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' DEPARTMENT OF HEAL TH AND HUMAN SERVICES 

129 PLEASANT STREET, CONCORD, NH 03301-3857 
603-271-9200 FAX: 603-271-4912 TDD ACCESS: RELAY NH 1-800-735-2964 

May 29, 2018 

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

State House 
Concord, NH i 03301 

REQUESTED ACTION 

Authorize the Department 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 Health Net Plan, d/b/a Well Sense Health Plan, 2 
Copley Place, Suite 600, Boston, MA 02116. The contract for SFY 2019 synchronizes the existing 
Medicaid Care Management {MGM) Program re-procurement as legislatively required and adjusts for 
the delay in the initial MGM program start-up. It is impractical 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 beneficiaries. 

The adjusted actuarially certified rate structure . under the Sole Source Contracts is 
$655,426,236.40, prospectively. The SFY capitation rate for SFY 19 increases by 3. 72%, which 
approximates with experience over the preceding years of the MGM 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; 
April 9, 2014, Item #44; June 18, 2014, ltem#65A July 16, 2014, Late Item "A"; December 23, 2014, 
Item #11; June 24, 2015, Item #30; August 5, 2015, Tabled Item 'A'; Decemqer 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, and December 6, 2017, Item #7B. 

Funds are 50% Federal and 50% General Funds for the currently eligible Medicaid population 
except for the NH Health Protectior.i Program services funds are 94% Federal and 6% Other for 
Calendar Year 2018; and 93% Federal and 7% Other for Calendar Year 2019. 



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

Page 2 of 5 

Funds to support this request are available in the following accounts in SFY 2019: 

Fund Name and 
Account Number SFY13 SFY14 SFY15 

Medicaid Care Mgmt: 
010-047-79480000-101 $0 $250,000,000.00 $460,000,000.00 

NH Health Protection Program: 
010-047-3099-102 $0 $0.00 $193,000,000.00 

1 TOTAL $0 $250,000,000.00 $653,000,000.00 

Fund Name and SFY18 SFY19 
Account Number SFY17 Amendment 15 Amendment 15 

Medicaid Care Mgmt: 
010-047-79480000-101 $538,601,671.35 $539, 100,917.00 $548,245, 172.00 

NH Health Protection Program: 
010-04 7 -3099-102 $134,015,403.72 $78,255, 123.00 $42,381,032.20 

TOTAL $672,617,075.07 $617,356,040.00 $590,626,204.20 

Fund Name and 
Account Number Total 

Medicaid Care Mgmt: 
010-047-79480000-101 $2,859,936,461.35 

NH Health Protection Program: 
01 0-04 7 -3099-1 02 $697,984,939.06 

TOTAL $3,557,921,400.41 

EXPLANATION 

SFY16 

$490,897, 701.00 

$218,624,347.94 

$709,522,048.94 

SFY19 
Amendment 16 

$581,336, 172.00 

$7 4, 090, 064.40 

$655,426,236.40 

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 (ASA) 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· SFY 2019. 
Tables 1 through 3 below show the average per member per month, percentage. changes,. and 
annualized .. dollar. impact .iri the capitation rates for ·the program .including Medically Frail and 

· Transitional populations. These three tables illustrate that overall capitation payment structure: 

Table 1 
New Hampshire Department of Health and Human Services 

Medicaid Care Management Program Capitation Rates 
Summary of SFY 2019 Capitation Rate Change Components 
Based on Projected SFY 2019 MCO Enrollment by Rate Cell 

. . . 

. Rate Component 
Rate 

Change 
Annualized · 

PMPM Impact . · · Dollar Impact 
Rate Change Prior to Program Changes . ·2.65% .• $9;39 $13,935,000 . 

··sFY 2019 Program Changes: 
·Opioid Addiction Treatment Cost Trend Adjustment · 

•· 1.69% .• $5.98. 
CMHC Temporary Fe.e Schedule Increase· 

1 .. 07% 3.78 
Inclusion of ABA Ser\tices 

. . 

• 0.74% 2.61 
'Sununu Youth CenterServices . . . . . . . 

0.17% .. 0;60 

.. 0.04% CJ:16 
Implementation of Behavioral Health Crisis Treatment Center · 

Ser\lices · · · · · · · · 

· .. 0.03%. 0;10 
White Mountain Community Center FQHC Lookalike Status . · 

· . CMHC Workforce Expansion Direeted Payment.· . 
~o.o9% (0.32) . 

· Total Program Changes . ··.3.65% .. . $12.91 

TotalSFY 201.8 - SFY 2019 Rate Change. . 6;30% .., . $22.30 · . 

Table 2 
New Hampshire Department of Health and Human Services 

Medically Frail Population Capitation Rates 
Summary of SFY 2019 Capitation Rate Change Components 
Based on Projected SFY 2019 MCO Enrollment by Rate Cell 

. . . . . . . . . 
· · Rate Component· · 

Rate Change Prior to Program Changes · 

. . SFY2019 Program Changes: · 
·. •.Opioid Addiction Treatment-Cost Trend Adjustment 
· . CMHC Temporary Fee Schedule Increase. 

· Inclusion of ABA Services . · 
.. Sununu Youth Center Services 

.. Implementation ofBetiavioral Health. Cr.isis TreatmentCe.nter · 
Services · · 
··. WhiteMountain·commuriity CenterFQHCLookalike Status .. 

CMHC Workforce Expansion Directed Payment 
Total Program Changes 

Total SFY 2018 ~ SFY 2019 Rate Change ... ·• 

-. -
. . -. . . 

.3.3% 
0.4% 

0.00%• 
0.00% 

0.1% 
.0.0% 
0:0% 
3.7% 

. -14.8% 

PMPM ·. 
··impact·. 

• 
($223.39). 

39.25 
5.31 
0.00 
0.00 

0.70 
.. 0.07 
(0.55) . 
44.78 

·•. ($178.61) 

··. $8,871,000 . 

. 5,606,000 

. 3,874,000 · . 

897,000 

230,000 

147,000 

(469,000) 
. $19, 156,000 

$33,091,000 

· Annualized 
·Dollar lmpaet 

($14,032,000) 

. 2,459,000 
333,000 

0 
0 

... 44,000 
. 4,000 

(34,000) 
2,806,000 

($11,226,000) 



·. . · .. _ .. ·. -: . :- . ·. -: · .. _ . ·. ·. . ·. . > .. ·. ·. . ·.· -: 

His Excellency; Governor Christopher·T. Sununu 
·and the. Honorable Council · · · · 

Page 4 of 5 

Table 3 
New 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 Cel~ 

Rate Component . 
.Rate PMPM · • Annualized 

Change . Impact . Dollar Impact 
.. Rate Change Prior to Program Changes· 9:8% $42.20 $292,000 

July 2018...:., December 2018 program changes: 
·•. Opioid Addiction Treatment Cost Trend Adjustment 8.4% 36.19 250,000 

CMHC Temporary Fee Schedule Increase · 0.4% 1.62 ·11,000 
· · lndusionofABA Services.·.· -0~00% 0.00 0 
· SununuYouth Center Services 0.00% 0.00. 0 
... Implementation of Behavioral Health Crisis Treatment Center 
services · · · · · 0.0% 0.03 0 
· · · White Mountain 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 2018 ...,.._December 2018 rate change -· 18.7%. ·$80.09 . $554,000 

· The SFY 2019 material rate adjustments account for the trend in fiscal years 201 Y and 2018 in 
increased frequency in utiiization and corresponding cost (relatedtherefo) for opioid addiction of a 
projected $11.58 million, the addition of a separate kick payment for newborns diagnosed With 
neonatal abstinence syndrome to. more fairly recognize the costs, and the implementation of Sununu 
Youth Center serv.ices for adolescents with substance use disorder. The rates also reflect reduced 

·.projected prescription drug costs (325%) to account for rebates<collected by the Mcos; reduced rates ·. 
(0.9%) reflective of the improved integration of behavioral and physical health services, and the·. 

' implementation of the Behavioral Health Crisis Treatment Center program. · · 
. . . . . . . . . . - . 

· · ... Also .included is the temporary fee. sched.ule incr~ase of, $6.0 million ($3.0 million General 
· funds) for Community . Mental Health Center services; directed payments . of $5 million to the 
Commu.nity Mental Health Centers as described previously, and ABA services which are a realiocation 
of funds already-within the State budget..· · · · · · · · · · · 

. . . .... ' . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. 
. ' . . . . . . . . . . . . . . - . . . . . . . . . 

Please note that only one copy of ExhibitA and<Exhibif B are attached as the Exhibits are 
. voluminous and identical for both vendors: · · · · · · · · · 

.· . Area Senied: Statewide: 

Source offunds: 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 Prograni · ... 
services are 94% Federal Funds and 6% Othel".Funds in Calendar Year 2018, and 93% Federal Funds • 
arid 7% Other Funds inCalendar 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 wi.11 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 submitted, 

. f).·· tl ' . Hen~ftk 
Medicaid Director 

The Departn1ent of Health and Human Services' Mission is to join communities and families 
in providing 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 

Jeffrey A. Meyers, Commissioner 
Department of Health and Human Services 
State of New Hampshire 
129 Pleasant Street 
Concord, NH 03301 

Dear Commissioner Meyers: 

May 31, 201.8 

This letter represents formal notification that the Department of lnfohuation Technology (DolT) 
has approved your agency's request to enter into a sole source contract amehdment 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 

I 

Plan, Schrafft's Business Center, 529 Main Street Charlestown, MA 02129 as described below and 
referenced as DoIT No. 2012-074P. ! 

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 Management 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 
DoIT #2012-074P 
cc: Bruce Smith, IT Manager, DoIT 

t. incercly, . . -~ 

D ~ &~ .. Mt/\ --:flJ~~ 
Denis Goulet 

"Innovative Technologies Today for New Hampshire's Tomorrow" 

'II 
'. 

"i 

., 
i j 

I 



New Hampshire Department of Health and Human Services 
Medicaid Care Management Contract 

State of New Hampshire 
Department of Health and Human Services 

Amendment #16 to the 
Medicaid Care Management Contract 

This 16th Amendment to the Medicaid Care Management contract (hereinafter referred to as "Amendment Sixteen") 
dated this 24th 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 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 #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 base'd 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 all 
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 0 Amendment #8 NH Medicaid Care Management Quality and Oversight 
Reporting - 2018 and replace with Exhibit 0 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. 

Granite State Health Plan, Inc. Amendment #16 
Page 1 of 3 
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New Hampshire Depar:trnent of Health and Human Servicfi!s 
Medicaid Care Management Contract 

This ~ sltraiD Ille. ce1lilieciliiR llJl!!Wlm 1!lhe <dlate d~w airorll 18%miwlliR ~ll ~- · 
lllNl W'lllllN!IEss WIH!IEJR.IEOlF. llllie ~es ha~ 5elt ltiDalt lham:dJs as d 1llhle .cillat!e• mltlteml lbxaw. 

Sltalte d INieiw IH!am~ 
· ~m !Of IHleailitltn. airrMli IH!!uunrnam ~ : 

· Granite State Health Plan, ~illC-

~~ 
. . .. 

. . . .. .. . . . . . 

·~~~···· ·Title: . Eo · ··· · . . ·· 
.. . . ... 

Acknowledgement of Contrcictor's signature: • 

• • • State of l'lW. ~f"h~ounty.mJVk~N~LL: pn 02 lit .MY C:W/ f. b~fore th~ undersign~d officer, 
·. ·. · . ~.-son~lly appeared th~ p~rs<m identified dire~tly above; or satisfa~t9rily pi:-oven to be tt:a~. p~rson whose nam~ is 

signed above, and acknowl~ged thats/he executed this document in.the capacity indicated above. 

Signature of No ary Pubiic or .Justice of I 

. • . : lis-11 /ti} Aef£. .. f1 AL A "1 !Jt A 
Na1T1e and Titls;&IUfP~ac¢., · 

. . •. ·. My 9omm!sslon ~ December 20,, 20.22 

My Commissiciii i:xpires: 
..... ---------

Granite .State Health Plan, Inc.,. . Amendment #16 
·• Page 2 of 3 



New Hc:unpshire Departn1ent of Health and Human Services 
Medicaid Care Management Contract 
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H lhierelb>w cer1tRfy t!hiat fue furegoing Amemllmentwas awl!Werl! ibly f!lhie Qiiwe 
<OJ1f li\Uaw IHlamps\hire al the ~eetiilg on: . . . «dlalte olf meennirig~ 

Date·· 

Granite State Health Plan, Inc. 

OFACE OF THIE SIECRIETMY OF STA.TIE 

N~me: 
Title: 

Amendment #16 
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1. ·.· Introduction 
1.1. Purpose 

.. · • . lL UL . The JPl~ iii>:ff' 1tlbIDs Agiroom~ifit is ro sett ffjirtb. lthe 1lettJilmS :mmitdl ooim«l!n1tilCOi!mS :fut ilie MCiO~ s 
.~c~ci»Jmmm ftllne 1NH Mcediamd Care~-·~ 

1.2. Type of Agreement • 

· . • • l2JL TllnDs iis ~ comJPJrel!D.msive full ri• prepaid capita(ed <eomimict. Tllne iMICo js respomilile 
. foi dn.e timely promimii. of all medicitlJly nooessacy seni<i:es; as idlefun.oo muller tlriS.. . 

. · Agreemeimt., lIKJl llie event the MCO mcms cOs!s tb<llt ex:cood the capitation paymentS~ . 
the State of:New Hampshire :im.d iits agellllcies aire notrespo:illSll>le fuqht}se costs and · 
wil1: illOt proVide ·additiollllal paymems to cover such costs. 

· ).3; Agreenl.ent Period 

. L3 .L . The Department ofHealth and HlllID.m Services (DHHs) and the MCO agree to ... 
·extend this Agreemerit by 12 months to June 30, 2019 at wbith. point this Agreement 
is targeted t<nmrlL · 

I I 
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2. Glossary of Terms and Acronyms 
Albu~ 

'"'Albiuse" meamms JPlmvirdla- JPlirnnctllcres it1lnamt are iinncoo~ wii1tlln ~UllllD.rdl ~ 1hllilsfumes5~ lllllf merlliia::aill 
JPlltKria:es· am.d remlltr mlll ia!JID. 11!1IDllllloc~ icmtr m 1tllne Moonaiall pro~ 11Jlr in reimlbimS<emmenntr b 
senic®S tlnatr are nnilll1r moofo:m.illly :mocessn,r @i ttnlt &iill tr@ meetr prokssio:rulllllly :recogmuizoo s1tliilmrdlams 
fo:r health «:are. Jit alJso mdtu1rdles JOOime:ffiiciamry pJractii«:<eS tlJm resuilt ID mm!f:)Cessmy C@SIJ: tilJl 1tllne 
Medicaid program_ [42 CJFJR .. 4552] 

A~tive Review Co~ 

Applies appropriate risk illamtgemiellllt JPJrincip!es to emme due diligeilllce and oversight to protoct 
thie patient, community and hoS]pital in treatiimg high risk or high profile patients. 

Acqmed Brain Disoirdell" (HCBC-ABD) Waivrell" 

«Acquired Brain Disorder (HCBC-ABD) waiver" means the home and commumty-basoo care 
1915(c) waiver program iliatprovid®S a sy5tem 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 mstitUtional level of care provided with a need 
for specialized nul"Smg care or specialized rehabilitation ser\r:ices. Covered services are identified 
inHe-M522. 

Adequate Netwoirk of Pirovide1rs 

A network sufficient ill numbers, types and geographic location of providers, as defined ill the 
Agreement, to ensure that covered persons will have access to health car~ services without 
unreasonable delay; · 

Ad. . ID. . vance lll"ective 

"Advance Directive" means a written instruction, such as a living will ot 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 vnitten Agreement between DHHS and the MCO, including any 
Exhibits, documents, and materials incorporated by reference. 

Agreement Period 

Dates indicated in the P-37 of thi~ Agreement 

Agreement Year 

NH State Fiscal Year. 
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Aftil~· 

• ""~" m<il'Jl!llll$ Ill! meqiim<fStr fulf reriew <D>:ffm ani:tm@nn illlS a11~wm 1tllnDs; A~m (412 am 
4j~-~lbi))" . . . . . . . .. 

'"'A1nriE.iamry imird!S" meam sernces of devices 1tllnat erunlbile ~nns w:Iltrlln immPimIDl:OO S<ellllS1)J!Y, mam.Wiat 
or spe3kmg shruls t«> BMitv<e m ~.iii @p]plmmnri1ry ro partitiplte ~. urdl enjoy the ooJIDefits of · · 
programs «>r llllctaviti.es c«>ndllllctOO by tine MCO. S1111dn aids slnall i111d11mrlle readers~ Braille materials, 
· audi«> rec<O•gs, iei<eP.homie h£Ull«llset mnplilleIS, telqjhone5 rcolillJllla1b!Tul<e Willi ln~g aids, 
telecomnimillration devices fOir deaf peISom (TDD" s), mieI]p:retm;, noremkas, written materials, 
arid other siliJmilM services and devices . 

. JIJ~lhaviorilll He~~ C~ Treatment Ce1Dter 
• "Behavioral Health CiiSis Treatment Center".' (BHCTC) meaiJIS a treatlrnlent service· center that 

.. provides 241.1 mteinsive, Short tenn stabiliiarion treatment services for indiviooals experiencing a 
mental h¢3ltl.i Crisis, including tb.()se with co-occllffing substance use rlis9rder. The BHC:TC . · 

.. accepts individuals for treatment on a voluntary basiis who walk~in, are tranSported by first 

.. responders, <;>r .as a.stepdomi treatment site post emergency departmept yjsjt or inpatient 
psychiatric treatment site_ The BIICTC delivers an arraY of services to de:escalate and Sbibilize 
individualS at the intensity and for the duration necessary to quickly arid successfully discharge, 
via 5pecific aftercare pians, the individual back into the comD1unity or to a step~dcnm treatment 
site_ 

Care coordination . . 

·."Care coordination;,. is the deliberatl · orgm:tization of patie~t care activities between two or moie 
participauts (iriduding the individual) involved in ail itidividual's services and supports to 
fac:ilitate the appropriate delivery of medical, behavioral~ psychosocial, and longt~mi semces 
. <Ui~ supports. OrganiziJJ.g care involves the :111arshalling of personnel and other rescmrces needed 
to carry olit .1;111 required ser\rices. arid supports, arid requires the exchfillg¢ of information airiorig 
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 fi,mctiouing and health . 
outcomes, and slow the progression ofdisease oi disability; 

• Employs eyideiice-based cli11ic:al practiC:es; 

• . Coordinates careac:ross health care settings and providers, includingtrackingreferrals; 

• Actively assists patients to take personal responsibility fortheir health care; 

• Provides education regarding. avoidance of mapp~opriate emergency room use; 
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,. .lE!nmJp>l!nmfiz<f!S 1rllne ~ll1tlDmlite «»f ]pmttii~ film llnrea111rlln pmmmr!»tri@llll ;acttmiitiiB; Pmwii«llB rnam«fy 
imrocess; t«» ool!n?Jiwii@m llnmtlln ~!00s.1tlhm- illnre, t@ tllne iex1llmtr ~ne, ~ m1tlln prinnlmy 
ctaRre· m«ll · 

> 

• Uses a]pl]plID]plrriiifilte OOIDl!IJJmTI1IDii1ty :n;teS«Jlll.UIDl:B ro $UJJ]pl]lWlii!: mdmdnnall p;atieHJJ.1!5;~ &mmilies; mrdl ~l!S 
m. coommriimg canre. . 

• A<d!Bneres to clDlnffid of inntrere.st gwiii.cdlel!IDmes s~t furth by the heallili pllmn. Drll ooirittnra.ctr@ir (Smtre @f 
NH)) . 

• EmWireS !the patient is :ll!W<!ilre of. ap~al and grievance processes mdurd!ID.g llnow ro JreqJIDieslt illl 

different care coordma11:oJL 

• Facilitates ready and consistenit access to long tei"m. S'lllppOJiil:s and services that are, to the 
extent possible, integrated with all oilier aspects of the member's heall.th rare, 

Centers for Medicaire amll ]\fedirc.aid Sernees (CMS) 

"Centers for MedicC1fie and Medicaid Semces (CMS)'' means the federaB. agency within the U.S. 
Department of Health and Human Services (HHS) with primary responsibility for the Medicaid 
and Medicare program_ 

Children's Healilh Insurance Prngiram 

"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 
erriot~onal condition arid who also require health and related sei1vices 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 hoine 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 medic;ally qualify for institutional level 
of care provided in nursing facilities. This term is also known as home and coinmunity 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 ate 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 fo: a mental health condition; a substance use 
disorder; asthma; diabetes; heart disease; or obesity, as evidenced by a body mass index over 
twenty-five. I 
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C®lllll~~ 

• "C@Rdl Canllll Mamrlk:~" mea!!llllS arumy 1JDllDS(j})niicifne<dl ~ oolID1!xfi lmy 1lllne MOO oir iifls tdlieSigmt~ M1tlbt 
a~ llllllcailllllIDW ir»ir ilit nimemmlOOir w.iili amm«»ltllueir oo~ftedl ~ rn ~D1tllmii foir tine •. 
~ ciiifmmamrJkettiimig (42 CJFlll43lS.JlM(a)). 

· · C®Ilinnmmmaillii@m lP.llaiB . 

"C«»mrnmml!llHni~@m JPhmt"" meaJlllS a written strategy f'oit ilineRy noriifiitcmi«»llll m DHHS :reganlling . · • 
· ~ olfo~red mfomiipriom or cbmges that mmpact MOO ]JMJ>licy; practice, operatimns~ 
•me~ @x- prondets. The Commumrcation5 .Pim slWll defuiie tliie pIDiiJPlme of the cofumumcati.Clll~ 
iliie ~ ~fcomniiimicario~ tb.e resprnrnsible MCO party ~oo to comn.nwnicare. and t1u~:time 
fun.e md 1¢~1J1ation of effectiyierilf!SS of MCO me~agmg t@ DHHS illlll!l«l! to (!Jffected parties, Th~ .. 

. Comm:a:imricatiom Plaiii sfuill. also prolr:ide.for the MCO to commWruicate witth DHHS and respond 
to irioKWSpOm:llence received from DHHS wiilifil one ( 1) business day 0111 emergootisS'llles and five 
(5) bmfiless (llays on non-emergent issues. · · · 

• C®nfidelllltiall llnfoll.imation 

. ""tonficllential Jinformatlon" rii¢$informatlori th~t is exeml>t from discloSm"e to the public or .. 
ot1le.r Wllaiiithorized persons under federal or state law~ Confidential Iri:fotmation includes. but is 
• not limited to, P~onal Information.. 

Confllict Free Call"e Coordination 

··""Conflict Free Care CQordiriation" separates clinical or non-financial eligibility determiilatiori 
•.fro1D.direct service pr9yision. Care C<)ordiflators and evab:Jators of the benefici~~s need for 
services file:not related by bfood or marriage to the iiidividual, their paid caregivers or to ariyone 
fina11cially responswle for the individual; rol>tist moiiitoring ~nd over5ight are in plac;e to · · 
.promote consumer,.~ir~ction anq beneficiaries are clearly in£ormed about their right to appjeal or 

· Sllbmit a grievance decisions about plans of care,, eligibility deteimination and serVice delivery, 
State level oversight is provided to measure the quality of care coordination services and to • .. ·. 
ensure niemiingful stakeholder engagement. In circtiiiistances when one entity is responsible for · 
proyiding care coordination and service delivery, appropriate ~afeguards and fil"ewalls exist to 
mitigate risk of potential conflict. 

· ~C)Iiflict Free Care l\fanagement : 

(see Care C9ordmatfon) 

~onsumer Assess01ent :of Healthcare Providers arid Systems (CAHPS®) 

"Consumer Assessment of Healthcare Providers and Systems (CAHPS® )".means a family of 
standardized sl.rrvey instruineiits, including a Medicaid survey used to 1Ueasure member 
. experience of health care~ 
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""C@llllS1llllllmeir Diiredtii@llll"", millsmi hn@\W1lll Clll5i nmrtrii~tr «l!funeciti@llll @lf seH:f-diirecitii@~ mmm il!I seirri<CYe 
~llllllmtr w:llniarelbiyitilne iiimdm«llmlll!l!l @it ire~e. if illljpJjplllicinlblle,. ~ 1tlbie sernas a«ll 
llm!les ttllne allre«:Esn(Q)llll$ :ml00i1l!l1t lht@w ttllne ffiunmrrlls ~ne :fm 1tlbire mmmvii«ll11Danll"s S!e!Ivii«:es <l!llfe 11:@ lire ~lt 
It imdimalles ~<C'e mdl re&ID111IICTre5i il!l\\'lll!Ilhblle 11:@ mmdiiviidl11H:m.Ils m omm- t@ ID4llBUDtl!DIDJ <r»ir fuiIDJJpirove ilieiir 
skills mdl ~enncies fum llmnn~ womnn~ 50C~g. ;midi recreating. 
011IDlfuillillf:ty (IJ)f Came 

"Contimrn.niiy llllf Care"" Jln.re:Blllll$ 1tllne proffiii@nll@ff contimt11HOUS care for dnrollllic 0][ 2crui1te mooiicanll 
conditiom dmrough memlOOir mmsittiiom oohir<een: facilities md home; :futilities; ]pnroviidleirs; semce 
areas; maintagted care conffincit([l)B; alllllld Mremcaid f<®--for-senrice :and ~goo care aJ!IDilllllgtemen1ts
Continuity of care @:cciiirs m il!I :ummumm- that prevents secondary illness, health care c@mplicatiom 
or re-lmspitilizatioln. and prom.ores optmmm health recovery. Transitions of sigrnill.cant 
importance mdrnde: :from acme care settings, such aS inpatient physical health or behaviioral 
(mental healt!bilsubstance use) heab:h care settings to home or other health care settings; from 
hospital to skilled nursing :fucility; from Skilled nursmg to horn~ 0][ commumty-'based settmgs; 
and from substance use care to primary and/or mental health care. 

Contracted Senices 

"Contracted Services'; means covered services that are to be provided by the MCO tinder 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 Ind.ividuals with Intellectu~l Disabilities 
(ICF/IID). 

Division for Children, Youth & Families (DCYF) Services 

"Division of Children, Youth & Families (DCYF) Services" means community based services 
and residential tr1atment services as indicated in Section 8.2 Covered Serviles Matrix as DCYF .. 
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~,,JP<filJidiir Sx~ ~oillmttiire mid 1fmen(tmmemit ~ 

.~][Jf][ ¢.IEanrlly,, lPmoon«: ~& ~gillt@Sttic amm«ll lf~)t mellBllllS 1Bl Jlro!lcbge of serrices m 

. iJD. ]D~·(\\'reiill idbmilail)J ·~ c«»vered lbiy M~«ll fuir dlfil«llrenn llllllil«lleJ:: the age· of hveniy-'(}):rme 
(2:D.)) u cdldiinlioo mm trllne Smiianll ~ecinrilty Act (SSA) ~@DD. ll~(1r),, 42 iq'FJR. 4141-5@,, :mrrll DJH.JIIs; . 
. JEJp?SDT ]pJIDgJrn!ll1IU ~tillicy and lhiillilllg msfuucitiii>llllS.. Scmooiimg ~ces oo~ lbi:r MOOicaid md1U1rdle 

.. ill oolilnlJl"Dllfilre lln~ hlst@iry :m.rdl alleviefopmentra.i assessm~ m lliiiilid.@ili.e<l pllnysiaill e~ 
fumnnmmmiiim1tiiom~ b.ooraro:ry tesf!s; heanlldn OOl!IlCab<OID. mtdl am1tD.ciJlro!ltory guidmce,, and scroonmgs fur: 

. · .... visiiollll,,·crJJOOtd&Ji;:smilbistmce me; mental health md lnemng.. 'The MCO sfuillbe respomible for an• 
•seivnces fu11!lllllrd to oottnooicallynecessmy sier.rices cllmmgdne·:EIPSDT exam. 

i:Jligilile Memlben 

· • • "'"Eligilh>le Members>;' means individuals deteimmoo eligilh>le fuiy DHHS and eligible to enroll for 
• Ineatthcare semce5 iiniider .the terms oftlris Agreement. 

