among all contracts is 1,788,648. Accordingly, the price limitation
for SPY 2019 among all contracts is $803,103,161 based on the projected members per
month.

3. Heaith insurance Providers Fee

Section 9010 of the Patient Protection and Affordable Care Act Pub. L. No. 111-148

(124 Stat. 119 (2010)), as amended by Section 10905 of PPACA, and as further
amended by Section 1406 of the Health Care and Education Reconciliation Act of 2010,
Pub. L. No. 111-152 (124 Stat. 1029 (2010)) imposes an annual fee on health insurance
providers beginning in 2014 ("Annual Fee"). Contractor is responsible for a percentage
of the Annual Fee for all health insurance providers as determined by the ratio of
Contractor's net written premiums for the preceding year compared to the total net
written premiums of all entities subject to the Annual Fee for the same year.

The State shall reimburse the Contractor for the amount of the Annual Fee specifically
allocable to the premiums paid during this Contract Term for each calendar year or part
thereof, including an adjustment for the full impact of the non-deductibility of the Annual
Fee for Federal and state tax purposes, including income and excise taxes
("Contractor's Adjusted Fee"). The Contractor's Adjusted Fee shall be determined
based on the final notification of the Annual Fee amount Contractor or Contractor's

parent receives from the United States Internal Revenue Service. The State will provide
reimbursement within 30 days following its review and acceptance of the Contractor's
Adjusted Fee.

To claim reimbursement for the Contractor's Adjusted Fee the Contractor must submit a
certified copy of its full Annual Fee assessment within 60 days of receipt, together with
the allocation of the Annual Fee attributable specifically to its premiums under this
Contract. The Contractor must also submit the calculated adjustment for the impact of
non-deductibility of the Annual Fee attributable specifically to its premiums under this
Contract, and any other data deemed necessary by the State to validate the
reimbursement amount. These materials shall be submitted under the signatures of
either its Financial Officer or Executive leadership (e.g., President, Chief Executive
Office, Executive Director), certifying the accuracy, truthfulness and completeness of
the data provided.

Questions regarding payment(s) should be addressed to:
Attn: Medicaid Finance Director

New Hampshire Medicaid Managed Care Program
129 Pleasant Street

Concord, NH 03301
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State of New Hampshire

Department of State

CERTIFICATE

I, William M. Gardner, Secretary of State of the State of New Hampshire, do hereby certify that BOSTON MEDICAL CENTER

HEALTH PLAN, INC. is a Massachusetts Nonprofit Corporation registered to transact business in New Hampshire on December

08, 2011. 1 further certify that all fees and documents required by the Secretary of State's office have been received and is in good

standing as far as this office is concerned.

Business ID; 662906

Certificate Number: 00042I8702

u.

o
to

IN TESTIMONY WHERJEOF,

I hereto set my hand and cause to be affixed

the Seal of the State of New Hampshire,

this 5th day of December A.D. 2018.

William M. Gardner

Secretary of State



BOSTON MEDICAL CENTER HEALTH PLAN, INC.

Clerk's Certificate of Vote

I, David Beck, the duly elected and qualified Clerk of Boston Medical Center
Health Plan, Inc. (BMCHP), a Massachusetts non-profit corporation organized
under Chapter 180 of the General Laws of Massachusetts, do hereby certify that the
Board of Trustees of the Corporation approved the following votes on February 14,
2012:

VOTED: To delegate authority to the Finance Committee of the Board of Trustees
to authorize Boston Medical Center Health Plan, Inc. (BMCHP) to enter
into a capitation agreement with the New Hampshire Department of
Health and Human Services to provide Medicaid managed care to eligible
New Hampshire residents if awarded a contract pursuant to the
competitive procurement.

FURTHER

VOTED: To authorize and direct Kate Walsh, President and CEO, Thomas
Traylor, Treasurer, Vice-President of Federal and State Relations for
Boston Medical Center, or Scott O'Gorman, Interim Executive Director,

acting singly or jointly, to execute, deliver and file such documents and
papers and to take such actions, from time to time in the name of and on
behalf of BMCHP, as each of them may deem necessary or appropriate to
implement and effect the full intent and purpose of the foregoing
resolutions, and to approve their authority to execute and deliver any
such agreements, documents, instruments or other papers and to take
any such further actions shall be conclusively evidenced by the execution
and delivery thereof or the taking thereof.

I further certify that the Finance Committee of the BMCHP Board of
Trustees approved the following vote on March 9, 2012:

VOTED: That BMCHP is hereby authorized to enter into a three-year Medicaid
care management contract with the New Hampshire Department of
Health and Human Services with coverage effective July 1, 2011 [sic],
subject to satisfactory negotiation of final contract terms.

I further certify that the BMCHP Board of Trustees approved the following
vote on April 10, 2018:

VOTED: To authorize and direct Kate Walsh, President and CEO, Susan M.

Coakley, President, Michael Guerriere, Treasurer, or Matthew
Herndon, Clerk, acting singly or jointly, to execute, deliver and file



such documents and papers and to take such actions, from time to time
in the name of and on behalf of Boston Medical Center Health Plan,

Inc., as each of them may deem necessary or appropriate, to implement
and effect the full intent and purpose of applicable resolutions, and to
approve their authority to execute and deliver any such agreements,
documents, instruments or other papers and to take any such further
actions shall be conclusively evidenced by the execution and delivery
thereof or the taking thereof.

IN WITNESS WHEREOF, I have hereunto set my hand on this 5th day of
December 2018.

MEDICAL CENTER HEALTH PLAN, INC.

David Beck, Clerk



CERTIFICATE OF INSURANCE
DATE:

5/22/2018

Strategic Risk Solutions (Cayman) Ltd.
Governors Square 2 Floor Building 3
23 Lime Tree Bay Ave.
P.O. Box 1159

Grand Cayman KYl-1102
Cayman Islands

This certificate is issued as a matter of information only and
confers no rights upon the Certificate Holder. This Certificate
does not amend, extend or alter the coverage afforded by the
policies below.

INSURED

Boston Medical Center

One Boston Medical Center Place

Boston, MA 02118

COMPANY AFFORDING COVERAGE

BOSTON MEDICAL CENTER INSURANCE

COMPANY, LTD.

COVERAGES

This is to certify that the Policies listed below have been issued to the Named Insured above for the Policy Period indicated,
notwithstanding any requirement, term or condition of any contract or other document with respect to which this certificate may be
issued or may pertain, the insurance afforded by the policies described herein Is subject to all the terms, exclusions and conditions of
such policies. Limits shown may have been reduced by paid claims.

TYPE OF INSURANCE CO.

LTR.

POLICY

NUMBER

POLICY

EFFECTIVE

DATE

POLICY

EXPIRATION

DATE

LIMITS

GENERAL

LIABILITY BMCIC-PR-A-18 06/30/2018 06/30/2019

EACH

OCCURENCE

AGGREGATE

COMMERCIAL

GENERAL

LIABILITY

PERSONAL &

ADV INJURY

EACH

OCCURRENCE

CLAIMS MADE FIRE

DAMAGE

OCCURRENCE MEDICAL

EXPENSES

$2,000,000

$2,000,000

PROFESSIONAL

LIABILITY

EACH

OCCURENCE

AGGREGATE

EXCESS/UMBRELLA

LIABILITY

EACH

OCCURENCE

AGGREGATE

DESCWPTION OF GPERATIONS/LOCATIONS/VECHICLES/SPECIAL ITEMS (LIMITS MAY BE SUBJECT TO RETENTIONS)

Evidencing coverage is in effect

CERTIFICATE HOLDER CANCELLATION

State of New Hampshire, Department of
Health and Human Services

129 Pleasant Street

Concord NH 03301

Should any of the above described policies be cancelled before the expiration date
thereof, the issuing company will endeavor to mail written notice to the certificate holder
named below, but failure to mail such notice shall impose no obligation or liability of any
kind upon the company, its agents or representatives.

AUTHORIZED REPRESENTATIVES



ACORCf CERTIFICATE OF LIABILITY INSURANCE
DATE (MM/OO/YYYY)

5/22/2018

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS
CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES
BELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED
REPRESENTATIVE OR PRODUCER. AND THE CERTIFICATE HOLDER.

IMPORTANT: If the certificate holder Is an ADDITIONAL INSURED, the pollcy(le8) must have ADDITIONAL INSURED provisions or be endorsed.
If SUBROGATION iS WAIVED, subject to the terms and conditions of the policy, certain policies may require an endorsement. A statement on
this certificate does not confer rlahts to the certificate holder in lieu of such endorsementfs).

PRODUCER

Marsh & McLennan Agency LLC - New England
100 Front St. Ste 800
Worcester MA 01608

CONTACT
NAME:

rA^rc'ifn F.fi- 888-850-9400 (iic. Nai: 866-795-8016
Irwlpaa. MMA.NewEngland.CLines^marshmc.com

INSURER(S) AFFORDING COVERAGE NAJCa

INSURER A: Hartford Fire insurance Company 19682

INSURED 0OSTOMEDIC1
Boston Medical Center Health Plan
Two Copley Place, Suite 600
Boston MA 02116

INSURER B :

INSURERC :

INSURER D:

INSURERE:

INSURERF:

COVERAGES CERTIFICATE NUMBER; 1712868879 REVISION NUMBER:

THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
INDICATED. NOTWITHSTANDING ANY REQUIREMENT. TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN. THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

POUCYEXP
fMM/DD/YYYY)TYPE OF INSURANCE

ASDL

mSB POUCY NUMBER
POUCY EFF
tMM/OD/YYYYI

UMIT8INSR

HE. .

COMMERCIAL GENERAL LIABIUTY

CLAIMS-MADE n OCCUR
EACH OCCURRENCE
DAMAGE TO HLNIbU
PREMISES lEa occuffcncel

MED EXP (Any ofw pwion)

PERSONAL S ADV INJURY

GEN-L AGGREGATE LIMIT APPLIES PER:

POLICY Q Sect CI] loc
OTHER:

GENERAL AGGREGATE

PRODUCTS • COMP/OP AGO

AUTOMOBILE UABILITY

ANY AUTO

COMBINED SINGLE LIMIT
lEa acddentl

BODILY INJURY (Par peraon)

OWNED
AUTOS ONLY
HIRED
AUTOS ONLY

SCHEDULED
AUTOS
NON-OWNED
AUTOS ONLY

BODILY INJURY (Par acddani)

PROPERTY DAMAGE
tPar acddanlt

UMBRELLA UAB

EXCESS UAB

DEO

OCCUR

CLAIMS-MADE

EACH OCCURRENCE

AGGREGATE

RETENTION $

WORKERS COMPENSATION

AND EMPLOYERS' UABILrTY

ANYPROPRIETOR/PARTNER/EXECUTIVE

OFFICER/MEMBER EXCLUDED?
(Martdatory In NH)
If yas. deacriba under
DESCRIPTION OF OPERATIONS belowr

oev^EHses? 5/30/2018 5/30/201S

Y/N

□

PER
STATUTE

OTH-
ER

HI A
E.L. EACH ACCIDENT $500,000

E,L. DISEASE - EA EMPLOYEE $500,000

E.L. DISEASE • POLICY LIMIT $500.000

DESCRIPTION OF OPERATIONS I LOCATIONS / VEHICLES (ACOR0101. AddiUortal Ramarlu Schadula, may ba atlachad 11 more apace la required)

Dept of Health & Human Services. Attn: Commissioner of
DHHS, State of New Hampshire
129 Pleasant St
Concord NH 03301

1

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
ACCORDANCE WITH THE POUCY PROVISIONS.

AUTH0R12ED£EPRESENTATIVE

ACORD 25 (2016/03) The ACORD name and logo are registered marks of ACORD
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

129 PLEASANT STREET, CONCORD, NH 03301-3857
603-271-9200 FAX: 603-271-4912 TOD ACCESS: RELAY NH 1-800-735-2964

JEFFREY A. MEYERS

-  COMMISSIONER

May 29. 2018

His Excellency, Governor Christopher T. Sununu

and the Honorable Council

State House

Concord, NHi 03301"

REQUESTED ACTION

Authorize the Depariment of Health and Human Services to enter into Sole Source Contracts

through amending the expiring existing individual agreements with the state|s two managed care
health plans, Granite State Health Plan, d/b/a New Hampshire Healthy Families, 264 South River
Road, Bedford, NH 03110 and Boston Medical Center HealthNet Plan, d/b/a Well Sense Health Plan, 2
Copley Place, Suite 600, Boston, MA 02116. The contract for SPY 2019 synchronizes the existing
Medicaid Care Management (MCM) Program re-procurement as legislatively required and adjusts for
the delay in the initial MCM program start-up. It is impra^ical to contract with new Managed Care
Organizations (MCOs) for a one year period given the lead time to procure and establish new MCOs.
Also, with the planned transition under SB313 to the Granite Advantage Health Care Program from the
New Hampshire Health Protection Program, .aside from a problematic procurement, it would require up
to three transitions iri a six month period for t^eneficiaries.

The adjusted actuarially certified rate structure under the Sole Source Contracts is
$655,426,236.40, prospectively. The SPY capitation rate for SPY 19 increases by 3.72%, which
approximates with experience over the preceding years of the MCM program, and is lower than the
national trend^of 4.9% under the President's Medicaid budget projections. The pre-existing aggregate
average administrative cost allowance of 8% remains in place as does the operating margin allowance
of up to 1.5%. Effective upon a Governor and Executive Council approval, the combined aggregate
total is $3,557,921,400.41 all Medicaid Care Management program contracts;

Governor and Executive Council approved the original agreements on May 9, 2012, Item #54A,
and approved subsequent amendments on June 19; 2013,- Item #67A: February 12, 2014, Item #25;
/Vpril 9. 2014, Item #44"; June 18. 2014, Item #65A; July 16, 2014, Late Item "A"; December 23, 2014,
Item #11; June 24, 2015, Item #30; August 5, 2015, Tabled Item 'A'; Decemt^er 16, 2015, Late Item
'A3'; January 27, 2016, item #7B; March 9, 20'16, Item #10A; June 29,-2016. Late Item 'A2': October 5,
2016, Item #12A; June 21, 2017, Tabled Item #18, and Decembers, 2017, ltem#7B.

Funds are 50% Federal and 50% General Funds for the currently eligible Medicaid population
except for the NH- Health Protection Program services funds are 94% Federal and 6% Other for
Calendar Year 2018; and 93% Federal and 7% Other for Calendar Year 2019.

\
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Funds to support this request are available in the following accounts in SPY 2019:

Fund Name and

Account Number SFY13 SFY14 SFY15 SFY16

Medicaid Care Mgmt:
010-047-79480000-101 $0 $250,000,000.00 $460,000,000.00 $490,897,701.00

NH Health Protection Program:
010-047-3099-102 ■  $0 $0.00 $193,000,000.00- $218,624,347.94

< TOTAL $0 $250,000,000.00 $653,000,000.00 $709,522,048.94

Fund Name and

Account Number SFY17

SFY18

Amendment 15

SFY19

Amendment 15

SFY19

Amendment 16

Medicaid Care Mgmt:
010-047-79480000-101 $538,601,671.35 $539,100,917.00 $548,245,172.00 $581,336,172.00

NH Health Protection Program:
010-047-3099-102 $134,015,403.72 $78,255,123.00 $42,381,032.20 $74,090,064.40

TOTAL $672,617,075.07 $617,356,040.00 $590,626,204.20 $655,426,236.40

Fund Name and

Account Number Total

Medicaid Care Mgmt:
010-047-79480000-101 $2,859,936,461.35

NH Health Proteclion'Prograim:
010-047-3099-102 $697,984,939.06

TOTAL $3,557,921,400.41

EXPLANATION

The purpose of these amendments is to change the actuarial certified rate structure as
required annually under the Centers for Medicare and Medicaid (CMS) approvals for operating a
managed care program under the two managed care health plan agreements. In addition to rate
changes, other key contract changes follow in the next two paragraphs.

These rates reflect the adoption of a new covered service for the treatment of adolescents with
substance use disorder at the Sununu Youth Center and instituting new Behavioral Health Crisis
Treatment Center program adopted in the State budget.

Applied Behavioral Analysis (ABA) to help children with autism is transitioning from fee for
service to the MCM program to better integrate services and manage the cost of care. The rates also
reflect the provision for a one year fee schedule adjustment and directed payments, pending approval
by CMS, to Community Mental Health Centers (CMHCs) for maintaining and enhancing the access,
utilization, and delivery of services to individuals enrolled in the MCM program.

The Department is prospectively amending the existing individual agreements with the state's
two managed care health plans to commence July 1, 2018 and to reflect an updated actuarially
certified rate structure.
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.Exhibit.B to the.Agreement reflects the .adjusted capitated rate information for SPY 2019.
Tables 1. through 3 below show Ihe "average per niernber per! month,!" percentage changes, and
annualized . doilar irhpact .|n the .capitation rates for. the program .including Medically Frail .and
transitional populations.: These thr^ tables illustrate that overall capitation payment structure; .

Table 1

New Hampshire Department of Health and Human Services
Meclicard Care Management Program Capitation Rates

Summary of SPY 2019 Capitation Rate Change Components
Based on Projected SPY 2019 MCO Enrollment by Rate Cell

Raite . ! . Annualized

Rate Component .. . .: Change . . PMPM.Impact . Dollar impact .

Rate ChangePrlor to Program Changes -  -2.65% . -  $9:39 .  . $13,935,000 .

SPY 2019 Program Changes:

Opioid Addiction Treatmerit Cost Trend Adjustment, .
•  1.69%- .  $5.98 ' . ••• $8,871-000 .

CMHC Temporary Fee Schedule Increase
1.07% ••3;78 5.606.000

Inclusion of ABA Services

0.74% 2.61 3.874.000

' Sununu Youth Center. Services"'
0.17% .0;60 897.000

Implementatipn of Behavioral Health Crisis Treatment Center
Services 0.04% •o;i6- 230,000

White Mountain Community Center FQHC Lookalike Status
0.03%: o:io. 147.000

CMHC Workforce Expansion Directed Paiyment. .
-0.09% (0.32) (469,000).

Total Proflfam Changes 3.65% $12.91 $19.166.000

Total SPY 2018 - SPY 2019 Rate Change 6.30% $22.30 $33,091,000

Table 2

New Hampshire Department of Health and Human Services
Medically Frail Population Capitation Rates

Summary of SPY 2019 Capitation Rate Change Components
Based on Projected SPY 2019 MCO Enrollment by Rate Cell

Rate. Component
Rate

Change

.PMPM

" Impact:
" Annuajized '
Dollar Irnpact

Rate Change Priorto Program Changes -18.5% ($223.39) ($14,032,000)

SFY 2019 Program Changes:.
■■Dpioid Addiction Treatment Cost Trend Adiustment . 3.3% 39.25 "2,459.000
. CMHC Temporary Fee Schedule Increase. 0.4% • .  6.31 "  333,000 •
' Inclusion of ABA Services . ' ■ 0.00%- • .0.00 • -0 " •

.  - , Sununu Youth Center Services, •: . 0.00%- -  .0.00 . . . . 0- .
..Irhplementatipn of BehaviprarHealth.Crisis TreatmetitCenter;

Services" ""•• • • • • - . 0.1"%- 0.70. - ■  ■44.060
' • White Mountain Commuriltv Center.FQHC Lookalike Status ,0.0% • .0.07 . • .4,000

:CMHC Workforce Expansion Directed Payment 0:0% .  (0.55) . (34,000) "
Total Program-Changes •  "3.7%- 44.78" ■ ,  2.806,000

Total SPY 2018,- SPY 2019 Rate Change -14.8% ($178.61) ($11,226,000)
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Table 3

Now Hampshire Department of Health and Human Services

NHHPP Transitional Capitation Rate Development
Summary of July 2018 - December 2018 Capitation Rate Change Components
Based on Projected July 2019 - December 2018 MCO Enrollment by Rate Cell

■Rate Componbrit Rate
Change'

•PMPM-
Impact

■ Annualized
Dollar Impact

■Rate Change Prior to Program Changes 9:8% $42.20 $292,000

Jiily 2018 A December 2018 'program-changes:
Qpioid Addiction'Treatment Cost Trend Adjustment • 8.4%. 36.19 250,000

.  CMHC Temporary Fee Schedule. Increase 0.4% •  1.62 - .  .' 11,000
Inclusion, of ABA Services. ■ 0:00% - -', •  , . 0.00' - .0" -

-  -iSununu-Youth Center Services 0.00% 0.00 ■  :.0
Irhplementatidn of BehaviorarHealth Crisis Treatrnent Center,

Services , '0.0% .' ■■ .  ■ . d.03- .  ■ ■ Vo"
• White Mbuntaifi Community Center . .0:0% • -  ' • .0.08. . 1,000 •
. : CMHC Workforce Expansion Directed Payment- . .- ■ 0.0% ■ :  (0.03)' •  • -0 •

Total Program Changes' ■  8.8% ■  37.89 • '  ■'262.000

Total SFY.2018 to July 2018v December 2018 rate.change ' . '18.7% . . .  . •$8o;o9. .  $554,000 .

•  The SPY 2019 m'atehai rate adjustments account for the trerid in fiscal years 2017, and 2018 in
■ihcreased' frequency jn utilization and coirespondlrig .cosi:(related. thereto)-for opioid addiction of a
projected ;$11.58 million, the-addition of a separate ;kick payrnent for newboms diagnosed,-with
neonatal abstinence'syndrome to. more fairly recognize the'cpsfs, and the irnplementatloh of Suriunu
Youth Center.services fpr adolescents With substance use disorder. The rates also reflect reduced
projected prescription drijg costs (3.25%) to account for; rebates collected by the MCOs, reduced fates
(p.9%)-reflective of the- improved' integration of; behavioral and physical health'services, and the
Implernentatioh oMhe Behavioral Health Ciisia Treatment Center program.,

-Also included is the terripprary fee schedule increase, of/$6.0 rriillion (^.0 million Gerieral
.Furids) for CornmUnitylMentailHOalth!; Center, services,, directed payriients :0f $5 !mi"ion .to the
Commurilty Mental Health Centers as described preyiouisly, and ASA services which are a'reallpcation
of funds already-within the State budget. .

Please'note ■that-:6niy one ,copy of Exhibit. A and :Exhlbit':B are; attached'.^ the -Exhibits are
voluminous and identical for both vendors;.

Area Served,: Statevyidei; .,

.  Source of funds: Federal, firiancialparticipation rates, for the currently eligible pppulation.will.be
5,0% Federal Funds as appropriated, by.:C,6rigress for the: entire period.-of this amendmerit, and ,50%
Gerieral Funds;' .Federalfinancial participation fates for the ̂ New Hampshire Health Protection Program'
services are 94% Federal Funds and 6% Othef.Funds in Calendar Year 2018, and 93% Federal Funds,
arid 7% Other Funds in. Calendar Year 2019, as appropriated by Congress.
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In the event that Federal funds become no longer available or are decreased below the 94%
level for the New. Hampshire Health Protection Program population in CY 2018 or CY 2019, consistent
with RSA 126-A: 5:b, c General Funds will not be requested" to .support this program; and medical
sefVices for the .new adult population" would end consistent with RSA 126-A:5-b,c and the Special
Terms and Conditions of the Premium Assistance Program Demonstration.

Respectfully submitted,

u

Henry d: Ljpman, FACHE
Medicaid Director

Approved by;
Thdmas D. Pristow, MSW, ACSW
Deputy Commissioner

The Department of Health and Human Seroices' Mieaion is to join communitiea and families
. in providing opportunities for citizens to. achieve health and independence.
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STATE OF NEW H AMPSfflRE
DEPARTMENT OF INFORMATION TECHNOLOGY

27 Hazen Dr., Concord, NH 03301
Fax: 603-271-1516 TDD Access: 1-800-735-2964

www.nh.gov/doit

Denis Goulet

Commissioner

May 31, 201.8
I

Jeffrey A. Meyers, Commissioner
Department of Health and Human Services
State of New Hampshire
129 Pleasant Street j
Concord, NH 03301

Dear Commissioner Meyers:

This letter represents formal notification that the Department of Information Technology (DoIT)
has approved your agency's request to enter into a sole source contract amendment with the state's two
managed care health plans, Granite State Health Plan d/b/a New Hampshire Healthy Families, 264 South
River Road, Bedford, NH 03110 and Boston Medical Center HealthNet Plan d/h/a Well Sense Health
Plan, Schrafft's Business Center, 529 Main Street Charlestown, MA 02129 as described below and
referenced as DoIT No. 2012-074P. I

I

The purpose of this amendment is to change the actuarial certified rate structure as
required annually under the Centers for Medicare and Medicaid approvals for operating a
managed care program under the two managed care health plan agreements identified
above.

This amendment will commence on July 1,2018 for the 2019 State Fiscal Year.
Effective upon Governor and Council Approval, the combined aggregate total is
$3,557,921,400.41 for all Medicaid Care M^gement program contracts.

A copy of this letter should accompany the Department of Health and Human Services'
submission to the Governor and Executive Council for approval.

DG/ck

DolT#2012-074P

cc: Bruce Smith, IT Manager, DoIT

Denis Goulet

"innovative Technologies Today for New Hampshire's Tomorrow'



New Hampshire Department of Health and Human Services
Medlcald Care Management Contract

State of New Hampshire
Department of Health and Human Services

Amendment #16 to the

Medicald Care Management Contract

This 16*" Amendment to the Medicald Care Management contract (hereinafter referred to as "Amendment Sixteen")
dated this 24"' day of May, 2018, is by and between the State of New Hampshire. Department of Health and
Human Services (hereinafter referred to as the "State" or "Departmenf) and Granite State Health Plan, Inc.,
(hereinafter referr^ to as "the Contractor"), a New Hampshire Corporation with a place of business at 2 Executive
Park Drive, Bedford, NH 03110.

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor and Executive Council on May 9,
2012, Item #WA, and approved subsequent amendments as follows: Amendment #1 June 19, 2013, Item #, 67A,
Amendment #2 February 12, 2014, Item #25, Amendment #3 April 9, 2014, Item #44, Amendment #4 June 18,
2014, Item #65A, Amendment #5 July 16, 2014, Late Item "A". Amendment #6 December 23, 2014, Item #11,
Amendment #7 June 24, 2015, Item #30, Amendment #8 August 5. 2015. Tabled Item "A", Amendment #9
December 16, 2015, Late Item "AO", Amendment #10 January 27, 2016, Item #7B, Amendment #11 March 9, 2016,
Item #10A, Amendment #12 June 29, 2016, Late Item "A2". Amendment #13 October 5, 2016, Item #12A,
Amendment #14 June 21, 2017, Tabled Item #18. and Amendment #15 December'6, 2017, Item #7B, the
Contractor agreed to perform certain services based upon the terms and conditions specified in the Contract as
amended and in consideration of certain sums specified; and

WHEREAS, the State and the Contractor have agreed to make changes to the scope of work, payment schedules
and terms and conditions of the contract; and

WHEREAS, pursuant to the General Provisions, Paragraph 18, the State may modify the scope of work and the
payment schedule of the contract by written agreement of the parties;

WHEREAS, the parties agree to modify the price limitation, modify the scope of services to support continued
delivery of these services, and modify the capitation rates, and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained in the
Contract and set forth herein, the parties hereto agree to amend as follows:

1. Form P-37. General Provisions, Block 1.8 Price Limitation to increase the Price Limitation by
$64,800,032.20 from $3,493,121,368.21 to read: $3,557,921,400.41 for a cumulative contract value for ail
Medicaid Care Management contracts.

2. Delete Exhibit A Amendment #13 in its entirety and replace with Exhibit A Amendment #14.

3. Delete in its entirety Exhibit B Amendment #15 and replace with Exhibit B Amendment #16.

4. Delete in Its entirety Exhibit O Amendment #8 NH Medicaid Care Management Quality and Oversight
Reporting - 2018 and replace with Exhibit O Amendment #9 Medicaid Care,Management Quality and
Oversight Reporting-2019.

5. Delete in its entirety Standard Exhibit I Health Insurance Portability and Accountability Act Business
Associate Agreement version September 2009 and replace Exhibit I Health Insurance Portability Act
Business Associate Agreement version March 2014.

Granile Slate Health Plan. Inc. Amendment #16
Page 1 of 3



New Hampshire Depai^ent of Health and Huhiah Services
IMedii^ld Care Management Contract : :

amuMBiliiauma sM he dfecHDwe upon the GowenrMg and Bmcufflw CttwancB appw^
IINWTI1hlESSWKB%EOF.ttepaiteha¥8^fii^.hi3ndteffioftlhed3!k'mQl|tatella^ . " : -

^ate'of.Ksitf HanqtsScB '
QepartTnent of Kc^h and

DatBi

Ti

Granite State HeaGh Rah, Bnc.

Date

AcknoMtedgement of Contrat^s signature:

State of

:U 'I

Title
O

on 3 ̂ y before the undereighed officer.
personally appear^ die.perspn ider^tified directly above, or satisfoctprily proveii to be tlte.porsQn ̂ ose harrte |s
signed atwve, and ackm^^ged that sfoe executed this document in the capacity indica^ above.

Signature of Notary Public or Justice of ithe Peace

LbA
Nameiahd .

STO or Nm HarnpMie ■
:  MyCornmtestoiExiXrasOaeflfrt«fg(\9ii>yg

My Commi^on Expires: ■ :

Granite state Health Plan; Inc. . . Amendment #16

'' Page 2 of 3
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OF TIFS ATTORNEY GBCERAL

NantK

Titte;

IBta^iyoeftiJyC^ forej^g Amendlinentwasapipnft^
erf HampsWre 83 the Me^ir^ on: ' (date of ineefing)

K.
fNJU^

and- GounsO of the State.

OFFICE OF THE SECRETARY OF STATE

Date Name:
Trtte:

Granite;State Health Plan, Inc. Amendment #16
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New Hampsihire Department of Health and Human Services
Medlcaid Care Management Contract

State of New Hampshire
Department of Health and Human Services

Amendment #16 to the
Medicaid Care Management Contract

This 16*' Amendment to the Medicaid Care Management contract (hereinafter refemed to as "Amendment.
Sixteen") dated this 24*" day of May, 2018, is by and between the State of New Hampshire. Department of Health
and Human Services (hereinafter.referred to as the "State" or "Department") and Boston Medical Center Health
Plan, Inc.,' (hereinafter referred to as "the Contractor"), a Massachusetts nonprofit corporation vyith' a place of
business at Schraffts Busiriess Center, 529 Main Street, Charlestown, MA, 02129.

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor and Executive Council on May .9,
2012, Item #54A, and approved subsequent amendments as follows: Amendment #1 June 19, 2013, -Item #, 67A.
Amendment #2 February 12, 2014, Item #25, Amendment #3 April 9, 2014, Item #44, Amendment #4 June 18,
2014, Item #85A, Amendment #5 July 16, 2014, Late item "A", Amendment #6 December 23, 2014, item #11,
Amendment #7 June 24; 2015, item #30, Amendment #8 August 5, 2015, Tabled item "A", Amendment #9
December 16, 2015, Late Item "AO", Amendment #10 January 27, 2016, Item #78, Amendment #11 March 9, 2016,
Item #1PA, Arnendment #12 June 29, 2016, Late Item "A2", Amendment #13 October 5, 2016, ltem ,#12A,
Amendrhent #14 June ,21, ,2017^ Tabled Item #18, and Amendment #16 December 6, 2017, Item .#78, the
Contractor .agreed to perform certain services based upon the terms and conditions specified in the Contract as
amended and in consideration of certain sums speci^ed; and

WHEREAS, the State and-the Contractor have agreed to make changes to the scope of work, payment schedules
.and terms and conditions of the contract; and -

WHEREAS, pursuant to the General Provisions, Paragraph 18, the State may modify the scope of work and. the
payment schedule of the contract by written agreement of the parties;

WHEREAS, the parties agree to modify the price limitation, modify the scope of services to support continued •
delivery of these services, and modify the capitation rates, and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained in the
Contract and set forth herein, the parties Hereto agree to amend as follows:

1. Form P-37, General Provisions, Block 1.4 Contractor Address to read:

•Schraffts Business Center
529 Main Street

Charlestown MA 02129

2. -Form P-37, General Provisions, Block 18 Price Limitation to increase the Price Limitation by
$64,800,032.20 frorh $3,493,121,368.21 to read: $3,557,921,400.41 for a cumulative contract value for all

-. Medicaid Care. Management contracts.

3. Delete Exhibit A Amendment #13 in its entirety and replace with Exhibit A Amendment #14.

4. Delete in its.e"htirety Exhibit B Amendment #15 and replace with Exhibit B Amendment #16.

5. .Delete in .its entirety Exhibit O Amendment #8 NH Medicaid Care Management Quality and Oversight
Reporting -.2018 and replace with Exhibit O Amendment #9 Medicaid Care Management Quality and

. Oversight Reporting-2019.

6. .Delete in its entirety Standard Exhibit I Health Insurance Portability and Accountability Act Business
Associate Agreement version September 2009 and replace Exhibit,! Health Insurance Portability Act
Business Associate Agreement version March 2014.

Boston Medical Cemer Health Plan, Inc. - Amendment #16
'  Page 1 of 3



New Hampshire Department of Health and Human Services
Medicaid Care Management Contract

This amendment shall be effective upon the date of Govemor and Executive Council approval.
IN WITNESS WHEREOF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Heaith and Human Services

Date [ / NameyHenry Lj
Title: ' Medicara Di

ma

dor

Date' ' Name:

Boston Medical Center Health Plan, Inc.

Title:

Acknowledgement of Contrador's signature:

State of County of _on o" A ̂before the undersigned officer,
personally appeared the person identified directly above, or satisfad6rily prcAren to be the person whose name is
signed above, and acknowledged that s/he executed this document in the capacity indicated above.

Sign Notary Public or Justice of the Peace

Name ana Title of Notary or Justice of the Peace

My Commission Expires: -(Xyr-X \ iClo /<^

MARGARET MEtANSON
No*«7Putifte

COMMONWEALTH OP MASSApKUSETTs]
MyCommiSAioinExpftSs

_ .. Aprtl23.jQiopn ■ i i, mu I ^

Boston Medical Center Health Plan. inc. Amendment #16
Page 2 of 3



New Hampshire Department of Health and Human Services
Medicald Care Management Contract

The preceding Amendment, having been reviewed by this office, is approved as to form, substance, and execution.

OFFICE OF THE ATTORNEY GENERAL

Oatei Name:

t hereby certify that the foregoing Amendment was approved by the Governor and Executive Council of the State
of New Hampshire at the Meeting on: (date of meeting)

OFFICE OF THE SECRETARY OF STATE

Date Name:

Title:

Boston Medical Center Health Plart, Inc. Amendment #16

Page 3 of 3
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1. Introduction

1.1. Purpose

1.1.1. The purpose of this Agreement is to set forth the terms and conditions for the MCO's
participation in the NH Medicaid Care Management Program.

1.2. Type of Agreement

1.2.1. This Is a comprehensive full risk prepaid capitated contract. The MCO is responsible
for the timely provision of all medically necessary services as defined under this
Agreement. In the event the MCO incurs costs that exceed the capitation payments,
the State of New Hampshire and its agencies are not responsible for those costs and
will not provide additional payments to cover such costs.

1.3. Agreement Period

1.3.1. The Department of Health and Human Services (DHHS) and the MCO agree to
extend this Agreement by 12 months to June 30, 2019 at which point this Agreement
is targeted to end.
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2. Glossary of Terms and Acronyms
Abuse

"Abuse" means provider practices that are inconsistent with sound fiscal, business, or medical
practices and result in an unnecessary cost to the Medicaid program, or in reimbursement for
services that are not medically necessary or that fail to meet professionally recognized standards
for health care. It also includes beneficiary practices that result in unnecessary cost to the
Medicaid program. [42 C.F.R. 455.2]

Administrative Review Committee

Applies appropriate risk management principles to ensure due diligence and oversight to protect
the patient, community and hospital in treating high risk or high profile patients.

Acquired Brain Disorder (HCBC-ABD) Waiver

"Acquired Brain Disorder (HCBC-ABD) waiver" means the home and community-based care
1915(c) waiver program that provides a system of services and supports to individuals age 22
years and older with traumatic brain injuries or neurological disorders who are financially
eligible for Medicaid and medically qualify for institutional level of care provided with a need
for specialized nursing care or specialized rehabilitation services. Covered services are identified
in He-M 522.

Adequate Network of Providers

A network sufficient in numbers, types and geographic location of providers, as defined in the
Agreement, to ensure that covered persons will have access to health care services without
unreasonable delay.

Advance Directive

"Advance Directive" means a written instruction, such as a living will or durable power of
attorney for health care, recognized under the laws of the State of New Hampshire, relating to the
provision of health care when an individual is incapacitated (42 CFR 438.6, 438.10,422.128, and
489.100). ■

Agreement

"Agreement" means the entire written Agreement between DHHS and the MCO, including any
Exhibits, documents, and materials incorporated by reference.

Agreement Period

Dates indicated in the P-37 of this Agreement.

Agreement Year

NH State Fiscal Year.
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Appeal

"Appeal" means a request for review of an action as described in this Agreement (42 CFR
438.400(b)).

Auxiliary aids

"Auxiliary aids" means services or devices that enable persons with impaired sensory, manual,
or speaking skills to have an equal opportunity to participate in, and enjoy the benefits of
programs or activities conducted by the MCO. Such aids shall include readers, Braille materials,
audio recordings, telephone handset amplifiers, telephones compatible with hearing aids,
telecommunication devices for deaf persons (TDD's), interpreters, notetakers, written materials,
and other similar services and devices.

Behavioral Health Crisis Treatment Center

"Behavioral Health Crisis Treatment Center" (BHCTC) means a treatment service center that
provides 24/7 intensive, short term stabilization treatment services for individuals experiencing a
mental health crisis, including those with co-occurring substance use disorder. The BHCTC
accepts individuals for treatment on a voluntary basis who walk-in, are transported by first
responders, or as a stepdown treatment site post emergency department visit or inpatient
psychiatric treatment site. The BHCTC delivers an array of services to de-escalate and stabilize
individuals at the intensity and for the duration necessary to quickly and successfully discharge,
via specific after care plans, the individual back into the community or to a step-down treatment
site. .

Care coordination

"Care coordination" is the deliberate organization of patient care activities between two or more
participants (including the individual) involved in an individual's services and supports to
facilitate the appropriate delivery of medical, behavioral, psychosocial, and long term services
and supports. Organizing care involves the marshalling of personnel and other resources needed
to carry out all required services and supports, and requires the exchange of information among
participants responsible for different aspects of care. (42 CFR 438.208).

Effective care coordination includes the following:

• Actively assists patients to acquire self-care skills to improve functioning and health
outcomes, and slow the progression of disease or disability;

•  Employs evidence-based clinical practices;

•  Coordinates care across health care settings and providers, including tracking referrals;

• Actively assists patients to take personal responsibility for their health care;

•  Provides education regarding avoidance of inappropriate emergency room use;
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Emphasizes the importance of participating in health promotion activities; Provides ready
access to behavioral health services that are, to the extent possible, integrated with primary
care; and

Uses appropriate community resources to support individual patients, families and caregivers
in coordinating care.

• Adheres to conflict of interest guidelines set forth by the health plan and contractor (State of
NH)

• Ensures the patient is aware of all appeal and grievance processes including how to request a
different care coordinator.

•  Facilitates ready and consistent access to long term supports and services that are, to the
extent possible, integrated with ail other aspects of the member's health care.

Centers for Medicare and Medicald Services (CMS)

"Centers for Medicare and Medicaid Services (CMS)" means the federal agency within the U.S.
Department of Health and Human Services (HHS) with primary responsibility for the Medicaid
and Medicare program.

Children's Health Insurance Program

"Children's Health Insurance Program (CHIP)" means a program to provide access to medical
care for children under Title XXI of the Social Security Act, the Children's Health Insurance
Program Reauthorization Act of 2009.

Children with Special Health Care Needs

Children who have or are at increased risk for a chronic physical, developmental, behavioral, or
emotional condition and who also require health and related services of a type or amount beyond
that required by children generally.

Choices for Independence (HCBC-CFI) Waiver

"Choices for Independence (HCBC-CFI) Waiver" means the home and community-based care
1915(c) waiver program that provides a system of long term care services and supports to seniors
and adults who are financially eligible for Medicaid and medically qualify for institutional level
of care provided in nursing facilities. This term is also known as home and community based
care for the elderly and chronically ill (HCBC-ECI). Long term care definitions are identified in
RSA 151 E and He-E 801, and covered services are identified in He-E 801.

Chronic Condition

"Chronic Condition" means, a physical or mental impairment or ailment of indefinite duration or
frequent recurrence and includes, but is not limited to: a mental health condition; a substance use
disorder; asthma; diabetes; heart disease; or obesity, as evidenced by a body mass index over
twenty-five.
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Cold Call Marketing

"Cold Call Marketing" means any unsolicited personal contact by the MGO or its designee, with
a potential member or a member with another contracted managed care organization for the
purposes of marketing (42 CFR 438.104(a)).

Communications Plan

"Communications Plan" means a written strategy for timely notification to DHHS regarding
expected or unexpected interruptions or changes that impact MCO policy, practice, operations,
members or providers. The Communications Plan shall define the purpose of the comimunicatlon,
the paths of communication, the responsible MCO party required to communicate, and the time
line and evaluation of effectiveness of MCO messaging to DHHS and to affected parties. The
Communications Plan shall also provide for the MCO to communicate with DHHS and respond
to correspondence received from DHHS within one (1) business day on emergent issues and five
(5) business days on non-emergent issues.

Confidential Information

"Confidential Information" means information that is exempt from disclosure to the public or
other unauthorized persons under federal or state law. Confidential Information includes, but is
not limited to, Personal Information.

Conflict Free Care Coordination

"Conflict Free Care Coordination" separates clinical or non-financial eligibility determination
from direct service provision. Care Coordinators and evaluators of the beneficiary's need for

■  services are not related by blood or marriage to the individual, their paid caregivers or to anyone
financially responsible for the individual; robust monitoring and oversight are in place to
promote consumer-direction and beneficiaries are clearly informed about their right to appeal or
submit a grievance decisions about plans of care, eligibility determination and service delivery.
State level oversight is provided to measure the quality of care coordination services and to
ensure meaningful stakeholder engagement. In circumstances when one entity is responsible for
providing care coordination and service delivery, appropriate safeguards and firewalls exist to
mitigate risk of potential conflict.

Conflict Free Care Management
' *' **4*- *

(see Care Coordination)

Consumer Assessment of Healthcare Providers and Systems (CAHPS®)

"Consumer Assessment of Healthcare Providers and Systems (CAHPS®)" means a family of
standardized survey instruments, including a Medicaid survey used to measure member
experience of health care.
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Consumer Direction

"Consumer Direction", also known as participant direction or self-direction, means a service
arrangement whereby the individual or representative, if applicable, directs the services and
makes the decisions about how the funds available for the individual's services are to be spent.
It includes assistance and resources available to individuals in order to maintain or improve their
skills and experiences in living, working, socializing, and recreating.

Continuity of Care

"Continuity of Care" means the provision of continuous care for chronic or acute medical
conditions through member transitions between: facilities and home; facilities; providers; service
areas; managed care contractors; and Medicaid fee-for-service and managed care arrangements.
Continuity of care oixurs in a manner that prevents secondary illness, health care complications
or re-hospitaiization and promotes optimum health recovery. Transitions of significant
importance include: from acute care settings, such as inpatient physical health or behavioral
(mental health/substance use) health care settings to home or other health care settings; from
hospital to skilled nursing facility; from skilled nursing to home or community-based settings;
and from substance use care to primary and/or mental health care.

Contracted Services

"Contracted Services" means covered services that are to be provided by the MCO under the
terms of this Agreement.

Covered Services

"Covered Services" means health care services as defined by DHHS and State and Federal ■
regulation.

Debarment

"Debarment" means an action taken by a Federal official to exclude a person or business entity
from participating in transactions involving certain federal funds.

Developmental Disabilities (HCBC-DD) waiver

"Developmental Disabilities (HCBC-DD) waiver" means the home and community-based care
1915(c) waiver program that provides a system of long term care services and supports in non-
institutional settings to individuals of any age with mental retardation and/or developmental
disabilities who are financially eligible for Medicaid and medically qualify for institutional level
of care provided in an Intermediate Care Facility for Individuals with Intellectual Disabilities
aCF/IID).

Division for Children, Youth & Families (DCYF) Services

"Division of Children, Youth & Families (DCYF) Services" means community based services
and residential treatment services as indicated in Section 8.2 Covered Services Matrix as DCYF..
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Early, Periodic Screening, Diagnostic and Treatment (EPSDT)

"EPSDT (Early, Periodic Screening, Diagnostic and Treatment)" means a package of services in
a preventive (well child) screening covered by Medicaid for children under the ̂ e of twenty-one
(21) as defined in the Social Security Act (SSA) Section 1905(r), 42 CFR 441.50, and DHHS
EPSDT program policy and billing instructions. Screening services covered by Medicaid include
a complete health history and developmental assessment, an unclothed physical exam,
immunizations, laboratory tests, health education and anticipatory guidance, and screenings for:
vision, dental, substance use, mental health and hearing. The MCO shall be responsible for all
services found to be medically necessary services during the EPSDT exam.

Eligible Members

"Eligible Members" means individuals determined eligible by DHHS and eligible to enroll for
health care services under the terms of this Agreement.

Emergency Medical Condition

"Emergency Medical Condition" means a medical condition manifesting itself by acute
symptoms of sufficient severity (including severe pain) such that a prudent layperson, who .
possesses an average knowledge of health and medicine, could reasonably expect the absence of
immediate medical attention to result in: (a) placing the health of the individual (or, with respect
to a pregnant woman, the health of the woman or her unborn child) in serious jeopardy; (b)
serious impairment to bodily functions; or (c) serious dysfunction of any bodily organ or part (42
CFR 438.114(a)).

Emergency Services

"Emergency Services" means ihpatient and outpatient contracted services fumished by a
provider qualified to furnish the services needed to evaluate or stabilize an emergency medical
condition (42 CFR 438.114(a)).

Equal Access

"Equal Access" means Steps 1 and 2, and NHHPP members having the same access to providers
and services for those services common to both populations.

Execution Date

D>ate Agreement approved by Govemor and Executive Council.

External Quality Review (EQR)

"External Quality Review (EQR" means the analysis and evaluation by an EQRO of aggregated
information on quality, timeliness and access to the health care services that the MCO or its
subcontractors fumish to members (42 CFR 438.320).
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External Quality Review Organization (EQRO)

"External Quality Review Organization (EQRO)" means an organization that meets the
competence and independence requirements set forth in 42 CFR 438.354, and performs extemal
quality review, other EQR-related activities as set forth in 42 CFR 438.358.

Fraud

"Fraud" means an intentional deception or misrepresentation made by a person with the
knowledge that the deception could result in some unauthorized benefit to himself or some other
person. It includes any act that constitutes fraud under applicable Federal or State law. [42
C.F.R. 455.2]

Grievance

"Grievance" means an expression of dissatisfaction about any matter other than an action.
Possible subjects for grievances include, but are not limited to, the quality of care or services
provided, and aspects of interpersonal relationships such as rudeness of a provider or employee,
or failure to respect the member's rights (42 CFR 438.400(b)).

Grievance Process

"Grievance Process" means the procedure for addressing member grievances (42 CFR
438.400(b)).

Grievance System

"Grievance System" means the overall system that includes grievances and appeals handled by
the MCQ and access to the State fair hearings (42 CFR 438, Subpart F).

Healthcare Effectiveness Data and Information Set (HEDIS)

"Healthcare Effectiveness Data and Information Set (HEDIS)" means a set of standardized
performance measures designed to ensure that healthcare purchasers and consumers have the
information they need to reliably compare the performance of managed health care plans. HEDIS
also includes a standardized survey of members' experiences that evaluates plan performance in
areas such as customer service, access to care and claims processing. HEDIS is sponsored,
supported, and maintained by National Committee for Quality Assurance (NCQA).

Health Home

"Health Home" means coordinated health care provided to members with special health care
needs. At minimum, health home services include:

•  Comprehensive care coordination including, but not limited to, chronic disease management;

Self-management support for the member, including parents of caregivers or parents of
children and youth;

Care coordination and health promotion;
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• Multiple ways for the member to communicate with the team, including electronically and by
phone;

• Education of the member and his or her parent or caregiver on self-care, prevention, and
health promotion, including the use of patient decision aids;

• Member and family support including authorized representatives;

• The use of information technology to link services, track tests, generate patient registries and
provide clinical data;

• Linkages to community and social support services;

•  Comprehensive transitional health care including follow-up from inpatient to other settings;

• A single care plan that includes all member's treatment and self-management goals and
interventions; and

• Ongoing performance reporting and quality improvement.

Home and Community Based Care (HCBC)

"Home and Community Based Care (HCBC)", also known as Home and Community Based
Services (HCBS), means the waiver of sections 1902 (a) (10) and 1915 (c) of the Social Security
Act which allows the federal Medicaid funding of long term services and supports in non-
institutional settings for individuals who reside in the community or in certain community
alternative residential settings, as an alternative to long term institutional services in a nursing
facility or Intermediate Care Facility. This includes services provided under the Choices for
Independence Waiver (HCBC-CFI) waiver program, Developmental Disabilities (HCBC-DD)
waiver program. Acquired Brain Disorders (HCBC-ABD) waiver program, and In Home
Supports (HCBC-IHS) waiver program.

Implementation Period

"Implementation Period" means each period of time prior to Program Start Date for the
following segments: Step 1, NHHPP, SUD Phases 1, 2 and 3, and Step 2 Phase 1.

Implementation Plan

"Implementation Plan" means a proposed and agreed upon written and detailed listing of all
objectives, tasks, activities, time allocation, deliverables, dependencies and responsible parties
required to design, develop and implement the steps and phases of the Care Management
Program. The Implementation Plan(s) shall include documentation of approvals as well as
document change history.

f

In Home Supports for Children with Developmental Disabilities (HCBC-IHS) Waiver

"In Home Supports for Children with Developmental Disabilities (HCBC-IHS) Waiver" means
the home and community-based care 1915(c) waiver program that provides a system of long
term care services and supports to families with children diagnosed with autism and other

Page 16



New Hampshire Medicald Care Management Contract — SFY2019

Exhibit A - Amendment #14

developmental disabilities through age 21 living at home with their families who require services
to avoid institutionalization. Covered services are identified in He-M524.

Long Term Services and Supports (LTSS)

"Long Term Services and Supports (LTSS)" means nursing facility services, all four of New
Hampshire's Home and Community Based Care Waivers, and services provided to children and
families through the Division for Children, Youth & Families.

Managed Care Organization (MCO)

"Managed Care Organization (MCO)" means an organization having a certificate of authority or
certificate of registration from the Office of Insurance Commissioner that contracts with DHHS
under a comprehensive risk Agreement to provide health care services to eligible DHHS
members under the DHHS Care Management Program.

Marketing

"Marketing" means any communication from the MCO to a potential member or member with
another DHHS contracted MCO that can be reasonably interpreted as intended to influence them
to enroll with the MCO or to either not enroll or end enrollment with another DHHS contracted

MCO (42 CFR 438.104(a)).

Marketing Materials

"Marketing Materials" means materials that are produced in any medium, by or on behalf of the
MCO that can be re^onably interpreted as intended as marketing (42 CFR 438.104(a)).

Medically Frail
"Medically frail" means a member who identifies as having a physical, mental, or emotional
health condition that causes limitations in activities (e.g. bathing, dressing, daily chores, etc.) or
lives in a medical facility or nursing home.

Medically Necessary Services

"Medically Necessary Services" means services that.are "medically necessary" as is defined in
Section 23.2.2.

Member

"Member" means an individual who is enrolled in managed care through a Managed Care
Organization (MCO) having an Agreement with DHHS (42 CFR 438.10(a)).

Member Handbook

"Member Handbook" means the handbook published by the Managed Care Organization (MCO)
which describes requirements for eligibility and enrollment, Covered Services, and other terms
and conditions that apply to Member participation in Medicaid Managed Care and which means
all informing requirements as set forth in 42 CFR 438.10.
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Mental Health Court

A "Mental Health Court" is a specialized court docket for certain defendants with mental
illnesses that substitutes a problem solving model for traditional criminal court processing.

National Committee for Quality Assurance (NCQA)

"National Committee for Quality Assurance (NCQA)" means an organization responsible for
developing and managing health care measures that assess the quality of care and services that
managed care clients receive.

Necessary Services

"Necessary Services" means services to prevent, diagnose, correct, cure, alleviate or prevent the
worsening of conditions that endanger life, cause pain, result in illness or infirmity, threaten to
cause or aggravate a handicap, cause physical deformity or malftinction, or is essential to enable
the individual to attain, maintain, or regain functional capacity and/or independence, and no
other equally effective course of treatment is available or suitable for the recipient requesting a
necessary long term service and support.

New Hampshire Community Passport (NHCP) Program or Money Follows the Person
(MFP) Demonstration

"Money Follows the Person (MFP)" means a federal demonstration that assists individuals
residing in nursing institutions who meet CMS eligibility requirements find suitable healthcare
programs to support them in the community and then assists them to transition from nursing
institution care to community care. The program's intent is to help strengthen and improve
community based systems of long term care for low-income seniors and individuals with
disabilities. ''New Hampshire Community Passport (NHCP) Program" means the MFP program
specific to New Hampshire.

New Hampshire Health Protection Program (NHHPP)

Coverage provided through the MCOs for individuals newly eligible for Medicaid based the new
income levels established in Senate Bill 413, Chapters, Laws of 2014; provided, however, that
on and after January 1, 2016, coverage under this program shall be limited to said individuals
who are Medically Frail and who choose to participate in the New Hampshire Health Protection
Program and those MOO members who transition from an eligibility category other than the
New Hampshire Health Protection Program who have not yet begun their coverage in the
Premium Assistance Program.

New Member

"New Member" means a member transferring from FFS to an MCO, or transferring from another
MCO.

Non-Participating Provider

"Non-Participating Provider" means a person, health care provider, practitioner, facility or entity
acting within their scope of practice or licensure, that does not have a written Agreement with
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the MCO to participate in a managed care organization's provider network, but provides health
care services to members.

Participating Provider

"Participating Provider" means a person, health care provider, practitioner, facility, or entity,
acting within their scope of practice and licensure, and who is under a written contract with the
MCO to provide services to members under the terms of this Agreement.

Payment Reform Plan

"Payment Reform Plan" means an MCO's plan to engage its provider network in health care
delivery and payment reform activities such as pay for performance programs, innovative
provider reimbursement methodologies, risk sharing arrangements and sub-capitation
agreements, and shall contain information on the anticipated impact on member health outcomes,
providers affected.

Physician Group

"Physician Group" means a partnership, association, corporation, individual practice association,
or other group that distributes income from the practice among its members. An individual
practice association is a physician group only if it is composed of individual physicians and has
no subcontracts with physician groups.

Provider Incentive Plan

"Provider Incentive Plan" means any compensation arrangement between the MCO and a
provider or provider group that may directly or indirectly improve the delivery of healthcare
services as directed by a provider under the terms of this Agreement.

Program Management Plan

"Program Management Plan" means a proposed and agreed upon written detailed plan that
includes a framework of processes to be used by the MCO ̂d NH DHHS for managing and
monitoring all aspects of the Care Management Program as provided for in the Agreement.
Includes documentation of approvals as well as document change history.

Program Start Date

Each date when MCO is responsible'for coverage of services to its members with respect to the
steps and phases of the Medicaid Care Management program.

Post-stabilization Services

"Post-stabilization Services" means contracted services, related to an emergency medical
condition that are provided after an member is stabilized in order to maintain the stabilized
condition or to improve or resolve the member's condition (42 CFR 438.114 and 422.113).

Primary Gare Provider (PCP)

"Primary Care Provider (PCP)" means a participating provider who has the responsibility for
supervising, coordinating, and providing primary health care to members, initiating referrals for
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specialist care, and maintaining the continuity of member care. PCPs include, but are not limited
to Pediatricians, Family Practitioners, General Practitioners, Internists,
Obstetricians/Gynecologists, Physician Assistants (under the supervision of a physician), or
Advanced Registered Nurse Practitioners (ARNP), as designated by the MCO. The defmition of
PCP is inclusive of primary care physician as it is used in 42 CFR 438. All Federal requirements
applicable to primary care physicians will also be applicable to primary care providers as the
term is used in this Agreement.

Provider

"Provider " means an individual medical professional, hospital, skilled nursing facility, other
facility or organization, pharmacy, program, equipment and supply vendor, or other entity that
provides care or bills for health care services or products.

Referral Provider

"Referral Provider" means a provider, who is not the member's PCP, to whom a member is
referred for covered services

Regulation

"Regulation" means any federal, state, or local regulation, rule, or ordinance.

Risk

"Risk" means the possibility that a loss may be incurred because the cost of providing services
may exceed the payments made for services. When applied to subcontractors, loss includes the
loss of potential payments made as part of a provider incentive plan, as defined herein.

Special Needs

Special Needs include chronic physical, developmental, behavioral or emotional conditions or
adverse social circumstances resulting in need for help with related services of a type or amount
beyond that required by members generally. Members with Special Needs include both Children
and Adults.

Start Date of the Program

Date initial member enrollment begins.

Start of Program

Date initial member enrollment begins.

State

"State" or "state" means the State of New Hampshire

Step 1

Services as indicated in Section 8.2 Covered Services Matrix as Step 1.
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Step 2

Services as indicated in Section 8.1 Covered Populations Matrix and Section 8.2 Covered
Services Matrix as Step 2.

Subcontract

"Subcontract*' means any separate contract or contract between the MCO and an individual or
entity ("Subcontractor") which relates directly or indirectly to the performance of all or a portion
of the duties and obligations that the MCO is obligated to perform pursuant to this Agreement.

Substance Use Disorder

"Substance Use Disorder" is marked by a cluster of cognitive, behavioral and physiological
symptoms indicating that the individual continues to use alcohol, tobacco, and/or other drugs
despite significant related problems. The cluster of symptoms includes tolerance; withdrawal or
use of a subst^ce in larger amounts or over a longer period of time than intended; persistent
desire or unsuccessful efforts to cut down or control substance use; a great deal of time spent in
activities related to obtaining or using substance or to recover from their effects; relinquishing
important social, occupational or recreational activities because of substance use; and continuing
alcohol, tobacco and/or drug use despite knowledge of having a persistent or recurrent physical
or psychological problem that is likely to have been caused or exacerbated by such use; craving
or strong desire to use. Specific diagnostic criteria are specified in "Substance-Related and
Addictive Disorders", in the Diagnostic and Statistical Manual of Disorders, 5th Edition,
American Psychiatric Association, 2013.

Willing Provider

"Willing Provider" is a provider credentialed according to the requirements of DHHS and the
MCO, who agrees to render services as authorized by the MCO and to comply with the terms of
the MCO's provider agreement, including rates, and policy manual.

2.1. Acronyms

"Acrdriym :• i^iMCiiptlon \ ■

ABD Acquired Brain Disorders Waiver

ACA Affordable Care Act

ADA Americans with Disabilities Act

ANB Aid to the Needy Blind

ANSA Adult Needs and Strengths

APTD Aid to the Permanently and Totally Disabled

ASC Accredited Standards Committee
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lAcrenv.m • ®escripiHonv,--^v--' v-' .-fv ^ '

ASL American Sign Language

BCCP Breast and Cervical Cancer Program

BMH Bureau of Mental Health

CAD Coronary Artery Disease

CANS Child and Adolescent Needs and Strengths Assessment

CDC Centers for Disease Control and Prevention

CFI Choices for Independence Waiver

CFR Code of Federal Regulations

CHF Congestive Heart Failure

CHIP Children's Health Insurance Program

CLA Community Living Assessment

CLAS Cultural and Linguistically Appropriate Services

CMHC Community Mental Health Center

CMS Centers for Medicare and Medicaid Services

COB Coordination of Benefits

COPD Chronic Obstructive Pulmonary Disease

^CQI Continuous Quality Improvement

DCYF Division of Children, Youth & Families

DO Developmental Disabilities Waiver

DHHS Department of Health and Human Services (New Hampshire)

DOB Dale of Birth

DME Durable Medical Equipment

DRG 'Diagnostic Related Group

DSH Disproportionate Share Hospitals

EFT Electronic Fund Transfer

EPSDT Early Periodic Screening, Diagnosis and Treatment

EST Eastern Standard Time
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iDescrit^ion .-y-

ETL Extract Transformation Load

EQRO External Quality Review Organization

FFS Fee-for-Service

FQHC Federally Qualified Health Center

GME Graduate Medical Education

HC-CSD Home Care for Children with Severe Disabilities

HIPAA Health Insurance Portability and Accountability Act

HIV Human Immunodeficiency Virus

ICF Intermediate Care Facility

ms In Home Supports for Children with Developmental Disabilities Waiver

IME Indirect Medical Education

LTSS Long term services and supports

MCO Managed Care Organization

MCIS Managed Care Information System

MFP Money Follows the Person Program

MIC Medicaid Integrity Contractor

MEAD Medicaid for Employed Adults with Disabilities

MMIS Medicaid Management Information System

N/A Not applicable

NCOA National Committee for Quality Assurance

NHCP New Hampshire Community Passport Program

NF Nursing Facility

NHHPP New Hampshire Health Protection Program

NHID New Hampshire Insurance Department

■NPI National Provider Identifier

OAA Old Age Assistance

OBRA Omnibus Budget Reconciliation Act
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- m..:- -iiS- ./y.
rAcronyin*-;-'SrTi'-'' /:■

PBM Pharmacy Benefit Management

PCP Primary Care Provider

PE Presumptive Eligibility

PIN Personal Identification Number

POA Present on Admission

QAPI Quality Assessment and Performance Improvement

QIP Quality Incentive Program

OM Qual ity Management

QMB Qualified Medicare Beneficiaries

RAC Recovery Audit Contractors

RBC Risk-Based Capital

RFP Request for Proposal

RHC Rural Health Center

RIMP Risk Identification Mitigation Plan

RSA Revised Statutes Annotated

SAMHSA Substance Abuse and Mental Health Services Administration

SLMB Special Low-Income Medicare Beneficiaries

SLRC ServiceLink Resource Center network under the New Hampshire Aging
and Disability Resource Center model

SNF Skilled Nursing Facility

SSA Social Security Act

SSI Supplemental Security Income

SSAE Statement on Standards for Attestation Engagements

SUD Substance Use Disorder

TANF Temporary Assistance for Needy Families

.TPL Third Party Liability

TOM Total Quality Management
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iPwcnption':V' -c' ■

use United States Code

VA Veteran's Administration
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3. General Terms and Conditions

3.1. Agreement Elements

The Agreement between the parties shall consist of the following:

3.1.1. P-37 Agreement General Provisions.

3.1.2. Exhibit A - Scope of Services - Statement of work for all goods and services to be
provided as agreed to by State of New Hampshire/DHHS and the MCO.

3.1.3. Exhibit B — Capitation Rates.

3.1.4. Exhibit C - Special Provisions - Provisions and requirements set forth by the State of
New Hampshire/DHHS that must be adhered to in addition to those outlined in the P-
37.

3.1.5. Exhibit D — Certification Regarding Drug Free Workplace Requirements - MCO's
Agreement to comply with requirements set forth in the Drug-Free Workplace Act of
1988.

3.1.6. Exhibit E - Certification Regarding Lobbying - MCO's Agreement to comply with
specified lobbying restrictions.

3.1.7. Exhibit F - Certification Regarding Debarment, Suspension and Other Responsibility
Matters - Restrictions and rights of parties who have been disbarred, suspended or
ineligible from participating in the Agreement.

3.1.8. Exhibit G - Certification Regarding Americans WithDisabilities Act Compliance-
MCO's Agreement to make reasonable efforts to comply with the Americans with
Disabilities Act.

3.1.9. Exhibit H — Certification Regarding Environmental Tobacco Smoke - MCO's
Agreement to make reasonable efforts to comply with the Pro-Children Act of 1994,
which pertains to environmental tobacco smoke in certain facilities.

3.1.10. Exhibit I - HIPAA Business Associate Agreement - Rights and responsibilities of the
MCO in reference to the Health Insurance Portability and Accountability Act

3.1.11. Exhibit J - Certification Regarding Federal Funding Accountability & Transparency
Act (FFATA) Compliance. '

3.1.12. Exhibit K-MCO's Program Management Plan approved by DHHS in accordance
with Section 7.4 of this Agreement.
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3.1.13. Exhibit L-MCO's Implementation Plan approved by DHHS in accordance with
Sections 7.6-7.8 of this Agreement.

3.1.14. Exhibit M - MCO's RFP (#12-DHHS-CM-01) Technical Proposal, including any
addenda, submitted by the MCO.

3.1.15. Exhibit N —Encounter Data.

3.1.16. Exhibit 0 -Quality and Oversight Reporting.

3.1.17. Exhibit P - Substance Use Disorder (SUD) Services.

3.2. Order of Documents.

In the event of any conflict or contradiction between or among the Agreement
documents, the documents shall contrpl in the above order of precedence.

3.3. Delegation of Authority

Whenever, by any provision of this Agreement, any right, power, or duty is imposed or
conferred on DHHS, the right, power, or duty so imposed or conferred is possessed and
exercised by the Commissioner unless any such right, power, or duty is specifically
delegated to the duly appointed agents or employees of DHHS and NHID.

3.4. Authority of the New Hampshire Insurance Department

Wherever, by any provision of this Agreement or by the laws and rules of the State of
New Hampshire the NHID shall have authority to regulate and oversee the licensing
requirements of the MCO to operate as a Managed Care Organization in the State of New
Hampshire.

3.5. Errors & Omissions

The MCO shall not take advantage of any errors and/or omissions in the RFP or the
resulting Agreement and amendments. The MCO shall promptly notify DHHS of any
such errors and/or omissions that are discovered.

3.6. Time of the Essence

In consideration of the need to ensure uninterrupted and continuous Medicaid Managed
Care services, time is of the essence in the performance of the Scope of Work under the
Agreement.

3.7. CMS Approval of Agreement & Any Amendments

This Agreement and the implementation of amendments, modifications, and changes to
this Agreement are subject to the prior approval of the Centers for Medicare and
Medicaid Services ("CMS."). Notwithstanding any other provision of this Agreement,
DHHS agrees that enrollment for any step or phase will not commence until DHHS has
received required CMS approval.
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3.8. Cooperation with Other Vendors and Prospective Vendors

DHHS may award supplemental contracts for work related to the Agreement, or any
portion thereof. The MCO shall re^onably cooperate with such other vendors, and shall
not commit or permit any act that may interfere with the performance of work by any
other vendor, or act in any way that may place members at risk of an emergency medical
condition.

3.9. Renegotiation and Reprocurement Rights

3.9.1. Renegotiation of Agreement Terms

3.9.1.1. Notwithstanding anything in the Agreement to the contrary, DHHS may at
any time during the term of the Agreement exercise the option to notiify MCO
that DHHS has elected to renegotiate certain terms of the Agreement. Upon
MCO's receipt of any notice pursuant to. this Section, MCO and DHHS will
undertake good faith negotiations of the subject terms of the Agreement, and
may execute an amendment to the Agreement.

3.9.2. Reprocurement of the Services or Procurement of Additional Services

3.9.2.1. Notwithstanding anything in the Agreement to the contrary, whether or not
DHHS has accepted or rejected MCO's Services and/or Deliverables provided
during any period of the Agreement, DHHS may at any time issue requests for
proposals or offers to other potential contractors for performance of any
portion of the Scope of Woric covered by the Agreement or Scope of Work
similar or comparable to the Scope of Work performed by MCO under the
Agreement. DHHS shall give the MCO ninety (90) calendar days notice of
intent to replace another MCO participating in the Medicaid Managed Care
program or to add an additional MCO to the Medicaid Managed Care
program.

3.9.3. Termination Rights Upon Reprocurement.

3.9.3.1. If upon procuring the Services or Deliverables or any portion of the Services
or Deliverables from another vendor in accordance with this Section DHHS
elects to terminate this Agreement, the MCO shall .have the rights and
responsibilities set forth in Section 32 ("Termination"), Section 33
("Agreement Closeout") and Section 35 ("Dispute Resolution Process").
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4. Organization
4.1. Organization Requirements

4.1.1. Registrations and Licenses

The MCO shall be licensed by the Kew Hampshire Department of Insurance to
operate as an Managed Care Organization in the State as required by New Hampshire
RSA 420-B, and shall have all necessary registrations and licensures as required by
the New Hampshire Insurance Department and any relevant federal and state laws -
and regulations. An MCO must be in compliance with the requirements of this section
in order to participate in any Steps and Phases of the Medicaid Care Management
program.

4.2. Articles & Bylaws

4.2.1. The MCO shall provide by the beginning of each Agreement year or at the time of
any substantive changes written assurance from MCO's legal counsel that the MCO is
not prohibited by its articles of incorporation, bylaws or the laws under which it is
incorporated from performing the services required under this Agreement.

4.3. Relationships

4.3.1. Ownership and Control

4.3.1.1. The MCO shall notify DHHS of any person.or corporation that has five
percent (5%) or more ownership or controlling interest in the MCO, p^ent
organization, subcontractors, and/or affiliates and shall provide

a. financial statements;

b. Date of Birth in the case of an individual;

c. Social Security numbers in the case of an individual; and

d. In the case of corporations primary business address, every business
location, P.O. Box address, and tax identification number for all owners
meeting this criterion [1124(a)(2)(A) 1903(m)(2)(A)(viii); 42 CFR 455.100-
104 ; SMM 2087.5(A-D); SMD letter 12/30/97; SMD letter 2/20/98]. The
MCO shall certify by its Chief Executive Officer that this information
provided to DHHS is accurate to the best of the officer's information,
knowledge, and belief [42 CFR438.606].

4.3.1.2. The MCO shall inform DHHS and the New Hampshire Insurance Department
(NHED) of its intent for mergers, acquisitions, or buy-Outs within seven (7)
calendar days of key staff learning of the action.
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4.3.1.3. The MCO shall inform key DHHS and NHID staff by phone'and by email
within one business day of when any key MCO staff learn of any actual or
threatened litigation, investigation, complaint, claim, or transaction that may
reasonably be considered to have a material financial impact on and/or
materially impact or impair the ability of the MCO to perform under this
Agreement with DHHS.

4.3.2. Prohibited

4.3.2.1. The MCO shall not knowingly have a relationship with the following:

4.3.2.1.1. An individual who is debarred, suspended, or otherwise excluded from
participating in procurement activities under the Federal Acquisition
Regulation or from participating in non-procurement activities under
regulations issued under Executive Order No. 12549 or under
guidelines implementing Executive Order No. 12549.; or

4.3.2.1.2. An individuaFwho is an affiliate, as defmed in the Federal Acquisition
Regulation, of a person described in 4.3.2.1.

4.3.2.1.3. An individual is described as follows:

a. A director, officer, or partner of the MCO;

b. A subcontractor of the MCO;

c. A person with beneficial ownership of five percent (5%) or more
of the MCO's equity; or

d. A person with an employment, consulting, or other arrangement
with the MCO obligations under its Agreement with the State [42
CFR 438.610(a); 42 CFR 438.610(b); SMD letter 2/20/98].

4.3.3. The MCO shall retain any data, information, and documentation regarding the above
described relationships for a period no less than 10 years [42 CFR 438.3(u)].

4.3.4. The MCO shall conduct background checks on all employees actively engaged in the
Care Management Program. In particular, those background checks shall screen for
exclusions from any federal programs and sanctions from licensing oversight boards,
both in-state and out-of-state.

4.3.5. The MCO shall not and shall certify it does not employ or contract, directly or
indirectly, with:

4.3.5.1. Any individual or entity excluded from Medicaid or other federal health care
program participation under Sections 1128 or 112,8A of the SSA for the
provision of health care, utilization review, medical social work, or
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administrative services or who could be excluded under Section 1128Cb)(8) of
the Social Security Act as being controlled by a sanctioned individual;

4.3.5.2. Any entity for the provision of such services (directly or indirectly) through an
excluded individual or entity;

4.3.5.3. Any Individual or entity excluded from Medicaid or "New Hampshire
participation by DHHS;

4.3.5.4. Any individual or entity discharged or suspended from doing business with
the State of New Hampshire; or

4.3.5.5. Any entity that has a contractual-relationship (direct or indirect) with an
individual convicted of certain crimes as described in Section 1128(b)(8) of
the Social Security Act.
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5. Subcontractors

5.1, MCO Obligations

5.1.1. The MCO remains fully responsible for the obligations, services and functions
performed by its subcontractors, including being subject to any remedies contained in
this Agreement, to the same extent as if such obligations, services and functions were
performed by MCO employees, and for the purposes of this Agreement such work
will be deemed performed by the MCO. DHHS reserves the right to require the
replacement of any subcontractor found by DHHS to be unacceptable or unable to
meet the requirements of this Agreement, and to object to the selection or use of a
subcontractor.

5.1.2. The MCO shall provide written policies for all employees and subcontractors
describing in detail the False Claims Act and other Federal and State laws described
in section 1902(a)(68) of the SSA including information about rights of employees to
be protected as whistleblowers.

5.1.3. The MCO regardless of its written agreements with any subcontractors maintains
ultimate responsibility for complying with this Agreement.

5.1.4. The MCO shall inform all subcontractors at the time of entering into an agreement
with the MCO about the grievance and appeal system as described in 42 CFR
438.10(g).

5.1.5. The MCO shall have a written agreement between the MCO and each subcontractor
in which the subcontractor:

5.1.5.1 .Agrees to comply with all applicable Medicaid laws, regulations,
including applicable subregulatory guidance and MCO contract
provisions;

5.1.5.2.Agrees to hold harmless DHHS and its employees, and all members
served under the terms of this Agreement in the event of non-payment by
the MCO;

5.1.5.3.Agrees to indemnify and hold harmless DHHS and its employees
against all injuries, deaths, losses, damages, claims, suits, liabilities,
judgments, costs and expenses which may in any manner accrue against
DHHS or its employees through intentional misconduct, negligence, or
omission of the subcontractor, its agents, officers, employees or
contractors;[

5.1.5.4. Agrees that the State, CMS, the HHS Inspector General, or their
designees shall have the right to audit, evaluate, and inspect any premises.
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physical facilities, books, records, contracts, computer or other electronic,
systems of the subcontractor, or of the subcontractor's contractor, that
pertain to any aspect of the MCO Managed Care activities;

5.1.5.5. Agrees that it can be audited for ten years from the final date of the
contract period or from the date of any completed audit, whichever is later;
and

5.1.5.6; Agrees that the State, CMS, or the HHS Inspector General can
conduct an audit at any time if the State, CMS, or the HHS Inspector
General determines that there is a reasonable possibility of fraud or similar
risk [42 CFR 438.230].

5.1.4 -The MCO shall notify DHHS in writing within 10 business days if a subcontractor
is cited for corrective action by any federal or state regulatory authority.

5.2. Notice and Approval

5.2.1. The MCO shall submit all subcontractor agreements to DHHS for prior approval at
least sixty (60) calendar days prior to the anticipated implementation date of that
subcontractor agreement and annually for renewals or whenever there is a substantial
change in scope or terms of the subcontractor agreement.

5.2.2. The MCO shall notify DHHS of any change in subcontractors and shall submit a new
subcontractor agreement for approval ninety (90) calendar days prior to the start date
of the new subcontractor agreement.

5.2.3. Approval by DHHS of a subcontractor agreement does not relieve the MCO from any
obligation or responsibility regarding the subcontractor and does not imply any
obligation by DHHS regarding the subcontractor or subcontractor agreement.

5.2.4. DHHS may grant a written exception to the notice requirements of 5.2.1 and 5.2.2 if,
in DHHS's reasonable determination, the MCO has shown good cause for a shorter
notice period or deems that the subcontractor is not a material subcontractor.

5.2.5. The MCO shall notify DHHS within twenty four (24) hours after receiving notice
from a subcontractor of its intent to terminate a subcontract agreement.

5.2.6. The MCO shall notify DHHS of any material breach of an agreernent between the
, MCO and the subcontractor within twenty four (24) hours of validation that such
breach has occurred,

5.3. MCO's Oversight
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5.3.1. The MCO shall oversee and be held accountable for any function(s) and
responsibilities that it delegates to any subcontractor in accordance with 42 CFR
438.230 and SMM 2087.4, including:

5.3.1.1. The MCO shall have a written agreement between the MCO and the
subcontractor that specifies the activities and responsibilities delegated to the
subcontractor and its transition plan in the event of termination and provisions
for revoking delegation or imposing other sanctions if the subcontractor's
performance is inadequate as determined by the MCO or NH DHHS. In such
written agreement, the subcontractor shall also agree to perform the delegated
activity and related reporting responsibilities as specified in the subcontractor
agreement and the applicable responsibilities in this Agreement.

5.3.1.2. All subcontracts related to any aspect of the MCO Managed Care activities
shall fulfill the applicable requirements of 42 CFR Part 438 for those
responsibilities delegated to the subcontractor.

5.3.1.3. The MCO shall evaluate the prospective subcontractor's ability to perform the
activities to be delegated.

5.3.1.4. The MCO shall monitor the subcontractor's performance on an ongoing basis
consistent with industry standards and State and Federal laws and regulations.

5.3.1.5. The MCO shall audit the subcontractor's care systems at least annually and
when there is a substantial change in the scope or terms of the subcontract
agreement.

5.3.1.6. The MCO shall identify deficiencies or areas for improvement, if any, with
respect to which the MCO and the subcontractor shall take corrective action.

5.3.1.7. The MCO shall monitor the performance of its subcontractors on an ongoing
basis and ensure that performance is consistent with the Agreement between
the MCO and DHHS.

5.3.1.8. If the MCO identifies deficiencies or areas for improvement are identified, the
MCO shall notify DHHS and take corrective action within seven (7) calendar
days of identification. The MCO shall provide DHHS with a copy of the
Corrective Action Plan, which is subject to DHHS approval.
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5.4. Transition Plan

5.4.1. In the event of material change, breach or termination of a subcontractor agreement
between the MCO and a subcontractor, the MCO's notice to DHHS shall include a
transition plan for DHHS's review and approval.
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6. Staffing
6.1. Key Personnel

6.1.1. The MCO shall commit key personnel to the New Hampshire Care Management
program on a full-time basis. Positions considered to be key personnel are listed
below, along with any specific requirements for each position:

6.1.1.1. Executive Director: Individual has clear authority over the general
administration and day-to-day business activities of this Agreement.

6.1.1.2. Finance Officer: Individual is responsible for accounting and finance
operations, including all audit activities.

6.1.1.3. . Medical Director: Physician licensed by the NH Board of Medicine shall
oversee and be responsible for all clinical activities, including but not limited
to, the proper provision of covered services to members, developing clinical
practice standards and clinical policies and procedures. The Medical Director
shall have a minimum of five (5) years of experience in government programs
(e.g. Medicaid, Medicare, and Public Health). The Medical Director shall
have oversight of all utilization review techniques and methods and their
administration and implementation.

6.1.1.4. The MCO will also have a physician available to the New Hampshire Care
Management program with experience in the diagnosis and treatment of SUD.

6.1.1.5. Quality Improvement Director: Individual is responsible for all Quality
Assessment and Performance Improvement (QAPI) program activities. This
person shall be a licensed clinician with relevant experience in quality
management for physical and/or behavioral healthcare.

6.1.1.6. Coordinators for the following five (5) functional areas shall be responsible
for overseeing care coordination activities for MCO members with complex
medical, behavioral health, developmental disability and long term care needs.
They shall also serve as liaisons to DHHS staff for their respective functional
areas:

6.1.1.6.1. Special Needs Coordinator: Individual shall have a minimum of a
Master's Degree from a recognized college or university with major
study in Social Work, Psychology, Education, Public Health or a
related field. The individual shall have a minimum of eight (8) years
demonstrated experience both in the provision of direct care services
as well as progressively increasing levels of management
responsibilities with a particular focus on special needs populations.
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6.1.1.6.2. Behavioral Health Coordinator: Individual shall have a minimum of a
Master's Degree from a recognized college or university with major
study in Social Work, Psychology, Education, Public Health or a
related field. The individual shall have a minimum of eight (8) years
demonstrated experience both in the provision of direct care services
as well as progressively increasing levels of management
responsibilities, with a particular focus on direct care and
administrative responsibilities within community mental health
services.

6.1.1.6.3. Developmental Disabilities Coordinator: The individual shall have a
minimum of a Master's Degree from a recognized college or university
with major study in Social Work, Psychology, Education, Public
Health or a related field. The individual shall have a minimum of eight
(8) years demonstrated experience both in the provision of direct care
services as well as progressively increasing levels of management

•  responsibilities, with a particular focus on direct care and
administrative responsibilities related to services provided for
developmentally disabled individuals.

6.1.1.6.4. Substance Use Disorder Coordinator: The individual will have a

minimum of a Master's Degree in a SUD related field and have a
minimum of eight (8) years of demonstrated experience both in the
provision of direct care services at progressively increasing levels of
management responsibilities, with a particular focus on direct care and
administrative responsibilities related to substance use disorders.

6.1.1.6.5. Long Term Services and Supports Coordinator: The individual will
have a minimum of a Master's Degree in a Social Work, Psychology,
Education, Public Health or a LTSS related field and have a minimum
of eight (8) years of demonstrated experience both in the provision of
direct care services at progressively increasing levels of management
responsibilities, with a particular focus on direct care and
administrative responsibilities related to long term care.

6.1.1.7. Network Management Director: Individual is responsible for development and
maintenance of the MCO's provider network.

6.1.1.8. Member Services Manager: Individual is responsible for provision of all MCO
member-services activities. The manager shall have prior experience with
Medicaid or Medicare populations.
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6.1.1.9. Utilization Management (UM) Director: Individual is responsible for all UM
activities. This person shall be under the direct supervision of the Medical
Director and shall ensure that UM staff has appropriate clinical backgrounds
in order to make appropriate UM decisions regarding Medically Necessary
Services and Necessary Services.

6.1.1.10. Systems Director/Manager: Individual is responsible for all MCO information
systems supporting this Agreement including, but not limited to, continuity
and integrity of operations, continuity flow of records with DHHS'
information systems and providing necessary and timely reports to DHHS.

6.1.1.11. Claims/Encounter Manager: Individual is responsible for and is qualified by
training and experience to oversee claims and encounter submittal and
processing, where applicable, and to ensure the accuracy, timeliness, and
completeness of processing payment and reporting.

6.1.1.12. Grievance Coordinator: Individual is responsible for overseeing the MCO's
Grievance System.

6.1.1.13. Fraud, Waste, and Abuse Coordinator: Individual is responsible for tracking,
reviewing, monitoring, and reducing fi-aud, waste, and abuse.

6.1.1.14. Compliance Officer: Individual is responsible for MCO's compliance with the
provisions of this Agreement and all applicable state and federal regulations
and statutes.

6.1.2. The MCO shall have an on-site presence in New Hampshire. The following key
personnel shall be located in New Hampshire:

6.1.2.1. Executive Director

6.1.2.2. Medical Director

6.1.2.3. Quality Improvement Director

6.1.2.4. Special Needs Coordinator

6.1.2.5. Behavioral Health Coordinator

6.1.2.6. Developmental Disabilities Coordinator

6.1.2.7. Long Term Services and Supports Coordinator

6.1.2.8. Network Management Director
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6.1.2.9. Fraud, Waste, and Abuse Coordinator

6.1.2.10. Grievance Coordinator

6.1.2.11. Substance Use Disorder Coordinator

6.1.2.12. Claim Encounter Manager

6.1.2.13. Provider Relations Manager

6.1.3. The MCO shall provide to DHHS for review and approval key personnel and
qualifications no later than sixty (60) days prior to start of program.

6.1.4. The MCO shall staff the program with the key personnel as specified in this
Agreement, or shall propose alternate staffing subject to review and approval by
DHHS, which approval shall not be unreasonably withheld.

6.1.5. DHHS may grant a written exception to the notice requirements of this Section if, in
DHHS's reasonable determination, the MCO has shown good cause for a shorter

. notice period.

6.2. General Staffing Provisions

6.2.1. The MCO shall provide sufficient staff to perform all tasks specified in this
Agreement. The MCO shall maintain a level of staffing necessary to perform and
carry out all of the functions, requirements, roles, and duties in a timely fashion as
contained herein. In the event that the MCO does not maintain a level of staffing
sufficient to fully perform the functions, requirements, roles, and duties, DHHS may
impose liquidated damages, in accordance with Section 34.

6.2.2. The MCO shall ensure that all staff have appropriate training, education, experience,
and orientation to fulfill the requirements of the positions they hold and shall verify
and document that it has met this requirement. This includes keeping up-to-date
records and documentation of all individuals requiring licenses and/or certifications
and such records shall be available for DHHS inspection.

6.2.3. All key staff shall be available during DHHS hours of operation and available for in-
person or video conferencing meetings as requested by DHHS.

6.2.4. The MCO key personnel, and others as required by DHHS, shall, at a minimum, be
^  available for monthly in-person meetings in New Hampshire with DHHS.

6.2.5. The MCO shall notify DHHS at least thirty (30) calendar days in advance of any
plans to change, hire, or reassign designated key personnel.
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6.2.6. If a member of the MCO's key staff is to be replaced for any reason while the MCO
is under Agreement, the MCO shall inform DHHS within seven (7) calendar days,
and submit proposed alternate staff to DHHS for review and approval, which
approval shall not be unreasonably withheld.

6.3. StafTihg Contingency Plan

6.3.1. The MCO shall, deliver to DHHS a Staffing Contingency Plan within thirty (30)
calendar days of signing this Agreerhent and after any substantive changes to the
Staffing Contingency Plan. The Plan shall include but is not limited to:

6.3.1.1. The process for replacement of personnel in the event of loss of key personnel
or other personnel before or after signing of the Agreement;

6.3.1.2. Allocation of additional resources to the Agreement in the event of inability to
meet any performance standard;

6.3.1.3. Replacement of key personnel with staff with similar qualifications and
experience;

6.3.1.4. Discussion of time frames necessary for obtaining replacements;

6.3.1.5. MCO's capabilities to provide, in a timely manner, replacements/additions
with comparable experience; and

.  6.3.1.6. The method of bringing replacements/additions up-to-date regarding this
- Agreement.
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7. Program Management and Planning
7.1. General

7.1.1. The MCO shall provide a comprehensive risk-based, capitated program for providing
health care services to members enrolled in the New Hampshire Medicaid Program
and provide for all aspects of managing such program, including claimis processing
and operational reports. The MCO shall establish and demonstrate audit trails for all
claims processing and financial reporting carried out by the MCO's staff, system, or
designated agents.

7.2. Representation and Warranties

7.2.1. The MCO warrants that all Managed Care developed and delivered under this
Agreement will meet in all material respects the specifications as described in the
Agreement during the Agreement Period, including any subsequently negotiated, and
mutually agreed, specifications.

7.2.2. The MCO acknowledges that in entering this Agreement, DHHS has relied upon
representations made by the MCO in its RPP (#12-DHHS-CM-1) or RFA (15-DHHS-
CM-01), Technical and Cost Proposal, including any addenda, with respect to
delivery of Managed Care. In reviewing and approving the program management and
planning requirements of this Section, DHHS reserves the right to require the MCO to
develop plans that are substantially and materially consistent with the representations
made in the MCO's RFP (#12-DHHS-CM-1) or RFA (15-DHHS-CM-Ol), Technical
and Cost Proposal, including any addenda.

7.3. Audit Requirements

7.3.1. No later than forty (40) business days after the end of the State Fiscal Year each
June 30, the MCO shall provide DHHS a "SOCl" or a "S0C2" Type 2 report of the
MCO or its corporate parent in accordance with American Institute of Certified
Public Accountants, Statement on Standards for Attestation Engagements (SSAE)
No. 16, Reporting on Controls at a Service Organization. The report shall assess the
design of internal controls and their operating effectiveness. The reporting period
shall cover the previous twelve (12) months or the entire period since the previous
reporting period. DHHS will share the report with internal and external auditors of the
State of New Hampshire and federal oversight agencies. The SSAE 16 Type 2 report
shall include:

7.3.1.1. Description by the MCO's management of its system of policies and
procedures for providing services to user entities (including control objectives
and related controls as they relate to the services provided) throughout the
twelve (12) month period or the entire period since the previous reporting
period.
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7.3.1.2. Written assertion by the MCO's management about whether:

7.3.1.2.1. The aforementioned description fairly presents the system in all
material respects;

7.3.1.2.2. The controls were suitably designed to achieve the control objectives
stated in that description; and

7.3.1.2.3. The controls operated effectively throughout the specified period to
achieve those control objectives.

7.3.1.3. Report oftheMCO's auditor, which:

7.3.1.3.1. Expresses an opinion on the matters covered in management's written
assertion; and

7.3.1.3.2. Includes a description of the auditor's tests of operating effectiveness
of controls and the results of those tests.

7.3.2. The MCO shall notify DHHS if there are significant or material changes to the
internal controls of the MCO. If the period covered by the most recent SSAE16 report
is prior to June 30, the MCO shall additionally provide a bridge letter certifying to
that fact.

7.3.3. The MCO shall respond to and provide resolution of audit inquiries and findings
relative to the MCO Managed Care activities.

7.3.4. DHHS, CMS, the Office of the Inspector General, the Comptroller General, and their
designees have the right to inspect and audit any records of the MCO, or its
subcontractors and conduct on-site reviews of the MCO's operations at the MCO's
expense. These on-site visits may be unannounced. The MCO shall fully cooperate
with DHHS' on-site reviews. This right exists for ten (10) years from the final date
of the contract period or from the date of completion of an audit, whichever is later.

7.3.5. DHHS may require monthly plan oversight meetings to review progress on the
MCO's Program Management Plan, review any ongoing Corrective Action Plans and
review MCO compliance with requirements and standards as specified in this
Agreement.

7.3.6. The MCO shall use reasonable efforts to respond to DHHS oral and written
correspondence within one (1) business day of receipt.

7.4. Program Management and Communications Plans

7.4.1. The MCO shall submit a Program Management Plan (PMP) to DHHS for review and
approval at least sixty (60) calendar days prior to each Program Start Date. Annually,
thereafter, the MCO shall submit an updated PMP to DHHS for review and approval
at least sixty (60) calendar days prior to the commencement of each Agreement year.
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7.4.1.1. The PMP shall elaborate on the general concepts outlined in the MCO's
proposal and the section headings of Exhibit A;

7.4.1.2. The PMP shall describe how the MCO will operate in New Hampshire by
outlining management processes such as communications, workflow, overall
systems as detailed in the section headings of Exhibit A, evaluation of
performance, and key operating premises for delivering efficiencies and
satisfaction as they relate to member and provider experiences; and

7.4.1.3. The PMP shall outline the MCO integrated organizational structure including
New Hampshire-based resources and its support from corporate,
subcontractors, and workgroups or committees.

7.4.1.4. The MCO shall submit a Communications Plan to DHHS for review and

approval at least sixty (60) calendar days prior to the scheduled start date of
the program. Thereafter, the MCO shall submit an updated Communications
Plan to DHHS for review and approval at least sixty (60) calendar days prior
to the commencement of each Agreement year.

7.5. Emergency Response Plan

7.5.1. The MCO shall submit an Emergency Response Plan to DHHS for review and
approval' at least sixty (60) calendar days prior to each Program Start Date.
Thereafter, the MCO shall submit an updated Emergency Response Plan to DHHS for
review and approval at least sixty (60) calendar days prior to the commencement of
each Agreement year.

7.5.2. The plan shall address, at a minimum, the following aspects of pandemic
preparedness and natural disaster response and recovery;

7.5.2.1. Employee training;

7.5.2.2. Essential business functions and key employees within the organization
necessary to carry them out;

7.5.2.3. Contingency plans for covering essential business functions in the event key
employees are incapacitated or the primary workplace is unavailable; and

7.5.2.4. Communication with staff, members, providers, subcontractors and suppliers
when normal systems are unavailable;

7.5.2.5. Plans to ensure continuity of services to providers and members;

. 7.5.2.6. How the MCO will coordinate with and support DHHS and the other MCOs;
and
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7.5.2.7. How the plan will be tested, updated and maintained.

7.6. Step 1 Program Implementation Plan

7.6.1. Submission and Contents of the Plan

7.6.1.1. The MOO shall submit a "Step 1 Program Implementation Plan" (Step 1
Implementation Plan) to DHHS for review and approval no later than fourteen
(14) calendar days after the signing of this Agreement. The Step 1
Implementation Plan shall address, at a minimum, the following elements and
include timelines and identity staff responsible for implementation of the
Plan:

7.6.1.1.1. Provider credentialing/contracting;

7.6.1.1.2. Provider payments;

7.6.1.1.3. Member Services;

7.6.1.1.4. Member Enrollment;

7.6.1.1.5. Pharmacy Management;

7.6.1.1.6. Care Coordination;

7.6.1.1.7. Utilization Management;

7.6.1.1.8. Grievance System;

7.6.1.1.9. Fraud, Waste, and Abuse;

7.6.1.1.10. Third-Party Liability;

7.6.1.1.11. MCIS;

7.6.1.1.12. Financial management; and

7.6.1.1.13. Provider and member communications.

7.6.1.2. The Step 1 Program Implementation Plan shall become an addendum to this
Agreement as Exhibit L.

7.6.2. Implementation

7.6.2.1. Upon approval of the Step 1 Implementation Plan, the MCO shall implement
the Plan as approved covering the Step 1 populations and services identified in
Sections 8.1 and 8.2 of this Agreement.

7.6.2.2. The MCO shall successfully complete all implementation activities at its own
cost and will not be reimbursed by DHHS for this phase of work.

7.6.2.3. The MCO must obtain prior written approval from DHHS for any changes or
deviations from the submitted and approved Plan.
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7.6.2.4. Throughout the implementation period, the MCO shall submit weekly status
reports to DHHS that address:

7.6.2.4.1. Progress on Step 1 Implementation Plan;

7.6.2.4.2. Risks/Issues and mitigation strategy;

7.6.2.4.3. Modifications to the Step 1 Implementation Plan;

7.6.2.4.4. Progress on any Corrective Action Plans;

7.6.2.4.5. Program delays; and

7.6.2.4.6. Upcoming activities.

7.6.2.5. Throughout the implementation period, the MCO shall conduct weekly
implementation status meetings with DHHS at a time and location to be
decided by DHHS. These meetings shall include representatives of key MCO
implementation staff and relevant DHHS personnel.

7.6.3. Readiness Reviews

7.6.3.1. DHHS intends to conduct two (2) readiness reviews of the MCO during the
implementation phase prior to the Program Start Date. The first review shall
take place thirty (30) days after contract effective date or scheduled after
DHHS has verified that at least two MCOs have satisfied the DHHS

Substantial Provider Network reporting requirements, whichever comes later,
and will take place nlnety(90) calendar days prior to the Program Start Date.
The second review shall take place thirty (30) calendar days prior to the
Program Start Date. The MCO shall fully cooperate with DHHS during these
readiness reviews. During the readiness reviews, DHHS shall assess the
MCO's progress towards a successful program implementation through
regular reporting activities. The review shall include validation of readiness in
multiple areas, including but not limited to:

7.6.3.1.1. MCO's ability to pay a claim;

7.6.3.1.2. MCO's network adequacy;

7.6.3.1.3. MCO's member transition plan;

7.6.3.1.4. MCO's system preparedness;

7.6.3.1.5. MCO's member experience procedures;

7.6.3.1.6. Grievance System; and

7.6.3.1.7. MCO subcontracts.

7.6.3.2. DHHS may adjust the timing, number and requirements of Readiness Reviews
at its sole discretion.
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7.6.3.3. Should the MCO fail to pass either readiness review, the MCO shall submit a
Corrective Action Plan to DHHS sufficient to ensure the MCO passes the
readiness review and shall complete implementation on schedule. This
Corrective Action Plan shall be integrated into the overall program Step 1
Implementation Plan as a modification subject to review and approval by
DHHS. DHHS reserves the right to suspend enrollment of members into the
MCO until deficiencies in the MCO's readiness activities are rectified and/or

apply liquidated damages as provided in Section 34.

7.6.3.4. During the first one hundred and eighty (180) days following the effective
date of this Agreement or within ninety (90) days prior to the Program Start
Date, whichever comes later, DHHS may give tentative approval of the
MCO's required policies and procedures.

7.6.3.5. DHHS may at its discretion suspend application of the remedies specified in
Section 34, except for those required under 42 CFR 700 and Section 1903(m)
or Section 1932 of the Social Security Act, provided that the MCO is in
compliance with any Corrective Action Plans developed during the readiness
period, unless the MCO fails to meet the start date of the NH Medicaid Care
Management program.

7.6.3.6. The start date of the Medicaid Care Management program shall be when at
least two MCOs have met the readiness requirements 7.6.3.1.

7.7. Step 2 Program Implementation Plans '

7.7.1. Implementation of Step 2 will take place as follows:

7.7.1.1. Phase 1. Mandatory Enrollment populations indicated in Section 8.1 -
Program Start Date February 1, 2016.

7.8. NHHPP Program Implementation Plan

7.8.1. Submission and Contents of the NHHPP Implementation Plan

7.8.1.1. The MCO shall submit a NHHPP Implementation Plan to DHHS for review
and approval no later than fourteen days (14) calendar days after signing the
related contract amendment. The Implementation Plan shall address, at a
minimum, the following elements and include timelines and identify staff
responsible for the implementation of the Plans:

7.8.1.1.1. Provider credentialing/contracting for SUD and chiropractic providers;

7.8.1.1.2. Provider agreements and or amendments for services provided to
NHHPP members;
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7.8.1.1.3. Paying NHHPP providers according to the methodology prescribed by
DHHS Section 21.2.10.4;

7.8.1.1.4. Sufficient provider capacity to serve NHHPP population without
compromising access for Step 1 members;

7.8.1.1.5. Production of new Member handbooks or updates to reflect the
differences for the NHHPP plan members;

7.8.1.1.6. Implementation of a process by which to reduce inappropriate
emergency room utilization;

7.8.1.1.7. Implementation of new member co-payments and cost sharing as
required in Medicaid Care Management; and

7.8.1.1.8. Call center training for NHHPP related inquiries.

7.8.2. NHHPP Implementation

7.8.2.1. The MCO shall successfully complete all implementation activities at its own
cost and will not be reimbursed by DHHS for this phase of work.

7.8.2.2. Throughout the implementation period, the MCO shall submit weekly status
reports to DHHS that address:

7.8.2.2.1. Progress on NHHPP Implementation Plan;

7.8.2.2.2. Risks/Issues and mitigation strategy;

7.8.2.2.3. Modifications to the NHHPP Implementation Plan;

7.8.2.2.4. Progress on any Corrective Action Plans;

7.8.2.2.5. Program delays; and

7.8.2.2.6. Upcoming activities.

7.8.2.3. Throughout the implementation period, the MCO shall conduct weekly
implementation status meetings with DHHS at a time and location to be
decided by DHHS. These meetings shall include representatives of key MCO
implementation staff and relevant DHHS personnel.

7.8.3. NHHPP Readiness Review

7.8.3.1. DHHS intends to conduct one (1) readiness review no sooner than thirty (30)
days prior to the enrollment of NHHPP members. The MCO shall fully
cooperate with DHHS during this review.
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8. Covered Populations and Services
8.1. Covered Populations Matrix

The MCO shall provide managed care services to population groups deemed by DHHS to
be eligible for managed care. The planned phase-in of population groups is depicted in
the matrix below.

'■M
NBOHEEj

Excluded/

OAA/ANB/APTD/MEAD/TANF/Poverty Level - Non-
Duals- X

Foster Care - With Member Opt Out X

Foster Care - Mandatory Enrollment (w/CMS waiver) X

HC-CSD (Katie Beckett) - With Member Opt Out X

HC-CSD (Katie Beckett) - Mandatory Enrollment X
-

Children with special health care needs (enrolled in Special
Medical Services / Partners in Health) - Mandatory
Enrollment X

Children with Supplemental Security Income (SSI) -
Mandatory Enrollment X

M-CHIP X

TPL (non-Medicare) except members with VA benefits X

Auto eligible and assigned newboms X

Breast and Cervical Cancer Program (BCCP) X '

Per 42 USC §1396u-2(aX2)(A)Non-duaJ members under age 19 receiving SSI, or with special healthcare needs, or
who receive adoption assistance or are in out of home placements, have member opt out.
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.-vlSv
• SteM:
:  • ,

:$tep^2
Exciud^/

Pregnant Women X

Native Americas and Native Alaskans w/ member opt out^ X

Native Americans and Native Alaskans - Mandatory
Enrollment (w/CMS waiver) X

Medicare Duals - With Member Opt Out X

Medicare Duals - Mandatory Enrollment (w/CMS waiver) X

Members with VA Benefits X

NHHPP Enrollees X

Medically Frail X

Family Planning Only Benefit X

Initial part month and retroactive/PE eligibility segments
(excluding auto eligible newboras) X

Spend-down X

QMB/SLMB Only (no Medicaid) X

Health Insurance Premium Payment Program (HIPP) X

8.2. Covered Services Matrix Overview

The MCO shall provide, at a minimum, the services identified in the following matrix,
and in accordance with CMS-approved Medicaid State Plan, to its members, reflecting
the planned phase-in.

^ Per 42 USC §1396u-2(a)(2)(c); however, NH has no recognized tribes.
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Services Step 1
NH

HPP

Step 2
Phase 1

Excl./

FFS

Maternity & Newborn Kick Payments X X X

[npatient Hospital X X X

Outpatient Hospital^ X X X

Inpatient Psychiatric Facility Services Under
A(?e21^

X X X

Physicians Services X X X

Advanced Practice Registered Nurse X X X

Rural Health Clinic & FOHC X X X

Prescribed Drugs^ X X X

Community Mental Health Services X X X

Psychology X X X

Ambulatory Surgical Center X X X

Laboratory (Pathology) X X X

X-Ray Services X X X

Family Planning Services X X X

Medical Services Clinic (mostly methadone
clinic)

X X X

Physical Therapy® X X X

Occupational Therapy^ X X X

Including fecility and anciliaiy services for dental procedures

* Under age 22 if individual admitted prior to age 21

^ Except as indicated in Section 14.1.15

® Combined PT, OT, ST 20 visit limit in the CMS-approved State Plan is equivalent to combined 20 hours
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Services Step 1
NH

HPP

Step 2
Phase 1

Excl./

FFS

Speech Therapy® X X X

Audiology Services X X X

Podiatrist Services X X X

Home Health Services X X X

EPSDT Services' X X X

Private Duty Nursing
X EPSDT

only

X

Adult Medical Day Care
X EPSDT

only

X

Personal Care Services
X EPSDT

only

X

Hospice X X X

Optometric Services Eyeglasses X X X

Furnished Medical Supplies & Durable
Medical Equipment

X X X

Non-Emergent Medical Transportation X X X

AmbulMce Service X X X

Wheelchair Van X X X

Independent Care Management
X EPSDT

only

X

' Combined PT, OT, ST 20 visit limit in the CMS-approved State Plan is equivalent to combined 20 hours

' Combined PT, OT, ST 20 visit limit in the CMS-approved State Plan is equivalent to combined 20 hours

' EPSDT includes Applied Behavioral Analysis Services.

Also includes mileage reimbursement for medically necessary travel
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Services Step 1
NH

HPP

Step 2
Phase 1

Excl./

FFS

Home Visiting Services X x"

Acquired Brain Disorder Waiver Services

Developmentallv Disabled Waiver Services

Choices for Independence Waiver Services

in Home Supports Waiver Services

Skilled Nursing Facility

Skilled Nursing Facility Atypical Care

Inpatient Hospital Swing Beds, SNF

Intermediate Care Facility Nursing Home

Intermediate Care Facility Atypical Care

Inpatient Hospital Swing Beds, ICF

Glencliff Home

Developmental Services Early Supports and
Services

Home Based Therapy - DCYF

Child Health Support Service - DCYF

Intensive Home and Community Services -
DCYF

Placement Services - DCYF

Private Non-Medical Institutional For

Children-DCYF

Crisis Intervention - DCYF

Substance use disorder services as per He-W X X X

'' Provided within the SUD benefit
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Services Step 1
NH

HPP

Step 2
Phase 1

Excl./

FFS

513

Chiropractic services (NHHPP population
only)

X

Intermediate Care Facility for Individuals
with Intellectual Disabilities (ICF/IID)^^

Medicaid to Schools Services X

Dental Benefit Services'^ X

Behavioral Health Crisis Treatment Center X X X

Services provided in an IMD pursuant to an
approved waiver^'' X ^ X

8.3. Covered Services Additional Provisions

8.3.1. While the MCO may provide a higher level of service and cover additional services
than required by DHHS, the MCO shall, at a minimum, cover the services.identified
at least up to the limits described in N.H. Code of Administrative Rules, chapter He-E
801, He-E 802, He-W 530, and He-M 426. DHHS reserves the right to alter this list at
any time by informing the MCO [42 CFR 438.210(a)(1) and (2)]. Changes to the
Medicaid State'Plan, state statutes and rules shall be done in accordance with Federal
and state requirements.

8.3.2. Pursuant to 42 CFR 438.3, the MCO shall provide enrollees with services or settings
that are in lieu of services or settings described in 8.2 that are authorized by DHHS,
which include, Medical Nutrition & Diabetes Self Management. The MCO shall not
require the enrollee to use these alternate services.

8.3.3. Pursuant to 42 CFR 438.6, the MCO shall pay for up to fifteen (15) inpatient days
per calendar month for any enrollee that is receiving treatment in an institution for

e.g. Cedarcrest

except facility and ancillary services for dental procedures

The Department anticipates that the Substance Use Disorder Treatment and Recovery Access Section 1115(a)
Research and Demonstration Waiver will be approved by July of 2018.
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mental disease (IMD) for the primary treatment of a psychiatric disorder that is not a
state owned or operated facility. The MCO shall not pay for any days in a given
month if the enrollee exceeds fifteen (15) days in an IMD for that month. The
provision of inpatient psychiatric treatment in an IMD must meet the requirements for
in lieu of services at 42 CFR 438.3(e)(2)(i) through (iii).

8.3.4. Effective November 1, 2014, with the exception of HCBC waiver participants and
nursing facility residents, the MCO shall require co-payment for services for
members deemed by DHHS to have annual incomes at or above 100% of the FPL as
follows:

8.3.4.1. Co-payments for drug prescriptions of up to $1 for generic drugs and $2 for
brands and compound drugs for Step 1 members with annual incomes higher
than 100% of the FPL, and for Step 2 members with annual incomes higher
than 100% of the FPL consistent with the beneficiary and service exemptions
as found in federal regulations and the approved Medicaid State Plan; and

8.3.4.2. Co-payments for drugs prescriptions of up to $1 for generic drugs and $4 for
brands and compound drugs for NHHPP members with annual incomes higher
than 100% of the FPL.

8.3.5. Effective 3/1/2016, the MCO Shall require point-of-service copayment for services
for members deemed by DHHS to not be exempt from cost-sharing and have incomes
above 100 percent of the federal poverty level as follows:

8.3.6. For Medicaid recipients subject to copayments:

8.3.6.1. Acopay of $1.00 will be required for each preferred prescription drug and
each refill of a preferred prescription drug.

8.3.6.2. A copay of $2.00 will be required for each non-preferred prescription drug
and each refill of a nonpreferred prescription drug, unless the prescribing
provider determines that a preferred drug will be less effective.for the
recipient and/or will have adverse effects for the recipient, in which case the
copay for the non-preferred drug will be $1.00.

8.3.6.3. A copay of $1.00 will be required for a prescription drug that is not-identified
as either a preferred or nonpreferred prescription drug.

8.3.6.4. Copays are not required for family planning products or for Clozaril
(Clozapine) prescriptions. All Cost sharing shall be applied consistent with
beneficiary and service exemptions as found at 42 USC §§ 1396-0 and 1396o-
1, 42 C.F.R. §447.50 - 447.90, and New Hampshire's Medicaid State Plan.
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8.3.7. Those individuals, who meet the definition of an Indian in 42 CFR 438.14(a), are
exempt from any premiums or cost-sharing including copayments.

8.3.8. The MCO may, with DHHS approval, require co-payment for services that do not
exceed current Mcdicaid co-payment amounts established by DHHS.

8.3.9. The MCO shall with no disruption in service delivery to members or providers
transition these services into managed care from fee-for-service (FFS).

8.3.10. All services shall be provided in accordance with 42 CFR 438.210.

8.3.11. The MCO shall adopt written policies and procedures to verify that services are
actually provided [42 CFR 455.1(a)(2)].

8.3.12. The MCO shall comply with provisions ofRSA 167:4-d by providing access to
telemedicine services to Medicaid members for specialty care only.

8.3.13. The MCO shall cover services consistent with 45 CFR 92.207(b) including gender
reassignment surgery.

8.4. Emergency Services

8.4.1. The MCO shall cover and pay for emergency services at rates that are no less than the
equivalent DHHS fee-for-service rates if the provider that fumishes the services has
an agreement with the MCO [§1932(b)(2) of the SSA; 42 CFR 438.114(c)(l)(i);
SMD letter 2/20/98].

8.4.2. If the provider that fumishes the emergency services has no agreement with the
MCO, the MCO shall cover and pay for the emergency services in compliance with
1932(b)(2)(D) of the SSA; 42 CFR 438.114(c)(l)(i); SMD letter 2/20/98.

8.4.3. In accordance with the Deficit Recovery Act of 2005, the MCOs will,cover-and pay .
for Emergency Services regardless of whether the provider that fumishes the servicw'r^-'^
has a contract with the MCO. The MCO shall pay non-contracted providers of
Emergency and Post-Stabilization services an amount no more than the amount that
would have been paid under the DHHS Fee-For-Service system in place at the time
the service was provided.

8.4.4. The MCO shall not deny treatment obtained when a member had an emergency
medical condition, including cases in which the absence of immediate medical
attention would not have had.the outcomes specified in 42 CFR 438.114(a) of the
definition of emergency medical con'ditioiT.[§ 1932(b)(2) of the SSA; 42 CFR
438.114(c)(l)(ii)(A); SMD letter 2/20/98]!
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8.4.5. The MCO shall not deny payment for treatment obtained when a representative, such
as a network provider, of the MCO instructs the member to seek emergency services
[42 CFR 438.114(c)(I)(ii)(B); SMD letter 2/20/98].

8.4.6. The MCO shall not limit what constitutes an emergency medical condition on the
basis of lists of diagnoses or symptoms [42 CFR438.114(d)(I)(i)].

8.4.7. The MCO shall not refuse to cover emergency services based on the emergency room
provider, hospital, or fiscal agent not notifying the member's primary care provider,
MCO, or DFHS of the member's screening and treatment within ten (10) calendar
days of presentation for emergency services [42 CFR 438.114(d)(l)(ii)].

8.4.8. The MCO may not hold a member who has an emergency medical condition liable
for payment of subsequent screening and treatment needed to diagnose the specific
condition or stabilize the patient [42 CFR 438.114(d)(2)].

8.4.9. The attending emergency physician, or the provider actually treating the member, is
responsible for determining when the member is sufficiently stabilized for transfer or
discharge, and that determination is binding on the entities identified in 42 CFR
438.114(b) as responsible for coverage and payment [42 CFR 438.114(d)(3)].

8.5. Post-Stabiilzation Services

8.5.1. Post-stabilization care services shall be covered and paid for in accordance with
provisions set forth at 42 CFR 422.113(c). The MCO shall be financially responsible
for post-stabilization services obtained within or outside the MCO that are pre-
approved by a MCO provider or other MCO representative. [42 CFR 438.114(e); 42
CFR422.113(c)(2)(i); SMD letter 8/5/98]

8.5.2. The MCO shall be financially responsible for post-stabilization care services obtained
within or outside the MCO that are not pre-approved by a MCO provider or other
MCO representative, but administered to maintain the member's stabilized condition
within one (1) hour of a request to the MCO for pre-approval of further post-
stabilization care services. [42 CFR 438.114(e); 42 CFR 422.113(c)(2)(ii) and (iii);
SMD letter 8/5/98.]

8.5.3. The MCO shall be financially responsible for post-stabilization care services obtained
within or outside the MCO that are not pre-approved by a MCO provider or other
MCO representative, but administered to maintain, improve or resolve the member's
stabilized condition if:

8.5.3.1. The MCO does not respond to a request for pre-approval within one (1) hour;

8.5.3.2. The MCO cannot be contacted; or
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8.5.3.3. The MCO representative and the'treating physician cannot reach an agreement
concerning the member's care and a MCO physician is not available for
consultation. In this situation, the MCO shall give the treating physician the
opportunity to consult with a MCO physician and the treating physician may
continue with care of the patient until a MCO physician is reached or one of
the criteria of 42 CFR 422.133(c)(3) is met [42 CFR 438.114(e); 42 CFR
422.113(c)(2)(iii)].

8.5.4. The MCO shall limit charges to members for post-stabilization care services to an
amount no greater than what the organization would charge the member if he/she had
obtained the services through the MCO. [42 CFR 438.114(e); 42 CFR
422.113(c)(2)(iv); SMD letter 8/5/98]

8.5.5. The MCO's financial responsibility for post-stabilization care services it has not pre-
approved ends when:

8.5.5.1. A MCO physician with privileges at the treating hospital assumes
responsibility for the member's care;

8.5.5.2. A MCO physician assumes responsibility for the member's care through
transfer;

8.5.5.3. A MCO representative and the treating physician reach an agreement
concerning the member's care; or

8.5.'5.4. The member is discharged. [42 CFR 438.114(e); 42 CFR 422.113(c)(3); SMD
letter 8/5/98]
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9. Payment Reform Plan
9.1. Payment Reform Plan Timeline

9.1.1. The MCO shall submit within sixty (60) calendar days from a Program Start Date and
sixty (60) calendar days prior to the start of each Agreement year, its Payment
Reform Plan to engage its provider network in health care delivery and payment
refomi activities, subject to review and approval by DHHS. These activities may
include, but are not limited to, pay for performance programs, innovative provider
reimbursement methodologies, risk sharing arrangements and sub-capitation
agreements.

9.1.1.1. DHHS shall respond to the MCO regarding the Payment Reform Plan within
thirty (30) calendar days of receipt.

9.1.2. The MCO shall submit a report to DHHS describing its performance against the
MCO's healthcare delivery and Payment Reform Plan within ninety (90) calendar
days of the end of each year of the Agreement.

9.1.2.1; The report shall indicate, by provider type, the number and percentage
participating in each type of payment reform activities.

9.1.2.2. DHHS will evaluate the MCO's performance and make payments to the
MCO, if warranted, within ninety (90) calendar days of receipt of the. report.
DIfflS shall provide the MCO with a written explanation of DHHS's
evaluation of the MCO's performance within thirty (30) days of the MCO's
request.

9.1.2.3. In the event that MCO disputes DHHS's evaluation of MCO's performance,
MCO will have thirty (30) calendar days from receipt of DHHS's written
explanation to submit a written request for reconsideration along with a
description of MCO's reasons for the dispute, after which DHHS shall meet
with the MCO within a reasonable time frame to achieve a good faith
resolution of the disputed matter.
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9.2. Payment Reform Plan Content

9.2.1. The Payment Reform Plan shall contain:

9.2.1.1. Information on the anticipated impact on member health outcomes of each
specific activity, providers affected by the specific activity, outcomes
anticipated as a result of the implementation of a process by which to reduce
inappropriate emergency room use, an implementation plan for each activity
and an implementation milestone to be met by the end of each year of the
Agreement for each activity;

9.2.1.2. A process to ensure Equal Access to services; and

9.2.1.3. A process for engaging LTSS providers in health care delivery and payment
reform activities.

9.3. Payment Reform Plan Compliance Requirements

9.3.1. The MCO's Payment Reform Plan(s) shall be in compliance with the following
requirements:

9.3.1.1. FQHCs and RHCs will be paid at minimum the encounter rate paid by DHHS
at the time of service.

9.3.1.2. The Medicaid hospice payment rates are calculated based on the annual
hospice rates established under Medicare. These rates are authorized by
section 1814(i)(l)(ii) of the Social Security Act which also provides for an
annual increase in payment rates for hospice care services.

9.3.1.3. The MCO's provider incentive plan shall comply with requirements set forth
in 42 CFR 422.208 and 42 CFR 422.210 [42 CFR 438.6(h)].

9.3.1.4. The MCO's payment reform plan must comply with state and federal laws
requiring nonpayment to a Contracted Provider for hospital-acquired
conditions and for provider preventable conditions. The MCO shall report to
NH DHHS all provider-preventable conditions in a form and frequency as
specified by the State [42 CFR 438.3(g)].

9.3.1.5. The MCO may not make payment directly or indirectly to a physician or
physician group as an inducement to reduce or limit medically necessary
services furnished to an individual [§l903(m)(2)(A)(x) of the SSA; 42 CFR
422.208 and 422.210; 42 CFR 438.3(i)].

9.3.1.6. The MCO shall provide information on its provider incentive program to any
New Hampshire recipient upon request (this includes the right to adequate and
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j

timely information on the plan) [§1903(m)(2)(A)(x) of the SSA; 42 CFR
422.208; 42 CFR 422.210; 42 CFR 438.6^)].

9.3.1.7. The MCO shall report whether services not furnished by physician/group are
covered by an incentive plan. No further disclosure is required if the incentive
plan does not cover services not furnished by the physician/group ^
[§1903(m)(2)(A)(x) of the SSA; 42 CFR 422.208 and 422.210; 42 CFR
438.6(h)].

9.3.1.7.1. The MCO shall report the type of incentive arrangement (e.g.,
withhold, bonus, capitation) [§1903(m)(2)(A)(x) of the SSA; 42 CFR
422.208 and 422.210; 42 CFR 438.3(i)].

9.3.1.8. The MCO shall report the percent of withhold or bonus (if applicable)
[§1903(m)(2)(A)(x) of the SSA; 42 CFR 422.208 and 422.2fp; 42 CFR
438.6(h)].

9.3.1.9. The MCO shall report panel size, and if patients are pooled, the approved
method used [§1903(m)(2)(A)(x) of the SSA; 42 CFR 422.208 and 422.210;
42 CFR 438.6(h)].

9.3.1.10. If the physician/group is at substantial financial risk, the MCO shall report
proof that the physician/group has adequate stop loss coverage, including
amount and type of stop-loss [§1903(m)(2)(A)(x)of the SSA; 42 CFR 422.208
and 422.210; 42 CFR 438.6(h)].

9.3.1.11. Primary Care reimbursement to follow DHHS policy and to comply with 42
CFR 438,42 CFR 441 and 42 CFR 447 II.A.5

9.3.1.11.1. MCO shall pass on the full benefit of the payment increase to eligible
providers; and

9.3.1.11.2. MCO shall adhere to the definitions and requirements for eligible
providers and services as specified in Section 1902(a)(13)(C), as
amended by the Affordable Care Act of 2010 (ACA) and federal
regulations; and

9.3.1.11.3. MCO shall submit sufficient documentation, as per DHHS policy, to
DHHS to validate that enhanced rates were made to eligible providers.
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10. Care Coordination Program
10.1. MiDimum Care Coordination Program Components

10.1.1. The MCO shall implement a comprehensive care array of care coordination services
that have at a minimum the following components:

10.1.1.1. Care Coordination

,  10.1.1 Support of Patient-Centered Medical Homes and Health Homes

10.1.1.3.. Non-Emergent Medical Transportation

.  10.1.1.4. Wellness and Preyen|j^n programs

10.1.1.5. Chronic Care Coordination programs

'  ''fik
10.1.1.6. High Risk/ High Cost Member Management programs

10.1.1.7. A Special Needs program

10.1.1.8. Coordination and Integration with Social Services and Community Care

10.1.1.9. A Long Term Services and Supports Program

10.2. Care Coordination: Role of the MCO

10.2.1. The MCO shall develop a strategy for coordinating all care for all members. Care
coordination for its members includes coordination of primary care, specialty care,
and all other MCO covered services as well as services provided through the fee-for-
service jjrogram and non-Medicaid community based services. Care coordination
shall promote and assure service accessibility, focus attention to individual needs,
actively assist members or their caregiver to take personal responsibility for their
health care, provide education regarding the use of inappropriate emergency room
care, emphasize the importance of participating in health promotion activities,
provide for continuity of care, and assure comprehensive coordinated and integrated
culturally appropriate delivery of care.

10.2.2. The MCO shall ensure that services provided to children are family driven and based
on the needs of the child and the family. The MCO shall support the family in having
a primary decision making role in the care of their children utilizing the Substance
Abuse and Mental Health Services Administration (SAMHSA) core elements of a
children's services system of care. The MCO shall employ the SAMHSA principles
in all children's behavioral health services assuring they;

10.2.2.1. Are person centered; • . .
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10.2.2.2. Include active family involvement;

10.i2.2.3. Deliver behavioral health services that are anchored in the community;

10.2.2.4. Build upon the strengths of.the member and the family;

10.2.2.5. Integrate services among multiple providers and organizations working with
the child; and

10.2.2.6. Utilize a wraparound model of care within the context of a family driven
model of care.

10.2.2.6.1. MCO shall submit a written policy to DHHS describing the integrated
model of care including but not limited to the involvement of each
member and family in the development of the plan.

10.2.3. The MCO will ensure that its providers are providing services to children, youth
members, and their families in accordance with RSA 135-F.

10.2.4. The MCO shall provide a written policy to DHHS for approval that ensures that
services to individuals who are homeless are to be prioritized and made available to
those individuals.

10.3. Care Coordination: Role of the Primary Care Provider .

10.3.1. MCO Cooperation with Primary Care Provider

10.3.1.1. The MCO shall implement procedures that ensure that each member has
access to an ongoing source of primary care appropriate to his or her needs
and a person or entity formally designated as primarily responsible for
coordinating the.health care services furnished to the member in accordance
with 42 CFR 438.208(b)(1) through (6).

.  10.3.1.2. The MCO shall submit a written plan that describes the development,
implementation and evaluation of programs to assess and support, wherever
possible, primary care providers to act as a patient centered medical home. A
patient centered medical home shall include all of the five key domains
outlined by the Agency for Healthcare Research and Quality (AHRQ):

10.3.1.2.1. Comprehensive care;

10.3.1.2.2. Patient-centered care;

10.3.1.2.3. Coordinated care;

10.3.1.2.4. Accessible services; and

10.3.1.2.5. Quality and safety.
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10.3.1.3. DHHS recognizes that there is a variety of ways in which these domains can
be addressed in clinical practices. External accreditation is not required by
DHHS to qualify as a medical home. The MCO's support to primary care
providers acting as patient centered medical homes shall include, but is not
limited to, the development of systems, processes and information that
promote coordination of the services to the member outside of that provider's
primary care practice.

10.4. Care Coordination: Role of Obstetric Providers

10.4.1. If, at the time of entering the MCO as a new member, the member is transferring from
another MCO within the state system, is in her first trimester of pregnancy and is
receiving, medically necessary covered prenatal care services, as defined within this
Agreement as covered services, before enrollment the MCO shall be responsible for
the costs of continuation of medically necessary prenatal care services, including
prenatal care, delivery, and postpartum care.

10.4.2. If the member is receiving services from an out-of-network provider prior to'""
enrollment in the MCO, the MCO shall be responsible for the costs of continuation of
medically necessary covered prenatal services until such time as the MCO can
reasonably transfer the member to a network provider without impeding service
delivery that might be harmful to the member's health.

10.4.3. If the member, at the time of enrollment, is receiving services from a network
provider, the MCO shall be responsible for the costs of continuation of medically
necessary covered prenatal services from that provider through the postpartum period.

10.4.4. In the event a member entering the MCO, either as a new member or transferring
from another MCO, is in her second or third trimester of pregnancy and is receiving
medically necessary covered prenatal care services at the time of enrollment, the
MCO shall be responsible for providing continued access to the prenatal care
provider, whether an out-of-network or in network provider, through the postpartum
period.

10.4.5. Postpartum care includes the first posq^artum visit, any additional visits necessary to
manage any complications related to delivery, and completion of the medical record.

10.4.6. The MCO shall develop and maintain policies and procedures, subject to DHHS
approval, regarding the transition of ̂ y pregnant members.
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10.5. Non-Emergent Transportation (NEMT)

10.5.1. The MCO shall be required to arrange for the non-emergent medical transportation of
its members to ensure members receive medically necessary services covered by the
New Hampshire Medicaid program regardless of whether those medically necessary
services are covered by the MCO. The MCO shall ensure that a member's lack of
personal transportation is not a barrier to accessing care.

10.5.2. The MCO and/or any subcontractors shall be required to perform background checks
on all non-emergent medical transportation providers.

10.5.3. The MCO shall provide quarterly reports to DHHS on its non-emergent medical
transportation activities to include but not be limited to:

I

10.5.3.1. NEMT requests delivered by mode of transportation;

10.5.3.2. NEMT request authorization approval rates by mode of transportation;

10.5.3.3. NEMT scheduled trip results by outcome;

10.5.3.4. NEMT services delivered by type of medical service;

10.5.3.5. NEMT service use by population; and

10.5.3.6. Number of transportation requests that were delivered late and hot on time.

10.5.3.6.1. On-time shall be defined as less than or equal to fifteen (15) minutes
after the appointed time; and

10.5.3.6.2. Transportation requests for methadone services will be excluded from
the calculation of late and not-on-time services.

10.5.3.7. Member cancellations of scheduled trips by reason for member cancellations.

10.6. Wellness and Prevention

10.6.1. The MCO shall develop and implement wellness and prevention programs for its
members. i

10.6.2. The MCO shall, at a minimum, develop and implement programs designed to address
childhood and adult obesity, smoking cessation, and other similar type wellness and
prevention programs in consultation with DHHS.

10.6.3. The MCO shall, at minimum, provide primary and secondary preventive care
services, rated A or B, in accordance with the recommendations of the U.S.
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Preventive Services Task Force, and for children, those preventive services
recommended by the American Academy of Pediatrics Bright Futures Program.

10.6.4. The MCO may substitute generally recognized accepted guidelines for the
requirements set forth in 10.6.3, provided that such substitution is approved in
^vance by DHHS. The MCO shall provide members with a description of preventive
care benefits to be used by the MCO in the member handbook and on the MCO's
website.

10.6.5. The MCO shall provide members with general health information and provide
services to help members make informed decisions about their health care needs. The
MCO shall encourage patients to take an active role in shared decision making.

10.6.6. The MCO shall also participate in other public health initiatives at the direction of
DHHS.

10.7. Member Health Education

10.7.1. The MCO shall develop and initiate a member health education program that supports
the overall wellness, prevention, and care management programs, with the goal of
empowering patients to actively participate in their healthcare.

10.7.2. The MCO shall conduct a Health Needs Assessment for all new members within the

following timefi^es from the date of enrollment in the MCO:

10.7.2.1. thirty (30) calendar days for pregnant women, children with special health
care needs, adults with special health care needs; and

10.7.2.2. ninety (90) calendar days for all other members, including members residing
in a nursing facility longer than 100 days.

10.7.2.3. The MCO shall document at least three attempts to conduct the screen. If
unsuccessful, the MCO shall document the barrier(s) to completion and how
the barriers shall be overcome so that the Health Needs Assessment can be

accomplished within the first 120 days.

10.7.3. The MCO will submit their Health Needs Assessment forms to DHHS for review and
approval.

10.7.4. The MCO shall report quarterly, with reports due the last day of the month following
the reporting quarter, with the first report due January 31, 2015. Reports shall include:

10.7.4.1. the number of members and the percentage of eligible members who
completed a Health Needs Assessment in the quarter;
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10.7.4.2. the percentage of eligible members who completed the Health Needs
Assessment in the prior year; and

10.7.4.3. the percentage of members eligible for chronic care coordination, high
cost/high risk care coordination, complex care coordination and/or the MCO's
special needs program who completed a Health.Needs Assessment in the prior
year.

10.7.5. The MCO shall actively engage members in both wellness program development and
in program participation and shall provide additional or alternative outreach to
members who are difficult to engage or who utilize the emergency room
inappropriately.

10.8. Chronic Care Coordination, High Risk/High Cost Member and Other Complex
Member Management

10.8.1. The MCO shall develop effective care coordination programs that assist members in
the management of chronic and complex health conditions, as well as those clients
that demonstrate high utilization of services indicating a need for more intensive
management services. The MCO may delegate the chronic and complex care member
management to a patient centered medical home or health home provided that all the
criteria for qualifying as a patient centered medical home or a health home and the
additional conditions of this section have been met. These programs shall incorporate
a "whole person" approach to ensure that the member's physical, behavioral,
developmental, and psychosocial needs are comprehensively addressed. The MCO or
its delegated entity shall ensure that the member, and/or the member's care giver, is
actively engaged in the development of the care plan.

10.8.2. The MCO shall submit status reports to DHHS on MCO care coordination activities
and any delegated medical home or health home activities as requested or required by
DHHS.

10.8.3. The MCO shall at, a minimum, provide chronic care coordination services for
members with the following or other chronic disease states who are appropriate for
such care coordination services based on MCO's methodologies, which have been
approved by DHHS, for identifying such members:

10.8.3.1. Diabetes, in coordination with the forthcoming federal diabetes initiative;

10.8.3.2. Congestive Heart Failure (CHF);

10.8.3.3. Chronic Obstructive Pulmonary Disease (COPD);

10.8.3.4. Asthma;
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10.8.3.5. Coronary Artery Disease (CAD), in coordination with the Million Hearts
Campaign;

1

10.8.3.6,1 Obesity;
10.8.3.7. Mentallllness;

10.8.3.8. Requiring wound care.

10.8.4. The MCO shall report on the number and types of members receiving chronic care
coordination services.

10.9. Special Needs Program

10.9.1. The MCO shall create an organizational structure to function as patient navigators to:

10.9.1.1. Reduce any barriers to care encountered by members with special needs

10.9.1.2. Ensure that each member with special needs receives the medical services of
PCPs and specialists trained and skilled in the unique needs of the member,
including information about and access to specialists as appropriate

10.9.1.3. Support in accessing all covered services appropriate to the condition or
circumstance.

10.9.2. The MCO shall identify special needs members based on the member's physical,
developmental, behavioral condition, or adverse social circumstances, including but
not limited to:

10.9.2.1. A member with at least two chronic conditions;

10.9.2.2. A member with one chronic condition and is at risk for another chronic
condition;

10.9.2.3. A member with one serious and persistent mental health condition;

10.9.2.4. A member living with HIV/AIDS;

10.9.2.5. A member who is a child in foster care;

10.9.2.6. A member who is a child and a client of DCYF receiving services through a
court order; and

10.9.2.7. A member who is homeless.
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10.9.3. The MCO shall assess, pursuant to 42 CFR 438.208(c)(2), and reach out to members
identified with special needs and their PCP to inform them of additional services and
supports available to them through the MCO's special needs program.

10.9.4. The MCO shall share the results of its identification and assessment of any enrollee
with special health care needs as described in this section with the State so that those
activities will not be duplicated.

10.9.5. The MCO shall ensure enfollees determined to have special health care needs as
described in this section and who need a course of treatment or regular care
monitoring, will have direct access to a specialist as appropriate for the enrollee's
condition and identified needs.

10.9.6. For enrollecs with special health needs determined through an assessment by
appropriate health care professionals to need a course of treatment or regular care
monitoring, the MCO must have a mechanism in place to allow enrollees to directly
access a specialist (for example, through a standing referral or an approved number of
visits) as appropriate for the eru-ollee's condition and identified needs.

10.9.7. The MCO shall report on the number and types of members in the special needs
program.

lO.lO.Coordination and Integration with Social Services and CommuDity Care

10.10.1.The MCO shall develop relationships that actively link members with other state,
local, and community programs that may provide or assist with related health and
social services to members, including not limited to:

10.10.1.1. Juvenile Justice and Adult Community Corrections;

10.10.1.2. Locally administer^ social services programs including, but not limited to,
Women, Infants, and Children, Head Start Programs, Community Action
Programs, local income and nutrition assistance programs, housing, Wc.;

10.10.1.3. Family Organizations, Youth Organizations, Consumer Organizations, and
Faith Based Organizations;

10.10.1.4. Public Health Agencies;

10.10.1.5. Schools;

10.10.1.6. Step 2 Programs and Services;

10.10.1;7- The court system;

10.10.1.8. Servic«Link Resource Network; and
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10.10.1.9. Housing

10.10.1.9.1.Veterans Administration Hospital and other programs and agencies
serving service members, veterans and their families.

I0.10.2.The MCO shall report on the number of referrals for social services and community
care provided to members by member type.

lO.ll.Long Term Services and Supports (LTSS)

10.11.1.Navigators. The MCO shall create an organizational structure to function as
navigators for members in need of LTSS to:

10.11.1.1. Reduce any barriers to care encountered by members with long term care
needs;

10.11.1.2. Ensure that each member with long term care needs receives the medical
services of PCPs and specialists trained and skilled in the unique needs of the
member, including information about and access to specialists, as appropriate;
and

10.11.1.3. Ensure that each member with long term care needs receives conflict free care
coordination that facilitates the integration of physical health, behavioral
health, psychosocial needs, and LTSS through person-centered care planning
to identify a member's needs and the appropriate services to meet those needs;
arranging, coordinating, and providing services; facilitating and advocating to
resolve issues that impede access to needed services; and monitoring and
reassessment of services based on changes in a member's condition.

10.11.2.Integrated Care. The MCO shall ensure that LTSS are delivered in the most
integrated fashion, in the most integrated setting, and in a way that offers the greatest
opportunities for active community and workforce participation, based on the
member's preferences and pursuant with 28 C.F.R. Pt. 35, App. A (2010), the
Americans with Disabilities Act (ADA) [42 USC 126.12101] and Olmstead v. L.C.,
527 U.S. 581 (1999).

10.11.2.1. The MCO shall support accessing all covered services appropriate to the
medical, behavioral, psychosocial, and/or LTSS condition or circumstance.

10.11.2.2. The MCO shall identify members with long term care needs based on the
member's physical, developmental, psychosocial, or behavioral conditions
including but not limited to:

10.11.2.2.1 .Children with DCYE involvement;

10.11.2.2.2.Children with special needs other than DCYF;
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10.11.2.2.3.Children with Waiver, NF or CMHC services;

10.11.2.2.4.Adults with Special Needs with Waiver, NF or CMHC services;

10.1 l.2.2.5.Adults with Waiver, NF or CMHC services;

10.11.2.2.6.Older Adults with Waiver or CMHC services; or

10.11.2.2.7.Older adults with NF services.

10.11.2.3. The MCO shall reach out to members identified with long term care needs and
their PCP to:

10.11.2.3.1. Assess them and identify any ongoing special
conditions of the member that require a course of
treatment or regular care monitoring; and

10.11.2.3.2.Inform them of additional services and supports
available to them through the MCO; and

10.11.2.3.3.Identify any ongoing special conditions of the enrollee
that require a course of treatment or regular care
monitoring.

10.11.2.4. For enrollees with long term care needs determined through an assessment or
through regular care monitoring to need services, the MCO must have a
mechanism in place to allow enrollees to directly access a specialist (for
example, through a standing referral or an approved number of visits) as
appropriate for the enrollee's condition and identified needs.

10.11.2.5.For enrollees with long term care needs determined through an
assessment or regular care monitoring, the MCO must have a mechanism
in place to assist enrollees to acce,sjmedically necessary services.
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11. EPSDT

11.1. Compliance

11.1.1. The MOO shall provide Early Periodic Screening Diagnostic Treatment (EPSDT)
services to members less than twenty-one (21) years of age in compliance with all
requirements found below:

11.1.1.1. The MOO shall comply with sections 1902(a)(43) and 1905(a)(4)(B) and
1905(r) of the SSA and federal regulations at 42 CFR 441.50 that require
EPSDT services to include outreach and informing, screening, tracking, and,
diagnostic and treatment services. The MOO shall comply with all EPSDT
requirements pursuant to the New Hampshire Medicaid Rules.

11.1.1.2. The MCO shall develop an EPSDT Plan that includes written policies and
procedures for conducting outreach and education, tracking and follow-up to
ensure compliance with the EPSDT periodicity schedules. The EPSDT Plan
shall emphasize outreach and compliance monitoring taking into account the
multi-lingual, multi-cultural nature of the served population, as well as other
unique characteristics of this population. The EPSDT Plan shall include
procedures for follow-up of missed appointments, including missed referral
appointments for problems identified through Health Check screens and
exams and follow-up on any abnormal screening exams. The EPSDT Plan
shall also include procedures for referral, tracking, and follow up for annual
dental examinations and visits, upon receipt of dental claims information from
DHHS. The EPSDT Plan shall consider and be consistent with current policy
statements issued by the American Academy of Pediatrics and the American
Academy of Pediatric Dentists to the extent that such policy statements relate
to the role of the primary care provider in coordinating care for infants,
children and adolescents. The MCO shall submit its EPSDT Plan to DHHS for

review and approval ninety (90) days prior to program start and annually sixty
(60) calendar days prior to the first day of each Agreement year.

11.1.1.3. The MCO shall ensure providers perform a full EPSDT visit according to the
periodic schedule approved by DHHS and the American Academy of
Pediatrics periodicity schedule. The visit shall include a comprehensive
history, unclothed physical examination, appropriate immunizations, lead
screening and testing per CMS requirements § 1902(a)(43) of the SSA,
§1905(a)(4)(B) of the SSA and 42 CFR 441.50-.62, and health
education/anticipatory guidance. All five (5) components shall be performed
for the visit to be considered an EPSDT visit.
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12. Behavioral Health

12.1. Behavioral Health - General Provisions

12.1.1. This section applies to individuals who have been determined to be eligible for
community mental health services based on diagnosis, level of impairment and the
requirements outlined in N.H. Code of Administrative Rules, chapter He-M 401.

12.1.2. Community mental health services, as set forth in Section 8.2, shall be provided in
accordance with the NH Medicaid State Plan, He-M 426, He-M 408 and all other

applicable state and federal regulations.

12.1.3. All clinicians providing community mental health services are subject to the
requirements of He-M 426 and any other applicable state and federal regulations.

'  12.1.4. All individuals approved to provide community mental health services through a
waiver granted by NH DHHS shall be recognized as qualified providers under the
MCO plan subject to NCQA credentialing requirements.

12.1.5. All other, behavioral health services shall be provided to all NH Medicaid-eligible
recipients in accordance with the NH Medicaid State Plan.

12.1.6. The MCO shall pay for all NH Medicaid State Plan Services for its members as
ordered to be provided by the Mental Health Court.

12.1.7. The MCO shall continue to support and ensure that culturally and linguistically
competent community mental health services currently provided for people who are
deaf continue to be made available. These services shall be similar to services

currently provided through the Deaf Services Team at Greater Nashua Mental Health
Center.

12.2. CommuDity Mental Health Services

12.2.1. The MCO shall ensure, through review of individual service plans and quarterly
reviews, that community mental health services are delivered in the least restrictive
community based environment, based on a person-centered approach, where the
member and their family's personal goals and needs are considered central in the
development of the individualized service plans. The MCO shall inform DHHS of
their fmdings on a monthly basis.

12.2.2. The MCO shall employ a trauma informed care model for community mental health
services, as defined by SAMHSA, with a thorough assessment of an individual's
trauma history in the initial intake evaluation and subsequent evaluations to inform
the development of an individualized service plan, pursuant to He-M 401, that will
effectively address the individual's trauma history.
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12.2.3. The MCO shall make Community Mental Health Services available to all members
who have a severe mental disability. DHHS encourages agreement between the MCO
and CMHCs to develop a capitated payment program with the intent to establish
payment mechanisms to meet the goals of DHHS to strengthen the State's outpatient
community health service system and the requirements of the Community Mental
Health Agreement, and to fiirther payment reform. In the event that any CMHC fails
to sign a contract with the MCO within thirty (30) days before the current contract
end date, the MCO shall notify DHHS of the failure to reach agreement with a
CMHC and DHHS shall implement action steps to designate a community mental
health program to provide services in the designated community mental health
services region.

12.2.3.1. The MCO shall submit to DHHS apian to assure continuity of care for all
members accessing a community mental health agency.

12.2.4. In the event that an altemative community mental health program is approved and
designated by DHHS, a transition plan shall be submitted for approval by DHHS
including implementation strategy and timeframes. State Administrative Rule He-M
426, Community Mental Health Services, details the services available to adults with
a severe mental illness and children with serious emotional disturbance. The MCO

shall, at a minimum, make these services available to all members determined eligible
for community mental health services under State Administrative Rule He-M 401.

12.2.4.1. The MCO shall be required to continue the implementation of evidence based
practices across the entire service delivery system.

12.2.4.2. Behavioral Health Services shall be recovery and resiliency oriented, based on
SAMHSA's definition of recovery and resiliency.

12.2.4.3. The MCO shall ensure that community mental health services are delivered in
the least restrictive community based environment, based on a person-
centered approach, where the member and their family's personal goals and
needs are considered central in the development of the individualized service
plans.

12.2.4.4. The MCO shall ensure that community mental health services to individuals
who are homeless continue to be prioritized and made available to those
individuals.

12.2.4.5. The MCO shall maintain or increase the ratio of community based to office
based services for each region in the State, as specified in He-M 425, to be
greater than or equal to the regional current percentage or 50%, whichever is
greater.
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12.2.4.6. The MCO shall monitor the ratio of community based to office based services
for each region in the State, as specified in He-M 425.

12.2.4.7. The Department of Health and Human Services (DHHS) will issue a list of
covered office and community based services annually, by procedure code,
that are used to determine the ratio outlined in 12.2.4.5.

12.2.4.8. The MCO shall submit a written report to the Department of Health and
Human Services DHHS every six (6) months, by region, of the ratio of
community based services to office based services.

12.2.5. The MCO shall ensure that all clinicians who provide community mental health
services meet the requirements in He-M 401 and He-M 426 and are certified in the
use of the New Hampshire version of the Child and Adolescent Needs and Strengths
Assessment (CANS) and the Adult Needs and Strengths Assessment (ANSA).

12.2.5.1. Clinicians shall be certified in the use of the New Hampshire version ofthe
CANS and the ANSA within 120 days of implementation by the Department
of Health and Human Services of a web-based training and certification
system.

12.2.5.1.1. The CANS and the ANSA assessment shall be completed by the
community mental health program no later than the first member
eligibility renewal following clinician certification to utilize the CANS
and the ANSA and upon eligibility determination for newly evaluated
consumers effective July 1,2015.

12.2.5.1.2. The community mental health long term care eligibility tool, specified
in He-M 401, and in effect on January 1, 2012 shall continue to be
utilized by a clinician until such time as the Department of Health and
Human Services implements web-based access to the CANS and the
ANSA, the clinician is certified in the use of the CANS and the
ANSA, and the member annual review date has passed.

12.2.6. The MCO shall ensure that community mental health service providers operate in a
manner that enables the State to meet its obligations under Title II of the Americans
with Disabilities Act, with particular attention to the "integration mandate" contained
in 28 CFR 35.130(d).

12.2.7. The MCO shall continue the implementation of New Hampshire's 10-year Olmstead
Plan, as updated from time to time, "Addressing the Critical Mental Health Needs of
New Hampshire's Citizens: A Strategy for Restoration."

12.2.7.1. The MCO shall include in its written Program Management Plan:

Page 74



New Hampshire Medicald Care Management Contract — SFY2019

Exhibit A - Amendment #14

12.2.7.1.1. Screening criteria for Assertive Community Treatment Teams for all
persons with serious mental disabilities.

12.2.7.1.2. A needs assessment, capacity analysis and access plan for Community
Residential and Supported Housing.

12.2.7.1.3. New and innovative interventions that will reduce admissions and

readmissions to New Hampshire Hospital and increase community
tenure for adults with a severe mental illness and children with a

serious emotional disturbance.

12.2.8. The MCO shall woric collaboratively to support the implementation of the Medicaid-
funded services described in the Class Action Settlement Agreement in the case of
Amanda D. et al. v. Hassan, et al., US v. State of New Hampshire, Civ. No. l:12-cv-
53-SM in conjunction with DHHS and the Community Mental Health Centers.

12.2.8.1. Adult Assertive Community Treatment Teams (ACT). The MCO shall
ensure that ACT teams are available twenty-four (24) hours per day, seven (7)
days per week, with on-call availability from midnight to 8:00 am. At a
minimum, ACT teams shall deliver comprehensive, individualized, and
flexible services, supports, treatment, and rehabilitation in a timely mtoer as
needed, onsite in the individuals homes and in other natural environments and

community settings, or altematively, via telephone where appropriate to meet
the needs of the individual. Each ACT team shall be composed of a multi-
disciplinary group of between seven (7) and ten (10) professionals, including,
at a minimum, a psychiatrist, a nurse, a Masters-level clinician (or functional
equivalent therapist), functional support worker and a peer specialist. The
team also will have members who have been trained and are competent to
provide substance abuse support services, housing assistance and supported
employment. Caseloads for ACT teams serve no more than ten (10) to twelve
(12) individuals per ACT team member (excluding the psychiatrist who will
have no more than seventy (70) people served per 0.5 PTE psychiatrist).

12.2.8.2. Evidence-based Supported Employment (EBSE). The MCO shall ensure that
EBSE is provided to eligible consumers in accordance with the Dartmouth
model. The MCO shall ensure that the penetration rate of individuals
receiving EBSE increases to 18.6 percent by June 30,2017. The penetration
rate is detennined by dividing the number of adults with severe mental illness
(SMI) receiving EBSE by the number of adults who have SMI being served.

12.2.9. The Department of Health and Human Services will lead regional planning activities
in each community mental health region to develop and refine community mental
health services in New Hampshire. The MCO shall support and actively participate in
these activities.
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12.2.9.1. The focus of the regional planning process will be on reducing the need for
inpatient care and emergency department utilization, and on increasing
community tenure.

12.2.10.The MCO shall develop a Training Plan each year of the Agreement for how it will
support the New Hampshire community mental health service system's effort to hire
and train qualified staff. The MCO shall submit this Training Plan to DHHS sixty
(60) calendar days prior to program start and annually ninety (90) calendar days prior
to beginning of each Agreement year.

12.2.10.1. The MCO shall submit a report summarizing what training was provided, a
copy of the agenda for each training, a participant registration list for each
contracted CMHC and a summary, for each training provided, of the
evaluations done by program participants, within ninety (90) calendar days of
the conclusion of each Agreement year.

12.2.10.2. As part of that Training Plan, the MCO shall promote provider competence
and opportunities for skill-enhancement through training opportunities and
consultation, either through the MCO or other consultants with expertise in
the area focused on through the training.

12.2.10.3. The MCO Training Plan outlined in 12.2.10.1 shall be designed to sustain and.
expand the use of the Evidence Based Practices of Illness Management and
Recovery (IMR), Evidence Based Supported Employment (EBSE), Trauma
Focused Cognitive Behavioral Therapy (TF-CBT), Dialectical Behavior .
Treatment (DBT) and Assertive Community Treatment (ACT), and to
improve NH's penetration rates for Illness Management and Recovery (IMR)
and Supported Employment, by 2% each year of the Agreement. The baseline
measure for penetration rates shall be the NH submission to the SAMHSA
Uniform Reporting System for 2011.

12.2.10.4. The MCO shall offer a minimum of 2 hours of training each contract year to
all contracted community mental health center staff on suicide risk
assessment, suicide prevention and post intervention strategies in keeping with
the State's objective of reducing the number of suicides in New Hampshire.

12.2.10.5. The MCO shall submit an annual report no later than ninety (90) calendar
days following the close of each Agreement year with a summary of the
trainings provided, a list of attendees from each contracted community mental
health program, and the proposed training for the next fiscal year.
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123. Emergency Services

123.1. The MCO shail ensure, through its contracts with local providers, that regionally
based crisis lines and Emergency Services as defined in He-M 403 and He-M 426 are
in place 24 hours a day/ 7 days a week for individuals in crisis. These crisis lines and
Emergency Services Teams shall employ clinicians who are trained in managing
crisis intervention calls and who have access to a clinician available to evaluate the

member on a face-to-face basis in the community to address the crisis and evaluate
the need for hospitalization.

12.3.2. The MCO shall submit for review to the DHHS MCM Account Manager and the
Director of the Bureau of Mental Health an annual report identifying innovative and
cost effective models of providing crisis and emergency response services that will
provide the mwimum clinical benefit to the consumer while also meeting the State's
objectives in reducing admissions and increasing community tenure.

12.4. Care Coordination

12.4.1. The MCO shall develop policies governing the coordination of care with primary care
providers and community mental health programs. These policies shall be submitted
to DHHS for review and approval ninety (90) calendar days prior to the beginning of
each Agreement year, including Year 1.

12.4.2. The MCO shall ensure that there is coordination between the primary care provider
and the community mental health program.

12.4.3. The MCO shall ensure that both the primary care provider and community mental
health program request written consent from the member to release information to
coordinate care regarding mental health services, primary care, and in the case of
alcohol and drug abuse services written consent from the member and a notice to the
recipient of the records stating 42 CFR Part 2 prohibits unauthorized disclosure of
records regarding or substance abuse services.

12.4.4. The MCO shall monitor instances in which consent was not given, and if possible the
reason why, and submit this report to DHHS no later than sixty (60) calendar days
following the end of the fiscal year.

12.4.5. The MCO shall review with DHHS the approved policy, progress toward goals,
barriers and plans to address identified barriers.

12.4.6. The MCO shall ensure integrated care coordination by requiring that providers accept
all referrals for its members from the MCO that result from a court order or a request
from DHHS.
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12.5. New Hampshire Hospital

12.5.1. The MCO shall maintain a collaborative agreement with New Hampshire Hospital,
the State of New Hampshire's state operated inpatient psychiatric facility. This
collaborative agreement subject to the approval of DHHS shall at a minimum address
the Americans with Disabilities Act requirement that individuals be served in the
most integrated setting appropriate to their needs, include the responsibilities of the
community mental health program in order to ensure a seamless transition of care
upon admission and discharge to the community, and detail information sharing and

. collaboration betweehThe MCO and New Hampshire Hospital.

12.5.2. It is the policy of the State to decrease discharges from inpatient care at New
Hampshire Hospital to homeless shelters and to ensure the inclusion of an appropriate
living situation as an integral part of all discharge planning from New Hampshire
Hospital. The MCO shall utilize the collaborative agreement to track any discharges
that the MCO, through its provider network, was unable to place into the community
and who instead were discharged to a shelter or into homelessness. The MCO shall
submit a report to the Department of Health and Human Services DHHS, quarterly,
detailing the reasons why members were placed into homelessness and include efforts
made by the MCO to arrange appropriate placements.

12.5.3. The MCO shall designate a liaison with privileges, as required by New Hampshire
Hospital, to continue members' care coordination activities, and assist in facilitating a
coordinated discharge planning process for adults and children admitted to New
Hampshire Hospital. Except for participation in the Administrative Review
Committee, the liaison shall actively participate in New Hampshire Hospital
treatment team meetings and discharge planning meetings to ensure that individuals
receive treatment in the least restrictive environment complying with the Americans
with Disabilities Act and other applicable federal and State regulations.

12.5.3.1. The liaison shall actively participate, and assist New Hampshire Hospital staff
in the development of a written discharge plan within twenty-four (24) hours
of admission.

12.5.3.2. The MCO shall ensure that the final NHH Discharge Instruction Sheet shall be
provided to the member and the member's authorized representative prior to
discharge, or the next business day, for at least ninety-eight (98%) of members
discharged. The MCO shall ensure that the discharge progress note shall be
provided to the aftercare provider within 7 calendar days of member discharge
for at least ninety percent (90%) of members discharged.
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12.5.3.3. The MCO shall make at least three (3) attempts to contact members for whom
the MCO has record of a telephone number within three (3) business days of
discharge from New Hampshire Hospital in order to review the discharge
plan, support the member in attending any scheduled follow-up appointments,
support the continued taking of any medications prescribed, and answer any
questions the member may have. The performance metric shall be that at least
ninety-five percent (95%) of members discharged shall have been attempted
to be contacted within three (3) business days.

12.5.3.4. The MCO shall ensure an appointment with a community mental health
program or other appropriate mental health clinician for the member is
scheduled prior to discharge. Such appointment shall occur within seven (7)
calendar days after discharge.

12.5.3.4.1. Persons discharged from psychiatric hospitalization and new to a
CMHC must have an intake appointment within seven (7) days.

12.5.3.5. The MCO shall work with DHHS to review cases of members that New

Hampshire Hospital has indicated a difficulty returning back to the
community, identify barriers to discharge, and develop an appropriate
transition plan back to the community.

12.5.3.6. The MCO shall establish a reduction in readmissions plan, subject to approval
by DHHS, to monitor the 30-day and 180-day readmission rates to New
Hampshire Hospital, review member specific data with each of the
community'mental health programs, and implement measurable strategies
within 90 days of the execution of this Agreement to reduce 30-day and 180- ̂
day readmission. The MCO shall include benchmarks and reduction goals in
the Program Management Plan.

12.5.4. The MCO shall perform in-reach activities to New Hampshire Hospital designed to
accomplish transitions to the community.

12.6. In Shape Program

12.6.1. The MCOs shall promote community mental health service recipients' whole health
goals. Functional support services may be utilized to enable recipients to pursue and
achieve whole health goals within an In Shape program or other program designed to
improve health.

12.7. Parity

12.7.1. The MCO and its subcontractors must comply with the Mental Health Parity and
Addiction Equity Act of 2008,42 CFR part 438, subpart K, which requires the MCOs
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to not discriminate based upon an enrollee's health status of having a mental health or
substance use disorder. ,

12.7.1.1. TheMCO shall not impose aggregate lifetime or annual dollar limits on
mental health or substance use disorder benefits.

12.7.1.2. The MCO shall not apply any financial requirement or treatment limitation
applicable to mental health or substance use disorder benefits that are more
restrictive than the predominant treatment limitations applied to substantially
all medical and surgical benefits covered by the plan (or coverage), and the
MCO shall not impose any separate treatment limitations that are applicable
only with respect to mental health or substance use disorder benefits.

12.7.1.3. The MCO shall not impose Non- Quantitative Treatment Limits for mental
health or substance use disorder benefits in any classification unless, under the
policies and procedures of the MCO as written and in operation, any
processes, strategies, evidentiary standards, or other factors lised in applying
the Non-Quantitative Treatment Limits to mental health or substance use
disorder benefits in the classification are comparable to, and are applied no
more stringently than, the processes, strategies, evidentiary standards, or other
factors used in applying the limitation for medical/surgical benefits in the
classification.

12.7.1.4. Annual Certification with Federal Mental Health Parity Law: The MCOs must
review their administrative and other practices, including the administrative
and other-practices of any contracted behavioral health organizations or third
party administrators, for the prior calendar year for compliance with the
relevant provisions of the Federal Mental Health Parity Law, regulations and
guidance issued by state and federal entities.

12.7.1.4.1. The MCO must submit a certification signed by the chief executive
officer and chief medical officer stating that the MCO has completed a
comprehensive review of the administrative, clinical, and utilization
practices of the managed care entity for the prior calendar year for
compliance with the necessary provisions of State Mental Health
Parity Laws and Federal Mental Health Parity Law and any guidance
issued by state and federal entities.

12.7.1.4.2. If the MCO determines that all administrative, clinical, and utilization
practices were in compliance with relevant requirements of the Federal
Mental Health Parity Law during the calendar year, the certification
will affirmatively state, that all relevant administrative and other
practices were in compliance with Federal Mental Health Parity Law
and any guidance issued by state and federal entities.
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12.7.1.4.3. If the MCO determines that any administrative, clinical, and utilization
practices were not in compliance with relevant requirements of the
Federal Mental Health Parity Law or guidance issued by state and
federal entities during the calendar year, the certification will state that
not all practices were in compliance with Federal Mental Health Parity
Law or any guidance issued by state or federal entities and will include
a list of the practices not in compliance and the steps the managed care
entity has taken to bring these practices into compliance.

12.7.1.5. The MCO shall complete the DHHS Parity Compliance Report annually and
shall include:

12.7.1.5.1. All Non-Quantitative and Quantitative Treatment Limits identified by
the MCOs pursuant to DHHS criteria;

12.7.1.12. All member grievances and appeals regarding a parity violation and
resolutions;

12.7.1.5.3. The processes, strategies, evidentiary standards, or other factors in
determining access to out-of-network providers for mental health or
substance use disorder benefits that are comparable to, and applied no
more stringently than, the processes, strategies, evidentiary standards,
or other factors in determining access to out-of-network providers for
medical/surgical benefits in the same classification; and

12.7.1.5.4. Any other requirements identified by DHHS.

12.7.1.6. A member enrolled in any MCO may file a complaint with the New
Hampshire Insurance Department at
https:/Avww.nh.gov/insurance/consumers/€omplamts.htm if services are
provided in a way that is not consistent with applicable Federal Mental Health
Parity laws, regulations or federal guidance.
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13. Substance Use Disorder

13.1. Substance Use Disorder - Genera! Provisions

13.1.1. The MCO will offer contracts to Medlcald enrolled SUD providers who meet the
MCO's credentialing standards. The MCO will reimburse those SUD providers in
accordance with Section 21.2.10.

13.1.2. The MCO will submit a plan describing on-going efforts to continually work to
recruit and maintain sufficient networks of SUD service providers so that services are
accessible without reasonable delays.

13.1.2.1. If the type of service identified in the ASAM Level of Care Assessment is not
available from the provider that conducted the initial assessment within 48
hours this provider is required to provide interim substance use disorder
counselors services until such a time that the clients starts receiving the
identified level of care. If the type of service is not provided by this agency
they are then responsible for making an active referral to a provider of that
type of service (for the identified level of care) within fourteen (14) days from
initial contact and to provider interim substance use disorder counselors
services until such a time that the member is accepted and starts receiving
services by the receiving agency.

13.1.3. The MCO shall provide data, reports and plans in accordance with Exhibit 0.

13.2. Compliance Metrics for Access to SUD Services

13.2.1. Agencies under contract with MCOs to provide SUD services shall respond to
inquiries for SUD services from members or referring agencies as soon as possible
and no later than two (2) business days following the day the call was first received.
The SUD provider is required to conduct an initial eligibility screening for services as
soon as possible, ideally at the time of first contact (face to face communication by
meeting in person or electronically or by telephone conversation) with the member or
referring agency, but not later than two (2) business days following the date of first
contact.

13.2.2. Members who have screened positive for SUD services shall receive an ASAM Level
of Care Assessment within two (2) business days of the initial eligibility screening
and a clinical evaluation (as identified in the He-W 513 administrative rules) as soon
as possible following the ASAM Level of Care Assessment and no later than (3) days
after admission.

13.2.3. Members identified for withdrawal management, outpatient or intensive outpatient
services shall start-receiving services within seven (7) business days from the date
ASAM Level of Care Assessment was completed. Members identified for Partial
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Hospitalization (PH) or Rehabilitative Residential (RR) Services shall start receiving
interim services (services at a lower level of care than that identified by the ASAM
Level of Care Assessment) or the identified service type within seven (7) business
days from the date the ASAM Level of Care Assessment was completed and start
receiving the identified level of care no later than fourteen (14) business days from
the date the ASAM Level of Care Assessment was completed until such a time that
the member is accepted and starts receiving services by the receiving agency.

13.2.3.1. Pregnant women shall be admitted to the identified level of care within 24
hours of the ASAM Level of Care Assessment. If the contractor is unable to

admit a pregnant woman for the needed level of care within 24 hours, the
contractor shall:

13.2.3.1.1. Assist the pregnant woman with identifying alternative providers and
with accessing services with these providers. This assistance must
include actively reaching out to identify providers on the behalf of the
client; and

13.2.3.1.2. Provide interim services until the appropriate level of care becomes
available at either the contractor agency or an alternative provider.
Interim services shall include:

a. At least one 60 minute individual or group outpatient session per
week;

b. Recovery support services as needed by the client; and

c. Daily calls to the client to assess and respond to any emergent
needs.

13.2.4. If the type of service identified in the ASAM Level of Care Assessment will not be
available from the provider that conducted the initial assessment within the fourteen
(14) business day period, or if the type of service is not provided by the agency that
conducts the ASAM Level of Care Assessment, this agency is responsible for making
an active referral to a provider of that type of services (for the identified level of care)
within fourteen (14) business days from the date the ASAM Level of Care
Assessment was completed until such a time that the member is accepted and starts
receiving services by the receiving agency.
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14. Pharmacy Management
14.1. Pharmacy Management-General Provisions

14.1.1. The MCO's, including any pharmacy subcontractors, shall create: formulary and
pharmacy prior authorization criteria and other point of service edits (i.e. prospective
drug utilization review edits and dosage limits), pharmacy policies and pharmacy
programs subject to DHHS approval, and in compliance with §1927 of the SSA [42
CFR 438.3(s)]. The MCO shall not include drugs by manufacturers not enrolled in the
OBRA 90 Medicaid rebate program on its formulary without DHHS consent.

14.1.2. The MCO shall adhere to New Hampshire law with respect to the criteria regarding
coverage of non-preferred formulary drugs pursuant to Chapter 188, law 2004, SB
383-FN, Sect. IVa. Specifically, a MCO member shall continue to be treated, or, if
newly diagnosed, may be treated with a non-preferred drug based on any one of the
following criteria:

14.1.2.1. Allergy to all medications within the same class on the preferred drug list;

14.1.2.2. Contraindication to or drug-to-drug interaction with all medications within the
same class on the preferred drug list;

14.1.2.3. History of unacceptable or toxic side effects to all medications within the
same class on the preferred drug list;

14.1.2.4. Therapeutic failure of all medications within the same class on the preferred
drug list;

14.1.2.5. An indication that is unique to a non-preferred drug and is supported by peer-
reviewed literature or a unique federal Food and Drug Administration-
approved indication;

14.1.2.6. Age specific indication;

14.1.2.7. Medical co-morbidity or other medical complication that precludes the use of
a preferred drug; or

14.1.2.8. Clinically unacceptable risk with a change in therapy to a preferred drug.
Selection by the physician of the criteria under this subparagraph shall require
an automatic approval by the pharmacy benefit program.
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14.1.3. The MCO shall submit all of its policies, prior authorizations, point-of-sale and drug
utilization review edits and pharmacy services procedures related to its maintenance
drug policy, specialty pharmacy programs, and any new pharmacy service program
proposed by the MCO to DHHS for its approval at least 60 calendar days prior to
implementation.

14.1.4. The MCO shall submit the items described in 14.1.1 and 14.1.3 to DHHS for

approval sixty (60) calendar days prior to the program start date of Step 1.

14.1.5. Any modifications to items listed in 14.1.1 and 14.1.3 shall be submitted for approval
at least sixty (60) calendar days prior to the proposed effective date of the
modification.

14.1.6. The MCO shall notify members and providers of any modifications to items listed in
14.1.1 and 14.1.3 thirty (30) calendar days prior to the modification effective date.

14.1.7. Implementation of a modification shall not commence prior to DHHS approval.

14.1.8. At the time a member with currently prescribed medications transitions to an MCO:
upon MCO's receipt of (written or verbal) notification validating such prescribed
medications fh)m a treating provider, or a request or verification from a pharmacy
that has previously dispensed the medication, or via direct data from DIIHS, the
MCO shall continue to cover such medications through the earlier of sixty (60)
calendar days from the member's enrollment date, or until completion of a medical
necessity review. The MCO shall also, in the member handbook, provide information
to members regarding prior authorization in the event the member chooses to transfer
to another MCO.

14.1.9. The MCO shall adjudicate pharmacy claims for its members utilizing a point of
service (POS) system where appropriate. System modifications, including but not
limited to systems maintenance, software upgrades, implementation of International
Classification of Diseases-10 (ICD-10) code sets, and NDC code sets or migrations
to new versions of National Council for Prescription Drug Programs (NCPDP)
transactions shall be updated and maintained to current industry standards. The MCO
shall provide an automated decision during the POS transaction in accordance with
NCPDP mandated response times within an average of less than or equal to three (3)
seconds.

14.1.10.In accordance with Section 1927 (d)(5)(A and B) of the Social Security Act, the
MCO shall respond by telephone or other telecommunication device within twenty-
four (24) hours of a request for prior authorization and reimburse for the dispensing
of at least a seventy-two (72) hour supply of a covered outpatient prescription drug in
an emergency situation when prior authorization cannot be obtained.
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14.1.1 l.The MCO shall develop or participate in other State of New Hampshire pharmacy
related quality improvement initiatives. At minimum, the MCO shall routinely
monitor and address:

14.1.11.1. Polypharmacy (physical health and behavioral health medications);

14.1.11.2. Adherence to the appropriate use of maintenance medications, such as the
elimination of gaps in refills;

14.1.11.3. The appropriate use of behavioral health medications in children by
encouraging the use of and reimbursing for consultations with child
psychiatrists;

14.1.11.4. For those beneficiaries with a diagnosis for substance use disorder (SUD) and
all infants with a diagnosis of neonatal abstinence syndrome (NAS), or that
are otherwise known to have been exposed prenatally to opioids, alcohol or
other drugs, the MCO shall evaluate these patients needs for care coordination
services and support the coordination of all their physical and behavioral
health needs and for referral to SUD treatment;

14.1.11.5. For those beneficiaries who enter the MCO lock-in program, the MCO shall
evaluate the need for SUD treatment.

14.1.11.6. The MCO shall require prior authorization documenting the rationale for the
prescription of more than 200 mg daily Morphine Equivalent Doses (MED) of
opioids for beneficiaries. Effective April 1, 2016, the MCO shall require prior
authorization documenting the rationale for the prescription of more than 120
mg daily Morphine Equivalent Doses (MED) of opioids for beneficiaries.
Effective October 1, 2016, the MCO shall require prior authorization
documenting the rationale for the prescriptions of more than 100 mg daily
Morphine Equivalent Doses (MED) of opioids for beneficiaries effective upon
NH Board Administrative Rule MED 502 Opioid Prescribing;

14.1.12.1n accordance with changes to rebate collection processes in the Patient Protection
and Affordable Care Act (PPACA), DHHS will be responsible for collecting OBRA
90 (CMS) rebates from drug manufacturers on MCO pharmacy claims. The MCO
shall provide all necessary pharmacy encounter data to the State to support the rebate
billing process, in accordance with section 1927(b) of the SSA, and the MCO shall
submit the encounter data file within five (5) business days of the end of each weekly
period and within thirty (30) calendar days of claim payment.

14.1.13.The MCO shall work cooperatively with the State to ensure that all data needed for
the collection of CMS and supplemental rebates by the State's pharmacy benefit
administrator is delivered in a comprehensive and timely manner, inclusive of any
payments made for members for medications covered by other payers.
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14.1 .H.Specialty Drugs. The MCO shall pay for all specialty drugs consistent with the
MCO's formulary and pharmacy edits and criteria.

14.1.15. DHHS will be directly responsible for the pharmacy benefit for Carbaglu and
Ravicti, and those Hepatitis C and Hemophilia drugs specifically excluded from the
actuarial rate calculations.

14.1.16.0ther specialty and orphan drugs.

14.1.16.1. Other currently FDA approved specialty and orphan drugs, and those
approved by the FDA in the future, shall be covered in their entirety by the
MCO.

14.1.16.2. When medically necessary, orphan drugs that are not yet approved by the
FDA for use In the United States but that may be legally prescribed on a
"compassionate-use basis" and imported from a foreign country.

14.1.17.Polypharmacy medication review. The MCO shall provide an offer for medication
review and counseling to address polypharmacy.

14.1.17.1. MCO shall offer a medication review and counseling no less than annually by
a pharmacist or other health care professional as follows:

14.1.17.1.1. To the primary care provider and care taker for children less than 19
years dispensed four (4) or more drugs per month (or prescriptions for
90 day supply covering each month); and

14.1.17.1.2.TO adult beneficiaries dispensed more than 10 drugs each month (or
prescriptions for 90 day supply covering each month).

14.1.18.The MCO shall adhere to federal regulation with respect to providing pharmacy data
required to complete the Annual Drug Utilization Review Report to CMS:

14.1.18.1. The MCO must provide a detailed description of its drug
utilization review program to DHHS on an annual basis in accordance with
the Medicaid Drug Utilization Review Annual Report format and
requirements; and

14.1.18.2. The MCO must operate a drug utilization review program in
accordance with section 1927(g) of the SSA and 42 CFR part 456, subpart
K, which includes:

14.1.18.2.1. Prospective drug utilization review;

14.1.18.2.2.Retrospective drug utilization review; and
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14.1.18.2.3. An educational program for providers including
prescribers and dispensers.

14.2. Continuity of Care

14.2.1. The MCO shall provide continuity of care for current beneficiaries after the transition
of the PDL to the MCO. For existing beneficiaries, the MCO shall provide coverage
for all drugs for each current beneficiary for six months beginning September 1,2015
for those drugs dispensed to the beneficiary within the six months prior to September
1,2015.

14.3. Use of Psychotropic Medicines for Children in Foster Care - DCYF's SafeRx
Program

14.3.1. The MCO shall assist in the oversight and management of the use of psychotropic
medicines for children and youth in DCYF placement in accordance with PL (Public
Law 112-34) and in accordance with DCYF policy 1653. Assistance includes:

14.3.1.1. Psychiatry review of Medications when requested by DCYF staff, with Peer
To Peer discussion if warranted to include:

14.3.1.1.1. Pharmacy claims;

14.3.1.1.2. Provider progress notes;

14.3.1.1.3. Telephone contact with the providers, if necessary;

14.3.1.1.4. Current Diagnoses, DSMI-III;

14.3.1.1.5. Current Behavioral Functioning; and

14.3.1.1.6. Information from the placement provider, either foster care or
residential re: behaviors and medication response.

14.3.1.2. Edits in pharmacy systems for outlying red flag criteria that would require
further explanation and authorization including:

14.3.1.2.1. Children 5 and under being prescribed antipsychotics;

14.3.1.2.2. Children 3 and under on any psychotropic medicine; and

14.3.1.2.3. A child or youth being prescribed 4 or more psychotropic medicines, '
allowing for tapering schedules for ending one medicine and starting a
new medicine.
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15. Reserved.
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16. Member Enrollment and Disenrollment

16.1. Eligibility

16.1.1. The State has sole authority to determine whether an individual meets the eligibility
criteria for Medicaid as well as whether he/she will be enrolled in the Care

Management program. The State shall maintain its current responsibility for
determining member eligibility. The MCO shall comply with eligibility decisions
madebyDHHS.

16.1.2. The MCO shall ensure that ninety-five percent (95%) of transfers of eligibility files
are incorporated and updated within one (1) business day after successful receipt of
data. Data received Monday-Friday is to be uploaded Tuesday-Saturday between 12
AM EST and SAM EST. The MCO shall develop a plan to ensure the provision of
pharmacy benefits in the event the eligibility file is not successfully loaded by 10 AM
EST. The MCO shall make DHHS aware, within one (1) business day, of
unsuccessful uploads that go beyond 10 AM EST.

16.1.3. The ASCX12 834 enrollment file will limit enrollment history to eligibility spans
reflective of any assignment of the member with the MCO.

16.1.4. To ensure appropriate continuity of care, DHHS will provide up to two (2) years (as
available) of all fee-for-service paid claims history including: medical, pharmacy,
behavioral health and LTSS claims history data for all fee-for-service Medicaid
beneficiaries assigned to MCO. For members transitioning from another MCO,
DHHS will also provide such claims data as well as available encounter information
regarding the member supplied by other MCOs.

16.2. Relationship with Enrollment Services

16.2.1. DHHS or its designee shall be responsible for member enrollment and passing that
information along to the MCO for plan enrollment [42 CFR 438.3(d)(2)].

16.2.2. The MCO shall accept individuals into its plan from DHHS or its designee in the
order in which they apply without restriction, (unless authorized by the regional
administrator), up to the limits set in this Agreement [42 CFR 438.3(d)(1)]. i

16.2.3. The MCO will not, on the basis of health status or need for health care services,
discriminate against individuals eligible to enroll [42 CFR 438.3(d)(3)].

16.2.4. The MCO will not discriminate against individuals eligible to enroll on the basis of
race, color, national origin, sex, sexual orientation, gender identity, or disability and
will not use any policy or practice that has a discriminatory effect [42 CFR
438.3(d)(4].
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16.2.5. The MCO shall furnish information to DHHS or its designee so that it may comply
with the information requirements of 42 CFR 438.10 to ensure that, before enrolling,
the recipient receives, fix)m the entity or the State, the aiccurate oral and written
information he or she needs to make an informed decision on whether to enroll

[§1932(d)(2)(A)(i)ai) of the SSA; § 1932(d)(2)(B). (C), (D) and (E) of the SSA; 42
CFR438.104(b)(l)(ii), (iii), (iv) and (v); 42 CFR 438.104(b)(2); 42 CFR
438.104(b)(2)(i) and (ii); SMD letter 12/30/97; SMD letter 2/20/98; State Medicaid
Manual (SMM) 2090.1; SMM 2101].

16.2.6. The MCO shall provide information, within five (5) business days, to DHHS or its
designee that allows for a determination of a possible change in eligibility of
members (for example, those who have died, been incarcerated, or moved out-of-
state).

16.3. Enrollment

16.3.1. The MCO shall accept members who choose to enroll in the MCO:

16.3.1.1. During the initial enrollment period;

16.3.1.2. During an annual enrollment period;

16.3.1.3. During a renegotiation or reprocurement enrollment period;

16.3.1.4. If the member requests to be assigned to the same plan in which another
family member is currently enrolled; or

16.3.1.5. Who have disenrolled with another MCO at the time described in 16.5.3.1.

16.3.2. The MCO shall accept that enrollee enrollment is voluntary, except as described in 42
CFR 438.50.

16.3.3. The MCO shall accept for automatic re-enrollment members who were disenrolled
due to a loss of Medicaid eligibility for a period of two (2) months or less.

16.3.4. The MCO shall accept members who have been auto-assigned by DHHS to the MCO.

16.3.5. The MCO shall accept members who are auto-assigned to another MCO but have an
established relationship with a primary care provider that is not in the network of the
auto-assigned MCO. The member can request enrollment any time during the first
twelve (12) months of auto-assignment.

16.4. Auto-Assignment

16.4.1. DHHS will use the following auto-assignment methodology:

16,4.1.1. Preference to an MCO with which there is already a family affiliation;

Page 91



New Hampshire Medicaid Care Management Contract — SFY2019

Exhibit A - Amendment #14

16.4.1.2. Equal assignment among the MCOs.

16;4.2;;='I>^S reserves the right to change the auto assignment process at its discretion.

16.4.3. DHHS may also revise its auto-assignment methodology during the Contract Period
for new Medicaid members who do not select an MCO (Default Members). The new
assignment methodology would reward those MCOs that demonstrate superior
performance and/or improvement on one or more key dimensions of performance.
DHHS will also consider other appropriate factors.

16.4.4. DHHS may revise its auto-assignment methodology when exercising renegotiation
and reprocurement rights under section 3.9.1 of this Agreement.

16.5. Disenrollment

16.5.1. Disenrollment provisions of 42 CFR 438.56(d)(2) apply to ail members, regardless of
whether the member is mandatory or voluntary [42 CFR 438.56(a); SMD letter
01/21/98].

16.5.2. A member may request disenrollment with cause at any time when:

16.5.2.1. The member moves out of state;

16.5.2.2. The member needs related services to be performed at the same time; not all
related services are available within the network; and receiving the services
separately would subject the member to unnecessary risk; or

16.5.2.3. Other reasons, including but not limited to, poor quality of care, lack of access
to services covered under the Agreement, violation of rights, or lack of access
to providers experienced in dealing with the member's health care needs [42
CFR 438.56(d)(2)]

16.5.3. A member may request disenrollment without cause, at the following times:

16.5.3.1. During the ninety (90) calendar days following the date of the member's
enrollment with the MCO or the date that DHHS (or its agent) sends the
member notice of the enrollment, whichever is later;

16.5.3.2. For members who are auto-assigned to a MCO and who have an established
relationship with a primary care provider that is only in the network of a non-
assigned MCO, the member can request disenrollment during the first twelve
(12) months of enrollment at any time;

16.5.3.3. Any time for members who enroll on a voluntary basis;

16.5.3.4. During open enrollment every twelve (12) months;
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16.5.3.5. During open enrollment related to renegotiation and reprocurement under
Section 3.9.

16.5.3.6. For sixty (60) calendar days following an automatic reenrollment if the
temporary loss of Medicaid eligibility has caused the member to miss the
annual enrollment/disenrollment opportunity (This provision applies to re-
determinations only and does not apply when a member is completing a new
application for Medicaid eligibility); and

16.5.3.7. When DHHS imposes the intermediate sanction on the MCO specified in 42
CFR 438.702(a)(3) [§ 1932(a)(4)(A) of the SSA; § 1932(e)(2)(C) of theSSA;
42 CFR 438.56(c)(1); 438.56(c)(2)(i), (ii), (iii), and (iv); 42 CFR
438.702(a)(3); SMD letter 02/20/98; SMD letter 01/21/98]

16.5.4. The MCO shall provide members and their representatives with written notice of
disenrollmeht rights at least sixty (60) calendar days before the start of each re-
enrollment period.

16.5.5. If a member is requesting disenrollment, the member (or his or her representative)
shall submit an oral or written request to DHHS or its agent.

16.5.6. The MCO shall furnish all relevant information to DHHS for its determination

regarding disenrollment, within three (3) business days after receipt of DHHS'
request for information.

16.5.7. The MCO shall submit involuntary disenrollment requests to DHHS with proper
documentation for the following reasons [42 CFR 438.56(b)(1); SMM 2090.12]:

16.5.7.1. Member has established out of state residence;

16.5.7.2. Member death;

16.5.7.3. Determination that the member is ineligible for enrollment based on the
criteria specified in this Agreement regarding excluded populations; or

16.5.7.4. Fraudulent use of the member ID card.

16.5.8. The MCO shall not request disenrollment of a member for any reason not permitted
in this Agreement [42 CFR 438.56(b)(3)].

16.5.9. The MCO shall not request disenrollment because of an adverse change in the
member's health status, or because of the member's utilization of medical services,
diminished mental capacity, or uncooperative or disruptive behavior resulting from
his or her special needs (except when his or her continued enrollment in the MCO
seriously impairs the entity's ability to furnish services to either this particular
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member or other members) or abuse of substances, prescribed or illicit, and any legal
consequences resulting from substance abuse. [42 CFR 438.56(b)(2)].

16.5.10.The MCO may request disenrollment in the event of threatening or abusive behavior
that jeopardizes the health or safety of members, staff, or providers.

16.5.11.If an MCO is requesting disenrollment of a member, the MCO shall:

16.5.11.1. Specify the reasons for the requested disenrollment of the member; and

16.5.11.2. Submit a request for involuntary disenrollment to DHHS (or its agent) along
with documentation and justification, for review and approval

16.5.12.Regardless of the reason for disenrollment, the effective date of an approved
disenrollment shall be no later than the first day of the second month following the
month in which the member or the MCO files the request. If DHHS fails to make a
disenrollment determination within this specified timeframe, the disenrollment is
considered approved [42 CFR438.56(e)(1) and (2); 42 CFR438.56(d)(3)(ii); SMM
2090.6; SMM2090.il].

16.5.13.DHHS (or its agent) shall provide for automatic re-enrollment of a member who is
disenrolled solely because he or she loses Medicaid eligibility for a period of two (2)
months or less [42 CFR438.56(g)].
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17. Member Services

17.1. Member Information

17.1.1. The MCO shall maintain a Member Services Department to assist members and their
family members, guardians or other authorized individuals in obtaining covered
services under the Care Management program.

17.1.2. The MCO shall have a 'No Wrong Door' approach, consistent with the DHHS
Balancing Incentive Program, to member calls and inquiries, and shall have one toll-
free number for members to contact.

17.1.3. The MCO shall have in place a mechanism to help members and potential members
understand the requirement and benefits of the plan [42 CFR 438.10(c)(7)].

17.1.4. The MCO shall make a welcome call to each new member within thirty (30) days of
the member's enrollment in the MCO. A minimum of three (3) attempts should be
made at various times of the day, on different days, for at least ninety-five percent
(95%) of new members. The welcome call shall at a minimum:

17.1.4.1. Assist the member to select a Primary Care Provider (PCP) or confirm
selection of a PCP;

17.1.4.2. Include a brief Health Needs Assessment;

17.1.4.3. Screen for special needs and/or services of the member; and

17.1.4.4. Answer any other member questions about the MCO and ensure that members
,  can access information in their preferred language.

17.1.5. Welcome calls shall not be required for members residing in a nursing facility longer
than 120 days. The MCO shall:

17.1.5.1. Meet with each nursing facility no less than annually to provide an orientation
to the MCM program and instructions regarding completion of the Health
Needs Assessment for each member residing in a nursing facility longer than
120 days; and

17.1.5.2. Send letters to members residing in nursing facilities longer than 120 days or
their authorized representatives describing welcome calls and how a member
or their authorized repiresentative can request a welcome call.

17.1.6. The MCO shall send a letter to a member upon initial enrollment, and anytime the
member requests a new Primary Care Provider (PCP), confirming the member's PCP
and providing the PCP's name address and telephone number.
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17.1.7. The MCO shall issue an Identification Card (ID G^d) to all new members within ten
(10) calendar days following the MCO's receipt of a valid enrollment file from
DHHS, but no later than seven (7) calendar days after the effective date of
enrollment. The ID Card shall include, but is not limited to, the following information
and any additional information shall be approved by DHHS prior to use on the ID
card:

17.1.7.1. The member's name;

17.1.7.2. The member's date of birth;

17.1.7.3. The member's Medicaid ID number assigned by DHHS at the time of
eligibility determination;

17.1.7.4. The name of the MCO; ̂d

17.1.7.5. The name of MCO's NHHPP product;

17.1.7.6. The twenty-four (24) hours a day, seven (7) days a week toll-free Member
Services telephone/hotline number operated by the MCO; and

17.1.7.7. How to file an appeal or grievance.

17.1.8. The MCO shall reissue a Member ID card if:

17.1.8.1. -A member reports a lost card;

17.1.8.2. A member has a name change; or

17.1.8.3. Any other reason that results in a change to the information disclosed on the
ID card.

17.1.9. The MCO shall publish member information in the form of a member handbook
available at the time of member enrollment in the plan for benefits effective January
1, 2018. The member handbook shall be based upon the model enrollee handbook
developed by DHHS.

17.1.9.1. Two weeks in advance of open enrollment, the MCOs shall
inform all members by mail of their right to receive at no cost to any
member a written copy of the member handbook effective for the new
benefit year.

17.1.10.The MCO shall provide program content that is coordinated andjcollaborative with
other DHHS initiatives.
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17.1.11.The MCO shall submit the member handbook to DHHS for approval at the time it is
developed and after any substantive revisions, prior to publication and distribution

17.1.12.Pursuantto the requirements set forth in 42 CFR 438.10, the Member Handbook
shall include, in easily understood language, but not be limited to:

17.1.12.1. A table of contents;

17.1.12.2. DHHS developed definitions so that enrollees can understand the following
terminology: appeal, durable medical equipment, emergency medical
condition, emergency medical transportation, emergency room care,
emergency services, grievance, habilitation services and devices, home health
care, hospice services, hospitalization, hospital, outpatient care, physician
services, prescription drug coverage, prescription drugs, primary care
physician, PCP, rehabilitation services and devices, skilled nursing care, and
specialist.

17.1.12.3. Information about the role of the primary care provider (PCP);

17.1.12.4. Information about choosing and changing a PCP;

17.1.12.5. Appointment procedures;

17.1.12.6. [Intentionally left blank.]

17.1.12.7. Description of all available benefits and services, including information on
out-of-network providers;InfonTiation on how to access services, including
EPSDT services, non-emergency transportation services, and maternity and
family planning services. The handbook should also explain that the MCO
cannot require a member to receive prior approval prior to choosing a family
planning provider;

17.1.12.8. An explanation of any service limitations or exclusions from coverage;

17.1.12.9. A notice stating that the MCO shall be liable only for those services
authorized by or required of the health plan;

17.1.12.10.Information on where and how members may access benefits not available
from or not covered by the MCO;

17.1.12.1 l.The Necessity definitions used in determining whether services will be
covered;

17.1.12.12.Detaiied information regarding the amount, duration, and scope of benefits so
that enrollees understand the benefits to which they are entitled.
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17.1.12.13.A description of all pre-certification, prior authorization, or other
requirements for treatments and services;

17.1.12.14.Infofmation regarding prior authorization in the event the member chooses to
transfer to another MCO and the member's right to continue to utilize a
provider specified in a prior authorization regardless of whether the provider
is participating in the MCO network;

17.1.12.15.The policy on referrals for specialty care and for other covered services not
furnished by the member's PGP;

17.1.12.16.Information on how to obtain services when the member is out of the State

and for after-hours coverage;

17.1.12.17.Cost-sharing requirements;

17.1.12.18.Notice of all appropriate mailing addresses and telephone numbers to be
utilized by members seeking information or authorization, including an
inclusion of the MCO's toll-fi'ee telephone line and website;

17.1.12.19.A description of Utilization Review policies and procedures used by the
MCO;

17.1.12.20.A description of those member rights and responsibilities, described in 17.3 of
this Agreement, but also including but not limited to notification that:

17.1.12.20.1.Oral interpretation is available for any language, and
information as to how to access those services;

17.1.12.20.2.Written translation is available in prevalent
languages, and information as to how to access those
services;

17.1.12.20.3.Auxiliary aids and services are available upon request
at no cost for enrollees with disabilities, and information

as to how to access those services;

17.1.12.21.The policies and procedures for disenrollment;

17.1.12.22.Information on Advance Directives;

17.1.12.23.A statement that additional information, including information on the structure
and operation of the MCO plan and provider incentive plans, shall be made
available upon request;
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17.1.12.24.Member rights and protections;

17.1.12.25.Information on the Grievance, Appeal, and Fair Hearing procedures and
timeframes in a DHHS-approved description, including:

17.1.12.25.1 .The right to file grievances and appeals;

17.1.12.25.2.The requirements and timeframes for filing a
grievance or appeal;

17.1.12.25.3.The availability of assistance in the filing process;

17.1.12.25.4.The right to request a State fair hearing after the
MCO has made a determination on an enrdllee's appeal
which is adverse to the enrollee; and

17.1.12.25.5.An enrollee's right to have benefits continue pending
the appeal or request for State fair hearing if the decision
involves the reduction or termination of benefits, however
if the enrollee receives an adverse decision then the

enrollee may be required to pay for the cost of service
furnished while the appeal or State fair hearing is pending
as specified in 42 CFR 438.10(g)(2);

17.1.12.26.Member's right to a second opinion from a qualified health care professional
within the network, or one outside the network arranged by the MCO at no
cost to the member. [42 CFR 438.206(b)(3)].

17.1.12.27.The extent to which, and how, after hours and emergency coverage are
provided including:

17.1.12.27.1.What constitutes an emergency and emergency
medical care; and

17.1.12.27.2.The fact that prior authorization is not required for
emergency services; and

17.1.12.27.3.The enrollee's right to use a hospital or any other
setting for emergency care [42 CFR 438.10(g)(2)(v)];

17.1.12.28.Inforraation on how to access the New Hampshire Office of the Long Term
Care Ombudsman;

17.1.12.29. Information on how to access auxiliary aids and services, including additional
information in alternative formats or languages;
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17.1.12.30. Information and guidance as to how the enrollee can effectively use the
managed care program as described in 42 CFR 438.10(g)(2);

17.1.12.31 .Information on how to report suspected fraud or abuse;

17.1.12.32.Information on how to contact Service Link Aging and Disability Resource
Center and the DHHS Medicaid Service Center who can provide all enrollees
and potential enrollees choice counseling and information on managed care;
and

17.1.12.33. Disenrollment information.

17.1.13.The MCO shall produce a revised member handbook, or an insert informing
members of changes to covered services, upon DHHS notification of any change in
covered services, and at least thirty (30) calendar days prior to the effective date of
such change. In addition to changes to documentation, the MCO shall notify all
existing members of the covered services changes at least thirty (30) calendar days
prior to the effective date of such changes.

17.1.14.The MCO shall mail the handbook to new members within ten (10) calendar days
following the MCO's receipt of a valid enrollment file from DHHS, but no later than
seven (7) calendar days after the effective date of enrollment [42 CFR 438.10(g)(1)].

17.1.15.The MCO shall notify all enrollees of their disenrollment rights, at a minimum,
annually [42 CFR 438.10(f)].

17.1.16. [Intentionally left blank.]