. JEm~rgeD:cy Medijcall Condition 

. •"'"Emergency Medical Condition" mean5 a medical conditioiiuiiamfesting itself by acute 
.. syillptoliili; of sUffident seve:rity:(iiidudmg severe :Pain) such that a Piild¢ntlayper5on. who · 

posseSSeS all average knowledge Of health and medicine~ C()uld reasonably expect th~ absence. Of 
immediate medical attention to result in: (a) placing the health: of the individual (or, with respect 
to ~ pregnant wo:inan, the health of the woman or her unborn child) in serious jeopardy; (b) 
serio'Qs. impmrillent to bodily functions; or ( c) serious dysfunction of any l)odily organ .or pait ( 42 

· · CfR438_ll4(a))-

· JEmeirgency Senices : · 

"E1Deigency Service~" lllearn; inpatient and outpatient contracted sernces furnislied ]Jy a . 
provider qualified t() fiirnis~ the services needed to evaluate o(Stabilize an emer-gencylmedical 
condition (42 CFR438~ll4(a)), . . . . .. 

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

· Execution Date 

· Date Agreerne11t approved by Governor and Executive Coundl. 

Extenial Quality Review (EQR) 

"External Qu(!.lity Review {EQR" means the analysis and evaluation l:>y (!.n EQRO of aggregated 
information on quality, timeliness and access to the ]iealth care services that the MCO or its 
·Sl!bcontractois furnish to members {42 CFR 438.320). 
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~ QH~ RmnT Or}g~flii'.IDIB «JEQRO)) 

"'~ Qllllalllli~ JR.mew ~«m. f!EQRO))"" mremnns m 1Dl~tiom 1tlbiatr mfOOJls trllnre 
ro~«::e ammrill ~mrillremttre~mlts sretr forr1tlln. m42 CJFJR43S.3541-, <'Jlilll«il ~ ~ 
«J[Ullii~ reviiew~ «»illffirelf JEQJR..,.~lla1!erll anrc:ttmitriiies :ms sett :ll.OJI1tlln. m 42 CJFlil 438358_ 

lFrn1llld 

"'"lFra1111d"" mremnns am mtrtennti«»llll!ml doceptiollll @Ir misrepresenmtio:m made by a jpeiS(JlllD. wiitht illffie 
bi.owlooge tfuntt thre tdi~l!iomt «::m11lJ.tdi regn}t imt some urull1lllihorized ·OOnrefu 1J:O hims;ellf Or S«llIDrf oilier 
~ISOlllL lit mciIDirllres my ancir 11:Tuiatr te@mtrirures fumirll mllder applicable lFederall or Stare Jl~w- [42 
CJF ..R_ 455_2] 

"Grievance"" mecms mi expiression of dissatisfaction about any matter other th.an an action. 
Possible subjects for grier.m.ces include, but are not limited to, the quality of care or services 
provided, and aspects of inteq>etsorutl :relationships such as rudeness of a provider or employee, 
or failure to respect the member's rights (42 CfR 438-400(b)). 

Grievance Pll"ocess 

"Grievance Process" mecms 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 fuir hearings (42 CFR 438, Subpart F). 

Healthcare Effectiveness Data and Information Set fHEDIS) 

"Healthcare Effectiveness Data and lnforn1ation Set (HEDIS)" means a set of standardized 
performance nieasures 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 tare 
needs. At minimum, health home services include: 

• Comprehensive care coordination including, bnt not limited to, chronic disease man:agenieilt; 

• Self-nianagement support for the member, ineluding parents of caregivers or parents of 
children and youth; 

• Care coor~ination and health promotion; 
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• Munllttii]!llMie ~:¥5 fuir 1tllnie mmffi~ 100> «:«»llIDllllill1llllllillare writ1Jn 1tllnie amm,, iinndlD!rdlfumg eli~nniiatllllj mmnrd). lhy 
]pll!oonne; 

• i&llll!i«:a1ffi@ml ©>f 1tlbie miniemin11reir mllll :his @ir Dnei JIN&1rellillt «llt anregnm lllllffi selif ~, ~«»~ llJ\mlcdL 
lbtmlltdlit ~mm@1lii«E111,, mmdhmrdlijng tine ~ (l)f p4l!11iiren1t «lle«:Ilsiiioo. a!lii<ills; 

• • • • Meminllreir mcdl .ifanllnily S«llJI>JPlOO indinding ;alllidnoriz<OOJ mepiresenn1tattnft5; 

• The 11JlSif: flllf IDmfulilll!lraif!i@n retJlm'oiogy to funk ~ces, !rad ~· gefillerrattce J!I1a1liiienn1t registries afill«ll 
proViilllle cllifiltem «llara;. 

·a · • lf.mbges tr(]) teommmrity and. social ~rt servirces; 

• Comprelnf!IDsive 1Qmsiborutl lhcitlth care iindll.1ldmgfollow-11ll]PJ fIDm mpatient m otlrierr- settmgs; 

. • . A single .care· pmiliat inclmllres all member's treatment midi seDf-immagementr goals and 
mtervoo.tjoins ; and . . . 

. • • . Ongoing perfou:miJlce :reporting and ·quality improvement_ 

Home ru:td Commwmity Based Caire (HCBC) 

· · '"lfome and Coimmmity Bruioo Cme(HCBC)", also known as Home and Community Based .. 
Ser:vices (HCBS), tiJ.eafis the waive:r ofsectjons 1902 (a) (10) 3JJ.d 1915 (c) of the $~cial Security. 
Act which allo\vs the federal Medicaid funding of long term se:rvices and Slipports in non:- .. 
. iiistiµrtionat settings for indiViduals who reside in the COilllilUJrity or m certain ~OD1IlluiritY · 
alt~mative residentiaLsettings, as an altenu1tive to long term iJistirutional services in a nursing 
facility or Intermediate Care Facility. This includes services provided under the Choices for· 
Independence '\\r aiver (HCBC"'.CFI) waiver program, Developmental Disabilities (HCBC:-DP) 
waiver pro~ Acquired Bfain Disorders (HCBC-ABD) waiver piogra~ and In Home 
Supports (HCBC-UIS) waiver prograh{ • · · · · . . 

. . . . . .. .. . 

Implleme~t~ti~m Period 

. ''Iriiplementation Period'' means each period of time prior to Program Start Date for the 
·· foilowing segnients: Step l,NHliPP, SUD Phases I, 2 and 3~ and Step 2 Phase 1. • 

Implement~tion Plan 

· • "liiiplementaticni Plan" means a proposed and agreed 11p<m Written and detailed listing of all 
objectives, tasks, activities, time allocation, deliverables, dependencies and responsible parties 
required to design, develop and llriplement the steps and phases ofthe Care Management .... 
Program. The Implementation Plan(s) shall include documentation of approvals as well as 
document change hisfoi"y. 

In Home Supports for Children with Developmental Disabilities (HCBC-IHS) \Vaiver 

"Iii: Home Supports for Children with Developmental Disabilities (HCBG-IHS) Waiver" means 
the home and community-basedcate 1915(c) waiver~rogram that pr()vides a system ofl()ng . 
term care services and supports to families with children diagnosed with autism and other 
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rdlreven~ ~iilliittiies tllmno>1lll~ • 211 lliiwiinng a!l1t Dn@mme mtlln.1I:llnemr :ffiammiiilliies n«» mq[llliiire ~(005 
oo a!!W-«i>ii«ll ~«»~rI»mL. C«»~ srenwH«:<ilS :llllllfi ii«l!mttllffiim mm lHfre-lM!524_ 

lL®iilg 1f<flrnlil ~m 31Drlll SrnIJii>~li>n;U ©L'ifSS)) 

"'"L@mig.1f imni Sem«:es med! s~ «LlIBS)" IDiea!lllllS mi\llllISfumg facifuy SEmices~ alUl ID1llllf @:ffNew 
llilmpshlre~s Home ardl C'«»lllllllIDllllJIDDitty IB~C:anre Wa!liivierrs~ md sewnces JPlmvicdlierdl m cDnil«llrenn ardl 
&milies tlnm1J1~ the Diiviisiirnnm foir Cllill~·y @1lll1llbi & lFamilliies_ 

Mmiaged C2ire O~rili>lll ~CO) 

""Mmag00 C~ Or~ronn «MCO)" me2!IDIS • com:gmnizarion funrmg a certificate of allllili«llritty .«»r 
certificate of registrnittiion firom tl!ne Office ofllimsirnrance Commissionertfuit contracts wiiili DliHS 
illilder a comprehemive risk Agreement to pmride health care semces to eligible DHHS 
imen1bers muller the DHHS Care Mnagemeili!t Program_ 

Marketing 

'"Marketing" meam any commmricatio11 from the MCO to a potentiall mem.be:r or member with 
another DHHS contracted MCO that can be reasoruibly interpreted as intended to mfluence them 
to enroH with the MCO or to either not emoll or end enrollment with another DHHS contratted 
MCO (42 CFR 438.104(a)). 

Marketing Materials 

"Marketing Materials" mean5 materials that are produced in any mediUm, by or ()n behalf of the 
MCO that can be reasonably interpreted a5 intended as marketing ( 42 CFR 438. l 04(a)). 

l\'Iedically Frail 
"Medically frail" means a member who identifies a5 having a physical, mental, or emotional 
health ~ondition that causes limitations in activities (e.g. bathing,I 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. lO(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 infonning requirem~nts as. set forth in 42 CFR 438.10. I 
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Mmit3Jl ~ C®1I!Ilrt 

.A "'"Meim1tmll Hmll1tlln C@1UIII1t"' Ilsi all ~oo <eomtr «llocketr fuir OOir1!2IDm rdlef!iennrdl.annn1ts ~·~ 
:Dll.lhiileSses 1t1lnati S1l!J~ :in ]l]l!OORremm S(l))h:mg mooeR fo][ trard!nttD.@mill ti:rinnBiimll ti:@mlt ~ •. 

Nati.ollliall Oil>mimiittree Jfoir Qillm~ Ass11!lnllmtt (NOQA) 
. ... . 

• "'Nii!!1illomiJl C«)l~ mr Qw8illilty i\s;s;ummibe (N('.QA)" meamms m l())Jrg.iBHDiiuttij@l!ll.~mnlbiRe jf@1r . 
«llevel@pmg CiiiJnirill llmlDMllgfumg h~tlit ~ measmes that~ the <qia11:mlliitty ({l)f are mill! sernire.s ~ 
· lIIl$ll.ill3gOO a:me dlioots JrleC<eive~ 

N~ey &meci · 

"Necessary Services" mecms; seivices to prevent,. diagnose, correct,.. cuiire~· alleviate or prevent the 
. \vorsemng of conilitiom•tlna! endanger life, cause pain, reSu!t in :ill.ness or mfinmty, threaten to . 
cause or aggravate a hmrdliaip, cause ph}'Sical deformity or malfunction,, or is essential to enable 
the individu:al ~o attain, maintain,, oir regain functi9ruil capacity ancll/oir :ffidepemllence, and B10 • 
· otlier: eqlially effective C())uirSe of treatment is available or suitable for the tecipiient requesting a 
• necessary long temi se~ce and support~ 

New Rampshlire Community Passport (NHCP.J Program or Money Follows the Peirson•. · • · 
{l\'IF:P) Demomt:rnti(])n· 

··"Money Follows the Person (MFP)" means a federal demon5tration that assiSts mdividualls 
residing in nursing institutions who meet CMS eligibility requirements find suitable healthcare 
program5 to Suj>port them in the community and then a5sists them to transition from :nursing·· 
illstitution care to c;om.inunity care. the pr()gram' s intent i~ to iielp strengthen and improve 
communif:Y based systems offorig term care for low-:iricome seniors and individuals with 

. disabilities. '~ew IJ<Unpshire Community Passport (NHCP) Program" means the MFP program 
specific to New Hamp~hire. I 
New Hampshire Health Protection Program (NIIiiPP) 

Coverage provided ilirough the MCOs for individuals newly eligible for Medic~id based the llew 
income levels established in Senate Bill 413; Chapter 3, Laws of2014; provided; however, that 
on anci after January 1, 2016, coverage under this program shall be limited to said individuals .. 
who are Medically Frail and who'choose to particiipate in the New Hampshire Health Protection 
·Program and those MCO members who tnirisition from an eligibility category oth¢r than the 
NewHampshi~e i:Ie~th Protection Program who have not yet begun their· coverage ill the 
Premium Assistance Progratn" 

New Member 

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

Non•Parti<:ipating Provider . 

''Nonl.Pafticipating Provider" m¢ans a person, healtlu;:are provi~er; practitioner, facility <jr e11tlty 
acting within theii- scope of practice or licensure, that does nothave a written Agreement with 
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1tllne MC<Ol tr«» llJJiilllI1tU~ film lll! llIDlmumim~ are «»JrglllllIDmttTI«»nn> s; ]pJIDvitrller IDlelt\wrolirlk,. lhllrnl!: provides lOOanllttlln 
aire S<e!Th1irces tr«ll •llllllllrelis-

Pamcipa~ Pnwiiilleir 

'""1P'amrtiitjp>Ollflifillg JProvi«llei' mit%mS ia wxerrs@n, Jht(f([B][ttlln rr:e jplroviicdler, JPlrarc:titimiler, facility, @r mtriity, 
actfilrng wil1rhiinn ltllnemr SIOOPf: «»f jp>Jrarc:1Jirce m«lJ lliilOOlill$1IJil[I~ U ftiQJ Ils UimalJe:r CBI writtellll. <e(J)IDlftrarc;{I: WJiltlln ilie 
lMlCO to pmvi«lle scivices t@ mlElll!lllOOlis mnidlie!f 1tlhte tr<eJ!lllIDSj (llf 1tlhills Agroom.enJt 

. Papllil<ellilt lRIEf<lillrllilil Plhm 

'J?ajment Refumi JPllmil mellIDlllS an MCO's JP!la ro eIDJ.gallge its provider neawork in health care 
delivery :amd paymellllt refomn activities SUidll aus ]JMl!:f foir wxerfonnance programs, inllllovative . 
provider reiinbmsement methrnllologies, risk sfuirm.g filDllllgemeHllts and Si.nb:...capiration 
3,greements, mull smill contain illformation on the mtircipared impact on member health outcomes, 
providel"S affected. 

Physicraiil GtOilllJP 

'"'Physician Group" means a partnership, association, corporation, individual practice association, 
o:r other group that distributes income from the practice mnong its members_ An individual 
practice association is a physician group only if it is composed of individual physicians and has 
no subcontracts \vith physician groups. 

Provider Jlllicentive 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. · 

Progiram Mana~ement 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 D HHS for managing and 
monitoring all aspec;ts 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 ser'Vices 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 a~er an member is stabillzed 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) I 

"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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~· ~ a!llinldl IOlllll!lTiunJrrmiinnmmg :lillne OOllll1tillmiwI@1f mmelllllllhxffir <DJBre. lJDCh iim:We~ 1IDUntr :mme lin«»tr Dmmiitt\erll 
oo JPo~ "· · JFaiJimiriill: , lP'mm~ttiiltll · · Geima ~(l))llll. · · ~ · · · · · · . . . . ~ .... & @OOlIS,. . . . . . .eB,,. . . . . 

. . Obstrdritjanns/({i~hiill~ lP'llnJ5iiciim ~ (willll«lleJr 1tlbie ~«»l!D. «JdflH! ~<Cm), (j})Jr. · 

AcdhrmOOirll ~~ Nunrse 1P'.!raJci!Il1tii@llllms (ARNJP), mis designmm lbiy1!11ne JMICO_ The «l!efffumiliriilm @f 
JPCP ns mocli~~ 1mfp~ me jpiDn:ysiir:im m it iS ~ m 42 C1FR433\_ Afli. JFooemmll ~em 
• ~lialbilie ro JPJir:inmlcy aim JPJ1ln}'SicMmnis will ~ 100 :mpJP1liaillJ,lie tllll ~ <DJBre ]llllOOl'riiillielis m 1t100 temI is used mm 1!lhlis A~em.. . . . . . . . . .. 

lPiroviiillelf' 

. '"Pmviidler "'iJmteanBns m mdividlll!~ medical profu$sjomd.1itospiral,, slille.«ll ill~ &<i:ilitJf~ .other 
facility oro~CQl!Il. p~ty~ program. eqllllipment and SUllJPPly V<eID.irllor, o.r oili<er mtity that 
provides· care or bills. for he4llllili care services or prod[llcis" 

Refelf'!mll Pnnideir ·· · • 

"Referral Piovider" means a provider, who is not the member's JPCJP. to whom a member is 
. referred for covefaj semces '' ' . . . . . . . . 

Regulati9n. 

"Regulation'' means any federal, sfate, or local reguiation, rule, or otmrumce. 

Risk 

"RisJr" •means the po~sibjlity that a loss. may be incurred becaus~ the cost of Pr<>vidi])g •setv:ices 
.m~yexceed the payments made for services. When appliedtosubcontractors, loss includes the 
foss of potential payments made as part ofa provider incentive plan, as defined. herein. 

Special Needs . 
. . Special Needs incltide chronic physical; develbpmental, behavioral or emotional conditions or 
adverse soCial circumstances resuiting in need :for help with related services of a type or ~bunt 
beyond that required by members generally. Members with Special Needs include both Children 
. arid Adults. 

Start DaJe of the Program 
. ' 

Date initial member eri,rollment begins. 

Start of Program 

Date iriitial member enrollment begins. 

·state 

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

Step 1 

Services as indicated in Section 8.2 Covered Service·s Matrix a~ Step 1. 
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Stepl 

SWces ans mmatroo m Sre«:ttncr»l!Il S.l Oolvererll Pcr»]pJruillaJl1tii«»m JMTun1tlrU md Socttnmll 1lL2 Ccr»v<ere<rll 
Srerrviires Mattru;. :mS; sltqil 2. 

S11!i!li>t:®!Jlltrnd: 

"'SuboollJlttraci:"" meains any sep~e OOIDlltrn.d @][ C@lffittr.lld 001twtreri &e MCO and a mrdlivid1mall ({])][ 
eBJltilty f'S1Ulbtoi!Jltractor") whldht refares dfure«:trJly @Jr llllllJ!l!MoctlJ.y Wl the p:erfo:rimm.ce @fall «lllf ;a JPlOrtllOIDl 

. ofthe dmies ;md obligatiom that tlhi.e MCO is olbligatoo to pexform pursuant to this Agreement 

SimlbStallilce Usie Dis·Dinll<elf' 

"'Slllbst.mce Use Disorder'" is maffioo by a duster of cognitive, behavioral and physiological 
symptoms indicating that the mdividual continues to use alcohol, tobacco, andio:r other drugs 
despite significant related problems. The dmster of symptoms. ind.udes tolerance; withdrawal or 
use of a sub~ance in larger amounts or over a longer p:e:riod of time than intended; persistent 
desire ot imsuccessful 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; relillquishing 
important social, occupational or recreational activities because of substance use; and continuing 
alcohol, tobacco andf or drug use despite knowledge of having a persistent or recurrent physical 
oi psychological problem that is likely to have been caused or exacerbated by such use; craving 
ot 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. 
Ainerican Psychiatric Association, 2013. 

Willing Provider 

"Willing Provider" is a provider credentialed according to the requirements of DHHS and the 
MCO, who agrfes to render services as authorized by the MCO a:nd to coV1ply with the tenns 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 

ACA Affordable Care Act 

ADA Americans with Disabilities Act 

ANB Aid to the Needy Blind 

ANSA Adult Needs and Strengths 

APTD Aid to the J;>ennanently and Totally Disabled 
I I 

ASC Accredited Standards Committee 
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.. , ., . •, 

~Am1i>in~ JID~ftiil!)ill " ··'' ., ·:,< 

ASL Amm · sr .Lni · · · · · rarnri::amm . 11gnn gmige . 

BCCJP>. Blre:ID$1t amillall Ccenrite«lll C:ma;er 1ProgJDll. 

•JaMJa Biuft:m «llf McemU! Hemfu 

CAD• CC «J>rolinalllrji' Artery Disease. 
..... 

.CANS ChDJ1«l! iJillfilrdl AdoiesreIDJ.t Needs iJillfild Strengths Assessmem 

CDC Cmreirs foi Disease Control md JP>revelllltion 

.Cfl· . Clbtoices for llimdeperideri.ce Waiver 

CFR Cooe of Federal Remniations 

CHF Congestive Heart Failme 

CHIP · Children's Health fuSmance .Program 

CI.A. Co:nnDwnty Liiving As~essment .. 

•CLAS C'1ltural and Lmgiiistically Appropriate Services 

CMHC CollDirimnt}'.Mental Health Center 

·CMS Centers for Medicare and Medicaid Services 

COB Coordination of Benefits 

. COPD . Chronic Obstructive Pulmonary Disease .. 

CQI Contillu(>us Quality Improvelri¢nt. 

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 M¢ci1cal Equipment 

DRG Piagnostic Rela~ed Group 

DSH DisproportiOriate Share Hospitals 

EFT Electronic Fund Transfer 

EP$DT Early Periodic Screening, Diagnosis and rrreatment 

EST Eastern Standard Time . . . . . . . . - . 

., 
,,. .. 

I 
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.. .. 
kJl'Ui)mymlil ])j);es'.Clriim>ftiiIDJB · 

JE1I1L &ttlraKctr 'I irannsff'@llllllllWtii@llll JLmfrll 

lEQRO &relnmanll QmaR!liifty R(fwll(fW ~({})lffi 

FlFS JFoo-foJr-Semire. 

JFQHC JFooerallly Q[!lallmoo Hieallt:lln Oemer 

GJME GradWia1re Mooiic;nll &llllll~@:nn 

HC-CSD Home Care foJr Chlllrdlrem with Severe Disabilities 

.HJIJPAA Heal.1th fusurance J?@irtlilbiility :md Accrnmtability Act 

mv Human Immunooeficiieil1lcy Viirus 

ICF Intermediate Care lF acility 

. . 

I 

ms In Home Supports for Children \\'11th Developmental Disabilities W aiiver 

IME Indirect Medical Edllllcation . . . - . . . 

.LTSS . Long term services and supports 

MCO Managed Care Organization· 

.MCIS Managed Care Infon.llation System 

MFP Money Follows the Person Program 

MIC I Medicaid Integrity Contractor I 
I I 

MEAD Medicaid for Employed Adults with Disabilities 

MMIS Medicaid Management lnforinationSystem 

NIA Not aoolicable 

. NCQA National Committee. for Quality Assurance . 

NHCP New Hampshire Community Passport Progtam 

NF Nursing Facility 

NHHPP New Hampshire Health Protection Program 

NHID New Hampshire Insurance Department 

NPI National Provider Identifier 

OAA Old Age 4-.ssistance I 
' 

OBRA Omnibus Budget Reconciliation Act 
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,. ... .. , . . .. 
... .• '· , .. 

A<£mlilnYim· .. JD>amrmftiimili · ···<;; ,,._ ,. 
··.: ,.,, 

JPBM ]pi~ . Bennrdiiil: ~ ··cy···· ~ 

lPCP Primaniy :Cm JPmw:iide1r 

JP>E JL .. tfive Elfu!nlbilittw 

JPIN JPerso'mla.B: mdlenbfiicatim Ntnmlooi. 

J?OA JP.resent on Admis.sioili ... . . 

QAJPI. Qualify .ASsessmoot and Perfi>0nanice Improvement 

.QIDP. Quiiali fucentive Pro · · · . ... ty ... D~ 

QM Quality Manrurement 

QMB Qualified Medicare Boo.eficiaries · · 

RAC · Recovery Audit Contractors. 

RBC Risk-Ba5eci Capital .. 

.RFP · Recruest for PropQsal 

RHC Rural Health Center 

•RIMP RiSk Identification Mitigation Plan 

RSA Revised Statutes Annotated. 

SAMII SA I . Substance Abuse ~d Mental Health Services Administration 

SLMB Special Low.:.rncome Medicare Beneficiaries. 

. .. .. ,. 

" 

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

SNF Skilled NiJrsing Facility 

.SSA Social SecurityAct 

SSI Sunnlemerital Security Income 

SSAB . Statement on Standards for Attestation Engagements 
... 

sDb Substance Use Disorder 

TANF Te1Tipbfaty Assistance fo:t Needy Families. 

TPL Third Pai;ty Liability 

TQM· 
. I .·. . 

Total·Qualitv Managemei1t· 
I 
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VA 
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3~ · ·General Terms and Conditions 
3.1. . Agreement Elements 

·Thee Agreemeint 1bxdtwlfiemi the pmnl!S s1lnatllll «=«»nnSHstr .«»f 1tlhte fuiIDl@Wimlg: 

• · • 3JlJL JP-31 Agreemem Geneml1 Prom«lim~ 

· • 3X2~ . EdiilbiitA-:-'- Seo~ of Services•"'" S~mt of \'ro1kfur ml goodS cm.d semces fo 100 
prond~ a5 agreOOI to by Stare of New ~~PBHS :md the .M:t(})~ • 

3.LJ_ Exln"bit lB - ~apittation Rates. 

· · · •. :l.l/t . E.$.l>itC _:_special JPrmrisions -" lP'ro:visioll$ cmd reqmrem~ts set fmth by the Sta~ of . 
• New Hampshiire!DHJI:IS that must 1be adhered to m additiolJl t~ those outlined lil tlie P-
31~ 

3.15~ JE.x]nll>itD .:..:. Certificati9n Regmdmg Dmg free Workplace Reqµiiem:entS ~ MCO' s 
. • Agreement to comply with requireinents !;et forth in the ][)iug.,.Free Wod.1Jfuce A~ of 

1988, 

3.L6. EXhibit E-Cerrification Regarding iLobbylng-MCO'sAgreement to comply With 
.. specified lobbying reStrictions. 

· 3~ 1.7. Exlnl>it F ~ Certification Regarding Deb~ent; ·Suspension ~nd Other.Responsibility 
l\1atters - Restriction.S.and rights of parties \vho have been disbarred, suspended or . · 

· ineligiblj from participating in the Agreement · I · . 

3.l~K ·E:xhibit G-Certifi¢atioil Regarding AriiericansWith DisabiUties Act Complifilice .~ 
• · MCO's Agreemeritto ma1ce n~asonable ·efforts to colllply With the Americans with 

Disabilities Act. 

3.1.9. Exhibit H-Certificatioh Regarding Envitoilmental Tobacco~moke-MCO's 
Agreementto rriake reasonable efforts to comply with the Pro'-Children Act of 1994, 
which pertains to enviromneiita1tobacco smokeiil certain facilities. · · 

3 .1.1 o, E.x:hibit I - HIP M Business Associate Agreement - Rights. arid responsibilities of the 
MCO in reference to the Health hisurance Porlabilit)' and AccouritabilityAct 

3 .1.1 i. Exhibit J - Certification Regarding Federal Funding Accountabllity & Transparency 
Act(FFATA) Compliance. 