17.1.17.The MCO shall notify all enrollees, at least once a year, of their right to obtain a
Member Handbook and shall maintain consistent and up-to-date information on the
plan's website.The member information appearing on the website shall include the
following, at a minimum:

17.1.17.1. Information contained in the Member Handbook

17.1.17.2. The following information on the MCO's provider network:

17.1.17.2.1.Names, gender, locations, office hours, telephone numbers of, website
(if applicable), specialty (if any), description of accommodations
offered for people with disabilities, whether the provider has
completed cultural competence training, and non-English languages
(including American Sign Language) spoken by current contracted
providers, including identification of providers that are not accepting
new patients. This shall include, at a minimum: information on PCPs,
specialists. Family Planning Providers, pharmacies. Federally
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Qualified Health Centers (FQHCs) and Rural Health Centers (RHCs),
Mental Health and Substance Abuse Providers, LTSS Providers,
Nursing Facilities and hospitals;

17.1.17.2.2.Any restrictions on the member's freedom of choice among network
providers; and

17.1.17.2.3.How to file an appeal and/or a grievance.

17.1.18.For any change that affects member rights, filing requirements, time frames for
grievances, appeals, and State fair hearing, availability of assistance in submitting
grievances and appeals, and toll-free numbers of the MCO grievance system
resources, the MCO shall give each member written notice of the change at least
thirty (30) days before the intended effective date of the change.

17.1.19. Should the MCO not cover a covered service because of moral/ethical or religious
reasons, the MCO shall provide a list of these services to the Department. This list
shall be used by the Department to provide information to members about where and
how the members can obtain the services that are not being delivered due to Ethical
and Religious Directives.

17.1.20. Should the MCO contract with providers and/or subcontractors to deliver services to
members pursuant to the MCO's obligations under this Contract and the providers or
subcontractors cannot provide a covered service because of moral/ethical or religious
reasons, the MCO shall provide a list of these services to the Department. This list
shall be used by the MCO and Department to provide information to members about
where and how the members can obtain the services that are not being delivered due
to Ethical and Religious Directives.

17.1.21.

17.1.22.The MCO shall submit a copy of all information intended for members to DHHS for
approval ten (10) business days prior to distribution.

17.2. Language and Format of Member Information

17.2.1. The MCO shall develop all member materials at or below a sixth (6th) grade reading
level, as measured by the appropriate score on the Flesch reading ease test.

17.2.2. The MCO shall use the DHHS developed definitions consistently throughout its user
manual, notices, and in any other form of client communication:

17.2.3. The MCO shall develop enrollee notices in accordance with the DHHS model
notices. " •

17.2.4. The MCO shall provide all enrollment notices, information materials, and
instructional materials relating to members and potential members in a manner and
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format that may be easily understood in a font size no smaller than 12 point [42 CFR
438.10(d) / SMD Letter 2/20/98].

17.2.5. The MCO's written materials shall be developed to meet all applicable Cultural
Considerations requirements in Section 18 so that they are communicated in an easily
understood language and format, including alternative formats and in an appropriate
manner that takes into consideration the special needs of those who, for example, are
visually limited or have limited reading proficiency. The MOO shall infonn members
that information is available in alternative formats and how to access those formats

[42 CFR 438.10(d)(6)].

17.2.6. The MCO shall make all written member information available in English, Spanish,
and the commonly encountered languages of New Hampshire. All written member
infomiation shall include at the bottom a tagline explaining the availability of written
translation or oral interpretation and the toll-free and TTY/TDY telephone number of
the MCO's Customer Service Center. The MCO shall also provide all written
member information in large print with a font size no smaller than 18 point upon
request [42 CFR438.10(d)(3)].

17.2.6.1. Written member information shall include at a minimum provider
directories, member handbooks, appeal and grievance notices, and denial
and termination notices.

17.2.7. The MCO shall also make oral interpretation services available fi-ee of charge to each
member or potential member for MCO covered services. This applies to ail non-
English languages, not just those that DHHS identifies as languages of other Major
Population Groups. The beneficiary shall not to be charged for interpretation services.
The MCO shall potify members that oral interpretation is available for any language
and written information is available in prevalent languages and how to access those
services [42 CFR 438.10(d)].The MCO shall provide auxiliary aids such as
TTY/TDY and American Sign Language interpreters available fr*ee of charge to each
member or potential member who requires these services [42 CFR 438.10(d)].

17.3. Member Rights ■ . ,

17.3.1. The MCO shall have written policies which shall be included in the member
handbook and posted on the MCO website regarding member rights [42 CFR
438.100] including:

17.3.1.1. Each managed care member is guaranteed the right to be treated with respect
and with due consideration for his or her dignity and privacy;

17.3.1.2. Each managed care member is guaranteed the right to receive information on
available treatment options and alternatives, presented in a manner appropriate
to the member's condition and ability to understand;
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17.3.1.3. Each managed care member is guaranteed the right to participate in decisions
regarding his/her health care, including the right to refuse treatment;

17.3.1.4. Each managed care member is guaranteed the right to be free from any form
of restraint or seclusion used as a means of coercion, discipline, convenience,
or retaliation;

17.3.1.5. Each managed care member is guaranteed the right to request and receive a
copy of his/her medical records, and to request that they be amended or
corrected, as specified in 45 CFRpart 164 42 CFR 438.100; and

17.3.1.6. Each managed care member has a right to a second opinion. [42 CFR
438.206].

17.3.2. Each member is free to exercise his/her rights, and that the MCO shall assure that the
exercise of those rights shall not adversely affect the way the MCO and its providers
or DHHS treat the member [42 CFR 43 8.100(c)].

17.3.3. Each managed care member has the right to request and receive any MCO's written
physician incentive plans.

17.4. Member Call Center

17.4.1. The MCO shall operate a NH specific call center Monday through Friday, except for
state approved holidays. The call center shall be staffed with personnel who are
knowledgeable about the MCOs plan in NH to answer member inquiries.

17.4.2. At a minimum, the call center shall be operational:

17.4.2.1. Two days per week: 8:00 am EST to 5:00 pm EST;

17.4.2.2. Three days per week: 8:00 am EST to 8:00 pm EST; and

17.4.2.3. During major program transitions, additional hours and capacity shall be
accommodated by the MCO.

17.4.3. The member call center shall meet the following minimum standards, but DHHS
reserves the right to modify standards:

17.4.3.1. Call Abandonment Rate: Fewer than five percent (5%) of calls will be
abandoned;

17.4.3.2. Average Speed of Answer: Ninety percent (90%) of calls will be answered
with live voice within thirty (30) seconds; and

17.4.3.3. Voicemail messages shall be responded to no later than the next business day.
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17.4.4. The MCO shall develop a means of coordinating its call center with the DHHS
Customer Service Center.

17.4.5. The MCO shall develop a warm transfer protocol for members who may call the
incorrect call center to speak to the correct representative and provide monthly reports
to DHHS on the number of warm transfers made and the program to which the
member was transferred.

17.5. Member Information Line

17.5.1. The MCO shall establish a member hotline that shall be an automated system that

operates outside of the call center standard hours, Monday through Friday, and at all
hours on weekends and holidays.

17.5.2. The automated system shall provide callers with operating instructions on what to do
and who to call in case of an emergency, and shall also include, at a minimum, a
voice mailbox for callers to leave messages.

17.5.3^ The MCO shall ensure that the voice mailbox has adequate capacity to receive all
messages.

17.5.4. A representative of the MCO shall relum messages no later than the next business
day.

17.6. Marketing

17.6.1. The MCO shall not, directly or indirectly, conduct door-to-door, telephonic, or other
cold call marketing to potential members [§1932(d)(2)(A)(i)(II) of the SSA;
§ 1932(d)(2)(B), (C), (D) and (E) of the SSA; 42 CFR438.104(b)(l)(ii). (iii), (iv) and
(v); 42 CFR 438.104(b)(2); 42 CFR438.104(b)(2)(i) and (ii); SMD letter 12/30/97;
SMD letter 2/20/98; SMM 2090.1; SMM 2101].

17.6.2. The MCO shall submit all MCO marketing material to DHHS for approval before
distribution [§1932(d)(2)(A)(l) of the SSA; 42 CFR 438.104(b)(l)(i); SMD letter
12/30/97]. DHHS will identify any required changes to the marketing materials
within fifteen (15) business days. If DHHS has not responded to a request for review
by the fifteenth (15th) business day, the MCO may proceed to use the submitted
materials.

17.6.3. The MCO shall comply with federal requirements for provision of information that
ensures the potential member is provided with accurate oral and written information
sufficient to make an informed decision on whether or not to enroll.

17.6.4. The MCO marketing materials shall not contain false or materially misleading
information.
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17.6.5. The MOO shall not offer other insurance products as inducement to enroll.

17.6.6. The MCO shall ensure that marketing, including plans and materials, is accurate and
does not mislead, confuse, or defraud the recipients of DHHS [§1932(d)(2)(A)(i)(II)
of the SSA; § 1932(d)(2)(B), (C), (D) and (E) of the SSA; 42 CFR438.104(b)(l)(ii),
(iii), (iv) and (v); 42 CFR 438.104(b)(2); 42 CFR 438.104(b)(2)(i) and (ii); SMD
letter 12/30/97; SMD letter 2/20/98; SMM 2090.1; SMM2101].

17.6.7. The MCO's marketing materials shall not contain any written or oral assertions or
statements that:

17.6.7.1. The recipient must enroll in the MCO in order to obtain benefits or in order
not to lose benefits; or

17.6.7.2. That the MCO is endorsed by CMS, the Federal or State government, or
similar entity [§1932(d)(2)(A)(i)(II) of the SSA; § 1932(d)(2)(B), (C), (D) and
(E) of the SSA; 42 CFR438.104(b)(l)(ii), (iii), (iv) and (v); 42 CFR
438.104(b)(2); 42 CFR 438.104(b)(2)(i) and (ii); SMD letter 12/30/97; SMD
letter 2/20/98; SMM2090.1; SMM2101]

17.6.8. The MCO shall distribute marketing materials to the entire state in accordance with
§1932(d)(2)(A)(i)(II) of the SSA; § 1932(d)(2)(B), (C), (D) and (E) of the SSA; 42
CFR438.l04(b)(l)(ii), (iii), (iv) and (v); 42 CFR438.104(b)(2); 42 CFR
438.104(b)(2)(i) and (ii); SMD letter 12/30/97; SMD letter 2/20/98; SMM 2090.1 and
SMM 2101. The MCO's marketing materials shall not seek to influence enrollment in
conjunction with the sale or offering of any private insurance [§ 1932(dX2)(A)(i)(II)
of the SSA; § 1932(d)(2)(B), (C), (D) and (E) of the SSA; 42 CFR 438.104(b)(l)(ii),
(iii)', (iv) and (v); 42 CFR 438.104(b)(2); 42 CFR 438.104(b)(2)(i) and (ii); SMD
letter 12/30/97; SMD letter 2/20/98; SMM 2090.1; SMM 2101].

17.7. Member Engagement Strategy

17.7.1. The MCO shall develop and facilitate an active member advisory board that is
composed of members who represent its member population. At least twenty-five
percent (25%) of the members of the advisory board should be receiving an LTSS
service or be a support person, who is not a paid service provider or employed as an
advocate, to a member receiving an LTSS service. Representation on the consumer
advisory board shall draw from and be reflective of the MCO membership to ensure
accurate and timely feedback on the care management program. The advisory board
shall meet at least quarterly. The advisory board shall meet in-person or through
interactive technology including but not limited to a conference call or webinar and
provide a member perspective to influence the MCO's quality improvement program,
program changes and decisions. All costs related to the member advisory board shall
be the responsibility of the MCO.
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17.7.2. The MCO shall hold in-person regional member meetings for two-way
communication where members can provide input and ask questions and the MCO
can ask questions and obtain feedback from members. Regional meetings shall be
held at least twice each Agreement year. Tfre MCO shall make efforts to provide
video conferencing opportunities for members to attend the regional meetings. If
video conferencing is not available then, the MCO shall use alternate technologies as
available for all meetings.

17.7.3. The MCO shall report on the activities of the meetings required in Sections 17.7.1
and 17.7.2 including meeting dates, board members, topics discussed and actions
taken in response to Board contributions to DHHS in the Medicaid Care Management
Program Comprehensive Annual Report. .

17.7.4. The MCO shall conduct a member satisfaction survey at least annually in accordance
with National Committee for Quality Assurance (NCQA) Consumer Assessment of
Health Plan Survey (CAHPS) requirements to gain a broader perspective of member
opinions. The MCO survey instrument is subject to DHHS approval. The results of
these surveys shall be made available to DHHS to be measured against criteria
established by DHHS, and to the MCO's membership [§1903(m)(2)(A)(x) of the
SSA; 42 CFR 422.208; 42 CFR 422.210; 42 CFR 438.10(f)(6); 42 CFR 438.10(g); 42
CFR438.6(h)3.

17.7.5. The MCO shall support DHHS' interaction and reporting to the Govemor's
Commission on Medicaid Care Management.

17^ Provider Directory

17.8.1. The MCO shall publish a Provider Directory that shall be approved by DHHS prior to
publication and distribution. The MCO shall submit the draft directoiy and all
substantive changes to DHHS for approval.

17.8.2. The Provider Directory shall include names, gender, locations, office hours, telephone
numbers of, website (if applicable), specialty (if any), description of accommodations
offered for people with disabilities, whether the provider has completed cultural
competence training, and non-English language (including American Sign Language)
spoken by, current contracted providers. This shall include, at a minimum;
information on PCPs, specialists. Family Planning Providers, pharmacies, Federally -
Qualified Health Centers (FQHCs) and Rural Health Centers (RHCs), Mental Health
and Substance Abuse Providers, LTSS Providers, Nursing Facilities and hospitals.

17.8.3. The Provider Directory shall provide all information according to the requirements of
42 CFR 438.10(h).

17.8.4. The MCO shall send a letter to new members within ten (10) calendar days following
the MCO's receipt of a valid enrollment file from DHHS, but no later than seven (7)
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calendar days after the effective date of enrollment directing the member to the
Provider Directory on the MCO's website and informing the member of the right to a
printed version of provider directory information upon request [42 CFR 438.10(h)].

17.8.5. The MCO shall notify all members, at least once a year, of their right to obtain a
paper copy of the Provider Directory and shall maintain consistent and up-to-date
information on the plan's website in a machine readable file and format as specified
by the Secretary. The MCO shall update the paper copy of the Provider Directory at
least monthly and shall update no later than thirty (30) calendar days after the MCO
receives updated information. [42 CFR 438.10(h)(4)].

17.8.6. The MCO shall post on its website a searchable list of all contracted providers. At a
minimum, this list shall be searchable by provider name, specialty, and location.

17.8.7. Thirty (30) calendar days after contract effective date or ninety (90) calendar days
prior to the Program start date, whichever is later, the MCO shall develop and submit
the draft Provider Directory template to DHHS for approval and thirty (30) calendar
days prior to each Program Start Date the MCO shall submit the final provider
directory.

17.8.8. Upon the tennination of a contracted provider, the MCO shall make good faith
efforts within fifteen (15) calendar days of the notice of termination to notify
enrollees who received their primary care from, or was seen on a regular basis by, the
terminated provider.

17.9. Program Website

17.9.1. The MCO shall develop and maintain, consistent with DHHS standards and other
applicable Federal and State laws, a website to provide general information about the
MCO's program, its provider network, the member handbook, its member services,
and its grievance and appeals process.

17.9.2. The MCO shall update the Provider Directory on its website within seven (7)
calendar days of any changes.

17.9.3. The MCO shall maintain an updated list of participating providers on its website in a
Provider Directory. The Provider Directory shall identify all providers, including
primary care, specialty care, behavioral health, substance abuse, home health, home
care, rehabilitation, hospital, and other providers, and include the following

.  information for each provider:

17.9.3.1. Address of all practice/facility locations;

17.9.3.2. Gender;

17.9.3.3. Office hours;
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17.9.3.4. Telephone numbers;

17.9.3.5. Website (if applicable);

17.9.3.6. Accommodations provided for people with disabilities;

17.9.3.7. Whether the provider has completed cultural competence training;

17.9.3.8. Hospital affiliations, if applicable;

17.9.3.9. Open/close status for MCO members;

17.9.3.10. Languages spoken (including American Sign Language) in each provider
location;

17.9.3.11. Medical Specialty; and

17.9.3.12. Board certification, when applicable.

17.9.3.13. The MCO program content included on the website shall be:

17.9.3.14. Written in English, Spanish, and any other of the commonly encountered
languages in the State;

17.9.3.15. Culturally appropriate;

17.9.3.16. Written for understanding at the 6th grade reading level; and

17.9.3.17. Geared to the health needs of the enrolled MCO program population.

17.9.4. The MCO shall maintain an updated list of formulary drug lists on its website. Such
information shall include:

17.9.4.1.Which medications are covered (both generic and name brand);
and

/

17.9.4.2. Which tier each medication is on.

17.9.5. The MCO's NH Medicaid Care Management website shall be compliant with the
Federal Department of Justice "Accessibility of State and Local Government
Websites to people with disabilities".
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18. Culturally and Linguistically Competent
Services

18.1. Cultural Competency Plan

18.1.1. In accordance with 42 CFR 438.206, the MCO shall have a comprehensive written
Cultural Competency Plan describing how the MCO shall ensure that services are
provided in a culturally and linguistically competent manner to all Medicaid
members, including those with Limited English Proficiency (LEP). The Cultural
Competency Plan shall describe how the providers, individuals, and systems within
the health plan will effectively provide services to people of all cultures, races, ethnic
backgrounds, and religions in a manner that recognizes values, affirms and respects
the worth of the individual members, and protects and preserves the dignity of each.
The MCO shall work with DHHS Office of Minority Heath & Refugee Affairs and
the New Hampshire Medical Society to address cultural and linguistic considerations
as defined in the section.

18.2. General Provisions

18.2.1. The MCO shall participate in efforts to promote the delivery of services in a
culturally and linguistically competent manner to all members and their families,
including those with LEP and diverse cultural and ethnic backgrounds. [42 CFR
438.206(c)(2)].

18.2.2.The MCO shall develop appropriate methods of communicating and working with its
members who do not speak English as a first language, who have physical conditions
that impair their ability to speak clearly in order to be easily understood, as well as
members who are visually and hearing impaired, and accommodating members with
physical and cognitive disabilities and different literacy levels, learning styles, and
capabilities.

18.2.3. The MCO shall develop appropriate methods for identifying and tracking members'
needs for communication assistance for health encounters including preferred spoken
language for health encounters, need for interpreter, and preferred language for
written health information.

18.2.4. The MCO shall collect data regarding member's race, ethnicity, and spoken language
in accordance with the current best practice standards from the Office of Management
and Budget and/or the 2011 fmal standards for data collection as required by Section
4302 of the Affordable Care Act from the federal Department of Health and Human
Services.

18.2.5. The MCO shall not use children or minors to provide interpretation services.
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18.2.6. If the member declines offered free interpretation services, there must be a process in
place for informing the member of the potential consequences of declination with the
assistance of a competent interpreter to assure the member's understanding, as well as
a process to document the member's declination. Interpreter services must be re-
offered at every new contact. Every declination requires new documentation of the
offer and decline.

18.2.7. The MCO shall respect members whose lifestyle or customs may differ from those of
the majority of members.

18.2.8. The MCO shall ensure interpreter services are available to any member who requests
them, regardless of the prevalence of the member's language within the overall
program for all health plan and MCO services exclusive of inpatient services. The
MCO shall recognize that no one interpreter service (such as over-the-phone
interpretation) will be appropriate (i.e., will provide meaningful access) for all
members in all situations. The most appropriate service to use (in-person versus
remote interpretation) will vary from situation to situation and will be based upon the
unique needs and circumstances of each individual. Accordingly, the MCO shall
provide the most appropriate interpretation service possible under the circumstances.
In all cases, the MCO shall provide in-person interpreter services when deemed
clinically necessary by the provider of the encounter service.

18.2.9. The MCO shall bear the cost of interpretive services, including American Sign
Language (ASL) interpreters and translation into Braille materials available to
hearing- and vision-impaired members.

18.2.10.The Member Handbook shall include information on the availability of oral and
interpretive services.

18.2.11 .The MCO shall communicate in ways that can be understood by persons who are not
literate in English or their native language. Accommodations may include the use of
audio-visual presentations or other formats that can effectively convey information
and its impohance to the member's health and health care.

18.2.12. As a condition of receipt of Federal financial assistance, the MCO acknowledges and
agrees that it must comply with applicable provisions of national laws and policies
prohibiting discrimination, including but not limited to Title VI of the Civil Rights
Act of 1964, as amended, which prohibits the MCO from discriminating on the basis
of race, color, or national origin (42 U.S.C. 2000d et seq.).
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18.2.13.As clarified by Executive Order 13166, Improving Access to Services for Persons
with Limited English Proficiency, and resulting agency guidance, national origin
discrimination includes discrimination on the basis of Limited English Proficiency
(LEP). To ensure compliance with Title VI, the MCO must take reasonable steps to
ensure that LEP persons have meaningful access to the MCO's programs. The MCO
shall provide the following assistance, including, but hot limited to:

18.2.13.1. Offer language assistance to individuals who have LEP and/or other
communication needs, at no cost to them, to facilitate timely access to all
health care and services.

18.2.13.2. Inform all individuals of the availability of language assistance services
clearly and in their preferred language, verbally and in writing.

18.2.13.3. Ensure the competence of individuals providing language assistance,
recognizing that the use of untrained individuals and/or minors as interpreters
should be avoided.

18.2.13.4. Provide easy-to-understand print and multimedia materials and signage in the
languages commonly used by the populations in the service area.

18.2.14.Meaningful access may entail providing language assistance services, including oral
and written translation, where necessary. MCOs are encouraged to consider the need
for language services for LEP.persons served or encountered both in developing their
budgets and in conducting their programs and activities. For assistance and
information regarding MCO LEP obligations, go to http:/Avww.lep.gov."
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19. Grievances and Appeals
19.1. General Requirements

19.1.1. The MOO shall develop, implement and maintain a (jrievance System under which
Medicaid members, or providers acting on their behalf, may challenge the denial of
coverage of, or payment for, medical assistance and which includes a grievance
process, an appeal process, and access to the State's fair hearing system. The MCO
shall ensure that the Grievance System is in compliance with 42 CFR438 Subpart F,
and N.H. Code of Administrative Rules, Chapter He-C 200 Rules of Practice and
Procedure.

19.1.2. The MCO shall provide to DHHS a complete description, in writing and including all
of its policies, procedures, notices and forms, of its proposed Grievance System for
DHHS' review and approval prior to the first readiness review. Any proposed
changes to the Grievance System must be approved by DHHS prior to
implementation.

19.1.3. The Grievance System shall be responsive to any grievance or appeal of dual- eligible
members. To the extent such grievance or appeal is related to a Medicaid service, the
MCO shall handle the grievance or appeal in accord with this Agreement. In the event
the MCO, after review, determines that the dual-eligible member's grievance or
appeal is solely related to a Medicare service, the MCO shall refer the member to the
State's SHIP program, which is currently administered by Service Link Aging and
Disability Resource Center.

19.1.4. The MCO shall be responsible for ensuring that the Grievance System (grievance
process, appeal process, and access to the State's fair hearing system) complies with
the following general requirements. The MCO must:

19.1.4.1. Give members any reasonable assistance in completing forms and other
procedural steps. This includes, but is not limited to providing interpreter
services and toll-free numbers with TTYATDD and interpreter capability and
assisting the member in providing written consent for appeals;

19.1.4.2. Acknowledge receipt of each grievance and appeal (including oral appeals),
unless the enrollee or authorized provider requests expedited resolution;

19.1.4.3. Ensure that decision makers on grievances and appeals and their subordinates
were not involved in previous levels of review or decision making;

19.1.4.4. Ensure that decision makers take into account all comments, documents,
records, and other information submitted by the enrollee of their
representative without regard to whether such information was submitted or
considered in the initial adverse benefit determination; and
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19.1.4.4.1. If deciding any of the following, the decision makers are health care
professionals with clinical expertise in treating the member's condition
or disease:

a. An appeal of a denial based on lack of medical necessity;

b. A grievance regarding denial of expedited resolutions of an appeal;
or

c. A grievance or appeal that involves clinical issues.

19.1.5. The MCO shall send written notice to members and providers of any changes to the
Grievance System at least thirty (30) calendar days prior to implementation.

19.1.6. The MCO shall provide information as specified in 42 CFR § 438.10(g) about the
Grievance System to providers and subcontractors at the time they enter into a contact
or subcontract. The information shall include, but is not limited to:

19.1.6.1. The member's right (or provider acting on their behalf) to a State fair hearing,
how to obtain a hearing, and the rules that govern representation at a hearing;

19.1.6.2. The member's right to file grievances and appeals and their requirements and
timefimies for filing;

19.1.6.3. The availability of assistance with filing;

19.1.6.4. The toll-free numbers to file oral grievances and appeals;

19.1.6.5. The member's right to request continuation of benefits during an appeal or
State fair hearing filing and, if the MCO's action is upheld in a hearing, that
the member may be liable for the cost of any continued benefits; and

19.1.6.6. Any State-determined provider appeal rights to challenge the failure of the
MCO to cover a service.

19.1.7. The MCO shall make available training to providers in supporting and assisting
members in the Grievance System.

19.1.8. The MCO shall maintain records of grievances and appeals, including all matters
handled by delegated entities, for a period not less than ten (10) years. At a minimum,
such records shall include a general description of the reason for the grievance or
appeal, the name of the member, the dates received, the dates of each review, the

. dates of the grievance or appeal, and the date of resolution.

19.1.9. The MCO shall provide a report of all actions, grievances, and appeals, including all
matters handled by delegated entities, to DHHS on a monthly basis.
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19.1.10.The MCO shall review Grievance System information as part of the State quality
strategy and in accord with this Agreement and 42 CFR 438.402. The MCO shall
make such information accessible to the State and available upon request to CMS.

19.1.11. The MCO shall provide any and all provider complaint and appeal logs to DHHS.

19.2. Grievance Process

19.2.1. The MCO shall develop, implement, and maintain a grievance process that
establishes the procedure for addressing member grievances and which is in
compliance with 42 CFR 438 Subpart F and this Agreement.

19.2.2. The grievance process shall address member's expression of dissatisfaction with any
aspect of their care other than an adverse benefit determination. Possible subjects for
grievances include, but are not limited to, the quality of care or services provided, and
aspects of interpersonal relationships such as rudeness of a provider or employee, or
failure to respect the member's rights. An enrollee or the enrollee's authorized
representative with written consent may file a grievance at any time.

19.2.3. Members who believe that their rights established by RSA 135-C:56-57 or He-M 309
have been violated, may file a complaint with the MCO in accordance with He-M
204.

19.2.4. Members who believe the MCO is not providing mental health or substance use
disorder benefits in violation of 42 CFR part 438, subpart K. may file" a grievance.

19.2.5. The MCO shall have policies and procedures addressing the grievance process, which
comply with the requirements of this Agreement. The MCO shall submit in advance
to DHHS for its review and approval, all grievance process policies and procedures
and related notices to members regarding the grievance process. Any proposed
changes to the grievance process must be approved by DHHS prior to
implementation.

19.2.6. The MCO shall allow a member, or the member's authorized representative with the
member's written consent to file a grievance with the MCO either orally or in writing
[42 CFR 438.402(c)].

19.2.7. The MCO shall complete the resolution of a grievance and provide notice to the
affected parties as expeditiously as the member's health condition requires, but not
later than forty-five (45) calendar days from the day the MCO receives the grievance
for one hundred percent (100%) of members filing a grievance. If the enrollee
requests disenrollment, then the MCO shall resolve the grievance in time to permit
the disenrollment (if approved) to be effective no later than the first day of the second
month following the month in which the enrollee requests disenrollment.
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19.2.8. The MCO shall notify members of the resolution of grievances. The notification may
be orally or in writing for grievances not involving clinical issues. Notices of
resolution for clinical issues must be in writing.

19.2.9. Members shall not have the right to a State fair hearing in regard to the resolution of a
grievance.

19.3. Appeal Process

19.3.1. The MCO shall develop, implement, and maintain an appeal process that establishes
the procedure for addressing member requests for review of any action taken by the
MCO and which is in compliance with 42 CFR 438 Subpart F and this Agreement.

19.3.2. The MCO shall allow a member, or the member's authorized representative, or a
provider acting on behalf of the member and with the member's written consent, to
request an appeal orally or in writing of any MCO action [42 CFR 438.402(c)].

19.3.3. The MCO shall include as parties to the appeal, the member and the member's
authorized representative, or the legal representative of the deceased member's estate.

19.3.4. For appeals of standard service authorization decisions, the MCO shall allow a
member to file an appeal, either orally or in writing, within sixty (60) calendar days
of the date oh the MCO's notice of action. This shall also apply to a member's-
request for an expedited appeal. An oral appeal must be followed by a written, signed
appeal.

19.3.5. The MCO shall ensure that oral inquires seeking to appeal an action are treated as
appeals and confirm those inquires in writing, unless the member or the authorized

,  provider requests expedited resolution. An oral request for ̂  appeal must be
followed by a written and signed appeal request unless the request is for an expedited
resolution.

19.3.6. If DHHS receives a request to appeal an action of the MCO, DHHS will forward
relevant information to the MCO and the MCO will contact the member and
acknowledge receipt of the appeal.

19.3.7. The MCO shall ensure that any decision to deny a service authorization request or to
authorize a service in an amount, duration, or scope that is less than requested, must
be made by a health care professional who has appropriate clinical expertise in
treating the member's condition or disease.

19.3.8. The MCO shall allow the member a reasonable opportunity to present evidence, and
allegations of fact or law, in person as well as in writing. The MCO shall inform the
member of the limited time available for this in the case of expedited resolution.
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19.3.9. The MCO shall provide the member and the member's representative opportunity, to
receive the member's case file, including medical records, and any other documents
and records considered during the appeal process free of charge prior to the hearing.

19.3.10.The MCO shall resolve one hundred percent (100%) of standard member appeals
within thirty (30) calendar days from the date the appeal was filed with the MCO.
The date of filing shall be considered either an oral request for appeal or a written
request from either the member or provider, whichever date is the earliest. Or, in the
case of a provider filing an appeal on behalf of the member, the date of filing shall be
considered the date upon which the MCO receives authorization from the member for
the provider to file an appeal on the member's behalf.

19.3.11.If the MCO fails to adhere to notice and timing requirements, established in 42 CFR
438.408, then the enrollee is deemed to have exhausted the MCO's appeals process,
and the enrollee may initiate a state fair hearing.

19.3.12. Members who believe the MCO is not providing mental health or substance use
disorder benefits in violation of 42 CFR 42 CFR part 438, subpart K may file an
appeal.

19.4. Actions

19.4.1. The MCO shall allow for the appeal of any action taken by the MCO. Actions shall
include, but are not limited to the following:

19.4.1.1. Denial or limited authorization of a requested service, including the type or
level of service;

19.4.1.2. Reduction, suspension, or termination of a previously authorized service;

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

19.4.1.4. Failure to provide services in a timely manner, as defined by the State;

19.4.1.5. Untimely service authorizations;

19.4.1.6. Failure of the MCO to act within the timeframes set forth in this Agreement or
as required under 42 CFR 438 Subpart F and this Agreement; and

19.4.1.7. At such times, if any, that DHHS has an Agreement with fewer than two (2)
MCOs, for a rural area resident with only one MCO, the denial of a member's
request to obtain services outside the network, in accord with 42 CFR
438.52(b)(2)(ii).

19.5. Expedited Appeal
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19.5.1. The MCQ shall develop, implement, and maintain an expedited appeal review
process for appeals when the MCO determines, as the result of a request from the
member, or a provider request on the member's behalf or supporting the member's
request, that taking the time for a standard resolution could seriously jeopardize the
member's life or health or ability to attain, maintain, or regain maximum function.

19.5.1.1. The MCO must inform enrollees of the limited time available to present
evidence ̂ d testimony, in person and in writing, and make legal and factual
arguments sufficiently in advance of the resolution timeframe for expedited
appeals.

19.5.1.2. The MCO shall make a decision on the member's request for expedited appeal
and provide notice, as expeditiously as the member's health condition
requires, within 72 hours after the MCO receives the appeal. The MCO may
extend the 72 hour time period by up to fourteen (14) calendar days if the
member requests an extension, or if the MCO justifies a need for additional
information and how the extension is in the member's interest. The MCO

shall also make reasonable efforts to provide oral notice. The first date shall
be considered either an oral request for appeal or a written request from either
the member or provider, whichever date is the earliest.

N.

19.5.1.3. If the MCO extends the timeframes not at the request of the enrollee, it must:

19.5.1.3.1. Make reasonable efforts to give the enrollee prompt
oral notice of the delay;

19.5.1.3.2.Within two (2) calendar days give the enrollee written
notice of the reason for the decision to extend the

timeframe and inform the enrollee of the right to file a
grievance if he or she disagrees with that decision;

19.5.1.3.3.Resolve the appeal as expeditiously as the enrollee's
health condition requires and no later than the date the
extension expires.

19.5.1.4. The MCO shall meet the timeframes in 19.5.1.2 for one hundred percent
(100%) of requests for expedited appeals.

19.5.1.5. The MCO shall ensure that punitive action is not taken against a provider who
requests an expedited resolution or supports a member's appeal.

19.5.1.6. If the MCO denies a request for expedited resolution of an appeal, it shall
transfer the appeal to the timeframe for standard resolution and make
reasonable efforts to give the member prompt oral notice of the denial, and
follow up within two (2) calendar days with a written notice.
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19.5.1.7. The member has a right to file a grievance regarding the MCOs denial of a
request for expedited resolution. The MCO shall inform the member of his/her
right and the procedures to file a grievance in the notice of denial.

19.6. Content of Notices

19.6.1. The MCO shall notify the requesting provider, and give the member written notice of
any decision to deny a service authorization request, or to authorize a service in an
amount, duration, or scope that is less than requested. Such notice must meet the
requirements of 42 CFR 438.404, except that the notice to the provider need not be in
writing.

19.6.2. Each notice of adverse action shall conform with 42 CFR 431.210, contain and
explain:

19.6.2.1. The action the MCO or its subcontractor has taken or intends to take;

19.6.2.2. The reasons for the action;

s

19.6.2.3. The member's or the provider's right to file an appeal;

19.6.2.4. Procedures for exercising member's rights to appeal or grieve;

19.6.2.5. Circumstances under which expedited resolution is available and how to
request it; and

19.6.2.6. The member's rights to have benefits continue pending the resolution of the
appeal, how to request that benefits be continued, and the circumstances under
which the member may be required to pay the costs of these continued
benefits.

19.6.3. The MCO shall ensure that all notices of adverse action be in writing and must meet
the following language and format requirements:

19.6.3.1. Written notice must be translated for the individuals who speak one of the
commonly encountered languages spoken in New Hampshire (as defined by
the State per 42 CFR 438.10(d));

19.6.3.2. Notice must include language clarifying that oral interpretation is available for
all languages and how to access it; and

19.6.3.3. Notices must use easily understood language and format, and must be
available in alternative formats, and in an appropriate manner that takes into
consideration those with special needs. All members and potential members
must be informed that information is available in alternative formats and how

to access those formats.
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19.6.4. The MCO shall mail the notice of adverse benefit determination by the date of the
action when any of the following occur:

19.6.4.1 The enrollee has died;

19.6.4.2 The enrollee submits a signed written statement requesting service
termination;

19.6.4.3 The enrollee submits a signed written statement including information that
requires service termination or reduction and indicates that he understands
that the service termination or reduction will result;

19.6.4.4 The enrollee has been admitted to an institution where he or she is ineligible
under the.state plan for further services;

19.6.4.5 The enrollee's address is determined unknown based on returned mail with

no forwarding address;

19.6.4.6 The enrollee is accepted for Medicaid services by another state, territory, or
commonwealth;

19.6.4.7 A change in the level of medical care is prescribed by the enrollee's
physician;

19.6.4.8 The notice involves an adverse determination with regard to preadmission
screening requirements of section 1919(e)(7) of the Act;

19.6.4.9 The transfer or discharge from a facility will occur in an expedited fashion.

19.7. Timing of Notices

19.7.1. Termination, suspension or reduction of services - The MCO shall provide niembers
written notice at least ten (10) calendar days before the date of action when the action
is a termination, suspension, or reduction of previously authorized Medicaid covered
services, except the period of advance notice shall be five (5) calendar days in cases
where the MCO has verified facts that the action should be taken because of probable
fraud by the member.

19.7.2. Denial of payment - The MCO shall provide members written notice on the date of
action when the action is a denial of payment or reimbursement.

19.7.3. Standard service authorization denial or partial denial- The MCO shall provide
members written notice as expeditiously as the member's health condition requires
and not to exceed fourteen (14) calendar days following a request for initial and
continuing authorizations of services, except an extension of up to an additional
fourteen (14) calendar days is permissible, if:
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19.7.3.1. The member or the provider requests,the extension; or

19.7.3.2. The MCO justifies a need for additional information and how the extension is
in the member's interest.

19.7.3.3. When the MCO extends the timefi^e, the MCO must give the member
written notice of the reason for the decision to extend the timeframe and y

inform the member of the right to file a grievance if he or she disagrees with
that decision. Under such circumstance, the MCO must issue and carry out its
detennination as expeditiously as the member's health condition requires and
no later than the date the extension expires.

19.7.4. Expedited process - For cases in which a provider indicates, or the MCO determines, -
that following the standard timeframe could seriously jeopardize the member's life or
health.or ability to attain, maintain, or regain maximum function, the MCO must
make an expedited authorization decision and provide notice as expeditiously as the
member's health condition requires and no later than three (3) business days after
receipt of the request for service.

19.7.4.1. The MCO may extend the three (3) business days' time period by up to seven
(7) calendar days if the member requests an extension, or if the MCO justifiiss
a need for additional information and how the extension is in the member's

interest.

19.7.5. Untimely service authorizations - The MCO must provide notice on the date that the
timeframes expire when service authorization decisions are not reached within the
timeframes for either standard or expedited service authorizations.

19.8. Continuation of Benefits

19.8.1. The MCO shall continue the member's benefits if:

19.8.1.1. The appeal is filed timely, meaning on or before the later of the following:

19.8.1.1.1. Within ten (10) calendar days of the MCO mailing the notice of action;
or

19.8.1.1.2. The intended effective date of the MCO's proposed action.

19.8.1.2. The appeal involves the termination, suspension, or reduction of a previously
authorized course of treatment;

19.8.1.3. The services was ordered by an authorized provider;

19.8.1.4. The authorization period has not expired; and

19.8.1.5. The member requests extension of benefits, orally or in writing.
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19.8.2. If the MCO continues or reinstates the member's benefits while the appeal is pending,
the benefits must be continued until one of the following occurs:

19.8.2.1. The member withdraws the appeal, in writing;

19.8.2.2. The member does not request a State fair hearing within ten (10) calendar
days from when the MCO mails an adverse MCO decision;

19.8.2.3. A State fair hearing decision adverse to the member is made; or

19.8.2.4. The authorization expires or authorization service limits are met.

19.8.3. If the final resolution of the appeal upholds the MCO's action, the MCO may recover
from the member the amount paid for the services provided to the member while the
appeal was pending, to the extent that they were provided solely because of the
requirement for continuation of services.

I

19.9. Resolution of Appeals

19.9.1. The MCO shall resolve each appeal and provide notice, as expeditiously as the
member's health condition requires, within the following timeframes:

19.9.1.1. For standard resolution of appeals and for appeals for termination, suspension,
or reduction of previously authorized services a decision must be made within
thirty (30) calendar days after receipt of the appeal, unless the MCO notifies
the member that an extension is necessary to complete the appeal.

19.9.1.2. The MCO may extend the timeframes up to fourteen (14) calendar days if:

19.9.1.2.1. The member requests an extension, orally or in writing; or

19.9.1.2.2. The MCO shows that there is a need for additional information and the

MCO shows that the extension is in the member's best interest.

19.9.1.3. If the MCO extends the timeframes not at the request of the enrollee then it
must:

19.9.1.3.1.Make reasonable efforts to give the enrollee prompt oral
notice of the delay;

19.9.1.3.2.Within two (2) calendar days give the enrollee written
notice of the reason for the decision to extend the

timeframe and inform the enrollee of the right to file a
grievance if he or she disagrees with that decision; and
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19.9.1.3.3.Resolve the appeal as expeditiously as the enrollee's
health condition requires and no later than the date the
extension expires.

19.9.1.4. Under no circumstances may the MCO extend the appeal determination
beyond forty-five (45) calendar days from the day the MCO receives the
appeal request.

19.9.2. The MCO shall provide written notice of the resolution of the appeal, which shall
include the date completed and reasons for the determination in easily, understood

language.

19.9.3. The MCO shall include a written statement, in simple language, of the clinical
rationale for the decision, including how the requesting provider or member may
obtain the Utilization Management clinical review or decision-making criteria.

19.9.4. For notice of an expedited resolution, the MCO shall make reasonable efforts to
provide oral notice.

19.9.5. For appeals not resolved wholly in favor of the member, the notice shall:

19.9.5.1. Include information on the member's right to request a State fair hearing;

19.9.5.2. How to request a State fair hearing;

19.9.5.3. Include information on the member's right to receive services while the
hearing is pending and how to make the request; and

19.9.5.4. Inform the member that the member may be held liable for the amount the
MCO pays for services received while the hearing is pending, if the hearing
decision upholds the MCO's action.

19.lO.State Fair Hearing

19.10.1.The MCO shall inform members and providers regarding the State fair hearing
process, including but not limited to, members right to a State fair hearing and how to
obtain a State fair hearing in accordance with its informing requirements under this
Agreement and as required under 42 CFR 438 Subpart F. The Parties to the State fair
hearing include the MCO as well as the member and his or her representative or the
representative of a deceased member's estate.

19.10.2.The MCO shall ensure that members are informed, at a minimum, of the following:

19.10.2.1. That members must exhaust all levels of resolution and appeal within the
MCO's Grievance System prior to filing a request for a State fair hearing with
DHHS; and

Page 122



New Hampshire Medlcald Care Management Contract — SFY2019

Exhibit A - Amendment #14

19.10.2.2. That if a member does not agree with the MCO's resolution of the appeal, the
member may file a request for a State fair hearing within one hundred and
twenty (120) calendar days of the date on the MCO's notice of the resolution
of the appeal.

19.10.3.If the member requests a fair hearing, the MOO shall provide to DHHS and the
member, upon request, and within three (3) business days, all MCO-held
documentation related to the appeal, including but not limited to, any iranscript(s),
records, or written decision(s) from participating providers or delegated entities.

19.10.4.The MOO shall appear and defend its decision before the DHHS Administrative
Appeals Unit. The MOD shall consult with DHHS regarding the State fair hearing
process In defense of its decisions in State fair hearing proceedings, the MOO shall
provide supporting documentation, affidavits, and providing the Medical Director or
other staff as appropriate and at no additional cost. In the event the State fair hearing
decision is appealed by the member, the MOO shall provide all necessary support to
DHHS for the duration of the appeal at no additional cost. The Office of the Attorney
General or designee shall represent the State on an appeal from a fair hearing decision
by a member.

19.10.5.DHHS shall notify the MOD of State fair hearing determinations. The MOO shall be
bound by the fair hearing determination, whether or not the State fair hearing
determination upholds the MCO's decision. The MCO shall hot object to the State
intervening in any such appeal.

.19.11.£lTect.of.AdverseJ)ecisioi)S of Appeals and Hearings

19.11.1.If the MCO or DHHS reverses a decision to deny, limit, or delay services that were
not provided while the appeal or State fair hearing were pending, the MCO shall
authorize or provide the disputed services promptly, and as expeditiously as the
member's health condition requires but.no later than 72 hours from the date it
receives notice reversing the determination.

19.11.2.If the MCO or DHHS reverses a decision to deny authorization of services, and the
member.received the disputed services while the appeal or State fair hearing were
pending, the MCO shall pay for those services.

19.12.Survival

19.12.1.The obligations of the MCO pursuant to Section 19 to fully resolve all grievances
and appeals including, but not limited to, providing DHHS with all necessary support
and providing a Medical Director or similarly qualified staff to provide evidence and
testify at proceedings until final resolution of any grievance or appeal shall survive
the termination of this Agreement.
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20. Access
I

20.1. Network

20.1.1. The MCO shall provide documentation to DHHS showing that it is complying with
DHHS's requirements for availability, accessibility of services, and adequacy of the
network including pediatric subspecialists as described in Section 20 and 21.

20.1.2. The MCO's network shall have providers in sufficient numbers, and with sufficient
capacity and expertise for all covered services to meet the geographic standards in
Section 20.2, the timely provision of services requirements in Section 20.4, Equal
Access, and reasonable choice by members to meet their needs.

20.1.3. The MCO shall submit documentation to DHHS to demonstrate that it maintains a
substantial provider network sufficient in number, mix, and geographic distribution to
meet the needs of the anticipated number of members in the service area [42 CFR
438.207(b)] prior to the readiness review for the enrollment of NHHPP members.

20.1.4. The MCO shall submit documentation to DHHS to demonstrate that it maintains a

substantial provider network sufficient in number, mix, and geographic distribution to
meet the needs of the anticipated number of members in the service area [42 CFR
438.207Cb)] prior to the first readiness review for each phase of Step 2.

20.1.5. The MCO shall submit documentation to DHHS to demonstrate that it offers an

appropriate range of preventive, primary care, and specialty services and maintains an
adequate network of providers that is sufficient in number, mix, and geographic
distribution to meet the needs of the anticipated number of members in the service
area [42 CFR 438.207(b)]:

20.1.5.1. At the second readiness review prior to the Program start date;

20.1.5.2. Forty-five (45) calendar days following the end of the semi-annual period; and

20.1.5.3. At any time there has been a significant change (as defined by DHHS) in the
entity's operations that would affect adequate capacity .and services, including
but not limited to:

20.1.5.3.1. Changes in services, benefits, geographic service area, or payments

20.1.5.3.2. Enrollment of a new population in the MCO [42 CFR 438.207(c)]

20.1.6. The MCO shall submit documentation quarterly to DHHS to demonstrate Equal
Access to services for Step 1, 2 and NHHPP populations.

20.1.7. The MCO shall be subject to annual, extemal independent reviews of the timeliness
of, and access to the services covered under this Agreement [42 CFR 438.204).
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20.1.8. For Step 1 Implementation, the anticipated number of members in Sections 20.1.1
and 20.1.2 shall be based on the "NH Medicaid Care Management Fifty Percent
Population Estimate by Zip code" report provided by DHHS.

20.2. Geographic Distance

20.2.1. The MOO shall meet the following geographic access standards for all members, in
addition to maintaining in its network a sufficient number of providers to provide all
services and Equal Access to its members.

:-Proyi<ier/Seryicei^

PCPs (adult & pediatric) Two (2) within forty (40) minutes or fifteen (15) miles

Adult Specialists One (1) within sixty (60) minutes or forty-five (45) miles

Pediatric Specialists One within one hundred twenty (120) minutes or eighty (80) miles

Hospitals One (1) within sixty (60) minutes or forty-five (45) miles

Mental Health Providers

(adult & pediatric)
One (1) within forty-five (45) minutes or twenty-five (25) miles

Pharmacies One (1) within forty-five (45) minutes or fifteen (15) miles

Tertiary orSpecialized
services

(Traima,-Neooajtal, etc.)
One within one hundred twenty (120) minutes or eighty (80) miles

SUD Councilors

(MLDAC) (adult &
pediatric)

One (1) within forty-five (45) minutes or fifteen (15) miles

SUD Programs

(Comprehensive,
Outpatient, Methadone
Clinics) (adult &
pediatric)

One (1) within sixty (60) minutes or forty-five (45) miles.

Page 125



New Hampshire Medicald Care Management Contract — SFY2019

Exhibit A - Amendment #14

20.3. Network Adequacy Exception Process

20.3.1. The MCO may request exceptions from the network adequacy standards [42 CFR
438.68] after demonstrating its efforts to create a sufficient n^ork of providers to
meet these standards. DHHS shall grant the MCO an exception where:

20.3.1.1. The MCO demonstrates that an insufficient number of qualified providers or
facilities willing to contract, wi^he MCO are available to meet the network
adequacy stand^ds in 20:2'ahd 20.4;

20.3.1.2. The MCO demonstrates to the Department's satisfaction that the MCO's ..
failure to develop a provider network that meets the requirements of 20,2 and
20.4 is due to the refusal of a provider to accept a reasonable rate, fee, term, or
condition and that the MCO has taken steps to effectively mitigate the
detrimental impact on covered persons; or

20.3.1.3. The MCO demonstrates that the required specialist services can be obtained
through the use of telemedicine or telehealth from an in-network physician,
physician assistant, nurse practitioner, clinic nurse specialist, nurse-midwife,
clinical psychologist, clinical social worker, registered dietitian or nutrition
professional, certified registered nurse anesthetist licensed by the NH Board
of Medicine. RSA167:4-d.

20.3.2. At any time the provisions of this section may apply, the MCO will work with DHHS
to ensure that members have access to needed services.

20.3.3. The MCO shall ensure that an adequate number of participating physicians have
admitting privileges at participating acute care hospitals in the provider network to
ensure that necessary admissions can be made.

20.4. Timely Access to Service Delivery

20.4.1. The MCO shall make services available for members twenty-four (24) hours a day,
seven (7) days a week, when medically necessary [42 CFR 438.206(cXl)(iii)].

20.4.2. The MCO shall require that all network providers offer hours of operation that
provide Equal Access and are no less than the hours of operation offered to
commercial, and FFS patients. [42 CFR 438.206(c)(l)(ii)].

20.4.3. The MCO shall encourage its PCPs to offer after-hours office care in the evenings
and on weekends.

20.4.4. The MCO's network shall meet the following minimum timely access to service
delivery standards [42 CFR"438.206(c)(l)(i)]
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20.4.4.1. Health care services shall be made accessible on a timely basis in accordance
with medically appropriate guidelines consistent with generally accepted
standards of care.

20.4.4.2. The MCO shall have in its network the capacity to ensure that waiting times
for appointments do not exceed the following;

20.4.4.2.1. Transitional healthcare by a provider shall be available from a prim^
or specialty provider for clinical assessment and care planning within
seven (7) calendar days of discharge from inpatient or institutional
care for physical or behavioral health disorders or discharge from a
substance use disorder treatment program.

20.4.4.2.2. Transitional home care shall be available with a home care nurse or a

licensed counselor within two (2) calendar days of discharge from
inpatient or institutional care for physical or behavioral health
disorders or discharge from a substance use disorder treatment
program, if ordered by the member's primary care or specialty care
provider or as part of the discharge plan.

20.4.4.2.3. Non-symptomatic (i.e., preventive care) office visits shall be available
from the member's PCP or another provider within forty-five (45)
calendar days. A non-symptomatic office visit may include, but is not
limited to, well/preventive care such as physical examinations, annual
gynecological examinations, or child and adult immunizations.

20.4.4.2.4. Non-urgent, symptomatic (i.e., routine care) office visits shall be
availaBle'mjm the member's PCP or another provider within ten (10)
calendar days. A non-urgent, symptomatic office visit is associated
with the presentation of medical signs or symptoms not requiring
immediate attention.

20.4.4.2.5. Urgent, symptomatic office visits shall be available from the member's
PCP or another provider within forty-eight (48) hours. An urgent,
symptomatic visit is associated with the presentation of medical signs
or symptoms that require immediate attention, but are not life

•  threatening and don't meet the definition of Emergency Medical
Condition.

20.4.4.2.6. Emergency medical, SUD and psychiatric care shall be available
twenty-four (24) hours per day, seven (7) days per week.

20.4.4.2.7. Behavioral health care shall be available as follows:

a. care within six (6) hours for a non-life threatening emergency;

b. care within forty-eight (48) hours for urgent care; or
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c. an appointment within ten (10) business days for a routine office
visit.

20.4.4.2.8. For members receiving Step 2 covered services, transitional care shall
be readily available and delivered, after discharge from a nursing
facility, inpatient or institutional care, in accordance with the
member's discharge plan or as ordered by the member's primary care
or specialty care provider. Transfers and discharges shall be done in
accordance with RSA 151:21 andRSA 151:26.

20.4.5. The MOO shall regularly monitor its network to determine compliance with timely
access and shall provide a semi-annual report to DHHS documenting; its compliance
with 42 CFR 438.206(c)(l)(!v) and (v).

20.4.6. The MOO shall develop a Corrective Action Plan if there is a failure to comply with
timely access provisions in this Agreement in compliance with 42 CFR
438.206(c)(l)(vi).

20.4.7. The MCO shall monitor waiting times for appointments at approved community
mental health providers and report case details on a semi-annual basis.

20.5. Women's Health

20.5.1. The MCO shall provide female members with direct access to a women's health
specialist within the network for covered services necessary to provide women's
routine and preventive health care services. This is in addition to the member's

-  'designated source of primary care if that source is not a women's health specialist [42
CFR 438.206(b)(2)].

20.5.2. The MCO shall provide access to family planning services to members without the
need for a referral or prior-authorization. Additionally, members shall be able to
access these services by providers whether they are in or out of the MCO's network.

20.5.2.1. Family Planning Services shall include, but not be limited to, the following:

20.5.2.1.1. Consultation with trained personnel regarding family planning,
contraceptive procedures, immunizations, and sexually transmitted
diseases;

20.5.2.1.2. Distribution of literature relating to family planning, contraceptive
procedures, and sexually transmitted diseases;

20.5.2.1.3. Provision of contraceptive procedures and contraceptive supplies by
those qualified to do so under the laws of the State in which services
are provided;
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20.5.2.1.4. Referral of members to physicians or health agencies for consultation,
examination, tests, medical treatment and prescription for the purposes
of family-planning, contraceptive procedures, and treatment of
sexually transmitted diseases, as indicated; and

20.5.2.1.5. Immunization services where medically indicated and linked to
sexually transmitted diseases including but not limited to Hepatitis B
and HPV vaccine

20.5.2.2. Enrollment in the MCO shall not restrict the choice of the provider from

whom the member may receive family planning services and supplies [42
CFR 431.51(b)(2)].

20.5.2.3. The MCO shall only provide for abortions in the following situations:

20.5.2.3.1. If the pregnancy is the result of an act of rape or incest; or

20.5.2.3.2. In the case where a woman suffers from a physical disorder, physical
injury, or physical illness, including a life-endangering physical
condition caused by or arising from the pregnancy itself, that would, as
certified by a physician, place the woman in danger of death unless an
abortion is performed [42 CFR 441.202].

20.5.3. The MCO shall not provide abortions as a benefit, regardless or funding, for any
reasons other than those identified in this Agreement [42 CFR 441.202].

20.6. Indian Health

20.6.1. The term Indian for purposes of this section shall include those individuals defined in
42 CFR 438.14(a).

20.6.2. The MCO shall allow all members that are an Indian to receive covered services from

an out-of-state EHCP regardless of whether it is an out-of-network provider. The
MCO shall pay for covered services provided at such IHCPs as if it was an approved
out-of-network service pursuant to Section 20.8.

20.6.3. Any out-of-state IHCP that serves an Indian member of the MCO may refer the
member to a network provider.

20.6.4. The MCO shall pay any out-of-state IHCP who provides covered services to an
Indian pursuant to this section the EHCP's applicable encounter rate published
annually in the Federal Register by the Indian Health Service, or in the absence pf a
published encounter rate, the amount it would receive if the services were provided
under the State plan's fee for service methodology.
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20.6.5. The MCO shall pay any out-of-state IHCP that is also a FQHC the encounter rate as if
it was an in-network FQHC. If the encounter rate is less than the published encounter
rate in the Federal Register than the State will make a supplemental payment to make
up the difference between the amount the MCO entity pays and the amount the IHCP
would have received under FFS or the applicable encounter rate.

20.6.6. The MCO shall make payment to any such IHCP in a timely manner as required
under 42 CFR 447.45 and 42 CFR 447.46.

20.7. Access to Special Se^ices

20.7.1. The MCO shall ensure members have access to DHHS-designated Level I and Level
II trauma centers within the State, or hospitals meeting the equivalent level of trauma
care in the MCO's Service Area or in close proximity to such Service Area. The
MCO shall have written out-of-network reimbursement arrangements with the
DHHS-designated Level I and Level II trai^a centers or hospitals meeting equivalent
levels of trauma care if the MCO does not include such a trauma center in its
network.

20.7.2. The MCO shall ensure accessibility to other specialty hospital services, including
major bum care, organ transplantation, specialty pediatric care, specialty out-patient
centers for HIV/AIDS, sickle cell disease, hemophilia, and ciranio-facial and
congenital anomalies, and home health agencies, hospice programs, and licensed long
term care facilities with Medicare-certified skilled nursing beds. To the extent that the
above specialty services are available within New Hampshire, the plan shall not
exclude New Hampshire providers from its network if the negotiated rates are
commercially reasonable.
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20.7.3. The MCO may offer such tertiary or specialized services at so-called "centers of
excellence". The tertiary or specialized services shall be offered within.the New .
England region, if available. The MCO shall not exclude New Hampshire providers
of tertiary or specialized services from its network provided that the negotiated rates
are commercially reasonable.

20.8. Out-of-Network Providers

20.8.1. If the MCO's network is unable to provide necessary medical, behavioral, and SUD
services covered under the Agreement to a particular member, the MCO shall
adequately and in a timely manner cover these services for the member through out-
of-network sources [42 CFR 438.206(b)(4)]. The MCO shall inform the out-of-
network provider that the member cannot be balance billed.

20.8.2. The MCO shall coordinate with out-of-network providers regarding payment. For
payment to out-of-network, or non-participating providers, the following
requirements apply:

20.8.2.1. If the MCO offers the service through an in-network provider(s), and the
member chooses to access non-emergent services from an out-of-network
provider, the MCO is not responsible for payment.

20.8.2.2. If the service is not available from an in-network provider and the member
requires the service and is referred for treatment to an out-of-network
provider, the payment amount is a matter between the MCO and the out-of-
network provider.

20.8.3. The MCO shall ensure that cost to the member is no greater than it would be if the
service were furnished within the network [42 CFR 438.206(b)(5)].

20.9. Second Opinion

20.9.1. the MCO shall provide for a second opinion from a qualified health care professional
within the provider network, or arrange for the member to obtain one outside the
network, at no greater cost to the member than allowed by DHHS [42 CFR
438.206(b)(3)]. The MCO shall clearly state its procedure for obtaining a second
opinion in its Member Handbook.

20.10.Provider Choice
i

20.10.1.The MCO shall allow each member to choose his or her health professional to the
extent possible and appropriate [42 CFR 438.3(1)].
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21. Network Management
21.1. Provider Network

21.1.1. The MCO shall be responsible for developing and maintaining a statewide provider
network that adequately meets all covered medical, behavioral health, SUD, and
psychosocial needs of the covered population in a manner that provides for
coordination and collaboration among multiple providers and disciplines and Equal
Access to services. In developing its network, the MCO shall consider the following:

21.1.1.1. Current and anticipated New Hampshire Medicaid enrollment;

21.1.1.2. The expected utilization of services, taking into consideration the
characteristics and health care needs of the covered New Hampshire
population;

21.1.1.3. The number and type (in terms of training and experience and specialization)
of providers required to fumish the contracted services;

21.1.1.4. The number of network providers not accepting new or any New Hampshire
Medicaid patients;

21.1.1.5. The geographic location of providers and members, considering distance,
travel time, and the means of transportation ordinarily used by New
Hampshire members;

21.1.1.6. Accessibility of provider practices for members with disabilities [42 CFR
438.206(b)(1)];

21.1.1.7. Adequacy of the primary care network to offer each member a choice of at
least two appropriate primary care providers that are accepting new Medicaid
patients; and

21.1.1.8. Required access standards identified in this Agreement
V

21.1.2. In developing its network, the MCO's provider selection policies and procedures shall
not discriminate against providers that serve high-risk populations or specialize in
conditions that require costly treatment [42 CFR 438.214(c)].

21.1.3. The MCO shall not employ or contract with providers excluded from participation in
federal health care programs.

21.1.4. The MCO shall not employ or contract with providers who fail to provide Equal
Access to services.
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21.1.5. The MCO shall establish policies and procedures to monitor the adequacy,
accessibility, and availability of its provider network to meet the needs of all
members including those with LEP and those with unique cultural needs.

21.1.6. The. MCO shall maintain an updated list of participating providers on its website in a
Provider Directory, as specified in Section 17.9 of this Agreement.

21.2. Network Requirements ,

21.2.1. The MCO shall ensure its providers and subcontractors meet all state and federal
eligibility criteria, reporting requirements, and any other applicable statutory rules
an^or regulations related to this Agreement.

21.2.2. All providers shall be licensed and or certified in accordance with the laws of the
state in which they provide the covered services for which the MCO is contracting
with the provider, and not be under sanction or exclusion from the Medlcaid program.
All provider types that may obtain a National Provider Identifier (NPI) shall have an
NPI in accordance with 45 CFR Part 162, Subpart D.

21.2.3. All providers in the MCO's network are required to be enrolled as New Hampshire
Medlcaid providers. DHHS may waive this requirement for good cause on a case-by-
case basis.

21.2.4. In all contracts with health care professionals, the MCO shall comply with
requirements in 42 CFR 438.214, NCQA standards, and RSA 420-J:4, which includes
selection and retention of providers, credentialing and re-credentialing requirements,
and non-discrimination (42 CFR 438.12(a)(2);.42 CFR 438.214].

21.2.5. The MCO shall not require a provider or provider group to enter into an exclusive
contracting arrangement with the MCO as a condition for network participation.

21.2.6. The MCO's Agreement with health care providers shall be in writing, shall be in
compliance with applicable federal and state laws and regulations, and shall include
the requirements in this Agreement.

21.2.7. The MCO shall submit all model provider contracts to DHHS'for review during the
Readiness Review process. The MCO shall resubmit the model provider contracts any
time it makes substantive modifications to such Agreements. DHHS retains the right
to' reject or require changes to any provider Agreement.

21.2.8. The MCO shall negotiate rates .with providers in accordance with Section 9 of this
Agreement, unless otherwise specified in this Agreement.
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21.2.9. The MCO shall reimburse private duty nursing agencies for private duty nursing
services provided on or after April 1,2016 at the fee-for-for service rate established
by DHHS. The MCO shall provide the following information to determine if access
to private duty nursing services is increasing:

21.2.10.The number of pediatric private duty nursing hours authorized by
day/weekend/night, and intensive (ventilator dependent) modifiers; and

21.2.11.The number of pediatric private duty nursing hours delivered by day/weekend/night,
and intensive (ventilator dependent) modifiers.

21.2.12.The MCO shall submit model provider contracts related to the implementation of
NHHPP to DHHS prior to the beginning of enrollment in NHHPP. The contract will
provide for:

21.2.12.1. An in-state provider of services included in Step 1 must provide services to
both the MCO's Step 1 and NHHPP members, except for SUD providers and
chiropractors; provided, however, that exceptions to this requirement may be
made upon a request by the MCO and approved by DHHS for providers that
only want to provide coverage for Step 1 Services.

21.2.12.2. The provider shall provide equal availability of services and access to both
Step 1 and NHHPP members unless an exception to the requirement in section
21.2.10.1 was approved for the provider and the provider is not required to
provide coverage for NHHPP Services.

21.2.12.3. The MCO shall pay the provider for services at a rate not more than nor less
than the amounts established according to Section 21.2.10.4.

21.2.12.4. The MCO shall reimburse providers for NHHPP services according to the
NHHPP Provider Fee Schedule posted at
https://Dhinnii5.nb.gov/portalsAvps/portal/DocumeDtsaDdForms as of
August 15,2017 and incorporated herein. DHHS shall provide the MCO sixty
(60) days notice prior to any change to the Schedule. Services falling outside
the published NHHPP Provider Fee Schedule shall be paid at a rate
determined by the Department and enforced in the sixty (60) calendar day
notification period.

21.2.12.5. The MCO shall allow a participating provider thirty (30) days to review
contract modifications to an existing contract relating to the implementation of
the NHHPP.
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21.2.13.The MCO provider Agreement shall require providers in the MCO network to accept
the member's Medicaid ID Card as proof of enrollment in the MCO until the member
receives his/her MCO ID Card.

21.2.14.The MCO shall maintain a provider relations presence in New Hampshire as
approved by DHHS.

21.2.15.The MCO shall prepare and issue Provider Manual(s) upon request to all Network
Providers, including any necessary specialty manuals (e.g., behavioral health). For
newly contracted and credentialed providers, the MCO shall issue copies of the
Provider Manua!(s) no later than seven (7) calendar days after inclusion in the
network. The provider manual shall be available on the web and updated no less than
annually.

21.2.16.TheMCO shall provide training to all providers and their staff regarding the
requirements of this Agreement including the grievance and appeal system. The
•MCO's provider training shall be completed within thirty (30) calendar days of
entering into a contract with a provider. The MCO shall provide ongoing training to
new and existing providers as required by the MCO, or as required by DHHS.

21.2.17.Provider materials shall comply with state and federal laws and DHHS and NHID
requirements. The MCO shall submit any Provider Manual(s) and provider training
materials to DHHS for review and approval sixty (60) calendar days prior to any
substantive revisions. Any revisions required by DHHS shall be provided to the MCO
within thirty (30) calendar days.

21.2.1 S.The MCO shall operate a toll-free telephone line for provider inquiries from 8 a.m. to
5 p.m. EST, Monday through Friday, except for State-approved holidays. The
provider toll free line shall be staffed with personnel who are knowledgeable about
the MCO's plan in New Hampshire. The provider call center shall meet the
following minimum standards, but DHHS reserves the right to modify standards:

21.2.18.1. Call Abandonment Rate: Fewer than five percent (5%) of calls will be
abandoned;

21.2.18.2. Average Speed of Answer: Eighty percent (80%) of calls will be answered
with live voice within thirty (30) seconds; and

21.2.18.3. Ninety percent (90%) of voicemail messages shall be responded to no later
than the next business day.

21.2.19.The MCO shall maintain a Transition Plan providing for continuity of care in the
event of Agreement termination, or modification limiting service to members,
between the MCO and any of its contracted providers, or in the event of site
closing(s) involving a primary care provider with more than one location of service.
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The Transition Plan shall describe how members will be identified by the MCO and
how continuity of care will be provided.

21.2.20.The MCO shall ensure that after regular business hours the provider inquiry line is
• answered by an automated system with the capability to.provide callers with
information regarding operating hours and instructions on how to verify enrollment
for a member. The MCO shall have a process in place to handle after-hours inquiries
from providers seeking a service authorization for a member with an urgent m^ical,
behavioral health or LTSS related condition or an emergericy medical or behavioral
health condition.

21.2.21.The MCO shall notify DHHS and affected current members in writing of a provider
termination. The notice shall be provided by the earlier of: (1) fifteen (15) calendar
days after the receipt or issuance of the termination notice, or (2) fifteen (15) calendar
days prior to the effective date of the termination. Affected members include all
members assigned to a PCP and/or all members who have been receiving ongoing
care from the terminated provider. Within three (3) calendar days following the
effective date of the termination the MCO shall have a Transition Plan in place for all
affected members.

21.2.22.If a member is in a prior authorized ongoing course of treatment with a participating
provider who becomes unavailable to continue to provide services, the MCO shall
notify the member in writing within seven (7) calendar days from the date the MCO
becomes aware of such unavailability and develop a Transition Plan for the affected
members.

21.2.23.The MCO shall notify DHHS within seven (7) calendar days of any significant
changes to the provider network. As part of the notice, the MCO shall submit a
Transition Plan to DHHS to address continued member access to needed service and
how the MCO will maintain compliance with its contractual obligations for member
access to needed services. A significant change is defined as:

21.2.23.1. A decrease in the total number of PCPs by more than five percent (5%);

21.2.23.2. A loss of all providers in a specific specialty where another provider in that
specialty is not available within sixty (60) minutes or forty-five (45) miles;

21.2.23.3.. A loss of a hospital in an area where another contracted hospital of equal
service ability is not available within forty-five (45) miles or sixty (60)
minutes; or

21.2.23.4. Other adverse changes to the composition of the network, which impair or
deny the members' adequate access to in-network providers.
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21.2.24.The MCO may not discriminate for the participation, reimbursement, or
indemnification of any provider who is acting within the scope of his or her license or
certification under applicable State law, solely on the basis of that license or
certification. If the MCO declines to include individual or groups of providers in its
network, the MCO shall give the affected providers written notice of the reason for its
decision. [42 CFR 438.12(a)(1); 42 CFR438.214(c); SMD letter 02/20/98)].

21.2.25.The requirements in 42 CFR 438.12 (a) may not be construed to:

21.2.25.1. Require the MCO to contract with providers beyond the number necessary to
meet the needs of its member;

21.2.25.2. Preclude the MCO from using different reimbursement amounts for different
specialties or for different practitioners in the same specialty; or

21.2.25.3. Preclude the MCO from establishing measures that are designed to maintain
quality of services and control costs and is consistent with its responsibilities
to members [42 CFR 438.12(a)(1); 42 CFR438.12(b)(1)].

21.3. Screening and Enrollment

21.3.1. No later than January 1,2018, the MCO shall ensure that all of its network providers
are enrolled with DHHS Medicaid.

21.3.2. No later than November 1,2017, the MCO shall provide to DHHS all identifying
information for its enrolled network providers including:

21,3.2.1.Name;

21.3.2.2.Specialty;

21.3.2.3.Date of Birth;

21.3.2.4.Social Security number;

21.3.2.5.Nationai Provider identifier;

21.3.2.6.Federal taxpayer identification number; and

21.3.2.7.State license or certification number of the provider.

21.4. Provider Crcdentialing and Re-Credentialing
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21.4.1. The MCO shall demonstrate to DHHS that its providers are credentialed according to
the requirements of 42 CFR 438.206(b)(6), current NCQA standards, Code of
Administrative Rules He-M 403, and RSA 420-J:4.

21.4.2. The MCO shall submit to DHHS its credentialing standards relating to the
implementation of Choices for Independence waiver services.

21.4.3. The MCO shall have written policies and procedures to review, approve and at least
every three (3) years recertify the credentials of all participating physician and all
other licensed providers who participate in the MCO's network [42 CFR 438.214(a);
42 CFR 438.214(b) (1&2); RSA 420-J:4]. At a minimum, the scope and structure of a
MCO's credentialing and re-credentialing processes shall be consistent NCQA
standards and NHID, and relevant state and federal regulations relating to provider
credentialing and notice. The MCO may subcontract with another entity to which it
delegate such credentialing activities if such delegated credentialing is maintained in
accordance with NCQA delegated credentialing requirements and any comparable
requirements defmed by DHHS.

i
21.4.4. The MCO shall ensure that credentialing of all service providers applying for network

provider status shall be completed as follows: within thirty (30) calendar days for
primary care providers; within forty-five (45) calendar days for specialists, SUD
providers, chiropractors, Nursing Facilities and CFI service providers. [RSA 420-J:4).
The start time begins when all necessary credentialing materials have been received.
Completion time ends when written communication is mailed or faxed to the provider
notifying the provider of the MCO's decision.

21.4.5. The re-credentialing process shall occur in accordance with NCQA guidelines. The
re-credentialing process shall take into consideration provider performance data
including, but not be limited to: member complaints and appeals, quality of care, and
appropriate utilization of services.

21.4.6. The MCO shall maintain a policy that mandates board certification levels that, at a
minimum, meets the ninety (90) percentile rates indicated in NCQA standards
(HEDIS Medicaid All Lines of Business National Board Certification Measures as
published by NCQA in Quality Compass) for PCPs and specialty physicians in the
provider network. The MCO shall make information on the percentage of board-
certified PCPs in the provider network and the percentage of board-certified specialty
physicians, by specialty, available to DHHS upon request.

21.4.7. The MCO shall provide that all laboratory testing sites providing services under this
Agreement have either a Clinical Laboratory Improvement Act (CLIA) certificate or
waiver of a certificate of registration along with a CLIA identification number [42
CFR493.1 and 42 CFR493.3].
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21.4.8. The MCO shall not employ or contract with providers, business managers, owners or
others excluded from participation in Federal health care programs under either
section 1128 or section 1128A of the Social Security Act [42 CFR 438.214(d)] or 42
CFR 1000.

21.4.9. The MCO shall ensure that providers whose Medicare certification is a precondition
of participation in the Medicaid program obtain certification within one year of
enrollment in MCO's provider network.

21.4.10.The MCO shall notify DHHS when the MCO denies a provider credentialing
application for program integrity-related reasons or otherwise limits the ability of
providers to participate in the program for program integrity reasons. .

21.5. Provider Engagement

21.5.1. The MCO shall, at a minimum, develop and facilitate an active provider advisory
board that is composed of a broad spectrum of provider types. Representation on the
provider advisory board shall draw from and be reflective of the MCO membership to
ensure accurate and timely feedback on the care management program. This advisory
board shall include representation from CFI service providers. This advisory board
should meet face-to-face or via webinar or conference call a minimum of four (4)
times each Agreement year. Minutes of the meetings shall be provided to DHHS
within thirty (30) calendar days of the meeting.

21..5.2. The MCO shall conduct a provider satisfaction survey, approved by DHHS and
administered by a third party, on a statistically valid sample of each major provider'
type; PC?, specialists, hospitals, pharmacies, DME and Home Health providers,
Nursing Facilities and CFI service providers. DHHS shall have input to the
development of the survey. The survey shall be conducted semi-annually the first
year after the program start date and at least once an Agreement year thereafter to
gain a broader perspective of provider opinions. The results of these surveys shall be
made available to DHHS and published on the DHHS website.

21.5.3. The MCO shall support DHHS' interaction and reporting to the Governor's
Commission on Medicaid Care Management.

21.6. Anti-Gag Clause for Providers

21.6.1. The MCO shall not prohibit, or otherwise restrict, a health care professional acting
within the lawful scope of practice, from advising or advocating on behalf of a
member who is his or her patient:

21.6.1.1. For the member's health status, medical care, or treatment options, including
any alternative treatment that may be self-administered;
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21.6.1.2. For any information the member needs in order to decide among all relevant
treatment options;

21.6.1.3. For the risks, benefits, and consequences of treatment or non-treatment; or

21.6.1.4. For the member's right to participate in decisions regarding his or her health
care, including the right to refuse treatment, and to express preferences about
future treatment decisions [§ 1923(b)(3)(D) of the SSA; 42 CFR
438.102(a)(l)(i), (ii). (iii), and (iv); SMD letter 2/20/98].

21.7. Reporting

21.7.1. Provider Participation Report: Provide provider participation reports on an annual
basis by geographic location, categories of service, provider type categories, and any
other codes necessary to determine the adequacy and extent of participation and
service delivery and analyze provider service capacity in terms of member access to
health care.

21.7.2. Provider Quality Report Card; Ability to provide dashboard or "report card" reports
of provider service quality including but not limited to provider sanctions, timely
fulfillment of service authorizations, count of service authorizations, etc.
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22. Quality Management
22.1. General Provisions

22.1.1. The MCO shall provide for the delivery of quality care with the primary goal of
improving the health status of its members and, where the member's condition is not
amenable to improvement, maintain the member's current health status by
implementing measures to prevent any further decline in condition or deterioration of
health status. The MCO shall work in collaboration with members and providers to
actively improve the quality of care provided to members, consistent with the MCO's
quality improvement goals and all other requirements of the Agreement. The MCO
shall provide mechanisms for Member Advisory Board and the Provider Advisory
Board to actively participate into the MCO's'quality improvement activities.

22.1.2. The MCO shall support and comply with the most current version of the Quality
Strategy for the New Hampshire Medicaid Care Management Program.

22.1.3. The MCO shall have an ongoing quality assessment and perfonnance improvement
program for the operations and the services it furnishes for members [42 CFR
438.330(b); and SMM 2091.7].

22.1.4. The MCO shall approach all clinical and non-clinical aspects of quality assessment
and performance improvement based on principles of Continuous Quality
Improvement (CQI)/Total Quality Management (TQM) and shall:

22.1.4.1. Evaluate performance using objective quality indicators and recognize that
opportunities for improvement are unlimited;

22.1.4.2. Foster data-driven decision-making;

22.1.4.3. Solicit member and provider input on the prioritization and strategies for
QAPI activities;

22.1.4.4. Support continuous ongoing measurement of clinical and non-clinical health
plan effectiveness, health outcomes improvement and member and provider
satisfaction;

22.1.4.5. Support programmatic improvements of clinical and non-clinical processes
based on findings from ongoing measurements;

22.1.4.6. Support re-measurement of effectiveness, health outcomes improvement and
member satisfaction, and continued development and implementation of
improvement interventions as appropriate; and

22.1.4.7. The MCO shall undertake a member experience of care survey;
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22.1.4.7.1. The MCO shall deploy the CMS Home and Community Based Care
Service Experience of Care Survey, Testing Experience and
Functional Tools (TEF1) as early as 6 months but not later than 9
months from Step 2 Phase 2 start date, if ready for deployment.

22.1.4.7.2. The MCO shall deploy an in-person patient experience survey (FES) if
-  the CMS Home and Community Based Care Service Experience of

Care Survey is not ready for deployment with this same timeframe.

22.1.4.7.3. The MCO shall use a DHHS approved, external vendor and
statistically sound methodology to conduct the member experience of
care survey. " ', '

22.1.5. The MCO shall have mechanisms that detect both underutilization and overutilization

of services.'

The MCO shall develop, maintain, and operate a Quality Assessment and
Performance Improvement (QAPI) Program consistent with the requirements of this
Agreement. The MCOs shall also meet the requirements of for the QAPI Program [42
CFR 438.330; SMM 2091.7].

22.1.6. The MCO shall submit a QAPI Program Annual Summary in a format and timeframe
specified by DHHS or its designee for its approval. The MCO shall keep participating
physicians and other Network Providers informed and engaged in the QAPI Program
and related activities. The MCO shall include in provider contracts a requirement
securing cooperation with the QAPI.

22.1.7. The MCO shall maintain a well-defined QAPI structure that includes a planned
systematic approach to improving clinical and non-clinical processes and outcomes.
The MCO shall designate a senior executive responsible for the QAPI Program and
the Medical Director shall have substantial involvement in QAPI Program activities.
At a minimum, the MCO shall ensure that the QAPI Program structure:

22.1.7.1. Is organization-wide, with clear lines of accountability within the
organization;

22.1.7.2. Includes a set of functions, roles, and responsibilities for the oversight of
QAPI activities that are clearly defined and assigned to appropriate
individuals, including physicians, other clinicians, and non-clinicians;

22.1.7.3. Includes annual objectives and/or goals for planned projects or activities
including clinical and non-clinical programs or initiatives and measurement
activities; and

22.1.7.4. Evaluates the effectiveness of clinical and non-clinical initiatives.
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22.1.8. If the MCO sub-contracts any of the essential functions or reporting requirements
contained within the QAPI Program to another entity, the MCO shall maintain
detailed files documenting work performed by the sub-contractor. The file shall be
available for review by DHHS or its designee upon request.

22.1.9.

22.1.10.The MCO shall integrate behavioral health into its QAPI Program and include a
systematic and ongoing process for monitoring, evaluating, and improving the quality
and appropriateness of behavioral health services provided to. members. TTie MCO
shall collect data, and monitor and evaluate for improvements to physical health
outcomes, behavioral health outcomes, and psycho-social outcomes, resulting fix>m
the integration and coordination of physical and behavioral health services.The MCO
shall conduct any performance improvement projects required by CMS and a
minimum of four (4) performance improvement projects, subject to DHHS approval,
per year that are designed to achieve, through ongoing measurements and
intervention, significant improvement, sustained over time, in clinical care and
nonclinical care areas that are expected to have a favorable effect on health outcomes

,  and member satisfaction. At least one (1) of these projects shall have a behavioral
health focus. At least one (1) of these projects shall have a home and community
based waiver focus. The MCO shall report the status and results of each project to
DHHS as requested and shall report on the status results of the CMS performance
improvement projects described in 42 CFR 438.330.

22.1.1 l.The performance improvement projects shall involve the following:

22.1.11.1. Measurement of performance using statistically valid, national recognized
objective quality indicators;

22.1.11.2. Implementation of system interventions to achieve improvement in the access
to and quality of care;

22.1.11.3. Evaluation of the effectiveness of the interventions based on any performance
measures required by CMS as outlined in 42 CFR 438.330(c); and

22.1.11.4. Planning and initiation of activities for increasing or sustaining improvement;
and

22.1.11.5. Reporting on the status and results to DHHS on an annual basis.

22.1.12.Each performance improvement project shall be completed in a reasonable time
period so as to generally allow information on the success of performance
improvement projects in the aggregate to produce new information on quality of care
every year.
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22.1.13.The MCO shall have apian to assess and report the quality and appropriateness of
care furnished to members with special needs in order to identify any ongoing special
conditions of a member that require a course of treatment or regular care monitoring
The plan.must be submitted to DHHS for review and approval. The assessment
mechanisms must use appropriate health care professionals.[42 CFR 438.208(c)(2);
42 CFR438.330].

22.1.14.The MCO's Medical Director and Quality Improvement Director will participate in
quarterly Quality Improvement meetings with DHHS and the other MCOs contracted
with DHHS to discuss quality related initiatives and how those initiatives could be
coordinated across the MCOs.

22.1.15.The MCOs shall be required to be accredited by NCQA, including all applicable
Medicaid Standards and Guidelines and the MCOs must authorize NCQA to provide
DHHS a copy of its most recent accreditation review, including:

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

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

22.1.15.3.Expiration date of the accreditation.
✓

22.2. Practice Guidelines and Standards

22.2.1. The MCO shall adopt evidence-based clinical practice guidelines built upon high
quality data and strong evidence. Such practice guidelines shall consider the needs of
the' MCO's members, be adopted in consultation with Network Providers, and be
reviewed and updated periodically, as appropriate.

22.2.2. The MCO shall develop practice guidelines based on the health needs and
opportunities for improvement identified as part of the QAPI Program.

22.2.3. The MCO shall make practice guidelines available, including, but not limited to, the
web, to all affected providers and, upon request, to members and potential members.

22.2.4. The MCO's decisions regarding utilization management, member education, and
coverage of services shall be consistent with the MCO's clinical practice guidelines
[42 CFR 438.236(d)].

22.3. External Quality Review Organization

22.3.1. The MCO shall collaborate with DHHS's External Quality Review Organization
(EQRO) as outlined in 42 CFR 438.358 to assess the quality of care and services
provided to members and to identify opportunities for MCO improvement. To
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facilitate this process, the MCO shall supply data, including but not limited to claims
data and medical records, to the EQRO.

22.4. Evaluation

22.4.1. The MCO shall prepare a written report within ninety (90) calendar days at the end of
each Agreement year on the QAPI diat describes:

22.4.1.1. Completed and ongoing Quality management activities, including all
delegated functions;

22.4.1.2. Performance trends on QAPI measures to assess performance in quality of
care and quality of service;

22.4.1.3. An analysiis of whether there have been any demonstrated improvements in
the quality of care or service; and

22.4.1.4. An evaluation of the overall effectiveness of the MCO's quality management
program, including an analysis of barriers and recommendations for
improvement

22.4.2. The annual evaluation report shall be reviewed'and approved by the MCO's
governing body and submitted to DHHS for review [42 CFR 438.330(e)(2)].

22.4.3. The MCO shall establish a mechanism for periodic reporting of QAPI activities to its
goveming body, practitioners, members, and appropriate MCO staff, as well as
posted on the web. The MCO shall ensure that the findings, conclusions,
recommendations, actions taken, and results of QM activity are documented and
reported on a semi-annual basis to DHHS and reviewed by the appropriate individuals
within the organization.

22.5. Quality Measures

22.5.1. MCO shall report annually, according to the then current industry/regulatory standard
definitions, the following quality measure sets:

22.5.1.1. CMS Core Set of Children's Health Care Quality Measures for Medicaid and
CHIP;

22.5.1.2. CMS Core Set of Health Care Quality Measures for Adults Enrolled in
Medicaid;

22.5.1.3. NCQA Medicaid Accreditation HEDIS/CAHPS Measures, which shall be
validated by submission to NCQA; and
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22.5.1.4. All available CAHPS measures and sections, including supplements, children
with chronic conditions, and mobility impairment; and

22.5.1.5. Any CMS mandated measures outlined in 42 CFR438.330(c)(l)(i).

22.5.2. If additional measures are added to the NCQA or CMS measure sets, MCO shall
include those new measures. For measures that are no longer part of the measures
sets, DHHS may at its option continue to require those measures.

22.5.3. In addition MCO shall submit other quality measures as specified by DHHS in
Exhibit 0 in a format to be specified by DHHS.

22.5.4. DHHS shall provide the MCO with ninety (90) calendar days notice of any additions
or modifications to the quality measures as specified by DHHS in Exhibit 0.

22.5.5. Each Data Year as defined by NCQA HEDIS specifications, or other twelve (12)
month period determined by DHHS, at DHHS discretion, DHHS may select four (4)
measures to be included in the Quality Incentive Program (QP). DHHS shall notify
the MCO of the four (4) measures to be included in the QP no later than three (3)
months prior to the start of the period for which data will be collected to evaluate the
program.

22.5.6. For each measure selected by DHHS for the QP, DHHS will monitor MCO
performance to determine baseline measures and levels of improvement.

22.5.7. Should DHHS choose QIPs and implement withholds for QP performance, in the
event of changes to the Medicaid Care Management program or material
circumstances beyond DHHS or the MCOs' control, which DHHS determines would
unduly limit all MCOs' ability to reasonably perform and achieve the withhold return
threshold, DHHS will evaluate the impact of the circumstances and make such

. changes as required, at the discretion of DHHS.

22.5.8. At such time DHHS provides access to Medicare data sets to the MCOs, the MCO
shall integrate expanded Medicare data sets into its Care Coordination and Quality
Programs and include a systematic and ongoing process for monitoring, evaluating,
and improving the quality and appropriateness of services provided to Medicaid-
Medicare dual members. The MCO shall:

22.5.8.1. Collect data, and monitor and evaluate for improvements to physical health
outcomes, behavioral health outcomes, psycho-social outcomes, and LTSS
outcomes resulting from care coordination of the dual members;

22.5.8.2. Include Medicare data in DHHS quality reporting; and

Page 146



New Hampshire Medlcald Care Management Contract — SFY2019

Exhibit A - Amendment #14

22.5.8.3. Sign data use agreements and submit data management plans as required by
CMS.
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23. Utilization Management
23.1. Policies & Procedures

23. I.I. The MCO's policies and procedures related to the authorization of services shall be in
compliance with 42 CFR 438.210 and NH RSA Chapter 420-E:2.

23.1.2. The MCO shall have in place, and follow, written policies and procedures for
processing requests for initial and continuing authorization of services [42 CFR
438.210(b)(1)].

23.1.3. The MCO shall submit its written utilization management policies, procedures, and
criteriato DHHS for approval as part of the first readiness review. Thereafter the
MCO shall submit its written utilization management policies, procedures, and
criteria that have changed and an attestation listing those that have not changed since
the prior year's submission to DHHS for approval ninety (90) calendar days prior to
the end of the Agreement Year.

23.1.4. The MCO shall submit its written utilization management policies, procedures, and
criteria specific to each phase of Step 2 Phase I to DHHS for approval as part of the
first readiness review. Authorizations must be based on a comprehensive and
individualized needs assessment that addresses air needs and a subsequent person-
centered plarming process. Thereafter the MCO shall submit its written utilization
management policies, procedures, and criteria that have changed and an attestotion
listing those that have not changed since the prior year's submission to DHHS for
approval ninety (90) calendar days prior to the end of the Agreement Year.

23.1.5. The MCO's written utilization management policies, procedures, and criteria shall, at
a minimum^ conform to the standards of NCQA.

23.1.6. The MCO may place appropriate limits on a service on the basis of criteria such as
medical necessity; or for utilization control, provided the services furnished can
reasonably be expected to achieve their purpose [42 CFR 438.210(a)].

23.1.7. The MCO's written utilization management policies, procedures, and criteria shall
describe the categories of health care personnel that perform utilization review
activities and where they are licensed. Further such policies, procedures and criteria
shall address, at a minimum, second opinion programs; pre-hospital admission
certification; pre-inpatient service eligibility certification; and concurrent hospital
review to determine appropriate leng^ of stay; as well as the process used by the
MCO to preserve confidentiality of medical information.

23.1.8. The MCO's written utilization management policies, procedures, and criteria shall be:

Page 148



New Hampshire Medicald Care Management Contract — SFY2019

Exhibit A - Amendment #14

23.1.8.1. Developed with input from appropriate actively practicing practitioners in the
MCO's service area;

23.1.8.2. Updated at least biennially and as new treatments, applications, and
technologies emerge;

23.1.8.3. Developed in accordance with the standards of national accreditation entities;

23.1.8.4. Based on current, nationally accepted standards of medical practice;

23.1.8.5. If practicable, evidence-based; and

23.1.8.6. Be made available upon request to DHHS, providers and members.

23.1.9. The MCOs shall work in good faith with DHHS develop prior authorization forms
with consistent information and documentation requirements from providers
wherever feasible. Providers shall be able to submit the prior authorizations forms
electronically, by mail, or fax. The MCOs shall submit a proposed plan for the
development of common prior authorization processes within ninety (90) calendar
days of the NHHPP Program Start Date.

23.1.10.The MOO shall have in effect mechanisms to ensure consistent application of review
criteria for authorization decisions, including, but not limited to, interrater reliability
monitoring, and consult with the requesting provider when appropriate and at the
request of the provider submitting the authorization [42 CFR 438.210(b)(2)].

23.1.11 .The MOO shall ensure that any decision to deny a service authorization request or to
authorize a service in an amount, duration, or scope that is less than requested, be
made by a health care professional who has appropriate clinical expertise in treating
the member's condition or disease [42 CFR 438.210(b)(3)].

23.1.12.Compensation to individuals or entities that conduct utilization management
activities shall not be structured so as to provide incentives for the individual or entity
to deny, limit, or discontinue medically necessary services to any member [42 CFR
438.210(e)].

23.1.13.Medicaid State Plan Services in place at the time a member transitions to an MCO
will be honored for sixty (60) calendar days or until completion of a medical
necessity review, whichever comes first. The MCO shall also, in the member
handbook, provide information to members regarding prior authorization in the event
the member chooses to transfer to another MCO.

23.1.14. The MCOs shall follow the transition of care policy developed by DHHS, which is
consistent with 42 CFR 438.62.
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23.1.15.When a member receiving State Plan Home Health Services and Step 1 services
chooses to change to another MCO, the new MCO shall be responsible for the
member's claims as of the effective date of the member's enrollment in the new MCO

except as specified in Section 31.2.17. Upon receipt of prior authorization
information from DHHS, the new MCO shall honor prior authorizations in place by
the former MCO for fifteen (15) calendar days or until the expiration of previously
issued prior authorizations, whichever comes first. The new MCO shall review the
service authorization in accordance with the urgent determination requirements of
Section 23.4.2.1.

23.1.16.Prior authorizations in place for long term services and supports at the time a
member transitions to an MCO will be honored until the earliest of (a) the
authorization's expiration date, (b) the member's needs changes, (c) the provider
loses its Medicaid status or (d) otherwise approved by DHHS. The MCO shall also, in
the member handbook, provide information to members regarding prior authorization
in the event the member chooses to transfer to another MCO. In the event that the

prior authorization specifies a specific provider, that MCO will continue to utilize that
provider regardless of whether the provider is participating in the MCO network until
such time as services are available in the MCO's network. The MCO will ensure that

the member's needs are met continuously and will continue to cover services under
the previously issued prior authorization until the MCO issues new authorizations that
address the member's needs.

23.1.1 y.Subcontractors or any other party performing utilization review are required to be
licensed in New Hampshire.

23.2. Medical Necessity Determination

23.2.1. The MCO shall specify what constitutes "medically necessary services" in a manner
that:

23.2.1.1. Is no more restrictive than the State Medicaid program; and

23.2.1.2. Addresses the extent to which the MCO is responsible for covering services
related to the following [42 CFR 438.210(a)]:

23.2.1.2.1. The prevention, diagnosis, and treatment of health impairments;

23.2.1.2.2. The ability to achieve age-appropriate growth and development; and

23.2.1.2.3. The ability to attain, maintain, or regain functional capacity.

Page 150



New Hampshire Medicaid Care Management Contract — SFY2019

Exhibit A - Amendment #14

23.2.2. For members twenty-one (21) years of age and older the following definition of
medical necessity shall be used: "Medically necessary" means health care services
that a licensed health care provider, exercising prudent clinical judgment, would
provide, in accordance with generally accepted standards of medical practice, to a
recipient for the purpose of evaluating, diagnosing, preventing, or treating an acute or
chronic illness, injury, disease, or its symptoms, and that are [He-W 530.01(f)]:

23.2.2.1. Clinically appropriate in terms of type, frequency of use, extent, site, and
duration, and consistent with the established diagnosis or treatment of the
recipient's illness, injury, disease, or its symptoms;

23.2.2.2. Not primarily for the convenience of the recipient or the recipient's family,
caregiver, or health care provider;

23.2.2.3. No more costly than other items or services which would produce equivalent
diagnostic, therapeutic, or treatment results as related to the recipient's illness,
injury, disease, or its symptoms; and

23.2.2.4. Not experimental, investigative, cosmetic, or duplicative in nature.

23.2.3. For EPSDT services the following definition of medical necessity shall be used:
"Medically necessary" means reasonably calculated to prevent, diagnose, correct,
cure, alleviate or prevent the worsening of conditions that endanger life, cause pain,
result in illness or infirmity, threaten to cause or aggravate a handicap, or cause
physical deformity or malfunction, and no other equally effective course of treatment
is available or suitable for the EPSDT recipient requesting a medically necessary
service He-W546.01(f).

23.2.4. The MCO must provide the criteria for medical necessity determinations for mental
health or substance use disorder benefits to any enrollee, potential enrollee, or
contracting provider upon request.

23.3. Necessity Determination

23.3.1. For long term services and supports the following definition of necessity shall be
used: "Necessary" means reasonably calculated to prevent, diagnose, correct, cure,
alleviate or prevent the worsening of conditions that endanger life, cause pain, result
in illness or infirmity, threaten to cause or aggravate a handicap, cause physical
deformity or malfunction, or is essential to enable the individual to attain, maintain,
or regain functional capacity and/or independence, and no other equally effective
course of treatment is available or suitable for the recipient requesting a necessary
long term services and supports within the limits of current waivers, statutes,
administrative rules, and/or Medicaid State Plan amendments.
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23.4. Notices of Coverage Determinations

23.4.1. The MCO shall provide the requesting provider and the member with written notice
of any decision by the MCO to deny a service authorization request, or to authorize a
service in an amount, duration, or scope that is less than requested. The notice shall
meet the requirements of 42 CFR 438.210(c) and 438.404.

23.4.2. The MCO shall make utilization management decisions in a timely manner. The ̂
following minimum standards shall apply:

23.4.2.1. Urgent determinations: The determination of an authorization involving
urgent care shall be made as soon as possible, taking into account the medical
exigencies, but in no event later than seventy-two (72) hours after receipt of
the request for ninety-eight percent (98%) of requests, unless the member or
member's representative fails to provide sufficient information to determine
whether, or to what extent, benefits are covered or payable. In the case of such
failure, the MCO shall notify the member or member's representative within
twenty-four (24) hours of receipt of the request and shall advise the member
or member's representative of the specific information necessary to make a
determination. The member or member's representative shall be afforded a
reasonable amount of time, taking into account the circumstances, but not less
than forty-eight (48) hours, to provide the specified information. Thereafter,
notification of the benefit determination shall be made as soon as possible, but
in no case later than forty-eight (48) hours after the earlier of (1) the MCO's
receipt of the specified additional information, or (2) the end of the period
afforded the member or member's representative to provide the specified
additional information.

23.4.2.2. Continued/Extended Services: The determination of an authorization

involving urgent care and relating to the extension of an ongoing course of
treatment and involving a question of medical necessity shall be made within
twenty-four (24) hours of receipt of the request for ninety-eight percent (98%)
of requests, provided that the request is made at least twenty-four (24) hours
prior to the expiration of the prescribed period of time or course of treatment.

23.4.2.3. Routine determinations: The determination of all other authorizations for pre-
service benefits shall be made within a reasonable time period appropriate to
the medical circumstances, but in no event exceed the following timeframes
for ninety-five percent (95%) of requests:

23.4.2.3.1. Fourteen (14) calendar days after the receipt of a request:

a. An extension of up to fourteen (14) calendar days is permissible if:

i. the member or the provider requests the extension; or
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ii. the MCO justifies a need for additional information and that
the extension is in the member's interest;

23.4.2.3.2. Two (2) calendar days for diagnostic radiology.

23.4.2.4. The MCO shall provide members written notice as expeditiously as the
member's health condition requires and not to exceed fourteen (14) calendar
days following a request for initial and continuing authorizations of services,
except an extension of up to an additional fourteen (14) calendar days is
permissible, if:

23.4.2.5. The member or the provider requests the extension; or

23.4.2.6. The MCO justifies a need for additional information and how the extension is
in the member's interest.

>

23.4.2.7. If such an extension is necessary due to a failure of the member or member's
representative to provide sufficient information to determine whether, or to
what extent, benefits are covered as payable, the notice of extension shall
specifically describe the required additional information needed, and the .
member or member's representative shall be given at least forty- five (45)
calendar days from receipt of the notice within which to provide the specified
information. Notification of the benefit determination following a request for
additional information shall be made as soon as possible, but in no case later
than fourteen (14) calendar days after the earlier of (1) the MCO's receipt of
the specified additional information, or (2) the end of the period afforded the
member or member's representative to provide the specified additional
information. When the MCO extends the timeframe, the MCO must give the
member written notice of the reason for the decision to extend the timeframe

and inform the member of the right to file a grievance if he or she disagrees
with that decision. Under such circumstance, the MCO must issue and carry
out its determination as expeditiously as the member's health condition
requires and no later than the date the extension expires.

23.4.2.8. Determination for Services that have been delivered: The determination of a

post service authorization shall be made within thirty (30) calendar days of the
date of filing. In the event the member fails to provide sufficient information
to determine the request, the MCO shall notify the member within fifteen (15)
calendar days of the date of filing, as to what additional information is
required to process the request and the member shall be given at least forty-
five (45) calendar days to provide the required information. The thirty (30)
calendar day period for determination shall be tolled until such time as the
member submits the required information.
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23.4.3. Whenever there is an adverse determination, the MCO shall notify the ordering
provider and the member. For an adverse standard authorization decision, the MCO
shall provide written notification within three (3) calendar days of the decision.
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23.5. Advance Directives

23.5.1. The MCO shall maintain written policies and procedures that meet requirements for
advance directives in Subpart I of 42 CFR 489.

23.5.2. The MCO shall adhere to the definition of advance directives as defined in 42 CFR

489.100.

23.5.3. The MCO shall maintain written policies and procedures concerning advance
directives with respect to all adult individuals receiving medical care by or through
the MCO [42 CFR 422.128].

23.5.4. The MCO shall not condition the provision of care or otherwise discriminate against
an enrollee or potential enrollee based on whether or not the individual has executed
an advance directive.

23.5.5. The MCO shall provide information in the member handbook with respect to the
following:

23.5.5.1. The member's rights under the state law. The information provided by the
MCO shall reflect changes in State law as soon as possible, but no later than
ninety (90) calendar days after the effective date of the change [42 CFR
438.30(3) and (4)].

23.5.5.2. The MCO's policies respecting the implementation of those rights including a
statement of any limitation regarding the implementation of advance
directives as a matter of conscience

23.5.5.3. That complaints concerning noncompliance with the advance directive
requirements may be filed with the appropriate State Agency [42 CFR
438.3(;)(1); 42 CFR 438.10(g)(2); 42 CFR 422.128; 42 CFR 489 (subpart I);
42 CFR 489.100].
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24. MCIS

24.1. System Functionality

24.1.1. The MCO Managed Care Information System (MCIS) shall include, but not be
limited to:

24.1.1.1. Management of Recipient Demographic Eligibility and Enrollment and
History

24.1.1.2. Management of Provider Enrollment and Credentialing

24.1.1.3. Benefit Plan Coverage Management, History and Reporting

24.1.1.4. Eligibility Verification
V.

24.1.1.5. Encounter Data

24.1.1.6. Weekly Reference File Updates

24.1.1.7. Service Authorization Tracking, Support and Management

24.1.1.8. Third Party Coverage and Cost Avoidance Management

24.1.1.9. Financial Transactions Management and Reporting

24.1.1.10. Payment Management (Checks, EFT, Remittance Advices, Banking) .

24.1.1.11. Reporting (Ad hoc and Pre-Defined/Scheduled and On-Demand)

24.1.1.12. Call Center Management

24.1.1.13. Claims Adjudication

24.1.1.14. Claims Payments

24.1.1.15. Quality of Services (QOS) metrics

24.2. Information System Data Transfer

24.2.1. Effective communication between the MCO and DHHS will require secure, accurate,
complete and auditable transfer of data to/fkim the MCO and DHHS management
information systems. Elements of data transfer requirements between the MCO and
DHHS management information systems shall include, but not be limited to:
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24.2.1.1. DHHS read access to all NH Medicaid Care Management data in reporting
databases where data is stored, which includes all tools required to access the
data at no additional cost to DHHS;

24.2.1.2. Exchanges of data between the MOO and DHHS in a format and schedule as
prescribed by the State, including detailed mapping specifications identifying
the data source and target;

24.2.1.3. Secure (encrypted) communication protocols to provide timely notification of
any data file retrieval, receipt, load, or send transmittal issues and provide the
requisite analysis and support to identity and resolve issues according to the
timelines set forth by the state.

24.2.1.4. Collaborative relationships with DHHS, its MMIS fiscal agent, and other
interfacing entities to implement effectively the requisite exchanges of data
necessary to support the requirements of this Agreement;

24.2.1.5. MCO implementation of the necessary telecommunication infrastructure and
tools/utilities to support secure connectivity and access to the system and to
support the secure, effective transfer of data;

24.2.1.6. Utilization of data extract, transformation, and load (ETL) or similar methods
for data conversion and data interface handling, that, to the maximum extent
possible, automate the extract, transformation and load processes, and provide
for source to target or source to specification mappings;

24.2.1.7. Mechanisms to support the electronic reconciliation of all data extracts to
source tables to validate the integrity of data extracts; and

24.2.1.8. A given day's data transmissions, as specified in 24.5.9, are to be downloaded
to DHHS according to the schedule prescribed by the State. If errors are
encountered in batch transmissions, reconciliation of transactions will be
included in the next batch transmission.

24.2.2. The MCO shall designate a single point of contact to coordinate data transfer issues
with DHHS.

24.2.3. The State shall provide for a common, centralized electronic project repository,
providing for secure access to authorized MCO and DHHS staff to project plans,
documentation, issues tracking, deliverables, and other project related artifacts.
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24.3. Ownership and Access to Systems and Data

24.3.1. All data accumulated as part of this program shall remain the property of DHHS and
.upon termination of the Agreement the data will be electronically transmitted to
DHHS in the media format and schedule prescribed by DHHS, and affirmatively and
securely destroyed if required by DHHS.

24.4. Records Retention

24.4.1. The MCO shall retain, preserve, and make available upon request all records relating
to the performance of its obligations under the Agreement, including paper and
electronic claim forms, for a period of not less than seven (7) years from the date of
termination of this Agreement. Records involving matters that are the subject of
litigation shall be retained for a period of not less than seven (7) years following the
termination of litigation. Certified protected electronic copies of the documents
contemplated herein may be substituted for the originals with the prior written
consent of DHHS, if DHHS approves the electronic imaging procedures as reliable
and supported by.an effective retrieval system.

24.4.2. Upon expiration of the seven (7) year retention period and upon request, the subject
records must be transferred to DHHS' possession. No records shall be destroyed or
otherwise disposed of without the prior written consent of DHHS.

24.5. MCIS Requirements

24.5.1. The MCO shall have a comprehensive, automated, and integrated Managed Care
Information System (MCIS) that is capable of meeting the requirements listed below
and throughout this Agreement and for providing all of the data and information
necessary for DHHS to meet federal Medicaid reporting and information regulations.

24.5.2. All subcontractors shall meet the same standards, as described in this Section 24, as
the MCO. The MCO shall be held responsible for errors or noncompliance resulting
from the action of a subcontractor with respect to its provided functions.

24.5.3. Specific functionality related to the above shall include, but is not limited to, the
following:

24.5.3.1. The MCIS membership management system must have the capability to
receive, update, and maintain New Hampshire's membership files consistent
with information provided by DHHS.

24.5.3.2. The MCIS shall have the capability to provide daily updates of membership
information to sub-contractors or providers with responsibility for processing
claims or authorizing services based on membership information.
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24.5.3.3. The MCIS' provider file must be maintained with detailed information on
each provider sufficient to support provider enrollment and payment and also
meet DHHS' reporting and encounter data requirements.

24.5.3.4. The MCIS' claims processing system shall have the capability to process
claims consistent with timeliness and accuracy requirements of a federal
MMIS system.

24.5.3.5. The MCIS' Services Authorization system shall be integrated with the claims
processing system.

24.5.3.6. The MCIS shall be able to maintain its claims history with sufficient detail to
meet all DHHS reporting and encounter requirements.

24.5.3.7. The MCIS' credentialing system shall have the capability to store and report
on provider specific data sufficient to meet the provider credentialing
requirements, Quality Management, and Utilization Management Program
Requirements.

24.5.3.8. The MCIS shall be bi-directionally linked to the other operational systems
maintained by DHHS, in order to ensure that data captured in encounter
records accurately matches data in member, provider, claims and
authorization files, and in order to enable encounter data to be utilized for
memh^r profiling, provider profiling, claims validation, fraud, waste and
abuse monitoring activities, and any other research and reporting purposes
defined by DHHS.

24.5.3.9. The encounter data system shall have a mechanism in place to receive,
process, and store the required data.

24.5.3.10. The MCO system shall be compliant with the requirements of HIPAA,
Tncluding privacy, security, National Provider Identifier (NPI), and transaction
processing, including being able to process electronic data interchange
transactions in the Accredited Standards Committee (ASC) 5010 format. This
also includes IRS Pub 1075 where applicable.

24.5.4. MCIS capability shall include, but not be limited to the following:

24.5.4.1. Provider network connectivity to Electronic Data Interchange (EDI) and
provider portal systems;

24.5.4.2. Documented scheduled down time and maintenance windows as agreed upon
with DHHS for externally accessible systems, including telephony, web,
Interactive Voice Response (IVR), EDI, and online reporting;

Page 159



New Hampshire Medlcaid Care Management Contract — SFY2019

Exhibit A - Amendment #14

24.5.4.3. DHHS on-line web access to applications and data required by the State to
utilize agreed upon workflows, processes, and procedures (approved by the
State) to access, analyze, or utilize data captured in the MCO system(s) and to
perform appropriate reporting and operational activities;

24.5.4.4. DHHS access to user acceptance test environment for externally accessible
systems including websites and secure portals;

24.5.4.5. Documented instructions and user manuals for each component; and

24.5.4.6. Secure access.

24.5.5. MCIS Up-time

24.5.5.1. Extemally accessible systems, including telephony, web, IVR, EDI, and
online reporting shall be available twenty-four (24) hours per day, seven (7)
days per week, three-hundred-sixty-five (365) days per year, except for
scheduled maintenance upon notification of and pre-approval by DHHS.
Maintenance period cannot exceed four (4) consecutive hours without prior
DHHS approval.

24.5.5.2. MCO shall provide redundant telecommunication backups and ensure that
interrupted transmissions will result in immediate failover to redundant
communications path as well as guarantee data transmission is complete,
accurate and fully synchronized with operational systems.

24.5.6. Systems operations and support shall include, but not be limited to the following:

24.5.6.1. On-call procedures and contacts

24.5.6.2. Job scheduling and failure notification documentation

24.5.6.3. Secure (encrypted) data transmission and storage methodology

24.5.6.4. Interface acknowledgements and error reporting

24.5.6.5. Technical issue escalation procedures

24.5.6.6. Business and member notification

24.5.6.7. Change control management

24.5.6.8. Assistance with User Acceptance Testing (UAT) and implementation
coordination
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24.5.6.9. Documented data interface specifications - data imported and extracts
exported including database mapping specifications.

24.5.6.10. Disaster Recovery and Business Continuity Plan

24.5.6.11. Joumaling and internal backup procedures. Facility for storage MUST be
class 3 compliant.

24.5.6.12. Communication and Escalation Plan that fully outlines the steps necessary to
perform notification and monitoring of events including all appropriate
contacts and timeframes for resolution by severity of the event.

24.5.7. The MCO shall be responsible for implementing and maintaining necessary
telecommunications and network infrastructure to support the MCIS and will provide:

24.5.7.1. Network diagram that fully defines the topology of the MCO's network.

24.5.7.2. State/MCO connectivity

24.5.7.3. Any MCO/subcontractpr locations requiring MCIS access/support

24.5.7.4. Web access for DHHS staff, providers and recipients

24.5.8. Data transmissions from DHHS to the MCO will include, but not be limited to the

following:

24.5.8.1. Provider Extract (Daily)

24.5.8.2. RecipientEligibility Extract (Daily)

24.5.8.3. Recipient Eligibility Audit/Roster (Monthly)

24.5.8.4. Medical and Pharmacy Service Authorizations (Daily)

24.5.8.5. Commercial and Medical Third Party Coverage (Daily)

24.5.8.6. Claims History (Bi-Weekly)

24.5.8.7. Capitation payment data

24.5.9. Data transmissions from the MCO to DHHS shall include but not be limited to:

24.5.9.1. Member Demographic changes (Daily)

24.5.9.2. MCO Provider Network Data (Daily)

Page 161



New Hampshire Medicaid Care Management Contract ~ SFY2019

Exhibit A - Amendment #14

24.5.9.3. Medical and Pharmacy Service Authorizations (Daily)

24.5.9.4. Beneficiary Encounter Data including paid, denied, adjustment transactions by
pay period (Weekly)

24.5.9.5. Financial Transaction Data

24.5.9.6. Updates to Third Party Coverage Data (Weekly)

24.5.9.7. Behavioral Health Certification Data (Monthly)

24.5.I0.The MCO shall provide DHHS staff with access to timely and complete data:

24.5.10.1. All exchanges of data between the MCO and DHHS shall be in a format, file
record layout, and scheduled as prescribed by DHHS.

24.5.10.2. The MCO shall work collaboratively with DHHS, DHHS' MMIS fiscal agent,
the New Hampshire Department of Information Technology, and other
interfacing entities to implement effectively the requisite exchanges of data
necessary to support the requirements of this Agreement.

24.5.10.3. The MCO shall implement the necessary telecommunication infrastructure to
support the MCIS and shall provide DHHS with a network diagram depicting
the MCO's communications infrastructure, including but not limited to
connectivity between DHHS and the MCO, including any MCO/subcontractor
locations supporting the New Hampshire program.

24.5.10.4. The MCO shall utilize data extract, transformation, and load (ETL) or similar
methods for data conversion and data interface handling, that, to the
maximum extent possible, automate the ETL processes, and that provide for
source to target or source to specification mappings, all business rules and
transformations where applied, summary and detailed counts, and any data
that cannot be loaded.

24.5.10.5. The MCO shall provide support to DHHS and its fiscal agent to prove the
validity, integrity and reconciliation of its data, including encounter data

24.5.10.6. The MCO shall be responsible for correcting data extract errors in a timeline
set forth by DHHS as outlined within this document (24.2.1.8).

24.5.10.7. Access shall be secure and data shall be encrypted in accordance with HIPAA
regulations and any other applicable state and federal law.

24.5.10.8. Secure access shall be managed via passwords/pins/and any operational
methods used to gain access as well as maintain audit logs of all users access
to the system.
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24.5.1 l.The MCIS shall include web access for use by and support to enrolled providers and
members. The services shall be provided at no cost to the provider or members. All
costs associated with the development, security, and maintenance of these websites

■  shall be the responsibility of the MCO.

24.5.11.1. The MCO shall create secure web access for Medicaid providers and members
and authorized DHHS staff to access case-specific information.

24.5.11.2. The MCO shall manage provider and member access to the system, providing
for the applicable secure access management, password, and PIN
communication, and operational services necessary to assist providers and
members with gaining access and utilizing the web portal.

24.5.11.3. Providers will have the ability to electronically submit service authorization
requests and access and utilize other utilization management tools.

24.5.11.4. Providers and members shall have the ability to download and print any
needed Medicaid MCO program forms and other information.

24.5.11.5. Providers shall have an option to e-prescribe as an option without electronic
medical records or hand held devices.

24.5.11.6. MCO shall support provider requests and receive general program information
with contact information for phone numbers, mailing, and e-mail address(es).

24.5.11.7. Providers shall have access to drug information.

24.5.11.8. The website shall provide an e-mail link to the MCO to allow providers and
members or other interested parties to e-mail inquiries or comments. This
website shall provide a link to the State's Medicaid website.

24.5.11.9. The website shall be secure and HIPAA compliant in order to ensure the
protection of Protected Health Information and Medicaid recipient
confidentiality. Access shall be limited to verified users via passwords and
any other available industry standards. Audit logs must be maintained
reflecting access to the system and random audits will be conducted.

24.5.11.10.The MCO shall have this system available no later than the Program Start
Date.

24.5.11.ll.Support Performance Standards shall include:

24.5.11.11.1.Email inquiries - one (1) business day response

24.5.11.11.2.New information posted within one (1) business day of receipt

24.5.11.11.3 .Routine maintenance
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24.5.11.11.4.Standard reports regarding portal usage such as hits per month by
providers/members, number, and types of inquiries and requests, and
email response statistics as well as maintenance reports.

24.5.11.1 l.S.Website user interfaces shall be ADA compliant with Section 508 of
the Rehabilitation Act and support all major browsers (i.e. Chrome,
Internet Explorer, Firefox, Safari, etc.). If user does not have
compliant browser, MCO must redirect user to site to install
appropriate browser.

24.5.12.Critical systems within the MCIS support the delivery of critical medical services to
members and reimbursement to providers. As such, contingency plans shall be
developed and tested to ensure continuous operation of the MCIS.

24.5.12.1. The MCO shall host the MCIS at the MCO's data center, and provide for
adequate redundancy, disaster recovery, and business continuity such that in
the event of any catastrophic incident, system availability is restored to New
Hampshire within twenty-four (24) hours of incident onset.

24.5.12.2. The MCO shall ensure that the New Hampshire PHI data, data processing, and
data repositories are securely segregated from any other account or project,
and that MCIS is under appropriate configuration management and change
management processes and subject to DHHS notification requirements as
defined in Section 24.5.13.

24.5.12.3. The MCO shall manage all processes related to properly archiving and
processing files including maintaining logs and appropriate history files that
reflect the source, type and user associated with a transaction. Archiving
processes shall not modify the data composition of DHHS' records, and
archived data shall be retrievable at the request of DHHS. Archiving shall be
conducted at intervals agreed upon between the MCO and DHHS.

24.5.12.4. The MCIS shall be able to accept, process, and generate HIPAA compliant
electronic transactions as requested, transmitted between providers, provider
billing agents/clearing houses, or DHHS and the MCO. Audit logs of
activities will be maintained and periodically reviewed to ensure compliance
with security and access rights granted to users.

24.5.12.5. Thirty (30) calendar days prior to the beginning of each State Fiscal Year, the
MCO shall submit the following documents and corresponding checklists for
DHHS' review and approval:

24.5.12.5.1.Disaster Recovery Plan

24.5.12.5.2.Business Continuity Plan

24.5.12.5.3.Security Plan
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24.5.12.5.4.The MCO shall provide the following documents. If after the original
documents are submitted the MCO modifies any of them, the revised
documents and corresponding checklists shall be submitted to DHHS

, for review and approval:

a. Risk Management Plan

b. Systems Quality Assurance Plan

c. Confirmation of 5010 compliance and Companion Guides

d. Confirmation of compliance with IRS Publication 1075

e. Approach to implementation of ICD-10 and ultimate compliance

24.5.13.Management of changes to the MCIS is critical to ensure uninterrupted functioning
of the MCIS. The following elements shall be part of the change management
process;

24.5.13.1. The complete system shall have proper configuration management/change
management in place (to be reviewed and approved by DHHS). The MCO
system shall be configurable to support timely changes to benefit enrollment
and benefit coverage or other such changes.

24.5.13.2. The MCO shall provide DHHS with written notice of major systems changes
and implementations no later than ninety (90) calendar days prior to the
planned change or implementation, including any changes relating to
subcontractors, and specifically identifying any change impact to the data
interfaces or transaction exchanges between the MCO and DHHS and/or the
fiscal agent. DHHS retains the right to modify or waive the notification
requirement contingent upon the nature of the request from the MCO.

24.5.13.3. The MCO shall provide DHHS with updates to the MCIS organizational chart
and the description of MCIS responsibilities at least thirty (30) calendar days
prior to the effective date of the change, except where personnel changes were
not foreseeable in such period, in which case notice shall be given within at
least one (1) business day. The MCO shall provide DHHS with official points
of contact for MCIS issues on an ongoing basis.

24.5.13.4. A New Hampshire program centralized electronic repository shall be provided
that will allow full access to project documents, including but not limited to
project plans, documentation, issue tracking, deliverables, and any project
artifacts. All items shall be turned over to DHHS upon request
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retrievable for review and or reporting by DHHS in the timeframe set forth by
DHHS.

24.5.16.The MCO shall provide DHHS with system reporting capabilities that shall include
access to prc-designed and agreed upon scheduled reports, as well as the ability to
execute ad-hoc queries to support DHHS data and information needs. DHHS
acknowledges the MCO's obligations to appropriately protect data and system .

. performance, and the parties agree to work together to ensure DHHS information
needs can be met while minimizing risk and impact to the MCO's systems.

24.5.17.Quality of Service (QOS) Metrics:

24.5.17.1. System Integrity: The system shall ensure that both user and provider portal
design, and implementation is in accordance with Federal, standards,
regulations and guidelines related to security, confidentiality and auditing (e.g.
HPAA Privacy and Security Rules, National Institute of Security and
Technology).

24.5.17.2. The security of the care management processing system must minimally
provide the following three types of controls to maintain data integrity that
directly impacts QOS . These controls shall be in place at all appropriate
points of processing:

24.5.17.2.1.Preventive Controls: controls designed to prevent errors and
unauthorized events from occurring.

24.5.17.2.2.Detective Controls: controls designed to. identify errors and
unauthorized transactions that have occurred in the system.

24.5.17.2.3.Corrective Controls: controls to ensure that the problems identified by
the detective controls are corrected.

24.5.17.2.4.System Administration: Ability to corhply with HEPAA, ADA, and
other federal and state regulations, and perform in accordance with
Agreement terms and conditions. Provide a flexible solution to
effectively meet the requirements of upcoming HIPAA regulations and
other national standards development. The system must accommodate
changes with global impacts (e.g., implementation of ICD-IO-CM
diagnosis and procedure codes, eHR, e-Prescribe) aS well as new
transactions at no additional cost.
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24.5.13.5. The MCO shall ensure appropriate testing is done for all system changes.
MCO shall also provide a test system for DHHS to monitor changes in
extemally facing applications (i.e. NH websites). This test site shall contain no
actual PHI data of any member.

24.5.13.6. The MCO shall make timely changes or defect fixes to data interfaces and
.  execute testing with DHHS^d other applicable entities to validate the

integrity of the interface changes.

24.5.14.DHHS, or its agent, may conduct a Systems Readiness Review to validate the
MOD'S ability to meet the MCIS requirements.

24.5.14.1. The System Readiness Review may include a desk review and/or an onsite
review.

24.5.14.2. If DHHS determines that it is necessary to conduct an onsite review, the MCO
shall be responsible for all reasonable travel costs associated with such onsite
reviews for at least two (2) staff from DHHS. For purposes of this section,
"reasonable travel costs" include airfare, lodging, meals, car rental and fuel,
taxi, mileage, parking, and other incidental travel expenses incurred by DHHS
or its authorized agent in connection with the onsite reviews.

24.5.14.3. If for any reason the MCO does not fully meet the MCIS requirements, the
MCO shall, upon request by DHHS, either correct such deficiency or submit
to DHHS a Corrective Action Plan and Risk Mitigation Plan to address such
deficiency. Immediately upon identifying a deficiency, DHHS may impose
contractual remedies according to the severity of the deficiency.

24.5.15.Systems enhancements, developed specifically, and data accumulated, as part of the
New Hampshire Care Management program remain the property of the State of New
Hampshire.

24.5.15.1. Source code developed for this program shall remain the property of the
vendor but will be held in escrow.

24.5.15.2. All data accumulated as part of this program shall remain the property of
DHHS and upon termination of the Agreement the data shall be electronically
transmitted to DHHS in a format and schedule prescribed by DHHS.

24.5.15.3. The MCO shall not destroy or purge DHHS' data unless directed to or agreed
to in writing by DHHS. The MCO shall archive data only on a schedule
agreed upon by DHHS and the data archive process shall not modify the data
composition of the source records. All DHHS archived data shall be
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25. Data Reporting
25.1. General Provisions

25.1.1. The MCO shall make ail collected data available to DHHS upon request and upon the
requestofCMS [42 GFR438.242(b)(4)].

25.1.2; The MCO shall maintain a health information system that collects, analyzes,
integrates, and reports data. The system shall provide information on areas including,
but not limited to, utilization, grievances and appeals, and disenrollment for other
than loss of Medicaid eligibility [42 CFR 438.242(a)].

25.1.3. The MCO shall collect data on member and provider characteristics as specified by
DHHS and on services furnished to members through a MCIS system or other
methods as may be specified by DHHS [42 CFR 438.242(b)(2)].

25.1.4. The MCO shall ensure that data received from providers are accurate and complete
by:

25.1.4.1. Verifying the accuracy and timeliness of reported data;

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

25.1.4.3. Collecting service information in standardized formats to the extent feasible
and appropriate [42 CFR 438.242(b)(3)].

25.2. Encounter Data

25.2.1. The MCO shall submit encounter data in the format and content, timeliness,

completeness, and accuracy as specified by the DHHS and in accordance with
timeliness, completeness, and accuracy standards as established by DHHS.

25.2.2. All encounter data shall remain the property of DHHS and DHHS retains the right to
use it for any purpose it deems necessary.

25.2.2.1. The MCO shall provide support to DHHS to substantiate the validity, integrity
and reconciliation of DHHS reports that utilize the MCO encounter data.

25.2.3. Submission of encounter data to DHHS does not eliminate the MCO's responsibility
under state statute to submit member and claims data to the Comprehensive
Healthcare Information System [NH RSA 420-0:1,1 II. (a)]

25.2.4. The MCO shall ensure that encounter records are consistent with the DHHS

requirements and all applicable state and federal laws.
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25.2.5. MCO encounters shall include all adjudicated claims, including paid, denied, and
adjusted claims.

25.2.6. The MCO shall use appropriate member identifiers as defined by DHHS.

25.2.7. The MCO shall maintain a record of both servicing and billing information in its
encounter records.

25.2.8. The MCO shall also use appropriate provider identifiers for encounter records as
directed by DHHS.

25.2.9. The MCO shall have a computer and data processing system sufficient to accurately
produce the data, reports, and encounter record set in formats and timelines
prescribed by DHHS as defined in this Agreement.

25.2.10.The system shall be capable of following or tracing an encounter within its system
using a unique encounter record identification number for each encounter.

25.2.1 l.The MCO shall collect service information in the federally mandated HEPAA
transaction formats and code sets, and submit these data in a standardized format
approved by DHHS. The MCO shall make all collected data available to DHHS after
it is tested for compliance, accuracy, completeness, logic, and consistency.

25.2.12.The MCO's systems that are required to use or otherwise contain the applicable data
type shall conform with current and future PflPAA-based standard code sets; the
processes through which the data are generated shall conform to the same standards:

I

25.2.12.1. Health Care Common Procedure Coding System (HCPCS)

25.2.12.2. CPT codes

25.2.12.3. International Classification of Diseases, 9th revision, Clinical Modification
ICD-9-CM Volumes 1 & 2 (diagnosis codes) is maintained by the National
Center for Health Statistics, Centers for Disease Control (CDC) within the
U.S. Department of Health and Human Services (HHS).

25.2.12.4. International Classification of Diseases, 9th revision. Clinical Modification
ICD-9-CM Volume 3 (procedures) is maintained by CMS and is used to
report procedures for inpatient hospital services.
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25.2.12.5. Intemational Classification of Diseases, 10th revision, Clinical Modification
ICD-IO-CM is the new diagnosis coding system that was developed as a
replacement for ICD-9-CM, Volume 1 & 2. Intemational Classification of
Diseases, 10th revision, Procedure Coding System ICD-IO-PCS is the new
procedure coding system that was developed as a replacement for ICD-9-CM,
volume 3. The compliance date for ICD-IO-CM for diagnoses and ICD-IO-
PCS for inpatient hospital procedures is October 1, 2015.

25.2.12.6. National Drug Codes (NDC); TheNDC is a code set that identifies the vendor
(manufacturer), product and package size of all drugs and biologies
recognized by the Federal Drug Administration (FDA). It is maintained and
distributed by HHS, in collaboration with drug manufacturers.

25.2.12.7. Code on Dental Procedures and Nomenclature (CDT): The GDT is the code
set for dental services. It is maintained and distributed by the American Dental
Association (ADA).

25.2.12.8. Place of Service Codes are two-digit codes placed on health care professional
claims to indicate the setting in which a service was provided. CMS maintains
point of service (POS) codes used throughout the health care industry. •

25.2.12.9. Claim Adjustment Reason Codes (CARC) explain why a claim payment is
reduced. Each CARC is paired with a dollar amount, to reflect the amount of
the specific reduction, and a Group Code, to specify whether the reduction is
the responsibility of the provider or the patient when other insurance is
involved.

25.2.12.10.Reason and Remark Codes (RARC) are used when other insurance denial
information is submitted to the Medicaid Management Information System
(MMIS) using standard codes defined and maintained by CMS and the
National Council for Prescription Drug Programs (NCPDP).

25.2.13.A11 MCO encounters shall be submitted electronically to DHHS or the State's fiscal
agent in the standard HIPAA transaction formats, namely the ANSI X12N 837
transaction formats (P - Professional and I - Institutional) and, for pharmacy services,

.  in the NCPDP format.

25.2.14.A11 MCO encounters shall be submitted with MCO paid amount, or FFS equivalent,
and as applicable the Medicare paid amount, other insurance paid amount and
expected member co-payment amount.

25.2.15.The MCO shall continually provide up to date documentation of payment methods
used for all types of services by date of use of said methods.
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25.2.16.The MCO shall continually provide up to date documentation of claim adjustment
methods used for all types of claims by date of use of said methods.

25.2.17.The MCO shall collect, and submit to the State's fiscal agent, member service level
encounter data for all covered services. The MCO shall be held responsible for errors
or non-compliance resulting from its own actions or the actions of an agent
authorized to act on its behalf.

25.2.18.The MCO shall conform to. all current and future HIPAA-compliant standards for
information exchange. Batch and Online Transaction Types are as follows:

25.2.18.1. Batch transaction types

25.2.18.1.1.ASC X12N 820 Premium Payment Transaction

25.2.18.1.2.ASC X12N 834 Enrollment and Audit Transaction

25.2.18.1.3.ASC X12N 835 Claims Payment Remittance Advice Transaction

25.2.18.1.4.ASC X12N 8371 Institutional Claim/Encounter Transaction

25.2.18.1.5.ASC X12N 837P Professional Claim/Encounter Transaction

25.2.18.1.6.ASC X12N 837D Dental Claim/Encounter Transaction

25.2.18.1.7.NCPDP D.O Pharmacy Claim/Encounter Transaction

25.2.18.2. Online transaction types

.25.2.I8.2.1.ASC.XI2N 270/271 Eligibility/Benefit Inquiry/Response

25.2.18.2.2.ASC X12N 276 Claims Status Inquiry

25.2.18.2.3.ASC XI2N 277 Claims Status Response

25.2.18.2.4.ASC X12N 278/279 Utilization Review Inquiry/Response

25.2.18.2.5.NCPDP D.O Pharmacy Claim/Encounter Transaction

25.2.19.Submitted encounter data shall include all elements specified by DHHS including,
but not limited to, those specified in Exhibit N and detailed in the Medicaid
Encounter Submission Guidelines.

25.2.20.The MCO shall use the procedure codes, diagnosis codes, and other codes as directed
by DHHS for reporting Encounters and fee- for-service claims. Any exceptions will
be considered on a code-by-code basis after DHHS receives written notice from the
MCO requesting an exception. The MCO shall also use the provider identifiers as
directed by DHHS for both Encounter and fee-for-service claims submissions, as
applicjable.
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25.2.21 .The MCO shall provide as a supplement to the encounter data submission a member
file, which shall contain appropriate member identification numbers, the primary care
provider assignment of each member, and the group affiliation of the primary care
provider.

25.2.22.The MCO shall submit complete encounter data in the appropriate HIPAA-compliant
formats regardless of the claim submission method (hard copy paper, proprietary
formats, EDI, DDE).

25.2.23.The MCO shall assign staff to participate in encounter technical work group
meetings as directed by DHHS.

25.2.24.The MCO shall provide complete and accurate encounters to DHHS. The MCO shall
implement review procedures to validate encounter data submitted by providers. The
MCO shall meet the following standards:

25.2.24.1. Completeness

25.2.24.1.1.The MCO shall submit encounters that represent at least ninety-nine
percent (99%) of the covered services provided by the MCO's network
and non-network providers. All data submitted by the providers to the
MCO shall be included in the encounter submissions.

25.2.24.2. Accuracy

.  25.2.24.2.1.Transaction type (X12): Ninety-eight percent (98%) of the records in .
an MCO's encounter batch submission shall pass XI2 EDI compliance
edits and the MMIS threshold and repairable compliance edits.

25.2.24.2.2.Transaction type (NCPDP): Ninety-eight percent (98%) of the records
in an MCO's encounter batch submission shall pass NCPDP
compliance edits and the pharmacy benefits system threshold and
repairable compliance edits. The NCPDP compliance edits are
described in the NCPDP.

25.2.24.2.3.0ne-hundred percent (100%) of member identification numbers shall
be accurate and valid.

25.2.24.2.4.Ninety-eight percent (98%) of servicing provider information will be
accurate and valid.

25.2.24.2.5.Ninety-eight percent (98%) of member address information shall be
accurate and valid.
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25.2.24.3. Timeliness

25.2.24.3.1.Encounter data shall be submitted weekly, within five (5) business
days of the end of each weekly period and within thirty (30) calendar
days of claim payment. All encounters shall be submitted, both paid
and denied claims. The paid claims shall include the MCO paid
amount.

25.2.24.3.2.The MCO shall be subject to remedies as specified in Section 34 for
failure to timely submit encounter data, in accordance with the
accuracy standards established in this Agreement.

25.2.24.4. Error Resolution

25.2.24.4.1.For all historical encounters submitted after the submission start date,
if DHHS or its fiscal agent notifies the MCO of encounters failing X12
EDl compliance edits or MMIS threshold and repairable compliance
edits, the MCO shall remediate all related encounters within forty-five
(45) calendar days after such notice. For all ongoing claim encounters
submitted after the submission start date, if DHHS or its fiscal agent
notifies the MCO of encounters failing X12 EDI compliance edits or
MMIS threshold and repairable compliance edits, the MCO shall
remediate all such encounters within fifteen (15) calendar days after
such notice. If the MCO fails to do so, DHHS will require a
Corrective Action Plan and assess liquidated damages as described in
Section 34. MCO shall not be held accountable for issues or delays
directly caused by or as a direct result of the changes to MMIS by
DHHS.

25.2.24.4.2.A11 sub-contracts with providers or other vendors of service shall have
provisions requiring that encounter records are reported or submitted
in an accurate and timely fashion.

25.2.24.5. Survival

25.2.24.5.1.All encounter data accumulated as part of this program shall remain
the property of DHHS and upon termination of the Agreement the data
shall be electronically transmitted to DHHS in a format and schedule
prescribed by DHHS.

25.3. Data Certification

25.3.1. All data submitted to DHHS by the MCO shall be certified by one of the following:

25.3.1.1. The MCO's Chief Executive Officer;

25.3.1.2. The MCO's Chief Financial Officer; or
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25.3.1.3. An individual who has delegated authority to sign for, and who reports
directly to, the MCO's Chief Executive Officer or Chief Financial Officer.

25.3.2. The data that shall be certified include, but are not limited to, all documents specified
by DHHS, enrollment information, encounter data, and other information contained
in contracts, proposals. The certification shall attest to, based on best knowledge,
information, and belief, the accuracy, completeness and truthfulness of the documents
and data. The MCO shall submit the certification concurrently with the certified data
and documents [42 CFR 438.604; 42 CFR 438.606].

25.4. Data System Support for QAPI

25.4.1. The MCO shall have a data collection, processing, and reporting system sufficient to
support the QAPI requirements described in Section 21. The system shall be able to
support QAPI monitoring and evaluation activities, including the monitoring and
evaluation of the quality of clinical care provided, periodic evaluation of MCO
providers, member feedback on QAPI activity, and maintenance and use of medical
records used In QAPI activities.
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26. Fraud Waste and Abuse

26.1. Program Integrity Plan

26.1.1. The MCO shall have a Program Integrity Plan in place that has been approved by
DHHS and that shall include, at a minimum, the establishment and implementation of
intemal controls, policies, and procedures to prevent, detect, and deter fraud, waste,
and abuse. The MCO is expected to be familiar with, comply with, and require
compliance with, all state and federal regulations related to Medicaid Program
Integrity, whether or not those regulations are listed herein, and as required in
accordance with 42 CFR 455,42 CFR 456,42 CFR 438,42 CFR 1000 through 1008,
and Section 1902(a)(68) of the Social Security Act.

26.1.1.1. The MCO shall retain all data, information, and documentation described in
42 CFR 438.604,438.606, 438.608, arid 438.610 for period no less than ten
(IQ) years.

26.1.1.2. Fraud, waste and abuse investigations are targeted reviews of a provider or
member in which there is a reason to believe that the provider or member are
not properly delivering services or not properly billing for services. Cases
which would be considered investigations are as follows, but not limited to:

26.1.1.2.1. review of instances which may range from outliers identified through
data mining; ,

26.1.1.2.2. pervasive or persistent findings of routine audits to specific allegations
that involve or appear to involve intentional misrepresentation in an
effort to receive an improper payment;

26.1.1.2.3. notification of potential fraud, waste, and abuse through member
verification of services, or complaint filed; and.

26.1.1.2.4. any reviews as defined by CMS as fraud, waste, and abuse
investigation.

26.1.1.3. Routine claims audits are random reviews conducted for the purpose of
verifying provider compliance with contractual requirements including, but
not limited to, quality standards, reimbursement guidelines, and/or medical
policies.

26.2. Fraud, Waste and Abuse Prevention Procedures

26.2.1. The MCO shall have administrative and management arrangements or procedures,
and a mandatory compliance plan, that are designed to guard against fraud, waste and
abuse. The MCO procedures shall include, at a minimum, the following:
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26.2.1.1. Written policies, procedures, and standards of conduct that articulate the
MCO's commitment to comply with all applicable federal and State standards;

26.2.1.2. The designation of a compliance officer and a compliance committee that are
accountable to senior management;

26.2.1.3. Effective training and education for the compliance officer and the MCO's
employees; - ^

26.2.1.4. Effective lines of communication between the compliance officer and the
MCO's employees;

26.2.1.5. Enforcement of standards through well-publicized disciplinary guidelines;

26.2.1.6. Provisions for internal monitoring and auditing;

26.2.1.7. Provisions for the MCO's suspension of payments to a network provider for
which the State determines there is a credible allegation of fraud in
accordance with § 455.23; and

26.2.1.8. Provisions for prompt response to detected offenses, and for development of
corrective action initiatives relating to the MCO's Agreement [42 CFR
438.608(a) and (b)]

26.2.2. The MCO shall establish a Program Integrity Unit within the MCO comprised of:

26.2.2.1. Experienced Fraud, Waste and Abuse reviewers who have the appropriate
training, education, experience, and job knowledge to perform and carry out
all of the functions, requirements, roles and duties contained herein; and

26.2.2.2. An experienced Fraud, Waste, and Abuse Coordinator who is qualified by
having appropriate background, training, education, and experience in health
care provider fiaud, waste and abuse.

26.2.3. .This unit shall have the primary purpose of preventing, detecting, investigating and
reporting suspected Fraud, Waste and Abuse that may be committed by providers that
are paid by the MCO and/or their subcontractors. The MCO Program Integrity Plan
shall also include the prevention, detection, investigation and reporting of suspected
fraud by the MCO, the MCO's employees, subcontractors, subcontractor's
employees, or any other third parties with whom the MCO contracts. The MCO shall
refer all suspected provider fraud to the DHHS Program Integrity Unit upon
discovery. The MCO shall refer all suspected member fraud to DHHS Special
Investigations Unit.

26.3. Reporting
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26.3.1. The MCO shall promptly report provider fraud, waste and abuse information to
DHHS' Program Integrity Unit, which is responsible for such reporting to federal
oversight agencies pursuant to [42 CFR 455.1(a)(1) and 42 CFR438.608].

26.3.1.1. The MCO shall perform a preliminary investigation of all incidents of
suspected fraud, waste and abuse internally. The MCO shall not take any of
the following actions as they specifically relate to claims involved with the
investigation unless prior written approval is obtained from DHHS' Program
Integrity Unit, utilizing the MCO Request to Open Investigation form:

26.3.1.1.1. Contact the subject of the investigation about any matters related to the
investigation, either in person, verbally or in writing, hardcopy, or
electronic;

26.3.1.1.2. Enter into or attempt to negotiate any settlement or agreement
regarding the incident; or

26.3.1.1.3. Accept any monetary or other thing of valuable consideration offered
by the subject of the investigation in connection with the incident.

26.3.2. The MCO shall promptly report to DHHS' Division of Client Services all information
about changes in an enrollee's circumstances that may affect the enrollee's eligibility
including but not limited to:

26.3.2.1. Changes in the enrollee's residence; and

26.3.2.2. Death of an enrollee.

26.3.3. The MCO shall promptly report to DHHS' Office of Medicaid Services and the
Program Integrity Unit all changes in a network provider's circumstances that may
affect the network provider's eligibility to participate in the managed care program,
including the termination of the provider agreement with the MCO.

26.3.4. The MCO shall provide full and complete information on the identity of each person
or corporation with an ownership or controlling interest (five (5) percent or greater) in
the MCO, or any sub-contractor in which the MCO has a five percent (5%) or greater
ownership interest [42 CFR 438.608(c)(2)].

26.3.5. [Intentionally left blank.]

26.3.6. The MCO shall provide written disclosure of any prohibited affiliation under
§438.610 and as described in subparagraph 4.3.2 of this Agreement [42 CFR
438.608(c)(l)].The MCO shall not knowingly be owned by, hire or contract with an
individual who has been debarred, suspended, or otherwise excluded from
participating in federal procurement activities or has an employment, consulting, or
other Agreement with a debarred individual for the provision of items and services
that are related to the entity's contractual obligation with the State.
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26.3.7. As an integral part of the Program Integrity function, and in accordance with 42 CFR
455,42 CFR 456, and 42 CFR 438, the MCO shall provide DHHS or its designee real
time access to all of the MCO electronic encounter and claims data from the MCO's
current claims reporting system. The MCO shall provide DHHS with the capability to
access accurate, timely, and complete data as specified in section 24.5.16.

26.3.7.1. MCOs shall provide any additional data access upon written request from
DHHS for any potential fraud, waste, or abuse investigation or for MCO
oversight review. The additional access shall be provider within 3 business
days of the request.

26.3.8. The MCO shall make claims and encounter data available to DHHS (and other State
staff) using a reporting system that is compatible with DHHS' system(s).

26.3.9. The MCO, their subcontractors, their contracted providers, their subcontractor's
providers, and any subcontractor's subcontractor's providers shall cooperate fully
with Federal and State agencies and contractors in any program integrity related
investigations and subsequent legal actions. The MCO, their subcontractors and their
contracted providers, subcontractor's providers, and any subcontractor's
subcontractor's providers shall, upon written request and as required by this
Agreement or state and/or federal law, make available any and all administrative,
financial and medical records relating to the delivery of items or services for which
MCO monies are expended. In addition, and as required by this Agreement or state
and/or federal law, such agencies shall, also be allowed access to the place of
business and to all MCO records of any contractor, their subcontractor or their
contracted provider, subcontractor's providers, and any subcontractor's
subcontractor's providers.

26.3.9.1. The MCO is responsible for program integrity oversight of its subcontractors.
In accordance with federal regulations, CMS requires MCO contracts to
contain provisions giving states' Program Integrity Units audit and access
authority over MCOs and their subcontractors to include direct on site access
to ordinal policies and procedures, claims processing, and provider
credentialing for validation purposes at the expense of the MCO.

26.3.10.The MCO shall have a written process approved by DHHS for Recipient Explanation
of Medicaid Benefits, which shall include tracking of actions taken on responses, as a
means of determining and verifying that services billed by providers were actually
provided to members. The MCO shall provide DHHS with a quarterly EOB activity
report, including, but not limited to, tracking of all responses received, action taken
by the MCO, and the outcome of the activity. The timing, format, and mode of
transmission will be mutually agreed upon ̂ tween DHHS and the MCO.

26.3.11. The MCO shall maintain an effective fraud, waste and abuse-related provider
overpayment identification, recovery and tracking process. This process shall include
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a methodology for a means of estimating overpayment, a formal process for
documenting communication with providers, and a system for managing and tracking
of investigation findings, recoveries, and underpayments related to fraud, waste and
abuse investigations. DHHS and the AG Medicaid Fraud Unit shall have unrestricted
access to information and documentation related to the NH Medicaid program for use
during annual MCO Program Integrity audits and on other occasions as needed as a
means of verifying and validating MCO compliance with the established policies,
procedures, methodologies, and investigational activity regarding provider fraud,
waste and abuse.

26.3.12.The MCO shall provide DHHS with a monthly report of all Program Integrity, in
process and completed during the month, including fraud, waste and abuse by the
MCO, the MCO's employees, subcontractors, subcontractor's employees, and
contracted providers. [42 CFR 455.17]. The MCO will supply at a minimum:

26.3.12.1. provider name/ID number,

26.3.12.2. source of complaint,

26.3.12.3. type of provider,

26.3.12.4. nature of complaint,

26.3.12.5. review activity, and

26.3.12.6. approximate dollars involved,

26.3.12.7. Provider Enrollment Safeguards related to Program Integrity;

26.3.12.8. Overpayments, Recoveries, and Claim Adjustments;

26.3.12.9. Audits/Investigations Activity;

26.3.12.10.MFCU Referrals;

26.3.12.11 .Involuntary Provider Terminations; and

26.3.12.12.Provider Appeal/Hearings Activity resulting from, or related to. Program
Integrity.

26.3.13.A11 fr̂ ud, waste and abuse reports submitted to DHHS shall be mutually developed
and agreed upon between DHHS and the MCO. The reports will be submitted to
DHHS in a format and mode of delivery, mutually agreed upon between DHHS and
the MCO.

Page 179



New Hampshire Medlcald Care Management Contract — SFY2019

Exhibit A - Amendment #14

26.3.14.In the event DHHS is unable to produce a desired Ad Hoc report through its access
to the MCO's data as provided herein, DHHS shall request in writing such Ad hoc
report from the MCO and, within three (3) business days of receipt of such request,
the MCO shall notify DHHS of the time required by the MCO to produce and deliver
the Ad hoc report to DHHS, at no additional cost to DHHS.

26.3.15.The MCO shall be responsible for tracking, monitoring, and reporting specific
reasons for claim adjustments and denials, by error type and by provider. As the
MCO discovers wasteful and or abusive incorrect billing trends with a particular
provider/provider type, specific billing issue trends, or quality trends, it is the MCO's
responsibility, as part of the provider audit/investigative process, to recover any
inappropriately paid funds, and as part of the resolution and outcome, for the MCO to
determine the appropriate remediation, such as reaching out to the provider to provide
individualized or group training/education regarding the issues at hand. Within sbcty
(60) days of discovery, the MCO shall report overpayments identified during
investigations to DHHS Program Integrity and shall include them on the monthly
investigation activity report. The MCO shall still notify Program Integrity unit to
request approval to proceed with a suspected fraud or abuse investigation.

26.3.16. [Intentionally left blank.]

26.3.17.Annually, the MCO shall submit to DHHS a report of the overpayments it recovered
and certify by its Chief Financial Officer that this information is accurate to the best
of his or her information, knowledge, and belief [42 CFR 438.606J.DHHS reserves
-the right to conduct peer reviews of final program integrity investigations completed
by the MCO.

26.3.18.DHHS will perform an annual program integrity audit, conducted on-site at the MCO
(at the expense of the MCO) to verify and validate the MCO's compliance. The
review will include, but not limited to, the plan's established policies and
methodologies, credentialing, provider and staff education/training, provider
contracts, and case record reviews to ensure that the MCO is making proper payments
to providers for services under their agreements, and pursuant to 42 CFR 438 6(g).
The review will include direct access to MCO system while on site and hard copy of
documentation while on site as requested. Any documentation request at the end of
the on site shall be delivered to Program Integrity within 3 business days of request.
The MCO shall provide DHHS staff with access to appropriate on-site private work
space to conduct DHHS's program integrity contract management reviews.

26.3.19.The MCO shall meet with DHHS monthly, or as determined by DHHS, to discuss
audit and investigation results and make recommendations for program
improvements. DHHS shall meet with both MCOs together quarterly, or as
determined by DHHS, to discuss areas of interest for past, current and future
investigations and to improve the effectiveness of fraud, waste, and abuse oversight
activities, and to discuss and share provider audit information and results.
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26.3.20.The MCO shall provide DHHS with an annual report of all investigations in process
and completed during the Agreement year within thirty (30) calendar days of the end
of the Agreement year. The report shall consist of, at a minimum, an aggregate of the
monthly reports, as well as any recommendations by the MCO for future reviews,
changes in the review process and reporting process, and any other findings related to
the review of claims for fraud, waste and abuse.

26.3.21.The MCO shall provide DHHS with a final report within thirty (30) calendar days
following the termination of this Agreement. The final report format shall be
developed jointly by DHHS and the MCO, and shall consist of an aggregate

compilation of the data received in the monthly reports.

26.3.22.The MCO shall refer all suspected provider Medicaid fraud cases to DHHS upon
discovery, for referral to the Attorney General's Office, Medicaid Fraud Control Unit.

26.3.23.The MCO shall institute a Pharmacy Lock-In Program for members which has been
reviewed and approved by DHHS.

26.3.23.1. If the MCO determines that a member meets the Pharmacy Lock-In criteria,
the MCO shall be responsible for all communications to members regarding
the Pharmacy Lock-In determination.

26.3.24.MCOS may, with prior approval from DHHS, implement Lock-In Programs for other
medical services.

26.3.25.The MCO shall provide DHHS with a monthly report regarding the Pharmacy Lock-
In Program. Report format, content, design, and mode of transmission shall be
mutually agreed upon between DHHS and the MCO.

26.3.26.DHHS retains the right to determine disposition and retain settlements on cases
investigated by the Medicaid Fraud Control Unit or DHHS Special Investigations
Unit.

26.3.27.Subject to applicable state and federal confidentiality/privacy laws, upon written
request, the MCO will allow access to all NH Medicaid medical records and claims
information to State and Federal agencies or contractors such as, but not limited to
Medicaid Fraud Control Unit, Recovery Audit Contractors (RAC) the Medicaid
Integrity Contractors (MIC), or DHHS Special Investigations Unit.

26.3.27.1. The MCO shall cooperate fully in any further investigation or prosecution by
any duly authorized government agency (State and Federal) or their
contractors, whether administrative, civil, or criminal. Such cooperation shall
include providing, upon written request, information, access to records, and
access to interview MCO employees and consultants, including but not
limited to those with expertise in the administration of the program and/or in
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medical or pharmaceutical questions or in any matter related to an
investigation.

26.3.28.The MCO's MCIS system shall have specific processes and ihtemal controls relating
to fraud, waste and abuse in place, including, but not limited to the following areas:

26.3.28.1. Prospective claims editing;

26-3.28.2. NCCI edits;

26.3.28.3. Post-processing review of claims; and

26.3.28.4. Ability to pend any provider's claims for pre-payment review if the provider
has shown evidence of credible fraud [42 CFR 455.21] in the Medicaid
Program.

26.3.29.The MCO and their subcontractors shall post and maintain DHHS approved
information related to Fraud, Waste and Abuse on its website, including but not
limited to provider notices, updates, policies, provider resources, contact information
and upcoming educational sessions/webinars.

26.3.30.The MCO and their subcontractors shall be subject to on-site reviews by DHHS, and
shall comply within fifteen (15) business days with any and all DHHS documentation
and records requests as a result of an annual or targeted on-site review (at the expense
of the MCO):

26.3.31 .DHHS shall conduct investigations related to suspected provider fraud, waste, and
abuse cases, and reserves the right to pursue and retain recoveries for any and all
types of claims older than six months for which the MCO does not have an active
investigation.

26.3.32.DHHS shall validate the MCO and their subcontractors' performance on the program
integrity scope of services to ensure the MCO and their subcontractors ̂ e taking
appropriate actions to identify, prevent, and discourage improper payments made to
providers, as set forth in 42 CFR 455 - Program Integrity.

26.3.33.DHHS shall establish performance measures to monitor the MCO compliance with
the Program Integrity requirements set forth in this Agreement.

26.3.34.DHHS shall notify the MCO of any policy changes that impact the function and
responsibilities required under this section of the Agreement.

26.3.35.DHHS shall notify the MCO of any changes within its agreement with its fiscal agent
that may impact this section of this Agreement as soon as reasonably possible.
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26.3.36.The MCO(s) shall report to DHHS all identified providers prior to being
investigated, to avoid duplication of on-going reviews with the RAC, MIC, MFCU
and, using the MCO Request to Open Investigation Form. DHHS will either approve
the MCO to proceed with the investigation, or deny the request due to potential
interference with an existing investigation.

26.3.37.The MCO(s) shall maintain appropriate record systems for services to members
pursuant to 42 CFR 434.6(a)(7) and shall provide such information either through
electronic data transfers or access rights by DHHS staff, or its designee, to MCO(s)
NH Medicaid related data files. Such information shall include, but not be limited to:

26.3.37.1. Recipient - First Name, Last Name, DOB, gender, and identifying number;

26.3.37.2. Provider Name and number (rendering, billing and Referring);

26.3.37.3. Date of Service(s) Begin/End;

26.3.37.4. Place Of Service;

26.3.37.5. Billed amount/Paid amount;

26.3.37.6. Paid date;

26.3.37.7. Standard diagnosis codes (ICD-9-CM and ICD-IO-CM), procedure codes
(CPT/HCPCS), revenue codes and DRG codes, billing modifiers (include

^  ALL that are listed on the claim);

26.3.37.8. Paid, denied, and adjusted claims;

26.3.37.9. Recouped claims and reason for recoupment;

26.3.37.10.Discharge status;

26.3.37.11.Present on Admission (POA);

26.3.37.12.LengthofStay;

26.3.37.13.ClaimType;

26.3.37.14.Prior Authorization Information;

26.3.37.15.Detail claim information;

26.3.37.16.Provider type;

26.3.37.n.Category of Service;
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26.3.37.1 S.Admit time and discharge date;

26.3.37.19.Admit code;

26.3.37.20.Admit source;

26.3.37.21.Covered days;

26.3.37.22.TPL information;

26.3.37.23.Units of service;

26.3.37.24.EOB;

26.3.37.25.MCO ID#;

26.3.37.26.Member MCO enrollment date;

26.3.37.27.If available, provider time in and time out for the specific service(s) provided;

26.3.37.28.Data shall be clean, not scrubbed; and

26.3.37.29.And any other data deemed necessary by DHHS

26.3.38.The MCO shall provide DHHS with the following monthly reports as required by
CMS:

26.3.38.1. Date of Death.

26.3.39.The MCO shall provide DHHS with any new reports as identified and required by
state and federal regulation. The timing, format, content and mode of transmission
will be mutually agreed upon between DHHS and the MCO.
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27. Third Party LiabUity
DHHS and the MCO will cooperate in implementing cost avoidance and cost recovery activities.
The rights and responsibilities of the parties relating to members and Third Party Payors are as
follows;

27.1. MCO Cost Avoidance Activities

27.1.1. The MCO shall have primary responsibility for cost avoidance through the
Coordination of Benefits (COB) relating to federal and private health insurance
resources including, but not limited to, Medicare, private health insurance, Employees
Retirement Income Security Act of 1974 (ERISA), 29 U.S.C. 1396a(a)(25) plans, and
workers compensation. The MCO must attempt to avoid initial payment of claims,
whenever possible, when federal or private health insurance resources are available.
To support, that responsibility, the MCO must implement a file transfer protocol
between the DHHS MMIS and the MCO's MCIS to receive Medicare and private
insurance information and other information as required pursuant to 42 CFR 433.138.
MCO shall require its subcontractors to promptly and consistently report COB daily
information to the MCO.

27.1.2. The MCO shall enter into a Coordination of Benefits Agreement with Medicare and
participate in the automated claims crossover process.

27.1.3. The number of claims cost avoided by the MCO's claims system, including the
amount of funds, the amounts billed, the amounts not collected, and the amounts

denied, must be reported weekly to DHHS. in delimited text format.

27.1.4. The MCO shall maintain records of all COB collection efforts and results and report
such information cither through monthly electronic data transfers or access rights for
DHHS to the MCO's data files. The data extract shall be in the delimited text format.

Data elements may be subject to change during the course of the Agreement. The
MCO shall accommodate changes required by DHHS and DHHS shall have access to
all billing histories and other COB related data.

27.1.5. The MCO shall provide DHHS with a detailed claim history of all claims for a
member, including adjusted claims, on a monthly basis based on a specific service
date parameter requested for accident and trauma cases. This shall be a full
replacement file each month for those members requested. These data shall be in the
delimited text format. The claim history shall have, at a minimum, the following data
elements:

27.1.5.1. Member name;

27.1.5.2. Member ID;
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27.1.5.3. Dates of service;

27.1.5.4. Claim unique identifier (transaction code number);

27.1.5.5. Claim line number;

27.1.5.6. National Diagnosis Code;

27.1.5.7. Diagnosis code description;

27.1.5.8. National Drug Code;

27.1.5.9. Drug code description;

27.1.5.10. Amount billed by the provider;

27.1.5.11. Amount paid by the MCO;

27.1.5.12. Amount of other insurance recovery, name or Carrier ID;

27.1.5.13. Date claim paid;

27.1.5.14. Billing provider name; and

27.1.5.15. Billing provider NPI.

27.1.6. The MCO shall provide DHHS with a monthly file of COB collection effort arid
results. These data shall be in a delimited text format. The file should contain, the

following data elements:

27.1.6.1. Medicaid member name;

27.1.6.2. Medicaid member ID;

27.1.6.3. Insurance Carrier, other public payer, PBM, or benefit administrator ID;

27.1.6.4. Insurance Carrier, other public payer, PBM, or benefit administrator name;

27.1.6.5. Date of Service;

27.1.6.6. Claim unique identifier (transaction code number);

27.1.6.7. Date billed to the insurance carrier, other public payer, PBM, or benefit
administrator;

27.1.6.8. Amount billed;
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27.1.6.9.. Amount recovered;

27.1.6.10. Denial reason code;

27.1.6. II. Denial reason description; and

27.1.6.12. Performing provider.

27.1.7. The MCO and its subcontractors shall not deny or delay approval of otherwise
covered treatment or services based upon Third Party Liability considerations nor bill
or pursue collection from a member for services. The MCO may neither unreasonably
delay payment nor deny payment of claims unless the probable existence of Third
Party Liability is established at the time the claim is adjudicated.

27.2. DHHS Cost Avoidance and Recovery Activities

27.2.1, DHHS shall be responsible for:

27.2.1.1. Medicare and newly eligible members' initial insurance verification and
submitting this information to the MCO;

27.2.1.2. Cost avoidance and pay and chase of those services that are excluded from the
MCO;

27.2.1.3. Accident and trauma recoveries;

27.2.1.4. Lien, Adjustments and Recoveries and Transfer of Assets pursuant to § 1917
of the SSA;

27.2.1.5. Mail order co-pay deductible pharmacy program for Fee for Service and HIPP
(Health Insurance Premium Payment) program;

27.2.1.6. Veterans Administration benefit determination;

27.2.1.7. Health Insurance Premium Payment Program; and

27.2.1.8. Audits of MCO collection efforts and recovery.

27.3. Post-Payment Recovery Activities

27.3.1. Post-payment recoveries are categorized by (a) health-related insurance resources and
(b) Other Resources.

27.3.2. Health-related insurance resources are ERISA health benefit plans, Blue Cross/Blue
Shield subscriber contracts, Medicare, private health insurance, workers
compensation, and health insurance contracts.
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27.3.3. Other resources with regard to Third Party Liability include but are not limited to:
recoveries from personal injury claims, liability insurance, first party automobile
medical insurance, and accident indemnity insurance.

27.4. MCO Post Payment Activities

27.4.1. The MCO is responsible for pursuing, collecting, and retaining recoveries of health-
related insurance resources, including a claim involving Workers' Compensation or
where the liable party has improperly denied payment based upon either lack of a
medically necessary determination or lack of coverage. The MCO is encouraged to
develop and implement cost-effective procedures to identify and pursue cases that arc
susceptible or collection through either legal action or traditional subrogation and
collection procedures.

27.4.2. The MCO shall" be responsible for Reviewing claims for accident and trauma codes as
required under 42 C.F.R. §433.138 (e). The MCO shall specify the guideline used in
determining accident and trauma claims and establish a procedure to send the DHHS
Accident Questionnaire to Medicaid members, postage pre-paid, when such potential
claim is identified. The MCO shall instruct members to return the Accident

Questionnaire to DHHS. The MCO shall provide the guidelines and procedures to
DHHS for review and approval. Any changes to procedures must be submitted to
DHHS at least thirty days for approval prior to implementation.

27.4.3. Due to potential time constraints involving accident and trauma cases and due to the
large dollar value of many claims which are potentially recoverable by DHHS, the

>  ' MCO must identify these cases before a settlement has been negotiated. Should
DHHS fail to identify and establish a claim prior to settlement due to the MCO's
untimely submission of notice of legal involvement where the MCO has received
such notice, the amount of the actual loss of recovery shall be assessed against the
MCO. The actual loss of recovery shall not include the'attorney's fees or other costs,
which would not have been retained by DHHS.

27.4.4. The MCO has the latter of eighteen (18) months from the date of service or twelve
(12) months frx)m the date of payment of health-related insurance resources to initiate
recovery and may keep any funds that it collects. The MCO must indicate its intent to
recover on health-related insurance by providing to DHHS an electronic file of those
cases that will be pursued. The cases must be identified and a file provided to DHHS
by the MCO within thirty (30) days of the date of discovery of the resource.

27.4.5. The MCO is responsible for pursuing, collecting, and retaining recoveries of health-
related insurance resources where the liable party has improperly denied payment
based upon either lack of a Medically Necessary determination or lack of coverage.
The MCO is encouraged to develop and implement cost-effective procedures to
identify and pursue cases which are susceptible to collection through either legal
action or traditional subrogation and collection procedures.
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27.5. DHHS Post Payment Recovery Activity

27.5.1. DHHS retains the sole and exclusive right to investigate, pursue, collect and retain all
Other Resources, including accident and trauma. DHHS is assigned the MCO's
subrogation rights to collect the "Other Resources" covered by this provision. Any
correspondence or Inquiry forwarded to the MCO (by an attorney, provider of
service, insurance carrier, etc.) relating to a personal injury accident or trauma-related
medical service, or which in any way indicates that there is, or may be, legal
involvement regarding the Recipient and the services which were provided, must be
immediately fohvard to DHHS.

27.5.2. The MCO may neither unreasonably delay payment nor deny payment of Claims
because they involved an injury stemming from an accident such as a motor vehicle
accident, where; the services are otherwise covered. Those funds recovered by DHHS
under the scope of these "Other Resources" shall be retained by DHHS.

27.5.3. DHHS may pursue, collect and retain recoveries of all health-related insurance cases;
provided, however, that if the MCO has not notified DHHS of its intent to pursue a
case identified for recovery before the latter of eighteen (18) months after the date of
service or twelve (12) months after the date of payment, such cases not identified for
recovery by the MCO will become the sole and exclusive right of DHHS to pursue,
collect and retain. The MCO must notify DHHS through the prescribed electronic file
process of all outcomes for those cases identified for pursuit by the MCO.

27.5.4. Should DHHS lose recovery rights to any Claim due to late or untimely filing of a
Claim with the liable third party, and the untimeliness in billing that specific Claim is
directly related to untimely submission of Encounter Data or additional records under
special request, or inappropriate denial of Claims for accidents or emergency care in
casualty related situations, the amount of the unrecoverable Claim shall be assessed
against the MCO.
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28. Compliance with State and Federal Laws
28.1. General

/

28.1.1. The MCO, its subcontractors, and the providers with which they have Agreements
with, shall adhere to all applicable federal and State laws, including subsequent
revisions, whether or not included in this subsection [42 CFR 438.6; 42 CFR
438.100(a)(2); 42 CFR 438.100(d)].

28.1.2. The MCO shall ensure that safeguards at a minimum equal to federal safeguards (41
use 423, section 27) are in place, providing safeguards against conflict of interest
[§1923(d)(3) of the SSA; SMD letter 12/30/97].

28.1.3. The MCO shall comply with the following Federal and State Medicaid Statutes,
Regulations, and Policies:

28.1.3.1. Medicare: Title XVIII of the Social Security Act, as amended; 42 U.S.C.A..
§1395 et seq.;

28.1.3.2. Related rules: Title 42 Chapter IV;

28.1.3.3. Medicaid; Title XIX of the Social Security Act, as amended; 42 U.S.C.A.
§1396 et seq. (specific to managed care: §§ 1902(a)(4), 1903(m), 1905(t), and
1932 of the SSA);

28.1.3.4. Related rules: Title 42 Chapter IV (specific to managed care: 42 CFR § 438;
see also 431 and 435);

28.1.3.5. Children's Health Insurance Program (CHIP): Title XXI of the Social Security
Act, as amended; 42 U.S.C. 1397; ,

28.1.3.6. Regulations promulgated thereunder: 42 CFR 457;

28.1.3.7. Regulations related to the operation of a waiver program under 1915c of the
Social Security Act, including: 42 CFR 430.25,431.10, 431.200, 435.217,
435.726, 435.735,440.180,441.300-310, and 447.50-57;

28.1.3.8. Patient Protection and Affordable Care Act of 2010;

28.1.3.9. Health Care and Education Reconciliation Act of 2010, amending the Patient
Protection and Affordable Care;

28.1.3.10. State administrative rules and laws pertaining to transfers and discharges, such
as RSA 151:26;

28.1.3.11. American Recovery and Reinvestment Act; and
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28.1.3.12. Any waivers approved by the Centers for Medicare & Medicald Services.

28.1.4. The MCO will not release and make public statements or press releases concerning
the program without the prior consent of DHHS.

28.1.5. The MCO shall comply with the Health Insurance Portability & Accountability Act of
1996 (between the State and the MCO, as governed by 45 C.F.R. Section 164.504(e)).
Terms of the Agreement shall be considered binding upon execution of this
Agreement, shall remain in effect during the term of the Agreement including any
extensions, and its obligations shall survive the Agreement.

28.2. Non-DiscriminatioD

28.2.1. The MCO shall require its providers and subcontractors to comply with the Civil
Rights Act of 1964 (42 U.S.C. § 2000d), Title DC of the Education Amendments of
1972 (regarding education programs and activities), the Age Discrimination Act of
1975, the Rehabilitation Act of 1973, the regulations (45 C.F.R. Parts 80 & 84)
pursuant to that Act, and the provisions of Executive Order 11246, Equal
Opportunity, dated September 24,1965^ and all rules and regulations issued
thereunder, and any other laws, regulations, or orders \vfiich prohibit discrimination
on grounds of age, race, ethnicity, mental or physical disability, sexual or affection
orientation or preference, marital status, genetic information, source of payment,.sex,
color, creed, religion, or national origin or ancestry.

28.2.2. ADA Compliance

28.2.2.1. The MCO shall require its providers or subcontractors to comply with the
requirements of the Americans with Disabilities Act (ADA). In providing
health care benefits, the MCO shall not directly or indirectly, through
contractual, licensing, or other arrangements, discriminate against Medicaid
beneficiaries who are qualified disabled individuals covered by the provisions
of the ADA.

28.2.2.1.1. A "qualified individual with a disability" defined pursuit to 42 U.S.C.
§ 12131 is an individual with a disability who, with or without
reasonable modifications to rules, policies, or practices, the removal of
architectural, communication, or transportation barriers, or the
provision of auxiliary aids and services, meets the essential eligibility
requirements for the receipt of services or the participation in
programs or activities provided by a public entity (42 U.S.C. § 12131).
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28.2.2.2. The MCO shall submit to DHHS a written certification that it is conversant

with the requirements of the ADA, that it is in compliance with the law, and
that it has assessed its provider network and certifies that the providers meet
ADA requirements to the best of the MCO's knowledge. The MCO shall
survey its providers of their compliance with the ADA using a standard survey
document that will be developed by the State. Survey attestation shall be kept
on file by the MCO and shall be available for inspection by the DHHS. The
MCO warr^ts that it will hold the State harmless and indemnify the State
from any liability which may be imposed upon the State as a result of any
failure of the MCO to be in compliance with the ADA. Where applicable, the
MCO shall abide by the provisions of Section 504 of the federal
Rehabilitation Act of 1973, as amended, 29 U.S.C. § 794, regarding access to
programs and facilities by people with disabilities.

28.2.2.3. The MCO shall have written policies and procedures that ensure compliance
with requirements of the Americans with Disabilities Act of 1990, and a
written plan to monitor compliance to determine the ADA requirements are
being met The compliance plan shall be sufficient to determine the specific
actions that will be taken to remove existing barriers and/or to accommodate
the needs of members who are qualified individuals with a disability. The
compliance plan shall include the assurance of appropriate physical access to
obtain included benefits for all members who are qualified individuals with a
disability including, but not limited to, street level access or accessible ramp
into facilities; access to lavatory; and access to examination rooms.

28.2.2.4. The MCO shall forward to DHHS copies of all grievances alleging
discrimination against members because of race, color, creed, sex, religion,
age, national origin, ancestry, marital status, sexual or affectional orientation,
physical or mental disability for review and appropriate action within three (3)
business days of receipt by the MCO.

28.2.3. Non-Discrimination in employment:

28.2.3.1. The MCO shall not discriminate against any employee or applicant for
employment because of race, color, religion, sex, or national origin. The MCO
will take affirmative action to ensure that applicants are employed, and that
employees are treated during employment, without regard to their race, color,
religion, sex or national origin. 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 MCO
agrees to post in conspicuous places, available to employees and applicants

Page 192



New Hampshire Medicald Care Management Contract — SFY2019

Exhibit A - Amendment #14

for employment, notices to be provided by the contracting officer setting forth
the provisions of this nondiscrimination clause.

28.2.3.2. The MCO will, in all solicitations or advertisements for employees placed by
or on behalf of the MCO, state that all qualified applicants will receive
consideration for employment without regard to race, color, religion, sex or ;
national origin.

28.2.3.3. The MCO will send to each labor union or representative of workers with
which he has a collective bargaining Agreement or other Agreement or
understanding, a notice, to be provided by the agency contracting officer,
advising the labor union or workers' representative of the MCO's
commitments under Section 202 of Executive Order No. 11246 of September
24, 1965, and shall post copies of the notice in conspicuous places available to
employees and applicants for employment.

28.2.3.4. The MCO will comply with all provisions of Executive Order No. 11246 of
Sept. 24,1965, and of the rules, regulations, and relevant orders of the
Secretary of Labor.

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

28.2.3.6. In the event of the MCO's noncompliance with the nondiscrimination clauses
of this Agreement or with any of such rules, regulations, or orders, this
Agreement may be cancelled, terminated or suspended in whole or in part and
the MCO may be declared ineligible for further Government contracts in
accordance with procedures authorized in Executive Order No. 11246 of Sept
24, 1965, and such other sanctions may be imposed and remedies invoked as
provided in Executive Order No. 11246 of September 24, 1965, or by rule,
regulation, or order of the Secretary of Labor, or as otherwise provided by
law.

28.2.3.7. The MCO will include the provisions of paragraphs (1) through (7) 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, so that such provisions will be binding
upon each subcontractor or vendor. The MCO will take such action with
respect to any subcontract or purchase order as may be directed by the
Secretary of Labor as a means of enforcing such provisions including
sanctions for noncompliance: Provided, however, that in the event the MCO
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becomes involved in, or is threatened with, litigation with a subcontractor or
vendor as a result of such direction, the MCO may request the United States to
enter into such litigation to protect the interests of the United States.

28.2.4. Non-Discrimination in Enrollment

28.2.4.1. The MCO shall and shall require its providers and subcontractors to accept
assignment of an member and not discriminate against eligible members
because of race, color, creed, religion, ancestry, marital status, sexual
orientation, national origin, age, sex, physical or mental handicap in
accordance with Title VI of the Civil Rights Act of 1964,42 U.S.C. § 2000d,
Section 504 of the Rehabilitation Act of 1973, 29 U.S.C. § 794, the Americans
with Disabilities Act of 1990 (ADA), 42 U.S.C. § 12131 and rules and
regulations promulgated pursuant thereto, or as otherwise provided by law or
regulation.

28.2.4.2. The MCO shall and shall require its providers and subcontractors to not
discriminate against eligible persons or members on the basis of their health or
mental health history, health or mental health status, their need for health care
services, amount payable to the MCO on the basis of the eligible person's
actuarial class, or pre-existing medical/health conditions.

28.2.5. Non-Discrimination with Respect to Providers

28.2.5.1. The MCO shall not discriminate with respect to participation, reimbursement,
or indemnification as to any provider who is acting within the scope of the
provider's license or certification under applicable State law, solely on the
basis of such license or certification or against any provider that serves high-
risk populations or specializes in conditions that require costly treatment. This
paragraph shall not be construed to prohibit an organization from including
providers only to the extent necessary to meet the needs of the organization's
members, from establishing any measure designed to maintain quality and
control costs consistent with the responsibilities of the organization, or use
different reimbursement amounts for different specialties or for different
practitioners in the same specialty. If the MCO declines to include individual
or groups of proyiders in its network, it shall give the affected providers
written notice of the reason for the decision.

28.3. Changes in Law

28.3.1. The MCO shall implement appropriate system changes, as required by changes to
federal and state laws or regulations.
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29. Administrative Quality Assurance Standards
29.1. Claims Payment Standards

29.1.1. The MCO shall pay or deny ninety-five percent (95%) of clean claims within thirty
(30) days of receipt, or receipt of additional information [42 CFR 447.46; 42 CFR
447.45(d)(2), (d)(3), (d)(5), and (d)(6)].

29.1.2. The MCO shall pay interest on any clean, claims that are not paid within thirty (30)
— calendar days at the interest rate published in the Federal Register in January of each

year for the Medicare program.

29.1.3. The MCO shall pay or deny all claims within sixty (60) calendar days of receipt.

29.1.4. Additional information necessary to process incomplete claims shall be requested
from the provider within thirty (30) days from the date of original claim receipt.

29.1.5. For purposes of this requirement, New Hampshire DHHS has adopted the claims
definitions established by CMS under the Medicare program, which are as follows:

29.1.5.1. "clean" claim: a claim that does not have any defect, impropriety, lack of any
required substantiating documentation, or particular circumstance requiring
special treatment that prevents timely payment; and

29.1.5.2. "incomplete" claim: a claim that is denied for the purpose of obtaining
additional information from the provider.

29.1.6. Claims payment timeliness shall be measured from the received date, which is the
date a paper claim is received in the MCO's mailroom or an electronic claim is
submitted. The paid date is the date a payment check or electronic funds transfer is
issued to the service provider. The denied date is the date at which the MCO
determines that the submitted claim is not eligible for payment.

29.2. Quality Assurance Program

29.2.1. The MCO shall maintain an internal program to routinely measure the accuracy of
claims processing for MCIS and report results to DHHS on a monthly basis.

29.2.2. Monthly reporting shall be based on a review of a statistically valid sample of paid
and denied claims determined with a ninety-five percent (95%) confidence level, +/-
three percent (3%), assuming an error rate of three percent (3%) in the population of
managed care claims.

29.2.3. The MCO shall implement Corrective Action Plans to identify any issues and/or
errors identified during claim reviews and report resolution to DHHS.
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29.3. Claims Financial Accuracy

29.3.1. Claims financial accuracy measures the accuracy of dollars paid to providers. It is
measured by evaluating dollars overpaid and underpaid in relation to total paid
amounts taking into account the dollar stratification of claims. The MOO shall pay
ninety-nine percent (99%) of dollars accurately.

29.4. Claims Payment Accuracy

29.4.1. Claims payment accuracy measures the percentage of claims paid or denied correctly.
It is measured by dividing the number of claims paid/denied correctly by the total'
claims reviewed. The MCO shall pay ninety-seven percent (97%) of claims
accurately.

29.5. Claims Processing Accuracy

29.5.1. Claims processing accuracy measures the percentage of claims that are accurately
processed in their entirety from both a financial and non-financial perspective; i.e.,
claim was paid/denied correctly and all coding was correct, business procedures were
followed, etc. It is measured by dividing the total number of claims processed
correctly by the total number of claims reviewed. The MCO shall process ninety-five
percent (95%) of all claims correctly.
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30. Privacy and Security of Members
30.1. General Provisions

30.1.1. The MCO shall be in compliance with privacy policies established by governmental
agencies or by State or federal law.

30.1.2. The MCO shall provide sufficient security to protect the State and DHHS data in
network, transit, storage, and cache.

30.1.3. In addition to adhering to privacy and security requirements contained in other-
applicable laws and statutes, the MCO shall execute as part of this Agreement a
Business Associates Agreement governing the permitted uses and disclosure and
security of Protected Health Information.

30.1.4. The MCO shall ensure that it uses and discloses individually identifiable health
information in accordance with HIPAA privacy requirements in 45 CFR parts 160
and 164, subparts A and E, to the extent that these requirements are applicable [42
CFR 438.224]; complies with federal statutes and regulations goveming the privacy
of drug and alcohol abuse patient records (42 CFR, Part 2.33), and all applicable state
statutes and regulations, including but not limited to: R.S.A. 167:30: protects the
confidentiality of all DHHS records with identifying medical information in them.

30.1.5. With the exception of submission to the Comprehensive Healthcare Information
System or other requirements of State or federal law, claims and member data on
New Hampshire Medicaid members may not be released to any party without the
express written consent of DHHS.

30.1.6. The MCO shall ensure that in the process of coordinating care, each member's '
privacy is protected consistent wiA the confidentiality requirements in 45 CFR parts
160 and 1 45 CFR Part 164 specifically describes the requirements regiuding the
privacy of individually identifiable health information [42 CFR 438.208(b)].

'•••■''Ski''
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31. Finance

31.1. Financial Standards

31.1.1. In compliance with 42 CFR 438.116, the MCO shall maintain a minimum level of
capital as determined in accordance with New Hampshire Insurance Department
regulations, and any other relevant laws and regulations.

31.1.2. The MCO shall maintain a risk-based capital (RBC) ratio to meet or exceed the
NHID regulations, and any oAer relevant laws ̂ d regulations. ■ ;

31.1.3. With the exception of payment of a claim for a medical product or service that was
provided to a member, and that is in accordance with a written Agreement with the
provider, the MCO may not pay money or transfer any assets for any reason to an
affiliate without prior approval from DHHS, if any of the following criteria apply:

31.1.3.1. RBC ratio was less than 2.0 for the most recent year filing, perR.S.A. 404-
F:14(III);and

31.1.3.2. MCO was not in compliance with the NHID solvency requirement.

31.1.4. The MCO shall notify DHHS within ten (10) calendar days when its Agreement with
an independent auditor or actuary has ended and seek approval of, and the name of
the replacement auditor or actuary, if any from DHHS.

31.1.5. The MCO shall maintain current assets, plus long-term investments that can be
converted to cash within seven (7) calendar days without incurring a penalty of more
than twenty percent (20%) that equal or exceed current liabilities.

31.1.6. The MCO shall not be responsible forDSH/GME (IME/DME) payments to hospitals.
DSH and GME amounts are not included in capitation payments.

31.1.7. The MCO shall submit data on the basis of which DHHS determines that the MCO

has made adequate provision against the risk of insolvency.

31.2. Capitation Payments

31.2.1. Preliminary capitation rates for non NHHPP members for the agreement period
through June 30, 2019 are shown in Exhibit B. For each of the subsequent years of
the Agreement actuarially sound per member, per month capitated rates will be
calculated and certified by the DHHS's actuary.
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31.2.2. Capitation rates forNHHPP members are shown in Exhibit B and were determined as
part of Agreement negotiations, any best and final offer process, and the DHHS
actuary*s soundness certification.

31.2.3. Capitation rate cell is determined as of the first day of the capitation month and does
not change during the entire month regardless of member changes (e.g., age).

31.2.4. DHHS will make a monthly payment to the MCO for each member enrolled in the
MCO's plan. Capitation payments shall only be made for Medicaid-eiigible enrollees
and be retained by the MCOs for those enrollees. The capitation rates, as set forth in
Exhibit B, will be risk adjusted for puiposes of this Agreement in an actuarially sound
manner on a quarterly basis as follows:

31.2.4.1. The Chronic Illness and Disability Payment System and/or Medicaid Rx risk
adjuster (CDPS + Rx, Medicaid will be used to risk adjust MCO
capitation payments;

31.2.4.2. A risk score will be developed for members with sbc (6) months or more
months of Medicaid eligibility (either FFS or managed care) inclusive of three
(3) months of claims run out in the base experience period. For members with
less than six (6) months of eligibility, a score equal to the average of those
scored beneficiaries in each cohort will be used; and

31.2.4.3. The MCO risk score for a particular rate cell will equal the average risk factor
across all beneficiaries that the MCO enrolls divided by the average risk factor
for the entire population enrolled in the Care Management program. For rate
cells with an opt-out provision, the MCO risk score will equal the average risk
factor across all beneficiaries that the MCO enrolls divided by the average risk
factor for the entire population that is eligible to enroll in the Care
Management program (FFS eligibles + MCO members).

31.2.4.4. [Intentionally left blank.]

31.2.5. DHHS reserves the right to terminate or implement the use of a risk adjustment
process for specific eligibility categories or services if it is determined to be necessary
to do so to maintain actuarially sound rates.

31.2.6. The capitation payment for Medicaid Managed Care members will be made
retrospectively with a two (2) month delay. For example, a payment will be made
within five (5) business days of the first day in October 2012 for services provided in
July 2012.

31.2.7. Section 31.2.6 notwithstanding, capitation payments for NHHPP members will be
paid in the month of service.
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31.2.8. Capitation payment settlements will be made at three (3) month intervals. DHHS will
recover capitation payments made for deceased members, or members who were later
determined to be ineligible for Medicaid and/or for Medicaid managed care or need
rate cell or kick payment corrections. DHHS will pay MCO for retroactive member
assignments, corrections to kick payments, behavioral health certification level
correction or other rate assignment corrections.

31.2.9. Capitation payments for members who became ineligible for services in the middle of
the month will be prorated based on the number of days eligible in the month.

31.2.10. The MCO shall report to DHHS within sixty (60) calendar days upon identifying
any capitation or other payments in excess of amounts provided in this A^eement
[42 CFR 438.608(c)(3)].

31.2.11. For each live birth, DHHS will make a one-time maternity kick payment to the
MCO with whom the mother is enrolled on the date of birth. This payment is a global
fee to cover all maternity expenses, including all delivery and postpartum care. In the
event of a multiple birth DIfflS will only make only one maternity kick payment. A
live birth is defined in accordance with NH Vital Records reporting requirements for
live births as specified in RSA 5-C.

31.2.12.For each live birth, DHHS will make a one-time newborn kick payment to the MCO
with whom the mother is enrolled on the date of birth. This payment is a global fee to
cover all newborn expenses incurred in the first two (2) full or partial calendar
months of life, including all hospital, professional, pharmacy, and other services. For
example, the newborn kick payment will cover all services provided in July 2012 and
August 2012 for a baby bom any time in July 2012. Enrolled babies will be covered
under the MCO capitated rates diereafter. For each live birth, for Fiscal Year 2019,
the newborn kick payment will be made for both newboms with and without
Neonatal Abstinence Syndrome. Each type of payment is distinct and only one
payment is made per newborn.

31.2.13.The MCO shall submit information on maternity and newborn events to DHHS. The
MCO shall follow written policies and procedures, as developed by DHHS,- for
receiving, processing and reconciling matemity'and newbom payments.

i

31.2.14.

31.2.15 .DHHS will inform the MCO of any required program revisions or additions in a
timely manner. DHHS may adjust the rates to reflect these changes as necessary to
maintain actuarial soundness.

31.2.16. When requested by DHHS, the MCO shall submit base data to DHHS to ensure
actuarial soundness in development of the capitated rates.
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31.2.17. The MGO's Chief Financial Officer shall submit and concurrently certify to the best
of his or her information, knowledge, and belief that all data and information
described in 42 CFR 438.604(a), which DHHS uses to determine the capitated rates,
is accurate [42 CFR 438.606].

31.2.18.In the event an enrolled Medicaid member was previously admitted as a hospital
inpatient and is receiving continued inpatient hospital services on the first day of
coverage with the MOD, the MOD shall receive fiill capitation payment for that
member. The entity responsible for coverage of the member at the time of admission
as an inpatient, i.e. either DHHS or another MCO, shall be fully responsible for all
inpatient care services and all related services authorized while the member was an
inpatient until the day of discharge from the hospital.

31.2.19.Payment for behavioral health rate cells shall be determined based on a member's
CMHC behavioral certification level and a member having had an encounter at a
CMHC in the last 6 months. Changes in the certification level for a member shall be
reflected as of the first of each month and does not change during the month.

31.2.20. The SFY 2019 MOM Capitation rates include directed payments of $5 million to the
CMHCs across all programs and populations, pending approval by CMS, to ensure
timely access to hi^-quality care. MCOs are required to pay these amounts directly
to the Community Mental Health Centers (CMHCs) according to criteria defined by
the Department and approved by CMS. The directed payments will be based on the
utilization and delivery of services for Medicaid beneficiaries that receive
Community Mental Health Program services delivered at CMHCs, regardless of the
basis of their eligibility for Medicaid (i.e., services delivered to members identified as
SPMI, SMI, low utilizer and SED children). These amounts are to be paid directly to
the providers by the MCOs and do not include additional allowance for administrative
expense or risk margin. The Department reserves the right to modify the Exhibit 0
to support any CMS required reporting related to directed payment.

31.2.21 .Unless MCOs are exempted, through legislation or otherwise, from having to make
payments to the New Hampshire Insurance Administrative Fund (Fund) pursuant to
R.S.A. 400-A:39, DHHS shall reimburse MCO for MCO's annual payment to the
Fund on a supplemental basis within 30 days following receipt of invoice from the
MCO and verification of payment by the NH Insurance Department.

31.2.22.For any member with claims exceeding five hundred thousand dollars ($500,000) for
the fiscal year, after applying any third party insurance off set, DHHS will reimburse
fifty percent (50%) of the amount over five hundred thousand dollars ($500,000) after
all claims have been recalculated based on the DHHS fee schedule for the services.

For a member whose services may be projected to exceed five hundred thousand
dollars ($500,000) in MCO claims, the MCO shall advise DHHS. Prior approval
from the Medicaid Director is required for subsequent services provided to the
member.
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31.3. Medicaid Loss Ratio

31.3.1. The MCO shall determine the Medicaid Loss Ratio ("MLR") experienced in
accordance with 42 CFR 438.8.

31.3.2. The MCO shall submit MLR summary reports quarterly to DHHS, which shall
include all information required by 42 CFR 438.8(k) within nine (9) months of the
end of the MLR reporting year. Specifically, the MCO shall provide separate
summary reports for NHHPP Medically Frail, NHHPP Transitional, and for the
Medicaid Care Management Program. The MCO must attest to the accuracy of the
summary reports and calculation of the MLR when submitting its MLR summary
reports to DHHS. Such summary reports shall be based on a template provided and
developed by DHHS within sixty (60) days of the effective date of this Agreement.

31.3.3. The MCO and its subcontractors (as applicable) shall retain MLR reports for a period
of no less than ten (10) years.

31.4. NHHPP Risk Protection Structure

31.4.1. DHHS will implement risk adjustment and risk corridors for the NHHPP Medically
Frail and NHHPP Transitional populations.

31.4.1.1. Risk adjustment - (MCO Revenue Reallocation) - Similar to the risk
adjustment process for the current Medicaid Step 1 population under the
MCM program, risk adjustment will shift revenue ̂ m MCOs with lower
acuity populations to MCOs with higher acuity populations. The risk
adjustment component will only apply to the NHHPP Medically Frail
population. The risk adjustment process is revenue neutral. The NHHPP
Transitional population is expected to have very short enrollment duration and
therefore will not be risk adjusted.

31.4.2. Risk adjustment - Methodology - Acuity will be measured using the CDPS+Rx, a
diagnosis and pharmacy based risk adjuster that-vwill also be used for the current
Medicaid population. Key differences in the risk adjustment process for the NHHPP
Medically Frail population include:

31.4.2.1. DHHS will use concurrent risk adjustment for the NHHPP Medically Frail
population. DHHS will use SFY 2019 claims and the standard CDPS+Rx
concurrent risk weights to estimate SFY 2019 acuity (as opposed to
prospective models that use a prior year's claims to estimate current acuity).

31.4.2.2. Risk adjustment transfer payments will be made as part of the contract period
settlement, not as prospective payments.
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31.4.3. Risk corridors- DHHS will establish a target medical loss ratio (MLR) of 89.3%
based on NHHPP pricing assumptions and perform a separate calculation for the
NHHPP Medically Frail and NHHPP Transitional populations:

31.4.3.1. Administrative and margin allowance of 8.9% of the capitation rate prior to
state premium tax.

31.4.3.2. New Hampshire state premium tax of 2%.

31.4.3.3. DHHS and each MCO will share the fmancial risk of actual results that are

above or below the MLR target as shown in the table below:

Ihnnpsliii'o l)i>|):ii'iiiH'iu ot'lU-altii :uul iliiiiiaii Si'ivicos
.N'l'xv lliini|ishii(.' Ilojillh I'ryicctidii PtotJiam I'opiilaiioii

Kisl< Coi'i'idor Pio^iani

Actual MLR Compared to Tareet MLR MCO Share DHHS Share

>3% below 10% 90%

1% - 3% below 50% 50%

1% below-1% above 100% 0%

1% - 3% above 50% 50%

>3% above 10% 90%

31.4.3.4. The NHHPP Medically Frail risk corridor calculation will be applied after the
risk adjustment calculation.

31.4.4. For SFY 2019, risk protection settlement will occur after the SFY 2019 NHHPP
contract period has ended and enough time has passed to collect and validate MCO
encounter data and financial data. DHHS will implement the following schedule for
the final risk protection settlement:

31.4.4.1. June 30, 2019: End of NHHPP contract period

31.4.4.2. December 31, 2019: Cutoff date for encounter data to be used in
the risk protection settlement calculations (SFY 2018 dates of service paid
through December 31,2018)

31.4.4.3. January 31, 2020: Deadline for MCOs to provide encounter data
and supporting financial data to validate the accuracy of the encounter data

31.4.4.4. April 30,2020: DHHS releases settlement payment report to
MCOs

31.4.4.5. May 31, 2020: DHHS makes / receives final settlement payments
to / from MCOs
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31.4.5. For SFY 2018, risk protection settlement will occur after the SFY 2018NHHPP
contract period has ended and enough time has passed to collect and. validate MCO
encounter data and financial data. DHHS will implement the following schedule for
the final risk protection settlement:

31.4.5.1. June 30,2018; End of NHHPP contract period

31.4.5.2. December 31,2018: Cutoff date for encounter data to be used in the risk
protection settlement calculations (SFY 2018 dates of service paid through
December 31, 2018)

31.4.5.3. January 31, 2019: Deadline for MCOs to provide encounter data and
supporting financial data to validate the accuracy of the encounter data

31.4.5.4. April 30,2019: DHHS releases settlement payment report to MCOs

31.4.5.5. May31,2019: DHHS makes / receives final settlement payments to / from
MCOs

31.4.6. For SFY 2017, risk protection settlement will occur after the SFY 2017 NHHPP
contract period has ended and enough time has passed to collect and validate MCO
encounter data and financial data. DHHS will implement the following schedule for
the final risk protection settlement:

31.4.6.1. June 30,2017: End of NHHPP contract period

31.4.6.2. December 31, 2017: Cutoff date for encounter data to be used in the risk
protection settlement calculations (SFY 2017 dates of service paid through
December 31,2017)

31.4.6.3. January 31,2018: Deadline for MCOs to provide encounter data and
supporting financial data to validate the accuracy of the encounter data

31.4.6.4. April 30, 2018: DHHS releases settlement payment report to MCOs

31.4.6.5. May 31,2018 DHHS makes / receives final settlement payments to / from
MCOs

31.4.7. For SFY 2016, risk protection settlement will occur after the SFY 2016 NHHPP
contract period has ended and enough time has passed to collect and validate MCO
encounter data and financial data. DHHS will implement the following schedule for
the final risk protection settlement:

31.4.7.1. June 30,2016: End of NHHPP contract period
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31.4.7.2. December 31, 2016: Cutoff date for encounter data to be used in the risk
protection settlement calculations (January 2016 - June 2016 dates of service
paid through December 31, 2016)

31.4.7.3. January 31, 2017: Deadline for MCOs to provide encounter data and
supporting financial data to validate the accuracy of the encounter data

31.4.7.4. April 30, 2017: DHHS releases settlement payment reporttoMCOs

31.4.7.5. May 31, 2017; DHHS makes / receives final settlement payments to/from
MCOs

31.4.8. For September 2014-December 2015 risk protection settlement:

31.4.8. LAugust 31,2016: DHHS intends to release settlement payment
report to MCOs

31.4.8.2.September 30, 2017: DHHS intends to make / receive final
settlement payments to / from MCOs.

31.5. Financial Responsibility for Dual-Eligibles

31.5.1. The MCO shall pay any Medicare coinsurance and deductible amount up to what
New Hampshire Medicaid would have paid for that service, whether or not the
Medicare provider is included in the MCO's provider network. These payments are
included in the calculated capitation payment.

31.6. Premium Payments

31.6.1. DHHS is responsible for collection of any premium payments from members. If the
MCO inadvertently receives premium payments from members, it shall inform the
member and forward the payment to DHHS.

31.7. Sanctions

31.7.1. If the MCO fails to comply with the financial requirements in Section 31, DHHS may
take any or all of the following actions:

31.7.1.1. Require the MCO to submit and implement a Corrective Action Plan

31.7.1.2. Suspend enrollment of members to the MCO after the effective date of
sanction

31.7.1.3. Terminate the Agreement upon forty-five (45) calendar days written notice

31.7.1.4. Apply liquidated damages according to Section 34
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31.8. Medical Cost Accruals

31-8.1. The MCO shall establish and maintain an actuarially sound process to estimate
Incurred But Not Reported (IBNR) claims.

31.9. Audits

31.9.1. The MCO shall allow DHHS and/or the NHID to inspect and audit any of the
financial records of the MCO and its subcontractors. There shall be no restrictions on

the right of the State or federal government to conduct whatever inspections and
audits are necessary to assure quality, appropriateness or timeliness of services and
reasonableness of ieir costs [42 CFR 438.6(g), SMM 2087.7; 42 CFR 434.6(a)(5)].

31.9.2. The MCO shall file annual and interim financial statements in accordance with the

standards set forth below. This Section 31.9.2 will supersede any conflicting
requirements in Exhibit C of this Agreement.

31.9.3. Within one hundred and eighty (180) calendar days or other mutually agreed upon
date following the end of each calendar year during this Agreement, the MCO shall
file, in the form and content prescribed by the National Association of Insurance
Commissioners ("NAIC"), annual audited financial statements that have been audited
by an independent Certified Public Accountant. Financial statements shall be
submitted in either paper format or electronic format, provided that all electronic
submissions shall be in PDF format or another read-only format that maintains the
documents' security and integrity.

31.9.4. The MCO shall also file, within seventy-five (75) calendar days following the end of
each calendar year, certified copies of the annual statement and reports as prescribed
and adopted by the Insurance Department.

31.9.5. The MCO shall file within sixty (60) calendar days following the end of each
calendar quarter, quarterly financial reports in form and content as prescribed by the
NAIC.

31.10.Member Liability

31.10.1 .The MCO shall not hold its Medicaid members liable for:

31.10.1.1. The MCO's debts, in the event of the MCO's insolvency [42 CFR 438.116(a);
SMM 2086.6];

'N

31.10.1.2. The covered services provided to the member, for which the State does not
pay the MCO;
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31.10.1.3. The covered services provided to the member, for which the State, or the
MOO does not pay the individual or health care provider that fiimishes the
services under a contractual, referral, or other arrangement; or

31.10.1.4. Payments for covered services furnished under an Agreement, referral, or
other arrangement, to the extent that those payments are in excess of the
amount that the member would owe if the MOO provided those services
directly [§1932(b)(6) of the SSA; 42 CFR 438.106(a), (b) and (c); 42 CFR
438.6(1); 42 CFR 438.230; 42 CFR438.204(a); SMD letter 12/30/97].

31.10.2.Subcontractors and referral providers may not bill members any amount greater than
would be owed if the entity provided the services directly [§ 1932(b)(6) of the SSA;
42 CFR 438.106(c); 42 CFR 438.3(k); 42 CFR 438.230; 42 CFR 438.204(a); SMD
letter 12/30/97].

31.10.3.The MCO shall cover continuation of services to members for duration of period for
which payment has been made, as well as for inpatient admissions up until discharge
during insolvency [SMM 2086.6B].

31.n.Denial ofPayment

31.11.1 .Payments provided for under the Agreement will be denied for new members when,
and for so long as, payment for those members is denied by CMS in accordance with
the requirements in [§1903(m)(5)(B)(ii) of the SSA; 42 CFR 438.726(b); 42 CFR
438.730(e)].

31.12.Federal Matching Funds

31.12.1 .Federal matching funds are not available for amounts expended for providers
excluded by Medicare, Medicaid, or Children's Health Insurance Program (CHIP),
except for emergency services [42 CFR 431.55(h) and 42 CFR 438.808; 1128(b)(8)
and §1903(0(2) of the SSA; SMD letter 12/30/97]. Payments made to such providers
are subject to recoupment from the MCO by DHHS.

31.13.Healtb Insurance Providers Fee

31.13.1.Section 9010 of the Patient Protection and Affordable Care Act Pub. L. No. 111-148

(124 Stat. 119 (2010)), as amended by Section 10905 of PPACA, and as further
amended by Section 1406 of the Health Care and Education Reconciliation Act of
2010, Pub. L. No. 111-152 (124 Stat. 1029 (2010)) imposed an annual fee on health
insurance providers beginning in 2014 ("Annual Fee"). Contractor is responsible for a
percentage of the Annual Fee for all health insurance providers as determined by the
ratio of Contractor's net written premiums for the preceding year compared to the
total net written premiums of all entities subject to the Annual Fee for the same year.
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31.13.1.1. To the extent such fees exist:

31.13.1.1.1 .The State shall reimburse the Contractor for the amount of the Annual

Fee specifically allocable to the premiums paid during this Contract
Term for each calendar year or part thereof, including an adjustment
for the full impact of the non-deductibility of the Annual Fee for
Federal and state tax purposes, ihcluding income and excise taxes
("Contractor's Adjusted Fee"). The Contractor's Adjusted Fee shall be
determined based on the final notification of the Annual Fee amount

Contractor or Contractor's parent receives from the United States
Internal Revenue Service. The State will provide reimbursement no
later than 120 days following its review and acceptance of the
Contractor's Adjusted Fee.

31.13.1.1.2. To claim reimbursement for the Contractor's Adjusted Fee, the
Contractor must submit a certified copy of its full Annual Fee
assessment within 60 days of receipt, together with the allocation of
the Annual Fee attributable specifically to its premiums under this
Contract. The Contractor must also submit the calculated adjustment
for the impact of non-deductibility of the Annual Fee attributable
specifically to its premiums, and any other data deemed necessary by
the State to validate the reimbursement amount. These materials shall

be submitted under the signatures of either its Financial Officer or
Executive leadership (e.g.. President, Chief Executive Officer,
Executive Director), certifying the accuracy, truthfulness and
completeness of the data provided.

Questions regarding payment(s) should be addressed to:

Attn: Medicaid Finance Director

New Hampshire Medicaid Managed Care Program

129 Pleasant Street

Concord, NH 03304
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32. Termination

32.1. Transition Assistance

32.1.1. Upon receipt of notice of termination of this Agreement by DHHS, the MCO shall
provide any transition assistance reasonably necessary to enable DHHS or its
designee to effectively close out this Agreement and move the work to another
vendor or to perform the work itself.

32.1.1.1. Transition Plan

32.1.1.1.1. MCO must prepare a Transition Plan which is acceptable to and
approved by DHHS to be implemented between receipt of notice and
the termination date.

32.1.1.2. Data

32.1.1.2.1. The MCO shall be responsible for the provision of necessary
information and records, whether a part of the MCIS or compiled
and/or stored elsewhere, including, but not limited to, encounter data,
to DHHS and/or its designee during the closeout period to ensure a
smooth transition of responsibility. DHHS and/or its designee shall
define the information required during this period and the time frames
for submission.

32.1.1.2.2. All data and information provided by the MCO shall be accompanied
by letters, signed by the responsible authority, certifying to the
accuracy and completeness of the materials supplied. The^MCO shall
transmit the information and records required within the time frames
required by DHHS. DHHS shall have the right, in its sole discretion, to
require updates to these data at regular intervals.

32.2. Service AuthorizatioD

32.2.1. Effective fourteen (14) calendar days prior to the last day of the closeout period, the
MCO shall work cooperatively with DHHS and/or its designee to process service
authorization requests received. Disputes between the MCO and DHHS and/or its
designee regarding service authorizations shall be resolved by DHHS.

32.2.2. The MCO shall give notice on the date that the timeframes expire when service
authorization decisions not reached within the timefi^es for either standard or

expedited service authorizations. Untimely service authorizations constitute a denial
and are thus adverse actions [42 CFR 438.404(c)(5)].
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32.3. Claims Responsibilities

32.3.1. The MCO shall be fully responsible for all inpatient care services and all related
services authorized while the member was an inpatient until the day of discharge
from the hospital.

32.3.2. The MCO shall be financially responsible for all other approved services when the
service is provided on or before the last day of the closeout period or if the service is
provided through the date of discharge.

32.4. Termination for Cause

32.4.1. DHHS shall have the right to terminate this Agreement, without liability to the State,
in whole or in part if the MCO [42 CFR 438.610(c)(3); 42 CFR 434.6(a)(6)]:

32.4.1.1. Takes any action or fails to prevent an action that threatens the health, safety
or welfare of any member, including significant marketing abuses;

32.4.1.2. Takes any action that threatens the fiscal integrity of the Medicaid program;

32.4.1.3. Has its certification suspended or revoked by any federal agency and/or is
federally debarred or excluded from federal procurement and/or non-
procurement Agreement;

32.4.1.4. Materially breaches this Agreement or fails to comply with any term or
condition of this Agreement that is not cured within twenty (20) business days
of DHHS' notice and written request for compliance;

32.4.1.5. Violates state or federal law or regulation;

32.4.1.6. Fails to carry out the substantive terms of this Agreement that is not cured
within twenty (20) business days of DHHS's notice and written request for
compliance;

32.4.1.7. Becomes insolvent;

32.4.1.8. Fails to meet applicable requirements in sections §1932, §1903 (m) and
§1905(t) of the SSA [42 CFR 438.708]. In the event of a termination by
DHHS pursuant to 42 CFR 438.708, DHHS shall provide the MCO with a
pre-termination hearing in accordance with 42 CFR 438.710;

32.4.1.9. Received a "going concern" finding in an annual fmancial report or
indications that creditors are unwilling or unable to continue to provide goods,
services or financing or any other indication of insolvency; or
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32.4.1.10. Brings a proceeding voluntarily, or has a proceeding brought against it
involuntarily, under the Bankruptcy Act. ,

32.4.1.11. Fails to correct significant failures in carrying out the substantive terms of this
Agreement that is not cured within twenty (20) business days of DHHS's
notice and written request for compliance.

32.4.2. If DHHS terminates this Agreement for cause, the MCO shall be responsible to
DHHS for all reasonable costs incurred by DHHS, the State of New Hampshire, or
any of its administrative agencies to replace the MCO. These costs include, but are
not limited to, the costs of procuring a substitute vendor and the cost of any claim or
litigation that is reasonable attributable to the MCO's failure to perform any service
in accord^ce with the terms of this Agreement.

32.5. Termination for Other Reasons

32.5.1. Either party may terminate this Agreement upon a breach by a party of any material
duty or obligation hereunder which breach continues unremedied for sixty (60)
calendar days after written notice thereof by the other party.

32.5.2. In the event the MCO gives written notice that it does not accept the actuarially sound
capitation rates established by DHHS for Year 2 or later of the program, the MCO
and DHHS will haVe thirty (30) days from the date of such notice or thirty (30)
calendar days from the expiration of the rates indicated in Exhibit B, whichever
comes later, to attempt to resolve the matter without terminating the agreement. If no
resolution is reached in the above thirty (30) calendar days period, then the contract
will terminate ninety (90) calendar days thereafter, or at the time that all members
have been disenrolled from the MCO's plan, whichever date is earlier. In-tlie eiwt of
such termination, the MCO shall accept the lesser of the most recently agreed to
capitation rates or the new annual capitation rate for each rating category as payment
in full for Covered Services and all other services required under this Agreement
deliyered to Members until all Members have been disenrolled from the MCO's plan
consistent with any mutually agreed upon transition plans to protect Members.

32.6. Final Obligations

32.6.1. DHHS may withhold payments to the MCO, to the reasonable extent it deems
necessary, to ensure that all final financial obligations of the MCO have been
satisfied. Amounts due to MCO for unpaid premiums, risk settlement, ABA therapies.
High Dollar Stop Loss, shall be paid to MCO within one year of date of termination.

32.7. Survival of Terms

32.7.1. Termination or expiration of this Contract for any reason will not release either Party
from ̂ y liabilities or obligations set forth in this Contract that:

Page 211



New Hampshire Medicald Care Management Contract — SFY2019

Exhibit A - Amendment #14

32.7.1.1. The Parties have expressly agreed shall survive any such termination or
expiration; or

32.7.1.2. Arose prior to the effective date of termination and remain to be performed or
by their nature would be intended to be applicable following any such
termination or expiration.

32.8. Notice of Hearing

32.8.1. Except because of change in circumstances or in the event DHHS terminates this
Agreement pursuant to subsections (1), (2), (3) or (10 of Section 32.3.1, DPIHS shall
give the MCO ninety (90) days advance, written notice of termination of this
Agreement and shall provide the MCO with an opportunity to protest said termination
and/or request an informal hearing in accordance with 42 CFR 438.710. This notice
shall specify the applicable provisions of this Agreement and the effective date of
termination, which shall not be less than will permit an orderly disenrollment of
members to the Medicaid FFS program or transfer to another MCO.
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33. Agreement Closeout
33.1. Period

33.1.1. A closeout period shall begin one-hundred twenty (120) calendar days prior to the last
day the MCO is responsible for coverage of specific beneficiary groups or operating

i  under this Agreement. During the closeout period, the MCO shall work cooperatively
with, and supply program information to, any subsequent MCO and DHHS. Both the
program information and the working relationships between the two MCOs shall be
defined by DHHS.

33.2. Data

33.2.1. The MCO shall be responsible for the provision of necessary information and records,
whether a part of the MCIS. or compiled and/or stored elsewhere, including, but not
limited to, encounter data, to the new MCO and/or DHHS during the closeout period
to ensure a smooth transition of responsibility. The new MCO and/or DHHS shall
define the information required during this period and the time frames for submission.

33.2.2. All data and information provided by the MCO shall be accompanied by letters,
signed by the responsible authority, certifying to the accuracy and completeness of
the materials supplied. The MCO shall transmit the information and records required
under this Article within the time frames required by DHHS. DHHS shall have the

^  right, in its sole discretion, to require updates to these data at regular intervals.

33.2.3. The MCO shall be responsible for continued submission of data to the
Comprehensive Healthcare Information System during and after the transition in
accordance with NHID regulations.

33.3. Service Authorizations

33.3.1. Effective fourteen (14) calendar days prior to the last day of the closeout period, the
MCO shall work cooperatively with the new MCO to process service authorization
requests received. Disputes between the MCO and the new MCO regarding service
authorizations shall be resolved by DHHS.

33.3.2. The MCO shall give notice on the.date that the timeframes expire when service
authorization decisions not reached within the timeframes for either standard or

expedited service authorizations. Untimely service authorizations constitute a denial
and are thus adverse actions [42 CFR 438.404(c)(5)].

33.4. Claims Responsibilities

33.4.1. The MCO shall be fully responsible for all inpatient care services and all related
services authorized while the member was an inpatient until the day of discharge
from the hospital.
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33.4.2. The MCO shall be financially responsible for all other approved services when the
service is provided on or before the last day of the closeout period or if the service is
provided through the date of discharge.

Page 214



New Hampshire Medicald Care Management Contract — SFY2019

Exhibit A - Amendment #14

34. Remedies

34.1. Reservation of Rights and Remedies

34.1.1. A material default or breach in this Agreement will cause irreparable injury to DHHS.
In the event of any claim for default or breach of this Agreement, no provision of this
Agreement shall be construed, expressly or by implication, as a waiver by the State of
New Hampshire to any existing or future right or remedy available by law. Failure of
the State of New Hampshire to insist upon the strict performance of any term or
condition of this Agreement or to exercise or delay the exercise of any right or
remedy provided in the Agreement or by law, or the acceptance of (or payment for)
materials, equipment or services, shall not release the. MCO from any responsibilities
or obligations imposed by this Agreement or by law, and shall not be deemed a
waiver of any right of the State of New Hampshire to insist upon the strict
performance of this Agreement. In addition to any other remedies that may be
available for default or breach of the Agreement, in equity or otherwise, DHHS may
seek injunctive relief against any threatened or actual breach of this Agreement
without the necessity of proving actual damages. DHHS reserves the right to recover
any or all administrative costs incurred in the performance of this Agreement during
or as a result of any threatened or actual breach.

34.2. Liquidated Damages

34.2.1. DHHS and the MCO agree that it will be extremely impracticable and difficult to
determine actual damages that DHHS will sustain in the event the MCO fails to
maintain the required performance standards indicated below throughout the life of
this Agreement. Any breach by the MCO will delay and disrupt DHHS's operations
and obligations and lead to significant damages. Therefore, the parties agree that the

^  liquidated damages as specified in the sections below are reasonable.

34.2.2. Assessment of liquidated damages shall be in addition to, not in lieu of, such other
remedies as may be available to DHHS. Except and to the extent expressly provided
herein, DHHS shall be entitled to recover liquidated damages cumulatively under
each section applicable to any given incident.

34.2.3. DHHS shall make all assessments of liquidated damages. Should DHHS determine
that liquidated damages may, or will be assessed, DHHS shall notify the MCO as
specified in Section 34.10 of this Agreement.

34.2.4. The MCO shall submit a written Corrective Action Plan to DHHS, within five

business days of notification, for review and approval prior to implementation of
corrective action.
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34.2.5. The MCO agrees that as determined by DHHS, failure to provide services meeting
the performance standards below will result in liquidated damages as specified. The
MCO agrees to abide by the Performance Standards and Liquidated Damages
specified, provided that DHHS has given the MCO data required to meet performance
standards in a timely manner. DHHS's decision to assess liquidated damages must be
reasonable, based in fact and made in good faith.

34.2.6. The remedies specified in this Section shall apply until the failure is cured or a
resulting dispute is resolved in the MCO's favor.

34.2.7. Liquidated damages may be assessed for each day, incidence or occurrence, as
applicable, of a violation or failure.

34.2.8. The amount of liquidated damages assessed by DHHS to the MCO shall not exceed
three percent (3%) of total expected yearly capitated payments, based on average
annual membership from start date, for the MCO.

34.2.9. Liquidated damages related to timely processing of membership, claims and
or/encounters shall be waived until such time as DHHS's file transfer systems and
processes are operational.

34.3. Category 1

34.3.1. Liquidated damages up to $100,000 per violation or failure may be imposed for
Category 1 events. Category 1 events are monitored by DHHS to determine
compliance and shall include and constitute the following:

34.3.1.1. Acts that discriminate among Members on the basis of their health status or
need for health care services. This includes termination of enrollment or

refusal to rerenroll an enrollee, except as permitted under law or under this
Agreement, or any practice that would reasonably be expected to discourage
enrollment by an enrollee whose medical condition or history indicates
probable need for substantial future medical services. [42 CFR 700(b)(3) and
42 CFR 704(b)(2)].

34.3.1.2. A determination by DHHS that a recipient was not enrolled because of a
discriminatory practice; $15,000 for each recipient subject to the $100,000
overall limit in 42 CFR 704(b)(2).

34.3.1.3. A determination by DHHS that a member found eligible for CFI services was
relocated to a Nursing Facility due to MCO's failure to arrange for adequate
in-home services in compliance with this Agreement and He-E801.09.
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34.3.1.4. Misrepresentations of actions or falsifications of information fumished to
CMS or the State.

34.3.1.5. Failure to comply with material requirements in this Agreement.

34.3.1.6. [Intentionally left blank.]

34.3.1.7. Failure to meet the Administrative Quality Assurance Standards specified in
Section 29 of this Agreement.

34.3.1.8. Failure oftheMCO to assume full operation of its duties under this
Agreement in accordance with the implementation and transition timeframes
specified herein.

34,4. Category 2

34.4.1. Liquidated damages up to $25,000 per violation or failure may be imposed for
Category 2 events. Category 2 events are monitored by DHHS to determine
compliance and shall include and constitute the following:

34.4.1.1. Misrepresentation or falsification of information fumished to a member,
potential member, or health care provider.

34.4.1.2. Distribution, directly, or indirectly, through any agent or independent MCO,
marketing materials that have not been approved by the State or that contain
false or materially misleading information.

34.4.1.3. Violation of any other applicable requirements of section I903(m) or 1932 of
the Social Security Act and any implementing regulations.

34.4.1.4. Imposition of premiums or charges on members that are in excess of the
premiums or charges permitted under the Medicaid program; a maximum of
$25,000 or double the amount of the charges, whichever is greater. The State
will deduct the amount of the overcharge and retum it to the affected member.

34.4.1.5. Failure to resolve member Appeals and Grievances within the timeframes
specified in Section 19 of this Agreement.

34.4.1.6. Failure to ensure client confidentiality in accordance with 42 CFR 166 and 45
CFR 164; an incident of non-compliance shall be assessed as per member
and/or per HIPAA regulatory violation.

34.4.1.7. Violation of a subcontracting requirement in this Agreement.
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34.4.1.8. Failure to provide medically necessary services that the MCO is required to
provide under law, or under this Agreement, to a member covered under this
Agreement.

34.5. Category 3

34.5.1. Liquidated damages up to $10,000 per violation or failure may be imposed for
Category 3 events. Category 3 events are monitored by DHHS to determine
compliance and shall include and constitute the following:

34.5.1.1. Late, inaccurate; or incomplete turnover or termination deliverables.

34.6. Category 4

34.6.1. Liquidated damages up to $5,000 per violation or failure may be imposed for
Category 4 events. Category 4 events are monitored by DHHS to determine
compliance and shall include and constitute the following:

34.6.1.1. Failure to meet staffing requirements as specified in Section 6.

34.6.1.2. Failure to submit reports not otherwise addressed in this Section within the
required timeframes.

34.7. Category 5

34.7.1. Liquidated damages as specified below may be imposed for Category 5 events.
Category 5 events are monitored by DHHS to determine compliance and shall include
and constitute the following:

34.7.1.1. Failure to provide a sufficient number of providers in order to ensure member
access to all covered services and to meet the geographic access standards and
timely access to service delivery specified in this Agreement:

34.7.1.1.1. $1,000 per day per occurrence until correction of the failure or
approval by DHHS of a Corrective Action Plan;

34.7.1.1.2. $ 100,000 per day for failure to meet the requirements of the approved
Corrective Action Plan.

34.7.1.2. Failure to submit readable, valid health care data derived from Claims,
[Pharmacy or Encounter data in the required form or format, and timeframes
required by the terms of this Agreement:

34.7.1.2.1. $5,000 for each day the submission is late;

34.7.1.2.2. for submissions more than thirty (30) calendar days late, DHHS
reserves the right to withhold five percent (5%) of the aggregate
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capitation payments made to the MCO in that month until such time as
the required submission is made.

34.7.1.3. Failure to implement the Disaster Recovery Plan (DRP):

34.7.1.3.1. Implementation of the DRP exceeds the proposed time by two (2) or
less Calendar Days: five thousand dollars ($5,000) per day up to day 2.

34.7.1.3.2. Implementation of the DRP exceeds the proposed time by more than
two (2) and up to five (5) Calendar Days: ten thousand dollars
($10,000) per day beginning with day 3 and up to day 5.

34.7.1.3.3. Implementation of the DRP exceeds the proposed time by more than
five (5) and up to ten (10) Calendar Days: twenty five thousand dollars
($25,000) per day beginning with day 6 and up to day 10.

34.7.1-.3.4. Implementation of the DRP exceeds the proposed time by more than
ten (10) Calendar Days: fifty thousand dollars ($50,000) per day
beginning with day 11.

34.7.1.4. Unscheduled system unavailability occurring during a continuous five (5)
business day period:

34.7.1.4.1. Greater than or equal to two (2) and less than twelve (12) hours •
cumulative; up to one hundred twenty-five dollars ($125) for each
thirty (30) minutes or portions thereof.

34.7.1.4.2. Greater than or equal to twelve (12) and less than twenty-four (24)
hours cumulative; up to two hundred fifty dollars ($250) for each
thirty (30) minutes or portions thereof.

34.7.1.4.3. Greater than or equal to twenty-four (24) hours cumulative; up to five
hundred dollars ($500) for each thirty (30) minutes or portions thereof
up to a maximum of twenty-five thousand dollars ($25,000) per
occurrence.

34.7.1.5. Failure to correct a system problem not resulting in system unavailability
within the allowed timeffame:

34.7.1.5.1. One (1) to fifteen (15) calendar days late; two hundred and fifty dollars
($250) per calendar day for days 1 through 15.

34.7.1.5.2. Sixteen (16) to thirty (30) calendar days late; five hundred dollars
($500) per calendar day for days 16 through 30.

,34.7.1.5.3. More than thirty (30) calendar days late; one thousand dollars ($1,000)
per calendar day for days 31 and beyond.

34.7.1.6. Failure to meet telephone hotline performance standards:
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34.7.1.6.1. One thousand dollars ($ 1,000) for each percentage point that is below
the target answer rate of ninety percent (90%) in thirty (30) seconds.

34.7.1.6.2. One thousand dollars ($1,000) for each percentage point that is above
the target of a one percent (1%) blocked call rate.

34.7.1.6.3. One thousand dollars ($1,000) for each percentage point that is above
the target of a five percent (5%) abandoned call rate.

34.7.1.7. The MCO shall resolve one hundred percent (100%) of standard member
appeals within thirty (30) calendar days from the. date the appeal was filed
with the MCO

34.8. Suspension of Payment

34.8.1. Payment of capitation payments shall be suspended when:

34.8.1.1. The MCO fails to cure a default under this Agreement within thirty (30) days
of notification;

34.8.1.2. Failing to act on identified Corrective Action Plan;

34.8.1.3. Failure to implement approved program management or implementation
plans;

34.8.1.4. Failure to submit or act on any transition plan, or corrective action plan, as
specified in this Agreement; or

34.8.1.5. Upon correction of the deficiency or omission, capitation payments shall be
reinstated.

34.9. Administrative and Other Remedies

34.9.1. In addition to other liquidated damages described in Category 1-5 events, DHHS may
impose the following other remedies:

34.9.1.1. Appointment of temporary management of the MCO, as provided in 42 CFR
438.706, if DHHS finds that the MCO has repeatedly failed to meet
substantive requirements in Section 1903(m) or Section 1932 of the Social
Security Act.

34.9.1.2. Suspending enrollment of new members and/or changing auto-assignment of
new members to the MCO.

34.9.1.3. Granting members the right to terminate enrollment without cause and
notifying affected members of their right to disenroll.
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34.9.1.4. Suspension of payment to the MCO for members enrolled after the effective
date of the remedies and until CMS or DHHS is satisfied that the reason for

imposition of the remedies no longer exists and is not likely to occur.

34.9.1.5. Termination of the Agreement if the MCO fails to carry out the substantive
terms of the Agreement or fails to meet the applicable requirements in Section
1903(m) or Section 1932 of the Social Security Act.

34.9.1.6. Civil monetary fines in accordance with 42 CFR 438.704.

34.9.1.7. Additional remedies allowed under State statute or regulation that address area
of non-compliance specified in 42 CFR 438.700.

34.10.Notice of Remedies

34.10.1.Prior to the imposition of either liquidated damages or any other remedies under this
Agreement, including termination for breach, with the exception of requirements
related to the Implementation Plan, DHHS will issue written notice of remedies that
will include, as applicable, the following:

34.10.1.1. A citation to the law, regulation or Agreement provision that has been
violated;

34.10.1.2. The remedies to be applied and the date the remedies shall be imposed;
I

34.10.1.3. The basis forDHHS's determination that the remedies shall be imposed;

34.10.1.4. Request for a Corrective Action Plan;

34.10.1.5. The timeframe and procedure for the MCO to dispute DHHS's determination.
An MCO's dispute of a liquidated damage or remedies shall not stay the
effective date of the proposed liquidated damages or remedies; and

34.10.1.6. If the failure is not resolved within the cure period, liquidated damages may
be imposed retroactively to the date of failure to perform and continue until
the failure is cured or any resulting dispute is resolved in the MCO's favor.
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35. Dispute Resolution Process
35.1. Informal Dispute Process

35.1.1. In connection with any action taken or decision made by DHHS with respect to this
Agreement, within ninety (90) days following the action or decision, the MCO may
protest such action or decision by the delivery of a notice of protest to DHHS and by
which the MCO may protest said action or decision and/or request an informal
hearing with the New Hampshire Medicaid Director. The MCO shall provide DHHS
with an explanation of its position protesting DHHS's action or decision. The
Director will determine a time that is mutually agreeable to the parties during which
they may present their views on the disputed issue(s). It is understood that the
presentation and discussion of the disputed issue(s) will-be informal in nature. The
Director will provide written notice of the time, format and location of the
presentations. At the conclusion of the presentations, the Director will consider all
evidence and shall render a written recommendation as soon as practicable, but in no
event more than thirty (30) calendar days after the conclusion of the presentation. The
Director may appoint a designee to hear and determine the matter. If the Director or
designee affirms the action or decision and the action or decision relates to
termination of this Agreement, DHHS shall give enrollees of the MCO notice of the
termination and information, consistent with 42 CFR 438.10, on their options.for
receiving Medicaid services following the effective date of termination. ^

35.2. No Waiver

352.1. TheMCd's exercise of its rights under Section 34.1 shall not limit, be deemed a
waiver of, or otherwise impact the parties' rights or remedies otherwise available
under law or this Agreement, including but not limited to the MCO's right to appeal a
decision of DHHS under RSA chapter 541-A or any applicable provisions of the N.H.
Code of Administrative Rules, including but not limited to Chapter He-C 200 Rules
of Practice and Profcedure.
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36. Confidentiality
36.1. Confidentiality of Records

36.1.1. All information, reports, and records maintained hereunder or collected in connection
with the performance of the services and the Agreement shall be confidential and
shall not be disclosed by the MCO, provided however, that pursuant to state laws and
the regulations and administrative rules of the Department regarding the use and
disclosure of such information, disclosure may be made to public officials requiring
such information in connection with their official duties and for purposes directly
connected to the administration of the services and the Agreement; and provided
further, that the use or disclosure by any party of any information concerning a
recipient for any purpose not directly connected with the administration of the
Department or the MCO's responsibilities with respect to purchased services
hereunder is prohibited except on written consent of the recipient, his attorney or
guardian. In the case of records protected by 42 CFR Part 2.33, the individual must
provide consent and notice as specified by 42 CFR Part 2.33.

36.2. MCO Owned or Maintained Data or Information

36.2.1. It is understood that DHHS may, in the course of carrying out its responsibilities
under this Agreement, have or gain access to confidential or proprietary data or
information owned or maintained by the MCO. Insofar as the MCO seeks to maintain
the confidentiality of its confidential commercial, financial or personnel information,
the MCO must clearly identify in writing the information it claims to be confidential
and explain the reasons such information should be considered confidential. The
MCO acknowledges that DHHS is subject to the Right-to-Kriow Law New
Hampshire RSA Chapter 91 -A. DHHS shall maintain the confidentiality of the
identified confidential infonhation insofar as it is consistent with applicable laws or
regulations, including but not limited to New Hampshire RSA Chapter 91-A. In the
event DHHS receives a request for the information identified by the MCO as
confidential, DHHS shall notify the MCO and specify the date DHHS intends to .
release the requested information. Any effort to prohibit or enjoin the release of the
information shall be the MCO's responsibility and at the MCO's sole expense. If the
MCO fails to obtain a court order enjoining the disclosure, DHHS may release the
information on the date DHHS specified in its notice, to the MCO without incurring
any liability to the MCO.
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1. Capitation Payments/Rates
This Agreement is reimbursed on a per member per month capitation rate for the
Agreement term, subject to all conditions contained within Exhibit A. Accordingly, no
maximum or minimum product volume is guaranteed. Any quantities set forth in this
contract are estimates only. The Contractor agrees to serve all members in each
category of eligibility who enroll with this Contractor for covered services. Capitation
payment fates are as follows:

July 1,2018-June30. 2019
Capitation Payment

Eligibility Categofy Capitation Rates
. Low Income Children and Adults - Aqe.2-11 Months $223.43

Low Income Children and Adults - Age 1-18 Years 139.77

Low Income Children and Adults - Ape 19+ Years 477.56

Foster Care / Adoption 364.07

Breast and Cervical Cancer Propram 1,822.10

Severely Disabled Children 1,055.54

Elderly and Disabled Adults 1,118.63

Dual Eligibles 242.77

Newborn Kick Payment 2,926.55

Neonatal Abstinence Syndrome Kick Payment 9,648.20 . .

Maternity Kick Payment 2,838.56

NF Resident arid Waiver Rate Cell Capitation Rates

Nursing Facility Residents - Medicaid Only - Under 65 $2,640.90

Nursing Facility Residents - Medicaid Only - 65+ 1,353.25
Nursing Facility Residents - Dual Eligibles - Under 65 278.52

Nursing Facility Residents - Dual Eligibles - 65+ 96.73

Community Residents - Medicaid Only - Under 65 3,118.44

Community Residents - Medicaid Only - 65+ 1.570.04
Community Residents - Dual Eligibles Under 65 1,254.84

Community, Residents - Dual Eligibles - 65+ : 450.30

• Developmentally Disabled Adults - Medicaid Only 842.80

Developmentally Disabled Adults - Dual Eligibles 252.23

Developmentally Disabled and IHS Children 1.215.75

Acquired Brain Disorder - Medicaid Only 1,488.03
Acquired Brain Disorder - Eligibles Dual 339.41

Behavioral Health Population Rate Cells Capitation Rates
Severe / Persistent Mental Illness - Medicaid Only $2,358.94
Severe / Persistent Mental Illness - Dual Eligibles 1,783.25
Severe Mental Illness - Medicaid Only 1,715.63

Severe Mental Illness - Dual Eligibles 1,057.24
Low Utilizer-Medicaid Only 1,480.45

. Low Utilizer-Dual Eligibles 710.82

Serious'Emotionally Disturbed Child 954.70
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July 1.2018-June 30. 2019
Capitation Payment - NH Health Protection Program, Alternative Benefit Plan for
Medically Frail

Eligibility Category Capitation Rate

Medically Frail < ' $ 1,028.83

July T, 2018 - December 31, 2018
Capitation Payment - NH Health Protection Program, Transitional Population

Elialblllty Category CapitationRate

NHHPP Transitional Population $ 509.37
Maternity Kick Payment $ 2,838.60

2. Price Limitation
ThisAgreement is one of multiple contracts that will serve the New Hampshire Medicaid
Care Management Program. The estimated member months, for State Fiscal Year
2019, to be served among all contracts is 1,553,254. Accordingly, the price limitation
for SFY 2019 among all contracts is $655,426,236.40 based on the projected members
per month.

3. Health insurance Providers Fee
Section 9010 of the Patient Protection and Affordable Care Act Pub. L. No. 111-148

(124 Stat. 119 (2010)), as amended by Section 10905 of PPACA, and as further
amended by Section 1406 of the Health Care and Education Reconciliation Act of 2010,
Pub. L No. 111-152 (124 Stat. 1029 (2010)) imposes an annual fee on health insurance
providers beginning in 2014 ("Annual Fee"). Contractor is responsible for a percentage
of the Annual Fee for all health insurance providers as determined by the ratio of
Contractor's net written premiums for the preceding year compared to the total net
written premiums of all entities subject to the Annual Fee for the same year.
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The State shall reimburse the Contractor for the amount of the Annual Fee specifically
allocable to the premiums paid during this Contract Term for each calendar year or part
thereof, including an adjustment for the full impact of the non-deductibility of the Annual
Fee for Federal and state tax purposes, including income and excise taxes
("Contractor's Adjusted Fee"). The Contractor's Adjusted Fee shall be determined
based on the final notification of the Annual Fee amount Contractor or Contractor's

parent receives frorh the United States Internal Revenue Service. The State wiU provide
reimbursement within 30 days following its review and acceptance of the Contractor's
Adjusted Fee.

To claim reimbursement for the Contractor's Adjusted Fee the Contractor must submit a
certified copy of its full Annual Fee assessment within 60 days of receipt, together with
the allpcation of the Annual Fee attributable specifically to its premiums under this
Contract: The Contractor must also submit the calculated adjustment for the impact of
non>deductibility of the Annual Fee attributable specifically to its premiurns under this
Contract, and any other data deemed necessary by the State to validate the
reimbursement amount. These materials shall be submitted under the signatures of
either itis Financial Officer or Executive leadership (e.g.. President, Chief Executive
Office, Executive Director), certifying the accuracy, truthfulness and completeness of
the data provided.

Questions regarding payment(s) should be addressed to;
Attn: Medicaid Finance Director

New Hampshire Medicaid Managed Care Program
129:Pleasant Street
Concord, NH 03301
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Exhibit O - Amendment #09

NH Medicaid Care Management Quality and Oversight Reporting - SFY 2019

The Exhibit O Items shall be submitted according to the schedule and method specified and as modified In the NH DHHS's New Hampshire Medleald Cere
Management Quality Oversight Reporting Specifications document, related templates, and as spe|clflod by the Medleald Quality Informatlsn System
specifications using the specifications relevant for each Item's data period. I

!

Table Notes: ,

I
"Change for 2019" column Indicates whether the item is Unchanged, J^ew, Changed, or Retired a^r final submission.

j

"Requires Subpopulation Breakout" column Indicates measures where reporting requires population subgrouping system as defined by DHHS.

Reporting Reference IDs starting with "CAHPS_CPA_SUP" or "CAHPS.GP.SUP" are for CAHPS supplemental questions, to Include the screening questions
used. !'

^i^Dotif\Perlod^x

^sDBt^bfba'sts:^

ll^miMlenlfer.^

ACCESSREaOS u

Member Requests for Assistance Accessing
MCO Designated Primary Care Providers per
Average Members bv County

1

Measure
1

Quarterly
2 months after

the end of the

ouartor

ACCESSREaoe u

Member Requests for Assistance Accessing

Physlclan/APRN Specialists (norhMCO
Designated Primary Care) Providers per
Average Members by County

1

Measure - Quarterly
2 months after

the end of the
quarter

IS calendar days
after end of

month
ACCIDENT.Ol u Acddent and Trauma Claim Log Table | Monthly

ACCRED.Gl

*

u
NCQA Accreditation Submission Overview

Report

1

i

Report j

1

i  ■

Annually

U Days after

MCO receives

flnal

eecredltetlon

results from

NCQA. .

•

AMBCARE.IO u X

Ambulatory Care: Physldan/APRN/CllnIc
Visits per Member per Month by
Subpopulation

Measurl
1

Quarterly

4 months after

the end of the

calendar Quarter

5/24/2018 4:13 PM
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Exhibit O-Amendment #09; .
NH Medlcaid Care Management Quality and Overslght Reporting- SFY 2019

iReporting'fteference.lD
Change for'

.  "2019 ..

Requires

; . Subpppulatlon -
BrNkout'''.

- 1- Namb ^TVPO j
: Mbbsura

•:-;Ooto'PQrlofl v

; ̂ Stendard Sub •.
.Date

PIrst.Date

Required
- fer New of

Chense

.Bate^efUfit .
;:.;Requlr§d

'Stib'rRissien fer'-
Retlr^

AMB'CARE.ll - ;;; -u- X

Ambulate^ CarerEmergency Department
VisitsifbrMedlcalilijeatth Conditions per
Memberper Month by Subpopiiiatidn

Measure •Quarterly: ;
4 months after,
the end of the
calendar quarter

:AMBCARE.i2 . u :X

AmbuIatory'Care: Emergency Department

Visits Potentially Treatable'In Primary Care
:pe^Member:perlMonth:bvSubpopulatio^^

Measure QiiarteHy
4 months after •

:the;endofthe, '
: calendar quarter

AMBCARE.13 u X

-Artibulatory Care: Emergency Department
Visits for BehavlorahHealth Conditions per -
Member per Monthrby Subpopuiation

: Measure Quarterly-
4'months after,

the end of the
calendar quarter:

AMBCARE.14 U: X

Ambulato^ Carei.Emergency Department
Vislts;for;Substance Use Related:(Chronlc or;
Acute) Conditions per Member per Month
by Subpopuiation

Measure' ' : Quarterly :
4 mbriths after ;

the end of the

'calendar qua^r

ambcarIis u

Frequent (4+peryear) Emergency
-bepartment Usein the Behavioral Health
Populatlon by Subpopuiation'

Measure Quarterly
'4 months 4ftef

:the:endofthe: :
calendar quarter

APPEALS.Ol :U
Resdl ution of standard Appeals Within 30

CalendqrDays
•Measure Quarterly: : .

2mqhth84fter
the end of the

quarter:

'APPEALS.02 U  :
Resolution of Extended Standard Appeals
Within 44 Calendar Days .

Mcasura Quartorty
2 months after •

-thaend of the

: quarter ;

.APPEALSiOa. , . U  . .
. Resolution of Ejqiedited Appeals^lthlh 72
Hours

Measure Quarterly
: 2 months after
Thoifindoftbe:

quarter

APPEALS.04 •U;
ResoiutIor> of-AII Appeals Wlthin45
Calendar. Days

. [Measure Quarterly,,;
2 months after

the end of the '
quarter", '

APPEALS.65 U Resolution of Appeals by Disposition Type Measure: Qjuarterly
2 months'oftor

the; end of the
quarter

APPEALSiie : C

lAppeals byiType of Resolution and Cat'egdiy
of service by State Plan, -191SB Waiver; and

Total Population

Table - CUJarterly
: 2 months after

the'end of the:

quarter ^
11/30/2010

APPEALS.17 :u:

Phartnacy Appeals by Type of Resolution
and Therapeutic DrugrClass by State Plan, -
1915B Waiver. andTotal Population:

■ Table : Quarterly: •:
2 months after ;

the end of the

quarier: -

5/24/2018 4:13 PM
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■NH Medicald Caie Management Quality and Oversight Reporting 2019

.Reporting Reference ID '
Changefor.

2019

Requires
;  Subpopulatlon

Breakout
Namo Typo MOQsure

.Data'Period :
SienderdBue

Bete

First Bate
Required

for New Of
Ohsnse

Bate ef Ust
Required

Submission f^r
Retired

APPEALS.18 U
Services Authorized within 72 Hours
Foiiowir^g A Reversed Appeal Measure 'Quarterly

1 months after
the e nd'of the
ouarter

;APPEALS:19 u
Member Appeals Received per Member
'Month Measure Quarterly

2 months after
:theend of the
iflunrter

'G/30/201S
No
Submissions
Required:

BHCHLDMEDMGT.bl R-

Fbllbw-up Psychiatric Consultations for
Children Using Beha(4brai Health
Medications

' Measure CY June SCith

BHDISCHARGE.Ol U X

Comrnunlty Hospital Discharges for Mental .
Health Conditions Where Patient Had a Visit
With a Mental'Health Practitioner Within 7
Calendar Dayrof Discharge by
-Subpopulatlon •

Measure Quartedy
4 months after
the end of the

;quarter

BHDiSCHARGE.02 u X

Community Hospital Discharges for Mental
Health Conditions Where Patlent.Had a Visit.
With a Mental Health Practitioner Within 30
Calendar Days of Discharge by
Subpopulatlon

:.Measure Quarterly
4 months after
the end of the
quarter

BHDRUG.01 . N
Severe Mental illness DrugPreauthorlzation
Report Table Monthly

10 Calendar days
after end of each
month

9/10/2018

; BHHOMELESS.Ol U
.New Hampshire Kospltal.Homelessness
Reduction Plan

Plan. . Agreement
year

: September SOth:

BHHOMELESS.02 ;U
New Hampshire Hospital Homelessness
Quarterly Report

: Narrative: :
Report Quarterly:

Within 30 days
ef the end of
each-quarter

• BHPARITY..01 C Behavioral Health Parity Certification Report Narrative
Report Annually

4 month's after -
the end of the

.calendar year-
4/30/2019

BHPARI7Y.02 C
; 'Behavioral Health Parity:Seml-Annuat; '
CompllanceReport

Narrative
Report:

Sertil--
Annually

.4 months after
ithe end of the
roportlnn eerlod

10/31/2010
.  V

5/24/2018 4:13 PM
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Report}ng:.Reference 10 Change for!
-  -2019

Require
Subpopiilation ■

Breakout
•_ <Namo' •-.Wpiej •.Mosmro

Oato Porlod' ■
;  JStandard Due.

Plret.Date
Requir^

. for New er *
Change

.Dete efLasi.. .
Required- ,

Suhraisslenfop-
Retlred

BHREADM)T.01 U "X
Readnilssibn to Community Hospltsl-for
Mental Health Conditions at 30 days by

;Sub'populatlon
Measure

Juno 1 of the
; prior SFVta;';
'June 30 of the
measurement.
year.:A'13
month
period.

'September let.

BHREADMIT.02: '  P-
Readmisslon to Community Hospital for
Mental Health Conditions at 160' days by
Subpopulation . . .

.Measure : '

January 1 of
the prior SFY
to June 30 of.'

!tho
rheasuremeht
year. An 10
month period '

Septem^ber 1st ! ;

'bhsurvey.01 ; u ■" :Behavloral Health Satisfaction Survey:
Annual Report'

Narrative
Report- Ahhual^ !June30th;

BOARDGERT.Ol. U MCO Network Board Certifkatiori Report Table Annually " July 31"

CAHPS_A.Ol • ' c
'  f •'

Adult'CAHPS: Validated Member. Level Data.!
Rle(VMlDF) Data File!

Standard-
;HEDIS
-schedule'

May30: ; 5/80/2049 ^

: CAHPS_A.02 c f , Mult CAHPSi.Validated Member Level Data
■Rle:(VMLDF)-layout DotaRle

Standard
HEDIS ;
schedule

:May90 5/80/2016 ... . . 1

CAHPS_A.03 u
Adult CAHPS: Medicald Adult ^ryey Results
Report : Report

Standard
HEDIS .
schedule ...

June 30

CAHPS_A.04 :  P- Adult CAHPS; CAHPS survey Results-wlth
Confidence Intervals • Data File ;

.Standard!
; HEDIS
schedule

July is ;; .

:CAHPS_A.05 •

:Adult CAHPS: Survey Instrument Proofs -
xreated by Survey Vendor : ; Report

Standard
HEDIS
schedule

February 20

CAHPS.A_ALL ' ■  ■ u- Adult CAHPS: CAHPS S.OH CoreSurvey •
Adults.: - • ; - Measure.

Standard
HEDIS .
schedule

Junesdth-

5/24/2018 4:;3PM
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Exhibit O - Amendment^OS

NH Medicaid Care Management Quality and Oversight Reporting - SFY 2019

Repoiting;Reference 10
Changefor

2019

Requires

Subpopulation

Breakout

Name- •Typo-
Mqasura

Dato'Poriod

Stsfldard bue

Date

PIret Date

Required
far New er ■

Chenge

Date of test

Required
- Submisflohfer

■ Retired

CArtPS_C_ALL -u

child CAHPS: CAHPS S.OH Core and

Children with Chronic Conditions Survey •
Children

Measure .

Standard

'HEOIS >
-schedule

JuneSOth

:CAHPS_CCC.01 c
Child w CCC CAHPS: Validate Member.
Level Data File (VMLDF)

Data Pile

Standard

HEDIS

schedule

May 30 mmm

CAHPs_a:c.o2 c
Child w CCC CAHPS: Validated Mombor

Level Data File (VMLDF) • Layout : Data File

Startdaiid

HEDIS

schedule
May 30 9/30/201I-

CAHPS_CCC.C3 • u
Child w CCC CAKPSi Medicaid Child with

CCC ' CCC Population Survey Results Report Report
. Standard.

'HEDIS

schedule

June 30

: CAHPS_CGC.04 u
:Chiid w CCC CAHPS: Survey Results with
rConfldence Intervals - Chlld;Wlth CCC

Data File

Standard

HEDIS

schedule

Jiity 15

CAHPS_CCC.05 - u
Child w CCCCWfPS: Survey Instrument
Proofs created byiSurvey Vendor Report

Standard

HEDIS

schedule.
Fobrunry28

CAHPS_CGP.C3 u

Child w CCC CAHPS: Medicaid Child with

CCC ̂'General Population Survey Results
Report

Report

Standard

: HEDIS

schedule

June 30 -

CAHPS_CGP.04 u
Child w CCC CAHPS: Survey Results with
Confidence Intervals - General Population

Data Flic

Standard

HEDIS

schedule

:July 15

CAHPS_CPA_SUP.101 -U

In the last 6 months; did you need any
treatment or counseling for a personal or
family problem? (Screening Question for
CAHPS_CPA.SUP.102)

iMeasure

Standard

HEDIS

: Schedule

Julv:i5th

CAHPS_CPA_SUP.102 u
Adult CAHPS*: Ease In Getting Treatment or

Counseling: Usually or Always: Measure

Standard

HEDIS

schedule

July 15th

CAHPS_CPA_SUP.112 R

:ln the last S.mbnths, didiyou have a health
problem for which you needed special
medical equipment, such.as a cane, a
' wheelchaih or oxygen equipment?
(Screening Question for
CAHPS_CPA_SUP.ll3)

Measure

Standard.

HEDIS

Schedule

July:l5th 7/i§/20l0

5/24/2018 4:13 PM
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Exhibit O - Amendment MS

NH Medtcald Care Management Quality and Oversight Reportiog -SFY 2019

:Re^rting;ltef^ence.ip-

CAHPS CPA SUP-W3

CAHPS CPA;SUP.231:

CAHPS CPA SUP.232

CAMPS,CPA_SUP:233

CAHPS CPA SUP.234

ptange:fof;

:-U

Requires

Subpo'ptilathm;
: "■''.Breakout^'-."

Name • ■
■••xv A-'-.

Adult CAMPS*; Ea^ In Getting Spedal
Medical Equipment: Usually orAlways

Adult CAHPS*: Days to Get; Appointment;
When Care Needed Right Away

Adult CAHPS*: DPys to Get Appointment For
Check-up or Routlhis Care

In theJast 6 months, did you needure
during evenings, weekends, or holidays?
(Screening Question for
CAHPS_CPA_SUR.234) : :
Adult CAHPS*; Getting Needed Care from a
:boctor's Offlce;or Clinic Durlrig Evenlrigs.
Weekends, or Holidays ♦ Usually or Always

rTypel

Measure

Mdasure

Measure

Measure

Measure:

- Mdosuro. i
;^botd Portbd vj

Standard-
HEDis
sdiedule
Standard
HEOIS ;
schedule
Standard
HEDIS
schedule

Standard:
HEDIS -
Schedule

Standard
HEbIS
schedule

Standard Su&;

June Sbth

July ISth

July ISth

July-lSth

juiy 15th

First bate

vferNewer^-'
;■ dianga- '

.DateeHest.;.

KSUbmTHl^^r

?/l§/291:6-

CAHPS_CPA.SUP.90012
1  '

CAHPS_CPA_SUP.90012
2

;u:
Adult CAHPS*; Personal Doctor Had Medical
Records or Other Infdrrnatlon about Care:
Usuallyor Always " ^

iMcasure-
Standard
HEOIS
Schedule

July-ISth

In the last 6 months, did you get care from
more than one kind of health care provider

;0.r use more than one kind of health care
service? (Screener Question ft! for

:CAHPS_CPAi:SUP.900l24):

Measure
Standerd
HED\S
Schedule

July 15th

CAHPS_CPA_SUP:90012
3  •• ••

CAHPS_CPAiSUP.90012
4-

CAHPS.CPA^SUPiTBDOS

,5/24/2018 4:13 PM
Page 6 of 34 :

In the last 6 months; did you need help
from anyone In your personal doctors
office to manage your care among these
differerrt providers ahditervlceis? (Screener:
Question #2 for cAHPi5lCPA-SUP.^bl24)

-Measure
Standard
HEDIS
ischedule

Wult CAHPS*: Personal Doctor Provided
^Hetp Needed to Manage Care Among-. -
iDlfferent Providers and Services: Usually or
'JUways -. . - : • •

Measure
Standard
HbiS/
Schedule

Adult CAHPS*: Knowiedgo of Health Plan
Complaint: Process iMeasure

Standard
HEDIS :

iRhedule

July'15th

July 15th

JulyilSth 7/15/2011
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NH Medicaid Care Management Quality and Oversight Reporting - SPY 2019

-.Reporting Reference ID
Change for

2019

Requires

-  .Subpopulatlon

Breakout

. Name- •  Type
MQQBura

Data Period

Standard Due -

Date

First Date

ftequlred
for New. or
Chanse

Date of Lest
Required

SubfRlsslen for.

Retired

CAHPS_GP_SUP.23l U
Child CAHPS*: Days to'Get Appointment
Whsn!Care Needed Right Away!

Measure ;

Standard

iHEDIS .
schedule

JulyilSth

; CAHPS_GP_SUP.232 U
Child CAHPS*: Days to Get Appointment For
Check>up or Routine Care

Measure

Standard

HEDIS

schedule

:iuly 19th

CAHPS_GP_SUR.233 u

In the last 6 months, dldiyour child need
care during evenings; weekends, or
holidays? (Screening Question for
CAHPS..GP_SUP.234)

. Measure

Standard

HEDIS

Schoduie

JulyiSth

.CAHPS_GP^SUP.2i4 u

Chlld'CAHPS*; Getting Needed Care from a .
Doctor's Office or Qlnic During Evenings,
Weekends/.or Holidays • Usually or Always

Measure

Standard

HEDIS

schedule

.JuMSth

CAHPS_GP^^P.900120 ; u

Child CAHPS*: Personal Doctor Had Medical

-Records or Other Information about Child's
Care: Usually or AKvays

Measure

Standard

HEDIS

Schedule

iuly I5th

CAHPS_GP_SUP.990096 u

In the last 6 months, did anyone help
coordinate your child's care? (Screening
Question for CAHPS_GP.SUP.990097 and
CAHPS_GP_SUP.990098)

Measure

Standard

HEDIS

-Schedule

Ju^.lSth

CAHPS_GP^SUP.990097 u
Child CAHPS*: Who Helped to Coordinate
Child's Care

Measure

Standard

HEDIS

schedule

ifulylSth

CAHPS_6P_SUP.990098 u

Child CAHPS*:.Satlsfactlon with Help

Received to Coordinate Child's Care •

Satisfied or Very Satisfied

-Measure

Standard

HEDIS ..

schedule

iuly 15th

CAHPS_GP_SUR.TBD02 N
Child CAHPS*: Knowledge of Health Plan
Complaint Process

Measure

Standard

:hedis -

schedule

JulyiSth 7/15/2019

iCARECOORD.Ol u X
Percent of Members Receiving Care
.Management Services by.Subgroup

Measure Quarterly
4 months after

the end of the

; data period.

CAReCOORD.03-; u

Quality Assessment; Referral to Case

Management for All Infants with a Diagnosis'
of Neonatal Abstinence Syndrome

' Measure quarterly
4 months after

the end of the

quarter

-

5/24/2018 4:13 PM

Page 7 of 34



Exhibit O - Am;endment;#09
;NH Medlcaid Care Management .Quality and Overslght Reporting .-SFY 2019

Reporting R^rence ID
Change for-

..2di9:\

Requires

Subpopula'tlpn
•''■■Brealtbut • -

•.Nam.aj • • •iTvpe^ ' ^.MQ8cu.re - ; . Standard by?:.
' ■-V'.bate.:- '

- RmBate ..
.... Squired,
.'.fef Newef./.•
'  ehanae .

Bata aftast ..
.  ;;Requlfed':.:v

^Subfhrssisn'feF
Ritlrtd

CAREMGT.Ol . :  .U:

Care Management Plan: including PIsn to
Assess and Report oh the Quality and
Appropriateness ofCare Furnlshed'to
Members With Special Health Care Needs

•Plan :N/A May ist: ;

qAREMct-be u 'Special Needs Assessment Report Tabie' Monthly

: 19 days ofterth.e
rendofthe:;;-:.
reporting :
enrarter

CAREMGT.20 •u-
Medicald.Care Management Program
Comprehensive Arinual Report;;.

;-Narrative;
arid
.Analytic ;
■Report

.Agreement:
•yoar

August 90

CLAIM.Ol u
Timely Professional and Facility .Medical
Claim Processing .. Measure. '

Numerator
and
derierpinator ;
calculated
dolly/ .
summary;

ifheasure
: reported
monthly

' 90 calendar days
after end of
reporting period ^

:CLAIM.05;. . u  .. .
Claims Quality: Assurance:- Claims
iPrbcesslngAccOracy

Measure Monthly
: 90 calendar days
.after end of
repoitinajerlod

CLAJM.de u;
Claims Quality Assurance; Claims Payment '
Accuracy

.Measure: . Monthly
90 calendar days .
after end of
repdrtihg period

CLAlM.d? ■  u-
Clalrris Quality Assurance: Clalrns Financial '•

..Accuracy
Measure •Morithly

90 calendar days:
.after end of .
'reporting period

:CLAIM.08: ' u [Interest onjUte'Pald Claims;' Measure Monthly
- 50 calendar, days
;Bfterend of; ; ;
reporting period;

5/24/2018 4; 13 PM
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Exhibit O - Amendment #09

NH Medicaid Care Management Quality and Oversight Reporting - SPY 2019

-Reporting Ref^ence ID
Change, for

2019

Requires

Subpopulatlon

Breakout '

•; Name
Moasure

OfltoPorlod.

Standard Due

•  ■ -Bata

Piffit Bate

Required
. for New er

Ohanse

Date ef Last

• Required
• Submlssienfer.

Retired

:CLAIM.09 U
Timely Professional and Paclllty Medical
Claim Processing: Sixty Days of Receipt

Meoiuro

Numerator

;and
-denominator

calculated

dally/
lummary

measure

reported
monthly, ...

'80 calendar days
:after end of

ireperting period

CLAIM.IO u
Claims Payment Quality Assurance
Corrective Action Plans-

flan N/A As needed

CLAIM.ll u

iProfesslonal and Pacllity:Medical Claim:
Processing Results - Paid/Suspended,
Denied

Measure

Numerator

and

denominator '

calculated

dally/
summary

measure

reported .
monthly.

50 calendar days
after end of

reporting period

CLAIM.17 u Average Pharmacy Claim Processing Time Measure Monthly
50 calendar days

; after end of
reporting oerlbd-

CLAIM.18 R

;HIgh Risk Provider - Professional and Facility
Medical Claim Processing Results by
Provider Subgroup

. Table Monthly
:50 calendar days
after end of

reportlnn serlod

No

Submissleni

Reauired

CMHeOIR£CrPAY.01 :N.
Community Mental Health Center Direct
Payment Report

Report :TBD TBD: TDD

CMS_A_ABA U

Adult 6MI Assessment (CMS Adult Core
Set). Age breakout of data collectcd.for
HEDIS measure

Measure CY September 90th.

5/24/2018 4:13 PM
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Exhibit O ~ Amendment #09:

NH Medlcaid Care Management Quality and;0verslght Reporting SFY 2019

Reporting Reference ID -
Change.for

:.20i9;.

Requires

:  Subpopulatiqn

••-■•Breakout'" .
Name- ^Typb; .. Mopcura

•;-p8tpt'cribd-."
; "StondardOud-^ •;

PIretOcte
. Re.qutred
.fer.Newe//.

change

Date of last .
.. i.-Requlred. •.
-'Subrfilnien'fer-'

Retired

CMS_A_AMM.01 u . .
..Antldepressant Medication-Management:
EffMtlvc Acute Phase Treatment (CMS .
■^ult Core Set) •

Measure^

May 1 of-the .
yearpriorto ;

:tha
measurement.
year toQctSl:
of the
mdasuroment;
year.

.September SOth-

■CMS_A_AMM.02 u  • • •
Antldepressant Medication Management: -
Effective Continuation Phaise Treatment'
;(CMS Adult; CoreSet)

Measure

May 1 of the .
.year prior.to,
•the
'meaBuremeiit
year toOct31;
of the
measurement;
year.':

-SeptemberSOth.

CMSiA_AMR . N:
Asthm'a Medication Ratb (CMS Adult Core
Set): -- Measure; Calendar Vaar September 30th ; :0/30/201S

CMS_A^BCS •U
Breast Cancer Screening (CMS Adiitt Core
Set)- —

.Measure :2CY September 30th >

:CMS_A_CBP. u
Controlling.High Blood Pressure (CMS Adult
Core Set). Age breakout of data collected
:for HEDIS measure ' "

Measure Cy... ^September 3bth;

CMS_A_CCP.01
u

Contraceptive Care - Poistpartum Worhe'h: •
Most'or Moderately Effective CbhtrBceptlon
> 3 Days by Age Group (CMS Adult and Child
Corefets).

Measure CY September 30th

; CMS_A_CGP.02 u

Contraceptlye Care - pdstpartum Wotnen: -
Most or Moiderately Effective Contraception
-'60 Dayis by^e Group (CMSAdult and:
Xhiid Core Sets) '

Measure a- -; :teptembefSOth:

CMS_A_;CCP.03': ' ■  ;u:

Contraceptive Care-^-'Postpartum Women:
Long-Acting Reversible Method of- ■
Contraception (LARC).f 3 Days.by.il^
Group (CMS Adult and Child CdfO ^U)

'Measure- ' CY Septembe;r SOth .

5/24/2018 4:13 PM
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Exhibit O - Aniendment#09

NH Medicald Care Management Quality and Oversight Reporting - SPY 2019

-Reporting Reference ID -
Change for.

2019 '

Requires

;  Subpopulation

Breakout

Name • ,. Type.
Measure

: Data'Period

Standard Sue

' Date

PiFSt Sate

Required
_ far New er-.

Change

Bate ef tast
. Required
Submlsslen fer-

Ratlrafi

CMS_AjCCP.04. U:

Contraceptive Care - Postpartum Women;
Long-Acting Reversible Method pf
Contracept(on.(LARC) - GO.Days by Age
Group (CMS Adult and Child Core Sets) -

Measure iCY September 90th

• CMS^A.CCS. R
:Cerv[cal Cancer Screening fCMS Adult Core
Set)

Measure aa September 30th: 9/30/2016

.CMS_A_CDF U

Screenlng for Clinical Depression and
Follow-'up Plan by Age Group (CMS Adult
and Child Core Sets) -

Measure: d September 30th ;

CMS_A_CUOB N
Concurrent Use of Opioids and

:6enzodIazeplnes
Measure Calendar Year September 30th 0/30/201S

CMS_A_FUA.01 C

;Follbw-Up After Emergency. Department:
Visit for Mental Illness or Alcohol and Other

Drug Dependence; Within 7 Days of ED Visit
(FUA, CMS Adult Core Set)

Measure CY September 30th'

CMS_A_ FUA.02- C

Follow-up After Emergency Department
Visit for. Mental Illness or Alcohol and Other-'

Drug Dependence: Within 30 Days of ED-
Vlslt (FUA. CMS Adult Core Set)

Measure iCY September 90th '

■ CMS_A_FUH.01 R

Follow-Up After Hospltalizatlon for Mental
Illness: Within 7 Days of Discharge (CMS
Adult Core Set)-

Measure cy:^ ■ ■ ^September 90th 9/10/2616

CM,S_A_FUH.02 R

Follow-Up After Hospltalizatlon for Mental
Illness: Within 30 days of Discharge (CMS
Adult Core Set)

/

iMeasuro CY SoptertiberSOth . 6/30/2016:

. CMS_A_HA1C U
Comprehensive Diabetes Care;. Hemoglobin.'

•Alc'.Testing (CMS Adult Core Set)
Measure CY September 30th

:CMS_A_HPC U
Comprehensive Diabetes Care: Hemoglobin
AlC Poor Control (>9.096) .

Measure CY- . September 90th

CMS_A^HPCMI •u-

^ -Diabetes Care for People.w{th:Serious
Mental Illness: Hemoglobin (HbAlc) Poor
Control (>9.096) (CMS Adult Core Set)

Measure . CY September 30th .

5/24/2018 4:13 PM
Page 11 of 34.



Exhibit O - Amendment #09

NH Medicald Care Management Quality and Oversight Reporting - SP^ 2019

Reporting R^erence'lD '
Change:for
.  2pl9

Requires

'  SubjMpiilatlon .
•■■■ Breakbut,'"

•"-•'v.'' -Nawo..-/'. • -./• .iTVpe:.
•  ̂ -MoMuro !

.OatoPorlpd"
;  StandBrdpue
'  . Bate; ""

PIrst.Date
. Required

j .fer Newer,!!
Qiahae' •

Bate ef Last
; Required

-pdbmlissieh fer '
Retired

CMS.AJFT.Ol !u;
Initiation 8i Engagen^ent of Aicohol & Other
Drug Dependence .Treatment; jhitiatlon
(CMS Adult Core SQt)V Age breakout of data
cbiiected forHEOiS measure

Measure ! September SOth •!

.CMS_AJET.02; u  •

:initiation &'Engagement of Aicohoi & Other
:Drug Dependence Treatment:! Engagement
•(CMS Adult Core Set). Age breakout of ddta
collected for HEDiS measure

Measure CY; ; j^ptemberlO^!

CMS_AJNP_Pai01. ^  u-
Diabetes Short-Term CompIlcations '
Admission' Rate per. 100,000 Member
Months (CMS Adiiit Core Set) . ,

. ;Measure. .. .CY September SOth .!

:CMS_A_INP^PQI05 u

Chronic Obstnjctive Pulrnonary Disease;
(COPD) or Asthma in Older.Aduits
Tttlmission Rate per 100,000 Member
:Months (CMS Adult Core fet)

Measure CY ;SeptemberSOth'

CMSj.A_tNP_PQ|08 u
Heart Failure-Admission Rate per 100,000
Enrollee Months (CMS Adult Core Set) ;-Measure a September SOth .

CMS_AJNP_PQJ15: .  --u.
Asthma:in;Younger Adults Admission Rate
per 100,000 EnroIlM Months (CMS Adult
Core Set)

Measure :CY September SOth ;

:CMS_A_MPM.bl u

Annual Monitoring for Members on
;Anglotensln Converting Enzyme (ACE)
inhibitors or Angiotensin Receptor Blockcrs
:(iiAB)(CMS'Aduit Core Set).. .

Measure CY- 'September Sbth-

CMS_A_MPM.02 'u Annual; Monitoring for Members on DIgoxin .
(CMS Adult Core Set)

' Measure. ' a SeptemberSOth

CMS_A:;MPM.03: -  ;u;
Annual Monitoring for Members on Diuretic;
(CMS Adult Core Set)".

Measure;;-' ■Of September SOth :;

CMS_A_MPM.04 u  .

Annual Monitoring for Patients on .. .
Persistent Medications (Total) (CMS Adult
•CoreSet) • :

Measure; CY.' bptember 90th;

CMS^A_-MSci01 .  :-U-

;CAHPS: Medical Assistance with Smo)(ihg
andTobacco'Use Cessation! Advising •'
Smokers and Tobacco Users to.Qiiit (CMS
Adult Core Set) Ages 18 to 64, 65-f.

;Measure CY September 30th .

5/24/2018 4:13 PM
Page 12 of 34-



Exhibit O - Amendment #09

NH Medicald Care Management Quality and Oversight Reporting - SPY 2019

Reporting Reference ID
Changefcr-

2019-

Requires

-  Subpopulation

-  Breakout

Name- . Typo
MoQSuro

.  .Dote Period

Standard E)ue

DatQ

Soptomber 30th :

First Date

Required
. for New er

Change

Bateefust .

Required
.Submlssienfer-

Retlred

CMS_A.MSC.C2 U

CAHPS;: Medical Assistance with Smoking
and Tobacco Use Cessation: Discuhing
Cessation Medications (CMS Adult Core Set)
Ages 18 to 64; 65+

Measure :cy

CMS_A_MSC.03 U

:CAHPS; Medical Assistance with Smoking
:and Tobacco:Use Cessation: Discussing:
Cessation Strategies (CMS Adult Core Set)
Ages 18 to 64, 65+

Mcasiifo CY- September 90th

CMS_A_OHD U"

Use of Opioids from:Multlple Providers at
High Dosage In Persons WIthout.Cancer:

Opioid High Dosage (CMS Adult'Core Set)
. [Measure :CV September 90th .

CMS_C_BHRA.01 R
-Behavioral Health Risk Assessment for

Pregnant Women (CMS Child Core Set):
Measure CY . September 30th

Ne Punher
§ubmis§lens

Required

CMS_C_BHRA.02 R

Behavioral Health Risk Assessment for

Pregnant Women (CMS Child Core Set) •
Individual Screening Rates

. Table CY September SOth'
Ne Further

§ubmls§l§n$

Required

CMS_C_CCP R
Contraceptive Care - Postpartum (CMS •
Child Core Set)

Measure; CV September 30th 9/30/2017

Ne

Submisilens

Required"
New

submitting via -
CMs^ecp.oi •

CMS A CCP.04

CMS_G_DEV ;U

Developmental Screening In the First Three .

Years of Ufe (CMS Child Core Set)
(Administrative only data for 9/30/2015
report)

Measure - ■CY September SOth

;CMS_CCW.01 N

Contraceptive Care - All. Women Ages 15 -
44: Most of Moderately Effective
.Contraception:(CCW, CMS Adult & Chljd
Core Sets]

Measure .September SOth 9/30/201B

CMS_C_SRA R

Child and Adolescent Major Depressive
Disorder: SuIddeiRlsk Assessment (CMS
Child Core Set]

-iMeasure CY September 30th 9/30/2017 :
Ne
Submisslsns
Required

COMMUNICATiON.Ol u. Communications Plan; Plan :N/A Mfivlst
•

5/24/2018 4:13 PM
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Exhibit O " Amendment#d9;
:NH Medicaid. Care Management Quality and;Oversight Reporting SFY 2019

^iRiepoiting R^erence ID ; Changefpr-
Requires

i. SubfMputation-
'V.Mbasure-
ODo'tdiRQ^od-;-;'

'  Standard DuOn
-Flrst.Date.

,  .Rejiulr^.

• " Change- -

.' ..Sate'ef Lest..
-/-./'.flequlredv";;'
f&uyminlln;fdr

CULTDRALCOMP.Ol •• :U: Cuitu ra F Competency Strateg Ic ?l ah -Plan N/A Septehnber 90th

iOEMGPROF.Ol u ̂ • :
Community Demographic, Cultural, and
EpIdemlolo'siciPrbflie: P'referried Spokoh;
jLanguage •

Measure.

July 1 (for :
•Initial •"
tubmliilon

use any date '
prlorto due :
date):
Annually- •

September 90th:

DEMGPROF.OS " U:
Communi^ Demographic. Cultural; and
Epldemlologlc Profile; Ethnicity

Measure

JUIvKfer'
:lnttlal

;8ubmlssldh ;
use any date
prior.to^ due ;
date) ;

September 30th -'

Julvi:(for
Initial'

DEM6PROF.04: :,U:
Communl^ Demographic, Cultural, and
Epldemlologlc Profile; Race

:-Measure:
submission

liseanyidate :
prior to due- -

:date)

September 30th :

OSH.Ol U Disproportionate Hospital Claims Report Table,
Hospital Fiscal
Year;

pecemberlOth:

bUR.01 • u  :
:DiMg Utilization Review (DUR);Annual -
^Report

Report; ;
Federal; Fiscal :

Yeisr -:
June 15th;

EMERGENCYRESRONSe.

01 , .
■  u Emergency Response Plan Plan N/A May in

EPSpT;20 . 'U-
Early and.Perlodic Screening, Diagnostics,
Treatment (EPSDtiPian •Plan N/A Maylst:

FWA.02 U
Fraud Waste and Abuse Log: FWA Related:
:to Providers:-

Table Monthly
.30 days afterthe
endoftho: . .

'month

FWA.04 u  "■ -Fraud Wastc-and AbusieioQ; Date of Death
Report: Table '• MbhthtV

30 days afterthe
ahdofthe-
month

FvyA:Os: ; • :U: Fraud Waste and Abuse Log: Explanation Of'
Medical Benefit Report: Table i^arteriy:

30 days after the ̂
end;efthe
Quarter: :

-5/24/2018 4:13 PM
•Page 14of'34: -



Exhibit 0 - Amendment #09

NH Medlcaid Care Management Quality and Oversight Reporting - SPY 2019

.Reporting-Reference ID
.Change for

2019*

Requires

■  Subpopulatlon

Breakout

>  . Name. Type
Measure

-Date Period

.  .^ondardDue
Date

First Bate

Required
for Newer

Chanee

Date ef last

Required
Oubmlssion for.

Retir^

FWA.07 'R Provider Inappropriate Use of Modifier 59 Table •Quarwrty:
'50 calendar days
after end of

reportlfifl period

Ne

'Submissions
Reaulred

.FWA.20 U
Comprehensive Annual Fraud Waste and
Abuse Summary AnnualReport

Narrative

Report

Agreement

Year:
.SoptemtMr 30th

eRIEVANGE.Oi: u
Grievance Dispositions Made Within 45
Calendar Days Measure C^arterty

: 2 months after

ihoiondofthe'

quarter
—

GRIEVANCE.02 c
y Grievance Log Including State Plan / 191SB

Waiver Flag
Table

Quarterly

(Last Monthly
Submission.

Due

7/15/2016)

15 calendar days :
aftertho end of

.thequarter
10/15/2018

./

GRIEVANCE.03 u Member Grievances Received Measure QuartoHy

2 Months

followlnB the
end of the

measurement

quarter

HEDIS.01 u HEDiS Roadmap Report .
Standard

: HEDIS

Schedule
February %

'HEDIS.G2 U  - . HEOIS Data Filled Workbook- Data RIe

Standard

HEDIS

Schedule
June 30

HEDIS.03 u HEDIS Comma Separated Values Workbook ; .Data File

Standard

HEDIS

Schedule
June SO

_=—

. HEDIS.04 u
NCQA HEDIS Compliance Audit'" Rhal Audit. • •
Report Report

; Standard

HEDIS

Schedule
July 31

HEDIS_AAB u
Avoidance of Antibiotic Treatment In Adults

iwlth Acute iBronchltIs ^
Measure a: ' -June 30th.

HEplS.AAP -U-
Adults' Access to^iuse oO
Preventive/Ambulatory. Health Services -Measure cv June.SOth

HEDIS ABA -u Adult BMI Assessment ^Measure cv" June.30th

5/24/2018 4:13 ,PM
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'Exhibit 0AmendmentMS:

NH Medlcaid Care Management Quality and:Oversight Reporting r SPY 2019

;Reportlne Reference lO
. Change for'

-.2019

R^ulres

Subpoi)Ul^lon
Breskbtft- '

:  ; '; : Name-,;; . . •.;.,.:Typd; .
,; Mpasuro
• bota.f^riPd
.  ... f

:  .^ofMlerdeue;
Flm Sate

Rsgulrpd.
f.for Nbwpp

ChanRR

Batapfi^^
-' :R8qulr§d^.;..;.
^:8ubm!eBIdn,f!ii^'^

•HEDis.Apb.di; u
follow Up Gareifbr Children Pfescrtbed: : -

•ADHD Medlcatton • Initiation Measure

Ayoflf ■

; itortlng:.!''
•fWarch-Aprll 1-
ofthe yoer
pHorto Che
meesurpment:

year and

ending ' '
February 2B
.oMhe

; rneosurerneiht
'year..

•iunaSOth •

HEDl's_ADD.01_SUB •U' X

Follow Up Care for i^lldren Prescribed
ADHD Medication - Initiation by'
SubiMpiitatlon

'Measure

Aiyear

staging
Maith'April I j
ofthe'yoar
prior to the -
rnoasurement;
i^arand'
iondlng -
Fcbrua^ 28
of the

measurement

year.''

July3l8t

HEDIS.ADO.Oi; u

Follow Up Care for Children Prescribed. -
ADHD Medication • Continuation &

Maintenance Phase

Measure

A'yeaf
starting r
March-April 1;

; of the year • •'
•prior to the : ;
measurement;
year end
ending;
February 28 ;
qftho •
measurement:

year.

.June 30th.

5/24/2018 4:13 PM
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Exhibit O - Amendment #09

NH Medicaid Care Management Quality and Oversight Reporting - SPY 2019

Reporting Ref^ence ID
Change for

2019

Requires
.  Subpoputatton

Breakout

Name ■ . ,  TVpe:
Mossure

Dats Period

..Standard Due
Date

rirst Date

Required
•  for New Of

Chahee

Date ef Last

Required
Submlffiienfer.

Retired

HEDIS_ADD.02_SUB U X

Fbtlow Up Care for Children Prescribed

-ADHD Medication • Continuation &

Maintenance Phase by Subpopulatio.n
Measure.

A year

• starting"
March'Apfil 1
of the year

priortotho
measurement;

year and
ending

February 2S
of the

• measurement,

vear,.

;iUlv 3l6t

:HEDIS_AMB-la u

Outpatient-and Emergency Dept.
Visits/1000 Member Months • Total

iPopulatlon:
Measure a- June 30th

HEDIS_AMB-lb u

Outpatient and Emergency Dept.

Visits/1000 Member Months •

Medicald/Medlcare DuakEllglbles:
Measure CY June 30th

HEDIS_AMB-lc u
Outpatient and Emergency Dept.

Visits/1000 Member Months • Disabled
Measure a June 30th

. HEDIS_AMB-ld u

Outpatient and Emergency Dept.
Vislts/lOOO Member Months • Other Low
.Income

Measure CY :June 30th

HEplS^AMM.Ol u

Antldepressant Medication Management •

Effective Continuation Phase Treatment -
Adults

-Measure:

May 1 of the ;
year prior.to
the

measurement

iyeor toOctll
of the

measurement.

year.

JuneSOth.

S/24/2018 4:13 PM
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Exhibit b - Amendment M9;

:NM Medlcald Care Management Quality and;Overslght Reporting -SPT 2019

Reporting Reference to -
Change, for

.. 2019

Requires
Subpopulatlon

■  Breakout :

Name.; : .  -Tvpo^
^Mdosura

l Dotd.F^riod '
i  .Stendard.Due

pdtQ.'

First.Oate

Rei^ulred
. - for Niw' or .•!

Change

SateefUst.

'Required
• Submiisleri for'

Retired '

HEDIS_AMM.Oi_SUB U •  X

.Antldepressapt Medication Management •
Effective Continuation Pha^ Treatment -

Adults by Subpopulatiori ; ;
Measurp

May 1 of the
•yearprlortb" ;
•the

rheasuromcnt;
yearto'Oct 31:
of the

measurement;

year.

.JulySlst :

HE0IS_AMM.02 u
Antldepressant Medlcatlon.Management -
Effective Acute Phase Treatment - Adults

Measure

Moylofthe
.year prior, to.
the

rheosuremeht'.

yearto:Oet31:
of the

measurement:

year.-

-June 30th

HEDISlAMM.02_SUB u X

Antldepressant Medication Manascment • .
Effective Acute Phase Treatment • Adults

bySubpopulaticn

Mpasure

May 1 of the
yearprlorto '

;the

: measurement:

year to pet 31:
of the ̂ _
measurement.

year. -

July silt

HEDIS AMRJ^ u Asthma.Medication Ratio (AMR).: . Measure ■ CY .... June.Spth.

HEDIS_APC •;U
Use of Multiple-Concurrent Antlpsychotlcs
in Children and Adolescents

:Measure ' CY June.Sfth

HEDIS_APM •  -u;
MetatwIlciMonltdring for Children aiid
Adolescents on Antlpsychotlcs . ..

-Measure. : Annually ■ June-aoth:

:HEDIS_APp: u
UseofFlrst-UnepsychowclalCarefor
Children arid Adolescents oh Antlpsychotlcs

Measure CY:■ : Juno 30th:

HEOIS.APP^SUB u X' . ,
Use of FIrst-LIhe Psychosoclal Care for ;
Children arid Adolescent's on Andpsychotics.
by Subpopulatlon

. .Measure'. . CY " . . ■jiilyairt "

HEDIS_AWC :U- Adolescent Well Care Visits Measure' CY June-30th:

HED!S>CS u; Breast Cancer Screening • Age 50-74. Measure: :2CY ■ ■ June 30th.

-5/24/2018 4:13 PM
-Page 18 of 34 .



Exhibit O - Amend ment #09

:NM IVIedlcaid Care Management Quality and Oversight Reporting - SPY 2019|

-Reporting Refmnce ID
Change for

'2019

Requires

:  .Subpopulatlon'- >.

Breakout

.  .*Name. . . .  TVPO-
Mdssure

• Ditb Period- ■'
' Standard Due.

•. Dete -

First Date
Pequif^ .
for Nettfor !

Chanee

DateeftdSt.
Required

•Submission fw-.-
-Ratire'd

HEDIS^BCS^SUB. .. . ;U X
Breast Cancer Screening • Age 50'74:by
Subpopulatlon - Measure . . :2CV iutyaw

HEDIS CAP
I

U
Chlldfeh and Adolescents' Access To-PCP •
Agel2 Months-19 Years Measure a.. .iune SOth

;HEDIS_CBP U
Controlllng^HIgh Blood Pressure • Ago l6;to

;85- Measure CY:. . June 30th

HE01S_CCS U Cervical Cancer Screening - Age 24^ .Measure' See HEDIS
Soeelfleatlon June SOth -

HEDIS_CDC.01 ;U. Comprehensive Diabetes Care - HbAlc
Testing.. :M.easure " CY JuneJoth

HEDISJ.COC.02 U-
Comprehensive Diabetes Care -iHbAlc Poor
Control (>9%) Measure :CY June 30th'

:HEDIS_COC03 U
Comprehensive Diabetes Care • HbAlc.
Control (<8K)' Measure a June SOth

HEDIS_CDC.04 R Comprehensive Diabetes Care - HbAlc
Control .(<7%) for a Selected Population Measure CY June so"* 6/30/201B

HEDIS.CDC.OS U Comprehensive Diabetes Care - Eye Exam . Measure CY June SOth.

HEDIS_CDC.08 • U Comprehensive Diabetes Care ' Medical
Attention for Nephropathy ' :M'essure June-30th

HEDIS_CDC:10. u
Comprehensive Diabetes Care - BP'Control
(<140/90) Measure CY. -June SOth

;hedis_chl. u
Chlamydia Screening In Women • Age 16 to

:;24- Measure cy:. , June SOth

HEDIS QS.Ol u - Childhood Imrnunlzatlon Status - Combo'2 Measure CY June SOth
HEDIS CJS.02 u- Childhood Immunization Status - Combo 3 Miaasuro CY June SOth
HEDIS CIS.03 V- Chlldhoodlmmunlzation Status- Combo 4 Measure GY June-SOth:
HEDISj.aS.04 ■■ U" Childhood.Immunization Status -' Combo 5 Measure :cY June 30th:
HEDIS as.05 u Childhood Immunization .Status • Combo 6 Measure CY. . ■ June SOth . . -

. HE0IS_CIS.06 u  ... .Childhood Immunization Status • Combo.7 Measure CY June SOth
HEDIS CIS.07 u Childhood Immunization Status • Combo 6; Measure cy- June SOth -
HEOIS_aS.08 u Childhood Immunization Status • Corhbo-9 Measure CY- - -June SOth
HEDIS as.09 U: Chlldhood lmmunlzation Status - Combo 10' Measure • a June'SOth: j  • •

HEDIS as.io :U Chlldhood:immunIzatlon Status - DTaP Measure a June.SOth:
HEOisj.as.li ■  -u . Childhood Immunization Status.- tpy ■Measure ■CY JuneSOth
HEDIS.:aS.12 U Childhood Immunization Status - MMR Measure "CY . June SOth".

S/24/2018 4:13 PM
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Exhibit 0 - Aniendment#b9:

NH Medlcaid Care Management Quality and Oversight Reporting -SFY 2019

iReporting-Reference.lD
Change-fbri

i;., 2019.'/-

Requires

:  Subpopulatlon '  Name- -  Typo.: .MpQ6
• Opto.P

uro

QriodV
:  ̂ '^nderdbiie:

Pipst.Dete
,.Requir^

-i'.ferNewor:-:;
'Chanee.

Dateofyst .
;  "Required : ;

. Submiffilenfef'
Retired !

HEDIS_aS.13 •U: Childhobdiimmurilzatlon Status - HIB -Measure CY June-30th:

HEDiSXIS.l4 u; ChlldKoodlmmunlz'ation Status - Hepatitis B Measure: :CY June lot hi

• HEDIS_a.S,15 u ... .Childhood Immunliatlon Status • VZV .. Measure. CY,, .JuneSOth;.

;HEDIS_CtS;l6 — U
.Childhood Immunization Status-

Pneumococcal ConiuitBte
Measure CY--: :Jun0 30lh -

HEDIS aS.17 u ; [Childhood Imrn'unlzatlon Status • Hepatitis A Measure. CY. ; . . :June30th . .. .

HEDIS_aS.18 .. u. Chlldhood.lmmunlzatlon Status.-. Rotavlrus . :-Measure:. CY June 30th.

HE0.IS_aS.19 : .  ,U: Chlldhopdtmmunlzatlon Status-Influenza : -Measure - CY June SOth^

HEDISJ.COU •  :n: Risk of Chronic Oplold Use (COU) . iMeasure; : ;Annually JuneSO:- '6/30/3019- -:

!heois_cwp U
:Approprlate Testing for Children With
Pharyngitis

Measure

Julylofthe: ̂
year prior to ;
the-

measurement;

year and ends;
on June SO of.

the

measurement

;vear. . ,

iJuneSOth' i

HEDJS.FPC R

Frequency of Qngolng Prenatal Care by.
Percent of Expected Number of Visits

■{<21%, 2l-40<41-60%,^61r86%, >«81%) ^
Measure CY Juno 30"' ; 6/36/2017 ■ ;

HEDIS.FMC . N

;FdIlow-Up After Emergency Department -
A^sit for People With Hl^-Rlsk Multiple ^
Chronic Conditions

Measure CY : . ■Juno30"' ■ ■ 6/36/2019

HEDIS^FUA.01 - • -U;
FclldvKlp-After Emergency Department
Vislt:fpr;Alcohol and Other Drug:
Dependence (wlthln.30.days of the ED visit) i

-Measure iCY June-SOth:

.HEDIS_FUA:02; U
•Follow-up After Emergency Department
.Visit for Alcohol and OtheriDrug
Dependence (within 7 days of the ED\^slt):

Measure. CY:! . .June30th : .. . .

HEDIS.FUH.OI : ,  ;.U:
Follow UpAftorHospltallzation For Mental
illness-7 days ^rMeasure'

January 1.
through. . .
Deeember.l .
dfthe
measurement;

-year

JuneSOth:
...

•5/24/2018 4:13 .PM
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Exhibit O - Amendment#09

NH Medicaid Care Management Quality and Oversight Reporting - SFY 2019

- Reporting'ReferencelD
Change for

2019

Requires

Subpoptilatlon
Breakout

Name • :  -Tvpe Measuro

Date Period

Standard Due

Date

First Date

Required
for New or

Chanse

Date of Last.

Required
Submission for

HatlFBd

HEOIS_FUH.02 U
Follow Up After Hbspluilizatlon For Mental
Illness-30 days

Measure

January 1
'through:
-Docemberl

oftho

moasuremont'

year

.June 90th

HEDIS.FUM.Ol u.

Follow-Up After Emergency Department
Vislt:for Mental Illness (within 30 days of
the ED visit)

: Measure CY JuneJOth

HEDIS^FUM.02 u

Follow-Up After Emergency Department
Vlslt^for Mental Illness (within 7 days of the
ED visit.)

Measuro' !cy iunoSOth

iHEDISJET.Ol u
Initiation & Engagement of Alcohol &.Other
Drug Dependence Treatment: Inltiatroh Measure a Juno 30th

HEDISJET.01_SUB u X

Initiation &'Engagement of Alcohol & Other
Drug Dependence Treatment:- Initiation by
Subpopulatlon

. Measure a Julyaut

HEDISJET.02 ,u
Initiation & Engagement of Alcohol & Other
Drug Dependence Treatment: .Engagement. Measure ■ CY JuneSOth-

HEDISJET.02_SUB u X

Initiation & Engagement of Alcohol & Other

Drug Dependence Treatrhent: Engagement
by Subpopulatlon

Measure CV" JulyilEt

HEDISJMA.01 u
^Immunizations for Adolescents -

•Combination!
Measure CY . :June30th

HE0ISJMA.02 u
Immunizations for Adolescents •

Menlngococcal . Measuro CY June 30th.

HEDIS'IMA.03 :U Immunizations for-Adoliescent - Tdap/Td •iMeasure- :■ :CY June-90th.
HEDIS.tMA.04 U Immunizations for Adolescent • MPV* Measure :CY JuneSOth- 0/30/2017

;hedpsjma:o5. U
.Immunizations for Adolescents (tMA,:Hybrid
Specification): Combination 2 Measure CY- -Juno 30th 6/30/2017

HEDtS LBP U Use of imaging Studies for Low Back Pain Measure CY Juno 30th

HEDIS_LSC :N Lead Screening In CHlldren :Moasuro a Juno 30th -6/30/2016 :

5/24/2018 4:13 PM
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Reporting Referent ID
Changeifbr"

;. 2019.

Requires

:' Siibpbpiilatlon..'
."Breakout- "

..." ; •! -Name- •; _ Tw.Qi ...
.  .Moosuro
dotb.f^rlgd

;  '.Standard due ■.
.'.••doto\-

PIm date
Ro.qui'rrt..-.'

..fqr.Newer-'
.. Chenae

Sate ef Uiet .
.Required

' SuBmitsied fer .
•  Retli^

HEOIS_MMA.01 :—i- •u: Medication Management for People:wlth
Asthma r At Least75% of Treatment Period •

Measure:-: :CY' lunoBOth;

■ H£DIS_MMi<L02 u  ••
.Medication Management for People with .
Mthma - At Least 50% of Treatment Period Moasuro CY ■ "June 30th; '

:hedis_mpm:oi u :::
./^riual Monitoring for Patients on
Persistent Medications- Adults - AC£ or ARB Measure CY.:"- :June30th

HEDIS_MPM.01_SU8;
•

X  . , .
AnnualMonltorlng for Patients on
Persistent'Medlcatlons .• Adults • ACE or ARB
by.Subpopulatlon"

.Measure: CV July-ai^ :

HEDIS2MPM.02. V
Annual Monitoring for Patients on;
Persistent Medications '• Adults'- Digoxin Measure'' :CY JuneJOth;

:HEDIS_MPM.02_SUB U  : X
Annual Moriitorlhg for Patient's on .

.-Persistent Medications - Adults - Dlgoxlhiby
;Subpopulatlon:

Measure CY. "": , -lulyilst

HED1S_MPM.03 .u Annual Monitoring for Patients on -
Pers{stent:Medlcatl6hsAdults • Diuretics

. Measure - . CY JunqSpth

HEblS^MPM.03^SUB ;  -u X  • ;
AnnuarMonltorlng.forPatlentson •
PersIstent:Medicatlon,s - Adults - Diuretics
bySubpoDulatlon-;

•M.wsure; - ■CY" iulyllR-

HEDIS_MPM.04 u
Annual Monitoring for Patients on
Persistent Medications r Adults • Total Rate Measure CY" Jun"e30th.

;H£DIS_NCQA u
.lyi.CO Subml»lpn of Audlted.HEDIS Results
as Submitted to NCQA In NCQA Format Measure CY; ■ : - : June 30th : ; •

HEDIS_PCE u Pha rm^otherapy. Management of COPD
Exacerbation

"Measure- CY June 30th:

HEblS^PCE.OlJU^ - V' X
Pharmacotherapy Management of COPD
Exacie^ation by Sub'obpulatioh. . - Measure - ^ .CY JuiySlst-'

•HEDIS_PCE.02_SUB • •• u  , •  .X
Pharrriac'otherapy Management "of COPD
Exacerbation by Subpoputatloh Measure CY... .Julv31lt

; HEDIS.PPCgi; ^Prenatal and Postpartum.Care - Timeliness;
:of.Prenatal:Care- Measure CY ■ "June30th ^

"hedis_ppc.62 -U -Prenatal arid Postpartum Care - Postpartum
Care"---- ' Measure . . CY " Juhe iOth '

HEOVS_SAA .  ':u: Adherence to Antlpsychotlcs forJndivldualt:
wIth-SchlsophrenIa - Adults Age 19-64 Measure' ' CY Juneldth-

H£DlSj,SMC •  u- Statlh.Therapv for Patients with 1 .. .
Cardiovascular Disease : ... . "Measure " -Annual " JunoBOth-

5/24/2018 4:13 PM
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-Reporting Refermce ID
Change for

2019

Requires

Subpopulatlon

Breakout

Name Type'
Meaeure

Data'Period '
Standard DuQ

Bsta

PIrst Bate

Required
tor New or..

Change

Bete ef test

Required
'Subfhlssien for

Retired

HEDIS.SMD U Statin Therapy for Patients with Diabetes Measure Annual June-30th

HEDIS_SSD u

DIabietes Screenlng'for People With
Schizophrenia .or Bipolar Disorder Who Are
Using Antipsychotlc Medications

Measure CY JuneSOth

HEDIS.UOD N =Use of Opioids-at High Dosage Measure CY June 30"* 6/S0/201Q

HEOIS.URI U
.Appropriate Treatment forChiidren With

Upper Respiratory infection
Measure

July 1 ofthe
year prior to
the

•mensuremeni

year and ends;
on June 30 of

the:

measurement [

year.

June 30th

HEDIS_W15 .U

WeihChild Visits In the first-15 Months of

Life (0 visits, 1 visit,.2 visits, 3 visits, .4 visits,
S visits, 6 or more visits)

. [Measure .CY JuneSOth

HEDIS_W34 U
Weli-Chiid Visits in the 3rd, 4th, 5th, and 6th
Years of Life • Total Population Measure CY' June 30th'

-HEOIS^WCCOI U

Weight Assessment and'CbunseiiriQ for
^Nutrition and Physical Activlty.for

Children/Adolescents • BMi percentlie
documentation

Measure CY . JuneSOth
-  •

HEDIS^WCC.D2 U-

Weight Assessment and Counseling for
Nutrition and Physical Activity for:
Children/Adolescents - Counseling for
-Nutrition

Measure icY JuneSOth-

HEOIS.WCCOS U

;Weight Assessment and Counseling for
•Nutrition and Physicai Activity for

Children/Adolescents - Counseling for
Physical Activity

Measure CY. JuneSOth

HNA.01 U

New Member Health Needs Assessment -

Best Effort to Have Member Conduct a

Health Needs SeifrAssessment
Measure Ciuarterly

Pour months

afterthe end of
tho Quarter

5/24/2018 4:13 PM
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■NH Medicald Care Management Quality and-Oversight :Reporting - SPY 2019

-Reporting Ref^ence ID Changefor■
.. . . 2019 -

Requlr^s
.  Subpopiilatipn .

BreakoDt^-'
.  :

■-MeasufQ..
Period • .

; jStsndsrd.Oub' .
i'" •. OBto-

Flpst Bate
Reqiiir^

'■fer Newer:'
Chanm

Bate efLast...
Required .

SubWeslenfe'r-.
Retir^ :

HNA.07. .U:

New.Member Health.Needs Assessment - ; - ;
MerttberSuccess^Dy. Completed MCO's
.Health NeedSiSelf-Assessment

.Measure \. :Quarter;:;
4 MonthBdfter
endofmeasure ! !
data source time '
period

MNPASC.03: • C :X: '
:lnpatJent Hospital Utilization by Adults-for'
-Ambuiatorv Care' Sensitive Conditions by;
■Subpopulatlon;

Measure Annual!
: 4 months after
:tho!end of: - :
ReoortlnRYear .

4/30/2019

INPUTIL;02 .-U: X

inpatient Hospital Utilization for All
Condldons Excludlng.Matemfty/Newboms
by Subpopulatlon

:.Measure: Quarterly. .
4 months after •
the end of the !
quarter

tNTEGRlTY.Ol :  .U: ProgramrlntegrttyPlan ; .Ptan :N/A Upo'n!rovis(on

. LOCKIN.Ol. u Pharmacy Lock-in Member Enrollment Log: Table. Monthly
30 calendar days

.after end of. .
month

'lOCKIN.03 .u Pharmacy Lock-lh.ActMfy Summary ..Table Monthly
;90 calendar days
after end of
month

MA1KITMED.D2 : ;  "R
Maintenance Medicaitlbn Gaps by ̂ e
Group.

''Measure •Quarterly: • '
3 months after ■
thoehd'dfthe
quarter

No Further
' Submissions
Resulred

: MClSPLANS.Ol; u

Managed Care Information System
:Contlngency:Plans (Disaster Recovery,. :
:Buslness Continuity, and Security Plan): •

Plan: N/A^ : June let

MEMCOMM.Ol: U;
Member Communications: Speed.to
Answer Within 30 Seconds

:'MeBsure:-' : Monthly-
- 20 Calendar days
after-end of
repprttngjserlod!

MEMCQMM.03:.
Member Commuhlcafibns: Calls •
Abandoned '

.Measure .Monthly!.
20 calendar days. !
flfterendof
reporting oeriod

^MEMCOMM.OS u
:Member Communications^ Voice Malls-:
iRetUrned by Next Business Day Measure Monthly

..20 calendar days
after end of

:roDortlnfl period

MEMCOMM.06 •  u-
Member Communications: Reasons for
Telephone Inquiries:

' Measure:' ' Monthly ^
20 calendar days
afteKend of
repbrtins period \

5/24/2018 4;13PM
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NH Medlcald Care Management Quality and Oversight Reporting -SFY 2019

Reporting Reference 10
Change for

2019 ■

Requires

.  Subpopulation
Breakout

Name .Typo
Measure

Data'Period *

Standard Due

•  Date

First Dote

Required
-.for New qr -

ehanse

Date of Last

Required
Submffsten for.

Retired

MLR.D1 •  -u

Medical Loss Ratio Report; NHHPP

Medically Frail, NHHPP Transltiohal, and for .
the Medlcald Care Management Program

Table -(Quarterly:
9 months after

the end of the
quarter

-Msaoi u Medical Servlces'lnqulry Letter Table Monthly
30 Day after end
: of Reporting
: Month

10/3l'/20l7

NEMT.12 u
NEMT Requests Delivered by Mode of
Transportation

'Measure Quarteriy-
2 month after"

end ofTeporting <
period:

NEiyiT.13 u
NEMT-Request Authorization Approval Rate
by Mode of Transportation .Measure lauarterly.

2 months after

end'of reporting :
period

:NEMT.15 u
:NEMT Services Delivered by Type of Medical
iService

Measure Quarterly
.2 months after
end of reporting,
-period

NEMT.17 u

NEMT Scheduled Trip Member

Cancellations by Reason for Member

Cancellation for Contracted Pro^/lders

' Measure Quartctiy
2 months after

enddfreporting
period

NEMT.18 U;

Non-Emergent Transportation Contracted

Transportation & Wheelchair Van Provider

-Scheduled Trip Results by Outcome
Measure [Quarterly

2 months after

end of reporting -
period

NEMT.19 U

Non-Emergent Transportation - Contracted

Transportation &■ Wheelchair-Van Provider
[Scheduled Trips (Excluding Rides for
Methadone Treatment) - Timeliness

Measure Quarterly
2 months efter'

:cnd of reporting
period

NEMT.21 u
Non^Emergent Transportation • Contracted
Transportation & Wheelchair Van Provider
ScheduIedTrips Tirhellness

Measure Quarterly
2 months after
end of reporting ;
period

.0/91/2016

NETWORK.Ol c
Comprehensive Provider Network and Equal
-and Timely Access Seml-Annual Filing:

Narrative
Report

Semi-annual :
45 days after the
end of the semi*
annual period:

2/14/2019

>etwork;o2 u
:C6rrective Action Plan for No'n-Compllance
With Timely Access Standards Plan N/A : As needed

NETW0RK.03 u
Plan to Recruit and Maintain Sufficient
Networks of SUD Service Providers and
Member Access

■Plan
Agreement
Year

Mayist

5/24/2018 4:13 PM
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'ReportlnB Refers co.ip..;
piange:fbr>

V- ,,.2019\

.'Requires

;; Subpopiilatlon. ' -
vBiteakout' '''.'V

•vl.'? ^•;:;Namo"'; Vv*':;';.; V -'"i
:  '.Sf-; -i'-" j' Oatq'Porlod<>

:: .Ston'dBi^ puVv
Fl^.Date

. ..ReqyI.fed.

. " ichanaa'

.  Bate'ef Lset. .

- • v-i-ftequlred/
•-^ubmlhi.on'.fQK'

Retlrea "

N^ORK.iO Corrective Action Rjan-to Restore Provider '
NetworicAdequacy!

■plan ; Semi-annual,..
:As Needed.;

45 days after the'
endbniu teml'-:.
annual 'berlod -

2/M/20W;-

.:NHHDISCHARGE.01 u
New Hampshire Hdspltal'Discharges Where
:Member$ Received Discharge instruction
rSheet •• " i

Measure Quarterty.
'2 months after
:tho:endofthe
: quarter

NHHOISCHARGE^iO U; X  ;

-New Hampshire Hospltal-Dluharges Where
Patient Had a Visit With a Mental Health
Practitioner Wlthln.TCalendar Days of
Discharge by Subpbpulatton

Measure ^arterty'
4'monthi after .
the end of the
quarter; .

"NHHDISCHAR6E.12 u  - •X

New: Hampshire Hospital Discharges Where-:
Patient Had a Visit With a Mental Heaith-
Practitloner Within 30 Calendar Days of
Discharge by Subpopulatlon :

Measure Quartoriy
4 months after •'
iheendof'the

;'quarter .

NHHDISCHARGE.H . U.

:New Hampshire Hospital Discharges With .
Discharge Plan Pfovided tb Aftercare- ' '
Provider Within 7:Days of Member
blschai^e;

: Measure; Quarterty.;
•4monthi8fter' •
the end of the ;■
quarter ;

. NHHDISCHARGE.16' u

NeW'Hampshire Hospital Discharges - NEW ;
CMHC Patient Had An Intake Appointment
-With A CMHC Within 7 Calendar Days of
•Discharge < <

Measure Quarterly
4mo.nthsBfter ;;
rheendof.the •
quarter

...;

!nhhoisgharge.i7 u  .
;New Hampshire HospItafDlKharges MCO
Cbritaets and Contact Atterhpts Medsure Quarterly

;Two months- ':
: after the end of;
the data period

,NHHRi£ADM,rT.05 U' X
Readmlsslon to New Hampshire Hospital at''
30 days by Subpppulatlon : Measure

June 1 of the ;
prior SPY;te; ;

:June 30 Of the:
measurement,
year. A13
month:
period;'

September 1st '

■5/24/2018 4il3 PM
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NM Medlcald Care Management Qualltyand Oversight Reporting-SFY 2019

;Reporting-Referen'ce ID -
Change for.

2019

Requires

:  Subpopulation

ftreakout

Name Typo
MdQSuro

-DatP Period -

Standard Due

Dfl.te

First Date

Required
for New er

Chanse

Date of Last

Required
Submrsslan far

Retired

NHHREADMIT.06 U X
Readmisslon to New Hampshire Hospital at
160 days by Subpopulation

Measure

January lof

;theprlor5FY
tbJune 30 of

the

measurement;

year.;An IB
month period :

'September let

PAYREFORM.01 U Payment Reform Plan Plan N/A Mayist

PAYREFORM.03 u Payment Reform Quarterly Update Report Narrative

Report
Quarwrly

30 days After the:
end of-the

reportlna period :

PDN.04 u

.Private Duty Nursing; RNTlevel Hours-
Delivered aad.Bllled (replaces monthly,
measure)

Measure Quarterly
2 months after

the end ofithe -

reporting period

PDN.05 u

Private Duty Nursing: LPN'H^vel Hours •
Delivered and Billed (replaces'monthly
measure)

. Measure Quarterly
; 2 months after
the end of the

reporting period

PDN.07 'U

Private Duty Nursing: Individual Detail for
Members ReceMhg Private Duty Nursing
Services

Table •Quartoriy
2 months after

the end of each :

quarter.

PHARM PDC u Proportlon'bf Days Covered Measure Ahnuel March 31" 6/30/2016

PHARMQI.Ol u
Pharmacy Quality Improvement Initiative

Plans
Plan Annual Plan -September 90th

PHARMQI.08 u

Safety Monitoring • Use of at Least One
Hlgh-Risk Medication in the Elderly,

. Excluding Medlcare/Medlcald Dual
Enrollees ••

. measure quarterly
2 months after

the end of the

quarter

PHARMQI.09 u

Safety- Monitoring Prior Authorized Fills for - -
Opiold Prescriptions WIth.a Dosage Over
.100, mg

measure. quarterly
2 months .after
tho-end of the

. quarter . .

PHARMQJ.IO u

Safety monitoring of psychptroplcs:
polypharmacY; ADHD, antlpsychotlcs-
(typical and atypical), antJdeprcssants,
mood stabilizers

Table Quarterly
: 2 months after

tho-ondofthe- .

quarter

5/24/2018 4:13 PM
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.ReportlngtReference ID
Change for^
..^.2019.. ,

Requires

i  'Subpopulation
•  ■ Brealcbut ;

. —: Natne ...Typo-. ,
. Mbosura. '

' -Dote'Period-/
:: Stendord Due:

Dote ..v.

Plret.Dato

Ro.quired -
..for New OP

Chense

Date of Last .
.Required .

-Subrhlssleh for
Retlri^ :

PHARMQI.12 U:

Safety MonitoringUse of at Least Two
HIghi-Rlsk Medications In the Elderly,;
Excluding Medlcar^Medlcald Dual-
"Enrollees

measure :: :quarteriv:.

2 months :after -
the ei^ of the

. quarter

:PHARMQ1.13: i R  -

:pptypharmacy:MembersOffered an Annual
iConiprehenslve Medication Review, by. - -
•Completion Status and Age Group

Measure semUannuDlty;
: 2 months after

ithe'end of semk

-annual period-:

2/2^201g
No Further

SubmlHlenf

Required

PHARMQI.IS u;
Potypharmacy Members Offered Annual
Comprehensive Medication Review

. Measure; . SemhAnnual March-Hit .6/30/2016

PHARMQI.16 ' !  (J;
Polypharmacy Members Who Utilized
Annual Comprehenslve^Medlcatlon Review

.Measure iSeml'Arinual March i^st 6/S0/I016: '

:PHARMLrrLM6T.02 U  :

Pharmacy Utilization Management: Generic
. Drug Utilization Adjusted.for Preferred PDL'
;brands

Measure: Quarterly
2 rrionths after

the: end of the

: quarter

PHARMUTLMGT-.03 - u
Pharmacy UtIlizatlon.Managcment: Generic
Drug Substitution; » .

■ Measure - - Quo'rterly-
2monthf after

the end of the

quarter-

PHARMUTLM6T.04 U:
Pharmacy Utlllzatioh Managemerit: Generic .
Drug Utilization

Measure - . iQuBrtorly! .
2 months after

the end of the

quarter

-PIP.Ol R
:Performance IrriprovementjProJect Semh
-Annual Report

Narrative

Report:
Seml-Annuat ^

July 31it and'
iJonuarySlst .

No Further

Submission
Required

PMP.01 .U Program Management Plan . Plan N/A August ist'

POLYPHARM.04 V Polypharmacy: Children >»4 Drugs measure quarterly
2 months after .

the end of the -

quarter '

POLYPHARM.OS U Potypharmacy: Adults 210 Drugs measure quarterly
2 months afte.r
theendofthe

•quarter

PRIVACYBREACH.01 .U: Privacy Breach Notification
. Narrative: .

iReport
As Needed-:

: Preliminary, "
notice within -

one(l)dayof
breach and final ;
detened.notlee ;•
aflerMCO

assessment -

5/24/2018 4:13 PM
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NH Medicaid Care Management Quality and Oversight Reporting - SFV 2019

-Reporting Reference ID -
Change for.

2019

Requires

i  Subpopiilatlon
Breakout

■ Nanie TVpa.
Measure

Date Period '

Standard Due

Dste

First Dste

Required
ter Newer

Change

Date of Last
Required

Submission for

PROyCOMM.Ol. U
Provlder-Comnnunlcattons: Specdito
Answer.Wlthin 30 Seconds

Moasura: ; Monthly .
20 calendar dayi
after end of
reporting oertod

:PR0VC0MM.C3 U Provider Communications:' Calls Abandoned Measure Monthly

20 calendar days
=after end of'

: reporting oertod

PROVCOMM.05 .  U
Provider Communications: Voice Molls

Returned by NextBuslness Day
Measure •: Monthly

20 calendar days
after-end of

reporting period;

PROVGOMM.06 U
Provider Corrrmunicatlons; Reasons for

Telephone Inquiries
Measure : Monthly

20 calendar days:
aftorendof

reporting period

;PROVCOMPLAINT.01 U :Provlder Complaint and Appeals Log Table Quarterly

,2 months after
tho.cnd of the

Teportlng
quarter

PROVQUAL.Ol U MCO Provider Quality Report Card Table N/A Upon reauest

PROVSATlSFACnON.Ol U Provider Satisfaction Survey
•Narrative

Report

SemhAnnual

[First Year,
-Then Annual

Sopterhber 30th :

•PROVTERM.Ol: u -Provider Termlnation Log Table •
As noededor ;

weekly

Within IS

calendar days of
: the notice of

termination or'

effective date, -
whichever Is

sooner..

. PROVfERM.02 U Provider Termination Report Table. " Monthly
I month after

.the end of the
reoortlnfl month.

; PROVTRA1NI.NG.03 U
Community Mental Health Center Staff
Training Plan

Plan N/A :Aprlllst

QAPr.Ol U

Quality Assessment and Performance
Improvement (QAPI) Annual Evaluation
Report'

-Narrative;

: Report
Annual September SOth

5/24/2018 4:13 PM
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'R^rtbig Ref^ence ID Charigerfbr

-• •. - \ %

Requires •

:  - Subpopulatipn. {''Name-- •: / r.. /s i-TVpO^-.
iMbowro-'-ii

:  Pim,Oate^ ■

.  Roqulr^.- ..
:;'f8rNiw'er^^^
.  Channq •

Sa^efLeet,;

fw,'
■' Retir^ "

QAp:r.o2- . . . \i

Quality Assessment and Performance
Improvement (QAPi) Seml-AnnualUpdate : .
Report

-^Narrative ,
•Report - ;Seml«Annual ; March 91st

;QAPi.03 u
■Quality Assessment and Performance;
:lmprovemert (QAPI) Annual Program : ■"
:Descr]ptlon and-Annual Work Plan

Plan: : Annual; :Deeember|ttt

SERVICEAUTH.Ol. . U:
•Medical Service, Equipment and Supply
Service Authorization Timely Deterrnlnatlon-
Rate: .Urgent Req'uests:

Measure: Quarterly-:
2nionthf after:
the end of the
quarter ;

SERV1GEAUTH.02; . R;
Medical Service, Equipment and.Supply
Service Authorization rTlmely Determination^:
Rate: Continued/Extended Urgent Services

.Measure-.; ; Quarterly; . . .
2 months after ;
the end ef the
quarter

8/31/201g:; .

•SERVICEAUTH.P3 u "; •

Medical Service, Equlpmentahd Supply,
service Authorization Tlrhely (14 Day) •
-Determination Rate: New Routine Requests
(excludes NEMT and CorTiplexQIagnostic '
Radlbfogy)

Measure Quarterly
2 months after .
thftendofithe; .

■quarter

SERVICEAUTH.04: - •:u:
Pharrpacy Service Authorization Timely
Determination Rate - :Measure : Quarterly; •

2 months after '
the end of the
quarter"' .

;SERVICEAUmOS c
Service Authorization Determination ■ - -
iSummary by-Service Categpry^by State Plan,
19158 Waiver, and Total Population '

Table Quarterly
2 months after

:the:endof:thQ -
-quarter

SERV1CEAUTH.06.- -u. Service Authorization Denial Detail Log :-Table Quarto^. •
. 2 months after. .
the end of the
quarter

SERVIGEAUTH.08 • •U:

Medical Service, Equipment and Supply
Service Authorization Timely Determination;
Rate: Wew.Routlne Requests That Were,
Extended

-Measure. - :Quarterfy- ;
2 months after ;;
the end of the

-quarter

: SERyiCEAUTH:09 u
'Nurhberof Pharrhacy Prior Authorizations |
iStratlfled By Behavioral Health and Othbr'
Drugs

Measure quflrteriy
' 2 rrionths after
•thfrend of.the-
■quarter

SERVICEAUTH.12: -  :.u:
Complex Diagnostic Radiology Authorization-
Timely (2 Day) Determination Rat'o: Routine;
Requests-.

\-M'easure- ;- Quarterly;
2 months after ;'
the end of the ;
quarter-. ;

;  ; .

5/24/2018 4313 PM
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;Reporting Ref^ence ID
Changefor|
.  2019 .

Requires

!  Subpopulatlon.
Breakout

Name Typo.
Measure

Data Period. '
Standard Btie
.  'Date •

PIret Date

Required
..forNetuof..

Dhanse

Bate efust

.Required
. Submlnlen

Retired

SERVlCEAUTH.lS: U

Medical Service. Equipment and Supply Post-
Delivery Service Authorization Timely (30
Day> Determination Rate

Measure - ; duarteriy
2 months after -

the end of the

quarter

STAFRNGPLAN.Ol u MCO Stafflhg'Contlngency Plan Plan Annually August!

SUD.Ol R

Substance Use Disorder and Substance-

.-Misuse Services: Percent of Population
Using Any SUDSM Specific Service, by Age
Group

Measure Quarterly

; 4 months after
the end of the

quarter

No Further

Submission^

Required

SUD.C2 R

Substance Use Disorder and Substance

Misuse Ser\4ces: Percent of Pcpuiatlon
Using Oneror More Opioid Treatment
Center Services, by Age Group

Measure •Quarterly
4 months after

the end of the

quarter

No Further

Submissions
Required

;SUD.03 R

Substance Use Disorder and Substance.

Misuse Services;- Percent of Population
Using Buprenorphlne Through Point of-
Service Pharmacy, by Age Group

Measure Quarterly
4 months after

; the end of-the-
quarter

No Further

Submissions

Required

SUD.04 R-

Substance Use Disorder and Substance

Misuse Services: Percent of Population
Using General Acute Care Inpatleht Hospital
Withdrawal Services, by Age Group

Measure . Quarterly
4 months after

the end of the

quarter

No Further-

-SubmissienS-

Required

;SUD.06 R

Substance Use Disorder and Substance'

:Misuse Services; Percent of Population
-Using Outpatient Non-Facility individual,:
Family, orGroup SUDSM Counseling

Servlce. by Age Group

Measure Quarterly
: 4 months after
:theend of the-
-calendar quarter

Ne Further

Submissions

Required

suo.d? R.

Substanc&Use Disorder and Substance

Misuse Services: Average Numbcr.of
Outpatient Non-Fadil^ IndMduall^amily,
or Group SUDSM Counseling Services Used

Per Service, User, By Age. Group

Measure Quarterly;
4 months after

the end of the
calendar quarter

Ne Further

Submlislens

Required

.SUD.08 R

SubstarKe Use Disorder and Substance'

-Misuse Services; AverageiNumber ofiOplbid
Treatment Ceriter Services Used Per Service

User, by AgeTSroup

Measure Quarterly
: 4 months after
'tho.end of the
calendar quarter .

No Further

Submissions

Required

5/24/2018 4:13 PM
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;Reportine inference ID.
Changeifbr-.

' R^uires .
;'Subppputat]6n •V< . / , • ••.- i.-Namor i i

,\K

: MeMure -

■vD^^inlbd-
L-'.^andard.^e'.

FIntSste
;. RegyirM''
i^fer-Nw-^er

OatsefUst

Su^rnlmfer'

SUD.09

SUD.IO

suD.n

suo.u

SUD.U

SU0.14

Substance Use Disorder and Substance
Misuse Services: Average Number of Day's
Supply df Buprenor'phlrie Through a Point of
^rvlce Pharniiacv Per BupranorphlneiUser/
:by Age Group

Measure Quartoriy
4 mphthi after :
the end of the
niendar quener

;Substance Use.DIsorder and Siibstanra.; ;: -.
•Misuse Ser^ces:;Percentof;Populatlon
Using Partial Hospttallzatlon forSUOSM, by
Age Group

Measure Quarterly
4 months dftef:""
the end of the
calendar quarter^

Substance Use Disorder and Substance
Misuse tervlces; Average Number of Partial
Hospltallzatlpns for SUDSMSeivIces Uud
Per Service, User,! by AgeGroup

Measure Quarterly
4 months after i
the end of the
iralendar qitaher

substance Use Disorder and Substance'
:Mlsuse Services:' Percerrt of'l^puiatlph' -'
Using Intensive Outpatient Treatment for
SUDSM, by Age Group

Measure Quarterly

Substance;U$e Disorder and Substance
Misuse Seh/lces; Average Numberof
Intensive Outpatient-Treatment Services for
SUDSM Using Spedfic Service Per Member

■Per Month; by.Age Group. :

Measure Quarterly

4 months after; •
the end of^the:
calendar quarter:

4 months after :
the end Of the :
calendar quarter

Substance Use Disorder and Substance.. . . -
iMlsuse Services: Average Number of';: . .
General Acute Care. Inpatient Hospital
Withdrawal Services Used Per ̂ ^Ice User,:
by Age Group

•Measure Quarterly.
4menths after,
the end of the
calendar quarter:

No Further;
Submiiiiohs
Required

No Further
Subniisslens
Required

No Further^
^bmlssioni
Required

No Further
Submissions

No Further'
Submissions

NO Fur^er
Submissions
Required.;

SUD.IS

SubstanceUse Disorder and Substance
Misuse ^fylpes: Pe.rcent of Population.
Using SUDSM Rehabllltatldn Facility Service.
:bV AgeGroup'

Measure Quarterly
4mbrith9.after ;
the. end of the
calendar quarter

No Further :
Submissions
Required

SUD.16

jSubstance Use Disorder .and Substance;
Misuse Services: Average Number of:
SUDSM RehaUlltatioh Facility Services Used
Per Service User, by Age Group • :

.Measure ^artefly
4.months after
the end of the .
calendar quarter;

NO Further
Submlsiions
Required.

;5/24/2018 4:i3.PM
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Reporting-Ref^ence ID.
Change for.

2019

Requires

-  .Subpopulation
Breakout

• • : 1 Name •Typo
Meosuro

Ooto Period
^ondard pue

■ Dote

Pint Date

Required
.• for New or..

CHsnae

Date of

Required '
-Submission for.

netlreri

SUD.17 R

Substance Use Disorder and Substance

Misuse Services: Percent of Population
Using Outpatient Cdsis Intervention
Services (In Provider Office or Community) -
-for SUDSM; by Age Group:

Measure - Quarterly
4 months after

the end of the

calendar quarter

No further

§ubml§sien$

Required

SUD.IS ■R.

:Substanco Use Disorder end Substance;
Misuse Services; Average Number of'
Outpatient Crisis Intervention Services (In
Provider Office orCommunltyjrfor SUDSM
Used .Per Service User, bv Age Group

Measure Quarterly-
4 months after
the end of the
calendar quarter-

No Further
Submission^
Required

SUD.19 R X

Substance Use Disorder and Substance
Misuse ED Use: Rate of ED Use for
Substance Abuse Disorder Diagnoses per
Member per Month by Subpopulatlon

Measure Quarterly
4 months after
theend ofthe

: calendar quarter

No Further
Sub'mliilonS
Required

SUD.20 R

Substance Use Disorder and SubstancO'
Misuse ED Use: Rate of ED Visits for
Substance Abuse Disorder and Substance
Misuse Diagnoses per 1,0CX) Member
Monthsiiby Age Group

Measure Quarterly
'4 months after'
thoendofthe
calendar quarter: .

No Further
Submissions
Roquirod:

-SUD.21 R

SubstanceUse Disorder and Substance
-Misuse ED Use: Rate of ED Visits for
Substance Use Disorder and Substance
Misuse Diagnoses for the Population Using
Any SUDSMServlce Per 1,P00-Member
Months, by Age Group

Measure Quarterly
4 months after
theend of'ihe

; calendar quarter

No Further
Submissions
Required

SUb.22 R

Substance Use Disorder and Substance
Misuse ED Use; Rate of ED Use for Any
Diagnosis (SUDSM or Other) for Members -
Using Any SUDSM Service In Quarter per
Member per'Month by Age Group

Measure [Quarterly:
4 months after
the end ofthe
calendar quarter-

No Further
Submisiions
Required

:SUD_111S,01 N
Continuity of Pharmacotherapy for Opiold
Use Disorder Measure Annually TBD TBD

SUD_1115.02 .N
Critical Incidents-Related to SlilO Treatment
Services Table Quarterly TBD ,TOD

SUD_1115.TBD N-
Additional Measures and Reports to
Support SUD Ills Waiver Monitoring
(Specifics TBD)

TOO ;tBD TBD- TBD

5/24/20184:13 PM
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jReporttngReference.lP Change for

:  2019-,

Requires

:  Subpopulat^
Breateut!;-:'

•  ■ • !: Name-; .'r ■ .  .. -TVpb :.
'Mbaeurb

- patfl
•; iStendardSue -

nftt.eBto

Required - !
t.fef Nw'op:

: Chansb ".-

Dateefkest .
Required.

.'iSubmlHlpn fer^
Retired .

TERMINATlONPLAN.Ol U: MCO Termination Plan; •Plan N/A As needed

,TIMELYNpTI.CE.02 ' U'
Timeliness oTKotice Delivery; Standard
•Service Authorization Denial

Measure ' Quarterly
2m6hthVaftor-

theendorthe

quarter

^TIMELYNOTTGE-Oa u
.Timeliness of Notice Oellvefy:; Standard... .;
iService Authpdzatlon Denial:With Extension

Measure Quarterly
2 months after .

:thfrend ofthe'"

euarter

TIMEtYNOTICE.041_ :U:
Timeliness of Notice Delivery: Expedited
Proc'ess-

-iMeasure. Quarterfy;
2 months after /
the end of the

quarter--:

•TPLCOB.Ol U . Coordination of Benefits:. Costs Avolded- Table :■ Quarterly
2 months after ;
theendofthe .

.ouarter

TPLCOB.Oi U
:Coordin8tipn of Benefits:; :Medical Co^s::
•Recovered CialmiLog Tabje . QuaiteHy

. 2 months after,
ithoend of the!
quarter.

TPLCbB,03 .  :U.
Coordination of B;endflts: Pharmacy Costs
Reco^red Claim log • ■Table Quartedyi '

2 months after ;
theendofthe
quarter

TRANSFORM JCX R

Measures to Support 1115 Transforrhation
Waiver Monitoring (Specifics T6D; measures
:wlH be claims; survey, ft operatlons based)

Measure N/A • TBO
Nb .
Submissions
Required

5/24/2018 4:13 PM
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New Hampshire.Department of Health and Human Services

Exhibit I

HEALTH INSURANCE PORTABLITY ACT

BUSINESS ASSOCIATE AGREEMENT

The-Contractor identified in Section 1.3 of;the General Provisions of the Agreement agrees to
comply with the Health irisurance Portabilify and Accouhtabllity Act, Public Law 104-191 and
with theiStandards for Privacy'and Security of;lndiyidualiy Identifiable Health lnfotmation,;:45
CFR Parts 160 and 164 applicable to business associates. As:deifihed herein; "Buelriess '
^soclate" shall nieanithe Contractor and 'subcontractors andagents of the Contractor that '
receive, use or have access tpiprotected health Information under this Agreement and "Cpvered
Eritity" shall rhean the State of. New Hampshire, Department of Heaith;and Human Setvlces.

(1) DeflnltlQhfi.

a. "Breach" shall have the aarhe' meaning as the term "Breach" in section 164.402 of Title 45,
Code of FederaliRegijlations.

b. "Business- Associate" has the meaning given'such term in section; 160.103 of Title 45,;Cdde
.ofTederalRegulations.

c. "Covered Ehtitv" has the nieahing given such term in section 160"
Code of Federal Regulatibna- i •

103 of Title.45.

d. "Desicnated. Record Set"shali have the same meaning asihe term "designated record set"
in 45 CFR Section 164.501.

e. ^Data Aaoreoation'^ shall have the sam'eimeaning as the term "data aggregation" in 45CFR
. Sectiom 64.50 T •

f. "Health Care Operations" shall have the same meaning as the term "heaith careoperations
in 45 CFR Section :164.501. ' . ' ' ̂

g,. "HITECHiAcf mearis the Health Information technology for Economic and Clinicai Health
Act, TitieXill, Subtitle 0, Part 1 &2 of the American Recovery and Reinvestrhent Act of

•  '" 2009

h. "HIPAA" means the Heaith Insurance Portability and Accountability Act of199% Public Law
■: 1.04-191 and theiStaridards for Privacy and Security of- lndiyidually Identifiable-Health

Ihformatlonv 45 CFR Parts 160,162 arid 164 and amendments thereto.

i.,, "Iridividual" shairhayelhe same rneariing as the term "iridividuar in 45 CFR Section 160.103. !
.  . and shall Includeaiperspn vyho qualifies as a personai;representative In accordance with 45'

CFR.Section 164.501(g)...

j.: '"Privacv Rule":shaiimean the Standai;ds for Privacy .of Individually Identifiable" Health
■  ■ Information at 45 CFR Parts.160 and 164, promulgated urider HIPAA by the UriltedStates■

Departm^ntof Health and^Human Services. ; : I "
k: "Protected Health lriformation" shali have the same meaning as the terrh "protected heaith

iriformatipn"in 45 CFR Section 160.103, lirnlted to the information created or received.by
BusihessjAssociate from or pn behalf of Covered Entity.

3/2014 .  ; Erfiibitl
Heaith lnsurance Portability Act '
Business Associate-Agreement

Page 1 of 6
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N6w Hampshire pepartnient pf Health and Human Services

SxhlbK

"Required bv Law*' shall have the same meaning as the term "required by law" ln:45CFR
Section 164.103.. ..

m. "Secretary"shall mean the Secretary of the Department of Health and Hurhah 'Servicesor' •
his/fierideslgnee.

n;.;. "Securltv Rule" shall mean the Security Standards for the Protection of iEIectronIc Protected ^
Health Information at 45 CFR Part 164, Subpart.C, and amendments thereto.

p.. "Unsecured Protected Health Inforrhatioh" means prptected health inforrnati6n!that is not .
■  ■secured by.atechridlogystandardthatrendersprotdctbd health,infprm^tidn^uriusable,,

unreadable,; or indecipherable to unauthorized individuals and is developed or endorsed by
. . .a standards developing organization that is accredited by the American National Standards

i  Institute.

p. Other Definitions - All terms h.pt otherwise defined herein shall have the meaning , : : ;
established under 45.C.F.R. Parts 160; 162 and 164, as amended from tlmetoMimet, arid the

^^HITECH
Act.

(2)

a.

Business Associate Use and Disclosure of Protected Health Information.

Business Associateishali not use, disclose, rriaintain or trarismitprotected Health: : :
Information (,PHI) ;except as reasdrjably necessary to provide the services outlined under;
Exhibit A df.the Agreement. Further, Business ^sociate, Including but notlimited to all ;
its .directors, officers, employees and agents, shall not use, disclose, maintain or transmit
PHi iri any manner that would constitute a violation of the Privacy and Security Rule:

b.

c..

d.

3/2014

Business Associate may use or disclose PHI:
For the proper rhanagement and administration of the:Business Associate;
As req.uifed byiaw, pursuant to the terms set forth in paragraph d. below;or'
For data aggregation purposes for the health care operations: of Covered
Entity.

To the extent Business Associate ;ls permitted under:the Agreement to "disclose PHI to a
third, party', . Bualness Associate rttust obtain, prioi* to making any .such disclosure, ;(ij
reasonable assurances from the third partyj that such PHI will ^be held confidentially and
used or'further, disclosed only as required'by law or for the'purpose, for which it was
disclosed.to-the;third party; and (iij an agreement frorri such third party to notify Business.
Associate,- in accordance with the HIPAA Privacy,' Security,- and Breach Notification
Ruieapif any breaches Of the confidentiality of the PHI,' to the extent It has: obtained
kndwredge of such breach.

The Business Associate shall not, unless such disclosure is reasonably riecessary: to
provide sen/ices under Exhibit A of the .Agreement, disclose aiiy PHI in response to a
request for disclosure on the basis that it is required by law, without first notifying
Covered Entity sb that Cpyered Entity has an opportunity to object to thePisclpsure and
to seek appropriate relief; If Covered Entity objects to such disclosure, the Business

; ExhlWtl ConlrartqrInilial^y^i3
Health Insurance Portability Act ' • I T
Business Associate-Agreement

Page 2 of 6 Date



New Hampshire.Oepartnient of HeaKh and Human Services

ExhibiM

;  . Associate shall: refrain from disclosing the PHI until Covered Entity haS'exhausted aji i
remedies.

e. If the Covered Entity notifies ihe Business Associate that Covered Eritity:has agreed to "
be bound by additional, restrictions over and.above those usesior disclosures or.securlty
safeguards of PHI pursuant to the Privacy and.Security.Rule,the BusmessAiss'ociate
shall be boundibysuch additional restrictions and shall not disclose. PHIiin violation of..

■ such.additional restrictions and shall abide .by any additional security safeguards..

a.

b.

c.

d.

e;.

Obliqations arid Activities of Business Associate.

The Business Associate shall notify the Covered Entity's Privacy Officer immediately
after the B.usiness Associate becomes aware of any. use or disclosufe.6f:protected
health information, not provided br by the, Agreementiincluding breachesiof unsecuredi .
protected health information and/or any security Incident that rhay have an Impact on the
protected health information of the Covered Entity.

The Business Associate shall immediately perform a risk assessment when itbecomes
awareipf any of the above situations. The risk assessment shall.Include, but hofbe T
limlfed'td:

The nature ahd.e.xtent of the protected; health information involved, Includihglhe
itypes of ideritlfiers;and the likelihood of re-identification; ;.'

0 The unauthorized person Used the protected health information .Or to whom the
. disclosure was made;

.:o ! ; Whether the protected health Information was actually acquired or viewed
d  the extent to which the risk to the protected health Infbnii'ation hasbeen-

mitigated.' I •

The .Business Associate ishall complete theTisk assessment within 48 hours of the
breach and immediately report the findings of the risk.asse^ment in writing to the
Covered Entity:.-.

the.Business Associate shall comply With ail.sections of the Privacy, Security,and
Breach Notification Rule.

Business Associate shall make available all of its internal policies and procedures,; books
- and records relating" to the use and disclosure of PHI received from, or created or '

. : received by theBusiness Associate on behalf of Coveired Entity to the Secretary for ;
purposes of deteirnining.Covered Entity's compliance with HIPAA.and the Privacy and'
Security- Rule.

Business Associate shall require all of its business associates that receive,- use or have
access to PHi under the Agreement, to agree in writing to adhere to the same "
restrictibns.and .conditions on the. use and oisclosure of PHI contained herein- Including
the duty to return or destroy the PHI as provided under Section 3 (I). The Covered Entity
shall be considered a direct third party beneficiary of the Contractor's business associate
agreements with Contractor's intended business associates,; whowill be receivina PHI

3/2014 .  . • Exhibit I

Health Insurance Portability Act
Business Associate Agreement
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New Hampshire,Department of Health and Human Services

Exhibit!

pursuant to.this Agreement, with rights of enforcement and indemnificatibn .from such ̂
business associates who shall be governed by standard Paragraph #13 of the standard
contract provisions (P-37) of this Agreement for the purpose of use and.disclosure of
protected health information.

Within .five (5) business days of receipt; of a.vyritten request from Covered Entity, i .
Business Associate shall make available during norrnal,business hours at its offices all
records, books, agreements, policies and procedures relating to the use arid disclosure
of PHI; to the Covered Ehtity, for purposes pf enabling CoverediEntity to determine;
Business Associate's compliance with the terms of the Agreerrient.

Within, ten (10) ̂business days of receiving a writteri request from. Covered Entity,
Business Associate shali provide access to PHI in a Designated Record Set to.the
Covered Entity, or as directed.by Covered Entity, to an individual in order to rheet the

■ requirements under 45 CFR Section 164.524.

h. Within ten (10) business days of receiving .a written request frorri ;Covered Entity for an
... arhendment of PHI or a record about an individual contained in a Designated Record

Set, the Business Associate shall make such PHI available to Covered.Entity for
ameridrhent and incorporate any such arhendment to enable Covered Entity to fulfill its
obligations under 45 CFR Section 164.526.

i. ■ ■ Business Associateshali document such.disclosuresdf PHI and. information related to
such disclosures as would be required .for Coyered Entity to respond to a request dyan
individual for an accounting of disclosures of PHI in accordance with 45 CFR Section

.  \ 164.528. : : ; ;

j. Within ten (10) business .days of receiving a written request from Covered Entity for a
:  request for a;n; accounting of disclosures of PHI, Business Assodate shall makeavailable
:  to Covered Entity such information as Covered Entity may require to fulfill i^s obligations

tp provide an accounting of disclosures with respect to PHI in accordance with 45;CFR
Section "164.528.

k; - In the event any individual requests access to, amendment of, or.accoUnting of PHI
directjy from the Business Associate, the Business Associate shall within two; (2) ;
business days forward such request to Covered Entity. Covered Entity shall have the
responsibility of responding to forwarded requests; However, if forwarding the .
individual's request to Covered Entity would cause Covered Entity or the Business.
^Spciate to violate HIPAA and the Privacy and Security Rule.ithe Business Associate
shall instead respond to the individual's request as required by such law and notify
Covered Entity of such response as soon as practicable.

I. Within ten (10) business days of terminatiori of the Agreement,' for any reasoh; the
■ Business Associate shall return or destroy, as specified by Covered Entity, ail PHI

■  received from, or created or received by the Business Associate in connection with the
Agreement, and shall not retain an^ copies or back-up tapes ofsuch PHI. If return or
destruction is not feasible, or the disposition Of the PH! has been otherwise agreed toin

.  the Agreement, Business Associate shall continue to extend the protections of the
Agreement, to such PHI and limit further uses and disclosures of, such PHl to those
purposes that make the retum or destruction infeasible, for so long as Business

3^014." Exhibit I Contractor Initials'j;
. . , . Health Insurance Portability Act . . "

Business Assodate Agreement C^")Q-\Pv
Page 4 of 6 Date <^5^
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ExhIbit I' "

Associate .maintains such PHI. If Goversd Entity; inltsisole discretion,: requires that the
Business Associate.destroy any or all PHI, the'Business Associate shall certify to:^ '

.. Covered Entity that the PHI has been destroyed.. . . .

(4) Obligations of Covered Entity

a. v ::: Covered Entity:Shali notify Business. A^ociate of any.chahgeWbr.limltation(s) in its'
■ Notice of Privacy Practices providedio Individuals in accordance with As CFR Section ̂
164.-520, to the extent that such change of limitation may affect Business Assbciatie's
use. of .disclosure ofPHI.:;

b. :■ Covered Entity ehali.prornp.tly: notify: Business .Associate of any changes ih.'or.reypcatidn
of peoTiission provided to Covered Enlifyiby individuals whoseiPHI may be used or ^

. disclosed by Business A^bciate-undef thisAgreement, pUrsuaht to.45 CFR Section'
164.506 or45 CFR Section 1.64.508;

c. Covered entity shall.-pfdmptly notify Business Associate of ariyjrestrictions on the use or
disclosure of PHI that Covered Entify.has agreed to in:acc6rdance with 45:CFR i64;522,

:  to the extentihat such restriction rtiay affect Business Associate's Use oF disclosure of:
PHI.;

(5) :: : Termifiation for Cause

In addition to Paragraph:iO of the standard temis and conditions:{P-37) of th|s.:'
■  Agreement the Covered Eritlty may immediately terminate the Agreement upon Covered

Entity's knowledge of a breach by Business Associate .of the Business Associate
Agreement set forth herein.as Exhibit 1. TheC.pvered'Eritity may either immediately;,;
terminate the Agreementor provide aniopportunity for Business: Associate to:cure; the

"  alleged breach .within a timeframe .specified by Covered :Entity. If Covered. Entity
determines that neither termihatioh:nor cure is feasible, Covered Entity shall report the;
yiolation to the Secretary.

(6) : • Miseelianeous :

a. Definitions and Reoulatolv References: AJI terfhs used, but n.otib.therwise defined herein,
shall have the same meafiing as those terms in the Privacy and Security Rule, amended

: : from time to tirhe.:A reference iri the Agreement,;as.amended to inc.lude:this Exhibit I, tp :
a Section in the Privacy and Security Rule means the Section as in effect or as :
amended.

b'.!' : • Amendment.:Covered Entitv and Business Assoclaiteagree to take such action as is i
nece^ary to amend the :Agreement, frprn.ilfne to time as is necessary for Covered

. . Entity:to comply, with the:changes in the requirements of HIPAA; the Privacy and : :
;'Security Rule, and applicable federal and state law. .

c. Data Qwriershlp. The Business Associate:ackriowledges that if ihas no ownership Fights
with respect to the PHI provided by or created on behalf of Covered Entity.

d. Interpretation. The parties agree that any arnbiguity iri the Agreement shall be resolved
to,permit Covered Entity :to.comply with HIPAA, the Privacy, and.Security Rule.

3^014 ; . Exhibit I , . Contractor.lhllial^
Health Insurance Portability Act "

'  - Business Assodate:Agreement \CSk
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Exhibiti:

e. Seareoation. If any term;or:condition of thisiExhibit | or the application thereof tp any
person(s) or .circumstance Is held invalid, isuch Invalldlty.shall not affect other terms-br
conditions; which can be given effect ̂without the Inyalld'term or condition; to this end the
terms and conditions of this Exhibit"! are declared sevefable.

•f; Survival. Provisions'in this Exhibit;! regarding the use:and diisclbsure of PHI, return or
destruction of PHI, extensions of the protections:of the Agreement in section (3) I, the :
defense and indemnification provisions of section (3) e and Paragraph 13 of the
standard terms andicbnditions (P-37),'shall isurvive the terrriination of the Agreement.

IN WITNESS WHEREOF, the parties hereto have, duly executed this. Exhibit I.

Department of Healtb and Human Services

The St£ l^me of the Contractor :

fik)
Signatm^ # Authoriro^epresentative Slgrf^t^ 6f Authorizd^epresentative:

of Authoried Representative " 'Name of AuName of Authorized'ReRi^sehtative

^ CrC^ - - J "
Title,of Authorized Repfe'sentative ^ ^ " . :Title of Authofizediflepresentative :

Dale^ 4 ' '' : Date

3/2014 •  . Exhibit I
Heaith ihsurance Portability Act
Business Assodate.Agreement
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Exhibit I

HEALTH INSURANCE PORTABILITY ACT
BUSINESS ASSOCIATE AGREEMENT

The Contractor identified in Section 1.3 of the General Provisions of the Agreement agrees to
comply vflth the Health Insurance Portability and Accountability Act, Public Law 104-191 and
with the Standards for Privacy and Security of Individually Identifiable Health Information. 45
CFR Parts 160 and 164 applicable to business associates. As defined herein, "Business
Associate' shall mean the Contractor and subcontractors and agents of the Contractor that
receive, use or have access to protected health Information under this Agreement and "Covered
Entity" shall mean the State of New Hampshire, Department of Health and Human Services.

(1) Definitions.

a. "Breach" shall have the same meaning as the term "Breach" in section 164.402 of Title 45,
Code of Federal Regulations.

b. "Business Associate" has the meaning given such term in section 160.103 of Title 45, Code
of Federal Regulations.

c. "Covered Entity" has the meaning given such term in section 160.103 of Title 45,
Code of Federal Regulations.

d. "Designated Record Set" shall have the same meaning as the term "designated record sef
in 45 CFR Section 164.501.

e. "Data Aaareoation" shall have the same meaning as the term "data aggregation" in 45 CFR
Section 164.501.

f. "Health Care Operations" shall have the same meaning as the term "health care operations"
in 45 CFR Section 164.501.

g. "HITECH Act" means the Health Information Technology for Economic and Clinical Health
Act, TitleXIII, Subtitle D. Part 1 & 2 of the American Recovery and Reinvestment Act of
2009.

h. "HIPAA" means the Health Insurance Portability and Accountability Act of 1996, Public Law .
.  104-191 and the Standards for Privacy and Security of Individually Identifiable Health

Information, 45 CFR Parts 160, 162 and 164 and amendments thereto.

,i. "Individual" shall have the same meaning as the term "individual" in 45 CFR Section 160.103
and shall include a person who qualifies as a personal representative in accordance with 45
CFR Section 164.501(g).

]. 'Privacy Rule" shall mean the Standards for Privacy of Individually Identifiable Health
Information at 45 CFR Parts 160 and 164, promulgated under HIPAA by the United States
Department of Health and Human Services.

k. "Protected Health Information" shall have the same meaning as the term "protected health
information' in 45 CFR Section 160.103, limited to the information created or received by
Business Associate from or on behalf of Covered Entity.

3/2014 Exhibit I Contractor Initials
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New Hampshire Department of Health and Human Services

Exhibit I

I. "Required bv Law" shall have the same meaning as the term "required by law" in 45 CFR
Section 164.103.

m. "Secretary" shall mean the Secretary of the Department of Health and Human Services or
his/her designee.

n. 'Securitv Rule' shall mean the Security Standards for the Protection of Electronic Protected
Health Information at 45 CFR Part 164, SubpartC, and amendments thereto.

o. "Unsecured Protected Health Information" means protected health information that is not
secured by a technology standard that renders protected health information unusable,
unreadable, or indecipherable to unauthorized individuals and is developed or endorsed by
a standards developing organization that is accredited by the American National Standards
Institute.

p. Other Definitions - All terms not otherwise defined herein shall have the meaning
established under 45 C.F.R. Parts 160,162 and 164, as amended from time to time, and the
HITECH

Act.

(2) Business Associate Use and Disclosure of Protected Health Information:

a. Business Associate shall not use, disclose, maintain or transmit Protected Health
Information (PHI) except as reasonably necessary to provide the services outlined under
Exhibit A of the Agreement. Further, Business Associate, Including but not limited to all
its directors, officers, employees and agents, shall not use. disclose, maintain or transmit
PHI in any manner that would constitute a violation of the Privacy and Security Rule.

b. Business Associate may use or disclose PHI:
I. For the proper management and administration of the Business Associate;
II. As required by law, pursuant to the terms set forth in paragraph d. below; or
III. For data aggregation purposes for the health care operations of Covered

Entity.

c. To the extent Business Associate is permitted under the Agreement to disclose PHI.to a
third party. Business Associate must obtain, prior to making any such disclosure, (i)
reasonable assurances from the third party that such PHI will be held confidentially and
used or further disclosed only as required by law or for the purpose for which it was
disclo^d to the third party; and (ii) an agreement from such third party to notify Business
Associate, in accordance with the HIPAA Privacy, Security, and Breach Notification
Rules of any breaches of the confidentiality of the PHI, to the extent it has obtained
knowledge of such breach.

d. The Business Associate shall not, unless such disclosure is reasonably necessary to >
provide sen/ices under Exhibit A of the Agreement, disclose any PHI In response to a
request for disclosure on the basis that it is required by law, without first notifying
Covered Entity so that Covered Entity has an opportunity to object to the disclosure and
to seek appropriate relief. If Covered Entity objects to such disclosurei the Business

3/2014 Exhibit I Contractor Initials • *9^^
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Associate shall refrain from disclosing the PHI until Covered Entity has exhausted all
remedies.

e. If the Covered Entity notifies the Business Associate that Covered Entity has agreed to
be bound by additional restrictions over and above those uses or disclosures or security
safeguards of PHI pursuant to the Privacy and Security Rule, the Business Associate
shall be bound by such additional restrictions and shall not disclose PHI In violation of
such additional restrictions and shall abide by any additional security safeguards.

(3) Obligations and Activities of Business Associate.

a. The Business Associate shall notify the Covered Entity's Privacy Officer immediately
.  afler the Business Associate becomes aware of any use or disclosure of protected

health Information not provided for by the Agreement including breaches of unsecured
protected health Information and/or any security Incident that may have an Impact on the
protected health Information of the Covered Entity.

b. The Business Associate shall Immediately perform a risk assessment when It becomes
aware of any of the above situations. The risk assessment shall include, but not be
limited to:

o The nature and extent of the protected health Information involved, Including the
types of Identifiers and the likelihood of re-Identification;

o The unauthorized person used the protected health Information or to whom the
disclosure was made;

-  o Whether the protected health Information was actually acquired or viewed
o The extent to which the risk to the protected health Information has been

mitigated.

The Business Associate shall complete the risk assessment within 48 hours of the
breach and immediately report the findings of the risk assessment In writing to the
Covered Entity.

c. The Business Associate shall comply with all sections of the Privacy. Security, and"
Breach Notification Rule.

d. Business Associate shall make available all of its intemal policies and procedures, books
and records relating to the use and disclosure of PHI received from, or created or
received by the Business Associate on behalf of Covered Entity to the Secretary for
purposes of determining Covered Entity's compliance with HIPAA and the Privacy and
Security Rule.

e. Business Associate shall require all of Its business associates that receive, use or have
access to PHI under the Agreement, to agree in writing to adhere to the same
restrictions and conditions on the use and disclosure of PHI contained herein. Including
the duty to return or destroy the PHI as provided under Section 3 (1). The Covered Entity
shall be considered a direct third party beneficiary of the Contractor's business associate
agreements with Contractor's Intended business associates, who will be receiving PHI
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pursuant to this Agreement, with rights of enforcement and Indemnification from such
business associates who shall be governed by standard Paragraph #13 of the standard
contract provisions (P-37) of this Agreement for the purpose of use and disclosure of
protected health information.

f. Within five (5) business days of receipt of a written request from Covered Entity,
Business Associate shall make available during normal business hours at its offices all
records, books, agreements, policies and procedures relating to the use and disclosure
of PHI to the Covered Entity, for purposes of enabling Covered Entity to determine
Business Associate's compliance with the terms of the Agreement.

g. VVithIn ten (10) business days of receiving a written request from Covered Entity,
^Business Associate shall provide access to PHI in a Designated Record Set to the
Covered Entity, or as directed by Covered Entity, to an Individual in order to meet the
requirements under 45 CFR Section 164.524.

h. Within ten (10) business days of receiving a written request from Covered Entity for an
amendment of PHI or a record about an individual contained in a Designated Record
Set, the Business Associate shall make such PHI available to Covered Entity for
amendment and incorporate any such amendment to enable Covered Entity to fulfill its
obligations under 45 CFR Section 164.526.

I. Business Associate shall document such disclosures of PHI and information related to

such disclosures as would be required for Covered Entity to respond to a request by an
individual for an accounting of disclosures of PHI in accordance with 45 CFR Section
164.528.

j. Within ten (10) business days of receiving a written request from Covered Entity for a
request for an accounting of disclosures of PHI. Business Associate shall make available
to Covered Entity such information as Covered Entity may require to fulfill its obligations
to provide an accounting of disclosures with respect to PHI in accordance with 45 CFR
Section 164.528.

k. In the event any individual requests access to, amendment of, or accounting of PHI
directly from the Business Associate, the Business Associate shall within two (2)
business days forward such request to Covered Entity. Covered Entity shall have the
responsibility of responding to forwarded requests. However, if forwarding the
individual's request to Covered Entity would cause Covered Entity or the Business
Associate to violate HIPAA and the Privacy and Security Rule, the Business Associate
shall instead respond to the individual's request as required by such law and notify
Covered Entity of such response as soon as practicable.

I. Within ten (10) business days of termination of the Agreement, for any reason, the
Business Associate shall return or destroy, as specified by Covered Entity, all PHI
received from, or created or received by the Business Associate In connection with the
Agreement, and shall not retain any copies or back-up tapes of such PHI. If return or
destruction is not feasible, or the disposition of the PHI has been otherwise agreed to in

. the Agreernent, Business Associate shall continue to extend the protections of the
Agreement, to such PHI and limit further uses and disclosures of such PHI to those
purposes that make the return or destruction Infeaslble, for so long as Business
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Associate maintains such PHI. if Covered Entity) In its sole discretion, requires that the
Business Associate destroy any or ail PHI, the Business Associate shall certify to
Covered Entity that the PHI has been destroyed.

(4) Obligations of Covered Entity

a. Covered Entity shall notify Business Associate of any changes or limitation(s) In Its
Notice of Privacy Practices provided to individuals in accordance with 4,5 CFR Section
164.520, to the extent that such change or limitation may affect Business Associate's
use or disclosure of PHI.

b. Covered Entity shall promptly notify Business Associate of any changes in, or revocation
of permission provided to Covered Entity by Individuals whose PHI may be used or
disclosed by Business Associate under this Agreement, pursuant to 45 CFR Section
164.506 or 45 CFR Section 164.508.

c. ' ~ Covered entity shall promptly notify Business Associate of any restrictions on the use or
disclosure of PHI that Covered Entity has agreed to In accordance with 45 CFR 164.522,.
to the extent that such restriction may affect Business Associate's use or disclosure of
PHI.

(5) Termination for Cause

In addition to Paragraph 10 of the standard terms and conditions (P-37) of this
Agreement the Covered Entity may Immediately terminate the Agreement upon Covered
Entity's knowledge of a breach by Business Associate of the Business Associate
Agreement set forth herein as Exhibit I. The Covered Entity may either Immediately
terminate the Agreement or provide an opportunity for Business Associate to cure the
alleged breach within a timeframe specified by Covered Entity. If Covered Entity
determines that neither termination nor cure is feasible, Covered Entity shall report the
violation to the Secretary.

(6) Miscellaneous

a. Definitions and Regulatory References. Ail tenms used, but not otherwise defined herein,
shall have the same meaning as those terms in the Privacy and Security Rule, amended
from time to time. A reference in-the Agreement, as amended to Include this Exhibit I, to
a Section in the Privacy and Security Rule means the Section as In effect or as
amended.

b. Amendment. Covered Entity and Business Associate agree to take such action as is
necessary to amend the Agreement, from time to time as Is necessary for Covered
Entity to comply with the changes in the requirements of HIPAA, the Privacy and
Security Rule, and applicable federal and state law.

c. Data Ownership. The Business Associate acknowledges that it has no ownership rights
with respect to the PHI provided by or created on behalf of Covered Entity.

d. Interpretation. The parties agree that any ambiguity In the Agreement shall be resolved
to permit Covered Entity to comply with HiPAA, the Privacy and Security Rule.

3/2014 ExNbitI Contractor Initials
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Segregation. If any term or condition of this Exhibit I or the application thereof to any
pers6n(s) or circumstance Is held invalid, such invalidity shall not affect other terms or
conditions which can be given effect without the invalid term or condition; to this end the
terms and conditions of this Exhibit I are declared severable.

Survival., Provisions in this Exhibit I regarding the use and disclosure of PHI, return or
destruction of PHI, extensions of the protections of the Agreement In section (3) I. the
defense and indemnification provisions of section (3) e and Paragraph 13 of the
standard terms and conditions (P-37), shall survive the termination of the Agreement.

IN WITNESS WHEREOF, the parties hereto have duly executed this Exhibit 1.

Department of Health and Human Services

The State

Sign of Au epresentativeur onz

CLrv r/.

Name of Autnorized Representative •

Title of Authorized Representative

Me I

C&tA-hctr \
Name of the Contractor

Signature of Authorizes Representative

Name of Authorized Representative

Presf J-d'-y't
Title of Authorized Representative

^ U6li'^
Date
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16/
STATE OF NEW HAMPSHIRE

DEPARTMENT OF HEALTH AND HUMAN SERVICES _

OFFICE OF MEDICAID SER VICES

129 PLEASANT STREET, CONCORD, NH 03301
603-271-9422 1-800-8S2-334S Ext. 9422

Fax: 603-271-8431 TDD Access: 1-800-735-2964

www.dhhs.nh.gov/ombp

a- 06

^  November 29, 2017

His Excellency. Govemor Christopher T. Sununu
and the Honorable Council

State House

Concord. NH 03301

REQUESTED ACTION

Authorize the Department of Health and Human Services to amend the existing individual
agreements with the state's two managed care health plans. Granite State Health Plan, d/b/a New
Hampshire Healthy Families, 264 South River Road, Bedford, NH 03110 and Boston Medical Center
HealthNet Plan, d/b/a Well Sense Health Plan, 2 Copley Place. Suite 600, Boston, MA 02116, In order
to (1) revise the contract value downward for SFY 2018 retroactively to account for an adjusted
actuarially certified rate structure to $617,356,040.00 (a reduction of $1,925,905.00) and (2) extend the
contract completion date from June 30, 2018 to June 30, 2019 prospectlvely In amount totaling
$590.626.204.20\ The combined aggregate total is $3,493,121,368.21 for all Medicaid Care
Management program contracts effective upon Govemor and Executive Council approval.

Govemor and Executive Council approved.the original agreements on May 9, 2012., Item #54A,
and approved subsequent amendments on June 19, 2013, .Item #67A: February 12, 2014, Item #25;
April 9. 2014. Item #44;, June 18. 2014. Item #65A; July 16, ,2014. Late Item "A"; December 23. 2014.
Item #11; June 24, 2015. Item #30; August 5. 2015. Tabled Item 'A'; December 16. 2015, Late Item
*A3'; January 27. 2016. Item #78; March 9. 2016. Item #10A; June 29. 2016. Late Item 'A2*; October 5,
2016. Item #12A; and June 21. 2017, Tabled Item #18. Funds are 50% Federal and 50% General
Funds for the currently eligible Medicaid population except for the NH Health Protection Program
services funds are 95®^ Federal and 5% Other for Calendar Year 2017; and 94% Federal and 6%
Other for Calendar Year 2018.

Funds to support this request are available In the following accounts in SFY 2018 and are
anticipated to be available in SFY 2019 upon availability and continued appropriation of funds in future
operating budgets.

Fufld Nam* and
Aee«uni NumMr spru 8FYU SFY19 8FY18 SfY17

smi

(Prior FiQuraa
Amandmati 14)

SFY18

(Ravtaad ttguraa
Am* ndm* hi 15) sms Tool

UtdkaU Car* Mgmi:

010447-79480000-101 SO S290.OCO.000.00 S460.000.000.00 S4M.897,701.00 SS38.601.671.39 S940.613.917.00 S939.100.917.00 S948.249.172.00 S2.826.848.461.3S

New Himpthlr* Health
Proiaetlon Program:
D10447-3009-1C2 SO so.oo si9a.ooo.coo.oo .S218,624.S47.»4 $1)4,019,403.72 $76,468,028.00 $78,299,123.00

1

S42.381.032.20 $666,279,906.86

TOTAL so S2SO.OOO.OOO.OO S8S3.00O.0C0.OO S700.S22.048.94 SS72.617.079.07 $819,281,949.00 $817,356,040.00 $500,826,204.20 S3.403.121.388.21

^ Please note, the SFY 2019 amount Is only for ttte first six (6) months of SFY 2019 as it is funded only through the approval date of
December 31.2018,for the New Hampshire Heafth Protection Program.
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EXPLANATION

The purpose of these amendments is to change the actuarial certified rate structure and
extend the two agreements with the managed care health plans until June 30, 2019.

The Department is retroactively and prospectiveiy amending the existing individual agreements
with the state's two managed care health plans that commenced July 1, 2017 to reflect an updated
actuarially certified rate structure. The retroactive element of these amendments is required to account
for how the HB 400 and HB 517 mental health programs are being implemented in SPY 2018. The
SPr' 2018 decreases from $619,281,945.00 (in Amendment #14 approved by Governor and Executive
Council on June 21, 2017 tabled Item #18) to $617,356.040.00.

Another purpose of this amendment is to extend the existing individual agreements with the
state's two managed care health plans by an additional year to June 30, 2019 in accordance with
SB155..The SB155 legislation requires the Department to re-procure contracts commencing July 1,
2019. This extension provides the state the necessary time to plan for and implement a robust and
open re-procurement process for the Medicaid Care Management program.

Exhibit B to the Agreement reflects the adjusted capitated rate information for SPY 2018.
Tables 1 through 3 below show the average per member per month and percentage changes in the
capitation rates for the. Medicaid Care Management program; and Medically Frail and Transitional
population. Transitional members are those individuals that lose eligibility for standard Medicaid, but
gain eligibility for the New Hampshire Health Protection Program and are finalizing enrollment into a
Qualified Health Plan under the Premium Assistance Program. These three tables illustrate that overall
capitation payments will decrease.

Change Component PMPM Change Percentage Change

Original SPY 2018 MCM Rates $356.68 N/A

Removal of Designated Receiving Pacilitv Beds -0.78 -0.22%

Removal of Community Residential Beds -0.53 -o:i5%

Removal of Mobile Crisis Team and Apartments -0.21 -0.06%

Adjusted Prescription Drug Trends +0.38 +0.1-1%

Updated SPY 2018 MCM Rates $355.55 -0.32%

Change Component PMPM Change Percentage Change

Original SPY 2018 Medically Frail Rates $1,210.76 N/A

Removal of Designated Receiving Facility Beds -2.53 -0.21%

Removal of Community Residential Beds - -1.72 -0.14%

Removal of Mobile Crisis Team and Apartments -0.67 ^ -0.05%

Adjusted Prescription Drug Trends +1.61 +0.13%

Updated SFY 2018 Medically Frail Rates $1,207.45 -0.27% "
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Change Component PMPM Change Percentage Change

Original SFY 2018 Transitional Population Rates $444.54 N/A

Removal of Designated Receiving Facilitv Beds -0.56 •0.13%

Removal of Community Residential Beds -0.39 -0.09%

Removal of Mobile Crisis Team and Apartments -0.15 -0.03%

Adjusted Prescrfplion Drug Trends +0.16 +0.04%

Updated SFY 2018 Transitional Population Rates •  $443.60 ^-0.21%

The November 29. 2017 Governor and Council submission has been attached to this request

as background information. Please note that only one copy of Exhibit A and Exhibit B have been
attached as the Exhibits were voluminous, but were identical for both vendors.

Area Served; Statewide.

Source of funds: Federal financial participation rates for the currently eligible population will be
50% Federal Funds as appropriated by Congress for the entire period of this amendment, and 50%
General Funds. Federal financial participation rates fpr the New Hampshire Health Protection services
are 95% Federal Funds and 5% Other Funds in Calendar Year 2017, and 94% Federal Funds and 6%
Other Funds in Calendar Year 2018, as appropriated by Congress.

In the event that Federal funds become no longer available or are decreased below the 94%
level for the New Hampshire Health Protection population in CY 2018, consistent with RSA 126-A;5-b,c
General Funds will not be requested to support this program; and medical services for the new adult
population would end consistent with RSA 126-A:5-b,c and the Special Terms and Conditions of the
Premium Assistance Program Demonstration.

Respectfully subroitt

Jeffrey A. Me
Commissioner

ers

The Ekpartnient ofHeaUhand Human Servicts'Mission is to join eomnmnilies and familiea
in proi iding opportunities for citizens to achieve health and independence.



STATE OF NEW HAMPSHIRE
DEPARTMENT OF INFORMATION TECHNOLOGY

27 Hazen Dr.. Concord, NH 03301
Fax: 603-271-1516 TDD Access: 1-800-735-2964

www.nh.gov/doit

Denis Goulet

Commissioner

November 29,2017

Jefirey A. Meyers, Commissiontt'
Department of Health and Human Services
State of New Hampshire
129 Pleasant Street

Concord. NH 03301

Dear Commissioner Meyers;

This letter represents forma! notification that the Department of Information Technology (DoIT)
has approved your agency's request to retroacdyely amend two existing individual agreements with the
state's two managed care health plans, Granite State Health Plan, d/b/a New Hampshire Healthy Families
of Bedford, NH and Boston Medical Center HealihNet Plan, d/b/a Well Sense Health Plan of Boston, MA
as described below and referenced as DoIT No. 2012-074O.

The purpose of this request is to enter into a contract amendment is to retroactively
change the actuarial certified rate structure to July 1, 2017 and to extend the two
agreements with (he managed care health plans.

The funding amount for this amendment is $588,700,299.20, increasing the current
aggregate contract amount from $2,904,421,069.01 to $3,493,121,368.21. The contract
shall become effective upon Governor and Council approval through June 30,2019.

A copy of this letter should accompany the Department of Health and Human Services'
submission to the Governor and Executive Council for approval.

Sincerely.

to
Denis Goulet

DG/kaf

DoIT #2012-0740

cc: Bruce Smith, IT Manager, DoIT

'Innovative Technologies Today for New Hampshire's Tomorrow'



New Hampshire Department of Health and Human Services
Medicaid Care Management Contract

State of New Hampshire
Department of Health and Human Services

Amendment #15 to the
Medicaid Care Management Contract

This 1S*" Amendment to the Medicaid Care Management contract (hereinafter referred to as "Amendment Fifteen")
dated this 21 day of November, 2017, is by and between the State of New Hampshire, Department of Health and
Human Services (hereinafter referred to as the "State" or "Department") and Granite State Health Plan. Inc..
(herelnafle/: referred to as the Contractor'), a New Hampshire Corporation with a place of business at 2 Executive
Park Drive, Bedford, NH 03110.

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor and Executive Council on May 9,
2012, Item #54A, and approved subsequent amendments as follows: Amendment #1 June 19, 2013, Item #, 67A,
Amendment #2 February 12. 2014, Item #25. Amendment #3 April Q, 2014, Item #44, Amendment #4 June 18.
2014, Item #65A, Amendment #5 July 16. 2014. Late Item "A". Amendment #6 December 23. 2014, Item #1l!
Amendment #7 June 24, 2015, Item #30. Amendment #8 August 5, 2015. Tabled Item "A". Amendment #9
December 16.2015, Late Item 'A3', Amendment #10 January 27.2016. Item #78. Amendment #11 March 9.2016,
Item #10A, Amendment #12 June 29. 2016, Late Item "A2", Amendment #13 October 5, .2016, Item #12A, and
Amendment #14 June 21,2017 Tabled Item #18, the Contractor agreed to perform certain services based upon the
terms and conditions specified In the Contract as amended and in consideration of certain sums specified; and

WHEREAS, the State and the Contractor have agreed to make changes to the scope of work, payment schedules
and tenns and conditions of the contract; and

WHEREAS, pursuant to the General Provisions. Paragraph 18. the State may modify the scope of work and the
paymerrt schedule of the contract by written agreement of the parties;

WHEREAS, the parties agree to modify the price limitation, extend the completion dale, and modify the scope of
services to support coritinued delivery of these services, and modify the capitation rales, and

NOW THEREFORE, In consideration of the foregoing and the mutual covenants and conditions contained in the
Contract and set forth herein, the parties hereto agree as follows:

1. Amend Form P-37, General Provisions, Blockl .7 Completion Date to read: June 30,2019

2. Amend Form P-37, General Provisions, Block 1.8 Price Limitation to Increase the Price Limitation by
$588,7CX).299.20 from $2,904,421,069.01 to read: $3,493,121,368.21 for a cumulative contract value for
all Medicaid Care Management contracts.

3. Amend Fonn P-37, Block 1.9, to read Maria Rdr^emann, Director of Contracts and Procurement.

4. Amend Form P-37. Block 1.10 to read 603-271-9330.

5. Delete Exhibit A Amendment #12 In Its entirety and replace wltti Exhibit A Amendment #13.

6. Delete Exhibit B Amendment #14 In Its entirety and replace with Exhibit B Amendment #15.

Gnnito state Health Plan, Inc. Amendment S1S
Page 1 of 3



New Hampshire Department of Health and Human Services
Medicald Care Management Contract

This amendment shall be effective upon the date of Governor and Executive Council approval.
IN WITNESS WHEREOF, the parties have set their hands as of the date written below.

State of New Hampshire
Department of Health and Human Services

Date Name: Henry Lipman
TItie: Interim Medicald Director

Gmojte Stale Health Plan, Inc.

-dn-\i
Date Na

Title:

AcKnowledgement of Contractor's signature: .

State of no County of I— t) on . before the undersigned officer,
personally appeared the person identified directly above, or satisfactorily pritven to be the person whose name Is
signed above, anb acknowledged that s/he executed this docurhent in the capacity indicated above.

ture )ta Public or Justice of the Peace

le of Notary or Justice of the Peace \Name and Title of Notary or Justice of the Peace

My Commission Expires:

'.SBkL.,

UURAL6REEN0
My Ccmminlon Expta
0ec«inb6r1S,2(^
St Loiih County

ComffilMlon 012428330

Grmtte State Health Ptan. Inc. Amendment 015
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New Hampshire Department of Health and Human Services
Medicald Care Management Contract

This amendmeni shall be effective upon the date of Governor and Executive Council approval.
IN WITNESS WHEREOF, the parties have set their hands as of the date Mrltteh below.

State of New Hampshire
Department of Health and Human Services

2.oir

u-an-n
Date

Acknowledgement of Contractor's signature:ilvi 11 wi wwvtuvwivi

f
pm«Name/ranry

Title;/ interi id Director

e State Health Plan. Inc.

Na

Title:

»

of .CountyoftVr'LjlXMt) on 1.1
nady appeared the person identified dIrecUy above, or satisfact6r9y^

Stale —r—
personally appeared the person identified directly above, or satisfactory priiven to be the person whose name Is

3d above, anb acknc^edged that s/he executed this document In the capacity indicated above.

12Z_, before the undersigned officer,

lure o\N itaiy Public or Justice of the Peace

Name and Title of Notary or Justice of the Peace \

3s:

iTiUeofNotary

My Commission Expires

LMJRALQRE£NO
MyCoantoion£j;ifc«9
pMMb«r1S.2O20
SlLoubCotfih

CoamlMio(iS1242e339

Giani!« Slats Naalth Pba Inc. Ainftivimcniai6
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New Hampshire Department of Health and Human Services
Medicaid Care Management Contract

The preceding Amendment, having been reviewed by this office, is approved as to form, substance, and execution.

OFFICE OF THE ATTORNEY GENERAL

itie:

I hereby certify that the foregoing Amendment was approved by the Governor and Executive Council of the State
of New Hampshire at the Meeting on: (date of meeting)

OFFICE OF THE SECRETARY OF STATE

Date Name:

Trtle:

Grsntte State Health Plan. Inc. Amendment #15
Page 3 of 3



New Hampshire Department of Health and Human Services
Medicald Care Management Contract

state of New Hampshire
Department of Health and Human Services

Amendment #15 to the
Medlcaid Care Management Contract

This 15*" Amendment to the Medlcaid Care Management contract (hereinafter referred to as 'Amendment Fifteen")
dated this 21"' day of November. 2017. is by and between the State of New Hampshire, Department of Heafth and
Human Services (hereinafter referred to as the "State" or "Department") and Boston Medical Center Health Plan,
Inc., (hereinafler referred to as "the Contractor"), a Massachusetts nonprofit corporation with a place of business at
2 Copley Place, Suite 600, Boston. MA 02116.

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor and Executive Council on May 9.
2012, Item #54A. and approved subsequent amendments as follows: Amendment #1 June 19, 2013, Item #, 67A,
Amendment Ifl February 12, 2014, Item #25. Amendment #3 April 9, 2014, Item #44, Amendment #4 June 18,
2014, Item #65A, Ameridment #5 July 16. 2014, Late Item "A", Amendment #6 December 23, 2014, Item #11,
Amendment #7 June 24, 2015, Item #30, Amendment #8 August 5, 2015, Tabled Item "A*. Amendment #9
December 16,2015, Late Item'AS", Amendment #10 January 27, 2016, Item #78, Amendment #11 March 9, 2016,
Item #10A Amendment #12 June 29, 2016, Late Item 'A2*, Amendment #13 October 5, 2016, Item #12A, and
Amendment #14 June 21, 2017 Tabled Item #18, the Contractor agreed to perform certain services based upon the
terms and conditions specified in the Contract as amended and in consider^ion of certain sums specified; and

WHEREAS, the State and the Contractor have agreed to make changes to the scope of work, payment schedules
and terms and conditions of the contract; and

WHEREAS, pursuant to the General Provisions, Paragraph 18, the State may modify the scope of work and the
payment schedule of the contract by written agreement of the parties;

WHEREAS, the parties agree to modify the'price limitation, extend the completion date, and modify the scope of
services to support continued delivery of these services, and modify the capitation rates, and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained in the
Contract and set for^ herein, the parties hereto agree as follows:

1. Amend Form P-37, General Provisions. Block1.7 Completion Date to read: June 30, 2019

2. Amend Form P-37, General Provisions, Block 1.8 Price Limitation to lr*crease the Price Limitation by
$588,700,299.20 from $2,904,421,069.01 to read: $3,493,121,388.21 for a cumulative contract value for
ail Medlcaid Care Management contracts.

3. Amend Form P-37, Block 1.9, to read Maria Reinemann, Director of Contracts and Procurement.

4. Amend Form P-37. Block 1.10 to read 603-271-9330.

5. Delete Exhibit A Amendment #12 in its entirety and replace with Exhibit A Amendment #13.

6. Delete Exhibit B Amendment #14 In Its entirety and replace with Exhibit 6 Amendment #15.

Boston Medical Center Health Plan, Inc. Amendment #15
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New Hampshire Department of Health and Human Services
Medicald Care Management Contract

This amendment shall be effective upon the date of Governor and Executive Council approval.
IN WITNESS WHEREOF, the parties have set their hands as of the date written below.

State of New Hampshire
Department of Health and Human Services

Date Name: /fen/y LJpma
Title: ^\n\epn\ Medlpald Director

Boston Medical Center Health Plan, inc.

^ame:Date Name:

Ti"e- FrtSKic^ ^

Acknowledgement of Contractor's signature:

Stale oH^C^pcy|C^£jW^Countv of"^-^^ on 11 *^8' \'7 before the underslgried officer,
r^rsonally appeared the person identified directly above, or satisfactorily proven to be the person whose name is
signed above, and acknowledged that s/he executed this document In the capacity indicated above.

Signature of Notary Public or\ustice of the Peace

ena)n>qfrv/ BecoVUf
Name and Title of Notary or Justice of the Peace

My Commission Expires: 3* 2.^

Boston Madical Center Health Plan, Inc. Amendment 415
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New Hampshire Department of Health and Human Services
Medicald Care Management Contract

This amendment shall be effective upon the date of Governor and Executive Council approval.
IN WITNESS WHEREOF, the par^ have set their hands as of the date written below.

State of New Hampshire
Department of Health and Human Services

\\Mio\i-
DatT ' NameyHe#-

Title*/ Inter!
pma

ed aid Director

Boston Medical Center Health Plan, Inc.

\hzb'\i
Date Name:

Title: /

Acknowledgement of Contractor's signature:

State ot^CgyQCaaC^O:t\SCoun^v on before the undersigned officer,
personally appeared the person fdentrfied.directly above, or satisfactorily proven to be the person wtrase name Is
signed above, and acknowledged that s/he executed this document in the capacity Indicated above.

Signature of Notary Public or\ju$tice of the Peace

ecuWqn-^ /
Name and Tide of Notary or Justice of the Peace

My Comrhlssfon Expires: 3* •

Botian Modcal Centsr Hesftn Plan. Inc. AmencknentSlS
Paoa2or3



New Hampshire Department of Health and Human Services
Medlcaid Care Management Contract

The preceding Amendment having been reviewed by this office, is approved as to form, substance, and execution.

OFFICE OF THE ATTORNEY GENERAL

Date Nam

I hereby certify that the foregoing Amendment was approved by the Governor and Executive Council of the State
of New Hamo^re at the Meeting on; (data of meetino)

OFFICE OF THE SECRETARY OF STATE

Date Name:

title:

Boston Medtesi Centet Hestth Ptan, tnc. Amendment its
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1. Introduction

1.1. Purpose

1.1.1. The purpose of this Agreement is to set forth the terms and conditions for the MCO's
participation in the NH Medicaid Care Management Program.

1.2. Type of Agreement

1.2.1. This is a comprehensive full risk prepaid capitated contract. The MCO is responsible
for the timely provision of all medically necessary services as defined under this
Agreement. In the event the MCO incurs costs that exceed the capitation payments,
the Stale of New Hampshire and its agencies are not responsible for those costs and
will not provide additional payments to cover such costs.

1.3. Agreement Period

1.3.1. The Department of Health and Human Services (DHHS) and the MCO agree to
extend this agreement by 12 months to June 30,2019.
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2. Glossary of Terms and Acronyms
Abuse

"Abuse" means provider practices that are inconsistent with sound fiscal, business, or medical
practices and result in an unnecessary cost to the Medicaid program, or in reimbursement for
services that are not medically necessary or that fail to meet professionally recognized standards
for health care. It also includes beneficiary practices that result in unnecessary cost to the
Medicaid program. [42 C.F.R. 455.2]

AdmioistraHve Review Committee

Applies appropriate risk management principles to ensure due diligence and oversight to protect
the patient, community and hospital in treating high risk or high profile patients.

Acquired Brain Disorder (HCBC-ABD) Waiver

"Acquired Brain Disorder (HCBC-ABD) waiver" means the home and community-based care
1915(c) waiver program that provides a system of services and supports to individuals age 22
years and older with traumatic brain injuries or neurological disorders who are financially
eligible for Medicaid and medically qualify for institutional level of care provided with a need
for specialized nursing care or specialized rehabilitation services. Covered services are identified
in He-M 522.

Adequate Network of Providers

A network sufficient in numbers, types and geographic location of providers, as defined in the
Agreement, to ensure that covered persons will have access to health care services without
unreasonable delay.

Advance Directive

"Advance Directive" means a written instruction, such as a living will or durable power of
attorney for health care, recognized under the laws of the State of New Hampshire, relating to the
provision of health care when an individual is incapacitated (42 CFR 438.6,438.10,422.128, and
489.100).

Agreement

"Agreement" means the entire written Agreement between DHHS and the MCO, including any
Exhibits, documents, and materials incorporated by reference.

Agreement Period

Dates indicated in the P-37 of this Agreement.

Agreement Year

NH State Fiscal Year.
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Appeal

"Appeal" means a request for review of an action as described in this Agreement (42 CFR
438.400(b)).

Auxiliary aids
I

"Auxiliary aids" means services or devices that enable persons with impaired sensory, manual,
or speaking skills to have an equal opportunity to participate in, and enjoy the benefits of
programs or activities conducted by the MOO. Such aids shall include readers. Braille materials,
audio recordings, telephone handset amplifiers, telephones compatible with hearing aids,
telecommunication devices for deaf persons (TDD's), interpreters, noletakers, written materials,
and other similar services and devices.

Care coordination

"Care coordination" is the deliberate organization of patient care activities between two or more
participants (including the individual) involved in an individual's services and supports to
facilitate the appropriate delivery of medical, behavioral, psychosocial, and long term services
and supports. Organizing care involves the marshalling of personnel and other resources needed
to carry out all required services and supports, and requires the exchange of information among
participants responsible for different aspects of care. (42 CFR 438.208).

Effective care coordination includes the following;

• Actively assists patients to acquire self-care skills to improve functioning and health
outcomes, and slow the progression of disease or disability;

\

• Employs evidence-based clinical practices;

• Coordinates care across health care settings and providers, including tracking referrals;

• Actively assists patients to take personal responsibility for their health care;

f  Provides education regarding avoidance of inappropriate emergency room use;

•  Emphasizes the importance of participating in health promotion activities; Provides ready
access to behavioral health services that are, to the extent possible, integrated with primary
care; and

• Uses appropriate community resources to support individual patients, families and carcgivets
in coordinating care.

• Adheres to conflict of interest guidelines set forth by the health plan and contractor (State of
NH)

• Ensures the patient is aware of all appeal and grievance processes including how to request a
different care coordinator.
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•  Facilitates ready and consistent access to long term supports and services that are, to the
extent possible, integrated with all other aspwts of the member's health care.

Centers for Medicare and Medicaid Services (CMS)

"Centers for Medicare and Medicaid Services (CMS)" means the federal agency within the U.S.
Department of Health and Human Services (HHS) with primary responsibility for the Medicaid
and Medicare program.

Children's Health Insurance Program

"Children's Health Insurance Program (CHIP)" means a program to provide access to medical
care for children under Title XXI of the Social Security Act, the Children's Health Insurance
Program Reauthorization Act of2009.

Children with Special Health Care Needs

Children who have or are at increased risk for a chronic physical, developmental, behavioral, or
emotional condition and who also require health and related services of a type or amount beyond
that required by children generally.

Choices for Independence (HCBC-CFI) Waiver

"Choices for Independence (HCBC-CFI) Waiver" means the home and community-based care
1915(c) waiver program that provides a system of long term care services and supports to seniors
and adults who are financially eligible for Medicaid and medically qualify for institutional level
of care provided in nursing facilities. This term is also known as home and community based
care for the elderly and chronically ill (HCBC-ECI). Long term care definitions are identified in
RSA 151 E and He-E 801, and covered services are identified in He-E 801.

Chronic Condition

"Chronic Condition" means a physical or mental impainment or ailment of indefinite duration or
frequent recurrence and includes, but is not limited to: a mental health condition; a substance use
disorder; asthma; diabetes; heart disease; or obesity, as evidenced by a body mass index over
twenty-five.

Cold Call Marketing

"Cold Call Marketing" means any unsolicited personal contact by the MCO or its designee, with
a potential member or a member with another contracted managed care organization for the
purposes of marketing (42 CFR 438.104(a)).

Communications Plan

"Communications Plan" means a written strategy for timely notification to DHHS regarding
expected or unexpected interruptions or changes that impact MCO policy, practice, operations,
members or providers. The Communications Plan shall define the purpose of the communication,
the paths of communication, the responsible MCO party required to communicate, and the time
line and evaluation of effectiveness of MCO messaging to DHHS and to affected parties. The
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j

Communications Plan shall also provide for the MOO to communicate with DHHS and respond
to correspondence received from DHHS within one (1) business day on emergent issues and five
(5) business days on non-emergent issues.

Confldential Information

"Confidential Information" means information that is exempt from disclosure to the public or
other uMuthorized persons under federal or state law. Confidential Information includes, but is
not limited to, Personal Information.

Conflict Free Care Coordination

"Conflict Free Care Coordination" separates clinical or non-financial eligibility determination
from direct service provision. Care Coordinators and evaluators of the beneficiary's need for
services are not related by blood or marriage to the individual, their paid caregivers or to anyone
financially responsible for the individual; robust monitoring aiKl oversight are in place to
promote consumer-direction and beneficiaries are clearly informed about their ri^t to appeal or
submit a grievance decisions about plans of care, eligibility determination and service delivery.
Stale level oversight is provided to measure the quality of care coordination services and to
ensure meaningful stakeholder engagement. In circumstances when one entity is responsible for
providing care coordination and service delivery, appropriate safeguards and firewalls exist to
mitigate risk of potential conflict.

Conflict Free Care Management

(see Care Coordination)

Consumer Assessment of Healthcare Providers and Systems (CAHPS®)

"Consumer Assessment of Healthcare Providers and Systems (CAHPS®)" means a family of
standardized survey instruments, including a Medicaid survey used to measure member
experience of health care.

Consumer Direction

"Consumer Direction", also known as participant direction or self-direction, means a service
arrangement whereby the individual or representative, if applicable, directs the services and
makes the decisions about how the funds available for the individual's services are to be spent.
It includes assistance and resources available to individuals in order to maintain or improve their
skills and experiences in living, working, socializing, and recreating.

Continuity of Care

"Continuity of Care" means the provision of continuous care for chronic or acute medical
conditions throu^ member transitions between: facilities and home; facilities; providers; service
areas; managed care contractors; and Medicaid fec-for-service and managed care arrangements.
Continuity of care occurs in a manner that prevents secondary illness, health care complications
or re-hospitalization and promotes optimum health recovery. Transitions of significant
importance include: from acute care settings, such as inpatient physical health or behavioral
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(mental health/substance use) health care settings to home or other health care settings; from
hospital to skilled nursing facility; from skilled nursing to home or community-based settings;
and from substance use care to primary and/or mental health care.

Contracted Services

"Contracted Services" means covered services that are to be provided by the MCO under the
terms of this Agreement.

Covered Services

"Covered Services" means health care services as defined by DHHS and State and Federal
regulation.

. Debarment

Debarment means an action taken by a Federal official to exclude a person or business entity
from participating in transactions involving certain federal funds.

Developmental Disabilities (HCfiC-DD) waiver

"Developmental Disabilities (HCBC-DD) waiver" means the home and community-based care
19i5(c) waiver program that provides a system of long term care services and supports in non-
institutional settings to individuals of any age with mental retardation and/or developmental
disabilities who are financially eligible for Medicaid and medically qualify for institutional level
of care provided in an Intermediate Care Facility for Individuals with Intellectual Disabilities
OCF/UD).

Divisipn for Children, Youlh & Families (DCYF) Services

"Division of Children, Youth & Families (DCYF) Services" means community based services
and residential treatment services as indicated in Section 8.2 Covered Services Matrix as DCYF..

Early, Periodic Screening, Diagnostic and Treatment (EPSDT)

"EPSDT (Early, Periodic Screening, Diagnostic and Treatment)" means a package of ̂rvices in
a preventive (well child) screening covered by Medicaid for children under the age of twenty-one
(21) as defined in the Social Security Act (SSA) Section I905(r), 42 CFR 441.50, and DHHS
EPSDT program policy and billing instructions. Screening services covered by Medicaid include
a complete health history and developmental assessment, an unclothed physical exam,
immunizations, laboratory tests, health education and anticipatory guidance, and screenings for
vision, dental, substance use, mental health and hearing. The MCO shall be responsible for all
services found to be medically necessary services during the EPSDT exam.

Eligible Members

"Eligible Members" means individuals determined eligible by DHHS and eligible to enroll for
health care services under the terms of this Agreement.
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Emergency Medical Condition

Emergency Medical Condition" means a medical condition manifesting itself by acute
symptoms of sufficient severity (including severe pain) such that a pmdent layperson, who
possesses an average knowledge of health and medicine, could reasonably expect the absence of
immediate medical attention to result in: (a) placing the health of the individual (or, with respect
to a pregnant woman, the health of the woman or her unbom child) in serious jeopardy; (b)
serious impairment to bodily functions; or (c) serious dysfunction of any bodily organ or part (42
CFR 438.114(a)). , J e H v
Emergency Services

Emergency Services means inpatient and outpatient contracted services furnished by a
provider qualified to flimish the services needed to evaluate or stabilize an emergency medical
condition (42 CFR 438.114(a)).

Equal Access

Equal Access" means Steps I and 2, and NHHPP members having the same access to providers
and services for those services common to both populations.

Execution Date

Dale Agreement approved by Governor and Executive Council.

External Quality Review (EQR)

"External Quality Review (EQR" means the analysis and evaluation by an EQRO of aggregated
information on quality, timeliness and access to the health care services that the MCO or its
subcontractors Kiraish to members (42 CFR 438.320).
External Quality Review Organization (EQRO)

"External Quality Review Organization (EQRO)" means an organi^tion that meets the
competence and independence requirements set forth in 42 CFR 438.354, and performs external
quality review, other EQR-related activities as set forth in 42 CFR 438.358.

Fraud

"Fraud" means an intentional deception or misrepresentation made by a person with the
knowledge that the deception could result in some unauthorized benefit to himself or some other
person. It includes any act that constitutes fraud under applicable Federal or State law. [42
C.F.R. 455.2]

Grievance

"Grievance" means an expression of dissatisfaction about any matter other than an action.
Possible subjects for grievances include, but are not limited to, the quality of care or services
provided, and aspects of interpersonal relationships such as rudeness of a provider or employee,
or failure to respect the member's rights (42 CFR 438.400(b)).
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Grievance Process

"Grievance Process" means the procedure for addressing member grievances (42 CFR
438.400(b)).

Grievance System

"Grievance System" means the overall system that includes grievances and appeals handled by
the MCO and access to the State fair hearings (42 CFR 438, Subpart F).

Healthcare Effectiveness Data and Information Set (HEDIS)

"Healthcare Effectiveness Data and Information Set (HEDIS)" means a set of standardized
performance measures designed to ensure that healthcare purchasers and consumers have the
information they need to reliably compare the performance of managed health care plans. HEDIS
also includes a standardized survey of members' experiences that evaluates plan performance in
areas such as customer service, access to care and claims processing. HEDIS is sponsored,
supported, and maintained by National Committee for Quality Assurance (NCQA).

Health Home

"Health Home" means coordinated health care provided to members with special health care
needs. At minimum, health home services include:

• Comprehensive care coordination including, but not limited to, chronic disease management;

•  Self-management support for the member, including parents of caregivers or parents of
children and youth;

• Care coordination and health promotion;

• Multiple ways for the rhember to communicate with the team, including electronically and by
phone;

•  Education of the member and his or her parent or caregi ver on self-care, prevention, and
health promotion, including the use of patient decision aids;

• Member and family support including authorized representatives;

• The use of information technology to link services, track tests, generate patient registries and
provide clinical data;

• Linkages to community and social support services;

• COTiprehensive transitional health care including follow-up from inpatient to other settings;

• A single care plan that includes all member's treatment and self-management goals and
interventions; and

• Ongoing performance reporting and quality improvement.
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Home and Community Based Care (HCBC)

"Home and Community Based Care (HCBC)", also known as Home and Community Based
Services (HCBS), means the waiver of sections 1902 (a) (10) and 1915 (c) of the Social Security
Act which allows the federal Medlcaid funding of long term services and supports in non-
institutional settings for individuals who reside in the community or in certain community
alternative residential settings, as an alternative to long term institutional services in a nursing
facility or Intermediate Care Facility. This includes services provide^ under the Choices for
Independence Waiver (HCBC-CFI) waiver program. Developmental Disabilities (HCBC-DD)
waiver program, Acquired Brain Disorders (HCBC-ABD) waiver program, and In Home
Supports (HCBC-IHS) waiver program.

Implementation Period

"Implementation Period" means each period of time prior to Program Start Date for the
following segments: Step 1, NHHPP, SUD Phases 1, 2 and 3, and Step 2 Phases 1,2, 3 and 4.

Implementation Plan

"Implementation Plan" means a proposed and agreed upon written and detailed listing of all
objectives, tasks,-activities, time allocation, deliverables, dependencies and responsible parties
required to design, develop and implement the steps and phases of the Care Management
Program. The Implementation Plan(s) shall include documentation of approvals as well as
document change history.

In Home Supports for Children with Developmental Disabilities (HCBC-IHS) Waiver

"In Home Supports for Children with Developmental Disabilities (HCBC-IHS) Waiver" means
the home and community-based care 1915(c) waiver program that provides a system of long
term care services and supports to families with children diagnosed with autism and other
develc^mental disabilities through age 21 living at home with their families who require services
to avoid institutionalization. Covered services are identified in He-M524.

Long Term Services and Supports (LTSS)

"Long Term Services and Supports (LTSS)" means a broad array of supportive medical,
personal, and social services needed when a person's ability to care for themselves is limited due
to a chronic illness, disability, or frailty. Long term services and supports include nursing facility
services, all four of New Hampshire's Home and Community Based Care Waivers, and services
provided to children and families through the Division for Children, Youth & Families. Other
applicable terms and definitions are identified in RSA 151 E, and Administrative Rules He-E
801, 803 and 805.