3: 1.12. E~hibit ~ ~ MCO's P:~ogram Management Plan approved by DHHS iri accordanpe ·I 
· with Sect10n 7.4 ofth1s Algreement · · . . · · · 
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3.Ul3" &llnnlh>iitr L-1\1lJC(())"$ lliim!JPJll~«»lffi lPTumnit a11JPlJProvOO lhiy DHlflS iinn ~e \Wiit1ln 
~«ilm 7Uf»""1.~ @:ff 111lniis; ~eillllt.. 

3.LDAL JEUnlh>iitr M-MCOfs;JRJFlP «#112-DHlflS~...({])ll)} Teclmmicraill Firo~ iinndullttllrumg :mnn.y 
ooallenn~ S1llllhillllllii1!lterll 1b>y ltlhte MCO. . 

3 J .. ll 5. fuJlnnlbiiitr N ~ lEnn«:«JJmtreir Dattn.. 

3~ L Hi Exllnnlh>nt 0 -Qanalffi1ty :mmid OveISizht Reprnrtmg_ 

3.Ll 1_ Exllnnlh>iitlP- Slll11histtmnmrce Q$e JDiseirder (SU][})) Semrces. 

3.2. Order of Documents. 

fu the eviellllt of my cmntlict ot contradiction between ot among the Agreement 
docmnoots, ilie docill!ments shall control in the above order of precooenrce. 

3.3. Delegation of Authority 

Whenever, by any provision of this Agreement, any right, power; or mrty is imposed or 
conferred on DHJHS, 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 fo the duly appointed agents oremployees ofDHHS and NHID. 

3.4. Authority of the New Hampshire Insurance Department 

VVberever, by any provision of this Agreement or by the laws and rules of the State of 
New Hampshire the NH!D shall have authority to regulate and oversee the licensing 
requirements oftheMCO to operate as a Managed Care Organization in the State ofNew 
Hampshire. I . . . 

3.5. Errors & Omissions 

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

3.6. Time of the Essence 

In consideration ofthe need to ensure uninterri.1pted and continuous Medicaid Managed 
Care services~ time is of the essence in the performance of the Scope of W orlc under the 
Agreement. 

3.7. CMS Approval of Agreement & Any Amendments 

This Agreement and the implementation of amendments, modifications, and changes to 
this Agreeil1ent are subject to the prior approval of the Centers for MediCare a,nd 
Medicaid Services ("CMS.'} Notwithstanding any ot?e~ provision of this ~greement, 
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 

DlBIJIIS 1Illm!lY ~ $1111JlillPlil<flilmm1Will connlnralrcils f(!Jl][ wlniirlk :rebJieall oo 1!lhte Agnmnmreimir,. (!Jl][ u.y 
jpl@lrttii@l1Jl 1!IIRam:if.· The MC(()) ~ reilliS@mlblly ~irare Wii1rlln Sl!J!«:l!n «»ttllneir ~rdl@rrS,, u.all ~ · 
• lillo1t OOmmmmiilr (!Jl][ JirelllIIIllll1t ~ act ~ may mtierfere m1Ilht 1tllne wmfrn>mmruainD.re @f' wm>irlk 1b>r• afilmy • 
@their V<fllll«liriiir, @Jr <ilicir m my ~y ~may pfare meml!J;e!T,S :ai1t rislk: @f m -~cy m.oonaii 
co1midhi1tD.@niL · · · · · 

3.9. • R~negotiation and R~procurement Rights 

•. 3\.9.L Relill~ttHatrn({lnm @f Agreement T<ams 

3~9. L!~ Notwi~diJD.g mytlhing in tiie j\greement to lli.e colilliraiy, DHHS ~y allt •. 
ii)B:n.y ~e dllllring the tenn rif the AgreemeBit ci;ercise the cpriiriiri. to notify MCO 

. • . that D~ has elected .to•renegotiate ·certain tenns o.f tine Agreement. Upollll 
MCO' s :re(;eipt of any notice puciuant to tlris Sectio~ MCO and DHHS Will 

. mn.dertake gOOd •faith negotiations· of the subject terms of the Agreement, aimd 
may execute an amendinent to the Agreemenf 

3.9,2~ R~procmement of th¢. Services or Procurement of Additiomd Services 

3.9.2.L No~thstanding (lll)'thlng in the Agreem.entto the contrary, wh~ther or not 
DHHS bas accepted or rejected MCO' s Services and/or Deliverables provided 
<luring any period of tile f\greeinent, DH.HS lllay at any ri1Ile i.ssue req0eSts for 
proposals or offers to o~her potential contractors for perfonrumCe 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 
. ii:itel)tto replace another.MJO participating iA the Medicaid ~113ged Care . 
program or to add an additional MCO to the Medi~aid Managed Care · 
program. 

3;9.3. Termination Rights Upon Reptocurement 

3 ~9 .3 .L If upon proctiring the Services or Deliverables onuiy portion of the Ser\rices 
or Deliverables from another vendor in accordance with this Section DHHS 
elects to te@inate this Agreement, the McO shall have the. fights and 
responsibilities set forth in Section 32 ('Termination"), Section 33 
('~Aweement Closeout'') and Section 35 ("Dispute Resolutl.on Process"). 
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4. Organization 
4.1. Organization Requirements 

4UJL Regismilli<lllims illilll«ll Li~ 

The MCO s.1W1l lire lliirremoo byitlbte New~ Departmem ({J)f Jfiimmmce t@ 
@~rate flllS m Maruaged Cilllre 0~1tiiollll iimt tllne Smite as requifOO by New Hampshire 
RSA 420-lt md shall. mve a!Jl nn~~ regi5tratiil!J)1llJS and licemun!S as requrroo by 
the New Hampshire fus\UIJraBilce Dqiillllitmem ammd my relev;mt federal midi smte iaws 
and :regw1fatiiom_ An MCO must lire inn comJPTumce witl!n the reqIDiirements of this section 
in order to participate m any Steps and JP>Jlmses of the Medicaid Carn Managenient 
program_ 

4.2. Articles & Bylaws 

4_2_L The MCO shall provide by the begimning of each Agreement year or at the time of 
any S1,11bstantive changes written assurance :frl{}m MCQ' s legal cmJu111s~l that the MCO is 
not prohibited by its articles of incorporatio~ bylaws oi the laws under which it is 
incorporated from performing the services required under this Agreement_ 

4.3. Relationships 

43_L OWfiership and Control 

43_1.L 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 rrovide 

a_ financial statements; 

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

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 ail owners 
meeting this criterion [l 124(a)(2)(A) l 903(m)(2)(A)(viii); 42 CFR 455.100,. 
104; SMM 2087.5(A·P); 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 43 8.606]. 

4.3.1.2. the MCO shall infonn bHHS and the New Hampshire Insurance Department 
(NHID) of its I intent for mergers, acquisitions, or buy~outs within seven (7) 
calendar days of key staff learning of the action. · 
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. 43.Ll The MOO s~. iimfulillllll JkeyUJHl!BlS a NlBIID s1llmffiflbijr plln@lllle ardl lliy ~ 
'wiilthm oJID.e lhmmm<eSS m .• «DJf ~m m · Ike·· MCO stmlrlflf'neamrmi <oif m .· ~ifilil @ii ..... . .Y y y . . y 
~oo.llingimri@llll,. m~g;mti.«llllll,. (l:@IDmJID.fid.t cdl~ m ~ctn«llllll 1tlJnat.mmmY · 
JreaBsmnalbly Jbe. (C@lllSi«l!ered ro mnre a !lllralaemill :lfiimmnrcmmit ~ «Jlllll odlf@][. 
materially ~d or impm tine alliiilitty of 1lllne MiCO w ~mm llllllll«llet dn5 • · 
~mtmthDHJBIS~ 

43,2~ Prniinl.lbited 

432.L · 'fhe MCO shall l!D.ot llffiowmgly have arelatioU]Ship wi1th the f«J,liforwmg: 

4.3.2. LL An mdiividual who is debfilred, stllspmdie4, Olf t0tln.erwise excluded: fmm 
. · participating ill procurement activities ooder tine JFedeial Acquisition 

Regllllation or from participating in DOlll-]proallrementactiYities ]]llJl(ller .. 
re~tfoims iss0ed under Executive Order Wo. l2549 or lllllllder . . 
guideimes implem.entiiitg Executive ()rdet No~ 12549 .; or · 

43.2T2" An individual who is an affiliate;. as defined m the Federal Acquisition 
Reguia,tion, of a person de~rnl>ed in 4.32.t • · 

4_3_2_t3~ An individual is described as follows:. 

a: A director, officer, or partner of the MCQ; 

b_ A subcontractor of the MCO; 

c .. A person ·With beneficial ownership of five pei-cerit (5%) .or more 
ofthe MCO's equity; or . 

· d. I A person with an employment; consulting, or other arr:an$ement 
with th~ MCO obligations under its Agreement with the State [ 42 
. CFR. 438.610(a); 42 CFR. 438.610(b); SMD letter 2/20/98]. 

·. 43.3. The MCO shall retain any data, information, and documentation regarding the above 
described relationships for a period no le.ss than 10 years [ 42 CFR 4383(u)]-

. .. 

43A_ The MCO shall conduct background checks on all employees ilctively engaged iii the 
Care Management Program. Iri particular, those background checks shall screen for 
exeluslons froni any federal programs ~nd sanctions from lic¢Iisiiig oversightboa:rds, 
both in-state and 6ut.:.of.,state_ 

4.3.5, Th~ MCO shaHnot and shall certify it does not employ or contrad; directly or 
indirectly, with: 

4.3.5.1. Any individual or entity excluded from Medicaid or other federal health care 
program participation uiid~r Sectio11s 1128orl128A pf the SSA for the • 
provision of health care, utilization review, medical social work, or . 
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all~ SeirritreSi <0>ir Bil) te«»lllllall lire exclllll«lloo 1IlllIBallw &adtii«»llR Il Il2S«lh> ))«$)) «JJ:ff 

1t11oo &ixcfumil Sm:mtty Act ifils lbxemg rc@DD.ttrolllloo IID:r all :sucttii@DD.oo illin«llmrrllnli; 

4L35 2~ Almy ennJtiiJtjf roJr 1rllne JlWlD>Tisn«»DD. @f SUllteh semces ( ~trlly «J>][ mdlmr«trlly)J itilnrol!llglln a 
<exc:liWKd]oo mrifuii<dlllll<llll @}[ enntify; 

43.53. Aimy mdiivnrrll1m<ll.ll <O>lf emiity exdim:lled ffirom Meditaii!ll or New~ 
pmrtncipE1tii<0>nn by DHHS; 

435_ 4_ Alilly mdivnrd!QJ!al o!!' entitj msdi1nged or siLil5pendoo from doling lbiusW.ess wilth 
the Stare ofNew Hampshire; or · 

435_5_ Aii.y entitty that .haS a contractual relationship (direct or mdirecl) with an 
mdiviwal convicted of certain crimes as described in Section l 128(b)(S) of 
the Social Sem.nrity Act 
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5. Subcontractors . 
5~1; ·MCO.Oblicrations : e 

)J_~·L Thie MCO. ~· fullfy ~lllSllbiie h the oblligaritlllimS; sem<ri'm caumldl 1£iiinmcti({))m 
~00 by ills S11l110Cmnmicto~. fudanafung oonnng Stlilbijm 00 my reme«llll~ oollllltained m 
tJlnis Agreeiimiemit,; ro the same extent as ifS1lllch olbligatliam1s, sem~ md :flininctiom were 

· · ~mnoo b · MCO : : ·: · lo . ud fuir the· of dnns. &~mem sureh \TIJld: · Jil"'!-'11l'"" ~ . . eDlP JOO~ . . ... ]pl~ . . ""6'1"""" . . .. 
WiIDl oo ()lreemoo ]peifumioo by the M:Cdt DHHs :s:esmr<es the irigb.tro ~the · · · 
re]lJl.ft¥emeiintof my S1U1bconfuiet«llr fuoo.d by DHHS to be mnaB.cceptRlble @r mnable ro 
. med tine reqwiiremootS of this Agreemoot; and to object to the selection or me ofa · 

.•. subcontractor. . . . . . 

· · 5d2. The MCO sbail provide written policies for all employees and sukollittractors 
descnlbiin in detail the False Claims Act and other Federal and State laws desctI"beci ... g . .... . .... . .... . .... 
m sectio11·I902(a)(68) of the SSA mdudiiig informatfon about rights of emplO)reeS to· 
be pn>te<;taj as whistlebl<>w'~rs. 

5.L3. the l\fCO 1egardles$ ofits written agreements \Vith any snbcontractors maintains 
ultimate responsibility for complying with this Agr~ent. 

5.1.4. the MCO shall infotID. all snbcontractol"S atthe time of entering into an agreeID.efit 
With the MCO about the grievance and appeal system as described in 4:2 CFR 
438.10( :\_ . . g, .. 

. . . . 

5. i .5~ • flie MCO shallh~ve a written agreement between the MCO and each subcontrac~or 
in wbidi the subcontractor: . I · I 

5.1.5. i ,Agrees to comply with ail applicable M~dlcal.d laws, regulations, · 
. includiiigapplicable subregi.tfatory guidance and MCOcontract 
proVIs10ns; 

5.L52:Agrees to hold hanriless DHHS and its employees, and all memb~rs 
.. SerVed Under the tenns of this Agreement in the everit of non"'.paym.ent by 

theMCO; 

5.153.Agrees to indemnify arid hold hamiless DiiHS and its employees 
against all injuries, deaths, ,losses, damages, claims, suits;. lii:ibilities, 
jiidgments, costs and expenses which in~y in any manlier accrue .against 
DHHS or its employees through intentional misconduct, negligence, or.· . 
• omissiOn ofthe subc:onttactor, Its agent~~ officers, employees ()r · · 

· contractors;[ · 

5. l .5A. Agrees that the State; CMS, ~he HHS hispector General,. or their 
designees shali have the right to audit, evaiuate, and inspect any premises, 
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J]illht~all &ciilliittiir5,, lbxooib,, ire«:@lIM,, mllll1nralcits,. «:<OlllllllpWitrelr <r»ll" @ttllne!f eil~mriia: 
~ rmlf ttllnte sunk@nilloralti:ftcmlf,. @If @:ff ttllne sunoc<ililllllOr.octtcm!f"s ic@11llfi:lraci:ftcmlf,. ttllnaittr 
·~ ro •:r ~ @f ttllne MCO ~ge.rll CiJ!!re actiiritiires; 

5. ~55. ~ 1l1lMJitr iitr gim lire ilill!llldliitterll :ff@Jr ine!lll ~ lfirom tlhte :llIDmanl! mine @ff 1illne 
t@llll1tracit jp)Biioo (Q)[ :lfiroimil ttllne mine «ll:ff illllllly oollliltpiletoo aunilitt,. wbiichevlfllf ns lla1tar; 
n«ll 

~-15.6. Agifees dnmtr 1ilhte Si!IDlfu,. CMS,. «»r the HHS ImpecttoJr Genie:rall ccmn 
condll!ld u wrrllnt :ili1I: •y time if the State,. CMS,. or the HHS Inspocror 
Genem rrlleinelrmiimes ttllnatr there is a reasmllabfo possibility of fuiurnd oir simii~aJr 
risk [42 CfR 43S230J . 

5.L4 The MCO shall notify DHHS m writing within IO business days ifa subcontractor 
is cited for correetive action by any federaR. or srate regulatory authority. 

5.2. Notice and Approval 

5.2.L The MCO shall submit all suibcontractoragreements 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 m ~bcontractors 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. I Approval by DHHS of a subcontractor agreement does ntjt relieve the MCO from any 
obligation or responsibility regatding the subcontractor and does not imply any 
.. . 

obligation by DHHS regarding the subcontractor or subcontractor agreement 

5.2-4. DHHS Il1ay grant a written exception to the notice requirements of 5.2.l 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 subco.ntractor. 

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 

I 
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5i3JL · 1100 MCO smilllL ovreirSee n«ll lhe lloolliill ~1DilillllllR1b>lLe :ffuir my :ffomincltii(()lirn(s) ammrdl 
. . mnlbiilittiiies 1!llDEir Rt .llllell . . . . . ... 1nn> m Sllllk@milllriHlctM mm al!IOOO>irdlmite mtth 42 CFR ~--···· -~- y . ······ ...... . 
4i3~23® ll!IlIMll. SMM 2@~71 Ai~ ifimdlillrdlfilmg:: 

. 5i3JUL The JMCO smnn have a writtrem rilt~~tr .llre1tweellll the MCO amid tlhte . 
S1llllb¢ioimract())r tmit specllffires ilie Mriviitrlles «HHii«Jl trespoJIBSB.Tuilities de~egamrll to the 
swifuitontractor md its triruinsiltii(Oll!D. ]plilm m the ~ntr of too.nimitioim: amid provisimns 
fur revolillitg delegation or ~ otlhteJr sw.ctim1iS if the SUJJoconmil:cIDi""s · . 
pm(onrumce is iiruulleqlillate 4llS alletemimoo lbiy file M:Co. or NH ]!)HHS_ .. fu 5uch 
Written agreement,, th.e su1ilh>cm11tracto:r shall ~ agree to perfo)lril the delegated 
activity and related reportmg responsibilities as :Specified in tlbte su1bcontracto:r 
agreement and the applicable responsibilities in this Agreement_ 

53.1-2. AU subcontracts related to any aspect of the MCO Managed Care activities . 
shall fullfillthe applicable requirements of 42 CFR Prut 438 for those · · 
responsibilities delegated to the subcontractor~ . 

. 53)3, The MCO sh~ill ev3luate the progpective subcontraetor's ability to perfo;nn the 
activities fo be delegated: 

5,3JA . The MCQ sball nionitorthe su.bGontractor's perf<>IImtnce on an ongoing basis 
consistent with industry standards and State and Federal laws and regulations. 

53.15. The MCO shall audit the 5ubcontractor's care systems at least annually and 
wbeii there is a stibstantlal change iJi the scope Of telD}S of the subcontract 
agreement; 

53. l .6. The :Meo shall identify deficiencies or areas for improvemendifany, with 
respect to which the MCO anci the subcontractor shall take corrective action: 

53.1.7. 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. . . . . 

53.1.8. Ifthe MCO identifies deficiencies or areas for improvement are identified, the 
Ivlco shall notify I>Hlis and t*e corrective action within seven CJ) calendar 
days ofidentification. The MCO shaUp~ovide Diti:ISwith a copy of the 
Corrective Action Plan; which is subjectto DHHS approval, 

. . 
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5.4. Transition Plan 

5-4U. l1im itllne evmtr @f lllllliBI1trfnimill cclhimge, lbreaich <Ollf tell:lmimrion @fa S11JJOC@llD1tlrnncitr£Dir ~e!liltr 
llretrweam itlln(f MCO aiumrl! Oil $1Illkol11l1Dract«Jlir, the MCO's nl!llttiice it@ jo}JFJilBfS sllMallll mmdllll«lle a 
1tlr.msii1tii@l11l n:»bnn foJr JD)H!HIS" s :review m<dl approwl 
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.. 6. . Staffing 
6;1. Key Personnel 

~-UL The MCO ~<eommitlk:ey~eltritd!ne N~ ~Cae ~at 
program «>ID! a fullll-rime lhiansns, JP.osnttii«»m ccomii<dl~ t«» 1hxe key persomnmel~ llisred 
· lbiei({J)W, along wiiili my SJPiOCificc ~emills fuir ~ ]pmiticIJ[ 

·ita_1_1_ lExecmive Director. Jfuallivi«lll!ilaK lnmS deair atndno -. . over the eral .. .. ... .. ... .. nty geHJI ..... 
a~tion ud «llay.;.t~y lbimiun.eiss acthritires of this Agreement. . . . . .... . . . . . . ..... . 

Fimm.ce Officer: JI:mfuridllllru js; lreSJi:IDmB.bie for a.ccoooting and fimm.ce 
()peniiriom, mdlllldmg an allllmt activities_ . . . 

6.Li3~ Medical DiJrectot: JPh:ysician lic~ed by the NH B()ar~ of Medicine shcill • 
oversee and ooiespomjble fonill dimcal activities, including bllllt not liiriited . 
to, the proper provision of covered setvites to members, developing clinical 
practice standards and clinical policies arid procedures. The Medical Dll"ector . 
shall have ~ minimum of fiv:e (5) ye~ of expenence 01 govemmen* progrcnns 
(e.g~ Medicaid, Medicare, and Public Health). The Medical Director shall 

6.1.l.4_ 

6.LLs_ 

6.LL6. 

. . have oversight of all utiliZation revieW techiiiques and methods and their 
administratio~ and implementation_ 

The MCO will also have a physician available to the New Hampshire Care 
·Management program With experie11ce in the diagnosis ~d treatment of SUD-

. . . . 

Q .. ii~li. ty hnprovemen.t D ... ir. · ector: ID.dividua.l is t. esponsible fo. ·r ·.: ~ll. Qliality 
Assessment and J>erforinance Improvement (QAPI) program activities. This 
person shall be a licensed clilliclan with relevant experience in quality . . . 
management for physical and/or behavioral healthcare~ 

Coordinators for the following five ( 5) functional are;:is shall be responsible 
for overseeing care coordination activities for MCO I'llelilbers with complex 
medical, behavioral health, developmental disability and longtenn care needs~ 
'fbey shall also serv¢ as liaisons to DHIIS $t~ff for their n~spectiye functional. 
areas: 

6.1. L6X Special Need15 Coordinator: lndividiial shall have a minimum of a 
Master's Degree from a recognized toilege or university With major 
studyinSocial Work, Psychology, Education; Public Health or a· 
related field_ The individual shall hav~ a minimum of eight (S) years 
demonstrated experience both in the provision of direct c;ire services 
as well ~SJ~r?gres~ively in~reasing levels ofm~nagement . . I 
tespoiis1b1ht1es with a particular focus on special need~ populat10iis. 
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<Ui_ :U. _ :U.J6i.2L &Jlnairri(l}Jira] lB[eillil!Jtlln Coo~JC .llimrd!Ilrirdhmanll sWJI..~ an DmliimiiimnllDD. @:ff 3!l 

~'s Degmee ifiooimm a IDf«:«})gnniizm «:@Illlegre @Jr1lllllllli~ M1tiin ~@Jr 
sttnnlllly mm SMW W@~ Psyidln@li@gy7 JE<dll!Ilcall1tii@llll,, hll»Ilii«: lB[ffrd!llltrlln ({))J[ 3!l 

meh1terll ffiiellalL 111ne :llimmviicdlwm sW M.ve a mrnmmiimnnmmm @:ff reiigllntt «~) ~ 
<dlemm@nnSflmmtrOO e~riennroo bioi1tlln m 1tllne JPIIDTisn«min @:if «lliimcit «:R se1rw]Joos 
;ms wcellll a!lS progressivelly m~g levells @:ff lillilil!llllilgaD00.11: 

~iDSiilhiilitires~ mili a ]pl<ilrticill!bir foros @nn cdliirect rcimire mcdl 
im~ve ~IDlSlilbiilities witlnim comJiJ!Jlunmii1iy mmtmill heimlltrlln 
$(f[VJ[i00$. 

6.LU'iJ_ Deveiopmellital lDisabili.tiies Cooroiooto:ir: The iinnal!Mirlltiilal sWll nve a 
lllilliWmum @fa Master's Degree from a reco~oo collllege or wiiveISity 
witth major shJjdy m Sor:ial Work, lPs,Ycbology~ lEdill!citttioiin,. Pllilhlliic 
Htealili or a related :field. The individual shall have a miirnlmum of eiigbt 
(S)years demomtra.ted experience lboili in the pmvisiion of diirect care 
sienrices as well as ptogressivel!y increasmg levels of management 
responsibilities,: With a particular focus on direct care and 
administrative responsibilities related to serviices pirmiidoo for 
developmentally disabled individuals. 

6.Ll.6:.4. Substance Use Disorder Coordinator: The :i.ndividualwilll have a 
minimum of a Master's Degree ma SUD rela~ed field and have a 
minimum of eight (8) years of demonstrated experience both :i.n the 
provision of direct care services at progressively incn~asmg levels of 
management responsibilities, with a particµlar focus on direct care and 
administrative responsibilities related to substance use disorders. 

6.1.1.6.5. Long Te~- Services
1

and Supports Coo~dinator:_ The indiVidual will 
have a mmnnum of a Master s Degree m a Social Work, Psychology, 
Education, Public Health or a L TSS related field and have a minimum 
of eight (8) years of demonstrated expenence 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 
mahitenance of the MCO; s provider iietwotk. 

6.1.1.8. Member Services Manager: Individual is responsible for provision of all MCO 
memb~r-services activities. The manager shall have prior experience with 
Medicaid or Medicare populations. 
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6_n_n_9_ ~(!))JID~ ~ ~it.lfnilcdlmirdlmil is ~Tu.Ile h aoJiil m.11: 
iBitttiirittiim. nDs · · • sUllll re i!lllllliiller 1tllne mirect - -m ciiif 1tllne Mum 

.... ~ ...... ~ ...... . 

~r m.cdl ~ ~ 1hnt UJMI mrlf!fllnallS aI!JPllPlroJPJmittre clfumiicimll lbxHid:~~m 
mm @JifOO!(t«» llinral1ke aRJPlPmp~e uJMr <rl!ecisi(O)J!D$ re~g Merllllailllly N~ 
Semcies nrdl N~ sem.~-

.. 6JLil~Il®- S}"S1lems D~llfMamger: fudividual is resJPl@milbilef«»ir allllll MOO ~timit 
· ~~ . . rtin thlsA . ment mdiiJidfilair lbiut illioifuimntoo to, oo;,.h,;,,;,.~ ~Jl'"".~ ~ g . . gree . . .bo> . . . . . . ~ ..... ~..l' . •rd! mtegrify of ~tio~ con1tim.11ity flow iof :records wiUb :ooos· 

mmfommtlloim ~ md pro\rldfilg necessary and tiinieiy reptl)ITTts ID DimtS. 

6.l. ! .:U. l_ (;Jlaims/lEnooll!Ilteir Manager: fudividual is re.sJl:IDmible for and is qualified by 
trmimiing md experience to oveISee claims and mcoun.ter. Slinbmirtal and. . 
processin~ wJln.ere applicable, and to ensure the acctiracy, timeliness, aiild ·. · · 

· · co.mpleforiess of pmciessmg jpaynient and :reportirig_ 

6.Ll.12_ Grievance ~oordmato:r: IndiVi(iua.LiS responsible fo][ <)veISeemg the MCO's 
Grievance System. 

6JJ.U .. Fraud,. Waste. ~d Abuse Cooi::d~torz fudiVidual is responsible for t:rac;Jcing. 
reviewing, m()nitoring, and reducing fraud, waste, and abuse. · 

6. L l .14. Compliance Officec IridiVidual is responsible for MCO' s compliance with the 
. jproVisions of this Agreement anq au applicable state ~d federal regulati()IlS 
and statuteS. • · · · 

... 6.1.2. The MCO shall have an on.:site prdsence in New Hampshire. The followmg key 
personnel shall belocated in New Hampshire: · · · · · · · 

6.l.2.l. 

6.l.2,2; 

6. l.2.3. 

6.L2A. 

6.l.2.5. 

6.Li.6: 

6,1,2,7. 

6;1.2;8. 

Executive Director 

Medical Dire¢tor 

Quiility Improvement Director 

SpecialN~edS Coordinator . 

13ehavioral Healt11c C:iJoj:dinator 

Developnienfal Disabilities Coordinator 

Long Tefl11 Services and Supports Coordinator 
•· . I .. 

Network lVfanagement Director · 
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<iili2.li2_ Cam EllllOOrumnlneJr ~Jr 

<id2~B- Provider R®H~ttiom Mawiiger 

<i R 3_ The MCO •sfuill pm,':fiirlle 1tl!J) DHHS foJr re\riew •rll approval lkey personnel and 
qualifications Ill!)) llarer tJ!D.;m sixty (60) da}'s prior to start <0f program.. 

6.L4_ The MCO shall stafftlll.e program with ilie lk:eypeirsmm.el as specified mthis 
Agreement, or shall propose alternate sfaffing SIDibject to review and approval by 
DHHS, which approval shaii not be mneasmuably withheid. 

6.1.5. DH.HS may grant a written exception to ilie notice requirements of this Section i( m 
PlHHS 's reasonable (j~termination, the MCO !ms shown g<000 cause for a shorter 
notice period. 

6.2. General Staffing Provisions 

6.2.L The MCO shall provide sufficient staff to perform all tasks specified in this 
Agreement The MCO shall mamtain 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 l\1CO does not maintain a level of staffing 
sufff cie11t to fully perform the functions, requirements, roles, ~d duties, DHHS may 
impose liquidated damages, in accordance with Section 34. 

6.2.2. The MCO shall ensure that all staffhave appropriate training, education, experience, 
and orientation to fulfill the requirements of the positions they hold and shall verify 
and document that ithas met this requirement. This includes keeping up-to-date 
records and documentation of all individuais 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 miilimum; 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, hir9, or reassign designated key personnel. 
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<Di..2Jlli~: • llf a mmmnlbxar @f' 1th<f MCO~ s Ikey mfflf iS Jim> lire JiqJ>brredl fuir ~ ~ \Wilniille tlloo MCO 
]$ mnin«llf:!f i\.~ ttIJne MOO> sUllll fuinfr@nnitn ][))lf:lll8TS \\Wiildlnfum ·~fl!)) <qBlll~ ~~ . 
aBIIll!di $1illlbiiimlt Jlll~ ~ stliffif 1lto> ]J)l8IJHfS flmi ~ew 1BJ1111dl ll!IJ!»PmnlL whirclln 
~nil sWll JID.ot 100 ~milbfy wntt11nlbiella!L 
... . . . 

6.3. Staffing Contingency Plan 
. . . . . . . . . .... . ... 

6)j_ f . lfl!ne MCO sbalL alleliveJr to DHHS dR S~g C@mll!IDmgmcy ]pi~ :withm thirty {~@) . 
. . ciilmdar days of sigriing this Agreemeintt mtdl ai&ir my sIDilbSbmrive clMmges fu the . 
S~g C~mitmgmcy JP!laa 'Unre.lPlan sW m~fu«l!e ilJ,uirtt is l!D.Ot limit~«ho: . • . . . . ... 

·. 63~Li_ The process for replacement of~llllillel m the .evelnt ofloss ofket:pet50nnel 
or other personnel be:fore or after siglling of the Agroommt; 

• 6~:3~1"2~ Allocation of:additiorntl resomces to the Agreemmt m the event of mai>ili.tYto 
imeet any perfonrum.ce st~daid; · 

6.3. L3. Re[>lacement of key peiSonnel witli ~aff with similar q11alificafioils and . 
expenence; 

6-3.1-4. Discussion oftime frames necessary for obtaming replacements; • 

•. 63, L5~ MCO' s capal>iiities to provide; in a timely manner; replacements/ additions · 
witli comparable experience; and · · · · · · · · 

. 6_~_1;6~ The method ofbringing replacemerits/addibons up.:.fo.:.date regarding thiS 
Agre~meni. · · ·· 

I 
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7. Program Management and Planning 
7 .1. General 

1.1..l. The MCO sllnllllllll pmviiirlle <lJ. (OO)mjpJ]f(fhemwe risk-bas~ ICSl!Jlllii1liilltoo ]pJIDgmBlllllll mirpmvii<dliinng 
healldn are semioos 1t1D> mmemllrelI5 e!lllIDlllled m the New Jffium]pisllnIDre MOOiiciniiidl JP>mginmm 
mrlJ pmvn«l!e foir iml!ll ~Of mmmagilll1g SIDldll. jlJllfO~ mdll.IlWnng dmiiinm JID~g 
and 1D>pera1tiiooa.ll ~irlls~ 'The MCO sfuill establish and demrimti'are ainmiiit trrafills mif ;mIDl 
claims proressmg and :lfimmdal :reporting carried om by the MCO' s sta.1f( sysremm, oir 
designated! aiigermts. 

7.2. Representation and \Varranties 

1.2. L The MCO l'!ramilll].ts; that all Mana.goo Care developed and delivered 1Ulillder iliis 
Agreement will meet m all material respects the specifications as descri.boo ill. the 
Agreement during the Agreement Period. including any subsequellJltlY negotiatOO, 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-l) or RFA (15-DHHS~ 
CM-0 l). Technical and Cost Proposal, including any addenda, with respect to 
delivery of Managed Care. In reviewing and approving the p:rogram 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 n~presentations 
made in the MCO's RFP (#12-'DHHS-CM-l) or RFA (15-DHHS--CM-Ol), Technical 
and Cost Proposal, incbiding any addenda. 

7.3. Audit Requirements 

73.L No later than forty (40) business days after the end of the State Fiscal Year each 
fone 30, the MCO ·shall provide DHHS a "SOCl" or a "SOC2'; 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) n10nth period or the entire period since th~ previous reporting 
period. 
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. 713.l.2. Writtfteml ~rnilID lbi:w 1!llne MOQ)"s ~ a!OOllllit Wilnieltllneir: 

71.JJ:.2~1.• 11loo mremmm.ttii~ ~jpJ1tii«llllll &mtll:r JPmesellltls tthre ~ m. 
imllaittteirnanll ~; 

13.12..2~. 1111ne ooiitttrolls ~ ~lhlliftillesigllllerlit({)l achieve tllne c@mml «JilbjOCttnris 
........ sltll!ltr<ed m 1!lln;mtr «li~trn(j})llll; arrll · . . . 

· 1.J .123. Tllne c!OlIDl!lrolls opeIDlllft<ed e:fffeciiveliy dnrougdiiom the spocmed perioo fo · · 
. . .. Kllnieve tlbt@se C({))lllljpr«Jil objecti¥es. 

13.13.. ~ of the MCO's a~!!lm1toir, winicln: 

73.l.3.L Expresses an opmimn. on ilie :matteis cmieroo m management's wrifum 
assertion; and • • · · · · · · 

· · 7.3.L3.2. hndudes a description of the aumtm:" s tests of operating effectiveness 
ofcontrolls and the iesUJ!ltS of tlmse tests. . . . . 

· • 7~~-2. The MCO shall n9tify P.HHS if the~ ~e significant or ~terial chariges to the . 
Uitetnal controls ofthe MCO. H the peri~d covered by the m()st recent SSAE 16 report 
is prior to June 30, the MCO shall additionally provide a bridge letter certifying to 
that fact. · ·· ·· · · .. 

7.33 ... Th.e MCO shall re$pond to and provi~~. re~mlution of audit: inquiries and finclin.gs · • • 
relative to theMCO Managed Care activities .. 

7.3.4. DHHS, CMS, the.Office of the Inspectot General, the Comptroller Generai, and their 
designees have the right to inspect and audit any records ofthe •Meo,. or its 

I subcontrac~ors and condu~t on-~ite reviews of the l\/ICO'~ operations at the MCO's 
·expense: These on-site visits niaybe ~ounced: the MC() shall·fully cooperate· 
With DHHS' on-site reviews. This right exists for ten (IO} years from the final da.te 
ofthe contjact period or from the date ofcomplet:iO:Ii of an al1ciit, whichever IS iater. 

7.3.5. DHHS may requiie monthly plan oversight meetings to review progress on the 
MCQ'sPi:ogr;im Management Phm, review any ongoing CorreetiveA.ctio.n Piansancl 
review J\1C()compliance withrequirements and stjilidards as specified in this 
Agreement· 

73.6. The MCO !;hali tise reasonable effortsto respond to PHHS citai and written 
correspondence within one (1) ~usiness day of receipt. 

7.4. Prog.a;am Managemelit and Communications Plans 

· . • • 7.4.1. The MCO shall submit a Program Management :Plan (PMP) to DHHS for review and 
approval at ieasr si){ty (60) cale~dat d~ys prior to each Ptognun Stai:t Dat~ .. Ainiually, 
thereafter, the MCO shall submit an updated PMP to DHHS for review ana approval 
at least sixty(60) calendar clays prior to the commencement of each Agreement year. 
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71-4UlJL The IJDMIP' ~ efumoolral1te ({})lffi 1tlln.e genn.eiraill OOJmOO_!Pllts «»1!llltlliiJ iilm 1tlln.e Meo~$ 
]lllmJPY.i»sm)l aall ttllne sectll@Jm lln~gs @fJE.xllnnlh>iilJ: A; 

71AU2L The J?JMDP s1lmllll idlresm.oo JhtrQlw ttllne MCO wiillll «»~1te iiim New ~llnIDre by 
((})~g maiinagreRD.remtp~cessres sruid11 lll!S 001lllllllllDDDIDJiimii«»m, woirllrirn©w, mrrerallll 
~ms ;ms «lleltaillloo m ilie Sectll©IDl hlf4!ldmgs <mlf &Ihmlh>iit ~ rer.nllWl!lti«iilll ({))f 
peirfunwmce, mull key ope.rating premiise$ :fu:r idlelliimeriiimg effi«:iemcies md 
SilllftJis&citioiil as they relare 1to membelf m«ii ]plIDviideJr ~eBD.cres; ai!ll 

71AU.3l. The IJDM!P shall mntline the MCO integrr"areidl ©ir~1ti@rutl s1tnllct'Jllre inndlllldinng 
New lBiampSbire-based resmm:es mad i1Js SlllJPJJPJ@lrt iir({))m c<riin:pm:are, 
Sllllb:contractol-s, and workgmups or committees. 

1.4.1.4. The MCO shall submit a Commmrications lPlim t@ DHHS foir review and 
approval at least sixty ( 60) calendar days prior to the s-Cheduled start date of 
tlbie pmgram. Thereafter~ the MCO shall submit an updated Connnmrications 
lPlan 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 ieview and 
approval at least sixty (60) calendar day~ prior to each Progrillil Start Date. 
Thereafter, the MCO shall submit an updated Emergency Response JPlan 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* 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 nonnal 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 wit~ and support DHHS and the other MCOs; 
and 
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· . 7;6. Step 1 Programlmplementation Plan 

1.6JL. Sunitmmmn@llll ammd C<i»infuBn1ls of tlne Pbm 

J_6JlJL . JJ!n~ MCO sfuiill sIDilbimit a ""Step l lPrn>gral!n lfBiB]pileilllllelllltntll«»iin PJ1m" ~Stqll l 
lfmpleni~oii Pbm) to DHHS fui review an«ll iawrow no Eater tmm fo'ilrtoon 
04) ((;airi!mldat days ~rthe sigmng oftJ!ris AgimemelliftThe Step I · · 
Implementation Plan sh.:aill address, at a JIJliimim~ the following elements and 
ind.11J1de timelines and identify staff resporisilile fo:r im]plliementatioim of the 
Plan: . 

1.6.LLL Provider crederitiafuitg/contractin~; · 

1.6. L L2. Pmvi<Jlet payments; 

1.6.LL3, Member Senrices; 

7.6.Ll.4. MemberEnfolhnent; 

· 7.6.LL5 .. Phartriacy.Management; 

7~6J_l~6- Care Coordmation; 

7.6.LL7_ Utilization Management 

7 ,6_LL8_ Grievance System:; 

7.6.Ll.9. Fraud, Waste, and Abuse; 
7;6.LLIO~ Tlilid~i>mr Liability; 

T6,LLI L MCIS ; · 

7_6_LL12_ FW.~n~ial management; ari.d · 

7.6.LLI3. Provider and mel1lber communications_ 

7_6,1.2' · The Step l Program Implementation Plan shall become an addendum to this 
Agreement as Exhibit L. . . . . . . . . 

· 7~6.2, Implementation 

7.6.2T Upon approval of the Step I hripleinentationPlari, the MCO shall implement 
the plan as approve<:! covering the Step I populations and seryites identified in 
Sections 8. land 8.2 of this Agreement. 

7.6.2.2. The MCO shall successfttlly complete ail implementation activities at its own 
cost and will not be reimbursed by DHHS f6r this phase of work. 

. •· . . I .•.. 
7:6.23. The MCO must obtain prior written approval from DHHS for any changes OT 

deviations from the submitted and approved .Pian. · · 
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1.<6i2AU_ JPirogiress «llnn StrqJi Il lfnnnpi'fmreEmtrnon Piloo; 

1J62A1~2- Jiti.slslliss1ll!es mn.all mmitriigatrlllDlJID. smiitegy; . 

1_62AL3_ Mrniffiatrii«JJm 1t«JJ ili'f S1tqll R lrmjpJHemeilltatiom Pllm; 

1_62AL4_ Progress «JJnn my CIDlmoctriiv<e Actn'illn Plans; 

1Jii2_45- Program tdlelays; 1Blllllll 

1_62At-6_ UJIXIDlmRIDJg activities_ 

7Ji2_5_ Thrnm.ghout the iID.plem.entation period, the M:CO shall conduct weekly 
implemeIDlration starus meetings with DHHS at a rime and loeation to be 
decided by DHHS_ These meetings shall include representatives ofk:ey MCO 
implementation staff and relevant DHHS personnel_ 

7_6-3_ Readiness Reviews 

7.63.L DHHS intends to conduct two (2)readiness r:eviews of the MCO during the 
implementation phase prior to the Progra.m 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 DHF!S 
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 MC() shall fully cooperate with DHHS during these 
r:eadiness 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,L2. 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. 

7.6.32. DHfIS may adjust the timing, number and requirements ofRe~diness Reviews 
at its sole discretion. 
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· 71~~33~ Slln@imllall 1!llne MOO W 1t@ 1Jit111$$ ~ irar&~ rerie\\w, 1tllne MOO mmt suiillim:IliID1r ;m 

CC~nme Actn@mi. JP>llm t«illD>mis $1lJrlflfiirtiimtr 1nID ~ 1tiliie MOO> . . . ttilnre . . ······ ······· ........... ~ 
~ Jreriew Mrift.slfud OOllllllJPlillflle Dmmjpiilaimellll11taittii@llD. <IllllD. Sll:Jln~- Tinis 
CL«»lllOO'.Cttn~e Acta«Mll JPl!m snllll ·~ IDintr~ fum1r@ 1!llne @v~ JPlIDg[lmmli Steyi I . 
lrmmjpillemnielllltim!roimi Pini as a mooill.ciitiioo sunlbject 1to renew amm«ll 2lJPJll»IDVad iby • . 
lDi!B!JIJS_ DHIEIS :resimreS rlite right 1r(Q) ~ill .icillmllllmmellll1r @ff m~ mm the 
JMtto 'omm1til dfl!fi11:imtires m. &e MCCJr s mmiil!IlrieS.s "'1citiiri.1tiires are mectilloo m«Ji!«Jlir 
anpplly liq¢~ damages a5 pmvi~oo m Secitii(j))llll '.?Li- . 

7/_<63AL . Dairimg the :fust: one lruind~ and eighty ( 18@) «llm_ys fullllowmg the dfuctive 
dare of thiS Agreement oir Withiim ni.Ilety (9~) «llay5 ]plrioi fo dn.e Program Start· 
Date, .whiclh.e\ter comes later, JDiHRS may Wve tentative: appmvfil ofthe 
MCO's required policie$ and procedures. 

1Jii35~ DHIEIS may ati.ts discretion suspend application ofthe remedies specified m 
Section 34~ except foir those ireqwred umuJler 42 CJFR 100 and Section l903(m) 

· . ()r Section i 932 of the $9cial Security A~ provided that the MGO is in 
compliance wiili any Correefrye Action Plans dev~IOped during the readiriess 
petio~ unless the.1VICO fajls to meet the ~art date:ofthe NlI Medicaid Care 
Management prograin. · · 

7,6-3;6. The start date of the Medicaid Care Management prognlin shall be when at 
least two MCOs have 1lletthe readiness requiremeritS 7 .6.3. L . . . 

7.7. Step 2 Program Implementation Plans 

7;7.L implementation ofStep2 will take place as follows: . 
·· ... • ... · .. I . . . . •.. 

7~7~1J. Phase L Mandatory Enrollment population5 :iildicated jn Sectioii 8;1-'-'-
Program ~tart Date February L 20i6. · · ·· · 

7J~. · NHIIPP Program Implementation Plan 

: 7,8. L Submis~ioti and Contents ofth¢ NHHPP Implerilentation Plan . 

7.S;i_l;. The 1VICO sh~llsubmit a NHHPP Implementation Plan to DHHS fot revfow 
and approval no later-than fourteen days (14) calendar days after signing the 
related contract ainenclm.ent The Implementation Plan shall adcltess, at a . 
minimum; the following elements and include timelines and identify staff 
responsible for the implemenfatiori of the Pla,us: 

7 .8 .1.1.1. Provic1et. credentialing/fonttacting for SUD and chiropractic ptcrvidets; 

···1,8.l.l.2, Provider agreements and or amendments for ser\ricesprovidedto · 
NHHPP members~ 
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J _$_ Lli 3_ ~g 1NllBil8DP'JPl prowiirdkeirS aa:coodlillmg 1to 1t11ne mmetrllnKMll@ll«»gy presanlb>.W lbiy 
]J))JElllEH.S SecitiicOillit '.ln2U@-4; 

1.S.li.liAL Smdfffiici.(fjllljt ]pJIDwilai!rer «::!llJPlll!t«:ntty 1tcii seirve NJBimp>JF p@Jpn111llall1tii@im wiittlln@1LJl1t 
oomm11mlmiimffismmg ~ss; mlf Srep 1 m(fllllllooJIS; 

1JtLli5. lFlrOOllllctll@lffi «JJ:lf mtiew Me~ mmnllilllmuks Olf Ul!JPlWattes 1t«ll re:ffilec1t 1t11ne 
aJlii:ffJITerem«:es folf 1t11ne NJBrJHilll>lF plm memhfils; 

1 Jt L li_(Q;_ Jimmpllem.reilllratrn({)Jilll o:lf a JPlrocess by whldh to redllllice iml.aJPlPIDJpnria1te 
emrn.re~«:y room iliifrillizatiollil; 

7.S.LLJ. Jlinmpllem~om1 @f Xllew m.embfil" co-payments and icost sllnariJmg ~ 
ireqfiliirerll mm Th.1{ooiicaid Cdllfe Management; and 

7 Jt l" li .8. Call cen1ter traming for NHHPJP related mqlllliries. 

7 .8.2_ NHHPP Implemenratioo. 

7.8.2.l. The MCO shall successfully complete all ilnplementation activities at its own 
cost and will not be ueimbmsed 1by DHHS for this phase of work. 

7.8.2.2. Tinoughout the implementation period, the MCO shall submit weekly status 
reports to DHH$ that address: 

7.8-2-2. L Progress on NHHPP IID.plementation Plan; 

7.8.2-2.2. Risks/Issues and mitigation strategy; 

7.8.2-2-3. Modifications to the NHHPP hnplementation Plan; 

7.8.2.2_4_ Progress on any Corrective Actio1i1 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 an.d 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 
. s:t .. Covered Popufations Matrix · 

The Meo s;Qllll JPlmva<ille ~ .caire semces oo ~1ll!llanttiiinilffi giro1lllJPlS d~re«ll.b:r DHHS t({)) 
llre ellign"bile fuir Rmiruiged .(C;mre_ The jp>Ili!mnoo pllnanse-m (!)):ff~@lffi gIDllllpS ·is: allepicted m 

· . ilie ~ llreili»w_ 

OANANBfAPIDIMEAD/TANf!Poverty Level" Non-
~a.sn . . . . . . . . .. 

foster Care •""_With Membe,r Opt QUt 
. . . 

· l'f o~er Care - Mandatory Erirollmoo.t ('Y/Cl\1S waiver) 

. f[C-CSD (Katie Beckett) - With Membei: Opt Out 

HC-CSD (Katie Beekett) -: Mandatory Enrollment 

Childien Willi 5pecial health care :rieeds (enrolled in Special 
M~d'.lcal Service~ I Partfiers in Health) "Mandatory 

·X 

x 

x 

x 

x 

EfiloUmeilt.. · · · · · x . 

. Chiidren with Supple1Ilental Se~urity Jn.come (SSI) -
Mandatory Emollment · · . . · · X . 

M-CHIP · X 

TPi (non-:Medicare) except iilembers With VA he11efits :X 

Auto eligible and assigned newborns · X 

Breast ancl Cervical Cancer Pi:ogram (BCCP) X 

I ... . . .. ..... . . . .. ' . .. . . . . ._... . .. 
Per 42 USC§ l396u-?(a)(2)(A)Non~dual members und~ age 19 rece1vmg SSI, or Witli special healthcare need$, or 
who receive adoption assistance or are in out of home pl~cements, have member optout. 
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. .. 
'. . 

.. 
. M<eiEllllbms SlrejP Jl S~l 

JPregtmmi Wil»mmm x . . . . - . . 

Nafurie Am.mccims mrrll Nil!ltrWe ~llranns w/ mrn.emlber cp1!: it»llll1!:2 x 

Native Americans md Native Alla5burns - M.rrllatozy 
E1Hrollment (w/CMS wmver)} x 

MeiJ.icare Duals - Wiili Member Ojptr Oil!t x 

Medicare Dmtls - Mmitdatcry .funrolnment (w/CMS waiver) x 

Meillbers with VA Benefits 

NHHPP Enrollees 

!Medically Frail 

Family Planning Only Benefit 

llnitial part month and retroactive/PE eligibility segments 
(excluding auto eligible newborns) 

~pend-down I 

QMB/SLMB Only (no Medicaid) 

!Health Insurance Premium Payment Program (HIPP) 

8.2. Covered Services Matrix Overview 

· . 
. . 

. .. lfui<ciliHOOI~ 
NlllllllllPJP 

lFIFS . 

x 

x 

x 

x 

x 

x 

x 

x 

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, reflectiiig 
the planned phase-in. 

2 Per 42 USC §139Ju-2(a)(2)(c); however, NH has no recognized tribes. 
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~ s-n_ 

-.- .. 
.; .. ; _;j. &N~llllll lIGdk:F:m~ x 

hroi;aittilcmtt H Il1taBll · . . . «»SIP' x 

QUnip;aittilmJt Hmpii1Iall:i· :x 

ifupatiem ii»~hlatri«: lF;ncili.ty smtices Under x 
k\ .. 2 4 ge-i .. < .. • .. 

~hysiciam Semcies x 

k\dvanced Pradice )R · - ~TINmse x 

~mal Health Clinic & 1FQHC x 

Prestnl>ed·D~ims5 · · x 

Community Mental Health Services x 

P5ychology _,__ x 

1\.iii.bulatocy Surgical. Cebiter .. x 

Laboratory (Pathology). x 

x.:.Rav Services · · x 

Family PiaJlning Services x 

Medical Services Cliriic (mostly methadone 1 x 
clinic 

. ~ .... . 

Ph~ical TheraiJy6 
.. x 

Occupational Therapy1
· x 

-· 

· 
3 lliciuding fa~ility and ancillary services for dental procedures 

4 Under age 22 • ifindividual admitted prior to age 21 

5 Except as indicated in Section 14.1.15 

Nllll StreiP>l •h<cU 
m>f p~n_ If.IFS 

x Lt 

x x ... 

x x 

x x 

x x 

x x 

x x 
I x x 
I 

x x 
·1·· 

x x 

x x 

x x ... 

X. x 

x x 

x x 

x x 

x x 

6 cbmbined PT; OT, ST 20 visit li:illit i11 the CMS-approved State Plan is bquivalent to ~ombined 20 hours . 
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Sftrt.Jll> ft 
Nllll Stt~l I ·JE:xreU 

~N'§ lEIJP.f Fllii~JL lFlFS 

S~TheirnHJlll1' 2t x 2t 

Alllllll!Il@ll@gy Semrces x x ... x 

JP~ Seinrirces x x x 

lBI({]):m.e H<eah:Tui Semces x x x 

EPSDT Serrices9 x x x 

x JEil>S])T x 
Private Dilllty NIDJISmg .. lll>nnllV. 

x fil>S])T x I 
Adult Meaitall Day Care ' I lll>nnllv 

! 

x EPSDT x 
' Personal Care Services . onlv 

Hosvice x x x 
I 

Optometric Services Eyeglasses x x x 

Furnished Medical Supplies & Durable x x x 
Medical Equipment 

Non-Emergent Medical Transportation 10 x x x 

Ambulance Service x x x I 
I I 

Wheelchair Van x x x 

x EPSDT x 
fudependent Care Management onlv 

7 Combined PT, OT, ST 20 visit limit in the CMScapproved State Plan is equivalent to combined 20 hours 

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

9 EPSDT includes Applied Behavioral Analysis Services. 

10 Also includes mileage reimburse~ent for medically necessary travel 
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S~Jl 
Nllll S\tqi) ~ hd.# 

~ JIU>Jll>. Jf>~Jl 1FJFS. 

IEliome v~:smncoos x 1111 x 

~«:qnnillrOO JBJraiilnn JIJ)nsmnraJJ<ar Wmveit Sm-Roos . 

Daveloioommmtlllllllly Dmlli>lled Wmver·Seirvioos 

Choices· roir linnidl~dlemce·waiver •services 

hli Home S~rls W.miver Sreroc~~ 
Skilled Nllrimg Facility 

Skilled Nursing Facility Atypical Care I 
I 

hmari~t Hospital Swing Beds, S:Nf .. I 
mterinediate Care Fadlify Nursing Home:· 

.... 

Intermediate Care Facility Atypical Care 

Invatient Hospital Swing Beds, ICF 

GlencliffHome 

D¢velopmentai Services Early SupportS and·: 
Services 

Home Based Therapy- DCy'f. 

Child Health SuiJoort Service - DCYF . I 

!Intensive Henrie and Community Services -
OCYF 

!Placement Services ~ DCYF 

!Private Non:...MedicalinstitutiOnal For 
Children - DCYF · 

Crisis JnterVeiition - DCYF 

S\tbstance use diso.r:de:r services as per Jie.:.W x x x 

I 11 Provided Within the SUD benefit 

I 
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SkJlllJl 
NlHl Stiejli> 2 ·E~tdU 

S:eml'.ll'.$ JEHJ>J]i> JF!hasre l1 lF'1FS 
~Il3 

Cmroprarr:ltiic semces «NmWlP' JPXlllJPlruillmmii«»llll x 
~milly) 

mtemnm<erlliare Care ]facility flDlii- llimmwnrdlmk 
mtlht furelledtmd Disabilities flICJF/IDIJD)) ~2 . 

·Medicaid to Schools Services x 
. . . B 

Dental Benefit Semces x 
l 

Behavioral Health Crisis TreatmeBllt Cefilttei" i x x x 

Services provided in an IMD pursuant to an 
approved wmver14 x x x I 

8.3. Covered Services Additional Provisions 

8.3.L 

I 
8.3.2. 