Managed Care Organizatton (MCO)

"Managed Care Organization (MCO)" means an organization having a certificate of authority or
certificate of registration from the Office of Insurance Commissioner that contracts with DHHS
under a comprehensive risk Agreement to provide health care services to eligible DHHS
members under the DHHS Care Management Program.
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Marketing

"Marketing" means any communication from the MCO to a potential member or member with
another DHHS contracted MCO that can be reasonably interpreted as intended to influence them
to enroll with the MCO or to either not enroll or end enrollment with another DHHS contracted
MCO (42 CFR 438.104(a)).

Marketing Materials

"Marketing Materials" means materials that arc produced in any medium, by or on behalf of the
MCO that can be reasonably interpreted as intended as marketing (42 CFR 438.104(a)).

Medically Frail
"Medically frail" means a member who identifies as having a physical, mental, or emotional
health condition that causes limitations in activities (e.g. bathing, dressing, daily chores, etc.) or
lives in a medical facility or nursing home.

Medically Necessary Services

"Medically Necessary Services" means services that are "medically necessary" as is defined in
Section 23.2.2.

Member

"Member" means an individual who is enrolled in managed care through a Managed Care
Organization (MCO) having an Agreement with DHHS (42 CFR 438.10(a)).

Member Handbook

"Member Handbook" means the handbook published by the Managed Care Organization (MCO)
which describes requirements for eligibility and enrollment, Covered Services, and other terms
and conditions that apply to Member participation in Medicaid Managed Care and which means
all informing requirements as set forth in 42 CFR 438.10.

Mental Health Court

A "Mental Health Court" is a specialized court docket for certain defendants with mental
illnesses that substitutes a problem solving model for traditional criminal court processing.

National Committee for Quality Assurance (NCQA)

'^National Committee for Quality Assurance (NCQA)" means an organization responsible for
developing and managing health care measures that assess the quality of care and services that
managed care clients receive.

Necessary Services

"Necessary Seiyices" means services to prevent, diagnose, correct, cure, alleviate or prevent the
worsening of conditions that endanger life, cause pain, result in illness or infirmity, threaten to
cause or aggravate a handicap, cause physical deformity or malfunction, or is essential to enable
the individual to attain, maintain, or regain functional capacity and/or independence, and no
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other equally efTective course of treatment is available or suitable for the recipient requesting a
necessary long term service and support.

New Hampshire Community Passport (NHCP) Program or Money Follows the Person
(MFP) Demonstration

"Money Follows the Person (MFP)" means a federal demonstration that assists individuals
residing in nursing institutions who meet CMS eligibility requirements find suitable healthcare
programs to support them in the community and then assists them to transition from nursing
institution care to community care. The program's intent is to help strengthen and improve
community based systems of long term care for low-income seniors and individuals with
disabilities. "New Hampshire Community Passport (NHCP) Program" means the MFP program
^ecific to New Hampshire.

New Hampshire Health Protection Program (NHHPP)

Coverage provided through the MCOs for individuals newly eligible for Medicaid based the new
income levels established in Senate Bill 413» Chapter 3, Laws of 2014; provided, however, that
on and after January 1,2016, coverage under this program shall be limited to said individuals
who are Medically Frail and who choose to participate in the New Hampshire Health Protection
Program and those MCO members who transition from an eligibility category other than the
New Hampshire Health Protection Program who have not yet begun their coverage in the
Premium Assistance Program.

New Member

"New Member" means a member transferring from FFS to an MCO, or transferring from another
MCO.

Non-Participating Provider

"Non-Participating Provider" means a person, health care provider, practitioner, facility or entity
acting within their scope of practice or licensure, that does not have a written Agreement with
the MCO to participate in a managed care organization's provider network, but provides health
care services to members.

Participating Provider

"Participating Provider" means a person, health care provider, practitioner, facility, or entity,
acting within their scope of practice and licensure, and who is under a written contract with the
MCO to provide services to members under the terms of this Agreement.

Payment Reform Plan

"Payment Reform Plan" means an MCO's plan to engage its provider network in health care
delivery and payment reform activities such as pay for performance programs, innovative
provider reimbursement methodologies, risk sharing arrangements and sub-capitation
agreements, and shall contain information on the anticipated impact on member health outcomes,
providers affected.
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Physician Group

"Physician Group" means a partnership, association, corporation, individual practice association,
or other group that distributes income from the practice among its members. An individual
practice association is a physician group only if it is composed of individual physicians and has
no subcontracts with physician groups.

Provider Incentive Plan

"Provider Incentive Plan" means any compensation arrangement between the MCO and a
provider or provider group that may directly or indirectly improve the delivery of healthcare
services as directed by a provider under the terms of this Agreement.

Program Management Plan

"Program Management Plan" means a proposed and agreed upon written detailed plan that
includes a framework of processes to be used by the MCO and NH DHHS for managing and
monitoring all aspects of the Care Management Program as provided for in the Agreement.
Includes documentation of approvals as well as document change history.

Program Start Date

Each date when MCO is responsible for coverage of services to its members with resp^t to the
steps and phases of the Medicaid Care Management program.

Post-stabiUzation Services

"Post-stabilization Services" means contracted services, related to an emergency medical
condition that are provided after an member is stabilized in order to maintain the stabilized
condition or to improve or resolve the member's condition (42 CFR 438.114 and 422.113).

Primary Care Provider (PCP)

"Primary Care Provider (PCP)" means a participating provider who has the responsibility for
supervising, coordinating, arid,providing primary health care to members, initiating referrals for
specialist care, and maintaining the continuity of member care. PCPs include, but are not limited
to Pediatricians, Family Practitioners, General Practitioners, Intemists,
Obstetricians/Gynecologists, Physician Assistants (under the supervision of a physician), or
Advanced Registered Nurse Practitioners (ARNP), as designated by the MCO. TTie definition of
PCP is inclusive of primary care physician as it is used in 42 CFR 438, All Federal requirements
applicable to primary care physicians will also be applicable to primary care providers as the
term is used in this Agreement.

Provider

"Provider" means an individual medical professional, hospital, skilled nursing facility, other
facility or organization, pharmacy, program, equipment and supply vendor, or other entity that
provides care or bills for health care services or products.
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Referral Provider
/

"Referral Provider" means a provider, who is not the member's PCP, to whom a member is
referred for covered services

Regulation

"Regulation" means any federal, state, or local regulation, rule, or ordinance.

Risk

"Risk" means the possibility that a loss may be incurred because the cost of providing services
may exceed the payments made for services. When applied to subcontractors, loss includes the
loss of potential payments made as part of a provider incentive plan, as defined herein.

Special Needs

Special Needs include chronic physical, developmental, t>ehavioral or emotional conditions or
adverse social circumstances resulting in need for help with related services of a type or amount
beyond that required by members generally. Members with Special Needs include both Children
and Adults.

Start Date of the Program

Date initial member enrollment begins.

Start of Program

Date initial member enrollment begins.

State

"State" or "state" means the State of New Hampshire

Step 1

Services as indicated in Section 8.2 Covered Services Matrix as Step 1.

Step 2

Services as indicated in Section 8.1 Covered Populations Matrix and Section 8.2 Covered^
Services Matrix as Step 2.

Subcontract

"Subcontract" means any separate contract or contract between the MCO and an individual or
entity ("Subcontractor") to perform all or a portion of the duties and obligations that the MCO is
obligated to perform pursuant to this Agreement.

Substance Use Disorder

"Substance Use Disorder" is marked by a cluster of cognitive, behavioral and physiological
symptoms indicating that the individual continues to use alcohol, tobacco, and/or other drugs
despite significant related problems. The cluster of symptoms includes tolerance; withdrawal or
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use of a substance in larger amounts or over a longer period of time than intended; persistent
desire or unsuccessful efforts to cut down or control substance use; a great deal of time spent in
activities related to obtaining or using substance or to recover from their effects; relinquishing
important social, occupational or recreational activities because of substance use; and continuing
alcohol, tobacco and/or drug use despite knowledge of having a persistent or recurrent physical
or psychological problem that is likely to have been caused or exacerbated by such use; craving
or strong desire to use. Specific diagnostic criteria are specified in "Substance-Related and
Addictive Disorders", in the Diagnostic and Statistical Manual of Disorders, 5th Edition,
American Psychiatric Association, 2013.

Willing Provider

"Willing Provider" is a provider credentialed according to the requirements of DHHS and the
MCO, who agrees to render services as authorized by the MCO and to comply with the terms of
the MCO's provider agreement, including rates, and policy manual.

2.1. Acronyms

Unless otherwise indicated acronyms used in this Aerecment are as follows-
7, ' vl'.. "

Acron^. 'V y. ..'i: -:4-

ABD Acquired Brain Disorders Waiver

ACA Affordable Care Act

ADA Americans with Disabilities Act

ANB Aid to the Needy Blind

ANSA Adult Needs and Strengths

APTD Aid to the Permanently and Totally Disabled

ASC Accredited Standards Committee

ASL American Sign Language

BCCP Breast and Cervical Cancer Program

BMH Bureau of Mental Health

CAD Coronary Artery Disease

CANS Child and Adolescent Needs and Strengths Assessment

CDC Centers for Disease Control and Prevention

CFI Choices for Independence Waiver

CFR Code of Federal Regulations

CHF Congestive Heart Failure
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Aci^rm' .'Description . k .-V

CHIP Children's Health Insurance Program

CLA Community Living Assessment

CLAS Cultural and Linguistically Appropriate Services

CMHC Community Mental Health Center

CMS Centers for Medicare and Medicaid Services

COB Coordination of Benefits

COPD Chronic Obstructive Pulmonary Disease

CQI Continuous Quality Improvement

DCYF Division of Children, Youth & Families

DD Developmental Disabilities Waiver

DHHS Department of Health and Human Services (New Hampshire)

DOB Date of Birth

DME Durable Medical Equipment

DRG Diagnostic Related Group

DSH Disproportionate Share Hospitals

EFT Electronic Fund Transfer

EPSDT Early Periodic Screening, Diagnosis and Treatment

EST Eastern Standard Time

ETL Extract Transformation Load

EQRO External Quality Review Organization

FFS Fee-for-Service

FOHC Federally Qualified Health Center

GME Graduate Medical Education

HC-CSD Home Care for Children with Severe Disabilities

HIPAA Health Insurance Portability and Accountability Act

HIV Human Immunodeficiency Virus

ICF Intermediate Care Facility
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Aci^'hym ojlc' ,DescrIptibn; • 'v--' .

IHS In Home Supports for Children with Developmental Disabilities Waiver

IME Indirect Medical Education

LTSS
t

Long term services and supports

MCO Managed Care Organization

MCIS Managed Care Information System

MFP Money Follows the Person Program

MIC Medicaid Integrity Contractor

MEAD Medicaid for Employed Adults with Disabilities

MMIS Medicaid Management Information System

N/A Not applicable

NCQA National Committee for Quality Assurance

NHCP New Hampshire Community Passport Program

NF Nursing Facility

NHHPP New Hampshire Health Protection Program

NHID New Hampshire Insurance Department

NPI National Provider Identifier

OAA Old Age Assistance

OBRA Omnibus Budget Reconciliation Act

PBM Pharmacy Benefit Management

PCP Primary Care Provider

PE Presumptive Eligibility

PIN Personal Identification Number

POA Present on Admission.

OAPI Quality Assessment and Performance Improvement

QIP Quality Incentive Program

OM Quality Management

0MB Qualified Medicare Beneficiaries
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AcroDym Des^iibtioii

RAC Recovery Audit Contractors

RBC. Risk-Based Capital

RFP Request for Proposal

RHC Rural Health Center

RIMP Risk Identification Mitigation Plan

RSA Revised Statutes Annotated

SAMHSA Substance Abuse and Mental Health Services Administration

SLMB Special Low-Income Medicare Beneficiaries

SLRC ServiceLink Resource Center network under the New Hampshire Aging
and Disability Resource Center model

SNF Skilled Nursing Facility

SSA Social Security Act

SSI Supplemental Security Income

SSAE Statement on Standards for Attestation Engagements

SUD Substance Use Disorder

TANF Temporary Assistance for Needy Families

TPL Third Party Liability

TQM Total Quality Management

use United States Code

VA Veteran*s Administration
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3. General Terms and Conditions
3.1. Agreement Elements

The Agreement between the parties shall consist of the following;

3.1.1. P-37 Agreement General Provisions.

3.1.2. Exhibit A - Scope of Services - Statement of work for all goods and services to be
provided as agreed to by State of New Hampshire/DHHS and the MCO.

3.1.3. Exhibit B - Capitation Rates.

3.1.4. Exhibit C - Special Provisions - Provisions and requirements set forth by the State of
New Hampshire/DHHS that must be adhered to in addition to those outlined in the P-
37.

3.1.5. Exhibit D - Certification Regarding Drug Free Workplace Requirements - MCO's
Agreement to comply with requirements set forth in the Drug-Free Workplace Act of
1988.

3.1.6. Exhibit E - Certification Regarding Lobbying - MCO's Agreement to comply with
specified lobbying restrictions.

3.1.7. Exhibit F - Certification Regarding Debarment, Suspension and Other Responsibility
Matters - Restrictions and rights of parties who have been disbarred, suspended or
ineligible from participating in the Agreement.

3.1.8. Exhibit G - Certification Regarding Americans With Disabilities Act Compliance -
MCO's Agreement to make reasonable efforts to comply with the Americans with
Disabilities Act.

3.1.9. Exhibit H, - Certification Regarding Environmental Tobacco Smoke - MCO's
Agreement to make reasonable efforts to comply with the Pro-Children Act of 1994,
which pertains to environmental tobacco smoke in certain facilities.

3.1.10. Exhibit I - HIPAA Business Associate Agreement - Ri^ts and responsibilities of the
MCO in reference to the Health Insurance Portability and Accountability Act.

3.1.11. Exhibit J - Certification Regarding Federal Funding Accountability & Transparency
Act (FFATA) Compliance.

3.1.12. Exhibit K - MCO's Program Management Plan approved by DHHS in accordance
with Section 7.4 of this Agreement.

Page 25



New Hampshire Medlcaid Care Management Contract — SFY2018-SFY2019

Exhibit A - Amendment 3

3.1.13. Exhibit L- MCO's Implementation Plan approved by DHHS in accordance with
Sections 7.6-7.8 of this Agreement.

3.1.14. Exhibit M - MCO's RFP (#12-DHHS-CM-01) Technical Proposal, including any
addenda, submitted by the MCO.

3.1.15. Exhibit N - Encounter Data.

3.1.16. Exhibit O -Quality and Oversight Reporting.

3.1:17. Exhibit P - Substance Use Disorder (SUD) Services.

3.2. Order of Documents.

In the event of any conflict or contradiction between or among the Agreement
documents, the documents shall control in the above order of precedence.

3.3. Delcgntiun of Authority

Whenever, by any provision of this Agreement, any right, power, or duty is imposed or
conferred on DHHS, the right, power, or duty so imposed or conferred is possessed and
exercised by the Commissioner unless any such right, power, or duty is specifically
delegated to the duly appointed agents or employees of DHHS and NHID.

3.4. Authority of the New Hampshire Insurance Department

Wherever, by any provision of this Agreement or by the laws and ru^s of the State of
New Hampshire the NHID shall have authority to regulate and oversee the licensing .
requirements of the MCO to operate as a Managed Care Organization in the State of New
Han^shire.

3.5. Errors & ()misslons

The MCO shall not take advantage of any errors and/or omissions in the RFP or the
resulting Agreement and amendments. The MCO shall promptly notify DHHS of any
such errors and/or omissions that are discovered.

3.6. Time of the E.ssence
■

In consideration of the need to ensure uninterrupted and continuous Medicaid Managed
Care services, time is of the essence in the performance of the Scope of Work under the
Agreement;

3.7. CMS Approval of Agreement & Any Amendments

This Agreement and the implementation of amendments, modifications, and changes to
this Agreement are subject to the prior approval of the Centers for Medicare and
Medicaid Services ("CMS.**). Notwithstanding any other provision of this Agreement,
DHHS agrees that enrollment for any step or phase will not commence until DHHS has
received required CMS approval.
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3.8. Cooperation with Other Vendors and Prospective Vendors

DHHS may award supplemental contracts for work related to the Agreement, or any
portion thereof. The MCO shall reasonably cooperate with such other vendors, and shall
not commit or permit any act that may interfere with the performance of work by any
other vendor, or act in any way that may place members at risk of an emergency medical
condition.

3.9. Renegotiation and Rcprocuremont Rights

3.9.1. Renegotiation of Agreement Terms

3.9.1.1. Notwithstanding anything in the Agreement to the contrary, DHHS may at
any time during the term of the Agreement exercise the option to notify MCO
that DHHS has elected to renegotiate certain terms of the Agreement. Upon
MCO's receipt of any notice pursuant to this Section, MCO and DHHS will
undertake good faith negotiations of the subject terms of the Agreement, and
may execute an amendment to the Agreement.

3.9.2. Reprocurement of the Services or Procurement of Additional Services

3.9.2.1. Notwithstanding anything in the Agreement to the contrary, whether or not
DHHS has accepted or rejected MCO's Services and/or Deliverables provided
during any period of the Agreement, DHHS may at any time issue requests for
proposals or offers to other potential contractors for performance of any
portion of the Scope of Work covered by the Agreement or Scope of Work
similar or comparable to the Scope of Woric performed by MCO under the
Agreement. DHHS shall give the MCO ninety (90) calendar days notice of
intent to replace another MCO participating in the Medicaid Managed Care
program or to add an additional MCO to the Medicaid Managed Care
program.

3.9.3. Termination Rights Upon Reprocurement.

3.9.3.1. If upon procuring the Services or Deliverables or any portion of the Services
or Deliverables from another vendor in accordance with this Section DHHS

elects to terminate this Agreement, the MCO shall have the rights and
responsibilities set forth in Section 32 ("Termination"), Section 33
("Agreement Closeout") and Section 35 ("Dispute Resolution Process").
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4. Organization
4.]. Organization Requirements

4.1.1. Registrations and Licenses

Tlte MCO shall be licensed by the New Hampshire Department of Insurance to
operate as an Managed Care Organization in the State as required by New Hampshire
RSA 420-B, and shall have all necessary registrations and licensures as required by
the New Hampshire Insurance Department and any relevant federal and state laws
and regulations. An MCO must be in compliance with the requirements of this section
in order to participate in any Steps and Phases of the Medicaid Care Management
program.

4.2. Articles & Bylaws

4.2.1. The MCO shall provide by the beginning of each Agreement year or at the time of
any substantive changes written assurance from MCO's legal counsel that the MCO is
not prohibited by its articles of incorporation, bylaws or the laws under which it is
incorporated from performing the services required under this Agreement.

4.3. Relationships

4.3J. Ownership and Control

4.3.1.1. The MCO shall notify DHHS of any person or corporation that has five
percent (5%) or more ownership or controlling interest in the MCO, parent
organization, subcontractors, and/or affiliates and shall provide

a. financial statements;

b. Date of Birth in the case of an individual;

c. Social Security numbers in the case of an individual; and

d. In the case of corporations primary business address, every business
location, P.O. Box address, and tax identification number for all owners
meeting this criterion [1124(aX2)(A) 1903(m)(2)(A)(viii); 42 CFR455.100-
104 ; SMM 2087.5(A-D); SMD letter 12/30/97; SMD letter 2/20/98]. The
MCO shall certify by its Chief Executive Officer that this information
provided to DHHS is accurate to the best of the officer's information,
knowledge, and belief [42 CFR 438.606].

4.3.1.2. The MCO shall inform DHHS and the New Hampshire Insurance Department
(NHID) of its intent for mergers, acquisitions, or buy-outs within seven (7)
calendar days of key staff learning of the action.
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4.3.1.3. The MCO shall inform key DHHS and NHID staff by phone and by email
within one business day of when any key MCO staff leam of any actual or
threatened litigation, investigation, complaint, claim, or transaction that may
reasonably be considered to have a material financial impact on and/or
materially impact or impair the abili ty of the MCO to perform under this
Agreement with DHHS.

4.3.2. Prohibited

4.3.2.1. The MCO shall not knowingly have a relationship with the following;

4.3.2.1.1. An individual who is debarred, suspended, or otherwise excluded from
participating in procurement activities under the Federal Acquisition
Regulation or from participating in non-procurement activities under
regulations issued under Executive Order No. 12549 or under
guidelines implementing Executive Order No. 12549.; or

4.3.2.1.2. An individual who is an affiliate, as defined in the Federal Acquisition
Regulation, of a person described in 4.3:2.1.

y-4.3.2.1.3. An individual is described as follows:

a. A director, officer, or partner of the MCO;

b. A subcontractor of the MCO;

c. A person with beneficial ownership of five percent (5%) or more
of the MCO's equity; or

d. A person with an employment, consulting, or other arrangement
with the MCO obligations under its Agreerhent with the State [42
CFR 438.610(a); 42 CFR 438.610(b); SMD letter V20m].

4.3.3. The MCO shall retain any data, information, and documentation regarding the above
described relationships for a period no less than 10 years [42 CFR438.3(u)].

4.3.4. The MCO shall conduct background checks on all employees actively engaged in the
Care Management Program. In particular, those background checks shall screen for
exclusions from any federal programs and sanctions from licensing oversight boards,
both in-state and out-of-state.

4.3.5. The MCO shall not and shall certify it does not employ or contract, directly or
indirectly, with;

4.3.5. i. Any individual or entity excluded from Medicaid or other federal health care
program participation under Sections 1128 or 1128A of the SSA forthe
provision of health care, utilization review, medical social work, or
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administrative services or who could be excluded under Section 1128(b)(8) of
the Social Security Act as being controlled by a sanctioned individual;

4.^3.5.2. Any entity for the provision of such services (directly or indirectly) through an
excluded individual or entity;

4.3.5.3. Any individual or entity excluded from Medicaid or New Hampshire
participation by DHHS;

4.3.5.4. Any individual or entity discharged or suspended from doing business with
the State of New Hampshire; or

4.3.5.5. Any entity that has a conh^ctual rel^^ship (direct or indirect) with an
individual convicted of certain crim« as described in Section 1128(b)(8) of
the Social Security Act.' -
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5. Subcontractors

5.1. MCO Obligations

5.1.1. The MCO remains fully responsible for the obligations, services and functions
performed by its subcontractors, including being subject to any remedies contained in
this Agreement, to the same extent as if such obligations, services and functions were
performed by MCO employees, and for the purposes of this Agreement such work
will be deemed performed by the MCO. DHHS reserves the right to require the -

replacement of any subcontractor found by DHHS to be unacceptable or unable to
meet the requirements of this Agreement, and to object to the selection or use of a
subcontractor. . :

5.1.2. The MCO shal I provide written policies for ail employees and subcontractors
describing in detail the False Claims Act and other F^eral and State laws described
in section 1902(a)(68) of the SSA including information about rights of employees to
be protected as whistleblowers.

5.1.3. The MCO regardless of its written agreements with any subcontractors maintains
ultimate responsibility for complying with this Agreement.

5.1.4. The MCO shall inform all subcontractors at the time of entering into an agreement
with the MCO about the grievance and appeal system as described in 42 CFR
438.10(g).

5.1.5. The MCO shall have a written agreerhent between the MCO and each subcontractor
in which the subcontractor

5.1.5.1.Agrees to comply with all applicable Medicaid laws, regulations,
including applicable subregulatory guidance and MCO contract
provisions;

5.1.5.2.Agrees to hold harmless DHHS and its employees, and all members
served under the terms of this Agreement in the event of non-payment by
the MCO;

5.1.5.3.Agrees to indemnify and hold harmless DHHS and its employees
against all injuries, deaths, losses, damages, claims, suits, liabilities,
judgments, costs and expenses which may in any manner accrue against
DHHS or its employees through intentional misconduct, negligence, or
omission of the subcontractor, its agents, officers, employees or
concractors;[

5.1.5.4. Agrees that the State, CMS, the HHS Inspector General, or their
designees shall have the right to audit, evaluate, and inspect any premises.
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physical facilities, books, records, contracts, computer or other electronic
systems of the subcontractor, or of the subcontractor's contractor, that
pertain to any aspect of the MCO Managed Care activities;

5.1.5.5. Agrees that it can be audited for ten years from the final date of the
contract period or from the date of any completed audit, whichever is later;
and

5.1.5.6. Agrees that the State, CMS, or the HHS bispector General can
conduct an audit at any time if the State, CMS, or the HHS Inspector
General determines that there is a reasonable possibility of fraud or similar
risk [42 CFR 438.230].

5.1.4 The MCO shall notify DHHS in writing within 10 business days if a subcontractor
is cited for corrective action by any federal or state regulatory authority.

5.2. Notice and Approval

5.2.1. The MCO shall submit all subcontractor agreements to DHHS for prior approval at
least sixty (60) calendar days prior to the anticipated implementation date of that .
subcontractor agreement and annually for renewals or whenever there is a substantial
change in scope or terms of the subcontractor agreement. '

. 5.2.2. The MCO shall notify DHHS of any change in subcontractors and shall submit a new
subcontractor agreement for approval ninety (90) calendar days prior to the start date
of the new subcontractor agreement.

5.2.3. Approval by DHHS of a subcontractor agreement does not relieve the MCO from any
obligation or responsibility regarding the subcontractor and does not imply any
obligation by DHHS regarding the subcontractor or subcontractor agreement.

5.2.4. DHHS may grant a written exception to the notice requirements of 5.2.1 and 5.2.2 if,
in DHHS's reasonable determination, the MCO has shown good cause for a shorter
notice period or deems that the subcontractor is not a material subcontractor.

5.2.5. The MCO shall notify DHHS within twenty four (24) hours after receiving notice
from a subcontractor of its intent to terminate a subcontract agreement.

5.2.6. The MCO shall notify DHHS of any material breach of an agreement between the
MCO and the subcontractor within twenty four (24) hours of validation that such
breach has occurred.

5.3. MCO's Oversight
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5.3.1. The MOO shall oversee and be held accountable for any function(s) and
responsibilities that it delegates to any subcontractor in accordance with 42 CFR
438.230 and SMM 2087.4. including:

5.3.1.1. The MCO shall have a written agreement between the MCO and the
subcontractor that specifies the activities and responsibilities delegated to the
subcontractor and its transition plan in the event of termination and provisions
for revoking delegation or imposing other sanctions if the subcontractor's
performance is inadequate as determined by the MCO or NH DHHS. In such
written agreement, the subcontractor shall also agree to perform the delegated
activity and related reporting responsibilities as specified in the subcontractor
agreement and the applicable responsibilities in this Agreement.

5.3.1.2. All subcontracts related to ahy aspect of the MCO Managed Care activities
shall ftilfiU the applicable requirements of 42 CFR Part 438 for those
responsibilities delegated to the subcontractor.

5.3.1.3. The MCO shall evaluate the prospective subcontractor's ability to perform the
activities to be delegated.

5.3.1.4. The MCO shall monitor the subcontractor's performance on an ongoing basis
consistent with industry standards and State and Federal laws and regulations.

5.3.1.5. The MCO shall audit the subcontractor's care systems at least annually and
when there is a substantial change in the scope or terms of the subcontract
agreement.

5.3.1.6. The MCO shall identify deficiencies or areas for improvement, if any, with
respect to which the MCO and the subcontractor shall take corrective action.

5.3.1.7. The MCO shall monitor the performance of its subcontractors on an ongoing
basis and ensure that performance is consistent with the Agreement between
the MCO and DHHS.

5.3.1.8. If the MCO identifies deficiencies or areas for improvement are identified, the
MCO shall notify DHHS and take corrective action within seven (7) calendar
days of identification. The MCO shall provide DHHS with a copy of the
Corrective Action Plan, which is subject to DHHS approval.
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5.4. Transition Plan

5.4.1. In the event of material change, breach or termination of a subcontractor agreement
between the MCO and a subcontractor, the MCO's notice to DHHS shall include a

transition plan for DHHS's review and approval.
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6. Staffing
6.1. Key Personnel

6.1.1. The MCO shall commit key personnel to the New Hampshire Care Management
program on a fiilUtime basis. Positions considered to be key personnel arc listed
below, along with any specific requirements for each position:

6.1.1.1. Executive Director: Individual has clear authority over the general
administration and day-to-day business activities of this Agreement.

6.1.1.2. Finance Officer: Individual is responsible for accounting and finance
operations, including all audit activities.

6.1.1.3. Medical Director: Physician licensed by the NH Board of Medicine shall
oversee and be responsible for all clinical activities, including but not limited
to, the proper provision of covered services to members, developing clinical
practice standards and clinical policies and procedures. The Medical Director
shall have a minimum of five (5) years of experience in government programs
(e.g. Medicaid, Medicare, and Public Health). The Medical Director shall
have oversight of all utilization review techniques and methods and their
administration and implementation.

6.1.1.4. The MCO will also have a physician available to the New Hampshire Care
Management program with experience in the diagnosis and treatment of SUD.

6.1.1.5. Quality Improvement Director: Individual is responsible for all Quality
Assessment and Performance Improvement (QAPI) program activities. This
person shall be a licensed clinician with relevant experience in quality
management for physical and/or behavioral healthcare.

6.1.1.6. Coordinators for the following five (5) functional areas shall be responsible
for overseeing care coordination activities for MCO members with complex
medical, behavioral health, developmental disability and long term care needs.
They shall also serve as liaisons to DHHS staff for their respective functional
areas:

6.1.1.6.1. Special Needs Coordinator: Individual shall have a minimum of a
Master's Degree from a recognized college or university with major
study in Social Work, Psychology, Education, Public Health or a
related field. The individual shall have a minimum of eight (8) years
demonstrated experience both in the provision of direct care services
as well as progressively increasing levels of management
responsibilities with a particular focus on special needs populations.
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6.1. i .6.2. Behavioral Health Coordinator: Individual shall have a miniinuni of a
Master's Degree from a recognized college or university with major
study in Social Work. Psychology, Education, Public Health or a
related field. The individual shall have a minimum of eight (8) years
demonstrated experience both in the provision of direct care services
as well as progressively increasing levels of management
responsibilities, with a particular focus on direct care and
administrative responsibilities within community mental health
services.

6.1.1.6.3. Developmental Disabilities Coordinator; The individual shall have a
minimum of a Master's Degree from a recognized college or university
with major study in Social Work, Psychology, Education, Public
Health or a related field. The individual shall have a minimum of eight
(8) years demonstrated experience both in the provision of direct care
services as well as progressively increasing levels of management
responsibilities, with a particular focus on direct care and
administrative responsibilities related to services provided for
developmentally disabled individuals.

6.1.1.6.4. Substance Use Disorder Coordinator: The individual will have a
minimum of a Master*s Degree in a SUD related field and have a
minimum of eight (8) years of demonstrated experience both in the
provision of direct care services at progressively increasing levels of
management responsibilities, with a particular focus on direct care and
administrative responsibilities related to substance use disorders.

6.1.1.6.5. Long Term Services and Supports Coordinator: The individual will
have a minimum of a Master's Degree in a Social Work, Psychology,
Education, Public Health or a LTSS related field and have a minimum
of eight (8) years of demonstrated experience both in the provision of
direct care services at progressively increasing levels of management
responsibilities, with a particular focus on direct care and
administrative responsibilities related to long term care.

6.1.1.7. Network Management Director: Individual is responsible for development and
maintenance of the MCO's provider network.

6.1.1.8. Member Services Manager. Individual is responsible for provision of all MCO
member-services activities. The manager shall have prior experience with
Medicaid or Medicare populations.
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6.1.1.9. Utilization Management (UM) Director: Individual is responsible for all UM
activities. This person shall be under the direct supervision of the Medical
Director and shall ensure that UM staff has appropriate clinical backgrounds
in order to make appropriate UM decisions regarding Medically Necessary
Services and Necessary Services.

I

6.1.1.10. Systems Director/Manager: Individual is responsible for all MGO information
systems supporting this Agreement including, but not limited to, continuity
and integrity of operations, continuity flow of records with DHHS'
information systems and providing necessary and timely reports to DHHS.

6.1.1.11. Claims/Encounter Manager: Individual is responsible for and is qualified by
training arid experience to oversee claims and encounter submittal and
processing, where applicable, and to ensure the accuracy, timeliness, and
completeness of processing payment and reporting.

6.1.1.12. Grievance Coordinator: Individual is responsible for overseeing the MCO's
Grievance System.

6.1.1.13. Fraud, Waste, and Abuse Coordinator: Individual is responsible for tracking,
reviewing, monitoring, and reducing fraud, waste, and abuse.

6.1.1.14. Compliance Officer. Individual is responsible for MCO's compliance with the
provisions of this Agreement and all applicable state and federal regulations
and statutes.

6.1.2. The MCO shall have an on-site presence in New Hampshire. The following key
personnel shall be located in New Hampshire:

6.1.2.1. Executive Director ^

6.1.2.2. Medical Director

6.1.2.3. Quality Improvement Director

6.1.2.4. Special Needs Coordinator

6.1.2.5. Behavioral Health Coordinator

6.1.2.6. Developmental Disabilities Coordinator

6.1.2.7. I.X)ng Term Services and Supports Coordinator

6.1.2.8. Network Management Director

Page 37



New Hampshire Medlcaid Care Management Contract — SKY2018-SFY2019

Exhibit A - Amendment #13

6.1.2.9. Fraud, Waste, and Abuse Coordinator

6.1.2.10. Grievance Coordinator

6.1.2.11. Substance Use Disorder Coordinator

6.1.2.12. Claim Encounter Manager

6.1.2.13. Provider Relations Manager

6.1.3. The MCO shall provide to DHHS for review and approval key personnel and
qualifications no later than sixty (60) days prior to start of program.

6.1.4. The MCO shall staff the program with the key personnel as specified in this
Agreement, or shall propose alternate staffing subject to review and approval by
DHHS, which approval shall not be unreasonably withheld.

6.1.5. DHHS may grant a written exception to the notice requirements of this Section if, in
DHHS's reasonable determination, the MCO has shown good cause for a shorter
notice period.

6.2. CiMUTal Stuffing Provisions

6.2.1. The MCO shall provide sufficient staff to perform all tasks specified in this
Agreement. The MCO shall maintain a level of staffing nectary to perform and
carry out all of the functions, requirements, roles, and duties in a timely fashion as
contained herein. In the event that the MCO does not maintain a level of staffing
sufficient to fiilly perform the functions, requirements, roles, and duties, DHHS may
impose liquidated damages, in accordance with Section 34.

6.2.2. The MCO shall ensure that all staff have appropriate training, education, experience,
and orientation to fulfill the requirements of the positions they hold and shall verify
and document that it has met this requirement. This includes keeping up-to-date
records and documentation of all individuals requiring licenses and/or certifications
and such records shall be available for DHHS inspection.

6.2.3. All key staff shall be available during DHHS hours of operation and available for in-
person or video conferencing meetings as requested by DHHS.

6.2.4. The MCO key personnel, and others as required by DHHS, shall, at a minimum, be
available for monthly in-person meetings in New Hampshire with DHHS.

6.2.5. The MCO shall notify DHHS at least thirty (30) calendar days in advance of any
plans to change, hire, or reassign designated key personnel.
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6.2.6. If a member of the MCO's key staff is to be replaced for any reason while the MCO
is under Agreement, the MCO shall inform DHHS within seven (7) calendar days,
and submit proposed altemate staff to DHHS for review and approval, which
approval shall not be unreasonably withheld. .

6.3. Staffing Contingency Plan

6.3il. The MCO shall, deliver to DHHS a Staffing Contingency Plan within thirty (30)
calendar days of signing this Agreement and after any substantive changes to the
Staffing Contingency Plan. The Plan shall Include but is not limited to:

6.3.1.1. The process for replacement of personnel in the event of loss of key personnel
or other personnel before or after signing of the Agreement;

6.3.1.2. Allocation of additional resources to the Agreement in the event of inability to
meet any performance standard;

6.3.1.3. Replacement of key personnel with staff with similar qualifications and
experience;

6.3.1.4. Discussion of time frames necessary for obtaining replacements;

6.3.1.5. MCO's capabilities to provide, in a timely manner, replacements/additions
with comparable experience; and

6.3,. 1.6. The method of bringing replacements/additions up-to-date regarding this
Agreement.

Page 39



New Hampshire Medicald Care Management Contract — SFY2018-SFY2019

Exhibit A - Amendment #13

7. Program Management and Planning
7.1. Genera)

7.1.1. The MCO shall provide a comprehensive risk-based, capitated program for providing
health care services to members enrolled in the New Hampshire Medicaid Program
and provide for all aspects of managing such program, including claims processing
and operational rqjotts. The MCO shall establish and demonstrate audit.trails for all
claims processing and financial reporting carried but by the MCC's staff, system, or
designated agents.

7.2. Representation and Warranties

7.2.1. The MCO warrants that all Managed Care developed and delivered under this
Agreement will meet in all material respects the specifications as described in the
Agreement during the Agreement Period, including any subsequently negotiated, and
mutually agreed, specifications.

7.2.2. The MCO acknowledges that in entering this Agreement, DHHS has relied upon
representations made by the MCO in its RFP (#12-DHHS-CM-1) or RFA (15-DHHS-
CM-01), Technical and Cost Proposal, including any addenda, with respect to
delivery of Managed Care. In reviewing and approving the program management and
planning requirements of this Section, DHHS reserves the right to require the MCO to
develop plans that are substantially and materially consistent with the representations
made in the MCO's RFP (#I2-DHHS-CM-I) or RFA (15-DHHS-CM-Ol), Technical
and Cost Proposal, including any addenda.

7..^. Audit Requirements '

7.3.1. No later than forty (40) business days after the end of the State Fiscal Year each
June 30, the MCO shall provide DHHS a "SOCT* ora "S0C2" Type 2 report of the
MCO or its corporate parent in accordance with American Institute of Certified
Public Accountants, Statement on Standards for Attestation Engagements (SSAE)
No. 16, Reporting on Controls at a Service Organization. The report shall assess the
design of internal controls and their operating effectiveness. T^e reporting period
shall cover the previous twelve (12) months or the entire period since the previous
reporting period. DHHS will share the report with internal and external auditors of the
State of New Hampshire and federal oversight agencies.The SSAE 16 Type 2 report
shall include:

7.3.1.1. Description by the MCO's management of its system of policies and
procedures for providing services to user entities (including control objectives
and related controls as they relate to the services provided) throughout the
twelve (12) month period or the entire period since the previous reporting
period.
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)

7.3.1.2. Written assertion by the MCO's management about whether:

7.3.1.2.1. The aforementioned description fairly presents the system in all
material respects;

7.3.1.2.2. The controls were suitably designed to achieve the control objectives
stated in that description; and

7.3.1.2.3. The controls operated effectively throughout the specified period to
achieve those control objectives.

7.3.1.3. Report of the MCO's auditor, which:

7.3.1.3.1. Expresses an opinion on the matters covered in management's written
^sertion; and

7.3.1.3.2. Includes a description of the auditor's tests of operating effectiveness
of controls and the results of those tests.

7.3.2. The MCO shall notify DHHS if there are significant or material changes to the
internal controls of the MCO. If the period covered by the most recent SSAE16 report
is prior to June 30, the MCO shall additionally provide a bridge letter certifying to
that fact.

7.3.3. The MCO shall respond to and provide resolution of audit inquiries and findings
relative to the MCO Managed Care activities.

7.3.4. DHHS, CMS, the Office of the Inspector General, the Comptroller General, and their
designees have the right to inspect and audit any records of the MCO, or its
subcontractors and conduct on-site reviews of the MCO's operations at the MCO's
expense. These on-site visits may be unannounced. The MCO shall fiilly cooperate
with DHHS' on-site reviews. This right exists for ten (10) years from the final date
of the contract period orTrom the date of completion of an audit, whichever is later.

7.3.5. DHHS may require monthly plan oversight meetings to review progress on the
MCO's Program Management Plan, review any ongoing Corrective Action Plans and
review MCO compliance with requirements and standards as specified in this
Agreement.

7.3.6. The MCO shall use reasonable efforts to respond to DHHS oral and written
correspondence within one (1) business day of receipt.

7.4. Program Management and Comniunicutlons Plans

7.4.1. The MCO shall submit a Program Management Plan (PMP) to DHHS for review and
approval at least sixty (60) calendar days prior to each Program Start Date. Annually,
thereafter, the MCO shall submit an updated PMP to DHHS for review and approvi
at least sixty (60) calendar days prior to the commencement of each Agreement year.

Page 41



New Hampshire Medlcaid Care Management Contract ̂  SFY2018-SFY2019

Exhibit A - Amendment #13

7.4.1.1. The PMP shall elaborate on the general concepts outlined in the MCO's
proposal and the section headings of Exhibit A;

7.4.1.2. The PMP shall describe how the MCO will operate in New Hampshire by
outlining management processes such as communications, workflow, overall
systems as detailed in the section headings of Exhibit A, evaluation of
performance, and key operating premises for delivering efficiencies and
satisfaction as they relate to member and provider experiences; and

7.4.1.3. The PMP shall outline the MCO integrated organizational structure including
New Hampshire-based resources and its support from corporate,
subcontractors, and workgroups or committees.

7.4.1.4. The MCO shall submit a Communications Plan to DHHS for review and
approval" at least sixty (60) calendar days prior to the scheduled start date of
the program. Thereafter, the MCO shall submit ah updated Communications
Plan to DHHS for review and approval at least sixty (60) calendar days prior
to the commencement of each Agreement year.

7.5. Emergency Response Plan

7.5.1. The MCO shall submit an Emergency Response Plan to DHHS for review and
approval at least sixty (60) calendar days prior to each Program Start Date.
Thereafter, the MCO shall submit an updated Emergency Response Plan to DHHS for
review and approval at least sixty (60) calendar days prior to the commencement of
each Agreement year.

7.5.2. The plan shall address, at a minimum, the following aspects of pandemic
preparedness and natural disaster response and recovery:

7.5.2.1. Employee training;

7.5.2.2. Essential business functions and key employees within the organization
necessary to carry them out;

7.5.2.3. Contingency plans for covering essential business functions in the event key
employees are incapacitated or the primary workplace is unavailable; and

7.5.2.4. Communication with staff, members, providers, subcontractors and suppliers
when normal systems are unavailable;

7.5.2.5. Plans to ensure continuity of services to providers and members;

7.5.2.6. How the MCO will coordinate with and support DHHS and the other MCOs;
and
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7.5.2.7. How the plan will be tested, updated and maintained.

7.6. Step I Program Impicmcnratlon Plan

7.6.1. Submission and Contents of the Plan

7.6.1.1. The MCO shall submit a "Step I Program Implementation Plan" (Step 1
Implementation Plan) to DHHS for review and approval no later than fourteen
(14) calendar days after the signing of this Agreement. The Step 1
Implementation Plan shall address, at a minimum, the following elements and
include timelines and identify staff responsible for implementation of the
Plan;

7.6.1.1.1. Provider credential ing/contracting;

7.6.1.1.2. Provider payments;

7.6.1.1.3. Member Services;

7.6.1.1.4. Member Enrollment;

7.6.1.1.5. Pharmacy Management; '
7.6.1.1.6. Care Coordination;

7.6.1.1.7. Utilization Management;

7.6.1.1.8. Grievance System;

7.6.1.1.9. Fraud, Waste, and Abuse;

7.6.1.1.10. Third-Party Liability;

7.6.1.1.11. MCIS ;

7.6.1.1.12. Financial management; and

7.6.1.1.13. Provider and member communications.

7.6.1.2. The Step 1 Program Implementation Plan shall become an addendum to this
Agreement as Exhibit L.

7.6.2. Implementation

7.6.2.1. Upon approval of the Step 1 Implementation Plan, the MCO shall implement
the Plan as approved covering the Step 1 populations and services identified in
Sections 8.1 and 8.2 of this Agreement.

7.6.2.2. The MCO shall successfully complete all implementation activities at its own
cost and will not be reimbursed by DHHS for this phase of work.

7.6.2.3. The MCO must obtain prior written approval from DHHS for any changes or
deviations from the submitted and approved Plan.
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7.6.2.4. Throughout the implementation period, the MCO shall submit weekly status
reports to DHHS that address:

7.6.2.4.1. Progress on Step 1 Implementation Plan;

7.6.2.4.2. Risks/Issues and mitigation strategy;

7.6.2.4.3. Modifications to the Step 1 Implementation Plan;

7.6.2.4.4. Progress on any Corrective Action Plans;

7.6.2.4.5. Program delays; and

7.6.2.4.6. Upcoming activities.

7.6.2.5. Throughout the implementation period, the MCO shall conduct weekly
implementation status meetings with DHHS at a time and location to be
decided by DHHS. These meetings shall include representatives of key MCO
implementation staff and relevant DHHS personnel.

7.6.3. Readiness Reviews

7.6.3.1. DHHS intends to conduct two (2) readiness reviews of the MCO during the
implementation phase prior to the Program Start Date. The first review shall
take place thirty (30) days after contract effective date or scheduled after
DHHS has verified that at least two MCOs have satisfied the DHHS

Substantial Provider Network reporting requirements, whichever comes later,
and will take place ninety(90) calendar days prior to the Program Stan Date.
The second review shall take place thirty (30) calendar days prior to the
Program Start Date. The MCO shall fully cooperate with DHHS during these
readiness reviews. During the readiness reviews, DHHS shall assess the
MCO's progress towards a successful program implementation through
regular reporting activities. The review shall include validation of readiness in
multiple areas, including but not limited to:

7.6.3.1.1. MCO's ability to pay a claim;

7.6.3.1.2. MCO's network adequacy;

7.6.3.1.3. MCO's member transition plan;

7.6.3.1.4. MCO's system preparedness;

7.6.3.1.5. MCO's member experience procedures;

7.6.3.1.6. Grievance System; and

7.6.3.1.7. MCO subcontracts.

7.6.3.2. DHHS may adjust the timing, number and requirements of Readiness Reviews
at its sole discretion.
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7.6.3.3. Should the MCO fail to pass either readiness review, the MCO shall submit a
Corrective Action Plan to DHHS sufficient to ensure the MCO passes the
readiness review and shall complete implementation on schedule. This
Corrective Action Plan shall be integrated into the overall program Step 1
Implementation Plan as a modification subject to review and approval by
DHHS. DHHS reserves the right to suspend enrollment of members into the
MCO until deficiencies in the MCO's readiness activities are rectified and/or
apply liquidated damages as provided in Section 34.

7.6.3.4. During the first one hundred and eighty (180) days following the effective
date of this Agreement or within ninety (90) days prior to the Program Start
Date, whichever comes later, DHHS may give tentative approval of the
MCO's required policies and procedures.

7.6.3.5. DHHS may at its discretion suspend ̂ plication of the remedies specified in
Section 34, except for those required under 42 CFR 700 and Section 1903(m)
or Section 1932 of the Social Security Act, provided that the MCO is in
compliance with any Corrective Action Plans developed during the readiness
period, unless the MCO fails to meet the start date of the NH Medicaid Care
Management program.

7.6.3.6. The start date of the Medicaid Care Management program shall be when at
least two MCOs have met the readiness requirements 7.6.3.1.

7.7. Step 2 Progrnin Implcincntation Plans

7.7.1. Implementation of Step 2 will take place in foiir phases:

7.7.1.1. Phase 1. Mandatory Enrollment populations indicated in Section 8.1-
Program Start Date February 1, 2016;

7.7.1.2. Phase 2. Choices For Independence Waiver ("CFI") - Program Start Date
upon approval by DHHS of Implementation and Transition Plans developed
by DHHS and the MCOs with consideration of stakeholder input and in
compliance with legislative requirements;

7.7.1.3. Phase 3. Nursing Facility services ("NF") and DCYF services - Program Start
Date upon approval by DHHS of Implementation and Transition Plans
developed by DHHS and the MCOs with consideration of stakeholder input
and in compliance with legislative requirements;

7.7.1.4. Phase 4. Developmental Disabilities, Acquired Brain Disorder and In Home
Supports for Children with Developmental Disabilities waivers ("Waiver
Services*^ will commence on a date to be determined by DHHS in
consultation with the MCOs.
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7.7.1,5. The MCO shall submit a Program Implementation Plan for each phase
described above for DHHS approval no later than sixty (60) calendar days
prior to the start date of initial member enrollment for each phase of Step 2, or
as otherwise specified by DHHS.

7.7.2. The MCO shall participate in all DHHS trainings in preparation of implementing new
phases of the program.

7.7.3. Each Step 2 Program Implementation Plan shall address the following elements and
include timelines and identify staff responsible for implementation of the applicable
Step 2 phase:

7.7.3.1. Provider credentialing/contracting processes for specific provider types

7.7.3.2. Capacity to pay providers according to the methodologies prescribed by
DHHS

7.7.3.3. Provider capacity sufficient to serve the population of each Step 2 phase
without compromising access for Step 1 and NH Health Protection Plan
(NHHPP) members

7.7.3.4. Plans to conduct communication, training, and outreach to specific provider
groups

7.7.3.5. Plans to conduct communication, training and outreach to members and
member families

7.7.3.6. Production of new Member handbooks or updates to reflect the differences in
Step 2 covered services

7.7.3.7. Call center training for Step 2 covered service-related inquiries

7.7.3.8. Performance standards for call center staff

7.7.3.9. Continuity of Care Policy;

7.7.3.10. Continuity of Care Transition Plan;

7.7.4. The MCO shall successfully complete all implementation activities at its own cost
and will not be reimbursed by DHHS for Step 2 implementation work.

7.7.5. The MCO shall follow its Step 2 Program Implementation Plan as approved by
DHHS. The MCO must obtain prior written approval ft-om DHHS for any change to
the approved Step 2 Plans.
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7.7.6. Throughout the implementation phase, the MCO shall conduct weekly
implementation status meetings with DHHS at a time and location to be decided by
DHHS. These meetings shall including representatives of key MCO implementation
staff and relevant DHHS personnel. -

7.7.7. Throughout the implementation phase, the MCO shall submit a weekly status report
to DHHS. The status reports at a minimum, shall include:

7.7.7.1. Risks/Issues and mitigation strategy;

7.7.7.2. Progress on Step 2 Implementation Plan;

7.7.7.3. Modifications to the Step 2 Implementation Plan;

7.7.7.4. Status report(s) on Corrective Action Plan(s);

7.7.7.5. Program delays; and

7.7.7.6. Upcoming activities.

7.7.8. DHHS shall conduct readiness reviews as follows:

7.7.8.1. Two readiness reviews for each phase of Step 2: one ninety (90) days prior to
the Program Start Date of the Step 2 phase, and one thirty (30) days prior to
the Program Start Date of the Step 2 phase

7.7.9. The MCO shall fully cooperate with DHHS during these readiness review(s).

7.7.10. DHHS may modify the timing and focus of the readiness reviews as appropriate, in
consultation with the MCQs.

7.7.11. Should the MCO fail to successfully pass the readiness review(s), the MCO shall
submit a Corrective Action Plan to pass the readiness review(s) and complete
implementation on schedule. Corrective Action Plans will be incoipofated into the
Step 2 Implementation Plan and reported on in the weekly status report.

■

1.1. \1. Should an MCO fail to correct deficiencies within twenty (20) calendar days, pHHS
reserves the right to terminate the MCO's Agreement.
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7.8. NHHI'P Program Inipk-mentation Plan

7.8.1. Submission and Contents of the NHHPP Implementation Plan

7.8.1.1. The MCO shall submit a NHHPP Implementation Plan to DHHS for review
and approval no later than fourteen days (14) calendar days after signing the
related contract amendment. The Implementation Plan shall address, at a
minimum, the following elements and include timelines and identify staff
responsible for the implementation of the Plans;

7.8.1.1.1. Provider credentialing/conlracting for SLID and chiropractic providers;

7.8.1.1.2. Provider agreements and or amendments for services provided to
NHHPP members;

7.8.1.1.3. Paying NHHPP providers according to the methodology prescribed by
DHHS Section 21.2.10.4;

7.8.1.1.4. Sufficient provider capacity to serve NHHPP population without
compromising access for Step T members;

7.8.1.1.5. Production of new Member handbooks or updates to reflect the
differences for the NHHPP plan members;

7.8.1.1.6. Implementation of a process by which to reduce inappropriate
emergency room utilization;

7.8.1.1.7. Implementation of new member co-payments and cost sharing as
required in Medicaid Care Management; and

7.8.1.1.8. Call center training for NHHPP related inquiries.

7.8.2. NHHPP implementation

7.8.2.1. The MCO shall successfully complete all implementation activities at its own
cost and will not be reimbursed by DHHS for this phase of work.

7.8.2.2. Throughout the implementation period, the MCO shall submit weekly status
reports to DHHS that address:

7.8.2.2.1. Progress on NHHPP Implementation Plan;

7.8.2.2.2. Risks/Issues and mitigation strategy;

7.8.2.2.3. Modifications to the NHHPP Implementation Plan;

7.8.2.2.4. Progress on any Corrective Action Plans;

7.8.2.2.5. Program delays; and

7.8.2.2.6. Upcoming activities.
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7.8.2.3. Throughout the implementation period, the MCO shall conduct weekly
implementation katus meetings with DHHS at a time and location to be
decided by DHHS. These meetings shall include representatives of key MCO
implementation staff and relevant DHHS personnel.

7.8.3. NHHPP Readiness Review

7.8.3.1. DHHS intends to conduct one (I) readiness review no sooner than thirty (30)
days prior to the enrollment of NHHPP members. The MCO shall fully
cooperate with DHHS during this review.
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8. Covered Populations and Services
8.1. Covered Populations Matrix

The MCO shall provide managed care services to population groups^deemed by DHHS to
be eligible for managed care. The planned phase-in of populaUon groups is depicted in
the matrix below.

'f'
.

Step 2
■m'' ■"

Exdu'd^

OAA/ANB/APTD/MEAD/TANF/Poverty Level - Non-
Duals' X

Foster Care - With Member Opt Out X

Foster Care - Mandatory Enrollment (w/CMS waiver) X

HC-CSD (Katie Beckett) - With Member Opt Out X

HC-CSD (Katie Beckett) - Mandatory Enrollment X

Children with special health care needs (enrolled in Special
Medical Services / Partners in Health) - Mandatory
Enrollment X

Children with Supplemental Security Income (SSI) -
Mandatory Enrollment X

M-CHIP X

TPL (non-Medicare) except members with VA benefits X

Auto eligible and assigned newboms X

Breast and Cervical Cancer Program (BCCP) X

' Per42USC$1398u-2(aX2XA}Norvdual members under age 19 receiving SSI, orwtth special healthcare r>eeds. or who receive
adoption assistance or are in out of home placements, have member opt cuL
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, Membe.rs Step 1
c

Excliitted/

FFS

Pregnant Women X

Native Americans and Native Alaskans w/ member opt out' X

Native Americans and Native Alaskans - Mandatory
Enrollment (w/CMS waiver) X

Medicare Duals - With Member Opt Out X

Medicare Duals - Mandatory Enrollment (w/CMS waiver) X

Members with VA Benefits X

NHHPP Enrollees X

Medically Frail X

Family Planning Only Benefit X

Initial part month and retroactive/PE eligibility segments
(excluding auto eligible newboms) X

Spend-down X

QMB/SLMB Only (no Medicaid) X

Health Insurance Premium Payment Program (HIPP) X

8.2. Covered Services Matrix Overview

The MCO shall provide, at a minimum, the services identified in the following matrix,
and in accordance with CMS-approved Medicaid State Plan, to its members, reflecting
the planned phase-in.

' Por 42 use §1396u-2(aX2Kc): liov^vof. NH has no recognized trttws.
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•  Services,'.-^ Stejpl
NH

HPP

Stjep 2
Phase 1

::Step^ step'2
Phases

Step 2
Pb^ 4

ExcU

#FS

Maternity & Newborn Kick Payments X X X

Inpatient Hospital X X X

Outpatient Hospital^ X X X

Inpatient Psychiatric Facility Services Under
Age 21"

.  X X X

Physicians Services X X X

Advanced Practice Rcsistered Nurse X X X

Rural Health Clinic & FQHC X X X

Prescribed Drugs® X X X

Community Mental Health Services X X X

Psychology X X X

Ambulatory Surgical Center X X X

Laboratory (Pathology) X X X

X-Ray Services X X X

Family Planning Services X X X

Medical Services Clinic (mostly methadone
clinic)

X X X

Physical Therapy' X X X

Occupational Therapy' X X X

' Including fscifty and andDaiy aefvicefl for dental procedurea

' Under sg« 22 if Individual admlQed prior lo age 21

'Except as iridlcated m Section 14.1.15

* Comtrined PT. OT. ST 20 vfdttimtt in me CMS-approved Stata Plan is equivalent to comt^ned 20 hours

Page 52



New Hampshire Medicaid Care Management Contract — SFY2018-SFY2019

Exhibit A - Amendment #13

':-S.crvic«i\; Step 1
NH

HPP

Step 2 .
Phase 1

■ step!.
;Phase^:

Step 2
Phaks

St^P 2
Phased

ExcL/

Speech Therapy* X X X

Audiolo^y Services X X X

Podiatrist Services X X X

Home Health Services X X X

EPSDT Services X X X

Private Duty Nursing
X EPSDT

only

X

Adult Medical Day Care
X EPSDT

only

X

Personal Care Services
X EPSDT

onW

X

Hospice X X X
-

Optometric Services Eyeglasses X X X

Furnished Medical Supplies & Durable
Medical Equipment

X X X

Non-Emergent Medical Transportation * X X X

Ambulance Service X X X

Wheelchair Van X X X

Independent Care Management
X EPSDT

only

X

Home Visiting Services X X^°
'

' CombinQd PT, OT. ST 20 vtelt terili in the CMS-approved State Ptan is eqi^alenl to 20 hours

* Combined PT. OT. ST 20 visit Umtt In the CMS-approved State Plan is e<tuiv3lent to combined 20 hours

* Also includes miieege reimbuiseinent for medically necessary travel

" Provided witNn the SUD benefit
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St^l m
HPP

Step 2
i^asci

; Stepir
Pha^^

Step 2
Pha»3

step 2
^hase4

ExcL/

.'im ■

Acquired Brain Disorder Waiver Services
X

Developmcntaily Disabled Waiver Services
X

Choices for Independence Waiver Services X

In Home Supports Waiver Services
X

Skilled Nursing Facility X

Skilled Nursing Facility Atypical Care X

inpaticnt Hospital Swing Beds, SNF X

Intermediate Care Facility Nursing Home X

Intermediate Care Facility Atypical Care X

Inpatieni Hospital Swing Beds, ICF X

GlencliffHome X
\

Developmental Services Early Supports and
Services

X

Home Based Therapy-DCYF X

Child Health Support Service - DCYF X

Intensive Home and Community Services -
DCYF

X

Placement Services - DCYF X  -

Private Non-Medical Institutional For

Children-DCYF
X

Crisis Intervention - DCYF X

Substance use disorder services as per He-W
513

X
X X

Chiropractic services (NHHPP population
only)

X
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-f: -Services'-^-- St^pl NH

HPiP
Siep2
PHfiSe 1 : -Phase''2'

3tep 2
PhMe 3

Step 2
Pha^e 4 ./j^TS ■

Intermediate Care Facility for Individuals
with Intellectual Disabilities (ICF/IID)'^ X

Medicald to Schools Services X

Dental Benefit Services'^ X

8.3. Covurcd Services Additional Provisions

8.3. ]. While the MCO may provide a higher level of service and cover additional services
than required by DHHS, the MCO shall, at a minimum, cover the services identified
at least up to the limits described in N.H. Code of Administrative Rules, chapter He-E
801, He-E 802, He-W 530, and He-M 426. DHHS reserves the right to alter this list at
anytime by informing the MCO [42 CFR 438.210(a)(1) and (2)], Changes to the
Medicald State Plan, state statutes and rules shall be done in accordance with Federal
and state requirements.

8.3.2. Pursuant to 42 CFR 438.3, the MCO shall provide eniollees with services or settings
that are in lieu of services or settings described in 8.2 that are authorized by DHHS,
which include, Medical Nutrition & Diabetes Self Management. The MCO shall not
require the enrollee to use these alternate services.

8.3.3. Effective November 1, 2014, with the exception ofHCBC waiver participants and
nursing facility residents, the MCO shall require co-payment for services for
members deemed by DHHS to have annual incomes at or above 100% of the FPL as
follows:

8.3.3.1. Co-payments for drug prescriptions of up to $ I for generic drugs and $2 for
brands and compound drugs for Step 1 members with annual incomes higher
than 100% of the FPL, and for Step 2 members with annual incomes higher
than 100% of the FPL consistent with the beneficiary and service exemptions
as found in federal regulations and the approved Medicald State Plan; and

" e.g. Cadarcrest

" excapt fadlfty and andUary aarvicea for dental procedures
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8.3.3.2. Co-payments for drugs prescriptions of up to S1 for generic drugs and $4 for
brands and compound drugs for NHHPP members with annual incomes higher
than 100% of the FPL.

8.3.4. Effective 3/1/2016, the MCO Shall require point-of-service copayment for services
for members deemed by DHHS to not be exempt from cost-sharing and have incomes
above 100 percent of the federal poverty level as follows:

8.3.5. For Medicaid recipients subject to copayments:

8.3.5.1. A copay of $ 1.00 will be required for each preferred prescription drug and
each refill of a preferred prescription drug.

8.3.5.2. A copay of $2.00 will be required for each non-preferred prescription drug
and each refill of a nonpreferred prescription drug, unless the prescribing^
provider determines that a preferred drug will be less effective for the
recipient and/or will have adverse effects for the recipient, in which case the
copay for the non-preferred drug will be $1.00.

8.3.5.3. A copay of $1.00 will be required for a prescription drug that is not identified
as either a preferred or nonpreferred prescription drug.

8.3.5.4. Copays are not required for family planning products or for Clozaril
(Clozapine) prescriptions. All Cost sharing shall be applied consistent with
beneficiary and service exemptions as found at 42 USC §§ 1396-0 and 1396o-
1,42 C.F.R. §447.50 - 447.90, and New Hampshire's Medicaid State Plan.

8.3.6. The MCO may, with DHHS approval, require co-payment for services that do not
exceed current Medicaid co-payment amounts established by DHHS.

8.3.7. The MCO shall with no disruption in service delivery to members or providers
transition these services into managed care from fee-for-service (FFS).

8.3.8. All services shall be provided in accordance with 42 CFR 438.210.

8.3.9. The MCO shall adopt written policies and procedures to verify that services are
actually provided [42 CFR455.1(aX2)].

8.3.10. The MCO shall comply with provisions of RSA 167:4(d) by providing access to
telemedicine services to Medicaid members for specialty care only.

8.3.11. The MCO shall cover services consistent with 45 CFR 92.207(b) including gender
reassignment surgery.

8.4. Emergency Services
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8.4.1. The MCO shall cover and pay for emergency services at rates that are no less than the
equivalent DHHS fee-for:service rates if the provider that furnishes the services has
an agreement with the MCO [§l932(b)(2) of the SSA; 42 CFR 438.114(c)(lXi);
SMD letter 2/20/98J.

8.4.2. If the provider that furnishes the emergency services has no agreement with the
MCO, the MCO shall cover and pay for the emergency services in compliance with
1932(b)(2)(D) of the SSA; 42 CFR 438;i l4(c)(lXi); SMD letter 2/20/98.

8.4.3. In accordance with the Deficit Recovery Act of 2005, the MCOs will cover and pay
for Emergency Services regardless of whether the provider that furnishes the services
has a contract with the MCO. The MCO shall pay non-contracted providers of
Emergency and Post-Stabilization services an amount no more than the amount that
would have been paid under the DHHS Fee-For-Service system in place at the time
the service was provided.

8.4.4. The MCO shall not deny treatment obtained when a member had an emergency
medical condition, including cases in which the absence of immediate medical
attention would not have had the outcomes specified in 42 CFR 438.114(a) of the
definition of emergency medical condition [§1932(bX2) of the SSA; 42 CFR
438.114(c)(l)(ii)(A); SMD letter 2/20/98].

8.4.5. The MCO shall not deny payment for treatment obtained when a representative, such
as a network provider, of the MCO instructs the member to seek emergency services
[42 CFR 438.114(cXl)(ii)(B); SMD letter 2/20/98].

8.4.6. The MCO shall not limit what constitutes an emergency medical condition on the
basis of lists of diagnoses or symptoms [42 CFR 438.114(d)(l)(i)].

8.4.7. The MCO shall not refuse to cover emergency services based on the emergency room
provider, hospital, or fiscal agent not notifying the member's primary care provider,
MCO, or DHHS of the member's screening and treatment within ten (10) calendar
days of presentation for emergency services [42 CFR 438.114(d)(l)(ii)J.

8.4.8. The MCO may not hold a member who has an emergency medical condition liable
for payment of subsequent screening and treatment needed to diagnose the specific
condition or stabilize the patient [42 CFR 438.114(dX2)l.

8.4.9. The attending emergency physician, or the provider actually treating the member, is
responsible for determining when the member is sufficiently stabilized for transfer or
discharge, and that determination is binding on the entities identified in 42 CFR
438.114(b) as responsible for coverage and payment [42 CFR 438.114(dX3)].

8.5. Post-Stabllixation Services
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8.5.1. Post-stabilization care services shall be covered and paid for in accordance with
provisions set forth at 42 CFR422.113(c), The MCO shall be financially responsible
for post-stabilization services obtained within or outside the MCO that are pre-
approved by a MCO provider or other MCO representative. [42 CFR 438.n4(e); 42
CFR 422.!13(c)(2)(i); SMD letter 8/5/98]
1

8.5.2. The MCO shall be financially responsible for post-stabilization care services obtained
within or outside the MCO that are not pre-approved by a MCO provider or other
MCO representative, but administered to maintain the member's stabilized condition

within one (1) hour of a request to the MCO for pre-approval of further post-
stabilization care services. [42 CFR 438.114(e); 42 CFR 422.113(c)(2)(ii) and (iii);
SMD letter 8/5/98.-]

8.5.3. The MCO shall be financially responsible for post-stabilization care services obtained>
within or outside the MCO that are not pre-approved by a MCO provider or other
MCO representative, but administered to maintain, improve or resolve the member's
stabilized condition if:

8.5.3.1. The MCO does not respond to a request for pre-approval within one (1) hour;

8.5.3.2. The MCO cannot be contacted; or

8.5.3.3. The MCO representative and the treating physician cannot reach an agreement
concerning the member's care and a MCO physician is not available for
consultation. In this situation, the MCO shall give the treating physician the
opportunity to consult with a MCO physician and the treating physician may
continue with care of the patient until a MCO physician is reached or one of
the criteria of 42 CFR 422.133(c)(3) is met [42 CFR 438.114(e); 42 CFR
422.113(c)(2Xiii)].

8.5.4. The MCO shall limit charges to members for post-stabilization care services to an
amount no greater than what the organization would charge the member if he/she had
obtained the services through the MCO. [42 CFR 438.114(e); 42 CFR
422.113(c)(2)(iv); SMD letter 8/5/98]

8.5.5. The MCO's financial responsibility for post-stabilization care services it has not pre-
approved ends when:

8.5.5.1. A MCO physician with privileges at the treating hospital assumes
responsibility for the member's care;

8.5.5.2. A MCO physician assumes responsibility for the member's care through .
transfer;
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8.5.5.3. A MCO representative and the treating physician reach an agreement
concerning the member's care; or

8.5.5.4. The member is discharged. [42 CFR 438.n4(e): 42 CFR 422.113(c)(3); SMD
letter 8/5/98]
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9. Payment Reform Flan
9.1. Payment Reform Plan Timeline

9.1.1. The MCO shall submit within sixty (60) calendar days from a Program Start Date arid
sixty (60) calendar days prior to the start of each Agreement year, its Payment
Reform Plan to engage its provider network in health care delivery and payment
reform activities, subject to review and approval by DHHS. These activities may
include, but arc not limited to, pay for performance programs, innovative provider
reimbursement methodologies, risk sharing arrangements and sub-capitation
agreements.

9.1.1.1. DHHS shall respond to the MCO regarding the Payment Reform Plan within
thirty (30) calendar days of receipt.

9.1.2. Beginning July 1,2018, DHHS will withhold one percent (1%) of MCO capitation
payments in each year of the Agreement under the Payment Reform Plan. The MCO
will earn a pay-out of that withheld amount if it meets the implementation milestones
described in the Payment Reform Plan. The pay-out will be pro-rated to the number
of milestones achieved by the MCO at the end of the year.

9.1.3. The MCO shall submit a report to DHHS describing its performance against the
MCO's healthcare delivery and Payment Reform Plan within ninety (90) calendar
days of the end of each year of the Agreement.

9.1.3.1. The report shall indicate, by provider type, the number and percentage
participating in each type of payment reform activities.

9.1.3.2. DHHS will evaluate the MCO's performance and make payments to the
MCO, if warranted, within ninety (90) calendar days of receipt of the report.
DHHS shall provide the MCO with a written explanation of DHHS's
evaluation of the MC6*s performance within thirty (30) days of the MCO's
request.

9.1.3.3. tn the event that MCO disputes DHHS's evaluation of MCO's performance,
MCO will have thirty (30) calendar days from receipt of DHHS's written '
explanation to submit a written request for reconsideration along with a
description of MCO's reasons for the dispute, after which DHHS shall meet
with the MCO within a reasonable time frame to achieve a good faith
resolution of.ihe disputed matter.
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9.2. Payment Reform Plan Conlenf

9.2.1. The Payment Reform Plan shall contain:

9.2.1.1. Information on the anticipated impact on member health outcomes of each
specific activity, providers affected by the specific activity, outcomes
anticipated as a result of the implementation of a process by which to reduce
inappropriate emergency room use, an implementation plan for each activity
and an implementation milestone to be met by the end of each year of the
Agreement for each activity;

9.2.1.2. A process to ensure Equal Access to services; and

9.2.1.3. A process for engaging LTSS providers in health care delivery and payment
reform activities.

9.3. Payment Reform Plan Compliance Requircmeiit.s

9.3.1. The MCO's Payment Reform Planfs) shall be in compliance with the following
requirements:

9.3.1.1. FQHCs and RHCs will be paid at minimum the encounter rate paid by DHHS
at the time of service.

9.3.1.2. The Medicald hospice payment rates are calculated based on the annual
hospice rates established under Medicare. These rates are authorized by
section 18l4(iXIXii) of the Social Security Act which also provides for an
annual increase in payment rates for hospice care services.

9.3.1.3. The MCO's provider incentive plan shall comply with requirements set forth
in 42 CFR 422.208 and 42 CFR 422.210 [42 CFR 438.6(h)].

9.3.1.4. The MCO's payment reform plan must comply with state and federal laws
requiring nonpayment to a Contracted Provider for hospital-acquired
conditions and for provider preventable conditions. The MOO shall report to
NH DHHS all provider-preventable conditions in a form and frequency as
specified by the State [42 CFR 438.3(g)].

93,1.5. The MCO may not make payment directly or indirectly to a physician or
physician group as an inducement to reduce or limit medically necessary
services furnished to an individual [§ 1903(m)(2)(A)(x) of the SSA; 42 CFR
422.208 and 422.210; 42 CFR 438.3(i)].

9.3.1.6. The MCO shall provide information on its provider incentive program to any
New Hampshire recipient upon request (this includes the right to adequate and
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timely information on the plan) [§l903(m)(2)(A)(x) of the SSA; 42 CFR
422.208; 42 CFR 422.210; 42 CFR 438.6(h)].

9.3.1.7. The MCO shall report whether sem furnished by physician/group are
covered by an incentive plan. No further disclosure is required if the incentive
plan does not cover services not furnished by the physician/group
[§I903(mK2XA)(x) of the SSA; 42 CFR 422.208 and 422.210; 42 CFR
438.6(h)].

9.3.1.7.1. The MCO shall report the type of incentive arrangement (e.g.,
withhold, bonus, capitation) [§1903(m)(2)(A)(x) of the SSA; 42 CFR
422.208 and 422.210; 42 CFR 438.3(0].

9.3.1.8. The MCO shall report the percent of withhold or bonus (if applicable)
[§1903(m)(2)(A)(x) of the SSA; 42 CFR 422.208 and 422.210; 42 CFR
438.6(h)].

9.3.1.9. The MCO shall report panel size, and if patients are pooled, the approved
method used [§I903(m)(2)(A)(x) of the SSA; 42 CFR 422.208 and 422.210;
42 CFR 438.6(h)].

i

9.3.1.10. If the physician/group is at substantial financial risk, the MCO shall report
proof that the physician/group has adequate stop loss coverage, including
amount and type of stop-loss [§ 1903(mX2XAXx)of the SSA; 42 CFR 422.208
and 422.210; 42 CFR 438.6(h)].

9.3.1.11. Primary Care reimbursement to follow DHHS policy and to comply with 42
CFR 438,42 CFR 441 and 42 CFR 447 II.A.S

9.3 .1.11.1. MCO shall pass on the full benefit of the payment increase to eligible
providers; and

9.3.1.11.2. MCO shall adhere to the definitions and requirements for eligible
providers and services as specified in Section 1902(a)(l3)(C), as
amended by the Affordable Care Act of 2010 (ACA) and f^eral
regulations; and .

9.3.1.11.3. MCO shall submit sufficient documentation, as per DHHS policy, to
DHHS to validate that enhanced rates were made to eligible providers.

Page 62



New Hampshire Medicald Care Management Contract— SFY2018-SrY2019

Exhibit A - Amendment #13

10. Care Coordination Program
10.1. Minimum Care Coordination Program Components

lO.l.l. The MCO shall implement a comprehensive care array of care coordination services
that have at a minimum the following components:

10.1.1.1. Care Coordination

10.1.1.2. SupporterPatient-Centered Medical Homes and Health Homes

10.1.1.3. Non-Emergent Medical Transportation ,

10.1.1.4. Wellness and Prevention programs

10.1.1.5. Chronic Care'Coordination programs

10.1.1.6. High Risk/ High Cost Member Management programs

10.1.1.7. A Special Needs program

10.1.1.8. Coordination and Integration with Social Services and Community Care

10.1.1.9. A Long Term Services and Supports Program

10.2. Care Coordination: Role of the MCO

10.2.1. The MCO shall develop a strategy for coordinating all care for all members. Care
coordination for its members includes coordination of primary care, specialty care,
and all other MCO covered services as well as services provided through the fee-for-

,  service program and non-Medicaid community based services. Care coordination
shall promote and assure service accessibility, focus attention to individual needs,
actively assist members or their caregiver to lake personal responsibility for their
health care, provide education regarding the use of inappropriate emergency room
care, emphasize the importance of participating in health promotion activities,
provide for continuity of care, and assure comprehensive coordinated and integrated
dulturally appropriate delivery of care.

10.2.2. The MCO shall ensure that services provided to children are family driven and based
on the needs of the child and the family. The MCO shall support the family in having
a primary decision making role in the care of their children utilizing the Substance
Abuse and Mental Health Services Administration (SAMHSA) core elements of a
Children's services system of calre. The MCO shall employ the SAMHSA principles
in all children's behavioral health services assuring they:

10.2.2.1. Are person centered;
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10.2.2.2. Include active family involvement;

10.2.2.3. Deliver behavioral health services that are anchored in the community;

10.2.2.4. Build upon the strengths of the member and the family;

10.2.2.5. Integrate services among multiple providers and organizations working with
the child; and

10.2.2.6. Utilize a wraparound model of care within the context of a family driven
model of care.

10.2.2.6.1. MCO shall submit a written policy to DHHS describing the integrated
model of care including but not limited to the involvement of each
member and family in the development of the plan.

10.2.3. The MCO will ensure that its providers arc providing services to children, youth
members, and their families in accordance with RSA 135-F. •

10.2.4. The MCO shall provide a written policy to DHHS for approval that ensures that
services to individuals who are homeless are to be prioritized and made available to
those individuals.

10.3. Cure Coordination: Role of the Primary Care Provider

10.3.1. MCO Cooperation'with Primary Care Provider

10.3.1.1. The MCO shall implement procedurescthat ensure that each member has
access to an ongoing source of primary care appropriate to his or her needs
and a person or entity formally designated as primarily responsible for
coordinating the health care services ftimished to the member in accordance
with 42 CFR 438.208(b)(1) through (6). '

10.3.1.2. The MCO shall submit a written plan that describes the development,
implementation and evaluation of programs to assess and support, wherever
possible, primary care providers to act as a patient centered medical home. A
patient centered medical home shall include all of the five key domains
outlined by the Agency for Healthcare Research and Quality (AHRQ):

10.3.1.2.1. Comprehensive care;

10.3.1.2.2. Patient-centered care;

10.3.1.2.3. Coordinated care;

10.3.1.2.4. Accessible services; and

10.3.1.2.5. Quality and safety.
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10.3.1.3. DHHS recognizes that there is a variety of ways in which these domains can
be addressed in clinical practices. External accreditation is not required by
DHHS to qualify as a medical home. The MCO's support to primary care
providers acting as patient centered medical homes shall include, but is not
limited to, the development of systems, processes and information that
promote coordination of the services to the member outside of that provider's
primary care practice.

10.4. Core Coordination: Role of Obstetric Providers

10.4.1. If, at the time of entering the MOD as a new member, the member is transferring from
another MCO within the state system, is in her first trimester of pregnancy and is
receiving, medically necessary covered prenatal care services, as defined within this
Agreement as covered services, before enrollment the MCO shall be responsible for
the costs of continuation of medically necessary prenatal care services, including

, prenatal care, delivery, and postpartum care.

10.4.2. If the member is receiving services from an out-of-network provider prior to
enrollment in the MCO, the MCO shall be responsible for the costs of continuation of
medically necessary covered prenatal services imlil such time as the MCO can
reasonably transfer the member to a network provider without impeding service
delivery that might be harmfijl to the member's health.

10.4.3. If the member, at the time of enrollment, is receiving services from a network
provider, the MCO shall be responsible for the costs of continuation of medically
necessary covered prenatal services from that provider through the postpartum period.

10.4.4. In the event a member entering the MCO, either as a new member or transferring
from another MCO, is in her second or third trimester of pregnancy and is receiving
medically necessary covered prenatal care services at the time of enrollment, the
MCO shall be responsible for providing continued access to the prenatal care
provider, whether an out of network or in network provider, through the postpartum
period.

10.4.5. Postpartum care includes the first postpartum visit, any additional visits necessary to
manage any complications related to delivery, and completion of the medical record.

10.4.6. The MCO shall develop and maintain policies and procedures, subject to DHHS
approval, regarding the transition of any pregnant members.
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10.5. Non-Emcrgcnt Transportulion (NEMT)

10.5.1. The MCO shall be required to arrange for the non-emergent medical transportation of
its members to ensure members receive medically necessary services covered by the
New Hampshire Medicaid program regardless of whether those medically necessary
services are covered by the MCO. The MCO shall ensure that a member's lack of
personal transportation is not a barrier to accessing care.

10.5.2. The MCO and/or any subcontractors shall be required to perform background checks
on all non-emergent medical transportation providers.

10.5.3. The MCO shall provide quarterly reports to DHHS on its non-emergent medical
transportation activities to include but not be limited to:

10.5.3.1. NEMT requests delivered by mode of transportation;

10.5.3.2. NEMT request authorization approval rates by mode of transportation;

10.5.3.3. NEMT scheduled trip results by outcome;

10.5.3.4. NEMT services delivered by type of medical service;

10.5.3.5. NEMT service use by population; and
/

10.5.3.6. Number of transportation requests that were delivered late and not on time.

10.5 3.6.1. On-time shall be defined as less than or equal to fifteen (15) minutes
after the appointed time; and

10.5.3.6.2. Transportation requests for methadone services will be excluded from
the calculation of late and not-on-time services.

10.5.3.7. Member cancellations of scheduled trips by reason for member cancellations.

10.6. Wcllncss nnd Prcvenfloii

10.6.1. The MCO shall develop and implement wellness and prevention programs for its
members.

10.6.2. The MCO shall, at a! minimum, develop and implement programs designed to address
childhood and adult obesity, smoking cessation, and other similar type wellness and
prevention programs in consultation with DHHS.

10.6.3. The MCO shall, at minimum, provide primary and secondary preventive care
services, rated A or B, in accordance with the recommendations of the U.S.
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Preventive Services Task Force, and for children, those preventive services
recommended by the American Academy of Pediatrics Bright Futures Program.

10.6.4. The MCO may substitute generally recognized accepted guidieiines for the
requirements set forth in 10.6.3, provided that such substitution is approved in
advance by DHHS. The MCO shall provide members with a description of preventive
care benefits to be used by the MCO in the member handbook and on the MCO's
website.

10.6.5. The MCO shall provide members with general health information and provide
services to help members make informed decisions about their health care needs. The
MCO shall encourage patients to take an active role in shared decision making.

10.6.6. The MCO shall also participate in other public health initiatives at the direction of
DHHS.

10.7. Member Health TCclucation

10.7.1. The MCO shall develop and initiate a member health education program that supports
the overall wcllness, prevention, and care management programs, with the goal of
empowering patients to actively participate in their healthcare.

10.7.2. The MCO shall conduct a Health Needs Assessment for all new members within the
following timeframes from the date of enrollment in the MCO:

10.7.2.1. thirty (30) calendar days for pregnant women, children with special health
care needs, adults with special health care needs; and

10.7.2.2. ninety (90) calendar days for all other members, including members residing
in a nursing facility longer than 100 days.

10.7.2.3. The MCO shall document at least three attempts to conduct the screen. If
unsuccessful, the MCO shall document the barrier(s) to completion and how
the barriers shall be overcome so that the Health Needs Assessment can be

accomplished within the first 120 days.

10.7.3. The MCO will submit their Health Needs Assessment forms to DHHS for review and
approval.

10.7.4. The MCO shall report quarterly, with reports due the last day of the month following
the reporting qu^er, with the first report due January 31,2015. Reports shall include:

10.7.4.1. the number of members and the percentage of eligible members who
completed a Health Needs Assessment in the quarter;
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10.7.4.2. the percentage of eligible members who completed the Health Needs .
Assessment in the prior year; and

10.7.4.3. the percentage of members eligible for chronic cafe coordination, high
cost/high risk care coordination, complex care coordination and/or the MCO's
special needs program who completed a Health Needs Assessment in the prior
year.

10.7.5. The MCO shall actively engage members in both wellness program development and
in program participation and shall provide additional or alternative outreach to
members who are difficult to engage or who utilize the emergency room
inappropriately.

10.8. Chronic Care Coordination, High Risk/High Cost Member and Other C'omple.\
Member Management ^

10.8.1. The MCO shall develop effective care coordination programs that assist members in
the management of chronic and complex health conditions, as well as those clients
that demonstrate high utilization of services indicating a need for more intensive
management services. The MCO may delegate the chronic and complex care member
management to a patient centered medical home or health home provided that all the
criteria for qualifying as a patient centered medical home or a health home and the
additional conditions of this section have been met. These programs shall incorporate
a "whole person" approach to ensure that the member's physical, behavioral,
developmental, and psychosocial needs are comprehensively addressed. The MCO or
its delegated entity shall ensure that the member, and/or the member's care giver, is
actively engaged in the development of the care plan.

10.8.2. The MCO shall submit status reports to DHHS on MCO care coordination activities
and any delegated medical home or health home activities as requested or required by
DHHS.

10.8.3. The MCO shall at, a minimurh; provide chronic care coordination services for
members with the following or other chronic disease states who are appropriate for
such care coordination services based on MCO's methodologies, which have been
approved by DHHS, for identifying such members:

10.8.3.1. Diabetes, in coordination with the forthcoming federal diabetes initiative;

10.8.3.2. Congestive Heart Failure (CHF);

10.8.3.3. Chronic Obstructive Pulmonary Disease (COPD);

10.8.3.4. Asthma;
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10.8.3.5. Coronary Artery Disease (CAD), in coordination with the Million Hearts
Campaign;

10.8.3.6. Obesity;

10.8.3.7. Mental Illness;

10.8.3.8. Requiring wound care.

10.8.4, TheMCO shall report on the number and types of members receiving chronic care
coordination services.

10.9. Special Needs Program

10.9.1. The MCO shall create an organizational structure to function as patient navigators to:

10.9.1.1. Reduce any barriers to care encountered by members with special needs

10.9.1.2. Ensure that each member with special needs receives the medical services of
PCPs and specialists trained and skilled in the unique needs of the member,
including information about and access to specialists as appropriate

10.9.1.3. Support in accessing all covered services appropriate to the condition or
circumstance.

10.9.2. The MCO shall identify special needs members based on the member's physical,
developmental, behavioral condition, or adverse social circumstances, including but
not limited to:

10.9.2.1. A member with at least two chronic conditions;

10.9.2.2. A member with one chronic condition and is at risk for another chronic

condition;

10.9.2.3. A member with one serious and persistent mental health condition;

10.9.2.4. A member living with HlV/AlDS;

10.9.2.5. A member who is a child iti foster care;

10.9.2.6. A member who is a child and a client of DCYF receiving services through a
court order, and

10.9.2.7. A member who is homeless.
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10.9.3. The MCO shall assess, pursuant to 42 CFR 438.208(c)(2), and reach out to members
identified with special needs and their PCP to inform them of additional services and
supports available to them through the MCO's special needs program.

10.9.4. The MCO shall share the results of its identification and assessment of any enrollee
with special health care needs as described in this section with the State so that those
activities will not be duplicated.

10.9.5. The MCO shall ensure enrollees determined to have special health care needs as
described in this section and who need a course of treatment or regular care
monitoring, will have direct access to a specialist as appropriate for the enrollee's
condition and identified needs. .

10.9.6. For enrollees with special health needs determined through an assessment by
appropriate health care professionals to need a course of treatment or regular care
monitoring, the MCO must have a mechanism in place to allow enrollees to directly
access a specialist (for example, through a standing referral or an approved number of
visits) as appropriate for the enrollee's condition and identified needs.

10.9.7. The MCO shall report on the number and types of members in the ̂ ecial needs
program.

lO.IO.Cnordlnation and Integration with .Social Services and Community Care

lO.lO.l.The MCO shall develop relationships that actively link members with other state,
local, and community programs that may provide or assist with related health and
social services to members, including not limited to:

10.10.1.1. Juvenile Justice and Adult Community Corrections;

10.10.1.2. Locally administered social services programs including, but not limited to,
Women, Infants, and Children, Head Start Programs, Community Action
Programs, local income and nutrition assistance programs, housing, etc.;

10.10.1.3. Family Organizations, Youth Organizations, Consumer Organizations, and
Faith Based Organizations;

10.10.1.4. Public Health Agencies;

10.10.1.5. Schools;

10.10.1.6. Step 2 Programs and Services;

10.10.1.7. The court system;

10.10.1.8. ServiceLink Resource Network; and
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10.10.1.9. Housing

10.10.1.9.1.Veterans Administration Hospital and other programs and agencies
serving service members, veterans and their families.

I0.10.2.The MCO shall report on the number of referrals for social services and community
care provided to members by member type.

10.11.Long Term Services and Supports (LTSS)

10.11.1 .Navigators. The MCO shall create an organizational structure to function as
navigators for members in need of LTSS to:

10.11.1.1. Reduce any barriers to care encountered by members with long term care
needs;

10.11.1.2. Ensure that each member with long term care needs receives the medical
services of PCPs and specialists trained and skilled in the unique needs of the
member, including information about and access to specialists, as appropriate;
and

10.11.1.3. Ensure that each member with long term care needs receives conflict free care
coordination that facilitates the integration of physical health, behavioral
health, psychosocial needs, and LTSS through person-centered care planning
to identify a member^s needs and the appropriate services to meet those needs;
arranging, coordinating, and providing services; facilitating and advocating to
resolve issues that impede access to needed services; and monitoring and
reassessment of services based on changes in a member's condition.

10.11.2.Integrated Care. The MCO shall ensure that LTSS are delivered in the most
integrated fashion, in the most integrated setting, and in a way that offers the greatest
opportunities for active community and workforce participation, based on the
member's preferences and pursuant with 28 C.F.R. Pt. 35, App. A (2010), the
Americans with Disabilities Act (ADA) [42 USC 126.12101] and Olmstead v. L.C.,
527 U.S. 581 (1999).

10.11.2 J. The MCO shall support accessing all covered services appropriate to the
medical, behavioral, psychosocial, and/or LTSS condition or circumstance.

10.1 i .2.2. The MCO shall identify members with long term care needs based on the
member's physical, developmental, psychosocial, or behavioral conditions
including but not limited to:

10.11 ;2.2.1 .Children with E)CVF involvement;

10.11.2.2.2.Children with special needs other than DCYF;
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10. n .2.2,3.Children wiih Waiver, NF or CMHC services;

10.1 l.2.2.4.Adults with Special Needs with Waiver, NF or CMHC services;

to. M.2.2.5.Adults with Waiver, NF or CMHC services;

! 0.11.2.2.6.01der Adults with Waiver or CMHC services; or

10.ll.2.2.7.Older adults with NF services.

10.11.2.3. The MCO shall reach out to members identified with long term care needs and
their PCP to inform them of additional services and supports available to them
through the MCO.

10.11.2.4. For enrollees with long term care needs determined through an assessment or
through regular care monitoring to need services, the MCO must have a
mechanism in place to allow enrollees to directly access a specialist (for
example, through a standing referral or an approved number of visits) as
appropriate for the enrollee's condition and identified needs.

10.11.2.5. For enrollees with long term care needs determined through an assessment or
regular care monitoring, the MCO must have a mechanism in place to assist
enrollees to access medically necessary and necessary services.
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11. EPSDT

1 1.1. CompllQiicti

11.1.1. The MCO shall provide Early Periodic Screening Diagnostic Treatment (EPSDT)
services to members less than twenty-one (21) years of age in compliance with all
requirements found below;

11.1.1.1. The MCO shall comply with sections 1902(a)(43) and 1905(a)(4)(B) and
1905(r) of the SSA and federal regulations at 42 CFR 441.50 that require
EPSDT services to include outreach and informing, screening, tracking, and,
diagnostic and treatment services. The MCO shall comply with all EPSDT
requirements pursuant to the New Hampshire Medicaid Rules.

11.1.1.2. The MCO shall develop an EPSDT Plan that includes written policies and
procedures for conducting outreach and education, tracking and follow-up to
ensure compliance with the EPSDT periodicity schedules. The EPSDT Plan
shall emphasize outreach and compliance monitoring taking into account the
multi-lingual, multi-cultural nature of the served population, as well as other
unique characteristics of this population. The EPSDT Plan shall include
procedures for follow-up of missed appointments, including missed referral
appointments for problems identified through Health Check screens and
exams and follow-up on any abnormal screening exams. The EPSDT Plan
shall also include procedures for referral, tracking, and follow up for annual
dental examinations and visits, upon receipt of dental claims information from
DHHS. The EPSDT Plan shall consider and be consistent with current policy
statements issued by the American Academy of Pediatrics and the American
Academy of Pediatric Dentists to the extent that such policy statements relate
to the role of the primary care provider in coordinating care for infants,
children and adolescents. The MCO shall submit its EPSDT Plan to DHHS for
review and approval ninety (9d) days prior to program start and annually sixty
(60) calendar days prior to the first day of each Agreement year.

11.1.1.3. The MCO shall ensure providers perform a full EPSDT visit according to the
periodic schedule approved by DHHS and the American Academy of
Pediatrics periodicity schedule. The visit shall include a comprehensive
history, unclothed physical examination, appropriate immunizations, lead
screening and testing per CMS requirements § 1902(a)(43) of the SSA.
§ 1905(a)(4)(B) of the SSA and 42 CFR 441.50-.62. and health
education/anticipatory guidance. All five (5) components shall be performed
for the visit to be considered an EPSDT visit.
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12. Behavioral Health

12.1. Behavioral Health - General Provisions

12.1.1. This section applies to individuals who have been determined to be eligible for
community mental health services based on diagnosis, level of impairment and the
requirements outlined in N.H. Code of Administrative Rules, chapter He-M 401.

12.1.2. Community mental health services, as set forth in Section 8,2, shall be provided in
accordance with the NH Medicaid State Plan, He-M 426, He-M 408 and all other
applicable state and federal regulations. '

12.1.3. All clinicians providing community mental health services are subject to the
requirements of He-M 426 and any other applicable state and federal regulations.

12.1.4. All individuals approved to provide community mental health services through a
waiver granted by NH DHHS shall be recognized as qualified providers under the
MCO plan subject to NCQA credentialing requirements.

12.1.5. All other behavioral health services shall be provided to all NH Medicaid-eligible
recipients in accordance with the NH Medicaid State Plan.

12.1.6. The MCO shall pay for ail NH Medicaid State Plan Services for its members as
ordered to be provided by the Mental Health Court.

f

-  -12.1.7. The MCO shall continue to support and ensure that culturally and linguistically
competent community mental health services currently provided for people who are
deaf continue to be made available. These services shall be similar to services

currently provided through the Deaf Services Team at Greater Nashua Mental Health
Center.

12.2. Cominiinity Mental lloalth Services

12.2.1. The MCO shall ensure, through review of individual service plans and quarterly
reviews, that community mental health services are delivered in the least restrictive
community based environment, based on a person-centered approach, where the
member and their family's personal goals and needs arc considered central in the
development of the individualized service plans. The MCO shall inform DHHS of
their findings on a monthly basis.

12:2.2. The MCO shall employ a trauma informed care mode] for community mental health
services, as defined by SAMHSA, with a thorough assessment of an individual's
trauma history in the initial intake evaluation and subsequent evaluations to inform
the development of an individualized service plan, pursuant to He-M 401, that will
effectively address the individual's trauma history.
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12.2.3. The MCO shall make Community Mental Health Services available to all members
who have a severe mental disability. DHHS encourages agreement between the MCO
and CMHCs to develop a capitated payment program with the intent to establish
payment mechanisms to meet the goals of DHHS to strengthen the State's outpatient
community health service system and the requirements of the Community Mental
Health Agreement, and to further payment reform. In the event that any CMHC fails
to sign a contract with the MCO within thirty (30) days before the current contract
end date, the MCO shall notify DHHS of the failure to reach agreement with a
CMHC and DHHS shall implement action steps to designate a community mental
health program to provide services in the designated community mental health
services region.

12.2.3.1. The MCO shall submit to DHHS a plan to assure continuity of care for all
members accessing a community mental health agency.

12.2.4. In the event that an alternative community mental health progranfi is approved and
designated by DHHS, a transition plan shall be submitted for approval by DHHS
including implementation strategy and timeframes. State Administrative Rule He-M
426, Community Mental Health Services, details the services available to adults with
a severe mental illness and children with serious emotional disturbance. The MCO

shall, at a minimum, make these services available to all members determined eligible
for community mental health services under State Administrative Rule He-M 401.

12.2.4.1. The MCO shall be required to continue the implementation of evidence based
practices across the entire service delivery system.

12.2.4.2. Behavioral Health Services shall be recovery and resiliency oriented, based on
SAMHSA's definition of recovery and resiliency.

12.2.4.3. The MCO shall ensure that community mental health services are delivered in
the least restrictive community based environment, based on a person-
centered approach, where the member and their family's personal goals and
needs are considered central in the development of the individualized service
plans.

12.2.4.4. The MCO shall ensure that community mental health services to individuals
who are homeless continue to be prioritized and made available to those
individuals.

12.2.4.5. The MCO shall maintain or increase the ratio of community based to office
based services for each region in the State, as specified in He-M 425, to be
greater than or equal to the regional current percentage or 50%, whichever is
greater.
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12.2.4.6. The MCO shall monitor the ratio of community based to office based services
for each region in the State, as specified in He-M 425.

12.2.4.7. The Department of Health and Human Services (DHHS) will issue a list of
covered office and community based services annually, by procedure code,
that are used to determine the ratio outlined in 12.2.4.5.

12.2.4.8. The MCO shall submit a written report to the Department of Health and
Human Services DHHS every six (6) months, by region, of.the ratio of
community based services to office based services.

12.2.5. The MCO shall ensure that all clinicians who provide community mental health
services meet the requirements in He-M 401 and He-M 426 and are certified in the
use of the New Hampshire version of the Child and Adolescent Needs and Strengths
Assessment (CANS) and the Adult Needs and Strengths Assessment (ANSA).

12.2.5.1. Clinicians shall be certified in the use of the New Hampshire version of the
CANS and the ANSA within 120 days of implementation by the Department
of Health and Human Services of a web-based training and certification
system.

12.2.5.1.1. The CANS and the ANSA assessment shall be completed by the
community mental health program no later than the first member
eligibility renewal following clinician certification to utilize the CANS
and the ANSA and upon eligibility determination for newly evaluated
consumers effective July 1,2015.

12.2.5.1.2. The community mental health long term care eligibility tool, specified
in He-M 401, and in effect on January 1,2012 shall continue to be
utilized by a clinician until such time as the Department of Health and
Human Services implements web-based access to the CANS and the
ANSA, the clinician is certified in the use of the CANS and the

ANSA, and the member annual review date has passed.

12.2.6. The MCO shall ensure that community mental health service providers operate in a
manner that enables the State to meet its obligations under Title II of the Americans
with Disabilities Act, with particular attention to the "integration mandate** contained
in28CFR 35.130(d).

12.2.7. The MCO shall continue the implementation of New Hampshire's 10-year Olmstead
Plan, as updated from time to time, "Addressing the Critical Mental Health Needs of
New Hampshire's Citizens: A Strategy for Restoration."

12.2.7.1. The MCO shall include in its written Program Management Plan:
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12.2.7.1.1. Screening criteria for Assertive Community Treatment Teams for all
persons with serious mental disabilities.

12.2.7.1.2. A needs assessment, capacity analysis and access plan for Community
Residential and Supported Housing.

12.2.7.1.3. New and innovative interventions that will reduce admissions and
readmissions to New Hampshire Hospital and increase community
tenure for adults with a severe mental illness and children with a
serious emotional disturbance.

12.2.8. The MCO shall work collaboratively to support the implementation of the Medicaid-
funded services described in the Class Action Settlement Agreement in the case of
Amanda D. et al. v. Hassan, et al., US v. State of New Hampshire, Civ. No. 1; 12-cv-
53-SM in conjunction with DHHS and the Community Mental Health Centers.

12.2.8.1. Adult Assertive Community Treatment Teams (ACT). The MCO shall
ensure that ACT teams are available twenty-four (24) hours per day, seven (7)
days per week, with on-call availability from midnight to 8:00 am. At a
minimum, ACT teams shall deliver comprehensive, individualized, and
flexible services, supports, treatment, and rehabilitation in a timely manner as
needed, onsite in the individuals homes and in other natural environments and

community settings, or alternatively, via telephone where appropriate to meet
the needs of the individual. Each ACT team shall be composed of a multi-
disciplinary group of between seven (7) and ten (10) professionals, including,
at a minimum, a psychiatrist, a nurse, a Masters-level clinician (or fiinctional
equivalent therapist), functional support worker and a peer specialist. The
team also will have members who have been trained and are competent to
provide substance abuse support services, housing assistance and supported
employment. Caseloads for ACT teams serve no more than ten (10) to twelve
(12) individuals per ACT team member (excluding the psychiatrist who will
have no more than seventy (70) people served per 0.5 FTE psychiatrist).

12.2.8.2. Evidence-based Supported Employment (EBSE). The MCO shall ensure that
EBSE is provided to eligible coruumers in accordance with the Dartmouth
model. The MCO shall ensure that the penetration rate of individuals
receiving EBSE increases to 18.6 percent by June 30,2017. The penetration
rate is determined by dividing the number of adults with severe mental illness
(SMI) receiving EBSE by the number of adults who have SMI being served.

12.2.9. The Department of Health and Human Services will lead regional planning activities
in each community mental health region to develop and refine community mental
health services in New Hampshire. The MCO shall support and actively participate in
these activities.
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12.2.9.1. The focus of the regional planning process will be on reducing the need for
inpatient care and emergency department utilization, and on increasing
community tenure.

12.2.10.The MCO shall develop a Training Plan each year of the Agreement for how it will
support the New Hampshire community mental health service system's effort to hire
and train qualified staff. The MCO shall submit this Training Plan to DHHS sixty
(60) calendar days prior to program start and annually ninety (90) calendar days prior
to beginning of each Agreement year.

12.2.10.1. The MCO shall submit a report summarizing what training was provided, a
copy of the agenda for each training, a participant registration list for each
contracted CMHC and a summary, for each training provided, of the
evaluations done by program participants, within ninety (90) calendar days of
the conclusion of each Agreement year.

12.2.10.2. As part of that Training Plan, the MCO shall promote provider competence
and opportunities for skill-enhancement through training opportunities and
consultation, either through the MCO or other consultants with expertise in
the area focused on through the training.

12.2.10.3. The MCO Training Plan outlined in 12.2.10.1 shall be designed to sustain and
expand the use of the Evidence Based Practices of Illness Management and
Recovery (IMR), Evidence Based Supported Employment (EBSE), Trauma
Focused Cognitive Behavioral Therapy (TF-CBT), dialectical Behavior
Treatment (DBT) and Assertive Community Treatment (ACT), and to
improve NH's penetration rales for Illness Management and Recovery (IMR)
and Supported Employment, by 2% each year of the Agreement. The baseline
measure for penetration rates shall be the NH submission to the SAMHSA
Uniform Reporting System for 2011.

12.2.10.4. The MCO shall offer a minimum of 2 hours of training each contract year to
all contracted community mental health center staff on suicide risk
assessment, suicide prevention and post interventibn strate^es m keeping with
the State's objective of reducing the number of suicides in New Hampshire.

12.2.10.5. The MCO shall submit an aimual report no later than ninety (90) calendar
days following the close of each Agreement year with a summary of the
trainings provided, a list of attendees from each contracted community mental
health pro^am, and the proposed training for the next fiscal year.
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12.3. Emergency Services

12.3.1. The MCO shall ensure, through its contracts with local providers, that regionally
based crisis lines and Emergency Services as defined in He-M 403 and He-M 426 are
in place 24 hours a day/ 7 days a week for individuals in crisis. These crisis lines and
Emergency Services Teams shall employ clinicians who are trained in managing
crisis intervention calls and who have access to a clinician available to evaluate the
member on a face-to-face basis in the community to address the crisis and evaluate
the need for hospitalization.

12.3.2. The MCO shall submit for review to the DHHS MCM Account Manager and the
Director of the Bureau of Mental Health an annual report identifying innovative and
cost effective models of providing crisis and emergency response services that will
provide the maximum clinical benefit to the consumer while also meeting the State's
objectives in reducing admissions and increasing community tenure.
/

12.4. Care Coordinarioii

12.4.1. The MCO shall develop policies governing the coordination of care with primary care
providers and community mental health programs. These policies shall be submitted
to DHHS for review and approval ninety (90) calendar days prior to the beginning of
each Agreement year, including Year 1.

12.4.2. The MCO shall ensure that there is coordination between the primary care provider
and the community mental health program.

12.4.3. The MCO shall ensure that both the primary care provider and community mental
health program request written consent from the member to release information to
coordinate care regarding mental health services or substance abuse services or both,
and primary care.

12.4.4. The MCO shall monitor instances in which consent was not given, and if possible the
reason why, and submit this report to DHHS no later than sixty (60) calendar days
following the end of the fiscal year. .

12.4.5. The MCO shall review with DHHS the approved policy, progress toward goals,
barriers and plans to address identified barriers.

12.4.6. The MCO shall ensure integrated care coordination by requiring that providers accept
all referrals for its members from the MCO that result from a court order or a request
from DHHS.
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12.5. New Hampshire Hospital

12.5.1. The MCO shall maintain a collaborative agreement with New Hampshire Hospital,
the State of New Hampshire's state operated inpatient psychiatric facility. This
collaborative agreement subject to the approval of DHHS shall at a minimum address
the Americans with Disabilities Act requirement that individuals be served in the
most integrated setting appropriate to their needs, include the responsibilities of the
community mental health program in order to ensure a seamless transition of eve
upon admission and discharge to the community, and detail information sharing and
collaboration between the MCO and New Hampshire Hospital.

12.5.2. It is the policy of the State to decrease discharges from inpatient care at New
Hampshire Hospital to homeless shelters and to ensure the inclusion of an appropriate
living situation as an integral part of all discharge planning from New Hampshire
Hospital. The MCO shall utilize the collaborative agreement to track any discharges
that the MCO, through its provider network, was unable to place into the community
and who instead were dischvged to a'shelter or into homelessness. The MCO shall
submit a report to the Department of Health and Human Services DHHS, quarterly,
detailing the reasons why members were placed into homelessness and include efforts
made by the MCO to arrange appropriate placements.

12.5.3. The MCO shall designate a liaison with privileges, as required by New Hampshire
Hospital, to continue members' care coordination activities, and assist in facilitating a
coordinated discharge planning process for adults and children admitted to New
Hampshire Hospital. Except for participation in the Administrative Review
Committee, the liaison shall actively participate in New Hampshire Hospital
treatment team meetings and discharge planning meetings to ensure that individuals
receive treatment in the least restrictive environment complying with the Americans
with Disabilities Act and other applicable federal and State regulations.

12.5.3.1. The liaison shall actively participate, and assist New Hampshire Hospital staff
in the development of a written discharge plan within twenty-four (24) hours
of admission.

12.5.3.2. The MCO shall ensure that the final NHH Discharge Instruction Sheet shall be
provided to the member and the member's authorized representative prior to
dischvge, or the next business day, for at least ninety-eight (98%) of members
discharged. The MCO shall ensure that the discharge progress note shall be
provided to the aftercare provider within 7 calendar days of member discharge
for at least ninety percent (90%)'of members discharged.
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12.5.3.3. The MCO shall make at least three (3) attempts to contact metnbers for whom
the MCO has record of a telephone number within three (3) business days of
discharge from New Hampshire Hospital in order to review the discharge
plan, support the member In attending any scheduled follow-up appointments,
support the continued taking of any medications prescribed, and answer any
questions the member may have. The performance metric shall be that at least
ninety-five percent {95%) of members discharged shall have been attempted
to be contacted within three (3) business days.

12.5.3.4. The MCO shall ensure an appointment with a community mental health
program or other appropriate mental health clinician for the member is
scheduled prior to discharge. Such appointment shall occur within seven (7)
calendar days aRer discharge.

12.5.3.4.1. Persons discharged from psychiatric hospitalization and new to a
CMHC must have an intake appointment within seven (7) days.

12.5.3.5. The MCO shall work with DHHS to review cases of members that New

Hampshire Hospital has indicated a difficulty returning back to the
community, identify barrieis to discharge, and develop an appropriate
transition plan back to the community.

12.5.3.6. "the MCO shall establish a reduction in readmissions plan, subject to approval
by DHHS, to monitor the 30-day and 180-day readmission rates to New
Hampshire Hospital, review member specific data with each of the
community mental health programs, and implement measurable strategies
within 90 days of the execution of this Agreement to reduce 30-day and 180-
day readmission. The MCO shall include benchmaiks and reduction goals in
the Program Management Plan.

12.5.4. The MCO shall perform in-reach activities to New Hampshire Hospital designed to
accomplish transitions to the community.

12.6. In Shape Program

12.6.1. The MCOs shall promote community mental health service recipients' whole health
goals. Functional support services may be utilized to enable recipients to pursue and
achieve whole health goals within an In Shape program or other program designed to
improve health.

12.7. Parity

12.7.1. The MCO and its subcontractors must comply with the Mental Health Parity and
Addiction Equity Act of 2008,42 CFR part 438, subpart K, which requires the MCOs
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to not discriminate based upon an enrollee's health status of having a mental health or
substance use disorder.

12.7.1.1. The MCO shall not impose aggregate lifetime or annual dollar limits on
mental health or substance use disorder benefits.

12.7.1.2. The MCO shall not apply any financial requirement or treatment limitation
applicable to mental health or substance use disorder benefits that arc more
restrictive than the predominant treatment limitations applied to substantially
all medical and surgical benefits covered by the plan (or coverage), and the
MCO shall not impose any separate treatment limitations that are applicable
only with respect to mental health or substance use disorder benefits.

12.7.1.3. The MCO shall not impose Non- Quantitative Treatment Limits for mental
health or substance use disorder benefits in any classification unless, under the
policies and procedures of the MCO as written and in operation, any
processes, strategies, evidentiary standards, or other factors used in applying
the Non-Quantitative Treatment Limits to mental health or substance use
disorder benefits in the classification are comparable to, and are applied no
more stringently than, the processes, strategies, evidentiary standards, or other
factors used in applying the limitation for medical/surgical benefits in the
classification.

12.7.1.4. Annual Certification with Federal Mental Health Parity Law: The MCOs must
review their administrative and other practices, including the administrative
and other practices of any contracted behavioral health organizations or third
party administrators, for the prior calendar year for compliance with the
relevant provisions of the Federal Mental Health Parity Law, regulations and
guidance issued by state and federal entities.

12.7.1.4.1. The MCO must submit a certification signed by the chief executive
ofTicer and chief medical officer stating that the MCO has completed a
comprehensive review of the administrative, clinical, and utilization
practices of the managed care entity for the prior calendar year for'
compliance with the necessary provisions of State Mental Health
Parity Laws and Federal Mental Health Parity Law and any guidance
issued by state and federal entities.

12.7.1.4.2. If the MCO determines that all administrative, clinical, and utilization
practices were in compliance with relevant requirements of the Federal
Mental Health Parity Law during the calendar year, the certification
will affirmatively state, that all relevant administrative and other
practices were in compliance with Federal Mental Health Parity Law
and any guidance issued by state and federal entities.
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12.7.1.4.3. If the MCO determines that any administrative, clinical, and utilization
practices were not in compliance with relevant requirements of the
Federal Mental Health Parity Law or guidance issued by state and
federal entities during the calendar year, the certification will state that
not all practices were in compliance with Federal Mental Health Parity
Law or any guidance issued by state or federal entities and will include
a list of the jjractices not in compliance and the steps the managed care
entity has taken to bring these practices into compliance.

12.7.1.5. The MCO shall complete the DHHS Parity Compliance Report annually and
shall include:

12.7.1.5.1. All Non-Quantitative and Quantitative Treatment Limits identified by
the MCOs pursuant to DHHS criteria;

12.7.1.5.2. All member grievances and appeals regarding a parity violation and
resolutions;

12.7.1.5.3. The processes, strategies, evidentiary standards, or other factors in
determining access to out-of-network providers for mental health or
substance use disorder benefits that are comparable to, and applied no
more stringently than, the processes, strategies, evidentiary standards,
or other factors in determining access to oul-of-network providers for
medical/surgical benefits in the same classification; and

12.7.1.5.4. Any other requirements identified by DHHS.

12.7.1.6. A member enrolled in any MCO may file a complaint with the New
Hampshire Insurance Department at
https://www.nh.gov/insurance/con$umers/comp)aint$.htm if services are
provided in a way that is not consistent with applicable Federal Mental Health
Parity laws, regulations or federal guidance.
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13. Substance Use Disorder

13.1. Substance Use Disorder - General Provisions

13.1.1. The MCO will offer contracts to Medicaid enrolled SUD providers who meet the
MCO's credentialing standards. The MCO will reimburse those SUD providers in
accordance with Section 21.2.10.

13.1.2. The MCO will submit a plan describing on-going efforts to continually woric to
recruit and maintain sufficient networks of SUD service providers so that services
are accessible without reasonable delays.

13.1.2.1. If the type of service identified in the AS AM Level of Care Assessment is not
available from the provider that conducted the initial assessment within 48

'  hours this provider is required to provide interim substance use disorder
counselors services until such a time that the clients starts receiving the
identified level of care. If the type of service is not provided by this agency
they are then responsible for making an active referral to a provider of that
type of service (for the identified level of care) within fourteen (14) days from
initial contact and to provider interim substance use disorder counselors
services until such a time that the member is accepted and starts receiving
services by the receiving agency.

13.1.3. The MCO shall provide data, reports and plans in accordance with Exhibit O.

13.2. Compliance Metrics for Access to .SUD Services

13.2.1. Agencies under contract with MCOs to provide SUD services to provide SUD
services shall respond to inquiries for SUD services from members or referring
agencies as.soon as possible and no later than two (2) business days following the day
the call was fu^t received. The SUD provider is required to conduct an initial
eligibility screening for services as soon as possible, ideally at the time of first contact
(face to face communication by meeting in person or electronically of by telephone
conversation) with the member or referring agency, but not later than two (2) business
days following the date of first contact.

13.2.2. Members who have screened positive for SUD services shall receive an ASAM Level
of Care Assessment within two (2) business days of the initial eligibility screening
and a clinical evaluation (as identified in the He-W 513 administrative rules) as soon
as possible following the ASAM Level of Care Assessment and no later than (3) days
after admission. '

13.2.3. Members identified for withdrawal management, outpatient or intensive outpatient
services shall start receiving services within seven (7) business days from the date
ASAM Level of Care Assessment was completed. Members identified for Partial
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Hospitalization (PH) or Rehabilitative Residential (RR) Services shall start receiving
interim services (services at a lower level of care than that identified by the ASAM
Level of Care Assessment) or the identified service type within seven (7) business
days from the date the ASAM Level of Care Assessment was completed and start
receiving the identified level of care no later than fourteen (14) business days from
the date the ASAM Level of Care Assessment was completed until such a time that
the member is accepted and starts receiving services by the receiving agency.

13.2.3.1. Pregnant women shall be admitted to the identified level of care within 24

hours of the ASAM Level of Care Assessment. If the contractor is unable to

admit a pregnant woman for the needed level of care within 24 hours, the
contractor shall:

,  13.2.3.1.1. Assist the pregnant woman with identifying alternative providers and
with accessing.services with these providers. This assistance must
include actively reaching out to identify providers on the behalf of the
client; and

13.2.3.1.2. Provide interim services until the appropriate level of care becomes
available at either the contractor agency or an alternative provider.
Interim services shall include:

^  a. At least one 60 minute individual or group outpatient session per,
week;

b. Recovery support services as needed by the client; and

c. Daily calls to the client to assess and respond to any emergent
needs.

13.2.4. If the type of service identified in the ASAM Level of Care Assessment will not be
available from the provider that conducted the initial assessment within the fourteen
(14) business day period, or if the type of service is not provided by the agency that
conducts the ASAM Level of Care Assessment, this agency is responsible for making
an active referral to a provider of that type of services (for the identified level of care)
within fourteen (14) business days from the date the ASAM Level of Care
Assessment was completed until such a time that the member is accepted and starts
receiving services by the receiving agency.
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14. Pharmacy Management
14.1. Pharmacy Management - General Provisions

14.1.1. The MCO's, including any pharmacy subcontractors, shall create: formulary and
pharmacy prior authorization criteria and other point of service edits (i.e. prospective
drug utilization review edits and dosage limits), pharmacy policies and pharmacy
programs subject to DHHS approval, and in compliance with § 1927 of the SSA [42
CFR 438.3(s)]. The MCO shall not include drugs by manufacturers not enrolled In the
OBRA 90 Medicaid rebate program on its formulary without DHHS consent.

14.1.2. The MCO shall adhere to New Hampshire law with respect to the criteria regarding
coverage of non-preferred formulary drugs pursuant to Chapter 188, law 2004, SB
383-FN, Sect. IVa. Specifically, a MCO member shall continue to be treated, or, if
newly diagnosed, may be treated with a non-preferred drug based on any one of the
following criteria:

4.1.2.1. Allergy to all medications within the same class on the preferred drug list;

4.1.2.2. Contraindication to or drug-to-drug interaction with all medications within the
same class on the preferred drug list;

4.1.2.3. History of unacceptable or toxic side effects to all medications within the
. same class on the preferred drug list;

4.1.2.4. Therapeutic failure of all medications within the same class on the preferred
drug list;

4.1.2.5. An indication that is unique to a non-preferred drug and is supported by peer-
reviewed literature or a unique federal Food and Drug Administration-
approved indication;

4.1.2.6. Age specific indication;

4.1.2.7. Medical co-morbidity or other medical complication that precludes the use of
a preferred drug; or

4.1.2.8. Clinically unacceptable risk with a change in therapy to a preferred drug.
Selection by the physician of the criteria under this subparagraph shall require
an automatic approval by the pharmacy benefit program.
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14.1.3. The MCO shall submit all of its policies, prior authorizations, point-of-sale and drug
utilization review edits and pharmacy services procedures related to its maintenance
drug policy, specialty pharmacy programs, and any new pharmacy service program
proposed by the MCO to DHHS for its approval at least 60 calendar days prior to
implementation.

14.1.4. The MCO shall submit the items described in 14.1.1 and 14.1.3 to DHHS for

approval sixty (60) calendar days prior to the program start date of Step 1.

14.1.5. Any modifications to items listed in 14.1.1 and 14.1.3 shall be submitted for approval
at least sixty (60) calendar days prior to the proposed effective date of the
modification. ,

14.1.6. The MCO shall notify members and providers of any modifications to items listed in
14.1.1 and 14.1.3 thirty (30) calendar days prior to the modification effective date.

14.1.7. Implementation of a modification shall not commence prior to DHHS approval.

14.1.8. At the time a member with currently prescribed medications transitions to an MCO:
upon MCO's receipt of (written or verbal) notification validating such prescribed
medications from a treating provider, or a request or verification from a pharmacy
that has previously dispensed the medication, or via direct data from DHHS, the
MCO shall continue to cover such medications through the earlier of sixty (60)
calendar days from the member's enrollment date, or until completion of a medical
necessity review. The MCO shall also. In the member handbook, provide information
to members regarding prior authorization in the event the member chooses to transfer
to another MCO.

14.1.9. The MCO shall adjudicate pharmacy claims for its members utilizing a point of
service (POS) system where appropriate. System modifications, including but not
limited to systems maintenance, software upgrades, implementation of International
Classification of Diseases- 10 (ICD-10) code sets, and NDC code sets or migrations
to new versions of National Council for Prescription Drug Programs (NCPDP)
transactions shall be updated and maintained to current industry standards. The MCO
shalbprovide an automated decision during the POS transaction in accordance with
NCPDP mandated response times within an average of less than or equal to three (3)
seconds.

14.1.10.1n accordance with Section 1927 (d)(5)(Aand B) of the Social Security Act, the
MCO shall respond by telephone or other telecommunication device within twenty-
four (24) hours of a request for prior authorization and reimburse for the dispensing
of at least a seventy-two (72) hour supply of a covered outpatient prescription drug in
an emergency situation when prior authorization cannot be obtained.
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14.1.1 l.The MCO shall develop or participate in other State of New Hampshire pharmacy
related quality improvement initiatives. At minimum, the MCO shall routinely
monitor and address;

14.1.11.1. Polypharmacy (physical health and behavioral health medications);

14.1.11.2. Adherence to the appropriate use of maintenance medications, such as the
elimination of gaps in refills;

14.1.11.3. The appropriate use of behavioral health medications in children by
encouraging the use of and reimbursing for consultations with child
psychiatrists;

14.1.11.4. For those beneficiaries with a diagnosis for substance use disorder (SUD) and
all infants with a diagnosis of neonatal abstinence syndrome (NAS), or that
are otherwise known to have been exposed prenatally to opioids, alcohol or
other drugs, the MCO shall evaluate these patients needs for care coordination
services-^nd support the coordination of all their physical and behavioral
health needs and for referral to SUD treatment;

14.1.11.5. For those beneficiaries who enter the MCO lock-in program, the MCO shall
evaluate the need for SUD treatment.

14.1.U.6. The MCO shall require prior authorization documenting the rationale for the
prescription of more than 200 mg daily Morphine Equivalent Doses (MED) of
opioids for beneficiaries. Effective April 1, 2016, the MCO shall require prior
authorization documenting the rationale for the prescription of more than 120
mg daily Morphine Equivalent Doses (MED) of opioids for beneficiaries.
Effective October 1,2016, the MCO shall require prior authorization
documenting the rationale for the prescriptions of more than 100 mg daily
Morphine Equivalent Doses (MED) of opioids for beneficiaries effective upon
NH Board Administrative Rule MED 502 Opioid Prescribing;

14.1.12.In accordance with changes to rebate collection processes in the Patient Protection
and Affordable Care Act (PPACA), DHHS will be responsible for collecting OBRA
90 (CMS) rebates from drug manufacturers on MCO pharmacy claims. The MCO
shall provide all necessary pharmacy encounter data to the State to support the rebate
billing process, in accordance with section 1927(b) of the SSA, and the MCO shall
submit the encounter data file within five (5) business days of the end of each weekly
period and within thirty (30) calendar days of claim payment.

I4.1.13.The MCO shall work cooperatively with the State to ensure that all data needed for
the collection of CMS and supplemental rebates by the Staters pharmacy benefit
administrator is delivered in a comprehensive and timely manner, inclusive of any
payments made for members for medications covered by other payers.
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14.1.14.Specialfy Dnigs. The MCO shall pay for all spetialty drugs consistent with the
MCO's fomiulary and pharmacy edits and criteria.

14.1.15. DHHS will be directly responsible for the pharmacy benefit for Carbaglu and
Ravicti, and those Hepatitis C and Hemophilia drugs specifically excluded from the
actuarial rate calculations.

14.1.16.Other specialty and orphan drugs.

14.1.16.1. Other currently FDA approved specialty and orphan drugs, and those
approved by the FDA in the future, shall be covered in their entirety by the
MCO.

14.1.16.2. When medically necessary, orphan drugs that are not yet approved by the
FDA for use in the United States but that may be legally prescribed on a
"compassionate-use basis" and imported from a foreign country.

14.1.17.PoIypharmacy medication review. The MCO shall provide offer for medication
review and counseling to address polypharmacy.

14.1.17.1. MCO shall offer a medication review and counseling no less than annually by
a pharmacist or other health care professional as follows:

14.1.17.1.1, To the primary care provider and care taker for children less than 19
years dispensed four (4) of more drugs per month (or prescriptions for
90 day supply covering each month);'and

14.1.17.1.2.To adult beneficiaries dispensed more than 10 drugs each month (or
prescriptions for 90 day supply covering each month).

14.1.18.The MCO shall adhere to federal regulation with respect to providing pharmacy data
required to complete the Annual Drug Utilization Review Report to CMS:

I

^  14.1.18.1. The MCO must provide a detailed description of its drug
utilization review program to DHHS on an annual basis in accordance with
the Medicaid Drug Utilization Review Annual Report format and
requirements; and

14.1.18.2. The MCO must operate a drug utilization review program in
accordance with section 1927(g) of the SSA and 42 CFR part 456, subpart
K, which includes:

14.1.18.2.1. Prospective drug utilization review;

14.1.18.2.2.Retrospective drug utilization review; and
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14.1.18.2.3. An educational program for providers including
prescribcrs and dispensers.

14.2. Continuity of Care

14.2.1. The MCO shall provide continuity of care for current beneficiaries after the transition
of the PDL to the MCO. For existing beneficiaries, the MCO shall provide coverage
for all drugs for each current beneficiary for six months beginning September 1,2015
for those drugs dispensed to the beneficiary within the six months prior to September
1,2015.

14.3. Use of Psycliolropic Medicine.s for Children In Foster Care - UCVF's SafeR.x
Program

14.3.1. The MCO shall assist in the oversight and management of the use of psychotropic
medicines for children and youth in DCYF placement in accordance with PL (Public
Law 112-34) and in'accordance with DCYF policy 1653. Assistance includes:

14.3.1.1. Psychiatry review of Medications when requested by DCYF staff, with Peer
To Peer discussion if warranted to include:

14.3.1.1.1. Pharmacy claims;

14.3.1.1.2. Providerprogress notes;

14.3.1.1.3. Telephone contact with the providers, if necessary;

14.3.1.1.4. Current Diagnoses, DSM I-IIl;

14.3.1.1.5. Current Behavioral Functioning; and

14.3.1.1.6. Information ftxim the placement provider, either foster care or
residential re: behaviors and medication response.

14.3.1.2. Edits in pharmacy systems for outlying red Hag criteria that would require
further explanation and authorization including:

14.3.1.2.1. Children 5 and under being prescribed antipsychotics;

14.3.1.2.2. Children 3 and under on any psychotropic medicine; and

14.3.1.2.3. A child or youth being prescribed 4 or more psychotropic medicines,
allowing for tapering schedules for ending one medicine and starting a
new medicine.
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15. Reserved.
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16. Member Enrollment and Disenrollment

16.1. Eligibility

16.1.1. The State has sole authority to determine whether an individual meets the eligibility
criteria for Medicaid as well as whether he/she will be enrolled in the Care

Management program. The State shall maintain its current responsibili^ for
determining member eligibility. The MCO shall comply with eligibility decisions
made by DHHS.

16.1.2. The MCO shall ensure that ninety-five percent {95%) of transfers of eligibility files
are incorporated and updated within one (1) business day after successful receipt of
data. Data received Monday-Friday is to be uploaded Tuesday-Saturday between 12
AM EST and SAM EST. The MCO shall develop a plan to ensure the provision of
pharmacy benefits in the event the eligibility file is not successfully loaded by id A^
EST. The MCO shall make DHHS aware, within one (1) business day, of
unsuccessful uploads that go beyond 10 AM EST.

16.1.3. The ASCX12 834 enrollment file will limit enrollment history to eligibility spans
reflective of any assignment of the member with the MCO.

16.1.4. To ensure appropriate continuity of care, DHHS will provide up to two (2) years (as
available) of all fee-for-service paid claims history including: medical, pharmacy,
behavioral health and LTSS claims history data for all fee-for-service Medicaid
beneficiaries assigned to MCO. For members transitioning from another MCO,
DHHS will also provide such claims data as well as available encounter information
regarding the member supplied by other MCOs.

16.2. Kclatlonship with Enrollment .Services

16.2.1. DHHS or its designee shall be responsible for member enrollment and passing that
information along to the MCO for plan enrollment [42 CFR 438.3(dX2)]. ^

16.2.2. The MCO shall accept individuals into its plan from DHHS or its designee in the
order in which they apply without restriction, (uiiless authorized by the regional
administrator), up to the limits set in this Agreement [42 CFR 438.3(d)(1)].

16.2.3. The MCO will not, on the basis of health status or need for health care services,
discriminate against individuals eligible to enroll [42 CFR 438.3(d)(3)].

16.2.4. The MCO will not discriminate against individuals eligible to enroll on the basis of
race, color, national origin, sex, sexual orientation, gender identity, or disability and
will not use any policy or practice that has a discriminatory effect [42 CFR
438.3(d)(4].
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16.2.5. The MCO shall furnish information to DHHS or its designee so that it may comply
with the information requirements of 42 CFR 438.10 to ensure that, before enrolling,
the recipient receives, from the entity or the State, the accurate oral and written
information he or she needs to make an informed decision on whether to enroll
[§1932(d)(2XA)(i)(U) of the SSA; § 1932(d)(2)(B), (C), (D) and (E) of the SSA; 42
CFR 438.104(bX 1 )(ii), (iii), (iv) and (v); 42 CFR 438.104(b)(2); 42 CFR
438.104(b)(2)(i) and (ii); SMD letter 12/30/97; SMD letter 2/20/98; State Medicaid
Manual (SMM) 2090.1; SMM 2101].

16.2.6. The MCO shall provide information, within five (5) business days, to DHHS or its
designee that allows for a determination of a possible change in eligibility of
members (for example, those who have died, been incarcerated, or moved out-of-
state).

16.3. Enrollment

16.3.1. The MCO shall accept members who choose to enroll in the MCO:

16.3.1.1. Duringthe initial enrollment period;

16.3.1.2. During an annual enrollment period;

16.3.1.3. During a renegotiation or reprocurement enrollment period;

16.3.1.4. If the member requests to be assigned to the same plan in which another
family member is currently enrolled; or

16.3.1.5. Who have disenrolled with another MCO at the time described in 16.5.3.1.

16.3.2. The MCO shall accept that enrollee enrollment is voluntary, except as described in 42
CFR 438.50.

16.3.3. The MCO shall accept for automatic re-enrollment members who were disenrolled
due to a loss of Medicaid eligibility for a period of two (2) months or less.

16.3.4. The MCO shall accept members who have been auto-assigned by DHHS to the MCO.

16.3.5. The MCO shall accept members who are auto-assigned to another MCO but have an
established relationship with a primary care provider that is not in the network of the
auto-assigned MC^O. The member can request enrollment any time during the first
twelve (12) months of auto-assignment.

16.4. Auto-AssignmeiU

16.4.1. DHHS will use the following auto-assignment methodology:

16.4.1.1. Preference to an MCO with which there is already a family affiliation;
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16.4.1.2. Equal assignment among the MCOs.

16.4.2. DHHS reserves the right to change the auto assignment process at its discretion.

16.4.3. DHHS may also revise its auto-assignment methodology during the Contract Period
for new Medicaid members who do not select an MCO (Default Members). The new
assignment methodology would reward those MCOs that demonstrate superior
performance and/or improvement on one or more key dimensions of performance.
DHHS will also consider other appropriate factors. ,

16.4.4. DHHS may revise its auto-assignment methodology when exercising renegotiation
and reprocurement rights under section 3^9.1 of this Agreement.

16.5. Disenrollinent

16.5.1. Diseiirollment provisions of 42 CFR 438.56(d)(2) apply to all members, regardless of
whether the member is mandatory or voluntary [42 CFR 438.56(a); SMD letter
01/21/98].

16.5.2. A member may request disenrollment with cause at any time when:

16.5.2.1. The member moves out of state;

16.5.2.2. The member needs related services to be performed at the same time; not all
related services are available within the network; and receiving the services
separately would subject the member to unnecessary risk; or

16.5.2.3. Other reasons, including but not limited to, poor quality of care, lack of access
to services covered under the Agreement, violation of rî ts, or lack of access
to providers experienced in dealing with the member's health care needs [42
CFR438.56(dX2)]

16.5.3. A member may request disenrollment without cause, at the following times:

16.5.3.1. During the ninety (90) calendar days following the date of the member's
enrollment with the MCO or the date that DHHS (or its agent) sends the
member notice of the enrollment, whichever is later;

V

16.5.3.2. For members who are auto-assigned to a MCO and who have an established
relationship with a primary care provider that is only in the network of a non-
assigned MCO, the member can request disenrollment during the first twelve
(12) months of enrollment at any time;

16.5.3.3. Any time for members who enroll on a voluntary basis;

16.5.3.4. During open enrollment every twelve (12) months;
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16.5.3.5. During open enrollment related to renegotiation and reprocurement under
Section 3.9.

16.5.3.6. For sixty (60) calendar days following an automatic reenroliment if the
temporary loss of Medicaid eligibility has caused the member to miss the
annual enrollment/disenrollmcnt opportunity (This provision applies to re-
determinations only and does not apply when a member is completing a new
application for Medicaid eligibility); and

16.5.3.7. When DHHS imposes the intermediate sanction on the MCO specified in 42
CFR 438.702(a)(3) [§ 1932(a)(4)(A) of the SSA; § 1932(e)(2)(C) of the SSA;
42 CFR 438.56(c)(1): 438.56(c)(2)(i), (ii), (iii), and (iv); 42 CFR
438.702(a)(3); SMD letter 02/20/98; SMD letter 01721/98]

16.5.4. The MCO shall provide members and their representatives with written notice of
disenrollment rights at least sixty (60) calendar days before the start of each re-
enrollment period.

16.5.5. If a member is requesting disenrollment, the member (or his or her representative)
shall submit an oral or written request to DHHS or its agent.

16.5.6. The MCO shall furnish all relevant information to DHHS for its determination

regarding disenrollment, within three (3) business days after receipt of DHHS'
request for information.

16.5.7. The MCO shall submit involuntary disenrollment requests to DHHS with proper
documentation for the following reasons [42 CFR 438.56(b)(1); SMM 2090.12]:

16.5.7.1. Member has established out of state residence;

16.5.7.2. Member death;

16.5.7.3. Determination that the member is ineligible for enrollment based on the
criteria specified in this Agreement regarding excluded populations; or ..

16.5.7.4. Fraudulent use of the member ID card.

16.5.8. The MCO shall not request disenrollment of a member for any reason not permitted
in this Agreement [42 CFR 438.56(b)(3)].

16.5.9. The MCO shall not request disenrollment because of an adverse change in the
member's health status, or because of the member's utilization of medical services,
diminished mental capacity, or uncooperative or disruptive behavior resulting from
his or her special needs (except when his or her continued enrollment in the MCO
seriously impairs the entity's ability to furnish services to either this particular
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member or other members) or abuse of substances, prescribed or illicit, and any legal
consequences resulting from substance abuse. [42 CFR 438.56(bX2)].

16.5.lO.The MCO may request disenroliment in the event of threatening or abusive behavior
that jeopardizes the health or safety of members, staff, or providers.

16.5.11.If an MCO is requesting disenroliment of a member, the MCO shall:

16.5.11.1. Specify the reasons for the requested disenrpllcBent of the member; and

16.5.11.2. Submit a request for involuntary disenroliment to DHHS (or its agent) along
with documentation and justification, for review and approval

]6.5.12.Regardlessof the reason for disenroliment, the effective date of an approved
disenroliment shall be no later than the first day of the second month following the
month in which the member or the MCO files the request. If DHHS fails to make a
disenroliment determination within this specified timeframe, the disenroliment is
considered approved [42 CFR 438.56(e)(1) and (2); 42 CFR438.56(d)(3)(ii): SMM
2090.6; SMM 2090.11].

16.5.13.DHHS (or its agent) shall provide for automatic re-enrollment ofa member who is
disenrolled solely because he or she loses Medicaid eligibility for a period of two (2)
months or less [42 CFR 438.56(g)].
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17. Member Services

17.1. Member Information

17.1.1. The MOO shall maintain a Member Services Department to assist members and their
family members, guardians or other authorized individuals in obtaining covered
services under the Care Management program.

17.1.2. The MCO shall have a 'No Wrong Door' approach, consistent with the DHHS
Balancing Incentive Program, to member calls and inquiries, and shall have one toll-
free number for members to contact.

17.1.3. The MCO shall have in place a mechanism to help members and potential members
understand the requirement and benefits of the plan [42 CFR 438.10(c)(7)].

17.1.4. The MCO shall make a welcome call to each new member within thirty (30) days of
the member's enrollment in the MCO. A minimum of three (3) attempts should be
made at various times of the day, on different days, for at least ninety-five percent
(95%) of new members. The welcome call shall at a minimum:

17.1.4.1. Assist the member to select a Primary Care Provider (PCP) or confirm
selection of a PCP;

17.1.4.2. Include a brief Health Needs Assessment;

17.1.4.3. Screen for special needs and/or services of the member; and

17.1.4.4. Answer any other member questions about the MCO and ensure that members
can access information in their preferred language.

17.1.5. Welcome calls shall not be required for members residing in a nursing facility longer
than 120 days. The MCO shall:

17.1.5.1. Meet with each nursing facility no less than annually to provide an orientation
to the MCM pro^m and instructions regarding completion of the Health
Needs Assessment for each member residing in a nursing facility longer than
120 days; and

17.1.5.2. Send letters to members residing in nursing facilities longer than. 120 days or
their authorized representatives describing welcome calls and how a member
or their authorized representative can request a welcome call.

17.1.6. The MCO shall send a letter to a member upon initial enrollment, and anytime the
member requests a new Primary Care Provider (PCP), confirming the member's PCP
and providing the PCP's name address and telephone number.
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17.1.7. The MCO shall issue an Identification Card (ID Card) to all new members within ten
(10) calendar days following the MCO's receipt of a valid enrollment file from
DHHS, but no later than seven (7) calendar days after the effective date of
enrollment. The ID Card shall include, but is not limited to, the following information
and any additional information shall be approved by DHHS prior to use on the ID ■
card:

17.1.7.1. The member's name;

17.1.7.2. The member's date of birth;
j  '

17.1.7.3. The member's Medicaid ID number assigned by DHHS at the time of
eligibility determination;

17.1.7.4. The name of the MCO; and

17.1.7.5. The narhe of MCO's NHHPP product;

17.1.7.6. The twenty-four (24) hours a day, seven (7) days a week toll-free Member
Services telephone/hotline number operated by the MCO; and

17.1.7.7. How to file an appeal or grievance.

17.1.8. The MCO shall reissue a Member ID card if:

17.1.8.1. A member reports a lost card;

17.1.8.2. A member has a name change; or

17.1.8.3. Any other reason that results in a change to the information disclosed on the
ID card.

17.1.9. The MCO shall publish member information in the form of a member handbook
available at the time of member enrollment in the plan for benefits effective January
1,20.18. The member handbook shall be based upon the model enrollee handbook
developed by DHHS.

17.1.9.1. Two weeks in advance of open enrollment, the MCOs shall
inform all members by mail of their right to receive at no cost to any
member a written copy of the member handbook effective for the new
benefit year.

17.].10.The MCO shall provide program content that is coordinated and collaborative with
other DHHS initiatives.

Page 98



New Hampshire Medicaid Care Management Contract ~ SFY2018-SFY2019

Exhibit A - Amendment #13

17.1.11 .The MCO shall submit the member handbook to DHHS for approval at the time it is
developed and after any substantive revisions, prior to publication and distribution

17.1.12.Pursuant to the requirements set forth in 42 CFR 438.10, the Member Handbook
shall include, in easily understood language, but not be limited to:

17.1.12.1. A table of contents;

17.1.12.2. DHHS developed definitions so that enrollees can understand the following
terminology: appeal, durable medical equipment, emergency medical
condition, emergency medical transpwrtation, emergency room care,
emergency services, grievance, habilitation services and devices, home health
care, hospice services, hospitalization, hospital, outpatient care, physician
services, prescription drug coverage, prescription drugs, primary care
physician, PCP, rehabilitation services and devices, skilled nursing care, and
specialist.

.1.12.3. Information about the role of the primary care provider (PCP);

.1.12.4. Information about choosing and changing a PCP;

.1.12.5. Appointment procedures; ,

.1.12.6. [Intentionally left blank.]

.1.12.7. Description of all available benefits and services, including information on
out-of-network providers;Infonnation on how to access services, including
EPSDT services, non-emergency transportation services, and maternity and
family planning services. The handbook should also explain that the MCO
cannot require a member to receive prior approval prior to choosing a family
planning provider;

17.1.12.8. An explanation of any service limitations or exclusions from coverage;

17.1.12.9. A notice stating that the MCO shall be liable only for those services
authorized by or required of the health plan;

17.l.l2iiO.Iiiformaiion on where and how members may access benefits not available
from or not covered by the MCO;

17.1.12.11.The Necessity definitions used in determining whether services will be
covered;

17.1.12.12.Detaiied information regarding the amount, duration, and scope of benefits so
that enrollees understand the benefits to which they are entitl^.
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17.1.12.13.A description of all pre-certification, prior authorization, or other
requirements for treatments and services;

\

I7.1.12.14.1nformation regarding prior authorization in the event the member chooses to
transfer to another MCO and the member's right to continue to utilize a
provideir specified in a prior authorization regardless of whether the provider
is participating in the MCO network;

17.1.12.15.The policy on referrals for specialty care and for other covered services not
furnished by the member's PGP;

17.1.12.16.Information on how to obtain services when the member is out of the State
and for after-hours coverage;

17.1.12.17.Cost-sharing requirements;

17.1.12.18.Notice of all appropriate mailing addresses and telephone numbers to be^
utilized by members seeking information or authorization, including an
inclusion of the MCO's toll-free telephone line and website;

17.1.12.19. A description of Utilization Review policies and procedures used by the
MCO;

17.1.12.20. A description of those member rights and responsibilities, described in i 7.3 of
this Agreement, but also including but not limited to notification that:

17.1.12.20.1.Oral interpretation is available for any language, and
information as to how to access those services;

17.1.12.20.2.Written translation is available in prevalent
languages, and information as to how to access those
services;

17.1.12.20.3.Auxiliary aids and services are available upon request
at no cost for enrollees with disabilities, and information
as to how to access those services;

17.1.12.21.The policies and procedures for disenrollment;

17.1.12.22.Infonnation on Advance Directives;

17.1.12.23.A'Statement that additional information, including information on the structure
and operation of the MCO plan and provider incentive plans, shall be made
available upon request;
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17.1.12.24.Member rights and protections;

17.1.12.25.Information on the Grievance, Appeal, and Fair Hearing procedures and
timeframes in a DHHS-approved description, including:

17.1.12.25.1.The right to file grievances and appeals;

17.1.12.25.2.The requirements and timeframes for filing a
grievance or appeal;

17.1.12.25.3.The availability of assistance in the filing process;

17.1.12.25.4.The right to request a State fair hearing after the
MCO has made a determination on an enrollee's appeal
which is adverse to the enrollee; and

17.1.12.25.5.An enrollee's right to have benefits continue pending
the appeal or request for State fair hearing if the decision
involves the reduction or termination of benefits, however
if the enrollee receives an adverse decision then the

enrollee may be required to pay for the cost of service
'  fumished while the appeal or State fair hearing is pending

as specified in 42 Cpk 438.10(g)(2);

17.1.12.26.Member's right to a second opinion from a qualified health care professional
within the-network, or one outside the network arranged by the MCO at no
cost to the meniber. [42 CFR 438.206(b)(3)].

17.1.12.27.The extent to which, and how, after hours and emergency coverage are
provided including:

17.1.12.27.1.What constitutes an emergency and emergency
medical care; and

17.1. l2.27.2.The fact that prior authorization is not required for
emergency services; and

17.1.12.27.3.The enrollee's right to use a hospital or any other
setting for emergency care [42 CFR 438.10(g)(2)(v)];

17.1.12.28.Information on how to access the New Hampshire Office of the Long Term
Care Ombudsman;

17.1.12.29. Information on how to access auxiliary aids and services, including additional
information in alternative formats or languages;
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17.1.12.30. Information and guidance as to how the enrollee can effectively use the
managed care program as described in 42 CFR 438.10(g)(2);

17.1.12.31.Information on how to report suspected fraud or abuse;

17.1.12.32.Information on how to contact Service Link Aging and Disability Resource
Center and the DHHS Medicaid Service Center who cain provide all enrollees
and potential enrollees choice counseling and information on managed care;
and

17.1.12.33. Disenrollment information.

17.1.13.The MCO shall produce a revised member handbook, or an insert informing
members of changes to covered services, upon DHHS notification of any change in
covered services, and at least thirty (30) calendar days prior to the effective date of
such change, in addition to changes to documentation, the MCO shall notify all
existing members of the covered services changes at least thirty (30) calendar days
prior to the effective date of such changes.

17.1.14.The MCO shall mail the handbook to new members within ten (10) calendar days
following the MCO's receipt of a valid enrollment file from DHHS, but no later than
seven (7) calendar days after the effective date of enrollment [42 CFR 438.10(g)(1)].

17.1.1 S.The MCO shall notify all enrollees of their disenrollment rights, at a minimum,
annually [42 CFR 438.10(f)].

17.1.16. [Intentionally left blank.]

17.1.17.The MCO shall notify all enrollees, at least once a year, of their right to obtain a
Member Handbook and shall maintain consistent and up-to-date information on the
plan's website.The member information appearing on the website shall include the
following, at a minimum:

17.1.17.1. Information contained in the Member Handbook

17.1.17.2. The following information on the MCO's provider network:

17.1.17.2.1.Names, gender, locations, office hours, telephone numbers of, website
(if applicable), specialty (if any), description of accommodations
offered for people with disabilities, whether the provider has
completed cultural competence training, and non-English languages
(including American Sign Language) spoken by current contracted
providers, including identification of providers that are not accepting
new patients. This shall include, at a minimum: information on PCPs,
specialists, Family Planning Providers, pharmacies, Federally
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Qualified Health Centers (FQHCs) and Rural Health Centers (RHCs),
Mental Health and Substance Abuse Providers, LTSS Providers,
Nursing Facilities and hospitals;

17.1.17.2.2 Any restrictions on the member's freedom of choice among network
providers; and

17.1.17.2.3.How to file an appeal and/or a grievance.

17.1.1 S.For any change that affects member rights, filing requirements, time frames for.
grievances, appeals, and State fair hearing, availability of assistance in submitting
grievances and appeals, and toll-free numbers of the MCO grievance system
resources, the MCO shall give each member written notice of the change at least
thirty (30) days before the intended effective date of the change.

17.1.19.The MCO shall notify members of any policy to discontinue coverage of a
counseling or referral service based on moral or religious objections and how the
enrollee can access those services. [42 CFR 438.102(b)(l)(ii)(B) and 42 CFR
438.10].

17.1.20.The MCO shall submit a copy of all information intended for members to DHHS for
approval ten (10) business days prior to distribution.

17.2. Language and Format of Member Information

17.2.1. The MCO shall develop all member materials at or below a sixth (6th) grade reading
level, as measured by the appropriate score on the Flesch reading ease test.

17.2.2. The MCO shall use the DHHS developed definitions consistently throughout its user
manual, notices, and in any other form of client communication.

17.2.3. The MCO shall develop enrollee notices in accordance with the DHHS model
notices.

17.2.4. The MCO shall provide all enrollment notices, information materials, and
instructional materials relating to members and potential members in a manner and
format that may be easily understood in a font size no smaller than 12 point [42 CFR
438.10(d) / SMD Letter 2/20/98].

17.2.5. The MCO's written materiab shall be developed to meet all applicable Cultural
Considerations requirements in Section 18 so that they are communicated in an easily
understood language and format, including alternative formats and in an appropriate
maimer that takes into consideration the special needs of those who, for example, are
visually limited or have limited reading proficiency. The MCO shall inform members
that information' is available in alternative formats and how to access those formats
' [42 CFR 438.10(d)(6)].
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17.2.6. The MOO shall make all written member information available in English, Spanish,
and the commonly encountered languages of New Hampshire. All written member
information shall include at the bottom a tagline explaining the availability of written
translation or oral interpretation and the toll-free and TTV/TDV telephone number of
the MCO's Customer Service Center. The MCO shall also provide all written
member information in large print with a font size no smaller than 18 point upon
request [42 CFR 438.10(d)(3)].

17.2.6.1. Written member information shall include at a minimum provider
directories, member handbooks, appeal and grievance notices, and denial
and termination notices.

17.2.7. The MCO shall also make oral interpretation services available free of charge to each
member or potential member for MCO covered services. This applies to all non-
English languages, not just those that DHHS identifies as languages of other Major
Population Groups. The beneficiary shall not to be charged for interpretation services.
The MCO shall notify members that oral interpretation is available for any language
and written information is available in prevalent languages and how to access those
services [42 CFR 438.10(d)] .The MCO shall provide auxiliary aids such as
TTV/TDV and American Sign Language interprtters available free of charge to each
member or potential member who requires these services [42 CFR 438.10(d)].

17.3. Member Rights

17.3.1. The MCO shall have written policies which shall be included in the member
-  handbook and posted on the MCO website regarding member rights [42 CFR

438.100] including:

17.3.1.1. Each managed care member is guaranteed the right to be treated with respect
and with due consideration for his or her dignity and privacy;

17.3.1.2. Each managed care member is guaranteed the right to receive information on
available treatment options and altematives, presented in a manner appropriate
to the member's condition and ability to understand;

^  17.3.1.3. Each managed care member is guaranteed the right to participate in decisions
regarding his/her health care, including the right to refuse treatment;

17.3.1.4. Each managed care member is guaranteed the right to be free from any form
of reslraiivt or seclusion used as a means of coercion, discipline, convenience,
or retaliation;

17.3.1.5. Each managed care member is guaranteed the right to request and receive a
copy of his/her medical records, and to request that they be amended or
corrected, as specified in 45 CFR part 164 42 CFR 438.100; and
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17.3.1.6. Each managed care member has a right to a second opinion. [42 CFR
438.206].

17.3.2. Each member is free to exercise his/her rights, and that the MCO shall assure that the
exercise of those rights shall not adversely affect the way the MCO and its providers
or DHHS treat the member [42 CFR 438.1001(c)].

17.3.3. Each managed care member has the ri^t to request and receive any MCO's written
physician Incentive plans.

17.4. Member Call Center

17.4.1. The MCO shall operate a NH specific call center Monday through Friday, except for
state approved holidays. The call center shall be staffed with personnel who are
knowledgeable about the MCOs plan in NH to answer member inquiries.

17.4.2. At a minimum, the call center shall be operational:

17.4.2.1. Two days per week: 8:00 am EST to 5:00 pm EST;

17.4.2.2. Three days per week: 8:00 am EST to 8:00 pmEST; and

17.4.2.3. During major program transitions, additional hours and capacity shall be
accommodated by the MCO.

17.4:3. The member call center shall meet the following minimum standards, but DHHS
reserves the right to modify standards:

17.4.3.1. ■ Call Abandonment Rate: Fewer than five percent (5%) of calls will be
abandoned;

V

17.4.3.2. Average Speed of Answer: Ninety percent (90%) of calls will be answered
with live voice within thirty (30) seconds; and

17.4.3.3. Voicemail messages shall be responded to no later than the next business day.

17.4.4. The MCO shall develop a means of coordinating its call center with the DHHS
Customer Service Center. /

17.4.5. The MCO shall develop a warm transfer protocol for members who may call the
incorrect call center to speak to the correct representative and provide monthly reports
to DHHS on the number of warm transfers made and the program to which the
member was transferred.

17.5. Member Information Line
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17.5.1. The MCO shall establish a member hotline that shall be an automated system that
operates outside of the call center standard hours, Monday through Friday, and at all
hours on weekends and holidays.

17.5.2. The automated system shall provide callers with operating instructions on what to do
and who to call in case of an emergency, and shall also include, at a minimum, a
voice mailbox for callers to leave messages.

17.5.3. The MCO shall ensure that the voice mailbox has adequate capacity to receive all
messages.

17.5.4. A representative of the MCO shall return messages no later than the next business
day.

17.6. Markctino

17.6.1. The MCO shall not, directly or indirectly, conduct door-to-door, telephonic, or other
cold call marketing to potential members [§1932(d)(2)(A)(i)(n) of the SSA;
§ 1932(d)(2)(B), (C). (D) and (E) of the SSA; 42 CFR438. l04(bXI)(ii). (iii), (iv) and
(v); 42 CFR 438.104(b)(2); 42 CFR438.104(b)(2)(i) and (ii); SMD letter 12/30/97;
SMD letter 2/20/98; SMM 2090.1; SMM 2101].

17.6.2. The MCO shall submit all MCO marketing material to DHHS for approval before
distribution [§1932(d)(2)(AXl) of the SSA; 42 CFR 438.l04(bXlXi); SMD letter
12/30/97]. DHHS will identify any required changes to the marketing materials
within fifteen (15) business days. If DHHS has not responded to a request for review
by the fifteenth (15th) business day, the MCO may proceed to use the submitted
materials.

17.6.3. The MCO shall comply with federal requirements for provision of information that
ensures the potential member is provided with accurate oral and written information
sufficient to make an informed decision on whether or not to enroll.

17.6.4. The MCO marketing materials shall not contain false or materially misleading
information.

17.6.5. The MCO shall not offer other insurance products as inducement to enroll.

17.6.6. The MCO shall ensure that marketing, including plans and materials, is accurate and
does not mislead, confuse, or defraud the recipients of DHHS [§1932(d)(2)(A)(i)(II)
of the SSA; § 1932(d)(2)(B), (C), (D) and (E) of the SSA; 42 CFR438.104(bXlXu),
(iii), (iv) and (v); 42 CFR 438.104(b)(2); 42 CFR 438.104(b)(2)(i) and (ii); SMD
letter 12/30/97; SMD letter 2/20/98; SMM 2090.1; SMM 2101].

17.6.7. The MCO's marketing materials shall not contain any written or oral assertions or
statements that:

Page 106



New Hampshire Medicaid Care Management Contract — SFY2018-SFY2019

Exhibit A - Amendment #13

17.6.7.1. The recipient must enroll in the MCO in order to obtain benefits or in order
not to lose benefits; or

17.6.7.2. That the MCO is endorsed by CMS, the Federal or Stale government, or
similar entity [§1932(d)(2){A)(i)(II) of the SSA; §I932(d)(2)(B), (C), (D) and
(E) of the SSA; 42 CFR 438.104(bKlXii). (iiO. (iv) and (v); 42 CFR
438.104(bX2); 42 CFR438.104(b)(2)(i) and (ii); SMD letter 12/30/97; SMD
letter 2/20/98; SMM 2090.1; SMM 2101]

17.6.8. The MCO shall distribute marketing materials to the entire state in accordance with
§1932(d)(2)(A)(i)(iI) of the SSA; § 1932(d)(2)(B). (C). (D) and (E) of the SSA; 42
CFR 438.104(bXlXii), (iii), (iv) and (v); 42 CFR438.104(bX2); 42 CFR
438.104(b)(2)(i) and (ii); SMD letter 12/30/97; SMD letter 2/20/98; SMM 2090.1 and
SMM 2101. The MCO's marketing materials shall not seek to influence enrollment in
conjunction with the sale or offering of any private insurance [§1932(dX2XA)(i)(II)
of the SSA; § 1932(d)(2)(B), (C), (D) and (E) of-the SSA; 42 CFR 438.104(b)(l}(ii),
(iii), (iv) and (v); 42 CFR 438.104(b)(2); 42 CFR 438.104(b)(2)(i) and (ii); SMD
letter 12/30/97; SMD letter 2/20/98; SMM 2090.1; SMM 2101].

17.7. Member Engagement Strategy

17.7.1. The MCO shall develop and facilitate an active member advisory^board that is
composed of members who represent its member population. At iSsl twenty-five
percent (25%) of the members of the advisory board should be receiving an LTSS
service or be a support person, who is not a paid service provider or employed as an
advocate, to a member receiving an LTSS service. Representation on the consumer
advisory board shall draw from and be reflective of the MCO membership to ensure
accurate and timely feedback on the care management program. The advisory board
shall meet at least quarterly. The advisory board shall meet in-person or through
interactive technology including but not limited to a conference call or webinar and
provide a member perspective to influence the MCO's quality improvement program,
program changes ̂ d decisions. All costs related to the member advisory board shall
be the responsibility of the MCO.

17.7.2. The MCO shall hold in-person regional member meetings for two-way
communication where members can provide input and ask questions and the MCO
can ask questions and obtain feedback from members. Regional meetings shall be
held at least twice each Agreement year. The MCO shall make efforts to provide
video conferencing opportunities for members to attend the regional meetings. If
video conferencing is not available then, the MCO shall use alternate technologies as
available for all meetings.

17.7.3. The MCO shall report on the activities of the meetings required in Sections 17.7.1
and 17.7.2 including meeting dates, board members, topics discussed and actions
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taken in response to Board contributions to DHHS in the Medicaid Care Management
Program Comprehensive Annual Report.

17.7.4. The MCO shall conduct a member satisfaction survey at least annually in accordance
with National Committee for Quality Assurance (NCQA) Consumer Assessment of
Health Plan Survey (CAHPS) requirements to gain a broader peispective of member
opinions. The MCO survey instrument is subject to DHHS approval. The results of
these surveys shall be made available to DHHS to be measured against criteria
established by DHHS, and to the MCO's membership [§1903(m)(2)(A)(x) of the
SSA; 42 CFR 422.208; 42 CFR 422.210; 42 CFR 438,10(f)(6); 42 CFR 438.10(g); 42
CFR 438.6(h)].

17.7.5. The MCO shall support DHHS* interaction and reporting to the Governor's
Commission on Medicaid Care Management.

17.8. Provider Directory

17.8.1. The MCO shall publish a Provider Directory that shall be approved by DHHS prior to
publication and distribution. The MCO shall submit the draft directory and all
substantive changes to DHHS for approval.

17.8.2. The Provider Directory shall include names, gender, locations, office hours, telephone
numbers of, website (if applicable), specialty (if any), description of accommodations
offered for people with disabilities, whether the provider has completed cultural
competence training, and non-English language (including American Sign Language)
spoken by, current contracted providers. This shall include, at a minimum;
information on PCPs, specialists. Family Planning Providers, pharmacies. Federally
Qualified Health Centers (FQHCs) and Rural Health Centers (RHCs), Mental Health
and Substance Abuse Providers, LTSS Providers, Nursing Facilities and hospitals.

•

17.8.3. The Provider Directory shall provide all information according to the requirements of
42 CFR 438.10(h).

17.8.4. The MCO shall send a letter to new members within ten (10) calendar days following
the MCO's receipt of a valid enrollment file from DHHS, but no later than seven (7)
calendar days afler the effective date of enrollment directing the member to the
Provider Directory on the MCO's website and informing the member of the right to a
printed version of provider directory information upon request [42 CFR 438.10(h)].

17.8.5. The MCO shall notify all members, at least once a year, of their right to obtain a
paper copy ofthe Provider Directory and shall maintain consistent and up-to-date
information on the plan's website in a machine readable file and format as specified
by the Secretary! The MCO shall update the paper copy of the Provider Directory at
least monthly and shall update no later than thirty (30) calendar days afi^ the MCO
receives updated information. [42 CFR438.lO(hX4)].
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17.8.6. The MCO shall post on its website a searchable list of all contracted providers. At a
minimum, this list shall be searchable by provider name, specialty, and location.

17.8.7. Thirty (30) calendar days after contract effective date or ninety (90) calendar days
prior to the Program start date, whichever is later, the MCO shall develop and submit
the draft Provider Directory template to DHHS for approval and thirty (30) calendar
days prior to each Program Start Date the MCO shall submit the final provider
directory.

17.8.8. Upon the termination of a contracted provider, the MCO'shall make good faith
efforts within fifteen (15) calendar days of the notice of termination to notify
enrollees who received their primary care from, or was seen on a regular basis by, the
terminated provider.

17.9. Program VVcbsiti.'

17.9.1. The MCO shall develop and maintain, consistent with DHHS standards and other
applicable Federal and State laws, a website to provide general information about the
MCO's program, its provider network, the member handbook, its member services,
and its grievance and appeals process.

17.9.2. The MCO shall update the Provider Directory on its website within seven (7)
calendar days of any changes.

17.9.3. The MCO shall maintain an updated list of participating providers on its website in a
Provider Directory. The Provider Directory shall identify all providers, including
primary care, specialty care, behavioral health, substance abuse, home health, home
care, rehabilitation, hospital, LTSS, and other providers, and include the following
information for each provider:

17.9.3.1. Address of all practice/facility locations;

17.9.3.2. Gender;

17.9.3.3. Office hours;

17.9.3.4. Telephone numbers;

17.9.3.5. Website (if applicable);

^  Accommodations provided for people with disabilities;

17.9.3.7. Whether the provider has completed cultural competence training;

17.9.3.8. Hospital affiliations, if applicable;
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17.9.3.9. Open/close status for MCO members;

17.9.3.10. Languages spoken (including American Sign Language) in each provider
location;

17.9.3.11. Medical Specialty; and

17.9.3.12. Board certification, when applicable.

17.9.3.13. The MCO program content included on the website shall be:

17.9.3.14. Written in English, Spanish, and any other of the commonly encountered
languages in the State;

17.9.3.15. Culturally appropriate;

17.9.3.16. Written for understanding at the 6th grade reading level; and

17.9.3.17. Geared to the health needs of the enrolled MCO program population.

17.9.4. The MCO shall maintain an updated list of formulary drug lists on its website. Such
information shall include:

17.9.4.1 .Which medications are covered (both generic and name brand);
and

17.9.4.2.Which tier each medication is on.

17.9.5. The MCO's NH Medicaid Care Management website shall be compliant with the
Federal Department of Justice "Accessibility of State and Local Government
Websites to people with disabilities".
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18. Culturally and Linguistically Competent
Services

18.1. Cuitiirfll Competency Plan

18.1.1. In accordance with 42 CFR 438.206, the MCO shall have a comprehensive written
Cultural Competency Plan describing how the MCO shall ensure that services are
provided in a culturally and linguistically competent manner to all Medicaid

members, including those with Limited English Proficiency (LEP). The Cultural
Competency Plan shall describe how the providers, individuals, and systems within
the health plan will effectively provide services to people of all cultures, races, ethnic
backgrounds, and religions in a manner that recognizes values, affirms and respects
the worth of the individual members, and protects and preserves the dignity of each.
The MCO shall work with DHHS Office of Minority Heath & Refugee Affairs and
the New Hampshire Medical Society to address cultural and linguistic considerations
as defined in the section.

18.2. General Provisions

18.2.1. The MCO shall participate in efforts to promote the delivery of services in a
culturally and linguistically competent manner to all members and their families,
including those with LEP and diverse cultural and ethnic backgrounds. [42 CFR
438.206(c)(2)].

18.2.2. The MCO shall develop appropriate methods of communicating and working with its
members who do not speak English as a first language, who have physical,conditions
that impair their ability to speak clearly in order to be easily understood, as well as
members who are visually and hearing impaired, and accommodating members with
physical and cognitive disabilities and different literacy levels, learning styles, and
capabilities.

18.2.3. The MCO shall develop appropriate methods for identifying and tracking members'
needs for communication assistance for health encounters including preferred spoken
language for health encounters, need for interpreter, and preferred lan^age for
written health information.

18.2.4. The MCO shall collect data regarding member's race, ethnicity, and spoken language
in accordance with the current best practice standards from the Office of Management
and Budget and/or the 2011 final standards for data collection as required by Section
4302 of the Affordable Care Act from the federal Department of Health and Human
Services,

18.2.5. The MCO shall not use children or minors to provide interpretation services.
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18.2.6. If the member declines offered free interpretation services, there must be a process in
place for informing the member of the potential consequences of declination with the
assistance of a competent interpreter to assure the member's understanding, as well as
a process to document the member's declination. Interpreter services must be re-
offered at every new cont^t. Every declination requires new documentation of the
offer and decline.

18.2.7. The MCO shall respect members whose lifestyle or customs may differ from those of
the majority of members.

18.2.8. The MCO shall ensure interpreter services are available to any member who requests
them, regardless of the prevalence of the member's language within the overall

- program for all health plan and MCO services exclusive of inpatient services. The
MCO shall recognize that no one interpreter service (such as over-the-phone
interpretation) will be appropriate (i.e., will provide meaningful access) for all
members in all situations. The most appropriate service to use (in-person versus
remote interpretation) will vary from situation to situation and will be based upon the
unique needs and circumstances of each individual. Accordingly, the MCO shall
provide the most appropriate interpretation service possible under the circumstances.
In all cases, the MCO shall provide in-person interpreter services when deemed
clinically necessary by the provider of the encounter service.

18.2.9. The MCO shall bear the cost of interpretive services, including American Sign
Language (ASL) interpreters and translation into Braille materials available to
hearing-and vision-inipaired members.

18.2.10.The Member Handbook shall include information on the availability of oral and
interpretive services.

18.2.11 .The MCO shall communicate in ways that can be understood by persons who are not
literate in English or their native language. Accommodations may include the use of
audio-visual presentations or other formats that can effectively convey information
and its importance to the member's health and health care.

18.2.12.As a condition of receipt of Federal financial assistance, the MCO acknowledges and
agrees that it must comply with applicable provisions of national laws and policies
prohibiting discrimination, including but not limited to Title VI of the Civil Rights
Act of 1964, as amended, which prohibits the MCO from discriminating on the basis
of race, color, or national origin (42 U.S.C. 2000d et seq.).
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18.2.13. As clarified by Executive Order '13166, Improving Access to Services for Persons
with Limited English Proficiency, and resulting agency guidance, national origin
discrimination includes discrimination on the basis of Limited English Proficiency
(LEP). To ensure compliance with Title VI, the MCO must take reasonable steps to
ensure that LEP persons have meaningful access to the MCO's programs. The MCO
shall provide the following assistance, including, but not limited to:

18.2.13.1. Offer language assistance to individuals who have LEP and/or other
communication needs, at no cost to them, to facilitate timely access to all
health care and services.

18.2.13.2. Inform all individuals of the availability of language assistance services
clearly and in their preferred language, verbally and in writing.

18.2.13.3. Ensure the competence of individuals providing language assistance,
recognizing that the use of untrained individuals and/or minors as interpreters
should be avoided.

18.2.13.4. Provide easy-to-understand print and multimedia materials and signage in the
languages commonly used by the populations in the service area.

18.2. l4.Meaningful access may entail providing language assistance services, including oral
and written translation, where necessary. MCOs are encouraged to consider the need
for language services for LEP persons served or encountered both in developing their
budgets and in conducting their programs and activities. For assistance and
information regarding MCO LEP obligations, go to http://www,lep.gov.
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19. Grievances and Appeals
19.1. General Reguirenient.s

19.1.1. The MCO shall develop, implement and maintain a Grievance System under which
Medicaid members, or providers acting on their behalf, may challenge the denial of
coverage of, or payment for, medical assistance and which includes a grievance
process, an appeal process, and access to the State's fair hearing system. The MCO
shall ensure that the Grievance System is in compliance with 42 CFR438 Subpart F,
and N.H. Code of Administrative Rules, Chapter HcrC 200 Rules of Practice and
Procedure.

19.1.2. The MCO shall provide to DHHS a complete description, in writing and including all
of its policies, procedures, notices and forms, of its proposed Grievance System for
DHHS' review and approval prior to the first readiness review. Any proposed
changes to the Grievance System must be approved by DHHS prior to
implementation.

19.1.3. The Grievance System shall be responsive to any grievance or appeal of dual- eligible
members. To the extent such grievance or appeal is related to a Medicaid service, the
MCO shall handle the grievance or appeal in accord with this Agreement. In the event
the MCO, after review, determines that the dual-eligible member's grievance or
appeal is solely related to a Medicare service, the MCO shall refer the member to the
State's SHIP program, which is currently administered by Service Link Aging and
Disability Resource Center.

19.1.4. The MCO shall be responsible for ensuring that the Grievance System (grievance
process, appeal process, and access to the State's fair hearing system) complies with
the following general requirements. The MCO must:

19.1.4.1. Give members any reasonable assistance in completing forms and other
procedural steps. This includes, but is not limited to providing interpreter
services and toll-free numbers with TTY/TDD and interpreter capability and
assisting the member in providing written consent for appeals;

19.1.4.2. Acknowledge receipt of each grievance and appeal (including oral appeals),
unless the enrollee or authorized provider requests expedited resolution;

19.1.4.3. Ensure that decision makers on grievances and appeals and their subordinates
were not involved in previous levels of review or decision making;

19.1.4.4. Ensure that decision makers take into account all comments, documents,
records, and other information submitted by the enrollee of their
representative without regard to whether such information was submitted or
considered in the initial adverse benefit determination; and
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19.1.4.4.1. If deciding any of the following, the decision makers are health care
professionals with clinical expertise in treating the member's condition
or disease:

a. An appeal of a denial based on lack of medical necessity;

b. A grievance regarding denial of expedited resolutions of an appeal;
or

c. A grievance or appeal that involves clinical issues.

19.1.5. The MCO shall send written notice to members and providers of any changes to the
Grievance System at least thirty (30) calendar days prior to implementation.

19.1.6. The MGO shall provide information as specified in 42 CFR § 438.10(g) about the
Grievance System to providers and subcontractors at the time they enter into a contact
or subcontract. The information shall include, but is not limited to:

19.1.6.1. The member's right (or provider acting on their behalf) to a State fair hearing,
how to obtain a hearing, and the rules that govern representation at a hearing;

19.1.6.2. The member's right to file grievances and appeals and their requirements and
timeframes for filing;

19.1.6.3. The availability of assistance with filing;

19.1.6.4. The toll-free numbers to file oral grievances and appeals;

19.1.6.5. The member's right to request continuation of benefits during an appeal or
State fair hearing filing and, if the MCO's action is upheld in a hearing, that
the member may be liable for the cost of any continued benefits; and

19.1.6.6. Any State-determined provider appeal rights to challenge the failure of the
MCO to cover a service.

19.1.7. The MCO shall make available training to providers in supporting and assisting
members in the Grievance System.

19.1.8. The MCO shall maintain records of grievances and appeals, including all matters
handled by delegated entities, for a period not less than ten (10) years. At a minimum,
such records shall include a general description of the reason for the grievance or
appeal, the name of the member, the dates received, the dates of each review, the
dates of the grievance or appeal, and the date of resolution.

19.1.9. The MCO shall provide a report of all actions, grievances, and appeals, including all
matters tuuidled by delegated entities, to DHHS on a monthly basis.
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19.1.10.The MCO shall review Grievance System information as part of the State quality
strategy and in accord with this Agreement and 42 CFR 438.402. The MCO shall
make such information accessible to the State and available upon request to CMS.

19.1.11. The MCO shall provide any and all provider complaint and appeal logs to DHHS.

19.2. Grievance Process

19.2.1. The MCO shall develop, implement, and maintain a grievance process that
establishes the procedure for addressing member grievances and which is in
compliance with 42 CFR 438 Subpart F and this Agreement.

19.2.2. The grievance process shall address member*s expression of dissatisfaction with any
aspect of their care other than an adverse benefit determination. Possible subjects for
grievances include, but are not limited to, the quality of care or services provided, and
aspects of interpersonal relationships such as rudeness of a provider or employee, or
failure to respect the member's rî ts. An enrollee or the enrollee's authorized
representative with written consent may file a grievance at any time.

19.2.3. Members who believe that their rights established by RSA 135-C:56-57 or He-M 309
have been violated, may file a complaint with the MCO in accordance with He-M
204.

19.2.4. Members who believe the MCO is not providing mental health or substance use
djsorder benefits in violation of 42 CFR part 438, subpart K may file a grievance.

19.2.5. The MCO shall have policies and procedures addressing the grievance process, which
comply with the requirements of this Agreement. The MCO shall submit in advance
to DHHS for its review and approval, all grievance process policies and procedures
and related notices to members regarding the grievance process. Any proposed
changes to the grievance process must be approved by DHHS prior to
implementation.

19.2.6. The MCO shall allow a member, or the member's authorized representative with the
member's written consent to file a grievance with the MCO either orally or in writing
[42 CFR 438.402(c)].

19.2.7. The MCO shall complete the resolution of a grievance and provide notice to the
affected parties as expeditiously as the member's health condition requires, but not
later than forty-five (45) calendar days from the day the MCO receives the grievance
for at least one hundred percent (100%) of members filing a grievance. If the enrollee

^  requests diseorollment, then the MCO shall resolve the grievance in time to permit
the disenrollmcnt (if approved) to be effective no later than the first day of the second
month following the month in which the enrollee requests disenrollment.
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19.2.8. The MCO shall notify members of the resolution of grievances. The notification may
be orally or in writing for grievances not involving clinical issues. Notices of
resolution for clinical issues must be in writing.

19.2.9. Members shall not have the right to a State fair hearing in regard to the resolution of a
grievance.

19.3. Appeal Process

1913.1. The MCO shall develop, implement, and maintain an appeal process that establishes
the procedure for addressing member requests for review of any action taken by the
MCO and which is in compliance with 42 CFR 438 Subpart F and this Agreement.

19.3.2. The MCO shall allow a member, or the member's authorized representative, or a
provider acting on behalf of the member and with the member's written consent, to
request an appeal orally or in writing of any MCO action [42 CFR 438.402(c)].

19.3.3. The MCO shall include as parties to the appeal, the member and the member's
authorized representative, or the legal representative of the d^ased member's estate.

19.3.4. For appeals of standard service authorization decisions, the MCO shall allow a
member to file an appeal, either orally or in writing, within sixty (60) calendar days
of the date on the MCO's notice of action. This shall also apply to a member's
request for an expedited appeal. An oral appeal must be followed by a written, signed
appeal.

19.3.5. The MCO shall ensure that oral inquires seeking to appeal an action are treated as
appeals and confirm those inquires in writing, unless the member or the authorized
provider requests expedited resolution. An oral request for an appeal must be
followed by a written and signed appeal request unless the request is for an expedited
resolution.

19.3.6. If DHHS receives a request to appeal an action of the MCO, DHHS will forward
relevant information to the MCO and the MCO will contact the member and

acknowledge receipt of the appeal.

19.3.7. The MCO shall ensure that any decision to deny a service authorization request or to
authorize a service in an amount, duration, or scope that is less than requested, must
be made by a health care professional who has appropriate clinical expertise in
treating the member's condition or disease.

19.3.8. The MCO shall allow the member a reasonable opportunity to present evidence, and
allegations of fact or law, in person as well as in writing. TTie MCO shall inform the
member of the limited time available for this in the case of expedited resolution.
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19.3.9. The MCO shall provide the member and the member's representative opportunity, to
receive the member's case file, including medical records, and any other documents
and records considered during the appeal process free of charge prior to the hearing.

19.3.10.Thc MCO shall resolve at least one hundred percent (100%) of member appeals
within thirty (30) calendar days from the date the appeal was filed with the MCO.
The date of filing shall be considered either an oral request for appeal or a written
request from either the member or provider, whichever date is the earliest. Or, in the
case of a provider filing an appeal on behalf of the member, the date of filing shall be
considered the date upon which the MCO receives authorization from the member for
the provider to file an appeal on the member's behalf.

19.3.1 l.Ifthe MCO fails to adhere to notice and timing requirements, established in 42 CFR
438.408, then the enrollee is deemed to have exhausted the MCO's appeals process,
and the enrollee may initiate a state fair hearing.

19.3.12. Methbers who believe the MCO is not providing mental health or substance use
disorder benefits in violation of 42 CFR 42 CFR part 438, subpart K may file an
appeal.

19.4. Actions

19.4.1. The MCO shall allow for the appeal of any action taken by the MCO. Actions shall
include, but are not limited to the following:

19.4.1.1. Denial or limited authorization of a requested service, including the type or
level of service;

19.4.1.2. Reduction, suspension, or termination of a previously authorized service;

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

19.4.1.4. Failure to provide services in a timely manner, as defined by the State;

19.4.1.5. Untimely service authorizations;

19.4.1.6. Failure of the MCO to act within the timeframes set forth in this Agreement or
as required under 42 CFR 438 Subpart F and this Agreement; and

19.4.1.7. At such times, if any, that DHHS has ah Agreement with fewer than two (2)
MCOs, for a rural area resident with only one MCO, the denial of a member's
request to obtain services outside the network, in accord with 42 CFR

-  438.52(bX2)(ii).

19.5. Expedited Appeal
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19.5.1. The MCO shall develop, implement, and maintain an expedited appeal review
process for appeals when the MCO determines, as the result of a request from the
member, or a provider request on the member's behalf or supporting the member's
request, that taking the time for a standard resolution could seriously jeopardize the
member's life or health or ability to attain, maintain, or regain maximum function.

19.5.1.1. The MCO must inform enrollees of the limited time available to present
evidence and testimony, in person and in writing, and make legal and factual
arguments sufficiently in advance of the resolution timeframe for expedited
appeals.

19.5.1.2. The MCO shall make a decision on the member's request for expedited appeal
and provide notice, as expcditiously as the member's health condition
requires, within 72 hours after the MCO receives the appeal. The MCO may
extend the 72 hour time period by up to fourteen (14) calendar days if the
member requests an extension, or if the MCO justifies a need for additional
information and how the extension is in the member's interest. The MCO

shall also make reasonable efforts to provide oral notice. The first date shall
be considered either an oral request for appeal or a written request from either
the member or provider, whichever date is the earliest.

19.5.1.3. If the MCO extends the timeframes not at the request of the enrollee, it must;

19.5.1.3.1. Make reasonable efforts to give the enrollee prompt
oral notice of the delay;

19.5.1.3.2.Within two (2) calendar days give the enrollee written
notice of the reason for the decision to extend the

timeframe and inform the enrollee of the right to file a
grievance if he or she disagrees with that decision;

19.5.1.3.3.Resolve the appeal as expeditiously as the enrollee's
health condition requires and no later than the date the
extension expires.

19.5.1.4. The MCO shall meet the timeframes in 19.5.1.2 for at least one hundred

percent (100%) of requests for expedited appeals.

19.5.1.5. The MCO shall ensure that punitive action is not taken against a provider who
requests an expedited resolution or sup[}orts a member's appeal.

19.5.1.6. If the MCO denies a request for expedited resolution of an appeal, it shall
transfer the appeal to the timeframe for standard resolution and make
reasonable efforts to give the member prompt oral notice of the denial, and
follow up within two (2) calendar days with a written notice.
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19.5.1.7. The member has a right to file a grievance regarding the MCOs denial of a
request for expedited resolution. The MCO shall inform the member of his/her
right and the procedures to file a grievance in the notice of denial.

19.6. Content of Notices

19.6.1. The MCO shall notify the requesting provider, and give the member written notice of
any decision,to deny a service authorization request, or to authorize a service in an
amount, duration, or scope that is less than requested. Such notice must meet the
requirements of 42 CFR 438.404, except that the notice to the provider need not be in
writing.

19.6.2. Each notice ofadverse action shall conform with 42 CFR 431.210, contain and
explain: .

19.6.2.1. The action the MCO or its subcontractor has taken or intends to take;

19.6J.2. The reasons for the action; •

19.6.2.3. The member's or the provider's right to file an appeal;

19.6.2.4. Procedures for exercising member's rights to appeal or grieve;

19.6.2.5. Circumstances under which expedited resolution is available and how to
request it; and

19.6.2.6. The member's rights to have benefits continue pending the resolution of the
>  appeal, how to request that benefits be continu^, and the circumstances under

which the member may be required to pay the costs of these continued
benefits.

19.6.3. The MCO shall ensure that all notices of adverse action be in writing and must meet
the following language and format requirements:

19.6.3.1. Written notice must be translated for the individuals who speak one of the
commonly encountered languages spoken in New Hampshire (as defined by
the State per 42 CFR 438.10(d));

19.6.3.2. Notice must include language clarifying that oral interpretation is available for
all languages and how to access it; and

19.6.3.3. Notices must use easily understood language and format, and must be
available in alternative formats, and in an appropriate manner that takes into
consideration those with special needs. All members and potential members
must be informed that information is available in alternative formats and how

to access those formats.
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19.6.4. The MCO shall mail the notice of adverse benefit determination by the date of the
action when any of the following occur:

19.6.4.1 The enrollec has died;

19.6.4.2 The enrollee submits a signed written statement requesting service
termination;

19.6.4.3 The enroliee submits a signed written statement including information that
requires service termination or reduction and indicates that he understands
that the service termination or reduction will result;

19.6.4.4 The enrollee has been admitted to an institution where he or she is ineligible
under the state plan for further services;

19.6.4.5 The enrollee's address is determined unknown based on returned mail with

no forwarding address;

19.6.4.6 The enrollee is accepted for Medicaid services by another state, territory, or
commonwealth;

19.6.4.7 A change in the level of medical care is prescribed by the enrollee's
physician;

19.6.4.8 The notice involves an adverse determination with regard to preadmission
screening requirements of section 1919(e)(7) of the Act;

J9.6.4.9 The transfer or discharge fixim a facility will occur in an expedited fashion.

19.7. Timing of Notices

19.7.1. Termination, suspension or reduction of services - The MCO shall provide members
written notice at least ten (10) calendar days before the date of action when the action
is a termination, suspension, or reduction of previously authorized Medicaid covered
services, except the period of advance notice shall be five (5) calendar days in cases
where the MCO has verified facts that the action should be taken because of probable
fraud by the member.

19.7.2. Denial of payment - The MCO shall provide members written notice on the dale of
action when the action is a denial of payment or reimbursement.

19.7.3. Standard service authorization denial or partial denial- The MCO shall provide
members written notice as expeditiously as the member's health condition requires
and not to exceed fourteen (14) calendar days following a request for initial and
continuing authorizations of services, except an extension of up to an additional
fourteen (14) calendar days is permissible, if:
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19.7.3.1. The member or the provider requests the extension; or

19.7.3.2. The MCO justifies a need for additional information and how the extension is
in the member's interest.

19.7.3.3. When the MCO extends the timeframc, the MCO must give the member
written notice of the reason for the decision to extend the timeframe and
inform the member of the right to file a grievance if he or she disagrees with
that decision. Under such circumstance, the MCO must issue and carry out its
determination as expeditiously as the member's health condition requires and
no later than the date the extension expires.

*' 19.7.4. Expedited process - For cases in which a provider indicates, or the MCO determines,
that following the standard timeframe could seriously jeopardize the member's life or
health or ability to attain, maintain, or regain maximum function, the MCO must
make an expedited authorization decision and provide notice as expeditiously as the
member's health condition requires and no later than three (3) business days after
receipt of the request for service.

19.7.4.1. The MCO may extend the three (3) business days' time period by up to seven
(7) calendar days if the member requests an extension, or if the MCO justifies
a need for additional infomialion and how the extension is in the member's

interest.

19.7.5. Untimely service authorizations - The MCO must provide notice on the date that the
timeframes expire when service authorization decisions are not reached within the
timefi^es for either standard or expedited service authorizations.

19.N. Continuatiun of Benefits

19,8.1. The MCO shall continue the member's benefits if:

19.8. l.j. The appeal is filed timely, meaning on or before the later of the following:

19.8.1.1.1. Within ten (10) calendar days of the MCO mailing the notice of action;
or

19.8.1.1.2. The intended effective date of the MCO's proposed action.

19.8.1.2. The appeal involves the termination, suspension, or reduction of a previously
authorized course of treatment;

19.8.1.3. The services was ordered by an authorized provider;
\

19.8.1.4. The authorization period has not expired; and

19.8.1.5. The member requests extension of benefits, orally or in writing.
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19.8.2. If the MCO continues or reinstates the member's benefits while the appeal is pending,
the benefits must be continued until one of the following occurs:

19.8.2.1. The member withdraws the appeal, in writing;

19.8.2.2. The member does not request a State fair hearing within ten (10) calendar
.  . days from when the MCO mails an adverse MCO decision;

19.8.2.3. A State fair hearing decision adverse to the member is made; or

19.8.2.4. The authorization expires or authorization service limits are met.

19.8.3. If the final resolution of the appeal upholds theMCO's action, the MCO may recover
from the member the amount paid for the services provided to the member while the
appeal was pending, to the extent that they were provided solely because of the
requirement for continuation of services.

19.9. Kc.sulution of Appeals

19.9.1. The MCO shall resolve each appeal and provide notice, as expeditiously as the
member's health condition requires, within the following timeframes:

19.9.1.1. For standard resolution of appeals and for appeals for termination, suspension,
or reduction of previously authorized services a decision must be made within
thirty (30) calendar days after receipt of the appeal, unless the MCO notifies
the member that an extension is necessary to complete the appeal.

19.9.1.2. The MCO may extend the timeframes up to fourteen (14) calendar days if:

19.9.1.2.1. The member requests an extension, orally or in writing; or

19.9.1.2.2. The MCO shows that there is a need for additional information and the

MCO shows that the extension is in the member's best interest.

19.9.1.3. If the MCO extends the timeframes not at the request of the cnrollee then it
must:

19.9.1.3.1 .Make reasonable efforts to give the enroUee prompt oral
notice of the delay;

l9.9.1.3.2.Within two (2) calendar days give the cnrollee written
notice of the reason for the decision to extend the

timeframe and inform the cnrollee of the right to file a
grievance if he or she disagrees with that decision; and
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19.9.1.3.3.Resolve the appeal as expeditiously as the enrollee's
health condition requires and no later than the date the
extension expires.

19.9.1.4. Under no circumstances may the MCO extend the appeal determination
beyond forty-five (45) calendar days from the day the MCO receives the
appeal request.

19.9.2. The MCO shall provide written notice of the resolution of the appeal, which shall
include the date completed and reasons for the determination in easily, understood
language.

19.9.3. The MCO shall include a written statement, in simple language, of the clinical
rationale for the decision, including how the requesting provider or member may
obtain the Utilization Management clinical review or decision-making criteria.

19.9.4. For notice of an expedited resolution, the MCO shall make reasonable efforts to
provide oral notice.

19.9.5. For appeals not resolved wholly in favor of the member, the notice shall:

19.9.5.1. Include information on the member's right to request a State fair hearing;

19.9.5.2. How to request a State fair hearing;

19.9.5.3. Include information on the member's right to receive services while the
hearing is pending and how to make the request; and

19.9.5.4. Inform the member that the member may be held liable for the amount the
MCO pays for services received while the hearing is pending, if the hearing
decision upholds the MCO's action.

19.IO.State Fair Hearing

19.10.1 .The MCO shall inform members and providers regarding the State fair hearing
process, including but not limited to, members right to a State fair hearing and how to
obtain a State fair hearing in accordance with its informing requirements under this
Agreement and as required under 42 CFR 438 Subpart F. The Parties to the State fair
hearing include the MCO as well as the member and his or her representative or the
representative of a deceased member's estate.

19.102.The MCO shall ensure that members are informed, at a minimum, of the following:

19.10.2.1. That members must exhaust all levels of resolution and appeal within the
MCO's Grievance System prior to filing a request for a Stale fair bearing with
DHHS; and
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19.10.2.2. That if a member does not agree with the MCO's resolution of the appeal, the
member may file a request for a Slate fair hearing within one hundred and
twenty (120) calendar days of the date on the MCO's notice of the resolution
of the appeal.

19.10.3.If the member requests a fair hearing, the MOD shall provide to DHHS and the
member, upon request, and within three (3) business days, all MCO-held
documentation related to the appeal, including but not limited to, any transcript(s),
records, or written decision(s) from participating providers or delegated entities.

19.10.4.The MCO shall appear and defend its decision before the DHHiS Administrative
Appeals Unit. The MCO shall consult with DHHS regarding the State fair hearing
process In defense of its decisions in State fair hearing proceedings, the MCO shall
provide supporting documentation, affidavits, and providing the Medical Director or
other staff as appropriate and at no additional cost. In the event the State fair hearing
decision is appealed by the member, the MCO shall provide all necessary support to
DHHS for the duration of the appeal at no additional cost. The Office of the Attorney
Genera] or designee shall represent the State on an appeal from a fair hearing decision
by a member.

19.10.5.DHHS shajl notify the MCO of State fair hearing determinations. The MCO shall be
bound by the fair hearing determination, whether or not the State fair hearing
determination upholds the MCO's decision. The MCO shall not object to the State
intervening in any such appeal.

19.11,Effect of Adverse Decisions of Appeals nnd Heurings

19.11.1.If the MCO or DHHS reverses a decision to deny, limit, or delay services that were
not provided while^the appeal or State fair hearing were pending, the MCO shall
authorize or provide the disputed services promptly, and as expeditiously as the
member's health condition requires but no later than 72 hours from the date it
receives notice reversing the detennination.

19.11.2.If the MCO or DHHS reverses a decision to deny authorization of services, and the
member received the disputed services while the appeal or State fair hearing were
p>ending, the MCO shall pay for those services.

19.12.Survjval "

19.12.1.The obligations of the MCO pursuant to Section 19 to fully resolve all grievances
and appeals including, but not limited to, providing DHHS with all necessary support
and providing a Medical Director or similarly qualified staff to provide evidence and
testify at proceedings until final resolution of any grievance or appeal shall survive
the termination of this Agreemient.
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20. Access

20.1. Network

20.1.11 The MCO shall provide documentation to DHHS showing that it is complying with
DHHS's requirements for availability, accessibility of services, and adequacy of the
network including pediatric subspecialists as described in Section 20 and 21.

20.1.2. The MCO's network shall have providers in sufficient numbers, and with sufficient
capacity and expertise for all covered services to meet the geographic standards in
Section 20.2, the timely provision of services requirements in Section 20.4, Equal
Access, and reasonable choice by members to meet their needs.

20.1.3. The MCO shall submit documentation to DHHS to demonstrate that it maintains a
substantial provider network sufficient in number, mix, and geographic distribution to
meet the needs of the anticipated number of members in the service area [42 CFR
438.207(b)] prior to the readiric^'review for the enrollment of NHHPP members.

20.1.4. The MCO shall submit documentation to DHHS to demonstrate that it maintains a
substantial provider network sufficient in number, mix, and geographic distribution to
meet the needs of the anticipated number of members in the service area [42 CFR
438.207(b)] prior to the first readiness review for each phase of Step 2.

20.1.5. The MCO shall submit documentation to DHHS to demonstrate that it maintains an
adequate network of providers that is sufficient in number, mix, and geographic
distribution to meet the needs of the anticipated number of members in the service
area [42 CFR 438.207(b)]:

20.1.5.1. At the second readiness review prior to the Program start date;

20.1.5.2. Forty-five (45) calendar days following the end of the semi-annual period; and

20.1.5.3. At any time there has been a significant change (as defined by DHHS) in the
entity's operations that would affect adequate capacity and services, including
but not limited to:

20.1.5.3.1. Changes in services, benefits, geographic service area, or payments

20.1.5.3.2. Enrollment of a new population in the MCO [42 CFR 438.207(c)]

20.1.6. The MCO shall submit documentation quarterly to DHHS to demonstrate Equal
Access to services for Step 1, 2 and NHHPP populations.

20.1.7. The MCO shall be subject to annual, external independent reviews of the timeliness
of, and access to the services covered under this Agreement [42 CFR 438.204].
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20.1.8. For Step 1 Implementation, the anticipated number of members in Sections 20.1.1
and 20.1.2 shall be based on the "NH Medicaid Care Management Fifty Percent
Population Estimate by Zip code" report provided by DHHS.

20.2. Geographic Distance

20.2.1. The MCO shall meet the'following geographic access standards for all members, in
addition to maintaining in its network a sufficient numberjof providers to provide all
services and Equal Access to its members.

ProVfidie'r/^'r^. .vr, State^di

PCPs Two (2) within forty (40) minutes or fifteen (15) miles

Specialists One (1) within sixty (60) minutes or forty-five (45) miles

Hospitals One (1) within sixty (60) minutes or forty-five (45) miles

Mental Health Providers One (1) within forty-five (45) minutes or twenty-five (25) miles

Pharmacies One (1) within forty-five (45) minutes or fifteen (15) miles

Tertiary or Specialized
services

•(Trauma,-Neonatal, etc.)

One within one hundred twenty (120) minutes or eighty (80) miles

SUD Councilors

(MLDAC)
One (1) within forty-five (45) minutes or fifteen (15) miles

SUD Programs

(Comprehensive,
Outpatient, Methadone
Clinics)

One (1) within sixty (60) minutes or forty-five (45) miles.
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20.3. NH Ins 2701.06 .Standards for Gco^ruphic Accessibility

20.3.1. The MCO may request exceptions from these standards after demonstrating its efforts
to create a sufficient network of providers to meet these standards. DHHS reserves
the right at its discretion to approve or disapprove these requests, approval shall not
be unreasonably withheld.

20.3.1.1. Should the MCO, after good faith negotiations, be unable to create a sufficient

number of providers to meet the geographic and timely access to service
delivery standards, and should the MCO be unable, after good faith
negotiations with the help of DHHS, continue to be unable to meet geographic
and timely access to service delivery standards, then for a period of up to sixty
(60) days after start date Section 34.7.1 shall not apply.

20.3.1.2. Except for the provisions of 20.3.1.1, should the MCO, after good faith
negotiations, be unable to create a sufficient number of providers to meet the
geographic and timely access to service delivery standards, and should the
MCO be unable, after good faith negotiations with the help of DHHS,
continue to be unable to meet geographic and timely access to service delivery
standards DHHS may, at its discretion, provide temporary exemption to the
MCO from Section 34.7.1.

20.3.2. At any time the provisions of this section may apply, the MCO will work with DHHS
to ensure that members have access to needed services.

20.3.3. The MCO shall ensure that an adequate number of participating physicians have
admitting privileges at participating acute care hospitals in the provider network to
ensure that necessary admissions can be made.

20.4. Timely Access tu Service Delivery

20.4.1. The MCO shall make services available for members twenty-four (24) hours a day,
seven (7) days a week, when medically necessary (42 CFR 438.206(c)(l)(iii)].

20.4.2. The MCO shall require that all network providers offer hours of operation that
provide Equal Access and are no less than the hours of operation offered to
commercial, and FFS patients. [42 CFR 438.206(c)(l )(ii)].

20.4.3. The MCO shall encourage its PCPs to offer after-hours office care in the evenings
and on weekends.

20.4.4. The MCO's network shall meet the following minimum timely access to service
delivery standards [42 CFR 438.206(cXl)(i)]
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20.4.4.1. Health care services shall be made accessible on a timely basis in accordance
with medically appropriate guidelines consistent with generally accepted
standards of care.

20.4.4.2. The MCO shall have in its network the capacity to ensure that waiting times
for appointments do not exceed the following:

20.4.4.2.1. Transitional healthcare by a provider shall be available from a primary
or specialty provider for clinical assessment and care planning within
seven (7) calendar days of discharge from inpatient or institutional
care for physical or behavioral health disorders or discharge from a
substance use disorder treatment program.

20.4.4.2.2. Transitional home care shall be available with a home care nurse or a

licensed counselor within two (2) calendar days of discharge from
inpatient or institutional care for physical or behavioral health

\  disorders or discharge from a substance use disorder treatment
program, if ordered by the member's primary care or specialty care
provider or as part of the discharge plan.

20.4.4.2.3. Non-symptomatic (i.e., preventive care) office visits shall be available
from the member's PCP or another provider within forty-five (45)
calendar days. A non-symptomatic office visit may include, but is not
limited to, well/preventive care such as physical examinations, annual
gynecological examinations, or child and adult immunizations.

20.4.4.2.4. Non-urgent, symptomatic (i.e., routine care) office visits shall be
available from the member's PCP or another provider within ten (10)
calendar days. A non-urgent, symptomatic office visit is associated
with the presentation of medical signs or symptoms not requiring
immediate attention.

20.4.4.2.5. Urgent, symptomatic office visits shall be available from the member's
PCP or another provider within forty-eight (48) hours. An urgent,
symptomatic visit is associated with the presentation of medical signs
or symptoms that require immediate attention, but are not life
threatening and don't meet the defmition of Emergency Medical
Condition.

20.4.4.2.6. Emergency medical, SUD ̂ d psychiatric care shall be available
twenty-four (24) hours per day, seven (7) days per week.

20.4.4.2.7. Behavioral health care shall be available as follows:

a. care within six (6) hours for a non-life threatening emergency;

b. care within forty-eight (48) hours for urgent care; or
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c. an appointment within ten (10) business days for a routine office
visit.

20.4.4.2.8. For memt)ers receiving Step 2 covered services, transitional care shall
be readily available and delivered, af\er discharge from a nursing
facility, inpatient or institutional care, in accordance with the
member's discharge plan or as ordered by the member's primary care
or specialty care provider. Transfers and discharges shall be done in
accordance with RSA 151:21 and RSA 151:26.

20.4.5. The MCO shall regularly monitor its network to determine compliance with timely
access and shall provide a semi-annual report to DHHS documenting its compliance
with 42 CFR 438.206(cXl)(iv) and (v).

20.4.6. The MCO shall develop a Corrective Action Plan if there is a failure to comply with
timely access provisions in this Agreement in compliance with 42 CFR
438.206(c)(l)(vi).

20.4.7. The MCO shall monitor waiting times for appointments at approved community
mental health providers and report case details on a semi-annual basis.

20.5, Women's Health ^

20.5.1. The MCO shall provide female members with direct access to a women's health
specialist within the network for covered services necessary to provide women's
routine and preventive health care services. This is in addition to the member's
designated source of primary care if that source is not a women's health specialist [42
CFR 438.206{bK2)].

20.5.2. The MCO shall provide access to family planning services to members without the
need for a referral or prior-authorization. Additionally, members shall be able to
access these services by providers whether they are in or out of the MCO's network.

20.5.2.1. Family Planning Services shall include, but not be limited to, the following:

20.5.2.1.1. Consultation with trained personnel regarding family planning,
contraceptive procedures, immunizations, and sexually transmitted
diseases;

20.5.2.1.2. Distribution of literature relating to family planning, contraceptive
procedures, and sexually transmitted diseases;

20.5.2.1.3. Provision of contraceptive procedures and contraceptive supplies by
those qualified to do so under the laws of the State in which services
are provided;
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20.5.2.1.4. Referral of members to physicians or health agencies for consultation,
examination, tests, medical treatment and prescription for the purposes
of family-planning, contraceptive procedures, and treatment of
sexually transmitted diseases, as indicated; and

20.5.2.1.5. Immunization services where medically indicated and linked to
sexually transmitted diseases including but not limited to Hepatitis B
and HPV vaccine

20.5.2.2, Enrollment in the MCO shall not restrict the choice of the provider from
whom the member may receive family planning services and supplies [42
CFR 431.51(b)(2)].

20.5.2.3. The MCO shall only provide for abortions in the following situations:

20.5.2.3.1. If the pregnancy is the result of an act of rape or incest; or

20.5.2.3.2. In the case where a woman suffers from a physical disorder, physical
injury, or physical illness, Including a life-endangering physical
condition caused by or arising from the pregnancy itself, that would, as
certified by a physician, place the woman in danger of death unless an
abortion is performed [42 CFR 441.202].

20.5.3. The MCO shall not provide abortions as a benefit, regardless or funding, for any
reasons other than those identified in this Agreement [42 CFR 441.202].

20.6. Access to Special Services

20.6.1. The MCO shall ensure members have access to DHHS-designated Level 1 and Level
II trauma centers within the State, or hospitals meeting the equivalent level of trauma
care in the MCO's Service Area or in close proximity to such Service Area. The
MCO shall have written out-of-network reimbursement arrangements with the
DHHS-designated Level I and Level II trauma centers or hospitals meeting equivalent
levels of trauma care if the MCO does not include such a trauma center in its .

network.

20.6.2. The MCO shall ensure acciessibility to other specialty hospital services,- including^
major bum care, organ transplantation, specialty pediatric care, specialty out-patient'
centers for HIV/AIDS, sickle cell disease, hemophilia, and cranio-facial and
congenital anomalies, and home health agencies, hospice programs, and licensed long
term care facilities with Medicare-certified skilled nursing beds. To the extent that the
above specialty services are available within New Hampshire, the plan shall not
exclude New Hampshire providers from its network if the negotiated rates are
commercially reasonable.
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20.6.3. The MCO may offer such tertiary or specialized services at so-called "centers of
excellence". The tertiary or specialized services shall be offered within the New
England region, if available. The MCO shall not exclude New Hampshire providers
of tertiary or specialized services from its network provided that the negotiated rates
are commercially reasonable.

20.7. Out-of-Nctwork Providers

20.7.1. If the MCO's network is unable to provide necessary medical, behavioral, SUD and
LTSS services covered under the Agreement to a particular member, the MCO shall
adequately and in a timely manner cover these services for the member through out-

; pf-qcHj^prk sources [42 CFR 438.206(b)(4)]. The MCO shall inform the out-of-
' hetwore provider that the member cannot be balance billed.

20.7.2. The MCO shall coordinate with out-of-network providers regarding payment. For
payment to out-of-network, or non-participating providers, the following
requirements apply:

20.7.2.1. If the MCO offers the service through an in-network provider(s), and the
member chooses to access non-emergent services from an out-of-network
provider, the MCO is not responsible for payment.

20.7.2.2. If the service is not available fix)m an in-network provider and the member
requires the service and is referred for treatment to an out-of-network
provider, the payment amount is a matter between the MCO and the out-of-
network provider.

20.7.3. The MCO shall ensure that cost to the member is no greater than it would be if the
service were furnished within the network [42 CFR 438.206(b)(5)].

20.8. Second Opinion

20.8.1. The MCO shall provide for a second opinion from a qualified health care professional
within the provider netwoiic, or arrange for the member to obtain one outside the
network, at no greater cost to the member than allowed by DHHS [42 CFR
438.206(b)(3)J. The MCO shall clearly state its procedure for obtaining a second
opinion in its Member Handbook.

20.9. Provider Choice

20.9.1. The MCO shall allow each member to choose his or her health professional to the
extent possible and appropriate [42 CFR 438.3(1)].
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21. Network Management
21.1. Provider Network

21.1.1. The MCO shall be responsible for developing and maintaining a statewide provider
network that adequately meets all covered medical, behavioral health,-SUD,
psychosocial and LTSS needs of the covered population in a manner that provides for
coordination and collaboration among multiple providers and disciplines and Equal
Access to services. In developing its network, the MCO shall consider the following;

21.1.1.1. Current and anticipated New Hampshire Medicaid enrollment;

21.1.1.2. The expected utilization of services, taking into consideration the
characteristics and health care needs of the covered New Hampshire
population;

21.1.1.3. The number and type (in terms of training and experience and specialization)
of providers required to furnish the contracted services;

21.1.1.4. The number of network providers not accepting new or any New Hampshire
Medicaid patients;

21.1.1.5. The geographic location of providers and members, considering distance,
travel time, and the means of transportation ordinarily used by New
Hampshire members;

21.1.1.6. Accessibility of provider practices for members with disabilities [42 CFR
438.206(b)(1)];

21.1.1.7. Adequacy of the primary care network to offer each member a choice of at
least two appropriate primary care providers that are accepting new Medicaid
patients; and

21.1.1.8. Required access standards identified in this Agreement

21.1.2. In developing its nebvork, the MCO*s provider selection policies and procedures shall
not discriminate against providers that serve high-risk populations or specialize in
conditions that require costly treatment [42 CFR 438.214(c)].

21.1.3. The MCO shall not employ or contract with providers excluded from participation in
federal health care programs.

21.1.4. The MCO shall not employ or contract with providers who fail to provide Equal
Access to services.
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21.1.5. The MCO shall establish policies and procedures to monitor the adequacy,
accessibility, and availability of its provider network to meet the needs of all
members including those with LEP and those with unique cultural needs.

21.1.6. The MCO shall maintain an updated list of participating providers on its website in a
Provider Directory, as specified in Section 17.9 of this Agreement.

21.2. Network Requirements

21.2.1. The MCO shall ensure its providers and subcontractors meet all state and federal
eligibility criteria, reporting requirements, and any other applicable statutory rules
and/or regulations related to this Agreement.

/

21.2.2. All providers shall be licensed and or certified in accordance with the laws of the
state in which they provide the covered services for which the MCO is contracting
with the provider, and not be under sanction or exclusion from the Medicaid program.
All provider types that may obtain a National Provider Identifier (NPl) shall have an
NPI in accordance with 45 CFR Part 162, Subpart D.

21.2.3. All providers in the MCO's network are required to be enrolled as New Hampshire
Medicaid providers. DHHS may waive this requirement for good cause on a case-by-
case basis.

1

21.2.4. In all contracts with health care professionals, the MCO shall comply with
requirements in 42 CFR 438.214, NCQA standards, and RSA 420-J;4, which includes
selection and retention of providers, credentialing and re-credentialing requirements,
and non-discrimination (42 CFR 438.12(a)(2); 42 CFR 438.214].

21.2.5. The MCO shall not require a provider or provider group to enter into an exclusive
contracting arrangement with the MCO as a condition for network participation.

21.2.6. The MCO's Agreement with health care providers shall be in writing, shall be in
compliance with applicable federal and state laws and regulations, and shall include
the requirements in this Agreement.

21.2.7. The MCO shall submit all model provider contracts to DHHS for review during the
Readiness Review process. The MCO shall resubmit the model provider contracts any
time it makes substantive modifications to such Agreements. DHHS retains the rî t
to reject or require changes to any provider Agreement.

21.2.8. The MCO shall negotiate rates with providers in accordance with Section 9. of this
Agreement, unless otherwise specified in this Agreement.
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21.2.9. The MCO shall reimburse private duty nursing agencies for private duty nursing
services provided on or after April 1, 2016 at the fee-for-for service rate established
by DHHS. The MCO shall provide the following information to determine if access
to private duty nursing services is increasing:

21.2.9.1. The number of pediatric private duty nursing hours authorized by
day/weekend/night, and intensive (ventilator dependent) modifiers; and

21.2.9.2. The number of pediatric private duty nursing hours delivered by
, day/weckend/night, and intensive (ventilator dependent) modifiers.

21.2.10.The MCO shal I submit model provider contracts related to the implementation of
NHHPP to DHHS prior to the teginning of enrollment in NHHPP. The contract will
provide for:

21.2.10.1. An in-state provider of services included in Step 1 must provide services to
both the MCO's Step 1 and NHHPP members, except for SUD providers and
chiropractors; provided, however, that exceptions to this requirement may be
made upon a request by the MCO and approved by DHHS for providers that
only want to provide coverage for Step 1 Services.

21.2.10.2. The provider shall provide equal availability of services and access to both
Step I and NHHPP members unless an exception to the requirement in section
21.2.10.1 was approved for the provider and the provider is not required to
provide coverage for NHHPP Services:

21.2.10.3. The MCO shall pay the provider for services at a rate not more than nor less
than the amounts established according to Section 21.2.10.4.

21.2.10.4. The MCO shall reimburse providers for NHHPP services according to the
NHHPP Provider Fee Schedule posted at
httpst//nhmmis.nh.govyportals/wps/portal/DocumeDtsandForms as of
August 15,2017 and incorporated herein. DHHS shall provide the MCO sixty
(60) days notice prior to any change to the Schedule. Services falling outside
die published NHHPP Provider Fee Schedule shall be paid at a riate
determined by the Department and enforced in the sixty (60) calendar day
notification period.

21.2.10.5. The MCO shall allow a participating provider thirty (30) days to review
contract modifications to an existing contract relating to the implementation of
the NHHPP.
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21.2.11.The MCO provider Agreement shall require providers in the MCO network to accept
the member's Medicaid ID Card as proof of enrollment in the MCO until the member
receives his/her MCO ID Card.

21.2. l2.The MCO shall maintain a provider relations presence in New Hampshire as
approved by DHHS.

21.2.13.Thc MCO shall prepare and issue Provider Manual(s) upon request to all Network
Providers, including any necessary specialty manuals (e.g., behavioral health). For
newly contracted and credentialed providers, the MCO shall issue copies of the
Provider Manual(s) no later than seven (7) calendar days after inclusion in the
network. The provider manual shall be available on the web and updated no less than
annually.

21.2.14.The MCO shall provide training to all providers and their staff regarding the
requirements of this Agreement including the grievance and appeal system. The
MCO's provider training shall be completed within thirty (30) calendar days of
entering into a contract with a provider. The MCO shall provide ongoing training to
new and existing providers as required by the MCO, or as required by DHHS.

21.2.15.Prpvider materials shall comply with state and federal laws and DHHS and NHID
requirements. The MCO shall submit any Provider Manual(s) and provider training
materials to DHHS for review and approval sixty (60) calendar days prior to any
isubstantive revisions. Any revisions required by DHHS shall be provided to the MCO
within thirty (30) calendar days.

21.2.16.The MCO shall operate a toll-free telephone line for provider inquiries from 8 a.m. to
5 p.m. EST, Monday through Friday, except for State-approved holidays. The
provider toll free line shall be staffed with personnel who are knowledgeable about
the MCO's plan in New Hampshire. The provider call center shall meet the
following minimum standards, but DHHS reserves the right to modify standards:

21.2.16.1. Call Abandonment Rate: Fewer than five percent (5%) of calls will be
abandoned;

21.2.16.2. Average Speed of Answer: Eighty percent (80%) of calls will be answered
with live voice within thirty (30) seconds; and

21.2.16.3. Ninety percent (90%) of voicemail messages shall be responded to no later
than the next business day.

21.2.17.The MCO shall maintain a Transition Plan providing for continuity of care in the
event of Agreement termination, or modification limiting service to members,
between the MCO and any of its contracted providers, or in the event of site
closing(s) involving a primary care provider with more than one location of service.
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The Transition Plan shall describe how members will be identified by the MCO and
how continuity of care will be provided.

21.2.1 S.The MCO shall ensure that after regular business hours the provider inquiry line is
answered by an automated system with the capability to provide callers with
information regarding operating hours and instructions on how to verify enrollment
for a member. The MCO shall have a process in place to handle after-hours inquiries
from providers seeking a service authorization for a member with an urgent medical,
behavioral health or LTSS related condition or an emergency medical or behavioral
health condition.

21.2.I9.The MCO shall notify DHHS and affected current members in writing of a provider
termination. The notice shall be provided by the earlier of; (1) fifteen (15) calendar
days after the receipt or issuance of the termination notice, or (2) fifteen (15) calendar
days prior to the effective date of the termination. Affected members include all
members assigned to a PCP and/or all members who have been receiving ongoing
care from the terminated provider. Within three (3) calendar days following the
effective date of the termination the MCO shall have a Transition Plan in place for all
affected members.

21.2.20.1f a member is in a prior authorized ongoing course of treatment with a participating '
provider who becomes unavailable to continue to provide services, the MCO shall
notify the member in writing within seven (7) calendar days from the date the MCO
becomes aware of such unavailability and develop a Transition Plan for the affected
members.

21.2.21 .The MCO shall notify DHHS within seven (7) calendar days of any significant
changes to the provider netwoiic. As part of the notice, the MCO shall submit a
Transition Plan to DHHS to address continued member access to needed service and

how the MCO will maintain compliance with its contractual obligations for member
access to needed services. A significant change is defined as:

21.2.21.1. A decrease in the total number of PCPs by more than five percent (5%);

21.2.21.2. A loss of all providers in a specific specialty where another provider in that
specialty is not available within sixty (60) minutes or forty-five (45) miles;

21.2.21.3. A loss of a hospital in an area where another contracted hospital of equal
service ability is not available within forty-five (45) miles or sixty (60)
minutes; or

21.2.21.4. Other adverse changes to the composition of the network, which impair or
deny the members' adequate access to in-network providers.
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21.2.22.The MCO may not discriminate for the participation, reimbursement, or
indemnification of any provider who is acting within the scope of his or Her license or
certification under applicable State law, solely on the basis of that license or
certification. If the MCO declines to include individual or groups of providers in its
network, the MCO shall give the affected providers written notice of the reason for its
decision. [42 CFR 438.12(a)(1); 42 CFR 438.214(c); SMD letter 02/20/98)].

21.2.23.The requirements in 42 CFR 438.12 (a) may not be construed to:

21.2.23.1. Require the MCO to contract with providers beyond the number necessary to
meet the needs of its member,

21.2.23.2. Preclude the MCO from using different reimbursement amounts for different
specialties or for different practitioners in the same specialty; or

21.2.23.3. Preclude the MCO from establishing measures that are designed to maintain
quality of services and control costs and is consistent with its responsibilities
to members [42 CFR 438.12(a)(1); 42 CFR 438.12(b)(1)].

21.3. Screening and Enrollment

21.3.1. No later than January 1, 2018, the MCO shall ensure that alt of its network providers
are enrolled with DHHS Medicaid.

21.3.2. No later than November 1, 2017, the MCO shall provide to DHHS all identifying
information for its enrolled network providers including:

21.3.2.1.Name;

2L3.2.2.Spccialty;

2l.3.2.3.DatcofBirth;

21.3.2.4.Social Security number;

21.3.2.5.National Provider identifier,

21.3.2.6.Federal taxpayer identification number; and

21.3.2.7.State license or certification number of the provider.

21.4. Provider Crcdciitlaling and Re-Crcdcntlaling
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21.4.1. The MCO shall demonstrate to DHHS that its providers are credentialed according to
the requirements of 42 CFR 438.206(bX6), current NCQA standards, Code of
Administrative Rules He-M 403, and RSA 420-J;4.

21.4.2. The MCO shall submit to DHHS its credentialing standards relating to the
implementation of Choices for Independence waiver services.

21.4.3. The MCO shall have written policies and procedures to review, approve and at least
every three (3) years recertify the credentials of all participating physician and all
other licensed providers who participate in the MCO's network (42 CFR 438.214(a);
42 CFR 438.214(b) (1&2); RSA 420-J:4]. At a minimum, the scope and structure of a
MCO's credentialing and re-credentialing processes shall be consistent NCQA
standards and NHID, and relevant state and federal regulations relating to provider
credentialing and notice. The MCO may subcontract with another entity to which it
delegates such credentialing activities if such delegated credentialing is maintained in
accordance with NCQA delegated credentialing requirements and any comparable
requirements defined by DHHS.

21.4.4. The MCO shall ensure that credentialing of all service providers applying for network
provider status shall be completed as follows: within thirty (30) calendar days for
primary care providers; within forty-five (45) calendar days for specialists, SUD
providers, chiropractors. Nursing Facilities and CFI service providers. [RSA 420-J:4).
The start time begins when all necessary credentialing materials have been received.
Completion time ends when written communication is mailed or faxed to the provider
notifying the provider of the MCO's decision.

21.4.5. The re-credentialing process shall occur in accordance with NCQA guidelines. The
re-credentialing process shall take into consideration provider performance data
including, but not be limited to: member complaints and appeals, quality of care, and
appropriate utilization of services.

21.4.6. The MCO shall maintain a policy that mandates board certification levels that, at a
minimum, meets the ninety (90) percentile rates indicated in NCQA stand^ds
(HEDIS Medicaid All Lines of Business National Board Certification Measures as
published by NCQA in Quality Compass) for PCPs and specialty physicians in the
provider network. The MCO siiall make information on the percentage of board-
certified PCPs in the provider network and the percentage of board-certified specialty
physicians, by specialty, available to DHHS upon request.

21.4.7. The MCO ̂11 provide that all laboratory testing sites providing services under this
Agreement have cither a Clinical Laboratory Improvement Act (CLIA) certificate or
waiver of a certificate of registration along with a CLIA identification number [42
CFR 493.1 and 42 CFR 493.3].
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21.4.8. The MCO shall not employ or contract with providers, business managers, owners or
others excluded from participation in Federal health care programs under either
section 1128 or section II28A of the Social Security Act [42 CFR 438.214(d)] or 42
CFR 1000.

21.4.9. The MCO shall ensure that providers whose Medicare certification is a precondition
of participation in the Medicaid program obtain certification within one year of
enrollment in MCO's provider network.

21.4.10.The MCO shall notify DHHS when the MCO denies a provider credentialing
application for program integrity-related reasons or otherwise limits the ability of
providers to participate in the program for program integrity reasons.

21.5. Provider F.ngagcmcut

21.5.1. The MCO shall, at a minimum, develop and facilitate an active provider advisory
board that is composed of a broad spectrum of provider types. Representation on the
provider advisory board shall draw from and be reflective of the MCO membership to
ensure accurate and timely feedback on the care management program. This advisory
board shall include representation from CFl service providers. This advisory board
should meet face-to-face or via webinar or conference call a minimum of four (4)
times each Agreement year. Minutes of the meetings shall be provided to DHHS
within thirty (30) calendar days of the meeting.

.1

. 21.5.2. The MCO shall conduct a provider satisfaction survey, approved by DHHS and
administered by a third party, on a statistically valid sample of each major provider
type; PCP, specialists, hospitals, pharmacies, DME and Home Health providers,
Nursing Facilities and CFI service providers. DHHS shall have input to the
development of the survey. The survey shall be conducted semi-annually the first
year after the program start date and at least once an Agreement year thereafter to
gain a broader perspective of provider opinions. The results of these surveys shall be
made available to DHHS and published on the DHHS website.

21.5.3. The MCO shall support DHHS' interaction and reporting to the Governor's
Commission on Medicaid Care Management.

21.6. Anti-Gag Clause for Pnividcrs

21.6.1. The MCO shall not prohibit, or otherwise restrict, a health care professional acting
within the lawful scope of practice, from advising or advocating on behalf of a
member who is his or her patient;

21.6.1.1. For the member's health status, medical care, or treatment options, including
any alternative treatment that may be self-administered;

Page 140



New Hampshire Medicaid Care Management Contract — SFY2018-SFY2019

Exhibit A - Amendment #13

21.6.1.2. For any information the member needs in order to decide among all relevant
treatment options;

21.6.1.3. For the risks, benefits, and consequences of treatment or non-treatment; or

21.6^1.4. For the member's right to participate in decisions regarding his or her health
care, including the right to refuse treatment, and to express preferences about
future treatment decisions [§ 1923(b)(3XD) of the SSA; 42 CFR
438.l02(a)(l)(i), (ii), (iii), and (iv); SMD letter 2/20/98].

21.7. Rcportin;^

21.7.1. Provider Participation Report: Provide provider participation reports on an annual
baisis by geographic location, categories of service, provider type categories, and any
other codes necessary to determine the adequacy and extent of participation and
service delivery and analyze provider service capacity in terms of member access to
health care.

21.7.2. Provider Quality Report Card: Ability to provide dashboard or "report card" reports
of provider service quality including but not limited to provider sanctions, timely
fulfillment of service authorizations, count of service authorizations, etc.
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22. Quality Management
22 J. General Provisions

22.1.1. The MOO shall provide for the delivery of quality care with the primary goal of
improving the health status of its members and, where the member's condition is not
amenable to improvement, maintain the member's current health status by
implementing measures to prevent any further decline in condition or deterioration of
health status. The MCO shall work in collaboration with members and providers to
actively improve the quality of care provided to members, consistent with the MCO's
quality improvement goals and all other requirements of the Agreement. The MCO
shall provide mechanisms for Member Advisory Board and the Provider Advisory
Board to actively participate into the MCO's quality improvement activities.

22.1.2. The MCO shall support and comply with the most current version of the Quality
Strategy for the New Hampshire Medicaid Care Management Program.

22.1.3. The MCO shall have an ongoing quality assessment and performance improvement
program for the operations and the services it furnishes for members [42 CFR
438.330(b): and SMM 2091.7].

22.1.4. The MCO shall approach all clinical and non-clinical aspects of quality assessment
and performance improvement based on principles of Continuous Quality
Improvement (CQI)/Total Quality Management (TQM) and shall:

22.1.4.1. Evaluate performance using objective quality indicators and recognize that
opportunities for improvement are unlimited;

22.1.4.2. Foster data-driven decision-making;

22.1.4.3. Solicit member and provider input on the prioritization and strategies for
QAPI activities;

22.1.4.4. Support continuous ongoing measurement of clinical and non-clinical health
plan effectiveness, health outcomes improvement and member and provider
satisfaction;

22.1.4.5. Support programmatic improvements of clinical and non-clinical processes
based on findings from ongoing measurements;

22.1.4.6. Support re-measurement of effectiveness, health outcomes improvement and
member satisfaction, and continued development and implementation of
improvement interventions as appropriate; and

22.1.4.7. The MCO shall undertake a member experience of care survey;
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22.1.4.7.1. The MCO shali deploy the CMS Home and Community Based Care
Service Experience of Care Survey, Testing Experience and
Functional Tools (TEFT) as early as 6 months but not later than 9
months from Step 2 Phase 2 start date, if ready for deployment.

22.1.4.7.2. The MCO shall deploy an in-person patient experience survey (FES) if
the CMS Home and Community Based Care Service Experience of
Care Survey is not ready for deployment with this same timeframe.

22.1.4.7.3. The MCO shall use a DHHS approved, external vendor and
statistically sound methodology to .conduct the member experience of
care survey.

22.1.5. The MCO shall have mechanisms that detect both underutilization and overutilization

of services.

22.1.6. The MCO shall develop, maintain, and operate a Quality Assessment and
Performance Improvement (QAPI) Program consistent with the requirements of this
Agreement. The MCOs shall also meet the requirements of for the QAPI Program (42
CFR438.330; SMM2091,7].

22.1.7. The MCO shall submit a QAPI Program Annual Summary in a format and timeframe
specified by DHHS or its designee for its approval. The MCO shall keep participating
physicians and other Network Providers informed and engaged in the QAPI Program
and related activities. The MCO shall include in provider contracts a requirement
securing cooperation with the QAPI.

22.1.8. The MCO shall maintain a well-defined QAPI structure that includes a planned
systematic approach to improving clinical and non-clinical processes and outcomes.
The MCO shall designate a senior executive responsible for the QAPI Program and
the Medical Director shall have substantial involvement in QAPI Program activities.
At a minimum, the MCO shall ensure that the QAPI Program structure:

22.1.8.1. Is organization-wide, with clear lines of accountability within the
organization;

22.1.8.2. Includes a set of functions, roles, and responsibilities for"the oversight of
QAPI activities that are clearly defined and assigned to appropriate
individuals, including physicians, other clinicians, and non-clinicians;

\

22.1.8.3. Includes annual objectives and/or goals for planned projects or activities
including clinical and non-clinical programs or initiatives and measurement
activities; and

22.1.8.4. Evaluates the effectiveness of clinical and non-clinical initiatives.
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22.1.9. If the MCO sub-contracts any of the essential functions or reporting requirements
contained within the QAPI Program to another entity, the MCO shall maintain
detailed files documenting work performed by the sub-contractor. The file shall be
available for review by DHHS or its designee upon request.

22.1.10.The MGOtshall integrate behavioral health and LTSS into its QAPI Program and
'  include a systematic and ongoing process for monitoring, evaluating, and improving

the quality and appropriateness of behavioral health services and LTSS provided to
members. The MCO shall collect data, and monitor and evaluate for improvements to
physical health outcomes, behavioral health outcomes, psycho-social outcomes, and
LTSS outcomes resulting from the integration and coordination of physical and
behavioral health services and LTSS.

22.1.1 l.The MCO shall conduct any performance improvement projects required by CMS
and a minimum of four (4) performance improvement projects, subject to DHHS
approval, per year that are designed to achieve, through ongoing measurements and
intervention, significant improvement, sustained over time, in clinical care and
nonclinical carie areas that are expected to have a favorable effect on health outcomes
and member satisfaction. At least one (1) of these projects shall have a behavioral
health focus. At least one (1) of these projects shall have an LTSS focus. The MCO
shall report the status and results of each project to DHHS as requested and shall
report on the status results of the CMS performance improvement projects described
in 42 CFR 438.330.

22.1.12.The performance improvement projects shall involve the following;

22.1.12.1. Measurement of performance using statistically valid, national recognized
objective quality indicators;

22.1.12.2. Implementation of system interventions to achieve improvement in the access
to and quality of care; /

22.1.12.3. Evaluation of the effectiveness of the interventions based on any performance
measures required by CMS as outlined in 42 CFR 438.330(c); and

22.1.12.4. Planning and initiation of activities for increasing or sustaining improvement;
and

22.1.12.5. Reporting on the stams and results to DHHS on an annual basis.

22.1.13.Each performance improvement project shall be completed in a reasonable time
period so as to generally allow information on the success of performance .
improvement projects in the aggregate to produce new information on quality of care
every year.
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22.1.14.The MCO shall have a plan to assess and report the quality and appropriateness of
care fiimished to members with special needs in order to identify any ongoing special
conditions of a member that r^uire a course of treatment or regular care monitoring
The plan must be submitted to DHHS for review and approval. The assessment
mechanisms must use appropriate health care professionals.[42 CFR 438.208(c)(2);
42 CFR 438.330].

22.1.15.The MCO's Medical Director and Quality Improvement Director will participate in
quarterly Quality Improvement meetings with DHHS and the other MCOs contracted
with DHHS to discuss quality related initiatives and how those initiatives could be
coordinated across the MCOs.

22.1.16.The MCOs shall be required to be accredited by NCQA, including all applicable
Medicaid Standards and Guidelines and the MCOs must authorize NCQA to provide
DHHS a copy of its most recent accreditation review, including;

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

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

22.1.16.3.Expiration date of the accreditation.

22.2. Practice Ciiidciines nnd Standards

■ 22.2.1. The MCO shall adopt evidence-based clinical practice guidelines built upon high
quality data and strong evidence. Such practice guidelines shall consider the needs of
the MCO's members, be adopted in consultation with Network Providers, and be
reviewed and updated periodically, as appropriate.

22.2.2. The MCO shall develop practice guidelines based on the health needs and
opportunities for improvement identified as part of the QAPI Program.

22.2.3. The MCO shall make practice guidelines available, including, but not limiited to, the
web, to all affected providers and, upon request, to members and potential members.

22.2.4. The MCO's decisions regarding utilization management, member education, and
coverage of services shall be consistent with the MCO's clinical practice guidelines
[42 CFR 438.236(d)].

22.3. External Quality Review Organi/atlon

22.3.1. The MCO shall collaborate with DHHS's External Quality Review Organization
(EQRO) as outlined in 42 CFR 438.358 to assess the quality of care and services
provided to members and to identify opportunities for MCO improvement. To
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facilitate this process, the MCO shall supply data, including but not limited to claims
data and medical records, to the EQRO.

22.4. Evaluation

22.4.1. The MCO shall prepare a written report within ninety (90) calendar days at the end of
each Agreement year on the QAPI that describes:

22.4.1.1. Completed and ongoing Quality management activities, including all
delegated functions;

22.4.1.2. Performance trends on QAPI measures to assess performance in quality of
care and quality of service;

22.4.1.3. An analysis of whether there have been any demonstrated improvements in
the quality of care or service; and

t

22.4.1.4. An evaluation of the overall effectiveness of the MCQ's quality management
'' program, including an analysis of barriers and recommendations for

improvement

22.4.2. The annual evaluation report shall be reviewed and approved by the MCO's
governing body and submitted to DHHS for review [42 CFR 438.330(e)(2)].

22.4.3. The MCO shall establish a mechanism for periodic reporting of QAPI activities to its
governing body, practitioners, members, and appropriate MCO staff, as well as
posted on the web. The MCO shall ensure that the findings, conclusions,
recommendations, actions taken, and results of QM activity are documented and
reported on a semi-aimual basis to DHHS and reviewed by the appropriate individuals
within the organization.

22.5. Quality Measures

22.5.1. MCO shall report annually, according to the then current industry/regulatory standard
definitions, the following quality measure sets:

22.5.1.1. CMS Core Set of Children's Health Care Quality Measures for Medicaidand
CHIP;

22.5.1.2. CMS Core Set of Health Care Quality Measures for Adults Enrolled in
Medicaid;

22.5.1.3. NCQA Medicaid Accreditation HEDJS/CAHPS Measures, which shall be
validated by submission to NCQA; and
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22.5.1.4. All available CAHPS measures and sections, including supplements, children
with chronic conditions, and mobility impairment; and

22.5.1.5. Any CMS mandated measures outlined in 42 CFR 438.330(c)(l)(i).

22.5.2. If additional measures are added to the NCQA or CMS measure sets, MCO shall
include those new measures. For measures that are no longer pan of the measures
sets, DHHS may at its option continue to require those measures.

22.5.3. In addition MCO shall submit other quality measures as specified by DHHS in
Exhibit 0 in a format to be specified by DHHS.

22.5.4. DHHS shall provide the MCO with ninety (90) calendar days notice of any additions
or modifications to the quality measures as specified by DHHS in Exhibit O.

22.5.5. Each Data Year as defined by NCQA HEDIS specifications, or other twelve (12)
month period determined by DHHS, at DHHS discretion, DHHS may select four (4)
measures to be included in the Quality Incentive Program (QJP). DHHS shall notify
the MCO of the four (4) measures to be included in the QIP no later than three (3)
months prior to the start of the period for which data will be collected to evaluate the
program.

22.5.6. For each measure selected by DHHS for the QIP, DHHS will monitor MCO .
performance to determine baseline measures and levels of improvement.

22.5.7. Should DHHS choose QlPs and implement withholds for QIP performance, in the
event of changes to the Medicaid Care Management program or material
circumstances beyond DHHS or the MCOs' control, which DHHS determines would
unduly limit all MCOs' ability to reasonably perform and achieve the withhold return
threshold, DHHS will evaluate the impact of the circumstances and make such
changes as required, at the discretion of DHHS.

22.5.8. At such time DHHS provides access to Medicare data sets to the MCOs, the MCO
shall integrate expanded Medicare data sets into its Care Coordination and Quality
Programs and include a systematic and ongoing process for monitoring, evaluating,
and improving the quality appropriateness of services provided to Medicaid-
Medicare dual members. The MCO shall:

22.5.8.1. Collect data, and monitor and evaluate for improvements to physical health
outcomes, behavioral health outcomes, psycho-social outcomes, and LTSS
outcomes resulting from care coordination of the dual members;

22.5.8.2. Include Medicare data in DHHS quality reporting; and

Page 147



New Hampshire Medlcald Care Management Contract — SFY2018-SFY2019

Exhibit A - Amendment #13

22.5.8.3. Sign data use agreements and submit data management plans as required by
CMS.
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23. Utilization Management
23.1. Policies & Procedures

23.1.1. The MCO's policies and procedures related to the authorization of services shall be in
compliance with 42 CFR 438.210 and NH RSA Chapter 420-E:2.

23.1.2. The MCO shall have in place, and follow, written policies and procedures for
processing requests for initial and continuing authorization of services [42 CFR
438.210{bXl)].

23.1.3. The MCO shall submit its written utilization management policies, procedures, and
criteria to DHHS for approval as part of the first readiness review. Thereafter the
MCO shall submit its written utilization management policies, procedures, and
criteria that have changed and an attestation listing those that have not changed since
the prior year's submission to DHHS for approval ninety (90) calendar days prior to
the end of the Agreement Year.

23.1.4. The MCO shall submit its written utilization management policies, procedures, and
criteria specific to each phase of Step 2 to DHHS for approval as part of the first
readiness review. Authorizations must be based on a comprehensive and
individualized needs assessment that addresses all needs (not just those for LTSS)'and
a subsequent person^centered planning process. Thereafter the MCO shall submit its
written utilization management policies, procedures, and criteria that have changed
and an attestation listing those that have not changed since the prior year's
submission to DHHS for approval ninety (90) calendar days prior to the end of the
Agreement Year.

23.1.5. The MCO's written utilization management policies, procedures, and criteria shall, at
a minimum, conform to the standards of NCQA.

23.1.6. The MCO may place appropriate limits on a service on the basis of criteria such as
medical necessity; or for utilization control, provided the services furnished can
reasonably be expected to achieve their purpose [42 CFR 438.210(a)].

23.1.7. The MCO's written utilization management policies, procedures, and criteria shall
describe the categories of health care personnel that perform utilization review
activities and where they are licensed. Further such policies, procedures and criteria
shall address, at a minimum, second opinion programs; pre-hospital admission
certification; pre-inpatient service eligibility certification; and concurrent hospital
review to determine appropriate length of stay; as well as the process used by the
MCO to preserve confidentiality of medical information.

23.1.8. The MCO's written utilization management policies, procedures, and criteria shall be:
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23.1.8.1. Developed with input from appropriate actively practicing practitioners in the
MCO's service area;

23.1.8.2. Updated at least biennially and as new treatments, applications, and
technologies emerge;

23.1.8.3. Developed in accordance with the standards of national accreditation entities;

23.1.8.4. Based on current, nationally accepted standards of medical practice;

23.1.8.5. If practicable, evidence-based; and

23.1.8.6. Be made available upon request to DHHS, providers and members.

23.1.9. The MCOs shall work in good faith with DHHS develop prior authorization forms
with consistent information and documentation requirements from providers
wherever feasible. Providers shall be able to submit the prior authorizations forms
electronically, by mail, or fax. The MCOs shall submit a proposed plan for the
development of common prior authorization processes within ninety (90) calendar
days of the NHHPP Program Start Date.

23.1.10.The MCO shall have in effect mechanisms to ensure consistent application of review
criteria for authorization decisions, including, but not limited to, interrater reliability
monitoring, and consult with the requesting provider when appropriate and at the
request of.the provider submitting the authorization [42 CFR 438.210(b)(2)].

23.1.11.The MCO shall ensure that any decision to. deny a service authorization request or to
authorize a service in an amount, duration, or scope that is less than requested, be
made by a health care professional who has appropriate clinical expertise in treating
the member's condition or disease [42 CFR 438.210(b)(3)].

23.1.12.Compensation to iiKlividuals or entities that conduct utilization management
activities shall not be structured so as to provide incentives for the individual or entity
to deny, limit, or discontinue medically necessary services to any member [42 CFR
438.210(e)).

23.1.13.Medicaid State Plan Services in place at the time a member transitions to an MCO
will be honored for sixty (60) calendar days or until completion of a medical
necessity review, whichever comes first. The MCO shall also, in the member
handbook, provide information to members regarding prior authorization in the event
the member chooses to transfer to another MCO.
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23.1.14.When a member receiving Slate Plan Home Health Services and Step 1 services
chooses to change to another MCO, the new MCO shall be responsible for the
member's claims as of the effective date of the member's enrollment in the new MCO
except 85 specified in Section 31.2.17. Upon receipt of prior authorization
information from DHHS, the new MCO shall honor prior authorizations in place by
the former MCO for fifteen (15) calendar days or until the expiration of previously
issued prior authorizations, whichever comes first. The new MCO shall review the
service authorization in accordance with the urgent determination requirements of
Section 23.4.2.1.

23.1.1 S.Prior authorizations in place for long term services and supports at the time a
member transitions to an MCO will be honored until the earliest of (a) the
authorization's expiration date, (b) the member's needs changes, (c) the provider
loses its Medicaid status or (d) otherwise approved by DHHS. The MCO shall also, in
the member handbook, provide information to members regarding prior authorization
in the event the member chooses to transfer to another MCO. In the event that the

prior authorization specifies a specific provider, that MCO will continue to utilize that
provider regardless of whether the provider is participating in the MCO network until
such time as services are available in the MCO's network. The MCO will ensure that

the memo's needs are met continuously and will continue to cover services under
the previously issued prior authorization until the MCO issues new authorizations that
address the member's needs.

23.1.16.Subcontractors or any other party performing utilization review are required to be
licensed in New Hampshire.

23.2. Medical Necessity Dciermlnutlon

23.2.1. The MCO shall specify what constitutes "medically necessaty services" in a manner
that:

23.2.1.1. Is no more restrictive than the State Medicaid program; and

23.2.1.2. Addresses the extent to which the MCO is responsible for covering services
related to the following [42 CFR 438.210(a)]:

23.2.1.2.1. The prevention, diagnosis, and treatment of health impairments;

23.2.1.2.2. The ability to achieve age-appropriate growth and development; and

23.2.1.2.3. The ability to attain, maintain, or regain functional capacity.
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23.2.2. For members twenty-one (21) years of age and older the following definition of
medical necessity shall be used: "Medically necessary" means health care services
that a licensed health care provider, exercising prudent clinical judgment, would
provide, in accordance with generally accepted standards of medical practice, to a
recipient for the purpose of evaluating, diagnosing, preventing, or treating an acute or
chronic illness, injury, disease, or its symptoms, and that are [He-W 530.01(f)]:

23.2.2.1. Clinically appropriate in terms of type, frequency of use, extent, site, and
duration, and consistent with the established diagnosis or treatment of the
recipient's illness, injury, disease, or its symptoms;

23.2.2.2. Not primarily for the convenience of the recipient or the recipient's family,
caregiver, or.health care provider;

23.2.2.3. No more costly than other items or services which would produce equivalent
diagnostic, therapeutic, or treatment results as related to the recipient's illness,
injury, disease, or its symptoms; and

23.2.2.4. Not experimental, investigative, cosmetic, or duplicative in nature.

23.2.3. For EPSDT services the following definition of medical necessity shall be used:
"Medically necessary" means reasonably calculated to prevent, diagnose, correct,
cure, alleviate or prevent the worsening of conditions that endanger life, cause pain,
result in illness or infirmity, threaten to cause or aggravate a handicap, or cause
physical deformity or malfunction, and no other equally effective course of treatment
is available or suitable for the EPSDT recipient requesting a medically necessary
service He-W546.0l(f).

23.2.4. The MCO must provide the criteria for medical necwsity determinations for mental
health or substance use disorder benefits to any enrollee, potential enrollee, or
contracting provider upon request.

23.3. Necessily Dciurminatloii

23.3.1. For long term services and supports (including CFI Waiver services) the following
definition of necessity shall be used: "Necessary" means reasonably calculated to
prevent, diagnose, correct, cure, alleviate or prevent the worsening of conditions that
endanger life, cause pain, result in illness or infirmity, threaten to cause or aggravate
a handicap, cause physical deformity or malfunction, or is essential to enable the
individual to attain^ maintain, or regain functional capacity and/or independence, and
no other equally effective course of treatment is available or suitable for the recipient
requesting a necessary long terra services and supports within the limits of current
waivers, statutes, administrative rules, and/or Mi^icaid State Plan amendments.
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23.4. Notices of Coverage Determinations

23.4.1. The MCO shall provide the requesting provider and the member with written notice
of any decision by the MCO to deny a service authorization request, or to authorize a
service in an amount, duration, or scope that is less than requested. The notice shall

_  meet the requirements of 42 CFR 438.210(c) and 438.404.

23.4.2. The MCO shall make utilization management decisions in a timely manner. The
following minimum standards shall apply:

23.4.2.1. Urgent determinations: The determination of an authorization inyolving
urgent care shall be made as soon as possible, taking into account the medical
exigencies, but in no event later than seventy-two (72) hours after receipt of
the request for ninety-eight percent (98%) of requests, unless the member or
member's representative fails to provide sufficient information to determine
whether, or to what extent, benefits are covered or payable. In the case of such
failure, the MCO shall notify the member or member's representative within
twenty-four (24) hours of receipt of the request and shall advise the member
or member's representative of the specific information necessary to make a
determination. The member or member's representative shall be afforded a
reasonable amount of time, taking into account the circumstances, but not less
than forty-eight (48) hours, to provide the specified information. Thereafter,-
notification of the benefit determination shall be made as soon as possible, but
in no case later than forty-eight (48) hours after the earlier of (1) the MCO's
receipt of the specified additional information, or (2) the end of the period
afforded the member or member's representative to provide the specified
additional information.

23.4.2.2. Continued/Extended Services: The determination of an authorization

involving urgent care and relating to the extension of an ongoing course of
treatment and involving a question of medical necessity shall be made within
twenty-four (24) hours of receipt of the request for ninety-eight percent (98%)
of requests, provided that the request is made at least twenty-four (24). hours
prior to the expiration of the prescribed period of time or course of treatment.

23.4.2.3. Routine determinations: The determination of all other authorizations for pre-
service benefits shall be made within a reasonable time period appropriate to
the medical circumstances, but in no event exceed the following timeframes
for ninety-five percent (95%) of requests:

23.4.2.3.1. Fourteen (14) calendar days after the receipt of a request:

a. An extension of up to fourteen (14) calendar days is permissible if:

i. the member or the provider requests the extension; or
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ii. the MCO justifies a need for additional infomiaticn and that
the extension is in the member's interest;

23.4.2.3.2. Two (2) calendar days for diagnostic radiology.

23.4.2.4. The MCO shall provide members written notice as expeditiously as the
member's health condition requires and not to exceed fourteen (14).calendar
days following a request for initial and continuing authorizations of services,
except an extension of up to an additional fourteen (14) calendar days is
permissible, if:

23.4.2.5. The member or the provider requests the extension; or

23.4.2.6. The MCO justifies a need for additional information and how the extension is
in the member's interest.

23.4.2.7. If such an extension is necessary due to a failure of the member or member's
representative to provide sufficient information to determine whether, or to
what extent, benefits are covered as payable, the notice of extension shall
specifically describe the required additional information needed, and the
member or member's representative shall be given at least forty- five (45)
calendar days from receipt of the notice within which to provide the specified
information. Notification of the benefit determination following a request for
additional information shall be made is soon as possible, but in no case later
than fourteen (14) calendar days after the earlier of (I) the MCO's receipt of
the specified additional information, or (2) the end of the period afforded the
member or member's representative to provide the specified additional
information. When the MCO extends the timeframe, the MCO must give the
member written notice of the reason for the decision to extend the timeframe
and inform the member of the right to file a grievance if he or she disagrees
with that decision. Under such circumstance, the MCO rhust issue and carry
out its determination as expeditiously as the member's health condition
requires and no later than the date the extension expires.

23.4.2.8. Determination for Services that have been delivered: The determination of a
post service authorization shall be made within thirty (30) calendar da^ of the
date of filing. In the event the member fails to provide sufticient information
to determine the request, the MCO shall notify the member within fifteen (15)
calendar days of the date of filing, as to what additional information is
required to process the request and the member shall be given at least forty-
five (45) calendar days to provide the required information. The thirty (30)
calendar day period for determination shall be tolled until such time as the
member submits the required information.
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23.4.3.NWhenever there is an adverse determination, the MOO shall notify the ordering
provider and the member. For an adverse standard authorization decision, the MCO
shall provide written notification within three (3) calendar days of the decision.

Page 155



New Hampshire Medlcald Care Management Contract — SFY2018-SFY2019

Exhibit A - Amendment #13

23.5. Advance Directives

23.5.1. The MCO shall maintain written policies and procedures that meet requirements for
advance directives in Subpart I of 42 CFR 489.

23.5.2. The MCO shall adhere to the definition of advance directives as defined in 42 CFR
489.100.

23.5.3. The MCO shall maintain written policies and procedures concerning advance
directives with respect to all adult individuals receiving medical care by or through
the MCO [42 CFR 422.128].

23.5.4., The MCO shall not condition the provision of care or otherwise discriminate against
an enrollee or potential enrollee based on whether or not the individual has executed
an advance directive.

23.5.5. The MCO shall provide information in the member handbook with respect to the
following:

23.5.5.1. The member's rights under the state law. The information provided by the
MCO shall reflect changes in State law as soon as possible, but no later than
ninety (90) calendar days after the effective date of the change [42 CFR
438.3(j)(3)and(4)]."

23.5.5.2. The MCO's policies respecting the implementation of those rights including a
statement of any limitation regarding the implementation of advance
directives as a matter of conscience

23.5.5.3. That complaints concerning noncompliance with the advance directive
requirements may be filed with the appropriate State Agency [42 CFR
438.3(;)(1): 42 CFR 438.10(g)(2); 42 CFR 422.128; 42 CFR 489 (subpart I);
42 CFR 489.100].
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24. MCIS

24.1. System Functionality

24.1.1. The MCO Managed Care Information System (MCIS) shall include, but not be
limited to:

24.1.1.1. Management of Recipient Demographic Eligibility and Enrollment and
History

24.1.1.2. Management of Provider Enrollment and Credentialing

24.1.1.3. Benefit Flan Coverage Management, History and Reporting

24.1.1.4. Eligibility Verification

24.1.1.5. Encounter Data

24.1.1.6. Weekly Reference File Updates

24.1.1.7. Service Authorization Tracking, Support and Management

24.1.1.8. Third Party Coverage and Cost Avoidance Management

24.1.1.9. Financial Transactions Management and Reporting

24.1.1.10. Payment Management (Checks, EFT, Remittance Advices, Banking)

24.1.1.11. Reporting (Ad hoc and Pre-Defined/Scheduled and On-Demand)

24.1.1.12. Call Center Management

24.1.1.13. Claims Adjudication

24.1.1.14. Claims Payments

24.1.1.15. (Quality of Services (<^S) metrics

24.2. Information Systoin Data Trniisfcr

24.2.1. Effective communication between the MCO and DHHS will require secure, accurate,
complete and auditable transfer of data to/from the MCO and DHHS management
information systems. Elements of data transfer requirernents between the MCO and
DHHS management information systems shall include, but not be limited to:
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24.2.1.1. DHHS read access to all NH Medicaid Care Management data in reporting
databases where data is stored, which includes all tools required to access the
data at no additional cost to DHHS;

24.2.1.2. Exchanges of data between the MCO and DHHS in a format and schedule as
prescribed by the State, including detailed mapping specifications identifying
the data source and target;

24.2.1.3. Secure (encrypted) communication protocols to provide timely notification of
any data file retrieval, receipt, load, or send transmittal issues and provide the
requisite analysis and support to identify and resolve issues according to the
timelines set forth by the state.

24.2.1.4. Collaborative relationships with DHHS, its MMIS fiscal agent, and other
interfacing entities to implement effectively the requisite exchanges of data
necessary to support the requirements of this Agreement;

24.2.1.5. MCO implementation of the necessary telecommunication infrastructure and
tools/utilities to support secure connectivity and access to the system and to
support the secure, effective transfer of data;

24.2.1.6. Utilization of data extract, transformation, and load (ETL) or similar methods
for data conversion and data interface handling, that, to the maximum extent
possible, automate the extract, transformation and load processes, and provide
for source to target or source to specification mappings;

24.2.1.7. Mechanisms to support the electronic reconciliation of all data extracts to
source tables to validate the integrity of data extracts; and

24.2.1.8. A given day's data transmissions, as specified in 24.5.9, are to be downloaded
to DHHS according to the schedule prescribed by the State. If errors are
encountered in batch transmissions, reconciliation of transactions will be
included in the next batch transmission.

24.2.2. The MCO shall designate a single point of contact to coordinate data transfer issues
with DHHS.

/

24.2.3. The State shall provide for a common, centralized electronic project repository,
providing for secure access to authorized MCO and DHHS staff to project plans,
documentation, issues tracking, deliverables, and other project related artifacts.
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24.3, Ownership and Access to Systems and Data

24.3.1. All data accumulated as part of this program shall remain the property of DHHS and
upon termination of the Agreement the data will be electronically transmitted to
DHHS in the media format and schedule prescribed by DHHS, and affirmatively and
securely destroyed if required by DHHS.

24.4. Rccord.s Retention

24.4.1. The MOD shall retain, preserve, and make available upon request all records relating
to the performance of its obligations under the Agreement, including paper and
electronic claim forms, for a period of not less than seven (7) years from the date of
termination of this Agreement. Records involving matters that are the subject of
litigation shall be retained for a period of not less Aan seven (7) years following the
termination of litigation. Certified protected electronic copies of the documents
contemplated herein may be substituted for the originals with the prior written
consent'of DHHS, if DHHS approves the electronic imaging procedures as reliable
and supported by an effective retrieval system.

24.4.2. Upon expiration of the seven (7) year retention period and upon request, the subject
records must be transferred to DHHS' possession. No records shall be destroyed or
otherwise disposed of without the prior written consent of DHHS.

-24.5. MCIS Requirements

24.5.1. The MCO shall have a comprehensive, automated, and integrated Managed Care
Information System (MCIS) that is capable of meeting the requirements listed below
and throughout this Agreement and for providing all of the data and information
necessary for DHHS to meet federal Medicaid reporting and information regulations.

24.5.2. All subcontractors shall meet the same standards, as described in this Section 24, as
the MCO. The MCO shall be held responsible for errors or noncompliance resulting
from the action of a subcontractor with respect to its provided functions.

24.5.3. Specific functionality related to the above shall include, but is not limited to, the
following:

24.5.3.1. The MCIS membership management system must have the capability to
receive, update, and maintain New Hampshire's membership files consistent
with information provided by DHHS.

24.5.3.2. The MCIS shall have the capability to provide daily updates of membership
information to sub-contractors or providers with responsibility for processing
claims or authorizing services based on membership information.
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24.5.3.3. The MClS' provider file must be maintained with detailed information on
each provider sufficient to support provider enrollment and payment and also
meet DHHS* reporting and encounter data requirements.

24.5.3.4. The MCIS' claims processing system shall have the capability to process
claims consistent with timeliness and accuracy requirements of a federal
MMIS system.

24.5.3.5. The MCIS' Services Authorizalion system shall be integrated with the claims

processing system.

24.5.3.6. The MCIS shall be able to maintain its claims history with sufficient detail to
meet all DHHS reporting and encounter requirements.

24.5.3.7. The MCIS' credentialing system shall have the capability to store and report
on provider specific data sufficient to meet the provider credentialing
requirements, Quality Management, and Utilization Management Program
Requirements.

24.5.3.8. The MCIS shall be bi-directionally linked to the other operational systems
maintained by DHHS, in order to ensure that data captured in encounter
records accurately matches data in member, provider, claims and
authorization files, and in order to enable encounter data to be utilized for
member profiling, provider profiling, claims validation, fraud, waste and
abuse monitoring activities, and any other research and reporting purposes
defined by DHHS.

24.5.3.9. The encounter data system shall have a mechanism in place to receive,
process, and store the required data.

24.5.3.10. The MCO system shall be compliant with the requirements of HIPAA, y
including privacy, security, National Provider Identifier (NPI), and transaction
processing, including being able to process electronic data interchange
transactions in the Accredited Standards Committee (ASC) 5010 format. This
also includes IRS Pub 1075 where applicable.

24.5.4. MCIS capability shall include, but not be limited to the following:

24.5.4.1. Provider network connectivity to Electronic Data Interchange (EDI) and
provider portal systems;

24.5.4.2. Documented scheduled down time and maintenance windows as agreed upon
with DHHS for externally accessible systems, including telephony, web,
Interactive Voice Response (fVR), EDI, and online reporting;
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24.5.4.3. DHHS on-line web access to applications and data required by the State to
utilize agreed upon workflows, processes, and procedures (approved by the
State) to access, analyze, or utilize data captured in the MCO system(s) and to
perfonn appropriate reporting and operational activities;

24.5.4.4. DHHS access to user acceptance test environment for externally accessible
systems including websites and secure portals;

24.5.4.5. Documented instructions and user manuals for each component; and

24.5.4.6. Secure access.

24.5.5. MClS Up-time

24.5.5.1. Externally accessible systems, including telephony, web, IVR, EDI, and
•  online reporting shall be available twenty-four (24) hours per day, seven (7)

days per week, three-hundred-sixty-five (365) days per year, except for
scheduled maintenance upon noti^catioh of and pre-approval by DHHS.
Maintenance period cannot exceed four (4) consecutive hours without prior
DHHS approval.

24.5.5.2. MCO shall provide redundant telecommunication backups and ensure that
interrupted transmissions will result in immediate failover to redundant
communications path as well as guarantee data transmission is complete,
accurate and fully synchronized with operational systems.

24.5.6. Systems operations and support shall include, but not be limited to the following;

24.5.6.1. On-call procedures and contacts

24.5.6.2. Job scheduling and failure notification documentation

24.5.6.3. Secure (encrypted) data transmission and storage methodology

,24.5.6.4. Interface acknowledgements and error reporting

24.5.6.5. Technical issue escalation procedures

24.5.6.6. Business and member notification

24.5.6.7. Change control management

24.5.6.8. Assistance with User Acceptance Testing (UAT) and implementation
coordination
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24.5.6.9. Documented data interface specifications - data imported and extracts
exported including database mapping specifications.

24.5.6.10. Disaster Recovery and Business Continuity Plan

24.5.6.11. Joumaling and internal backup procedures. Facility for storage MUST be
class 3 compliant.

24.5.6.12. Communication and Escalation Plan that fully outlines the steps necessary to
perform notification and monitoring of events including all appropriate

'  contacts and timeframes for resolution by severity of the event.

24.5.7. The MCO shall be responsible for implementing and maintaining necessary
telecommunications and network infrastructure to support the MCIS and will provide:

24.5.7.1. Network diagram that fully defines the topology of the MCO's network.

24.5.7.2. State/MCO connectivity

24.5.7.3. Any MCO/subcontracior locations requiring MCIS access/support

24.5.7.4. Web access for DHHS staff, providers and recipients

24.5.8. Data transmissions from DHHS to the MCO will include, but not be limited to the

following:

24.5.8.1. Provider Extract (Daily)

24.5.8.2. Recipient Eligibility Extract (Daily)

24.5.8.3. Recipient Eligibility Audit/Roster (Monthly)

24.5.8.4. Medical and Pharmacy Service Authorizations (Daily)

24.5.8.5. Commercial and Medical Third Party Coverage (Daily)

24.5.8.6. Claims History (Bl-Weekly)

24.5.8.7. Capitation payment data

24.5.9. Data transmissions fixim the MCO to DHHS shall include but not be limited to:

24.5.9.1. Member Demographic changes (Daily)

24.5.9.2. MCO Provider Network Data (Daily)
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24.5.9.3. Medical and Pharmacy Service Authorizations (Daily)

24.5.9.4. Beneficiary Encounter Data including paid, denied, adjustment transactions by
pay period (Weekly)

24.5.9.5. Financial Transacrion Data

24.5.9.6. Updates to Third Party Coverage Data (Weekly)

24.5.9.7. Behavioral Health Certification Data (Monthly)

24.5.10.The MOO shall provide DHHS staff with access to timely and complete data:

24.5.10.1. All exchanges of data between the MCO and DHHS shall be in a format, file
record layout, and scheduled as prescribed by DHHS.

24.5.10.2. The MCO shall work collaboratively with DHHS, DHHS* MMIS fiscal agent,
the New Hampshire Department oflnformation Technology, and other
interfacing entities to implement effectively the requisite exchanges of data
necessary to support the requirements of this Agreement.

24.5.10.3. The MCO shall implement the necessary telecommunication infrastructure to
support the MCIS and shall provide DHHS with a network diagram depicting
the MCO's communications infrastructure, including but not limited to
connectivity between DHHS and the MCO, including any MCO/subcontractor
locations supporting the New Hampshire program.

24.5.10.4. The MCO shall utilize data extract, transformation, and load (ETL) or similar
methods for data conversion and data interface handling, that, to the
maximum extent possible, automate the ETL processes, and that provide for
source to target or source to specification mappings, all business rules and
transformations where applied, summary and detailed counts, and any data
that cannot be loaded.

24.5.10.5. The MCO shall provide support to DHHS and its fiscal agent to prove the
validity, integrity and reconciliation of its data, including encounter data

24.5.10.6. The MCO shall be responsible for correcting data extract errors in a timeline
set forth by DHHS as outlined within this document (24.2.1.8).

24.5.10.7. Access shall be secure and data shall be encrypted in accordance with HIPAA
regulations and any other applicable state and federal law.

24.5.10.8. Secure access shall be managed via passwords/pins/and any operational
methods used to gain access as well as maintain audit logs of all usen access
to the system.
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24.5.1 l.The MCIS shall include web access for use by and support to enrolled providers and
members. The services shall be provided at no cost to the provider or members. All
costs associated with the development, security, and .maintenance of these websites
shall be the responsibility of the MCO.

24.5.11.1. The MCO shall create.secure web access for Medicaid providers and members
and authorized DHHS staff to access case-specific information.

24.5.11.2. The MCO shall manage provider and member access to the system, providing
for the applicable secure access management, password, and PIN
communication, and operational services necessary, to assist providers and
members with gaining access and utilizing the web portal.

24.5.11.3. Providers will have the ability to electronically submit service authorization
requests and access and utilize other utilization management tools.

24.5.11.4. Providers and members shall have the ability to download and print any
needed Medicaid MCO program forms and other information.

24.5.11.5. Providers shall have an option to e-prescribe as an option without electronic
medical records or hand held devices.

24.5.11.6. MCO shall support provider requests and receive general program information
with contact information for phone numbers, mailing, and e-mail address(es).

24.5.11.7. Providers shall have^access to drug information.

24.5.11.8. The website shall provide an e-mail link to the MCO to allow providers and
members or other interested parties to e-mail inquiries or comments. This
website shall provide a link to the State's Medicaid website.

24.5. II.9. The website shall be secure and HfPAA compliant in order to ensure the
protection of Protected Health Information and Medicaid recipient
confidentiality. Access shall be limited to verified users via passwords and
any other available industry standards. Audit logs must be maintained
reflecting access to the system and random audits will be conducted.

24.5.11.10.The MCO shall have this system available no later than the Program Start.
Date.

24.5.11.11 .Support Performance Standards shall include:

24.5.11.11.1.Email inquiries-one (I) business day response

24.5.11.11.2.Ncw information posted within one (I) business day of receipt

24.5.11.11.3.Rouiine maintenance
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24.5.11.11.4.Slandard reports regarding portal usage such as hits per month by
providers/members, number, and types of inquiries and requests, and
email response statistics as well as maintenance reports.

24.5.11.11 .S.Websile user interfaces shall be ADA compliant with Section 508 of
the Rehabilitation Act and support all major browsers (i.e. Chrome^
Internet Explorer, Firefox, Safari, etc.). If user does not have
ccmpliani browser, MCO must redirect user to site to install
appropriate browser.

'

24.5.l2.Critical systems within the MCIS support the delivery of critical medical services to
members and reimbursement to providers. As such, contingency plans shall be
developed and tested to ensure continuous operation of the MCIS.

24.5.12.1. The MCO shall host the MCIS at the MCO's data center, and provide for
adequate redundancy, disaster recovery, and business continuity such that in
the event of any catastrophic incident, system availability is restored to New
Hampshire within twenty-four (24) hours of incident onset.

24.5.12.2. The MCO shall ensure that the New Hampshire PHI data, data processing, and
data repositories are securely segregated from any other account or project,
and that MCIS is under appropriate configuration management and change
management processes and subject to DHHS notification requirements as
defmed in Section 24.5.13.

24.5.12.3. The MCO shall manage all processes related to properly archiving and
processing files including maintaining logs and appropriate history files that
reflect the source, type and user associated with a transaction. Archiving
processes shall not modify the data composition of DHHS* records, and
archived data shall be retrievable at the request of DHHS. Archiving shall be
conducted at intervals agreed upon between the MCO and DHHS.

24.5.12.4. The MCIS shall be able to accept, process, and generate HIPAA compliant
electronic transactions as requested, transmitted between providers, provider
billing agents/clearing houses, or DHHS and the MCO. Audit logs of
activities will be maintained and periodically reviewed to ensure compliance
with security and access rights granted to users.

24.5.12.5. Thirty (30) calendar days prior to the beginning of each State Fiscal Year, the
MCO shall submit the following documents and corresponding checklists for
DHHS* review and approval:

24.5.12.5.1.Disaster Recovery Plan

24.5.12.5.2.Business Continuity Plan

24.5.12.5.3.Security Plan
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24.5.l2.5.4.The MCO shall provide the following documents. If after the original
documents are submitted the MCO modifies any of them, the revised
documents and corresponding checklists shall be submitted to DHHS
for review and approval:

a. Risk Management Plan

b. Systems Quality Assurance Plan

c. Confirmation of 5010 compliance and Companion Guides

d. Confirmation of compliance with IRS Publication 1075

e. Approach to implementation of ICD-IO and ultimate compliance

24.5.l3.Management of changes to the MCIS is critical to ensure uninterrupted functioning
of the MCIS. The following elements shall be part of the change management
process:

24.5.13.1. The complete system shall have proper configuration management/change
management in place (to be reviewed and approved by DHHS). The MCO
system shall be configurable to support timely changes to benefit enrollment
and benefit coverage or other such changes.

24.5.13.2. The MCO shall provide DHHS with written notice of major systems changes
and implementations no later than ninety (90) calendar days prior to the
planned change or implementation, including any changes relating to
subcontractors, and specifically identifying any change impact to the data
interfaces or transaction exchanges between the MCO and DHHS and/or the
fiscal agent. DHHS retains the right to modify or waive the notification
requirement contingent upon the nature of the request from the MCO.

24.5.13.3. The MCO shall provide DHHS with updates to the MCIS organizational chart
and the description of MCIS responsibilities at least thirty (30) calendar days
prior to the effective date of the change, except where personnel changes were
not foreseeable in such period, in which case notice shall be given within at
least one (1) business day. The MCO shall provide DHHS with official points
of contact for MCIS issues on an ongoing basis.

24.5.13.4. A New Hampshire program centralized electronic repository shall be provided
that will allow full access to project documents, including but not limited to
project plans, documentation, issue tracking, deliverables, and any project
artifacts. All items shall be turned over to DHHS upon request.
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24.5.13.5. The MCO shall ensure appropriate testing is done for all system changes.
MCO shall also provide a test system for DHHS to monitor changes in
externally facing applications (i.e. NH websites). This test site shall contain no
actual PHI data of any member.

24.5.13.6. The MCO shall make timely changes or defect fixes to data interfaces and
execute testing with DHHS and other applicable entities to validate the
integrity of the interface changes.

24.5.14.DHHS, or its agent, may conduct a Systems Readiness Review to validate the
MCO's ability to meet the MCIS requirements.

24.5.14.1. The System Readiness Review may include a desk review and/or an onsite
review.

24.5.14.2. If DHHS determines that it is necessary to conduct an onsite review, the MCO
shall be responsible for all reasonable travel costs associated with such onsite
reviews for at least two (2) staff from DHHS. For purposes of this section,
"reasonable travel costs" include airfare, lodging, meals, car rental and fuel,
taxi, mileage, parking, and other incidental travel expenses incurred by DHHS
or its audiorized agent in connection with the onsite reviews.

24.5.14.3. If for any reason the MCO does not fully meet the MCIS requirements, the
MCO shall, upon request by DHHS, either correct such deficiency or submit
to DHHS a Corrective Action Plan and Risk Mitigation Plan to address such
deficiency. Immediately upon identifying a deficiency, DHHS may impose
contractual remedies according to the severity of the deficiency.

24.5.15.Systems enhancements developed specifically, and data accumulated, as part of the
New Hampshire Care Management program remain the property of the State of New
Hampshire.

24.5.15.1. Source code developed for this program shall remain the property of the
vendor but will be held in escrow.

24.5.15.2. All data accumulated as part of this program shall remain the property of
DHHS and upon termination of the Agreement the data shall be electronically
transmitted to DHHS in a format and schedule prescribed by DHHS.

24.5.15.3. The MCO shall not destroy or purge DHHS' data unless directed to or agreed
to in writing by DHHS. The MCO shall archive data only on a schedule
agreed upon by DHHS and the data archive process shall not modify the data
composition of the source records. All DHHS archived data shall be
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retrievable for review and or reporting by DHHS in the timeframe set forth by
DHHS.

24.5.16.The MCO shall provide DHHS with system reporting capabilities that shall include
access to pre-designed and agreed upon scheduled reports, as well as the ability to
execute ad-hoc queries to support DHHS data and information needs. DHHS
acknowledges the MCO's obligations to appropriately protect data and system
performance, and the parties agree to work together to ensure DHHS information
needs can be met while minimizing risk and impact to the MCO's systems.

24.5.17.Quality of Service (QOS) Metrics:

24.5.17.1. System Integrity: The system shall ensure that both user and provider portal
design, and implementation is in accordance with Federal, standards,
regulations and guidelines related to security, confidentiality and auditing (e.g.
HIPAA Privacy and Security Rules, National Institute of Security and
Technology).

24.5.17.2. The security of the care management processing system must minimally
provide the following three types of controls to maintain data integrity that
directly impacts QOS . These controls shall be in place at all appropriate
points of processing:

24.5.17.2.1.Preventive Controls: controls designed to prevent errors and
unauthorized events from occurring.

24.5.17.2.2.Detec,tive Controls: controls designed to identify errors and
unauthorized transactions that have occurred in the system.

24.5.17.2.3.CorTective Controls: controls to ensure that the problems identified by
the detective controls are corrected.

24.5.17.2.4.System Administration: Ability to comply with HIPAA, ADA, and
other federal and state regulations, and perform in accordance with
Agreement terms and conditions. Provide a flexible solution to
effectively meet the requirements of upcoming HIPAA regulations and
other national standards development. The system must accommodate
changes with global impacts (e.g., implementation of ICD-IO-CM
diagnosis and procedure codes, eHR, e-Prescribe) as well as new
transactions at no additional cost.
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25. Data Reporting
25.1. General Provisions

25.1.1. The MOO shall make all collected data available to DHHS upon request and upon the
request of CMS [42 CFR 438.242(b)(4)].

25.1.2. The MCO shall maintain a health information system that collects, analyzes,
integrates, and reports data. The system shall provide information on areas including,
but not limited to, utilization, grievances and appeals, and disenrollment for other
than loss of Medicaid eligibility [42 CFR 438.242(a)].

25.1.3. The MCO shall collect data on member and provider characteristics as specified by
DHHS and on services furnished to members through a MCIS system or other
methods as may be specified by DHHS [42 CFR 438.242(b)(2)].

25.1.4. The MCO shall ensure that data received from providers are accurate and complete
by:

25.1.4.1. Verifying the accuracy and timeliness of reported data;

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

25.1.4.3. Collecting service information in standardized formats to the extent feasible
and appropriate [42 CFR 438.242(b)(3)].

25.2. Encounter Data

25.2.1. The MCO shall submit encounter data in the format and content, timeliness,
completeness, and accuracy as specified by the DHHS and in accordance with
timelines, completeness, and accuracy standards as established by DHHS.

25.2.2. All encouriter data shall remain the property of DHHS and DHHS retains the right to
use it for any purpose it deems necessary.

25.2.2.1. The MCO shall provide support to DHHS to substantiate the validity, integrity
and reconciliation of DHHS reports that utilize the MCO encounter data.

25.2.3. Submission of encounter data to DHHS does not eliminate the MCO's responsibility
under state statute to submit member and claims data to the Comprehensive
Healthcare Information System [NH RSA 420-G: 1,1 U. (a)]

25.2.4. The MCO shall ensure that encounter records are consistent with the DHHS
requirements and all applicable state and federal laws.
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25.2.5. MCO encounters shall include all adjudicated claims, including paid, denied, and
adjust^ claims.

25.2.6. The MCO shall use appropriate member identifiers as defined by DHHS.

25.2.7. The MCO shall maintain a record of both servicing and billing information in its
encounter records.

25.2.8. The MCO shall also use appropriate provider identifiers for encounter records as
directed by DHHS.

25.2.9. The MCO shall have a computer and data processing system sufficient to accurately
produce the data, reports, and encounter record set in formats and timelines
prescribed by DHHS as defined in this Agreement.

\

25.2.10.The system shall be capable of following or tracing an encounter within its system
using a unique encounter record identification number for each encounter.

25.2.1 l.The MCO shall collect service information in the federally mandated HIPAA
transaction formats and code sets, and submit these data in a standardized format
approved by DHHS. The MCO shall make all collected data available to DHHS after
it is tested for compliance, accuracy, completeness, logic, and consistency.

25.2.12.The MCO's systems that are required to use or otherwise contain the applicable data
type shall conform with current and future HIPAA-based standard code sets; the
processes through which the data arc generated shall conform to the same standards:

25.2.12.1. Health Care Common Procedure Coding System (HCPCS)

25.2.12.2. CPT codes

25.2.12.3. International Classification of Diseases, 9th revision, Clinical Modification
ICD-9-CM Volumes 1 & 2 (diagnosis codes) is maintained by the National
Center for Health Statistics, Centers for Disease Control (CDC) within the
U.S. Department of Health and Human Services (HHS).

25.2.12.4. International Classification of Diseases, 9th revision. Clinical Modification
ICD-9-CM Volume 3 (procedures) is maintained by CMS and is used to
report procedures for inpatient hospital services.
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25.2.12.5. Intemational Classification of Diseases, 10th revision, Clinical Modification
ICD-IO-CM is the new diagnosis coding system that was developed as a
replacement for ICD-9-CM, Volume 1 & 2. International Classification of
Diseases, 10th revision. Procedure Coding System ICD-IO-PCS is the new
procedure coding system that was developed as a replacement for 1CD-9-CM,
volume 3. The compliance date for ICD-IO-CM for diagnoses and ICD-10-

k  PCS for inpatient hospital procedures is October 1, 2015.

25.2.12.6. National Drug Codes (NDC): The NDC is a code set that identifies the vendor
(manufacturer), product and package size of all drugs and biologies
recognized by the Federal Drug Administration (FDA), It is maintained and
distributed by HHS, in collaboration with drug manufacturers.

25.2.12.7. Code on Dental Procedures and Nomenclature (CDT): The CDT is the code
set for dental services. It is maintained and distributed by the American Dental
Association (ADA).

25.2.12.8. Place of Service Codes are two-digit codes placed on health care professional
claims to indicate the setting in which a service was provided. CMS maintains
point of service (POS) codes used throughout the health care industry.

25.2.12.9. Claim Adjustment Reason Codes (CARC) explain why a claim payment is
reduced. Each CARC is paired with a dollar amount, to reflect the amount of
the specific reduction, and a Group Code, to specify whether the reduction is
the responsibility of the provider or the patient when other insurance is
involved.

25.2.12.10.Reason and Remark Codes (RARC) are used when other insurance denial
information is submitted to the Medicaid Management Information System
(MMIS) using standard codes defined and maintained by CMS and the
National Council for Prescription Drug Programs (NCPDP).

25.2.13.All MCO encounters shall be submitted electronically to DHHS or the State's fiscal
agent in the standard HIPAA transaction formats, namely the ANSI XI2N 837
transaction formats (P - Professional and I t Institutional) and, for pharmacy services,
in the NCPDP format.

25.2.14.All MCO encounters shall be submitted with MCO paid amount, or FFS equivalent,
and as applicable the Medicare,paid amount, other insurance paid amount and
expected member co-payment amount.

25.2.15.The MCO shall continually provide up to date documentation of payment methods
used for all types of services by date of use of said methods.
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25.2.16.The MCO shall continually provide up to date documentation of claim adjustment
methods used for all types of claims by date of use of said methods.

25.2.17.Thc MGO shall collect, and submit to the State's fiscal agent, member service level
encounter data for all covered services. The MCO shall be held responsible for errors
or non-compliance resulting from its own actions or the actions of an agent
authorized to act on its behalf.

25.2.18.The MCO shall conform to all current and future HlPAA-compliant standards for
information exchange. Batch and Online Transaction Types are as follows:

25.2.18.1. Batch transaction types

25.2.18.1.1.ASC X12N 820 Premium PaymentTransaction

25.2.18.1.2.ASC X12N 834 Enrollment and Audit Transaction

25.2.18.1.3.ASC X12N 835 Claims Payment Remittance Advice Transaction

25.2. IS.1,4.ASC X12N 837! Institutional Claim/Encounter Transaction

25.2.18.1.5.ASC XI2N 837P Professional Claim/Encounter Transaction

25.2.18.1.6.ASC XI2N 837D Dental Claim/Encounter Transaction

25.2.18.1.7.NCPDP D.O Pharmacy Claim/Encounter Transaction

252.18.2. Online transaction types

25.2.18.2.1.ASC X12N 270/271 Eligibility/Benefit Inquiry/Response

25.2.18.2.2.ASC X12N276 Claims Status Inquiry

25.2.18.2.3.ASC XI2N 277 Claims Status Response

25.2.18.2.4.ASC X12N 278/279 Utilization Review Inquiry/Response

25.2.18.2.5.NCPDP D.O Pharmacy Claim/Encounter Transaction

25.2.19.Submitted encounter data shall include all elements specified by DHHS including,
but not limited to, those specified in Exhibit N and detailed in the Medicaid
Encounter Submission Guidelines.

25.2.20.The MCO shall use the procedure codes, diagnosis codes, and other codes as directed
by DHHS for reporting Encounters and fee- for-servlce claims. Any exceptions will
be considered on a code-by-code basis after DHHS receives written notice from the
MCO requesting an exception. The MCO shall also use the provider identifiers as
directed by DHHS for both Encounter and fee-for-service claims submissions, as
applicable.
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25.2.21.The MCO shall provide as a supplement to the encounter data submission a member
file, which shall contain appropriate member identification numbers, the primary care
provider assignment of each member, and the group affiliation of the primary care
provider.

25.2.22.The MCO shall submit complete encounter data in the appropriate HIPAA-compliant
formats regardless of the claim submission method (hard copy paper, proprietary
formats, EDI, DDE).

25.2.23.The MCO shall assign staff to participate in encounter technical work group
meetings as directed by DHHS.

25.2.24.The MCO shall provide complete and accurate encounters to DHHS. The MCO shall
implement review procedures to validate encounter data submitted by providers. The
MCO shall meet the following standards:

25.2.24.1. Completeness
j

25.2.24.1.l.The MCO shall submit encounters that represent at least ninety-nine
percent (99%) of the covered services provided by the MCO's network
and non-network providers. All data submitted by the providers to the
MCO shall be included in the encounter submissions.

25.2.24.2. Accuracy

25.2.24.2.1.Transaction type (X12): Ninety-eight percent (98%) ofthe records in
an MCO's encounter batch submission shall pass X12 EDI compliance
edits and the MMIS threshold and repairable compliance edits.

25.2.24.2.2.Transaction type (NCPDP): Ninety-eight percent (98%) ofthe records
in an MCO's encounter batch submission shall pass NCPDP
compliance edits and the pharmacy benefits system threshold and
repairable compliance edits. The NCPDP compliance edits are
described in the NCPDP.

25.2.24.2.3.0ne-hundred percent (100%) of member identification numbers shall
be accurate and valid.

25.2.24.2.4.Ninety-eight percent (98%) of servicing provider information will be
accurate and valid.

25.2.24.2.5.Ninety-eight percent (98%) of member address information shall be
accurate and valid.
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25.2.24.3. Timeliness

25.2.24.3.1,Encounter data shall be submitted weekly, within five (5) business
days of the end of each weekly period and within thirty (30) calendar
days of claim payment. All encounters shall be submitted, both paid
and .denied claims. The paid claims shall include the MCO paid
amount.

25.2.24.3.2.The MCO shall be subject to remedies as specified in Section 34 for
failure to timely submit encounter data, in accordance with the
accuracy standards established in this Agreement.

25.2.24.4. Error Resolution

25.2.24.4.1.For all historical encounters submitted af^er the submission start date,
if DHHS or its fiscal agent notifies the MCO of encounters failing X12
EDI compliance edits or MMIS threshold and repairable compliance
edits, the MCO shall remediate all related encounters within forty-five
(45) calendar days affer such notice. For all ongoing claim encounters
submitted after the submission start date, if DHHS or its fiscal agent
notifies the MCO of encounters failing X12 EDI compliance edits or
MMIS threshold and repairable compliance edits, the MCO shall
remediate all such encounters within fifteen (15) calendar days after
such notice. If the MCO fails to do so, DHHS will require a
Corrective Action Plan and assess liquidated damages as described in
Section 34. MCO shall not be held accountable for issues or delays
directly caused by or as a direct result of the changes to MMIS by
DHHS.

25.2.24.4.2.A11 sub-contracts with providers or other vendors of service shall have
provisions requiring that encounter records are reported or submitted
in an accurate and timely fashion.

25-.2.24.5. Survival

25.2.24.5.l.All encounter data accumulated as part of this program shall remain
the property of DHHS and upon termination of the Agreement the data
shall be electronically transmitted to DHHS in a format and schedule
prescribed by DHHS.

25.3. Data Certification ,

25.3.1. All data submitted to DHHS by the MCO shall be certified by one of the following:

25.3.1.1. The MCO's Chief Executive Officer;

25.3.1.2. The MCO's Chief Financial Officer; or
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25.3.1.3. An individual who has delegated authority to sign for, and who reports
directly to, the MCO's Chief Executive Officer or Chief Financial Officer.

, 25.3.2. The data that shall be certified include, but are not limited to, all dbcummts specified
by DHHS, enrollment information, encounter data, and other information contained
in contracts, proposals. The certification shall attest to, based on best knowledge,
information, and belief, the accuracy, completeness and truthfulness of the documents
and data. The MCC shall submit the certification concurrently with the certified data
and documents [42 CFR 438.604; 42 CFR 438.606].

25.4. Data System Support for QAPI

25.4.1. The MCO shall have a data collection, processing, and reporting system sufficient to
support the QAPI requirements described in Section 21. The system shall be able to
support QAPI monitoring and evaluation activities, including the monitoring and
evaluation of the quality of clinical care provided, periodic evaluation of MCO
providers, member feedback on QAPI activity, and.maintenance and use of medical
records used in QAPI activities.

25.5. Data Requirements for CFl Waiver Program

25.5.1. The MCO shall have a data collection, processing, and reporting system sufficient to
support the reporting requirements described in New Hampshire's borne and
community-based care 1915(c) waivers and applicable federal and state statutes and
rules. The reporting system shall be able to support and provide data needed for the
Annual Report on Home and Community-Based Services Waivers (CMS Form
HCFA-372(S)) each reporting period or lag reporting period, which Includes but not
limited to:

25.5.1.1. The unduplicated number of persons who participated in the waiver during the
waiver year;

25.5.1.2. The total expenditures for waiver services;

25.5.1.3. The number of participants who utilized each waiver service;

25.5.1.4. The amount expended for each waiver service and for all waiver services in
total;

25.5.1.5. The average aiinual per participant expenditures for waiver service;

25.5.1.6. The total number of days of waiver coverage for all waiver participants and
the average length of stay (ALOS) on the waiver,

25.5.1.7. Expenditures under the Medicaid State Plan for non-waiver services
(including expanded EPSDT services when the waiver serves children) that
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were made on behalf of waiver participants and average per participant
expenditures for such services (based on the number of participants who
utilized such services);

25.5.1.8. Information about the impact of the waiver on the health and welfare of
waiver participants;

25.5.1.9. Total number of members who utilized nursing facility services;

25.5.1.10. Total expenditures for the members identified in 25.5.1.9, broken out by
waiver, institutional and acute care expenditures;

25.5. i. 1). The average expenditure per member, broken out by waiver, non-waiver and
total expenditures;

25.5.1.12. The total number of days of nursing long term care coverage for the members
identified in 25.5.1.9; and

25.5.1.13. Measures in Exhibit O.
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26. Fraud Waste and Abuse

26.1. Program IntCj^rity Plan

26.I.I. The MCO shall have a Program Integrity Plan in place that has been approved by
DHHS and that shall include, at a minimum, the establishment and implementation of
internal controls, policies, and procedures to prevent, detect, and deter fraud, waste,
and abuse. The MCO is expected to be familiar with, comply with, and require
compliance with, all stale and federal regulations related to Medicaid Program
Integrity, whether or not those regulations are listed herein, and as required in
accordance with 42 CFR455, 42 CFR456,42 CFR438,42 CFR 1000 through 1008,
and Section 1902(a)(68) of the Social Security Act.

26.1.1.1. The MCO shall retain all data, information, and documentation described in
42 CFR 438.604, 438.606,438.608, and 438.610 for period no less than ten
(10) years.

26.1.1.2. Fraud, waste and abuse investigations are targeted reviews of a provider or
member in which there is a reason to believe that the provider or member are
not properly delivering services or not properly billing for services. Cases
which would be considered investigations are as follows, but not limited to:

26.1.1.2.1. reviewof instances which may range from outliers identified through
data mining;

26.1.1.2.2. pervasive or persistent findings of routine audits to specific allegations
that involve or appear to involve intentional misrepresentation in an
effort to receive an improper payment;

26.1.1.2.3. notification of potential fraud, waste, and abuse throu^ member
verification of services, or complaint filed; and.

26.1.1.2.4. any reviews as defined by CMS as fraud,^waste, and abuse
investigation.

26.1.1.3. Routine claims audits are random reviews conducted for the purpose of
verifying provider compliance with contractual requirements including, but
not limited to, quality standards, reimbursement guidelines, and/or medical
policies.

26.2. Fraud, Waste and Abuse Prevention Procedures

26.2.1.'The MCO shall have administrative and management arrangements or procedures,
and a mandatory compliance plan, that are designed to guard against fraud, waste and
abuse. The MCO procedures shall include, at a minimum, the following:
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26.2.1.1. Written policies, procedures, and standards of conduct that articulate the
MCO's commitment to comply with all applicable federal and State standards;

26.2.1.2. The designation of a compliance officer and a compliance committee that are
accountable to senior management;

26.2.1.3. Effective training and education for the compliance officer and the MCO's
employees;

26.2.1.4. Effective lines of communication between the compliance officer and the
MCO's employees;

26.2.1.5. Enforcement of standards through well-publicized disciplinary guidelines;

26.2.1.6. Provisions for internal monitoring and auditing;

26.2.1.7. Provisions for the MCO's suspension of payments to a network provider for
which the State determines there is a credible allegation of fraud in
accordance with § 455.23; and

26.2.1.8. Provisions, for prompt response to detected offenses, and for development of
corrective action initiatives relating to the MCO's Agreement [42 CFR
438.608(a) and (b)]

26.2.2. The MCO shall establish a Program Integrity Unit within the MCO comprise of:

26.2.2.1. Experienced Fraud, Waste and Abuse reviewers who have the appropriate
training, education, experience, and job knowledge to perform and carry out
all of the functions, requirements, roles and duties contained herein; and

26.2.2.2. An experienced Fraud, Waste, and Abuse Coordinator who is qualified by
having appropriate background, training, education, and experience in health
care provider fraud, waste and abuse.

26.2.3. .This unit shall have the primary purpose of preventing, detecting, investigating and
reporting suspected Fraud, Waste and Abuse that may be committed by providers that
are paid by the MCO and/or their subcontractors. The MCO Program Integrity Plan
shall also include the prevention, detection, investigation and reporting of suspected
fraud by the MCO, the MCO's employees, subcontractors, subcontractor's
employees, or any other third parties with whom the MCO contracts. The MCO shall
refer all suspected provider fraud to the DHHS Program Integrity Unit upon
discovery. The MCO shall refer all suspected member fraud to DHHS Special
Investigations Unit.

26.3. Reporting
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26.3.1. The MCO shall promptly report provider fraud, waste and abuse information to
DHHS' Program Integrity Unit, which is responsible for such reporting to federal
oversight agencies pursuant to [42 CFR 455.1(a)(1) and 42 CFR438.608].

26.3.1.1. The MCO shall perform a preliminary investigation of all incidents of
suspected fraud, waste and abuse internally. The MCO shall not take any of
the following actions as they specifically relate to claims involved with the
investigation unless prior written approval is obtained from DHHS' Program
integrity Unit, utilizing the MCO Request to Open Investigation form;

26.3.1.1.1. Contact the subject of the investigation about any matters related to the
investigation, either in person, verbally or in writing, hardcopy, or
electronic;

26.3.1.1.2. Enter into or attempt to negotiate any settlement or agreement
regarding the incident; or

26.3.1.1.3. Accept any monetary or other thing of valuable consideration offered
by the subject of the investigation in connection with the incident

26.3.2. The MCO shall promptly report to DHHS' Division of Client Services all information
about changes in an enrollee's circumstances that may affect the enrollee's eligibility
including but not limited to:

26.3.2.1. Changes in the enrollee's residence; and

26.3.2.2. Death of an enrollee.

26.3.3. The MCO shall promptly report to DHHS' Office of Medicaid Services and the
Program Integrity Unit all changes in a network provider's circumstances that may
affect the network provider's eligibility to participate in the managed care program,
including the termination of the provider agreement with the MCO.

26.3.4. The MCO shall provide full and complete information on the identity of each person
or corporation with an ownership or controlling interest (five (5) percent or greater) in
the MCO, or any sub-contractor in which the MCO has a five percent (5%) or greater
ownership interest [42 CFR 438.608(c)(2)].

26.3.5. [Intentionally left blank.]

26.3.6. The MCO shall provide written disclosure of any prohibited affiliation under
§438.610 and as described in subparagraph 4.3.2 of this Agreement [42 CFR
438.608(c)(l)].The MCO shall not knowingly be owned by, hire or contract with an
individual who has been debarred, suspended, or otherwise excluded from
participating in federal procurement activities or has an employment, consulting, or
other Agreement with a debarred individual for the provision of items and service
that are related to the entity's contractual obligation with the State.
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26.3.7. As an integral part of the Program Integrity function, and in accordance with 42 CFR
455,42 CFR 456, and 42 CFR 438, the MCO shall provide DHHS or its designee real
time access to all of the MCO electronic encounter and claims data from the MCO's
current claims reporting system. The MCO shall provide DHHS with the capability to
access accurate, timely, and complete data as specified in section 24.5.16.

26.3.7.1. MCOs shall provide any additional data access upon written request from
DHHS for any potential fraud, waste, or abuse investigation or for MCO
oversight review. The additional access shall be provider within 3 business
days of the request.

26.3.8. The MCO shall make claims and encounter data available to DHHS (and other State
staff) using a reporting system that is compatible with DHHS' system(s).

26.3.9. The MCO, their subcontractors, their contracted providers, their subcontractor's
providers, and any subcontractor's subcontractor's providers shall cooperate fully
with Federal and State agencies and contractors in any program integrity related
investigations and subsequent legal actions. The MCO, their subcontractors and their
contracted providers, subcontractor's providers, and any subcontractor's
subcontractor's providers shall, upon written request and as required by this
Agreement or state and/or federal law, make available any and all administrative,
financial and medical records relating to the delivery of items or services for which
MCO monies are expended. In addition, and as required by this Agreement or state
and/or federal law, such agencies shall, also be allowed access to the place of
business and to all MCO records of any contractor, their subcontractor or their
contracted provider, subcontractor's providers, and any subcontractor's
subcontractor's providers.

26.3.9.1. The MCO is responsible for program integrity oversight of its subcontractors.
In accordance with federal regulations, CMS requires MCO contracts to
contain provisions giving states' Program Integrity Units audit and access
authority over MCOs and their subcontractors to include direct on site access
to ordinal policies and procedures, claims processing, and provider
credentialing for validation purposes at the expense of the MCO.

26.3.10.The MCO shall have a written process approved by DHHS for Recipient Explanation
of Medicaid Benefits, which shall include tracking of actions taken on responses, as a
means of determining and verifying that services billed by providers were actually
provided to members. The MCO shall provide DHHS with a quarterly EOB activity
report, including, but not limited to, tracking of all responses received, action taken
by the MCO, and the outcome of the activity, the timing, format, and mode of
transmission will be mutually agreed upon between DHHS and the MCO.

26.3.11. The MCO shall maintain an effective fraud, waste and abuse*related provider
overpayment identification, recovery and tracking process. This process shall include
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a methodology for a means of estimating overpayment, a formal process for
documenting communication with providers, and a system for managing and tracking
of investigation findings, recoveries, and underpayments related to fraud, waste and
abuse investigations. DHHS and the AG Medicaid Fraud Unit shall have unrestricted
access to information and documentation related to the NH Medicaid program for use
during annual MCO Program Integrity audits and on other occasions as needed as a
means of verifying and validating MCO compliance with the established policies,
procedures, methodologies, and investigational activity regarding provider fraud,
waste and abuse.

26.3.12.The MCO shall provide DHHS with a monthly report of all Program Integrity, in
process and completed during the^ month, including fraud, waste and abuse by the
MCO, the MCO's employees, subcontractors, subcontractor's employees, and
contracted providers. [42 CFR 455.17]. The MCO will supply at a minimum:

26.3.12.1. provider name/ID number,

26.3.12.2. source of complaint,

-26.3.12.3. type of provider,

26.3.12.4. nature of complaint,

26.3.12.5. review activity, and

' 26.3.12.6. approximate dollars involved,

26.3.12.7. Provider Enrollment Safeguards related to Program Integrity;

26.3.12.8. Overpayments, Recoveries, and Claim Adjustments;

26.3.12.9. Audits/Investigations Activity;

26.3.12.10.MFCU Referrals;

26.3.12.11.Involuntary Provider Terminations; and

26.3.l2.l2.Providcr Appeal/Hearings Activity resulting from, or related to. Program
Integrity.

26.3.13.All fraud, waste and abuse reports submitted to DHHS shall be mutually developed
and agreed upon between DHHS and the MCO. The reports will be submitted to
DHHS in a format and mode of delivery, mutually agreed upon between DHHS and

'  the MCO.
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26.3.14.In the even! DHHS is unable to produce a desired Ad Hoc report through its access
to the MCO's data as provided herein, DHHS shall request in writing such Ad hoc
report from the MCO and, within three (3) business days of receipt of such request,
the MCO shall notify DHHS of the time required by the MCO to produce and deliver
the Ad hoc report to DHHS, at no additional cos^to DHHS.

26.3.15.The MCO shall be responsible for tracking, monitoring, and reporting specific
reasons for claim adjustments and denials, by error type and by provider. As the
MCO discovers wasteful and or abusive incorrect billing tren<U with a particular
provider/provider type, specific billing issue trends, or quality trends, it is the MCO*s
responsibility, as part of the provider audit/investigative process, to recover any
inappropriately paid funds, and as part of the resolution and outcome, for the MCO to
determine the appropriate remediation, such as reaching out to the provider to provide
individualized or group training/education regarding the issues at hand. Within sixty
(60) days of discovery, the MCO shall report overpayments identified during '
investigations to DHHS Program Integrity and shall include them on the monthly
investigation activity report. The MCO shall still notify Program Integrity unit to
request approval to proceed with a suspected fraud or abuse investigation.

26.3.16. [intentionally left blank.]

26.3.17.Annually, the MCO shall submit to DHHS a report of the overpayments it recovered
and certify by its Chief Financial Officer that this infbrmation is accurate to the best
of his or her information, knowledge, and belief [42 CFR 438.606].DHHS reserves
the right to conduct peer reviews of final program integrity investigations completed
by the MCO.

26.3.18.DHHS will perform an annual program integrity audit, conducted on-site at the MCO
(at the expense of the MCO) to verify and validate the MCO's compliance. The
review will include, but not limited to, the plan's established policies and
methodologies, credentialing, provider and staff education/training, provider
contracts, and case record reviews to ensure that the MCO is making proper payments
to providers for services under their agreements, and pursuant to 42 CFR 438 6(g).
The review will include direct access to MCO system while on site and hard copy of
documentation while on site as requested. Any documentation request at the end of
the on site shall be delivered to Program Integrity within 3 business days of request.
The MCO shall provide DHHS staff with access to appropriate on-site private work
space to conduct DHHS's program integrity contract management reviews.

26.3.19.The MCO shall meet widi DHHS monthly, or as determined by DHHS, to discuss
audit and investigation results and make recommendations for program
improvements. DHHS shall meet with both MCOs together quarterly, or as
determined by DHHS, to discuss areas of interest for past, current and future

,  investigations and to improve the effectiveness of fraud, waste, and abuse oversight
activities, and to discuss and share provider audit information and results.
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26.3.20.The MCO shall provide DHHS with an annual report of all investigations in process
and completed during the Agreement year within thirty (30) calendar days of the end
of the Agreement year. The report shall consist of, at a minimum, an aggregate of the
monthly reports, as well as any recommendations by the MCO for future reviews,
changes in the review process and reporting process, and any other findings related to
the review of claims for fraud, waste and abuse.

26.3.21 .The MCO shall provide DHHS with a final report within thirty (30) calendar days
following the termination of this Agreement. The final report format shall be
developed jointly by DHHS and the MCO, and shall consist of an aggregate
compilation of the data received in the monthly reports.

26.3.22.The MCO shall refer all suspected provider Medicaid fraud cases to DHHS upon
discovery, for referral to the Attorney General's Office, Medicaid Fraud Control Unit.

26.3.23.The MCO shall institute a Pharmacy Lock-In Program for members which has been
reviewed and approved by DHHS.

26.3.23.1. If the MCO determines that a member meets the Pharmacy Lock-In criteria,
the MCO shall be responsible for all communications to members regarding
-the Phannacy Lock-In determination.

26.3.24.MCOs may, with prior approval from DHHS, implement Lock-In Programs for other
medical services'.

26.3.25.The MCO shall provide DHHS with a monthly report regarding the Pharmacy Lock-
In Program. Report format, content, design, and mode of transmission shall be
mutually agreed upon between DHHS and the MCO.

26.3.26.DHHS retains the right to determine disposition and retain settlements on cases
irivestigated by the Medicaid Fraud Control Unit or DHHS Special Investigations
Unit.

26.3.27.Subject to applicable state and federal confidentiality/privacy laws, upon written
request, the MCO will allow access to all NH Medicaid medical records and claims
information to State and Federal agencies or contractors such as, but not limited to
Medicaid Fraud Control Unit, Recovery Audit Contractors (RAC) the Medicaid
Integrity Contractors (MIC), or DHHS Special Investigations Unit.

26.3.27.1. The MCO shall cooperate fully in any further investigation or prosecution by
any duly authorized government agency (State and Federal) or their
contractors, whether administrative, civil, or criminal. Such cooperation shall
include providing, upon written request, information, access to records, and '
access to interview MCO employees and consultants, including but not
limited to those with eiipertise in the administration of the program and/or in
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medical or pharmaceutical questions or in any matter related to an
investigation.

26.3.28.The MCO's MCIS system shall have specific processes and internal controls relating
to fraud, waste and abuse in place, including, but not limited to the following areas:

26.3.28.1. Prospective claims editing;

26.3.28.2. NCCI edits;

26.3.28.3. Post-processing review of claims; and

26.3.28.4. Ability to pend any provider's claims for pre-payment review if the provider
has shown evidence of credible fraud [42 CFR 455.21] in the Medicaid
Program.

26.3.29.The MCO and their subcontractors shall post and maintain DHHS approved
information related to Fraud, Waste and Abuse on its website, including but not
limited to provider notices, updates, policies, provider resources, contact information
and upcoming educational sessions/webinars.

26.3.30.The MCO and their subcontractors shall be subject to on-site reviews by DHHS, and
shall comply within fifteen (15) business days with any and all DHHS documentation
and records requests as a result of an annual or targeted on-site review (at the expense
of the MCO).

26.3.31.DHHS shall conduct investigations related to suspected provider fraud, waste, and
abuse cases, and reserves the right to pursue and retain recoveries for any and all
types of claims older than six months for which the MCO does not have an active
investigation.

26.3.32.DHHS shall validate the MCO and their subcontractors' performance on the program
integrity scope of services to ensure the MCO and their subcontractors are taking
appropriate actions to identify, prevent, and discourage improper payments made to
providers, as set forth in 42 CFR 455 - Program Integrity.

26.3.33.DHHS shall establish performance measures to monitor the MCO compliance with
the Program Integrity requirements set forth in this Agreement.

26.3.34.DHHS shall notify the MCO of any policy changes that impact the function and
responsibilities required under this section of the Agreement.

26.3.35.DHHS shall notify the MCO of any changes within its agreement with its fiscal agent
that may impact this section of this Agreement as soon as reasonably possible.
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26.3.36.The MCO(s) shall report to DHHS all identified providers prior to being
investigated, to avoid duplication of on-going reviews with the RAC, MIC, MFCU
and, using the MCO Request to Open Investigation Form. DHHS will either approve
the MCO to proceed with the investigation, or deny the request due to potential
interference with an existing investigation.

26.3.37.The MCO(s) shall maintain appropriate record systems for services to members
pursuant to 42 CFR 434.6(a)(7) and shall provide such information either through
electronic data transfers or access rights by DHHS staff, or its designee, to MCO(s)
NH Medicaid related data files. Such information shall include, but not be limited to:

26.3.37.1. Recipient - First Name, Last Name, DOB, gender, and identifying number;

26.3.37.2. Provider Name and number (rendering, billing and Referring); ,

26.3.37.3. Date of Scrvice(s) Begin/End;

26.3.37.4. Place Of Service;

26.3.37.5. Billed amount/Paid amount;

26.3.37.6. Paid date;

26.3.37.7. Standard diagnosis codes (ICD-9-CM and ICD-IO-CM), procedure codes
(CPT/HCPCS), revenue codes and DRG codes, billing modifiers (include
ALL that are listed on the claim);

26.3.37.8. Paid, denied, and adjusted claims;

26.3.37.9. Recouped claims and reason for recoupment;

'■26.3.37.10.Discharge status;

26.3.37.11 .Present on Admission (POA);

26.3.37.12.Length ofStay;

26.3.37.13.Claim Type;

26.3.37.14.Prior Authorization Information;

26.3.37.15.Detail claim information;

26.3.37.16.Provider type;
f

26.3.37.17.Category of Service;
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26.3.37. IS.Admit time and discharge date;

26.3.37.19.Adn:iit code;

26.3.37.20.Admit source;

26.3.37.21 .Covered days;

26.3.37.22.TPL information;

26.3.37.23.Units of service;

26.3.37.24.EOB;

26.3.37.25.MCO ID#;

26.3.37.26.Member MCO enrollment date;

26.3.37.27.If available, provider time in and time out for the specific service(s) provided;

26.3.37.28.Data shall be clean, not scrubbed; and

26.3.37.29.And any other data deemed necessary by DHHS

26.3.38.The MCO shall provide DHHS with the following monthly reports as required by
CMS:

26.3.38.1. Date of Death.

26.3.39.The MCO shall provide DHHS with any new reports as identified and required by
state and federal regulation. The timing, format, content and mode of transmission
will be mutually agreed upon between DHHS and the MCO.
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27. Third Party Liability
DHHS and the MCO will cooperate in implementing cost avoidance and cost recovery activities.
The rights and responsibilities of the parties relating to members and Third Party Payors are as
follows:

27,1. MCO Cost Avoidance Activities

27.1.1. The MCO shall have primary responsibility for cost avoidance through the
Coordination of Benefits (COB) relating to federal and private health insurance
resources including, but not limited to, Medicare, private health insurance, Employees
Retirement Income Security Act of 1974 (ERISA), 29 U.S.C. 1396a(a)(25) plans, and
workers compensation. The MCO must attempt to avoid initial payment of claims,
whenever possible, when federal or private health insurance resources are available.
To support that responsibility, the MCO must implement a file transfer protocol
between the DHHS MMIS and the MCO's MCIS to receive Medicare and private
insurance information and other information as required pursuant to 42 CFR 433.138.
MCO shall require its subcontractors to promptly and consistently report COB daily
information to the MCO.

27.1.2. The MCO shall enter into a Coordination of Benefits Agreement with Medicare and
participate in the automated claims crossover process.

27.1.3. The number of claims cost avoided by the MCO's claims system, including the
.  amount of funds, the amounts billed, the amounts not collected, and the amounts

denied, must be reported weekly to DHHS in delimited text format.

27.1.4. The MCO shall maintain records of all COB collection efforts and results and report
such information either through monthly elwtronic data transfers or access rights for
DHHS to the MCO's data files. The data extract shall be in the delimited text format.

Data elements may be subject to change during the course of the Agreement. The
MCO shall accommodate changes required by DHHS and DHHS shall have access to
all billing histories and other COB related data.

27.1.5. The MCO shall provide DHHS with a detailed claim history of all claims for a
member, including adjusted claims, on a monthly basis based on a specific service
date parameter requested for accident and trauma cases. This shall be a full
replacement file each month for those members requested. These data shall be in the
delimited text format. The claim history shall have, at a minimum, the following data
elements:

27.1.5.1. Member name;

27.1.5.2. Member ID;
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27.1.5.3. pates of service;

27.1.5.4. Claim unique identifier (transaction code number);

27.1.5.5. Claim line number;

27.1.5.6. National Diagnosis Code;

27.1.5.7. Diagnosis code description;

27.1.5.8. National Drug Code;

27.1.5.9. Drug code description;

27.1.5.10. Amount billed by the provider;

27.1.5.11. Amount paid by the MCO;

27.1.5.12. Amount of other insurance recovery, name or Carrier ID;

27.1.5.13. Date claim paid;

27.1.5.14. Billing provider name; and

27.1.5.15. Billing provider NPI.

27.1.6. The MCO shall provide DHHS with a monthly file of CQB collection effort and
results. These data shall be in a delimited text format. The file should contain the
following data elements:

27.1.6.1. Medicaid member name;

27.1.6.2. Medicaid member ID;

27.1.6.3. Insurance Carrier, other public payer, PBM, or benefit administrator ID;

27.1.6.4. Insurance Carrier, other public payer, PBM, or benefit administrator name;

27.1.6.5. Date of Service;

27.1.6.6. Claim unique identifier (transaction code number);

27.1.6.7. Date billed to the insurance carrier, other public payer, PBM, or benefit
administrator;

27.r.6.8. Amount billed;
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27.1.6.9. Amount recovered;

27.1.6.10. Denial reason code;

27.1.6.1). Denial reason description; and

27.1.6.12. Performing provider.

27.1.7. The MCO and its subcontractors shall not deny or delay approval of otherwise
covered treatment or services based upon Third Party Liability considerations nor bill
or pursue collection from a member for services. The MCO may neither unreasonably
delay payment nor deny payment of claims unless the probable existence of Third
Party Liability is establish^ at the time the claim is adjudicated.

27.2. DHHS Cost Avoidance and Recovery Activltie.s

27.2.1. DHHS shall be responsible for

27.2.1.1. Medicare and newly eligible members' initial insurance verification and
submitting this information to the MCO;

27.2.1.2. Cost avoidance and pay and chase of those services that are excluded from the
MCO;

27.2.1.3. Accident and trauma recoveries;

27.2.1.4. Lien, Adjustments and Recoveries and Transfer of Assets pursuant to § 1917
of the SSA;

27.2.1.5. Mail order co-pay deductible pharmacy program for Fee for Service and HIPP
(Health Insurance Premium Payment) program;

27.2.1.6. Veterans Administration benefit determination;

27.2.1.7. Health Insurance Premium Payment Program; and

27.2.1.8. Audits of MCO collection efforts and recovery.

27.3. Post-Payment Recovery Actlvirie.s

27.3.1. Post-payment recoveries are categorized by (a) health-related insurance resources and
(b) Other Resources.

27.3.2. Health-related insurance resources are ERISA health benefit plans, Blue Cross/Blue
Shield subscriber contracts, Medicare, private health insurance, workers
compensation, and health insurance contracts.
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27.3.3. Other resources with regard to Third Party Liability include but are not limited to:
recoveries from personal injury claims, liability insurance, first party automobile
medical insurance, and accident indemnity insurance.

27.4. MCO Post Payment Activities

27.4.1. The MCO is responsible for pursuing, collecting, and retaining recoveries of health-
related insurance resources, including a claim involving Workers* Compensation or
where the liable party has improperly denied payment based upon either lack of a
medically necessary determination or lack of coverage. The MCO is encouraged to
develop and implement cost-effective procedures to identify and pursue cases that arc
susceptible or collection through either legal action or traditional subrogation and
collection procedures.

27.4.2. The MCO shall be responsible for Reviewing claims for accident and trauma codes as
required under 42 C.F.R. §433.138 (e). The MCO shall specify the guideline used in
determining accident and trauma claims and establish a procedure to send the DHHS
Accident Questionnaire to Medicaid members, postage pre-paid, when such potential
claim is identified. The MCO shall instruct members to return the Accident

Questionnaire to DHHS. The MCO shall provide the guidelines and procedures to
DHHS for review and approval. Any changes to proc^ures must be submitted to
DHHS at least thirty days for approval prior to implementation.

27.4.3. Due to potential time constraints involving accident and trauma cases and due to the
large dollar value of many claims which are potentially recoverable by DHHS, the
MCO must identify these cases before a settlement has been negotiated. Should
DHHS fail to identify and establish a claim prior to settlement due to the MCO*s
untimely submission of notice of legal involvement where the MCO has received
such notice, the amount of the actual loss of recovery shall be assessed against the
MCO. The actual loss of recovery shall not include the attorney's fees or other costs,
which would not have been retained by DHHS.

27.4.4. The MCO has the latter of eighteen (18) months from the date of service or twelve
(12) months from the date of payment of health-related insurance resources to initiate
recovery and may keep any hinds that it collects. The MCO must indicate its intent to
recover on health-related insurance by providing to DHHS an electronic file of those
cases that will be pursued. The cases must be identified and a file provided to DHHS
by the MCO within thirty (30) days of the date of discovery of the resource.

27.4.5. The MCO is responsible for pursuing, collecting, and retaining recoveries of health-
related insurance resources where the liable party has improperly denied payment

^  based upon either lack of a Medically Necessary determination or lack of coverage.
The MCO is encouraged to develop and implement cost-effective procedures to
identify and pursue cases which are susceptible to collection through either legal
action or traditional subrogation and collection procedures.
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27.5. DHHS Post Pnynicnt Recovery Activity

27.5.1. DHHS retains the sole and exclusive right to investigate, pursue, collect and retain all
Other Resources, including accident and trauma. DHHS is assigned the MCO's
subrogation rights to collect the "Other Resources" covered by this provision. Any
correspondence or Inquiry forwarded to the MCQ (by an attorney, provider of
service, insurance carrier, etc.) relating to a personal injury accident or trauma-related
medical service, or which in any way indicates that there is, or may be, legal
involvement regarding the Recipient and the services which were provided, must be
immediately forward to DHHS.'

27.5.2. The MCQ may neither unreasonably delay payment nor deny payment of Claims
because they involved an injury stemming from an accident such as a motor vehicle
accident, where the services are otherwise covered. Those fiinds recovered by DHHS
under the scope of these "Other Resources" shall be retained by DHHS.

27.5.3. DHHS may pursue, collect and retain recoveries of all health-related insurance cases;
provided, however, that if the MCQ has not notified DHHS of its intent to pursue a
case identified for recovery before the latter of eighteen (18) months after the date of
service or twelve (12) months after the date of payment, such cases not identified for
recovery by the MCO will become the sole and exclusive right of DHHS to pursue,
collect and retain. The MCO must notify DHHS through the prescribed electronic file
process of all outcomes for those cases identified for pursuit by the MCO.

27.5.4. Should DHHS lose recovery rights to any Claim due to late or untimely filing of a
Claim with the liable third party, and the untimeliness in billing that specific Claim is
directly related to untimely submission of Encounter Data or additional records under
special request, or inappropriate denial of Claims for accidents or emergency care in
casualty related situations, the amount of the unrecoverable Claim shall be assessed
against the MCO.
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28. Compliance with State and Federal Laws
28.1. General

28.1.1. The MCO, its subcontractors, and the providers with which they have Agreements
with, shall adhere to all applicable federal and State laws, including subsequent
revisions, whether or not included in this subsection [42 CFR 438.6; 42 CFR
438.lOO(aX2); 42 CFR 438.100(d)].

28.1.2. The MCO shall ensure that safeguards at a minimum equal to federal safeguards (41
use 423, section 27) are in place, providing safeguards against conflict of interest
[§1923(d)(3)of the SSA; SMD letter 12/30/97].

28.1.3. The MCO shall comply with the following Federal and State Medicaid Statutes,
Regulations, and Policies:

28.1.3.1. Medicare: Title XVIII of the Social Security Act, as amended; 42 U.S.C.A.
§1395 etseq.;

28.1.3.2. Related rules: Title 42 Chapter IV;

28.1.3.3. Medicaid: Title XIX of the Social Security Act, as amended; 42 U.S.C.A.
§1396 et seq. (specific to managed care: §§ 1902(a)(4), 1903(m), 1905(t), and
1932 of the SSA);

28.1.3.4. Related rules: Title 42 Chapter IV (specific to managed care: 42 CFR § 438;
see also 431 and 435);

28.1.3.5. Children's Health Insurance Program (CHIP); Title XXI of the Social Security
Act, as amended; 42 U.S.C. 1397;

28.1.3.6. Regulations promulgated thereunder: 42 CFR 457;

28.1.3.7. Regulations related to the operation of a waiver program under 1915c of the
Social Security Act. including: 42 CFR 430.25,431.10,431.200,435.217,
435.726, 435.735,440.180, 441.300-310, and 447.50-57;

28.1.3.8. Patient Protection and Affordable Care Act of 2010;

28.1.3.9. Health Care and Education Reconciliation Act of 2010, amending the Patient
Protection and Affordable Care;

28.1.3.10. State administrative rules and laws pertaining to transfers and discharges, such
as RSA 151:26; and

28.1.3.11. American Recovery and Reinvestment Act.
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28.1.4. The MCO will not release and make public statements or press releases concerning
the program without the prior consent of DHHS.

28.1.5. The MCO shall comply with the Health Insurance Portability & Accountability Act of
1996 (between the State and the MCO, as governed by 45 C.F.R. Section 164.504<e)).
Terms of the Agreement shall be considered binding upon execution of this
Agreement, shall remain in effect during the term of the Agreement including any
extensions, and its obligations shall survive the Agreement.

28.2. Non-Discrimination

28.2.1. The MCO shall require its providers and subcontractors to comply with the Civil
Rights Act of 1964 (42 U.S.C. § 2000d), Title DC of the Education Amendments of
1972 (regarding education programs and activities), the Age Discrimination Act of
1975, the Rehabilitation Act of 1973, the regulations (45 C.F.R. Parts 80 & 84)
pursuant to that Act, and the provisions of Executive Order II246, Equal
Opportunity, dated September 24, 1965, and all rules and regulations issued
thereunder, and any other laws, regulations, or orders which prohibit discrimination
on grounds of age, race, ethnicity, mental or physical disability, sexual or affection
orientation or preference, marital status, genetic information, source of payment, sex,
color, creed, religion, or national origin or ancestry.

28.2.2. ADA Compliance

28.2.2.1. The MCO shall require its providers or subcontractors to comply with the
requirements of the, Americans with Disabilities Act (ADA). In providing
health care benefits, the MCO shall not directly or indirectly, through
contractual, licensing, or other arrangements, discriminate against Medicaid
beneficiaries who arc qualified disabled individuals covered by the provisions
of the ADA.

28.2.2.1.1. A "qualified individual with a disability" defined pursuant to 42 U.S.C.
§ 12131 is an individual with a disability who, with or without
reasonable modifications to rules, policies, or practices, the removal of
architectural, communication, or transportation barriers, or the
provision of auxiliary aids and services, meets the essential eligibility
requirements for the receipt ofservicw or the participation in
programs or activities provided by a public entity (42 U.S.C. § 12131).
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28.2.2.2. The MCO shall submit to DHHS a written certification that it is conversant
with the requirements of the ADA, that it is in compliance with the law, and
that it has assessed its provider network and certifies that the providers meet
ADA requirements to the best of the MCO's knowledge. The MCO shall
survey its providers of their compliance with the ADA using a standard survey
document that will be developed by the State. Survey attestation shall be kept
on file by the MCO and shall be available for inspection by the DHHS. The
MCO warrants that it will hold the State harmless and indemnify the State
from any liability which may be imposed upon the State as a result of any
failure of the MCO to be in compliance with the ADA. Where applicable, the
MCO shall abide by the provisions of Section 504 of the federal
Rehabilitation Act of 1973, as amended, 29 U.S.C. § 794, regarding access to
programs and facilities by people with disabilities.

28.2:2.3. The MCO shall have written policies and procedures that ensure compliance
with requirements of the Americans with Disabilities Act of 1990, and a
written plan to monitor compliance to determine the ADA requirements are
being met. The compliance plan shall be sufficient to determine the specific
actions that will be taken to remove existing barriers and/or to accommodate
the needs of members who are qualified individuals with a disability. The
compliance plan shall include the assurance of appropriate physical access to
obtain included benefits for all members who are qualified individuals with a
disability including, but not limited to, street level access or accessible ramp
Into facilities; access to lavatory; and access to examination rooms.

28.2.2.4. The MCO shall forward to DHHS copies of all grievances alleging
discrimination against members because of race, color, creed, sex, religion,
age, national origin, ancestry, marital status, sexual or affectional orientation,
physical or mental disability for review and appropriate action within three (3)
business days of receipt by the MCO.

28.2.3. Non-Discrimination in employment:

28.2.3)1. The MCO shall not discriminate against any employee or applicant for
employment because of race, color, religion, sex, or national origin. The MCO
will take affirmative action to ensure that applicants are employed, and that
employees are treated during employment, without regard to their race, color,
religion, sex or national origin. 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 MCO
agrees to post in conspicuous places, available to employees and applicants
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for employment, notices to be provided by the contracting officer setting forth
the provisions of this nondiscrimination clause.

28.2.3.2. The MCO will, in all solicitations or advertisements for employees placed by
or on behalf of the MCO, state that all qualified applicants will receive
consideration for employment without regard to race, color, religion, sex or
national origin.

28.2.3.3. The MCO will send to each labor union, or representative of workers with
which he has a collective bargaining Agreement or other Agreement or
understanding, a notice, to be provided by the agency contracting officer,
advising the labor union or workers' representative of the MCO's
commitments under Section 202 of Executive Order No. 11246 of September
24, 1965, and shall post copies of the notice in conspicuous places available to
employees and applicants for employment.

28.2.3.4. The MCO will comply with all provisions of Executive Order No. 11246 of
Sept. 24,1965, and of the rules, regulations, and relevant orders of the
Secretary of Labor.

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

~  regulations, and o^ers.

28.2.3.6. In the event of the MCO's noncompliance with the nondiscrimination.clauses
of this Agreement or with any of such rules, regulations, or orders, this
Agreemrat may be cancelled, terminated or suspended in whole or in part and
the MCO may be declared ineligible for further Govenunent contracts in
accordance with procedures authorized in Executive Order No. 11246 of Sept.
24, 1965, and such other sanctions may be imposed and remedies invoked as
provided in Executive Order No. 11246 of September 24, 1965, or by rule,
regulation, or order of the Secretary of Labor, or as otherwise provided by
law.

28.2.3.7. The MCO will include the provisions of paragraphs (1) through (7) 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, so that such provisions will bebinding
upon each subcontractor or vendor. The MCO will take such action with
respect to any subcontract or purchase order as may be directed by the
Secretary of Labor as a means of enforcing such provisions including
sanctions for noncompliance: Provided, however, that in the event the MCO
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becomes involved in, or is threatened with, litigation with a subcontractor or
vendor as a result of such direction, the MCO may request the United States to
enter into such litigation to protect the interests of the United States.

28.2.4. Non-Discrimination in Enrollment

28.2.4.1. The MCO shall and shall require its providers and subcontractors to accept
assignment of an member and not discriminate against eligible members
because of race, color, creed, religion, ancestry, marital status, sexual
orientation, national origin, age, sex, physical or mental handicap in
accordance with Title VI of the Civil Rights Act of 1964,42 U.S.C. § 2000d,
Section 504 of the Rehabilitation Act of 1973,29 U.S.C. § 794, the Americans
with Disabilities Act of 1990 (ADA), 42 U.S.C. § 12131 and rules and
regulations promulgated pursuant thereto, or as otherwise provided by law or
regulation.

28.2.4.2. The MCO shall and shall require its providers and subcontractors to not
discriminate against eligible persons or members on the basis of their health or
mental health history, health or mental health status, their need for health care
services, amount payable to the MCO on the basis of the eligible person's
actuarial class, or pre-existing medical/health conditions.

28.2.5. Non-Discrimination with Respect to Providers

28.2.5.1. The MCO shall not discriminate with respect to participation, reimbursement,
or indemnification as to any provider who is acting within the scope of the
provider's license or certification under applicable State law, solely on the
basis of such license or certification or against any provider that serves high-
risk populations or specializes in conditions that require costly treatment. This
paragraph shall not be construed to prohibit an organization from including
providers only to the extent necessary to meet the needs of the organization's
members, from establishing any measure designed to maintain quality and
control costs consistent with the responsibilities of the organization, or use
different reimbursement amounts for different specialties or for different
practitioners in the same specialty, [f the MCO declines to include individual
or groups of providers in its network, it shall give the affected providers
written notice of the reason for the decision.

28.3. Changes In Law

28.3.1. The MCO shall implement appn^riate system changes, as required by changes to
federal and state laws or regulations.
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29. Administrative Quality Assurance Standards
29.1. Claims Payment Standards

29.1.1. The MCO shall pay or deny ninety-five percent (95%) of clean claims within thirty
(30) days of receipt, or receipt of additional information [42 CFR 447.46; 42 CFR
447.45(d)(2), (dX3). (dX5), and (d)(6)].

29.1.2. The MCO shall pay interest on any clean claims that are not paid within thirty (30)
calendar days at the interest rate published in the Federal Register in January of each
year for the Medicare program.

29.1.3. The MCO shall pay or deny all claims within sixty (60) calendar days of receipt.

29.1.4. Additional information necessary to process incomplete claims shall be requested
from the provider within thirty (30) days from the date of original claim receipt.

29.1.5. For purposes of this requirement, New Hampshire DHHS has adopted the claims
definitions established by CMS under the Medicare program, which are as follows:

29.1.5.1. "clean" claim: a claim that does not have any defect, impropriety, lack of any
required substantiating documentation, or particular circumstance requiring
special treatment that prevents timely payment; and

29.1.5.2. "incomplete" claim: a claim that is denied for the purpose of obtaining
additional information from the provider.

29.1.6. Claims payment timeliness shall be measured from the received date, which is the
date a paper claim is received in the MCO's mailroom or an electronic claim is
submitted. The paid date is the date a payment check or electronic funds transfer is
issued to the service provider. The denied date is the date at which the MCO
determines that the submitted claim is not eligible for payment.

29.2. Quality A.ssurancc Projjram

29.2.1. The MCO shall maintain an internal program to routinely measure the accuracy of
claims preceding for MCIS and report results to DHHS on a monthly basis.

29.2.2. Monthly reporting shall be based on a review of a statistically valid sample of paid
and denied ;clau?1#.determined with a ninety-five percent (95%) confidence level, +/-
three percent (3%), assuming an error rate of three percent (3%) in the population of
managed care claims.

29.2.3. The MCO shall implement Corrective Action Plans to identify any issues and/or
errors identified during claim reviews and report resolution to DHHS.
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29.3. Claims Kinanclnl Accuracy

29.3.1. Claims financial accuracy measures the accuracy of dollars paid to providers. It is
measured by evaluating dollars overpaid and underpaid in relation to total paid
amounts taking into account the dollar stratification of claims. The MCO shall pay
ninety-nine percent (99%) of dollars accurately.

\

29.4. Clalm.s Pnynicnt Accuracy

29.4.1. Claims payment accuracy measures the percentage of claims paid or denied correctly.
It is measured by dividing the number of claims paid/denied correctly by the total
claims reviewed. The MCO shall pay ninety-seven percent (97%) of claims
accurately.

29.5. Claims Procc.ssing Accuracy

29.5.1. Claims processing accuracy measures the percentage of claims that are accurately
processed in their entirety from both a financial and non-financial perspective; i.e.,
claim was paid/denied correctly and all coding was correct, business procedures were
followed, etc. It is measured by dividing the total number of claims processed
correctly by the total number of claims reviewed. The MCO shall process ninety-five
percent (95%) of all claims correctly.
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30. Privacy and Security of Members
30.1. General Provisions

30.1.1. The MCO shall be in compliance with privacy policies established by governmental
agencies or by State or federal law.

30.1.2. The MCO shall provide sufficient security to protect the State and DHHS data in
network, transit, storage, and cache.

30.1.3. In addition to adhering to privacy and security requirements contained in other
applicable laws and statutes, the MCO shall execute as part of this Agreement a
Business Associates Agreement governing the permitted us« and disclosure and
security of Protected Health Information.

30.1.4. The MCO shall ensure that it uses and discloses individually identifiable health
information in accordance with HIPAA privacy requirements in 45 CFR parts 160
and 164, subparts A and E, to the extent that these requirements are applicable [42
CFR 438.224]; complies with federal statutes and regulations governing the privacy
of drug and alcohol abuse patient records (42 CFR, Part 2), and all applicable state
statutes and regulations, including but not limited to: R.S.A. 167:30: protects the
confidentiality of all DHHS records with identifying medical information in them.

30.1.5. With the exception of submission to the Comprehensive Healthcare Information
System or other requirements of State or federal law, claims and member data on
New Hampshire Medicaid members may not be released to any party without the
express written consent of DHHS.

30.1.6. The MCO shall ensure that in the process of coordinating care, each member's
privacy is protected consistent with the confidentiality requirements in 45 CFR parts
160 and 164.45 CFR Part 164 specifically describes the requirements regarding the
privacy of individually identifiable health information [42 CFR 438.208(b)].
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31. Finance

31.1. Financial vStandards

31.1.1. In compliance with 42 CFR 438.116, the MCO shall maintain a minimum level of
capital as determined in accordance with New Hampshire Insurance Department
regulations, and any other relevant laws and regulations.

31.1.2. Capitation Rates for State Fiscal Year 2018. Any increase in the capitation rates for
each of the rating categories for the MOM program for the extension period between
July 1, 2017 to June 30, 2018 shall not result in a total average increase for all rating
categories combined in excess of 3.8% over the capitation rates in effect at the end of
State Fiscal Year 2017, which average increase shall be calculated: a) based on the
membership in the MCM program at the time the State Fiscal Year 2018 capitation
rates are developed and b) net of the cost impact of any program changes that will
take effect in State Fiscal Year 2018; provided, however, that the capitation.rate
proposed for each rating category for State Fiscal Year 2018 must be sufficient to be
certified as actuarially'sound per 42 CFR 438.4 and approvable by the Centers for
Medicare and Medicaid Services.

31.1.3. The MCO shall maintain a risk-based capital (RfiC) ratio to meet or exceed the
NHID regulations, and any other relevant laws and regulations.

31.1.4. With the jexception of payment of a claim for a medical product or service that was
provided to a member, and that is in accordance with a written Agreement with the
provider, the MCO may not pay money or transfer any assets for any reason to an
affiliate without prior approval from DHHS, if any of the following criteria apply.

31.1.4.1. RBC ratio was less than 2.0 for the most recent year filing, per R.S.A. 404-
F:14(1II); and

I

31.1.4.2. MCO was not in compliance with the NHID solvency requirement.

31.1.5. The MCO shall notify DHHS within ten (10) calendar days when its Agreement with
an independent auditor or actuary has ended and s^k approval of, and the name of
the replacement auditor or actuary, if any from DHHS.

31.1.6. The MCO shall maintain current assets, plus long-term investments that can be
converted to cash within seven (7) calendar days without incurring a penalty of more
than twenty percent (20%) that equal or exceed current liabilities.

31.1.7. The MCO shall not be responsible for DSH/GME (IME/DME) payments to hospitals.
DSH and GME amounts are not included in capitation payments.
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31.1.8. The MCO shall submit data on the basis of which DHHS determines that the MCO

has made adequate provision against the risk of insolvency.

31.2. Capitation Payments

31.2.1. Preliminary capitation rates for non NHHPP members for the agreement period
through June 30, 2018 are shown in Exhibit B. For each of the subsequent years of
the Agreement actuarially sound per member, per month capitated rates will be
calculated and certified by the DHHS's actuary.

31.2.2. Capitation rates for NHHPP members are shown in Exhibit B and were determined as
part of Agreement negotiations, any best and final offer process, and the DHHS
actuary's soundness certification.

31.2.3. Capitation rate cell is determined as of the first day of the capitation month and does
not change during the entire month regardless of member changes (e.g., age).

31.2.4. DHHS will make a monthly payment to the MCO for each member enrolled in the
MCO's plan. Capitation payments shall only be made for Medicaid-eligible enrollees
and be retained by the MCOs for those enrollees. The capitation rates, as set forth in
Exhibit B, will be risk adjusted for purposes of this Agreement in an actuarially sound
manner on a quarterly basis as follows:

31.2.4.1. The Chronic Illness and Disability Payment System and/or Medicaid Rx risk
adjuster (CDPS + Rx, Medicaid Rx) will be used to risk adjust MCO
capitation payments;

31.2.4.2. A risk score will be developed for members with six (6) months or more
months of Medicaid eligibility (either FFS or managed care) inclusive of three
(3) months of claims run out in the base experience period. For members with
less than six (6) months of eligibility, a score equal to the average of those
scored beneficiaries in each cohort will be used; and

31.2.4.3. The MCO risk score for a particular rate cell will equal the average risk factor
across all beneficiaries that the MCO enrolls divided by the average risk factor
for the entire population enrolled in the Care Management program. For rate
cells with an opt-out provision, the MCO risk score will equal the average risk
factor across all beneficiaries that the MCO enrolls divided by the average risk
factor for the entire population that is eligible to enroll in the Care
Management program (FFS eligibles + MCO members). -

31.2.4.4. [Intentionally leR blank.]

31.2.5. DHHS reserves the right to terminate or implement the use of a risk adjustment
process for specific eligibility categories or services if it is determined to be necessary
to do so to maintain actuarially sound rates. For example, the risk adjustment process
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may need to be modified when Long Term Services and Supports (LTSS) are added
to the capitation rates.

31.2.6. The capitation payment for Medicaid Managed Care members will be made
retrospectively with a two (2) month delay. For example, a payment will be made
within five (5) business days of the firs.t day in October 2012 for services provided in
July 2012.

31.2.7. Section 31.2.6 notwithstanding, capitation payments for NHHPP members will be

paid in the month of service.

31.2.8. Capitation payment settlements will be made at three (3) month intervals. DHHS will
recover capitation payments made for deceased members, or members who were later
determined to be ineligible for Medicaid and/or for Medicaid managed care or need
rate cell or kick payment corrections. DHHS will pay MCO for retroactive member
assignments, corrections to kick payments, behavioral health certification level
correction or other rate assignment corrections.

31.2.9. Capitation payments for members who became ineligible for services in the middle of
the month will be prorated based on the number of days eligible In the month.

31.2.10. The MCO shall report to DHHS within sixty (60) calendar days upon identifying
any capitation or other payments in excess of amounts provided in this Agreement
[42 CFR 438.608(c)(3)].

31.2.11. For each live birth, DHHS will make a one-time maternity kick payment to the
MCO with whom the mother is enrolled on the date of birth. This payment is a global

.  fee to cover all maternity expenses, including all delivery and postpartum care. In the
event of a multiple birth DHHS will only make only one maternity kick payment. A
live birth is defined in accordance with NH Vital Records reporting requirements for
live births as specified in RSA 5-C.

31.2.12.For each live birth, DHHS will make a one-time newborn kick payment to the MCO
with whom the mother is enrolled on the date of birth. This payment is a global fee to
cover all newborn expenses incurred in the first two (2) full or partial calendar
months of life, including all hospital, professional, pharmacy, and other services. For
example, the newborn kick payment will cover all services provided in July 2012 and
August 2012 for a baby bom any time in July 2012. Enrolled babies will be covered
under the MCO capitated rates thereafter.

31.2.13.The MCO shall submit information on maternity and newborn events to DHHS. The
MCO shall follow written policies and procedures, as developed by DHHS, for
receiving, processing and reconciling maternity and newborn payments.
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31.2.14.Beginning July 1, 2018, one percent (1,0%) of each member's capitation payment to
the MCO will be withheld annually to support DHHS's payment refomi incentive
program. Details of the Incentive Program are described in Section 9.

31.2.15.DHHS will inform the MCO of any required program revisions or additions in a
timely manner. DHHS may adjust the rates to reflect these changes as necessary to
maintain actuarial soundness.

31.2.16. When requested by DHHS, the MCO shall submit base data to DHHS to ensure
actuarial soundness in development of the capitated rates.

31.2.17. The MCO's Chief Financial Officer shall submit and concurrently certify to the best
of his or her information, knowledge, and belief that all data and information
described in 42 CFR 438.604(a), which DHHS uses to determine the capitated rates,
is accurate [42 CFR 438.606].

31.2.18.In the event an enrolled Medicaid member was previously admitted as a hospital
inpatient and is receiving continued-inpatient hospital services on the first day of
coverage with the MCO, the MCO shall receive foil capitation payment for that
member. The entity responsible for coverage of the member at the time of admission
as an inpatient, i.e. either DHHS or another MCO, shall be fully responsible for all
inpatient care services and all related services authorized while the member was an
inpatient until the day of discharge from the hospital.

31.2.19.Payment for behavioral health rate cells shall be determined based on a member's
CMHC behavioral certification level and a member having had an encounter at a
CMHC in the last 6 months. Changes in the certification level for a member shall be
reflected as of the first of each month and does not change during the month.

31.2.20.For Applied Behavioral Analysis (ABA) services incurred on or af^er September 1,
2015 the MCO shall not be financially responsible for claims for ABA services
provided that the MCO obtained prior approval from DHHS of prior authorizations
for the services. DHHS shall make payments to the MCO based on DHHS's
Medicaid fee schedule for those ABA services approved by DHHS.

31.2.21 .Unless MCOs are exempted, through legislation or otherwise, from having to make
payments to the New Hampshire Insurance Administrative Fund (Fund) pursuant to
R.S.A. 400-A:39, DHHS shall reimburse MCO for MCO's annual payment to the
Fund on a supplemental basis within 30 days following receipt of invoice from the
MCO and verification of payment by the NH Insurance Department.

31.2.22.For any member with claims exceeding five hundred thousand dollars ($500,000) for
the fiscal year, after applying any third party insurance off set, DHHS will reimburse
fifty percent (50%) of the amount over five hundred thousand dollars ($500,000) after
all claims have been recalculated based on the DHHS fee schedule for the services.

Page 203



New Hampshire Medicald Care Management Contract —SFY2018-SFY2019

Exhibit A - Amendment #13

For a member whose services may be projected to exceed five hundred thousand
dollars ($500,000) in MCO claims, the MCO shall advise DHHS. Prior approval
from the Medicaid Director is required for subsequent services provided to the
member.

31.3. Medicaid Loss Kutio

31.3.1. The MCO shall determine the Medicaid Loss Ratio ("MLR") experienced in
accordance with 42 CFR 438.8.

31.3.2. The MCO shall submit MLR summary reports quarterly to DHHS, which shall
include all information required by 42 CFR 438.8(k) within nine (9) months of the
end of the MLR reporting year. Specifically, the MCO shall provide separate
summary reports forNHHPP Medically Frail, NHHPP Transitional, and for the
Medicaid Care Management Program. The MCO must attest to the accuracy of the
summary reports and calculation of the MLR when submitting its MLR summary
reports to DHHS. Such summary reports shall be based on a template provided and
developed by DHHS within sixty (60) days of the effective date of this Agreement.

31.3.3. The MCO and its subcontractors (as applicable) shall retain MLR reports for a period
of no less than ten (10) years.

31.4. \HHPP Risk Protection Structure

31.4.1. DHHS will implement risk adjustment and risk corridors for the NHHPP Medically
Frail and NHHPP Transitional populations.

31.4.1.1. Risk adjustment - (MCO Revenue Reallocation) - Similar to the risk
adjustment process for the current Medicaid Step 1. population under the .
MCM program, risk adjustment will shift revenue from MCOs with lower
acuity populations to MCOs with higher acuity populations. The risk
adjustment component will only apply to the NHHPP Medically Frail
population. The risk adjustment process is revenue neutral. The NHHPP
Transitional population is expected to have very short enrollment duration and
therefore will not be risk adjusted.

31.4.2. Risk adjustment ~ Methodology - Acuity will be measured using the CDPS+Rx, a
diagnosis and pharmacy based risk adjuster that will also be used for the current
Medicaid population. Key differences in the risk adjustment process for the NHHPP
Medically Frail population include:

31.4.2.1. DHHS will use concurrent risk adjustment for the NHHPP Medically Frail
population. DHHS will use SFY 2018 claims and the standard CDPS+Rx
concurrent risk weights to estimate SFY 2018 acuity (as opposed to
proactive models that use a prior year's claims to estimate current acuity).
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31.4.2.2. Risk adjustment transfer payments will be made as part of the contract period
settlement, not as prospective payments.

31.4.3. Risk corridors- DHHS will establish a target medical loss ratio (MLR) of 89.3%
based on NHHPP pricing assumptions and perform a separate calculation for the
NHHPP Medically Frail and NHHPP Transitional populations:

31.4.3.1. Administrative and margin allowance of 8.9% of the capitation rate prior to
state premium lax.

31.4.3.2. New Hampshire state premium lax of 2%.

31.4.3.3. DHHS and each MCO will share the financial risk of actual results that are
above or below the MLR target as shown in the table below:

.Vcu M:iiii|)sliho l)i|);ir(i)unl of lliultli utid lluiiuin .Si-i \iL'i'.s

Ihiiiipsliirc Ifciilth I'lolcctiim I'royroin IVipiil:ilioti
Itisk C'fH i itlor Pioniaiii

Actual MLR Comoared to Tareet MLR MCO Share DHHS Share
>3% below 10% 90%
1% - 3% below 50% 50%

1% below • 1% above:  100% 0%

1% - 3% above 50% 50%

>3% above 10% 90%

31.4.3.4. The NHHPP Medically Frail risk corridor calculation will be applied after the
risk adjustment calculation.

31.4.4. For SFY 2018, risk protection settlement will occur after the SFY 2018 NHHPP
contract period has ended and enough time has passed to collect and validate MCO
encounter data and financial data. DHHS will implement the following schedule for
the final risk protection settlement:

31.4.4.1. June30,2018: End of NHHPP contract period

31.4.4.2. December31,2018: Cutoff date for encounter data to be used in the risk
protection settlement calculations (SFY 2018 dates of service paid through
December 31,2018)

31.4.4.3. January 31,2019: Deadline for MCOs to provide encounter data and
supporting financial data to validate the accuracy of the encounter data

31.4.4.4. April 30,2019: DHHS releases settlement payment report to MCOs
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31.4.4.5. May 31, 2019: DHHS makes / receives final settlement payments to / from
MCOs

31.4.5. For SPY 2017, risk protection settlement will occur after the SFY 2017 NHHPP
contract period has ended and enough time has passed to collect and validate MCO
encounter data and financial data. DHHS will implement the following.schedule for
the final risk protection settlement:

31-4.5.1. June30,2017: End of NHHPP contract period

31.4.5.2. December 31,2017: Cutoff date for encounter data to be used in the risk
protection settlement calculations (SFY 2017 dates of service paid through
December 31,2017)

31.4.5.3. January 31,2018: Deadline for MCOs to provide encounter data and
supporting financial data to validate the accuracy of the encounter data

31.4.5.4. April 30,2018: DHHS releases settlement payment report to MCOs

31.4.5.5. May 31,2018 DHHS makes / receives final settlement payments to / from
MCOs

31.4.6. For SFY 2016, risk protection settlement will occur after the SFY 2016 NHHPP
contract period has ended and enough time has passed to collect and validate MCO
encounter data and financial data. DHHS will implement the following schedule for
the final risk protection settlement:

31.4.6.1. June 30,2016: End of NHHPP contract period

31.4.6.2. December 31,2016: Cutoff date for encounter data to be used in the risk

protection settlement calculations (January 2016 - June 2016 dates of service
paid through December 31,2016)

31.4.6.3. January 31,2017: Deadline for MCOs to provide encounter data and
supporting financial data to validate the accuracy of the encounter data

31.4.6.4. April 30,2017: DHHS releases settlement payment reporttoMCOs

31.4.6.5. May 31,2017: DHHS makes / receives final settlement payments to/from
MCOs

31.4.7. For September 2014 - December 2015 risk protection settlement:

31.4.7.I.August 31,2016: DHHS intends to release settlement payment
report to MCOs
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31.4.7.2.September 30,2017: DHHS intends to make / receive final
settlement payments to / from MCOs.

3t.5. Financittl ResponsibUits for Oual-tllRiblcs

31.5.1. The MCO shall pay any Medicare coinsurance and deductible amount up to what
New Hampshire Medicaid would have paid for that service, whether or not the
Medicare provider is included in the MCO's provider network. These payments are
included in the calculated capitation payment.

31.6. Premiiiiu Payments

31.6.1. DHHS is responsible for collection of any premium payments from members. If the
MCO inadvertently receives premium payments from members, it shall inform the
member and forward the payment to DHHS.

31.7. Sanctions

31.7.1. If the MCO fails to comply with the financial requirements in Section 31, DHHS may
take any or all of the following actions:

31.7.1.1. Require the MCO to submit and implement a Corrective Action Plan

31.7.1.2. Suspend enrollment of members to the MCO after the effective date of
sanction

31.7.1.3. Terminate the Agreement upon forty-five (45) calendar days written notice

31.7.1.4. Apply liquidated damages according to Section 34

31.8. Nlcdicnl Cost .Accruals

31.8.1. The MCO shall establish and maintain an actuarially sound process to estimate
Incurred But Not Reported (IBNR) claims.

31.9. Audits

31.9.1. The MCO shall allow DHHS and/or the NHID to inspect and audit any of the
financial records of the MCO and its subcontractors. There shall be no restrictions on
the right of the Stale or federal government to conduct whatever inspections and
audits are necessary to assure quality, appropriateness or timeliness of services and
reasonableness of their costs [42 CFR 438.6(g), SMM 2087.7; 42 CFR 434.6(a)(5)].

31.9.2. The MCO shall file annual and interim financial statements in accordance with the

standards set forth below. This Section 31.9.2 will supersede any conflicting
requirements in Exhibit C of this Agreement
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31.9.3. Within one hundred and eighty (180) calendar days or other mutually agreed upon
date following the end of each calendar year during this Agreement, the MCO shall
file, in the form and content prescribed by the National Association of Insurance
Commissioners ("NAIC"), annual audited financial statements that have been audited
by an independent Certified Public Accountant. Financial statements shall be
submitted in either paper format or electronic format, provided that all electronic
submissions shall be in PDF format or another read-only formal that maintains the
documents* security and integrity.

31.9.4. The MCO shall also file, within seventy-five (75) calendar days following the end of
each calendar year, certified copies of the annual statement and reports as prescribed
and adopted by the Insurance Department.

31.9.5. The MCO shall file within sixty (60) calendar days following the end of each
calendar quarter, quarterly financial reports in form and content as prescribed by the
NAIC.

3l.lO.MenilHT Llahiiitv

31.10.1 .The MCO shall not hold its Medicaid members liable for:

31.10.1.1. The MCQ's debts, in the event of the MCO's insolvency [42 CFR 438.116(a);
SMM 2086.6];

31.10.1.2. The covered services provided to the member, for which the State does not
pay the MCO;

31.10.1.3. The covered services provided to the member, for which the Stale, or the
MCO does not pay the individual or health care provider that flUTiishes the
services under a contractual, referral, or other arrangement; or

31.10.1.4. Payments for covered services furnished under an Agreement, referral, or
other arrangement, to the extent that those payments are in excess of the
amount that the member would owe if the MCO provided those services
directly [§ 1932(b)(6) of the SSA; 42 CFR 438.106(a), (b) and (c); 42 CFR
438.6(1); 42 CFR 438.230; 42 CFR 438.204(a); SMD letter 12/30/97).

31.10.2.Subcontraciors and referral providers may not bill members any amount greater than
would be owed if the entity provided the services directly [§ 1932(b)(6) of the SSA;
42 CFR 438.106(c); 42 CFR 438.3(k); 42 CFR 438.230; 42 CFR 438.204(a); SMD
letter 12/30/97].

31.10.3.The MCO shall cover continuation of services to members for duration of period for
which payment has been made, as well as for inpatient admissions up until discharge
during insolvency [SMM 2086.6B].
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31.1 l.Deniiil of Payment

31.11.1 .Payments provided for under the Agreement will be denied for new members when,
and for so long as, payment for those members is denied by CMS in accordance with
the requirements in [§ 1903(m)(5)(B)(ii) of the SSA; 42 CFR 438.726(b); 42 CFR '
438.730(e)].

31.12.Federal Matching Funds

31.12.1.Federal matching funds are not available for amounts expended for providers
excluded by Medicare, Medicaid, or Children's Health Insurance Program (CHIP),
except for emergency services [42 CFR 431.55(h) and 42 CFR 438.808; 1128(b)(8)
and.§1903(i)(2) of the SSA; SMD letter 12/30/97]. Payments made to such providers
are subject to recoupment from the MCO by DHHS.

31,13.Health Insurance Providers Fee

31.13.1.Section 9010 of the Patient Protection and Affordable Care Act Pub. L. No. 1U-148
(124 Stat. 119 (2010)), as amended by Section 10905 of PPACA, and as further
amended by Section 1406 of the Health Care and Education Reconciliation Act of
2010, Pub. L. No. II1-152 (124 Stat. 1029 (2010)) imposed an annual fee on health
insurance providers beginning in 2014 ("Annual Fee"). Contractor is responsible for a
percentage of the Annual Fee for all health insurance providers as determined by the
ratio of Contractor's net written premiums for the preceding year compared to the
total net written premiums of all entities subject to the Annual Fee for the same year.

31.13.1.1. To the extent such fees exist:

31.13.1.1.1 .The State shall reimburse the Contractor for the amount of the Annual

Fee specifically allocable to the premiums paid during this Contract
Term for each calendar year or part thereof, including an adjustment
for the full impact of the non-deductibility of the Annual Fee for
Federal and state tax purposes, including income and excise taxes
("Contractor's Adjusted Fee"). The Contractor's Adjusted Fee shall be
determined based on the final notification of the Annual Fee amount
Contractor or Contractor's parent receives from the United States
Internal Revenue Service. The State will provide reimburserhent no
later than 120 days following its review and acceptance of the
Contractor's Adjusted Fee.

31.13.1.1.2. To claim reimbursement for the Contractor's Adjusted Fee, the
Contractor must submit a certified copy of its fulbAnnual Fee
assessment within 60 days of receipt, together with the allocation of
the Annual Fee attributable specifically to its premiums under this
Contract. The Contractor must also submit the calculated adjustment
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for the impact of non-deductibility of the Annual Fee attributable
specifically to its premiums, and any other data deemed necessary by
the State to validate the reimbursement amount. These materials shall

be submitted under the signatures of either its Financial Officer or
Executive leadership (e.g., President, Chief Executive Officer,
Executive Director), certifying the accuracy, truthfulness and
completeness of the data provided.

Questions regarding payment(s) should be addressed to:

Attn: Medicaid Finance Director

New Hampshire Medicaid Managed Care Program

129 Pleasant Street

Concord, NH 03304
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32. Termination

32.1. Transition Assistance

32.1.1. Upon receipt of notice of termination of this Agreement by DHHS, the MCO shall
provide any transition assistance reasonably necessary to enable DHHS or its
designee to efTectively close out this Agreement and move the work to another
vendor or to perform the work itself.

32.1.1.1. Transition Plan

32.1.1.1.1. MCO must prepare a Transition Plan which is acceptable to and
approved by DHHS to be implemented between receipt of notice and
the termination date.

32.1.1.2. Data

32.1.1.2.1. The MCO shall be responsible for the provision of necessary
information and records, whether a part of the MCIS or compiled
and/or stored elsewhere, including, but not limited to, encounter data,
to DHHS and/or its designee during the closeout period to ensure a
smooth transition of responsibility. DHHS and/or its designee shall
define the information required during this period and the time frames
for submission.

32.1.1.2.2. All data and information provided by the MCO shall be accompanied
by letters, signed by the responsible authority, certifying to the
accuracy and completeness of the materials supplied. The MCO shall
transmit the information and records required within the time frames
required by DHHS. DHHS shall have the right, in its sole discretion, to
require updates to these data at regular intervals.

32.2. Service Authorization

32.2.1. Effective fourteen (14) calendar days prior to the last day of the closeout period, the
MCO shall work cooperatively with DHHS and/or its designee to process service
authorization requests received. Disputes between the MCO and DHHS and/or its
designee regarding service authorizations shall be resolved by DHHS.

32.2.2. The N^CO shall give notice on the date that the timeframes expire when service
authorization decisions not reached within the timeframes for either standard or

expedited service authorizations. Untimely service authorizations constitute a denial
and are thus adverse actions [42 CFR 438.404(c)(5)].
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32.3. Cliiims Ucsponsibilitii'S ^
32.3.1. The MOO shall be fully responsible for all inpatient care services and all related

services authorized while the member was an inpatient until the day of discharge
from the hospital.

32.3.2. The MCO shall be financially responsible for all other approved services when the
service is provided on or before the last day of the closeout period or if the service Is
provided through the date of discharge.

32.4. Tcrminution for Cause

32.4.1. DHHS shall have the right to terminate this Agreement, without liability to the State,
in whole or in part Ifthe MCO [42 CFR 438.610(cX3): 42 CFR 434.6(aK6)]:

32.4.1.1. Takes any action or fails to prevent an action that threatens the health, safety
or welfare of any member, including significant marketing abuses;

32.4.1.2. Takes any action that threatens the fiscal integrity of the Medicaid program;

32.4.1.3. Has its certification suspended or revoked by any federal agency and/or is
federally debarred or excluded from federal procurement and/or non-
procurement Agreement;

32.4.1.4. Materially breaches this Agreement or fails to comply with any term or
condition of this Agreement that is not cured within twenty (20) business days
of DHHS' notice and written request for compliance;

32.4.1.5. Violates state or federal law or regulation;

32.4.1.6. Falls to carry out the substantive terms of this Agreement that is not cured
within twenty (20) business days of DHHS's notice and written request for
compliance;

32.4.1.7. Becomes insolvent;

32.4.1.8. Fails to meet applicable requirements in sections §1932, §1903 (m) and
§1905(t) of the SSA [42 CFR 438.708], In the event of a termination by
DHHS pursuant to 42 CFR 438.708, DHHS shall provide the MCO with a
prc-termination hearing in accordance with 42 CFR 438.710;

32.4.1.9. Received a "going concern" finding in an annual financial report or
indications that creditors are unwilling or unable to continue to provide goods,
services or financing or any other indication of insolvency; or
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32.4.1.10. Brings a proceeding voluntarily, or has a proceeding brought against it
involuntarily, under the Bankruptcy Act.

32.4.1.11. Fails to con-ect significant failures in carrying out the substantive terms of this
Agreement that is not cured within twenty (20) business days of DHHS's
notice and written request for compliance.

32.4.2. If DHHS terminates this Agreement for cause, the MCO shall be responsible to
DHHS for all reasonable costs incurred by DHHS, the State of New Hampshire, or
any of its administrative agencies to replace the MCO. These costs include, but are
not limited to, the costs of procuring a substitute vendor and the cost of any claim or
litigation that is reasonable attributable to the MCO's failure to perform any service
in accordance with the terms of this Agreement.

32.5. Termination for Other Reasons

32.5.1. Either party may terminate this Agreement upon a breach by a party of any material
duty or obligation hereunder which breach continues unremedied for sixty (60)
calendar days after written notice thereof by the other party.

32.5.2. In the event the MCO gives written notice that it does not accept the actuarially sound
capitation rates established by DHHS for Year 2 or later of the program, the MCO
and DHHS will have thirty (30) days from the date of such notice or thirty (30)
calendar days from the expiration of the rates indicated in Exhibit B, whichever
comes later, to attempt to resolve the matter without terminating the agreement. If no
resolution is reached in the above thirty (30) calendar days period, then the contract
will terminate ninety (90) calendar days thereafter, or at the time that all members
have been disenrolled from the MCO's plan, whichever dale is earlier. In the event of
such termination, the MCO shall accept the lesser of the most recently agreed to
capitation rates or the new annual capitation rate for each rating category as payment
in full for Covert Services and all other services required under this Agreement
delivered to Members until all Members have been disenrolled from the MCO's plan
consistent with any mutually agreed upon transition plans to protect Members.

32.6. Final Obligations

32.6.1. DHHS may withhold payments to the MCO. to the reasonable extent it deems
necessary, to ensure that ail final financial obligations of the MCO have been
satisfied. Amounts due to MCO for unpaid premiums, risk settlement, ABA therapies.
High Dollar Stop Loss, shall be paid to MCO within one year of date of termination.

32.7. Survival of Terms

32.7.1. Termination or expiration of this Contract for any reason will not release cither Party
from any liabilities or obligations set forth in this Contract that:
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32.7.1.1. The Parties have expressly agreed shall survive any such termination or
expiration; or

32.7.1.2. Arose prior to the effective date of termination and remain to be performed or
by their nature would be intended to be applicable following any such
termination or expiration.

32.8. Notice of Hearing

32.8.1. Except because of change in circumstances or in the event DHHS terminates this
Agreement pursuant to subsections (1), (2), (3) or (10 of Section 32.3.1, DHHS shall
give the MCO ninety (90) days advance, written notice of termination of this
Agreement and shall provide the MCO with an opportunity to protest said termination
and/or request an informal hearing in accordance with 42 CFR 438.710. This notice
shall specify the applicable provisions of this Agreement and the effective date of
termination, which shall not be less than will permit an orderly disenrollment of
members to the Medicaid FFS program or transfer to another MCO.
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33. Agreement Closeout
33.1. Period

33.1.1. A closeout period shall begin one-hundred twenty (120) calendar days prior to the last
day the MCO is responsible for coverage of specific beneficiary groups or operating
under this Agreement. During the closeout period, the MCO shall work cooperatively
with, and supply program information to, any subsequent MCO and DHHS. Both the
program information and the working relationships between the two MCOs shall be
defined by DHHS.

33.2. Data

33.2.1. The MCO shall be responsible for the provision of necessary information and records,
whether a part of the MClS or compiled and/or stored elsewhere, including, but not
limited to, encounter data, to the new MCO and/or DHHS during the closeout period
to ensure a smooth transition of responsibility. The new MCO and/or DHHS shall
define the information required during this period and the time frames for submission.

33.2.2. All data and information provided by the MCO shall be accompanied by letters,
signed by the re^nsible authority, certifying to the accuracy and completeness of
the materials supplied. The MCO shall transmit the information and records required
under this Article within the time frames required by DHHS. DHHS shall have.the
right, in its sole discretion, to require updates to these data at regular intervals.

33.2.3. The MCO shall be responsible for continued submission of data to the
Comprehensive Healthcare Information System during and after the transition in
accordance with NHID regulations.

33.3. Service Authorizations

33.3.1. Effective fourteen (14) calendar days prior to the last day of the closeout period, the
MCO shall work cooperatively with the new MCO to process service authorization
requests received. Disputes between the MCO and the new MCO regarding service
authorizations shall be resolved by DHHS.

33.3.2. The MCO shall give notice on the date that the timeframes expire when service
authorization decisions not reached within the timeframes for either standard or
expedited service authorizations. Untimely service authorizations constitute a denial
and are thus adverse actions [42 CFR 438.404(c)(5)].

33.4. Claims Kesponsiblllties

33.4.1. The MCO shall be fully responsible for all inpatient care services and all related
services authorized while the member was an inpatient until the day of discharge
from the hospital.
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33.4.2. The MOO shall be financially responsible for all other approved services when the'
service is provided on or before the last day of the closeout period or if the service is
provided through the date of discharge.

Page 216



New Hampshire Medicaid Care Management Contract —^^SFY2018'SFY2019

Exhibit A - Amendment #13

34. Remedies

34.1. Reservation of Rights and Remedies

34.1.1. A material default or breach in this Agreement will cause irreparable injury to DHHS.
In the event of any claim for default or breach of this Agreement, no provision of this
Agreement shall be construed, expressly or by implication, as a waiver by the State of
New Hampshire to any existing or future right or remedy available by law. Failure of
the State of New Hampshire to insist upon the strict performance of any term or
condition of this Agreement or to exercise or delay the exercise of any right or
remedy provided in the Agreement or by law, or the acceptance of (or payment for)
materials, equipment or services, shall not release the MCO from any responsibilities
or obligations imposed by this Agreement or by law, and shall not be deemed a
waiver of any right of the iState of New Hampshire to insist upon the strict
performance of this Agreement. In addition to any other remedies that may be
available for default or breach of the Agreement, in equity or otherwise, DHHS may
seek injunctive relief against any threatened or actual breach of this Agreement
without the necessity of proving actual damages. DHHS reserves the right to recover
any or all administrative costs incurred in the performance of this Agreement during
or as a result of any threatened or actual breach. .

34.2. Liquidated Damages

34.2.1. DHHS and the MCO agree that it will be extremely impracticable and difficult to
determine actual damages that DHHS will sustain in the event the MCO fails to
maintain the required performance standards indicated below throughout the life of
this Agreement. Any breach by the MCO will delay and disrupt DHHS's operations
and obligations and lead to significant damages. Therefore, the parties agree that the
liquidated damages as specified in the sections below are reasonable.

34.2.2. Assessment of liquidated damages shall be in addition to, not in lieu of, such other
remedies as may be available to DHHS. Except and to the extent expressly provided
herein, DHHS shall be entitled to recover liquidated damages cumulatively under
each section applicable to any given incident.

34.2.3. DHHS shall make all assessments of liquidated damages. Should DHHS determine
that liquidated damages may, or will be assessed, DHHS shall notify the MCO as
specified in Section 34.9 of this Agreement.

34.2.4. The MCO shall submit a written Corrective Action Plan to DHHS, within five
business days of notification, for review and approval prior to implementation of
corrective action.
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34.2.5. The MCO agrees that as determined by DHHS, failure to provide services meeting
the performance standards below will result in liquidated damages as specified. The
MCO agrees to abide by the Performance Standards and Liquidated Damages
specified, provided that DHHS has given the MCO data required to meet performance
standards in a timely manner. DHHS's decision to assess liquidated damages must be
reasonable, based in fact and made in good faith.

34.2.6. The remedies specified in this Section shall apply until the failure is cured or a
resulting dispute is resolved in the MCO*s favor.

34.2.7. Liquidated damages may be assessed for each day, incidence or occurrence, as
applicable, of a violation or failure.

34.2.8. The amount of liquidated damages assessed by DHHS to the MCO shall not exceed
three percent (3%) of total expected yearly capitated payments, based on average
annual membership from start date, for the MCO.

34.2.9. Liquidated damages related to timely processing of membership, claims and
I  or/encounters shall be waived until such time as DHHS's file transfer systems and

processes are operational.

34.3. Category 1

34.3.1. Liquidated damages up to SI00,000 per violation or failure may be imposed for
Category 1 events. Category 1 events arc monitored by DHHS to determine
compliance and shall include and constitute the following:

34.3.1.1. Acts that discriminate among Members on the basis of their health status or
need for health care services. This includes termination of enrollment or
refusal to re-enroll an enrollee, except as permitted under law or under this
Agreement, or any practice that would reasonably be expected to discourage
enrollment by an enrollee whose medical condition or history indicates
probable need for substantial future medical services. [42 CFR 700(b)(3) and
42 CFR 704(b)(2)].

34.3.1.2. A determination by DHHS that a recipient was not enrolled because of a
discriminatory practice; $15,000 for each recipient subject to theSlOO.OOO
overall limit in 42 CFR 704(b)(2).

34.3.1.3. A determination by DHHS that a member found eligible for CFl services was
relocated to a Nursing Facility due to MCO's failure to arrange for adequate
in-home services in compliance with this Agreement and He-E801.09.
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34.3.1.4. Misrepresentations of actions or falsifications of information furnished to
CMS or the State.

34.3.1.5. Failure to comply with material requirements in this Agreement.

34.3.1.6. [Intentionally left blank.]

34.3.1.7. Failure to meet the Administrative Quality Assurance Standards specified in
Section 29 of this Agreement.

34.3.1.8. Failure of the MCO to assume full operation of its duties under this
Agreement in accordance with the implementation and transition timeframes
specified herein.

34.4. Category 2

34.4.1. Liquidated damages up to $25,000 per violation or failure may be imposed for
Category 2 events. Category 2 events are monitored by DHHS to deieraiine
compliance and shall include and constitute the following:

34.4.1.1. Misrepresentation or falsification of information furnished to a member,
potential member, or health care provider.

34.4.1.2. Distribution, directly, or indirectly, through any agent or independent MCO,
marketing materials that have not been approved by the State or that contain
false or materially misleading information.

34.4.1.3. Violation of arty other applicable requirements of section 1903(m) or 1932 of
the Social Security Act and any implementing regulations.

34.4.1.4. Imposition of premiums or charges on members that are in excess of the
premiums or charges permitted under the Medicaid program; a maximum of
$25,000 or double the amount of the charges, whichever is greater. The State
will deduct the amount of the overcharge and return it to the affected member.

34.4.1.5. Failure to resolve member Appeals and Grievances within the timeframes
specified in Section 19 of this Agreement.

34.4.1.6. Failure to ensure client confidentiality in accordance with 42 CFR 166 and 45
CFR 164; an incident of non-compliance shall be assessed as per member
and/or per HIPAA regulatory violation.

34.4.1.7. Violation of a subcontracting requirement in this Agreement.
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34.4.1.8. Failure to provide medically necessary services that the MCO is required to
provide under law, or under this Agreement, to a member covered under this

• Agreement.

34.5. Category''3

34.5.1. Liquidated damages up to $10,000 per violation or failure may be imposed for
Category 3 events. Category 3 events are monitored by DHHS-to determine
compliance and shall include and constitute the following:

/

34.5.1.1. Late, inaccurate, or incomplete tumover or termination deliverables.

34.6. Category 4

34.6.1. Liquidated damages up to $5,000 per violation or failure may be imposed for
Category 4 events. Category 4 events are monitored by DHHS to determine
compliance and shall include ̂ d constitute the following:

34.6.1.1. Failure to meet staffing requirements as specified in Section 6.

34.6.1.2. Failure to submit reports not otherwise addressed in this Section within the
required timeframes.

34.7. Category 5 ^

34.7.1. Liquidated damages as specified below may be imposed for Category 5 events.
Category 5 events are monitored by DHHS to determine compliance and shall include
and constitute the following:

34.7.1.1. Failure to provide a sufficient number of providers in order to ensure member
access to all covered services and to meet the geographic access standards and
timely access to service delivery specified in this Agreement:

34.7.1.1.1. $ 1,000 per day per occurrence until correction of the failure or
approval by DHHS of a Corrective Action Plan;

34.7.1.1.2. $ 100,000 per day for failure to meet the requirements of the approved
Corrective Action Plan.

34.7.1.2. Failure to submit readable, valid health care data derived from Claims,

Pharmacy or Encounter data in the required form or format, and timeframes
required by the terms of this Agreement:

34.7.1.2.1. $5,000 for each day the submission is late;

34.7.1.2.2. for submissions more than thirty (30) calendar days late, DHHS
reserves the right to withhold five percent (5%) of the aggregate
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capitation payments made to the MCO in that month until such time as
the required submission is made.

34.7.1.3. Failure to implement the Disaster Recovery Plan (DRP):

34.7.1.3.1. Implementation of the DRP exceeds the proposed time by two (2) or
less Calendar Days: five thousand dollars ($5,000) per day up to day 2.

34.7.1.3.2. Implementation of the DRP exceeds^the proposed time by more than
two (2) and up to five (5) Calendar Days: ten thousand dollars
($ 10,000) per day beginning with day 3 and up to day 5.

34.7.1.3.3. Implementation of the DRP exceeds the proposed time by more than
five (5) and up to ten (10) Calendar Days: twenty five thousand dollars
($25,000) per day beginning with day 6 and up to day 10.

34.7.1.3.4. Implementation of the DRP exceeds the proposed time by more than
ten (10) Calendar Days: fifty thousand dollars ($50,000) per day
beginning with day 11.

34.7.! .4. Unscheduled system unavailability occurring during a continuous five (5)
business day period:

34.7.1.4.1. Greater than or equal to two (2) and less than twelve (12) hours
cumulative; up to one hundred twenty-five dollars ($125) for each
thirty (30) minutes or portions thereof.

34.7.1.4.2. Greater than or equal to twelve (12) and less than twenty-four (24)
hours cumulative; up to two hundred fifty dollars ($250) for each
thirty (30) minutes or portions thereof.

34.7.1.4.3. Greater than or equal to twenty-four (24) hours cumulative; up to five
hundred dollars ($500) for each thirty (30) minutes or portions thereof
up to a maximum of twenty-five thousand dollars ($25,000) per
occurrence.

34.7.1.5. Failure to correct a system problem not resulting in system unavailability
within the allowed timeframe:

34.7.1.5.1. One (I) to fifteen (15) calendar days late; two hundred and fifty dollars
($250) per calendar day for days 1 through 15.

34.7.1.5.2. Sixteen (16) to thirty (30) calendar days late; five hundred dollars
($500) per calendar day for days 16 through 30.

34.7.1.5.3. More than thirty (30) calendar days late; one thousand dollars ($1,000)
per calendar day for days 31 and beyond.

34.7.1.6. Failure to meet telephone hotline performance standards:
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34.7.1.6.1. One thousand dollars ($ 1,000) for each percentage point that is below
the target answer rate of ninety percent (90%) in thirty (30) seconds.

34.7.1.6.2. One thousand dollars (S1,000) for each percentage point that is above
the target ofa one percent (1%) blocked call rate.

34.7.1.6.3. One thousand dollars (51,000) for each percentage point that is above
the target of a five percent (5%) abandoned call rate.

34.7.1.7. The MCO shall resolve at least ninety-eight percent (98%) of member appeals
within thirty (30) calendar days from the date the appeal was filed with the
MCO

34.8. Suspen.slon of Payment

34.8.1. Payment of capitation payments shall be suspended when:

34.8.1.1. The MCO fails to cure a default under this Agreement within thirty (30) days
of notification;

34.8.1.2. Failing to act on identified Corrective Action Plan;

34.8.1.3. Failure to implement approved program management or implementation
plans;

34.8.1.4. Failure to submit or act on any transition plan, or corrective action plan, as
specified in this Agreement; or

34.8.1.5. Upon correction of the deficiency or omission, capitation payments shall be
reinstated.

34.9. .Administrative and Other Remedies
\

34.9.1. In addition to other liquidated damages described in Category 1-5 events, DHHS may
impose the following other remedies:

34.9.1.1. Appointment of temporary management of the MCO, as provided in 42 CFR
438.706, if DHHS finds that the MCO has repeatedly failed to meet
substantive requirements in Section 1903(m) or Section 1932 of the Social
Security Act.

34.9.1.2. Suspending enrollment of new members ind/or changing auto-assignment of
new members to the MCO.

34.9.1.3. Granting members the right to terminate cru"ollment without cause and
notifying affected members of their right to disenroll.
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34.9.1.4. Suspension of payment to the MCO for members enrolled after the effective
date of the remedies and until CMS or DHHS is satisfied that the reason for

imposition of the remedies no longer exists and is not likely to occur.

34.9.1.5. Termination of the Agreement if the MCO fails to carry out the substantive
terms of the Agreement or fails to meet the applicable requirements in Section
1903(m) or Section 1932 of the Social Security Act.

34.9.1.6. Civil monetary fines in accordance with 42 CFR 438.704.

34.9.1.7. Additional remedies allowed under State statute or regulation that address area
of non-compliance specified in 42 CFR 438.700.

34.10.Notice of Remedies

34.10.1.Priorto the itnposition of either liquidated damages or anyother remedies under this
■ Agreement, including termination for breach, with the exception of requirements
related to the Implementation Plan, DHHS will issue written notice of remedies that
will include, as applicable, the following:

34.10.1.1. A citation to the law, regulation or Agreement provision that has been
violated;

34.10.1.2. The remedies to be applied and the date the remedies shall be imposed;

34.10.1.3. The basis for DHHS's determination that the remedies shall be imposed;

34.10.1.4. Request for a Corrective Action Plan;

34.10.1.5. The timeframe and procedure for the MCO to dispute DHHS^s determination.
An MCQ's dispute of a liquidated damage or remedies shall not stay the
effective date of the proposed liquidated damages or remedies; and

-34.10:1.6. If the failure is not resolved within the cure period, liquidated damages may
be imposed retroactively to the date of failure to perform and continue until
the failure is cured or any resulting dispute is resolved in the MCQ's favor.
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35. Dispute Resolution Process
35.1. Informal Dispute Process

35.1.1. In connection with any action taken or decision made by DHHS with respect to this
Agreement, within ninety (90) days following the action or decision, the MCO may
protest such action or decision by the delivery of a notice of protest to DHHS and by
which the MCO may protest said action or decision and/or request an informal
hearing with the New Hampshire Medicaid Director. The MCO shall provide DHHS
with an explanation of its position protesting DHHS's action or decision. The
Director will determine a time that is mutually agreeable to the parties during which
they may present their views on the disputed issue(s). It is understood that the
presentation and discussion of the disputed issue(s) will be informal in nature. The
Director will provide written notice of the time, format and location of the
presentations. At the conclusion of the presentations, the Director will consider all
evidence and shall render a written recommendation as soon as practicable, but in no
event more than thirty (30) calendar days after the conclusion of the presentation. The
Director may appoint a designee to, hear and determine the matter.

35.2. No Waiver

35.2.1. The MCO's exercise of its rights under Section 34.1 shall not limit, be deemed a
waiver of, or otherwise impact the parties* rights or remedies otherwise available
under law or this Agreement, including but not limited to the MCO's right to appeal a
decision of DHHS under RSA chapter 541-A or any applicable provisions of the N.H.
Code of Administrative Rules, including but not limited to Chapter He-C 200 Rules
of Practice and Procedure.
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36. Confidentiality
36.1. Conndcntiality of Records

36.1.1. All information, rq>orts, and records maintained hereunder or collected in connection
with the performance of the services and the Agreement shall be confidential and
shall not be disclosed by the MCO, provided however, that pursuant to state laws and
the regulations of the Department regarding the use and disclosure of such
information, disclosure may be made to public officials requiring such information in
connection with their official duties and for purposes directly connected to the
administration of the services and the Agreement; and provided further, that the use
or disclosure by any party of any information concerning a recipient for any purpose
not directly connected with the administration of the Department or the MCO's
responsibilities with respect to purchased services hereunder is prohibited except on
written consent of the recipient, his attorney or guardian.

36.2. MCO Owned or Maintained Data or Information

36.2.1. It is understood that DHHS may, in the course of carrying out its responsibilities
under this Agreement, have or gain access to confidential or proprietary data or
information owned or maintained by the MCO. Insofar as the MCO seeks to maintain
the confidentiality of its confidential commercial, financial or personnel information,
the MCO must clearly identify in writing the information it claims to be confidential
and explain the reasons such information should be considered confidential. The
MCO acknowledges that DHHS is subject to the Right-to-Know Law New
Hampshire RSA Chapter 91-A. DHHS shall maintain the confidentiality of the
identified confidential information insofar as it is consistent with applicable laws or
regulations, including but not limited to New Hampshire RSA Chapter 91 -A. In the
event DHHS receives a request for the information identified by the MCO as
confidential, DHHS shall notify the MCO and specify the date DHHS intends to
release the requested information. Any effort to prohibit or enjoin the release of the
information shall be the MCO's responsibility and at the MCO's sole expense. If the
MCO fails to obtain a court order enjoining the disclosure, DHHS may release the
information on the date DHHS specified in its notice to the MCO without incurring
any liability to the MCO.
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1, Capitation Payments/Rates
This Agreement Is reimbursed on a per member per month capitation rate for the
Agreement term, subject to all conditions contained within Exhibit A. Accordingly, no
maximum or minimum product volume is guaranteed. Any quantities set forth In this
contract are estimates only. The Contractor agrees to serve all members in each
category of eligibility v4io enroll with this Contractor for covered services. Capitation
payment rates are as folbws:

July 1,2017-June 30, 2018
Capitation Payment

Ellfllbllity Category Capitation Rates

Low Income Children and Adults - Ape 2-11 Months $230.25
Low. Income Children and Adults - Age 1-18 Years 130.78

Low Income Children and Adults - Age 19+ Years 398.96

Foster Care / Adoption 320.15

Breast and Cervical Cancer Program 1,612.84
Severely Disabled Children 1,162.00
Eldertv and Disabled Adults 1,050.22

Dual Eliqibles 227.70

Newtjom Kick Payment 3,215.44

Maternity Kick Payment 3,168.61

NF Resident and Waiver Rate Cell Capitation Rates

Nursing Facility Residents - Medlcaid Only - Under 65 $2,118.93
Nursing Facility Residents - Medicaid Only - 65+ 1,295.89
Nursing Facility Residents - Dual Eliqibles - Under 65 247.69

Nursing Facility Residents - Dual Eligibles - 65+ 85.64

Community Residents - Medlcaid Only - Under 65 3,068.03

Community Residents - Medicaid Only - 65+ 1,430.97
Community Residents - Dual EUqibies - Under 65 1,209.45

Community Residents - Dual EQalbles - 65+ 399.92

Oevelopmentally Disabled Adults - Medicaid Only 878.44

Developmentally Disabled Adults - Dual Eligibles 248.76

Developmentatly Disabled and IHS Children 1.227.94

Acquired Brain Disorder - Medlcaid Only 1.356.89

Acquired Brain Disorder - Erigibles Dual 311.11

Behavioral Health Population Rate Cells Capitation Rates
Severe / Persistent Mental Illness - Medicaid Only $2,232.40

Severe / Persistent Mental Illness - Dual Eligibles 1,699.66

Severe Mental Illness - Medicaid Only 1.504.34
Severe Mental Illness - Dual Eligibles 992.34

Low Utilizer - Medlcaid Only 1,402.41

Low Utilizer - Dual Eligibles 566.73

Serious Emotionally Disturbed Child 919.20
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July 1,2017-June 30. 2018
Capitation Payment - NH Health Protection Program, Alternative Benefit Plan for
Medically Frail

mbllllYPfltfflffrY ^ SflPltfltipnRCte
Medically Frail $ 1,207.45

July 1,2017-June 30, 2018
Capitation Payment - NH Health Protection Program, Transitional Population

Eilqlbllitv Cateaorv Capitation Rate
NHHPP Transitional Population $ 429.28
Maternity Kick Payment $ 3,499.83

2. Price Limitation
This Agreement is one of multiple contracts that will serve the New Hampshire Medlcaid
Care Management Program. The estimated member months, for State Fiscal Year
2018, to be served among all contracts is 1,588,466. Accordingly, the price limitation
for SFY18 among all contracts, for State Fiscal Year 2018, based on the projected
members per month is $617,356.040.

3. Health Insurance Providers Fee
Section 9010 of the Patient Protection and Affordable Care Act Pub. L. No. 111-148
(124 Stat. 119 (2010)), as amended by Section 10905 of PPACA, and as further
amended by Section 1406 of the Health Care and Education Reconciliation Act of 2010,
Pub. L. No. 111-152 (124 Stat. 1029 (2010)) imposes an annual fee on health insurance
providers beginning in 2014 ("Annual Fee"). Contractor is responsible for a percentage
of the Annual Fee for all health Insurance providers as determined by the ratio of
Contractor's net written premiums for the preceding year compared to the total net
written premiums of all entities subject to the Annual Fee for the same year

Exhibit B, Amendment #15 Page 2 of 3



New Hampshire Medicald Care Management Contract
Exhibit B Amendment #15

The State shaii reimburse the Contractor for the amount of the Annual Fee specifically
allocable to the premiums paid during this Contract Term for each calendar year or part
thereof, including an adjustment for the full inhpact of the non-deductibility of the Annual
Fee for Federal and state tax purposes, including income and excise taxes
("Contractor's Adjusted Fee"). The Contractor's Adjusted Fee shall be determined
based on the final notification of the Annual Fee amount Contractor or Contractor's
parent receives from the United States Internal Revenue Service. The State will provide
reimbursement within 30 days following Its review and acceptance of the Contractor's
Adjusted Fee.

I

To claim reimbursement for the Contractor's Adjusted Fee the Contractor must submit a
certified copy of its full Annual Fee assessment within 60 days of receipt, together with
the allocation of the Annual Fee attributable specifically to its premiums under this
Contract. The Contractor must also submit the calculated adjustment for the impact of
non-deductibility of the Annual Fee attributable specifically to its premiums under this
Contract, and any other data deemed necessary by the State to validate the
reimbursement amount. These materials shall be submitted under the signatures of
either its Financial Officer or Executive leadership (e.g., President, Chief Executive
Office, Executive Director), certifying the accuracy, truthfulness and completeness of
the data provided.

I

Questions regarding payment(s) should be addressed to:
Attn: Medicaid Finance Director

New Hampshire Medicaid Managed Care Program
129 Pleasant Street

Concord, NH 03301
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Jeffrey A. Meyers
Commissioner

Deborah H. Fournler

Medicdld Olrecfor

STATE OF NEW HAMPSHIRE

DEPARTMENT OF HEALTH AND HUMAN SERVICES

OFFICE OF MEDICAID SERVICES

129 PLEASANT STREET. CONCORD. NH 03301-3857

403-271.M32 1-800-852-3345 Ext. 9422

Fax:403-271-6431 TDDAccess: 1-800-735-2944 www.dhhs.nh.gov

May 24. 2017

His Excellency, Governor Christopher T. Sununu
and the Honorable Council

State House

Concord. NH 03301

REQUESTED ACTION

Authorize the DepatVnent of Health and Human Services to amend the existing Individual agreements
with the state s two managed care health plans, Granite State Health Plan. d/t>/a New Hampshire Healthy
Families. 264 South River .Road. Bedford, NH 03110 and Boston Medical Center HealthNet Plan, d/b/a Wed
Sense Health Plan, 529 Main Street, Suite 500, Charlestbwn, MA 02129, in order to reflect SPY 2018 rates prior
to the beginning of SFY 2018. This amendment effects a SPY 2018 price limitation of $619,281,945.00 to the
contracts for a cumulative contract value of $2,904,421,069.01 for all Medicaid Care Management contracts
effective upon Governor and Executive Council approval through June 30, 2018. Funds to support this request
are available in the following accounts in SFY 2018 and are anticipated to be available in SPY 2018 upon
availability and continued appropriation of'funds in future operating budgets.

Governor and Executive Council approved the original agreements on May 9. 2012, Item #54A. and
approved subsequent amendments on June 19, 2013, Item #, 67A. February 12, 2014, Item #25, April 9, 2014,
Item #44. June 18, 2014. Item #65A. July 16. 2014, Late Item *A'. December 23, 2014, Item #11, June 24, 2015,
Item #30. August 5. 2015, Tabled Item "A". December 16. 2015, Late Item "A3*, January 27, 2016. Item #7B,
March 9, 20,16. Item #10A. June 29. 2015, Late Item "A?", and October 5, 2016, Item #12A. Funds are 50%
Federal and 50% General Funds for the currently eligible Medicaid population, and NH Health Protection Program
services are 95% Federal and 5% Other Funds in Calendar Year 2017," and 94% Federal and 5% Other Funds for
Calendar Year 2018.

Funds to support this request are anticipated to be available in the following accounts in SFY 2016, upon
the availability and continued appropriation of funds in the future operating budgets.

Fund Namt and Account
Numbar

SFYIJ SFYt4 SFY15 SFY16 SFY17 SFYIB Total

Medicaid Care Mgmt. 010-
047-79X60000-101

$C S250.000,000.00 S460.000.000.00 S490.697.701.00 SS36.60l.67l 35 SS40.ai3.9l7.00 S2.260.313.2B9 35

Navr Hampthire Haattn
Pioiecilon Program: 010-
047-3099-102

SO so.oo S193.000.000.00 S218.624.347.04 $134,018,403.72 $78,466.028 00 S624.I07 779 66

Total so S2SO.OOO 000.00 S6S3.00O.DOO.00 3709.522.046 94 S672.617.07S 17 $619,261.945 00 $2,904,421,069 o:

//
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EXPLANATION

The purpose of this aniendment is to set the SPY 2016 Medicaid Managed Care capitation rates and to
modify the contract to reflect certain requirements of the Centers for Medicare and Medicaid Services (CMS)
Managed Care Final Rule (CMS 2390-F). These requirements do not extend the contract beyond the current

"^expiration date of June 30, 2018. There is currently pending legislation that would require a re-procu'rement of the
Medicaid managed care program for acute-care medical services as well as nursing facility sen/ices and home
and community based services for seniors and people living with disabilities known as Choices for Independence,
(CFI). Depending on the outcome of that proposed legislation, the Department may later this year bring an
extension of the current contract, for consideration by the council, to the date established by the legislature
regarding re-procurement in order to ensure continuity of care in the event a re-procurement yields vendors
different than the incumbents.

CMS requires the state of NH to establish actuarially sound rates of reimbursement to the Managed Care
Organizations (MCOs) on an annual basis. This contract amer\dment is the vehicle for bringing fon«/ard the rates
for the next fiscal year. The rates apply to our standard Medicaid population as well as those who are medically
frail and are transitional in the New Hampshire Health Protection eligibility group and served through the managed
care delivery system. Exhibit A also reflects necessary changes that bring the contract into compliance with
existing federal requirements in Title XIX of the Social Security Act, 42 CFR 438. including requirements
Incorporated into the CMS Managed Care Final Rule that will be effective July 1, 2017. Per CMS requirements,
the C>epartrr>ent has strengthened contract language specific to beneficiary supports and protections, darified the
grievance and appeal process, and provided for the calculation and reporting of the Medical Loss Ratio (MLR) In
accordance with the Final Rule.

The capitation rates listed In Exhibit B reflect cornpliance with the Managed Care Final rule as well as
program Changes made by the Department of Health and Human Services, including continued improvement of
mental.health services under the Community Mental Health Agreement (CMHA), removal of mental health prior
authorization prohibition, and the rernoval. of the exclusion of coverage for gender dysphoria surgery.

Exhibit 0 to the Agreement has changed to reflect reporting requirements in support of Exhibit A
requirements per the CMS Managed Care Final Rule. For example, the Department has modified, in accordance
with the Final Rule, the Exhibit 0 to consolidate annual reporting requirements, provided for improved appeals
and grievance reporting, and tracking of care management requirements for special needs populations.

The Department commenced the Medicaid Managed Care (MMC) Program in December 2013. providing
acute-care medical services primarily to low-incorDe children and adults, people living with disabilities, pregnant
women, newborns, and those receiving breast and cervical cancer treatments. While not all Medicaid-eligible
individuals are required to obtain their health care coverage through the MMC Program, at the present time,
approximately 133,190 individuals receive their health care through this program.

The Medicaid managed care authorizing legislation SB 147, enacted in 2011, contemplated a ftve year
agreement between the state and participating Medicaid managed care health plans. However, as noted above,
the administration of Medicaid through the managed care delivery system did not begin until December of 2013.

.  The continuation of the program into SFY18 allows the operational span of the program to reflect the intent of the
authorizing legislaticxi for the program to run for five years.

Tables 1 and 2 provide a summary of the^ impact of the program changes and calculate a 2.14% rate
increase from SFY 2017 rates. The SFY2018 rates also assume efficiencies from a maturing relationship between
the MCOs and the community mental health centers as well as progress that the Integrated Delivery Networks
(IONS) participating in the Building Capacity for Transformation Demonstration, are expected to make during
SFY18 relative to improving the integration of physical and behavioral health care for Medicaid participants.
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1  Table 1
1  New Hampshire Department of Health and Human Services
1  SFY 2018 Capitation Rate Change
1  Based on Projected SFY 2018 MCO Enrollment by Rate Cell

SFY 2017

Population Capitation Rate
SFY 2018

Capitation Rate Percentage Change

Base Population Rate Cells 5250.72 5252.74 0.80%

NF Resident and Waiver Population Rate Ceils 547.71 575.98 5.16%

Behaviorat Health Population Rate Cells 1,205.60 1,248.90 3.57%

Grand Total $349.20 $356.68 2.14%

Table 2

1  Nev,f Hampshire Department of Health and Human Services
Mcdicaid Care Management Program Capitation Rates

1  Summary of SFY 2018 Capitation Rate Chanqc Components

Rate Component Rate Change
Annualized Dollar

Impact
impact of new manaqed care Initiatives -0.90% 154,752.000)
Reduclion of margin allowance from 2.0% to 1.5% of MOO revenue •0.61% (3,254,000)
Rate chanqe for trend and other assumptions 2.68% 14.197.000
Rate chanqe prior to program changes 1.17% 6,191.000

SFY 2018 program changes:
Inaease In funding for mental health services under the CMHA 1.19% 6.293.000
Removal of mental health formulary restriction under HB 1680 -0.70% (3.731.000)
Implementation of gender dysphoria beneftt 0.05% 286.000
Impact of increased SMI and SUD service capacity under HB 400 0.44% 2.305.000

Rate change due to SFY 2018 program changes 0.97% 5,153,000

There are no changes to the information technology components of these Agreements. As a result, an
approval letter from the Department of Information Technology's Chief Information Officer Is hot included, and the
Department has instead provided written notification of the amendment to the Chief Information Officer for his
records.

The May 24, 2017, Governor and Council submission has been attached to this request as background
information. Please note that only one copy of Exhibit A, Exhibit B, and Exhibit 0 have been attached as the
Exhibits were voluminous, but were identical for both vendors.

Area Served: Statewide.