While the MCO may provide a higher level of serVice and cover additional services 
than required by DHHS, the MCO shhll, at a minimum, cover the semces identified 
at least up to the limits described in N.H. Code ofAdminiStrative 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 438.2 lO(a)(l) and (2)]. Changes to the 
Medicaid State Plan, state statutes and rules shall be done in accordance with Federal 
and state requirements. 

Pursuant to 42 CFR 438.3, the MCO shall provide enrollees with services or settings 
that are in lieu ofservices 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 

12 e.g. Cedarcrest 

13 except facility and ancillary services for dental procedures 

14 The Department anticipates that the Substance Use Disorder Treatment and Recovery Access Sectibn l l 15(a) 
Research and Demonstration Waiver will be appi·oved by July of2018. 
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· 8.3~ 4.L tC<>-P<B.}'ID.erits for .drug prescriptions of up to $1 for generic dirugs ;md $2 fuit 
lbrands and compoood drugs for Step l members wifu annual mcomes higher 
. than.100% of the FPL, and for Step 2 membeis with amimial mcomes.bigher. 
than l OOo/!li of the FPL consistent W}th the beneficiary mid service exemptions 
as follllld m fedeial re~latioru; and the approved Medicaid State Plan; and. 

83A2~ C~payirieiltS for drugs prescripri<)ns of up to $1 fofgeneric drugs and $4 for 
brands and compoUlld drugs for NHHPP membeIB·with annual incomes higher 
thail l 00% of the FPL. . · 

835. · E.:ffective 3/1/2016; tile MCO Shall require point-of-service copayment for services 
for members deemed by DHHS to not be exempt from cosf-sharing and have incomes 
above 100 percent of the federal poverty level as follows: · · · · 

83;6. For Medicaid recipie11ts subject to copaynients: 

83.6.L A copay of $LOOlwili be required for each preferred prescription drug and 
each refiif ofa preferred prescription drug. · · · · · · · 

83.6.2. A. C()pay of $2.00 will be required for each non-preferred prescfiption drug 
arid each refill ofa non.preferred prescription drug, uwess 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 
¢op~y for the non-preferred drug will b¢ $LOO. · 

8.3:6:3: A copay of$LOO will be requited for a prescription drug that is not identified 
as either a preferred or nonpreferred prescription drug. 

8.3:6:4:· Copays are nottequired for family planning products or for Clozaril 
(Clozapine) prescriptions, All Cost sharing shall be applied consistent with 
beneficiary and service exemptions as fol.ind at 42 USC§§ 1396-9 and 13960-
i, 42 CF.R. §447.50 - 447.90, 11n1 New Harripshitt!'S Medicaid State Plan. 
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S3.1. Thme mmtrllii\\'iirl!m.lls;. nfOJ ~ 1!llne tinnii1tii@l11l @f n llimcrl!Mm. mm 42 ClFR 43$.D. 4'«1lll))~ amre 
ex<e!lllDJI»lt :ffirom. my ]pJrelilllliimm m ~~g IDm.dmirl!mg r.cop~rymootts. 

S.3.S. The MCO ~y,. mtr1ln JD>lmS al!JP'J!ilID~ reqiWre CO-p43.}'lllllteimtr folf semroos 1!:BMiitr di@ JJD.fOJ1t 
exrcooirl! cllJIIIlreHillt Metrlliircmtiid cm-pa:ym<eiintr :imnmmmtts establishoo !by DHHS. 

83.9. The MCO slMill mtr1ln. no cdlilsru]pltrii@llll m service delivery to members orpronirllers 
trallllsitiollll these semroos mro ID;JliJJD;llgOO care from fee-for-semce (FJFS). 

8.3.llO. Ali semces sfuill be provided mm accmdmce with 42 CJFR 438.210. 

8.3. l l. The MCO shall adopt Written policie!S mii.d procedures to verify that services are 
acruallypronded [42 CFR45$.l(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 smgery. 

8.4. Emergency Services 

8.4. L 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 funiishes the services has 
an agreement\v:ith the MCO [§1932(b)(2) of the SSA; 42 CFR 438.il4(c)(l)(i); 
SMD letter 2/20/98]. 

8j4.2. If the provider that furnishes the emergency servicesi 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.l 14(c)(l)(i); SMD letter 2/20/98. 

8.4.3. In accordance with the Deficit Recovery Act of2005, 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 l1nder 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.l 14(a) of the 
definition of emergency medical condition [§1932(b)(2) of the SSA; 42 CFR 
438.l 14(c)(l)(ii)(A); SMD letter 2/20/98]. · 

I 

Page 55 



New Hampshire Medicaid Care Management Contract -· SFY2019 

Exhibit A- Amendment #14 

18.4~6. The MQO sllnaillJl oott fuimiit~ ~~am emeqgel!D.cy moon«:aiill rc(l})llllrdllltm<Qll!D.m1tllne· . 

lbasis (l})f ~ iii>:f ~mes (j})lf ~(j})llllllS [42 CFR43·s~n4(«ll)(! )ti)]. . 

S.4.1" . 'fhe MCO sbaIDl 1lll@t reffiuise t(j}) cmrer «mergenicy services based .cim tlbte rem~nn.ey ~m 
provader. hoSJll'imll oi :fufcaR agemt J1D.ot notifying the m~befs primarryc~ pmvncdlci, 
MCO, Olf DJHHS of the m~t's S«:remimtg and tiea.tl!nemt within teliJl ( :i ()) caliem1dil1llf 
days of pJresentmtiolli folf emeqgency seri7ices [ 42 CJFR 438-114( d)( l )iii)]-

• · 8-4.8. The MCO may not hold a Iliembm- who has amt emergemcy mecdlicai colllicllition liable 
for payilleint of SaJibseq1memit screening amd treatment neooecdl to diagnose the specific 
c{)riditiom or stabiliz~ tb.e patient [42CFR438.l14(d)(2)l 

S-4.9. The attending emergency physfofun, or the provider acrually treating the member, is 
responsible for detennmmg when the·member iis sufficiently stabiliied for transfer :or 
di~charge, and that dt!terminatiion is binding on the entities• id~ntified in 42 CFR • 
438. li 4(b) as responsible for coverage and payment [ 42 CFR 438.i 14(d)(3)J 

8.5. Post:-'Stabilization Services 

8.5.L Post-~tabj@ation care servic¢s shall be covered and paid for in accord~ce with 
provisions set forth at 42 · CFR 422.113( c ) .. The MCO sha11 be finandaily responsible 
for post-stabilization services obtained within or outside the l\1CO 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] I · 

. . . . . 

The MCO shall be financially responsible for post-stabilization care services obtained 
within o~ outside the l\1Co th:at are not pre-apptov¢d by a MCO ptotjdet or other . 
MCO representative, but adinillistere~ to maintain the member's stabilized condition 
within one (1) hoµr of a request to the MCO for pre-approval of further post
st~bilization care ser\rices. [42 CFR 438.ll4(e);42 CFR 422.l 13(c)(2)(ii) and (iii); 
SMD letter8/5/98.] 

8.5.3: . The MCO shall be financially responsible for post-stabilizatimi care services obtained 
within or outside the MCO that ate 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.~3:2: nle MCO caiinot be contacted; or 
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)ll;_ji.J.J. 'Thie MCO 1rejplineseilil1llmttiive am.«ll 1tllnie ~g ]pl1ln~ir:iin <J:'!Hl!Jlllin«»tr ire:llldln. m illl~renntr 
«:@llll<Ceillllffinng trllne mm.rellllli.llreir"s Q][lf alllIIKdl mt MCO JPJ1lnl5fiir:iin is; nn«»tr illl~lblle f«lllf 

<OOllllS11!lltMillli@lllL Inn trnm siim;mtrn(£))~ trllnre lMlCO s1lnmillll ~ trllne ~ JI»lhiy.siiciam. ilie 
@JI»llM»llitlmnniitr ~ c@nmnllt mttlln a MCO p1ln.w.siirciam. mrdl trllnre 1lmmtrnnng p1ln.w.siiciam llllllaY 
ooimltfumunre mfu are of 1lllire wiatienlt mW a MCO plln.w.siicim ·is reachoo or ollll.e @f 
ltllnre mrenia <!llf 42 CJFJR 422_B3{c))f3\) is mretr [42 ClFR 43S_l ll4l{e); 42 CFR 
422_ ll B( c ){2)(ili)J 

S_5i.4L The MCO sba!l llimit cllnatrges 1to m.embelfS foit pos1r:-sralbJiiHmili.onn care semces to m 
<l.111IllllJlM!!mrtl: )lllO greater than what the organizatimn. ~IDJilaJl dnarge tJln.e memlbJer if he/she MG 
ohmmoo 1llln.e services through the MCO_ [ 42 CFR 438- ll l 4{ e); 42 CTR 
422cH3(c)(2){iv); Sl\1D letter 8/5/98] 

S5_5i_ The MCO's firum.ciall responsibility for post-stabiliiation care services it has not pre
appmved ends when: 

855_ l _ A MCO physician with privileges at tthe treating hospital assmnes 
respon5ibility for the member's care; · 

855-2. A MCO physician assumes responsibility for the membef's care through 
tranSfer; 

85-53_ A MCO representative and the treating physician reach an agreement 
concerning the member's care; or 

8-55-4, The member is discharged_ [42 CFR438.l l4(e); 42 CFR 422.l l3(c)(3); SMD 
letter 8/5/98]I 
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9 .. Payment Reform.Plan· 
9.1. Payment Reform Plan Timeline 

. ~U.L Tllll!f. :JMICO s11naBllll. SWlThmilt wildnUn sIDmr ~ OO)<Calrmrrllar dlaJIS :lfmm llil JP>m~ S~ U!lllfu mall 
sDx1ty « <Oi®)l <cimllenn<dlair mys prior t«'» the stm of eadn. Agreemm911: Jlteamr, i.1Is .!Paymm1t 
·:Ref.ow PllD. ao ellllgage· its provider netw<0!k m health cam dell.Wecyr mllll pajm.ellllt 

.. rieffiilimB. 2ctiiviries, sIDilbje¢t to review.and approval by DHHS, These acitiTitieS may· 
mclluiii!llie~ lb>fil. are n@t mmred to, pay fur penonmiJ!llte programs~ i!moitalt[vie proVider . 
~rmlr meth@dologies~ risk sharing amiingements ad S\lllb-ciipitati.10n 
agreements. 

9.L l. L IJ>BHS shall respond to the MCO regarding the lPaymm.t Reform Plan within 
dilltY (30) calendar days of receipt 

9U.2. The MCO ~ sublliit a report to DHHS describing its petfonmmce agaimt the• · 
MCO' s healthcare delivery and Payment Reform Plan within ninety'. (90).calendar 
. days of the end of ea¢h year of the Agreement. . . . . . ... 

9_1_2_1 _ ' the ieport shall mdicate, by provider type, .the number arid percentage 
participating in eacli type of paymeuti"eforiii activities . 

. 9; i_2;i DHHS Will evaiuate the MCO; s performance and make payments to the . 
MCO, if warranted, within ninety (90) calendar days ofreceiptofthe report 
DHHS shall provide the MCO with a written explanatim1 ofDHHS's 
evaluatimiof the MCO's perfomi.~nce within thirty (30) days of the MCO~s 

· ~eqiiest. 

9.1.23; In the eve~t thatMCO disputes DIIlIS's evaluation ofMCO's performance, 
¥CO will have thirty (30) calendar days from receipt of DHHS 's written . 
explaiiation to submit a W:ritten request for .reconsideration along With a 
d~scnption of MCO' s reasons for the dispute, after which DHiiS shall meet 
with the MCO within a reasonable time frame to achieve a good faith • 
rescjltition of th.e ~isplited inatter. 
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9.2. Payment Reform Plan Content 

92JL The lPOllJIID<enn1t Refoimn JPlllill!llll $Ullll oolllllranIDm: 

9 2_ ll _ ll _ llimfunM.trioDll ri»IIll 1tlhte ammltiirciiJIM!lltoo ~cit «»llll m~b:e:r he<itllth 1mll1l:oomes of ~clln 
~c @rctivilty,; proviidleB ~oo lb>y ili.e spocmc activity, m.ntcomes 
atici]pla1le<ill ;ms :zi restuilltt of 1!11ne nm]pJllemrenll1ral!ion of a pmtess by which to iredance 
imlapptopriare em.e~cy moom 11l1Se, - wpleili.m.tation plan for each activity 
ad m implementation millesttl!llne to lbie met by the end of each year of 1the 
Agreemmt fol" each :zictivity; 

92_ L2_ A ptoces;s; to emme Eqilllal A<e«:ess to services; and 

9-2_ l .J_ A process; for eDgagmg LTSS providers :in health care delivery and payment 
reform actiVities;_ · · 

9.3. Payment Reform Plan Compliance Requirements 

93_1. the MCO's Payment Reform Plan(s) shall he in compliance with the following 
requirements: 

9-3_1.L FQHCs and RHCs will be paid at minimum the encounter rate paid byDHHS 
at the time of service_ 

9 3 .1.2. The Medicaid hospice payment rates are calculated bpsed on the annual 
hospice rates established under Medicare. These rates are authorized by 
section 1814(i)(l){ii) of the Social Security Act whic~ 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 refomi plan must comply with state and federal laws 
requiring nonpayment to a Contracted Provider for hospital-:acquired 
conditions and for provider preventable conditions. The MdO 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(in)(2)(A)(x) of the SSA; 42 CFR 
422.208 and 422.210; 41CFR438.3(i)]. 

I 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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1tiimmtelly fumfu~llllllll oo 1Illoo JPJ~)) [§1l~3«mmW2))()}0~}K)) <Di:ff 1tllne SSA; 42 CCJFR· . · 
4~2©$; 42 CTJR4222ll(Q)~ 42 <Cm 43lU6>((11n)]-. 
... . . .. . . . 

'91~3_L 71~ The MCO sW re]!Mllrt wllneflllneir Seirriccces Jmllll1I :fiiunrmIBs11ned ·by Jpih}'Siciamm/gromip ·are 
(C(Ol~ lby m ma;!Ellllfure pllmn.. N@ :ffium1tllnreJr «l!Dsll:ll~ ns ~. if tllne mOOlllltive 
JPlhnm idlioles llllOt C«J>Vei" seM.rces lffi@1I ffiunnmDs11noo lbiy :1Illoo JPl~«::Damfgroiilj[D . 
[§19~J«m){2){A)(x) of the SSA; 42 ClFR 422208 :anmall 422210; 42 CTlll 
438.6{h)]- . . . . . . . 

93.l~JJ_ The MCO shallrepi>rt the~ ({)i:f:i!na:<entrnve omraJillgelliJieimi (e.g., 
Withlitold, lbonllls, caprtati<on) [§l933(m)i2)iA)(x) of the SSA; 42 CFR 
422.208 and 422.210; 42 CFR 4383(i)J · · · · · 

9.3.LS. The l\1CO shall mep()rt th.e percent ohvjft1ili~ld oJr oonIDis (if appli~~ilb>le) 
[§1903(m)(2)(A)(x) of the SSA; 42 CJFR 422.208 ~d 422210; 42 CFll 
43K6(h)J. 

9.3.L9. 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 422.21.0~ 
42 ~FR438.6(h)]. 

93~1JQ_ If the physiician/gioup is at substanti.al firiaricial ri~ the MCO shallrepmt 
proof that tlie physician/ group has adequate stop loss <;overage, including ... 
amoriiit and type of stop-foss [§ 1903(m)(2)(A)(x)of the SSA; 42 CFR 422.208 
anrl422"2l0; 42 CFR438.6(h)], .. . .. . 

: 9~3.LIL. Primary Care reimbursemeritto foilowDHHS policy and to.comply with 42 
CFR:43$, 42 CFR 441 and 42 CFR 447 II.A,5 I 

· . 9 .3 .1.11.1. MCO sh.all pass on the foll benefit of the payllient increase to eligible 
proViders; and · 

9.3~Ll 1.2~ MCO shall adhere to the defuiitions and requirements for eligible 
providers and services as Specified in Sectionl902(a)(13)(C), as •: 
amended by the Affordable Care Act of2010 (ACA} and federal 
regulations; and . . . 

9.3.Ll 1.3. 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 P1•ogram Components 

JI.(())_ JI.~ li. Thre MOO $llnanIDl filmnpileimnootr :!ll IC((})llllllprehremD.ve <eare flllmlY of aire oo'.l»mdlim1tii@lin seirvii«:es 
1tllMmt •~ :mt a mmiinniimmlllilillll ilire fullll@w:iirn.g oo•nems: 

HU.~-2- Sllllppi»rt @flP:!llrimt-Oanl!!rered MOOical Homes and Heall.1th H((})irimes 

HtL13. N«»n-EmreiT~D.t MOO!icall Transportation 

10.L 1.4_ Welmess md lPmevention programs 

10.LL5_ Chl"onic Care Coordination programs 

10.LL6_ High Risk/ High Cost Member Management programs 

10.LL7. A Speciall Needs program 

l O. LLS. Coordination and Integration with Social Services and Community Care 

10.LL9. A Long Tenn Sernces and Supports Program 

10.2. Care Coordination: Role of the MCO 

10-2. L The MCO shall develop a strategy for coordinating all care for all members_ Care 
coordination for its members includes coortlinatiori. 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 coimi:mnity 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 cate bf their children utilizing the Substance 
Abuse and Mental Health Services Administration (SAMHSA) core elements of a 
children's services system of c~re, The MCO shall employ the SAMHSA principles 
i~ all children's behavioral health services assuring they: · I · 

10.2.2.1. Are person centered; 
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. Jl.@222. Jlimdllll«lle ~:fffmmmDll:r iiimroli~. 

11.@223_ .. Jfu.e~ 1bxellnan\\'i@lralll ~lllln seirvilrcces tha1t iBi!Tie 4i!lllldln@mdl mm~~ 

. il022AL JBmffill<dl 11ll][Wllirit 1tlfue ~ o:lf tllne member mtrll dn.e famnll~ 

. UP225. . .1lim1Legratte ~<e<eS nmiig mimltiple pmvitrlleiS mtrll «lligqJlllD~niri«»mis wcriiJilkjllmg m1tlln 
1tllne ttllill¢ amid .. · · 

10.22.11'>. . U1tilJliiie a WDJlll21I"OWlltrll model of care within the oomext of a :&mil]/' «lhrWeHll 
. mooeli of are, 

W-2~~16-1- MCO Sba1l SlJibimta Written policy to DHHS d~rnlliimtg the integrated 
mooel of care• mcb.11mng but not limited to the mvolveme1nt of each 
member and family in the development of the plan.. . . . . 

10-2-3. The MC() Will eimsme that its piroViders are proVidiflg serv:icces to childreiin, youth 
members; and their fam.ilie5 m accordance with RSA 135-F _ 

l 02.4. The MCO shall provide a wli.nen. policy to DHHS for approval that. ensures that . 
services to individuals who are homeless are to .be prioritized and made available to 
those individuals. 

~0;3. Care Coordination: Role ofthe Pr~niary Care Provid~r 

10.3.l. MCO Cooperation vvith Primary Care Provider · 

· 10.3. i. L The MCO shall implement procedures that ensure that each member has • · · 
access to an ongoing source of prirliary care appropriate tO his or her needs 
and a person or entity foimally designated as primarily responsible fot. 
coordinatillg the. healt}i C3:fe services fi.unished to the member in accordance 
with 42 CFR 438.208(b)( 1) through ( 6) .. 

. . .. 

10+L2. The MCO sfo'tUsubmit a written plan that describestlie development, 
implementation and evaluation of programs to assess arid support;. wherever 
possible, primarycate providers to act as a patient centered medical home. A. 
patient centered medical home shall indude all of the five key domains 
outlined by the Agency for llealtbcare Research and Quality (AliRQ): 

. I0.3.L2~L Comprehensive care; 

· 10.3.1.2.2. Patient:-:centered care; 

10.3J.2.3. Coordinated c;art); 

10.3 .1.2.4. Accessible services; and 

10.3;1.2.5; Quality and safety. 
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11.@3~][_3_ ll):mJIS Ire'CIIll~<esi 1tlhrantr 1tllnllMlf iis; :Bl v.aucii<etty cmlf\wa}"S mm whim ttlln<es<e <dlrmmmafilins «:m 
~ 4Mllidbress00 mm «:llinnii«:aBll JpllrallfCttii(l;<es;_ ~ ;llt~ttllllttiirm!lll iis; IlD.@t reiqillllllmrll lbiy 
DHHS tr@ «llUiliBllLiify aas :m. me«l!Ilaill lln@lllllle_ 1l1lne M(DO.l's $\UJ]l]p:nirtr ro -~ ~ 
providers iBlctiimig aas p:mttienntr remren00 me«l!Il<CBlll lln@m<es s!hiaM imid1111de, lbiutr is nn@tr 
llimitoo to; the «llevell@pmm<f!illl1r @f~ ~am.di mfunmtil!ll11D.1tlhailt 
promote coo1ndlimittii@nn @f llie ~(!;<es; tr@ ttllne memmllrer @mside of idJim proviirller' s 
primrury care piractriice_ 

10.4. Care Coordination: Role of Obstetric Providers 

ll@_4_L H: aft the time of entering trhe MCO as a. llllew mmembeir, the member is transferring from 
another MCO wiiliin the state system,, ism heir first bimesfu[ of pregnancy and iS 
rocemng, medically necessary covererll premitral care services, as deffiled mthfil tlris 
Agreement as covered services, before e:mollinent the MCO shall be responsible for 
the costs of continuation of medically necessary prenatal care services, mduding 
prenatal care, delivery,: and postpartum care. 

l 0. 4.2. If the member is receiving services from an-out-of""netvvork provider prior to 
enrollment in the MCO, the MCO shall be responsible forthe costs of continuation of 
medically necessary covered prenatal services until such rime as the MCO can 
reasonably transfer the mell1ber fro a netvvorkprovider without impt::ding service 
delivery that might be harmful to the member's health. -

I 0. 4 .3. If the member, at the time of enrollment, is receiYing 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 ot third trimester of pregnancy anci is receiving 
medically necessary covered prenatal care services at the tinie of enrollment, the 
MCO shall be responsible for providing continued access to the pre11atal care 
provider, whether an out-of-network or in netWork provider, through the postpartum 
period. 

10.4.5. Postpa1tum 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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105. Non-Emergent Transportation (NEMT) 

rn5.1~ The MOO> sfutlll 100 reqrnniirerll to arnm.ge fuir the nn«»llll-emm~ mmmnall ~iooaatiimm of 
. . iilJS imnemmlbeJrs ID emme membaIS Jreteive IDOOTI«:atlllly Dn~ selrvDJOOS IC@veiOO .Jby the 

New ~e MOOic:mid program regm«ll].ess @:ffW'.lineitllnreir 1tlhme ~~Y Ill~ 
semoos mie «:overoo by tllne MCO. The 1MICO SllMill eimSnnre 1tllwJ: a membd's hick IOlf 

·. ~u:S@m mmponrt$lboBD.. is llllot a barrier to a:ccressinng cR,. . • · · · · · · 

.. 1@52. The MCO and/or anY sanb:coritractms shall 100~00]pJerfO!Im100ckgroi1Jllllld ched~s 
.. · Ollll all llllOllll-eme£gellllt mOOiical transportation prov:idras. 

· 1053. The MCO •shall. pmvide quarterly reports to DHHS on its non-emergent mooncal. 
mmmspomltiion activities to include but not be limited to: 

· 1053_1_ · NEMJ requests deliveired. by mode oftransp{}rtation; · 

10532. NEMt request authorization approval rates by mooe of trauiiSportation;. 

10.5.3-3_ NEMT scheduled triprestilts by outcome; 
. .. 

· 10.5.3A-. NEMT services delivered by type of medical service;• 

10.5.3.5. N£MT service use by population; and 

10.5~:3.6. Number oftr@sportation reqm~sts that were deliverec.Hate and not on tini¢. · 
. . . . . . . . 

10.5.3.6J. On-time shall be defined as less than or equal to fifteen (i5) minutes 
after the appointed time; and 

· 10.5.3.6.2. Transportation requests for methadone servic~s Will be excluded from 
the calculation of fate and not.:.on::-tiriie services. 

I ()S3 :7.. Member qmc~llations of scheduled trips by reas011 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 impieinentprograms designed to address 
. childhood and adult obesity, smoking cessation, and other siriiifar type wellness and 
prevention programs in consultation with DHHS. 

! 0,6.3, The _MCO shall, at inirt!lnum, provide ~rif.ary and secondary preventive care . 
services, rated A or B; m accordance w1tn the recommendations of the U.S, · 
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Prevennfure Sernrr.:es lfa!1$1k .lF<DllN.'e, mrdl fuir <Cllnfillrdlrellll,. 1!hme prevemittiive $6Vll«:es 
Jre'(OOlllill1Ilillm«lloo by 1tllne Ammmrcm Aardlemy @:If 1Poonatriircs JBriglllllr JF1lll1ranlres JProgiraunm.. 

10.<6_4_ The MCO may SlllllIDs1tlltamtre ~nnerailllly-r(E(C<l})gmillzOO aa:epred gmrdlellmes fuir ttllne 
~mieilllils sd fuJr1tlln film li(lJ)_(fii_J, p1rmrirdloo ttllmt S.Wldll substi1ruriomt Ils <iRJP]pIDvOO fum 
adV®nce by lDHlHIS_ The MCO sMfill prroH.ride memoots with a desmptll@lill tbif prevmfore 
rcam oollllefits t<l}) JOO llllsOO lhiy the MCO m the member fumdoook md ollll the MCO' s 
website_ 

HHii-5- TI11.e MC() shall pmvide miemooJrS wi1th gellll.rerai hea!1th information and prmriide 
sen.rices to help memlbieJrS make informed irllecisions aboll!1t: 1their heal1th care needs_ The 
MCO shall encourage patioo.ts to take an active mle in shared decision making. 

10.6.6. The MCO shall also pm:ticipate in o1ther public health initiatives at 1the direction of 
DHHS. 

10.7. Member Health Education 

10. 7. l. 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 time:frames from the date of enrollment in the MCO: 

10. 7 .2. l. thirty (30) calendar days for pregnant women, children with special health 
care needs, adults with special health care needs; and 

I 10.7.2.2. ninety (90) calendar days for all other memJers, including members residing 
in a nursing facility longer than l 00 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 arid 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 
co~pleted a Health Needs Assessment in the quarter; I 
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Jl((J)JJ;.4J..l_ 1t1loo ~ «D:ff elillgnlbilie llllllmll~ n@ «:@l!lllljpJlielnfxdi irllne J8Im1Ilbt N~ 
~ramtr mm 1tllne jpliri@lf ~ nrdl. . . . . . 

. JL«it 1AL3_ 1t1loo ~ ®:ff memllrers el!ign"lbilie :fulf dlnrolllllic ame a:OO~m,, Rniglln 
~glln risk iciare c~~«Jl~ OOlin]plliex ~-coo~@l!Jl-~ tl!neMCO~s; 
~ JJD.~ program~«> OOllllllplietOO ill! H@dn N~ ~em m tlln.e ]pnrior 
Jalr- . 

l«t 71-5~ lflhie MCO ~-actively emgage mcilritOOIS in ooth wenmiess pmgiram deyelo]illmem and 
m pro.graillini ~cipation "'1Jmd sfu:ill provide additional or ill!!lremantm-e (}~ch ro . 