Source of funds: Federal financial participation rates for the currently eligible population will be 50%
Federal Funds as appropriated by Congress for the entire period of this amendment, and 50% General Funds.
Federal financial participation rates for the New Hampshire Health Protection services are 95% Federal Funds
and 5% Other Funds in Calendar Year 2017. and 94% Federal Funds and 6% Other Funds in Calendar Year
2016, as appropriated by Congress.
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In the event that Federal Funds become no longer available or are decreased below the 95% level in CY
2017 and the 94% level for the New Hampshire Health Protection population in CY 2018, consistent with RSA
12&-A:5-b&c General .Funds will not be requested to support this program; and medical services for the new adult
population would end consistent with RSA126-A;5-b&c and the Special Terms and Conditions of the Premium
Assistance Program Demonstration.

Respectfully submitted;

Dorah Fournier

sdicaid Director

Approved: I >1 /
jafipey A. Meyers ̂
Commissioner

77»e Depoilnienl of Heo\th and Hnnioti Smiccx' Mission is to Join coniiniinUics nnd [amities
in inariding npiiortniiitir.s for cilizens In mJiiet r hmllh nnd indeprndenre.



New Hampshire Department of Health and Human Services
Medicaid Care Management Contract

State of New Hampshire
Department of Health and Human Services

Amendment 014 to the
Medicaid Care Management Contract

This 14" Amendment to the Medicaid Care Management contract (hereinafter referred to as "Amendment
Fourteen") dated this 23 day of May, 2017, is by wd between the State of New Hampshire, Department of Health
and Human Services (hereinafter referred to as the 'State' or "Department") and Granite State Health Ran. Inc.,
(hereinafter referred to as "the Contractor"), a New Hampshire Corporation with a place of txislness at 2 Executive
Park Drive, Bedford. NH 03110.

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor and Executive Council on May 9,
2012, ltem#54A, and approved subsequent amendments as follows: Amendment #1 June 19,2013, Item#, 67A,
Amendment #2 February 12. 2014, Item #25. Amendment #3 April 9.2014, Item #44, Amendment #4 June 18.
2014. Item #85A. Amendment #5 July 16.2014, Late Item "A", Amendment #6 December 23. 2014, Item #11,
Amendment #7 June 24,2015, Item #30, Amendment #8 August 5,2015, Tabled item "A", Amendment #9
December 16,2015. Late Item ■A3", Amendment #10 January 27.2016, Item #7B, Amendment #11 March 9.2016,
llem,#10A. Amendment #12 June 29. 2016. Late Item •A2*. and Amendment #13 October 5.2016, Item #12A. the
Contractor agreed to perform certain services based upon the terms and conditions specified in the Contract as
ametvJed and in consideration of certan sums spedfied; and

WHEREAS, the State and the Contractor have agreed to make changes to the scope of work, payment schedules
and terms arxJ conditions of the contract; and

WHEREAS, pursuant to the General Provisions. Paragraph 18. the State may rrwdify the scope of work and the
payment schedule of the contract by written agreement of the parti^;

WHEREAS, the parties agree to increase the price limitation, and modify the scope of services to support •
continued delivery of these services, and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained in the
Contract and set forth herein, the parties hereto agree as follows:

1. Amend Form P-37, Block 1.8, to decrease the Price Limitation by ($53,335,130.07) from
$2,957,756,199.06 to read: $2,904,421,069.01 for a cumulative contract value for all Medicaid Care
Management contracts.

2. Amend Form P-37, Block 1.9, to read Jonathan V. Gailo, Esq., Interim Director of Contracts and
Procurement.

3. Amend Form P-37, Block I.IOto read 603-271-9246.

4. Delete Exhibit A Amendment #11 in its entirety and replace witt) Exhbit A Amendment #12.

5. Delete Exhibit B Amendment #13 in its entirety and replace with Exhibit B Amendment #14.

6. Delete Exhibit O Amendment #7 in its entirety and replace with Exhibit 0 Amendment #8.

Gnnte State Health Plan, Inc. Amendrntnt «14
PagelefS



New Hampshire Department of Health and Human Services
M«dicai^ Care Management Contract

This amendment shall be effective upon the date of Governor and Executive Council approval.
IN WITNESS WHEREOF, the parties have set their hands as of the date written betow,

State of New Hampshire
Department of Health and Human Services

Date ^me: Deborah H. Foumier
Title: Medicald Director

Gran'rte State Health Ran, Inc.

Date Name:(>gpt^^l^r'Vj.^

Acknowledgement of Contractor's signature:

State / ̂"7 before the undersigned officer,
personalty appeared the person identified directly above, or satisfactorfly proven to be the person whose name is
signed ateve, and acknowledged that s/he executed this document In the capacity Indicated above.

^nJture of Notary Public or Judice of the(^ace

U8AIMUE MALANQA Nottty PubBe
llyOeavrMon FObiuery O^aOtl

Name and Title of Notary or Justice of the Peace

My Commission Expires:

OrtnSa state He«nh Ptan, Inc. Amen(lmtnt#t4
Page 2 of 9



New Hamp&hire Department of Health and Human Services
Medicaid Care Management Contract

The preceding Amendment, having been reviewed by this ofTice, is approved as to form, substance, and execution.

OFFICE OF THE ATTORNEY GENERAL

'ksjin
zDate ' ' Name:

Title:

i hereby certify that the foregoing Amendment was approved by the Gl^vemor af\<l Executive Coundl of the State
of New Hampshire at the Meeting on: (dale of

OFFICE OF THE SECRETARY OF STATE

Date Name:

Tide:

OranA* Stats Health Plan, Irw. Amen^cnt 014

Paga 3 of 3



New Hampshire Department of Health and Human Services
Medicald Care Management Contract

State of New Hampshire
Department of Health and Human Services

Amendment 014 to the

Medicald Care Management Contract

This 14^ Amendment to the Medicaid Care Management contract (hereinafter referred to as 'Amendment
Fourteen") dated this 23 day of May. 2017, is by and between the State of New Hampshire, Department of Health
and Human Services (hereinafter referred to as the "State" or "Department") and Boston Medical Center Health
Plan, Inc., (hereinafter referred to as "the Contractor^), a Massachusetts nonprofit corporation with a place of
business at'529 Main Street. Suite 500, Charjestowni MA 02129.

WHEREAS, pursuant to an agreement (the "Contracf) approved by the Governor and Executive Council on May 9,
2012, Item #54A, and approved subsequent amendments as follows; Amendment #1 June 19, 2013, Item#, 67A,
Amendment#2 February 12,2014, Item #25. Amendment #3 April 9,2014, Item #44. Amendment #4 June 18,
2014, Hem #85A, Amendment #5 July 16, 2014, Late Hem 'A', Amendment #6 December 23, 2014, Hem #11.
Amendment #7 June 24, 2015, Item #30, Amendment #8 August 5,2015, Tabled Hem "A", Amendment #9
December 16.2015, Late Item "A3", Amendment #10 January 27,2016, Item #78, Amendment #11 March 9,2016,
Item #10A, Amendment #12 June 29. 2016, Late Item "A2". and Amendment #13 October 5. 2016, Item #12A, the
Contractor agreed to perform certain services based upon the terms and conditions specified in the Contract as
amended and in consideration of certain sums specrft^; and

WHEREAS, the State and the Contractor have agreed to make changes to the scope of work, payment schedules
and terms and conditions of the contract; and

WHEREAS, pursuant to the General Provisions. Paragraph 18, the State may modify the scope of work and the
payment schedule of the contract by written agreement of the parties;

WHEREAS, the parties agree to increase the price limitation, and modify the scope of services to support
continued delivery of these services, and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained in the
Contract and set forth herein, the parties hereto agree as folbws;

1. Amend Form P-37. Block 1.8, to decrease the Price Limitation by ($53,335,130.07) from
$2,957,756,199.08 to read: $2,904,421,069.01 for a cumulative contract value for all Medicaid Care
Management contracts.

2. Amend Form P-37, Block 1.9, to read Jonathan V. Gallo, Esq., Interim Director of Contracts and
Pfocuren>ent.

3. Amend Form P-37. Block 1.10 to read 603-271-9246.

4. Delete Exhibit A Amendment #11 inltsentirelyandreplac8withExhibttAAmendment#12.

5. Delete Exhibit 8 Amendment #13 in Its entirety and replace with Exhibit B Amendment #14.

6. Delete Exhibit O Amendment #7 in its entirety and replace with Exhibit 0 Amendment #8.

Boston Msdlqal Center Health Plan, Inc. Amendment 014
Page 1 of 3



New Hampshire Department of Health and Human Services
Medicald Care Management Contract

This amendment shall be effective upon the date of Governor and Executive Councii approval.
IN WITNESS WHEREOF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

Date Deborah H. Foumler
Title; t\^edicaid Director

Boston Medical Center Health Plan, Inc.

Date ~ Name; Sd3DS\ Co^l-eM
Pf€SiJ^>rjV ^

Acknowiedgement of Contractor's signature;

State of . County of on SIts1\"7 , before the undersigned officer,
personally appeared the [^rson identified directly above, or satisfactonly proven to be the person whose name is
signed above, and acknowledged that s/he executed this document in the capacity indicated above.

'Signature of Notary Pi^lic or Justin of the Peace

Name and Title of Notary or Justice of the Peace

My Commission Expires:

Boston Medical Center Health Plan, Inc. Amendment #14

Page 2 of 3



New Hampshire Department of Health and Human Services
Medlcald Care Managemont Contract

The preceding Amendment, having been reviewed by this office, is approved as to form, substance, and execution.

OFFICE OF THE ATTORNEY GENERAL

71
I  N3.e:

I hereby certify that the foregoing Amendment was approved by the and Executive Council of the State
of New Hampshire at the Meeting on: • (date of meeting)

OFFICE OF THE SECRETARY OF STATE

Dale Name:

Title:

Boston ModictI Center HeiKh Plan. Inc. Amendment #14
Page 3 of 3
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1. Introduction

1.1. Purpose

1.1.1. The purpose of this Agreement is to set forth the terms and conditions for the MCO's
participation in the NH Medicaid Care Management Program.

1.2. Type of Agreement

1.'2.1. This is a comprehensive full risk prepaid capitated contract. The MCO is responsible
for the timely provision of all medically necessary services as defined under this
Agreement. In the event the MCO incurs costs that exceed the capitation payments,
the State of New Hampshire and its agencies are not responsible for those costs and
will not provide additional payments to cover such costs.

1.3. Agreement Period

1.3.1. The Dcpartmciit of Health and Human Services (DHHS) is extending this agreement
by 12 months to June 30, 2018.
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0

2. Glossary of Terms and Acronyms
Abuse

"Abuse" means provider practices that are inconsistent with sound fiscal, business, or medical
practices and result in an unnecessary cost to the Medicaid program, or in reimbursement for
services that are not medically necessary or that fail to meet professionally recognized standards
for health care. It also includes beneficiary practices that result in unnecessary cost to the
Medicaid program. [42 C.F.R. 455.2]

Administrative Review Committee

Applies appropriate risk management principles to ensure due diligence and oversight to protect
the patient, community and hospital in treating high risk or high profile patients.

Acquired Brain Disorder (HCBC-ABD) Waiver

"Acquired Brain Disorder (HCBC-ABD) waiver" means the home and community-based care
]91S(c) waiver program that provides a system of services and supports to individuals age 22
years and older with traumatic brain injuries or neurological disorders who are financially
eligible for Medicaid and medically qualify for institutional level of care provided with a need
for specialized nursing care or specialized rehabilitation services. Covered services are identified
in He-M 522.

Adequate Network of Providers

A network sufficient in numbers, types and geographic location of providers, as defined in the
Agreement, to ensure that covered persons will have access to health care services without
unreasonable delay.

Advance Directive

"Advance Directive" means a written instruction, such as a living will or durable power of
attorney for health care, recognized under the laws ofthe State of New Hampshire, relating to the
provision of health care when an individual is incapacitated (42 CFR 438.6,438.10,422.128, and
489.100).

Agreement

"Agreement" means the entire written Agrwment between DHHS and the MCO, including any
Exhibits, documents, and materials incorporated by reference. ^

Agreement Period

Dates indicated in the P-37 of this Agreement.

Agreement Year

NH State Fiscal Year.
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Appeal

"Appeal" means a request for review of an action as described in this Agreement (42 CFR
438.400(b)).

Auxiliary aids

"Auxiliary aids" means services or devices that enable persons with impaired sensory, manual,
or speaking skills to have an equal opportunity to participate in, and enjoy the benefits of
programs or activities conducted by the MCO. Such aids shall include readers, Brailled
materials, audio recordings, telephone handset amplifiers, telephones compatible with hearing
aids, telecommunication devices for deaf persons (TDD's), interpreters, notctakers, written
materials, and other similar services and devices.

Care coordiaation

"Care coordination" Is the deliberate organization of patient care activities between two or more
participants (including the individual) involved in an individual's services and supports to
facilitate the appropriate delivery of medical, behavioral, psychosocial, and long term services
and supports. Organizing care involves the marshalling of personnel and other resources needed
to carry out all required services and supports, and requires the exchange of information among
participants responsible for different aspects of care. (42 CFR 438.208).

" Effective care coordination includes the following;

• Actively assists patients to acquire self-care skills to improve functioning and health
outcomes, and slow the progression of disease or disability;

•  Employs evidence-based clinical practices;

• Coordinates care across health care settings and providers, including tracking referrals;

• Actively assists patients to take personal responsibility for their health care;

•  Provides education regarding avoidance of inappropriate emergency room use;

• Emphasizes the importance of participating in health promotion activities; Provides ready
access to behavioral health services that are, to the extent possible, integrated with primary
care; and

•  Uses appropriate community resources to support individual patients, families and caregivers
in coordinating care,

• Adheres to conflict of Interest guidelines set forth by the health plan and contractor (State of
NH)

•  Ensures the patient is aware of all appeal and grievance processes including how to request a
different care coordinator.

Page 10



New Hampshire Medlcald Care Management Contract — SFY2018

Exhibit A - Amendment #12

•  Facilitates ready and consistent access to long term supports and services that are, to the
extent possible, Integrated with all other aspects of the member's health care.

Centers for Medicare and Medicaid Services (CMS)

"Centers for Medicare and Medicaid Services (CMS)" means the federal agency within the U.S.
Department of Health and Human Services (HHS) with primary responsibility for the Medicaid
and Medicare program.

Children's Health Insurance Program

"Children's Health Insurance Program (CHIP)" means a program to provide access to medical
care for children under Title XXI of the Social Security Act, the Children's Health Insurance
Program Reaiithorization Act of 2009. .

Children with Special Health Care Needs

Children who have or are at increased risk for a chronic physical, developmental, behavioral, or
emotional condition and who also require health and related services of a type or amount beyond
that required by children generally.

Choices for Independence (HCBC-CFT) Waiver

"Choices for Independence (HCBC-CFl) Waiver" means the home and community-based care
1915(c) waiver program that provides a system of long term care services and supports to seniors
and adults who are financially eligible for Medicaid and medically qualify for institutional level
of care provided in nursing facilities. This term is also known as home and community based
care for the elderly and chronically ill (HCBC-ECI). Long term care definitions arc identified in
RSA 151 E and He-E 801, and covered services are identified in He-E 801.

Chronic Coodition

"Chronic Condition" means a physical or mental impairment or ailment of indefinite duration or
fi^uent recurrence and includes, but is not limited to: a mental health condition; a substance use
disorder; asthma; diabetes; heart disease; or obesity, as evidenced by a body mass index over
twenty-five.

Cold Call Marketing

"Cold Call Marketing" means any unsolicited personal contact by the MCO or Its designee, with
a potential member or a member with another contracted managed care organization for the
purposes of marketing (42 CFR 438.104(a)).

Communications Plan

"Communications Plan" means a written strategy for timely notification to DHHS regarding
expected or unexpected Interruptions or changes that Impact MCO policy, practice, operations,
members or providers. The Communications Plan shall define the purpose of the communication,
the paths of communication, the responsible MCO party required to communicate, and the time
line and evaluation of effectiveness of MCO messaging to DHHS and to affected parties. The
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Communications Plan shall also provide for the MCO to communicate with DHHS and respond
to correspondence received from DHHS within one (1) business day on emergent issues and five
(5) business days on non-emergent issues.

Coofidential loformation

"Confidential Information" means information that is exempt from disclosure to the public or
other unauthorized persons under federal or state law. Confidential Information includes, but is
not limited to, Personal Information.

Cooflict Free Care Coordioatloa

"Confilcl Free Care Coordination" separates clinical or non-financial eligibility determination
from direct service provision. Care Coordinators and evaluators of the beneficiary's need for
services are not related by blood or marriage to the individual, their paid caregivers or to anyone
financially responsible for the individual; robust monitoring and oversight are in place to
promote consumer-direction and beneficiaries arc clearly Infonncd about their right to appeal or
submit a grievance decisions about plans of care, eligibility determination and service delivery.
State level oversight is provided to measure the quality of care coordination services and to
ensure meaningful stakeholder engagement. In circumstances when one entity is responsible for
providing care coordination and service delivery, appropriate safeguards and firewalls exist to
mitigate risk of potential conflict.

Conflict Free Care Management

(see Care Coordination)

Copsumer Assessment of Healthcare Providers and Systems (CAHPS®)

"Consumer Assessment of Healthcare Providers and Systems (CAHPS®)" means a family of
standardized survey instruments, including a Medicaid survey used to measure member
experience of health care.

Consumer Direction

"Consumer Direction", also known as participant direction or self-direction, means a service
arrangement whereby the individual or representative, ifapplicable, directs the services and
makes the decisions about how the funds available for the individual's services are to be spent.
It includes assistance and resources available to individuals in order to maintain or improve their
skills and experiences in living, working, socializing, and recreating.

CoQtiDuity of Care

"Continuity of Care" means the provision of continuous care for chronic or acute medical
conditions through member transitions between: facilities and home; facilities; providers; service
areas; managed care contractors; and Medicaid fee-for-service and managed care arrangements.
Continuity of care occurs in a manner that prevents secondary Illness, health care complications
or re-hospitallzation and promotes optimum health recovery. Transitions of significant
importance include; from acute care settings, such as inpatient physical health or behavioral
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(mental health/substance use) health care settings to home or other health care settings; from
hospital to skilled nursing facility; from skilled nursing to home or community-based settings;
and from substance use care to primary and/or mental health care.

Contracted Services

"Contracted Services" means covered services that are to be provided by the MCO under the
terms of this Agreement.

Covered Services

"Covered Services" means health care services as defined by DHHS and State and Federal
regulation.

Debarment

"Debarment" means an action taken by a Federal official to exclude a person or business entity
from participating in transactions involving certain federal funds.

Developmental Disabilities (HCBC-DD) waiver

"Developmental Disabilities (HCBC-DD) waiver" means the home and community-based care
1915(c) waiver program that provides a system of long term care services and supports in non-
institutional settings to individuals of any age with mental retardation and/or developmental
disabilities who are financially eligible for Medicaid and medically qualify for institutional level
of care provided in an Intermediate Care Facility for Individuals with Intellectual Disabilities
(ICF/IID).

Division for Children, Youth & Families (DCYF) Services

"Division ofChildren, Youth & Families (DCYF) Services" means community based services
and residential treatment services as indicated in Section 8',2 Covered Services Matrix as DCYF..

Early, Periodic Screeoing, Diagnostic and Treatment (EPSDT)

"EPSDT (Early, Periodic Screening, Diagnostic and Treatment)" means a package of services in
a preventive (well child) screening covered by Medicaid for children under the age of twenty-one
(21) as defined in the Social Security Act (SSA) Section 1905(r), 42 CFR 441.50, and DHHS
EPSDT program policy and billing instructions. Screening services covered by Medicaid include
a complete health history and developmental assessment, an unclothed physical exam,
immunizations, laboratory tests, health education and anticipatory guidance, and screenings for:
vision, dental, substance use, menUl health and hearing. The MCO shall be responsible for all
services found to be medically necessary services during the EPSDT exam.

Eligible Memben

"Eligible Members" means individuals determined eligible by DHHS and eligible to enroll for
health care services under the terms of this Agreement.
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Emergency Medical Condition

"Emergency MedicarCondiiicn" means a medical condition manifesting itself by acute
symptoms of sufficient severity (including severe pain) such that a prudent layperson, who
possesses an average knowledge of health and medicine, could reasonably expect the absence of
immediate medical attention to result in: (a) placing the health of the individual (or, with respect
to a pregnant woman, the health ofthe woman or her unborn child) in serious jeopardy; (b)
serious impairment to bodily functions; or (c) serious dysfunction of any bodily organ or part (42
CFR438.ir4(a)).

Emergency Services

"Emergency Services" means inpatienl and outpatient contracted services furnished by a
provider qualified to fiimish the services needed to evaluate or stabilize an emergency medical
condition (42 CFR 438.114(a)).

Equal Access

"Equal Access" means Steps 1 and 2, and NHHPP members having the same access to providers
and services for those services common to both populations.

Execution Date

Date Agreement approved by Governor and Executive Council.

External Quality Review (EQR)

"External Quality Review (EQR" means the analysis and evaluation by an EQRO of aggregated
information on quality, timeliness and access to the health care services that the MCO or its
subcontractors fiimish to members (42 CFR 438.320).

External Quality Review Organization (EQRO)

"External Quality Review Organization (EQRO)" means an organization that meets the
competence and independence requirements set forth in 42 CFR 438.354, and performs external
quality review, other EQR-related activities as set forth in 42 CFR 438.358.

Fraud

"Fraud" means an intentional deception or misrepresentation made by a person with the
knowledge that the deception could result in some unauthorized benefit to himself or some other
person. It includes any act that constitutes fraud under applicable Federal or State law. [42
C.F.R. 455.2]

Grievaoce

"Grievance" means an expression of dissatisfaction about any matter other than an action.
Possible subjects for grievances include, but are not limited to, the quality of care or services
provided, and aspects of interpersonal relationships such as rudeness of a provider or employee,
or failure to respect the member's rights (42 CFR 438.400(b)).
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Grievance Process

"Grievance Process" means the procedure for addressing member grievances (42 CFR
\ 438.400(b)).

Grievance System

"Grievance System" means the overall system that includes grievances and appeals handled by
the MCO and access to the State fair hearings (42 CFR 438, Subpart F).

Healthcare EfTectiveness Data and Information Set (HEDtS)

"Healthcare EfTectiveness Data and Information Set (HEDIS)" means a set of standardized
performance measures designed to ensure that healthcare purchasers and consumers have the
information they need to reliably compare the performance of managed health care plans. HEDIS
also includes a standardized survey of members' ̂experiences that evaluates plan performance in
areas such as customer service, access to care and claims processing. HEDIS is sponsored,
supported, and maintained by National Committee for Quality Assurance (NCQA).

Health Home

"Health Home" means coordinated health care provided to members with Special health care
needs. At minimum, health home services include:

•  Comprehensive care coordination including, but not limited to, chronic disease management;

•  Self-management support for the member, including parents of caregivers or parents of
children and youth; '

• Care coordination and health promotion;

• Multiple ways for the member to communicate with the team, including electronically and by
phone;

•  Education of the member and his or her parent or caregiver on self-care, prevention, and
health promotion, including the use of patient decision aids;

• Member and family support including authorized representatives;

• The use of information technology to link services, track tests, generate patient registries and
provide clinical data;

•  Linkages to community and social support services; '

• Comprehensive transitional health care including follow-up from inpatient to other settings;

• A single care plan that includes all member's treatment and self-management goals and
interventions; and

• Ongoing performance reporting and quality improvement.
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Home aod Commuoity Based Care (HCBC)

"Home and Community Based Care (HCBC)", also known as Home and Community Based
Services (HCBS), means the waiver of sections 1902 (a) (10) and 1915 (c) of the Social Security
Act which allows the federal Medlcaid funding of long term services and supports in non-
institutional settings for individuals who reside in the community or in certain community
altemative residential settings, as an alternative to long term institutional services in a nursing
facility or Inlcrmcdialc Care Facility. This includes services provided under the Choices for

independence Waiver (HCBC-CFI) waiver program, Developmental Disabilities (HCBC-DD)
waiver program, A.cquired Brain Disorders (HCBC-ABD) waiver program, and In Home
Supports (HCBC-IHS) waiver program.

Implementation Period

"Implementation Period" means each period of time prior to Program Start Date for the
following segments: Step I, NHHPP, SLID Phases I, 2 and 3, and Step 2 Phases I, 2, 3 and 4.

Implementation Plan

"Implementation Plan" means a proposed and agreed upon written and detailed listing of all
objectives, tasks, activities, time allocation, deliverables, dependencies and responsible parties
required to design, develop and implement the steps and phases of the Care Management
Program. The Implementation Plan(s) shall include documentation of approvals as well as
document change history.

In Home Supports for Chlldrea with Developmental Disabilities (HCBC-IHS) Waiver

"In Home-Supports for Children with Developmental Disabilities (HCBC-IHS) Waiver" means
the home and community-based care 1915(c) waiver program that provides a system of long
term care services and supports to families with children diagnosed with autism and other
developmental disabilities through age 21 living at home with their families who require services
to avoid institutionalization. Covered services are identified in He-M524.

Long Term Services and Supports (LTSS)

"Long Term Services and Supports (LTSS)" means a broad array of supportive medical,
personal, and social services needed when a person's ability to care for ̂ emsclvcs is limited due
to a chronic illness, disability, or frailty. Long term services and supports include nursing facility
services, all four of New Hampshire's Home and Community Based Care Waivers, and services
provided to children and families through the Division for Children, Youth & Families. Other
applicable terms and definitions are identified in RSA 151 E, and Administrative Rules He-E
801, S03 and 805.

Maoaged Care OrgaoizatioD (MCO)

"Managed Care Organization (MCO)" means an organization having a certificate of authority or
certificate of registration from the Office of Insurance Commissioner that contracts with DHHS
under a comprehensive risk Agreement to provide health care services to eligible DHHS
members under the DHHS Care Management Program.
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Marketing

"Marketing" means any communication from the MCO to a potential member or member with
another DHHS contracted MCO that can be reasonably interpreted as intended to Influence them
to enroll with the MCO or to either not enroll or end enrollment with another DHHS contracted

MCO (42 CFR 438.104(a)).

Marketing Materials

"Marketing Materials" means materials that are produced in any medium, by or on behalf of the
MCO that can be reasonably interpreted as intended as marketing (42 CFR 438.104(a)).

Medically Frail
"Medically frail" rneans a member who identifies as having a physical, mental, or emotional
health condition that causes limitations in activities (e.g. bathing, dressing, daily chores, etc.) or
lives in a medical facility or nursing home.

Medically Necessary Services

"Medically Necessary Services" means services that are "medically necessary" as is defined in
Section 23.2.2. '

Member ^

"Member" means an individual who is enrolled in managed care through a Managed Care
Organization (MCO) having an Agreement with DHHS (42 CFR 438.10(a)).

Member Handbook

"Member Handbook" means the handbook published by the Managed Care Organization (MCO)
which describes requirements for eligibility and enrollment. Covered Services, and other terms
and conditions that apply to Member participation in Medicaid Managed Care and which means
all informing requirements as set forth in 42 CFR 438.10.

Mental Health Court

A "Mental Health Court" is a specialized court docket for certain defendants with mental
illnesses that substitutes a problem solving model for traditional criminal court processing.

National Committee for Quality Assurance (NCQA)

"National Committee for Quality Assurance (NCQA)" means an organization responsible for
developing and managing health care measures that assess the quality of care and services that
managed care clients receive.

Necessary Services

"Necessary Services" means services to prevent, diagnose, correct, cure, alleviate or prevent the
worsening of conditions that endanger life, cause pain, result in illness or Infirmity, threaten to
cause or aggravate a handicap, cause physical deformity or malfunction, or is essential to enable
the individual to attain, maintain, or regain functional capacity and/or independence, and no
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other equally effective course of ireatjnent is available or suitable for the recipient requesting a
necessary long term service and support.

New Hampshire CommoDity Passport (NHCP) Program or Money Follows the Person
(MFP) Demonstration

"Money Follows the Person (MFP)" means a federal demonstration that assists individuals
residing in nursing institutions who meet CMS eligibility requirements find suitable healthcare
programs to support them in the community and then assists them to transition from nursing
institution care to community care. The program's intent is to help strengthen and Improve
community based systems of long term care for low-income seniors and individuals with
disabilities. "New Hampshire Community Passport (NHCP) Program" means the MFP program
specific to New Hampshire.

New Hampshire Health Protection Program (NHHPP)

Coverage provided through the MCOs for individuals newly eligible for Medicaid based the new
income levels established in Senate Bill 413, Chapter 3, Lawsof20l4; provided, however, that
on and after January 1,2016, coverage under this program shall be limited to said individuals
who are Medically Frail and who choose to participate in the New Hampshire Health Protection
Program and those MCO members who transition from an eligibility category other than the
New Hampshire Health Protection Program who have not yet begun their coverage in the
Premium Assistance Program.

New Member

"New Member" means a member transferring from FFS to an MCO, or transferring from another
MCO.

Noo-Pariicipatlng Provider

"Non-Participating Provider" means a person, health care provider, practitioner, facility or entity
acting within their scope of practice or licensure, that does not have a written Agreement with
the MCO to participate in a managed care organization's provider network, but provides health
care services to members.

Participating Provider

"Participating Provider" means a person, health care provider, practitioner, facility, or entity,
acting within their scope of practice and licensure, and who is under a written contract with the
MCO to provide services to members under the terms of this Agreement.

Payment Reform Plan

"Payment Reform Plan" means an MCO's plan to engage its provider network in health care
delivery and payment reform activities such as pay for performance programs, innovative
provider reimbursement methodologies, risk sharing arrangements and sub-capitation
agreements, and shall contain information on the anticipated impact on member health outcomes,
providers affected.
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Pbyslcian Group

''Physician Group" means a partnership, association, corporation, Individual practice association,
or other group that distributes income from the practice among its members. An individual
practice association is a physician group only if it is composed of individual physicians and has
no subcontracts with physician groups.

Provider Incentive Plan

"Provider Incentive Plan" means any compensation arrangement between the MCO and a
provider or provider group that may directly or indirectly improve the delivery of healthcare
services as directed by a provider under the terms of this Agreement.

Program Management Plan

"Program Management Plan" means a proposed and agreed upon written detailed plan that
includes a framework of processes to be used by the MCO and NH DHHS for managing and
monitoring all aspects of the Care Management Program as provided for in the Agreement
Includes documentation of approvals as well as document change history.

Program Start Date

Each date when MCO is responsible for coverage of services to its members with respect to the
steps and phases ofthe Medicaid Care Management program.

Post-stabilizatioD Services

"Post-stabilization Services" means contracted services, related to an emergency medical
condition that are provided after an member is stabilized in order to maintain the stabilized
condition or to improve or resolve the member's condition (42 CFR 438.114 and 422.113).

Primary Care Provider (PCP)

"Primary Care Provider (PCP)" means a participating provider who has the responsibility for
supervising, coordinating, and providing primary health care to members, initiating referrals for
specialist care, and maintaining the continuity of member care. PCPs include, but are not limited
to Pediatricians, Family Practitioners, General Practitioners, Internists,
Obstetricians/Gynecologists, Physician Assistants (under the supervision of a physician), or
Advanced Registered Nurse Practitioners (ARNP), as designated by the MCO. The definition of
PCP is inclusive of primary care physician as it is used in 42 CFR 438. All Federal requirements
applicable to primary care physicians will also be applicable to primary care providers as the
term is used in this Agreement.

Provider

"Provider" means an individual medical professional, hospital, skilled nursing facility, other
facility or organization, pharmacy, program, equipment and supply vendor, or other entity that
provides care or bills for health care services or products.
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Referral Provider

"Rcfcoai Provider" means a provider, who is not the member's PCP, to whom a member is
referred for covered services

Regulation

"Regulation" means any federal, state, or local regulation, rule, or ordinance.

Risk

"Risk" means the possibility that a loss may be incurred because the cost of providing services
may exceed the payments made for services. When applied to subcontractors, loss includes the
loss of potential payments made as part of a provider incentive plan, as defined herein.

Special Needs

Special Needs include chronic physical, developmental, behavioral or emotional.conditions or
adverse social circumstances resulting in need for help with related services of a type or amount
beyond that required by members generally. Members with Special Needs include both Children
and Adults.

Start Date of the Program

Date initial member enrollment begins.

Start of Program

Date initial member enrollment begins.

State

"Slate" or "slate" means the State of New Hampshire

Step 1

Services as indicated in Section 8.2 Covered Services Matrix as Step 1.

Step 2

Services as indicated in Section 8.1 Covered Populations Matrix and Section 8.2 Covered
Services Matrix as Step 2.

Subcontract

"Subcontract" means any separate contract or contract between the MCO and an individual or
entity ("Subcontractor") to perform all or a portion of the duties and obligations that the MCO is
obligated to perform pursuant to this Agreement.

Substance Use Dborder

"Substance Use Disorder" is marked by a cluster of cognitive, behavioral and physiological
symptoms indicating that the individual continues to use alcohol, tobacco, and/or other drugs
despite significant related problems. The cluster of symptoms jncludes tolerance; withdrawal or
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use of a substance in larger amounts or over a longer period of time than intended; persistent
desire or unsuccessful efforts to cut down or control substance use; a great deal of time spent in
activities related to obtaining or using substance or to recover from their effects; relinquishing
important social, occupational or recreational activities because of substance use; and continuing
alcohol, tobacco and/or drug use despite knowledge of having a persistent or recurrent physical
or psychological problem that Is likely to have been caused or exacerbated by such use; craving
or strong desire to use. Specific diagnostic criteria are specified in "Substance-Related-and
Addictive Disorders", in the Diagnostic and Statistical Manual of Disorders, 5th Edition,
American Psychiatric Association, 2013.

Willing Provider

"Willing Provider" is a provider credentialed according to the requirements of DHHS and the
MCO, who agrees to render services as authorized by the MCO and to comply with the terms of
the MCO's provider agreement, including rates, and policy manual.

2.1. Acronyms

Unless otherwise indicated acronyms used in this Agreement arc as follows:

ABD Acquired Brain Disorders Waiver

ACA Affordable Care Act

ADA Americans with Disabilities Act

ANB Aid to the Needy Blind

ANSA Adult Needs and Strengths

APTD Aid to the Permanently and Totally Disabled

ASC Accredited Standards Committee

ASL American Sign Language

BCCP Breast and Cervical Cancer Program

BMH Bureau of Mental Health

CAD Coronary Artery Disease

CANS Child and Adolescent Needs and Strengths Assessment

CDC Centers for Disease Control and Prevention

CFI Choices for Independence Waiver

CFR Code of Federal Regulations

CHF Congestive Heart Failure
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CHIP Children's Health Insurance ProRram

CLA Community Living Assessment

CLAS Cultural and Linguistically Appropriate Services

CMHC Community Mental Health Center

CMS Centers for Medicare and Medlcaid Services

COB Coordination of Benefits

COPD Chronic Obstructive Pulmonary Disease

CQI Continuous Quality lmprovcmci\t

DCYF Division of Children, Youth & Families

DD Developmental Disabilities Waiver

DHHS Department of Health and Human Services (New Hampshire)

DOB Date of Birth

DME Durable Medical Equipment

DRG Diagnostic Related Group

DSH Disproportionate Share Hospitals

EFT Electronic Fund Transfer

EPSDT Early Periodic Screening, Diagnosis and Treatment

EST Eastern Standard Time

ETL Extract Transformation Load

EORO External OuaJiry Review Organization

FFS Fcc'for-Service

FQHC Federally Qualified Health Center

GME Graduate Medical Education

HC-CSD Home Care for Children with Severe Disabilities

HIPAA Health Insurance Portability and Accountability Act

HIV Human Immunodeficiency Virus

ICF Intermediate Care Facility
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IHS In Home Supports for Children with Developmental Disabilities Waiver

IME Indirect Medical Education

LTSS Long term services and supports

MCO Managed Care Organization

MClS Managed Care Information System

MFP Money Follows the Person Program

MIC Medicaid Integrity Contractor

MEAD Medicaid for Employed Adults with Disabilities

MMIS Medicaid Management Information System

N/A Not applicable

NCOA National Committee for Quality Assurance

NHCP New Hampshire Community Passport Program

NF Nursing Facility

NHHPP New Hampshire Health Protection Program

NHID New Hampshire Insurance Department

NPl National Provider Identifier

OAA Old Age Assistance

OBRA Omnibus Budget Reconciliation Act

PBM Pharmacy Benefit Management

PCP Primary Care Provider

PE Presumptive Eligibility

PIN Personal Identification Number

POA Present on Admission

OAPI Quality Assessment and Performance Improvement

OIP Quality Incentive Program

OM Quality Management

0MB Qualified Medicare Beneficiaries

Page 23



New Hampshire Medicaid Care Management Contract — SFY2018

Exhibit A - Amendment #12

RAC Recovery Audit Contractors

RBC Risk-Based Capital

RFP Request for Proposal

RHC Rural Health Center

RIMP Risk Identification Mitigation Plan

RSA Revised Statutes Annotated

SAMHSA Substance Abuse and Mental Health Services Administration

SLMB Special Low-Income Medicare Beneficiaries

SLRC ServiceLink Resource Center network under the New Hampshire Aging
and Disability Resource Center mode!

SNF Skilled Nursing Facility

SSA Social Security Act

SSI Supplemental Security Income

SSAE Statement on Standards for Attestation Engagements

SUD Substance Use Disorder

TANF Temporary Assistance for Needy Families

TPL Third Party Liability

TOM Total Quality Management

use United States Code

VA Veteran's Administration
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3. General Terms and Conditions

3.1. Agreement Elements

The Agreement between the parties shall consist of the following:

3.1.1. P-37 Agreement General Provisions.

3.1.2. Exhibit A - Scope of Services - Statement of work for all goods and services to be
provided as agreed to by State of New Hampshire/DHHS and the MCO.

3.1.3. Exhibit B-Capitation Rates.

3.1.4. Exhibit C - Special Provisions - Provisions and requirements set forth by the State of
New Hampshire/DHHS that must be adhered to in addition to those outlined in the P-
37.

3.1.5. Exhibit D-Certification Regarding Drug Free" Workplace Requirements - MCO's
Agreement to comply with requirements set forth in the Drug-Free Workplace Act of
1988.

3.1.6. Exhibit E- Certification Regarding Loljbying- MCO's Agreement to comply with
specified lobbying restrictions.

3.1.7. Ejdiibit F - Certification Regarding Debarment, Suspension and Other Responsibility
Matters - Restrictions and rights of parties who have been disbarred, suspended or
ineligible from participating in the Agreement.

3.1.8. Exhibit G - Certification Regarding Americans With Disabilities Act Compliance -
MCO's Agreement to make reasonable efforts to comply with the Americans with
Disabilities Act.

3.1.9. Exhibit H-Certification Regarding Environmental Tobacco Smoke-MCO's
Agreement to make reasonable efforts to comply with the Pro-Children Act of 1994,
which pertains to environmental tobacco smoke in certain facilities.

3.1.10. Exhibit 1 - HIPAA Business Associate Agreement - Rights and responsibilities of the
MCO in reference to the Health Insurance Portability and Accountability Act.

3.1.11. Exhibit J-Certification Regarding Federal Funding Accountability & Transparency.
Act (FFATA) Compliance.

3.1.12. Exhibit K - MCO's Program Management Plan approved by DHHS in accordance
with Section 7.4 of this Agreement.
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3.1.13. Exhibit L - MCO's Implementation Plan approved by DHHS in accordance with
Sections 7.6-7.S of this Agreement.

3.1.14. Exhibit M- MCO's RFP (##12-DHHS-CM-01) Technical Proposal, including any
addenda, subm itted by the MCO.

3.1.15.,Exhibit N - Encounter Data.

3.1.16. Exhibit 0-Quality and Oversight Reporting.

3.1.17. Exhibit P- Substance Use Disorder (SUD) Services.

3.2. Order of Documents.

In the event of any conflict or contradiction between or among the Agreement
documents, the documents shall control in the above order of precedence.

3.3. Delegation of Authorit>

Whenever, by any provision of this Agreement, any right, power, or duty is imposed or
conferred on DHHS, the right, power, or duty so imposed or conferred is possessed and
exercised by the Commissioner unless any such right, power, or duty is specifically
delegated to the duly appointed agents or employees of DHHS and NHID.

3.4. Authority of the New Hampshire Insurance Department

Wherever, by any provision of this Agreement or by the laws and rules of the State of
New Hampshire the NHID shall have authority to regulate and oversee the licensing
requirements of the MCO to operate as a Managed Care Organization in the State of New
Hampshire.

3.5. Errors & Omissions

The MCO ishall not take advantage of any errors and/or omissions in the REP or the ^
resulting Agreement and amendments. The MCO shall promptly notify DHHS of any
such errors and/or omissions that are discovered.

3.6. Time of the Essence

In consideration ofthe need to ensure uninterrupted and continuous Medicaid Managed
Care services, time is of the esscnccin the perfonnance of the Scope of Wwk under the
Agreement.

3.7. CMS Approval of Agreement Si Any Amendments

This Agreement and the implementation of amendments, modifications, and changes to
this Agreement are subject to the prior appixjval of the Centers for Medicare and
Medicaid Services ("CMS."). Notwithstanding any other provision of this Agreement,
DHHS agrees that enrollment for any step or phase will not commence until DHHS has
received required CMS approval.
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3.8. Cooperation with Other Vendors and Prospective Vendors

DHHS may award supplemental contracts for work related to the Agreement, or any
portion thereof. The MOO shall reasonably cooperate with such other vendors, and shall
not commit or permit any act that may interfere with the performance of work by any
other vendor, or act in any way that may place members at risk of an emergency medical
condition.

3.9. Renegotiation and Reprocurement Rights

3.9.1. Renegotiation of Agreement Terms

3.9.1.1. Notwithstanding anything in the Agreement to the contrary, DHHS may at
any time during the term of the Agreement exercise the option to notify MCO
that DHHS has elected to renegotiate certain terms of the Agreement. Upon
MCO's receipt of any notice pursuant to this Section, MCO and DHHS will
undertake good faith negotiations of the subject terms of the Agreement, and
may execute an amendment to the Agreement.

3.9.2; Reprocurement ofthe Services or Procurement of Additional Services

3.9.2.1. Notwithstanding anything in the Agreement to the contrary, whether or not
DHHS has accepted or rejected MCO's Services and/or Deliverables provided
during any period of the Agreement, DHHS may at any time issue requests for
proposals or offers to other potential contractors for performance of any
portion of the Scope of WoA covered by the Agreement or Scope of Work
similar or comparable to the Scope of Work performed by MCO under the
Agreement. DHHS shall give the MCO ninety (90) calendar days notice of
intent to replace another MCO participating in the Medlcald Managed Care
program or to add an additional MCO to the Mcdicaid Managed Care
program.

3.9.3. Termination Rights Upon Reprocurement.

3.9.3.1. If upon procuring die Services or Deliverables or any portion of the Services
,  or Deliverables from another vendor in accordance with this Section DHHS

elects to terminate this Agreement, the MCO shall have the rights and
responsibilities set forth in Section 32 ("Termination"), Section 33
("Agreement Closeout") and Section 35 ("Dispute Resolution Process").
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4. Organization
4.1. Organization Requirements

4.1.1. Registrations and Licenses

The MCO shall be licensed by the New Hampshire Department of Insurance to
operate as an Managed Care Organization in the State as required by New Hampshire
RSA 420-B, and shall have all necessary registrations and llcensures as required by
the New Hampshire Insurance Department and any reicvam federal and state laws
and regulations. An MCO must be in compliance with the requirements of this section
In order to participate In any Steps and Phases of the Medicaid Care Management
program.

4.2. Articles Sc Bylaws

4.2.1. The MCO shall provide by the beginning of each Agreement year or at the time of
any substantive changes written assurance from MCO's legal counsel that the MCO is
not prohibited by its articles of incorporation, bylaws or the laws under which it Is
incorporated from performing the services required under this Agreement.

4.3. Relationships ,

.  4.3.1. Ownership and Control

4.3.1.1. The MCO shall notify DHHS of any person or corporation that has five
percent (5%) or more ownership or controlling interest in the MCO, parent
organization, subcontractors, and/or affiliates and shall provide

a. financial statements;

b. Date of Birth in the case of an individual;

c. Social Security numbers in the case of an Individual; and

d. In the case of corporations primary business address, every business
location, P.O. Box address, and lax identification number for all owners
meeting this criterion [1124(a)(2)(A) 1903(m)(2KA)(viij); 42 CFR455.100-
104^ SMM 2087.5(A-D); SMD letter 12/30/97; SMD letter 2/20/98]. The
MCO shall certify by Its Chief Executive Officer that this information
provided to DHHS is accurate to the best of the officer's information,
knowledge, and bclicf(42CFR438.606).

4.3.1.2. The MCO shall inform DHHS and the New Hampshire Insurance Department
(NHID) of its intent for mergers, acquisitions, or buy-outs within seven (7)
calendar days of key staff learning of the action.
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4.3.1.3. The MCO shall infomi key DHHS and NHID staff by phone and by email
within one business day of when any key MCO staff learn of any actual or
threatened litigation, investigation, complaint, claim, or transaction that may
reasonably be considered to have a material financial impact on and/or
materially impact or impair the ability of the MCO to perform under this
Agreement with DHHS.

4.3.2. Prohibited

4.3.2.1. The MCO shall not knowingly have a relationship with the following:

4.3.2.1.1. An individual who is debarred, suspended, or otherwise excluded from
participating in procurement activities under.the Federal Acquisition
Regulation or from participating in non-procurement activities under
regulations issued under Executive Order No. 12549 or under
guidelines implementing Executive Order No. 12549.; or

4.3.2.1.2. An individual who is an affiliate, as defined in the Federal Acquisition
Regulation, of a person described in 4.3.2.1.

4.3.2.1.3. An individual is described as follows;

a. A director, officer, or partner of the MCO;

b. A subcontractor ofthe MCO;

c. A" person with beneficial ownership of five percent (5%) or thore
of the MCO's equity; or

d. A person with an employment, consulting, or other arrangement
with the MCO obligations under its Agreement with the State [42
CFR 43 8.610(a); 42 CFR 438.610(b); SMD letter 2/20/98].

4.3.3. The MCO shall retain any data, information, and documentation regarding the above
described relationships for a period no less than ! 0 years [42 CFR 438.3(u)].

4.3.4. The MCO shall conduct background checks on all employees actively engaged in the
Care Management Program. In particular, those background checks shall screen for
exclusions from any federal programs and sanctions from licensing oversight boeirds,
both in-state and out-of-state.

4.3.5. The MCO shall not and shall certify it does not employ or contract, directly or
Indirectly, with:

4.3.5.1. Any individual or entity excluded from Medicaid or other federal health care
program participation under Sections 1128 or 1128 A ofthe SSA for the
provision of health care, utilization review, medical social work, or
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administrative services or who could be excluded under Section 1128(b)(8) of
the Social Security Act as being controlled by a sanctioned individual;

4.3.5.2. Any entity for the provision of such services (directly or indirectly) through an
excluded individual or entity;

4.3.5.3. Any individual or entity excluded from Medicaid or New Hampshire
participation by DHHS;

4.3.5.4. Any individual or entity discharged or suspended from doing business with
the State of New Hampshire; or

4.3.5.5. Any entity that has a contractual relationship (direct or indirect) with an
individual convicted of certain crimes as described in Section 1128(b)(8) of
the Social Security Act.
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5. Subcontractors

S.I. MCO Obligations

5.1.1. The MCO remains fully responsible for the obligations, services and functions
performed by its subcontractors, including being subject to any remedies contained in
this Agreement, to the same extent as if such obligations, services and functions were
performed by MCO employees, and for the purposes of this Agreement such work
will be deemed performed by the MCO. DHHS reserves the right to require the
replacement of any subcontractor found by DHHS to be unacceptable or unable to
meet the requirements of this Agreement, and to object to the selection or use of a
subcontractor.

5.1.2. The MCO shall provide written policies for all employees and subcontractors
describing in detail the False Claims Act and other Federal and State laws described
in section 1902(a)(68) of the SSA including information about rights of employees to
be protected as whistleblowers.

5.1,3. The MCO regardless of its wrjtten agreements with any subcontractors maintains
ultimate responsibility for complying with this Agreement.

5.1.4. The MCO shall inform all subcontractors at the lime of entering into an agreement
-  with the MCO about the grievance and appeal system as described in 42 CFR

438.10(g).

5.1.5. The MCO shall have a written agreement between the MCO and each subcontractor
in which the subcontractor:

5.1.5.1.Agrees to comply with all applicable Medicaid laws, regulations,
including applicable subregulatory guidance and MCO contract
provisions;

5. l.5.2.Agrees to hold harmless DHHS and its employees, and all members
served under the terms of this Agreement in the event of non-payment by
the MCO;

5.1.5.3.Agrees to indemnify and hold harmless DHHS and its employees
against alt injuries, deaths, losses, damages, claims, suits, liabilities,
judgments, costs and expenses which may in any manner accrue against
DHHS or its employees through intentional misconduct, negligence, or
omission of the subcontractor, Its agents, officers, employees or
contractors;[

5.1.5.4. Agrees that the State, CMS, the HHS Inspector General, or their
designees shall have the right to audit, evaluate, and inspect any premises.
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physical facilities, books, records, contracts, computer or other electronic
systems of the subcontractor, or of the subcontractor's contractor, that
pertain to any aspect of the MCO Managed Care activities;

5.1.5.5. Agrees that it can be audited for ten years from the final date of the
contract period or from the date of any completed audit, whichever is later;
and

5.1.5.6. Agrees that the State, CMS, or the HHS Inspector General can
conduct an audit at any time i f the State, CMS, or the HHS Inspector
General determines that there is a reasonable possibility of fraud or similar
risk [42 CFR438.230].

5:1.4 The MCO shall notify DHHS in writing within 10 business days If a subcontractor
is cited for corrective action by any federal or state regulatoiy authority.

5.2. Notice and Approval ^

5.2.1. The MCO shall submit all subcontractor agreements to DHHS for prior approval at
least sixty (60) calendar days prior to the anticipated implementation date of that
subcontractor agreement and annually for renewals or whenever there is a substantial
change in scope or terms of the subcontractor agreement.

5.2.2. The MCO shall notify DHHS of any change in subcontractors and shall submit a new
subcontractor agreement for approval ninety (90) calendar days prior to the start dale
of the new subcontractor agreement.

5.2.3. Approval by DHHS ofa subcontractor agreement does not relieve the MCO from any
obligation or responsibility regarding the subcontractor and does not imply any
obligation by DHHS regarding the subcontractor or subcontractor agreement.

5.2.4. DHHS may grant a written exception to the notice requirements of 5.2.1 and 5.2.2 if,
in DHHS's reasonable determination, the MCO has shown good cause for a shorty
notice period or deems that the subcontractor is not a material subcontractor.

5.2.5. The MCO shall notify DHHS within twenty four (24) hours after receiving notice
from a subcontractor of its intent to terminate a subcontract agreement.

5.2.6. The MCO shall notify DHHS of any material breach of an agreement between the
MCO and the subcontractor within twenty four (24) hours of validation that such
breach has occurred.

5.3. MCO's Oversight
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5.3. i. The MCO shall oversee and be held accountable for any ftinction(s) and
responsibilities that it delegates to any subcontractor in accordance with 42 CFR
438.230 and SMM'2087.4, including:

5.3.1.1. The MCO shall have a written agreement between the MCO and the
subcontractor that specifies the activities and responsibilities delegated to the
subcontractor and its transition plan in the event of termination and provisions
for revoking delegation or imposing other sanctions if the subcontractor's
performance is inadequate as determined by the MCO or NH DHHS. In such
written agreement, the subcontractor shall also agree to perform the delegated
activity and related reporting responsibilities as specified in the subcontractor
agreement and the applicable responsibilities in this Agreement.

5.3.1.2. All subcontracts related to any aspect of the MCO Managed Care activities
shall ftilfill the applicable requirements of 42 CFR Part 438for those
responsibilities delegated to the subcontractor.

5.3.1.3. The MCO shall evaluate the prospective subcontractor's ability to perform the
activities to be delegated.

5.3.1.4. The MCO shall monitor the subcontractor's performance on an ongoing basis
consistent with industry standards and State and Federal laws and regulations.

5.3.1.5. The MCO shall audit the subcontractor's care systems at least annually and
when there is a substantial change in the scope or terms of the subcontract
agreement.

5.3.1.6. The MCO shall Identify deficiencies or areas for improvement, if any, with
respect to which the MCO and the subcontractor shall take corrective action.

5.3.1.7. The MCO shall monitor the performance of its subcontractors on an ongoing
basis and ensure that performance is consistent with the Agreement between
the MCO and DHHS.

5.3.1.8. If the MCO identifies deficiencies or areas for improvement are identified, the
MCO shall notify DHHS and take corrective action within seven (7) calendar
days of identification. The MCO shall provide DHHS with a copy of the
Corrective Action Plan, which is subject to DHHS approval.
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5.4. Transition Plan

5.4.1. In the event of material change, breach or termination of a subcontractor agreement
between the MCO and a subcontractor, the MCO's notice to DHHS shall include a
transition plan for DHHS's review and approval.

Page 34



New Hampshire Medlcald Care Management Contract—SFY2018

Exhibit A - Amendment #12

6. Staffing
6.1. Key Personnel

6.1.1. The MCO shall commit key personnel to the New Hampshire Care Management
program on a full-time basis. Positions considered to be key personnel are listed
below, along with any specific requirements for each position:

6.1.1.1. Executive Director: Individual has clear authority over the general
administration and day-to-day business activities of this Agreement.

6.1.1.2. Finance Officer: Individual is responsible for accounting and finance
operations, including all audit activities.

6.1.1.3. Medical Director: Physician licensed by the NH Board ofMedicine shall
oversee and be responsible for all clinical activities, including but not limited
to, the proper provisiai of covered services to members, developing clinical
practice standards and clinical policies and procedures. The Medical Director
shall have a minimum of five (5) years of experience in government programs
(e.g. Medicaid, Medicare, and Public Health). The Medical Director shall
have oversight of all utilization review techniques and methods and their
administration and implementation.

6.1.1.4. The MCO will also have a physician available to the New Hampshire Care
Management program with experience in the diagnosis and treatment of SUD.

6.1.1.5. Quality Improvement Director: Individual is responsible for all Quality
Assessment and Performance Improvement (QAPl) program activities. This
person shall be a licensed clinician with relevant experience in quality
management for physical and/or behavioral healthcare.

6.1.1.6. Coordinators for the following five (5) functional areas shall be responsible
for overseeing care coordination activities for MCO members with complex
medical, behavioral health, developmental disability and long term care needs.
They shall also serve as liaisons to DHHS staff for their respective functional
areas:

6.1.1.6.1. Special Needs Coordinator: Individual shal 1 have a minimum of a
Master's Degree from a recognized college or university with major
study in Social Work, Psychology, Education, Public Health or a
related field. The Individual shall have a minimum of eight (8) years
demonstrated experience both in the provision of direct care services
as well as progressively increasing levels of management
responsibilities with a particular focus on special needs populations.
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6.1.1.6.2. Bebavioral Health Coordinator: Individual shall have a minimum of a

Master's Degree from a recognized college or university with major
study in Social Work, Psychology, Education, Public Health or a
related field. The Individual shall have a minimum of eight (8) years
demonstrated experience both in the provision of direct care services
as well as progressively increasing levels of management
responsibilities, with a particular focus on direct care and
administrative responsibilities within community mental health
services.

6.1.1.6.3. Developmental Disabilities Coordinator; The individual shall have a
minimum of a Master's Degree from a recognized college^ or university
with major study in.Social Work, Psychology, Education, Public
Health or a related field. The individual shall have a minimum of eight
(8) years demonstrated experience both in the provision of direct care
services as well as progressively increasing levels of management
responsibilities, with a particular focus on direct care and
administrative responsibilities related to services provided for
developmentally disabled individuals.

6.1.1.6.4. Substance Use Disorder Coordinator: The individual will have a
minimum of a Master's Degree in a SUD related field and have a
minimum of eight (8) years of demonstrated experience both in the
provision of direct cafe services at progressively increasing levels of
management responsibilities, with a particular fbciis on direct care and
administrative responsibilities related to substance use disorders.

6.1.1.6.5. Long Term Services and Supports Coordinator: The individual will
have a minimum of a Master's Degree in a Social Work, Psychology,
Education, Public Health or a LTSS related field and have a minimum
of eight (8) years ofdernonstrated experience both in the provision of
direct care services at progressively increasing levels of management
responsibilities, with a particular focus on direct care and
administrative responsibilities related to long term care.

6.1.1.7. Network Management Director: Individual is responsible for development and
maintenance of the MCO's provider network.

6.1.1.8. Member Services Manager: Individual is responsible for provision of all MCO
member-services activities. The manager shall have prior experience with
Medicaid or Medicare populations.
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6.1.1.9. Utilization Management (UM) Director: Individual is responsible for all UM
activities. This person shall be under the direct supervision of the Medical
Director and shall ensure that UM staff has appropriate clinical backgrounds
in order to make appropriate UM decisions regarding Medically Necessary
Services and Necessary Services.

6.1.1.10. Systems Director/Manager: Individual is responsible for all MCO information
systems supporting this Agreement including, but not limited to, continuity
and integrity of operations, continuity flow of records with DHHS'
information systems and providing necessary and timely reports to DHHS.

6.1.1.1 1. Claims/Encounter Manager: Individual is responsible for and is qualified by
training and experience to oversee claims and encounter submittal and
processing, where applicable, and to ensure the accuracy, timeliness, and
completeness of processing payment and reporting.

6.1.1.12. Grievance Coordinator: Individual is responsible for overseeing the MCO's
Grievance System.

6.1.1.13. Fraud, Waste, and Abuse Coordinator: Individual is responsible for tracking,
reviewing, monitoring, and reducing fraud, waste, and abuse.

6.1.1.14. Compliance OfTicer: Individual is responsible for MCO's compliance with the
provisions of this Agreement and all applicable stale and federal regulations
and statutes.

6.1.2. The MCO shall have an on-sile presence in New Hampshire. The following key
personnel shall be located in New Hampshire:

6.1.2.1. Executive Director

6.1.2.2. Medical Director

6.1.2.3. Quality Improvement Director

6.1.2.4. Special Needs Coordinator

6.1.2.5. Behavioral Health Coordinator '

6.1.2.6. Developmental Disabilities Coordinator

6.1.2.7. Long Term Services and Supports Coordinator

6.! .2.8. Network Management Director
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6.1.2.9. fraud, Waste, and Abuse Coordinator

6.J.2.10. Grievance Coordinator

6.1.2.11. Substance Use Disorder Coordinator

6.1.2.12. Claim Encounter Manager

6.1.2.13. Provider Relations Manager

6.1.3. The MCO shall provide to DHHS for review and approval key personnel and
qualifications no later than sixty (60) days prior to start of program.

6.1.4. The MCO shall staff the program with the key personnel as specified in this
Agreement, or shall propose alternate staffing subject to review and approval by
DHHS, which approval shall not be unreasonably withheld.

6.1.5. DHHS may grant a written exception to the notice requirements of this Section if, in
DHHS's reasonable determination, the MCO has shown good cause for a shorter
notice period. ^

6.2. General Stafling Provisions

6.2.1. The MCO shall provide sufficient staff to perform all tasks specified in this
Agreement. The MCO shall maintain a level of slafTing necessary to perform and
carry out all of the functions, requirements; roles, and duties in a timely fashion as
contained herein. In the went that the MCO does not maintain a level of staffing
sufficient to fully perform the functions, requirements, roles, and duties, DHHS may
impose liquidated damages, in accordance with Section 34.

6.2.2. The MCO shall ensure that all staff have appropriate training, education, experience,
and orientation to fulfill the requirements of the positions they hold and shall verify
and document that it has met this requirement This includes keeping up-to-date
records and documentation of all individuals requiring licenses and/or certifications
and such records shall be available for DHHS inspection.

6.2.3. All key staff shall be available during DHHS hours of operation and available for in-
person or video conferencing meetings as requested by DHHS.

6.2.4. The MCO key personnel, and others as required by DHHS, shall, at a minimum, be
available for monthly in-person meetings in New Hampshire with DHHS.

6.2.5. The MCO shall notify DHHS at least thirty (30) calendar days in advance of any
plans to change, hire, or reassign designated key personnel.
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6.2.6. If a member of the MCO's key staff Is to be replaced for any reason while the MCO
is under Agreement, the MCO shall inform DHHS within seven (7) calendar days,
and submit proposed alternate staff to DHHS for review and approval, which
approval shall not be unreasonably withheld.

6.3. Staning Contingency Plan

6.3.1. The MCO shall, deliver to DHHS a Staffing Contingency Plan within thirty (30)
calendar days of signing this Agreement and after any substantive changes to the
Staffing Contingency Plan. The Plan shall include but is not limited to:

6.3.1.1. The process for replacement of personnel in the event of loss of key personnel
or other personnel before or after signing of the Agreement;

6.3.1.2. Allocation of additional resources to the Agreement in the event of Inability to
meet any performance standard;

6.3.1.3. Replacement of key personnel with staff with similar qualifications and
experience;

■ 6.3.1.4. Discussion of time frames necessary for obtaining replacements;

6.3.1.5. MCO's capabilities to provide, in a timely manner, replacements/additions
with comparable experience; and )

6.3.1.6. -The-method of bringing replacements/additions up-to-date regarding this
Agreement.
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7. Program Management and Planning
7.1. General

7.1.1. The MCO shall provide a comprehensive risk-based, capitated program for providing
health care services to members enrolled in the New Hampshire Medicaid Program
and provide for all aspects of managing such program, including claims processing
and operational reports. The MCO shall establish and demonstrate audit trails for all
claims processing and financial reporting carried out by the MCO's staff, system, or
designated agents.

7.2. Representation and Warranties

7.2.1. The MCO warrants that all Managed Care developed and delivered under this
Agreement will meet in all material respects the specifications as described in the
Agreement during the Agreement Period, including any subsequently negotiated, and

^  mutually agreed, specifications.

7.2.2. The MCO acknowledges that in entering this Agreement, DHHS has relied upon
representations made by the MCO in its RFP (#12-DHHS-CM-1) or RFA (15-DHHS-
CM-OI), Technical and Cost Proposal, including any addenda, with respect to
delivery of Managed Care. In reviewing and approving the program management and
planning requirements of this Section, DHHS reserves the right to require the MCO to
develop plans that arc substantially and materially consistent with the representations
made in the MCO's RFP (#/12-DHHS-CM-1) or RFA (15-DHHS-CM-OI), Technical
and Cost Proposal, including any addenda.

7.3. Audit Requirements

7.3.1. No later than forty (40) business days after the end of the State Fiscal Year each
June 30, the MCO shall provide DHHS a "SOCI" or a "S0C2" Type 2 report of the
MCO or its corporate parent in accordance with American Institute of Certified
Public Accountants, Statement on Standards for Attestation Engagements (SSAE)
No. 16, Reporting on Controls at a Service Organization. The report shall assess the'
design of internal controls and their operating effectiveness.. The reporting period
shall cover the previous twelve (12) months or the entire period since the previous
reporting period. DHHS will share the report with internal and cxtcntal auditors of the
State of New Hampshire and federal oversight agencies. The SSAE 16 Type 2 report
shall include:

7.3.1.1. Description by the MCO's management of its system of policies and
procedures for providing services to user entities (including control objectives
and related controls.as they relate to the services provided) throughout the
twelve (12) month period or the entire period since the previous reporting
period.
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7.3.1.2. Written assertion by the MCO's management about whether:

7.3.1.2.1. The aforementioned description fairly presents the system in all
material respects;

7.3.1.2.2. The controls were suitably designed to achieve the control objectives
stated In that description; and

7.3.1.2.3. The controls operated effectively throughout the specified period to
achieve those control objectives.

7.3.1.3. Report ofthe MCO's auditor, which:

7.3.1.3.1. Expresses an opinion on the matters covered in management's written
assertion; and

7.3.1.3.2. Includes a description of the auditor's tests of operating effectiveness
of controls and the results of those tests.

7.3.2. The MCO shall notify DHHS if there are significant or material changes to the
internal controls of the MCO. If the period covered by the most recent SSAE16 report
is prior to June 30, the MCO shall additionally provide a bridge letter certifying to
that fact.

7.3.3. The. MCO shall respond toarxl provide resolution of audit inquiries and findings
relative to the MCO Managed Care activities.

7.3.4. -DHHSi CMS, the Office of the Inspector General, the Comptroller General, and their
designees have the right to inspect and audit any records of the MCO, or its
subcontractors and conduct on-site reviews of the MCO's operations at the MCO's
expense. These on-site visits may be unannounced. The MCO shall fully cooperate
with DHHS' on-site reviews. This right exists for ten (10) years fix)m the final date
of the contract period or from the date of completion of an audit, whichever is later.

7.3.5. DHHS may require monthly plan oversight meetings to review progress on the
MCO's Program Management Plan, review any ongoing Corrective Action Plans and
review MCO compliance with requirements and standards as specified in this
Agreement.

7.3.6. The MCO shall use reasonable efforts to respond to DHHS oral and written
correspondence within one (I) business day of receipt.

7.4. Program Management and Communications Plans

7.4.1. The MCO shall submit a Program Management Plan (PMP) to DHHS for review and
approval at least sixty (60) calendar days prior to each Program Stan Date. Annually,
thereafter, the MCO shall submit an updated PMP to DHHS for review and approval
at least sixty (60) calendar days prior to the commencement of each Agreement year.

Page 41



New Hampshire Medlcald Care Management Contract — SFY2018

Exhibit A - Amendment #12
Q

7.4.1.1. The PMP shall elaborate oh the general concepts outlined in the MCO's
proposal and the section headings of Exhibit A;

7.4.1.2. The PMP shall describe how the MCO will operate in New Hampshire by
outlining management processes such as communications, workflow, overall
systems as detailed in the section headings of Exhibit A, evaluation of
performance, and key operating premises for delivering efficiencies and
satisfaction as they relate to member and provider experiences; and

7.4.1.3. The PMP shall outline the MCO integrated organizational structure Including
New Hampshire-based resources and its support from corporate,
subcontractors, and workgroups or committees. • v

7.4.1.4. The MCO shall submit a Communications Plan to DHHS for review and

approval at least sixty (60) calendar days prior to the scheduled start date of
the program. Thereafter, the MCO shall submit an updated Communications
Plan to DHHS for review and approval at least sixty (60) calendar days prior
to the commencement of each Agreement year.

7.5. Emergency Response Plan

7.5.1. The MCO shall submit an Emergency Response Plan to DHHS for review and
approval at least sixty (60) calendar'days prior to each Program Start Date.
Thereafter, the MCO shall submit an updated Emergency Response Plan to DHHS for
review and approval at least sixty (60) calendar days prior to the commencement of
each Agreement year.

7.'5.2. The plan shall address, at a minimum, the following aspects of pandemic
preparedness and natural disaster response and recovery:

7.5.2.1. Employee training;

7.5.2.2. Essential business functions and key employees within the organization
necessary to carry them out;

7.5.2.3. Contingency plans for covering essential business functions in the event key
employees are incapacitated or the primary workplace is unavailable; and

7.5.2.4. Communication with staff, members, providers, subcontractors and suppliers
when normal systems are gnavailable;

7.5.2.5. Plans to ensure continuity of services to providers and members;

7.5.2.6. How the MCO will coordinate with and support DHHS and the other MCOs;
and
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7.52.7. How the plan will be tested, updated and maintained.
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7.6. Step 1 Program Implementation Plan

7.6.1; Submission and Contents of the Plan

7.6.1.1. The MOO shall submit a "Step 1 Program Implementation Plan" (Step I
Implementation Plan) to DHHS for review and approval no later than fourteen
(14) calendar days after the signing of this Agreement. The Step 1
Implementation Plan shall address, at a minimum, the following elements and
Include timelines and identify staff responsible for implementation of the
Plan;

7.6.1.1.1. Provider credentialing/contracting;

7.6.1.1.2. Provider payments;

7.6.1.1.3. Member Services;

7.6.1.1.4. Member Enrollment;

7.6.1.1.5. Pharmacy Management;

7.6.1.1.6. Care Coordination;

7.6.1.1.7. Utilization Management;

7.6.1.1.8. Grievance System;

7.6,. 1.1.9. Fraud, Waste, and Abuse;

7.6.1.1.10. Third-Party Liability;

7.6.1.1.1 1.MCIS;

7.6.1.1.12. Financial management; and.

7.6.1.1.13. Provider and member communications.

7.6.1.2. The Step 1 Program Implementation Plan shall become an addendum to this
Ajgreement as Exhibit L.

7.6.2. Implementation

7.6.2.1. Upon approval of thc Stcp 1 Implementation Plan, the MCO shall implement
the Plan as approved covering the Step 1 populations and services identified in
Sections 8.1 and 8.2 of this Agreement.

7.6.2.2. ■ The MCO shall successftilly complete all implementation activities at its own
cost and will not be reimbursed by DHHS for this phase of work.

7.6.2.3. The MCO must obtain prior written approval from DHHS for any changes or
deviations fit)m the submitted and approved Plan.
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7.6.2.4. Throughout the implementation period, the MCO shall submit weekly status
reports to DHHS that address:

7.6.2.4.1. Progress on Step 1 Implementation Plan;

7.6.2.4.2. Risks/Issues and mitigation strategy;

7.6.2.4.3. Modifications to the Step 1 Implementation Plan;

7.6.2.4.4. Progress on any Corrective Action Plans;

7.6.2.4.5. Program delays; and

7.6.2.4.6. Upcoming activities.

7.6.2.5. Throughout the implementation period, the MCO shall conduct weekly
implementation status meetings with DHHS at a time and location to be
decided by DHHS. These meetings shall include representatives of key MCO
implementation staff and relevant DHHS personnel.

7.6.3. Readiness Reviews

7.6.3.1. DHHS intends to conduct two (2) readiness reviews of the MCO during the
implementation phase prior to the Program Start Date. The first review shall
take place thirty (30) days after contract effective date or scheduled after
DHHS has verified that at least two MCOs have satisfied the DHHS

Substwtial Provider Network reporting requirements, whichever comes later,
and will take place ninety(90) calendar days prior to the Program Start Date.
The second review shall take place thirty (30) calendar days prior to the
Program Start Date. The MCO shall flilly cooperate with DHHS during these
readiness reviews. During the readiness reviews, DHHS shall assess the
MCO's progress towards a successful program implementation through
regular reporting activities. The review shall include validation of readiness in
rhultiple areas. Including but not limited to:

7.6.3.1.1. MCO's ability to pay a claim;

' 7.6.3.1.2. MCO's network adequacy;

7.6.3.1.3. MCO's member transition plan;

7.6.3.1.4. MCO's system preparedness;

7.6.3.1.5. MCO's member experience procedures;

7.6.3.1.6. Grievance System; and

7.6.3.1.7. MCO subcontracts.

7.6.3.2. DHHS may adjust the timing, number and requirements of Readiness Reviews
at its sole discretion.
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7.6.3.3. Should the MCO fail to pass either readiness review, the MCO shall submit a
Corrective Action Plan to DHHS sufficient to ensure the MCO passes the
readiness review and shall complete implementation on schedule. This
Corrective Action Plan shall be integrated into the overall program Step 1
Implementation Plan as a modification subject to review and approval by
DHHS. DHHS reserves the right to suspend enrollment of members into the
MCO until deficiencies in the MCO's readiness activities are rectified and/or
apply liquidated damages as provided in Section 34.

7.6.3.4. During the first one hundred and eighty (180) days following the effective
date of this Agreement or within ninety (90) days prior to the Program Start
Date, whichever comes later, DHHS may give tentative approval of the
MCO's required policies and procedures.

7.6.3.5. DHHS may at its discretion suspend application of the remedies specified in
Section 34, except for those required under 42 CFR 700 and Section 1903(m)
or Section 1932 of the Social Security Act, provided that the MCO is in
compliance with any Corrective Action Plans developed during the readiness
period, unless the MCO fails to meet the start date of the NH Medlcaid Care

. Management program.

7.6.3.6. The start date of the Medicaid Care Management program shall be when at
least two MCOs have met the readiness requirements 7.6.3.1.

7.7. Step 2 Program Implementation Plans

7.7.1. Implementation of Step 2 will take place in four phases:

7.7.1.1. Phase I. Mandatory Enrollment populations indicated in Section 8.1 -
Program Start Date February 1,2016;

7.7.1.2. Phase 2. Choices For Independence Waiver ("CFI") - Program Start Date
upon approval by DHHS of Implementation and Transition Plans developed
by DHHS and the MCOs with consideration of stakeholder input and in
compliance with legislative requirements;

7.7.1.3. Phase 3. Nursing Facility services ("NF") and DCYF services - Program Start
Date upon approval by DHHS of Implementation and Transition Plans
developed by DHHS and the MCOs, with consideration of stakeholder input
and in compliance with legislative requirements;

7.7.1.4. Phase 4. Developmental Disabilities, Acquired Brain Disorder and In Home
Supports for Children with Developmental Disabilities waivers ("Waiver
Services") will commence on a date to be determined by DHHS in
consultation with the MCOs.
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7.7.1.5. The MCO shall submit a Program Implementation Plan for each phase
described above for DHHS approval no later than sixty (60) calendar days
prior to the start date of initial member enrollment for each phase of Step 2, or
as otherwise specified by DHHS.

7.7.2. The MCO shall participate in all DHHS trainings in preparation of implementing new
phases of the program.

7.7.3. Each Step 2 Program Implementation Plan shall address the following elements and
include timelines and identify staff responsible for implementation of the applicable
Step 2 phase:

7.7.3.1. Provider credentialing/contracting processes for specific provider types

7.7.3.2. Capacity to pay providers according to the methodologies prescribed by
DHHS,

7.7.3.3. Provider capacity sufficient to serve the population of each Step 2 phase
without compromising access for Step 1 and NH Health Protection Plan
(NHHPP) members

7.7.3.4. Plans to conduct communication, training, and outreach to specific provider
groups.

7.7.3.5. ' Plans to conduct communication, training and outreach to members and
member families

7.7.3.6. Production of new Member handbooks or updates to reflect the differences in
Step 2 covered services

7.7.3.7. Call center training for Step 2 covered service-related inquiries

7.7.3.8. Performance standards for call center staff

7.7.3.9. Continuity of Care Policy; •)

7.7.3.10. Continuity of Care Transition Plan;

7.7.4. The MCO shall successfully complete all implementation activities at its own cost
and will not be reimbursed by DHHS for Step 2 implementation work.

7.7.5. The MCO shall follow its Step 2 Program Implementation Plan as approved by
DHHS. The MCO must obtain prior written approval from DHHS for any change to
the approved Step 2 Plans.
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7.7.6. Throughout the implementation phase, the MCO shall conduct weekly
implementation status meetings with DHHS at a time and location to be decided by
DHHS. These meetings shall including representatives of key MCO implementation
staff and relevant DHHS personnel.

7.7.7. Throughout the implementation phase, the MCO shall submit a weekly status report
to DHHS. The status reports at a minimum, shall include:

7.7.7.1. Risks/Issues and mitigation strategy; ,

7.7.7.2. Progress on Step 2 Implementation Plan;

7.7.7.3. Modifications to the Step 2 Implementation Plan;

7.7.7.4. Status rcpon(s) on Corrective Action Plan(s);

7.7.7.5. Program delays; and

7.7.7.6. Upcoming activities.

7.7.8. DHHS shall conduct readiness reviews as follows:

7.7.8.1. Two readiness reviews for each phase of Step 2: one ninety (90) days prior to
the Program Start Date of the Step 2 phase, and one thirty (30) days prior to
the Program Start Date of the Step 2 phase

7.7.9. The MCO shall fully cooperate with DHHS during these readiness review(s).

7.7.10. DHHS may modify the timing and focus of the readiness reviews as appropriate, in
consultation with the MCOs.

7.7.1 1. Should the MCO fail to successfully pass the readiness review(s), the MCO shall
submit a Corrective Action Plan to pass the readiness review(s) and complete
implementation on schedule. Corrective Action Plans will be incorporated into the
Step 2 Implementation Plan and reported on in the weekly status report.

7.7.12. Should an MCO fail to correct deficiencies within twenty (20) calendar days, DHHS
reserves the right to terminate the MCO's Agreement.
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7.8. NHHPP Program Implementation Plan

7.8.1. Submission and Contents of the NHHPP Implementation Plan

7.8.1.1. The MCO shall submit a NHHPP Implementation Plan to DHHS for review
and approval no later than fourteen days (14) calendar days ai^er signing the
related contract amendment. The Implementation Plan shall address, at a
minimum, the following elements and include timelines and identify staff
responsible for the implementation of the Plans:

7.8.1.1.1. Provider credentialing/contracting for SUD and chiropractic providers;

7.8.1.1.2. Provider agreements and or amendments for services provided to
NHHPP members;

7.8.1.1.3. Paying NHHPP providers according to the methodology prescribed by
DHHS Section 21.2.10.4;

7.8.1.1.4. Sufficient provider capacity to serve NHHPP population without
compromising access for Step 1 members;

7.8.1.1.5. Production of new Member handbooks or updates to reflect the
differences for the NHHPP plan members;

7.8.1.1.6. Implementation of a process by which to reduce inappropriate
emergency room utilization;

7.8.1.1.7. Implementation of new member co-payments and cost sharing as
required in Medicaid Care Manageihent; and

7.8.1.1.8. Call center training for NHHPP related inquiries.

7.8.2. NHHPP Implementation

7.8.2.1. The MCO shall successfully complete all implementation activities at its own
cost and will not be reimbursed by DHHS for this phase of work.

7.82.2. Throughout the implementation period, the MCO shall submit weekly status
reports to DHHS that address:

7.8.2.2.1. Progress on NHHPP Implementation Plan;

7.8.2.2.2. Risks/Issues and mitigation strategy;

7.8.2.2.3. Modifications to the NHHPP Implementation Plan;

7.8.2.2.4. Progress on any Corrective Action Plans;

7.8.2.2.5. Program delays; and

7.8.2.2.6. Upcoming activities.
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7.8.2.3. Throughout the implementation period, the MCO shall conduct weekly
implementation status meetings with DHHS at a time and location to be
decided by DHHS. These meetings shall include representatives of key MCO
implementation staff and relevant DHHS personnel.

7.8.3. NHHPP Readiness Review

7.8.3.1. DHHS intends to conduct one (I) readiness review no sooner than thirty (30)
days prior to the enrollment of NHHPP members. The MCO shall fully
cooperate with DHHS during this review.
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8. Covered Populations and Services
8.1. Covered Populallons Matrix

The MCO shall provide managed care services to population groups deemed by DHHS to
be eligible for managed care. The planned phase-in of population groups is depicted in
the matrix below.

OAA/ANB/APTD/MEAD/TANF/Povcrty Level - Non-
Duals' X

Foster Care - With Member Opt Out X

Foster Care - Mandatory Enrollment (w/CMS waiver) X

HC-CSD (Katie Beckett) - With Member Opt Out X

HC-CSD (Katie Beckett) - Mandatory Enrollment X

Children with special health carc needs (enrolled in Special
Medical Services / Partners in Health) - Mandatory
Enrollment X

Children with Supplemental Security Income (SSI) -
Mandatory Enrollment X

M-CHIP X

TPL (non-Medicare) except members with VA benefits X

Auto eligible and assigned newboms X

Breast and Cervical Cancer Program (BCCP) X

' Per 42 use §1396u-2(a)(2)(A)N<>rvdu«l members under age 19 receiving SSI. or wttbspecielhealllKaie needs, or who receive
adoption aesistence or are in out of home placements, have member opt out
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Pregnant Women X

Native Americans and Native Alaskans w/ member opt out' X

Native Americans and Native Alaskans - Mandatory
Enrollment (w/CMS waiver) X

Medicare Duals - With Member Opt Out X

Medicare Duals - Mandatory Enrollment (w/CMS waiver) X

Members with VA Benefits X

NHHPP EnroUees X

Medically Frail X

Family Planning Only Benefit
t

X

Initial part month and retroactive/PE eligibility segments
[excluding auto eligible newboms) X

Spend-down X

QMB/SLMB Only (no Medicaid) X

Health Insurance Premium Payment Program (HIPP) X

8.2. Covered Services Matri.\ Overview

The MCO shall provide, at a minimum, the services identified in the following matrix,
and in accordance with CMS-approved Medlcaid State Plan, to its members, reflecting
the planned phase-in.

' Per 42 use |139Su-2(a)(2)(c): however, NH hat no recogniaeo tribes.
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Matcmtty & Newborn Kick Payments X X X

Inpatient Hospital X X X'

Outpatient Hospital^ X X X

Inpatient Psychiatric Facility Services Under
Arc 21^

X X X

Physicians Services X X X

Advanced Practice Resistcred Nurse X X X

Rural Health Clinic & FOHC X X X

Prescribed Drugs' X X X

Community Mental Health Services X X X

Psycholofiy X X X

Ambulatory Surgical Center X X X

Laboratory (Pathology) X X X

X-Ray Services X X X

Family Planning Services X X X

Medical Services Clinic (mostly methadone
clinic)

X X X

Physical Therapy® X X X

Occupational Therap/ X X X

* Including faculty and ancillary servlcet for dental procedures

* Under age 22 if indlvMual admitted prior to age 21

* Except as Indicated in Section 14.1.1S

* Combined PT. OT. ST 20 visit limit in the CMS-approved State Plan Is equivalent to combined 20 hours
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Speech Therapy" X X X

Audiology Services X X X

Podiatrist Services X X X

Home Health Services X X • X

EPSDT Services X X X

Private Duty Nursing
X EPSDT

only

X

Adult Medical Day Care
X EPSDT

only

X

Personal Care Services
X EPSDT

only

X

Hospice X X X

Optometric Services Eyeglasses X X X

1

Furnished Medical Supplies & Durable
Medical Equipment

X X X

Non-Emergent Medical Transportation' X X X

Ambulance Service X X X

Wheelchair Van X X X

Independent Care Management
X EPSDT

only

X

Home Visiting Services X X^°

' Combined PT, OT. ST 20 vtsH limit in the CMS>approved Slate Plan is equivalent to comtMned 20 hours

* Combined PT, OT. ST 20 visit limit in the CMS-approved State Plan is equivalent to combined 20 hours

* Also Includes mileage reimbursement for medicaUy necessarY travel

'* Provided within ihe'SUD benefit
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Developmentally Disabled Waiver Services

Choices for Independence Waiver Services

Acquired Brain Disorder Waiver Services

In Home Supports Waiver Services

Skilled Nursing Facility

Skilled Nursing Facility Atypical Care

Inpatlcnt Hospital Swing Beds, SNF

Intermediate Care Facility Nursing Home

(ntermediate Care Facility Atypical Care

Inpatient Hospital Swing Beds, ICF

GlencliffHome

Developmental Services Early Supports and
Services

Kome Based Therapy - DCYF

Child Health Support.Service - DCYF

Intensive Home and Community Services -
bCYF

Placement Services - tXTYF

Private Non-Medical Institutional For
Children - DCYF

Crisis Intervention - DCYF

Substance use disorder services as per He-W
513

Chiropractic services (NHHPP population
only)
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Intermediate Care Facility for Individuals
with Intellectual Disabilities (ICF/IID)^' X

Medicaid to Schools Services X

Dental Benefit Services" X

8.3. Covered Services Additional Provisions

8.3.1. While ,lhe MCO may provide a higher level of service and cover additional services
than required by DHHS, the MCO shall, at a minimum, cover the services identified
at least up to the limits described in N.H. Code of Administrative Rules, chapter He-E
801, He-E 802, He-W 530, and He-M 426.^DHHS reserves the right to alter this list at
any time by informing the MCO (42 CFR 438.210(a)(1) and (2)]. Changes to the
Medicaid State Plan, state statutes and rules shall be done in accordance with Federal
and state requirements.

8.3.2. Etfective November 1,2014, with the exception of HCBC waiver participants and
nursing facility residents, the MCO shall require co-payment for services for
members deemed by DHHS to have annual incomes at or above 100% of the FPL as
follows:

8.3.2.1. Co-payments for drug prescriptions of up to $ 1 for generic drugs and $2 for
brands and compound drugs for Step I members with annual incomes higher
than 100% of the FPL, and for Step 2 members with annual incomes higher
than 100% of the FPL consistent with the beneficiary and service exemptions
as found in federal regulations and the approved Medicaid State Plan; and

8.3.2.2. Co-payments for drugs prescriptions of up to $ I for generic drugs and $4 for
brands and'compound drugs for NHHPP members with annual incomes higher
than 100% of the FPL.

" t.g.CedartrMt

" txcapi fadliiy and aneUacy larvicai for dental procaduras
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8.3.3. Effective 3/1/2016, the MCO Shall require po.int-of-servlce copayment for services
for members deemed by DHHS to not be exempt from cost-sharing and have incomes
above I GO percent of the federal poverty level as follows;

8.3.4. For Medicaid recipients subject to copayments;

8.3.4.1. A copay ofSl.OO will be required for each preferred prescription drug and
each refill of a preferred prescription drug.

8.3.4.2. A copay of $2.00 will be required for each non-preferred prescription drug
and each refill of a nonpreferred prescription drug, unless the prescribing
provider determines that a preferred drug will be less effective for the
recipient and/or will have adverse effects for the recipient, in which case the
copay for the non-preferred drug will be S1.00.

8.3.4.3. A copay of SI.00 will be required for a prescription drug that is not identified
as either a preferred or nonpreferred prescription drug.

8.3.4.4. Copays are not required for family planning products or for Clozaril
(Clozapine) prescriptions. All Cost sharing shall be applied consistent with
beneficiary and service exemptions as found at 42 USC §§ 1396-o and 1396o-
I, 42 C.F.R. §447.50 - 447.90, and New Hampshire's Medicaid Slate Plan.

8.3.5. The MCO may, with DHHS approval, require co-payment for services that do not
exceed current Medicaid co-payment amounts established by DHHS.

8.3.6. The MCO shall with no disruption in service delivery to members or providers
transition these services into managed caire from fee-for-service (FFS). ;

8.3.7. All services shall be provided in accordance with 42 CFR 438.210.

•  8.3.8. The MCO shall adopt written policies and procedures to verify that services arc
actually provided [42 CFR 455.1(a)(2)].

8.3.9. The MCO shall comply with provisions of RSA I67:4(d) by providing access to
telemedicine services to Medicaid members for specialty care only.

8.3.10. the MCO shall cover services consistent with 45 CFR 92.207(b) including gender
reassignment surgery.

8.4. Emergency Senices

8.4.1. The MCO shall cover and pay for emergency services at rates that are no less than the
equivalent DHHS fee-for-service rates if the provider that furnishes the services has
an agreement with the MCO [§i932(bK2) of the SSA; 42 CFR 438.114(cKl)(i);
SMD letter 2/20/98].
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8.4.2. If the provider that ftimishes the emergency services has no agreement with the
MCO, the MCO shall cover and pay for the emergency services in compliance with
1932(b)(2)(D) of the SSA:42 CFR 438.114(c)(l)(i); SMD lener 2/20/98.

8.4.3. In accordance with the Deficit Recovery Act of 2005, the MCOs will cover and pay
for Emergency Services regardless of whether the provider that ftimishes the services
has a contract with the MCO. The MCO shall pay non-contracted providers of
Emergency and Post-Stabilization services an amount no more than the amount that
would have been paid under the DHHS Fee-For-Service system in place at the time
the service was provided.

8.4.4. The MCO shall not deny treatment obtained when a member had an emergency
medical condition, including cases in which the absence of immediate medical
attention would not have had the outcomes specified in 42 CFR 438.114(a) of the
definition of emergency medical condition [§1932(bX2)oflhe SSA; 42 CFR
438.1l4(c)(i)(ii)(A): SMD lener 2/20/98].

8.4.5. The MCO shall not deny payment for treatment obtained when a representative, such
as a network provider, of the MCO instructs the member to seek emergency services
[42 CFR 438.114(c)(l)(iiKB); SMD letter 2/20/98].

8.4.6. The MCO shall not limit what constitutes an emergency medical condition on the
basis of lists of diagnoses or symptoms [42 CFR 438.114(d)(l)(i)].

8.4.7. The MCO shall.not refuse to cover emergency services based on the emergency room
provider, hospital, or fiscal agent not notifying the member's primary care provider,
MCO, or DHHS of the member's screening and treatment within ten (10) calendar
days of presentation for emergency services [42 CFR 438.ll4(dXlX'')]-

8.4.8. The MCO may not hold a member who has an emergency medical condition liable
for payment of subsequent screening and treatment needed to diagnose the specific
condition or stabilize the patient [42 CFR 438.114(d)(2)].

8.4.9. The attending emergency physician, or the provider actually treating the member, is
responsible for determining when the member is sufficiently stabilized for transfer or
discharge, and that determination is binding on the entitles identified in 42 CFR
438.1 14(b) as responsible for coverage and payment [42 CFR 438.1 l4(dX3)].

8.5. Post-Stabilization Senices

8.5.1. Post-stabilization care services shall be covered and paid for in accordance with
provisions set forth at 42 CFR 422.1 13(c). The MCO shall be financially responsible
for post-stabilization services obtained within or outside the MCO that are pre-
approved by a MCO provider or other MCO representative. [42 CFR 438.114(e); 42
CFR 422.1-13(c)(2)(i); SMD letter 8/5/98]
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8.5.2. The MCO shall be fmanciaily responsible for post-stabilization care services obtained
within or outside the MCO that are not pre-approved by a MCO provider or other
MCO representative, but administered to maintain the member's stabilized condition '
within one (1) hour of a request to the MCO for pre-approval of further post-
stabilization care services. [42 CFR 438.n4(e); 42 CFR 422.113(c)(2)(ii) and (iii);
SMD letter 8/S/98.]

8.5.3. The MCO shall be financially responsible for post-stabilization care services obtained
within or outside the MCO that are not pre-approved by a MCO provider or other
MCO representative, but administered to maintain, improve or resolve the member's
stabilized condition if:

8.5.3.1. The MCO does not respond to a request for pre-approval within one (1) hour;

8.5.3.2. The MCO cannot be contacted; or

8.5.3.3. The MCO representative and the treating physician cannot reach an agreement
concerning the member's care and a MCO physician is not available for
consultation. In this situation, the MCO shall give the treating physician the '
opportunity to consult with a MCO physician and the treating physician may
continue with care of the patient until a MCO physician is reached or one of
the criteria of 42 CFR 422.133(c)(3) is met [42 CFR 438.U4(e); 42 CFR
422.1 13(c)(2)(iii)].

8.5.4. The MCO shall limit charges to members for post-stabilization care services to an
amount no greater than what the organization would charge the member if he/she had
obtained the services through the MCO. [42 CFR 438.114(e); 42 CFR
422.1 13(c)(2)(lv); SMD letter 8/5/98]

8.5.5. The MCO's financial responsibility for post-stabilization care services it has not pre-
approved ends when:

8.5.5.1. A MCO physician with privileges at the treating hospital assumes
responsibility for the member's care;

8.5.5.2. A MCO physician assumes responsibility for the member's care through
transfer;

8.5.5.3. A MCO representative and the treating physician reach an agreement
concerning the member's care; or

8.5.5.4. The member is discharged. [42 CFR 438.114(e); 42 CFR 422.n3(c)(3); SMD
letter 8/5/98]
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9. Payment Reform Plan
9.1. Payment Reform Plan Timeline

9.1.1. The MCO shall submit within sixty (60) calendar days from a Program Start Date and
sixty (60) calendar days prior to the start of each Agreement year, its Payment
Reform Plan to engage its provider network in health care delivery and payment
reform activities, subject to review and approval by DHHS. These activities may
include, but are not limited to, pay for performance programs. Innovative provider
reimbursement methodologies, risk sharing arrangements and sub-capitation
agreements.

9.1.1.1. DHHS shall respond to the MCO regarding the Payment Reform Plan within
thirty (30) calendar days of receipt.

9.1.2. Beginning July I, 2018, DHHS will withhold one percent (1%) of MCO capitation
payments in each year of the Agreement under the Payment Reform Plan. The MCO
will earn a pay-out of that withheld amount if it meets the implementation milestones
described In the Payment Reform Plan. The pay-out will be pro-rated to, the number
of milestones achieved by the MCO at the end of the year.

9.1.3. The MCO shall submit a report to DHHS describing its performance against the
MCO's healthcare delivery and Payment Reform Plan within ninety (90) calendar
days of the end of each year of the Agreement.

9.1.3.1. The report shall indicate, by provider type, the number and percentage
participating in each type of payment reform activities.

9.1.3.2. DHHS will evaluate the MCO's performance and make payments to the
MCO, if warranted, within ninety (90) calendar days of receipt of the report.
DHHS shall provide the MCO with a written explanation of DHHS's
evaluation of the MCO's performance within thirty (30) days of the MCO's
request.

. 9.1.3.3. Jn the event that MCO disputes DHHS's evaluation of MCO's performance,
MCO will have thirty (30) calendar days from receipt of DHHS's written
explanation to submit a written request for reconsideration along with a
description of MCO's reasons for the dispute, after which DHHS shall meet
with the MCO within a reasonable time frame to achieve a good faith
resolution of the disputed matter.
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9.2. Payment Reform Plan Content

9.2.1. The Payment Reform Plan shall contain:

9.2.1.1. Information on the anticipated impact on member health outcomes of each
specific activity, providers affected by the specific activity, outcomes
anticipated as a result of the implementation of a process by which to reduce
inappropriate emergency room use, an implementation plan for each activity
and an implementation milestone to be met by the end of each year of the
Agreement for each activity;

9.2.1.2. A process to ensure Equal Access to services; and

9.2.1.3. A process for engaging LTSS providers in health care delivery and payment
reform activities.

9.3. Payment Reform Plan Compliance Requirements

9.3.1. The MCO's Payment Reform Plan(s) shall be in compliance with the following
requirements:

9.3.1.1. FQHCsand RKCs will be paid at minimum the encounter rate paid by DHHS
at the time of service.

9.3.1.2. The Medicaid hospice payment rates are calculated based on the annual
hospice rates established under Medicare. These rates arc authorized by
section lSI4(iXI)(ii) of the Social Security Act which also provides for an
annual increase in payment rates for hospice care services.

9.3.1.3._ The MCO's provider incentive plan shall comply with requirements set forth
in 42 CFR 422.208 and 42 CFR 422.210 [42 CFR 438.6(h)].

9.3.1.4. The MCO's payment reform plan must comply with state and federal laws
requiring nonpayment to a Contracted Provider for hospital-acquired
conditions and for provider preventable conditions. The MCO shall report to
NH DHHS all provider-preventable conditions in a form and frequency as
specified by the State [42 CFR 438.3(g)].

9.3.1.5. The MCO may not make payment directly or indirectly to a physician or
physician group as an inducement to reduce or limit medically necessary
services fijmished to an individual [§l903(m)(2XA)(x) of the SSA; 42 CFR
422.208 and 422.210; 42 CFR 438.3(1)].

9.3.1.6. The MCO shall Jjrovide information on its provider incentive program to any
New Hampshire recipient upon request (this includes the right to adequate and

Page 61



New Hampshire Medlcaid Care Management Contract — SFY2018

Exhibit A - Amendment #12

timely information on the plan) [§1903(m)(2)(A)(x) of the SSA; 42 CFR
422.208; 42 CFR422.210; 42 CFR438.6(h)].
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9.3.1.7. The MCO shall report whether services not furnished by.physician/group are
covered by an incentive plan. No further disclosure is required if the incentive
plan does not cover services not fumished by the physician/group
[§l903(m)(2)(A)(x) of the SSA; 42.CFR 422.208 and 422.210; 42 CFR
438.6(h)].

9.3.1.7.1. The MCO shall report the type of incentive arrangement (e.g.,
withhold, bonus, capitation) [§l903(m)(2XA)(x) of the SSA; 42 CFR
422.208 and 422.210; 42 CFR 438.3(i)J.

9.3.1.8. The MCO shall report the percent of withhold or bonus (if applicable)
(§l903(m)(2)(A)(x) of the SSA; 42 CFR 422.208 and 422.210; 42 CFR
438.6(h)].

9.3.1.9. The MCO shall report panel size, and if patients are pooled, the approved
method used [§1903(m)(2)(AKx) of the SSA; 42 CFR 422.208 and 422.210;
42 CFR 438.6(h)].

9.3.1.10. If the physician/group is at substantial financial risk, the MCO shall report
proof that the physician/group has adequate stop loss coverage, including
amount and type of stop-loss [§ l903(m)(2)(A)(x)of the SSA; 42 CFR 422.208
and 422.210; 42 CFR 438.6(h)].

9.3.1.11. Primary Care reimbursement to follow DHHS policy and to comply with 42
CFR 438,42 CFR 441 and 42 CFR 447 II.A.5

9.3.1.11.1. MCO shall pass on the full benefit of the payment Increase to eligible
providers; and

9.3.1.11.2. MCO shall adhere to the definitions and requirements for eligible
providers and services as specified in Section l902(a)(l3)(C), as
amended by the Affordable Care Act of 2010 (ACA) and federal
regulations; and

9.3.1.11.3. MCO shall submit sufficient documentation, as per DHHS policy, to
DHHS to validate that enhanced rates were made to eligible providers.
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10. Care Coordination Program
10.1. Minimum Care Coordination Program Components

10.1.1. The MCO shall implement a comprehensive care array of care coordination services
that have at a minimum the following components:

10.1.1.1. Care Coordination

10.1.1.2. Support of Patient-Centered Medical Homes and Health Homes

10.1.1.3. Non-Emergent MedlcalTransportation

10.1.1.4. Wellness and Prevention programs

10.1.1.5. Chronic Care Coordination programs

10.1.1.6. High Risk/ High Cost Member Management programs

10.1.1.7. A Special Needs program

10.1.1.8. Coordination and Integration with Social Services and Community Care

10.1.1.9. A Long Term Services and Supports Program

10.2. Care Coordination; Role of the MCO

10.2.1. The MCO shall develop a strategy for coordinating all care for all members. Care
coordination for its members includes coordination of primary care, specialty care,
and all other MCO covered services as well as services provided through the fee-for-
service program and non-Medicaid community based services. Care coordination
shall promote and assure service accessibility, focus attention to individual needs,
actively assist members or their caregiver to take personal responsibility for their
health care, provide education regarding the use of inappropriate emergency room
care, emphasize the importance of participating in health promotion activities,
provide for continuity of care, and assure comprehensive coordinated and integrated
culturally appropriate delivery of care.

10.2.2. The MCO shall ensure that services provided to children are family driven and based
on the needs of the child and the family. The MCO shall support the family in having
a primary decision making role in the care of their children utilizing the Substance
Abuse and Mental Health Services Administration (SAMHSA) core elements ofa
children's services system of care. The MCO shall employ the SAMHSA principles
in all children's behavioral health services assuring they:

10.2.2.1. Are person centered;
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10.2.2.2. Include active femily involvement;

10.2.2.3. Deliver behavioral health services that are anchored in the community;

10.2.2.4. Build upon the strengths of the member and the femily;

10.2.2.5. • Integrate services among multiple providers and organizations working with
the child; and

10.2.2.6. Utilize a wraparound model of care within the context of a femlly driven
model of care.

10.2.2.6.1. MCO shall submit a written policy to DHHS describing the integrated
model of care Including but not limited to the Involvement of each
member and family in the development of the plan.

10.2.3. The MCO will ensure that its providers arc providing services to children, youth
members, and their families in accordance with RSA 135-F.

10.2.4. The MCO shall provide a written policy to DHHS for approval that ensures that
services to individuals who are homeless are to be prioritized and made available to
those individuals.

10.3. Care Coordination: Role of the Primary Care Provider

10.3.1. MCO Cooperation with Primary Care Provider

10.3.1.1. The MCO shall implement procedures that ensure that each member has
access to an ongoing source of primary care appropriate to his or her needs
and a person or entity formally designated as primarily responsible for
coordinating the health care services furnished to the member in accordance
with 42 CFR 438.208(b)(1) through (6).

10.3.1.2. The MCO shall submit a written plan that describes the development,
implementation and evaluation of programs to assess and support, wherever
possible, primary care providers to act as a patient centered medical home. A
patient centered medical home shall include all of the five key domains
outlined by the Agency for Healthcare Research and Quality (AHRQ):

10.3.1.2.1. Comprehensive care;

10.3.1.2.2. Patient-centered care;

10.3.1.2.3. Coordinated care;

10.3.1.2.4. Accessible services; and

10.3.1.2.5. Quality and safety.
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10.5. Non-Emergent Transportation (NEMT)

10.5.1. The MCO shall be required to arrange for the non-emergent medical transportation of
its members to ensure members receive medically necessary services covered by the
New Hampshire Mcdicaid program regardless of whether those medically necessary
services are covered by the MCO. The MCO shall ensure that a member's lack of
personal transportation is not a barrier to accessing care.

10.5.2. The MCO and/or any subcontractors shall be required to perform background checks
on all non-emergent medical transportation providers.

10.5.3. The MCO shall provide quarterly reports to DHHS on its non-emergent medical
transportation activities to include but not be limited to:

10.5.3.1. NEMT requests delivered by mode of transportation;

10.5.3.2. NEMT request authorization approval rates by mode of transportation;

10.5.3.3. NEMT scheduled trip results by outcome;

10.5.3.4. NEMT services delivered by type of medical service;

10.5.3.5. NEMT service use by population; and

10.5.3.6. Number of transportation requests that were delivered late and not on time.

10.5.3.6.1. On-time shall be defined as less than or equal to fifleen (15) minutes
after the appointed time; and

10.5.3.6.2. Transportation requests for melhadonc services will be excluded from'
the calculation of late and not-on-time services.

10.5.3.7. Member cancellations of scheduled trips by reason for member cancellations.

10.6. WeMness and Prevention

10.6.1. The MCO shall develop and implement wellness and prevention programs for its
members.

10.6.2. The MCO shall, at a minimum, develop and implement programs designed to address
childhood and adult obesity, smoking cessation, and other similar type wellness and
prevention programs in consultation with DHHS.

.  10.6.3. The MCO shall, at minimum, provide primary and secondary preventive care
services, rated A or B, in accordance with the recommendations of the U.S.
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10.3.1.3. DHHS recognizes that there is a variety of ways in which these domains can
be addressed in clinical practices. Exlemal accreditation is not required by
DHHS to qualify as a medical home. The MCO's support to primary care
providers acting as patient centered medical homes shall include, but is not
limited to, the development of systems, processes and information that
promote coordination of the services to the member outside of that provider's
primary care practice.

10.4. Care Coordination: Role of Obstetric Providers

10.4.1. If, at the time of entering the MCO as a new member, the member is transferring from
another MCO within the state system, is in her first trimester of pregnancy and is
receiving, medically necessary covered prenatal care services, as defined within this
Agreement as covered services, before enrollment the MCO shall be responsible for
the costs of continuation of medically necessary prenatal care services, including
prenatal care, delivery, and postpartum care.

10.4.2. If the member is receiving services from an out-of-network provider prior to
enrollment in the MCO, the MCO shall be responsible for the costs of continuation of
medically necessary covered prenatal services until such time as the MCO can •
reasonably transfer the member to a network provider without impeding service
delivery that might be harmfti! to the member's health.

10.4.3. If the member, at the time of enrollment, is receiving services from a network
provider, the MCO shall be responsible for the costs of continuation of medically
necessary covered prenatal services from that provider through the postpartum period.

10.4.4. In the event a member entering the MCO, either as a new member or transferring
from another MCO, is in her second or third trimester of pregnancy and is receiving
medically necessary covered prenatal care services at the time of enrollment, the
MCO shall be responsible for providing continued access to the prenatal care
provider, whether an out of network or in network provider, through the postpartum
period.

10.4.5., Postpartum care includes the first postpartum visit, any additional visits necessary to
manage any complications related to delivery, and completion of the medical record.

10.4.6. The MCO shall develop and maintain policies and procedures, subject to DHHS
approval, regarding the transition of any pregnant members.
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Preventive Services Task Force, and for children, those preventive services
recommended by the American Academy of Pediatrics Bright Futures Program.

10.6.4. The MCO may substitute generally recognized accepted guidelines for the
requirements set forth in 10.6.3, provided that such substitution is'approved in
advance by DHHS. The MCO shall provide members with a description of preventive
care benefits to be used by the MCO in the member handbook and on the MCO's
website. |

10.6.5. The MCO shall provide members with general health information and provide
services to help members make informed decisions about their health care needs. The
MCO shall encourage patients to take an active role in shared decision making.

10.6.6. The MCO shall also participate in other public health initiatives at the direction of
DHHS.

10.7. Member Health Education

10.7.1. The MCO shall develop and initiate a member health education program that supports
the overall wellness, prevention, and care management programs, with the goal of
empowering patients to actively participate in their healthcare.

10.7.2. The MCO shall conduct a Health Needs Assessment for all new members within the

following timeframes from the date of enrollment in the MCO:

10.7.2.1. thirty (30) calendar days for pregnant women, children with special health
care needs, adults with special health care needs; and

10.7.2.2. ninety (90).calendar days for all other members, including members residing
in a nursing facility longer than 100 days.

10.7.2.3. The MCO shall document at least three attempts to conduct the screen. If
unsuccessful the MCO shall document the barrier(s) to completion and how
the barriers shall be overcome so that the Health Needs Assessment can be

accomplished within the first 120 days.

10.7.3. The MCO will submit their Health Needs Assessment forms to DHHS for review and

approval.

10.7.4. The MCO shall report quarterly, with reports due the last day of the month following
.  the reporting quarter, with the first report due January 31,2015. Reports shall include;

10.7.4.1. the number of members and the percentage of eligible members who
completed a Health Needs Assessment in the quarter;
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10.7.4.2. the percentage of eligible members who completed the Health Needs '
Assessment in the prior year; and

r

.  10.7.4.3. the percentage of members eligible for chronic care coordination, high
cost/high risk care coordination, complex care coordination and/or the MCO's
special needs program who completed a Health Needs Assessment in the prior
year.

10.7.5. The MCO shall actively engage members in both wellness program development and
in program participation and shall provide additional or alternative outreach to
members who are difficult to engage or who utilize the emergency room
inappropriately.

10.8. Chronic Care Coordination, High Risk/High Cost Member and Other Complex
Member Management

10.8.1. The MCO shall develop eiTective care coordination programs that assist members in
the management of chronic and complex health conditions, as well as those clients
that demonstrate high utilization of services indicating a need for more intensive
management services. The MCO may delegate the chronic and complex care member
management to a patient centered medical home or health home provided that all the
criteria for qualifying as a patient centered medical home or a health home and the
additional conditions of this section have been met. These programs shall incorporate
a "whole person" approach to ensure that the member's physical, behavioral,
developmental, and psychosocial needs are comprehensively addressed. The MCO or
its delegated entity shall ensure that the member, and/or the member's care giver, is
actively engaged in the development of the care plan.

10.8.2. The MCO shall submit status reports to DHHS on MCO care coordination activities
and any delegated medical home or health home activities as requested or required by
DHHS.

10.8.3. The MCO shall at, a minimum, provide chronic care coordination services for
members with the following or other chronic disease states who are appropriate for
such care coordination services based on MCO's methodologies, which have been
approved by DHHS, for identifying such members:

10.8.3.1. Diabetes, in coordination with the forthcoming federal diabetes initiative;

10.8.3.2. Congestive Heart Failure (CHF);

10.8.3.3. Chronic Obstructive Pulmonary Disease (COPD);

10.8.3.4. Asthma;
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10.8.3.5. Coronary Artery Disease (CAD), in coordination with the Million Hearts
Campaign;

10.8.3.6. Obesity;

10.8.3.7. Mental Illness;

10.8.3.8. Requiring wound care.

10.8.4. The MCO shall report on the number and types of members receiving chronic care
coordination services.

10.9. Special Needs Program

10.9.1. The MCO shall create an organizational structure to fiinctionas patient navigators to:

10.9.1.1. Reduce any barriers to care encountered by members with special needs

10.9.1.2. Ensure that each member with special needs receives the medical services of
PCPs and specialists trained and skilled in the unique needs of the member,
including information about and access to specialists as appropriate

10.9.1.3. Support in accessing all covered services appropriate to the condition or
circumstance.

10.9.2. The MCO shall identify special needs members based on the member's physical,
developmental, behavioral condition, or adverse social circumstances, including but
not limited to:

10.9.2.1. A member with at least two chronic conditions;

10.9.2.2. A member with one chronic condition and is at risk for another chronic

condition;

10.9.2.3. A member with one serious and persistent mental health condition;

10.9.2.4. A member living with HIV/AIDS;

10.9.2.5. A member who is a child in foster care;

10.9.2.6. A member who is a child and a client of DCYF receiving services through a
court order; and

10.9.2.7. A member who is homeless.
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10.9.3. The MCO shall assess, pursuant to 42 CFR 438.208(c)(2), and reach out to members
identified with special needs and their PCP to inform them of additional services and
supports available to them through the MCO's special needs program.

10.9.4. The MCO shall share the results of its identification and assessment of any enrollee
with special health care needs as described in this section with the State so that those
activities will not be duplicated.

10.9.5. The MCO shall ensure enrollees determined to have special health care needs as
described in this section and who need a course of treatment or regular care
monitoring, will have direct access to a specialist as appropriate for the enrollce's
condition and identified needs.
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10.9.6. For enrollces with special health needs determined through an assessment by
appropriate health care professionals to need a course of treatment or regular care
monitoring, the MCO must have a mechanism in place to allow enrollees to directly
access a specialist (for example, through a standing referral or an approved number of
visits) as appropriate for the enrollee'.s condition and identified needs.

10.9.7. The MCO shall report on the number and types of members in the special needs
program.

10.10.Coordination and Integration with Social Services-and Communit>' Care

10.10.1.The MCO shall develop relationships that actively link members with other state,
local, and community programs that may provide or assist with related health and
social services to members, including not limited to:

10.10.1.1. Juvenile Justice and Adult Community Corrections;

10.10.1.2. Locally administered social services programs including, but not limited to,
Women, Infents, and Children, Head Start Programs, Community Action
Programs, local income and nutrition assistance programs, housing, etc.;

10.10.1.3. Family Organizations,,Youth Organizations, Consumer Organizations, and
Faith Based Organizations;

10.10.1.4. Public Health Agencies;

10.10.1.5. Schools; '

10.10.1.6. Step 2 Programs and Services;

10.10.1.7. The court system;

10.10.1.8. ServiceLink Resource Network; and

10.10.1.9. Housing

10.10.1.9.1. Veterans Administration Hospital and other programs and agencies
serving service members, veterans and their families.

10.10.2.The MCO shall report on the number of referrals for social services and community
care provided to members by member type.

10.11.Long Term Services and Supports (LTSS)
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10.11.1.Navigators. The MCO shall create an organizational structure to function as
navigators for members in need of LTSS to:

10.11.1.1. Reduce any barriers to care encountered by members with long term care
needs;

10.11.1.2. Ensure that each member with long term care needs receives the medical
services of PCPs and specialists trained and skilled in the unique needs of the
member, including information about and access to specialists, as appropriate;
and

10.11.1.3. Ensure that each member with long term care needs receives conflict free care
coordination that facilitates the integration of physical health, behavioral
health, psychosocial needs, and LTSS through person-centered care planning
to identify a member's needs and the appropriate services to meet those needs;
arranging, coordinating, and providing services; facilitating and advocating to
resolve issues that impede access to needed services; and monitoring and
reassessment of services based on changes in a member's condition.

10.11.2.Integrated Care. The MCO shall ensure that LTSS are delivered in the most
integrated fashion, In the most integrated-setting, and in a way that offers the greatest
opportunities for active community and workforce participation, based on the
member's preferences and pursuant with 28 C.F.R. Pt. 35, App. A(2010), the
Americans with Disabilities Act (ADA) (42 USC 126.12101] and Olmstead v. L.C.,
527 U.S. 581 (1999).

10.11.2.1. The MCO shall support accessing all covered services appropriate to the
medical, behavioral, psychosocial, and/or LTSS condition or circumstance.

10.11.2.2. The MCO shall identify members with long term care needs based on the
member's physical, developmental, psychosocial, or behavioral conditions
including but not limited to:

10.11.2.2.1.Children with DCYF involvement;

l0.n.2.2.2.Children with special needs other than DCYF;

10.11.2.2.3.Children with Waiver, NF or CMHC services;

lO.l 1.2.2.4.Adults with special Needs with Waiver, NF or CMHC services;

10.11.2.2.5.Adults with Waiver, NF or CMHC services;

10.1 l.2.2.6.0Ider Adults with Waiver or CMHC services; or

10.11.2.2.7.01dcradults with NF services.
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10.11.2.3. The MCO shall reach out to members identified with long term care needs and
their PCP to inform them of additional services and supports available to them
through the MCO.

10.1! .2.4. Forenrollees with long term care needs determined through an assessment or
through regular care monitoring to need services, the MCO must have a
mechanism in place to allow enrollees to directly access a specialist (for
example, through a standing referral or an approved number of visits) as
appropriate for the enrollee's condition and identified needs.

10.11.2.5. For enrollees with long term care needs determined through an assessment or
regular care monitoring, the MCO must have a mechanism in place to assist
enrollees to access medically necessary and necessary services.
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11. EPSDT

11.1. Compliance

11.1.1. The MCO shall provide Early Periodic Screening Diagnostic Treatment (EPSDT)
services to members less than twenty-one (21) years of age In compliance with all
requirements found below;

11.1.1.1. The MCO shall comply with sections I902(a)(43) and 1905(a)(4)(B) and
I905(r) of the SSA and federal regulations at 42 CFR 441.50 that require
EPSDT services to include outreach and informing, screening, tracking, and,

, diagnostic and treatment services. The MCO shall comply with all EPSDT
requirements pursuant to the New Hampshire Medicaid Rules.

11.1.1.2. The MCO shall develop an EPSDT Plan that includes written policies and
procedures for conducting outreach and education, tracking and follow-up to
ensure compliance with the EPSDT periodicity schedules. The EPSDT Plan
shall emphasize outreach and compliance monitoring taking into account the
multi-lingual, multi-cultural nature of the served population, as well as other
unique characteristics of this population. The EPSDT Plan shall include
procedures for follow-up of missed appointments, including missed referral
appointments for problems identified through Health Check screens and
exams and follow-up on any abnormal screening exams. The EPSDT Plan
shall also include procedures for referral, tracking, and follow up for annual
dental examinations and visits, upon receipt of dental claims information from
DHHS. The EPSDT Plan shall consider and be consistent with current policy
statements issued by the American Academy of Pediatrics and the American
Academy of Pediatric Dentists to the extent that such policy statements relate
to the role of the primary care provider in coordinating care for infants,
children and adolescents. The MCO shall submit its EPSDT Plan to DHHS for
review and approval ninety (90) days prior to program start and annually sixty
(60) calendar days prior to the first day of each Agreement year.

11.1.1.3. The MCO shall ensure providers perform a full EPSDT visit according to the
periodic schedule approved by DHHS and,the American Academy of
Pediatrics periodicity schedule, The visit shall include a comprehensive
history, unclothed physical examination, appropriate immunizations, lead
screening and testing per CMS requirements §l902(a)(43) of the SSA,
§ 1905(a)(4)(B) of the SSA and 42 CFR 44I.50-.62. and health
education/anticipatory guidance. All five (5) components shall be performed
for the visit to be considered an EPSDT visit.
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12. Behavioral Health

12.1. Behavioral Health - Genera) Provisions

12.1.1. This section applies to individuals who have been determined to be eligible for
community mental health services based on diagnosis, level of impairment and the
requirements outlined In N.H. Code of Administrative Rules, chapter Hc-M 401.

12:1.2. Community mental health services, as set forth in Section 8.2, shall be provided in
accordance with the NH Medicaid State Plan, Hc-M 426, Hc-M 408 and all other
applicable state and federal regulations.

12.1.3. All clinicians providing community mental health services are subject to the
requirements of He-M 426 and any other applicable state and federal regulations.

12.1.4. All individuals approved to provide community mental health services through a
waiver granted by NH DHHS shall be recognized as qualified providers under the
MCO plan subject to NCQA credentialing requirements.

12.1.5. All other behavioral health services shalj be provided to all NH Medicald-eligible
recipients in accordance with the NH Medicaid State Plan.

12.1.6. The MCO shall pay for all NH Medicaid State Plan Services for its members as
ordered to be provided by the Mental Health Court.

12.1.7. The MCO shall continue to support and ensure that culturally and linguistically
competent community mental health services currently provided for people who are
deaf continue to be made available. These services shall be similar to services
currently provided through the Deaf Services Team at Greater Nashua Mental Health
Center.

12.2. Community Mental Health Services

12.2.1. The MCO shall ensure, through review of individual service plans and quarterly
reviews, that community mental health services are delivered in the least restrictive
community based environment, based on a person-centered approach, where the
member and their family's personal goals and needs are considered central in the
development of the individualized service plans. The MCO shall inform DHHS of
their findings on a monthly basis.

12.2.2. The MCO shall^employ a trauma informed care model for community mental health
sePi'ices, as defined by SAMHSA, with a thorough assessment of an Individual's
trauma history in the initial intake evaluation and subsequent evaluations to inform
the development of an individualized service plan, pursuant to He-M 401, that will
effectively address the individual's trauma history.
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12.2.3. The MCO shall make Community Mental Health Services available to all members
who have a severe mental disability. DHHS encourages agreement between the MCO
and CMHCs to develop a capitated payment program with the intent to establish
payment mechanisms to meet the goals of DHHS to strengthen the State's outpatient
community health service system and the requirements of the Community Mental
Health Agreement, and to flirther payment reform. In the event that any CMHC fails
to sign a contract with the MCO within thirty (30) days before the current contract
end dale, the MCO shall notify DHHS of the failure to reach agreement with a
CMHC and DHHS shall implement action steps to designate a community mental
health program to provide services in the designated community mental health
services region.

12.2.3.1. The MCO shall submit to DHHS a plan to assure continuity of care for all
members accessing a community mental health agency.

12.2.4. In the event that an alternative community mental health program is approved and
designated by DHHS, a transition plan shall be submitted for approval by DHHS
including implementation strategy and timeframes. State Administrative Rule He-M
426, Community Mental Health Services, details the services available to adults with
a severe mental illness and children with serious emotional disturbance. The MCO

shall, at a minimum, make these services available to all members determined eligible
. for community mental health services under Slate Administrative Rule He-M 401.

12.2.4.1 .• The MCO shall be required to continue the implementation of evidence based
practices across the entire service delivery system.

12.2.4.2. Behavioral Health Services shall be recovery and resiliency oriented, based on
SAMHSA's definition of recovery and resiliency.

12.2.4.3. The MCO shall ensure that community mental health services arc delivered in
the least restrictive community based environment, based on a person-
centered approach, where the member and their family's personal goals and
needs are considered central in the. development of the individualized service
plans.

12.2.4.4. The MCO shall ensure that community mental health services to individuals
who are homeless continue to be prioritized and made available to those
individuals.

122.4.S. The MCO shall maintain or increase the ratio of community based to office
based services for each region in the State, as specified in He-M 423, to be
greater than or equal to the regional current percentage or 50%, whichever is
greater.
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12.2.4.6. The MCO shall monitor the ratio of community based to office based services
for each region in the State, as specified in He-M 425.

12.2.4.7. The Department of Health and Human Services (DHHS) will issue a list of
covered office and community based services annually, by procedure code,
that arc used to determine the ratio outlined in 12.2.4.5.

I

12.2.4.8. The MCO shall submit a written report to the Department of Health and
Human Services DHHS every six (6) months, by region, of the ratio of
community based services to office based services.

12.2.5. The MCO shall ensure that all clinicians who provide community menial health
services meet the requirements in He-M 401 and Hc-M 426 and are certified in the
use of the New Hampshire version of the Child and Adolescent Needs and Strengths
Assessment (CANS) and the Adult Needs and Strengths Assessment (ANSA).

12.2.5.1. Clinicians shall be certified in the use of the New Hampshire version of the
CANS and the ANSA within 120 days of implementation by the Department
of Health and Human Services of a web-bas^ training and certification
.system.

12.2.5.1.1. The CANS and the ANSA assessment shall be completed by the
community mental health program no later than the first member
eligibility renewal following clinician certification to utilize the CANS
and the ANSA and upon eligibility determination for newly evaluated
consumers effective July 1,2015.

12.2.5.1.2. The community mental health long term care eligibility tool, specified
in He-M 401, and in effect on January 1,2012 shall continue to be
utilized by a clinician until such time as the Department of Health and
Human Services implements web-based access to the CANS and the
ANSA, the clinician is certified In the use of the CANS and the
ANSA, and the member annual review date has passed.

12.2.6. The MCO shall ensure that community mental health service providers operate in i
manrier that enables the State to meet its obligations under Title 11 of the Americans
with Disabilitiw Act, with particular attention to the "integration mandate" contained
in 28 CFR 35.130(d).

12.2.7. The MCO shall continue the implementation of New Hampshire's 10-ycar Olmstead
Plan, as updated from time to time, "Addressing the Critical Mental Health Needs of
New Hampshire's Citizens: A Strategy for Restoration."

12.2.7.1. The MCO shall include in Its written Program Management Plan:

Page 78



New Hampshire Medicatd Care Management Contract ~ SFY2018

Exhibit A • Amendment #12

12.2.7.1.1. Screening criteria for Assertive Community Treatment Teams for all
persons with serious mental^isabilities.

12.2.7.1.2. A needs assessment, capacity analysis and access plan for Community
Residential and Supported Housing.

12.2.7.1.3. New and innovative interventions that will reduce admissions and
readmlssions to New Hampshire Hospital and increase community
tenure for adults with a severe mental illness and children with a

serious emotional disturbance.

12.2.8. The MOO shall work collaborativeiy to support the implementation of the Medicaid-
fiinded services described In the Class Action Settlement Agreement in the case of
Amanda D. et al. v. Hassan, et a!., US v. State of New Hampshire, Civ. No. ]:12-cv-
53-SM in conjunction with DHHS and the Community Mental Health Centers.

12.2.8.1. Adult Assertive Community Treatment Teams (ACT). The MCO shall
ensure that ACT teams are available twenty-^four (24) hours per day, seven (7)

,  daysperweck, with on-call availability from midnight to 8:00 am. At a
minimum, ACT teams shall deliver comprehensive, individualized, and
flexible services, supports,'treatment, and rehabilitation in a timely manner as
needed, onsite in the individuals homes and in other natural environments and
community settings, or alternatively, via telephone where appropriate to meet
the needs of the Individual. Each ACT team shall be composed of a multi-
disciplinary group of between seven (7) and ten (10) professionals, including,
at a minimum, a psychiatrist, a nurse, a Masters-level clinician (or functional
equivalent therapist), functional support worker and a peer specialist. The
team also will have members who have been trained and are competent to
provide substance abuse support services, housing assistance and supported

.  employment. Caseloads for ACT teams serve no more than ten (10) to twelve
(12) individuals per ACT team member (excluding the psychiatrist who will
have no more than seventy (70) people served per 0.5 PTE psychiatrist).

12.2.8.2. Evidence-based Supported Employment (EBSE). The MCO shall ensure that
EBSE is provided to eligible consumers in accordance with the Dartmouth
model. The MCO shall ensure that the penetration rate of individuals

^  receiving EBSE increases to 18.6 percent by June 30, 2017. The penetration
rate is determined by dividing the number of adults with severe mental illness
(SMI) receiving EBSE by the number of adults who have SMI being served.

12.2.9. The Department of Health and Human Services will lead regional planning activities
In each community mental health region to develop and refine community mental
health services in New Hampshire. The MCO shall support and actively participate in
these activities.
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12.2.9.1. The focus of the regional planning process will be on reducing the need for
inpatient care and emergency department utilization, and on increasing
community tenure.

12.2.10.The MCO shall develop a Training Plan each year of the Agreement for how it will
support the New Hampshire community mental health service system's effort to hire
and train qualified staff. The MCO shall submit this Training Plan to DHHS sixty
(60) calendar days prior to program start and annually ninety (90) calendar days prior
to beginning ofeach Agreement year.

12.2.10.1. The MCO shall submit a report summarizing what training was provided, a
copy of the agenda for each training, a participant registration list for each
contracted CMHC and a summary, for each training provided, of the "
evaluations done by program participants, within ninety (90) calendar days of
the conclusion of each Agreement year.

12.2.10.2. As part of that Training Plan, the MCO shall promote provider competence
and opportunities for skill-enhancement through training opportunities and
consultation, either through the MCO or other consultants with expertise in.
the area focused on through the training.

12.2.10.3. The MCO Training Plan outlined in 12.2.10.1 shall be designed to sustain and
expand the use of the Evidence Based Practices of illness Management and
Recovery (IMR), Evidence Based Supported Employment (EBSE), Trauma
Focused Cognitive Behavioral Therapy (TF-CBT), Dialectical Behavior
Treatment (DBT) and Assertive Community Treatment (ACT), and to
improve NH's penetration rates for Illness Management and Recovery (IMR)
and Supported Employment, by. 2% each year of the Agreement. The baseline
measure for penetration rates shall be the NH submission to the SAMHSA
Uniform Reporting System for 201!.

12.2.10.4. The MCO shall offer a minimum of 2 hours of training each contract year to
all contracted community mental health center staff on suicide risk
assessment, suicide prevention and post intervention strategies in keeping with
the State's objective of reducing the number of suicides in New Hampshire.

12.2.10.5. The MCO shall submit an annual report no later than ninety (90) calendar ,
days following the close of each Agreement year with a summary of the
trainings provided, a list of attendees from each contracted community mental
health program, aind the proposed training for the next fiscal year.
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12^. Emergency Services

12.3.1. The MCO shall ensure, through its contracts with local providers, that regionally
based crisis lines and Emergency Services as defined in He-M 403 and He-M 426 are'
in place 24 hours a day/ 7 days a week for individuals in crisis. These crisis lines and
Emergency Seiyices Teams shall employ clinicians who are trained in managing
crisis intervention calls and who have access to a clinician available to evaluate the
member on a foce-to-face basis in the community to address the crisis and evaluate
the need for hospitalization.

12.3.2. The MCO shall submit for review to the DHHS MCM Account Manager and the
Director of the Bureau of Mental Health an annual report identifying innovative and
cost effective models of providing crisis and emergency response services that will
provide the maximum clinical benefit to the consumer while also meeting the State's
objectives in reducing admissions and increasing community tenure.

12.4. Care Coordination

12.4.1. The MCO shall develop policies governing the coordination of care with primary care
providers and community mental health programs. These policies shall be submitted
to DHHS for review and approval ninety (90) calendar days prior to the beginning of
each Agreement year, including Year 1.

12.4.2. The MCO shall ensure that there is coordination between the primary care provider
and the community mental health program.

12.4.3. The MCO shall ensure that both the primary care provider and community mental
health program request written consent fh)m the member to release information to
coordinate care regarding mental health services or substance abuse services or both,
and primaiy care.

12.4.4. The MCO shaH monitor instances in which consent was not given, and if possible the
reason why, and submit this report to DHHS no later than sixty (60) calendar days
following the end of the fiscal year.

12.4.5. The MCO shall review with DHHS the approved policy, progress toward goals,
barriers and plan's to address identified barriers.

12.4.6. The MCO shall ensure integrated care coordination by requiring that providers accept
all referrals for its members from the MCO that result from a court order or a request
from DHHS.
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12.5. New Hampshire Hospital

12.5.1. The MCO shall maintain a collaborative agreement with New Hampshire Hospital,
the Slate of New Hampshire's state operated inpatient psychiatric facility. This
collaborative agreement subject to the approval of DHHS shall at a minimum address
the Americans with Disabilities Act requirement that individuals be served in the

most integrated setting appropriate to their needs, include the responsibilities of the
community mental health program in order to ensure a seamless transition of care
upon admission and discharge to the community, and detail information sharing and
collaboration between the MCO and New Hampshire Hospital.

12.5.2. It is the policy of the State to decrease discharges from inpatient care at New
Hampshire Hospital to homeless shelters and to ensure the inclusion of an appropriate
living situation as an integral part of all discharge planning from New Hampshire
Hospital. The MCO shall utilize the collaborative agreement to track any discharges
that the MCO, through its provider network, was unable to place into the community
and who instead were discharged to a shelter or into homelessness. The MCO shall
submit a report to the Department of Health and Human Services DHHS, quarterly,
detailing the reasons why members were placed into homelessness and include efforts
made by the MCO to arrange appropriate placements.

,  12.5.3. The MCO shall designate a liaison with privileges, as required by New Hampshire
Hospital, to continue members' care coordination activities, and assist in facilitating a
coordinated discharge planning process for adults and children admitted to New
Hampshire Hospital. Except for participation in the Administrative Review
Committee, the liaison shall actively participate in New Hampshire Hospital
treatment team meetings and discharge planning meetings to ensure that individuals
receive treatment in the least restrictive environment complying with the Americans
with Disabilities Act and other applicable federal and State regulations.

12.5.3.1. The liaison shall actively participate, and assist New Hampshire Hospital staff
in the development of a written discharge plan within twenty-four (24) hours
of admission.

12.5.3.2. The MCO shall ensure that the final NHH Discharge Instruction Sheet shall be
provided to the m^ber and the member's authorized representative prior to
discharge, or the next business day, for at least ninety-eight (98%) of members
discharged. The MCO shall ensure that the discharge progress note shall be
provided to the aftercare provider within 7 calendar days of member discharge
for at least ninety percent (90%) of members discharged.
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12.5.3.3. The MCO shall make at least three (3) afiempts to contact members for whom
the MCO has record of a telephone number within three (3) business days of
discharge from New Hampshire Hospital in order to review the discharge
plan, support the member in attending any scheduled follow-up appointments,
support the continued taking of any medications prescribed, arid answer any
questions the member may have. The performance metric shall be that at least

. ninety-five percent (95%) of members discharged shall have been attempted
to be contacted within three (3) business days.

12.5.3.4. The MCO shall ensure an appointment with a community mental health
program or other appropriate mental health clinician for the member is
scheduled prior to discharge. Such appointment shall occur within seven (7)
calendar days after discharge.

12.5.3.4.1. Persons discharged from psychiatric hospitalization and new to a cmhc
must have an intake appointment within seven (7) days.

12.5.3.5. The MCO shall work with DHHS to review cases of members that New
Hampshire Hospital has Indicated a difficulty returning back to the
community, identify baniers to discharge, and develop an appropriate
transition plan back to the community..^ . \

12.5.3.6. The MCO shall establish a reduction in readmissions plan, subject to approval
by DHHS, to monitor the 30-day and 180-day readmission rates to New
Hampshire Hospital, review member specific data with each of the
community mental health programs, and implement measurable strategies
within 90 days of the execution of this Agreement to reduce 30-day and 180-
day readmission. The MCO shall include benchmarks and reduction goals in
the Program Management Plan.

12.5.4. The MCO shall perform in-reach activities to New Hampshire Hospital designed to
accomplish transitions to the community.

12.6. In Shape Program

12.6.1. The MCOs shall promote community mental health service recipients' whole health
goals. Functional support services may be utilized to enable recipients to pursue and
achieve whole health goals within an In Shape program or other program designed to
Improve health.

12.7. Parit>'

12.7.1. The MCO and its subcontractors must comply with the Mental Health Parity and
Addiction Equity Act of 2008,42 CFR part 438, subpan K, which requires the MCOs
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to not discriminate based upon an enrollee's health status of having a mental health or
substance use disorder.

12.7.1.1. TheMCO shall not impose aggregate lifetime or annual dollar limits on
mental health or substance use disorder benefits.

12.7.1.2. The MCO shall not apply any financial requirement or treatment limitation
applicable to mental health or substance use disorder benefits that are more
restrictive than the predominant treatment limitations applied to substantially
all medical and surgical benefits covered by the plan (or coverage), and the
MCO shall not Impose any separate treatment limitations that are applicable
only with respect to mental health or substance use disorder benefits.

12.7.1.3. The MCO shall not impose Non- Quantitative'Treatmem Limits for mental
health or substance use disorder benefits in any classification unless, under the
policies and procedures of the MCO as written and in operation, any
processes, strategies, evidentiary standards, or other factors used in applying
the Non-Quantitative Treatment Limits to mental health or substance use
disorder benefits in the classification are comparable to, and are applied no
more stringently than, the processes, strategies, evidentiary standards, or other
factors used in applying the limitation for medical/surgical benefits in the
classification.

12.7.1.4. Annual Certification with Federal Mental Health Parity Law: The MCOs must
review their administrative and other practices, including the administrative
and other practices of any contracted behavioral health organizations or third
party administrators, for the prior calendar year for compliance with the
relevant provisions of the Federal Mental Health Parity Law, regulations and
guidance issued by state and federal entities.

12.7.1.4.1. The MCO must submit a certi fication signed by the chief executive
officer and chief medical officer slating that the MCO has completed a
comprehensive review of the administrative, clinical, and utilization
practices of the managed care entity for the prior calendar year for
compliance with the necessary provisions of State Mental Health
Parity Laws and Federal Mental Health Parity Law and any guidance
issued by state and federal entities.

12.7.1.4.2. Ifthe MCO determines that all administrative, clinical, and utilization '
practices were in compliance with relevant requirements of the Federal
Mental Health Parity Law during the calendar year, the certification
will affirmatively state, that all relevant administrative and other

practices were in compliance with Federal Menial Health Parity Law
and any guidance issued by state and federal entities.

Page 84



New Hampshire Medlcatd Care Management Contract — $FY2018

Exhibit A-Amendment #12

12.7.1.4.3. If the MCO determines that any administrative, clinical, and utilization
practices were not in compliance with relevant requirements of the

^  Federal Mental Health Parity Law or guidance issued by state and
federal entities during the calendar year, the certification will state that
not all practices were in compliance with Federal Mental Health Parity

, Law* or any guidance issued by state or federal entities and will include
a list of the practices not in compliance and the steps the managed care
entity has taken to bring these practices into compliance.

12.7.1.5. The MCO shall complete theDHHS Parity Compliance Report annually and
shall include:

12.7.1.5.1. All Non-Quantitative and Quantitative Treatment Limits identified by
the MCOs pursuant to DHHS criteria;

12.7.1.5.2. All member grievances and appeals regarding a parity violation and
resolutions;

12.7.1.5.3. The processes, strategies, evidentiary standards, or other factors in
determining access to out-of-network providers for mental health or
substance use disorder benefits that are comparable to, and applied no
more stringently than, the processes, strategies, evidentiary standards,
or other factors in determining access to out-of-network providers for
medical/surgical benefits in the same classification; and '

-12.7.1.5.4. Any other requirements identified by DHHS.

12.7.1.6. A mcm^r enrolled in any MCO may file a complaint with the New
Hampshire Insurance Department at
littps://www.nb.gov/iosurance/coDsumers/complaInts.htni if services are
provided in a way that is not consistent with applicable Federal Mental Health
Parity laws, regulations or federal guidance.
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13. Substance Use Disorder
13.1. Substance Use Disorder - General Provisioos

The MCO will offer contracts to Medicald enrolled SUD providers who meet the
MCO's credentialing standards. The MCO will reimburse those SUD providers in
accordance with Section21.2.10.

13.1.2. The MCO will submit a plan describing on-going efforts to continually work to
recruit and maintain sufficient networks of SUD service providers so that services
are accessible without reasonable delays.

13.12.1. If the type of service identified in the ASAM Level of Care Assessment is not
available from the provider that conducted the initial assessment within 48
hours this provider is required to provide interim substance use disorder
counselors services until such a time that the clients starts receiving the
identified level of care. If the type of service is not provided by this agency
they arc then responsible for making an active referral to a provider of that
type of service (for the identified level of care) within fourteen (14) days from
initial contact and to provider interim substance use disorder counselors
services until such a time that the member is accepted and starts receiving
services by the receiving agency.

13.1.3. The MCO shall provide data, reports and plans in accordance with Exhibit O.

13.2. Compliance Metrics for Access to SUD Services

13.2.1. Agencies under contract with MCOs to provide SUD services to provide SUD
services shall respond to inquiries for SUD services from members or referring
agencies as soon as possible and no later than two (2) business days following the day
the call was first received. The SUD provider is required to conduct an initial
eligibility screening for services as soon as possible, Ideally at the time of first contact
(face to face communication by meeting in person or electronically or by telephone

•  conversation) with the member or referring agency, but not later than two (2) business
days following the date of first contact.

13.22. Members who have screened positive for SUD services shall receive an ASAM Level
of Care Assessment within two (2) business days of the initial eligibility screening
and a clinical evaluation (as identified in the He-W 513 administrative rules) as soon
as possible following the ASAM Level of Care Assessment and no later than (3) days
afrer admission.

13.2.3. Members Identified for withdrawal management, outpatient or intensive outpatient
services shall start receiving services within seven (7) business days from the date
ASAM Level of Care Assessment was completed. Members identified for Partial
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Hospitalization (PH) or Rehabilitative Residential (RR) Services shall start receiving
interim services (services at a lower level of care than that identified by the ASAM
Level of Care Assessment) or the identified service type within seven (7) business
days from the date the ASAM Level of Care Assessment was completed and start
receiving the identified level of care no later than fourteen (14) business days from
the date the ASAM Level of Care Assessment was completed until such a time that
the member is accepted and starts receiving services by the receiving agency.

13.2.3.1. Pregnant women shall be admitted to the identified level of care within 24
, hours oflhe ASAM Level of Care Assessment. Ifthc contractor is unable to

admit a pregnant woman for the needed level of care within 24 hours, the
contractor shall: ^

13.2.3.1.1. Assist the pregnant woman with identifying alternative providers and
with accessing services with these providers. This assistance must
include actively reaching out to identify providers on the behalfof the
client; and

13.2.3.1.2. Provide interim services until the appropriate level of care becomes
available at either the contractor agency or an alternative provider.
Interim services shall include:

a. At least one 60 minute individual or group outpatient session per
week;

b. Recovery support services as needed by the client; and

. c. Daily calls to the client to assess and respond to any emergent
needs,: .

13.2.4. If the type of service identifit^h the ASAM Level of Care Assessment will not be
available from the provider that conducted the initial assessment within the fourteen
(14) business day period, or if the type of service is not provided by the agency that
conducts the ASAM Level of Care Assessment, this agency is responsible for making
an active referral to a provider of that type of services (for the identified level of care)
within fourteen (14) business days from the date the ASAM Level of Care
Assessment was completed until such a time that the member is accepted and starts
receiving services by the receiving agency.
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14. Pharmacy Management
14il. Pharmacy Management-General Provisions

14.1.1. The MCO's, including any pharmacy subcontractors, shall create: formulary and
pharmacy prior authorization criteria and other point of service edits (i.e. prospective
drug utilization review edits and dosage limits), pharmacy policies and pharmacy
programs subject to DHHS approval, and in compliance with §1927 of the SSA [42
CFR 438.3(s)]. The MCO shall not include drugs by manufacturers not enrolled in the
OBRA 90 Medicaid rebate program on its formulary without DHHS consent.

14.1.2. The MCO shall adhere to New Hampshire law with respect to the criteria regarding
coverage of non-preferred formulary drugs pursuant to Chapter 188, law 2004, SB
383-FN, Sect. IVa. Specifically, a MCO member shall continue to be treated, or, if
newly diagnosed, may be treated with a non-preferred drug based on any one of the
following criteria:

14.1.2.1. Allergy to all medications within the same class on the preferred drug list;

14.1.2.2. Contraindication to or drug-to-drug interaction with all medications within the
same class on the.preferred drug list;

•  •• •

14.1.2.3. History of unacceptable or toxic side effects to all medications within the
same class on the preferred drug list;

14.1.2.4. Therapeutic failure of all rhedications within the same class on the preferred
drug list;

14.1.2.5. An indication that is unique to a non-preferred drug and is supported by peer-
reviewed literature or a unique federal Food and Drug Administration-
approved indication;

14.1.2.6. Age specific indication;

14.1.2.7. Medical co-morbidity or other medical complication that precludes the use of
a preferred drug; or

14.1.2.8. Clinically unacceptable risk with a change in therapy to a preferred drug.
Selection by the physician of the criteria under this subparagraph shall require
an automatic approval by the phannacy benefit program.
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14.1.3. The MCO shall submit all.of its policies, prior authorj^tions, point-of-sale and drug
utilization review edits and pharmacy services proc^ures related to its maintenance
drug policy, specialty pharmacy programs, and any new pharmacy service program
proposed by the MCO to DHHS for Its approval at least 60 calendar days prior to
implementation.

14.1.4. The MCO shall submit the items described in 14.1.1 and 14.1.3 to DHHS for
approval sixty (60) calendar days prior to the program start date of Step 1.

14.1.5. Any modifications to items listed in 14.1.1 and 14.1.3 shall be submitted for approval
at least sixty (60) calendar days prior to the proposed effective date of the
modification.

14.1.6. The MCO shall notify members and providers of any modifications to items listed in
14.1.1 and 14.1.3 thirty (30) calendar days prior to the modification effective date.

14.1.7. Implementation of a modification shall not commence prior to DHHS approval.

14.1.8. At the time a member with currently prescribed medications transitions to an MCO:
upon MCO's receipt of (written or verbal) notification validating such prescribed
medications from a treating provider, or a request or verification from a pharmacy
that has previously dispensed the medication, or via direct data from DHHS, the
MCO shall continue to cover such medications through the earlier of sixty (60)
calendar days from the member's enrollment date, or until completion of a medical
necessity review. The MCO shall also, in the member handbook, provide information
to members regarding prior authorization in the event the member chooses to transfer
to another MCO.

14.1.9. The MCO shall adjudicate pharmacy claims for its members utilizing a point of
service (POS) system where appropriate. System modifications, including but not
limited to systems maintenance, sofhvare upgrades, implementation of International
Classification of Diseases-10 (ICD-IO) code sets, and NIX^ code sets or migrations
to new versions of National Council for Prescription Drug Programs (NCPDP)
transactions shall be updated and maintained to current industry standards. The MCO
shall provide an automated decision during the POS transaction in accordance with
NCPDP mandated response times within an average of less than or equal to three (3)
kconds.

14.1.10.In accordance with Section 1927 (d)(5)( A and B) of the Social Security Act, the
MCO shall respond by telephone or other telecommunication device within twenty-
four (24) hours ofa request for prior authorization and reimburse for the dispensing
of at least a seventy-two (72) hour supply of a covered outpatient prescription drug in
an emergency situation when prior authorization cannot be obtained.
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14.1.11.The MCO shall develop or participate in other State of New Hampshire pharmacy
related quality improvement initiatives. At minimum, the MCO shall routinely
monitor and address:

14.1.11.1. Polypharmacy (physical health and behavioral health medications);

14.1.11.2. Adherence to the appropriate use of maintenance medications, such as the
elimination of gaps in refills;

14.1.11.3. The appropriate use of behavioral health medications in children by
encouraging the use of and reimbursing for consultations with child
psychiatrists;

14.1.11.4. For those beneficiaries with a diagnosis for substance use disorder (SUD) and
all infants with a diagnosis of neonatal abstinence syndrome (NAS), or that
are otherwise icn'own to have been exposed prenatally to opioids, alcohol or
other drugs, the MCO shall evaluate'these patients needs for care coordination
services and support the coordination of all their physical and behavioral
health needs and for referral to SUD treatment;

14.1.11.5. For those beneficiaries who enter the MCO lock-in program, the MCO shall
evaluate the need for SUD treatment.

14.1.11.6. The MCO shall require prior authorization documenting the rationale for the
prescription of more than 200 mg daily Morphine Equivalent Doses (MED) of
opioids for beneficiaries. Effective April 1,2016, the MCO shall require prior
authorization documenting the rationale for the prescription of more than 120
mg daily Morphine Equivalent Doses (MED) of opioids for beneficiaries.
Effective October 1,2016, the MCO shall require prior authorization
documenting the rationale for the prescriptions of more than 100 mg daily
Moiphinc Equivalent Doses (MED) of opioids for beneficiaries effective upon
NH Board Administrative Rule MED 502 Opiold Prescribing;

14.i .I2,Ijjj^cordance with changes to rebate collection processes in the Patient Protection
! and^lfordable Care Act (PPACA), DHHS will be responsible for'collecting OBRA ■
90 (CMS) rebates from'drug manufacturers on MCO pharmacy claims. The MCO
shall provide all necessary pharmacy encounter data to the State to support the rebate
billing process, in accordance with section 1927(b) of the SSA, and the MCO shall
submit the encounter data file within five (5) business days of the end of each weekly

•  period and within thirty (30) calendar days of claim payment.

14.1.13.The MCO shall work cooperatively with the State to ensure that ail data needed for
the collection of CMS and supplemental rebates by the State's pharmacy benefit
administrator is delivered in a comprehensive and timeiy manner, inclusive of any
payments made for members for medications covered by other payers.
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14.1.14.Speciaity Drugs. The MCO shall pay for a!) specialty drugs consistent with the
MCO's formulary and pharmacy edits and criteria.

14.1.15. DHHS will be directly responsible for the pharmacy benefit for Carbagiu and
Ravicti, and those Hepatitis C and Hemophilia drugs specifically excluded &om the

.  actuarial rate calculations.

14.1.16.0ther specialty and orphan drugs.

14^1.16.1. Other currently FDA approved specialty and orphan drugs, and those
approved by the FDA in the future, shall be covered in their entirety by the
MCO.

14.1.16.2. When medically necessary, orphan drugs that are not yet approved by the
FDA for use in the United States but that may be legally prescribed on a
"compassionate-use basis" and imported from a foreign country.

14.1.17.Polypharmacy medicatfon review. The MCO shall provide an offer for medication
review and counseling to address polypharmacy.

14.1.17.1. MCO shall offer a medication review and counseling no less than annually by
a pharmacist or other health care professional as follows:

14.1.17.1.1. To the primary care provider and care taker for children less than 19
•  years dispensed four (4) or more drugs per month (or prescriptions for
90 day supply covering each month); and

14.1.17.1.2.To adult beneficiaries dispensed more than 10 drugs each month (or
prescriptions for 90 day supply covering each month).

14.1.18.The MCO shall adhere to federal regulation with respect to providing pharmacy data
required to complete the Annual Drug Utilization Review Report to CMS:

14.1.! 8.1. The MCO must provide a detailed description of its drug
utilization review program to DHHS on an annual basis in accordance with
the Medicaid Drug Utilization Review Annual Report format and
requirements; and

14.1.18.2. The MCO must operate a drug utilization review program in
accordance with section 1927(g) of the SSA and 42 CFR part 456, subpart
K, which includes:

14.1.18.2.1. Prospective drug utilization review;

14.1.18.2.2.Retrospective drug utilization review; and
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14.1.18.2.3. An educational program for providers including
prescribers and dispensers.

14.2. Continuity of Care

14.2.1. The MCO shall provide continuity of care for current beneficiaries after the transition
of the PDL to the MCO. For existing beneficiaries, the MCO shall provide coverage
for all drugs for each current beneficiary for six months beginning September 1,201S
fbr those drugs dispensed to the beneficiary within the six months prior to September
1,2015.
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0

lO. Useof Psychotropic Medicines for Children in Foster Care-DCYF's SafeRx
Program;

14.3.1. The MCO shall assist in the oversight and management of the use of psychotropic
medicines for children and youth in DCYF placement in accordance with PL (Public
Law 112-34) and in accordance with DCYF policy 1653. Assistance includes:

14.3.1.1. Psychiatry review of Medications when requested by DCYF staff, with Peer
To Peer discussion if warranted to include:

14.3.1.1.1. Pharmacy claims;

14.3.1.1.2. Provider progress notes;

14.3.1.1.3. Telephone contact with the providers, if necessary;

14.3.1.1.4. Current Diagnoses, DSM I-IIl;

14.3.1.1.5. Current Behavioral Functioning; and

14.3.1.1.6. Information from the placement provider, either foster care or
residential re: behaviors and medication response.

14.3.1.2. Edits In pharmacy systems for outlying red flag criteria that would require
further explanation and authorization including:

14.3.1.2.1. Children 5 and under being prescribed antipsychotics;

14;3.l.2.2: Children 3 and under on any psychotropic medicine; and

14.3.1.2.3. A child or youth being prescribed 4 or more psychotropic medicines,
allowing for tapering schedules for ending one medicine and starting a
new medicine.
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15. Reserved for Future
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16. Member Enrollment and Disenroilment
16.1. Eligibility

16.1.1. The State has sole authority to determine whether an individual meets the eligibility
criteria for Medicaid as wel! as whether he/she will be enrolled in the Care
Management program. The State shall maintain its current responsibility for
determining member eligibility. The MCO shall comply with eligibility decisions
made by DHHS.

16.1.2. The MCO shall ensure that ninety-five percent (95%) of transfers of eligibility files
are incorporated and updated within one (1) business day after successful receipt of
data. Data received Monday«Friday is to be uploaded Tuesday-Saturday between 12
AM EST and SAM EST. The MCO shall develop a plan to ensure the provision of
pharmacy benefits in the event the eligibility file is not successfully loaded by lOAM
EST. The MCO shall make DHHS aware, within one (I) business day, of
unsuccessful uploads that go beyond 10AM EST.

16.1.3. The A,SCXi2 834 enrollment file will limit enrollment history to eligibility spans
reflective of any assignment of the member with the MCO.

16.1.4. To ensure appropriate continuity of care, DHHS will provide up to two (2) years (as
available) of all fee-for-scrvice paid claims history including: medical, pharmacy,

'  behavioral health and LTSS claims history data for all fee-for-scrvice Medicaid
beneficiaries assigned to MCO. For members transitioning from another MCO,
DHHS will also provide such claims data as well as available encounter informatlbn
regarding the member supplied by other MCOs.

16.2. Relationship wIth.Enrollinent Services

16.2.1. DHHS or its designee shall be responsible for member enrollment and passing that
information along to the MCO for plan enrollment [42 CFR 438;3(d)(2)].

16.2.2. The MCO shall accept individuals into its plan from DHHS or its designee in the
order in which they apply without restriction, (unless authorized by the regional
administrator), up to the limils set in this Agreement [42 CFR 438.3(d)(1)],

16.2.3. The MCO will not, on the basis of health status orneed for healthcare services,
discriminate against individuals eligible to enroll [42 CFR 438.3(d)(3)].

16.2.4. The MCO will not discriminate against individuals eligible to enroll on the basis of
race, color, national origin, sex, sexual orientation, gender identity, or disability and
will not use any policy or practice that has a discriminatory effect [42 CFR
438.3(d)(4].
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16.2.5. The MCO shall furnish information to DHHS or its designee so that it may comply
with the information requirements of 42 CFR 438.10 to ensure that, before enrolling,
the recipient receives, from the entity or the State,^the accurate oral and written
information he or she needs to make an informed decision on whether to enroll

[§1932(d)(2XA)(i)(ir) of the SSA; § 1932(d)(2)(B), (C), (D) and (E) ofthe SSA; 42
CFR438.104(b)(I)(ii). (iii), (iv) and (v); 42 CFR 438.l04(bX2); 42 CFR
438.104(b)(2)(i) and (ii); SMD letter 12/30/97; SMD letter 2/20/98; State Medicaid
Manual (SMM)2090.1; SMM 2101].

16.2.6. The MCO shall provide information, within five (5) business days, to DHHS or its
designee that allows for a determination of a possible change in eligibility of
members (for example, those who have died, been incarcerated, or moved out-of-
state).

16.3. Enrollment

16.3.1, The MCO shall accept members who choose to enroll in the MCO:

16.3.1.1. During the initial enrollment period;

16.3.1.2. During an annual enrollment period;

16.3.1.3. During a renegotiation or reprocurement enrollment period;

16.3.1.4; If the member requests to be assigned to the same plan in which another
family member is currently enrolled; or

16.3.1.5. Who have disenrolled with another MCO at the time diescribed in 16.5.3.1.

16.3.2. The MCO shall accept that enrollee enrollment is voluntary, except as described in 42
CFR 438.50.

. 16.3.3. The MCO shall accept for automatic re-enrollment members who were disenrolled
due to a loss of Medicaid eligibility for a period of two (2) months or less.

16.3.4. The MCO shall accept members who have been auto-assigned by DHHS to the MCO.

16.3.5. The MCO shall accept members who are auto-assigned to another MCO but have an
established relationship with a primary care provider that is not in the network of the "
auto-assigned MCO. The member can request enrollment any time during the first
twelve (12) months of auto-assignment.

16.4. Auto-Asslgnment

16.4.1. DHHS will use the following auto-assignment methodology:

16.4.1.1. Preference to an MCO with which there is already a family affiliation;
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16.4.1.2. Equal assignment among the MCOs.

16.4.2. DHHS reserves the right to change the auto assignment process at its discretion.

16.4.3. DHHS mayalso revise its auto-assignment methodology during the Contract Period
for new Medicaid members who do not select an MCO (Default Members). The new
assignment methodology would reward those MCOs that demonstrate superior..
performance and/or improvement on one or more key dimensions of performance.
DHHS will also consider other appropriate factors.

16.4.4. DHHS may revise its auto-assignment methodology when exercising renegotiation
and reprocurement rights under section 3.9.1 of this Agreement.

16.5. Dlsenrollment

16.5.1. Disenrollment provisions of 42 CFR 438.56(d)(2) apply to all members, regardless of
whether the member is mandatory or voluntary [42 CFR 438.56(a); SMD letter
01/21/98],

16.5.2. A member may request disenrollment with cause at any time when:

16.5.2.1. The member moves out of state;

16.5.2.2. The member needs related services to be performed at the same time; not all
related servi^s are available within the network; and receiving the services
separately would subject the member to unnecessary risk; or

16.5.2.3. Other reasons, including but not limited to, poor quality of care, lack of access
.to services covered under the Agreement, violation of rights, or lack of access
to providers experienced in dealing with the member's health care needs [42
CFR 438.56(d)(2)]

16.5.3. A member may request disenrollment without cause, at the following times:

16.5.3.1. During the ninety (90) calendar days following the date of the member's
enrollment with the MCO or the date that DHHS (or its agent) sends the
member notice of the enrollment, whichever is later;

16.5.3.2. For members who are auto-assigned to a MCO and who have an established
relationship with a primary care provider that is only in the network of a non-
assigned MCO, the member can request disenrollment during the first twelve
(12) months of enrollment at any time;

16.5.3.3. Any time for members who enroll on a voluntary basis;

16.5.3.4. During open enrollment every twelve (12) months;
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16.5.3.5. During open enrollment related to renegotiation and reprocurement under
Section 3.9.

16.5.3.6. For sixty (60) calendar days following an automatic reenrollment if the
temporary loss of Medicaid eligibility has caused the member to miss the
annual enrollment/disenrollment opportunity (This provision applies to re-
determinations only and does not.apply when a member is completing a new
application for Medicaid eligibility); and

16.5.3.7. When DHHS imposes the intermediate sanction on the MCO specified in 42
CFR 438.702(a)(3) [§]932(a)(4XA) of the SSA; § 1932(c)(2)(C) ofthe SSA;
42 CFR 438.56(c)(l); 438.56(c)(2)(l), (ii), (iii), and (iv); 42 CFR
438.702Ca)(3); SMD letter 02/20/98; SMD letter 01/21/98]

16.5.4. The MCO shall provide mernbers and their representatives with written notice of
disenrollment rights at least sixty (60) calendar days before the start of each re-
enrollment period.

16.5.5. If a member is requesting disenrollment, the member (or his or her representative)
shall submit an oral or written request to DHHS or its agent.

16.5.6. The MCO shall furnish all relevant information to DHHS for its determination

regarding disenrollment, within three (3) business days after receipt of DHHS'
request for information.

16.5.7. The MCO shall submit involuntary disenrollment requests to DHHS with proper
documentation for the following reasons [42 CFR 438.56(b)(1); SMM 2090.12]:

16.5.7.1. Member has established out of stale residence;

16.5.7.2. Member death;

16.5.7.3. Determination that the member is ineligible for enrollment.based on the
criteria specified in this Agreement regarding excluded populations; or

16.5.7.4. Fraudulent use of the member ID card.

16.5.8. The MCO shall not request disenrollment of a member for any reason not permitted
in this Agreement [42 CFR 438.56(b)(3)].

16.5.9. The MCO shall not request disenrollment because of an adverse change in the
member's health status, or because of the member's utilization of medical services,
diminished mental capacity, or uncooperative or disruptive behavior resulting from
his or her special needs (except when his or her continued enrollment in the MCO
seriously impairs the entity's ability to furnish services to either this particular
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member or other members) or abuse of substances, prescribed or illicit, and any legal
consequences resulting from substance abuse. [42 CFR-438.56(b)(2)].

l6.5.lO.The MCO may request disenrollment in the event of threatening or abusive bdtavior
that jeopardizes the health or safety of members, staff, or providers.

16.5.1 l.Ifan MCO is requesting disenrollment of a member, the MCO shall:

16.5.11.1. Specify the reasons for the requested disenrollment of the member; and

•16.5.11.2. Submit a request for involuntary disenrollment to DHHS (or its agent) along
with documentation and justification, for review and approval

16.5.12.Rcgardless of the reason for disenrollment, the effective date of an approved
disenrollment shall be no later than the first day of the second month following the
month in which the member or the MCO files the request. If DHHS falls to make a
disenrollment determination within this specified timeframe, the disenrollment is
considered approved [42 CFR 438.56(e)(1) and (2); 42 CFR 438.56(d)(3)(ii); SMM
2090.6; SMM 2090.11].

16.5.13.DHHS (or its agent) shall provide for automatic re-enrollment of a member who is
disenrolled solely because he or she loses Medicaid eligibility for a period of two (2)
months or less [42 CFR 438.56(g)]. '

/
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17. Member Services

17.1. Member Information

17.1.1. The MCO shall matniain a Member Services Department to assist members and their
family members, guardians or other authorized individuals In obtaining covered
services under the Care Management program.

17.1.2. The MCO shall have a 'No Wrong Door' approach, consistent with the DHHS
Balancing Incentive Program, to member calls and Inquiries, and shall have one loll-

-  free number for members to" contact.

17.1.3. The MCO shall have in place a mechanism to help members and potential members
understand the requirement and benefits of the plan [42 CFR 438.IO(c)(7)l.

17.1.4. The MCO shall make a welcome call to each new member within thirty (30) days of
the member's enrollment in the MCO. A minimum of three (3) attempts should be
made at various times of the day, on different days, for at least ninety-five percent
(95%) of new members. The welcome call shall at a minimum:

17.1.4.1. Assist the member to select a Primary Care Provider (PCP) or confirm
selection of a PCP;

17.1.4.2. Include a briefHealth Needs Assessment;

17.1.4.3. Screen for special needs and /or services of the member; and

17.1.4.4. Answer any other member questions about the MCO and ensure that members
can access information in their preferred language.

17.1.5. Welcome calls shall not be required for members residing in a nursing fecility longer
than 120days. TheMCOshall:

17.1.5.1. Meet with each nursing facility no less than annually to provide an orientation
to the MCM program and instructions regarding completion of the Health
Needs Assessment for each member residing in a nursing facility longer than
120 days; and

17.1.5.2. Send letters to members residing in nursing facilities longer than 120 days or
their authorized representatives describing welcome calls and how a member
or their authorized representative can request a welcome call.

17.1.6. The MCO shall send a letter to a member upon initial enrollment, and anytime the
member requests a new Primary Care Provider (PCP), confirming the member's PCP
and providing the PCP's name address and telephone number.
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- 17.17. The MCO shall issue an Identification Card (ID Card) to all new members within ten
(10) calendar days following the MCO's receipt of a valid enrollment file from
DHHS, but no later than seven (7) calendar days after the effective date of
enrollment. The ID Card shall include, but is not limited to, the following information
and any additional information shall be approved by DHHS prior to use on the ID
card:

17.17.1. The member's name;

17.1.7.2. The member's date of birth;

17.1.7.3. The member's Medicaid ID number assigned by DHHS at the time of
eligibility determination;

17.1.7.4. . The name of the MCO; and

17.1.7.5. The nameofMCQ's NHHPP product;

17.1.7.6. The twenty-four (24)"hours a day, seven (7) days a week toll-free Member
Services telephone/hotline number operated by the MCO; and

17.1.7.7. How to file an appeal or grievance.

17.1.8. The MCO shall reissue a Member ID card if;

17.1.8.1. A member reports a lost card;

17.1.8.2. A member has a name change; or

17.1.8.3. Any other reason that results in a change to the information disclosed on the
ID card.

17.1.9. The MCO shall publish member information in the form of a member handbook
available at the time of member enrollment in the plan for benefits effective January
1,2018. The member handbook shall be based upon the model enrollee handbook
developed by DHHS.

■  17.1.9.1. Two weeks in advance ofopen enrollment, the MC^ps shall
inform all members by mail of their right to receive at no cost to any
member a written copy of the member handbook effective for the new
benefit year. _

n.l.lO.The MCO shall provide program content that is coordinated and collaborative with
other DHHS initiatives.

f
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17.1.1 l.Thc MCO shall submit the member handbook to DHHS for approval at the time it Is
developed and after any substantive revisions, prior to publication and distribution

■17.l.l2.Pursuant to the requirements set forth in 42 CFR 438.10, the Member Handbook
shall include, in easily understood language, but not be limited to:

i7.1.lll. A table of contents;

17.1.12.2. DHHS developed definitions so that enrolleescan understand the following
terminology: appeal, durable medical equipment, emergency medical
condition, emergency medical transportation, emergency room care,
emergency sen'Ices, grievance, habilltation services and devices, home health
care, hospice services, hospiulizalion, hospital, outpatient care, physician
services, prescription drug coverage, prescription drugs, primary care
physician, PCP, rehabilitation services and devices, skilled nursing care, and
specialist.

17.1.12.3. Information about the role ofthe primary care provider (PCP);

17.1.12.4. Information about choosing and changing a PCP;

17.1.12.5. Appointment procedures;

17.1.12.6.

17.1.12.7. Description of all available benefits and services, including information pn
oul-of-network provlders;Information on how to access services, including
EPSDT services, non-emergency transportation services, and maternity and
family planning services. The handbook should also explain that the MCO
cannot require a member to receive prior approval prior to choosing a family
planning provider;

17.1.12.8. An explanation of any service limitations or exclusions from coverage;

17.1.12.9. A notice stating that the MCO shall be liable only for those services
authorized by or required of the health plan;'

I7.1.l2.l0.1nformation on where and how members may access benefits not available
from or not covered by the MCO; - . ^

17.1.12.11.The Necessity definitions used in determining whether services will be
covered;

I7.1.|2.[2.Detailed information regarding the amount, duration, and scope of benefits so
that enrollees understand the benefits to which they are entitled.
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I7.I.12.13.A description of all pre-certification, prior authorization, or other
requirements for treatments and services]

l7.1.12.14.Information regarding prior authorization in the event the member chooses to
transfer to another MCO and the member's right to continue to utilize a
provider specified in a prior authorization regardless of whether the provider
is participating in the MCO network;

17.1.12.1 S.The policy on referrals for specialty care and for other covered services not
furnished by the member's PCP;

17.1.12.16.Information on how to obtain services when the member is out of the State
and for after-hours coverage;

17.1.12.17.Cost-sharing requirements;

17.1.12.18.Notice of all appropriate mailing addresses and telephone numbers to be
utilized by members seeking information or authorization, including an
inclusion of the MCO's toll-free telephone line and website;

17.1.12.19.A description of Utilization Review policies and procedures used by the
MCO;

17.1.12.20.A description of those member rights and responsibilities, described In 17.3 of
this Agreement, but also including but not limited to notification that:

17.1.12.20.1.Oral interpretation is available for any language, and
information as to how to access those services;

17.1.12.20.2.Written translation is available in prevalent
languages, and information as to how to access those
services;

17.1.12.20.3.Auxiliafy aids and services are available upon request
at no cost for enrollees with disabilities, and informaticm
as to how to access those services;

17.1.12.21 .The policies and procedures for disenrollment;

17.1.12.22.Infomiatlon on Advance Directives;

I7.1.12.23.A statement that additional information, including Information on the structure
and operation of the MCO plan and provider incentive plans, shall be made
available upon request;
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17.1.12.24.Member rights and protections;

17.1.12.25.Information on the Grievance, Appeal, and Fair Hearing procedures and
timeframes in a DHHS-approved description, including:

17.1.12.25.1.The right to file grievances and appeals;

17.1.12.25.2.The requirements and timeframes for filing a
grievance or appeal;

17.1.12.25.3.The availability of assistance in the filing process;

17.1.12.25.4.The right to request a State fair hearing after the
MCO.has made a determination on an enrollee's appeal
which is adverse to the enrollce; and

17.1.) 2.25.5. An enrollee's right to have benefits continue pending
the appeal or request for State fair hearing if the decision
involves the reduction or termination of benefits, however
if the enrollee receives an adverse decision then the

enrollee may be required to pay for the cost of service
furnished while the appeal or State fair hearing is pending
as specified in 42 CFR 438.10(g)(2); zzz

17.1.12.26.Member's right to a second opinion from a qualified health care professional
within the network, or one outside the network arranged by the MCO at no
cost to the member. [42 CFR 438.206(b)(3)l.

17.1.12.27.The extent to which, and how, after hours and emergency coverage arc
provided including:

17.1.12.27.1. What constitutes an emergency and emergency
medical care; and-

17.1.12.27.2.The fact that prior authorization is not required for
emergency services; and

17.1.12.27.3.The enrollee's right to use a hospital or any other
setting for emergency care [42 CFR 438.10(g)(2)(v)]; .

17.1.12.28.1nforniatlon on how to access the New Hampshire Office of the Long Term
Care Ombudsman;

17.1.12.29. Information on how to access auxiliary aids and services, including additional
information in alternative formats or languages;
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•  17.1.12.30. Information and guidance as to how the enrollee can effectively use the
managed care program as described in 42 CFR 438.10(g)(2);

17.1.12.31.Information on how to report suspected fraud or abuse;

17.1.12.32.Information on how to contact Service Link Aging and Disability Resource
Center and the DHHS Medicaid Service Center who can provide all enrollees
and potential enrollees choice counseling and information on managed care;
and

17.1.12.33. Disenrollmcnt information.

17.1.13.The MCO shall produce a revised member handbook, or an insert Informing
members of changes to covered services, upon DHHS notification of any change in
covered services, and at least thirty (30) calendar days prior to the effective date of
such change. In addition to changes to documentation, the MCO shall notify all
existing members of the covered services changes at least thirty (30) calendar days
prior to the effective date of such changes.

17.1.14.The MCO shall mail the handbook to new members within ten (10) calendar days
following the MCO's receipt of a valid enrollment file from DHHS, but no later than
seven (7) calendar days after the effective date of enrollment [42 CFR 438.10(g)(1)].

17.1.1 S.The MCO shall notify all enrollees of their discnrollment rights, at a minimum,
annually [42 CFR 438.10(f)].

17.1.16.

17.1.17.The MCO shall notify all enrollees, at least once a year, of their right to obtain a
Member Handbook and shall maintain consistent and up-to-date information on the
plan's website.The member information appearing on the website shall include the
following, at a minimum:

17.1.17.1. Information contained in the Member Handbook

17.1.17.2. The following information on the MCO's provider network:

17.1.17.2.1 .Names, gender, locations, office hours, telephone numbers of, website
(if applicable), specialty (if any), description of accommodations
offered for people with disabilities, whether the provider has
completed cultural competence training, and non-English languages
(including American Sign Language) spoken by current contracted
providers, including Identification of providers that are not accepting

f  new patients. This shall include, at a minimum: information on PCPs,
specialists. Family Planning Providers, pharmacies, Federally
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Qualified Health Centers (FQHCs) and Rural Health Centers (RHCs),
Mental Health and Substance Abuse Providers, LTSS Providers,
Nursing Facilities and hospitals;

17.1.17.2.2.Any restrictions on the member's freedom of choice among network
providers; and

17.1.17.2.3.How to file an appeal and/or a grievance.

17.1.18.For any change that affects member rights, filing requirements, time frames for
grievances, appeals, and Slate fair hearing, availability of assistance in submitting-
grievances and appeals, and toll-free numbers of the MCO grievance system
resources, the MCO shall give each member written notice of the change at least
thirty (30) days before the intended effective date of the change.

17.1.19.The MCO shall notify members of any policy to discontinue coverage of a
counseling or referral service based on moral or religious objections and how the
enrollee can access those services. [42 CFR 438.102(b)( 1 )(ii)(B) and 42 CFR
438.10].

17.1.20.Thc MCO shall submit a copy of all information intended for members to DHHS for
approval ten (10) business days prior to distribution.

17.2. Language and Format of .Member Information

17.2.1. The MCO shall develop all member materials at or below a sixth (6th) grade reading
level, as measured by ̂ e appropriate score on the Flesch reading ease test.

17.2.2. The MCO shall use the DHHS developed definitions consistently throughout its user
manual, notices, and in any other form of client communication.

17.2.3. The MCO shall develop enrollee notices in accordance with the DHHS model
notices.

17.2.4. The MCO shall provide all enrollment notices, information materials, and
instructional materials relating to members and potential members in a manner and
format that may be easily understood in a font size no smaller than 12 point [42 CFR
438.10(d)/SMD Letter 2/20/98].

17.2.5. The MCO's written materials shall be developed to meet all applicable Cultural
Considerations requirements in Section 18 so that they are communicated in an easily
understood language and format, including alternative formats and in an appropriate
manner that takes into consideration the special needs of those who, for example, are
visually limited or have limited reading proficiency. The MCO shall inform members
that information is available in alternative formats and how to access those formats
[42 CFR 438.10(d)(6)].
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17.2.6. The MCO shall make all written member informalion available in English, Spanish,
and the commonly encountered languages of New Hampshire. All written member
information shall include at the bottom a tagllne explaining the availability of written
translation or oral interpretation and the toll-free and TTYyTDY telephone number of
the MCO's Customer Service Center. The MCO shall also provide all written
member information in large print with a font size no smaller than 18 point upon
request [42 CFR 438.10(d)(3)].

17.2.6.1. Written member information shall Include at a minimum provider
directories, member handbooks, appeal and grievance notices, and denial
and termination notices.

17.2.7.

17.2.8. The MCO shall also make oral interpretation services available free of charge to each
member or potential member for MCO covered services. This applies to all ncm-
English languages, not just those that DHHS identifies as languages of other Major
Population Groups. The beneficiary shall not to be charged for interpretation services.
The MCO shall notify members that oral interpretation is available for any language
and written information is available in prevalent languages and how to access those
services [42 CFR 438.10(d)].The MCO shall provide auxiliary aids such as
TTY/TDY and American Sign Language interpreters available free of charge to each
member or potential member who requires these services [42 CFR 438.10(d)].

17.3. Member Rights

17.3.1. The MCO shall have written policies which shall be included in the member
handbook and posted on the MCO website regarding member rights [42 CFR
438.100] including:

17.3.1.1. Each managed care member is guaranteed the right to be treated with respect
and with due consideration for his or her dignity and privacy;

17.3.1.2. Each managed care member is guaranteed the right to receive information on
available treatment options and alternatives, presented in a manner appropriate
to the member's condition and ability to understand;

17.3.1.3. Each managed care member is guaranteed the right to participate in decisions
regarding his/her health care, including the right to refuse treatment;

17.3.1.4. Each managed care member is guaranteed the right to be free from any form
of restraint or seclusion used as a means of coercion, discipline, convenience,
or retaliation;
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17.3.1.5. Each managed care member is guaranteed the right to request and receive a
" copy of his/her medical records, and to request that they be amended or
corrected, as specified in 45 CFR part 164 42 CFR 438.100; and

17.3.1.6. Each managed care member has a right to a second opinion. [42 CFR
438.206].

17.3.2. Each member is free to exercise his/her rights, and that the MOO shall assure that the
exercise of those rights shall not adversely affect the way the MCO and its providers
or DHHS treat the member [42 CFR 438.100(c)].

17.3.3. Each managed care member has the right to request and receive any MCO's written
physician incentive plans.

17.4. Member Call Center

17.4.1. The MCO shall operate a NH specific call center Monday through Friday, except for
•  state approved holidays. The call centeT shall be staffed with personnel who are
knowledgeable about the MCOs plan in NH to answer member inquiries.

17.4.2. At a minimum, the call center shall be operational:

17.4.2.1. Two days per week: 8:00 am EST to 5:00 pm EST;

17.4.2.2. Three days per week: 8:00 am EST to 8:00 pm EST; and

17.4.2.3. During major program transitions; additional hours and capacity shall be
accommodated by the MCQ.

17.43. The member call center shall meet the following minimum standards, but DHHS
reserves the right to modify standards:

17.4.3.1. Call Abandonment Rate: Fewer than five percent (5%) of calls will be
abandoned; -

17.4.3.2. Average Speed of Answer: Ninety percent (90%) of calls will be answered
with live voice within thirty (30) seconds; and

17.4.3.3. Voicemail messages shall be responded to no.later than the next business day.

17.4.4. The MCO shall develop a means of coordinating its call center with the DHHS
Customer Service Center.

17.4.5. The MCO shall develop a warm transfer protocol for members who may call the
Incorrect call center to speak to the correct representative and provide monthly reports
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to DHHS on the number of warm transfers made and the program to which the
member was transferred.

17.5. Member Information Line

17.5.1. The MCO shall establish a member hotline that shall be an automated system that
operates outside of the call center standard hours, Monday through Friday, and at all
hours on weekends and holidays.

17.5.2. The automated system shall provide callers with operating instructions on what to do
and who to call in case of an emergency, and shall also include, at a minimum, a
voice mailbox for callers to leave messages.

17.5.3. The MCO shall ensure that the voice mailbox has adequate capacity to receive all
messages.

17.5.4. A representative of the MCO shall return messages no later than the next business
day.

17.6. Marketing

17.6.1. The MCO shall not, directly or indirectly, conduct door-to-door, telephonic, or other
cold call marketing to potential members [§1932(d)(2)(A)(i)(II) of the SSA;
§ 1932(d)(2)(B), (C), (D) and (E) of the SSA; 42 CFR 438.104(b)(lKii). (iii), (iv) and
(v); 42 CFR 438.104(b)(2); 42CFR 438.l04(b)(2)(i) and (ii); SMD letter 12/30/97;
SMD letter 2/20/98; SMM 2090.1; SMM 2101].

17.6.2. The MCO shall submit all MCO marketing material to DHHS for approval before
distribution [§1932(d)(2)(A)(l) of the SSA; 42 CFR 438.104(b)(l)(i); SMD letter
12/30/97]. DHHS will Identify any required changes to the marketing materials
within fifteen (15) business days. If DHHS has not responded to a request for review
by the fifteenth (15th) business day, the MCO may proceed to use the submitted
materials.

17.6.3. The MCO shall comply with federal requirements for provision of information that
ensures the potential member is provided with accurate oral and written information
sufficient to make an informed decision on whether or not to enroll.

17.6.4. The MCO marketing materials shall not contain false or materially misleading
information. '

17.6.5. The MCO shall not offer other insurance products as inducement to enroll.

17.6.6. The MCO shall ensure that marketing, including plans and materials, is accurate and
does not mislead, confuse, or defraud the recipients of DHHS [§ 1932(d)(2)(A)(l)(II)
of the SSA;, § 1932(d)(2)(B), (C), (D) and (E) ofthe SSA; 42 CFR 438.l04(b)(1Xii),
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(ill), (iv) and (v); 42 CFR 438.104(b)(2); 42 CFR 438.104(b)(2)(i) and (ii); SMD
letter 12/30/97; SMD letter 2/20/98; SMM 2090.1; SMM 2101].

17.6.7. The MCO's marketing materials shall not contain any written or oral assertions or
statements that:

17.6.7.1. The recipient must enroll in the MCO in order to obtain benefits or in order
not to lose benefits; or
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17.6.7.2. That the MCO is endorsed by CMS, the Federal or State government, or
similar entity [§1932(d)(2XA)(i)(ll) of the SSA; §1932(dX2XB), (C), (D) and
(E) of the SSA; 42 CFR 438.104(b)(l)(ii). (iii), (iv) and (v); 42 CFR
438.104(b)(2); 42 CFR438.104(b)(2)(i) and (ii); SMD letter 12/30/97; SMD
letter 2/20/98; SMM 2090.1; SMM 2101]

17.6.8. The MCO shall distribute marketing materials to the entire state in accordance with
§1932(d)(2)(A)(i)(ll) of the SSA; §1932(dX2)(B), (C), (D) and (E) of the SSA; 42
CFR 438.104(b)(l)(ii), (iii). (iv) and (v); 42 CFR 438.104(b)(2); 42 CFR
438.104(b)(2)(i) and (ii); SMD letter 12/30/97; SMD letter 2/20/98; SMM 2090.1 and
SMM 2101. The MCO's marketing materials shall not seek to influence enrollment in
conjunction with the sale or offering of any private insurance [§ 1932(d)(2XA)(i)(II)
of the SSA; § 1932(d)(2)(B), (C), (D) and(E) of the SSA; 42 CFR438.104(b)(l)(ii),
(iii), (iv) and (v); 42 CFR 438.104(b)(2); 42 CFR438.104(b)(2)(i) and (ii); SMD
letter 12/30/97; SMD letter 2/20/98; SMM 2090.1; SMM 2101].

17.7. Member Engagement Strategy

17.7.1. The MCO shall develop and facilitate an active member advisory board that is
composed of members who represent its member population. At least twenty-five
percent (25%) of the members of the advisory board should be receiving an LTSS
service or be a support person, who is not a paid service provider or employed as an
advocate, to a member receiving an LTSS service. Representation on the consumer
advisory board shall draw from and be reflective of the MCO membership to ensure
accurate and timely feedback on the care management program^ The advisory board
shall meet at least quarterly. The advisory board shall meet in-person or through
interactive technology including but not limited to a conference call or webinar and
provide a member perspective to influence the MCO's quality improvement program,
program changes and decisions. All costs related to the member advisory board shall
be the responsibility of the MCO.

V

17.7.2. The MCO shall hold in-person regional member meetings for two-way
communication where members can provide input and ask questions and the MCO
can ask questions and obtain feedback fl'om members. Regional meetings shall be
held at least twice each Agreement year. The MCO shall make efforts to provide
video conferencing opportunities for members to attend the regional meetings. If
video conferencing is not available then, the MCO shall use alternate technologies as
available for all meetings.

17.7.3. The MCO shall report on the activities of the meetings required in Sections 17.7.1
and 17.7.2 including meeting dates, board members, topics discussed and actions
taken in response to Board contributions to DHHS in the Medicaid Care Management
Program Comprehensive Annual Report.
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17.7.4. The MCO shall conduct a member satisfaction survey at.least annually in accordance
with National Committee for Quality Assurance (NCQA) Consumer Assessment of
Health Plan Survey (CAMPS) requirements to gain a broader perspective of member
opinions. The MCO survey Instrument is subject to DHHS approval. The results of
these surveys shall be made available to DHHS to be measur^ against criteria
established by DHHS, and to the MCO*s membership [§l903(m)(2)(A)(x) of the
SSA; 42 CFR 422.208; 42 CFR 422.210; 42CFR438.10(fX6); 42,CFR 438.10(g); 42
CFR 438.6(h)].

17.7.5. The MCO shall support DHHS' interaction and reporting to the Governor's
Commission on Medicaid Care Management.

17.8. Provider Directory

17.8.1. The MCO shall publish a Provider Directory that shall bd approved by DHHS prior to
publication and distribution. The MCO shall submit the drafl directory and all
substantive changes to DHHS for approval.

17.8.2. The Provider Directory shall include names, gender, locations, office hours, telephone
numbers of, website (if applicable), specialty (if any), description of accommodations
offered for people with disabilities, whether the provider has completed cultural
competence training, and non-English language (including American Sign Language)
spoken by, current contracted providers. This shall include, at a minimum;
information on PCPs, specialists, Family Planning Providers, pharmacies, Federally
Qualified Health Centers (FQHCs) and Rural Health Centers (RHCs), Mental Health
and Substance Abuse Providers, LTSS Providers, Nursing Facilities and hospitals.

17.8.3. The Provider Directory shall provide all information according to the requirements of
42 CFR 438.10(h).

17.8.4. The MCO shall send a letter to new members within ten (10) calendar days following
the MCO's receipt of a valid enrollment file from DHHS, but no later than seven (7)
calendar days after the effective date of enrollment directing the member to the
Provider Directory on the MCO's website and informing the member of the right to a
printed version of provider directory information upon request [42 CFR 438.10(h)].

17.8.5. The MCO shall notify all members, at least once a year, of their right to obtain a
paper copy ofthe Provider Directory and shall maintain consistent and up-to-date
information on the plan's website in a machine readable file and format as specified
by the Secretary. The MCO shall update the paper copy of the Provider Directory at
least monthly and shall update no later than thirty (30) calendar days afler the MCO
receives updated information. [42 CFR 438.10(h)(4)].
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17.8.6. The MCO shall post on Its website a searchable list of all contracted providers. At a
minimum, this list shall be searchable by provider name, specialty, and location.

\
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17.8.7. Thirty (30) calendar days after contract effective date or ninety (90) calendar days
prior to the Program start date, whichever is later, the MCO shall develop and submit
the draft Provider Directory template to DHHS for approval and thirty (30) calendar
days prior to each Program Start Date the MCO shall submit the final provider
directory.

17.8.8. Upon the termination of a contracted provider, the MCO shall make good faith
efforts within fifteen (15) calendar days of the notice of termination to notify
enrollces who received their primary care from, or was seen on a regular basis by, the
terminated provider.

17.9. Program Website

17.9.1. The MCO shall develop and maintain, consistent with DHHS standards and other
applicable Federal and State laws, a website to provide general information about the
MCO's program, its provider network, the member handbook, its member services,
and Its grievance and appeals process.

17.9.2. The MCO shall update the Provider Directory on its website within seven (7)
calendar days of any changes.

17.9.3. The MCO shall maintain an updated list of participating providers on its website in a
Provider Directwy. The Provider Directory shall identify all providers, Including
primary care, specialty care, behavioral health, substance abuse, home health, home
care, rehabilitation, hospital, LTSS, and other providers, and include the following
information for each provider:

17.9.3.1. Address ofall practice/facility locations;

17.9.3.2. Gender;

17.9.3.3. Office hours;

17.9.3.4. Telephone numbers;
*

17.9.3.5. Website (if applicable);

17.9.3.6. Accommodations provided for people with disabilities;

17.9.3.7. Whether the provider has completed cultural competence training;

17.9.3.8. Hospital affiliations, if applicable;

17.9.3.9. Open/close status for MCO members;
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17.9.3.10. Languages spoken {including American Sign Language) in each provider
location;

17.9.3.11. Medical Specialty; and

17.9.3.12. Board certification, when applicable.

17.9.3.13. The MCO program content included on the website shall be:

17.9.3.14. Written in English, Spanish, and any other of the commonly encountered
languages in the State;

17.9.3.15. Culturally appropriate;

17.9.3.16. Written for understanding at the 6th grade reading level; and

17.9.3.17. Geared to the health needs of the enrolled MCO program population.

17.9.4. The MCO shall maintain an updated list of formulary drug lists on its website. Such
information shall include:

17.9.4.1.Which medications are covered (both generic and name brand);
and

17.9.4.2.Which tier each medication is on.

17.9.5. TTie MCO's NH Medicaid Care Management website shall be compliant with the
Federal Department of Justice "Accessibility of State and Local Government
Websites to people with disabilities".

r
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18. Culturally and Linguistically Competent
Services

18.1. Cultural Competency Plan

18.1.1. In accordance with 42 CFR 438.206, the MCO shall have a comprehensive written
Cultural Competency Plan describing how the MCO shall ensure that services arc
provided in a culturally and linguistically competent manner to all Medicaid
members, including those with Limited English Proficiency (LEP). The Cultural,
Competency Plan shall describe how the providers, individuals, and systems within
the health plan will effectively provide services to people of all cultures, races, ethnic
backgrounds, and religions in a manner that recognizes values, affirms and respects
the worth of the individual members, and protects and preserves the dignity of each.
The MCO shall work with DHHS OfTice of Minority Heath & Refugee Affairs and
the New Hampshire Medical Society to address cultural and linguistic considerations
as defined in the section.

18.2. General Provisions

18.2.1. The MCO shall participate in efforts to promote the delivery of services in a
culturally and linguistically competent manner to all members and their families,
including those with LEP and diverse cultural and ethnic backgrounds. [42 CFR
438.206(c)(2)].

18.2.2. The MCO shall develop appropriate methods of communicating and working with its
members who do not speak English as a first language, who have physical conditions
that impair their ability to speak clearly in order to easily understood, as well as
members who are visually and hearing impaired, and accommodating members with
physical and cognitive disabilities and different literacy levels, learning styles, and
capabilities.

18.2.3. The MCO shall develop appropriate m^hods for identifying and tracking members'
needs for communication assistance for health encounters including preferred spoken
language for health encounters, need for interpreter, and preferred language for 1
written health information.

18.2.4. The MCO shall collect data regarding m^ember's race, ethnicity, and spoken language
in accordance with the current best practice standards from the Office of Management
and Budget and/or the 2011 final standards for data collection as required by Section
4302 of the Affordable Care Act from the federal Department of Health and Human
Services.

18.2.5. The MCO shall not use children or minors to provide interpretation services.
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18.2.6. If the member declines offered free interpretation services, there must be a process in
place for informing the member of the potential consequences of declination with the
assistance of a competent interpreter to assure the member's understanding, as well as
a process to document the member's declination. Interpreter services must be re-
offered at every new contact. Every declination requires new documentation of the
offer and decline.

18.2.7. The MCO shall respect members whose lifestyle or customs may differ from those of,
the majority of members.

18.2.8. The MCO shall ensure interpreter services are available to any member who requests
them, regardless of the prevalence of the member's language within the overall
program for all health plan and MCO services exclusive of inpatient,services. The
MCO shall recognize that no one interpreter service (such as over-the-phone
interpretation) will be appropriate (i.e., will provide meaningful access) for all
members in all situations. The most appropriate service to use (in-person versus
remote interpretation) will vary from situation to situation and will be based upon the
unique needs and circumstances of each individual. Accordingly, the MCO shall
provide the most appropriate interpretation service possible under the circumstances.
In all cases, the MCO shall provide In-person interpreter services when deemed
clinically necessary by the provider of the encounter service.

18.2.9. The MCO shall bear the cost of interpretive services, including American Sign
Language (ASL) interpreters and translation into Braille materials available to
hearing- and vision-impaired members.

18.2.!0.Thc Member Handbook shall include information on the availability of oral and
interpretive services.

18.2.11 .The MCO shall communicate in ways that can be understood by persons who are not
literate in English or their native language. Accommodations may include the use of
audio-visual presentations or other formats that can effectively convey information
and its importance to the member's health and health care.

18.2.12. As a condition of receipt of Federal financial assistance, the MCO acknowledges and
agrees that it must comply with applicable provisions of national laws and policies
prohibitingdiscrimirtation, including but not limited to Title VI of the Civil Rights
Act of 1964, as amended, which prohibits the MCO from discriminating on the basis
of race, color, or national origin (42 U.S.C. 2000d et scq.).
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18.2.13.As clarified by Executive Order 13166, Improving Access to Services for Persons
with Limited English Proficiency, and resulting agency guidance, national origin
discrimination includes discrimination on the basis of Limited English Proficiency
(LEP). To ensure compliance with Title VI, the MCO must Uke reasonable steps to
ensure that LEP persons have.meaningful access to the MCO's programs. The MCO
shall provide the followtng assistance, including, but not limited to:

18.2.13.1. Offer language assistance to individuals who have LEP and/or other
communication needs, at no cost to them, to facilitate timely access to all
health care and services.

18.2.13.2. Inform all individuals of the availability of language assistance services
clearly and in their preferred language, verbally and in writing.

18.2.13.3. Ensure the competence of individuals providing language assistance,
recognizing that the use of untrained individuals and/or minors as interpreters
should be avoided.

18.2.13.4. Provide easy-to-understand print and multimedia materials and signage in the
-languages commonly used by the populations in the service area.

18.2.14.Meaningflil access may entail providing language assistance services, including oral
and written translation, where necessary. MCOs are encouraged to consider the need

•  for language services for LEP persons served or encountered both in developing their
budgets and in conducting their programs and activities. For assistance and
information regarding MCO LEP obligations, go to http://www.lep.gov.
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19. Grievances and Appeals
19.1; General Requirements

19.1.1. The MCO shall develop, implement and maintain a Grievance System under which
Medicaid members, or providers acting on their behalf, may challenge the denial of
coverage of, or payment for, medical assistance and which includes a grievance
process, an appeal process, and access to the State's fair hearing system. The MCO
shall ensure that the Grievance System Is in compliance with 42 CFR 438 Subpart F,
and N.H. Code of Administrative Rules, Chapter He-C 200 Rules of Practice and
Procedure.