. . imjiciimllrers wh@ are «llifl:icinl1t 1to emgage oi who utilize the em~cy room 
-. -rel- · · ·· · 
~Jlm.4!! ... Y-

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

• • 1 OJt l _ The MCO .sllnall develop effective care coordination programs that C11SSi$t members in 
. the.llllitaDag~Jinent OfCfilOmC and! COmple~healfu COildlbODS,.3:5 well as fuose clients . 

• that demonstrate llrigh utilization of services indicating a need for more intensive •. · · 
managementsernces_ The MCO may delegate the. cliromc and complex c.are member 
management to a patient centered _medical hmne or health home pro,yid~ that all the • 

. . criteria for qua]ifyitig as a patient c¢ntere4 medical home or ~ health home .and the .. 
• cidditi<>nal condition5 of this section have been 111et These programs shall irtctiiptirate 

a "whole person" approach to ensure that the member's physical, behaVioral, 
developiiiental, and psychosocial needs are comprehensively addressed_ The MCO or · 
its delegated entity shall ensure that the tt1ember, and/or the !Ilember's caregiver~ is 
actively engaged in the develoP,ment of the care plan . 

. ·• •.. . • . ·1 . .·· . . • 1. 

· 10,8-2, The :MCb shall subiriit statiis reports to I>IIBS on MCO c~e coordmation activities 
and aI1Y 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 . . ... . . ... . . .. ... . . ... . . 

meinbers with the following or other chronic disease states who are appropriate for 
such care coordination services based on MCO's iiiethodologies, which have been 
approved byDHliS, for identifying such members: · 

10.8.3.1. Piabetes, in coordimi.tion with the forthcoril.mg federal diabetes initiative; . . . 

. Io.8:3:2. Congestive Heart Failure (CHF); 

10.8.3.3. Chr()nic Obstructive Pulmonary Disease{COPD); 

10,8;?.4. Asthma; 

Page 66 



New Hampshire Medicaid Care Management Contract - SFY2019 

Exhibit A - Amendment #14 

lill!t$3_5_ C@mmrry Airtrcary ~ q<CAID>))~ iinn m«»~@m wilth dne Miillllii@m Jflmmts. 
Omm11p.1llngmi; 

l«il_S-3_6_ O:OOSitty; 

Ht SA The MCO swill :irepurt cm dne lllllllll!llillbxer m«ll ~cf memooJIS receivmg chronic care 
rc09nllmation semces_ 

10.9. Special Needs Program 

1o_9_1_ The MCO shall create an organizatiomil st:rucrure to :function as patient navigatrn:s to~ 

10_9.LL Reduce any barrie:r.s to care encoimtered by members with special needs 

10.9.1.2. Ensure that each member with speeial 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;L3. 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 conditio~ or adverse social circumstances, including but 
not limited to: I . . 

10.9.2. L 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 ofDCYF receiving services through a 
court order; and 

10.9.2.7. A member who is homeless. 
I 
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.ll«l9AL Thie ~CQl .~ sllnarure fue nsunlJ!s (!)f iiS :irdlerifili~<mnn •«ll ~rell!llt l!J>f amy eimIDilee 
wi1tlht ~ llnemllll1bi «:me Eeerlis as irllescn""bOO m 1tllnDs socltii@nn wi1Illn tllne Snte S1ll f!lhia1t those 
aici!ivD.ttnres mu Bll01t 100 dl!.1lplia!ted. 

~ 0~95.· The MCO ~W oos1llll00 emollloo.s <l!etefuWn.oo to have ~all health ~ 1JleOOS as 
. rdlrescrn~ iD. tJnis sectiom and who need a COfilSe oftrrmtmellli Olr ~ !!:2fe 

. m@Jlii.itrorinn~ will fuiive direct accress fo a spe¢iallist as aJPlPI-<Opriate for the rem~llee' s •. 
. . coriditionn ad idmrtifioo nee<ls. . . . . 

• · · 10.9.6. Foremollees with special! health needs detemrined tliimugh:masSessinnient by. 
appropriate health care professionals to n~ a comse of treatRn;emt or regular car¢. · 
moirnitoriln.g;. tile MCO must have (l mechani5m in pla(:e to aifow emollees t(} directly 
accleSs a specialist (for example, through a standmg referral or an approved nmnber of 

.. VisitS) 35· aiJPmpri~te fot the eill-ollee 's c<}riditlon and identified needS. . . 

· i0.9.7_ The MQO sfuill report on ilie number and types of members in the special needs 
program.· 

10.10.Coordination and Integration with Social Services and Commtmity Care 

10.10, I, The MCO shall deyelop teiationships that actively link IIlelllbers With other state_, 
local, and communit}r programs that may provide or assist with related health and 
social services to niembers, including not limited to: . . . . . . . . . 

I 
10.H>.Li. Jriverule Justice and Adult Commmrify Corrections; • 

IO.l0.L2~ Locally adiniriistered social services programs indudiiig, but notlimited fo, 
Wmnen, Infants, an~ Children, Head Start j>rograms, Comnil!mty Action 
Programs, local income and i:ri.1trition assistance programs, housing, etc.; •. 

IO.I0.1.3. family Organizations, Youth Organizations, Consumer Org~zatlons, and 
Faith Based Organizations; · · · 

· · 1O~1o:1 A Public Health Agencies; 

10.IQ.15. Schools; 

10.10.l.6. Step 2 Programs and Services; 

IO.l0.L7. The comtsysteln; 

10.10.1.8. $erviceLink Resource Network; and 
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Il@ J. «U .'9J. JB[«»miinng 

Jl((JJ_Jl({))_Jl_'I]J_Jl_V~ A~@nn JB[mpiilrmlll amrdl @ttllnerprog:iranm; m«ll imgmci5 
~g ~rre llllllOOitOOir.s, vlE1!:e:ra.nns ad 1tllneil &milies. 

JI. 0.1@2. The MOO> sWll Jrejpl@lr1t @l!D. 1tllne lmllJlllllll100r @f :re:fulilIIDs for S'{)ti:an. services md c@mmimimiitty 
care pmvid~ ro menmilOOrrs by mrellllllllreir ~e-

10.11.Long Term Services ai1d Supports (LTSS) 

HU L l ..NavigatroISc The MCO shaJlll cre211te am organizatimnfil sm.ncmre to funcrimll allS 

mwigatoIS foniin.emlbreJrS mnOO<dl @fLTSS to: 

l 0.11.1. l. ]Reclhrnce my lbameIS to care mcowtered by members with foing term icm:e 
needs· · . , 

l 0.11.1 _2, Ensure that each membeT with long term care needs receives the medical 
semces oflPClPs and specialists trained and skilled in the unique needs of the 
member, mcb.udmg infoi-mation 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 L TSS through person-centered care planning 
to identify a member's needs and the appropriate services to meet those needs; 
arranging, coordinating, and providing services; facilita:tillg and advocating to 
resolve issues that impede access to needed services; and monitoring and 
reassessment of services based on changes in al member's condition. 

10.11.2.Integrated Care. The MCO shall ensure that L TSS 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. LC., 
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.Childrert with DCYF involvement; 
I . 

10.11.2.2.2.Children with special needs other than DCYF; 

Page 69 



New Hampshire Medicaid Care Management Contract - SFY20f9 

Exhibit A:. Amendm.ent #14 

rn.11225.Adllllhs With W2liivm-~ N1F @1r CMIEIC S<EIIViiOOs; .. 
ll<lU ll:.22.5.0lirlliei Aidli!Rhs mtlbi WmeiI- ~ir CJMIHC ~as; «Jlir 

. Jl@.lll-22.1.0lirller adnillts wtthNJF sernceS;; 

IOJJ23. The MCO shall reach om to membms idmtifiioo WittJhi Iollllg terrm care needs nd · tin.err PCJP to: · · · · · · · · · · · · · · · · · 

. I OJ L2.3. L Assess th<eJii and ii!llmtiify my ({)Jngomg special 
conditions of the memoor bi~ a COlll,fSe of 
treatment or regular care m(J)llllitmmg; mull . • • · 

· 10,U.2-3.2Jnfofil1 ilielll of additimnals¢ajces and suppo$ 
aVfillahle to them timr(J)ugh. the MCO; and . . . . . . 
. . . . 

lOJ 1.2.3-3.Identify ariy ongoing special conditions of the enr<)llee 
that require a course of treatment •or regular care 
nioiiitoring. 

· 10~11'2.4. For enrollees with long term care needs determined through an assessment or 
. thi<mgh regular care 11lomtoring to need serVlces, the MCO illust have a .. 
. . mechanism in place to allow enrollees to drrectly access a specialist (for 

example, through a standing referi:al or an approved number of visits) as •. 
appropriate for fhe emolh~e;s condition and identified needs; • · 

10. i L2SFor enrollees with long temi care needs deterinined through an. 
assessilleilt or regular care in<mitoring, the M<::O m.µ~t have a m~~)jan~sro 
iri. place to assist enrollees to access medically necessary services. 
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lle EPSDT 
11.l. Compliance 

JJ.JU.l. The MCO s100illll pJrmrii<dle &irliy JPerirnlic Screen:afumg Di:agimostirri lf:reatliimmt ~lE.iPSJI:»lf)) 
sm:viicoos 1t@ mwn!OOirs liress 1bmn 1J:w"eJIJ!iy-«lllllle ~20 :srem of age m compfumrre m1tlln llilllll 
req'illiremenl!s fullJIDllidl ooli!IllW. . . . . 

l LR.LL The MCO slnallll ccrnmply with sectiom l902(a)(43) mull 1935(a)(4)(B) mrll 
l 905(r) of the SSA iBlll1ld federal :rngullation5 at 42 CFR 44150 tfuit requrllre 
EPSDT smtices to mdllllde outreach and mfomling,, screenillllg, tradinng, an~ 
diagnostic and treatment services. The MCO shall comply with aU JEJPSDT 
reqillremenl!s pmsmmt to ithe New Hampshire Medicaid Rules. 

11.Ll.2. The MCO shall develop anEPSDT Plan that includes written policies and 
procedUJres 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 
mulri ... lili.gual, multi-culmral 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 mid 
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 AcadeJy of Pediatrics and the American 
Academy of Pediatric Dentists to the extent that such policy statements relate 
to the role of the prinuuy care provider in coordinating care for infants, 
children and adolescents. The MCO shall Slibmit 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 inchide a comprehensive 
history, unclothed physical examination, appropriate immunizations, lead 
screening and testmg pet 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 perfomied 
for the visit to be considered an EPSDT visit. 
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12. · Behavioral Health 
12.1. Behavioral Health - General Provisions 

t?LllJL 1I1lm ~<!iJlffi ~llit!S fu mdivid~ Whtrii Wive~ de~eidl 1tilJl ~ ellignlb>llre roir 
oollJilJJIJ1llJIJD1tt ~ Jneanll1!h sm:vi~es lOOsOOi llJJID. diagBll@$Ils, llevell «»ff ~em ammd the 
~imlis outllmoo m N~H. Code of Administrative Rllit!S.~B~M 4«JJL · 

12.12. C©minlnmummlltry ~W hehltrlh senj~~, as set forth m S~@Jin. 8.2, sWll llreJPJWVidiOOI m 
acoo~ce wiili tthe NH Medicaid State JP~ He-,-1\1426, He-M 40~ m~ all @tlln.er 
~plicalbille stare.arid federal regulations .. 

• • l2. L3. Allll cfunic• pmvidmg connnumty mental health 5emces are SIDJbjeci to the 
requfilements of He-M 426 and any other applicable state and federal re~tions. 

12~1A AU individlllals approved to provide comm.Unity mental health smvices through a· 
· · · waiver gnmtOOI by NH DHHS shall be recognized as qualified pmvideis ooder the 

l\1CO phm SIDlbject to NCQA credentialing requirements~ 

... 12.LS. Aii othe~ l>elbavioral health s¢fyices shall be proVicled to ail NH Medic(iid:.eligible 
recipients in accordance with the NH Medicaid State Plan. 

l:LL6, The MCO shall pay for all NII Medicaid State Plan Services for its members as · 
ordered ~o l?e provided by the lVieiital Health Court · 

12~1.7~ The MCO shall continue to support and ensure that culturally and linguistically . 
compete~t.c9Ill1lltinit}ifilent~~ 4~1(llfh sernces C~!fentlypro-fl~e~ forpeopl~ who are 
deaf coiitmue to be made. avadatde. These services shall be snmlar to Semces . 
cuiientlyprovided through the Deaf Services Team at Greater Nashua Mental Health 
Center_. ·· · · 

12.2. Community Mental.Health Services 

122.1 ~·The l\f CO shall ensure; through review of individual service •plans and quarterly. · 
reviews,. that community mental health services (lre delivered in the least restrictive 
conllimnity based enviroilme:ilt, based.on a person~cehtered approach~ where the . 
member and their family's personal goals and needs are considered central in the 
development of the individualized service plans. T}ie MCO shall informDHHS of. 
their fi11clings on a monthly basis. 

12,2,2. The MCO shall employ a trauma infoirned care model for community mental health 
. services, as defined by SAl\tlHSA, with a thorough assessment of an Individual's 

trauma hisfory in the initial intake evaluation and subsequent .evaluations. to. inform 
. tii¢ development of ail individualized ~er.vice plart, pursuan.t t()He-M 401, that will 
effectively address the individual's trauma history. 
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1223. ThffZ MCO s1lnmillll llllllaillkreC«»llllDlllllllllllliliify M~ ll3fremillttlln Sreinriices a~fo oo d m00111lrerrs 
n@ llnaw-e a Siew-ere llllrelllllltaill ~iilliify- JD)lHIIBfS mrc«»mgies <lilgreanmtem ooltwieeun ltline MCO 
mall CJMiiHf Cs t@ «lleveil«»JPl illl ~ii1rlln1tle<dl JPl"llpimnlr Jlllmgranm mili me mtrelllllt 1t«» eslt:!lllbiliish 
JpXat.PJillm1t moc~ 1t«» miretr 1.tllne giootlls @:If JD)lHIJBIS ro sftreillgiliemt 1t:lln.re Staire' s @n.n1ljp\13Jtiiellll11: 
tollinlnEmm1ty Bnreallttlln sern<ee ~mm mall 1tllne ~mrellllils ofthe Ommmrunmity Melllltrnllll 
Hemtin Agiioommtr. mall t«» Jfunrttllnelf JIMll}1111lffirelllltr refom.L fu the evel!D.!t tlbia!t :m.y CMHC &ills 
to sign a <e@llllir.lict wi1tlln 1tlln<ei MCO witthfum tllnDK1ty f3@) days !before the c'dmeilllt ICOl!ll!ra«:tt . 

ii!lllld date, the MCO shill. mi.<c»trifY JD)HJHS <lldf dne :fffiW11Jire to reach agreement wiili. a 
CJMIHC amid DHHS sha!tllll impl~nJI11.1ent illlctll«»ll.ll stteps to desigrnate a commllllmty m~mtal 
heaiili program to prmni<dle s!erntes m ilie <rllesii~too commumty meinlt.tl healflh - -semces region. 

12.2-3.L The JMI:CO shall sllllhlllllittril DHHS a pftan to a~iiire continuity of care foir all 
members accessmg a cotnmi1111nmty mental heah:h agency. 

12-2-4. In the event that an alternative comin11J1mty mental health program is approved arid 
designated by DHHS. a tranSition plan shall be Submitted for approval by DHHS 
induding implementation strategy and rimeframes_ State Administrative Rule lfo-M 
426, Connnuirity 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 40L 

12-2-4. l _ The MCO shall be required to continue the implementation of evidence based 
practices across the entire service delivery system. 

12.2-f-2- Behavioral Health Services shall be recovery and re~iliency 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 environinent, 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. 

14.2.4.4. 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 com1nunity 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 
gr~~ I 
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. Il22AL6_ 1I1!oo M<DO :sllnmtlffi ~Jr 1tllne IDll!ti(!) of collllMllllTlllllltjf !bi~ ro @ffi«:e ~ ~rCCfS 
:fiiaiir~11n -«»iin mm &e S1Imlre !l!lS moo m JII(f}-M 42s~ · · ...... regn ....... ~ ~ ..... . 

12.2ALJ_ llre ~llllli «»iflBiemllitlln mirl!Hmmm. Smrices «DH!firS) will issnne a Dis1r «»:ft 
cro~ «»ffioo adl ®llllllDIDliumnity b4iisoo services :mmiiialllly, lhly JPl~ cOO;dle,, • 
1tllmt. n mm m «lleJternIDn.e the xatic. outlimied m 122_4~_5_ 

122Al-JSL The MCO •sJ!naill· Sl!lll!nmt a written report ro the Departffirim.t ofHeatldit ammdl • • · 
lifumTI1aimn smi~ DlIIHS eve siX !~ months b · · · · -o of tlne ratio of .. . .. . .... ey 11."'J .. , y regt iJlll,, ..... 

ccollDlmllilllllllliitry lbiasOO s~rri~ies tl1Jl office bas~4 services_ 

1225~ The MCO sW e~ tlnait all dlillllicians.who provide cmiimmnity mental heallth • • · 
. services meet t1111e requriremenis in He-M 401 mull He-M 426 and are certified m the 

use of the New Hampsmre·version of the.Child and Adolescent Needs and Strengths· 
A.SSiessment (CANS) ~d the Adult Needs and Strengths 1\.ss¢ssment (ANSA)~ · . 

· 12.2.5_L CiiJrnitians shall be certified in the use ofth~.New Hampshire verSion of the 
CANS and the ANSA Within 120 days of iiriplementatioii by the Department 
of Health ~d .Human Services ofa web-based trairi1ng and certificati<)jji : • . 
system_ 

. • 12-25_ l_l _ The CANS and the ANSA assessment shall b~ completed by the .• 
. commurtity mental heaith program no later than the first meinbet •. 

eligibility renewal following clinician certification to utilize the CANS 
and the ANSA and upon eligibility determinatio11 fof newiy evalu.ated · 
consillners effective Jufr i~ 2015. 

12.25.1-2~ The community mental hea~th long teim care eligibility tool, specified 
· in He""M 401, aiid in effect on January 1, 2012 shall contmueto be 

utilized by a clinician uritil such time as the Oepartment of Health and 
Hmmiii Services implements web-bl'l.Sed access to the CANS and the 
ANSA, the Clinician is certified in the use ()f the CANS and the 
ANSJ\, and the member annual review date has passed. 

12.2.6. The MCO shall ensure that community mental health service providers operate in a 
filaJ1ller that enables the. State tO me~t its ol,Jligatlons under Title II of the Americans 

···With Disabilities Act? with particular attention to the "integration mandate" contained 
in 28 CFR 35,l30(d). 

i2.2.7. ThelVICO sha11 continue the implementation of New Hampslii!e;s lO~yeat Olmstead 
Plan, as updated from time to time, "Addressing the Critical Mental Health Needs of 
New Hanipshire's cliizens: A Strategy for Restoration.;, . . . . .. 

12.2f7J. The MCO shall include in its written Program Ma11~gement Plan: 
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1122.1JLL ~g mOOIID fuJr ~we C«»lil111l1Illl1l.1111llifty1f~rellD.1r 1[~ fulf imllll 
~rrs@llllS mttlln smi@m 11111l6ID.1tlmll al!DslmlbJiilliittiies.. . 

1122.1. li.2_ A nneOOs ~- <Clllpilll«:Iltty llmlll1l!l11~ arum.rd! <li!ICIOO'SS pllarum folr C@11111lllIDlmm1ty 
Rcesnrllemrl!Ilall urd! s~ lBI@llllSfilrng_ 

12-2.1. l.3_ New mall iBimn.10luttiivre :iinntrrerrvmttii@m 1tllMa1r mnJl Ml!Ilrc<e airllrniissiom md 
reammssiom to New lFlfumrnnpsBnire H«»S}Pl:iitrall ad mc:rease comm.mrity 
temrn.nre fo:r ad1Ulh:S wialhi. a severe mreillllr.lill il1.lhmes5 tmd dmdren mfu a 
:sreirio1JJ1:s remotiowtl ~!Ce. 

tZ-2Jt Th~ MCO sruill wtGrlk collalOOratiiveRy to :51lllJPPJlm't the implemlfilllt:itimn. of the Medi.1Cai.d
funded semces desco~d in the Cras:s AictioIDJ. Settlement Ag:«;emrent m the case of 
Amanda D~ et al v_ Has:s~ etat, US v_ State (j)fNew Ham.p:sllll-e, Civ. No. 1:12-cv-
53-SM in conjooction with DHHS and the Community Mental Health CenteIS. 

12-2.8.1 _ Adult Assertive Community Trnatmre11t T reams (ACT). Th.e MCO shall 
ensure tlmt ACT teams are avai.l:able twenty-fom (24) homs per day, seven (7) 
days per week, with on...:caU availability from midnight to 8:00 filn. At a 
minimum, ACT teams shall deliver comprehensive, ilidividualized, and . 
flexi'ble 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 ofbetWeen seven (7) an<} 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 c?mpetent to 
pro-tide substance abuse support services, housing assistance and supported 
employment. Caseloads for ACT teams ser\re no more than ten ( 10) to t-welve 
(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 i11dividuals 
receiving EBSE increases to 18.6percent JJy June 30,2017. The penetration 
rate is determined by dividing the number of adults with severe mental ilmess 
(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 C0111Il1unity 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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ll22JWJ.. 1l'lloo km @flthe regiiCOOlfdlll ]pl];m1llllliiinng ~ Wllllre m nmun«:iinng 1filnte lllleeidl folf - ... - . .. ... . id! .. .. . ... . ail .... . ... ~· . ailnxdl .. - .... ·~ . .. ' 
lllll1JPlfilltnmarem. emJeirgenncy ~. .. . ~ «JlllD.~ 

oommmllllIDliilty 1remmJnre-

ll22" m_ Thce JMICO .slhialffi «llevell!lip a 'I~ JPllmn mcin ~ ©Jf 1illnte ~m-. fuir ln({l)w it Will 
SWIJPl!MlllTit tfilnce]N:ie\w ~bire ti:«iiimilirulllilry mm1Wlll Bn~tdfu smria:e ~·s; efi'@rt tlOl mre 

· · m«ll· 1tira.Dn ~red staff The MCO sWill Slllllhimiitt 1tllnDs Trammmg Pllm tro DHBS sixty 
(6@) alleilll«llaiir i!lla:ys pi:foiir to program stili.rt. and Cllllllllill!Dalllly lininnm:y ('!»@) allelllli!llair days iP>iior 
tali ~Biliiimg ofeachAgreememtt ~- . 

12. 2Jl«U. The MCO sfuill Swibmit a re ort ~ wmit• .. - - MBS roVid;,.,.;.ii: a . . . . . . . . . . . p . . . . . . g . .ti2Dmllllg p . ~ • 
. . copy ()f ilie agen«bl fur ea«:h trammg, apartitjpmt regimation list fur eadit . 

«mri.tracted CMHC mull a smnmmy, for eachtmmmg provided; of the 
eTitlootimns done bypirogram participmtS, Within ninety(9o) calendairdays of 
the condllllSioilll of each Agreement year. . . . . . . . . 

12-2. l 0.2c AS pairt of that Trainirig Plan, the MCO shall pmmote provider coimpetence 
. and opportunities for skill~erifuincement through trajhlrig opportWnties ctiid. 

co1IllSUlta:tion, either thirough the MCO or other co:nSultants with expertise :in 
.. . . ... . . . . . . . . . .. 

the area focused on through the training. 
.. . . . . . 

· 12~2)03. The MCO Training Plan outlined in 12.2.10.l shall b~ designed to sustain and 
expand the use· of the Evidence Based Practices of Ilfuess Management and 
Recovery (IMR), Evidence Based Supportea Employment (EBSE), Trauma 
Fociised C()gnitive Behavioral Therapy (tF~CBT), I)ialectical Behavior 
Treatment (OBT) and Assertive Community Treatinent (ACT), and to• 

. iffiprove NH's p~netr.ation rates for miless Management and Recovery (Ilv~¥.) 
·and Supported Eniploynient, by 2% .each year of the Agreenierit The baselme 
measure for penetration rates sh.all be the NH su.bmis~ion to the SAMB:SA . 
Uniforrrt Reporting System for 201 i. · · · · 

· 12.2,lQA. The MCO shall offer a iiiiiiimum of 2 hours of training each co"ntract year to . 
all contracted community mental health center stafton suicide risk · · · · · · · · 
~ssessinent, suicide prevention and post intervention strategies ill keeping with 

. the State's objective of reducing the nllniber of suicides in New Hanipshire. 

· 122~105. The MCO shall submit an a:nnua:l report no later than ninety (90) calendar 
days following the close of each Agreement year with a summary of the . 
trailli:n:gs proyic1ed, a list of attendees from each contract.ed coni:riiunity mental 
health progralli, and the proposed training for the nexdiscal year. 
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12.3. Emergency Services 

12-3.L The MCO smllll ellEllIIIre~ 1llbiro11Ilglln ills oollllltITT!ilcis witlln Aocall ]pJrovi«llerrs,. 1l:lbiall1I: megi@oolllly 
lrunse«Jl a:risns llillmes m!!ll ~rrgremicy S~tes as dlefuitoo m He-M 4!03 mrrll He-M 426 :.Wle 
m pb.ce 24 lhirmmrs <ill myf 71 mys all woolk: fo1r mrdlmoorus illll crisis;_ Th.ese crisis hes m«ll 
Eme1rgellllcy Semces l[e;mms smllll <ellllll]pl(Q)y diirniciruns no are :ttramoo m maiiRD:EJgIDrng 
crisis mtmvemttD.@llil ailrns. mdl ft@ E'l.'"e ill!CireSS to a dillllician awiliible 1ro eVQ!lillllatrie tllne 

" . . .. . 

membe1r on a &.ce-tl{)}-:&!Ce 1basis m !he commllllllllity to address the crisns ud cevallmitre 
the need fo1r hospiiltl!Jfozari<!lllllL 

123.2. The MCO sfuill sllllbmitforrevnew to the DHHS MCM Account Manager and the 
Director of the Hm:eau of Mellli:all Heaith an a1mmall report identifying mnovati.ve and 
cost effective models of proYidillllg crisiis and emergency response semces thatr will 
provide the maximum dim.cal benefit to the consumer while allso meetillllg the State's 
objectives in reducing admis:siiollIB and increasing commmrity tenure. 

12.4. Care Coordination 

12.4. L the MCO shali develop policies governing the coordination of ca:te with primary care 
providers and community wental 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 ensu_re that there is coordination between the primary care provider 
and the community mental health program. 

112.4.3. The MCO shall ensure that both the primary care prbvider and community mental 
health program requeshvritten 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 yeaL 

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 referta\s for its members from the MCO that result from a court order or a request 
fromDHHS. I 
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12;5. New Hampshire Hospital 

D.25_L· The MOO sMH1l ma»miHD a c@lliRIOOrarive agiroommemt1I: wilrl!n New ~Jlniire H@spitall,: 
· · · 1tllne: Smte <mffNew ~hlre~ssme @~ranoo imp&ttiem ~ltiric &cility_ TiriSi · · · · 

c@~@mJrive agreement subject fo dne iif!AJIDV6!lll o:ffDlHIHS shn1lll :mtum miriUiBmm address 
·ltlhte Ammciiins witln Disalbilities Act ~reiiiit 1lmitr :IDmallmall)\114JJl!s 100 seinroo m the 

.•. Jljffi((JQ mtegratoo.settimtg appropriate 'to their nee«lls, mdmcdl~ th~ ~miliilities of the 
coomii.miiify memml health program m oroer ID <eriSiinre cm semIDl.ess tmiisition of caire 

OIDl aailmiSfilon Hd dischar e fo the CORDmmll . • mn«JI cdlelralil mfumnabon sfumilm 2Jlllc1J . up . . . . . . . . . . g . . . . . . . . . . ty, . . . . . . . ·.·. . . g . . .. 
· · collbboration between the MCO Hd NeW-Hampslnire Hospital. 