19.1.2. The MCO-shall provide to DHHS a complete description, in writing and including all
of its policies, procedures, notices and forms, of its proposed Grievance System for
DHHS' review and approval prior to the first readiness review. Any proposed
changes to the Grievance System must be approved by DHHS prior to

•  implementation.

19.1.3. The Grievance System shall be responsive to any grievance or appeal of dual- eligible
members. To the extent such grievance or appeal is related to a Medicaid service, the
MCO shall handle the grievance or appeal In accord with this Agreement. In the event
the MCO, after review, determines that the dual-eligible member's grievance or
appeal is solely related to a Medicare service, the MCO shall refer the memba to the
State's SHIP program, which is currently administered by Service Link Aging and
Disability Resource Center.

19.1.4. The MCO shall be responsible for ensuring that the Grievance System (grievance
process, appeal process, and access to the State's fair hearing system) complies with
the following general requirements. The MCO must:

19.1.4.1. Give members any reasonable assistance in completing forms and other
procedural steps. This includes, but is not limited to providing interpreter
services and toll-free numbers with TTY/TDD and interpreter capability and
Bssistingthe member in providing written consent for appeals;

19.1.4.2. Acknowledge receipt of each grievance and appeal (including oral appeals),
unless the enrollee or authorized provider requests expedited resolution;

19.1.4.3. Ensure that decision makers on grievances and appeals and their subordinates
were not involved in previous levels of review or decision making;

19.1.4.4. Ensure that decision makers take into account all comments, documents,
records, and other information submitted by the enrollee of their
representative without regard to whether such information was ̂bmitted or
considered in the initial adverse benefit determination; and
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19.1.4.4.1. If deciding any of ihc following, the decision makers arc health care
professionals with clinical expenise in treating the member's condition
or disease;

a. An appeal ofa denial based on lack of medical necessity;

b. A grievance regarding denial of expedited resolutions of an appeal;
or

c. A grievance or appeal that involves clinical issues.

19.1.5. The MCO shall send written notice to members and providers of any changes to the
Grievance System at least thirty (30) calendar days prior to implementation.

19.1.6. The MCO shall provide information as specified in 42 CFR § 438.10(g) about the
Grievance System to providers and subcontractors at the time they enter into a contact
or subcontract. The information shall include, but is not limited to;

I9.1;6.1. The member's right (or provider acting on their behalO to a State fair hearing,
how to obtain a hearing, and the rules that govern representation at a hearing;

19.1.6.2. The member's right to file grievances and appeals and their requirements and
timeframes for filing;

19.1.6.3. The availability of assistance with filing;

19.1.6.4. The toll-free numbers to file oral grievances and appeals;

19.1.6.5. the member's right to request continuation of benefits during an appeal or
State fair hearing filing and, if the MCO's action is upheld in a hearing, that
the member may be liable for the cost of any continued benefits; and

19.1.6.6. Any State-determined provider appeal rights to challenge the failure of the
• MCO bcoycr "i^gryice.

19.1.7. The MCO shall make available training to providers in supporting and assisting
members in the Grievance System.

19.1.8. The MCO shall maintain records of grievances and appeals, including all matters
handled by delegated entities, for a period not less than ten (10) years. At a minimum,
such records shall include a general description of the reason for the grievance or
appeal, the name of the member, the dates received, the dates of each review, the
dates of the grievance or appeal, and the date of resolution.

19.1.9. The MCO shall provide a report of all actions, grievances, and appeals, including all
matters handled by delegated entities, to DHHS on a monthly basis..
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19.1.10.Thc MCO shall review Grievance System information as part of the State quality
strategy and in accord with this Agreement and 42 CFR 438.402. The MCO shall
make such information accessible to the State and available upon request to CMS.

19.1.11. The MCO shall provide any and all provider complaint and appeal logs to DHHS.
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19.2. Grievance Process

19.2.1. The MCO shall develop, implement, and maintain a grievance process that
establishes the procedure for addressing member grievances and which is In
compliance with 42 CFR 438 Subpart F and this Agreement.

19.2.2. The grievance process shall address member's expression of dissatisfaction with any
aspect of their care other than an adverse benefit determination. Possible subjects for
grievances include, but are not limited to, the quality of care or services provided, and
aspects of interpersonal relationships such as rudeness of a provider or employee, or
failure to respect the member's rights. An enrollee or the enrollee's authorized
representative with written consent may file a grievance at any time.

19.2.3. Members who believe that their rights established by RSA 135-C;56-57 orHe-M 309
have been violated, may file a complaint with the MCO in accordance with He-M
204.

19.2.4. Members who believe the MCO is not providing mental health or substance use
disorder benefits in violation of 42 CFR part 438, subpart K may file a grievance.

19.2.5. The MCO shall have policies and procedures addressing the grievance process, which
comply with the requirements of this Agreement. The MCO shall submit in advance
to DHHS for its review and approval, all grievance process policies and procedures,
and related notices to members regarding the grievance process. Any proposed

-  changes to the grievance process must be approved by DHHS prior to
implementation.

19.2.6. The MCO shall allow a member, or the member's authorized representative with the
member's written consent to file a grievance with the MCO either orally or in writing
[42 CFR 438.402(c)].

19.2.7. The MCO shall complete the resolution of a grievance and provide notice to the
affected parties as expeditiously as the member's health conditiori requires, but not
later than forty-five (45) calendar days from the day the MCO receives the grievance
for at least one hundred percent (lOC^/o) of members filing a grievance. Ifthe enrollee
requests disenrollment, then the MCO shall resolve the grievance In time to permit,
the disenrollment (If approved) to be effective no later than the first day of the second
month following the month in which the enrollee requests disenrollment.

19.2.8. The MCO shall notify members of the resolution of grievances. The notification may
be orally or in writing for grievances not Involving clinical issues. Notices of
resolution for clinical issues must be in writing.
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19.2.9. Members shall not have the right to a State fair hearing in regard to the resolution of a
grievance.

19.3. Appeal Process

19.3.1. The MCO shall develop, implement, and maintain an appeal process that establishes
the procedure for addressing member requests for review of any action taken by the
MCO and which is in compliance with 42 CFR 438 Subpart F and this Agreement.

19.3.2. The MCO shall allow a member, or the member's authorized representative, or a
provider acting on behalf of the member and with the member's written consent, to
request an appeal orally or in writing of any MCO action [42 CFR 438.402(c)].

19.3.3. The MCO shall include as parties to the appeal, the member and the member's
authorized representative, or the legal representative of the deceased member's estate.

19.3.4. For appeals of standard service authorization decisions, the MCO shall allow a
member to file an appeal, either orally or in writing, within sixty (60) calendar days
of the date on the MCO's notice of action. This shall also apply to a member's
request for an expedited appeal. An oral appeal must be followed by a written, signed
appeal.

19.3.5. The MCO shall ensure that oral inquires seeking to appeal an action are treated as
appeals and confirm those inquires in writing, unless the member or the authorized
provider requests expedited resolution. An oral request for an appeal must be
followed by a written and signed appeal request unless the request is for an expedited
resolution.

19.3.6. If DHHS receives a request to appeal an action ofthe MCO, DHHS will forward
relevant information to the MCO and the MCO will contact the member and

acknowledge receipt of the appeal.

19.3.7. The MCO shall ensure that any decision to deny a service authorization request or to
authorize'a service in an amount, duration, or scope that is less than requested, must
be made by a health care professional who has appropriate clinical expertise in
treating the member's condition or disease.

19.3.8. The MCO shall allow the member a reasonable opportunity to present evidence, and '
allegations of fact or law, in person as well as in writing. The MCO shall inform the
member ofthe limited time available for this in the case of expedited resolution.

19.3.9. The MCO shall provide the member and the member's representative opportunity, to
receive the member's case file, including medical records, and any other documents
and records considered during the appeal process free of charge prior to the hearing.
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l9.3.10.The MCO shall resolve at least one hundred percent (100%) of member appeals
within thirty (30) calendar days from the dale the appeal was filed with the MCO.
The date of filing shall be considered either an oral request for appeal or a written
request from either the member or provider, whichever date is the earliest. Or, in the
case of a provider filing an appeal on behalf of the member, the date of filing shall be
considered the date upon which the MCO receives authorization from the member for
the provider to file an appeal on the member's behalf.

19.3.11.If the MCO fails to adhere to notice and timing requirements, established in 42 CFR
438.408, then the enrollee is deemed to have exhausted the MCO's appeals process,
and the enrollee may Initiate a state fair hearing.

19.3.12. Members who believe the MCO is not providing mental health or substance use
disorder benefits in violation of 42 CFR 42 CFR part 438, subpart K may file an
appeal.
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19.4. Actions

19.4.1, The MCO shall allow for the appeal of any action taken by the MCO. Actions shall
include, but are not limited to the following: . ,

19.4.1.1. Denial or limited authorization of a requested service, including the type or
level of service;

19^.4.1.2. Reduction, suspension, or termination of a previously authorized service;

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

19.4.1.4. Failure to provide services in a tirhely manner, as defined by the State;

19.4.1.5. Untimely service authorizations;

19.4.1.6. Failure of the MCO to act within the timeframes set forth in this Agreement or
as required under 42 CFR 438 Subpart F and this Agreement; and

19.4.1.7. At such times, if any, that DHHS has an Agreement with fewer than two (2)
MCOs, for a r^iral area resident with only one MCO, the denial of a member's
request to obtain services outside the network, in accord with 42 CFR
438.52(b)(2)(ii).

19.5. Expedited Appeal

19.5.1. The MCO shall develop, implement, and maintain an expedited appeal review
process for appeals when the MCO determines, as the result of a request from the
member, or a provider request on the member's behalf or supporting the member's
request, that taking the time for a standard resolution could seriously jeopardize the
member's life or health or ability to attain, maintain, or regain maximum function.

19.5.1.1. The MCO must inform enrollees of the limited time available to present
evidence and testimony, in person and in writing, and make legal and factual
arguments sufficiently in advance of the resolution timeframe for expedited
appeals.

19.5.1.2. The MCO shall make a decision on the member's request for expedited appeal
and provide notice, as expediliousiy as the member's health condition
requires, within 72 hours after the MCO receives the appeal. The MCO may
extend the 72 hour time period by up to fourteen (14) calendar days if the
member requests an extension, or if the MCO Justifies a need for additional
information and how the extension is in the member's interest. The MCO
shall also make reasonable efforts to provide oral iKitice. The first date shall
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be considered either an oral request for appeal or a written request from either
the member or provider, whichever date is the earliest.

19.5.1.3. If the MCO extends the tlmeframes not at the request of the enroUee, it must:

19.5.1.3.1. Make reasoriable efibrts to give the enroiiee prompt
oral notice of the delay;

19.5.1.3.2. Within two (2) calendar days give the enroiiee written
notice of the reason for the decision to extend the

timeframe and inform the enroiiee of the right to file a
grievance if he or she disagrees with that decision;

19.5.1.3.3.Resolve the appeal as expeditiously as the enrollee's
health condition requires and no later than the date the
extension expires.

19.5.1.4. The MCO shall meet the timefirames in 19.5.1.2 for at least one hundred

percent (100%) of requests for expedited appeals.

19.5.1.5. The MCO shall ensure that punitive action is not taken against a provider who
requests an expedited resolution or supports a member's appeal.

19.5.1.6. If the MCO deniesa request for expedited resolution ofan appeal, it shall
transfer the appeal to the timeframe for standard resolution and make
reasonable efforts to give the member prompt oral notice of the denial, and
follow up within two (2) calendar days with a written notice.

19.5.1.7. The member has a right to fi le a grievance regarding the MCOs denial of a
request for expedited resolution. The MCO shall inform the member of his/her
right and the procedures to file a grievance in the notice of denial.

19.6. Content of Notices

19.6.1. The MCO shall notify the requesting provider, and give the member written notice of
any decision to deny a service authorization request, or to authorize a service in an
amount, duration, or scope that is less than requested. Such notice must meet the
requirements of 42 CFR 438.404, except that the notice to the provider need not be in
writing.

19.62. Each notice of adverse action shall conform with 42 CFR 431.210, contain and
explain:

19.62.1. The action the MCO or its subcontractor has taken or intends to take;

19.6.2.2. The reasons for the action; *
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19.6.2.3. The member's or the provider's right to file an appeal;

19.6.2.4. Procedures for exercising member's rights to appeal or grieve;

19.6.2.5. Circumstances under which expedited resolution is available and how to
"request it; and

19.6.2.6. The member's rights to have benefits continue pending the resolution of the

appeal, how to request that benefits be continual, and the circumstances under
which the member may be required to pay the costs of these continued
benefits.

19.6.3. The MCO shall ensure that all notices of adverse action be in writing and must meet
the following language and format requirements;

19.6.3.1. Written notice must be translated for the individuals who speak one of the
commonly encountered languages spoken in New Hampshire (as defined by
the State per 42 CFR 438.10(d));

19.6.3.2. Notice must include language clarifying that oral interpretation is available for
alllanguages and how to access it; and

19.6.3.3. Notices must use easily understood language and format, and must be '
available in alternative formats, and in an appropriate manner that takes into
consideration those with special needs. All members and potential members
must be informed that information is available in alternative formats and how

to access those formats.

19.6.4. The MCO shall mail the notice of adverse benefit determination by the date of the-
action when any of the following occur:

19.6.4.1 The enrollce has died;

19.6.4.2 The enrollee submits a signed written statement requesting service
termination;

19.6.4.3 The enrollee submits a signed written statement including information that
requires service temiination or reduction and indicates that he understands
that the service termination or reduction will result;

19.6.4.4 The enrollee has been admitted to an institution where he or she is ineligible
under the state plan for further services;

19.6.4.5 The enrollee's address is determined unknown based on returned mail with

no forwarding address;
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19.6.4.6 The enroilee is accepted for Medicaid services by another state, territory, or
commonwealth; ^

19.6.4.7 A change in the. level of medical care is prescribed by the enrollee's
physician;

19.6.4.8 The notice involves an adver».;det9ffiination with regard to preadmission
screening requirements of section 1919(e)(7) of the Act;

19.6.4.9 The transfer or discharge from a facility will occur in an expedited fashion.

19,7. Timing of Notices

19.7.1. Termination, suspension or reduction of services - The MCO shall provide members
written notice at least ten (10) calendar days before the date of action when the action
is a termination, suspension, or reduction of previously authorized Medicaid covered
services, except the period of advance notice shall be five (5) calendar days in cases
where the MCO has verified facts that the action should be taken because of probable
fraud by the member.

19.7.2. Denial of payment - The MCO shall provide members written notice on the date of
action when the action is a denial of payment or reimbursement.

19.7.3. Standard service authorization denial or partial denial- The MCO shall provide
members written notice as expeditiously as the member's health condition requires
and not to exceed fourteen (14) calendar days following a request for initial and
continuing authorizations of services, except an extension of up to an additional "
fourteen (14) calendar days is permissible, if;

19.7.3.1. The member or the provider requests the extension; or

19.7.3.2. The MCO justifies a need for additional information and how the extension is
in the member's interest.

19.7.3.3. When the MCO extends the timeframe, the MCO must give the member
written notice of the reason for the decision to extend the timeframe and
inform the member of the right to file a grievance if he or she disagrees with
that decision. Under such circumstance, the MCO must issue and carry out its
deteiminailon as expeditiously as the member's health condition requires and
no iater than the date the extension expires.

19.7.4. Expedited process - For cases in which a provider indicates, or the MCO determines,
that following the standard timeframe could seriously Jeopardize the member's life or
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health or ability to attain, maintain, or regain maximum function, the MCO must
make an expedited authorization decision and provide notice as expeditiously as the
member's health condition requires and no later than three (3) business days after
receipt of the request for service.

19.7.4; I. The MCO may extend the three (3) business days' time period by up to seven
(7) calendar days ifthe member requests an extension, or if the MCO justifies
a need for additional information and how the extension is in the member's

interest.

19.7.5. Untimely service authorizations • The MCO must provide notice on the date that the
timeframes expire when service authorization decisions are not reached within the
timefiwnes for either standard or expedited service authorizations.

19.8. Continuation of Benefits

19.8.1. The MCO shal.l continue the member's benefits if:

19.8.1.1. The appeal is filed timely, meaning on or before the later of the following:

19.8.1.1.1. Within ten (10) calendar days of the MCO mailing the notice of action;
or

19.8.1.1.2. The intended effective date of the MCO's proposed action.

19.8.1.2. The appeal involves the termination, suspension, or reduction of a previously
authorized course of treatment;

19.8.1.3. The services was ordered by an authorized provider;

19.8.1.4. The authorization period has not expired; and

19.8.1.5. The member requests extension of benefits, orally or in writing.

19.8.2. If the MCO continues or reinstates the member's benefits.whfle the appeal is pending,
the benefits must be continued until one of the following occurs:

19.8.2.1. The member withdraws the appeal, in writing;

19.8.2.2. The member does not request a State fair hearing within ten (10) calendar
days from when the MCO mails an adverse MCO decision;

19.8.2.3. A State fair hearing decision adverse to the member is made; or

19.8.2.4. The authorization expires or authorization service limits are met.

Page 129



New Hampshire Medlcald Care Management Contract — SFY2018

Exhibit A - Amendment #12

19.8.3. If the final resolution of the appeal upholds the MCO's ktion, the MCO may recover
from the member the amount paid for the services provided to the member while the
appeal was pending, to the extent that they were provided solely because of the '
requirement for continuation of services.
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19.9. Resolution of Appeals

19.9.1. The MCO shall resolve each appeal and provide notice, as cxpeditiously as the
member's health condition requires, within the following tlmeframes:

19.9.1.1. For standard resolution of appeals and for appeals for termination, suspension,
or reduction of previously authorized services a decision must be made within
thirty (30) calendar days after receipt of die appeal, unless the MCO notifies
the member that an extension is necessary to complete the appeal.

19.9.1.2. The MCO may extend the timeframes up to fourteen (14) calendar days if;

19.9.1.2.1. The member requests an extension, orally or in writing; or

19.9.1.2.2. The MCO shows that there is a need for additional information and the

MCO shows that the extension is in the member's best interest.

19.9.1.3. If the MCO extends the timeframes not at the request of the enrollee then it
must;

19.9.1.3.1.Make reasonable efforts to give the enrollee prompt oral
notice of the delay;

19.9.1.3.2.Within t^^'0 (2) calendar days give the enrollee written
notice of the reason for the decision to extend the

timeframe and inform the enrollee of the right to file a
grievance if he or she disagrees with that decision; and

19.9.1.3.3.Resolve the appeal as expeditiously as the enrollee's
health condition requires and no later than the date the
extension expires.

19.9.1.4. Under no circumstances may the MCO extend the appeal determination
beyond forty-five (45) calendar days from the day the MCO receives the
appeal request.

19.9.2. The MCO shall provide written notice of the resolution of the appeal, which shall
include the date completed and reasons for the determination in easily, understood
language.

19.9.3. The MCO shall include a written statement, in simple language, of the clinical
rationale for the decision, including how the requesting provider or member may
obtain the Utilization Management clinical review or decision-making criteria.
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19.9.4. For notice of an expedited resolution, the MCO shall make reasonable eflbns to
provide oral notice.

19.9.5. For appeals not resolved wholly in favor of the member, the notice shall:

19.9.5.1. Include information on the member's right to request a State fair hearing;

19.9.5.2. How to request a Stale fair hearing;

19.9.5.3. include information on the'member's right to receive services while the
hearing is pending and how to make the request; and

19.9.5.4. Inform the member that the member may be held liable for the amount the
MCO pays for services received while the hearing is pending, if the hearing
decision upholds the MCC's action.

19.10.State Fair Hearing

19.10.1.The MCO shall inform members and providers regarding the State fair hearing
process, including but not limited to, members right to a State fair hearing and how to
obtain a State fair hearing in accordance with Hs informing requirements under this
Agreement and as required under 42 CFR 438 Subpan F. The Parties to the Stale fair
hearing include the MCO as well as the member and his or her representative or the
representative of a deceased member's estate.

19.10.2.The MCO shall ensure that members are informed, at a minimum, of the following:

19.10.2.1. That members must exhaust all levels of resolution and appeal within the
MCO's Grievance System prior to filing a request for a State fair hearing with
DHHS; and

19.10.2.2. That if a member does not agree with the MCO's resolution of the appeal, the
member may file a request for a State &ir hearing within one hundred and
twenty (120) calendar days of the date on the MCO's notice of the resolution
of the appeal.

I9.10.3.1fihe member requests a fair hearing, the MCO shall provide to DHHS and the
member, upon request, and within three (3) business days, all MCO-held
documentation related to the appeal. Including but not limited to, any transcript(s),
records, or written decislon(s) from participating providers or delegated entities.

19.!0.4.The MCO shall appear and defend its decision before the DHHS Administrative
Appeals Unit. The MCO shall consult with DHHS regarding the State fair hearing
process In defense of its decisiais in State fair hearing proceedings, the MCO shall
provide supporting documentation, affidavits, and providing the Medical Director or
other staff as appropriate and at no additional cost. In the event the State fair hearing
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decision is appealed by the member, the MCO shall provide all necessary support to
DHHS for the duration of the appeal at no additional cost. The Office of the Attorney
General or designee shall represent the State on an appeal from a fair hearing decision
by a member. ^

19.10.5.DHHS shall notify the MCO of State fair hearing determinations. The MCO shall be
bound by the fair hearing determination, whether of not the State fair hearing
determination upholds the MCO's decision. The MCO shall not object to the State
intervening in any such appeal.
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19.n.£frect of Adverse Decisions of Appeals and Hearings

19.n.l.If the MCO or DHHS reveres a decision to deny, limit, or delay services that were
not provided while the appeal or State fair hearing were pending, the MCO shall
authorize or provide the disputed services promptly, and as expeditiously as the
member's health condition requires but no later than 72 hours from the date it
receives notice reversing the determination.

19.11.2.If the MCO or DHHS reverses a decision to deny authorization of services, and the
member received the disputed services while the appeal or State fair hearing were
pending, the MCO shall pay for those services.

19.12.Sumval

19.12.I.The obligations of the MCO pursuant to Section 19 to fully resolve all grievances
and appeals including, but not limited to, providing DHHS with all necessary support
and providing a Medical Director or similarly qualified staff to provide evidence and
testify at proceedings until final resolution of any grievance or appeal shall survive
the termination of this Agreement.
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20. Access

20.1. Network

20.1.1. The MCO shall provide documentation to DHHS showing that it is complying with
DHHS's requirements for availability, accessibility of services, and adequacy of the
network including pcdiatric subspecialists as described in Section 20 and 21.

20.1.2. The MCO's network shall have providers in sufficient numbers, and whh sufficient
capacity and expertise for all covered services to meet the geographic standards In
Section 20.2, the timely provision of services requirements in Section 20.4, Equal
Access, and reasonable choice by members to meet their needs.

20.1.3; The MCO shall submit documentation to DHHS to demonstrate that It maintains a

substantial provider network sufficient in number, mix, and geographic distribution to
meet the needs of the anticipated number of members in the service area [42 CFR
438.207(b)] prior to the readiness review for the enrollment of NHHPP members.

20.1.4. The MCO shall submit documentation to DHHS to demonstrate that it maintains a

substantial provider network sufficient in number, mix, and geographic distribution to
meet the needs of the anticipated number of members in the service area [42 CFR
438.207(b)] prior to the first readiness review for each phase of Step 2.

20.1.5. The MCO shall submit documentation to DHHS to demonstrate that it maintains an

adequate network of providers that is sufficient in number, mix, and geographic
distribution to meet the needs of the anticipated number of members inthe service
area [42 CFR 438.207(b)]:

20.1.5.1. At the second readiness review prior to the Program start date;

20.1.5.2. Forty-five (45) calendar days following the end of the semi-annual period; and

20.1.5.3. At any time there has been a significant change (as defined by DHHS) in the
entity's operations that would affect adequate capacity and services, including
but not limited to: .

20.1.5.3.1. Changes in services, benefits, geographic service area, or payments

20.1.5.3.2. Enrollment of a new population in the MCO [42 CFR 438.207(c)]

20.1.6. The MCO shall submit documentation quarterly to DHHS to demonstrate Equal
Access to services for Step 1, 2 and NHHPP populations.
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20.1.7. The MCO shall be subject to annual, external independent reviews of the timeliness
of, and access to the services covered under this Agreement [42 CFR 438.204].

20.1.8. For Step I Implementation, the anticipated number of members In Sections 20.1.1
and 20.1.2 shall be based on the "NH Medicaid Care Management Fifty Percent
Population Estimate by Zip code" report provided-by DHHS.

20.2. Geographic Distance

20.2.1. The MCO shall meet the following geographic access standards for all members, in
addition to maintaining in its network a sufficient number of providers to provide all
services and Equal Access to its members.

PCPs Two (2) within forty (40) minutes or fifteen (15) miles

Specialists One (1) within sixty (60) minutes or forty-five (45) miles

Hospitals One (1) within sixty (60) minutes or forty-five (45) miles

Mental Health Providers One (1) within forty-five (45) minutes or twenty-five (25) miles

Pharmacies One (!) within forty-five (45) minutes or fifteen (15) miles

Tertiary or Specialized
service

(Trauma, Neonatal, etc.)

One within one hundred twenty (120) minutes or eighty (80) miles

SUD Councilors

(MLDAC)
One (1) within forty-five (45) minutes or fifteen (15) miles

SUD Programs

(Comprehensive,
Outpatient, Melhadone
Clinics)

One (1) within sixty (60) minutes or forty-five (45) miles.
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20.3. NH Ins 2701.06 Standards for Geographic Accessibility

20.3.1. The MCO may request exceptions from these standards after demonstrating its efforts
to create a suffrcient network of providers to meet these standards. DHHS reserves
the right at its discretion to approve or disapprove these requests, approval shall not
be unreasonably withheld.

20.3.1.1. Should the MCO, after good faith negotiations, be unable to create a sufficient
number of providers to meet the geographic and timely access to service
delivery standards, and should the MCO be unable, after good faith
negotiations with the help of DHHS, continue to be unable to meet geographic
and timely access to service delivery standards, then for a period of up to sixty
(60) days after start date Section 34.7.1 shall not apply.

20.3.1.2. Except for the provisions of 20.3.1.1, should the MCO, after good faith
negotiations, be unable to create a sufficient number of providers to meet the
geographic and timely access to service delivery standards, and should the
MCO be unable, after good faith negotiations with the help of DHHS,
continue to be unable to meet"geographic and timely access to service delivery
standards DHHS may, at its discretion, provide temporary exemption to the
MCO from Section 34.7.1.

20.3.2. At any time the provisions of this section may apply, the MCO will work with DHHS
to ensure that members have access to needed services.

20.3.3. The MCO shall ensure that an adequate number of participating physicians have
admitting privileges at participating acute care hospitals in the provider network to
ensure that necessary admissions can be made.

20.4. Timely Access to Service Delivery

20.4.). The MCO shall make services available for members twenty-four (24) hours a day,
seven (7) days a week, when medically necessary [42 CFR 438.206(c)(l )(iii)].

20.4.2. The MCO shall require that all network providers offer hours of operation that
provide Equal Access and are no less than the hours of operation offered to
commercial, and FFS patients. [42 CFR438.206(c)(l)(ii)].

20.4.3. The MCO shall encourage its PCPs to offer afler-hours office care in the evenings
and on weekends.

20.4.4. The MCO's network shall meet the following minimum timely access to service
delivery standards (42 CFR 438.206(c)(l)(i)]
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20.4.4.1. Health care services shall be made accessible on a timely basis in accordance
with medically appropriate guidelines consistent with generally accepted
standards of care.

20.4.4.2. The MCO shall have in its network the capacity to ensure that waiting times
for appointments do not exceed the following:

20.4.4.2.1. Transitional healthcare by a provider shall be available from a primary
or specialty provider for clinical assessment and care planning within
seven (7) calendar days of discharge from inpatient or institutional
care for physical or behavioral health disorders or discharge from a
substance use disorder treatment program.

20.4.4.22. Transitional home care shall be available with a home care nurse or a

licensed counselor within two (2) calendar days of discharge from
inpatient or institutional care for physical or behavioral health ^
disorders or discharge from a substance use disorder treatment
program, if ordered by the member's" primary care or specialty care
provider or as part of the discharge plan.

20.4.4.2.3. Non-symptomatic (i.e., preventive care) office visits shall be available
from the member's PCP or another provider within forty-five (45)
calendar days. A non-symptomatic office visit may include, but is not
limited to, well/preventive care such as physical examinations, annual
gynecological examinations, or child and adult immunizations. .

20.4.4.2.4. Non-urgent, symptomatic (i.e., routine care) office visits shall be
available from the member's PCP or another provider within ten (10)
calendar days. A non-urgent, symptomatic office visit is associated
with the presentation of medical signs or symptoms not requiring
immediate attention.

20.4.42.5. Urgent, symptomatic office visits shall be available from the member's
PCP or another provider within forty-eight (48) hours. An urgent,
symptomatic visit is associated with the presentation of medical signs
or symptoms that require immediate attention, but are not life
threatening and don't meet the definition of Emergency Medical
Condition. '

20.4.4.2.6. Emergency medical, SUD and psychiatric care shall be available
twenty-four (24) hours per day, seven (7) days per week.

20.4.42.7. Behavioral health care shall be available as follows:

a. care within six (6) hours for a non-jlfe threatening emergency;

b. care within forty-eight (48) hours for urgent care; or
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c. an appointment within ten (10) business days for a routine cflice
visit.

20.4.4.2.8. For members receiving Step 2 covered services, transitional care shall
be readily available and delivered, after discharge from a nursing
facility, inpatient or institutional care, in accordance with the
member's discharge plan or as ordered by the member^s primary care
or specialty care provider. Transfers and discharges shall be done in
accordance with RSA 151:21 and RSA 151:26.

20.4.5. The MCO shall regularly monitor its network to determine compliance with timely
access and shall provide a semi«annual report to DHHS documenting its compliance
with 42 CFR 438.206(cXl)(iv) and (v).

20.4.6. The MCO shall develop a Corrective Action Plan if there is a failure to comply with
timely access provisions in this Agreement in compliance with 42 CFR
438.206(c)(l)(vi).

20.4.7. The MCO shall monitor waiting times for appointments at approved community
mental health providers and report case details on a semi-annual basis.

20.5. Women's Health

20.5.1. The MCO shall provide female members with direct access to a women's health
specialist within the network for covered, services necessary to provide women's

.. routine and preventive health care services. This is in addition to the member's
designated source of primary care if that source is not a women's health specialist [42
CFR 438.206(bX2)].

20.5.2. The MCO shall provide access to family planning services to members without the
need for a referral or prior-authorization. Additionally, members shall be able to
access these services by providers whether they are in or out of the MCO's network.

20.5.2.1. Family Planning Services shall include, but not be limited to, the following:

20.5.2.1.1. Consultation with trained personnel regarding family planning,
contraceptive procedures, immunizations, and sexually transmitted
diseases;

20.5.2.1.2. Distribution of literature relating to family planning, contraceptive
procedures, and sexually transmitted diseases;

20.5.2.13. Provision of contraceptive procedures and contraceptive supplies by
those qualified to do so under the laws of the State in which services
are provided;
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20.5.2.1.4. Referral of members to physicians or health agencies for consultation,
examination, tests, medical treatment and prescription for the purposes
of family-planning, contraceptive procedures, and treatment of
sexually-transmitted diseases, as indicated; and

20.5.2.1.5. Immunization services where medically indicated and linked to
sexually transmitted diseases including but not limited to Hepatitis B
and HPV vaccine

20.5.2.2. Enrollment in the MCO shall not restrict the choice of the provider from
whom the member may receive family planning services and supplies [42
CFR 431.51 (b)(2)].

20.5.2.3. The MCO shall only provide for abortions in the following situations:

20.5.2.3.1. If the pregnancy is the result of an act of rape or incest; or

20.5.2.3.2. In the case where a woman suffers from a physical disorder, physical
injury, or physical illness, including a life-endangering physical
condition caused by or arising from the pregnancy itself, that would, as
certified by a physician, place the woman in danger of death unless an

. abortion is performed (42 CFR 441.202].

20.5.3. The MCO shall not provide abortions as a benefit, regardless or funding, for any
reasons other than those identified in this Agreement [42 CFR 441.202].

20.6. Access to Special Serv ices

20.6.1. The MCO shall ensure members have access to DHHS-designated Level I and Level
II trauma centers within the State, or hospitals meeting the equivalent level of trauma
care in the MCO's Service Area or in close proximity to such Service Area. The
MCO shall have written out-of-network reimbursement arrangements with the
DHHS-designated Level I and Level II trauma centers or hospitals meeting equivalent
levels of trauma care if the MCO does not Include such a trauma center in its
network.

20.6.2. The MCO shall ensure accessibility to other specialty hospital services, including
major bum care, organ transplantation, specialty pediatric care, specialty out-patient
centers for HIV/AIDS, sickle cell disease, hemophilia, and cranio-faclal and
congenital anomalies, and home health agencies, hospice programs, and licensed long
term care facilities with Medicare-certified skilled nursing beds. To the extent that the
above specialty services are available within New Hampshire, the plan shall not

. exclude New Hampshire providers from its network if the negotiated rates are
commercially reasonable.
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20.6.3. The MCO may offer such tertiary or specialized services at so-called "centers of
excellence". The tertiary or specialized services shall be offered within the New

■ England region, if available. The MCO shall not exclude New Hampshire providers
of tertiary or specialized services from its network provided that the negotiated rates
are commercially reasonable.

20.7. Out-of-Nefwork Providers

20.7.1. If the MCQ's network is unable to provide necessary medical, behavioral, SUD and
LTSS services covered under the Agreement to a particular member, the MCO shall
adequately and in a timely manner cover these services for the member through out-
of-network sources [42 CFR 438.206(b)(4)J. The MCO shall inform the out-of-
network provider that the member cannot be balance billed.

20.7.2. The MCO shall coordinate with out-of-network providers regarding payment. For
payment to out-of-network, or non-participatir^ providers, the following
requirements apply:

20.7.2.1. If the MCO offers the service through an in-network provider(s), and the
member chooses to access non-emergent services from an out-of-network
provider, the MCO is not responsible for payment.

20.7.2.2. If the service is not available from an in-network provider and the member
requires the service and is referred for treatment to an out-of-network
provider, the payment amount is a matter between the MCO and the out-of-
network provider.

20.7.3. The MCO shall ensure that cost to the member is no greater than it would be if the
service were fiimished within the network [42 CFR 438.206{b)(5)].

20.8. Second Opinion

20.8.1. The MCO shall provide for a second opinion from a qualified health care professional
within the provider network, or arrange for the member to obtain one outside the
network, at no greater cost to the member than allowed by DHHS [42 CFR
438.206(b)(3)). The MCO shall clearly state its procedure for obtaining a second
opinion in its Member Handbook.

20.9. Provider Choice

20.9.1. The MCO shall allow each member to choose his or her health professional to the
extent possible and appropriate [42 CFR 438.3(1)].
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21. Network Management
21.1. Provider Network

21.1.1. The MCO shall be responsible for developing and maintaining a statewide provider
network that adequately meets all covered medical, behavioral health,^SUD,
psychosocial and LTSS needs of the covered population in a manner that provides for
coordination and collaboration among multiple providers and disciplines and Equal
Access to services. In developing its network, the MCO shall consider the following:

21.1.1.1. Current and anticipated New Hampshire Medicaid enrollment;

21.1.1.2. The expected utilization of services, taking into consideration the
• characteristics and health care needs of the covered New Hampshire
population;

21.1.1.3. The number and type (in terms of training and experience and specialization)
of providers required to furnish the contracted services;

21.1.1.4. The number of network providers not accepting new or any New Hampshire
Medicaid patients;

21.1.1.5. The geographic location of providers and members, considering distance,
travel time, and the means of transportation ordinarily used by New
Hampshire members;

21.1.1.6. Accessibility of provider practices for members with disabilities [42 CFR
438.206(b)(1)];

21.1.1.7. Adequacy of the primary care network to offer each member a choice of at
least two appropriate primary care providers that are accepting new Medicaid
patients; and

21.1.1.8. Required access standards identified in this Agreement

21.1.2. In developing its network, the MCO's provider selection policies and procedures shall
not discriminate against providers that serve high-risk populations or specialize in
conditions that require costly treatment [42 CFR 438.214(c)].

. 2 i.! .3. T^e MCO shall not employ or contract with providers excluded from participation in
federal health care programs.

21.1.4. The MCO shall not employ or contract with providers who fail to provide Equal
Access to services.
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21.1.5. The MCO shall establish policies and procedures to monitor the adequacy,
accessibility, and availability of its provider network to meet the needs of all
members including those with LEP and those with unique cultural needs.

21.1.6. The MCO shall maintain an updated list of participating providers on Its website in a
Provider Directory, as specified in Section 17.9 of this Agreement.

21.2. Network Requirements

21.2.1. The MCO shall ensure its providers and subcontractors meet all state and federal
eligibility criteria, reporting requirements, and any other applicable statutory rules
and/or regulations related to this Agreement.

21.2.2. All providers shall be licensed and or certified in accordance with the laws of the
state in which they provide the covered services for which the MCO is contracting
with the provider, and not be under sanction or,exclusion from the Medicaid program.
All provider types that may obtain a National Provider Identifier (NPI) shall have an
NPI in accordance, with 45 CFR Part 162, Subpart D.

21.2.3. All providers in the MCO's network are required to be enrolled as New Hampshire
Medicaid providers. DHHS may waive this requirement for good cause on a case-by-
case basis. ''

21.2.4. In all contracts with health care professionals, the MCO shall comply with
requirements in 42 CFR 438.214, NCQA standards, and RSA 420-J:4, which includes
selection and retention of providers, credentialing and re-credentialing requirements,
and non-discrimination (42 CFR 438.12(a)(2); 42 CFR 438.214].

21.2.5. The MCO shall not require a provider or provider group to enter into an exclusive
contracting arrangement with the MCO as a condition for network participation.

21.2.6. The MCO's Agreement with health care providers shall be in writing, shall be in •
compliance with applicable federal and state laws and regulations, and shall include
the requirements in this Agreement.

21.2.7. The MCO shall submit all model provider contracts to DHHS for review during the
Readiness Review process. The MCO shall resubmit the model provider contracts any
time it makes substantive modifications to such Agreements. DHHS retains the right
to reject or require changes to any provider Agreement.

21.2.8. The MCO shall negotiate rates with providers in accordance with Section 9 of this
Agreement, unless otherwise specified in this Agreement.
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21.2.9. The MCO shall reimburse private duty nursing agencies for private duly nursing
services provided on or after April 1,2016 at the fee-for-for service rate established
by DHHS. The MCO shall provide the following information to determine if access
to private duty nursing services is increasing:

21.2.9.1. The number ofpcdiatric private duty nursing hours authorized by
day/wcekend/night, and intensive (ventilator dependent) modifiers; and

21.2.9.2. The number of pediatric private duty nursing hours delivered by
day/weekend/nighi, and intensive (ventilator dependent) modifiers.

21.2.10.The MCO shall submit model provider contracts related to the implementation of
NHHPP to DHHS prior to the beginning ofenrollment in NHHPP. The contract will
provide for;

21.2.10.1. An'in-state provider of services included in Step I must provide services to
both the MCO's Step 1 and NHHPP members, except for SUD providers and
chiropractors; provided, however, that exceptions to this requirement may be
made upon a request by the MCO and approved by DHHS for providers that
only want to provide coverage for Step 1 Services.

21.2.10.2. The provider shall provide equal availability of services and access to both
Step 1 and NHHPP members unless an exception to the requirement in section
21.2.10.1 was approved for the provider and the provider is not required to
provide coverage for NHHPP Services.

21.2.10.3. .The MCO shall pay the provider for services at a rale not more than nor less
than the amounts established according to Section 21.2.10.4.

21.2.10.4. The MCO shall reimburse providers for NHHPP services according to the
NHHPP Provider Fee Schedule posted at
https://Dhmmis.nh.gov/porta(s/wps^portal/Do€umentsandForm9 as of
August 15,2017and incorporated herein. DHHS shall provide the MCO sixty
(60) days notice prior to any change to the Schedule. Services falling outside
the published NHHPP Provider Fee Schedule shall be paid at a rate
determined by the Department and enforced in the sixty (60) calendar day
notification period.

21.2.10.5. The MCO shall allow a participating provider thirty (30) days to review
contract modifications to an existing contract relating to the Implementation of
the NHHPP.
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21.2.11.The MCO provider Agreement shall require providers in the MCO network to accept
the member's Medicaid ID Card as proof of enrollment in the MCO until the member
receives his/her MCOID Card.

21.2.12.The MCO shall maintain a provider relations presence in New Hampshire as
approved by DHHS.

21.2.13.Thc MCO shall prepare and issue Provider Manual(s) upon request to all Network
Providers. Including any necessary specialty manuals (e.g., behavioral health). For
newly contracted and credentialed providers, the MCO shall issue copies of the
Provider Manudl(s) no later than seven (7) calendar days after Inclusion in the
network. The provider manual shall be available on the web and updated no less than
annually.

21.2.14.The MCO shall provide training to all providers and their staff regarding the
requirements of this Agreement including the grievance and appeal system. The
MCO's provider training shall be compleicd within thirty (30) calendar days of
entering into a contract with a provider. The MCO shall-provide ongoing training to
new and existing providers as required by the MCO, or as required by DHHS.

21.2.15.Provider materials shall comply with state and federal laws and DHHS and NHID
requirements. The MCO shall submit any Provider Manual(s) and provider training
materials to DHHS for review and approval sixty (60) calendar days prior to any
substantive revisions. Any revisions required by DHHS shall be provided to the MCO
within thirty (30) calendar days.

21.2.16.The MCO shall operate a loll-free telephone line for provider inquiries from 8 a.m. to
5 p.m. EST, Monday through Friday, except for Slate-approved holidays. The
provider toll free line shall be staffed with personnel who are knowledgeable about
the MCO's plan in New Hampshire. The provider call center shall meet the
following minimum standards, but DHHS reserves the right to modify standards:

21.2.16.1. Call Abandonment Rate: Fewer than five percent (5%) of calls will be
abandoned;

21.2.16.2. Average Speed of Answer: Eighty percent (80%) of calls will be answered
with live voice within thirty (30) seconds; and

21.2.16.3. Ninety percent (90%) of voicemail messages shall be responded to no later
than the next business day.

21.2.17.The MCO shall maintain a Transition Plan providing for continuity of care in the
event of Agreement termination, or modification limiting service to members,
between the MCO and any of its contracted providers, or in the event of site
closing(s) involving a primary care provider with more than one location of service.
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The Transition Plan shall describe how members will be identified by the MCO and
how continuity of care will be provided.

^  \
\

21.2.18.The MCO shall ensure that after regular business hours the provider inquiry line is
answered by an automated system with the.capability to provide callers with
information regarding operating hours and instructions on how to verify enrollment
for a member. The MCO shall have a process in place to handle after-hours inquiries
from providers seeking a service authorization for a member with an urgent medical,
behavioral health or LTSS related condition or an emergency medical or behavioral
health condition.

21.2.19.The MCO shall notify DHHS and affected current members in writing of a provider
termihation. The notice shall be provided by the earlier of: (1) fifteen (15) calendar
days after the receipt or issuance of the termination notice, or (2) fifteen (15) calendar
days prior to the effective date of the termination. Affected members include all
members assigned to a PCP and/or all members who have been receiving ongoing
care from the terminated provider. Within three (3) calendar days following the
effective date of the termination the MCO shall have a Transition Plan in place for all
affected members.

21.2.20.If a member is in a prior authorized ongoing course of treatment with a participating
provider who becomes unavailable to continue to provide services, the MCO shall
notify the member in writing within seven (7) calendar days from the date the MCO
becomes aware of such unavailability and develop a Transition Plan for the affected
members.

2I.2.2I.The MCO shall notify DHHS within seven (7) calendar days of any significant
changes to the provider network. As part of the notice, the MCO shall submit a
Transition Plan to DHHS to address continued member access to needed service and
how the MCO will maintain compliance with its contractual obligations for member
access to needed services. A significant change is defined as:

21.2.21.1. A decrease in the total number of PCPs by more than five percent (5%);

21.2.21.2. A loss of all providers in a specific specialty where another provider in that
specialty is not available within sixty (60) minutes or forty-five (45) miles;

21.2.21.3. A loss ofa hospital in an area where another contracted hospital of equal
service ability is not available within forty-five (45) miles or sixty (60)
minutes; or

21.2.21.4. Other adverse changes to the composition of the network, which Impair or
deny the members' adequate access to in-network providers.
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2l.222.The MCO may not discriminate for the participation, reimbursement, or
. indemnification of any provider who is acting within the scope of his or her license or
certification under applicable State law, solely on the basis of that license or
certification. If the MCO declines to include individual or groups of providers in its
networic, the MCO shall give the affected providers written notice of the reason for its
decision. [42 CFR438.12Ca)(l); 42 CFR 438.214(c); SMD letter 02/20/98)].

21.2.23.The requirements in 42 CFR 438.12 (a) may not be construed to:

21.2.23.1. Require the MCO to contract with providers beyond the number necessary to
meet the needs of its member;

21.2.23.2. Preclude the MCO from using different reimbursement amounts for different
specialties or for different practitioners in the same specialty; or

21.223.3. Preclude the MCO from establishing measures that are designed to maintain
quality of services and control costs and is consistent with its responsibilities
to members [42 CFR 438.l2(aXI); 42 CFR 438.12(b)(1)].

21J. Screening and Enrollment

21.3.1. No later than January 1,2018, the MCO shall ensure that all of its network providers
are enrolled with DHHS Medicaid.

21.3.2. No later than November 1,2017, the MCO shall provide to DHHS all identifying
information for its enrolled network providers including:

21.32.1.Name;

21.32.2.Specialty;

21.32.3,DateofBirth;

21.3.2.4.Social Security number;

21.3.2.5.National Provider identifier;

21.3.2.6.Federal taxpayer identification number; and

21.3.2.7.State license or certification number of the provider.

21.4. Provider Credentiallngand Re-Credentialing
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21.4.1. The MCO shall demonstrate to DHHS that its providers are credentialed according to
the requirements of 42 CFR 438.206(b)(6), current NCQA standards, Code of
Administrative Rules He-M 403, and RSA 420-3:4.

21.4.2. The MCO shall submit to DHHS its credentialing standards relating to the
implementation of Choices for Independence waiver services.

21.4.3. The MCO shall have written policies and procedures to review, approve and at least
every three (3) years recertify the credentials of all participating physician and all
other licensed providers who participate in the MCO's network [42 CFR 438.214(a);
42 CFR 438.2 i4(b) (1&2); RSA 420-3:4]. At a minimum, the scope and structure of a
MCO's credentialing and re-credentialing processes shall be consistent NCQA
standards and NHID, and relevant stale and federal regulations relating to provider
credentialing and notice. The MCO may subcontract with another entity to which it
delegates such credentialing activities if such delegated credentialing is maintained in
accordance with NCQA delegated credentialing requirements and any comparable
requirements defined by DHHS.
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21.4.4. The MCO shall ensure that credentialing of all service providers applying for network
provider status shall be completed as follows: within thirty (30) calendar days for
primary care providers: within forty-five (45) calendar days for specialists, SLID
providers, chiropractors, Nursing Facilities and CFI service providers. [RSA 420-J:4).
The start time begins when all necessary credentialing materials have been received.
Completion time ends when written communication is mailed or faxed to the provider
notifying the provider of the MCO's decision.

21.4.5. The re-credentialing process shall occur in accordance with NCQA guidelines The
re-credentialing process shall take into consideration provider performance data
including, but not be limited to: member complaints and appeals, quality of care, and
appropriate utilization of services.

21.4.6. The MCO shall maintain a policy that mandates board certification levels that, at a .
minimum, meets the ninety (90) pcrcentile rates indicated in NCQA standards
(HEDIS Medicaid All Lines of Business National Board Certification Measures as
published by NCQA in Quality Compass) for PCPs and specialty physicians in the
provider network. The MCO shall make information on the percentage of board-
certified PCPs in the provider network and the percentage of board-certified specialty
physicians, by specialty, available to DHHS upon request.

21.4.7. The MCO shall provide that all laboratory testing sites providing services under this
Agreement have either a Clinical Laboratory Improvement Act (CLIA) certificate or

. waiver of a certificate of registration along with a CLIA identification number [42
CFR493.I and 42 CFR493.3J.

21.4.8. The MCO shall not^employ or contract with providers, business managers, owners or
others excluded from participation in Federal health care programs under either
section 1128 or section 1128A of the Social Security Act [42 CFR 438.214(d)] or 42
CFR 1000.

21.4.9. The MCO shall ensure that providers whose Medicare certification is a precondition
of participation in the Medicaid program obtain certification within one year of
enrollment in MCO's providcrnetwork.

21.4.10.The MCO shall notify DHHS when the MCO denies a provider credentialing
application for program integrity-related reasons or otherwise limits the ability of
providers to participate in the program for program integrity reasons.
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21.5. Provider Engagement

21.5.1. The MCO shall, at a minimum, develop and facilitate an active provider advisory
board that is composed of a broad spectrum of provider types. Representation on the
provider advisory board shall draw from and be reflective of the MCO membership to
ensure accurate and timely feedback on the care management program. This advisory
•board shall include representation from OF! service providers. This advisory board
should meet face-to-face or via wcbinar or conference call a minimum of four (4)
times each Agreement year. Minutes of the meetings shall be provided to DHHS
within thirty (30) calendar days of the meeting.

21.5.2. The MCO shall conduct a provider satisfaction survey, approved by DHHS and.
administered by a third party, on a statistically valid sample of each major provider
type; PCP, specialists, hospitals, pharmacies, DME and Home Health providers,
Nursing Facilities and CF! service providers. DHHS shall have input to the
development of the survey. The survey shall be conducted semi-annually the first
year after the program start date and at least once an Agreement year thereafter to
gain a broader perspective of provider opinions. The results of these surveys shall be
made available to DHHS and published on the DHHS website.

21.5.3. The MCO shall support DHHS' interaction and reporting to the Governor's
Commission on Medlcald Care Management

21.6. Anti-Gag Clause for Providers

21.6.1. The MCO shall not prohibit, or otherwise restrict, a health care professional acting
within the lawful scope of practice, h'om advising or advocating on behalf of a
member who Is his or her patient;

21.6.1.1. For the member's health status, medical care, or treatment options, including
any alternative treatment that may be self-administered;

21.6.1.2. For any information the member needs in order to decide among all relevant
treatment options;

21.6.1.3. For the risks, benefits, and consequences of treatment or non-treatment; or

21.6.1.4. For the member's right to participate in decisions regarding his or her health
care, including the right to refuse treatment, and to express preferences about
future treatment decisions [§1923(b)(3)(D) ofthe SSA; 42 CFR
438.102(a)(l)(i), (ii), (iii), and (iv); SMD letter 2/20/98]
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21.7. Reporting

21.7.1. Provider Participation Report; Provide provider participation reports on an annual
basis by geographic location, categories of service, provider type categories, and any
other codes necessary to determine the adequacy and extent of participation and
service delivery and analyze provider service capacity in terms of member access to
health care.

21.7.2. Provider Quality Report Card: Ability to provide dashboard or "report card" reports
of provider service quality including but not limited to provider sanctions, timely
fulfillment of service authorizations, count of service authorizations, etc.
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22. Quality Management
22.1. Genera) Provisions

22.1.1. The MCO shall provide for the delivery of quality care with the primary goal of
improving the health status of its members and, where the member's condition is not
amenable to improvement, maintain the member's current health status by
implementing measures to prevent any further decline in condition or deterioration of
health status. The MCO shall work in collaboration with members and providers to
actively improve the quality of care provided to members, consistent with the MCO's
quality improvement goals and all other requirements of the Agreement. The MCO
shall provide mechanisms for Member Advisory Board and the Provider Advisory
Board to actively participate into the MCO's quality improvement activities.

22.1.2. The MCO shall support and comply with the most current version of the Quality
Strategy for the New Hampshire Medicald Care Management Program.

22.1.3. The MCO shall have an ongoing quality assessment and performance improvement
program for the operations and the services it furnishes for members [42 CFR
438.330(b); and SMM 2091.7].

22.1.4. The MCO shall approach all clinical and non-clinical .aspects of quality assessment
and performance improvement based on principles of Continuous Quality
Improvement (CQI)/Total Quality Management (TQM) and shall:

22.1.4.1. Evaluate performance using objective quality indicators and recognize that
opportunities for improvement are unlimited;

22.1.4.2. Foster data-driven decision-making;

22.1.4.3. Solicit member and provider input on the prioritization and strategies for
QAPI activities;

22.1.4.4. Support continuous ongoing measurement of clinical and non-clinical health
plan effectiveness, health outcomes improvement and member and provider
satisfaction;

22.1.4.5. Support programmatic improvements of clinical and non-clinical processes
based on findings from ongoing measurements;

22.1.4.6. Support re-measurement of cfTcctivencss, health outcomes improvement and
member satisfaction, and continued development and implementation of
Improvement interventions as appropriate; and

22.1.4.7. The MCO shall undertake a member experience of care survey;
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22.1.4.7.1. The MCO shall deploy the CMS Home and Community Based Care
Service Experience of Care Survey, Testing Experience and
Functional Tools (TEFT) as early as 6 months but not later than 9
months from Step 2 Phase 2 start date, if ready for deployment.

22.1.4.7.2. The MCO shall deploy an in-person patient experience survey (RES) if
the CMS Home and Community Based Care Service Experience of
Care Survey is not ready for deployment with this same timeframe.

22.1.4.7.3. The MCO shall use a DHHS approved, external vendor and
statistically sound methodology to conduct the member experience of
care survey.

22.1.5. The MCO shall have mechanisms that detect both undenitilization and overutilization
I

of services.

22.1.6. The MCO shall develop, maintain, and operate a Quality Assessment and
Performance Improvement (QAPI) Pro^m consistent with the requirements of this
Agreement. The MCOs shall also meet the requirements of for the QAPI Program [42
CFR 438.330; SMM 2091.7].

22.1.7. The MCO shall submit a QAPI Program Annual Summary in a format and timeframe .
specified by DHHS or its designee for its approval. The MCO shall keep participating
physicians and other Network Providers informed and engaged in the QAPI Program
and related activities. The MCO shall include in provider contracts a requirement

securing cooperation with the QAPI.

22.1.8. The MCO shall maintain a well-defined QAPI structure that includes a planned
systematic approach to improving clinical and non-clinical processes and outcomes..
The MCO shall designate a senior executive responsible for the QAPI Program and
the Medical Director shall have substantial involvement in QAPI Program activities.
At a minimum, the MCO shall ensure that the QAPI Program structure:

22.1.8.1. Is organization-wide, with clear lines of accountability within the
organization;

22.1.8.2. Includes a set of functions, roles, and responsibilities for the oversight of
QAPI activities that are clearly defined and assigned to appropriate
individuals, including physicians, other clinicians, and non<linicians;

22.1.8.3. Includes annual objectives and/or goals for planned projects or activities
including clinical and non-clinical programs or initiatives and measurement
activities; and

22.1.8.4. Evaluates the effectiveness of clinical and non-clinical initiatives.

Page 153



New Hampshire M^icaid Care Management Contract — SFY2018

Exhibit A - Amendment #12

22.1.9. If the MCO sub-contracts any of the essential functions or reporting requirements
conuined within the QAPI Program to another entity, the MCO shall maintain
detailed files documenting work performed by the sub-contractor. The file shall be
available for review by DHHS or its designee upon request.

22.1.10.The MCO shall integrate behavioral health and LTSS into its QAPI Program and
include a systematic and ongoing process for monitoring, evaluating, and improving
the quality and appropriateness of behavioral health services and LTSS provided to
members. The MCO shall collect data, and monitor and evaluate for improvements to
physical health outcomes, behavioral health outcomes, psycho-social outcomes, and
LTSS outcomes resulting from.the integration and coordination of physical and
behavioral health services and LTSS.

22.1.11 .The MCO shall conduct any performance improvement projects required by CMS
and a minimum of four (4) performance improvement projects, subject to DHHS
approval, per year that are designed to achieve, through ongoing measurements and
intervention, significant improvement, sustained over time, in clinical care and
nonclinica! care areas that are expected to have a favorable effect on health outcomes
and member satisfection. At least one (I) of these projects shall have a behavioral
health focus. At least one (1) of these projects shall have an LTSS focus. The MCO
shall report the status and results of each project to DHHS as requested and shall
report on the status results of the CMS performance improvement projects described
in 42 CFR 438.330.

22.1.12.The performance improvement projects shall Involve the following:

22.1.12.1. Measurement of performance using statistically valid, national recognized
objective quality indicators;

22:1.12.2. Implementation of system interventions to achieve improvement in the access
to and quality of care;

22.1.12.3. Evaluation of the effectiveness of the interventions based on any performance
measures required by CMS as outlined in 42 CFR 438.330(c); and

22.1.12.4. Planning and initiation of activities for increasing or sustaining improvement;
and

22.1.12.5. Reporting on the status and results to DHHS on an annual basis.

22.1.13.Each performance improvement project shall be completed in a reasonable time
period so as to generally allow information on the success of performance
improvement projects In the aggregate to produce new information on quality of care
every year.
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22. l.l4.The MCO shall have a plan to assess and report the quality and appropriateness of
care furnished to members with special needs in order to Identify any ongoing special
conditions of a member that require a course of treatment or regular care monitoring
The plan must be submitted to DHHS for review and approval. The assessment
mechanisms must use appropriate health care professionals.[42 CFR 438.208(c)(2);
42 CFR 438.330].

22.1.15.The'MCO's Medical Director and Quality Improvement Director will participate in
quarterly Quality Improvement meetings with DHHS and the other MCOs contracted

'with DHHS to discuss quality related initiatives and how those initiatives could be.
coordinated across the MCOs.

22.1.16.TheMCOs shall be required to be accredited by NCQA, including all applicable
Medicald Standards and Guidelines and the MCOs must authorize NCQA to provide
DHHS a copy of its most recent accreditation review, including:

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

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

22.1.16.3.Expiration date ofthe accreditation.

22.2. Practice Guidelines and Standards

22.2.1. The MCO shall adopt evidence-based clinical practice guidelines built upon high
quality data and strong evidence. Such practice guidelines shall consider the needs of
the MCO's members, be adopted in consultation with Network Providers, and be
reviewed and updated periodically, as appropriate.

22.2.2. The MCO shall develop practice guidelines based on the health needs and
opportunities for improvement identified as part of the QAPI Program.

22.2.3. The MCO shall make practice guidelines available, including, but not limited to, the
web, to all affected providers and, upon request, to members and potential members.

22.2.4. The MCO's decisions regarding utilization management, member education, and
coverage of services shall be consistent with the MCO's clinical practice guidelines
[42 CFR438.236(d)].

22 J. External Quality Review Organization

22.3.1. The MCO shall collaborate with DHHS's External Quality Review Organization
(EQRO) as outlined In 42 CFR 438.358 to assess the quality of care and services
provided to members and to identify opportunities for MCO impx'ovement. To

Page 155



New Hampshire Medicaid Care Management Contract — SFY2018

Exhibit A - Amendment #12

facilitate this process, the MCO shall supply data, including but not limited to claims
data and medical records, to the EQRO.

22.4. Evaluation

22.4.1. The MCO shall prepare a written report within ninety (90) calendar days at the end of
each Agreement year on the QAPI that describes:

22.4.1.1. Completed and ongoing Quality management activities, including all
delegated functions;

V

22.4.1.2. Performance trends on QAPI measures to assess performance In quality of
care and quality of service;

22.4.1.3. An analysis of whether there have been any demonstrated improvements in
the quality of care or service; and

22.4.1.4. An evaluation of the overall effectiveness of the MCO's quality management
program, including an analysis of barriers and recommendations for
improvement

22.4.2. The annual evaluation report shall be reviewed and approved by the MCO's
governing body and submitted to DHHS for review [42 CFR 438.330(e)(2)].

22.4.3. The MCO shall establish a mechanism for periodic reporting of QAPI activities to its
governing body, practitioners, members, and appropriate MCO staff, as well as
posted on the web. The MCO shall ensure that the findings, conclusions,
recommendations, actions taken, and result of QM activity are documented and
reported on a semi-annual basis to DHHS and reviewed by the appropriate individuals
within the organization.

22.5. Quality Measures

22.5.1. MCO shall report annually, according to the then current industry/regulatory standard
definitions, the following.quality measure sets:

22.5.1.1. CMS Core Set of Children's Health Care Quality Measures for Medicaid and
CHIP;

22.5.1.2. CMS Core Set of Health Care Quality Measures for Adults Enrolled in
Medicaid;

22.5.1.3. NCQA Medicaid Accreditation HEDIS/CAHPS Measures, which shall be
validated by submission to NCQA; and
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22.5.1.4-. All available CAHPS measures and sections, including supplements, children
with chronic conditions, and mobility impairment; and

22.5.1.5. Any CMS mandated measures outlined in 42 CFR438.330(cXl)(i).

22.5.2. If additional measures are added to the NCQA or CMS measure sets, MCO shall
include those new measures. For measures that are no longer part of the measures
sets, DHHS may at its option continue to require those measures.

22.5.3. In addition MCO shall submit other quality measures as specified by DHHS in
Exhibit O in a format to be specified by DHHS.

22.5.4. DHHS shall provide the MCO with ninety (90) calendar days notice of any additions
or modifications to the quality measures as specified by DHHS in Exhibit O.
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22.5.5. Each Data Year as defined by NCQA HEDIS specifications, or other twelve (12)
month period determined by DHHS, at DHHS discretion, DHHS may select four (4)
measures to be included in the Quality Incentive Program (QIP). DHHS dial! notify
thc.MCO of the four (4) measures to be included in the QlP no later than three (3)
months prior to the start of the period for which data will be collected to evaluate the
program.

22.5.6. For each measure selected by DHHS for the QIP, DHHS will monitor MCO
performance to determine baseline measures and levels of improvcmcnL

22.5.7. Should DHHS choose QIPs and implement withholds for QIP performance, in the
event of changes to the Medicaid Care Management program or material
circumstances beyond DHHS or the MCOs'. control, which DHHS determines would
unduly limit all MCOs' ability to reasonably perform and achieve the withhold return
threshold, DHHS will evaluate the impact of the circumstances and make such
changes as required, at the discretion of DHHS.

22.5.8. At such time DHHS provides access to Medicare data sets.to the MCOs, the MCO
shall integrate expanded Medicare data sets into its Care Coordination and Quality
Programs and include a systematic and ongoing process for monitoring, evaluating,
and improving the quality and appropriateness of services provided to Medicaid-
Medicare dual members. The MCO shall:

22.5.8.1. Collect data, and monitor and evaluate for improvements to physical health
outcomes, behavioral health outcomes, psycho-social outcomes, and LTSS
outcomes resulting from care coordination of the dual members;

22.5.8.2. Include Medicare data in DHHS quality reporting; and

22.5.8.3. Sign data use agreements and submit data managenient plans as required by
CMS.
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23. Utilization Management
23.1. Policies & Procedures

23.1.1. The MCO's policies and procedures related to the authorization of services shall be in
compliance with 42 CFR 438.210 and NH RSA Chapter 420-E:2.

23.1.2. The MCO shall have in place, and follow, written policies and procedures for
processing requests for initial and continuing authorization of services [42 CFR
438.210(b)(1)).

23.1.3. The MCO shall submit its written utilization management policies, procedures, and
criteria to DHHS for approval as part of the first readiness review. Thereafter the
MCO shall submit its written utilization management policies, procedures, and
criteria that have changed and an attestation listing those that have not changed since
the prior year's submission to DHHS for approval ninety (90) calendar days prior to
the end of the Agreement Year.

23.1.4. The MCO shall submit its written utilization management policies, procedures, and
criteria specific to each phase of Step 2 to DHHS for approval as part of the first
readiness review. Authorizations must be based on a comprehensive and
individualized needs assessment that addresses all needs (not just those for LTSS) and
a subsequent person>centered planning process. Thereafter the MCO shall submit its
written' utilization management policies, procedures, and criteria that have changed
and an attestation listing those that have not changed since the prior year's
submission to DHHS for approval ninety (90) calendar days prior to the end of the
Agreement Year.

23.1.5. The MCO's written utilization management policies, procedures, and criteria shall, at
a minimum, conform to the standards of NCQA.

23.1.6. The MCO may place appropriate limits on a service on the basis of criteria such as
medical necessity; or for utilization control, provided the services furnished can
reasonably be expected to achieve their purpose (42 CFR 438.210(a)].

23.1.7. The MCO's written utilization management policies, procedures, and criteria shall
describe the categories of health care personnel that perform utilization review
activities ar>d where they are licensed. Further such policies, procedures and criteria
shall address, at a minimum, second opinion programs; pre-hospital admission
certification; pre-inpatient service eligibility certification; and concurrenfhospital
review to determine appropriate length of stay; as well as the process used by the
MCO to preserve confidentiality ofmcdical information.

23.1.8. The MCO's written utilization management policies, procedures, and criteria shall be:
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23.1.8.1. Developed with input from appropriate actively practicing practitioners in the
MCO's service area;

23.1.8.2. Updated at least biennially and as new treatments, applications, and
technologies emerge;

23.1.8.3. Developed in accordance with the standards of national accreditation entities;

23.1.8.4. Based on current, nationally accepted standards of medical practice;

23.1.8.5. If practicable, evidence-based; and

23.1.8.6. Be made available upon request to DHHS, providers and members.

23.1.9. The MCOs shall work in good faith with DHHS develop prior authorization forms
with consistent information and documentation requirements from providers
wherever feasible. Providers shall be able to submit the prior authorizations forms
electronically, by mail, or fax.. The MCOs shall submit a proposed plan for the
development of common prior authorization processes within ninety (90) calendar
days of the NHHPP Program Start Date.

23.1.10.The MCO shall have in effect mechanisms to ensure consistent application of review
criteria for authorization decisions, including, but not limited to, intcrrater reliability
monitoring, and consult with the requesting provider when appropriate and at the
request ofthe provider submitting the authorization [42 CFR 438.210(b)(2)].

23.1.1 l.The MCO shall ensure that any decision to deny a service authorization request or to
authorize a service in an amount, duration, or scope that is less than requested, be
made by a health care professional who has appropriate clinical expertise in treating
the member's condition or disease [42 CFR 438.210(b)(3)].

23.1.12.Compensation to individuals or entities that conduct utilization management
activities shall not be structured so as to provide incentives for the individual or entity
to deny, limit, or discontinue medically necessary services to any member (42 CFR
438.210(c)].

23.1.13.Medicaid State Plan Services in place at the time a member transitions to an MCO
will be honored for sixty (60) calendar days or until completion of a medical
necessity review, whichever comes first. The MCO shall also, in the member
handbook, provide information to members regarding prior authorization in the event
the member chooses to transfer to another MCO.
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23.1.14.When a member receiving Slate Plan Home Health Services and Step 1 services
chooses to change to another MCO, the new MCO shall be responsible for the
member's claims as of the effective date ofthe member's enrollment in the new MCO
except as specified in Section 31.2.17. Upon receipt of prior authorization
information from DHHS, the new MCO shall honor prior authorizations in place by
the former MCO for fifteen (15) calendar days or until the expiration of previously
issued prior authorizations, whichever comes first. The new MCO shall review the
service authorization in accordance with the urgent determination requirements of
Section 23.4.2.1.

23.1.15.Prior authorizations in place for long term services and supports at the time a
member transitions to an MCO will be honored until the earliest of (a) the
authorization's expiration date, (b) the member's needs changes, (c) the provider
loses its Medicaid status or (d) otherwise approved by DHHS. The MCO shall also, in
the member handbook, provide information to members regarding prior authorization
in the event the member chooses to transfer to another MCO. In the event that the

prior authorization specifies a specific provider, that MCO will continue to utilize that
provider regardless of whether the provider is participating in the MCO network until
such time as services are available in the MCO's network. The MCO will ensure that
the member's needs are met continuously and will continue to cover services under
the previously issued prior authorization until the MCO issues new authorizations that
address the member's needs.

23.1.l6.Subcontractors or any other party performing utilization review are required to be
licensed in New Hampshire.

23.2. Medical Necessity Determination

23.2.1. The MCO shall specify what constitutes "medically necessary services" in a manner
that;

23.2.1.1. Is no more restrictive than the State Medicaid program; and

23J2.1.2. Addresses the extent to which the MCO is responsible for covering services
related to the following [42 CFR 438.210(a)]:

23.2.1.2.1. The prevention, diagnosis, and treatment of health impairments;

23.2.1.2.2. The ability to achieve age-appropriate growth and development; and.

23.2.1.2.3. The ability to attain, maintain, or regain functional capacity.

Page 161



New Hampshire Medicald Care Management Contract — SFY2018

Exhibit A • Amendment #12

0

23.2.2. For members tweniy-one (21) years of age and older the following definition of
medical necessity shall be us^: "Medically necessary" means health care services
that a licensed health care provider, exercising prudent clinical judgment, would
provide, in accordance with generally accepted standards of medical practice, to a
recipient for the purpose of evaluating, diagnosing, preventing, or treating an acute or
chronic illness, injury, disease, or its symptoms, and that are [Hc-W 530.01(0):

23.2.2.1. Clinically appropriate in terms of type, frequency of use, extent, site, and
duration, and consistent with the establish^ diagnosis or treatment of the
recipient's illness, injury, disease, or ilssymptonts;

f

23.2.2.2. Not primarily for the convenience of the recipient or the recipient's family,
caregiver, or health care provider;

23.2.2.3. No more costly than other items or services which would produce equivalent
diagnostic, therapeutic, or treatment results as related to the recipient's illness,
injury, disease, or its symptoms; and

23.2.2.4. Not experimental, investigative, cosmetic, or duplicative in nature.

23.2.3. For EPSDT services the following definition of medical necessity shall be used:
"Medically necessary" means reasonably calculated to prevent, diagnose, correct,
cure, alleviate or prevent the worsening of conditions that endanger life,-cause pain,
result in illness or infirmity, threaten to cause or aggravate a handicap, or cause
physical deformity or malfunction, and no other equally effective course of treatment
is available or suitable for the EPSDT recipient requesting a medically necessary
service He-W546.01(0-

23.2.4. The MCO must provide die criteria for medical necessity determinations for mental
health or substance use disorder benefits to any enrollee, potential enrollee, or
contracting provider upon request.

23J. Necessity Determination

23.3.1. For long term services and supports (including CFI Waiver services) the following
definition of necessity shall be used: "Necessary" means reasonably calculated to
prevent, diagnose, correct, cure, alleviate or prevent the worsening of conditions that
endanger life, cause pain, result in illness or infirmity, threaten to cause or aggravate
a handicap, cause physical deformity or malfunction, or is essential to enable the
individual to attain, maintain, or regain functional capacity and/or independence, and
no other equally effective course of treatment is available or suitable for the recipient
requesting a necessary long term services and supports within the limits of current
waivers, statutes, administrative rules, and/or Medicaid State Plan amendments.

Page 162



New Hampshire Medicald Care Management Contract — SFY2018

Exhibit A • Amendment #12

23.4. Notices of Coverage Determinations

23.4.1. The MCO shall provide the requesting provider and the member with written notice
of any decision by the MCO to deny a service authorization request, or to authorize a
service in an amount, duration, or scope that is less than requested. The notice shall
meet the requirements of 42 CFR 438.210(c) and 438.404.

23.4.2. The MCO shall make utilization management decisions in a timely manner. The
following minimum standards shall apply:

23.4.2.1. Urgent determinations: The determination of an authorization involving
urgent care shall be made as soon as possible, taking Into account the medical
exigencies, but in no event later than seventy-two (72) hours after receipt of

' the request for ninety-eight percent (98%) of requests, unless the member or
member's representative fails to provide sufficient information to determine
whether, or to what extent, benefits are covered or payable. In the case of such
failure, the MCO shall notify the member or member's representative within
twenty-four (24) hours of receipt of the request and shall advise the member
or member's representative of the specific information necessary to make a
determination. The member or member's representative shall be afforded a
reasonable amount of time, taking into account the circumstances, but not less
than forty-eight (48) hours, to provide the specified information. Thereafter,
notification of the benefit determination shall be made as soon as possible, but
in no case later than forty-eight (48) hours after the earlier of (1) the MCO's
receipt of the specified additional information, or (2) the end of the period
afforded the member or member's representative to provide the specified
additional information.

23.4.2.2. Continued/Extended Services: The determination of an authorization
involving urgent care and relating to the extension of an ongoing course of
treatment and involving a question of medical necessity shall be made within
twenty-four (24) hours of receipt of the request for ninety-eight percent (98%)
of requests, provided that the request is made at least twenty-four (24) hours
prior to the expiration of the prescribed period oftime or course of treatment.

- 23.4.2.3. Routine determinations: The determination of ail other authorizations for pre-
service benefits shall be made within a reasonable time period appropriate to
the medical circumstances, but in no event exceed the following timeframes
for ninety-five percent (95%) of requests:

23.4.2.3.1. Fourteen (14) calendar days after the receipt "of a request:

a. An extension of up to fourteen (i 4) calendar days is permissible if:
i. the member or the provider requests the extension; or
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ii. the MCO justifies a need for additional information and that
the extension is in the member's interest;

23.4.2.3.2. Two (2) calendar days for diagnostic radiology.
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23.4.2.4. The MCO shall provide members written notice as expeditiously as the
member's health condition requires and not to exceed fourteen (14) calendar
days following a request for initial and continuing authorizations of services,
except an extension of up to an additional fourteen (14) calendar days is
permissible, if:

23.4.2.5. The member or the provider requests the extension; or

23.4.2.6. The MCO justifies a need for additional information and how the extension is
in the member's interest.

23.4.2.7. If such an extension is necessary due to a failure of the member or member's
representative to provide sufficient information to determine whether, or to
what extent, benefits are covered as payable, the notice of extension shall
specifically describe the required additional information needed, and the
member or member's representative shall be given at least forty- five (45)
calendar days from receipt of the notice within which to provide the specified
information. Notification of the benefit determination following a request for
additional information shall be made as soon as possible, but In no case later
than fourteen (14) calendar days after the earlier of (I) the MCO's receipt of
the specified additional information, or (2) the end of the period afforded the
member or member's representative to provide the specified additional
information. When the MCO extends the timeframe, the MCO must.givc the
mefnber written notice of the reason for the decision to extend the timeframe

and inform the member of the right to file a grievance if he or she disagrees
with that decision. Under such circumstance, the MCO must issue and carry
out its determination as expeditiously as the member's health condition
requires and no later than the date the extension expires.

23.4.2.8. Determination for Services that have been delivered: The determination of a

post service authorization shall be made within thirty (30) calendar days of the
date of filing. In the event the member fails to provide sufficient information
to determine the request, the MCO shall notify the member within fifteen (15)
calendar days of the date of filing; as to what additional information is
required to process the request and the member shall be given at least forty-
five (45) calendar days to provide the required information. The thirty (30)
calendar day period for determination shall be tolled until such time as the
member submits the required Information.

23.4.3. Whenever there is an adverse determination, the MCO shall notify the ordering
provider and the member. For an adverse standard authorization decision, the MCO
shall provide written notification within three (3) calendar days of the decision.
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23.5. Advance Directives

23.5.1. The MCO shall maintain written policies and procedures that meet requirements for
advance direaives In Subpart I of 42 CFR 489.

23.5.2. The MCO shall adhere to the definition ofadvancc directives as defined in 42 CFR
489.100.

23.5.3. The MCO shall maintain written policies and procedures concerning advance
directives with respect to all adult individuals receiving medical care by or through
the MCO [42 CFR 422.128].

23.5.4. The MCO shall not condition the provision of care or otherwise discriminate against
an enrollee or potential enrollee based on whether or not the individual has executed
an advance directive.

23.5.5. The MCO shall provide information in the member handbook with respect to the
following:

23.5.5.1. TTie member's rights under the state law. The information provided by the
MCO shall reflect changes in Slate law as soon as possible, but no later than
ninety (90) calendar days af^er the effective date of the change [42 CFR
438.30(3) and (4)].

23.5.5.2. The MCO's policies respecting the implementation of those rights including a
statement of any limitation regarding the implementation ofadvancc
directives as a matter of conscience

23.5.5.3. That complaints concerning noncompliance with the advance directive
requirements may be filed with the appropriate State Agency [42 CFR
438.3(;)(l); 42 CFR 438.10(g)(2); 42 CFR 422.128; 42 CFR 489 (subpartJ);
42 CFR 489.100].
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24. MCIS

24.1. System Functionality

24.1.1. The MCO Managed Care Information System (MCIS) shall include, but not be ,
limited to:

24.1.1.1. Management of Recipient Demographic Eligibility and Enrollment and
History

24.1.1.2. Management of Provider Enrollment and Credentiaiing

24.1.1.3. Benefit Plan Coverage Management, History and Reporting

24.1.1.4. Eligibility Verification

24.1.1.5. Encounter Data

24.1.1.6. Weekly Reference File Updates

24.1.1.7. Service Authorization Tracking, Support and Management

24.1.1.8. Third Party Coverage and Cost Avoidance Management

24.1.1.9. • Financial Transactions Management and Reporting

24.1.1.10. Payment Management (Checks, EFT, Remittance Advices, Banking)

24.1.1.11. Reporting (Ad hoc and Prc-Defmcd/Schedulcd and On-Demand)

24.1.1.12. Call Center Management

24.1.1.13. Claims Adjudication
/

24.1.1.14. Claims Payments

24.1.1.15. Quality of Services (QOS) metrics

24.2. Information System Data Transfer

24.2.1. Effective communication between the MCO and DHHS will require secure, accurate,
complete and auditable transfer of data to/from the MCO and DHHS management
information systems. Elements of data transfer requirements between the MCO and
DHHS management information systems shall include, but not be limited to:
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24.2.1.1. DHHS read access to all NH Medlcaid Care Management data in reporting
databases where data is stored, which includes all tools required to access the
data at no additional cost to DHHS;

24.2.1.2. Exchanges of data between the MCO and DHHS in a format and schedule as
prescribed by the State, Including detailed mapplng'specificalions identifying
the data source and target;

24.2.1.3. Secure (encrypted) communication protocols to provide timely notification of
any data file retrieval, receipt, load, or send transmittal issues and provide the
requisite analysis and support to identify and resolve issues according to the
timelines set forth by the state.

24.2.1.4. Collaborative relationships with DHHS, its MMIS fiscal agent, and other
interfecing entities to implement effectively the requisite exchanges of data
necessary to support the requirements of this Agreement;

24.2.1.5. MCO implementation of the necessary telecommunication infrastructure and
tools/utilities to support secure connectivity and access to the system and to
support the secure, effective transfer of data;

24.2.1.6. Utilization of data extract, transformation, and load (ETL) or similar methods
for data conversion and data interface handling, that, to the maximum extent
possible, automate the extract, transformation and load processes, and provide
for source to target or source to specification mappings;

24.2.1.7. Mechanisms to support the electronic reconciliation of all data extracts to
source tables to validate the integrity of data extracts; and

24.2.1.8. A given day's data transmissions, as specified in 24.5.9, are to be downloaded
to DHHS according to the schedule prescribed by the State. If errors are
encountered in batch transmissions, reconciliation of transactions will be
included in the next batch transmission.

24.2.2. The MCO shall designate a single point of contact to coordinate data transfer issues
with DHHS.

24.2.3. The State shall-provide for a common, centralized electronic project repository,
providing for secure access to authorized MCO and DHHS staff to project plans,
documentation, issues tracking, deliverables, and other project related artifacts.
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24.3. Ownership and Access to Sj-stems and Data

24.3.1. All data accumulated as part of this program shall remain the property of DHHS and .
upon termination of the Agreement the data will be electronically transmitted to
DHHS in the media format and schedule prescribed by DHHS, and affirmatively and
securely destroyed if required by DHHS.

24.4. Records Retention

24.4.1. The MCO shall retain, preserve, and make available upon request all records relating
to the performance of its obligations under the Agreement, including paper and
electronic claim forms, for a period of not less than seven (7) years from the date of
termination of this Agreement. Records involving matters that arc the subject of
litigation shall be retained for a period of not less than seven (7) years following the
termination of litigation. Certified protected electronic copies of the documents
contemplated herein may be substituted for the originals with the prior written
consent of DHHS, if DHHS approves the electronic imaging procedures as reliable
and supported by an effective retrieval system.

24.42. Upon expiration of the seven (7) year retention period and upon request, the subject
records must be transferred to DHHS' possession. No records shall be destroyed or
otherwise disposed of without the prior written consent of DHHS.

24.5. MCIS Requirements

24.5.1. The MCO shall have a comprehensive, automated, and integrated Managed Care
Information System (MCIS) that is capable of meeting the requirements listed below
and throughout this Agreement and for providing all of the data and information
necessary for DHHS to meet federal Medicaid reporting and information regulations.

24.5.2. All subcontractors shall meet the same standards, as described in this Section 24, as
the MCO. The MCO shall be held responsible for errors or noncompliance resulting
from the action of a subcontractor with respect to its provided functions.

24.5.3. Specific functionality related to the above shall include, but is not limited to, the
following:

24.5.3.1. The MCIS membership management system must have the capability to
receive, update, and maintain New Hampshire's membership Hies consistent
with information provided by DHHS.

24.5.3.2. The MCIS shall have the capability to provide daily updates of membership
information to sub-contractors or providers with responsibility for processing
claims or authorizing services based on membership information.
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24.5.3.3. The MCIS' provider file must be maintained with detailed information on
each provider sufficient to support provider enrollment and payment and also
meet DHHS* reporting and encounter data requirements.

'24.5.3.4. The MCIS' claims processing system shall have the capability to process
claims consistent with timeliness and accuracy requirements ofa federal
MM IS system.

24.5.3.5. The MCIS' Services Authorization system shall be integrated with the claims
processing system.

24.5.3.6. The MCIS shall be able to maintain its claims history with sufficient detail to
meet all DHHS reporting and encounter requirements.

24.5.3.7. The MCIS' credentialing system shall have the capability to store and report
on provider specific data sufficient to meet the provider credentialing
requirements, Quality Management, and Utilization Management Program
Requirements.

24.5.3.S. The MCIS shall be bi-directionally linked to the other operational systems
maintained by DHHS, in order to ensure that data captured in encounter
records accurately matches data in member, provider, claims and
authorization files, and in order to enable encounter data to be utilized for
member profiling, provider profiling, claims validation, fraud, waste and
abuse monitoring activities, and any other research and reporting purposes
defined by DHHS.

24.5.3.9. The encounter data system shall have a mechanism in place to receive,
process, and store the required data.

24.5.3.10. The MCO system shall be compliant with the requirements of HIPAA,
including privacy, security. National Provider Identifier (NPI), arid transaction

- processing, including being able to process electronic data interchange
transactions in the Accredited Standards Committee (ASC)5010 format. This
also includes IRS Pub 1075 where'applicable.

24.5.4. MCIS capability shall include, but not be limited to the following:

24.5.4.1. Provider network connectivity to Electronic Data Interchange (EDI) and
provider portal systems;

'  • •
24.5.4.2. Documented scheduled down time and maintenance windows as agreed upon

with DHHS for externally accessible systems, including telephony, web.
Interactive Voice Response (IVR), EDI, and online reporting;

Page 170



Now Hampshire Medlcaid Care Management Contract — 8rY2018

Exhibit A-Amendment #12
•  1

24.5.4.3. DHHS on-line web access to applications and data required by the State to
utiiize agreed upon workflows, processes, and procedures (approved by the
State) to access, analyze, or utilize data captured in the MCO system(s) and to
perform appropriate reporting and operational activities;

24.5.4.4. DHHS access to user acceptance test environment for externally accessible
systems including websites and secure portals;

24.5.4.5. Documented instructions and user manuals for each component; and

24.5.4.6. Secure access.

24.5.5. MCrS Up-iime

24.5.5.1. Externally accessible systems, including telephony, web, IVR, EDI, and
online reporting shall be available twenty-four (24) hours per day, seven (7) .
days per week, three-hundred-sixty-five (365) days per year, except for
scheduled maintenance upon notification of and pre-approval by DHHS.
Maintenance period cannot exceed four (4) consecutive hours without prior
DHHS approval.

24.5.5.2. MCO shall provide redundant telecommunication backups and ensure that
interrupted transmissions will result in immediate failoverto redundant
communications path as well as guarantee data transmission is complete,
accurate and fully synchronized with operational systems.

24.5.6. Systems operations and support shall include, but not be limited to the following:

24.5.6.1. On-call procedures and contacts

24.5.6.2. Job scheduling and failure notification documentation

24.5.6.3. Swure (encrypted) data transmission and storage methodology

24.5.6.4. Interface acknowledgements and error reporting

24.5.6.5. Technical issue escalation procedures

24.5.6.6.. Business and member notification

24.5.6.7. Change control management

24.5.6.8. Assistance with User Acceptance Testing (UAT) and implementation
coordination
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24.5.6.9. Documented data interface spccirications - data imported and extracts
exported including database mapping specifications.

24.5.6.10. Disaster Recovery and Business Continuity Plan

24.5.6.11. Joumaling and internal backup procedures. Facility for storage MUST be
class 3 compliant.

24:5.6.12. Communication and Escalation Plan that fully outlines the steps necessary to
perform notification and monitoring of events including all appropriate
contacts and timeframes for resolution by severity of the event.

24.5.7. The MCO shall be responsible for implementing and maintaining necessary
telecommunications and network infrastructure to support the MClS and will provide:

24.5.7.1. Network diagram that fully defines the topology of the MCO's network.

24.5.7.2. State/MCO connectivity

24.5.7.3. Any MCO/subcontraclor locations requiring MCIS access/support

24.5.7.4. Web access for DHHS staff, providers and recipients

24.5.8. Data transmissions from DHHS to the MCO will include, but not be limited to the
following:

24.5.8.1. Provider Extract (Daily)

24.5.8.2. Recipient Eligibility Extract (Daily)

24.5.8.3. Recipient Eligibility Audit/Roster (Monthly)

24.5.8.4. Medical and Pharmacy Service Authorizations (Daily)

24.5.8.5. Commercial and Medical Third Party Coverage (Daily)

24.5.8.6. Claims History (Bi-Wcckly)

24.5.8.7. Capitation payment data

24.5.9. Data transmissions iKim the MCO to DHHS shall include but not be limited to:

24.5.9.1. Member Demographic changes (Daily)

24.5.9.2. MCO Provider Network Data (Daily)
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24.5.9.3. Medical and Pharmacy Service Authorizations (Daily)

24.5.9.4. Beneficiary Encounter Data including paid, denied, adjustment transactions by
pay period (Weekly)

24.5.9.5. Financial Transaction Data

24.5.9.6. Updates to Third Party Coverage Data (Weekly)

24.5.9.7. Behavioral Health Certification Data (Monthly)

24.5. lO.The MCO shall provide DHHS staff with access to timely and complete data:

24.5.10.1. All exchanges ofdata between the MCO and DHHS shall be in a format, file
record layout, and scheduled as prescribed by DHHS.

24.5.10.2. The MCO shall work collaboralively with DHHS, DHHS* MMIS fiscal agent,
the New Hampshire Department of Information Technology, and other
interfacing entities to implement effectively the requisite exchanges of data
necessary to support the requirements of this Agreement.

24.5.10.3. The MCO shall implement the necessary telecommunication infrastructure to
support the MCIS and shall provide DHHS with a network diagram depicting
the MCO*s communications infrastructure, including but not limited to
connectivity between DHHS and the MCO, including any MCO/subcontraclor
locations supporting the New Hampshire program.

24.5.10.4. TTic MCO shall utilize data extract, transformation, aind load (ETL) or similar
methods for data conversion and data interface handling, that, to the
maximum extent possible, automate the ETL processes, and that provide for
source to target or source to specification mappings, all business rules and
transformations where applied, summary and detailed counts, and any data
that cannot be loaded.

24.5.10.5. The MCO shall provide support to DHHS and its fiscal agent to prove the
validity, integrity and reconciliation of its data, including encounter data

24.5.10.6. The MCO shall be responsible for correcting data extract errors in a timeline
set forth by DHHS as outlined within this document (24.2.1.8),

24.5.10.7. Access shall be secure and data shall be encrypted in accordance with HIPAA
regulations and any other applicable state and federal law.

24.5.10.8. Secure access shall be managed via passwords/pins/and any operational
methods used to gain access as well as maintain audit logs of all users access
to the system.
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24.5.H.TheMCIS shall include web access for use by and support to enrolled providers and
members. The services shall be provided at no cost iclhe provider or members. All
costs associated with the development, security, and maintenance of these websites
shall be the responsibility of the MCO.

24.5.11.1. The MCO shall create secure web access for Medicaid providers and members
and authorized DHHS staff to access case^specific Information.

24.5.11.2. The MCO shall manage provider and member access to the system, providing
for the applicable secure access management, password, and PIN
communication, and operational services necessary to assist providers and
members with gaining access and utilizing the web portal.

24.5.11.3. Providers will have the ability to electronically submit service authorization
requests and access and utilize other utilization management tools.

24.5.11.4. Providers and members shall have the ability to download and print any
needed Medicaid MCO program forms and other information.

24.5.11.5. Providers shall have an option to e>prescribe as an option without electronic
medical records or hand held devices.

24.5.11.6. MCO shall support provider requests and receive general program information
with contact information for phone numbers, mailing, and e-mail address(es).

24.5.11.7. Providers shall have access to drug information.

24.5.11.8. The website shall provide an e-mail link to the MCO to allow providers and
members or other interested parties to e-mail inquiries or comments. This^
website shall provide a link to the State's Medicaid website.

24.5.11.9. The website shall be secure and HIPAA compliant in order to ensure the
protection of Protected Health Information and Medicaid recipient
confidentiality. Access shall be limited to verified users via passwords and
any other available industry standards. Audit logs must be maintained
reflecting access to the system and random audits will be conducted.

24.5.1 l.lO.The MCO shall have this system available no later than the Program Start
Date.

24.5.11 .ll.Support Performance Standards shall include:

24.5.11.11.1.Email inquiries-one (1) business day response

24.5.11.112.New information posted within one (1) business day of receipt

24.5.11.11.3.Routine maintenance
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24.5.11.11.4.Standard reports regarding portal usage such as hits per month by
providers/members, number, and types of inquiries and requests, and
email response statistics as well as maintenance reports.

24.5.11.11.5. Website user interfaces shad be ADA compliant with Section 508 of
the Rehabilitation Act and support all major browsers (i.e. Chrome,
Internet Explorer, Firefox^ Safari, etc.). If user does not have
compliant browser, MCO must redirect user to site to install
apprc^riate browser.

24.5.I2.Critical systems within the MCIS support the delivery of critical medical services to
members and reimbursement to providers. As such, contingency plans shall be
developed and tested to ensure continuous operation of the MCIS.

24.5.12.1. The MCO shall host the MCIS at the MCO's data center, and provide for
adequate redundancy, disaster recovery, and business continuity such that in
the event of any catastrophic incident, system availability is restored to New
Hampshire within twenty-four (24) hours of incident onset.

24.5.12.2. The MCO shall ensure that the New Hampshire PHI data, data processing, and
data repositories are securely segregated from any other account or project,
and that MCIS is under appropriate configuration management and change
management processes and subject to DHHS notification requirements as
defined in Section 24.5.13.

24.5.12.3. The MCO shall manage all processes related to properly archiving and
processing files including maintaining logs and appropriate history flies that
reflect the source, type and user associated with a transaction. Archiving
processes shall not modify the data composition of DHHS* records, and
archived data shall be retrievable at the request of DHHS. Archiving shall be
conducted at intervals agreed upon between the MCO and DHHS.

24.5.12.4. The MCIS shall be able to accept, process, and generate HIPAA compliant
electronic transactions as requested, transmitted between providers, provider
billing agents/clearing houses, or DHHS and the MCO. Audit logs of
activities will be maintained and periodically reviewed to ensure compliance
with security and access rights granted to users.

24.5.12.5. Thirty (30) calendar days prior to the beginning of each State Fiscal Year, the
MCO shall submit the following documents and corresponding checklists for
DHHS* review and approval:

24.5.12.5.1 .Disaster Recovery Plan

24.5.12.5.2.Business Continuity Plan

24.5.l2-.5.3.Security Plan
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24.5.12.5.4.The MCO shall provide the following documents. If after the original
documents are submitted the MCO modifies any of them, the revised
documents and corresponding checklists shall be submitted to DHHS
for review and approval:

a. Risk Management Plan

b. Systems Quality Assurance Plan

c. Confirmation of 5010 compliance and Companion Guides

d. Confirmation of compliance with IRS Publication 1075

e. Approach to implementation of ICD-10 and ultimate compliance

24.5.13,Management ofchanges to the MCIS is critical to ensure uninterrupted functioning
of the MCIS. The following elements shall be part of the change management
process:

24.5.13.1. The complete system shall have proper configuration management/change
management in place (to be reviewed and approved by DHHS). The MCO
system shall be configurable to support timely changes to benefit enrollment
and benefit coverage or other such changes.

24.5.13.2. The MCO shall provide DHHS with written notice of major,systems changes
and implementations no later than ninety (90) calendar days prior to the
planned change or implementation, including any changes relating to
subcontractors, and specifically identifying any change impact to the data
interfaces or transaction exchanges between the MCO and DHHS and/or the
fiscal agent. DHHS retains the right to modify or waive the notification
requirement contingent upon the nature of the request from the MCO.

24.5.13.3. The MCO shall provide DHHS with updates to the MCIS organizational chart
and the description of MCIS responsibilities at least thirty (30) calendar days
prior to the effective date of the change, except where personnel changes were
not foreseeable in such period, in which case notice shall be given ̂ ithin at
least one (I) business day. The MCO shall provide DHHS with official points
of contact for MCIS issues on an ongoing basis.

24.5.13.4. A New Hampshire program centralized electronic repository shall be provided
that will allow full access to project documents, including but not limited to
project plans, documentation, issue tracking, deliverables, and ̂ y project
artifacts. All Items shall be turned over to DHHS upon request.
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24.5.13.5. The MCO shall ensure appropriate testing isdone for all system changes.
MCO shall also provide a test system for DHHS to monitor changes in
externally facing applications (i.e. NH websites). This test site shall contain no
actual PHI data of any member.

24.5.13.6. The MCO shall make timely changes or defect fixes to data interfaces and
execute testing with DHHS and other applicable entities to validate the
integrity of the interface changes.

24.5.14.DHHS, or its agent, may conduct a Systems Readiness Review to validate the
MCO's ability to meet the MCIS requirements.

24.5.14.1. The System Readiness Review may include a desk review and/or an onsite
review.

24.5.14.2. if DHHS determines that it is necessary to conduct an onsite review, the MCO
shall be responsible for all reasonable travel costs associated with such onsite
reviews for at least two (2) staff from DHHS. For purposes of this section,
"reasonable travel costs" include airfare, lodging^ meals, car rental and fuel,
taxi, mileage, parking, and other incidental travel expenses incurred by DHHS
or its authorized agent in connection with the onsite reviews.

. 24.5.14.3. If for any reason the MCO does not fiilly meet the MCIS requirements, the
MCO shall, upon request by DHHS, either correct such deficiency or submit
to DHHS a Corrective Action Plan and Risk Mitigation Plan to address such
deficiency. Immediately upon identifying a deficiency, DHHS may impose
' contractual remedies according to the severity of the deficiency.

24.5.i5.Systcms enhancements developed specifically, and data accumulated, as part of the
New Hampshire Care Management program remain the property of the State of New
Hampshire.

24.5.15.1. Source code developed for this program shall remain the property of the
•vendor but will be held in escrow.

24.5.15.2. All data accumulated as part of this program shall remain the property of
DHHS and upon termination of the Agreement the data shall be electronically
transmitted to DHHS in a format and schedule prescribed by DHHS.

24.5.15.3. The MCO shall not destroy or purge DHHS' data unless directed to or agreed
to in writing by DHHS. The MCO shall archive data only on a schedule
agreed upon by DHHS and the data archive process shall not modify the data
composition of the source records. All DHHS archived data shall be
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retrievable for review and or reporting by DHHS in the timeframe set forth by
DHHS. '

24.5.16.The MCO shall provide DHHS with system reporting capabilities that shall include
access to pre-designed and agreed upon scheduled reports, as well as the ability to
execute ad-hoc queries to support DHHS data and information needs. DHHS
acknowledges the MCO's obligations to appropriately protect data and system
performance, and the parties agree to work together to ensure DHHS information
needs can be met while minimizing risk and impact to the MCO's systems.

24.5.17.Quality ofService (QOS) Metrics:

24.5.17.1. System Integrity: The system shall ensure that both user and provider portal
design, and implementation is in accordance with Federal, standards,
regulations and guidelines related to security, confidentiality and auditing (e.g.
HIPAA Privacy and Security Rules, National Institute of Security and
Technology).

24.5.17.2. The security of the care management processing system must minimally
provide the following three types of controls to maintain data integrity that
directly impacts QOS . These controls shall be in place at all appropriate
points of processing:

24.5.17.2.1.Preventive Controls: controls designed to prevent errors and
unauthorized events from occurring.

24.5.17.2.2.Detective Controls: controls designed to identify errors and
unauthorized transactions that have occurred in the system.

24.5.17.2.3.Corrective Controls: controls to ensure that the problems identified by
the detective controls are corrected.

24.5.l7.2.4.System Administration: Ability to comply with HIPAA, ADA, and
other federal and state regulations, and perform in accordance with
Agreement terms and conditions. Provide a flexible solution to
effectively meet the requirements of upcoming HIPAA regulations and
other-national standards development. The system must accommodate
changes with global impacts (e.g., implementation of ICD-10-CM
diagnosis and procedure codes, eHR, e-Prescribe) as well as new
transactions at no additional cost.
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25. Data Reporting
25.1. General Provisions

25.1.1. The MCO shall make all collected data available to DHHS upon request and upon the
■ request of CMS [42 CFR 438.242(b)(4)].

25.1.2. The MCO shall maintain a health Information system that collects, analyzes,
integrates, and reports data. The system shall provide information on areas including,
but not limited to, utilization, grievances and appeals, and disenrollmcnt for other
than loss of Medicaid eligibility [42 CFR 438.242(a)].

25.1.3. The MCO shall collect data on member and provider characteristics as specified by
DHHS and on services furnished to members through a MCIS system or other
methods as may be specified by DHHS [42 CFR 438.'242(b)(2)].

25.1.4. The MCO shall ensure that data received from providers are accurate and complete
by:

25.1.4.1. Verifying the accuracy and timeliness of reported data;

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

25.1.4.3. Collecting service information in standardized formats to the extent feasible
and appropriate [42 CFR 438.242(b)(3)].

25.2. EncoanterData

25.2.1. The MCO shall submit encounter data in the format and content, timeliness,
completeness, and accuracy as specified by the DHHS and in accordance with
timeliness, completeness, and accuracy standards as established by DHHS.

25.2.2. All encounter data shall remain the property of DHHS and DHHS retains the right to
use it for any purpose it deems neces^ry.

25.2.2.1. The MCO shall provide support to DHHS to substantiate the validity, integrity
and reconciliation of DHHS reports that utilize the MCO encounter data.

25.2.3. Submission of encounter data to DHHS does not eliminate the MCO's responsibility
under state statute to submit member and claims data to the Comprehensive
Healthcare Information System [NH RSA 420-G:l,l II. (a)]

25.2.4. The MCO shall ensure that encounter records are consistent with the DHHS

requirements and all applicable state and federal laws.
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25.2.5. MCO encounters shall include all adjudicated claims, including paid, denied, and
adjusted claims.

25^.6. The MCO shall use appropriate member Identifiers as defined by DHHS.

25.2.7. The MCO shall maintain a record of both servicing and billing Information in its
encounter records.

25.2.8. The MCO shall also use appropriate provider identifiers for encounter records as
directed by DHHS.

25.2.9. The MCO shall have a computer and data processing system sufficient to accurately
produce the data, reports, and encounter record set in formats and timelines
prescribed by DHHS as defined in this Agreement. ̂

25.2.10.The system shall be capable of following or tracing an encounter within its system
using a unique encounter record identification number for each encounter.

25.2.1 l.The MCO shall collect service information in the federally mandated HIPAA
transaction formats and code sets, and submit these data in a standardized format
approved by DHHS. The MCO shall make all collected data available to DHHS after
it is tested for compliance, accuracy, completeness, logic, and consistency.

25.2112.The MCO's systems that are required to use or otherwise contain the applicable data
type shall conform with current and future HIPAA-based standard code sets; the
processes through which the data are generated shall conform to the same standards;

25.2.12.1. Health Care Common Procedure Coding System (HCPCS)

25.2.12.2. CPT codes '

25.2.12.3. International Classification of Diseases, 9th revision, Clinical Modification
ICD-9-CM Volumes 1 & 2 (diagnosis codes) is maintained by the National
Center for Health Statistics, Centers for Disease Control (CDC) within the
U.S. Department of Health and Human Services (HHS).

25.2.12.4. International Classification of Diseases, 9th revision. Clinical Modification
1CD-9-CM Volume 3 (procedures) is maintained by CMS and is used to
report procedures for inpaticnt hospital services.
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25.2.12.5. International Classification of Diseases, 10th revision, Clinical Modification
ICD-IO-CM is the new diagnosis coding system that was developed as a
replacement for 1CD-9-CM, Volume 1 & 2. International Classification of
Diseases, 10th revision, Procedure Coding System ICD-IO-PCS is the new

■ procedure coding system that was developed as a replacement for ICD-9-CM,
volume 3. The compliance date for ICD-lO-CM for diagnoses and ICD-IO-
PCS for inpatient hospital procedures is October 1, 2015.

25.2.12.6. National Drug Codes (NDC): ThcNDC is a code set that identifies the vendor
(manufacturer), product and package size of all drugs and biologies
recognized by the Federal Drug Administration (FDA). It is maintained and
distributed by HHS, in collaboration with drug manufacturers.

25.2.12.7. Code on Dental Procedures and Nomenclature (CDT): The CDT is the code
set for dental services. It is maintained and distributed by the American Dental
Association (ADA).

25.2.12.8. Place of Service Codes are two-digit codes placed on health care professional
claims to indicate the setting in which a service was provided. CMS maintains
point of service (POS) codes used throughout the health care industry.

25.2.12.9. Claim Adjustment Reason Codes (CARC) explain why a claim payment is
reduced. Each CARC is paired with a dollar amount, to reflect the amount of
the specific reduction, and a Group Code, to specify whether the reduction is
the responsibility of the provider or the patient when other insurance is

.  involved.

25.2.12. lO.Reason and Remark Codes (RARC) are used when other insurance denial
information is submitted to the Medicaid Management Information System
(MMIS) using standard codes defined and maintained by CMS and the
National Council for Prescription Drug Programs (NCPDP).

25.2.13.All MCO encounters shall be submitted electronically to DHHS or the State's fiscal
agent in the standard HIPAA transactibn formats, namely the ANSI X12N 837
transaction formats (P - Professional and 1 - Institutional) and, for pharmacy services,
in the NCPDP format.

25.2.14.A11 MCO encounters shall be submitted with MCO paid amount, or FFS equivalent,
and as applicable the Medicare paid amount, other insurance paid amount and
expected member co-payment amount.

25.2.15.The MCO shall continually provide up to date documentation of payment methods
used' for all types of services by date of use of said methods.
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25.2.16.The MCO shall continually provide up to date documentation of claim adjustment
methods used for all types of claims by date of use of said methods.

25.2.17.The MCO shall collect, and submit to the State's fiscal agent, member service level
encounter data for all covered services. The MCO shall be held responsible for errors
or non-compliance resulting from its own actions or the actions of an agent
authorized to act on its behalf.

25.2.18.The MCO shall conform to all current and future HIPAA-compliant standards for
information exchange. Batch and Online Transaction Types are as follows:

25.2.18.1. Batch transaction types

25.2.18.1.1.ASC X12N 820 Premium Payment Transaction

25.2.18.1.2.ASC X12N 834 Enrollment and Audit Transaction

25.2.18.1.3.ASC X12N 835 Claims Payment Remittance Advice Transaction

25.2.18.1.4.ASC XI2N 8371 Institutional Claim/Encounter Transaction

25.2.18.1.5.ASC X12N 837P Professional Claim/Encounter Transaction

25.2.18.1.6.ASC X12N 837D Dental Claim/Encounter Transaction

25.2.18.1.7.NCPDP D.O Pharmacy Claim/Encounter Transaction

25.2.18.2. Online transaction types

25.2.18.2.1.ASC X12N 270/271 Eligibility/Benefit Inquiry/Response

25.2.18.2.2.ASC XI2N 276 Claims Status Inquiry

25.2.18.2.3.ASC XI2N 277 Claims Status Response

25.2.18.2.4.ASC X12N 278/279 Utilization Review Inquiry/Response

25.2.18.2.5.NCPDP D.O Pharmacy Claim/Encounter Transaction

25.2.19.Submitted encounter data shall include all elements specified by DHHS including,,
but not limited to, those specified in Exhibit N and detailed in the Medicaid
Encounter Submission Guidelines.

25.2.20.The MCO shall use the procedure codes, diagnosis codes, and other codes as directed
by DHHS for reporting Encounters and fee- for-service claims. Any exceptions will
be considered on a codc-by-code basis after DHHS receives written notice from the
MCO requesting an exception. The MCO shall also use the provider identifiers as
directed by DHHS for both Encounter and fee-for-servlce claims submissions, as
applicable.
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25.2.21 The MCO shall provide as a supplement to the encounter data submission a member
file, which shall contain appropriate member identification numbers, the primary care
provider assignment of each member, and the group affiliation of the primary care
provider.

25.2.22.The MCO shall submit complete encounter data in the appropriate HIPAA-compiiant
formats regardless of the claim submission method (hard copy paper, proprietary
formats, EDI, DDE).

25.2.23.The MCO shall assign staff to participate in encounter technical work group
meetings as directed by DHHS.

I

25.2.24.The MCO shall provide complete and accurate encounters to DHHS. The MCO shall
implement review procedures to validate encounter data submitted by providers. The
MCO shall meet the following standards:

25.2.24.1. Completeness

25.2.24.1.1 .The MCO shall submit encounters that represent at least ninety-nine
percent (99%) of the covered services provided by the MCO's network
and non-network providers. All data submitted by the providers to the
MCO shall be included in the encounter submissions.

25.2.24.2. Accuracy

25.224.2.1.Transaction type (X12): hJinety-eight percent (9S%) of the records in
an MCO's encounter batch submission shall pass X12 EDI compliance
edits and the MMIS threshold and repairable compliance edits.

25.2.24.2.2.Transaction type (NCPDP): Ninety-eight percent (98%) of the records
In an MCO's encounter batch submission shall pass NCPDP
compliance edits and the pharmacy benefits system threshold and
repairable compliance edits. The NCPDP compliance edits are
described in the NCPDP.

25.2.24.2.3.0ne-hundred percent (100%) of member identification numbers shall
be accurate and valid.

25.2.242.4.Ninety-eight percent (98%) of servicing provider information will be
accurate and valid.

25.2.24.2.5.Ninety-cight percent (98%) of member address information shall be
accurate and valid.
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25.2.24.3. -Timeliness

25.2.24.3.1 .Encounter data shall be submitted weekly, within five (5) business
days of the end of each weekly period and within thirty (30) calendar
days of claim payment. All encounters shall be submitted, both paid
and denied claims. The paid claims shall include the MCO paid
amount. •

25.2.24.3.2.The MCO shall be subject to remedies as specified in Section 34 for
failure to timely submit encounter data, in accordance with the
accuracy standards established in this Agreement.

25.2.24.4. Error Resolution

25.2.24.4.1 .For all historical encounters submitted after the submission start date,

if DHHS or its fiscal agent notifies the MCO of encounters failing X12
EDI compliance edits or MMIS threshold and repairable compliance
edits, the MCO shall remediate all related encounters within'forty-five
(45) calendar days after such notice. For all ongoing claim encounters
submitted after the submission start date, if DHHS or its fiscal agent
notifies the MCO of encounters failing X12 EDI compliance edits or
'MMIS threshold and repairable ccxnpliance edits, the MCO shall
remediate all such encounters within fifteen (15) calendar days after
such notice. If the MCO fails to do so, DHHS will require a
Corrective Action Plan and assess liquidated damages as described in
Section 34. MCO shall not be held accountable for issues or ̂ lays
directly caused by or as a direct result of the changes to MMIS by
DHHS.

25.2.24.4.2.All sub-contracts with providers or other vendcx^ of service shall have
provisions requiring that encounter records are reported or submitted
in an accurate and timely fashion.

25.2.24.5. Survival

25.2.24.5.1.All encounter data accumulated as part of this program shall remain
the property of DHHS and upon termination of the Agreement the data
shall be electronically transmitted to DHHS in a format and schedule
prescribed by DHHS.

2S.3. Data Certification

25.3.1. All data submitted to DHHS by the MCO shall be certified by one of the followii^:

25.3.1.1. The MCO's ChiefExecutive Officer;

25.3.1.2. The MCO's Chief Financial Officer; or
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25.3.1.3. An individual who has delegated authority to sign for, and who reports
directly to, the MCO's Chief Executive Officer or Chief Financial Officer.

25.3.2. The data that shall be certified include, but are not limited to, all documents specified
by DHHS, enrollment information, encounter data, and other information contained
in contracts, proposals. The certification shall attest to, based on best knowledge,
information, an.d belief, the accuracy, completeness and truthfulness of the documents
and data. The MCC shall submit the certification concurrently with the certified data
and documents [42 CFR 438.604; 42 CFR 438.606].

25.4. Data System Support for QAPl

25.4.1. The MCO shall have a data collection, processing, and reporting system sufficient to
support the QAPI requirements described in Section 21. The system shall be able to
support QAPI monitoring and evaluation activities, including the monitoring and
evaluation of the quality of clinical care provided, periodic evaluation of MCO
providers, member feedback on QAPI activity, and maintenance and use of medical
records used in QAPI activities.

25.5. Data Requirements for CFl Waiver Program

25.5.1. The MCO shall have a data collection, processing, and reporting system sufficient to
support the reporting requirements described in New Hampshire's home and
community-based care 1915(c) waivers and applicable federal and state statutes and
rules. The reporting system shall be able to support and provide data needed for the
Annual Report on Home and Community-Based Services Waivers (CMS Form
HCFA-372(S)) each reporting period or lag reporting period, which includes but not
limited to:

25.5.1.1. The unduplicated number of persons who participated in the waiver during the
waiver year;

25.5.1.2. The total expenditures for waiver services;

25.5.1.3. The number of participants who utilized each waiver service;

25.5.1.4. The amount expended for each waiver service and for all waiver services in
total;

25.5.1.5. The average annual per participant expenditures for waiver service;

25.5.1.6. The total number of days of waiver coverage for all waiver participants and
the average length of stay (ALOS) on the waiver;

25.5.1.7. Expenditures under the Mcdicaid State Plan fornon-waiver services
(including expanded EPSDT services when the waiver serves children) that
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were made on behalf of waiver participants and average per participant
expenditures for such services (based on the number of participants who
utilized such services);

25.5.1.8. Information about the impact of the waiver on the health and welfare of
.  waiver participants;-

25.5.1.9. Total number of members who utilized nursing facility services;

25.5.1.10. Total expenditures for the members identified in 25.5.1.9, broken out by
waiver, institutional and acute care expenditures;

25.5.1.11. The average expenditure per member, broken out by waiver, non-waiver and
total expenditures;

25.5.1.12. The total number of days of nursing long term care coverage for the members
identified in 25.5.1.9; and "

25.5.1.13. Measures in Exhibit 0.
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26. Fraud Waste and Abuse

26.1. Program Integrity Plan

26.1.1. The MCO shall have a Program Integrity Plan in place that has been approved by
DHHS and that shall include, at a minimum, the establishment and implementation of
internal controls, policies, and procedures to prevent, detect, and deter ̂ ud, waste,
and abuse. The MCO is expected to be familiar with, comply with, and require
compliance with, all state and federal regulations related to Medicald Program
Integrity, whether or not those regulations are listed herein, and as required in
accordance with 42 CFR 455,42 CFR 456, 42 CFR 438,42 CFR 1000 through 1008,
and Section i902(a)(68) of the Social Security Act.

26.1.1.1. The MCO shall retain all data, information, and documentation described in
42 CFR 438.604,438.606,438.608, and 438.610 for period no less than ten
(10) years.

26.1.1.2. Fraud, waste and abuse investigations are targeted reviews of a provider or
member in which there Is a reason to believe that the provider or member arc
not properly delivering services or not properly billing for services. Cases
which would be considered investigations are as follows, but not limited to:

26.1.1.2.1. review of instances which may range from outliers identified through
data mining;

26.1.1.2.2. pervasive or persistent findings of routine audits to specific allegations
that involve or appear to Involve intentional misrepresentation in an
effort to receive an improper payment;

26.1.1.2.3. notification of potential fraud, waste, and abuse through member
verification of services, or complaint filed; and.

26.1.1.2.4. any reviews as defined by CMS as fraud, waste, and abuse
investigation.

26.1.1.3. Routine claims audits are random reviews conducted for the purpose of
verifying provider compliance with contractual requirements including, but
not limited to, quality standards, reimbursement guidelines, and/or medical
policies.

•n

26.2. Fraud, Waste and Abuse Prevention Procedures

26.2.1. The MCO shall have administrative and management arrangements or procedures,
and a mandatory compliance plan, that are designed to guard again^ fraud, waste and
abuse. The MCO procedures shall include, at a minimum, the following:
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26.2.1. ]. Written policies, procedures, and standards of conduct that articulate the
MCO's commitment to comply with all applicable federal and State standards;

26.2.1.2. The designation of a compliance officer and a compliance committee that are
accountable to senior management;

26.2.1.3. Effective training and education for the compliance officer and the MCO's
employees;

26.2.1.4. Effective lines of communication between the compliance officer and the
MCO's employees; '

26.2.1.6. Enforcement of standards through well-publiciz^ disciplinary guidelines;

26.2.1.6. Provisions for internal monitoring and auditing;

26.2.1.7. Provisions for the MCO's suspension of payments to a network provider for
which the State determines there is a credible allegation of fraud in
accordance with § 455.23; and

26.2.1.8. Provisions for prompt response to detected offenses, and for development of
corrective action initiatives relating to the MCO's Agreement [42 CFR
438.608(a) and (b)] ""

26.2.2. The MCO shall establish a Program Integrity Unit within the MCO comprised of:

26.2.2.1. Experienced Fraud, Waste and Abuse reviewers who have the appropriate
training, education, experience, and job knowledge to perform and carry out
all of the functions, requirements, roles and duties contained herein; and

262.2.2. An experienced Fraud, Waste, and Abuse Coordinator who is qualified by
having appropriate background, training,education, and experience in health
care provider fraud, waste and abuse.

26.2.3. .This unit shall have the primary purpose of preventing, detecting, investigating and
reporting suspected Fraud, Waste and Abuse that may be committed by providers that
arc paid by the MCO and/or their subcontractors. The MCO Program Integrity Plan
shall also include the prevention, detection, investigation and reporting of suspected
fraud by the MCO, the MCO's employees, subcontractors, subcontractor's
employees, or any other third parties with whom the MCO contracts. The MCO shall
refer all suspected provider fraud to the DHHS Program integrity Unit upon
discovery. The MCO shall refer all suspected member fraud to DHHS Special
investigations Unit.

26.3. Reporting /
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26.3.1. The MCO shall promptly report provider fraud, waste and abuse Information to
DHHS' Program Integrity Unit, which is responsible for such reporting to federal
oversight agencies pursuant to [42 CFR 455.1(a)(1) and 42 CFR438.608].

26.3.1.1. The MCO shall perform a preliminary investigation of all incidents of
suspected fraud, wasteand abuse internally. The MCO shall not take any of
the following actions as they specifically relate to claims involved with the
investigation unless prior written approval is obtained from DHHS' Program
Integrity Unit, utilizing the MCO Request to Open Investigation fomi:

26.3.1.).). Contact the subject of the investigation about any matters related to the
investigation, either in person, verbally or in writing, hardcopy, or
electronic;

26.3.1.1.2. Enter into or attempt to negotiate any settlement or agreement
regarding the incident; or

26.3.1.1.3. Accept any monetary or other thing of valuable consideration ofTered
by the subject of the investigation in connection with the incident.

26.3.2. The MCO shall promptly report to DHHS' Division of Client Services all information
about changes in an enrollee's circumstances that may affect the enrollee's eligibility
including but not limited to:

26.3.2.1. Changes in the enrollee's residence; and

26.3.2.2. Death of an enrollee.

26.3.3. The MCO shall promptly report to DHHS' Office of Medicaid Services and the
Program Integrity Unit all changes in a network provider's circumstances that may
affect the network provider's eligibility to participate in the managed care program,
including the termination of the provider agreement with the MCO.

26.3.4. The MCO shall provide full and complete information on the identity of each person
or corporation with an ownership or controlling interest (five (5) percent or greater) in
the MCO, or any sub-contractor in which the MCO has a five percent (5%) or greater

ownership interest [42 CFR 438.608(c)(2)].

26.3.5.

26.3.6. The MCO shall provide written disclosure of any prohibited affiliation under
§438.610 and as described in subparagraph 4.3.2 of this Agreement [42 CFR
438.608(c)(I)].Thc MCO shall not knowingly be owned by, hire or contract with an
individual who has been debarred, suspended, or otherwise excluded from
participating in federal procurement activities or has an employment, consulting, or
other Agreement with a debarred individual for the provision of items and services
that are related to the entity's contractual obligation with the State.
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26.3.7. As an integral part of the Program Integrity ftjnction, and in accordance with 42 CFR
455, 42 CFR 456, and 42 CFR 438, the MCO shall provide DHHS or its designee real
time access to all of the MCO electronic encounter and claims data from the MCO's

current claims reporting system. The MCO shall provide DHHS with the capability to
access accurate, timely, and complete data as specified in section 24.5.16.

26.3.7.1. MCOs shall provide any additional data access upon written request from
DHHS for any potential fraud, waste, or abuse investigation or for MCO
oversight review. The additional access shall be provider within 3 business
days of the request.

26.3.8. The MCO shall make claims and encounter data available to DHHS (and other State
staff) using a reporting system that is compatible with DHHS' syslem(s).
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26.3.9. The MCO, their subcontractors, their contracted providers, their subcontractor's
'  providers, and any subcontractor's subcontractor's providers shall cooperate fully

with Federal and State agencies and contractors in any program integrity related
investigations and subsequent legal actions. The MCO, their subcontractors and their

^  contracted providers, subcontractor's providers, and any subcontractor's
subcontractor's providers shall, upon written request and as required by this
Agreement or state and/or federal law, make available any and all administrative,
finMcial and medical records relating to the delivery of items or services for which
MCO monies arc expended. In addition, and as required by this Agreement or state
and/or federal law, such agencies shall, also be allowed access to the place of
business and to all MCO records of any contractor, their subcontractor or their
contracted provider, subcontractor's providers, and any subcontractor's
subcontractor's providers.

26.3.9.1. The MCO is responsible for program integrity oversight of its subcontractors.
In accordance with federal regulations, CMS requires MCO contracts to
contain provisions giving states' Program Integrity Units audit and access
authority over MCOs and their subcontractors to include direct on site access
to ordinal policies and procedures, claims processing, and provider
credentialing for validation purposes at the expense of the MCO.

26.3.10.The MCO shall-have a written process approved by DHHS for Recipient Explanation
of Medicaid Benefits, which shall include tracking of actions taken on responses, as a
means of determining and verifying that services billed by providers were actually
provided to members. The MCO shall provide DHHS with a quarterly BOB activity
report, including, but not limited to, tracking of all responses received, action taken
by the MCO, and the outcome of the activity. The timing, format, and mode of
transmission will be mutually agreed upon between DHHS and the MCO.

26.3.11.

The MCO shall maintain an effective fraud, waste and abuse-related provider overpayment identification,
recovery and tracking process.Thls process shall Include a methodology for a means of estimating
overpayment a forma) process for documenting communication with providers, and a system for
managing and tractdng of investigation findings, recoveries, and underpayments related to fraud, waste
and abuse investigations. DHHS and the AG Medicaid Fraud Unit shall have unrestricted access to
information arxj documentation related to the NH Medicaid program for use during annual MCO Program
Integrity audits and on other occasions as needed as a means of verifying and vaHdating MCO
compQance with the established policies, procedures, methodologies, and investtgatlona! activity '
regarding provider fraud, waste and abuse.
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26.3.12.Thc MCO shall provide DHHS with a monthly report of all Program Integrity, in
process and completed during the month, including fraud, waste and abuse by the
MCO, the MCO's employees, subcontractors, subcontractor's employees, and
contracted providers. [42 CFR 455.17]. The MCO will supply at a minimum:

26.3.12.1. providername/IDnumber,

26.3.12.2. source of complaint,

26.3.12.3. type of provider,

26.3.12.4. nature of complaint,

26.3.12.5. review activity, and

26.3.12.6. approximate dollars involved,

26.3.12.7. Provider Enrollment Safeguards related to Program Integrity;

26.3.12.8. Overpayments, Recoveries, and Claim Adjustments;

26.3.12.9. Audits/Investigations Activity;

26.3.12.10.MFCU Referrals;

26.3.12.11.Involuntary Provider Terminations; and

26.3.12.12.Provider Appeal/Hearings Activity resulting from, or related to, Program
Integrity.

26.3.13.All fraud, waste and abuse reports submitted to DHHS shall be mutually developed
and agreed upon between DHHS and the MCO. The reports will be submitted to
DHHS in a format and mode of delivery, mutually agreed upon between DHHS and
the MCO.

26.3.14.1n'the event DHHS is unable to produce a desired Ad Hoc report through its access
to the MCO's data as provided herein, DHHS shall request in writing such Ad hoc
report from the MCO and, within three (3) business days of receipt of such request,
the MCO shall notify DHHS of the time required by the MCO to produce and deliver
the Ad hoc report to DHHS, at no additional cost to DHHS.
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26.3.15.The MCO shaii be responsible for tracking, monitoring, and reporting specific
reasons for claim adjustments and denials, by error type and by provider. As the
MCO discovers wasteful and or abusive incorrect billing trends with a particular
provider/provider type, specific billing issue trends, or quality trends, it is the MCO's
responsibility, as part of the provider audit/investigative process, to recover any
inappropriately paid funds, and as part of the resolution and outcome, for the MCO to
determine the appropriate remediation, such as reaching out to the provider to provide
individualized or group training/education regarding the issues at hand. Within sixty
(60) days of discovery, the MCO shall report overpayments identified during
investigations to DHHS Program Integrity and shall include them on the monthly
investigation activity report. The MCO shall still notify Program Integrity unit to
request approval to proceed with a suspected fraud or abuse investigation.

26.3.16.

26.3.17. Annually, the MCO shall submit to DHHS a report of the overpayments it recovered
and certify by its Chief Financial Officer that this information is accurate to the best
of his or her information, knowledge, and belief [42 CFR 438.606J.DHHS reserves
the right to conduct peer reviews of final program integrity investigations completed
by the MCO.

26.3.t8.DHHS will perform an annual program integrity audit, conducted on-site at the MCO
(at the expense of the MCO) to verify and validate the MCO's compliance. The
review will include, but not limited to, the plan's established policies and
methodologies, credential ing, provider and staff education/training, provider
contracts, and case record reviews to ensure that the MCO is making proper payments
to providers for services under their agreements, and pursuant to 42 CFR 438 6(g).
The review will include direct access to MCO system while on site and hard copy of
documentation while on site as requested. Any documentation request at the erid of
the on site shall be delivered to Program Integrity witin 3 business days of request.
The MCO shall provide DHHS staff with access to appropriate on-site private work
space to conduct DHHS's program integrity contract management reviews. '

26.3.19.The MCO shall meet with'DHHS monthly, or as determined by DHHS, to discuss
audit and investigation results and make recommendations for program
improvements. DHHS shall meet with both MCOs together quarterly, or as
determined by DHHS, to discuss areas of interest for past, current and future
investigations and to improve the effectiveness of fraud, waste, and abuse oversight
activities, and to discuss and share provider audit information and results.

26.3.20.The MCO shall provide DHHS with an annual report of all investigations In process
and completed during the Agreement year within thirty (30) calendar days of the end '
of the Agreement year. The report shall consist of, at a minimum, an aggregate of the
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monthly reports, as well as any recommendations by the MCO for future reviews,
changes in the review process and reporting process, and any other findings related to
the review of claims for fraud, waste and abuse. i

26.3.2!.The MCO shall provide DHHS with a final report within thirty (30) calendar days
following the termination of this Agreement. The final report format shall be
developed jointly by DHHS and the MCO, and shall consist of an aggregate
compilation ofthe ̂ ta received in the monthly reports.

26.3^2.The MCO shall refer all suspected provider Medicaid fraud cases to DHHS upon
discovery, for referral to the Attorney General's Office, Medicaid Fraud Control Unit.

26.3.23.The MCO shall institute a Pharmacy.Lock-In Program for members which has been
reviewed and approved by DHHS.

26.3.23.1. If the MCO determines that a member meets the Pharmacy Lock-In criteria,
the MCO shall be responsible for all communications to members regarding
the Pharmacy Lock-In determination.

26.3.24.MCOs may, with prior approval from DHHS, implement Lock-In Programs for other
medical services.

26.3.25.The MCO shall provide DHHS with a monthly report regarding the Pharmacy Lock-
In Program. Report format, content, design, and mode of transmission shall be
muiually agreed upon between DHHS and the MCO.

26.3.26.DHHS retains the right to determine disposition and retain settlements on cases
investigated by the Medicaid Fraud Control Unit or DHHS Special Investigations
Unit.

26.3.27.Subject to applicable state and federal confidentiality/privacy laws, upon written
request, the MCO will allow access to all NH Medicaid medical records and claims
Information to State and Federal agencies or contractors such as, but not limited to
Medicaid Fraud.Control Unit, Recovery Audit Contractors (RAC) the Medicaid
Integrity Contractors (MIC), or DHHS Special Investigations Unit.

'  26.3.27.1. The MCO shall cooperate fully in any further investigation or prosecution by
any duly authorized government agency (State and Federal) or their
contractors, whether administrative, civil, or criminal. Such cooperation shall
include providing, upon written request, information, access to records, and
access to interview MCO employees and consultants, including but not
limited to those with expertise in the administration ofthe program and/or in
medical or pharmaceutical questions or in any matter related to an
investigation.
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26.328.The MCO's MClS system shall have specific processes and inlemal controls relating
to fraud, waste and abuse in place, including, but not limited to the following areas:

26.3.28.1. Prospective claims editing;

26.3.28.2. NCCI edits;

26.3.28.3. Posi-proccssing review of claims; and

26.3.28.4. Ability to pcnd any provider's claims for pre-paymenl review if the provider
has shown evidence of credible fraud [42 CFR 455.21] in the Medicaid
Program.

26.3.29.Thc MCO and their subcontractors shall post and maintain DHHS approved
information related to Fraud, Waste and Abuse on its website, including but not
limited to provider notices, updates, policies, provider resources, contact information
and upcoming educational sessions/webinars.

26.3.30.The MCO and their subcontractors shall be subject to on-site reviews by DHHS,'and
shall comply within fifteen (15) business days with any and all DHHS documentation
and records requests as a result of an annual or targeted on-site review (at the expense
of the MCO).

26.3.31.DHHS shall conduct investigations related to suspected provider fraud, waste, and
abuse cases, and reserves the right to pursue and retain recoveries for any and all
types of claims older than six months for which the MCO docs not have an active
investigation.

26.3.32.DHHS shall validate the MCO and their subcontractors' performance on the program
integrity scope of services to ensure the MCO and their subcontractors are taking
appropriate actions to identify, prevent, and discourage improper payments made to
providers, as set forth in 42 CFR 455 - Program Integrity.

26.3.33.DHHS shall establish performance measures to monitor the MCO compliance with
the Program Integrity requirements set forth in this Agreement.

26.3.34.DHHS shall notify the MCO of any policy changes that impact the function and
responsibilities required under this section of the Agreement.

26.3.35.DHHS shall notify the MCOofany changes within its agreement with its fiscal agent
that may impact this section of this Agreement as soon as reasonably possible.

26.3.36.The MCO(s) shall report to DHHS all identified providers prior to being
investigated, to avoid duplication of on-going reviews with the RAC, MIC, MFCU
and, using the MCO Request to Open Investigation Form. DHHS will cither approve
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the MCO to proceed with the investigation, or deny the request due to potential
interference with an existing investigation.

26.3.37.The MCO(s) shall maintain appropriate record systems for services to members
pursuant to 42 CFR 434.6(a)(7) and shall provide such Information either through
electronic data transfers or access rights by DHHS staff, or its designee, to MCO(s)
NH Medicaid related data flies. Such information shall include, but not be limited to:

26.3.37.1. Recipient - First Name, Last Name, DOB, gender, and identifying number;

26.3.37.2. Provider Name and number (rendering, billing and Referring);

26.3.37.3. Date of Scrvicc{s) Begin/End;

26.3.37.4. Place Of Service;

26.3.37.5. Billed amount/Paid amount;

26.3.37.6. Paid date;

26.3.37.7. Standard diagnosis codes (ICD-9-CM and ICD-IO-CM), procedure codes
(CPT/HCPCS), revenue c^es and DRO codes, billing modifiers (include
ALL that are listed on the claim);

' 26.3.37.8. Paid, denied, and ̂ justed claims;

26.3.37.9. Recouped claims and reason for recoupment;

26.3.37.10.Discharge status;

26.3.37. i 1 .Present on Admission (POA);

26.3.37.12.Length of Stay:

26.3.37.13.CiaimType:

26.3.37.14.Prior Authorization Information;

26.3.37.15.Detail claim information;

26.3.37.16.Providcr type;

26.3.37.17.Category of Service;

26.3.37.1 S.Admit time and discharge date;
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26.3.37.19.Admlt code;

26.3.37.20.Admii source;

26.3.37.21.Covered days;

26.3.37.22.TPL information;

26.3.37.23.Unils of service;

26.3J7.24.EOB;

26.3.37.25.MCO ID#;

26.3.3726.Member MCO enrollment date;

26.3.37.27.If available, provider lime in and time out for the specific service(s) provided;

26.3.37.28.Data shall be clean, not scrubbed; and

26.3.37.29.And any other data deemed necessary by DHHS

26.3.38.The MCO shall provide DHHS with the following monthly reports as required by
CMS:

26.3.38.1'.

26.3.38.2. Date of Death.

26.3.39.The MCO shall provide DHHS with any new reports as identified and required by
state and federal regulation. The timing, format, content and niode of transmission
will be mutually agreed upon between DHHS and the MCO.
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27. Third Party Liability
DHF^ and the MCO will cooperate in implementing cost avoidance and cost recovery activities.
The rights and responsibilities of the parlies relating to members and Third Party Payors are as
follows: •

27.1. MCO Cost Avoidance Activities

27.1.1. The MCO shall have primary responsibility for cost avoidance through the
Coordination of Benefits (COB) relating to federal and private health insurance
resources including, but not limited to, Medicare, private health insurance, Employees
Retirement Income Security Act of 1974 (ERISA), 29 U.S;C. 1396a(a)(25) plans, and
workers compensation. The MCO must attempt to avoid initial payment of claims,
whenever possible, when federal or private health insurance resources are available.
To support that responsibility, the MCO must implement a file transfer protocol
between the DHHS MMIS and the MCO's MCIS to receive Medicare and private
insurance information and other Information as required pursuant to 42 CFR433.I3S.
MCO shall require its subcontractors to promptly and consistently report COB daily
information to the MCO.

27.1.2. The MCO shall enter into a Coordination of Benefits Agreement with Medicare and
participate in the automated claims crossover process.

27.1.3. The number of claims cost avoided by the MCO's claims system, Including the
amount of funds, the amounts billed, the amounts not collected, and the amounts
denied, must be reported weekly to DHHS ih delimited text format.

27.1.4. The MCO shall maintain records of all COB collection efforts and results and report
such Information cithw through monthly electronic data transfers or access rights for
DHHS to the MCO's data files. The data extract shall be in the delimited text format.

Data elements may be subject to change during the course of the Agreement. The
MCO shall accommodate changes required by DHHS and DHHS shall have access to
all billing histories and other COB related data.

27.1.5. The MCO shall provide DHHS with a detailed claim history of all claims for a
member, including adjusted claims, on a monthly basis based on a specific service
date parameter requested for accident and trauma cases. This shall be a full
replacement file each month for those members requested. These data shall be in the
delimited text format. The claim history shall have, at a minimum, the following data
elements:

27.1.5.1. Mcmbername;

27.1.5.2. Member ID;
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27.1.573. Dates of service;

27.1.5.4. Claim unique identifier (transaction code number);

27.1.5.5. Claim line number;

27.1.5.6. National Diagnosis Code;

27.1.5.7. Diagnosis code description;

27.1.5.8. National Drug Code;

27.1.5.9. Drug code description;

27.1.5.10. Amount billed by the provider;

27.1.5.11. Amount paid by the MCO;

27.1.5.12. Amount of other insurance recovery, name or Carrier ID;

27.1.5.13. Date claim paid;

27.1.5.14. Billing provider name; and

27-1.5.15. Billing provider NPI.

27.1.6. The MCO shall provide DHHS with a monthly file of COB collection effort and '
results. These data shall be in a delimited text format. The file should contain the
following data elements:

27.1.6.1. Medicaid member name;

27.1.6.2. Medicaid member ID;

27.1.6.3. Insurance Carrier, other public payer, PBM, or benefit administrator ID;

27.1.6.4. Insurance Carrier, other public payer, PBM, or benefit administrator name;

27.1.6.5. Date of Service;

27.1.6.6. Claim unique identifier (transaction code number);

27.1.6.7. Date billed to the insurance carrier, other public payer, PBM, or benefit
administrator;

27.1.6.8. ' Amount billed;
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27.1.6.9. Amount recovered;

27.1.6.10. Denial reason code;

27.1.6.11. Denial reason description; and

27.1.6.12. Performing provider.

27.1.7. The MCO and its subcontractors shall not deny or delay approval of otherwise
covered treatment or services based upon Third Party Liability considerations nor bill
or pursue collection from a member for services. The MCO may neither unreasonably
delay payment nor deny payment of claims unless the probable existence of Third
Party Liability is established at the time the claim is adjudicated.

27.2. DHHS Cost Avoidance and Recover>' Activities

27.2.1. DHHS shall be responsible for:

27.2.1.1. Medicare and newly eligible members' initial insurance verification and
submitting this information to the MCO;

27.2.1.2. Cost avoidance and pay and chase of those services that arc excluded from the
MCO;

27.2.1.3. Accident and trauma recoveries;

27.2.1.4. Lien, Adjustments and Recoveries and Transfer of Assets pursuant to § 1917
of the SSA;

27.2.1.5. Mail order co-pay deductible pharmacy program-for Fee for Service and HIPP
(Health Insurance Premium Payment) program;

27.2.1.6. Veterans Administration benefit determination;
\

27;2.1.7. Health Insurance Premium Payment Program; and

27.2.1.8. Audits of MCO collection efforts and recovery.

27.3. Post-Payment Recovery Activities

27.3.1. Post-payment recoveries are categorized by (a) health-related insurance resources and
(b) Other Resources.

27.3.2. Health-related insurance resources are ERISA health benefit plans. Blue Cross/Blue
Shield subscriber contracts, Medicare, private health insurance, workers
compensation, and health insurance contracts.
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27.3.3. Other resources with regard to Third Party Liability include but arc not limited to;
recoveries from personal injury claims, liability insurance, first party automobile
medical insurance, and accident indemnity insurance.

27.4. MCO Post Payment Activities

27.4.1. The MCO is responsible for pursuing, collecting, and retaining recoveries of health-
related insurance resources, including a claim involving Workers' Compensation or
where the liable party has improperly denied payment based upon either lack of a
medically necessary determination or lack of coverage. The MCO Isj.encouraged to
develop and implement cost-effective procedures to identify and pursue cases that are
susceptible or collection through either legal action or traditional subrogation and
collection procedures.

27.4.2. The MCO shall be responsible for Reviewing claims for accident and trauma codes as
required under 42 C.F.R. §433.138 (e). The MCO shall specify the guideline used in
determining accident and trauma claims and establish a procedure to send the DHHS
Accident Questionnaire to Medicaid members, postage pre-paid, when such potential
claim is identified. The MCO shall instruct members to retuni the Accident

Questionnaire to DHHS. The MCO shall provide the guidelines and procedures to
DHHS for review and approval. Any changes to procedures must be submitted to
DHHS at least thirty days for approval prior to implementation.

27.4.3. Due to potential time constraints involving accident and trauma cases and due to the
large dollar value of many claims which are potentially recoverable by DHHS, the
MCO must Identify these cases before a settlement has been negotiated. Should
DHHS fail to identify and establish a claim prior to settlement due to the MCO's
untimely submission of notice of legal involvement where the MCO has received
such notice, the amount of the actual loss of recovery shall be assessed against the
MCO. The actual loss of recovery shall not include the attorney's fees or other costs,
which would not have been retained by DHHS.

27.4.4. The MCO has the latter of eighteen (18) months from the date of service or twelve
(12) months from the date of payment of health-related insurance resources to initiate
recovery and may keep any funds that it collects. The MCO must indicate its intent to
recover on health-related insurance by providing to DHHS an electronic file of those
cases that will be pursued. The cases must be identified and^a file provided to DHHS
by the MCO within thirty (30) days of the date of discovery of the resource.

27.4.5. The MCO is responsible for pursuing, collecting, and retaining recoveries of health-
related insurance resources where the liable party has improperly denied payment
based upon either lack of a Medically Necessary determination or lack of coverage.
The MCO is encouraged to develop and implement cost-effective procedures to
identify and pursue cases which are susceptible to collection through either legal
action or traditional subrogation and collection procedures.
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27.5. DHHS Post Payment Recover}- Activity

27.5.1. DHHS retains the sole and exclusive right to investigate, pursue, collect and retain all
Other Resources, including accident and trauma. DHHS is assigned the MCO's
subrogation rights to collect the "Other Resources" covered by this provision. Any
correspondence or Inquiry forwarded to the MCO (by an attorney, provider of
service, insurance carrier, etc.) relating to a personal injury accident or trauma-related
medical service, or which in any way indicates that there is, or may be, legal
involvement regarding the Recipient and the services which were provided, must be
immediately forward to DHHS.

27.5.2. The MCO may neither unreasonably delay payment nor deny payment of Claims
because they involved an injury stemming from an accident such as a motor vehicle
accident, where the services are otherwise covered. Those funds recovered by DHHS
under the scope of these "Other Resources" shall be retained by DHHS.

27.5.3. DHHS may pursue, collect and retain recoveries of all health-related insurance cases;
provided, however, that if the MCO hais not notified DHHS of its intent to pursue a
case identified for recovery before the latter of eighteen (18) months after the date of
service or twelve (12) months after the date of payment, such cases not identified for
recovery by the MCO will become the sole and exclusive right of DHHS to pursue,
collect and retain. The MCO must notify DHHS tfirough the prescribed electronic file
process of all outcomes for those cases identi fied for pursuit by the MCO.

27.5.4. Should DHHS lose recovery rights to any Claim due to late or untimely filing of a
Claim with the liable third party, and the untimeliness in billing that specific Claim is
directly related to untimely submission of Encounter Data or additional records under
special request, or inappropriate denial of Claims for accidents or emergency care in
casualty related situations, the amount of the unrecoverable Claim shall be assessed
against the MCO.
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28. Compliance with State and Federal Laws
28.1. Genera)

28.1.1. The MCO, its subcontractors, and the providers with which they have Agreements
with, shall adhere to all applicable federal and State laws, Including subsequent
revisions, whether or not included in this subsection [42 CFR 438.6; 42 CFR
438.100(a)(2); 42 CFR 438. IOO(d)J.

28.1.2. The MCO shall ensure that safeguards at a minimum equal to federal safeguards (41
use 423, section 27) are in place, providing safeguards against conflict of interest
[§1923(d)(3) of the SSA; SMD letter 12/30/97].

28.1.3. The MCO shall comply with the following Federal and Slate Medicaid Statutes,
Regulations, and Policies:

28.1.3.1. Medicare: Title XVUl of the Social Security Act, as amended; 42 U.S.C.A.
§1395 et scq.;

28.1.3.2. Related rules: Title 42 Chapter IV;

28.1.3.3. Medicaid: Title XIX of the Social Security Act, as amended; 42 U.S.C.A.
§1396et seq. (specific to managed care: §§ 1902(a)(4), I903(m), 19G5(t), and
1932 of the SSA);

28.1.3.4. Related rules: Title 42 Chapter IV (specific to managed care: 42 CFR § 438;
^ also 431 and 435);'

28.1.3.5. Children's Health Insurance Program (CHIP): Title XXI of the Social Security
Act, as amended; 42 U.S.C. 1397;

28.1.3.6. Regulations promulgated thereunder: 42 CFR 457;

28.1.3.7. Regulations related to the operation of a waiver program under 1915c of the
Social Security Act, including: 42 CFR 430.25,431.10,431.200,435.217,
435.726,435.735, 440.180,441.300-310, and 447.50-57;

28.1.3.8. Patient Protection and Affordable Care Act of2010;

28.1.3:9. Health Care and Education Reconciliation Act of 2010, amending the Patient
Protection and Affordable Care;

28.1.3.10. State administrative rules and laws pertaining to transfers and discharges, such
as RSA 151:26; and

28.1.3.1 1. American Recovery and Reinvestment Act.
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28.1.4. The MCO will not release and make public statements or press releases concerning
the program without the prior consent of DHHS.

28.1.5. The MCO shall comply with the Health Insurance Portability & Accountability Act of
1996 (between the State and the MCO, as governed by 45 C.F.R. Section 164.504(c)).
Terms of the Agreement shall be considered binding upon execution of this
Agreement, shall remain in effect during the term of the Agreement including any
extensions, and its obligations shall survive the Agreement.

28;2. Non-Discrimination

28.2.1. The MCO shall require its providers and subcontractors to comply with the Civil
Rights Act of 1964 (42 U.S.C. § 2000d), Title IX of the Education Amendments of
1972 (regarding education programs and activities), the Age Discrimination Act of
1975, the Rehabilitation Act of 1973, the regulations (45 C.F.R. Parts 80 & 84)
pursuant to that Act, and the provisions of Executive Order 11246, Equal
Opportunity, dated September 24, 1965, and all rules and regulations issued
thereunder, and any other laws, regulations, or orders which prohibit discrimination
on grounds of age, race, ethnicity, mental or physical disability, sexual or affection
orientation or preference, marital status, genetic information, source of payment, sex,
color, creed, religion, or national origin or ancestry.

28.2.2. ADA Compliance

28.2.2.1. The MCO shall require its providers or subcontractors to comply with the
requirements of the Americans with Disabilities Act (ADA). In providing
health care benefits, the MCO shall not directly or indirectly, through
contractual, licensing, or other arrangements, discriminate against Medlcaid
beneficiaries who are qualified disabled individuals covered by the provisions
of the ADA.

28.2.2.1.1. A "qualified individual with a disability" defined pursuant to 42 U.S.C.
§ 12131 isan individual withadisability who, withorwithout
reasonable modifications to rules, policies, or practices, the removal of
architectural, communication, or transportation barriers, or the
provision of auxiliary aids and services, meets the essential eligibility
requirements for the receipt of services or the participation in
programs or activities provided by a public entity (42 U.S.C. § 12131).
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28;2.2.2. The MCO shall submit to DHHS a written certification that it Is conversant

with the requirements of the ADA, that it is in compliance with the law, and
that it has assessed its provider network and certifies that the providers meet
ADA requirements to the best of the MCO's knowledge- The MCO shall
survey its providers of their compliance with the ADA using a standard survey
document that will be developed by the State. Survey attestation shall be kept
on file by the MCO and shall be available for inspection by the DHHS. The
MCO warrants that it will hold the State harmless and indemnify the State
from any liability which may be imposed upon the State as a result of any
failure of the MCO to be in compliance with the ADA. Where applicable, the
MCO shall abide by the provisions of Section 504 of the federal
Rehabilitation Act of 1973, as amended, 29 U.S.C. § 794, regarding access to
programs and facilities by people with disabilities.

28.2.2.3. The MCO shall have written policies and procedures that ensure compliance
. with requirements of the Americans with Disabilities Act of 1990, and a
written plan to monitor compliance to determine the ADA requirements are
being met. The compliance plan shall be sufficient to determine the specific
actions that will be taken to remove existing barriers and/or to accommodate
the needs of members who are qualified individuals with a disability. The
compliance plan shall include the assurance of appropriate physical access to
obtain Included benefits for all members who are qualified individuals with a
disability including, but not limited to, street level access or accessible ramp
into facilities; access to lavatory; and access to examination rooms.

28.2.2.4. The MCO shall forward to DHHS copies of all grievances alleging
discrimination against members because of race, color, creed, sex, religion,
age, national origin, ancestry, marital status, sexual or affectional orientation,
physical or mental disability for review and appropriate action within three (3)
business days of receipt by the MCO.

28.2.3. Non-Discrimination in employment:

28.2.3.1. The MCO shall not discriminateagainst any employee or applicant for
employment because of race, color, religion, sex, or national origin. The MCO
will take affirmative action to ensure that applicants are employed, and that
employees are treated during employment, without regard to their race, color,
religion, sex or national origin. 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 MCO
agrees to po^ in conspicuous places, available to employees and applicants
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for employment, notices to be provided by the contracting officer setting, forth
the provisions of this nondiscrimination clause.

28.2.3.2. The MCO will, in all solicitations or advertisements for employees placed by
or on behalf of the MCO, state that all qualified applicants will receive
consideration for employment without regard to race, color, religion, sex or
national origin.

28.2.3.3. The MCO will send to each labor union or representative of workers with
which he has a collective bargaining Agreement or other Agreement or
understanding, a notice, to be provided by the agency contracting officer,
advising the labor union or workers' representative of the MCO's
commitments under Section 202 of Executive Order No. 11246 of September
24, 1965, and shall post copies of the notice in conspicupus places available to
employees and applicants for employment.

28.2.3.4. The MCO will comply with all provisions of Executive Order No. 11246 of
Sept. 24, 1965, and of the rule^ regulations, and relevant orders of the
Secretary of Labor.

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

28.2.3.6. In the event of the MCO's noncompliance with the nondiscrimination clauses
of this Agreement or with any of such rules, regulations, or orders, this
Agreement may be cancelled, terminated or suspended in whole or in part and
the MCO may be declared ineligible for further Government contracts in
accordance with procedures authorized in Executive Order No. 11246 of Sept.
24, 1965, and such other sanctions may be Imposed and remedies invoked as
provided in Executive Order No. 1124l3 of September 24, 1965, or by rule,
regulation, or order of the Secretary of Labor, or as otherwise provided by

,  law.

28.2.3.7. The MCO will include the provisions of paragraphs (1) through (7) 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 ofSeptember 24, 1965, so that such provisions will be binding
upon each subcontractor or vendor. The MCO will take such action with
respect to any subcontract or purchase order as may be directed by the
Secretary of Labor as a means of enforcing such provisions including
sanctions for noncompliance: Provided, however, that in the event the MCO
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becomes involved In, or is threatened with, litigation with a subcontractor or
vendor as a result of such direction, the MCO may request the United Stales to
enter into such litigation to protect the interests of the United States.

28.2.4. Non-Discrimination in Enrollment

28.2.4.1. The MCO shall and shall require its providers and subcontractors to accept
,  assignment of an member and not discriminate against eligible members

because of race, color, creed, religion, ancestry, marital status, sexual
orientation, national origin, age, sex, physical or mental handicap in
accordance with Title Vi of the Civil Rights Act of 1964,42 U.S.C. § 2000d,
Section 504 of the Rehabilitation Act of 1973,29 U.S.C. § 794, the Americans
with Disabilities Act of 1990 (ADA), 42 U.S.C. § 12131 and rules and
regulations promulgated pursuant thereto, or as otherwise provided by law or
regulation.

28.2.4.2. The MCO shall and shall require its providers and subcontractors to not
discriminate against eligible persons or members on the basis of their health or
mental health history, health or mental h^Ith status, their need for health care
services, amount payable to the MCO on the basis of the eligible person's
actuarial class, or pre-existing medical^ealth conditions.

28.2.5. Non-Discrimination with Respect to Providers

28.2.5.1. The MCO shall not discriminate with resp^t to participation, reimbursement,
or indemnification as to any provider who is acting within the scope of the
provider's license or certification under applicable State law, solely on the
basis of such license or certification or against any provider that serves high-
risk populations or specializes in conditions that require costly treatment. This
paragraph shall not be construed to prohibit an organi^ion ffom including
providers only to the extent necessary to meet the needs of the organization's
members, from establishing any measure designed to maintain quality and
control costs consistent with the responsibilities of the organization, or use
different reimbursement amounts for different specialties or for different
practitioners in the same specialty. If the MCO declines to Include individual
or groups of providers in its network, it shall give the affected providers
written notice of the reason for the decision.

28J. Changes in Law

28.3.1. The MCO shall implement appropriate s^tem changes, as required by changes to
federal and state laws or regulations.
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29. Administrative Quality Assurance Standards
29.1. Claims Payment Standards

29.1.1. The MCO shall pay or deny nihety-five percent (95%) of clean claims within thirty
(30) days of receipt, or receipt of additional information [42 CFR 447.46; 42 CFR
447.45(d)(2). (d)(3), (d)(5), and (d)(6)].

29.) .2. The MCO shall pay interest on any clean claims that arc not paid within thirty (30)
calendar days at the interest rate published in the Federal Register in January of each
year for the Medicare program.

29.1.3. The MCO shall pay or deny all claims within sixty (60) calendar days of receipt.

29.1.4. Additional information necessary to process incomplete claims shall be requested
from the provider within thirty (30) days from the date of original claim receipt.

29.1.5. For purposes of this requirement, New Hampshire DHHS has adopted the claims
definitions established by CMS under the Medicare program, which are as follows;

29.1.5.1. "clean" claim: a claim that does not have any defect, impropriety, lack of any
required substantiating documentation, or particular circumstance requiring
special treatment that prevents timely payment; and

29.1.5.2. "incomplete" claim; a claim that is denied for the purpose of obtaining
additional information from the provider.

29.1.6. Claims payment timeliness shall be measured from the received date, which is the
date a paper claim is received in the MCO's mailroom or an electronic claim is
submitted. The paid date is the date a payment check or electronic funds transfer is
issued to the service provider. The deni^ date is the date at which the MCO
determines that the submitted claim is not eligible for payment.

29.2. Quality Assarance Program

' 29.2.1. The MCO shall maintain an internal program to routinely measure the accuracy of
claims processing for MCIS and report results to DHHS on a monthly basis.

29.2.2. Monthly reporting shall be based on a review of a statistically valid sample of paid
and denied claims determined with a ninety-five percent (95%) confidence level, +/-
three percent (3%), assuming an error rate of three percent (3%) in the population of
managed care claims.

29.2.3. The MCO shall implement Corrective Action Plans to identify any issues and/or
errors identified during claim reviews and report resolution to DHHS.
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29.3. Claims Financial Accuracy

29.3.1. Claims financial accuracy measures the accuracy of dollars paid to providers. It is
measured by evaluating dollars overpaid and underpaid in relation to total paid
amounts taking into account the dollar stratification of claims. The MCO shall pay
ninety-nine percent (99%) of dollars accurately.

29.4. Claims Payment Accuracy

29.4.1. Claims payment accuracy measures die percentage of claims paid or denied correctly.
It is measured by dividing the number of claims paid/denied correctly by the total
claims reviewed. The MCO shall pay ninety-seven percent (97%) of claims
accurately.

29.5. Claims Processing Accuracy

29.5.1. Claims processing accuracy measures the percentage of claims that are accurately
processed in their entirety from both a financial and non-financial perspective; i.e.,
claim was paid/denied correctly and all coding was correct, business procedures were
followed, etc. It is m^ured by dividing the total number of claims processed
correctly by the total number of claims reviewed. The MCO shall process ninety-five
percent (95%) of all claims correctly.
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30. Privacy and Security of Members
30.1. General Provisions

30.1.1. The MCO shall be in compliance with privacy policies established by governmental
agencies or by State or federal law.

30.1.2. The MCO shall provide sufTicient security to protect the State and DHHSdata in
network, transit, storage, and cache.

30.1.3. In addition to adhering to privacy and security requirements contained in other
applicable laws and statutes, the* MCO shall execute as part of this Agreement a
Business Associates Agreement governing the permitted uses and disclosure and
security of Protected Health Information.

30.1.4. The MCO shall ensure that it uses and discloses individually identifiable health
information in^accordancc with HIPAA privacy requirements in 45 CFR parts 160
and 164, subparts A and E, to the extent that these requirements are applicable [42
CFR 438.224); complies with federal statutes and regulations governing the privacy
of drug and alcohol abuse patient records (42 CFR, Part 2), and all applicable state
statutes and regulations, including but not limited to: R.S.A. 167:30: protects the
confidentiality of all DHHS records with identifying medical information in them.

30.l.5..With the exception of submission to the Comprehensive Healthcare Information
System or other requirements of State or federal law, claims and member data on
New Hampshire Medicaid members may not be released to any party without the
express written consent of DHHS.

30.1.6. The MCO shall ensure that in the process of coordinating care, each member's
privacy is protected consistent with the confidentiality requirements in 45 CFR parts
160 and 164.45 CFR Part 164 specifically describes the requirements regarding the
privacy of individually identifiable health information [42 CFR 438.208(b)].
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31. Finance

31.1. Financial Standards

31.1.1. In compliance with 42CFR 438.116, the MCO shall maintain a minimum level of
capital as determined in accordance with New Hampshire Insurance Department
regulations, and any other relevant laws and regulations.

31.1.2. Capitation Rates for State Fiscal Year 2018. Any increase in the capitation rates for
each of the rating categories for the MCM program for the extension period between
July 1,2017 to June 30,2018 shall not result in a total average increase for all rating
categories combined In excess of 3.8% over the capitation rates in effect at the end of
State Fiscal Year 2017, which average Increase shall be calculated: a) based on the
membership in the MCM program at the time the State Fiscal Year 2018 capitation
rates are developed and b) net of the cost impact of any program changes that will
take effect in State Fiscal Year 2018; provided, however, that the capitation rate
proposed for each rating category for State Fiscal Year 2018 must be sufHcient to be
certified as actuarially sound per 42 CFR 438.4 and approvable by the Centers for
Medicare and Medicaid Services.

31.1.3. The MCO shall maintain a risk-based capital (RBC) ratio to meet or exceed the
NHID regulations, and any other relevant laws and regulations.

31.1.4. With the exception of payment of a claim for a medical product or service that was
provided to a member,, and that is in accordance with a written Agreement with the
provider, the MCO may not pay money or transfer any assets for any reason to an
affiliate without prior approval from DHHS, If any of the following criteria apply:

31.1.4.1. RBC ratio was less than 2.0 for the most recent year filing, per R.S.A. 404-
F:l4(ni):and

31.1.4.2. MCO was not in compliance with the NHID solvency requirement.

31.1.5. The MCO shall notify DHHS within ten (10) calendar days when its Agreement with
an independent auditor or actuary has ended and seek approval of, and the name of
the replacement auditor or actuary, if any from DHHS.

31.1.6. The MCO shall maintain current assets, plus long-term investments that can be
converted to cash within seven (7) calendar days without incurring a penalty of more
than twenty percent (20%) that equal or exceed current liabilities.

31.1.7. The MCO shall not be responsible for DSH/GME (IME/DME) payments to hospitals.
DSH and GME amounts are not included in capitation payments.
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31.1.8. The MCO shall submit data on the basis of which DHHS determines that the MCO
has made adequate provision against the risk of insolvency.

31.2. Capitation Payments

31.2.1. Preliminary capitation rates for non NHHPP members for the agreement period
through June 30,2018 are shown in Exhibit B. For each of the subsequent years of
the Agreement actuariaily sound per member, per month capitated rates will be
calculated and certified by the DHHS's actuary.

31.2.2. Capitation rates for NHHPP members are shown in Exhibit B and were determined as
part of Agreement negotiations, any best and final offer process, and the DHHS
actuary's soundness certification.

31.2.3. Capitation rate cell is determined as of the first day of the capitation month and does
not change during the entire month regardless of member changes (e.g., age).

31.2.4. DHHS will make a monthly payment to the MCO for each member enrolled in the
MCO's plan. Capitation payments shall only be made for Medicaid-ellgible enrollees
and be retained by the MCOs for those enrollees. The capitation rates, as set forth in
Exhibit B, will be risk adjusted for purposes of this Agreement in an actuariaily sound
manner on a quarterly basis as follows:

31.2.4.1. The Chronic Illness and Disability Payment System and/or Medlcald Rx risk
adjuster (CDPS + Rx, Medicaid Rx) will be used to risk adjust MCO
capitation payments;

31.2.4.2.

A risk score will be developed for members with six (6) months or more months of Medicaid
eligibility (either FFS or managed care) inclusive of three (3) months ofclaims run out in the
base experience period. For members with less than six (6) months of eligibility, a score
equal to the average of those scored beneficiaries in each cohort will be used; and

31.2.4.3.The MCO risk score for a particular rate cell will equal the average
risk factor across all beneficiaries that the MCO enrolls divided by the
average risk factor for the entire population enrolled in the Care
Management program. For rate cells with an opt-out provision, the MCO
risk score will equal the average risk factor across all beneficiaries that the
MCO enrolls divided by the avert^e risk factor for the entire population
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ihat is eligible to enroll in the Care Management program (FFS eligibies +
MCO members).

31.2.5. DHHS reserves the right to terminate or implement the use of a risk adjustment
process for specific eligibility categories or services if it is determined to be necessary
to do so to maintain actuarially sound rates. For example, the risk adjustment process
may need to be modified when Long Term Services and Supports (LTSS) are added
to the capitation rates.

31.2.6. The capitation payment for Medicald Managed Care members will be made
retrospectively with a two (2) month delay. For example, a payment will be made
within five (5) business days of the first day in October 2012 for services provided in
July 2012.

31.2.7. Section 31.2.6 notwithstanding, capitation payments for NHHPP members will be
paid in the month of service.

31.2.8. Capitation payment settlements will be made at three (3) month intervals. DHHS will
recover capitation payments made for deceased members, or members'who were later
determined to be ineligible for Medicaid and/or for Medicald managed care or need
rate cell or kick payment corrections. DHHS will pay MCO for retroactive member
assignments, corrections to kick payments, behavioral health certification level
correction or other rate assignment corrections.

31.2.9. Capitation payments for members who became ineligible for services in the middle of
the month will be prorated based on the number of days eligible in the month.

31.2.10. The MCO shall report to DHHS within sixty (60) calendar days upon identifying
any capitation or other payments in excess of amounts provided in this Agreement
[42 CFR438.608(c)C3)].

31.2.1 l.For each live birth, DHHS will make a one-time maternity kick payment to the MCO
with whom the mother is enrolled on the date of birth. This payment is a global fee to
cover ail maternity expenses, including all delivery and postparturn care. In the event
of a multiple birth DHHS will only make only one maternity kick payment. A live
birth is defined in accordance with NH Vital Records reporting requirements for live
births as specified in RSA 5-C.

31.2.12.For each live biilh, DHHS will make a one-time newborn kick payment to the MCO
with whom the mother is enrolled on the date of birth. This payment is a global fee to
cover all newborn expenses incurred in the first two (2) full or partial calendar
months of life, including all hospital, professional, pharmacy, and other services. For
example, the newborn kick payment will cover all services provided in July 2012 and
August 2012 for a baby bom any time in July 2012. Enroll^ babies will be covered
under the MCO capitated rates thereafter.
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31 J.13.Thc MCO shall submit Information on maternity and newborn events to DHHS. The
MCO shall follow written policies and procedures, as developed by DHHS, for
receiving, processing and reconciling maternity and newborn payments.

3 l.2.14.Bcgiruiing July 1,2018, one percent (1.0%) of each member's capitation payment to
the MCO will be withheld annually to support DHHS's payment reform incentive
program. Details of the Incentive Program arc described in Section 9.

31.2.15.DHHS will inform the MCO of any required program revisions or additions in a
timely manner. DHHS may adjust the rates to reflect these changes as necessary to

. maintain actuarial soundness.

31.2.16. When requested by DHHS, the MCO shall submit base data to DHHS to ensure
actuarial soundness in development of the capitated rates.

31.2.17. The MCO's Chief Financial Officer shall submit and concurrently certify to the best
of his or her information, knowledge, and belief that all data and information
described in 42 CFR 438.604(a), which DHHS uses to determine the capitated rates,
is accurate [42 CFR 438.606J.

31.2.18.In the event an enrolled Medicaid member was previously admitted as a hospital
inpatient and is receiving continued inpatient hospital services on the first day of
coverage with the MCO, the MCO shall receive fUll capitation payment for that
member. The entity responsible for coverage of the member at the time of admission
as an inpatient, i.e. either DHHS or another MCO, shall be fully responsible for all
inpatient care services and all related services authorized while the member was an
inpatient until the day of discharge from the hospital.

31.2.19.Payment for behavioral health rate cells shall be determined based on a member's
CMHC behavioral certification level and a member having had an encounter at a
CMHC in the last 6 months. Changes In the certification level for a member shall be
reflected as of the first of each month and does not change during the month.
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31.2.20.For Applied Behavioral Analysis (ABA) services incurred on or after September I,
2015 the MCO shall not be financially responsible for claims for ABA services
provided that the MCO obtained prior approval from DHHS of prior authorizations
for the services. DHHS shall make payments to the MCO based on DHHS's
Medicald fee schedule for those ABA services approved by DHHS.

31.221 .Unless MCOs arc exempted, through legislation or otherwise, from having to make
payments to the New Hampshire Insurance Administrative Fund (Fund) pursuant to
R.S A. 400-A:39, DHHS shall reimburse MCO for MCO's annual payment to the
Fund on a supplemental basis within 30 days following receipt of invoice from the
MCO and verification of payment by the NH Insurance Department.

31.2.22.For any member with claims exceeding five hundred thousand dollars ($500,000) for
the fiscal year, after applying any third party insurance off set, DHHS will reimburse
fifty percent (50%) of the amount over five hundred thousand dollars ($500,000) after
all claims have been recalculated based on the DHHS fee schedule for the services.
For a member whose services may be projected to exceed five hundred thousand
dollars ($500,000) in MCO claims, the MCO shall ad^vise DHHS. Prior approval
from the Medicald Director is required for subsequent services provided to the
member.

31.3. Medicald Loss Ratio

31.3.1. The MCO shall determine the Medicald Loss Ratio ("MLR") experienced in
accordance with 42 CFR 438.8.

31.3.2. The MCO shall submit MLR summary reports quarterly to DHHS, which shall
include all information required by 42 CFR 438.8(k) within nine (9) months of the
end of the MLR reporting year. Specifically, the MCO shall provide separate
summary reports for NHHPP Medically Frail, NHHPP Transitional, and for the
Medicald Ore Management Program. The MCO must attest to the accuracy of the
summary reports and calculation of the MLR when submitting its MLR summary
reports to DHHS. Such summary reports shall be based on a template provided and
developed by DHHS within sixty (60) days of the effective date of this Agreement.

31.3.3. The MCO and its subcontractors (as applicable) shall retain MLR reports for a period
of no less than ten (10) years.

31.4. NHHPP Risk Protection Structure

31.4.1. DHHS will implement risk adjustment and risk corridors for the NHHPP Medically
Frail and NHHPP Transitional populations.
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31.4.1.1. Risk adjustment - (MCO Revenue Reallocation) - Similar to the risk
adjustment process for the current Medicaid Step 1 population under the
MCM program, risk adjustment will shift revenue from MCOs with lower
acuity populations to MCOs with higher acuity populations. The risk
adjustment component will only apply to the NHHPP Medically Frail
population. The risk adjustment process is revenue neutral. The NHHPP
Transitional population is expected to have very short enrollment duration and
therefore will not be risk adjusted.

31.4.2. Risk adjustment - Methodology - Acuity will be measured using the CDPS+Rx, a
diagnosis and pharmacy based risk adjuster that will also be used for the current
Medicaid population. Key differences in the risk adjustment process for the NHHPP
Medically Frail population include:

31.42.1. DHHS will use concurrent risk adjustment for the NHHPP Medically Frail
population. DHHS will use SFY 2018 claims and the standard CDPS+Rx
concurrent risk weights to estimate SFY 2018 acuity (as opposed to
prospective models that use a prior year's claims to estimate current acuity).

31.4.2.2. Risk adjustment transfer payments will be made as part of the contract period
settlement, not as prospective payments.

31.4.3. Risk corridors - DHHS will establish a target medical loss ratio (MLR) of 89.3%
based on NHHPP pricing assumptions and perform a separate calculation for the
NHHPP Medically Frail and NHHPP Transitional populations:

31.4.3.1. Administrative and margin allowance of 8.9% of the capitation rate prior to
state premium tax.

31.4.3.2. New Hampshire state premium tax of 2%.

31.4.3.3. DHHS and each MCO will share the financial risk of actual results that are

above or below the MLR target as shown in the table below:

t- l)< |>:ii I iiii'iK III :tiii{ lliitiKiii Si r\ ii i n

I l:i III llr:ill)i )'i run! 1'i i'i; 1:1111 l'ii|iii l:il inn

K jvl. < III 1 iiliii I'l ii^riiiii

■ Actnal MLR Compared to Target MLR MCO Share DHHS Share
>3S4 below 10% 90%

1% - 3% below 50% 50%

1% below - t% above

1% - 3% above

>3% above

100%

50%

10%

0%

50%

90%
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.  -31.4.3.4. The NHHPP Medically Frail risk corridor calculation will be applied after the
risk adjustment calculation.

3K4.4. For SFY 2018, risk protection settlement will occur after the SFY 2018 NHHPP
contract period has ended and enough time has passed to collect and validate MCO
encounter data and financial data. DHHS will implement the following schedule for
the final risk protection settlement:

31.4.4.1. June30,20l8: End ofNHHPP contract period

31.4.4.2. December 31,2018: Cutoff date for encounter data to be used in the risk
protection settlement calculations (SFY 2018 dates of service paid through
December 31, 2018)

31.4.4.3. January 31, 2019: Deadline for MCOs to provide encounter data and
supporting financial data to validate the accuracy of the encounter data

31.4.4.4. April 30,2019: DHHS releases settlement payment report to MCOs

31.4.4.5. May 31,2019: DHHS makes / receives final settlement payments to / from
MCOs

31.4.5. For SFY 2017, risk protection settlement will occur after the SFY 2017 NHHPP
contract period has ended and enough time has passed to collect and validate MCO
encounter data and financial data. DHHS will implement the following schedule for
the final risk protection settlement:

31.4.5.1. June30,2017: EndofNHHPPconlractperlod

31.4.5.2. December31,2017: Cutoff date for encounter data to be used in the risk

protection settlement calculations (SFY 2017 dates of service paid through
December31,2017)

31.4.5.3. January 31,2018: Deadline for MCOs to provide encounter data and
supporting financial data to validate the accuracy of the encounter data

31.4.5.4. April 30,2018; DHHS releases settlement payment report to MCOs

31.4.5.5. May 31,2018 DHHS makes/receives final settlement payments to / from
MCOs

31.4.6. For SFY 2016, risk protection settlement will occur after the SFY 2016 NHHPP
contract period has ended and enough time has passed to collect and validate MCO
encounter data and financial data. DHHS will implement the following schedule for
the final risk protection settlement:
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31.4.6.1. June 30,2016: End ofNHHPP contract period

31.4.6.2. December 31,2016: Cutoff date for encounter data to be used in the risk
protection settlement calculations (January 2016 - June 2016 dates of service
paid through December 31,2016)

31.4.6.3. January 31, 2017: Deadline for MCOs to provide encounter data and
supporting financial data to validate the accuracy of the encounter data

31.4.6.4. April 30,2017: DHHS releases settlement payment report to MCOs

31.4.6.5. May 31,2017: DHHS makes / receives final settlement payments to / from
MCOs

31.4.7. For September 2014 - December 2015 risk protection settlement;

31.4.7.1 .August 31,2016; DHHS intends to release settlement payment
report to MCOs

31.4.7.2.Scptember 30, 2017: DHHS Intends to make / receive final
settlement payments to / from MCOs.

31.5. Financial Responsibility for Dual-Eligibles

31.5.1. The MCO shall pay any Medicare coinsurance and deductible amount up to what
•New Hampshire Medicaid would have paid for that service, whether or not the
Medicare provider is included in the MCO's provider network. These payments arc
included in (he calculated capitation payment.

31.6. Premium Payments

31.6.1. DHHS is responsible for collection of any premium payments from members. If the
MCO inadvertently receives premium paymeitts from members, it shall inform the
member and forward the payment to DHHS.-

31.7. Sanctions

31.7.1. If the MCO fails to comply with the financial requirements in Section 31, DHHS may
- take any or all of the following actions:

31.7.1.1. Require the MCO to submit and implement a Corrective Action Plan

3 i .7.1.2. Suspend enrollment of members to the MCO after the effective date of
sanction
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31.7.1.3. Terminate the Agreement upon forty-five (45) calendar days written notice

31.7.1.4. Apply liquidated damages according to Section 34

31.8. Medical Cost Accruals

31.8.1. The MCO shall establish and maintain an actuarially sound process to estimate
Incurred But Not Reported (IBNR) claims.

31.9. Audits

31.9.1. The MCO shall allow DHHS and/or the NHIDto inspect and audit any of the
financial records of the MCO and its subcontractors. There shall be no restrictions on

the right of the State or federal government to conduct whatever inspections and
audits are necessary to assure quality, appropriateness or timeliness of services and
reasonableness of their costs [42 CFR 438.6(g), SMM 2087.7; 42 CFR 434.6(a)(5)].

31.9.2. The MCO shall file annual and interim financial statements in accordance with the

standardsset forth below. This Scciion"3|.9.2 will supersede any conflicting
requirements in Exhibit C of this Agreement.

31.9.3. Within one hundred and eighty (180) calendar days or other mutually agreed upon
. date following the end of each calendar year during this Agreement, the MCO shall

file, in the form and content prescribed by the National Association of Insurance
Commissioners ("NAIC"), annual audited financial statements that have been audited
by an independent Certified Public Accountant. Financial statements shall be
submitted in either paper format or electronic format, provided that all electronic
submissions shall be in PDF format or another read-only format that maintains the
documents' security and integrity.

3 i .9.4. The MCO shall also file, within seventy-five (75) calendar days following the end of
each calendar year, certificd^copicis of the annual statement and reports as prescribed
and adopted by the Insurance Department.

31.9.5. The MCO shall file within sixty (60) calendar days following the end of each
calendar quarter, quarterly financial reports in form and content as prescribed by the
NAIC.

31.10.Member Liability

31.10.(.The MCO shall not hold its Medicaid members liable for:

3I.10.M. The MCO's debts, in the event of the MCO's insolvency [42 CFR 438.116(a);
SMM 2086.6];

31.10.1.2. The covered services provided to the member, for which the State docs not
pay the MCO;
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31.10.1.3. The covered services provided to the member, for which the State, or the
MCO does not pay the individual or health care provider that furnishes the
services under a contractual, referral, or other arrangement; or

31.10.1.4. Payments for covered services furnished under an Agreement, referral, or
other arrangement, to the extent that those payments are in excess of the
amount that the member would owe if the MCO provided those services
directly (§l932(b)(6) of the SSA; 42 CFR 438.i06(a), (b) and (c);42 CFR
438.6(1); 42 CFR 438.230; 42 CFR 438.204(a); SMD letter 12/30/97J.

31.10.2.Subcontractors and referral providers may not bill members any amount greater than
would be owed if the entity provided the services directly [§ 1932(b)(6) of the SSA;
42 CFR 438.106(c); 42 CFR 438.3(k); 42 CFR 438.230; 42 CFR 438.204(a); SMD
letter 12/30/97).

3i.l0.3.The MCO shall cover continuation of services to members for duration of period for
which payment has been made, as well as for inpatient admissions up until discharge
during insolvency [SMM 2086.6B].

31.11.Denial of Payment

31.11.1 .Payments provided for under the Agreement will be denied for new members when,
and for so long as, payment for those members is denied by CMS in accordance with
the requirements In [§1903(m)(5)(B)(il) of the SSA; 42 CFR 438.726(b); 42 CFR
438.730(c)].

31.12.Federal Matching Funds

*31.12.1.Federal matching funds are not available for amounts expended for providers
excluded by Medicare, Medicaid, or Children's Health Insurance Program (CHIP),
except for emergency services [42 CFR 431.55(h) and 42 CFR 438.808; 1128(bX8)
and §1903(i)(2) of the SSA; SMD letter 12/30/97). Payments made to such providers
are subject to recoupment from the MCO by DHHS.
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31.13.Health Insurance Providers Fee

31.13.1.Section 9010 of the Patient Protection and Affordable Care Act Pub. L. No. 111-148
(124 Stat. 119 (2010)), as amended by Section 10905 of PPACA, and as further
amended by Section 1406 of the Health Care and Education Reconciliation Act of
2010, Pub. L. No. 111-152 (124 Stat. 1029 (2010)) imposed an annual fee on health
insurance providers beginning in 2014 ("Annual Fee"). Contractor is responsible for a
percentage of the Annual Fee for all health insurance providers as determined by the
ratio of Contractor's net written premiums for the preceding year compared to the
total net written premiums of all entities subject to the Annual Fee for the same year.

31.13.1.1. To the extent such fees exist:

31.13.1.1.1 .The Slate shall reimburse the Contractor for the amount of the Annual
Fee specifically allocable to the premiums paid during this Contract
Term for each calendar year or part thereof, including an adjustment
for the full impact of the non-deductibiiity of the Annual Fee for
Federal and state tax purposes, including income and excise taxes
("Contractor's Adjusted Fee"). The Contractor's Adjusted Fee shall be
determined based on the final notification of the Annual Fee amount
Contractor or Contractor's parent receives from the United States
Internal Revenue Service. The State will provide reimbursement no.

'  later than 120 days following its review and acceptance of the
Contractor's Adjusted Fee.

31.13.1.1.2. To claim reimbursement for the Contractor's Adjusted Fee, the
Contractor must submit a certified copy of its full Annual Fee
assessment within 60 days of receipt, together with the al location of
the Annual Fee attributable specifically to its premiums under this
Contract The Contractor must also submit the calculated adjustment
for the impact of non-dcductibillty of the Annual Fee attributable -
specifically to its premiums, and any other data deemed necessary by
the Stale to validate the reimbursement amount. These materials shall
be submitted under the signatures of cither its Financial Officer or
Executive leadership (e.g., President, Chief Executive Officer,
Executive Director), certifying the accuracy, truthfulness and
completeness of the data provided.
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Questions regarding paynient(s) should be addressed to:

Attn: Medicald Finance Director

New Hampshire Medicaid Managed Care Program

129 Pleasant Street,

Concord. NH 03304
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32. Termmation

32.1. Transition Assistance

32.1.1. Upon receipt of notice of termination of this Agreement by DHHS, the MCO shall
provide any transition assistance reasonably necessary to enable DHHS or its
dcsignee to ctTectively close out this Agreement and move the work to another

vendor or to perform die work itself.

32.1.1.1. Transition Plan

32.1.1.1.1. MCO must prepare a Transition Plan which is acceptable to and
approved by DHHS to be implemented between receipt of notice and
the termination date.

32.1.1.2. Data

32.1.1.2.1. The MCO shall be responsible for the provision of necessary
information and records, whether a part of the MClS or compiled
and/or stored elsewhere, including, but not limited to, encounter data,
to DHHS and/or its designee during the closeout period to ensure a
smooth transition of responsibility. DHHS and/or its designee shall
define the information required during this period and the time frames
for submission.

32.1.1.2.2. All data and information provided by the MCO shall be accompanied
by letters, signed by the responsible authority, certifying to the
accuracy and completeness of the materials supplied. The MCO shall
transmit the information and records required within the time frames
required by DHHS. DHHS shall have the right, in its sole discretion, to

'  require updates to these data at regular intervals.

32.2. Service Authorization

32.2.1. Effective fourteen (14) calendar days prior to the last day of the closeout period, the
MCO shall work cooperatively with DHHS and/or its designee to process service
authorization requests received. Disputes between the MCO and DHHS and/or its
designee regarding service authorizations shall be resolved by DHHS.

32.22. The MCO shall give notice on the date that the timeframcs expire when service
authorization decisions not reached within the timeframes for either standard or
expedited service authorizations. Untimely service authorizations constitute a denial
and arc thus adverse actions (42 CFR 438.404(c)(5)].
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32.3. Claims Responsibilities

32.3.1. The MCO shall be fully responsible for all inpatient care services and all related
services authorized while the member was an inpatient until the day of discharge
from the hospital.

32.3.2. The MCO shall be financially responsible for all other approved services when the
service is provided on or before the last day of the closeout period or if the service is
provided through the date of discharge. ,

32.4. Terniinatlon for Cause

32.4.1. DHHS shall have the right to terminate this Agreement, without liability to the Stale,
in whole or in part if the MCO [42 CFR 438.610(c)(3); 42 CpR 434.6(a)(6)]:

32.4.1.1. Takes any action or fails to prevent an action that threatens the health, safety
or welfare of any member, including significant marketing abuses;

32.4.1.2. Takes any action that threatens the fiscal integrity of the Mcdicaid program;

32.4.1.3. Has its certification suspended or revoked by any federal agency and/or is
federally debarred or excluded from federal procurement and/or non-
procurement Agreement;

32.4.1.4. Materially breaches this Agreement or fails to comply with any term or
condition of this Agreement that is not cured within twenty (20)'business days
of DHHS' notice and written request for compliance;

32.4.1.5. Violates state or federal law or regulation;

32.4.1.6. Fails to carry out the substantive termsofthis Agreement that is not cured
within twenty (20) business days of DHHS's notice and written request for
compliance;

32.4.1.7. Becomes insolvent;

32.4.1.8. Fails to meet applicable requirements in sections §1932, §1903 (m) and
§ 1905(t) of the SSA [42 CFR 438.708]. In the event of a termination by
DHHS pursuant to 42 CFR 438.708, DHHS shall provide the MCO with a
pre-termlnation hearing in accordance with 42 CFR 438.710;

32.4.1.9. Received a "going concern" finding in an annual financial report or
indications that creditors are unwilling or unable to continue to provide goods,
services or financing or any other indication of Insolvency; or
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32.4.1.10. Brings a proceeding voluntarily, or has a proceeding brought against it
involuntarily, under the Bankruptcy Act.

32.4.1.11. Fails to correct significant failures in carrying out the substantive terms of this
Agreement that is not cured within twenty (20) business days of DHHS's
notice and written request for compliance.

32.4.2. If DHHS terminates this Agreement for cause, the MCO shall be responsible to
DHHS for all reasonable costs incurred by DHHS, the State of New Hampshire, or
any of its administrative agencies to replace the MCO. These costs include, but arc
not limited to, the costs of procuring a substitute vendor and the cost of any claim or
litigation that is reasonable attributable to the MCO's failure to perform any service
in accordance with the terms of this Agreement.

32.5. Termination for Other Reasons

32.5.1. Either party may terminate this Agreement upon a breach by a party of any material
duty or obligation hereunder which breach continues unremedied for sixty (60)
calendar days after written notice thereof by the other party.

32.5.2. In the event the MCO gives written notice that it does not accept the actuarially sound
capitation rates established by DHHS for Year 2 or later of the program, the MCO
and DHHS will have thirty (30) days from the date of such notice or thirty (30)
calendar days from the expiration of the rates indicated in Exhibit B, whichever
comes later, lb attempt to resolve the matter without leiminating the agreement. If no
resolution is reached in the above thirty (30) calendar days period, then the contract
will terminate ninety (90) calendar days thereafter, or at the time that all members
have been disenrolled from the MCO's plan, whichever date is earlier. In the event of
such termination, the MCO shall accept'the lesser of the most recently agreed to
capitation rates or the new annual capitation rate for each rating category as payment
in full for Covered Services and all other services required under this Agreement
delivered to Members until all Members have been disenrolled from the MCO's plan
consistent with any mutually agreed upon transition plans to protect Members.

32.6. Final Obligations

32.6.1. DHHS may withhold payments to the MCO, to the reasonable extent it deems
necessary, to ensure that all final financial obligations of the MCO have been
satisfied. Amounts due to MCO for unpaid premiums, risk settlement, ABA therapies,
High Dollar Stop Loss, shall be paid to MCO within one year of date of termination.

32.7. Survival ofTerms

32.7.1. Termination or expiration of this Contract for any reason will not release either Party
from any liabilities or obligations set forth in this Contract that:
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32.7.1.1. The Parties have expressly agreed shall survive any such termination or
expiration; or

32.7.1.2. Arose prior to the effective date of termination and remain to be performed or
by their nature would be Intended to be applicable following any such
termination or expiration.

32.8. Notice of Hearing

32.8.1. Except because of change in circumstances or in the event, DHHS terminates this
Agreement pursuant to subsections (1), (2), (3) or (10 of Section 32.3.1, DHHS shall
give the MCO ninety (90) days advance, written notice of termination of this
Agreement and shall provide the MCO with an opportunity to protest said termination
and/or request an iriformal hearing in accordance with 42 CFR 438.710. This notice
shall specify the applicable provisions of this Agreement and the effective date of
termination, which shall not be less than will permit an orderly disenrollment of
members to the Medicaid FFS program or transfer to another MCO.
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33. Agreement Closeout
33.1. Period

33.1.1. A closcout period shall begin one-hundred twenty (120) calendar days prior to the last
day the MCO is responsible for coverage of specific beneficiary groups or operating
under this Agreement. During the closeout period, the MCO shall work cooperatively
with, and supply program information to, any subsequent MCO and DHHS. Both the
program information and the working relationships between the two MCOs shall be
defined by DHHS.

33.2. Data

33.2.1. The MCO shall be responsible for the provision of necessary information and records,
whether a part of the MGIS or compil^ and/or stored elsewhere, including, but not
limited to, encounter data, to the new MCO arid/or DHHS during the closcout period
to ensure a smooth transition of responsibility. The new MCO and/or DHHS shall
define the information required during this period and the time frames for submission.

33.2.2. All data and information provided by the MCO shall be accompanied by letters,
signed by the responsible authority, certifying to the accuracy and completeness of
the materials supplied. The MCO shall transmit the information and records required
under this Article within the time frames required by DHHS. DHHS shall have the.
right, in its sole discretion, to require updates to these data at regular intervals.

33.2.3. The MCO shall be responsible for continued submission of data to the
Comprehensive Healthcare Information System during and after the transition in
accordance with NHID regulations.

33.3. Service AuthorlzatioDs

33.3.1. Effective fourteen (14) calendar days prior to the last day of the closeout period, the'
MCO shall work cooperatively with the new MCO to process service authorization
requests received. Disputes between the MCO and the new MCO regarding service
authorizations shall be resolved by DHHS.

33.3.2. The MCO shall give notice on the date that the timeframes expire when service
authorization decisions not reached within the timeframes for either standard or
expedited service authorizations. Untimely service authorizations constitute a denial
and are thus adverse actions [42 CFR 438.404(c)(5)].

33.4. Claims Responsibilities

33.4.1. The MCO shall be fully responsible for all inpatient care services and all related
services authorized while the member was an inpatient until the day ofdischarge
from the hospital.
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33.4.2. The MCO shall be financially responsible for all other approved services when the
service is provided on or before the last day of the closeout period or if the service is
provided through the date of discharge.
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34. Remedies

34.1. Reservation of Rights and Remedies

34.1.1. A material default or breach in this Agreement will cause irreparable injury to DHHS.
In the event of any claim for default or breach of this Agreement, no provision of this
Agreement shall be construed, expressly or by implication, as a waiver by the State of
New Hampshire to any existing or future right or rcrhcdy available by law. Failure of
the Stale of New Hampshire to insist upon the strict performance of any term or
condition of this Agreement or to exercise or delay the exercise of any right or
remedy provided in the Agreement or by law, or the acceptance of (or payment for)
materials, equipment or services, shall not release the MCO from any responsibilities
or obligations imposed by this Agreement or by law, and shall not be deemed a
waiver of any right of the State of New Hampshire to insist upon the strict
performance of this Agreement. In addition to ariy other remedies that may be
available for default or breach of the Agreement, in equity or otherwise, DHHS may
seek injunctive relief against any threatened or actual breach of this Agreement
without the necessity of proving actual damages. DHHS reserves the right to recover
any or all administrative costs incurred in the performance of this Agreemeniduring
or as a result of any threatened or actual breach.

34.2. Liquidated Damages

34.2.1. DHHS and the MCO agree that it will be extremely Impracticable and difficult to
determine actual damages that DHHS will sustain in the event the MCO fails to
maintain the required performance standards indicated below throughout the life of
this Agreement. Any breach by the MCO will delay and disrupt DHHS's operations
and obligations and lead to significant damages. Therefore, the panics agree thai the
liquidated damages as specified in the sections below are reasonable.

34.2.2. Assessment of liquidated damages shall be In addition to, not in lieu of, such other
remedies as may be available to DHHS. Except and to the extent expressly provided
herein, DHHS shall be entitled to recover liquidated damages cumulatively under
each section applicable to any given incident.

34.2.3. DHHS shall make all assessments of liquidated damages. Should DHHS determine
that liquidated damages may, or will be assessed, DHHS shall notify the MCO as
specified in Section 34.9 of this Agreement.

34.2.4. The MCO shall submit a written Corrective Action Plan to DHHS, within five
business days of notification, for review and approval prior to implementation of
corrective action.
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342.5. The MCO agrees that as determined by DHHS, failure to provide services meeting
the performance standards below will result in liquidated damages as specified. The
MCO agrees to abide by the Performance Standards and Liquidated D^ages
specified, provided that DHHS has given the MCO data required to meet performance
standards in a timely manner. DHHS's decision to assess liquidated damages must be
reasonable, based In fact and made In good faith.

34.2.6. The remedies specified in this Section shall apply until the failure is cured or a
resulting dispute is resolved in the MCO's favor.

342.7. Liquidated damages may be assessed for each day, incidence or occurrence, as
applicable, of a violation or Allure.

34.2^S. The amount of liquidated damages assessed by DHHS to the MCO shall not exceed
three percent (3%) of total expected yearly capitated payments, based on average
annual membership from start date, for the MCO.

34.2.9. Liquidated damages related to timely processing of membership, claims and
or/encounters shall be waived until such time as DHHS's file transfer systems and
processes are operational.

34.3. Category 1

34.3.1. Liquidated damages up to SI00,000 per violation or failure may be imposed for
Category I events. Category I events arc monitored by DHHS to determine
compliance and shall include and constitute the following:

34.3.1.1. Acts that discriminate among Members on the basis of their health status or
need for health care services. This includes termination of enrollment or

refusal to re-enroll an enrollee, except as permitted under law or under this
Agreement, or any practice that would reasonably be expected to discourage
enrollment by an enrollee whose medical condition or history indicates
probable need for substantial future medical services. (42 CFR 700(b)(3) and
42 CFR 704(b)(2)].

34.3.1.2. A determination by DHHS that a recipient was not enrolled because of a
discriminatory practice; SIS,000 for each recipient subject to the SIOO.OOO
overall limit in 42 CFR 704(bX2).

34.3.1.3. A determination by DHHS that a member found eligible for CFI services was
relocated to a Nursing Facility due to MCO's failure to arrange for adequate
in-home services in compliance with this Agreement and Hc-E801.09.
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34.3.1.4. Misrepresentations of actions or falsifications of information furnished to
CMS or the State.

34.3.1.5. Failure to comply with material requirements in this Agreement.

34.3.1.6.

34.3.1.7. Failure to meet the Administrative Quality Assurance Standards specified in
Section 29 of this Agreement.

34.3.1.8. Failure of the MCO to assume full operation of its duties under this
Agreement in accordance with the implementation and transition timef^es
specified herein.

34.4. Category 2

34.4.1. Liquidated damages up to $25,000 per violation or failure may be imposed for
Category 2 events. Category 2 events are monitored by DHHS to determine
compliance and shall include and constitute the following:

"34.4.1.1. Misrepresentation or falsification of information furnished to a member,
potential member, or health care provider.

34.4.1.2. Distribution, directly, or indirectly, through any agent or Independent MCO,
marketing materials that have not been approved by the State or that contain
false or materially misleading information.

34.4.1.3. Violation of any other applicable requirements of section 1903(m) or 1932 of
the Social Security Act and any implementing regulations.

34.4.1.4. Imposition ofpremiums or charges on members that are in excess of the
premiums or charges permitted under the Medicaid program; a maximum of
$25,000 or double the amount of the charges, whichever is greater. The State
will deduct the amount of the overcharge and return it to the affected member.

34.4.1.5. Failure to resolve member Appeals and Grievances within the timeframes
specified in Section 19 of this Agreement.

34.4.1.6. Failure to ensure client confidentiality in accordance with 42 CFR 166 and 45
CFR 164; an incident of non-compliance shall be assessed as per member
and/or per HIPAA regulatory violation.

34.4.1.7. Violation of a subcontracting requirement in this Agreement.
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34.4.1.8. Failure to provide medically necessary services that the MCO is required to
provide under law, or under this Agreement, to a member covered under this
Agreement.
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34.5. Category 3

34.5.1. Liquidated damages up to $10,000 per violation or failure may be imposed for
Category 3 events. Category 3 events are monitored by DHHS to determine
compliance and shall include and constitute the following:

34.5.1.1. Late, inaccurate, or incomplete turnover or termination deliverables.

34.6. Category 4

34.6.1. Liquidated damages up to $5,000 per violation or failure may be imposed for
Category 4 events. Category 4 events arc monitored by DHHS to determine
compliance and shall include and constitute the following:

34.6.1.1. Failure to meet staffing requirements as specified In Section 6.

34.6.1.2. Failure to submit reports not otherwise addressed in this Section within the
required timefirames.

34.7. Category 5

34.7.1. Liquidated damages as specified below maybe imposed for Category 5 events.
Category 5 events are monitored by DHHS to determine compliance and shall include
and constitute the following:

34.7.1.1. Failure to provide a sufficient number of providers in'order to ensure member
access to ail covered services and to meet the geographic access standards and
timely access to service delivery specified in this Agreement:

34.7.1.1.1. $ 1,000 per day per occurrence until correction of the failure or
approval by DHHS of a Corrective Action Plan;

34.7.1.1.2. $100,000 per day for failure to meet the requirements of the approved
Corrective Action Plan.

34.7.1.2. Failure to submit readable, valid health care data derived from Claims,
Pharmacy or Encounter data in the required form or format, and timefirames
required by the terms of this Agreement:

34.7.1.2.1. $5,000 for each day the submission is late;

34.7.1.2.2. for submissions more than thirty (30) calendar days late, DHHS
reserves the right to withhold five percent (5%) of the aggregate
capitation payments made to the MCO in that month until such time as
the required submission is made.

34.7.1.3. Failure to implement the Disaster Recovery Plan (DRP):
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34.7.1.3.1. Jmpiementalion of the DRP exceeds the proposed time by two (2) or
/  less Calendar Days: five thousand dollars (S5,000) per day up to day 2.

34.7.1.3.2. Implementation of the DRP exceeds the proposed time by more than
two (2) and up to five (S) Calendar Days: ten thousand dollars
(Si0,000) per day beginning with day 3 and up to day 5.

34.7.1.3.3. Implementation of the DEtP exceeds the proposed time by more than
five (5) and up to ten (10) Calendar Days: twenty ̂ ve thousand dollars
(S2S,000) per day beginning with day 6 and up to day 10.

34.7.1-.3.4. Implementation of the DRP exceeds the proposed time by more than
ten (10) Calendar Days: fifty thousand dollars (S50,000) per day
beginning with day 11.

34.7.1.4. Unscheduled system unavailability occurring during a continuous five (S)
business day period;

34.7.1.4.1. Greater than or equal to two (2) and less than twelve (12) hours
cumulative; up to one hundred twenty-five dollars (SI 25) for each
thirty (30) minutes or portions thereof.

34.7.1.4.2. Greater than or. equal to twelve (12) and less than twenty-four (24)
hours cumulative; up to two hundred fifty dollars (S250) for each
thirty (30) minutes or portions thereof.

34.7.1.4.3. Greater than or equal to twenty-four (24) hours cumulative; up to five
hundred dollars (S500) for each thirty (30) minutes or portions thereof
up to a maximum of twenty-five thousand dollars ($25,000) per
occurrence.

34.7.1.5. Failure to correct a system problem not resulting In system unavailability
within the allowed timeframe:

34.7.1.5.1. One (I) to fifteen (15) calendar days late; two hundred and fiffy dollars
($250) per calendar day for days I through 15.

r

34.7.1.5.2. Sixteen (16) to thirty (30) calendar days late; five hundred dollars
($500) per calendar day for days 16 through 30.

34.7.1.5.3. More than thirty (30) calendar days late; one thousand dollars ($1,000)
per calendar day for days 31 and beyond.

34.7.1.6. Failure to meet telephone hotline performance standards:

34.7.1.6.1. One thousand dollars ($1,000) for each percentage point that is below
the target answer rate of ninety percent (90%) in thirty (30) seconds.

34.7.1.6.2. One thousand dollars ($1,000) for each percentage point that is above
the target of a one percent (1 %) blocked call rate.
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34.7.1.6.3. One thousand dollars (S1»000) for each percentage point that Is above
the target of a five percent (5%) abandoned call rate.

34.7.1.7. The MCO shall resolve at least ninety-eight percent (98%) of member appeals
within thirty (30) calendar days from the date the appeal was filed with the
MCO

34.8. Suspension of Payment

34.8.1. Payment of capitation payments shall be suspended when:

34.8.1.1. The MCO feils to cure a default under this Agreement within thirty (30) days
of notification;

34.8.1.2. Failing to act on identified Corrective Action Plan;

34.8.1.3. Failure to implement approved program management or implementation
plans;

34.8.1.4. Failure to submit or act on any transition pbn, or corrective action plan, as
specified in this Agreement; or

34.8.1.5. Upon correction of the deficiency or omission, capitation payments shall be
reinstated.

34.9. Administrative and Other Remedies

34.9.1. In addition to other liquidated damages described in Category I -5 events, DHHS may
impose the following other remedies:

34.9.1.1. Appointment of temporary management of the MCO, as provided in 42 CFR
438.706, if DHHS finds that the MCO has repeatedly failed to meet
substantive requirements in Section 1903(m) or Section 1932 of the Social
Security Act.

34.9.1.2. ■ Suspending enrollment of new members and/or changing auto-assignment of
new members to the MCO.

34.9.1.3. Granting members the right to terminate enrollment without cause and
notifying affected members of their right to disenroll.

34.9.1.4. Suspension of payment to the MCO for members enrolled after the effective
date of the remedies and until CMS or DHHS is satisfied that the reason for

imposition of the remedies no longer exists and is not likely to occur.
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34.9.1.5. Termination of the Agreement if the MCO fails to carry out the substantive
terms of the Agreement or foils to meet the applicable requirements in Section
1903(m) or Section 1932 of the Social Security Act.

34.9.1.6. Civil monetary fines in accordance with 42 CFR 438.704.

34.9.1.7. Additional remedies allowed under State statute or regulation that address area
of non-compliance specified In 42 CFR 438.700.

34.10.Notice of Remedies

34.10.1.Prior to the imposition of either liquidated damages or any other remedies under this
Agreement, including termination for breach, with the exception of requirements
related to the Implementation Plan, DHHS will issue written notice of remedies that
will include, as applicable, the following:

34.10.1.1. A citation to the law, regulation or Agreement provision that has been
violated;

34.10.1.2. The remedies to be applied and the date the remedies shall be imposed;

34.10.1.3. The basis for DHHS's determination that the remedies shall be imposed;

34.10.1.4. Request for a Corrective Action Plan;

34.10.1.5. The timeframe and procedure for the MCO to dispute DHHS's determination.
An MCO's dispute of a liquidated damage or remedies shall not stay the
effective date of the proposed liquidated damages or remedies; and

34.10.1.6. If the failure is not resolved within the cure period, liquidated damages may
be imposed retroactively to the date of failure to perfonn and continue until
the failure is cured or any resulting dispute is resolved in the MCO's favor.
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35. Dispute Resolution Process
3S.t. Informal Dispute Process

35.1.1. In connection with any action taken or decision made by DHHS with respect to this
Agreement, within ninety (90) days following the action or decision, the MCO may
protest such action or decision by the delivery of a notice of protest to DHHS and by
which the MCO may protest said action or decision and/or request an infonnai
hearing with the New Hampshire Mcdicaid Director. The MCO shall provide DHHS
with an explanation of its position protesting DHHS's action or decision. The
Director will determine a time that is mutually agreeable to the parties during which
they may present their views on the disputed issue(s). It is understood that the
presentation and discussion of the disputed issue(s) will be informal in nature. The
Director will provide written notice of the time, format and location of the
presentations. At the conclusion of the presentations, the Director will consider all
evidence and shall render a written recommendation as soon as practicable, but in no
event more than thirty (30) calendar days after the conclusion of the presentation. The
Director may appoint a dcsignee to hear and determine the matter.

35.2. No Waiver

35.2.1. The MCO's exercise of its rights under Section 34.1 shall not limit, be deemed a
waiver of, or otherwise impact the parties' rights or remedies otherwise available
under law or this Agreement, including but not limited to the MCO's right to appeal a
decision of DHHS under RSA chapter 541 -A or any applicable provisions of the N.H.
Code of Administrative Rules, including but not limited to Chapter Hc-C 200 Rules
of Practice and Procedure.
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36. Confidentiality
36.1. Confidentiality of Records:

36.1.1. All Information, reports, and records maintained hereunder or collected In connection
with the performance of the services and the Agreement shall be confidential and
shall not be disclosed by the MCO, provided however, that pursuant to state laws and
the regulations of the Department regarding the use and disclosure of such
information, disclosure may be made to public officials requiring such Information in
connection with their official duties and for purposes directly connected to the

•  administration of the services and the Agreement; and provided further, that the use
or disclosure by any party of any information concerning a recipient for any purpose
not directly connected with the administration of the Department qr the MCO's
responsibilities with respect to purchased services hereunder is prohibited except on
written consent of the recipient, his attorney or guardian.

36.2. MCO Owned or Maintained Data or Information

36.2.1. It is understood that DHHS may, in the course of carrying out its responsibilities
under this Agreement, have or gain access to confidential or proprietary data or
information owned or maintained by the MCO. Insofar as the MCO seeks to maintain
the confidentiality of its confidential commercial, financial or personnel information,
the MCO must clearly identify in writing the information it claims to be confidential
and explain the re^ons such information should be considered confidential. The
MCO acknowledges that DHHS is subject to the Right-to-Know Law New
Hampshire RSA Chapter 91-A. DHHS shall maintain the confidentiality of the
identified confidential information insofar as it is consistent with applicable laws or
regulations, Including but not limited to New Hampshire RSA Chapter 91-A. In the
event DHHS receives a request for the information identified by the MCO as
confidential, DHHS shall notify the MCO and specify the date DHHS intends to
release the requested information. Any effort to prohibit or enjoin the release ofthe
information shall be the MCO's responsibility and at the MCO's sole expense. If the
MCO fails to obtain a court order enjoining the disclosure, DHHS may release the
information on the date DHHS specified in its notice to the MCO without incurring
any liability to the MCO.
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A. Capitation Payments/Rates
This Agreement is reimbursed on a per member per month capitation rate for the
Agreement term, subject to all conditions contained within Exhibit A. Accordingly, no
maximum or minimum product volume is guaranteed. Any quantities set forth in this
contract are estimates only. The Contractor agrees to serve all members in each
category of eligibility who enroll with this Contractor for covered services. Capitation
payment rates are as follows:

July 1,2017-June 30, 2018
Capitation Payment

Eligibility Category
Low Income Children and Adults - Aqe 2-11 Months $230.24
Low Income Children and Adults - Age 1-18 Years 130.67
Low Income Children and Adults • Aqe 19-f Years 398.79

Foster Care/Adoption 319.17

Breast and Cervical Cancer Program 1.612.74
Severely Disabled Children 1.160.71
Elderly and Disabled Adults 1.049.34
Dual Ellgibles 227.70
Newborn Kick Payment 3,215.44
Maternity Kick Payment 3.168.61

NF Resident and Waiver Rate Cell Capitation Rates
Nursing Facility Residents - Medicaid Only - Under 65 $2,118.42

■  NurslngTacHilvResKJerits-Medicaid Only - 65+ 1,295.53
Nursing Facility Residents - Dual Ellgibles - Under 65 247.69
Nursing FacHily Residents - Dual Eliqfbles-65+ 85.64

Community Residents - Medicaid Only - Under 65 3,072.51
Community Residents - Medicaid Only - 65+ 1.432.19
Community Residents - Dual Ellgibles - Under 65 1.215.30
Community Residents - Dual Eligibles - 65+ 402.14

Deyeiopmentallv Disabled Adults - Medicaid Only 876.47

Developmentailv Disabled Adults - Dual Ellaibles 249.87
Developmentaily Disabled and IMS Children 1,231.14
AcQulred Grain Disorder - Medicaid Only 1.353'.25
Acquired Brain Disorder - Eligibles Dual 311.95

Behavioral Health Population Rate Cells Capitation Rates
Severe 1 Persistent Mental Illness - Medicaid Only $2,245.33
Severe / Persistent Mental Illness - Dual Eligibles 1.731.95
Severe Mental Illness - Medicaid Only 1.513.71
Severe Mental Illness - Dual Ellaibles 1.010.10
Low UQiizer - Medicaid Only 1.405.84
Low Utilizer - Dual Eligibles 577.39
Serious Emotionally Disturbed Child 933.10

July 1,2017-June 30, 2018
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Capitation Payment - NH Health Protection Program. Alternative Benefit Plan for
Medically Frail

EiiQlbilitv Cateoorv Caoltatlon Rate
Medically Frail S 1.210.76

July 1,2017-June 30,2018
Capitation Payment — NH Health Protection Program, Transitional Population

EllglbHitv Category Caoltatlon Rate
NHHPP Transitlonai Population $ 430.22
Maternity Kick Payment $ 3,499.83

2. Price Limitation
This Agreement is one of multiple contracts that will serve the New Hampshire Medicaid
Care Management Program. The estimated member months, for State Fiscal Year
2018, to be served among all contracts is 1,588,466. Accordingly, the price limitation
for SFY18 among all contracts, for State Fiscal Year 2018, based on the projected
members per month is $619,281,945.

3. Health insurance Providers Fee
Section 9010 of the Patient Protection and Affordable Care Act Pub. L. No. 111-148

(124 Stat. 119 (2010)), as amended by Section 10905 of PPACA, and as further
amended by Section 1406 of the Health Care and Education Reconcliiation Act of 2010,
Pub. L No. 111-152 (124 Stat. 1029 (2010)) imposes an annual fee on health insurance
providers beginning In 2014 ("Annual Fee"). Contractor is reisponsible for a percentage
of the Annual Fee for all health insurance providers as determir^ by the ratio of
Contractor's net written premiums for the preceding year compared to the total net
written premiums of ail entities subject to the Annual Fee for the same year. j
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The State shall reimburse the Contractor for the amount of the Annual Fee specifically
aliocable to the premiums paid during this Contract Term for each calendar year or part
thereof, including an adjustment for the full impact of the non-deductibility of the Annual
Fee for Federal and state tax purposes, including income and excise taxes
("Contractor's Adjusted Fee"). The Contractor's Adjusted Fee shall be determined
based on the final notification of the Annual Fee amount Contractor or Contractor's

parent receives from the United States Internal Revenue Service. The State will provide
reimbursement within 30 days following its review and acceptance of the Contractor's
Adjusted Fee.

To claim reimbursement for the Contractor's Adjusted Fee the Contractor must submit a
certified copy of its full Annual Fee assessment within 60 days of receipt, together with
the allocation of the Annual Fee attributable specificaily to its premiums under this
Contract. The Contractor must also submit the calculated adjustment for the impact of
non-deductibility of the Annual Fee attributable specifically to its premiums under this
Contract, and any other data deemed necessary by the State to validate the
reimbursement amount. These materials shall be submitted under the signatures of
either its Financial Officer or Executive leadership (e.g., President, Chief Executive
Office, Executive Director), certifying the accuracy, truthfulness and completeness of
the data provided.

Questions regarding payment(s) should be addressed to:
Attn: Medicaid Finance Director

New Hampshire Medicaid Managed Care Program
129 Pleasant Street

Concord, NH 03301
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The Exhibit 0 items shall be submitted according to the schedule and method specified and as modified in the NH DHHS's New Hampshire Medicaid Care

Management Quality Oversight Reporting Specifications document, related templates, and as specified by the Medicaid Quafity Information System

specificatiortt using the specifications relevant for each item's data period. ^

Table Notes:

"Change for 2018" column indicates whether the item is Unchanged, New, Changed, or Retired after final submission.

"Requires Subpopulation Breakout" column Indicates measures where reporting requires population subgrouping system as defined by DHHS.

Reporting Reference IDs starting with '*CAHPS_CPA__SUP" or *'CAHPS_6P_SUP" are for CAHPS supplemental questions, to include the screening questions used.

Reporting Rcferanca ID
Change
forlOU

Requires

Sufapopttistion

Bi«akout

Name Type
Measure Date

Period

Standard Due

Date

First Date

Required for

Newer

Charge

Date of Last

Required
Submission

for Retired

ACCESSREaOS u

Member Requests lor Assistance Accessing
MCO Oeslgnated'Prlmarv Care Providers per

Average Members bv County

Measure Quarterly
2 months after the

end of the quarter

ACCESSREQ.06 u

Member Requests for Assistartce Accessing
Physkian/APRN Speciaiists (non-MCO
Designated Primary Care) Providers per

Average Members by County

Measure Quarterly
2 months after the

end of the quarter

ACODENT.Ol u Accident artd Trauma Claim Log Table Monthly
15 calendar days

after end of month

ACCRED.01 N
NCQA Accreditation Submission Overview

Report (Provided by NCQA)
Report Annually

IS Days after MCO

receives

accreditation

report from NCQA

Accreditation

reports

received in

CY2017

AMBCARE.IO u X

Ambulatory Care: Physiclan/APRN/Cfinic

Visits per Member per Month by

Subpopulation
Measure Quarterly

4 months after the

end of the

calendar quarter

AMBCARE.ll u X

Ambulatory Care: Emergency Department

Visits for Medical Health Conditions per

Member per Month by Subpopulation
Measure Quarterly

4 months after the

end of the

calendarquarter
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NH Me<flcaid Care Management Quality and Oversight Reportfr« - 2018

hepo#ting Reference IP
Change
for 2018

8e<Rilres
Subp«fMlatton

Breakout

Name Type
Measure Data

Period

Standard Due

Data

First Date

Required for
New or

Change

Date of Last

Required

Submission

for Retired

AMaCARE.12 U X

Ambulatory Care: Emergency Department
Visits PotentiaHy Treatable in Primary Care

per Member per Month by Subpopulatlon
Measure Quarterty

4 months after the

end of the

calendar quarter

AM8CARE.13 u X

Ambulatory Care: Emergency Department
Visits for Behavioral Health Conditions per

Member per Month by Subpopulatlon
Measure Quarterly

4 months after the

end of the

calendar quarter

AMBCARE.14 u X

Ambulatory Care: Emergency Department

Visits for Substance Use Related (Chronic or

Acute) Conditions per Member per Month

by Subpopulatlon

Measure Quarterly

4 months after the

end of the

calendar quarter

AMBCARE.18 N X

Frequent (4+ per year) Emergency.

Department Use in tbe Behavioral Health

Population by Subpopulatlon
Measure Quarterly

4 months after the

end of the

calendar quarter

1/31/2018

APPEALS.01 U
Resolution of Standard Appeals WitNn 30

Calendar Days
Measure Quarterly

2 months after the

end of the quarter

APPEALS.02 u
Resolution of Exrended.Standard Appeals-

Within 44 Calendar Days
Measure Quaaerly

2 months after the

end of the quarter

APPEAtS.03 c
Resolution of Expedited Appeals Within 72
Hours

Measure Quarterly
2 months after the

end of the quarter
11/30/2017

APPEALSXM u
Resolution of All Appeals Within 45 Calendar

Days
Measure Quarterty

2 months after the

etrd of the quarter

APPEALS.05 u Resolution of Appeals by Disposition Type Measure Quarterly
2 months after the

end of the quarter

APPEALS.09 R Appeals by Reason Type Measure Quarterly 8/31/2017

APPEALS.16 U

Appeals by Type of Resolution and Category
of Service by State Plan, 191SB Waiver, and
Total Population

Table Momhty
30 days after the

end of the month '

APPEALS.17 u

Pharmacy Appeals by Type of Resolution and
Therapeutic Drug Class by State Plan, 1915B
Waiver, and Total Population

Table . Quarterly
2 monthsafter the

end of the quarter

APPEALS.18 N
Reversed Appeals Service Authorization

vtrithin 72 Hours
Measure Quarterly

2 months after the

end of the quarter
11/30/2017
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Reporttag Reference ID Otaage
for 2018

Requires

Sufapoptdstlon

Breakout

Name Type
MeetureDsta

Period

1

Standard Due

Date

First Date

Required for

New or

Oungey

Date of Last

Required.

Submission

for Retired

APPEALS.19 N
Percentage of Member Appeals Received
during the measure data period. Measure Quarter

2 months after the

end of the quarter
11/30/2017

BHCHLOMEDMGT.Ol u

Poliow-up Psvchiatrlc Consultatiorts for

Children Using Behavioral Health

Medications

Measure CY June 3Dth 6/30/2016

BHC0NSENT.02 . R

Consent for Release of Information for

Primary Care - Behavioral Health Care
Coordirtatlon Annual Report

Narrative

Report
Agreement year 7/31/2016

BHCRISIS.01 R

Behavioral Health Crisis line and Emergency

Services Report on Inrtovatlve and Cost

Effect!^ Models

Narrative

Report
N/A 12/31/16

BHOISCHARGE.Ol U X

Community Hospital Discharges for Mental
Health Conditions Where Patient Had a Visit

With a Mental Health Practitioner Within 7

Calendar Days of Discharge by
Subpopulation

Measure Quarterly
4 months after the

end of the quaner

BH0ISCHARGE.02 U X

Community Hospital Discharges for Mental

Health Conditloru Where Patient Had a Visit

With a Mental Health Practitioner Within 30

Calendar Days of Discharge by

Subpopulation

Measure Quarterly
4 months after the

end of the quarter

BHHOMELESS.Ol U.
New Hampshire Hospital Homeiessness
Reduction Plan

Plan Agreement year September 30th

BHH0MELE5S.02 U
New Hampshire Hospital Homeiessness

Quarterly Report
Narrative

Report
Quarterly

Within 30 days of

the end of each

quarter

BHPARITY^l N Behaviofal Health Parity Certification Report Narrative

Report
Annually TBD TBD

BHPAWTY.02 N Behavioral Health Parity Compliance Report Narrative

Report
Annually TBD TBD

BHREADMIT.Ol U X

f^admlssk>n to Community Hospital for
Mental Health Conditions at 30 days by

Subpopulation
Measure

June 1 of prior

SPY to June 30

of measurement

year. A 13

month period.

September 1st
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Reporting Reference to
Qtsnge
for 2018

ReRulrts
Subpoptdation

Breshout

Name Type
Measure Data

ROTtod

StaiMferd Due

Date

First Date

Required for

New or

Change

Date of last

Required

Submission

forRetlrqd

BHREA0MiTJ)2 u X

Readmbsion to Community Hospital for

Mental Health Conditions at 180.days by
Subpopulatbn

Measure

January 1 of

prior SFY to June

30 of

measurement

year. An 18

month period

September 1st

bhsurvey.oi c

Behavioral Health Satbfactton Survey Annual

Report; survey instrument subject to DHHS

approval

Narrative

Report
Annually June 30th 6/30/2018

boardcert.oi c
MCO Network Board Cert'rfication Report as

Specified by DHHS
Table Annually July 31 9/30/2017

cahps_a.oi u
Adult CAHPS: Validated Member Level Data

File fVMLOF)
Data File

Standard HEDIS

Sctredule
June 30

CAHPS_A.02 u
Adult CAHPS: Validated Member Level Data

Fife (VMLDF) • Layout
Data File

Standard HEDIS

Schedule
June 30

CaHPS_AX)3 u
Adult CAHPS: Medicald Adult Survey Results

Report
Report

Standard HEDIS

Schedule
June 30

cahps.am u
Adult CAHPS: CAHPS Survey Results with
Confidence Intervals

Data File
Standard HEDIS

Schedule
July 15

cahps_a.os u
Adult CAHPS: Survey Ir^strument Proofs
created by Survey Vendor

Report
Standard HEDIS

Schedule
February28

Cahps_a_all u
Adult CAHPS: CAHPS 5.0H Core Survey -

Adults
Measure

Standard HEDIS

Schedule
July IS**"

cahps_c.oi u
Child w CCC CAHPS: Validated Member Level

Data File (VMLOF)
Data File

Standard HEDIS

Schedule
June 30

CaHPS_C.02 u
Child w CCC CAHPS: Validated Member Level

Data File (VMlDF) - Layout
Data File

Standard HEDIS

Scf>edule
June 30

CAHPS_C.03 u
Child w CCC CAHPS: Medkraid Child with CCC

* CCC Population Survey Results Report
Report

Standard HEDIS

Schedule
June 30

CaHPS_C.04 u
Child w CCC CAHPS: Medicaid Child vvith CCC

• General Population Survey Results Report
Report

Standard HEOIS

Schedule
June 30

CAHPS_C.05 u
Child w CCC CAHPS: Survey Results with

Confidence Intervab - Child with CCC
Data File

Standard HEDiS

Schedule
July 15

CAHPS_Ci)6 u
Child w CCC CAHPS: Survey Results with
Confidence intervals • General Population

Data RIe
Startdard HEOIS

Schedule
July 15

CAHPS_C.07 u
Child w CCC CAHPS: Survey Instrumertt
Proofs aeated by Survey Vendor

Report
Standard HEDiS

Schedule
February 28
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Reporting Reference to Change
fQr20U

Requfres

Subpoputatbn

Breakout

Name Type
Nteasure Data

Period

Standard Due

Date

FIrstDate

Required for

New or

Change

Date of Last

Required
Submisdofi

for Retired

CAHPS_C_ALL U
Child CAHPS; CAHPS 5.0H Core and Children

with Chronk Cofwlltlons Survey - Children Measure
Standard HEDIS

Schedule
July 15* 7/15/2017

CAHPS.CPA_SUP.101 N

in the last 6 months, did you need any
treatment Of counseling for a personaior
family problem? (Screening Question for

CAHPS CPA SUP.102)

Measure
Standard HEDIS

Schedule
July IS* 7/15/2018

CAHPS_CPA_SUP.102 U
• Adult CAHPS*: Ease In Getting Treatment or
Counseling: Usually or Always - Measure

Standard HEDIS

Schedule
July 15* 7/15/2017

CAHPS_CPA_SUP.112 N

In the last 6 months, did you have a health

problem for whkh you needed special
medical equipment, such as a cane, a
wheelchaif, or oxygen equipment?
(Screening Question for

CAHPS CPA SUP.113)

Measure
Standard HEDIS

Schedule
July 15* 7/15/2018

CAHPS_CPA_SUP.I13 U
Adult CAHPS*: Ease In Gettirtg Special
Medical Equipment: Usually or Always

Measure
Standard HEDIS

Schedule
July IS* 7/15/2017

CAHPS_CPA_SUP.231 U
Adult CAHPS*: Days to Get Appointment
When Care Needed Right Away Measure

Standard HEDIS

Schedule
July 15* 7/15/2017

CAHPS_CPA_SUP.232 ii
Adult CAHPS*: Days to Get Appointment For
Check-up or Routine Care Measure

Standard HEDIS

Schedule
July IS* 7/15/2017

CAMPS_CPA_SUP.233 N

In the last 6 months, did you r>eed care
during etcnlngs, weekends, or holidays?
(Saeenlng Question for

CAHPS.CTA SUP.234)

Measure
Standard HEDIS

Schedule
July 15* 7/1S/2018

CAKPS_CPA_SUP.234 U

Adult CAHPS*: Getting Needed Care from a
Doctor's Offke or dlnlc During Evenings,
Weekends, or Holidays - Usually or Always

Measure
Standard HEDIS

Schedule
July 15* 7/15/2017

CAHPS_CPA_SUPiTBD01 N

Adult CAHPS*: Personal Doctor Had Medkal

Records or Other Information about .Care:

Usually or Always
Measure

Standard HEDIS

Schedule
July 15* 7/15/2018

CAHPS_CPA_SUP.TBD02 N

In the last 6 months, did you get care from

more than one kind of health care provider
or use more than one kind of health care

servke? (Screener Question 01 for

CAHPS .CPA SUP.TBD04)

Measure
Standard HEDIS

Schedule
July 15* 7/15/2018
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Reporting Reference fl)
Oange

for 2018

Requires

-Sub population

Breakout

Name Type
Measure Oats

Period

StsndanSDue

Date

RmOata

Requited for

New or

Change

Date of Last

Required

Submission

for Retired

CAHPS_CPA_SUP.TBD03 N

tn the last 6 months, did you need help from
anyone in your personal doctor's office to

manage your care among these different

providers and services? (Screerter Question
#1 for CAHPS_CPA_SUP.Te004)

Measure
Standard HCDIS

Schedule
July 7/15/2018

CAHPS_CPA_SUP.TBD04 N

Adult CAHPS*: Personal Doctor Provided
Help Needed to Manage Care Among
Different Providers and Services: Usually or
Always

Measure
Standard HEDIS

Sctwdule
July IS** 7/15/2018

■

CAHPS_GP_SUP.23l U
Child CAHPS*: Days to Get Appointment
When Care Needed Right Away Measure

Staixfard HEDIS

Schedule
July 15*^ 7/15/2017

CAHPS_GP_SUP.232 U
Child CAHPS*: Days to Get Appointment For

Check-up or Routine Care Measure
Standard HEDIS

Schedule
July 15*^ 7/15/2017

CAHPS_GP_SUP.233 U

In the last 6 months, did your child need
care during evenings, weekertds, or

holidays? (Screening Question for
CAHPS GP SUP.234)

Measure
Standard HCDIS

Schedule
July 15* 7/15/2017

CAHPS_GP.SUP.234 U

Child CAHPS*: Getting Needed Care from a
Doctor's Office or Clinic During Evenings,
Weekends, or Holidays - Usually or Always

Measure
Standard HEDIS

Scf>edule
July IS* 7/15/2017

CAHPS_GP_SUP 390096 N

In the last 6 months, did anybrte from your
chllcfs health plan, doctor's office, or clinic
help coordinate your child's care among
these doctors or other health providers?
(Screening Question for
CAHPS_GP_SUP390097 and.
CAHPS GP SUP.990098)

Measure
Standard HEDIS

Schedule -
July 15* 7/15/2018

CAHPS_GP_SUPS90097 U
Child CAHPS*: Who Helped.td Coordinate
ChUd'sCare

Measure
Standard HEDiS

Sctwduie
July IS* 7/1S/2017

CAHPS_GP_SUP.990098 U

Child CAHPS*: Satisfaction wth Help
Received to Coordinate Child's Care - -

Satisfied or Very Satisfied
Measure

Standard HEDIS

Schedule
Jufy IS* 7/15/2017

CAHPS_GP_SUP.T8001 N

ChDd CAHPS": Personal Doctor Had Medical

Records or Other Information about Child's

Care: Usually or Always
Measure

Star>dard HEDIS

Schedule
July 15* 7/1S/2018
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Rcportlns tefaiei>c« id
Change
for 2018

fiequffcs

Subpoputotton
Breakout

Name Typo
MpasureOata
^ • M

I^CflOO

Standard Due

Date

First Date

Required for

New or

Change

Date ef last

Required

Submfsdon

for Retired

CARECOORO.01 U X
Percent of Members Recefvlng Care

Management Services by Subgroup
Measure Quarterly

Two monthsafter

the end of the

data period
2/29/2016

CARECOORO03 u

Quality Assessment: Referral to Case

Management for All Irtfants with a Diagnosis

of Neonatal Abstinence Syndrome
Measure Quarterly

2 monthsafter the

end of the quarter
11/30/2015

CAREMGT.Ol c

Care Management Plan Including Plan to
Assess and Report on the Quality and

Approprlaler>ess of Care Furnished to

Members With Special Health Care Needs

includir^ System of Care for Children With
Serious Emotional Disturbances

' Plan N/A May 1st' 5/1/2018

CAREMGT.02 R
Systems of Care for Children With Serious

Emotional Disturbance Report
Narrative

Report .
TBO

No Further

Submissions

Required

CaREMGT.06 N Special Needs Assessment Report Table Monthly
15 Days after the

er>d of the month
TBO

CAREMGT.20 C
Medlcaid Care Management Program

Comprehensive Annual Report

Narrative

' ar>d

Analytic

Report

Agreement year August 30 9/30/2017

CLAIM.01 u
Timely Professional artd Facility Medical
Cairn Processing Measure

Numeratorand

denomlrtator

calcubted daily
/summary

measure

reported

monthly

SO calendar days

after end of

reporting period

1/19/2017

CLAIM.OS u
Claims Quality Assurance: Cairns Processing
Accuracy

Measure Monthly

SO catertdar days

after end of

reporting period

1/19/2017

aAIM.06 u
Claims QuaRty Assurance: Claims Payment
Accuracy

Measure Monthly

SO calendar days
after end of

reportirtg period

1/19/2017
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beportfng Reference K)
for2pia

Rctprires
$ubpopulatlon

Breakout

Name Type
MeasumDsta

Period

Standard Due

Date

FfrttDate

Required for

New or

Change

Date of last

Required

Submission

for Retired

CLAIM.07 u
Cl^iris Quaiity Assurance: Claims Financial
Accuracy

Measure Monthly •

50 calendar days

after end of

reporting period

1/19/2017

CLAIM.OS u Interest on Late Paid Claims Measure Monthly
50 calendar days

after end of

reporting period
1/19/2017

CLAIM.09 u
Timely Professional and Facility Medical
Claim Processing: Sixty Days of Receipt Measure

Numerator and

denominator

calculated daily
/ summary

measure

repotted

monthly

80 calendar days

after end of

reportlrtg period

2/18/2017

CLAJM.IO u
Claims Payment Quality Assurartce

Corrective Action Plans--
Plan N/A As needed

CLAIM.ll u
Professtonal and Facility Medical Claim

Processing Results • Paid, Suspended, Denied
Measure

Numerator and

denominator

calculated daily

/summary

measure

reported

monthly

SO calendar days

after end of

reporting period
1/19/2017

CLAtM.17 u Average Pharmacy Claim Processing T^e Measure Monthly

50 calendar days

after end of

reporting period
1/19/2017

Claim.18 N

High Risk Provider - Professional and Facility

Medical Claim Processing Results by Provider

Subgroup

Table Monthly

50 calendar days ,

after end of

reporting period

TBO

Cms.a^aba u

Adult BMI Assessment (CMS Adult Core Set).

Age breakout of data collected for HEOIS
measure

Measure CY September 30th

Cms_a_amm.oi u

Antidepressant Medication Management:
Effective Acute Phase Treatment (CMS Adult

Core Set)
Measure

May! of year

prior to the

measurement

year to Oct 31

of measurement

year.

September 30th
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Reporting Reffence ID
Chsf^

for 2018

Requires

Subpopubtlon
Breakout

Name Type
Measure Data

Period

Standard Due

Date

First Data

Required for

New or

Changa

Date of Last

Required

Submission

for Retired

CMS_A_AMM.02 U

Antidepressant Medication Management;
Effective Continuation Phase Treatment

(CMS Adult Core Set)
Measure

May 1 of year

prior to the

measurement

year to Oct 31

of measurement

year.

September 30th

CMS_A_BCS U
Breast Cancer Screening (CMS Adult Core
Set) Measure 2CY September 30th

CMS_A_CBP U

Controlling High Blood Pressure (CMS Adult
Core Set). Age breakout of data collected

for HEOIS measure

Measure CY September 30th
-

CMS_AjCCP u
Contraceptive Care - Postpartum (CMS
Adult Core Set)

Measure CY September 30th 9/30/2017

CMS_A_CCS u
Cervical Cancer Screening (CMS Aduh Core
Set)

Measure 3CY September 30th

CMS,A_CDF u

Screening for Qinical Depression and Follow-
up Plan by Age Group (CMS Adult Core Set)
(First submission due 9/2016)

Measure CY September 30th

CMS_A_FUH.01 u

Follow-up After Hospitallzation for Mental

Illness: Within 7 Days of Discharge (CMS
Adult Core Set)

Measure CY September 30th

CMS_A_FUH.02 u

Fotlow-Up After Hospitallzation for Mental

illness: Within 30 days of Discharge (CMS
Adult Core Set)

Measure CY September 30th

CMS.A^FUMA u

Follow-up after Discharge from the
Emergency Department for Mental Health or

Alcohol or Other Drug Oeper>dence (CMS
Adult Core Set)

Measure CY September 30th 9/30/2017

CMS_A_HA1C u
Comprehensive Diabetes Carer Hemoglobin
Ale Testing (CMS Adult Core Set)

Measure a September 30th

CMS_A_HAIC_SMI u

Diabetes Care for People with Serious

Mental Illness: Hemoglobin (KbAlc) Poor

Control (>9.0N) (CMS Adult Core Set)
Measure CY September 30th 9/30/2017

CMS^A^MPC u
Comprehensive Diabetes Care: Hemoglobin

AlC Poor Control (>9.0K)
Measure CY September 30th
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RvporHng Rxftrence ID Oanst
forlOlfl

Reqtifres

SubpopuMon

Breakout

Name Type
Measure Data

f^noo

Stancfard Due

Date

First Data

Required for
. New or

Ottnge

Date of Last

Required

Submission

forRetlrad.

CMS_AJET.01 U

Initiation & Engagement of Alcohol ft Other

Drug Dependence Treatment: Initiation

(CMS Adult Core Set). Age breakout of data

collected for HEOIS measure

Measure CY September 30th

CMS_AJET.02 U

Initiation ft Engagement of Alcohol ft Other
Drug Oeperxfence Treatment: Engagement
(CMS Adult Core Set). Age breatout of data
collected for HEDIS measure

Measure CY September 30th

CMS_AJNP_PQ101 u

Diabetes Short-Term Complications

Admission Rate per 100.000 Member

Months (CMS Adult Core Set)
Measure CY September 30th

CMS_AJNP_PQ|05 u

Chronic Obstructive Pulmonary Disease
(COPO) or Asthma in Older Adults Admission

Rate per lOO.OOO Member Months (CMS
Aduh Core Set)

Measure CY September 30th

CMS_A_rNP_PQ;08 u
Heart Failure Admission Rate per 100.000

Enroilce Months (CMS Aduh Core Set)
Measure CY September 30th

CMS_A_INP_PQ(15 u

Asthma in Younger Adults Admission Rate

per lOO.OOO Enrollee Months (CMS Adult

Core Set)
Measure CY September 30th

CMS_A_MPM.Ol u'

Annual Monitoring for Members on
Anglotensin Convertirtg Entyme (ACE)

- inhibitors or Anglotensin Receptor Blockers
(ARB) (CMS Adult Core Set)

Measure CY September 30th

CMS_A_MPM.02 u
Annual Monitoring for Members on Digoxin
(CMS Adult Core Set)

Measure CY September 30th

CMS_A_MPM.03 u
Annual Monitoring for Members on Oiuretk

(CMS Adult Core Set)
Measure CY September 30th

CMS_A_MPM-04 u
Annual Monitoring for Patients on Persistent

Medications (Total) (CMS Adult Core Set) Measure CY September 30th

CMS_A_MSC01 u

CAHPS: Medical Assistance with Smoking
and Tobacco Use Cessation: Advising
Smokers and Tobacco Users to Quit (CMS

Adult Core Set) Ages 18 to 64.65«

Measure a September 30th

CMS_A_MSC.02 u

CAHPS: Medical Assistance with Smoking
and Tobacco Use Cessation: Discussing

Cessation Medications (CMS Adult Core Set)

Ages 16 to 64.6S»

Measure CY September 30th
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Reporting Reteranca fl)
ChengB

for 2018

Requires

Sufapopubtlon
Breakout

Name Type
Measure Date

Period

Startdard Due

Date

first Date

Requirodfor
New or

Change

Date of Last

Required

Submission

for Retired

CMS.A_MSC.03 u

CAHPS: Medical Assistance with Smoking

and Tobacco Use Cessation: Discussing

Cessation Strategies (CMS Adult Core Set)
Ages 18 to 64. 65*

Measure CY September 30th

CMS_A_OHD u

Use of d^oids from Multiple Providers at
High Dosage in Persons Without Cancer:

OpiWHifth Dosage (CMS Adult Core Set)
Measure a September 30th

CMS^C_BHftA.01 u
Behavioral Health Risk Assessment for

Pregnant Women (CMS Child Core Set)
Measure CY September 30th

CMS_C_BHRA.02 u

Behavioral Health Risk Assessment for

Pregnant Women (CMS Child Core Set) -
Individual Screening Rates

Table CY September 30th

CMS_C_CCP u
Contraceptive Care - Postpartum (CMS Child

Core Set)
Measure CY September 30th 9/30/2017

CMS_C_0£V u

Developmental Screening In the First Three

Years of Life (CMS Child Core Set)

(Administrative only data for 9/30/2015
report)

Measure Ct September 30th

CMS_C_S«A u

Child and Adolescent Major Depressive

Disorder-. Suicide Risk Assessment (CMS

Child Core Set)

Measure CY September 30th 9/30/2017

COMMUNICAT10N.01 u Communications Plan Plan N/A May 1st

CULTURALCOMP.Ol u Cultural CompeterKy Strategic Plan Plan N/A September 30th

CULTURALCOMP.02 R Cultural Competency Annual Report
Narrative

Report
Agreement year 9/30/2016

D£MGPfiOF.01 U

Community Denwgraphic. Cultural, and

Epidemlologic Profile: Preferred Spoken
Language

Measure

July 1 (for Initial

submission use

any date prior

to due date)

Annually

September 30th

OEMGPftOF.03 u
Community Demographic. Cultural, and
Epidemlologic Profile: Ethnicity

Measure

July 1 (forlnitial

submission use

any date prior

to due date]

September 30th

DEMGPROF.04 u
Community Demographic, Cultural, and
Epidemlologic Profile: Race

Measure

July 1 (for initial

• submission use

any date prior

to due date)

September 30th
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Rcpoftbig Reference ID
Change
for201B

Requires
Subpeputatlen

Breakout

Name TVpe
Measure Data

Period

StartdardDue

Date

First Date

Required for
New or

Change

Date of last

Required

Subntelon

for Retired

DSH.Ol N Olsofoportlonate Hospital Claims Report Table
Hospital Fiscal
Year

December 10** 12/10/2017

DUR.Ol U Drug Utilization Review (DUR) Annual Report Report
Federal Fiscal

Year
June 15'" 6/15/2019

EMERGENCYRESPONSE.Ol U Emergency Response Plan Plan N/A May 1**

EPSOT.20 U
Early and Periodic Screening, Diagnostics, &

Treatment (EPSDT) Plan
Plan N/A May l"

FINANCIALSTATEMENT.Ol R Audited Financial Statement
Narrative

Report
Annually

Within 120 days
after the end of

MCOs fiscal year

FWA.02 C
Fraud Waste and Abuse Log: FWA Related

to Providers
Table Monthly

30 days after tf>e

end of the month
T8D

FWA.03 R
Fraud Waste and Abuse Log: Court Ordered
Treatment Report

Table Monthly

No

Submission's

Required

FWA.04 U
Fraud Waste and Abuse Log: Date of Death
Report

Table Monthly
30 days after the

ertd of the month

FWA.05 U
Fraud Waste and Abuse Log: Explanation Of

Medical Benefit Report
Table Quarterly

30 days after the

end of the quarter

FWA.07 N Provider Inappropriate Use of Modifier 59 Table Quarterly
50 calendar days

after end of

reporting period

TBD

FWA.20 C
Comprehensive Annual Fraud Waste artd

Abuse Summary Annual Report.

Narrative

Report
Agreement Year September 30'" TBD

GRIEVANCE.OI U
Grievance Dispositions Made Within 4S
Calendar Days

Measure Quarterly
2 months after the

end of the quarter

GRIEVANCE.02 U
Grievance log Including State Plan / 1915B
Waiver Flag

Table

Quarterly (Last

Monthly

Submission Due

7/15/2016)

15 calendar days

after the end of

the quarter

10/15/2016

(

6RIEVANCE.03 N

-

Percentage of member grievances received

during the measure data period.
Measure Quarterly

2 Months

following the end

of the

measurement

quarter

11/30/2017

HEOiS.01 U HEDiS Roadmap Report
Standard HEDIS

Schedule
Februarys
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Reporting Refertoce ID
Chsngt

for 2018

Requires

Sufapopubtlon
Breakout

Name Type
Measure Data

Period

Standard Due

Date

FimDate

Reqtilredfer
New or

Change

Date of Lest

Required
Submission

for Retired

H£DJS.02 u HEDIS Data Filled Workbook Data File
Standard HEDIS

Schedule
lurte 30

HEOIS03 u HEOIS CofTwna Separated Values Workbook Data File
Standard HEDIS

Schedule
iune 30

HEDtS.04 u
NCQA HEDIS Compliance Audit*^ Final Audit

Report
Report

Standard HEDIS

Schedule
iu^3l

HEmS.OS R
HEDIS: List of measures required for NCQA

Accreditation and by Exhibit 0
Report

Standard HEDIS

Schedule
2/1/2017

HEDJS^AAB U
Avoidance of Antibiotic Treatment in Adults

with Acute Bronchitis
Measure CY June 30"*

HED1S_AAP u
Adults' Access to (use of)

Preventive/Ambulatoiv Health Services
Measure CY June 30*^

HEOIS.ABA u Adult BM1 Assessment Measure CY June 30'"

H£OIS_ADD.01 u

•  s

Follow Up Care for Children Prescribed

AOHD Medication - initiation
Measure

A year starting
March-April 1 of
year prior to the

measurement

year and ending
February 28 of

measurement

year.

June 30*"

HED1S_AOD.01_SUB u X

Follow Up Care for Children Prescribed

aOKO Medication - Initiation by
Stibpopulation'

Measure

A year starting

March-April 1 of

year prior to the

measurement

year and ending

February 28 of

measurement

year.

July 3l"

MEDIS_AD0.02 u

Follow Up Care for Children Presaibed

aOHO Medication - Continuation &

Maintenance Phase

Measure

A year starting

March-April lof

year prior to the

measurement

year and ending

February 28 of

measurement

year.

June 30"
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Reportlns IWereflce 10
Chmge
forZdlS

Requires
Subpopulatlon

Breakout

Name Type
McttsuraDsta

Period

StendardDu*

Osto

FtffltDstO

Required for
Newer

Qienge

[>steof Ust

Required
SubmbskM

for Retired

HEOIS_ADOJ)2_5U8 U X

s

FoDow Up Care for Children Prescribed

ADHD Medkatlon - Continuation &

Malntenar>ce Phase by Subpopulatlon
Measure

A year starting

March-April 1 of

year prior to the

measurement

year ar>d ending

February 28 of
measurement

year.

July 3l"

HEWS_AMB-la U
Outpatient and Emergency Dept. visits/lOOO
Member Months-Total Population

Measure a June 30*^

HE01S_AMB-lb u  •

Outpatient and Emergency Dept. vislts/lOOO
Member Months - Medlcaid/Medicare Dual-

Eliftibles

Measure Of June SO*"

HEDIS_AMB-lc u
Outpatient and Emergency Dept. Vlslts/lOOO
Member Months - Disabled

Measure CY June 30*^

HEOIS_AM0-ld u
Outpatient arvd Emergency Dept. Vislts/lOOO
Member Months - Other Low Income

Measure CY June so""

heois_amm.oi u

Antidepressant Medication Management -

Effective Continuation Phase Treatment -

Adults

Measure

May 1 of year
prior to the

measurement

yearto Oct 31

of measurement

year.

June 30*^

HED>S_AMM.01_SU8 u X

Antidepressant Medication Management -

Effective Continuation Phase Treatment -

Adults by Subpopulatlon
Measure

May 1 of year
prior to the

measurement

year to Oct 31

of measurement

year.

July 3l"

HED>S_AV1M.02 • u
Antidepressant Medication Management -

Effective Acute Phase Treatment - Adults
Measure

May I of year
prior to the

measurement

year to Oct 31

of measurement

year.

June 30**
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Reporting RefcrefNe (0
Change

fortOia

Requires

Sufapepolstlon
Breakout

Name Type
Measure Dsta

Period

standard Due

Date

First Date
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New or

Change

Date of Last

Required

Submission

for Retired

HEDIS AMM.02 SUB
-  t

u X

Antidepressant Medication Management -

Effective Acute Phase Treatment-Adults by
Subpopulatlon

Measure

May 1 of year

prior to the

measurement

year to Oct 31

of measurement

year.

July 31"

HEOIS.AMR-A N Asthma Medication Ratio (AMR) Measure CY June so"* 6/30/2018

HEDIS.APC U
Use of Multiple Concurrent Antipsychotlcs in

Children and Adolescents
Measure CY June 30* 6/30/2017

HEOIS.APM u
Metabolic Monitoring for Children and
Adolescents on Antipsychotlcs

Measure Annually June 30*

HEOIS.APP u
Use of First-line Psychosocial Care for
Children and Adolescents on Antipsychotlcs

Measure CY June 30*

HEDIS_APP_SUB u X

Use of First-line Psychosocial Care for

Children and Adolescents on Antipsychotlcs

by Subpopulatlon

Measure CY July 31"

HEDIS_AWC u Adolescent Well Care Visits Measure CY June 30*

HEDIS.BCR.Ol R
Board Certification - Percent of Family

Medicine Physicians
Measure CY 6/30/2017

HEDIS_BCR.02 R
Board Certification - Percent of Internal

Medicine Physicians
Measure CY 6/30/2017

HEOIS BCR.03 R Board Certification - Percent of Pediatricians Measure a 6/30/2017

HEOIS BCR.04 R Board Certification - Percent of OB/GYNs^ Measure a 6/30/2017

HEDtS BCR.OS R Board Certification - Percent of Geriatricians Measure CY 6/30/2017

KEDIS_BCR.06 R
Board Certification - Percent of Other

Physician Specialists
Measure a 6/30/2017

HEDIS BCS U Breast Cancer Screening - Age 50-74 Measure 2CY June 30*

HEDIS_BCS_SUB U X
Breast Cancer Screening - Age 50-74 by

Subpopulatlon
Measure 2CY July 31"

HEDtS.CAP u
Children and Adolescents' AccessTo PCP-

Aee 12 Months -19 Years
Measure CY June 30*

HEDIS_CBP u
Controlling High Blood Pressure - Age 18 to

85
Measure a June 30*
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^  -a

fvnoa
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Newer

Change

Date of Last
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Submission

for Retired

hedjs^ccs u Cefvicat Cancer Screening-; Age 24-64 Measure
See HEDIS

Specification
June 30*

Heo15_CDC.01 u
Comprehensive Diabetes Care - HbAlc

Testing
Measure CY June 30*

HEOIS_COC02 u
Comprehensive Diabetes Care - HbAlc Poor

Control (>9%)
Measure a June 30*

HEDJS_COC03 u
Comprehensive Diabetes Care - HbAlc
Control (<8%)

Measure a June 30*

HE01S_CDC04 u
Comprehensive Diabetes Care - HbAlc

Control (<7%) for a Selected Population
Measure CY June 30*

heois.cocos u Comprehensive Diabetes Care - Eye Exam Measure CY June 30*

HE0IS_COC.08 u
Comprehensive Diabetes Care - Medical

Attention for Nephropathy
Measure CY June 30*

HEOIS_COC.10 u
Comprehensive Diabetes Care - BP Control
{<140/90)

Measure a Jur« 30*

kedis_chl u
Chlamydka Screening In Women - Age 16 to

24
Measure CY June 30*

hews as.01 u Childhood Immunization Status-Combo 2 Measure CY June 30*

HeDIS_CIS.02 u Childhood Immunization Status - Combo 3 Measure CY June 30*
HEDIS as.03 u Childhood Immunization Status - Combo 4 Measure CY June 30*
HEOIS Gs.oa u Childhood Immunization Status - Combo S Measure CY June 30*
heois as.os u Childhood Immunization Status - Combo 6 Measure CY June 30*"
heois os^ u Childhood Immunization Status - Combo 7 Measure CY June 3tf"

heois as.07 u Childhood Immunization Status - Combo 8 Measure CY June 30*
HEOIS C1S.08 u Childhood Immunization Status-Combo 9 Measure CY June 30*

HE0IS_aS09 u Childhood Immunization Status - Combo 10 Measure a June 30*
HEWS as.io u Childhood Immunization Status - DtaP Measure CY June 3C^
HEDIS as.ll u Childhood Immunization Status ̂  iPV Measure CY June 30*
HEDIS_a5.12 u Childhood Immunization Status - MMR Measure CY June 30*

hedis as.i3 u Childhood Immunization Status - HiB Measure CY June 30*
heois CIS.U u Childhood Immunization Status - Hepatitis 8 Measure CY June so"*
HEDfS_ClS.lS u Childhood irrtmunization StatusVZV Measure CY, June 30*

HEplS_aS.i6 u
Childhood Immunization ̂ tus -

Pneumococcal Con|ugate
Measure CY June 30*

heois as.i7 u Childhood Immunization Status - Hepatitis A Measure CY June 30*
HE0IS_aS.18 u Childhood. Immunization Status - Rotavirus Measure CY June 30*
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H£DB_aS.19 u Childhood Immunltation Status - influenia Measure CV June 30'"

HEOIS_CWP u
Appropriate Testing for Children With

Pharyngitis
Measure

July 1 of year

prior to the

measurement

year and ends

on June 30 of

measurement

year.

June 30**

HEOIS_FPC u

FrequerKy of Ongoing Prenatal Care by
Percent of Expected Number of Visits (<21K.

21-40K. 41-60%, 61-80%. >»81%}

Measure CY June 30'"

HEOIS_FUA.01 u

Follow-Up After EmergetKv Department

Visit for Alcohoi ar>d Other Drug

Dependence (within 30 days of the ED visit)
Measure CY June 30*" 6/30/2017

HEOIS_FUA.02 u

Follow-Up After Emergency Department

Visit for Alcohol and Other Drug

Dependence (within 7 days of the ED visit)

Measure CY June 30*" 6/30/2017

HEDIS.FUH.Ol u
Follow Up After Hospitallzation For Mental
lilrtess - 7 days

Measure

January 1

through

December 1 of

measurement

year

June 30*"

H£0«S_FUH.02 u
Follow Up After Hospita1i2atk>n For Mental

lilrtess - 30 days
Measure

January 1

through

December 1 of

measurement

year

June 30*"

HEOIS.FUM.01 u

Follow-up After Emergertcy oepartmertt
Visit for Mental illness (within 30 days of

the ED visit)

Measure CY June 30"" 6/30/2017

H£D1S_FUM.02 u

Follow-up After Emergency Department
Visit for Mental Illness (within 7 days of the
ED visit.) -

Measure CY June 30*" 6/30/2017

HEOIS.HPV R
Human Papillomavlrus (HPV) Vaccine for
Female Adolescents

Measure CY 6/30/2016

HEDISJET.Ol U
Initiation & Engagement of Alcohol & Other
Drug OependerKe Treatment: Initiation

Measure CV June 30'"
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Date of last
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Sobmlssten

for Retired

HEOISJET.Ol.SUB U X

Initiation & Engagement of Alcohol & Other
Drug Dependence Treatment: Initiation by '

Subpopulatlon

Measure CY July 31**

HE0»SJET.02 u
Initiation & Engagement of Alcohol & Other
Drug Dependence Treatnrent: Engagement

Measure CY Jurre SO** •

H£OISJET.02_SUB u X

Initiation & Engagement of Alcohol & Other
Drug Dependence Treatment: Engagement

by Subpopulatlon
Measure CY July 31"

HEOrSJMA.01 u
Immunizations for Adolescents -

Combination 1
Measure CY June 30"" -

HEOISJMA.02 ̂ u  ,
Immunizattons for Adolescents -

Meningococcal
Measure CY , June 30*

HEOISJMA.03 u Immunizations for Adolescent - Tdap/Td Measure a June 30"*

HEOIS IMA.04 N Immunizations for Adolescent - HPV Measure CY June 30* 6/30/2017

HEOtS LBP U Use of Imaging Studies for Low Back Pain Measure CY June 30*

HEOI5_MMA.01 U
Medication Management for People with

Asthma - At least 75X of Treatment Period
Measure CY June 30*

HE01S_MMA.02 u
Medication Management for People with

Asthma - At Least SOS of Treatment Period
Measure a June 30*

HEOIS_MPM.Ol u
Annual Monitoring for Patients on Persistent
Medications - Adults - ACE or ABB

Measure CY June 30*

HEOIS_MPM.01_SUB u X

Annual Monitoring for Patients on Persistent

Medications - Adults - ACE or ARB by

Subpopulatlon

Measure a July 31" '

HE0IS_MPM.02 u
Annual Monitoring for Patients on Persistent
Medications - Adults - Digoxin

Measure CY June 30*

HEOIS_MPM.02_SU8 u X

Annual Monitoring for Patients on Persistent

Medcations - Adults - Digoxin by
Subpopulatlon

Measure CY July 3l"

HE0I$_MPM.03 u
Annual Monitoring for Patients on Persistent

Medications - Adults-Diuretics
Measure a June 30*

HEDIS_MPM.03_SUB u X

Annual Monitoring for Patients on Persistent

Medications - Adults - DKiretics by

Subpopulatlon
Measure a July3l"

HE0rS_MPM.04 u
Annual Monitoring for Patients on Persistent
Medications - Adults - Total Rate

Measure CY June 30*
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New or
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HCOIS.NCQA u
MCO Submissioo of Audited HEDIS Results as

Submitted to NCQA In NCQA Format
Measure o- June 30'"

HE01S_PCE u
Pharmacotherapv Management of COPO
Exacerbation

Measure CY June 30""

HEDlS.PCt-Ol.SUB u X
Pharmacotherapv Management of COPO
Exacerbation by Subpopulatlon

Measure CY July 31" 7/31/2017

HEOlS_PC£.02_SUfl u X
Pharmacotherapv Management of COPO
Exacerbation by Subpopulatlon

Measure CY July 31" 7/31/2017

HED1S_PPC01 u
Prenatal and Postpartum Care-Timeliness

of Prenatal Care
Measure CY June 30"

HEDIS_PPC.02 u
prenatal and Postpartum Care - Postpartum

Care
Measure CY June 30"

HEDIS.SAA u
Adherence to Antlpsychotlcs for individuals

with Schizophrenia-Adults Age L9-64
Measure CY June 30*"

HEOIS.SMC u
Statin Therapy for Patients with

Cardiovascular Disease
Measure Annual June 30*

HEDIS.SMD u Statin Therapy for Patients with Diabetes Measure Annual • June 30'"

HEDIS.SPR R
Use of Spirometry Testing in the Assessment

and Dlagnosb of CQPO
Measure CY 6/30/2017

HEOIS.SSO u

Diabetes Screening for People With

Schizophrenia or Bipolar Disorder Who Are

Using Antipsychotic Medications

Measure a June 30*

HEDIS.URI u
Appropriate Treatment for Children With
Upper Respiratory Infection

Measure

July lof year

prior to the

measurement

year and ends

on June 30 of

measurement

year.

June 30*

HEOfS_WlS u

WelKhnd Visits In the first IS Months of

Life (0 visits, 1 vltil, 2 visits, 3 visits, 4 visits, S

visits, 6 or more visits)

Measure a June 30*

HEOIS_W34 u
WelKhUd Visits in the 3^. 4*^, s"*. and 6*"
Years of Life - Total Population

Measure CY June 30*
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HEOIS_WCCOl u

Weight Assessment and Counseling for

Nutrition and Physical Activity for
Children/Adolescents - Bmi percentile

documentation

Measure CY June 30*

HEOtS_WCC02 u

Weight Assessment and Counseling for

Nutrition artd Physical Activity for

ChUdrert/Adolescents - Counseling for

Nutrition

Measure CY June 30*

HeOIS_WCC03 u

Weight Assessment and Counseling for

Nutrition and Physical Activity for
ChlldrerVAdolescents - Counseling for
Physical Activity

Measure CY June 30*

HNA.01 u

New Member Health Needs Assessment -

Best Effort to Have Member Conduct a

Health Needs Self-Assessment

Measure Quarterly
Fourrmnths after

ttie end of the

quarter

1/31/2017

HNA.06 R

New Member Health Needs Assessment -

Barriers to Successful Completion of Health

Needs Assessment

Narrative

Report
Agreement Year 3/31/2017

HNA.07 U

New Member Health Needs Assessment -

Member Successfully Completed MCO's

Health Needs Self-Assessment

Meaure Quarter

4 Months after

end of measure

data source time

period

jNPASC.03 u X

Inpatient Hospital Utilization by Adults for

Ambulatory Care Sensitive Conditions by
Subpopulation

Measure Quarteriy
4 rnonths after the

end of the quarter

iNPuntoi u X

Inpatient Hospital Utilization for All

Conditions Excluding Materr^y/Newborns
by Subpopulation

Measure Quarterly
4 months after the

end of the quarter

INTEGRJTY.Ol u Program integrity Plan Plan N/A Upon revision

LOCKJN.01 u Pharmacy Lock-In Member EnrollmerK Log Table Monthly
30 calendar days
after end of month

LOCX1N.03 u Pharmacy Lock-in Activity Summary Table Monthly
30 calendar days

after end of month

MA1NTMED.02 u MaintenatKe Medication Gaps by Age Group Measure Quarterly
3 months after the

end of the quarter
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MCISPIANS.01 U

Managed Care Inlormatioh System

Contingency Plans (Disaster Recovery,

Business Continuity, and S^Wity Plan)
Plan N/A June 1"

f/EMCOMM.Ol U
Member Comnnjnications: Speed to Answer

Within 30 Seconds
Measure Monthly

20 calendar days

after end of

reporting period

MEMCOMM.03 u Member Communkaticns; Calls Abandoned Measure Monthly

20 calendar days

after end of

reporting period

MEMCOV1M.05 u
Memtier Communications; Voke Mails

Returr>ed by Next Busirtess Day
Measure Monthly

20 calendar days

after end of

reporting period

MEMCOMM.06 u
Member Communications; Reasons for

Telephone Inquiries
Measure Monthly

20 calendar days

after end of

' reporting period

MEMC0MM.11 R

.Member Communications; New Members

Who Had a Successfully'Completed New
Member Welcome Call or Received at Least

Three Welcome Call Attempts

Measure Monthly 7/20/2017

MEMCOMM.12 R
Member Communications: New Member

Welcome Calls
Measure Monthly 7/20/2017

MlJl.01 N

Medical Loss Ratio R^ort; NHHPP

Medically Frail, NHHPP Transitional,

and for the Medlcaid Care

Management Program

Table Quarterly
9 months after the

end of the quarter
6/30/2018

NEMT.12 U
NEMT Requests Delivered by Mode of

Transportation
Measure Quarterly

2 month after end

of repoftirtg period

NEMT.13 U
NEMT Request Authorization Approval Rate

by Mode of Transportation
Measure Quarterly

2 months after

ertd of reportir^g

period

NEMT.15 U
NEMT Services Delivered by Type of Medical
Service

Measure Quarterly

2 months after

end of reporting
period

NeMT.17 u

NEMT Scheduled Trip Member Cancellations
by Reason for Member Cancellation for

Contracted Providers

Measure Quarterly

2 months after

end of reporting
period
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nemt.is U

Non-Emergent Transportation Contracted

Transportation & Wheelchair Van Provider

Scheduled Trip Results by Outcome

Measure Quarterly

2 months after

end of reporting

period

NEMT.19 u

Non-Emergent Transportation - Contracted

Traruportation & Wtteelchair van Provider

Scheduled Trips (Excluding Rides for
Metttadone Treatment) * Timeliness

Measure Quarterly
2 months after

end of reporting

period

hETWORK.Ol c
Comprehensive Provider Network artd Equal
and Timely Access Semi-Annual Filing

Narrative

Report
Semi-annual

45 days after the

end of the semi

annual period
2/15/2018

NETWORK.02 u
Corrective Action Plan for Non-Compliance

With Timely Access Standards
Plan N/A As needed

NE'nMORK.03 u

Plan to Recruit and Maintain Sufficient

Networks of SUD Service Providers arrd

Member Access

Plan . Agreement Year May 1st 5/1/2017

NETWORK.10 c .
Corrective Action Plan to Restore Provider

Network Adequacy
Plan N/A

45 days after the

end of the semi

annual period
2/15/2018

hHHDlSCHARGE.Ol u

New Hampshire Hospital Discharges Where

Members Received Discharge Instruction

Sheet

Measure Quarterly
2 months after the

end of tttf quarter

NHHOtSCHARGE.lO u X

New Hampshire Hospital Discharges Where
Patient fiad a Visit With a Mental Health

Practitioner Within 7 Calendar Days of

Discharge by Subpopulation

Measure Quarterly
4 months after the

end of the quarter

MHH0tSCHARGE.12 u X

New Hampshire Hospital Discharges Where

Patient Had a Visit With a Mental Health

Practitioner Within 30 Calendar Days of

Discharge by Subpopulation

Measure Quarterly
4 months after the

end of the quarter

NHHDiSCHARGE.13 u

New Hampshire Hospital Discharges With

Discharge Plan Provided to Aftercare
provider Within 7 Days of Member

Discharge

Measure Quarterly
4 months after the

end of the quarter

hHMDISCHARGE.16 u

New Hampshire Hospital Discharges - NEW

CMHC Patient Had An Intake Appointment
With A CMHC Within 7 Calendar Days of

Discharge

Measure Quarterly
4 months after the

end of the quarter
1/31/2017
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NHHDtSCHARGE.17 u
New Hampshire Hospital Discharges • MCO

Contacts and Contact Attempts
Measure Quarterly

Two months after

the end of the

data period

11/30/2016

NHHREADMIT.01 R
New Hampshire Hospital Reductions in

Readmisston Plan
Plan N/A 6/30/2016

NHMREAOMIT.05 U X
Readmission to New Hampshire Hospital at

30 days by Subpopulatlon
Measure

June 1 of prior

SFY to June 30

of measurement

year. A13

month period.

September 1st

NHHREAOMIT.06 U X
Readmission to New Hampshire Hospital at

180 days by Subpopulation
Measure

January 1 of
prior SFY to June

30 of

measurement

year. An 18

month period

September 1st

PArREFORM.Ol U Payment Reform Plan .• Plan N/A May ist 5/1/2017

RArREFORM.02 R Payment Reform Annual Report
Narrative

Report
Agreement year 9/30/2016

RAYREFORM.ba U Payment Reform Quarterly Update Report
Narrative

Report
Quarterly

30 days after end

of repotting period

RON.Ol R
Private Duty Nursing: RN-Level Hours
Delivered artd Billed

Measure Monthly 6/30/2017

RDNX)2 R
Private Duty Nursing: LPN-Level Hours
Delivered and Billed

Measure Monthly 6/30/2017

RDN.04 U

Private Duty Nursing: RN-Level Hours

Delivered and Billed (replaces monthly
measure)

Measure Quarterly

2 months after the

end of die

reporting period

R0N.05 U

Private Duty Nursing: LPN-Level Hours
Delivered and Billed (replaces monthly
measure)

Measure Quarterly
2mortths after the

end of the

reporting period

R0N.07 U

Private Duty Nursing: Individual Detail for
Members Receiving Private Duty Nursing

Services

Table Quarterly

2 months after the

end of the

reportii^ period

RHAftMMGT.22 R
Pharnsacy Management LRlllzatlon Controls
SummarYSemi-Annual Report

Narrative

and

Analytic

Report

Semi-Annual 3/1/2017
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PHARMQI.01 U
Pharmacy Quality improvement initiative

Plans
Plan Annual Plan September 30th 9/30/17

PHARMQI.02 ft
Pharmacy Quality Improvenrtent Initiatives
Annual Summary ReF>ort

Narrative

Report
Annual 9/30/2016

PHARMQI.03 ft
Pharmacy Quality Improvement Irtitlatives

Semi-Annual Summary Update Report
Narrative

Report
Semi-Annual -

No Further

Submissions

Required

PHARMQI.08 u

Safety Monitoring • Use of at Least One
Htgh-Risk Medication in the Elderly,

Excluding Medicare/Medlcald Dual Enrollees

measure quarterly
2 months after the

end of the quarter

PHAAM 01.09 u

Safety Monitoring Prior Authorized Fills for
Opiold Prescriptions With a Dosage Over 100
mg

measure quarterly
2 months after the

end of the quarter

PHARMQI.10 u

Safety monitoring of psychotropics:
polypharmacy: ADHD, antlpsychotics (typical
and atypical), antidepressants, mood

stabilizers

Table Quarterly
2 months after the

end of the quarter

PHARMQI.Il ft

Completion of an Annual Comprehensive
Medication Review in Prior Twelve Months

for Poiypharmacy Members

measure Annual

No Further

Submissions

Required

PHARMQI.12 u

Safety Monitoring • Use of at Least Two

High-Risk Medications in the Elderly,
Excluding Medlcare/Medicaid Dual Enrollees

measure quarterly
2 months after the

end the quarter

PHAftMQI.13 c

Polypharmacy Members Offered an Annual

Comprehensive Medication Review, by

Completion Status and Age Group

Measure semi-annualiy

2 rnonths after the

end of semi

annual period

2/28/2018

PHARMUTLMGT.02 u

Pharmacy Utilization Management: Generic
Drug Utilization Adjusted for Preferred PDL

brands

Measure Quarterly
2 months after the

end of the quarter

PHARMUTLMGT.03 u
Pharmacy Utilization Management: Generic

Drug Substitution
Measure Quarterly

2 months after the

end of the quarter

pharmutlmgt.w u
Pharmacy Utilization Martagement: Generic

Drug Utilization
Measure Quarterly

2 months after the

end of the quarter

PIP.QI u
Performance improvement Project Semi- "
Annual Report

Narrative

Report
Seml-Annual

iuly 31st and

January 31st
PMP.OI u Program Management Plan Plan N/A August lst_ 8/1/2016

P0LYPMAftM.04 u Polypharmacy: Children >e4 Drugs measure quarterly
2 months after the

end of the quarter
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POIYPHARM.OS U Polvpharmacy: Adults i 10 Drugs measure quarterly
2 months after-the

end of the quarter

PRIVACYBREACH^l u Privacy Breach Notification
Narrative

Report
As Needed

Prelimiitary rwtice

within one (1) day

of breach and final

detailed notice

after MCO

assessment

PROVCOMM.Ol u
.Provider Communications: Speed to Answer

Within 30 Seconds
Measure Monthly

20 calendar daYS

after end of

reportinx period

PROVCOMM.03 u Provider Communications: Calls Abandoned Measure Monthly

20 calendar days

after end of

reportinx period

PROVCOMM.OS N
Provider Communications: Voice Mails

Returned by Next Business Day
Measure MofiiWy

20 calendar days

after end of

reporting period

9/30/2017

PROVCOMM.06 u
Provider Communications: Reasons for

Telephone Inquiries
Measure Monthly

20 calendar days

after end of

reportinx period

PROVCOMPLAINTX)! N18 Provider Complaint and Appeals Log Table Quarterly

1 month after the

end of the

reporting quarter

11/30/2017

PROVQUAL.01 U MCO Provider Qgatity Report Card Table N/A Upor\ request

PROVSATtSFACTJON.Ol u Provider Satisfaction Survey
Narrative

Report

SemKAnnuai

First Year, Then

Annual

September 30th

PR0VTERM.01 u Provider Termirsation Log Table
As needed or

weekly

Within IS calendar

days of the notice

of termination or

effective date,

.whichever is

sooner

PROVrERM.02 N Provider Termlnattoo Report Table Quarterly

2 months after the

end of the

reporting quarter

TBD

PROVTRAINfNG^l R Provider Training Annual Report
Narrative

Report
Agreement Year 9/30/2016
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PROVrRAINING.03 u
Community Mental Health Center Staff
Training Plan

Plan N/A April 1st

PROVmAINING.04 R
Community Mental Health Center Staff

Training Annual Report

Narrative

Report
Agreement Year ' 9/30/2016

QAPI-01 C

Quality Assessment and Performance'
Improvement (QAPI) Annual Evaluation

Report

Narrative

Report
Annual September 30th 9/30/2017

QAPI.02 C

Quality Assessment and Performance

Improvement (QAPI) Semi-Annua! Update
Report '

Narrative

Report
Semi-Annual March 31st -  3/31/2018

QAPI.03 c

Quality Asseument and Performance
Improvement (QAPI) Annual Program

Description and Annual Work Plan

Plan Annual December 31st 12/31/2017

SERVJCEAUTH-Ol u

Medical Service, Equipment and Supply

Service Authoritation Timely Determination

Rate: Urgent Requests

Measure Quarterly
2 months after the

end of the quarter

SERVICEAUTW.02 u

Medical Service, Equipment and Supply

Service Authorization Timely Determination

Rate: Continued/Extended Urgent Services

Measure Quarterly
2 months after the

end of the quarter

SERVICEALrrH.03 u

Medkal Service, Equipment and Supply

Service Authorization Timely (14 Day)

Determination Rate; New Routine Requests

(excludes NEMT and Complex Diagnostic

Radiology)

Measure Quarterly
2 months after the

end of the quarter

SERV1CEAUTH.04 u )
Pharmacy Service Authorization Timely

Determination Rate
.Measure Quarterly

2 months after the

end of the quarter

SERVICEAUTH.05 . u

Service Authorization Determination

Summary by Service.Category by State Plan,
191SB Waiver, andTotal Population

Table Quarterly
2 months after the

end of the quarter

^VICEAUTH.06 u Service Authorization Denial Detail Log Table Quarterly .
2 rnpnths after the
end of the quarter

SERVICEAUTH.08 u

Medical Service, Equipment and Su))ply
Service Authorization Timely Determination

Rate: New Routirte Requests That Were

Extended

Measure Quarterly
2 months after the

end of the quarter

SERVICEALTTH.OR u

Number of Pharmacy Prior Authorizations

Stratified By Behavioral Health and Other
Drugs

Measure quarterly
2 months after the

end of the quarter
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S6RV1CEAUTH.12 U
Complex Diagnostic Radiology Authorization
Timely (2 Day) Determinadon Rate: Routine
Requests

Measure Quarterly 2 months after the
end of the quarter

SERVICEAUTH.13 u
Medical Service, Equipment and Supply Post
Delivery Service Authorization Timely (30
Day) DeterrnJnation Rate

Measure Quarterly 2 months after the
end of the quarter

Staffingplan.oi c MCO Staffing Contingency Plan Plan Annually August 1 8/1/2017

SUO.Ol u

Substance Use Disorder and Substance
Misuse Services; Percent of Population
Usir^ Any SUDSM Specific Service, by Age
Group

Measure Quarterly 4 months after the
end of the quarter

SUO.02 u

Substance Use Disorder and Substance
Misuse Services: Percent of Population
Using One or More Opioid Treatment Center
Services, by Age Group

Measure Quarterly 4 months after the
end of the quarter

$U0.03 u

Substance Use Disorder and Substance
Misuse Services: Percent of Population
Uslr>g Buprencrphirte Through Point of '
Service Pharmacy, by Age Group

Measure Quarterly 4 ntonths after the
end of the quarter

tUD.04 u

SubstarKe Use Disorder and Substance
Misuse Services: Percent of Population
Using General Acute Care inpatlent Hospital
Withdrawral Services, by Age Group

Measure Quarterly 4 months after the
end of the quarter

^0.06 u

Substance Use Disorder and Substance
Misuse Services: Percent of Population
Using Outpatient Non-Facility Individual,
Family, or Group SUDSM Counseling Service,
by Age Group

Measure Quarterly
4 months after the
end of the
calendar quarter

SU0.07 u

Substance Use Disorder and SubstarKe
Misuse Services: Average Number of
Outpatient Non-Facility Individual, Family, or
Group SUDSM Counseling Services Used Per
Service User. By Age Group

Measure Quarterly
4 months after the
end of the
calendar quarter

SUO.08 ■  H ■

Substance Use Disorder and Substance
Misuse Services: Average Number of Opioid
Treatment Center Services Used Per Service
User, by Age Group

Measure < Quarterly 10/31/2017
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1

SUD.09 R

Substance Use Disorder and Substance
Misuse Services; Average Number of Day's
Supply of Buprenorphlne Through a Point of
Service Pharmacy Per Buprenorphine User,
by Age Group

Measure Quarterly - 10/31/2017

SUD.IO U

SubstarKe Use Disorder and Substance
Misuse Services; Percent of Population
Using Partial Hospitalization for SUDSM, by
Age Group

Measure Quarterly
4 months afterthe
end of the
calendar quarter

SUD.ll U

Substartce Use Disorder and Substance
Misuse Services; Average Number of Partial
Hospitalizations for SUDSM Services Used
Per Service User, hi Age Group

Measure Quarterly
4 months after the
end of the
calendar quarter

SUD.12 u

Substance Use Disorder and Substance
Misuse Services: Percent of Population
Using intensive Outpatient Treatment for
SUDSM. by Age Group

Measure Quarterly
4 months afterthe
end of the
calendar quarter

SU0.13 .  u

Substance Use Disorder and Substance
Misuse Services: Average Numl>er of
Intensive Outpatient Treatment Services for
SUDSM Using Specific Service Per Member
Per Month, by Age Group

Measure Quarterly
4 months afterthe
end of the
calendar quarter

$U0.14 u

Substance Use Disorder and SubstaiKe
Misuse Services: Average Number of Gerteral
Acute Care tnpatient Hospital Withdrawal
Services Used Per Service User, by Age
Group

Measure Quarterly
4 months after the
end of the
calendar quarter

SU0.15 u
-

Substance Use Disorder and Substance
Misuse Services; Percent of Population
Using SUDSM Rehabilitation Facility Service,
by Age Group

Measure Quarterly
4 months after the
end of the
calendar quarter

SUD.16 u

Substance Use Disorder and Substance
Misuse Services: Average Number of SUDSM
Rehabilitation Facility Services Used Per
Service User, by Age Group

-Measure Quarterl'v
4 nionths after the
end of the
calendar quarter

—
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SU0.17 U
-T.

Substance Use Disorder and Substance

Misuse Services: Percent of Population
Using Outpatient Crisis Intervention Services
(in Provider Office or Community) for

SUDSM, by Age Group

Measure Quarterly

4 momhs after the

end of the

calendarquarter

SUD.18 U

Substance Use Disorder and SubstarKe

Misuse Services; Average Number of
Outpatient Crisis Inten/ention Services (in
Provider Office or Community) for SUDSM
Used Per Service User, by Age Group

Measure Quarterly

4 months after the

end of the

calendar quarter

5U0.19 u X

Substance Use Disorder and Substance

Misuse ED Use; Rate of ED Use for

Substance Abuse Disorder Diagnoses per

Member per Month by Subpopulation

Measure Quarterly

4 months after the

end of the

calendar quarter

SUD.20 u

Substance Use Disorder and Substance

Misuse ED Use: Rate of ED Visits for

Substance Abuse Disorder and Substance

Misuse Diagnoses per 1,000 Member
Months, by Age Group

Measure Quarterly

4 months after the

end of the

calendar quarter

SUD.21 u

Substance Use Disorder and Substance

Misuse ED Use: Rateof ED Visits for
Substance Use Disorder and Substance

Misuse Diagnoses for the Population Using
Any SUDSM Service Per 1,000 Member

Months, by Age Group

Measure Quarterly

4 months after the

end of the

calendar quarter

SU0.22 u

Substance Use Disorder and Substance

Misuse ED Use: Rate of ED Use for Any

Diagnosis (SUDSM or Other) for Members
Using Any SUDSM Service in Quarter per

Member per Month by Age Group

Measure Quarterly

4 months after the

end of tf>e

calef>dar quarter

TERMINATIONPON.OI u MCO Termination Plan Plan N/A As needed

nMELVNOTfC£.02 u
Timeliness of Notice Delivery: Startdard

Service Authorization Denial
Measure Quarterfy

2 months after the

end of the quarter

TiMEWNOTkCE.OS u
Timeliness of Notice DeDvery: Standard

Service Authorization Denial With Extension
Measure Quarterly

2 momhs after the

end of the quarter

TJMELVNOTICE.M u
Timeliness of Notice Delivery: Expedited

Process
Measure Quarterly

2 months after the

endof the quarter
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TpLCOB.Ol U coordination of Benefits: Costs Avoided Table Quarterly
2 months after the

end of the quarter

TPICOB.02 u
Coordination of Benefits: Medical Costs

Recovered Claim Log
Table Quarterly

2 months after the

end of-the quarter

TPLCOB.03 u
coordination of Benefits: Pharmacy Costs
Recovered Oalm Log

Table Quarterly
2 months after the

end of the quarter

TRANSFOAMJOt u

Measures to Support 1115 Transformation

Waiver Monitoring (Specifics TBO; measures

will be claims, survey. & operations based)
Measure N/A TBD

UMSUMMARY.02 R
Utillration Management Impact Annual
Report

Narrative

Report
Agreement Year September 30th 9/30/2016
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STATE OF NEW HAMPSHIRE

DEPARTMENT OF HEALTH AND HUMAN SERVICES

OFFICE OF MEDICAID SERVICES

129flEASANTSr«ET. CONCORD. NH 03301-3857
603-271.9422 1-800-852-3345 Ext. 9422

Pax; 603-271.8431 TDD Access; 1-800-735.2964 www.dhhs.nti.gov

September 28, 2016

Her Excellency. Governor Margaret Wood Hassan
and the Honorable Council

State House

Concord, NH 03301

GSiC Approve d

Dele (0 lU

REQUESTED ACTION

Authorize the Department of Health and Human Services to amend the existing individual
agreements v/ith the state's two managed care health plans, Granite State Health Plan, d/b/a New
Hampshire Healthy Families, 264 South River Road, Bedford, NH 03110 and Boston Medical Center
HealthNel Plan, d/b/a Well Sense Health Plan, 2 Copley Place. Suite 600, Boston, MA 02116, in order
to extend the operation of these agreements for one year from June 30. 2017 to June 30. 2018. Also,
this amendment makes no changes to the SPY .2017 price limitation of $672,617,075 and adds a SPY
2018 price limitation of $672,617,075 to the contracts for a cumulative contract value of
$2,957,756,199.08 for all Medicald Care Management contracts effective upon Governor and Executive
Council approval throughVJune 30, 2018. Funds to support this request are available in the following
accounts in SPY 2017 and"are anticipated to be available in SPY 2018 upon availability and continued
appropriation of funds in future operating budgets. The Department will seek an additional amendment
to the price limitation to reflect SPY 2018 rates prior to the beginning of SPY 2018.

Governor and Executive Council approved the original agreements on May 9, 2012 (Item #54A)
and then approved subsequent amendments on June 19, 2013 (Item #67A), February 12, 2014 (Item
#25), April 9, 2014 (Itqm #44), June 18, 2014 (Item #65A), July 16, 2014 (Late Item "A"), December 23,
2014 (Item #11). June 24, 2015 (Item #30). August 5, 2015 (Tabled Item #A), December 16, 2015 (Late
Item #A3), January 27. 2016 (Item #78), March 9, 2016 (Item #10A) and June 29, 2016 (Late Item
#A2).- 50% Federal and 50% General Funds for the currently eligible Medicald population. NH Health
Protection Program services are 100% Federal through 12/31/16 at which time the program changes to
95% Federal and 5% Other for Calendar Year 2017 and 94% Federal and 6% Other for Calendar Year
2018.

fuo4 N«m* and Account
Numbar

SPY 13 SPY14 SFYI5 SFYie SPY17 SFYia Total

Madlcajd Care Mgntt 010-
047-79480000-10I

SO S2so.qoo.ooo.oo S460.0O0.0C0.00 S490.697.701.00 SS36.601.e7l.3S SS38,601.671.35 $2,278,101,043.73

Naw HamptNre Healtfi

Protaoton Prognm: OTO-
047-3099-102

SO SO.OO S193.OCO.000.00 S21S,624.347.94 S134.015.403.72 S134.0I5.403.72 SS79.6S5.1S5.36

Tout SO S250,000.000.00 S653.000.000.00 S709.522.046.84 S672.6t7.075.17 $57Z6I7,075.17 12.957.756.199.08
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EXPLANATION

The purpose of this amendment is to extend the existing individual agreements with the slite's
two managed care health plans by an additional year from June 30, 2017 to June 30, 2018 to better
align the length of the operations of the program with original intent of the authorizing legislation, to
allow vital work with stakeholders and carriers around the development of Step 2 services to be
completed, and to provide the state a year to plan for and Implement a robust and open re-procurement
process for the Medicaid managed care program.

The Department commenced the Medicaid Care Management Program in December 2013,
providing acute care medical services primarily to low-income children and adults, people living with
disabilities, pregnant women, newborns, and those receiving breast and cervical cancer treatments.
While not all Medicaid-eligible individuals are required to obtain their health care coverage through the
Medicaid Care Management Program, at the present time, approximately 128,565 Individuals receive
their health care through this program.

The Medicaid managed care authorizing legislation SB 147, enacted in 2011, contemplated a
five year agreement between the state and participating Medicaid managed care health" plans.
However, as noted above, the administration of Medicaid through the managed care delivery system
did not begin until December of 2013. As a result, as of the present, the program has not yet run for 3
years. The contract extension will allow the operational span of the program to more accurately reflect
the intent of the authorizing legislation for the program to run for five years, as well as to provide
additional information on the outcomes and value of the program.

In addition, SB 553, enacted in 2016, initiated a public process involving carriers and a variety of
stakeholders to support the development of a plan for the incorporation of Medicaid long-term services
and supports into the Medicaid managed care delivery system. The initial meeting of SB553
commission was held In August, 2016. The work of this commission will continue throughout the next
several months. The one year extension will allow the work of this commission to be concluded and
fully inform the next request for proposal through which the state will solicit bids for the continuation of
the Medicaid managed care program.

As noted above, the state will l^e undertaking a re-procurement process to continue the
Medicaid managed care program after June 30, 2018. This procurement process will be open to any
potential bidders, not just those companies currently under contract to administer Medicaid slate plan
services In New Hampshire. Toward that end. the additional year of operations with the current
Medicaid managed care organizations will permit New Hampshire to lake advantage of learning from'
the experience of several other state Medicaid programs which have. In the. intervening three years
since the initiation of the program, procured Medicaid managed care contracts. To this end, the
department will issue soon a request for proposals for a qualified national consultant to advise the
department on the re-procurement. This one year extension provides the state with critically needed
time to develop and issue the most effective requests for proposals that will advance the operation and
goals of the managed care program under a model that is responsive to the needs of the people who
are sen/ed.

I  ■ '

There are no changes to the capitation rates listed in Exhibit B. Exhibit O to the Agreement is
unchanged." The only changes to the agreement beside the extension of the contract completion date
are:

1.) The inclusion in Section 31.1.2 of language that addresses any prospective Inaease in the
capitation rate. This language provides that any increase In the capitation rate will not exceed the
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historic-average trend of 3.8%, provided that the final capitation' rate is actuarially sound and
approvable by CMS; and

2). The amendment of language in Section 31.3.4 on the reconciliation of MCO payments to
reflect the extension period which will result in the standard reconciliation process for 20.18 payments to
be made in 2019.

There are no changes to the information technology comporiehts of these Agreements. As a
result, an approval letter from the Department of Information Technology's Chief Information Officer is
not included, and the Department has instead provided written notification of the amendment to the
Chief Information Officer for his records.

The June 29. 2016, Late Item #A2 Governor and Council submission has been attached to this
request as background Information. Please note that only one copy of Exhibit A has been attached as
the Exhibits were voluminous but were identical for both vendors.

Area Served: Statewide

Source of funds: Federal financial participation rates for the currently eligible population will be
50% federal funds as appropriated by Congress for the entire period of this amendment. Federal
financial participation rates for the New Hampshire Health Protection services are 95% federal funds In
2017 and 94 percent federal funds in 2018 as appropriated by Congress.

In the event that Federal funds become no longer available or are decreased below the 95%
and 94% FFP level for the New Hampshire Health Protection population, as provided under HB 1696,
General Funds will not be requested to support this program and medical services for the new adult
population would end consistent with HB 1696 and the Special Terms and Conditions of the Premibm
Assistance Program Demonstration.

Respectfully submitted,

Deborah Fournier

Medicaid Director

ved:

ey

—

yers '
missioner

The Departmerit of Health and Human Senices' Mission is to join communities and families
in prodding opportunities for citizens to ochiei e health and independence.
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Her Excellency. Governor Margaret Wood Hassan
and the Honorable Executive Council

State House Oote
Concord, NH 03301

June 14. 2016

, GSiC Approved

Item#

REQUESTED ACTION

Authorize the Department of Health and Human Services to amend existing individual
agreements retroactively and prospectlvely with the state's two managed care health plans. Granite
State Health Plan, d/b/a New Hampshire Healthy Families. 264 South River Road, Bedford. NH 03110
and Boston Medical Center HealthNet Plan, d/b/a Well Sense Health Plan. 2 Copley Place, Suite 600,
Boston, MA 02116, in order to:

(i) Adjust rates to reflect the actuarially certified rate structure retroactively and
prospectively. for the inclusion of the New Hampshire Health Protection Program's
Transitional Population, retroactively from January 1, 2016 to June 30. 2016 and
prospectively from July 1, 2016 through June 30. 2017, as described in Exhibit B -
Amendment #12. The new. rate structures provide decreased capitation payment rates
that are reflective of program changes, including the Managed Care Organizations'
management of a preferred drug list;

(ii) Adjust rates to reflect the actuarially certified rate structure for the standard Medicaid
and medically frail populations through June 30. 2017. Adjustments include:,

a. Adjust rates to reflect the actuarially certified rate structure for the inclusion of
program changes the Department implemented this year, such as: a n^ sut)stance
use disorder benefit beginning July 1. 2016; continued mental health services
expansion under the Community Mental Health Agreement; and implementation of
the Managed Care Organizations' management of a preferred drug list, through June
30.2017, as described in Exhibit B - Amendment #12; and '

b. Adjust rates to reflect certain high cost drugs that will be managed by the Medicaid
Pharmacy Benefrt Manager. The adjustments are reflective of changes the
Department made to pre-authorization criterion in response to advice received from
the Centers for Medicare and Medicaid Services. The also specifically include the
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removal of Hepatitis C medications, hemophilia medications, and other high cost
medications like Carbaglu and Ravicti. for managing high blood ammonia levels.

These agreements, if approved, would be effective retroactive to January 1, 2016, in the case of
New Hampshire Protection Program's Transitional Population and in all other cases effective July 1.
2016. upon approval of the Governor and Council, through June 30, 2017. These amendments make
no changes to the SPY 2016 price limitation of $709,522,049 and add a SPY 2017 price limitation of
$672,617,075 to the contracts for a cumulative contract value of $2,285,139,124 for all Medicaid Care

Management contracts, subject to the approval of the Governor and Executive Council and subject to
the continued availability and continued appropriation of.funds.

Govemor and Executive Council approved the original agreements on May 9, 2012 (Item #54A)
and then approved subsequent amendments on June 19, 2013 (Item #67A), February 12, 2014 (Item
#25). April 9. 2014 (Item #44). June 18. 2014 (Item #65A). July 16.2014 (Late Item "A"), December 23,
2Q14;(Lt^;l1). June 24, 2015 (Item #30). August 5. 2015 (Tabled Item #A). December 16.2015 (Late
lterii #Mji January 27, 2016 (Item #70), and March 9. 2016 (Item #10A). 100% Federal Funds for the
New Hampshire Health Protection Program, 50% Federal and 50% General Funds for ̂ e currently
eligible Medicaid population.

Fund Itaiw Itooun Nuntaa SRU snu SFTIS HMMdsrru spri7 Teul

Mdioii Cf ri >^t: 01»M7- 79UOOOO-

101 » usaooaooaoc S4(o.fieaeo(ioo S49ai97.70L0O sui«ei»njs S1.7».499.}711$

New HaayiMrt HMlth ̂ rettcMn

Fretnm: OtO-WMOM-lOZ SO so«o smooaooaoD S21iU4.}47.»4 SU4 0U.403.72 SS4S.G9.7SJ.M

rOTAl » usoooaocooo seuooaooooo S7a).u2.oa.M sen tl707S.07 41 US miMfil

EXPLANATION

The purpose of these amendments to amend retroactively and prospectlvely the existing
iridividual agreements with the state's two managed care health plans to reflect the actuarially certified
rate structure.

The retroactive element of these amendments is required because all parties to the contract
became aware that the NH Health Protection Program's Transitional Population rates were
inadvertently dropped from the previous contract amendment. This amendment corrects that error.
There is no need to adjust the SFY 2016 price limitation, as the previous amendment accurately
accounted for funding this item. The amendment also provides a prospective rate structure to adjust
rates to reflect the actuarially certified rate structure prospectlvely from July ), 2016 through June 30,
2017. The new rate structures provide decreased capitation payment rates that are reflective of
program changes, including the Managed Care Organizations' management of a preferred drug list;

Also included in these amendments are adjustments to rates to reflect the actuarially certified
rate structure for the standard Medicaid and medically frail populations through June 30. 2017.
Adjustments include:

a. Adjust rates to reflect the actuarially certified rate structure for the inclusion of program
changes the Department implemented this year, such as; a new substance use disorder benefit
beginning July 1. 2016; continued mental health services expar^ion under the Community Mental
Health Agreement; and implementation of the Managed Care Organizations' management of a
preferred drug list, through June 30.2017, as described in Exhibit B - Amendment #12; and

1

b. Adjust rates to reflect certain high cost drugs that wijl be managed by the Mecticaid
Pharmacy Benefit Manager. The adjustments are r^ective of changes the Department made to pre-
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authorization criterion in response to advice received from the Centers for Medicare and Medicaid
Services, and specifically include the rerrioval of Hepatitis C medications, hemophilia and other high
cost medications like Cartaglu and Ravicti for managing high blood ammonia levels.

The Department commenced the Medicaid Care .Management Program in December 2013,
providir^g acute care medical services primarily to low income children and adults, pregnant women,
newborrts, and those receiving breast and cervical cancer treatments. While not all Medicaid-eligible
Individuals are required to obtain their health care coverage through the Medicaid Care Management
Program, at the present time, approximately 128,565 individuals receive their health care through this
program. •

These amendments;

•  Incorporate a new rate structure for the New Hampshire Health Protection Program
T^ansititmal Population. This structure reflects the provision of health care coverage to
indivldu^ that lose eligibility for standard Medicaid but gain eligibility for the New
Hampshire Health Protection Program. The coverage supports individuals during the
period in which they are finalizing enrollment into a Qualified Health Plan under the
Premium Assistance Program:

•  Incorporate program changes regarding mental health and substance use disorder
benefits, and Hepatitis C pre-authorization criterion;

•  Reflect the effects of Managed Care Organizations' management of a preferred drug
list; and

•  Support the effectiveness of the above changes to capitated payments through the
inclusion of additional reporting requirements.

Exhibit 6 to the Agreement reflects the adjusted capitated rate information through June 30,
2017. The rates are identified by subsets of the Medicaid population that participate in the health plan.
These include: acute care medical services rates for ten subsets, such as low income chil^en,
children in foster care, elderly and disabled adults, and dual eligitiie individuals; rates spedfic to
Behavioral Health services; the Medically Frail; and Step I acute care medical services only rates for
four populations - nursing home residents, community (Choices for Indepertdence) residents,
developmentally disabled persons, and persons with acquired brain disorders. Rate cell categories and
their subsets are based on age and eligibility categories, and reflect the Department's emphasis on
establishing rate categories determined on a whole person approach to health care.

Exhibit O to the Agreement pertaining to quality measures has also been revised to ensure that
the Department has in place the most appropriate quality metrics for all persons receiving services. As
the Department continues to phase in or adjust services provided under the managed care health
plans, Exhibit O. as well as other sections of the agreement, will continue to be revised to reflect best
practices that ensure the protection and rights of New Hampshire's citizens receiving Medicaid
services.

There are no changes to the information technology components of these Agreements. As a
result, an approval letter from the Department of Information Technology's Chief Information Officer is
not included, and the Department has instead provided written notification of the amendment to the
Chief Information Officer for his records.

The March 9. 2016, Item #10A Governor and Council submission has been attached to this
request as background infonmation. Please note that only one copy of Exhibit A and Exhibit O have
been attached.as those Exhibits were voluminous but were identical for both vendors.

Area Served: Statewide
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Source of funds: Federal financial participation rates for the currently eligible population will be
50% federal funds as appropriated by Congress for the entire period of this amendment. Federal
ftnanda! participation rates for the New Hampshire Health Protection services be 100% federal funds
as appropriated by Congress for the entire period of this Amendment.

In the event that Federal funds become no longer available or are decreased below the 100%
FFP level for the New Hampshire Health Protection population, as provided under the New Hampshire
Health Protection Act, General Funds will not be requested to support this program and the medical
services for the new adult population would end within 90 days.

Respectfully submitted,

\ljffrey A\ Meyers
Commissioner

The Department of Health and Human Services' Mission is to join communities and families
in providing opportunities for citizens to achieve health and independence.
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orable Executive Council

3301 Date

G&C Approved

3fyll(,
Item 1^ m

REQUESTED ACTION

ze the Department of Health and Human Services to amend existing individual
the stale's two managed care health plans, Granite State Health Ran, d/b/a New

althy Families, 264 South River Road, Beidford. NH 03110 and Boston Medical Center
. d/h/a Well Sense Health Plan. 2 Copley Place. Suite 600, Boston. MA 02116. in order

Adjust rates to reflect the actuarially certified rate structure for the inclusion of inaeased
private duty nursit>9 services, through June 30. 2016, as desalbed in Exhibit 8 -
Amendment #11. The new rate structure provides increased capitation payment rates to
reflect this additional cost; and to

Ensure increased access to private duty nursing services is beirig achieved through data
reporting specific to this service need.

agreements, if approved, would be effective April 1, 2016. upon approval of the Governor
hrough June 30, 2017. These amendments Increase the SFY 2016 price fimitatioo by
$708,898,351 to $709,522,049 (or a cumulative contract value of $1,612,522,049 for all
Management contracts, subject to the approval of the Governor and Executive Council
the continued avallabillly and continued appropriation of funds.
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Goverr
and then api
#25). April 9.
2014 (Item#
Item #A3), a
Protection

population.

or and Executive Council approved the original agreements on May 9, 2012 (Item #54A)
proved subsequent amendments on June 19, 2013 (Item #67A), February 12, 2014 (Item
2014 (Item #44). June 18. 2014 (Item #65A). July 16, 2014 (Late Item "A'). December 23.
1), June 24,2015 (Item #30), August 5, 2015 (Tabled Item #A), December 16. 2015 (Late

January 27. 2016 (Item #76). 100% Federal Funds for the New Hampshire Health
gram, 50% Federal and 50% General Funds for the currently eligible Medtcaid

id

PO'

Fund N«n« and Au HlMNumbtl SFYLJ SFYU SFY15 snris

SFY18

inotise

(Otcrtait) RtvUtdSmS Total

Medicaid Cart Matr :010-047.7MCOOO-:01 SO S7saooo.ooo $4€o.aoo.(xo $490,374,003 SS23.698 $490,897,701 $l.20a897.ni

NtvrHampShiitHt

01(V<M7.3G99-!0}

Ith Preltalon Pre|rarn:

so so sm.ooo.ooD S218.624.34S SO S218.634,3a $411,624,348

TOTAL so S3sa.oca.occ $«S3.(X0.CCS $7C8.8»8l)Sl S623.69S S709.S33.049 $1.6tZ.S22.0«9

EXPLANATION

The

services thro^
effective Few

purpose of these amendments with the two managed care health plans Is to amend
gh June 30. 2017, and to amend associated capitation rates through June 30. 2016.
uary 1, 2016. The original agreements were competitively bid.

r d

The

providing aa:
newtorns. a

indtviduals ar

Program, at I
program.

qepartment commenced the Medicaid Care Management Program in December 2013.
e care medical services primarily to low income children and adults, pregnant women.
those receiving breast and cervical cancer treatments. Wtiile not all Medicaid'eligible

> required to obtain their health care coverage through the Medicaid Care Management
ie present time, approximately 123,000 Individuals receive their health care through this

These

These

health care

nursing servi
rv !■

i< e:

Exhibi
2016. The ra
These Includ
children in f
Behavioral
four populati
developmental

Hi

amendments:
Incorporate Improved pediathc nursing salary rates, with rate reimbursement increases
depending on nursir>g level and time of day by acuity, for skilled nurses during the day,
night, and weel^ends into the capitated payment mocte);
Incorporate a competitive level of compensation for intensive nursing skills for acute
care in the home into the capitated payment model; and
Support the effectiveness of the above changes to capitated' payments through the
inclusion of additional reporting requirements.

amendments serve to strengthen the network of available providers to meet the complex
eds of those needing skilled nursing services in the home, and those requiring intensive
8 in the home. ' '

B to the Agreement reflects the adjusted capitated rate information through June 30.
es are tdentifred by subsets of the Medicaid population that participate in the he^th frian.
i\ acute care medical services rates for ten subsets, such as low jncome children,

'cjster care, elderly and disabled adults, and dual eligible individuals; rates specific to
alth sen/ices; the Medically Frail; and Step I scute care medical services only rates for

>ris •• nursl^ residents., community (Choices for Independence) residents,
'ly disabled persons.' and'i&e'redns'^h acquired brain disorders. Rate cell categories and
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their subsets
establishirjg ri

, Govenrwr Margaret Wood Hassan
irable Executive Council

are based on age and eligibility categories, and reflect the Department's emphasis on
te categories determsrved on a >whole person approach to heatth care.

Exhibit O to the Agreement pertaining to quality measures has also been revised to ensure that
the Departme rt has In place the most appropriate quality metrics for all persons receiving services.
The revised v arsion of Exhibit O includes specific quality metrics for the full inclusion of private duty
nursing services, and for assuring network adequacy In meeting this service demand. As the

)ntinues to phase in or adjust services provided under the managed care health plans,
well as other sections of the agreement, will contlrrue to be revised to reflect besi
ensure the protection and rights of New Hampshire's citizens receiving Medicaid

Department c
Exhibit O, as
practices tha'
services.

Soura

There are no changes to the information technology components of these Agreements. As a
result, an app oval letter from the Department of Information Technology's Chief Information Officer is
not included, and the Department has instead provided written notification of the amendment to the
Chief Information Officer for his records.

Area Slerved: Statewide

of funds: Federal financial participation rates for the currently eligible population will be
50% federal i unds as appropriated by Congress for the entire period of this amendment. Federal
financial partl> ipation rates for the New Hampshire Health Protection services be 100% federal funds
as appropriated by Congress for the entire period of this Amendment.

In the ̂ ent that Federal funds become no longer available or are decreased bebw the 100%
FFP level for he New Hampshire Health"Protecti6n population, as provided under the New Hampshire
Health Protec ion Act, General Funds vwil not be requested to suppori this program and the medical
services for thp new adult population would end within 90 days.

Respectfully submitted,

Kathleen A. Dunn. MPH
Ae&ociate Commissioner

Approved by; WA-,
' Meyersffrey

Commissioner

The L •]•partmeni of HoqUK and fiumon Services' Alission is to join communilies and fainilies
in proi/iding oppo^'CurtiU'es for eilizens to achieve health and independence.
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January 20. 2016

GaC Approved

REQUESTED ACTION

Date

Item #

orize the Department of Health , and Human Services to amend existing Individual
with the state's two managed care health plartt, Granite State Hiealth Plan, d/b/a New
Healthy Famines, 264 South River Road, B^ord, NH 03110 and Boston Medical Center

F^lan, d/b/a Wei! Sense Health Plan. 2 Copley Place. Suite 600, Boston, MA 02116, In order

Adjust rates to reflect the actuarlaOy certiHed rate structure for the full inclusion of
behaviorai health services, through June 30. 2016. as described in Exhibit B -
Amer>dment 010. The new rale structure provides supplemental capitatjon payment
rates to reflect the cost above the base rates for all covered servl^ (not only for
enhanced behavioral health services). Including hospital inpatient hosplt^ outpatient,
professional pharmacy, and other covered services;

Removes the requirement for the Managed Care Organizations to process payments, on
an administrative services levei. to Community Mental Health Centers who provided
tehavioral health services urider the Agreements on a fee for service basis; and

Ensure irtcreased capacity among the Community Mental Health Centers Is achieved to
fuffBI the Mafttged CarjS Plan's network adequacy requirements.

The: e agreements, if approved, would be effective February 1. 2016. upon a;^rova) of the
Governor a id Coundl. through June 30. 2017. These amendments deaease the SPY 2016 price
limRatlon b 65,041.533 from 6713.S39.6d4 to 6708,898.351 for a cumulative contract value of
61,811.698.151 for an Medica.ld Care Management contracts, subject to the approval of the Governor
and Executive Councii and subject to the continued avallabtiity and continued appropriation of funds.
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Gen

and then a

#25). Aprd
•2014 (Item
(Late Hem
and. 50%

emor and Executive Council applied tHe onginal agreements on May 9, 2012 (Hem #64A}
)proyed subsequent amendments on June 19. 2013 (Item #67A). February 12. 2014 (Item
). 2014 (item #44). June 18. 2014 (Hem #e5A). July 16, 2014 (Late Hem 'A*), December 23.
#11). June 24, 2015 (Item #30). August 5. 2015 (Tabled Item #A), and December 16^ 2015

■ IA3). 100% Federal Funds for the New Hampshire Health Protection Program. 50% Federal
'^neral Funds for the currently eligible Medicaid population.Gbi
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EXPLANATION

The

services thi

effective Fi

pirpose of these amendments with the two managed care health plans is to amend
fough June 30..2017, and to amend associated capitation rates through June 30. 2016.
(tiruary 1, 2016. The originai agreements were competitively bid.

The

providbig 9
newboms,

individuals

Program, a
program

Departmer^ commenced the Medicaid Care Mainagement Program in December 20i3,
:ute care medical services primarily to low inco.me children and adults, pregnant women,
ihd those receiving breast and cervical cancer treatments. While not all Medicaid-eligible
ire required to obtain their health care coverage through the Medicaid Care Management
the present time, approximately 123.000 Individuals receive their health care through this

The e amendments;

Fully Incorporate a robust array of behavioral health services in a capitated payment
model;
Improve care coordination between primary care and Community Mental Health Center
providers;
Support the intplementation of Medicaid-funded services described in the Class Action
Setdement Agreement in the case of Amanda D. et ai. v. Hassan, et al. US v State of
New Hampshire, Civ. No. 1:12-cv'53-SM; '
Continue implementation of New Hampshire's 10>year Olmstead Plan, 'Addressing the
Critical Mental Health Needs of New Hampshire's Citizens: A Strategy for Restoration:*
and ensures the Medicaid Managed Care health plans work collab^ativeiy with the
Department In its various efforts to improve the State's mental health system; and
Ensures (hat regionally based aisis Tines and emergency services are pi place 24 hours
a day, 7 days a week for Individuals in crisis. v
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Th( se amendments also serve to strengthen the netvworit of available providers to meet the
complex hi elth care needs of individuals accessing (he State's mental health system. The A^eements

Managed Care Organizations to enter into binding provider agreements with the Community
Mental Health Centers, in the event that a Managed Care Organization is unsuccessful in
demonstra tng that network adequacy requirements are met. the respective Agreement, as amended by

or and Executive Council on December 16. 201S. will remain in effect until the first of the
the network adequacy requirement Is met Tills contingency ensures that Increased

capitated dayment rates are not implemented unlQ the Managed Care Organization demonstrates it has
the capacH r to provide the behavioral health services incorporated into its respective Agreement.

Ad( ttionaOy, these amendments lower the threshold for which a prior authorization will be
required to prescribe A4orphine Equivalent Doses of opioids for plan participants, and strengthens care
coordinatio \ r«^rements for individuals diagnosed vrith substance use disorder dependence and all
Infants with a diagnosis of neonatal addiction syndrome.

2018. The

These Ind
chiidren in

Behavioral

four popu
develpprne|i
their su

eslabRshinj i

Eidibil B to the Agreement reflects the adjusted capitated rate information through June 30,
rates are identified by subsets of the M^icahj population that participate in the health plan,
ide: acute care medical services rates for ten subsets, such as low income children,
foster care, elderly and .disabled adults, and dual eligible Irtdividuals; rates specific to
Health services; the Medically Frail; and Step I acute care medicel series only rates for
Ibtkms - nursing home residents, community (Choices for Independence) residents,

tally disabled persorts. and persons with acquired brain disorders. Rate cell categories and
\ are based on age and eiigibRity categories, and reflect the Department's emphasis on
rate categories determined on a whola person a^oach to health care.

Exh
the

The revise^
health serv

the

plans,
practices
services.

ExNk

bit 0 to the Agreement pertainirig to quality measures has also been revbed to ensure that
Oepart^nt has in place the most appropriate quality metrics for all persons receiving services,

version of Exhibit 0 includes specific quality metrics for the kill inclusion of behavioraJ
ces, artd for assuring network adequacy wHhin the Community Mental Health system. As

Deparl(nent continues to phase in or adjust services provided under the managed care heaVh
10, as well as other sectioris of the agreement, will continue to be revised to reflect best

ensure the protection and rights of New Hampshire's citizens receiving Medlcaidt lat

The e are no changes to the infomialion technology components of these Agreements. As a
result, an a )prov8l letter from the Department of Information Tecfinoiogy's Chief Information Officer is
not Include I. and the Oepartment has Instead provided written notification of the amendment to the
Chief InforT^ori Officer for his records.

Afa| Served. Statewide

£guce of funds: Federal rir^ndal participation rates for tl^ currently eOgible popuiatlcn wltl be
50% feden 1 funds as appropriated by Congress for the entire period of this amendrnenL Fede^
financial pa tidpatlon ratn for the New Hampshire Health Protection services'be TOOH federal kinds
as appropri ited by Congress for the entire period of this Amendment.
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ncy, Govema Margaret Wood Hassan
Monorablc'Executive Cound

In t

FFP level
Health Pro

services fo

le event that Federal funds become no longer available or are decreased betow the 100%
f 5r the New Hampshire Health Protection population, as provided under the New Hampshire
edion Acs, General Funds will not be requested to support this program and the medical
the new adult population would end within 90 da/s.

Respectfully submitted.

—■

Kathleen A. Dunn. MPH
_ Associate Ccmmissloncf .

Approved by:

ng Commissioner

Tht Dtportmeni of ond Banan Serviet* MiM$ion is to joxA csmmunirtM and famiiut
in providing opporlunilut for cititent toaehitv* hcolili oftd independence.
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December 14.2015

Htf ExceijerKy, Governor Margaret Wood Hassan
and the^onorable Executive Council

State House

Concord. 03301

REQUESTED ACTION

Dote

G&C Approved

aliiolis
liem

AJthorize the Department of Health and Human Services to amend existing individual
agreemer|ts with the state's two managed care health plans, Granite State Health Plan, d/b/a New
Hampshir
-HeattbNel

to:

\ Healthy Families. 264 South River Road, Bedford, NH 03110 and Boston Medical. Center
Plan..d/b/a.WeIl.itense.Health.Plan,.2.Cof^y Place, SiAe 600, Boston, MA02116, in order

0):

m

(ill

Limit the New Hampshire Health Protection Program population, that Is currently
covered in managed care medical services, to include only those individuals who are
'MedicaOy FralT and choose to participate In the New Hampshire Health Protection
Program Alternative BeneRt Plan.

Adjust rates to reflect the actuarially certified rate structure for the inclusion of the
Medically Frail population, through June 30, 2016, as descnlDed in Exhibit 6 -
Amendment ilf9. For convenience of reference, the actuarially certified rate structure for.
the balance of populations served through June 30, 2016. previously approved by the
Governor and Coundl, is resisted in Exhibit 6; and

Revise the targeted Implementation date for phasing into the Care Managernent
program Step II waiver services for those persons receiving nursing facBity care services
and for those persons on the Choices for Independence Waiver

agreements. If approved, would be effective January 1, 2016, upon approval of the
Govemoriand Council, through June 30, 2017. These amendments deaease the SFY 2016 price■limitation^ $12,370,652 from $726,310,536 to $713,939,884 for a cumulative contract value of
$1,616,939,884 for ait Medicaid Care Management contracts, subject to the approval of the Governor
and Exeopive Coundl and subject to the continued availability and continued appropriation of furxh.
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Governor and Executive CouncK approved the original agreements on May 9.2012 (Item #54A)
and then approved subsequent amendments on June 19. 2013 (Item #67A}, February 12. 2014 (Item
025). April 9.]2014 (Item #44). June 16, 2014 (item #65A), July 16, 2014 (Late Item 'A'). December 23.
2014 (Item 4l1), June 24, 2015 (Hem #30), and August 5. 2015^ (Tabled Item #A). 100% Fed^i
Funds for the New Hampshire Health Protection Program, 50% Federal and 50% General Funds fa the
orrently efigUe Medicaid population.

Fund Nam aiS/U awttNuintcr SPTU SFT14 SFTIS SfTU
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EXPLANATION

The 1 turpose of these amendments with the two managed care health plans Is to amend
services thrcugh June 30. 2017, and to amend associated capitation rates through June 30, 2Q16,
effectiveJaniary 1, 2016. ITte original agreements were competitivety bid.

The

providing a
no^)oms. ai
individuals a
Program, at
Indlvidu^ n
Protection

I lepartment commenced the Medicaid Care Management Program in December 2013,
c ite care medical services primarily to low income children and adults, pregnant women.

>d those receiving breast and cervical cancer treatments. While not all MedlcaideGolble
"8 required to obtain their health care coverage through the Medicaid Care Management
the present time, approximately 123,000 individuals do. Additlonany, over 45,000
celve coverage through the managed care health plans under the New Hampshire Health
at 100% federal cost through December 31, 2016.At

Cons

HampsNre
services thn

bridge is set
Insurers in
the New

Premium

plans,
the manager

As ti
Acec di

stant with legislative intent under the New Hampshire Heallh Protection Act, New
health Protection Program pahlcipants initially began receiving health care coverage and

a bridge - the managed care health plar>s addres^d in this request. This health care
to remain in place until allernative benefit plans are made available through commercial

Beginning January 1, 2016, tndividuais receiving health care coverage pursuant to
pshire Health Protection Act will instead receive coverage under the Marltetplace

Istance Program, effectively ending the need for a bridge to the managed care health
lingly, the managed care health plan agreements' scope carves these Individuals cut of
care contracts banning January 1.2016.

2)16
H mi

Slmlt iriy, legislative Intent addressed the unique and complex health care needs of Medically
Frail indMdt ala eligible for participation In the New Hampshire Health Protection Program. These
Individuals i e not required to receive their health care coverage through the managed care program.
As such, ms ty enrolled in the more traditional Medicaid fee-for-service model. However, with the New
Hampsh^ I lealth Protection Program's population soon moving to commeroal Ir^urance coverage,
the Departn^nl negotiated amer^dments to the managed care contracts to ensure that the Medically
Fran still ha>^ access to the managed care health plans through an *opt in* proton. The Department
anticipates fat up to 5.000 Medically Frail individuals, within the New Hampshire Health Protection
Program's eji^ble popuiation, will choose to *opt in' to the managed care health plaa
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i

E

the Depa
The revi:

Departm
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New Ha
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Ir^ addition, these amendments revise the imptamentaik>r> date for including certain subsets of
the Medi aid population In the Medicaid Care Management Program. Spedftcally, these amendments
dday the inclusion of persons receiving nursing facility care services by eight months, from January 1.
2016 to September 1, 2016. and delays the Inclusion of persons on the Choices for independence
Waiver b' two months, from July 1, 2016 to September 1,2016. These subsets are part of the Step 2
implemei tation of the program and were previously approved by Governor and Executive Council for
Ini^'on In the program.

T1 lese agreements do not fuOy implement managed care services for tiiose persons receiving
waivered services under the Developmental Disabled Services Waiver, the Acquired Brain Syrtdrome
Waiver a td the In Home Supports Waiver. The Department will establish implementation dates for
those seririces at a later date and after further pubHc ir^t.

Eihitit A to the Agreement describes the obligations of the managed care health plans in
provide^ services to the Medicaid populaUon subsets that participate In the health plans. Although
Exhibit A estabflshes the target d^ for Incorporating nursing services into the Cve Management
Program, the detailed obligations of the managed care health plans for nursing servrces Is not included
and w(B >e brought fortfi in a further amendment to the Governor and Council in advance of its
scheduled start date.

&hlb(t B to the Agreement reflects the adjusted capitated rate Information through June 30.
rates are Identified by subsets of the Medicaid population that participate In the heaflh plan.
Ude: acute. care_medical services rates for ten subsets, such as tow income chitdren,
foster care, elderly and disabled aduHs, and dual etigfole Individuals; rates specific to
Health services; the Medlcally Frail; and Sfep / acute care medical sendees only rates for

jiatioRs - nursing home residents, community (Choices for Independence) residents,
iT^talfy disabled persons, and persons with acquired brain disorders. Rate cell categories and

its are basedpn age and eligibility categories, and reflect .the Department's emphasis on
)g rale categories determined on a t^ole person approach to health care.

E) hibli B reflects the extension of previously approved capitated rates, through June 30,2016,
for the SI ssets for Sfep / acute care medical services only rates for four populations ~ nursing home
residents community (Choices for Independence) residents, devetopmenlally disabled persons, and
persor\s \ 1th acquired brain disorders. Due to the aforementioned delayed commencement of Step U
services or Choirs for Independence Waiver program, Exhibit 6 no longer Includes previously
projected capitated rates, that were inclusive of Step II services for these four populations, for the,for
the perioq of January 1,2016througt) June 30,2016.

bit O to the Agreement pertaining to quality measures has also been revised to ensure thai
tment has In place the most appro^'ate quality metrics for all persons receiving services,

version of Exhibit 0 Inciudes spedflc quality metrics for MedcaDy Frail Ihdivlduats. As the
continues to phase in Step H services, Exhibit O, as well as other secfions of the

, will continue to be revised to reflect best practices that ensure the protection and rights of
irriishire's dttzeru receiving Medicaid services.

'8 id'

C It
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Her Excelle icy, Governor Margaret Wood Hassan
)norabIe Executive Council

Are^ Senred: Statewide
.Souitee of funds: Federal finandai participation rates for the currently eligible p^Hdation will be

50% federal fonds as appropriated by Congress for the entire period of this amendment. Federal
financial panlclpatfon rates for the f^ew Hampshire Health Protection servlocs be 100% federal funds
as appropriated by Congress for the entire period of this Amendment.

event thaft Fedtrtf funds become no longer avaHabte or are decreased belcm the tOOV*
FFP level for the New Hampshire Health Protection population, as provided under the New Hampshire
Health Protection Ad. General Funds will not be requested to support this program and the medical

^ services faihe new adult population would end within 90 days.

Respectfully submitted.

^Kathleen A. Dunn, MPH
Associate Commissioner

Approved by:
Nicholas A. Toump*
Commissioner

Ttu'Deportmenl of Health and Human Services'Mission is to join communities and familiss
in providing opperiunilUs for cUisens to achieve health and independence.
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Ilency, Qovernor Margaret Wood Hassan
[he Hor)orab(e Executive Council
{ouse

NH 03301

July 16. 20

Dote

proved
bfl

item; ro^UtJ
REQUESTED ACTION

Authorize the Department of Health and Human Services to amend e^dsting
indivldua) agreements with the slate's two managed care health plans, Granite Stale
Health Plan, d/b/a New Hampshire. Healthy Families, 264 South ftlver Road,
Bedford. NH 03110 and Boston Medical Center HealthNet Plan. d/lVa Wetl Sense
Health Plan. 2 Copley Place, Suite 600. Boston. MA 02116, In order to:

(i) Extend the agreements for the remalrtder of the two-year extension period
through June 30, 2017 as contemplated by. Section 1.3 of the original
agreement;

[u) Expand the population covered in Step 1 managed care medical servic^ to
include those persons who previously were permitted to 'opt out.* the so-called
'mandatory population.*

IQ) Expand the services covered to include Step 2 Phase 2 waiver services provided
to those persons on the Choices for Independence Waiver with a targeted
implementation date of January 1.2016.

iv) Adjust rates to reflect (he actuahaUy certified rate structure for the current
M^icakl popolalion and for those persons receiving Step W services under the
Choices for Independence Waiver through June 30.2016 as descrbed in Exhibit

j  B. For convenience of reference, the actuarially certified rale stn^ture for the
I  New Hampshire Health Protection Program population through December 31.
!  201S. previously approved by the Governor and Executive Council, Is restated In

Exhibit B. and

[v) Identify the targeted Implementation date for phasing Into (he Care Management
program Step II waiver services for those persons receiving nursing care
services.



Her 6*

and i:

Page 2

This agreement. If approved. woukJ. effective September 1.2015, replace the extension
rD\|ed by the Governor and Council on June 24, 2015 and authorize managed care

s to the two managed care organlzatioris through June 30, 2017. This amendment
the price SFY 2016 price limitation by $314,265,536 from $412,045,000 to

0,536 for a cumulative contract value of $1,629,310,536 lor all Medicdd Care
ment oontracts, subject to the approval of the Governor and Executive Ccundl and
to the conb'nued avaltab&ity and continued appropriation of funds.
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Governor and Executive Council approved the original agreement on May 9, 2012
<llem i :54A) and then approved subsequent amendments on June 19, 2013 (Item #67A).
Februt ry 12. 2014 (iteni #25), April 9. 2014 (Item #44). June 18, 2014 (Item #85A). July 16,
2014 (.ate Item "A'), December 23. 2014 (Item #11). and June 24, 2015 (Item #30). 100%
Fedeis I Funds for the New Hampshire Heahh Protection Program, 60% federal and 50%
Genera! Funds for the currently eli^ie Medlcaid population.
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rOTXL $11 izsaoodoa 9s\m.oai $0X06,0(1 yi<ass4i6 Snuutut $1.69l310ia6

EXPLANATION

ie purpose of this arfiendment with the two managed care health plans Is to replace,
effecth^ September 1, 2015, the extension approved by the Governor and Council on June
24, 2o|5 and extend the agreement for the remainder of the 24-month extension through June
30, 20S7, as provided for by the original agreements: to expand the Care Management
Program to cover the remaining eligible population; to begin providing Step II waiver services
within ̂  program, and to amerKf capitation rates for the program trough June 30, 2016.
The oripnal agreements were competitively bid.

I

the department commenced the Medlcaid Care Management Program In Decerhber
2013 orovfding acute care medical services primarily to low Income children and adults,
pregnant vnmen, newboms. and those receiving breast and cervical cancer treatments.
SeMuaj populatton groups were eligible to 'opt ouf of Step 1 managed care services unUI the
program was made maridatory. The populations that could voluntarily opt out irKhide: persons
in fost« care, children with severe disabilities (Katy Beckett kids), and those who are eligible
for bow Medicare and Medlcaid (dual eligible). A few populations are and remain exempt
urvder f^eral taw lor managed care. These poputallbre are: persons with Veterans benefits,
persons who exceed the Medlcaid threshold based on Income only (sperxj downs), persons
receiving family planning benefits only: ar>d those new adults eruon^ in the Health Insurance
Premli^ Program accessing benefits through employer sponsored Insurance. At the present
time, there are approximately 137,000 persons In New Hampshire accessing berte^ts in the
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trad^ oral Medicaid program. Additionally, just over 40,000 are now receiving coverage under
the New Hampshire Health Protection Act at 100% federal cost through December 31,2016.

ceriaie
deliv
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in addition to extending the agreement by two years and establishing the actuartally
d rates for managed care services through SPY 2016, the amendment also expands the

!ry of managed care services to cover those persons who had previously 'opted out* ar)d
vis the program to provide managed care waiver services to persons receiving services
the Choice for Independence waiver program.

Spectficany, the amendment establishes a target date of Septen^r 1, 2015 for the
oonvhencement of services for all persons now mandated Into Care Management; a target
-date- 3f JofHjary 1. aoi6 for the commoncomont of managed earo services for the Chojcoe lor-
Indeiendence waiver population and a target date of July 1. 2016 for the mcorporatjon of
nursi tQ services into managed care.

The timing of the enrollment of the mandatory population will depend on the timing of
fedeifel approval (by the Centers for Medicare and Medicaid Services 'CMS") of the waiver
requred for that action.
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The department is separately formulating and will submit to CMS later this year after a
review and comment process an appBcation for an additional federal waiver necessary
Ide services under the Choices for independence Waiver In managed care.<

This agreement does not implement manage care services for those persons receiving
walvired services under the Developmental Disabled Services Waiver, the Acquired Brain
Syndome \/Vbfver and the In Home Supports V^fver. The Department will establish
impic mentation dates for those services in managed care at a later date and after further
pubs: Input

Exhibit A to the Agreement describes the obligations of the managed care health plans
raiding services to the existing Medicaid population, the new mandatory population and

ices For Independence population. Although Exhibit A establishes the target date for
corporation of nursing services into the Care Management Program on July 1,2016; the

obilgatidns of tf)e managed care health plans for nursing services Is not Induded and
b^ brought forth in a further amendment to the Governor and Coundl in advance of that
id

ExhBdit B to the Agreement reflects the adjusted rate Information for SPY 2016.
B is comprised of two pages. The first page identifies the capitated rates for medical

and behavioral health services for the existing Medicaid popdation through June 30,
As noted above, this page also restates for convenience the capitated rates for the New
shire Health Protection population through December 31, 201S. Services for the New

ire Health Protection program are paid with 100% federal funds through December
16.

The second page of Exhibit B identifies the capitated rates for complex enroilees for
Step 1 acute care medical sen/ices for the period through December 31, 2015 and for the
fbUowing period of January 1 through June 30.2016. '
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The rate cefl categories have been changed from prior amendments. The capitated
rates 1 sr the period of July 1. 2015 through December 31. 2015 on page two reflect rates for
Step acute care medical services only lor four populations - nursing liome "residents;
tjomm inlly (CFI) residents; developmentaliy disabled persons and persons with acquired brain
disord trs. These four population categories arid their subgroups based on age and eRgibilrty
categt ties reflect the department's ernphasis on establishing rate categories determined on a
whole Derson approach to health care. The rates for a particular group or subgroup on page
one fb July 1,2015 through December 31, 2015 reflect the acute care medical services teing
provid rd to those populations.

The rate ceDs on page two for the period of January 1 through June 30,2016 reflect the
Step I medical services for nursing residents, developmentaliy disabled and those with
aoqUir d brain disorder. However, the rate ceils for the Community (CB) residents reflect both
the St !p I services and the Step II services provided under the Care Management Program
beglnr ng In January 2016. This is reOected in the higher capjtated rate numbers for
Comm jnlty residents In the January 1 through June 30,2016 period over the 2015 period.

^or example, the capitated rate for Community residents - Medicaid Ordy- Under 65 for
the pefod September 1, 2015 through December 31. 2015 is $3,075.09. But for the lime
perM of January 1.2016 through June 30, 2016, after the commencement of Step II services
for Of , the capitated rate for that same population increases to $4,835.44. The Increase
reflect: the Incorporation of Step IICFI waiver services for that population.

^hiblt A has been signrficantly revised and updated to ensure the continuity of service
and a 'e for persons transitioning into managed care, as well as those transitioning to Step II
servicqs. For example:

Medicaid state plan services in place at the time a member transrtions to an MCO wil)
36 honored for a 60 day period
=>rescr(bed medications for a member transitioning to an MCO will also be continued for
^ days from enrollment or until completion of a medical necessity review
-or CFI participants enrolled prior to January 1, 2016, frte existing care ptan will remain
n effect until expiration or until a new plan has been developed and signed by the
nember

'ersons in a nursing facility who will ̂ ait receiving medical care from an MCO will be
risited personalty by a care coordinator for a personal assessment of needs
^COs must honor member relationships with Service Link providers to support the
nembera successful integration Into the community
«ACOs must provide continuity of care for current members after transition by the MCOs
0 their own preferred drug lists (PDLs)
l^ompllance metrics have been established for substance use disorder services,
ncluding time frames for providers response to member inquiries and completion of
creenings for services within established times
ipedfic procedures for continuation of benefits during appeals have been established
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Exhibit O to the Agreement pertaining to quality measures has also been significantly
revis ed to ensure that the department has.in place the most appropriate quality metrics (or
pers ms receiving services. The revised version of Exhibit O includes specific quality metrics
for tte persons receiving CEI waiver services through Care ManagemenL As the department
corrt iues to phase In Step II services. Exhibit O. as well as other sections of the agreement,
wiii (ontimje to be revised to reflect best practices that ensure the protection and rights of New
Hair^hlre's citizens receiving Medicaid services.

The department looks forward to briefing the Governor and Executive Council on the
Impc^nt provisions of these agreements.

RtalftwtHa

Soui» of funds: Federal finandaJ participation rates for the currently eligible population will be
50% federal funds as appropriated by Congress for the entire period of this amendment
Fedi ral financial participaflon rates for the New Hampshire Health Protection services be
10011 federal funds as appropriated by Congress for (he entire period of this Amendment

in thb event that Federal funds become no longer avallabie or are decreased below the 100%
FFP level for the New Hampshire Health Protection population, as provided under the New
Ham )8Nfe Health Protection Act, General Funds will not be requested to support tNs program
and {he medical services for the newadutt population would end within 90 days;

Respectfutly submitted.

Kathleen A. Dunn. MPH
Associate Commissioner

Approved by:
Nicholas A. Toumpas^
Commissioner

rn« Ovocvrwnf el Ncoffn arc Mtiion il (O ro^ coovrxW/ifi /onnMi
rtdreviofng epOOluni»»| lof eJr'xvnt /O OOVfvr Krolfh OOO InctO^'Wnet.
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June 12, 2015

Date

G&C Approved

REQUeSTEO ACTION
(ffflg 30

Authorize the Department of Health and Human Services to amend existing Individual
agreements wtlh (he Stale's two managed care health plans listed below In onter to amend
ce tain provlslof^s and extend the current agreements from June 30.2015 to October 31,2016
for the traditional Me^ald poputatlon and December 31, 2015 for the New Hampshire Health
Pr itecdon population and Increase (he price (Imrlation by $412,005,000 from $6^,000.000 to
$11315,005,000 effective upon a^roval of the Governor and Executive Coimd).

Governor and Executive Council approved (he original agreement on May 9. 2012
(It^ ifS4A) and then approved subsequent amendments on June 19. 2013 (Mem itl67A),
Fe nary 12, 2014 (Hem if29), April 9, 2014 (Item #44), June 16.2014 (Item #a5A). July 16.
20 4 (Late Hem *A'). and December 23, 2014 (Item #11). 100% Federal Funds for the New
Ha np^e Health Protection Program, 50% federal and 50% General Funds lor the currenOy
eligible Miedicaid population.

• Grar^e State Health Fhan, d/b/a New HampsNre Healthy Families, 264 South River
Road, Bedford, NH 03110

I* Boston Medical Center HealthNel Plan, d/b/a Well Sense Health Plan. 2 Copley Place,
!  SUte 600. Boston, MA 02116

Ntrna md Account
NuiQbCf

SFY13 srru SFY15 SFY18 Tocil

MoJfcalo Can Mgmt:
oiomr-TSAaoooo-ioz so.oo szso^ooo.ooo S460.000.000 iioieso.ooo S691.0SOAOO

N«f HarapsHrt Haatih
PreteSen Praprsffl:
bio^T-aooeoooo-io? ■ so.oo so.oo sido.ooo.ooo I230.99S.000 1423.995.000

TotM woo SRSQ.OOO.tMO S6S3.000.000 S412.009.000 I1.315.06&000
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EXPLANATION

The purpose of this amendment is to extend the current agreements to allow for a 4>
month extension of healthcare coverage to thg traditional Medlcald population at the current
ra es and conb'nues authorization of services to the New Hampshire Health Protection
pcpJatbn through Decemt>er 31, 2015. This amendment identifies the Department's
p\ MlcaDy targeted dates for the enrollment and coverage of the additional 10,000 persoitt who
pr^usiy opted gpt pf-Step 1 services and the targeted dales for the commencement of

e for .CFiien^mursing services. Changes to the agreements that would implement
th is ĥar^X and-csfabUsh rates for the Step, U senrices wiB be Incorporated into a further
ar lendment for the remaining 20-/nonth extension.

This extension er>^|ps the Department to advance waiver appUcalions with the Centers
fo Medicare and Medlcald Services (CMS) that are required for the mandatory coverage of
St ip I .medical series for those persons who were previously allowed to 'opt'oul' of the
M dic^ Care Management Program and for the (mpiementatbn of Steip (l-wal^ servloes to
p(son$ receiving nursing home services and persons receiving irvhome lonO'term care
8« vices under the Choices for independence Waiver. Thfs brief extension period wiO also
er ible the Department and Ihe managed care plarts to review proposed new federal managed
ca a regulations Just released by the federal Centers for Medicare and Medlcald Services
(C1^) and to re>^ew additional Infofmation that may Inform the detsrmlrttUon of capitated
ral 3S for Step 1 medical services for the balance of the agreement extension period.

This amendment also provides that in the absence of concluding an agreement for the
adlAlonal 20 mortfhs of services by July 31. 2015 wlh either or both of the managed care
pb ns, the Department may invoke the termination provisions of the agreement to ensure a 90-

transition plan for the ̂ an enroUees.da

RK

nx nlhs
JUm

Section 1.3 of the current agreements with the managed care plans specify a leim of 36
ths with the Option of the Department to extend the agreements for an additlonai 24

wllh the approval of the Governor and Coundl. The Initial 36-month period expires on
30,2015.

The purpose of this aimendment is to (I) amend Section 1.3 of the existing agieemento
Ulow for more than one exterrsion of the agreement, provided that the total period of
rtsions ramafrts unchanged at 24 morrths and (H) enable the Department to exterxl the
-nt agreem^ at the current capitated rates for an addllkmal tour (4) months for (he

Xral Medlcald population in order lo allow the Deparlrrrent to advance waiver
i| Dcations vrfth CMS that are required to expand thdCare Management F^ram to cover an

ad( itional 10.000 persons who were previously allowed to 'cpt-ouf of the Step 1 medical
>lces, as wen as to advance waivers needed to begin the p^se-in of Step II services for
ions rece'vtng home and conuTKmity based services under the Choices for independence

a verand those receiving nursing home services.

to
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This amendment also authorizes the continuation of medical services provided by the
majtaged care plaru to the New Hampshire Health Protection population through December
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31 2015. which is fimded at 100% of federal rtnandal paitldpatjon. The New Hampshire
Health Protection population wtU be transRIoned into Qualified Health Plans on the'federal
m^etplsce beginning on January 1.2Q16.

.The Oepartnient and the managed care plans have'been negotialinfl a contract
arr sndmen! that woukJ extend the agreements for the remaWng 24.month period: establish
ne IT capfialed rates for SPY 16 for Step I medical services: Incorporate all remainhg eiglbte
Mc ilcaid popUalions into managed cffe, and establish capitated rates for and implemeni
Stip It w^er servtces for persons under the Cholns lor Independence waiver.
Im] dementing mandatory enrollment for Step 1 medical services and providing Step 11 waiver
ser 4ces for CFI reqt^re approval of waivers by CMS. The Department and the managed care
pla )s need addition^ time to advance the waiver appllcatfons with CMS and to contintre work
on sstabfishing capitated rates for the balance of the 24-monlh extension period. Should the
Oe >artjnent and either or both of the pians be unable to agree upon the terms for the
rer ̂ ing 20'months of the program for the tradliional Medicald popjation, the 4-n>onih
pet od would abo allow for a transition of the Medicald enrollees.

The targeted dates for the inclusion of the mandatory po'puiatJon and phase-In of Step li
services, as reflected fr\ Exhibit A to the agreement, are as foSoyvs;

^hase 1. Mandatory Enrollment of'opt-out* populatior)-
Program target start date: September 1,2015;

Phase 2. Choices For Independence Waiver ("CFf*)-
Programtargetstartdate: January 1.2016;

Phase 3. Nursing Facility services ('NF') and DCYF services.
Programtargetstartdate: July 1.2016:

Phase 4. Developmental Disabilities. Acquired Brain Disorder arxf In Home
Supports for Children wittv Oeveiopmental Disabilities waivers ("Waiver
Services') will cornmerrce on a date to be determined by OHHS in consi^tion
with the MCOs.

Exhibil A to the Agreement describes the obligatlbns of the managed care health plans
In p oviding services to the extsSng Medlcaid population. TNs exhibit remains unchan^ In
the 4-month extension, except that It Identiftes the taigetlng phase-in of Step II CFt and
nur^ services as noted above.

I  Exhibft 6 to the Agreement reflects the capitated rate Information for the four month
perm of SFY 2016 and for the continuation of services for the New Hampshire Health
Profoction poputatron through December 31, 2015.
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Ss jfce of funds: Federal finandal participation rates for the currenUy eRgfble population wfll be
50 Ifc federal fund

M Served: State^Mde

s as' appropriated by Congress for the er^tire period of tWs amendmenL
Fe leral finandal parOdpafion rales for the New Hampshire Health Protection services be
10)% federal funds as appropriated by Congress for the entire period of this Amendment.

In the event that Federal Furrds become no longer available or are decreased below the
101% FFP le>^ for the New Hampshire Health Pratecdon popublion. as provided under the
Nf H Hampshire Health Protection Act. General Funds will rwt be requested to support this
pnjgram and the medical services for the new adult population would end within 90 days.

Respectfully submitted.

Kathleen A. Dunn, MPH
Assodam Commissioner

Approved by
Nicholas A. Toum

Commissioner

JAff OtpoATMnr orNMcn ondHwmon S«/vieei'Miu>an ij (o jors ceAVnvVliti and tenWti
h ewttng ooporTuniJei ic cMtcm fe e<Ne*« nfeat end iidfeentfrner
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December 8,2014

G&C Approved

Dota_

REQUESTED ACTION
Aom# ^ //

ze the Department of Health and Human Services to amend existing Individual
nents with the health pbns listed below to adjust rates to reflect the actuartalty ceilifled

il -ucture for both the current Medicaid population and the new Health Protectfon Program
i don. This amendment decreases the SPY 2015 price llmflatlon by 599.543.000 from
,! 43,000 to 5653.000,000 effective January 1, 2015. or upon Governor and Executive
1 approval, whichever Is later, with n© change to the contract end date of June 30,2015.
upon the availability and continued appropriation of funds, with authority to acQust
bfances between fiscal years if needed and justified through the Budget Office,
lor and Executive Coundl approved the original agreement on May 9,20f2 (Ittfn g54A)
sn approved subsequent amendrhents on June 19. 2013 (Item 067A), February 12,

(tem #25), April 9. 2014 (Item IM4). June 18. 2014 (Item #55A), and July 16,2014 (Late
'y).. Funds for services provided under this Amendrhent 1o the New Hampshire Health
ion population v4fl be 100% federal funds appropriated by Congress.

Granite State Health Plan, dAVa New Hampshire Healthy Families, 264 South River
Road, Bedford. NH O3110

8oslon Medical Center HealthNet Plan, d/b/a Well Sense Health Plan. 2 Copley Place,
Suite 600. Boston, MA 02116

Fund 1

Aeeotj

Tame and

itNuml)er

SFY13 SFY14 SFY15 Total

Medics

010^

Id Care Mgmt:
7-79480000-102 50.00 S250.000.000 5460.000,000 5710.000.000

NewH

Proter

010-01

impshire Health
tion Program:
5-30990000-102 50.00 50.00 $193,000,000 5193.000.000

Total 50.00 $250,000,000 5653.000.000 5903.000.000
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• EXPLANATION

The purpose of this amendment Is (o amer)d the^ existing agreements with the two
health plans to amend capitation rates for the currently eligible populaiion, effective January 1.
201f. The original agreements with Granite Slate Health Plan and Boston Medical Center
Heal h-Net Plan approved by'the Governor and Executive Council on May 9.2012. allow for
sucriamendments. The original agreements were competitively bid.

These amendments reflect adjusted rate information for SFY 2015 in Exhibits.

•Slmilay tb'coolractVAmendmenI 5, which was approved by the Governor and Coundl on
16, 2014, specially services for the tong term care population, including' nursing home
issrand services fbr th^ d.^veiopmentslty ifisabiad are not incorporsied Into the scope of
^pro^ded-by-thesWbndors, pending the stakeholder engagement process. Future

amei dments to Ihis control p/e ar>tici^ted to Incorporate the lor>9 te/m care services.

July
TBTVH

•servi

was

The first amendment approved by Governor and Executive Council on June 19. 2013
1 zero cost amendment that updated and adjusted rale information as wen as made

dari^tions and adjustments to Exhibit A and Exhibit 0.

The original price ilmilation for SFY 2014 of $900,000,000 was reduced In the second
amefjdment approved by the Governor and Executive CouncQ on February 12.2014 to reflect
sevei I months of coverage (December 1, 2013 through June 30.2014).

The third amendment approved by the Governor and Executive Council on Apn19,2014
Increased the SFY 2014 price limitation by $10,363,669 to $250,000,000 to assure contract
resoi rces were adequate to cover the remalrxler of the contract period.

2014

The fourth amerxJinent approved by the Governor and Executive Council on June 16,
reduced the SFY 2015 price limitation by $465,000,000 to $460,000,000 to reflect the

arviufi actuarially certified rate structure and ad}ustments to the scope of services.

The fifth amendment approved by the Governor and Executive Council on July 16.
2014 lr>creased (he SFY 2015 price limrtation by $115,477,500 to reflect the addition of the
new population and substance use disorder services to the new adult group.

A scanned copy of this item, including the G&C letters and accompanying
docur lentation from (he originai agreement and subsequent amendments wiU be avail^e
onl'nq once posted to the meeting agenda for the Governor and Executive CourKiL

Should Governor and Coundl determine to nol approve this request, the new adult
population up to 138% of the federal poverty level would not be provided health coverage
under the New Hampshire Health Protection Program.

Performance measures, IrKluding but not limited to the followfng. wQI be used to
evaluate these agreements.
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Access Standards, including, but not limited to: provider network, geographic distance,
timely access to services and access to special services;
Quality Performance Incentives focused on four areas: Timeliness of Preriatal Care,
FoltoviMJp After Hospltalization for Mental Illness, Parental Satisfaction With Children
Getting Appofnlments for Care and Satisfaction with Getting Appointments for Care;
and

Claims Payment and Processing Accuracy.

Area t erved: Statewide.

Sourc i of funds'. Federal financial participation rates for the currently el^ible population yyfll be
50% ederal funds as appropriated by congress for the entire period of this amendment
Feder il 5nancial participation rales for the New Hampshire Health Protection services are
be 101% federal ̂ nds as appropriated by Congress for the entire period of this Amerximenl.

In the

FFP II

not bi

popub

event that Federal funds become no longer available or are decreased below the 100%
FFP II vel, as provided under the New Hampshire Health Protection Act General Funds will
not bi! requested, to support this program and the medkiaf services for the new adiA

ition would end within SO days.

Respectfully subrrxtted.

Kathleen A. Dunn, MPH
Associate Commissioner

Approved

Nicholas A Toump
Commissioner

hw OrporfnttfU ol HtcBh end rrwnon JeMcci' aUuioo it lo jeh eenvn<j\litt ona
In eto**Sng opponvrvr«} lor cuittm to oenfvv* neenn era 'rC^pfratnet.
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July 14. 2014

REQUESTED ACTION

Autli irize the Department of Health and Human Services to retroactively amend existing
IndividUt I agreements with (he heaKh plans listed below to provide Medicaid Managed Care
medicai services to the new adult population under the New Hampshire Health Protection
Prograrr The purpose of these contract amendments is to adjust the scope of services to
irtdude i ervices the New Hampshire Health Protection population and to adjust rates to reflect
the actu srially certified rate structure for both the current Medicaid population and the new
Health I 'rotection Program population. This amendment increases the SPf 2015 price
Cmltatlor by $292,543,000 from $460,000,000 to $752,543,000 effective retroactive to July 1.
2014 up m Governor and Executive Council approval, with no chaf>ge to the contra end date
of June 30. 2015, based upon the avallabllity and continued appropriation of funds, with
authority to adjust encumbrances between fiscal years If needed and jusb'fted through the
Budget i )ffice. Governor and Executive Council approved the oHginal agreement on May 9,
2012 (lt( m #54A) arid then approved subsequent amendments on June 19, 2013 (Hem 1f67A),
February 12,2014 (Item #25), April 9, 2014 (Item #44) and June 16, 2014 (Item #65A). Funds
for servces provided under this Amendment to the New Hampshire Health Protection
populatk n will be 100% federal furrds appropriated by Congress.

anlte Slate Health Plan, d/b/a New Hampshire Healthy Families, 264 South River
Md, Bedford. NH 03110

8 iston Medical Center HealthNet Plan, d/b/a Well Sense Health Plan, 2 Copley Place.
Siilte 600. Boston, MA 02116

Fund Ni

Aecoun

me and

Number

SFY13 SFY14 snris Total

Medlcair

010-047

Care Mgrnt
79480000-102 $0.00 $250,000,000 $460,000,000 $710,000,000

NewHai
Protect}

0104)95

itpshire Health.
>n Program:
30990000-102 $0.00 SO.OO $292,543,000 $292,543,000

Total $0.00 $250,000,000 $752,543,000 $1,002,543,000
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EXPLANATION

Ttv! purpose of tttls amendment is to retroactively amend the existing agreements witf>
the two Iv iaith plans to provide health coverage to the new adult population that wffl be served
under the New Hampshire Health Protection Program, effective September 1, 2014. This
amendriK nt also amends caF^tatlon rates for the currently eligible population, effective July 1,
2014. Tf is latter purpose results to no change to the contract price limitation. The original
agreemer ts with Granite State Health Plan and- Goston Medical Center Health Net Plan
approved by the Governor and Executive Council on May 9. 2012, allow for such
amendments. The original agreements were competitively bid.

Th< ise amendments reflect updated scope of services in Exhibit A; a^usted rate
informatlci for SPY 2015 for services and a fee schedule in Exhibit B; an updated Exhibit 0,
v^ich out Ines quality and oversight reporting requirements relative to the new adult population
and ExhQ: it P. which documents the new substance use disorder services that are required to
be provid< id to the new adult group as part of the Essential Health Benefits under the Patient
Protectior and Affordable Care Act.

June 18.
SIrnllar to contract Amendment 4. which was approved by the Governor and Council on

2
services t nd services for the developmentally disabled are not incorporated Into the scope of
services f

014, specialty services for the long term care population, Including nursing home

rovided by these vendors, pending the stakeholder engagement process. Future
amendme to this contract are anticipated to incorporate the long term care services.

The First amendment approved by Governor arvj Executive Council on June 19. 2013
was a ze o cost amendment that updated and adjusted rate Information as well as made
darrTicatio is and adjustments to Exhibit A and Exhibit O.

Th( original price limitation for 5FY 2014 of $900,000,000 was reduced in the second
amendme it approved by the Governor and Executive Council on February 12. 2014 to reflect
seven mo iths of coverage (December 1. 2013 through June 30,2014).

Th< third amendment approved by the Governor and Executive Coundl on Apn19, 2014
Increased the SFY 2014 price limitation by $10,363,689 to $250,000,000 to assure contract
resources were adequate to cover the remainder of the contract period.

Th< fourth amendment approved by the Governor and Executive Coundl on June 18,
2014, red reed the SFY 2015 price limitation by $485,000,000 to ̂ 460.000,000 to reftect the
annual ac uarially certified rate structure and adjustments to tlw scope of services.

A

document^
online oncs

scanned copy of this. item. Including the G&C lehers and accompanying
itlon foom the original agreement and subsequent amendments wID be available
posted to the meeting agenda for the Governor and Executive Council.

rne Dtpcrtmenioi Heoith ond Hymon re'vieei'Mi'iiiens roio^ £o<n't>ui«vr«t on(3iomies
h providing opportunfiiM tof cDizenj fc oc/Vcve naosn ona Inatpfnagnc*.
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Source 0 ̂funds:

ould Governor and Council determine to not approve this request, the new adult
n up to 138% of the federal poverty level would not be provided health coverage
New Hampshire Health Protection Program.

formance measures, including but not limited to the following will be used to
these agreements.

Access Standards, including, but not limited to; provider network, geographic distance,
leiy access to services and access to special senrices;
lanty Performance Incentives focused on four areas: Timenriess of Prenatal Care,

I llow^Up Alter Hospltalization for Mental Illness. Parental Satisfaction With OiUdren
1 itting Appointments for Care and Satisfaction with Getting Appointments fbr Care;

ms Payment and Processing Accuracy.

Area seried: Statewide.

Federal
estimate I to be as follows:

Currently

New Ha

Cbngres;
npshlre Health Protection Program: 100% Federal Funds as appropriated by
for the entire period of this Amendment

evamIn the

FFP leve

not be

poputatich

nandal participation rates range from 50% to 100%. Average funding sources are

eligible population (Step 1): 50.5% Federal Funds and 49.5% General Funds

t that Federal funds become no longer available or are decreased below the 100%
1, as provided under the New Hampshire Health Protection Act, General Funds will
laquested to support this program and the medical services for the new adult

would end within 90 days.

Respectfully submitted,

Kathleen A. Dunn, MPH
V Associate Commissioner

Approved by:

Nicholas A. Toumpas
Commissior>er

Ofporfni^nf of NfoWi onOM(/noni«onCM' Mhjion a to ̂  commoVfftj oo0/omtSej
inpn>fVk)QopportiM^iitiiadi}t»fn to oc/Vevt h«cn^ ontfin^pfouffoce.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

OFRCE OF MEDtCAID BUSINESS AND POUCY

l2^rieAUNTS1IEn.CONCOIO.NH 0U014U7
«0»-37|.MU 1«toe-B53-SMIfa1.«4£Z

Poa: i<»-3n.a4l1 TOOAcctsi: wvw.dhhi.nh.gev

June 11, Approved

li-sm #

Requested action

 the Department of Hl=«lth and Human Services to amend existing individual
s with the Managed Card Organizatiorts listed below to provide Madicaid Managed
ca) and long'term care services to Medicaid clients by adjusUi^ rates to reflect the

^'nriaiiy certified rate structure and adjust the scope of servfci^.. This ameridment
SPY 2015 price limitation by $485,000,000 from $945,000,000 to $^.000,000,
1. 2014 or upon Governor and Executive Coundl Approval, whichever Is later,

rrge to the contract end date of June 30, 2015, based u^n the availabtn^ and
appfophallon of funds, wittt authority to adjust encumbrar>ces.betwMn fiscal years if
d justified through the Bi^et Office. Governor arid Council approved the oHginai
on May 9, 2012 (Item #5lfA) and then approved subsequent amendments on June
tern #67A), February 12.2014 (Item #25} and April 9.2014 (Item #44).

a

y
i

6ra lite State Health Plan, d/b/a New Hampshire Healthy Families. 264 South River
Ros d, Bedford. NH 03110

Bos on Medical Center HealthNet Plan, d/b/a Well Sense Health Plan, 2 Copley Place,
Suite 600, Boston. MA 02116

ire antidpated to be available In the following accounts in State Fiscal Years 2014
j ending approval of transfers by the Fiscal Committee and Governor and Executiw

Fund Narr

Account^

s end

umber

SFY13 ; SFY14 SFY1S Total

Medicaid C

010047-7
are Mgmt;
480000-102

$0.00 $250,000,000 $460,000,000 $710,000,000

Total $0.00 $250,000,000 $460,000,000 $710,000,000
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e purpose of these amendments is to amend the exbting agreements with the three
Care Organizations specrficaily as they relate to the Centers of Medicare and
Services requirem^ts that rates be updated annually and subject to actuarial

rtiftcate. The origlnial agreements approved by Governor and ̂ ecutive Council on May.9,
!k w for such amendments. The original agreements were compet&iveiy bid.

•  Tl

Manage(
Medicak
cei

2012 ali

Tiese amendments reflect updated ar>d adjusted rate information for SPif 2015 for
services provided und^r the agreerrients, clarrfrcations and adjustments to Exhibit A. Scope of
WofK ar d an updated Exhibit 0, which outlines quafity and oversfght.reportlng requirements.
Because a pmgrarh of specialty services for the-long term care population. Including nursing
home se vices and sen/ices for the: devetopmentally disabled has yet to be incorporated Into
the nmpjn nf rnnnmr pfnifMhH hy fhacn wnnrinm ^A0n o tn rho prfra
iin^tion

Th
was a

darificati
z t

Id

A

documeftt^
online or

sca

EXPLANATION

for SFV 2015.

The D^artment intends to ificorporate services for the long term care population into
future arnendments to these contrails.

n

 first arni^dment approved'by <^dmor and Executive Coundl on June 19. 2013
iro cb^l ameridnient-ttrat ijpdiated/end adjusted rate Information as well as made
ms and adjustrhSnte A ahd fethibrt 0.

Tie oftginal pHcel&htiatidh fpr SPY 2014 of $900,000,000 reduced In the second
amendm m) approved by thl^verTior;dnd E^cutrve CourKll on F.ebruary 12, 2014 to reflect
seven months of coverage th^gK June 30,2014).

TT e third amendrti^t ap^rov^ by the Governor and Execute Cour)ci! on April 9.2014
inaease I the SFY 2014 Ilrnitation by $10,363;68$ to $250,000,000 to assure contract
resources were adequate to cover the remainder of the contract period.

nned copy of thiis hem, Including the G&C letters and accompanying
.  n from the. offglr}a|.aprqem^t;and...s.ubsequent amendments will be avail^le
06 posted to the meeting agenda for the Governor and ̂ ecutive Councfl.

Should Governor and 'Coundit def^rmlne to rwt approve this request New Hampshire
citizens \ rill not benefit Irorh improved and cost^dent medical care avaitabte to them under
the Man; ged Care Program.

Perfomn nee Measures. Including but not Qmited to the following will be used to evaluate these
agreems nts.

N

• A cess Standards, irKtudlng,.but not limited to: provider network, geographic distance,
tir lely access to services and access to special services;

• Q talHy Performance incentives focused on four areas: Timeliness of Prenatal Care,
F( <Ilow-Up After Hospitalizatl^n for Mental Illness, Parental Satisfaction WHh Children



Her Excdle icy, Governor Margaret Wood Hassan
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Geti|ng Appointments for Care and Satisfaction with Getting "Appointments for Care:
and

• Claiijns Payment and Processing AccurBcy.

Area servejt: Statewide.

Source of f jnds: Federal financial participation rates range from 50% to 75%. Average funding
sources an estimated to be as foDows:

State Fisca

In the even
requested 13 support this program.

Year 2014 and M15:5^.5% Federal Funds and 49.5Vo General Funds

that Federal or other fu^ids become no longer available, General Funds wll) not be

Respectfully submitted,

Kathleen A. Dunn, MPH
Associate Commissioner

Approved

Nicholas A. Toumpa^ \
Commissioner ),

Otporfmenf of Hcotn ond Hvmon Jcrvicej' Miuion fi to )oin convnuritiet oto tan^J
n provHolig oppaiunn^ tot eititem to crento>« neoffA ena ndfitnttncw.
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REQPmgP ACTION
fin the Deportment of H'edilh ohd Human Services to omend existing indMdual

^menls with the Monoged Cere Orgonizotlons listed below to correct a scriver^'s e/ror
lie I of the October 23,2013 octuoridreport provided by MBCmon. Ir>c. ond increose the
14 price fimjlotion by )lp.3^3.&39 to $250.0p0,000 to ossure contract resources ore
le to cover the remolnd^ of ttie contract period, effective upon Goverr>or end

tiveiCQuncil Apdovol Ihfpugh4une 30,2014. bosedupon the ovoiobl^ty gnd conlirued
pdotion of funds. >Mth outhorlty to odjust.erscumbrances between fteot yecn'U needed
uBtifled through the Budget Office. Governor and Councl oppro^'d the orlgind

t on Moy 9. 2012 end then approved siA)s4quent omer»dment$ on June 19.2013
^brjory 12.2014.

2)
q X3

ent

A sec >r^ tronsfer b being plonned to sweep fur>^ from various Medlcaid related accounts to
Core MonooetT)ent Account ff7948 to adequgt^ tur>d the Medicoid Care Monogqmer^t
cdnlrr ct expenses. This tronsfer Is plonned for Moy Rscof on'd Governor and Cour«jl
submlision.

Gronile State Heolth.Plan, d/b/o New Hompshire Healthy FomSes. 244 South River Rood.
Bedford. NH 03110
Boston MediCd Center HeelthNet Plan, d/b/o Wei Serue Health Plan, 2 Copey Ploce. Suite 400.
BostoatM02114
Granite Core - Meridian Health Pfon of New Hampshire, d/b/o Meridian Hedih Plan of New
Hompshre; 900 Bm Street. Manchester. NH 03101

Fund Nkvne ond Account
Number

sms SFYT4 SFYIS Total

Medicoid Core KAgmt:
010047-794e0000-l02

SO.OO S2SO.OOO.OOOiX> S945POO.OOOPO SI.t95X00.000

Totol SO.OO S240.000.00a00 S94S.OOO.OOO.dO SI. 195.000.000

jrpose of this amendment with the three Mor>oged Core Orgor^lzalions is to correct a
sr's error in Table t of the octuorlol report provided by Milman. Inc. (State of New

Ihire Deportment of Health end Human Services. December 2013- June 2014 Copltotlon
ievetoprnent (or Medicoid Care Monagement Progrom. doled October 23. 2013). The

figures!inserted In Table 1 should hove rellected the bose rote of .eoch Base Role Capitation
Rote cjell. but iruleod were amounts that irKluded both the bose rote ar>d the supplemental
bchoviorolheolfhrale. This error is corrected with Irts omer^ment. '
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the remaiit

It price (imifotion for SPY 2014 of $900,000,000 was reduced In the amendment
by the Governor and Executive Council on Februotv 12, 20)4 to reflect seven
coveroge (December 1, 2013 through June 30, 2014). After careful review of
d projected member rrranths, the Department is requesting to ir>crease that price

1 »y $10,363,689 to $250,000,000 to ossure controct resources ore adequate to cover
of tt^e controct period. der

G< VeSliould

will not b<

Managed

Ac<

timil
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rm

ncy. Governor Margaret Wood Hassan
■lonorable Executive Council
2014

rncr and Council determine to not approve this request New Hampshire citizens
nefit from Improved end cost efficient medicol care ovailable to tfiem under the
Care Program,

The follow ig Performonce Measures, Including but not.limited to the following. wiB be used to
evaluote t ^$e ogreements.

ss Standards, Including, but not limited to: provider network, geographic distance,
tly occess to services ond access to special services;

i^lty Performance incentives focused of\ four areas: Timeliness of Prenotol Core,
>w-Up After HospHolization for Mental Illness, Porentol Sotisfoction With Ch9dren
ting Appointments for Care and Satlsfoction with Getting Appointments for Core;

 Payment and Processing Accuracy.

Area servdd: Statewide.

^Jnd5: Federal financial porticipotion rotes ronge from 50% to 75%. Average funding
i estimated to be as follows:

Source of
sources or

State Fiscc 1 Year 2014:50.5% Federal Funds and 49i% Generol Funds; and
Stole Fiso il Year 2015: 50.2% Federal Funds, 37.7% General Funds o.nd 12.1% Other FurxJs
(County), i

i

In the eve it that Federal or other funds become no longer available. General Furxjs win not
be reques ed to support tWs program.

Respectfully submitted.

Kathleen A. Dunn. MPH
Associate Commlssio

Approved by:
Njcholos
Commissioner

. Toumpos

rn* O*oorrm«nr oT HM/rn ana Mvmon iervxei' Mavon h »o/o«^ eommi/Mtifi anafomdfi
in orovidvig ooootunii^} tat >o ocVeve ne<3"n ana tno^oaraence. '
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: tale House

<:oncord.NH 03301
REQUESTED ACTION

< kuthorfze the OeportmenI of Heoilh & Human Services to omerrd exhtino IndMdud
< igreements wfth the MorKiged Core Orgor^ofions Ested below to provide Me^cdd
I torrogedCore medicpl ond long-le^ core services to Medlqold cfents by o^llno rotes to
I Hied the.orvivol ocluoriolty certified rote strucl.ure.;effeclive December I, 2013. Ihiou^
. une 30.2014. These ore zero cost amendments, specific to the rote stnrclure updote (orSPTH
<^d do not hove on Impoct on the controct period.

•  Granite Slate Heoilh pion, d/b/o Hew Hampshire HeoSthy FomlEes. 264 South fOver
Rood. Bedford. NH 031)0

Boston Medcot Center HeatthNet Pica d/b/a -Wen Sense Health Plan. 2 Copley Pbce,
SUle 600. Boston. MA 02116

>  Gronlte Core - Meridbn Heolth Plan ot New Hompshire. d/b/o Meridion Heolth Pton of
New Hompshire. 700 6m Street. Mar>chesl0. nH 03101.

1

J

snd Nome and

ccoun) Number

SFYIS SFY14 SFY15 Tolol

#

(

ledicdd Core

lonogemerrh
104347-79400000-102

SO.OO S239.636.311.00 S945.000.000.00 St.lB4,636Jt

T >lal $o.po $239,636,311.00 S945.000.00aDO $1.164436.31

EXPLANAhON

pupose ot this cmendmeni with the three Monoged Core Orgonlzotiortt is to odiust the
mts rotes to incorporate chonges it>ot l>ove occiffred In the Medic aid pro^om since

il{ie Ctrent roles were set h July 2013. The origlnbl contract envisioned S700.C0Q.0Q0 for SFY
}|4. However, due to o deloy'ed start, the price limltafion Is adjusted to S237.636.3I I to

represent the parflol yeor of SFn.4. December 1. 2013 itvcvgh June sa 2014. and does not
te the contract omount for SFYIS. The OeportmenI is plorvvng to bring o new
idTteni for G&C opprovot for SPY 15.
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These ar)er>dments reflect on adjustment to the per member per month rotes paid to the
mof^oge 1 core orgcnizoliore to Incorporote odditiondl capacity ond rate increase tor
deslgnat »d receiving focility beds (involuntory psychiotric treotment beds located in private
hospitals in the State, update to DRG and FQHC rotes, os well as an adjustment to reflect the
start dat< of Care Management as December 1. 2013. Ttie original ogreements approved by
Governo ond Executive Council on May 9,2012 allow for such amendments.
These original agreements were competitively bid.

Shoulcf Gbvernor and Council determine to not approve this request New HampsWre citizerw
will not benefit from Improved and cost efficient medical care available to them under the
Manageq Core Program.

The folIovWng Performance Measures, including but not limited to the following, will be used to
evoluafe these agreements.

Ac

tin

Qi

Fd
G^1
or d

Cl< Jims Payment and Processirig Accuracy.

cess Standards, Including, but not limited to: provider network, geographic distance,
ely access to services and access to special services;
ality Performance incentives focused on four areas: Timeliness of Prervatol Care,
low-Up After Hospitolization for Mental Illness, parental Satisfaction V/ith Children
ting Appointments for Care and Satisfaction with Gettirjg Appointments for Core;

Area $er>^d: Statewide.

Source ol funds: Federal finar^ioi participation rates range from 50% to 75%. Average fundng
sources c^e estirrKited. to be as follows:

State Fiscal Year 20M: 50.5% Federal Fur>d$ and 49.5% General Funds; and

State Fiscld Year 2015: 50.2% Federal Funds. 37.7% General Fur^ds arvd
(County).

12.1% Other Funds

In the ev snt that Federal or other funds become no longer available. General FurxJs will not
be reque ;fed to support this program.

j  Respectfully submitted.

Approved by:

Kathleen A. Ounn.MPH
sgdate CommlssionerC^ ^

fichoias A. Toumpas N
Commissioner

me Oeportmenf of HeoJm ond Hunvr» Seivicej' o 'o /oin commtxVfJej ond fomflfes
In rMoWoing oppoitunitiet re c>'/xent lo achieve heo"n and independence.
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beqoested action
ItemIL

Aulhcrize Ihe Deporlmenf of Heollh & Humon Services to amend exisltrsg irKfividud
ogreemenls with Ihe Monoged Core Orgoruzolions isled below lo'provide Medcoid
Monoged Core medicol end tong-term core services to Medicoid dients by odustlng
rotes lo reflecl the onnud ocluorioUy cerliTied rote structure, effective July 1. 2013.
through Xme 30.2014. These ore zero cost omendments.

• Grorile Stole Hedlh Plon. d/b/o New Hompshire Heoltlry FomiEes. 264 South
River Rood. Bedford. NH 03110

•  Boston MecScd Center HeoUhNei ngn. d/b/o Wei Sense Heolth Plon, 2 Copley
Ploce, Suite 600. Boston, MA 02t )6

• GrOT'le Core • Meridion Heollh Plon of New Hompshire. 900 Elm SIreet.
Monchesler. NH 03101

PXflANATlQN

The purpose of Ihese omendments 1$ to amend Ihe existing ogreements wifh Ihe Ihrec
Monoged Core Orgonizotions specTicoIly os they relote Ihe Centers of Medfcore orKf
Medicoid Services requ'remenl {hot roles be updoled onnuoEy ond subject lo ocluorioi
cedficQlion. The origirKsl ogreements opproved by Governor ond Executive Council on
Moy 9, 2012 oilow for such omendments. The original ogreements were compclllivdy
bid.

These-omeodmenls reflect updoled ond odjusled role informofion for SPY 2014 for
services provided under Ihe ogreements. clorificonons ond odjuslmenis to ExhBsii a.
ond on updoled Exhibit O.

The new rote stn/clure provides supplemenlol copitotion poymeni roles for Behoviorcl
Heotfh Services. refiecUng the cost obove the bose roles for oO covered services (not
only for enhanced behoviorof heollh services), includtng hosplfol inpofienl. hospftol
oulpotienl. pro(es$lonol. phormocy. ond other covered services. The SFY20U updote
olso aSows for improved reimbursement to the providers by Ihe MCOs. The updoled
rote WormoHon used within Ihe omersdmenls wos derived using the professonol
ossislonce of on ocluon'ot firm lo onolyze cos! detcis ond verify octuorioi cerlificotion.
just OS it hod been done prior lo the opprovot of the orlginaf ogreements. SLtoepuent



I i€t £*c€Hency. Governor MorQorcl Wood Hosion
And Ihe Hcnoroble Council

Aine 12.2013

Rage 2.

>,Gayefnor^._oi>d Courjcil opprovo', implementolion of Ihe omended oofeefDenis is
onIih^€;nl!upon opprovoJ by Cenlen for Medic ore Medicoid Services.

C honges to Eihibiis A end O coordirrote performance end quoflty meosures in Ihe
c Sf^emeniwilMbe.QOols dndrequiremenis of Ihe NH OuoGly Strolegy.
C omponenisof Ihe QuoRly SIrolegy in Eihibil A Include:

Pcrfctmonce Meosurefiuch os:
• Access Slor>dQfds, including, bul nol fimiled lo; provider nefwok.

geogrophic disionce. limeiy occess lo services end occess lo spedol
.  services:

OjoEly Pertormonce Irtcenllves focused on four oreos:
•  Timelirtess of Prenotoi Core.
•  EoBow>Up After HospiloSzolion for Meniol Illness.
•  PorenlofSollsfoctten With Children Gelling Appoinlmenls for Coreond
•  Salisfoclion wtlh Gelling Appoinlmenls for Core: Pnd

Clolms Poymenl and Processing Accurocy.
£^1311 Oindlcoles Ihe OuoGly end Over^ghl meosures/meosure sels. logs ond norrofive

porls the MCOs must provide lo ifse Oeporlmenl.

ec served: Siolewtde.

S< urce of funds: federol rirsonciol pofticipolion roles ror>ge from 50% to 75%. Averoge
fufsdhg sotjrces ore eslimoted lo be os foHows:

SI )le fiscol Yeof 2014:50.5% Pederol Fur»ds ond 49.5% General Punds: and
Sf )fe Rscof Yeor 2015:50.2%Pederol Fursds, 37.7% General funds ond 12.1% Other funds ̂
(C ounty).

In he eveni Ihof federol or olher lurxJs become no lor>ger ovoaoble. Ger^erof funds wffl
n< I be requested lo support INs program.

Respeclfv^ subm'ited.

; JJL A'
Hichoios A. Toumpos
Commissioner

X

Oifan^tn/fk thti a mdftmiUfi
ftftt twixi i« aehin« huhh



of ^ampsljirB ^0^^
OCPAHTWeNT OF HfcAlTH AND MUMAH SCflVICeS

II* ncASAKr sTBicT.coNcono; NM flsaei'im
WQtiOtttt FAX:I«3-27I^I3 TDOACCCS1-|-«00-Tas>»w

N«wNuinb«r «0»-37t-n00

»|CHOU8A.TOUMfA3
coMusssNeR

Mwdi3l.20i2

Hit EiceUcAcy, Gmusor Jdia R Lynch
and (hcHoMrabk Executive CeuncII

Sliletfettte

Co«KOfd»NewHamp»htf« 0})0l

MT£

nut 7 W/^
222:niN#

REQUESTED ACTION

Authorize the Departinenl of Hcahh A Human Servlcsi lo enter Into tndiWdnx) epeeeKnti whh.lhe
Mtnx|ed Can Orpaiuti'oiii liried below to provide Medlcaid Maoifed Care acdka! and Itxif^m cart
cervices lo Mcdicad clients at ao estimated eoat, based on eUeets* cbeicca of civeUntonl into a intle
Maaaied Car* Or^teaiion roflowini propiffl i^leRwatatlon. not to exeecd 32»Z2<^21,03<U)C ra the
■IXrcpto between all vendofs cfTccllve iuly 1,20(2. or dale ofCevcraorandCounct*) appron^wbiebcvcr
iiialfl'i through Jane 30, ZOIS.

• CnniieScat* Heslih Pho, loe^ c/o Ceatane Carp. 7700 PorsythBhrl, St Louis. MO 0310), Vcadcr#
TBD

• Botoe Medical Center KealA Flae, Inc^ 2 Copley Pbcc, Suhe dOO. Beaten. MA 0211 d. Vendor « TBD
• Cfaolta Care — Meridian Health Plan of New Hampshire, 777 Woodward Ave^ Suite W, Dctroil, Ml

4f22d, Vendor 9 TBD

Funds in ivaibbk n the rellowlag accounts in State Fisnl Year 2013 and are antldpaud lo be available in
Sate Piscal Yean 2014 and 2015 upon tbe avallabClty and conilnuad apptvprlatkn of (lindi in the Riture
opeitolnt budgets, wilh aulherTQr le adjust araeanu if needed and justined between Stale Fiscal Yean and
enoanbceiee arnounts between vendors ibreugh the Bud|ei OfTicc as ncccseary.

Fnad Nane eod Account Neaber STY 3013 SPY 2014 SPY 2015 Telii

Healtb and Soebl Scnrieei, Ocpt of
Health arid Hornan Servieca,

HHS: Conabsiooer, OfTefMedkaid
BusIacs ft Folky, ProviderPi)uncnts

03<9)-F3.9Sd010-6l470000'10l-
500729

3311,933.030 3401,000,000 3421,000,000 SUQ3,923,Q30

KHS: Dcvel^mcntal Scxv-Oiv of
Devttopmcatol Sves. Develqsmeatal

Services
05-93-93-93 0010-71OOOOOO-101.

500729 Or To Be Octermined

30.00 n3t,000,000 3250,000,000 3411.000,000

HHS: Bdarly-Aduii S«rvi<«s, Nursing
Servica CMa^ Partkipaticn

03-95-49-4100} 5-59420000-J 01-
500729 Or To Be Delemmcd

30.00 3361.000.000 3274.000.000 3515,000.000

Toul 3311,923,030 3900,000,000 3943,000,000 33,23<J333O0



His Excellmjr, Cflvcmor John H. Lynch
<nd (h« Hononbtc Executive Council

Pate2
March 31.2013

The labfe below jhowe the meunt lo be encumbered for eaeb vender. A dcUiled werUtect widi
accounting detaiU for amounts lo be encumbered by each vendor b ttiached for use by Ihe Depertmeni of
Adminlstntive Services, Bureau of Accounting.

MCOfI MC0P2 MC0f3 TeUI

SFY 3013 - 2t9Q.0S1.515 295,450.755 295,480,755 2351,923.(0(

SFY 3014 2450,000,000 2225,000,000 2225,OO0,O0d 2900.000,CIO(

SFY3015 2472.BOO.OO0 2235,250,000 2236,250,000 2945,QOO,QO(

Tola 21,113,451,511 2555,730,751 IS9«.730,7« 22,221,933,03c

KXPLANA-nON

The purpose of Ihese afraemenU s to provide improved and cost elTtcient mcdkal and long-Urm cire
acrrka to Hew Hampshbe Medlcnld clknts through (he iinplcrDentatleA of a Care Program
be^nnlag JuJy 1, 3012, through 'June 30. 2015. Theae apeentcnts prmide for a one two-year cdcasior)
pending the luccQsfd performance of Ihe vendor and approval by Oovemor and Council.

Total spending for all three agioements in Sute Fiscal year 2013 will not exceed 011.923,030 and
contracts ur cxecukd whh (his nei-t»-cxeced airwum. As rates nro negollAcd for Stale Fiscal Yean 2CM
afld20l5.eontn€t> wfU be rcnegoiUled Increasing thnnoi-to-cxcecd aroovsts, but the total speodlng for all
thiee agteeescnts frotB July 1, 2012, throng June 30. 2015. will oot exceed S2,22d.923,030 as re^icsted.
The fcaion these laeaois are stated as *001 to exceed' Ls thai the Managed Care Prograei penultsc^tsie
aclf-teteei fta vender of their choice, whieh in turn will delermtni Ok amevnl exposded on lof one
caninct. CGents* selections wrill net be known unlit after implemcniailoa of (he Prognm. En any cvcn^
atfuai spcadsg eo all approved coatncta wiO not exceed 32,23d.93],030 la the agpegaM over the ibrun-
year term of the agrccnents. For purposes of encumbering funds by Masaged Care Ckpalxallcru. the
alloestien described (a the lUquett For Proponls Ibr aut»enrolla>em wu used, if a cUent falls to scket a
Manigcd Can Orginhnllon, piocais for aot^uslgnmeai if the cited's provider is vnda contract with
more thm one Managed Cue OrganizaJtoo or no esual source of primary care can be delcinuatd, wQ] be
(hat the Managed Care Oqaniuiion with the highesi leehnieal icon will ba aulgaed S<M of the aut^
usiped ACtabers and (he other two Managed Care Organixallona rccclvuig 25% of (he rcntsiiung auo
uripmrab. Costs fbr Stale Fiscal Years 3014 and 3015 were derived by ad/estlng previous yten estimatu
upwvd by five ptrtest to aacouni for (nflatlen.

Pumaat so Chapter 135, Laws of 20II (Ssoatc Bill I47X lha Dcpaitment b required to develop a
esre model (br admlnisterieg (be Mcdkald ptugraiu (e provide r^icsl and long-tenn cam imlcts for sU
Medicald popidaticns throughout New Hamphire consistent with (he provUient of Federal Rcguiatien 42
U.&C I39d«-1 b ito reduiras the Departmeai to submit final contracts to (Governor and Oouncll t« later
than March IS. 2012. ualess (he daU is extended by (he Fijca] Consnillec. On March 9.2012, nSI34r94.
Flseel CoRuniste extend*4 iha date 10 Much 21,2012.' The bw abortquirus (hat the eapiated raw ae by
(he Deparmiea be sppt^ved by the Fiscal Comtniticc. The Fiscal Comrnhtee approved Ihe rates on March
9.2012, F6I2-094 u amended. The Dcpanoicnl'i Sut« Fiscal Yean 20l2<20t] budget approved in Juoe
2011 Inchidei xnticlpted saWnp {n the Medicald Program of thirty million dolloa following the
iiBplimcntalion of a Managed Care Program.

Punuant_lo (he ianpage ofOiapim 125, Laws of 2011 (Srnjie Bill 147), the De^rvneoi developed a Ibw-
phased epproseb to impJcmestini a Managed Cam Program:



1 its Exeetlcnc/. Governor John H. LyrKh
and ihi Honorable Executive Councii

March 2li 3012

•  Si^ I includa the July ). 2012. unpiemciiution of a protrvn for til Medkatd SiaK Plin mdical,
pharmacy and menial health twices for mosl pepulationa.

•  Step 2 inekrdca ibc July }, 2012. implcmenlalbq of ■ profram for speekliy servlca for the long^enn
care popdUliona. {twltidin( fiuriinj horn* scrvieei and services for the developmenully diabtel It
Iflchi^ the Suu'a opitea iq trunate fiaaoclA^ for tpocUl^ tervkts (or ihoie dually tUubk foe
Medkaidaad Medicare.

■  Step J bchifcs Ote January 2014 Medieaid expaaiion popjlalion under Ibc Affordable Care Aa

The 'public prwcs^ used for dcvelopencni and precurefflcnl of a managed care model tnebded the
folioiiing proccsK

•  The Departtseotef Neahh aad Human Senrkes conducted a^Xeqwesi For Infarmationrclcased J«ly2l,
2010, repcripublished January 14,2011;

•  ?Rblic|e|islativepracaar«fitdJn(SB147(201l):
•  XejJonal itakcheldar fenmu and fecui groups conducccd by Lou» Kane A AssoeJaia aad pontlfax;

Stakeholder fbnuM wen hdd: 9(13/11 In Kcene,NH; 9/14 in Nashua, KH; 9/21 In Uolciois Mlurilb
mmote sites fma Lebanon and Berlin paiticipaliAf: 9/22 in Sooemroetlv HH: 9/13 h hlancbestcr,
NH: 9/29 b Concord. NH.

•  Focas gmps were held in the fall of 2011 in Liltlclen, Berlin. Dover. Concord. ClaremonI,
Scaerswedb. Fcvtirnoutb. Salcm and Nashua, NU. Paflieipants in the fisois groups bchidcd eoosuaers
wiib - physical dlsabilitici. severe meatei heaU) issues, substanes abuse issuer dcvelopmcwiaJ
disibiliti^ cWerly aeediag long-tan caic assistAnce. ieW'incone who receive public «td
corautnas with IhiUtsd Eo^cih profieicncy or other euUorel barriers to health seeatt;

• MonlUy t^dalaefMedical Care Advisory CoouniBee commencing in 2011;
«  >4iwspapcrpubticnotfcasFcbtus(y),20l2;eod
•  FabTic engagement of longHcm care populaileos will cealinve by Louts Kame ihruughoot the

dsveloptncnt of Step n.

These apecmcrns were eompetiiivcly bid- A lU^ejt For Proposab was posted on the Department of
Hcabb and Human SeivUcs wehaitc on October 17,2011. ihnugh December 16.3011. Eighteen vtndoa
fubciuncd Lcncrs efbtcnt. A Bidders' Technical Proposal CenfcroKe wu held on November 3,2011, and
a Coil Proposal Coafacaee en Hevember 17.2011. Six vendors tubenlecd proposals by the Decoiibef 14,
2011, desdEiie speeiAsd in (be Request For Proposals. The Requests for Proposab stated thai members
,d)jU have a choice between two or three Managed Care Orpniaxliona operating in 6e Slate.

.Eight bigh-levcl Departncxi cf Hcalib and Humsn Services suff a/^ ens fren the New Himpshin
Dcpubncnl of Instiee yr«re assigned to the Technical Evahuiien -Tcanx Team membtn rtvkwrt the
prepoaals indWldeally and then met as a group to collectively won the proposab, using a cobsouus model.
The (cehstkal merfii ofeach prepopl were reviewed and scand cemtstcni with the criterls for cvahiation of
TccboM Proposab as tpeeirtcd b the ibqucst For Proposab. Tcdtnieal Proposab wcto evahwed b each
of Che fotlowng aceas: Services and Popobtiens; Phcmacy Maeagsaeni^ Member EaroHnent; Munba
Services end Ctritanl Cooitdcndens; Acoeu airi Network hdaoageneir. Payment Refem; Behavioral
HcaJQi; Care Kanegwtcnt; Qualiry Management; Early Periodic Scmcain^ DiagneSiA and TititaMi
(CFSLr I j; UtinxatloA Mcnagctncm; and AdmlnaOaiive Fwictioas. Technical Proposab were awarded a
naxitmBn of 70 pebits out of a possible total cvahution more of 100.

The Cos Evahiaiten Team consisted of four high-level Oepaitmcai of Health and Human Services sufL
PoJbwing ptofctsionel assistance of an aetuarial firm to xnaiyia cost deuils and verijy aeteariai
certlTicalion. the Tewn Mored the cost propeaab by cettscnsus cortsistrrU with ihc cnteria (or oration as
speciried fat die R^uest For Propesali. Cost Prepeuls were awsrdcd a-naaimum of 30 points on of s
peoble total evituatlon score of 100. Attached Is a bid semmaiy ifKhidIng the bidders' sccrcs and
partklpams on the evaluation teams.



Ku Eicdlcncjr, Covcmof iohn H. Lyncb
I  tnd Ok Honorabk Executive Council
[  F»sc4

Mmh2l.3013
!

I

i  The conind ne(o(t<tton proceu wij iterted with (he Ibtee bidders leecivisj the hishesl cvthiatioa saiti.
I  CotOrtct ACtotistions were condueted by the Conirsct NegotialJon Team, ccfUislia| of four hi^ rwkn|
I  Dcpwtsneai of Heahb and Human Services employeu and ewe Dcpanmeni of Justice employees,
I Mividuelly with each of Ihe bidders so that (he icms end coadilions in each of the agreements for wUeb
j  nj^roval ti r^aud are IdentkaL Rite stracture was aegeliaicd by (he Dcpartneni end approved by the

Fiscal Corenuttee on March 9, 2012, FIS 12*094 ai imeadcd. The Department oriafeimatron TechnohsQr
has approved that die Depirtneat of Health and Human Services enter Into these apaemcnts. Their
approval b attached* As a result of (Ms process the Department requests Covcmor end Couneil ai^roval to
enter inic agreements with the Medieald Maiu|ed Care Orgtniaaikns naioaJ In (he Requeslcd Action.
Snbroqucni to Governor and Council approval, ̂ lemcnuiien of the agreements b coailnfcnt upon
tppreval by Certas for Medkaje & Medkaid Service.

Sbcvld Governor and Couneil determine to not approve this request New Haopshlte citJicns w{|] not bcnc/ii
from bopped and cei erHcknt medical care avail^k lo them under the Managed Cart Progna. They
will (ace unecruinqrovcr which Medkatd setvkds are available due to the Ckelibood of the dtrmaadon or
leducilon to services that will be nccessiuud by the reduced State Fiscal Years 2012-2013 tpptoprbtad

j  bodges aneuBts that intieipate ssviogs lesuhing frem (he ImpicmeQUlioA of (he Managed Ckre fbogram,
I  Additionally, ihi O^amnanl will be In violation of Scaau BUI 147 that mandates la^plcoicoutioa of a
j Managed Care Proput.

<  The following PcrfiRmanec Measures, including but not ionited to the following, will be used lo evatotte
these agraemcnts.

j
I  • Access Standards, trvcludio^ but net limlied to: providcrncrwerV, geognphk distance, limeiysoeai to

serykss and access to speelsl scrvkcj;
j  • QuaCty Fafonunee biccntlvcs focused en four areas: Adokjccai Well Care visits, Re-^absiens to
!  New Hampshire Hospital, Getting Heeded Care Cemposhe (member saebfacticn) and Miicnd
j  Smoking Crieation; and
•  Chins Payment and Processtag Accuracy.

J

;  Area served: Statewide.
i

Smntc of funds: Federal nnandal psrtkipition lalei range from JOS lo 73H. Average hmding soureciife ,
i  estosstedtebeasfollowa:

I  • Slate Flsssl Year 2013:50.S% Federal Funds •Bd493H General Funds; and '
I  • State Fiscal Years 2014 and20iS: S0.2H Federal Ponds, 3t.4% General Funds artd II.4% Other Fords
j  (CeuntyX

I  In the e>«nl thai Federal or other funds become no longer evaibbU. (rciKnl Funds will not be rcqecsied lo
; wppon due program.

RespeetAilly nbmiRed.

Nkhelas A. Touiop
Cemmbjioner

11# nivww.fl/#nWi* vw winie» -wv-Ci-#
/W «>,*(>•! r*Ma«>r



em SUMMARY

Medieaid Maatfcd Cart Orgaoteatioo Proposals

TcchDiciI Cost Total

proposal Proposal Score
MnxiaBa Possible Store 70 30 too
Vendor

Oraoite State Health Plan, Inc. 69.9 27.7 97.6
Boston Medical Center Hahb Plan, inc. 70.0 25.9 95.9
Qranite Care - Meridian Health Plan of 63.3 30.0 93.3
New Hampshire
Anthem i^slih Pians of New Hampshire 602 27.0 87.2
Inc.* Matthew Thornton Health Plan, Inc.
Network Health, LLC 47.3 2S.8 73.1
Aetna Better Health Inc. 40.4 25.3 65.7

Technical Proposal Evtlusiloa Team
• Andrew Chalsma, AdmlnUtiator, Bureau of Healthcare Analytics and Data Systems, Office of Medlcaid

Bustneu ft Policy, DHHS
• Matthew Eitas, Director, Bureatiof Development Services, Division of Community Based Care Services.

DHHS

• Doris Lota, Medicaid Medical Director, DHHS
•  SfcpheoMosher.CbiefFinancialOfrtcer.DHHS
•  Joy« St. Cage, Adml^strator, Prognun OpcraiiORs, Division of Family Assistance, DHHS
•  Erik Riem, Direetor, Bureau of BdiaviormI Health, Divlrion of Coajmanity Based Care Services, DHHS
• Nancy Rollins, Associate Commissioner, Director of Division of Community Based Care Siavicei

DHHS

•  Lisahritt SoLsky, Deputy Director, Office of Medicaid Business ft Policy, DHIC.
•  Rebecca Woodatd, Assistant Attorney General, Civil Bureau, NH Department of Justice

Cost Proposal Evahiatioe Team
■ Waiter Faaien, Contracts and Procurenea Direetor, Office of Business Operations, DHHS
• Mirilee Nihan, Rnaace Director, Office of Medicaid Business ft Policy. DHHS
•  Sheri Rockbum, Fintoce Director, Drvision of Community Based Care Services, DHHS
• Qnstioe Shannon, Bureau Chief, Planning ft Resetrcfa, Office of Medicaid Business ft Policy, DHHS

Contract Negotiation Team
• Ratbleen Dunn-Mediceid Director, DHHS
• Waiter Ftasen, Contracts and Procurement Director, Office of Business Operations. DHHS
• Mirilee NIban, Finance Director, Office of Ntedkaid Business ft Policy, DHHS
•  John Waliaca, Associate Commissioner, DHHS
• Michaei Brown, Senior Assistent Altoraey Geaeral, Civil Bureau, NH Department of Justice
•  Jeanne Henick, Civil Bureau, NH Ddpimneot of Justice

iL.L-.UHJ...., um



Accoaotiag Details For Contract Eiocambnue
Medicaid Managed Care
SPY201J.SPY 2015

Graalie Granite Care Total
State - Meridian

' Boston

Medical

'  Center

SFY2013

OS^5^S^S60l(>614700dO-3000729
lOI Medical Paymentt to Providers Sl90,961.515 $95,480,758 $95,480,758 $381,923,030

05-95-93-930010-7iOOOOpO-10l-5(l0729
(Or To Be Detennined)

Payments to ProvidervDisab kd

05.95^8-480015.59420000-101-500729
Or To Be Detennined

Paymenb to Providen-Elderly

$0

$0

,  $190,961,515 $95,480,758 $95,480,758 $381,923,030

SFY20U

05-95-95-95601 d-614 70000
101 Medical Payments to Providers $200,500,000 $100,250,000 $100,250,000 . $401,000,000

05-95-93 -930010-71OOOOOO-101 -500729
(Or To Be Detennined)

PaymeatstoProvidcrs.Disabled '

05-95^8-480015-59420000-101 -500729
Or To Be Detennined

Payments to Providen-EIdcrly

$119,000,000 $59,500,000 $59,500,000 $238,000,000

$130,500,000 $65,250,000 . $65,250,000 $261,000,000

$450,000,000 $225,000,000 $225,000,000 $900,000,000

smois

05-95.95.9S6010.61470000 -

101 Medical Payments to Providers $210,500,000 $105,250,000 $105,250,000 $421,000,000
05-95-93-930010-71000000-101-500729
(Or To Be Determined)

Payments to Providers-Disabled

05-95-48-480015-59420000-101-500729
Or To Be Detennined

Payments to Providers-Elderly

$125,000,000 $62,500,000 $6^500,000 $250,000,000

$137,000,000 $68,500,000 $68,500,000 $274,000,000

$472,500,000 $236,250,000 S236J50.000 $945,000,000

Total $1,113^461315 $556,730,758 $556,730,758 $2325,923,030
Class 101 does not exist today but needs to be established/budgeted for SPY 2014 & 2015