• .1252. lit is the policy of the State to decrease discharges from ilnparimn.t care at New 
JElallnpsmre Hospital ~o homele5s shelters and to emure the mdµsion of .m appropriate 

.. ~vmg situation as ·an integral part of all discharge plmming fi'ollD. New Hampshire• 
Hospital. The MCO shall utiliZe the collaborative agreement to track any discharges 
!hat the MCO, throllgh its ptovider network, Was unable to plaice ID.to the colilillunity 

· ·and who instead were discharged to a shelter or into homel<eSsness. The MCQ .shall 
. ·.submit a report to the Department ofHe3Ith and Human Semcies DHHS, quartefiy, 

detailing !he reasons why mell1bers were placed :into homelessness and i:iidude efforts 
made by the MCO to arrange appropriate placements_ 

12.5.3. the MCO shall desigD.ate a liaison with privileges; as reqlirred by NeW;Hampshiie 
Hospital, to continue members' care coordination activities, and assist in facilitating a 
.coordinated discharge planning proce,ss for adults and childfen admitted toN~w ..... 

· · · Hampshire Hospital. Except for participation in the Admillistrative Review· 
Committee~ the liaispn shallactivelyparticipateinNew HampshireHospital I 
treatnient te~ meetings and discharge plann1Iig ineetings to e11stire that individuals 
receive treatment iri the least restrictive environment complymg with the Americans 
with Disabilities Act and other applicable federal and State regulatioiis. . . . . 

12.53J. The liais011 shall actively participate, and assist New Hainpshire Hosp~tal staff 
in the development of a written discharge plan within twenty-four. (24) hours 
of admission. · 

12S3.2. The MCO shall:ensure that the final NHH Discharge Instruction Sheet:shallbe 
provided fo the member: and the member's authori.Zed representative prior to 
dis~harge, 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 ofU1ember discharge 
for:atleast ninety percent(90%) of members discharged. 
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U.Si.3.3. The M<C(Ql sllMitllll llllll?dt1ke alllt li<eail5Jr 1tllmnoo (J) allltltemmplls 00 OOllll1ralici: irnllremmllrerrs :lfm n@mm 
1llbte M:<C<Ql 1lnans lilOO'illmdl @f illl trelieplm@llllre n11.lilllID100ir M1lllrillll tllmree ( 3) lh>mmmlflSS alra!JS «»:If 
~ge ffiooiimll Nlf\Wf ~ H({])S]plllt2! inn oroer to re"\riiew 1llbte rdMc~ 
]plbnm,, SllliJl»lmliir 1llbte IIIIDeillillOOr IDm <lRJttroo.dinn.g :mnll}'" scJmredil.lllOO foliarOJW~1lllJPl :lll)plJPTillfumttlilriiemi.115, 
!SlllIJlllJPXDlliir 1llbte oonltiinn11.1100 1tallcinng @:If :my mooillc*om prresm!OOd,. :m«ll ~err :my 
<qtll.Illeisttii@m 1llbte menirilllrer ay llnave~ The p:erfolilllllfilll.ce metric Slliiall llre dnm iE11!: ·lied 
me[y-:furre ~roem «'2>5io/@) of memllrers disdnatged shall have 1beeHD. mremp1te<dl 
t© 1lre ic@l!Ilbctoo wittlffiIDm timee (3) business days. 

125-3.4. The MC<Ql sfunl!Jl eimSIDire m appointment with a commlilmty moo.ta! health 
program or oili.a- aiplpmpriate mental health cfurician for the .member is 
sdlie«llwill.ed prior ro d~clnarge_ Such appointment shall occur within seven (1) 
ca!endl:aI" da}'S after discharge_ · 

12.53.4.1. Persons disdnarged 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 
Hmnpshire 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 esta]Jlish a reduction in readmissions plan, subject to approval 
by DHHS, to monitor the 30-day and 180-dayreadmission rates to New 
Hampshire Hospital, review member specific data :with each of the 
community mental health programs, and implement measurable strategies 
'vi thin 90 days of the execution of this Agreement to reduce 30-day and 180-
day readinission. The MCO shCJ.ll indude benchmarks and reduction goals iii 
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.l. 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 
Addicbon Equity Act of2008, 42 CFR part 438, subpart K, whiJh requires the MCOs 
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. . . fo !lnllll1I ~e ~ 1UIJ!Mlll!Il - mimlllloo' s lln~ s1r.Bfus. of !Wnrimig illl llIDlennfcin11 lln~ttlln fl}lJ[ SU11llmmte 1llise ~md!!Elr. . . . . · . . . 

t:t1JUL 1fllne MCO shallll un«»t ~ a~lie lifutime oi ammii «llollinr limit$ oo. .• 
llllll~ healili:@r srui~qe me: ~men:- lb>~e:6.ts~ 

.12.1.12. The MCO sfuill. not ;mppily my fimmticmlreqmrement or treatment limitation 
applicable ID memtaii heaJlllfu OT SJllilf)stiiBJice 1lllSe <lJisoroer oomefits that are more. 
restrictive tmm.· the predommam ireatmem limitations applied tel) sµbstmtllilly 
ail JlD.edical and SUlrgical JOOnefits covered by the plan (or covf!r.iige). and the 
MCO shall riot impose any sep~te treatment limitations that are applicable 
only with respect to n1en~ health or Slllbstanc=e use clisorder b~mefitS. · 

12.7.1-3. • The MCO shall not impose Nom"'." QUJmtitati\'eTreatrmem Liniits for mental 
health or sµb$ill.ce use disonller him.e:fits in any classification unless, Ul!ld¢:i the 
policies and procedures of the MCO as written and lli operation, ~Y 
processes, strategies~ eVidentiary standards; or other factors used in applying 
ili.e Non-Quantitative TreatmentI~iliiits to mental health or snbstillce use 
disorder benefits in the classification are comparable to; a11d ~e applied no. 
more stringently ~ the processes, strategies, evidentiary standards, or other 
factors used in applying the limitation for rii~dical/surgicai benefits in the 
classification~ · 

12.7.1.4. Afniµal Certification With: Federal MentalHeaith Parity Law: The MCOs must 
review their administrative and <>1her practices, including the administrative 
and other practices of any conttacted behavioral health. organizations o:r third 
paity administrators~ for the prior calendar year for c~mpliance with the 
relevant provisions of the Federal Mental Health Parity Law; regulations and 
guidance issu~d by state and federal.entities. 

12. 7~1.4.1. The MCO must submit a certification signed by the chief executive - . . . . . . . . . . 

officer and chiefmedical officer statmg that the MCO has completed a 
cotlJ.pl°ehensive review of the administrative, clinical, and utilization 
practices of the managed care entity for the prior cru~ndar. year for 
Golllpliance with the necessary provisions of State Mental Health 
Parity Laws and Federal Mental Health PafityLaw and any guidance 
issued by state and federal entities, 

.12. Tl A2. ff the M~O determines that all administrative, clinical, and utilizati()n 
practices were in compliance with relevant requirements of the Federal 
Me1ital Health ParitY Law dilling the calendar year; the certification 
will affimiatiVely state, that all relevant administrative and other 
pra~tices were in complia11ce with Federal l\.fental Health Parif Law 
and·a11y guidance issue(} by state and federal entities. · 
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ll2.7!Jl-413. llif 1tllne MCO cilletrermfumes 1tllnmilt my <lll~~e,. <dliinniiall,. mall ~l(])JID. 
pra«:til!Xes wrere IDJ.io>lt m. c@llllllJIDllimrce wittlln reliewatr ~m @:ff itlfile 
lFooerall MelOOllll H~fu JP:mritty uw @If gnnii«llaurnre munoo by stratte amtd 
:fferllerall enn!rB.!rB.res <dlll.lllfing fue rcalieilll&ur :yieamr~ 1tlln11; ceelfttiiffiirc<Elttii«»JJD. will stare dm1t 
llilo1t ail.fill ]plratcicirces were m rcomplIBmce wii1tlln lf oorer.iill Mmtlll H~th lParity 
UW Olf my gimi«Jlanoo issuJioo lbJy snitte (})Jr fOOerall ellllftiittiies; and will mdl!Jlde 
a lIBst Qf ftb.e jpractlrces llllo1t in complimre mi!ll ili.e sreps 1tllne mmaged cm:-e 
emtity bas talk.m to bring these practices iimt«» rcoIDjplTumce. 

12.71.15. The JMiCO skill complete the DHHS lPmity CompB.iurce ReJIM»It amn.ually and 
sllnall ID.dude: . . . 

12.71.15.L All Non~Quantitative and Quantitative Treatmmt Limits identified by 
the MCOs pursuant to DHHS criteri~ . . 

.12.71.15.2. All member grievances and appeals i-egardmg a parity violation and 
resolutions; 

12.7.1.53. The processes, strategies, evidentifily Standards, or other factors in 
determining access to out;.of-network providers for mental health or 
substance use disorder benefits that ar~ comparable to, and applied no 
more stringently than, the processes, strategies, evidenriary standards, 
or oihedactors in determining access to out"'.'of-network providers for 
medical/surgical benefits In the same classification; ~nd 

12.7cl.5A. Any other requirements identified by DHHS. 

12. 7. l.6. A member ewolled in any MCO may file a complaint \'\r:ith the New 
Hampshire hisutance Department at 
https://www.nh.gov/ihsurance/consumers/complaints.htm if services are 
provided in a way that is not consistent with applicable Federal Mental Health 
Parity la:ws, regulations or federal guidance. 
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13. Substance Use Disorder 
13.1. Substance Use Disorder - GeneralProvisions 

113UlJL Tllne MCO will. offren:oHnltracts m Mre«lliianall eJilllllO)Jlle<dJ soo Jllmvn«lleKS who moot the · · 
MOOf s crteidiemiallmg stmi«llair«Jls~. The MCO will rellimnlbiiunrse tJlnose.SUJI) Prni'iricdleJIS m 
accorillaimce With Soctiollll 21-2. Hll. 

· ~3.12~ Tine MCO .wjll S«iibimit a pbm d~gililmg @m..:gomg ~fiiQlmfo c©ntimn1J1aily work to 
irecmit allJ1d !ru!lfiltaillll sufficient n.etwrn:lks @f soo ~ice pro'!li.ders so that sernces are 
ac<Ciesstlille without rea:ionable derayg .. 

13.1.2.l. Jif tbe type of service identified m the A$AM JLevel of Care ASseiisment is not 
available from the provider thatconduicted the initial assessment Within 48 
homs tllruis provider is required to ]pri:i>vide mterimt sµb~ce use disorder 

. co~eloJtS services until such a fun~ that the clientS Starts receiving the 
identified level ofcaie_ Jif the type of serVice is not provided by this agency 
they are th~ri re~onslble for ~g an actl:Ve refoqal to a provider of tlUit 
type ()f semce (for the idtmtified level of <;are) within fourtee11 ( 14) days from 
ipitial contact and to.provider interimsuibstance use disorder counselors 

. services until such a time that the menibet is accepted and starts receiving 
services by the receiving agency. . 

·. l3.L3_ The MCO shall provide daUi; reports and plans ill accordance with E~ibit 0. 

13.2. Conipliance Metrics for Access to SUD Services 

13.2_ l _ Agencies udder contract with MCOs to provide SUD. services shall respond to 
· ·inquiries for SUD services from members or reforririg agencies as soon as possible 

a11d no later than two (2) business days following the day fu.e 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 :firstcontad (face to face_ conimuilication by 
meeting in person or ¢lecfronically or by telephone conversation) with the member or 
referring agency, but not later than two (2) business days following the d~te of first 
contact. 

13.2.~, Members who have screened positive for SUD services s~all receive an ASA.M Level 
of Care Assessment within tWo (2) business days of the initial eligibility screening 
ancl a clinical evaluCl:tio11 (as identified in the He.:. W 513 ac1mini~trafrve rules) Cl:S so()n 
as possible following the ASAM Level of Care Assessment and no later than (3) days 
after admission. · · · · · · . . · 

13 .2.3. Members identified for withc;lrawal management, ciutjJatient or intensive outpatient 
.. seririces shall start receiving ~ervices within seven (7) business days from the date 

ASAM Level of Care Assessment was completed. Members Identified for Partial 
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]8[<lll$JPlfutmiTiiilEilllttiim «JP'lffi)l «»ir ~1b>ili1lilllltiivre lllesiicllenmtml «tt)J Smfiir.c:es sllnaillll $tmmr1l: Jr«'eMnng 
iinnltmmm $eir\y]«:es «~«:5 afilt :lll li@W(f][ Ileveli off <Dl!lre 1tlJnm. bJt iiaJI~ ~ ttJ00 AsAJMI 
Uw-eli @:f C~ ~mlr)) fll)Jr ttlhte iidmJtiiffiim ~re~ mttlhm ~ «7l)l lbmDsillmlfSS 
«h}'S ifioom ttlOO <lhJre ttlhte ASAM Levell @:ff Care AsseSSl!Illlmlr wm «:«llllllllJPllielne«ll anmrdl !$lramr1t 

~iiriimg ttlhte ii«llenntmffiim nev<eil @ff «:llilre l!JlO hil!iiei" 1tllnm. ID1!llnltreeHll « li 4l) fullllSiiimess «h}'S filr@llim 
irlbte «hre ilie ASAM JL.evceli of Care Asse:ssm.eilll.1t mis «:«lilllillJPlle1ne«ll 1!lilm1tilll su.na:lill an 1tiiinme dm 
irlbte IDOOiiiritlOOJr Us all«:«:ep1100 mall sltW roceii.vfilg sern«:es fuly the irereiimg il!lgreilll.IC:f. 

132-3. ! _ JP>regBmmt W((})menn. smJll be admitted to irlbte idell111tifioo !eveli of ca!iITe wittlhtiimi 24 
liJi(Jlitinrs ((})f rlne ASAM lLevel of Care Assessmenit Jif the «:<lilllD.fllTiaclt<lilJr is ll!lmllbfo to 
admit a pregllD1t woman for the needed ievei of care 'withln 24 llno1lll[S, tthe 
contractor sruill: 

B.23. LL Assist the pregmmt woman with identifying alternative provideKS and 
with accessmg services with these providers, This allSSistance must 
mdude actively reaching out to identify provideKS on the behalf of the 
client; and 

13.23.1.2_ Provide mterim 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. I 

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 pe1iod, 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. Pharm~cy Management 
14.1..Pharmacy Management- Gene1;al Provisions 

. . 14Lll"L 1rl!ne MCUts~ nndaadiiiig :im.y p~cy Sinlhiooill1Uracir«»JIS~ .sWll ~~ :lfu,lIB,llllwiJIMY ad • 
p~y Jilltior annilioiizatim1 ciiteri:m :md either JlWllfumlt «»f' ~mre erllits (i~~ pro~ 
rdlrug ~11)111 review edits M.d dOS1J1ge funi1ls)); ~C}"]lMllJlll«:nes ndi pJmmacy 

··•· ro S«Bb-ectfuDHHSa ro',,;,1 mdma:Cl liacemdli~].921oftlneSSA[42 JPl . gJramS ~ . . . . . pp "Ull~ . . . . illilJPl . . . ~; . . .. 
CR 43S3«s)]. The MCO shall not mdllllde drugs by IIllllm~ not enrolled m the 
l{])BlRA ~ Miedicmd rehare Progr.Bm on i1ls foo:n~ mthmnt DHHS ·consent. 

... . . . . . . 

14.1.2~ The M.CO shall adhere toNew JBianitpshiie law~~ to the criteria regatdilig 
cove~ of non-preferred fonnuiary drugs pmsuJia:Rllt tl!ll Chapter lSS~ :&aw 2004, SB 
~83-JFN; Sect. lIV a. Specifically; a MCO member sfuill conti)m.1U1e fo oo treated;. or, if 

· · tte~ly diagnosed,· may he treated with a. lllon-preferred drug ba5ed on any one of tb.e 
followfilg: ·criteria: 

'14, 1,2~1. Allergy to a.11 medications withili. the same class oii 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; 

l4;L23 ... History ofunacceptable or toxic side effects to an medications within the .. 
sanie Class on the preferred drug list; 

14.1.2:4. Therapeµtic fajlure of all medieations within the same class on the pref¢11"ed 
druglist; · · ·· · · · · 

I 
'14.L25. An indication that is unique fo a non-preferred drug and is supported by peer

reviewed iitetafure or a urtique federal Food and Drug Administration~: · 
approved indication; 

14;1;2.6. Age speciijc iP,dication; 

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

14.1.2.8. Clinically unacceptal:>le risk with a chang¢ in therapy to a prefetred drug. 
Selection by the physician of the criteria urider this subparagraph sha.11 n~quire 
an automatic approval by the pharmacy benefit program~ 
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l4L1l.3. The MOO> ·s100llll $lllllbJmrniltt il!lllil lillfitts nmlliicciires. JI»irii@Jr ;aunttlln@~((])l!IlS, JI»lllIDm11:-:<DJ1f-smlle •all alhmng 
llllltilmttn@nn re~r:iiew OOiitts •«II ])llllmiimlcy ~cces ]plrotOO!umres rellaltOO 11:t0l iitts lll!Mlliiimtttellila!lllll«:e 

rdlrug llMJlfuicy, ~ltyJPl~<cy'JPlID~ mrdl my llD.eW pfumnnacy sernre ]l]IDDlgJlllllllllll 
JPlropoo;iOOl lbi:r ttllne MCO oo DHHS · :ff@Jr iitts appmTI!l at last 61JJ calenrdlrar d;ays ]pliriitOlJr ir@ 
imjplileinmenmtii«JilllL 

ll.4_1A 'The MCO shm.ll $llllbmrniltt 11:llne Illtremms rdlesrnboo m 14J .. l and 14_13 to DHHS fulr 
appmvall s~ty « OO)l aillmc<llm.- days priolf t:o tlite pmgram start date of Strep L 

14.15. Anymoomcatiom t@ i11:ems lisred m ll.4.Lll. and 14.1-3 shall be submittoo foir approval 
at least sixty ( 60) calwrdlar days prior to the proposed efiective d:ate of the 
modification. · · · 

14. l _6_ The MCO shall notify members and providers of any modifications to items listoo in 
14.Ll and 14_1-3 thirty (30) calendar days prior to the modification effective date_ 

14_1_7_ Implementation of a modification shall riot commence prior to DHHS approval~ 

14_ l _8_ At the time a member \vith curiendy prescribed medications transition5 to an MCO: 
upon MCO's receipt of (written or verbal) notification validating such prescn"bed 
medications from a treating provider,. or a request or verification from a pharmacy 
that has pit;lviously dispensed the medication, or via direct data from DHHS, the 
MCO shaU continue to covet such medications through the earlier of si.~ty ( 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 erent 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.LlO.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 leJst 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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l 4LLll_TJhie MCO smillll rdle~linip @Jr jpm1tii~ iinn <lDitllneir S1!a~ @fN~ 1ElfunmmJpislhmre JP>~ 
. . ~ ~fy illnn1Jpll11!JJn:memllt ~m- A1t mrnDiiDDIDiijnim, the MCO s1hialJl JOO>uiilrilm!Jeily .. 

molllliiltm ami<dl imrdlrdhress: 

• 14J.~"D.1.1. P<llllyphiminmiacy {JP>Jlnys;i«;alll lbte;m1liliardl ibdna!tvior.al health mOOi~olllS); 

l 4_1,11.2~ · Ai!ffiherence to .the ~pro~e me of mmrelllimce me<rllirr:atimns, S'illth as the 
elimmarioim of gaps m refills; 

l 4_ LU-3, The appmpriate rise of ~Jnaviom health medications in diiildfen by 
encouraging the use ofand reimbmsing for rr:ommtatioi!DS with child . 
psycbiatriSfls; · 

.l 4.Ll1A For those beneficiaries With a diagnosis for subst3Jlce u~e disordeir (SlJD)) and 
all infants with a diagnosis of nooJlB.ttl abstinence ~yildrome (NAS), or~t 
are otherwise known to have been exposed prenatally toopioids, akoholor 
other drugs, the MCO shall evaluate these patients needs for tate coordination 
serVices and supporithe coordination of all their physical arid behavioral 
health ne~ds C!n<l for referrai to StJD treatment; . . . . . . . 

14.LllS For those beneficiaries who enter the MCOfock-in prdgram~the MCO shall 
. . . . evaluate the need for SUD treatinent. · · 1 

· · · · · • • • 

14. L l l .6, The l\1CO shall require prior authorization (:}ocumenting 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 pnor 
al.itliorization docum~nting the rationale for the pres

1

cnption ()f more than 120 
. mg daily Morphine Equivalent Doses (MED) of opioids for benenciaries. 
Effective October 1, 2016, the.MCO shall require pnorauthorization 
documenting the rationale Jor the prescriptions ofmore than 100 mg daily 
Morphine Equivalent Doses (MED) of opiojds for beneficiaries ~ffective upon 
NII Board Acln:iinisttative Rule MED 502 Opioid Prescribing; · 

14.1.12.ln accordance with changes to rebate colleetion processes iri the PatientProfoctiOii 
· and Afforda1Jle Care Act (Pi> ACA), DHHS will be responsible for coil~c;ting OBRA 

90 (CMS) rebates from drug manufacturers on MCO phaimacy claims. The MCO · 
. . . . . . 

. ·shall provide all necessary phaffilacy encounter data to the. State to s.upport the rebate 
billing process, in accordance \,Vith section 1927(b)ofthe SSA, and the :MCO shall 
. submit the encounter data file within five (5) business days of the end of each weekly 

·. period and within thilfy (30) calendar days of claim paymen( · · · 
. . . .. 

14.1.13.The MCO shall work coop~rntively with the State to ensure that all dataneeded for · 
the ~o~lection ?f ~¥S and_ supplemental re_bates by _the St~te 's pha_rmac~ be~efit · 
adrtumstn1tor: is delivered m a comprehensive arid tm1ely maiiiler, mclus1ve of any 
payments made for members for medications cove~ed by other payers. 
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ll4Ll1Jl41-$~iimilllty ][))mgs_ The MCO s1lnmillll ~y fulr :ID.Bll ~tty <dhrungs oonnsnstteimtr wittlln tlffie 
JMC(CJf s :lf@irmmunllay ad! JPlWnnrmtcy oontts 3lllld cri~ .. 

ll 4t Ul5 _ lD.llHIIBfS will lire cdlIDrectny respnimilble fur the pl!minnnralcy JOOmeffiitr fuJr Caaroagllllll 3lllldl 
Jb.YiiicitD,, iarntflll tlmme Hepatitis C <lll!llld Hemophili<l!l <dhrungs SJlrelCmcaitnny exc~rdled from the 
~mianll irniltte icilllllc1uillmimns_ · 

ll4J .. Hd. 001ler C1ll![J[ently FDA approved specialty and (l)!pfum. drugs, amid those 
awroved by the FDA in the future, slnall be covered :in their enfuety by the . . . 

MCO_ 

14.Ll62. Whw.me<lically necessary, mphan drugs that are not yet approved by the 
FDA for use in the United States but that may be lega1!Y prescn"bed on a 
"'"compassionate.;.use ba$is" and imported from a foreign country_ 

14. L 11.Polypbarmacy medication review_ The M(::O shall provide an offer for medication 
review and counseling to address polypharmacy_ 

14_ L 17 _ i _ MCO shall offer a niedi,cation review arid counseling no less th@ annually by 
a pharmacist or other health care professional as follows: 

' ' . 

14.1-17~ LL To the prini.ary care provider and care taker for children less than 19 
years dispensed four ( 4) or more drugg per month (or prescriptions for 
90 day supply covering each month); and 

14. l, 17. L2. To ad~Ilt_ benFficiaries dispensed mor~ than 10 drugs each month (or 
prescnpt10ns for 90 day supply covenng each month); 

14. l. l 8. The MCO shall adhere to federal regulation with respect to providing phannacy data 
required to complete the Annual Drug Utilization Review Report to CMS: 

14.1.18.L The MCO must provide a detailed description of its drug 
utilization review program to DHHS on an annual basis in accordance with 
tlie Medicaid Drug Utilization Review Annual Report format and 
requiteniehtS; and ' 

14.1.18.2. The MCO must operate a dn1g utilization review program in 
accord.ance w,ith section 1927(g) of the SSA and 42 CFRpart 456, subpart 
K, which includes: , 

14.1.18.2.1. Prospective drug utilization review; 

14.1. 18.2.2.Retrospective ktrug utilization review; and 
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· I 41JU182.3L Ann <eedilll!~(QJllJra!l]l ~· b pm\riallrars iBRdl!llrdlfumg • 
~·aall~<iMS- .. .. . . .. 

14.2. Omnm1ity of Care 

.142.1. The MCO ~ prowirdle <!:l{J)llltiln~ of a::amre mt CIIillnrleBnft oonm<eiimes after the tramsitioliD. 
l{J)f the lPDLfo the MCO. For emitiBng ooJmd:icimre:S,, ilie MCO shall proVide covenige 

· • fo.ir :all drugs fur tjii.ch cmmmt lb:eJmmcianry fOOK" m mmniliS ~g Septembsr I, 2.015 
foK" those mugs dnspmsed t<ri> dn.e lhenmcimy witiiiim fue six mmntllnS prior fo September 
.l,2015 . 

. 14.3.Use of Psychotropic Medicines for Children in Foster Care-i>CYF's SafeRx 
Program 

143.l" The MCO shall assist in the oversight and managemellllt of the use of psychotropic · 
. . • medicines for children and youth in DCYF placement m accordance with PL (PUblic 

Law 112~34)and in accordance.With DCYF polityl653_ Assistance includes: 

·. l 4J~l .1. Psychiatry reView of Medicatio.ns ~en requested by. DCYF staff, Witli P~r 
To Peer discussion if\vatj-anted to incfod¢: . 

14-3.LLL Phannacy claims; 

143~ Ll.2~ Provider progress notes; 

. 14 .3~ LL3~ Telephone cmitact with the providers; if necessary; 

14:3.Ll.4. Current Diagnoses? DSMI~m; 

14.3}.lt5. Current B¢havioral Functioning; ancl · I . 

14.3.LL6. lnfomiation from the place1Ilent provider, eithtff foster care or 
residential re: behaviors and medicati()n i:esporise. 

14 .'.) .1,7. Edits in phal1ll(lCY systems for outlying red flag <;rit~ria that would n~quire 
further explanation and authorization including: 

14.3J.:2,1. Children 5 and µnder being prescrib¢d antipsychotics; •• 

14.3.1.2.2. Children 3 and under on any psychotropic medicine; and 

14.3:L2.3. A child or youth being prescribed 4 or more psychotropic medfomes, 
allowing for tapering schedules for ending one mediGine and starting a new rtiedicine. . . . . . . 
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15. Reserved. 
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16. Member Ellrollment and Disenrollment 
16.1. Eligibility 

J. 6.1.1. fie Stme ~ S«llllie lll!il!ithmiify 1mli allettmmime Whelthet m m«llividwiaiil meetts tine elliign'bilitiy . . . . . . . . . . . . . . . . . . 

mJteria foi:Moon<eanii<dl m weJlll ais w:hettllnrel" hefshe Will. be emolloo m the Caire 
. ·Mainagement JPl~ irlne Stmre sW ~its c~t resirmmibility fuif .. 
detiemmmng memlOOi ellilgiibility. The MCO shall oomply with eligibility deeisiom · 
made by DJEmS. 

. . 

16~12. the MCO shall~ that Illinety-five percent (95%) of transfeIS of eligibility files 
are incorporated md upidlared within one fl) business day after sanccess:ful :reeeipt of 
data. D~ta ieceived Monday-F:fiday is to be uploaded Tuesday-S3tu.rday between 12 
·AM EST and SAM iESt. The MCO sbrul develop a plan to ensiire the provision of 
p~cy benefitS iri ili.e ev:entthe elig11Jility file j5 not succeS5fully foiaded by 10 AM 
EST. The l\1CO shall makeDHJHS aware, withill one (1) business day, of 
u~ccessful uploads that go beyond 10 AM EST. 

·• • l6.L3. The ASCXl;l 834 emollment file will lnnitemollnie11t bistofy to eligibility spans 
· · · reflective of any assignment of the member With the MCO. · · · 

16.lATo ensure appropriate continuity of care,: D.IIHS will proVide up to two (2) years (as 
· available) c:)f 311 fee-for-service paid claims histcny lnCluding: medicai, pharmacy, 

behaVioi-aI health and LTSSclmms history data for all fee"."for-service Medicaid 
beiieficiaries assigned fo MCO. For members transitioning fi;(>iii another MCO, . 
DiiHS will also pto'1.de such claims data as well as available encounter infottiiatfon 

. · I regarding the ~ember supplied by other MCOs: I . . . ' .. •. 

16.2.Relationship with E1irollment Services 

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

16.2.2. The MC.O ~hall accept indiViduals into its plan frotii DHHS or its desjgnee in the 
order in which they apply without restriction, (utiless authorized by the tegicmal 
administrator), up.to the limits set in this Agreement [42 CFR 438.3(d)(l)l 

• · 16.2.3. The MCO Will not, on the basis of health status or)ieed for health c~re services, 
discriininaie against individttals eligible to enroll [42 CFR 438_3(d)(3)l 

16.2.4. The MCO will not discriminate against iridividuals eligible fo enroll on .the basis of 
. race, color, national origin, sex, sexual orientation, gender identity, o.r ~isability and 

will not ~se any pollcy or practice that has a discriminatory effect [ 12 CFR 
438.3(d)(4J. . . . 

Page 90. 



New Hampshire Medicaid Care Management Contract - SFY2019 

Exhibit A - Amendment #14 

Il 6.2.Si_ Thie MCO sJlnmlllll -fl.iinmiislln llimfuirmma1ti.@nn lt«ll DlEIDHfS @Jr ii1ts cdlresiignILIOO ·S«ll 1tllnall1!: iitt llllilall:W <e«»J!ll]jp)Ily 
wiiltiln 11100 iimrlfioilillllilmttii@nn Jre«Ill.llfurimnelllitt:s «»f 41-2 C1Flll 41-3lS_ Il (()) 11@ ~ 1t1lnatt, 1bxe:ff<oire <ellllro~ 
1tllne rnacin»iim ire«::eiives,, oom trllnre eanfuy @Jr trllne Smee, 11100 llll<C«:ll!Ilrallltc @mall •rdl wriJtrenn 
iimrlf«»lillllmllltii@nn he.@lf :she llileem ro m&e :Jfillll iimrlf@rrmed cdlociisii@nn @nn neltTuieir ro mmr@IDl 
[§Il'9>32«1ll!))i2))iA)~ii))illll) IDlfili.e SSA; §Il'9>32q«ll)~2MB)l~ qq), «D) mdl qJE}@ffilire SSA; 42 
CIFR43S.l~)l(!){iii), qiiii), (iv)) ad (v)J; 42 <C1FR41-3~.Il~)Jf2)); 412 CJFR . 
434~U~)i2)(i)l oorll(ii); SMD letter 11.2/3({))/97!; SMJI) Ile1trelr 212©/«JS; Stare Medicaid 
Mfailllllall (SlMIM!) 2@'9(JU; SJMJMI 2 Ull l J 

. . . 

162Ai The M<CO sfuill provide infoimario~ witt:llrin five (5) fummess days, lo DHJHS or itt:s 
dres:ignoo that all.(J)WS for a determination of a pos;silille clnmge ID. elign.""b:ility of 
memb.eirS (for example, those who have di~ been mcmcerated, or moved out-of
smre)l_ 

16.3. Enrollment 

Hi3_L The MCO shaU accept membeirs who choose to emoll ID. the MCO: 

16-3.l. l. During the initial enrollment period; 

163.1-2. During an annual enrollment period; 

163~L3. During a renegotiation or reprocurement enrolhnent period; 

163.L4. 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 d~senrolled with another MCO at the time describedin 16-5.p. L 

16.3.2. The MCO shall accept that enrollee enrollment is voluntary, except as described iri 42 
CFR43850. , 

163.3_ 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 MCQ shall accept members who are auto-assigned to another l\.1CO but have an 
established relationship with a ptiinary 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-assiignment. . . 

' 

16.4. Auto-Assignment 

16.4.1. DHHS will use the following auto-a~sigmnent 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 

• ll((i)AIJl..2_ qmll :mssii~wtr Qlllllll@nng 1tllne MCOS • 

. • ·. Jl((i).4L2. ID>1HIIEIS ~ trllne rigb.1t 1t@ «:~ ~ illlill!tru» ~gnnnDllfflllllt ~ aiit Ill$ ~ttil@mL 
. . . . .. 

ll<DiALJ. ID>~ lIDDfq ~ revise· ills aml{J)-assngmmtem mre1tllnoo@li«JJgy allnmtmmg tlln.e Oonm!ract li»erioo 
:fuir new MIOO!i«:alliall memlbms ri@ trllo 1D.ot seliecir i'dlllll. MCO (De&anllt M~bms )_ Th.re :mew 
assigiilmeimt methooofogy iwo~nid reward fu@se MCOS ·IIllMBtr «llemonnstratte Swiperior . 

. ]lllieidf'@mM!lllll.00 C'dlllll.dfor mnprovememt Olll OllllC ·@r more key allimemn@iJls of pOOmmmce. 
nJBllBIS will, also comider other ClJ!l!pmpriate &ctoirs; . . . . . . . . 

Hli~4_ 4~ DHHS may revnse its aililtl{J)-assigmnent rnet:ho:dlofogy whellil teX(ettismg reriegotic1tion 
and repmcm-ement rights under section 3~'9U of this A~ment 

16;5. DisenroHment 

165 J ~ ]J)isemollment provisions of 42 CFR 438~56( d)(2) apply t~ all J!D.embers, regai~less of 
whether tlie member is mandatory or voluntary [42 CFR 43856(a); SMD letter 
()ll/21198]_ 

. 1652~ Am.ember may request disenrollment witli cause at any time when: 

165.2~L The member moves out of state; 

1652.2. 

16.5.2.3. 

The wember :iieeds relateci services to be perf<mned at the same titne; not all 
related services are. available within the nef\york; and receiviJig ~e services 
separately would subject the Illember to unnecessary risk; or 

other ~easofS, including lmt not limited to, poo~ quali~ of care, iack qf access 
to services covered under the Agreement; v10lahon of nghts, or lack or access 
to providers e"perienced in deali:iig With the member?s health care needs [42 
CFR438.56(d)(2)] 

16.5 .3. A. meniber may request disenrollment without cause, at th~ following times: 

16.5.3.1. Dtirillg the ninety (90) c:alendar days follo\viilg the date of the ¢ember;s 
enrollment with the MCO .or the date that DHHS (or its agent) sends the 
member notice of the enrollm~.mt, whichever is later; • • 

16.5.3.2. Forniembers who are auto-assigned to alviCO and who hav~ aii, established 
relationship with a primaiy care provider that is only in the netWorkof a non
assigned MC(), the member can request disenrollni.erit cluring the first twelve 
(12) months ofenrolh11ent at any time; 

. 16.5.3.3. Any time formembers who riiroU on a voluntary basis; 

16.5.3.4. During open enrollment every twelve (12) months; 
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li<Oi-535. Dmnrnnng «»]pJeilll <e11llJI1Jlllllhmnrenntr rellmittm tini JrelI!lregoU:filmttn@llll ammd rejpurmxcunmemoolllllt lllillllrdlreir 
Secltii@JID.3_'9)_ 

16.5.J~<Oi- JFm siiny ( <6i(())) allmrdlmur «lla:¥S follll@wmg m mttollml1tii<e irooJmrolllhmnramtt iff 1lllrie 
1tenlmJlroJilEll[j' Il(())SS @:ff JMIOOi<eanrd! elligibilitty llMDs <ealll!SOO tllue mem.b:elr t@ lililliSs tllue 
amnilimmill eimronllmmflf<dliiStem@l!lmenntr <0p]lMllmmnity (This proviis.ii@llll Glljpijpillies t@ re
de~1l:ii(Q)m omilly mall alloos not applly when a mremb:eir is <C«lllrnlJP!Ileltiing a nrew 
:appllircaltii@llll for MOOircmrdl eiign"biiify); mall 

16_5_3_1_ W'beBll lDHIHS :impnises !he mtermediate sanction on the MCO spocmoo in 42 
CFR438.1(»2(a)(3) [§l932(a)(4)(A) of the SSA; §!9l2(e){2)(C) ofilie SSA; 
42 CFR 43856(<e){l); 43856{c)(2)(i). (ii), (iii), and (iv); 42 CFR 
438.102(a)(3); SMD letter 02/20/98; SMD letter 01/21198] 

165.4, The MCO shall provide memb~rs and th~ir representatives with written notice of 
disenrollment rights at least sixty ( 60) callendar days before the start of each re-
enrollment period. 

165 5, If a member is requestmg disenroUmelllt, 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 releyant information to DHHS for its determination 
regarding disenrollment, within three (3) business days after receipt ofDHHS' 
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]: 

I 
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 meniber ID card. 

16.5.8. The MCO shall not request disenrollment of a member for any reason not permitted 
in this Agreement [42 CFR 43~,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 ·iuicooperative or disruptive behavior resulting from 
his ot 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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· • · mmtflllllllba- «»lI" ~ ~ )) «»lI" anll»uns;e o:ff siiii1hXmnnrces, ~llre«ll <i»lI" illicitt,, n illlllllj l~ 
oo~~ ~g flironiril Sim~ aibllllS'e. [4J.~ CR 43s5~1ID)~2)1-. · · · · · · · 

16 . .5.Ji«il.The MC({]) llmly retq[lllleSit allise1DIDllllmooinft m the reveimt llllf ~gm iB!bunsme ~®lI" 
tlhiaitj~~ tJlne llnm!lttlht <!)Jlr .~of members, stUt il})J[ ]plIDWitdlelfS. 

• · i65.1 lJif m MCO •ns reqimestting idlisenllmrent of a membeir, the MCO sW: . 

165~11 ~I~ S)llletjfy dne ~m for the reqimestoo cllisellllronmen1t ofthe m~ irumtdl 

165Jt2. Submit a requiie$ foiinvriilumtmy di~meliniteilltto Dl:J.JHS (ofitS agemt)«Ri.(!)mig 
. . . . with dOOlllIDelll.tation and justificati()D.,, for review and ~pmvai . . . . . . 

16.5.12.Regarcllesi; of tine reason foi disemollment, the effective date of an appmved 
. . disemollment Shan be 110 later than the fustday of the second month followmg the 

·month in which the member or the MCO files the reqllllest lrfDlEilIS fails to make a 
disemolbn¢rit detennination within tlris specified tinleframe, the dis~ni"Qllment is 
considered appmved[42 CFR 438.56(e)(l) and (i); 42 CFR4:?8.56(d)(3)(ii); SMl\1 
2090.6; SMM2090.llJ 

·•.I 6.5.13.DHHS (or its agent) shall pf.oVide for automaticre-~nrollment of a lll~wber who is 
disenrolled solely because he or she l()ses Medicaid eligibility for a period of two (2) 
months odess [42 CFR4~8,5(:i(g)]. 

I 
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17. Member Services. 
17.1. Me1nber Information 

171.l"l" The MCO skill Dilimltmm :m MeJQ!lllbi:ei Sreirria:es ~em it@ Eist n1Hemllreis m«ll ltlln.emr 
&nmlly memoois, ~iiaroms @Jr @1t:llnrer allJIJtllnl!llmoo :Ilmt~idhlllm mm obtmmng rciniveredl 
sencices mllrler tlln.re Caire Mamagement Jpnrogramm_ 

171.12. The MCO sball have a "No Wiqiing Doolr' ~JPlroach., te(})mistelffit 'with the ]IJ)HHS 
B:aimcmg Incentive lProgram, ro nnemoor ca!llllls amd mqmrires, and shall have one 1l:ollR
ftee mirm.ber for members to contact_ 

171.1-3. The MCO shall have m place amedb.anism. to help mremoo:rs md potential members 
Uillderstand the requirement and benefits of the phm [42 CJFR438.10{c)(7)J 

11.1-4. The MCO shall make a welcome call to each new member within thirty (30) days of 
the member's enrollment ill the MCO. A nmmnmn 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 wekome call shall at a minimum: 

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

17.1.4.2. Include a brief Health 1'feeds Assessment; 

17.1.4-3. Screen for special needs and /or services of the member; and 

17.1.4.4. Answe~ any other mem~er questions about the MCO and ensure that members 
can access information in their preferred language_ 

17. l .5. Welcome calls shall not be required for members residing in a nursing facility longer 
than 120 days. The MCO shall:: 

17. l .5. l. Meet with each nursing ifacility no less than annually to provide an orientation 
to the MCM program aij.d instrnctions regarding completion ofthe Health 
Needs Assessment for each member residing in a nursing facility longer than 
120 days; and 

17.1.5.2. Send letters to member~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 c.all. 

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), confinning the member's PCP 
and providing the PCP's name ~ddress and telephone number. 
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Il 71.Il-7{ The MOO ~ isSime ;nln. lI<lllemmficm1!Il@ri C:m!I «ID Cad)) 1ll!ll aillJl JriJ.ciw m~ ~ 1tieJm 
· « n @) cillle~ ~ roliowfug tine Meo" s mcenp «i>ff:m m«ii ~llllmiremut me wIDin · · · · 

. JIJ)lIIDJ!S, lbJimit llll@ ~ tlnaJlll sevoo (71) cmeJ!R«llm: _<llla:yS afflreir 1!llne re~ «llame of 
. . emmllllmennt. 'The ID.. Card shall mclu«lle,. lbimt is lD.Ot limil1I.ed 1tt!»,. the fullll@wfilmg mf<D.nnari.@l!D. 
· ·amid· my :mrrllrdliitti((j)m.R mformatj.mu sWiii bf: approvoo lby DIEllHS pri@lf t@ me ollll the JID) · 

ri::mm: 

-11X1.3. The mem1®r's Medicaid ID number assigned by OHRS at the time of 
eligibility determmatioh; . . . . . . . . . . . . . 

11~·L7_4_ The name of the MCO; and 

17.1-75_ T:he name ofMCO's NHHPP product; 
. . 

.17.1.7.6. The twenty...:four (24) hours a day, seven (7) days aw-eek toll-free Member . 
Services tele}lhone/hotline number operated by the MCO; and· • 

. 17,1;7.7. How tofil¢ an appeal or grievan.ce. 

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

17,LKL A member reports a lost card; 

17.1.8.2. Am.ember has a nan}e change; or 

.17~L8.3. Any other reason that results in a change to the information disclosed on the 
ID ~a,rd. 

I 7.1.9: The MCb shall pti~lishmember infoti11ation in the romi of a member handbook 
available at the time of member enrollment in the plan for benefits effective January 
1, 2018. tb.e member handbook shall be based upon the model enr()llee handbook 
developed by DHHS. 

17,1.9; L Two weeks in advance ofopen enrollment; the MCOs shall 
inrorm 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. I. I 0. The MCO shall provide program content that is coordinated and collaborative with 
· other DHHS initiatives~ ·· · · · · I ·· · · . .. 
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171.1.11.The JMKCO s1bmll snnlIBlllllriitr 1t1infe ~ llmm~ 1t@ D.JtmS fulf awro~r3Il imtr &e 1riimnue iitr iis 
devefol~ mrdi mdfit(f)[ ~ $1lll~R rem@~ ]plriM 1t@ ]plllilblffiaJltionit illllllllllJ «lliismlJ»l!!Iltii@llD. 

17/. l.12..lPll.lllfSIDlilllllll1t tr© the mlJI.Ullllremm<am15 sett fuJrttlln m 412 CJFR 4138. W, tllne Member Hilllllll«llboolk: 
s11na1ill mdmde, mm ~Y •rdl:eJ!Sft@.~ Tumllllgunage, bant llllo1t lh:e limired to: 

171. L 12.1. A tililhile @f CllJlJJD.ttellll1IS; 

l 1. Ll2.2" DHHS llllevello~ «llefinni1tiom so that enrollees can understand the following 
rerminology: ~.aL. illlrunraJbile medical eqmpment, emergency uiOOicm 
corndlitioo,,. emelfgency medical mmsportation, emergency room care, 

. . .. 

emergency services, grievuce. habilitation services and devices. home health 
cam. hospice sernces. hospitalization, hospital. outpatient care, _physician 
services, prescription drug coverage, prescription drugs, primary care 
physician, PCP, rehabilitation services and devices, sljlled nursing care, and 
specialist. 

l7.Ll2.3. Information about the mle of the primary care provider (PCP); 

17.1.12.4. Infoniiation about choosing and changing a PCP; 

l 7.Ll2.5. Appointmentprocedures; 

17.1.12.6. [Intentionally left blank[] : 
I 

17. L 12. 7. Description of all avail~ble benefits and services, including information on 
out-of-network providers;Information on how to access services, including 
EPSDT services, non-eillergency transportat1cm I services, and Il1aternity and 
family planning services. The handbook should also explain that the MCO 
cannot require a memb~r to receive prior approval prior to choosing a family 
planning provider; · 

l 7.Ll2.8. An explanation of any s:ervice limitations or exclusions from coverage; 

17. L 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 
·I 

from or not covered by ~he MCO; 

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

1 
' 

17.1.12.12.Detail~d information regarding the amotmt, duration, ahd scope 9f benefits so 
that enrollees tmderstan9. the benefits to which they are entitled. 

: ' 
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1l 71JU2Jl3A all~ioimi <o>f millll ~tGillittiiioi~ ]!Mii«»ir amurttllD.~iomn,, «»ir @1tl!nar 
. . ~eillms fuir ~eHilts ad Semil:ci~ . . . . . . .... 

11JJLJ12~1l4Lllimfu~«JJE. ~g ]prior al!lth@riZaatriiollll m. tlhte rewimtr 1tlhie lllllleDIDllbxar diiOOises fu 
~ ro mollieir MOO . .illlllld the mmn1bxar)> rigllnt t«» ooimirfum.u!ie 1t(() 1Ul1l:iilliiZe a • · · 
pmnder S]!Mrifioo. m :m pfior amhmm11tii@l!D. ~ess <o>f netlhtei[ ilie provider . 
1s·~cipating in llie MCO l!lletwodc; · 

l J_lJ.2_ 15_ Tin~ pllicy om refemils Joir Speeiahy care ad for cili.eir oovered seKVices riot 
· ~oo by the memiber~s PCP; · 

. • 11~-LllJ 6.Jnfonnation on how to obtam services whoo the mieni~ is om of the State •. 
and fur after-ho1UIIS coverage; 

. . . . . . . -

_ l1~Ll2_l1_Cost-sharingrequrrements; 

l 7_l_12. l ~.N.oti¢¢ of all appIVpriat¢ mailing addresses and telephone :nm.nlbiefS to be 
· utifu:ed by m~mberS seeking information or milthorizati()~ mduding an 

inclusionofth_eMCO's toll~fi:ee telephone line and website; 

l 7 .1.12.19 A q~scription of Utilization Review poli(;ies and procedures: 1,BS€!Ci by the 
MCO· ... . ... , 

17. l .12.io . .A description of those member rights and r¢sponsibilities~ descnbed in 17.3 of 
this•Agreement, but also including but not lllnited to notificatioii that: . 

17J~12"20.1. Oral interjJretationis available for any langriage,. and. 
·.I iiiforroation as to how to.access those servjces; I 

· J 73J2.20.2.Written translation is available in prevalent 
· languages, and information as to how to access those 

services; 

i 7.L12~2o+Auxiliary aids and ser:vices ate available upon request 
at no cost for enrollees With disabilities, and information 
as to how t(). access those services; . . . . . . . .. 

17.l.12.2LJ'he:policies and procedures for disenroUmi:.mt; 

l 7~Ll2.22.fuformati011 on Advance Directives; 

17 .1.12.23 .Asfatement that additional information, induding information on the structure 
and_ operation of the M_co plan a111 provider Incentive plans, shall be maqe 
available upon. request, . . · . . . . · · • 
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117/ _ll_li224lr.ltknnn100r riglln1ts •rd! ~«»m; 

117/_ll_li22Si,.lflmfulilillllaRttii@llll IIllllll 1ffine (irier.mmtt,, ~ •«ll Fm H~ ~oollllre5i mrdl 
tIDnmiehmmres m :m DlH!HS-iE!p]plroTIMli all~ptiomn,, mrcbnrdlfilmg: 

H_Lli22Si2_'The reqllllirements and timehmes foir fifuJJ.g a 
grr:ieyance rir aiippeal; 

li7/.Lll22Si3_The availability of assistance film the filing p~ess; 

17/ _ L 12-25_4_ Th.e right to request a State fair hearing after the 
MCO has made a detemrin.ation on an enrollee's appeal 
which is adverse to the erurollee~ and 

11. L 12.25.5cAn enrollee's right to have benefits continue pending 
the appeal or request for State fuir hearing if the decision 
invQlves the reduction or termination ofbenefits, 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 438.1 O{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 CFR438.206(b)(3)]. I 

17 .1.12.27. The extent to which, and how, after hours and emergency coverage are 
provided including: 

17 .1.12.27.i .What constitutes an emergency and emergency 
medical care; and 

17.1.12.27.21.The fact that prior at.1thorization is not required for 
emergency services; and 

. . . . I . . 

17.1.12.27.31.Tue enrollee's right to use a hospital or any other 
settipg

1 

for emergency care [ 42 C}!R 438.10(g)(2)(v)]; 

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

I . 
17 .1.12.29. Infomrntion on how to access auxiliary aids and services, including additional 

irifonnation in alternative formats or languages; 
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q.Ll23 I..fufu~«iin om h@w to 100JlMll.rr1t ~ :fumd «»ir 21bime; 

l 1.l.12.32.Infunm1tion (())ill how ro COlllltlllict Smvioo LIDk Agill.g mrdl DiSability R~l!Re 
. · Cmrer md the DJHHS MC<dlicaitdl Service Cmnt<eir who can provide au cenrolloos • 

md potenrialellllrolloos clhioice rc@Umiseling md mfonnation on mamiged C3fe; 
and 

11.lJ.2~33.Disemollmentmforinaiion. 

•. • •. 11.1.13.The MCO sfuill pmd1J1ce a reriScill member haiuJ!Jboo~ or an insert infomung 
. mem.be~ of changes to covered servic~, upon bliHs notifi.cation of any challge :in 
covered services, and at least thirty (30) calendar days prior to the effective date :of 
·such change, Jn addition to changes to doeumentatio~ the Meo shall notify all · . 
existing m~lllbers of the cover~d services changes at least thirty (30} titlendar days 
prior to the effective date of Such chan~es. 

· · •. 1i1.14. The MC.O shaii maii the fuiii<lli.ook to new members w1thin ten O O) ¢aleiidar days 
followiitg the MCO's receipt ofa valid enrollmendile from DHHS, britno later than 
seven (7) calendar days after the effective date of enrollment [42 CFR 438.lO(g)(l)]. 

· 17. I. 15.The MCO shall notify all enrnllees of their disenrollment rights, ata. nriiiimum, 
annually [42 CFR438,10 (f)]. 

• 17. L 16. [Intenyonally left bfaillc] 
I 

17:1.17.The MCO.shallnotify all enrollees, at least once a year, oftlieir right to obtain a. 
Member Handbook and shall maintam consistent and up-:-to-date information on the 
plan's W;ebsite.The member information appearing on the website shalli1lclude the 
folloWirig, at a minimum: 

·• 11~L17~ I. Information contained in the Member Handbook 

17 .1.17 2. The following i11fotiiiation on the MCO 's provider network: 

17: 1.172.l .Naines, gender,Jocatioris, office hours, telephone numbers of, website 
· · · · · (if applicable); specialty (if any),desc;nption of ac;cownl()dations 

offered for people With disabilities, whether the provider has · 
completed cultural competence training; and non-Englishlarigi.iages 
(including A1Uetican Sign Language) spoken by current contracted 
providersr including identification. of providers that are riot accepting 
new patients. This shall irielude, at a mininitini: information ()n PCBs, 
specialists, Family Plaiinillg Providers, pharmacies, Federally· 
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<Qnmmlill:ffiiiecdl H~ Oe1m11:1e1rs «Jf<QHCs)) ammrdl JR.nmill Heanlltt1ln C<flID1trflrs «RHC$)), 
Mtellll1ralill Heailllrlln. iJl!Il)l.rdl Subsmrce Albl!Dsre h@vii<rl!lflfS, lLTSS JProviialkelfS, · 
Nl!Eiinng JFacilliittiies mrdl lht«»S]pllliratlls; 

li 1. li. li 122..Amty ~ctn.om ollll the mei!l!D.lb>d's ffireerll@m off iclln@iirce 1lllllll1llllJID.g nn.ettW-iGirlk 
proVO.rdlelfS; md · 

i 1. li .1123 .H@w trc file an appeal andf@r a grievmc<e. 

H"LUtf«iir my rclhl:mnge iliatr affects member rights, filmg reqwiirements, time :hm.es for 
grievmrces, ~. mrdl State ~hearing, amiability of assiistmrcem :sinbmittm.g 
grievances ad appeals~ md toll-:free numbers of the MCO grirenmte s~m 
:rresomces, tlbi.e MCO sfuill give each member written notice of the drum.ge at least 
trurty (30) days before the intended effective date 9f the change_ . 

11. L 19 _ Should the MCO not cover a c.overed service because of moral/ethical or religious 
reasons, the MCO shiill provide C'i list of these services to the Department, ThiS list 
shall be us¢d 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. l _20_ Should the MCO contract \V}th providers and/or subcontractors to deliver services to 
members pursuant to the MCO's obligations under this Conh:act and the provicleis 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 cah obtain the services that are not being delivered due 
to Ethical and Religious Directives .. 

I 
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 distributioR 

17.2. Language and Format of Member Information 
I 

' 
17 .. 2 .. 1 .. The MCO shall develop all meihber 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 otht;!r form of client communication .. 

! 
17.2 .. 3 .. The MCO shall develop enroll~e notices in accordance with the DHHS model 

notices.. ! 

117.2..4 .. The MCO shall provide all enrqllment notices, infohnation materials, and 
instructional materials relating to members and potential members in a manner and 
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·•.~tr 1tllmt ~JOO·~ llllllMll~ mm a ml!D.tt me llllfl)) $nnmRlllleir 1lllmn. 112 l!l'1lDiinnlt [42 <CJFR. 
4Bl$.Il@«cd!))JSJMD ~ 2/2@/9$]- . . . . . . . . . . . . . 

1l1.2.~_The MCOfs ®lliittttein mttemills sUnallll ·be· dlevello~ tro med ifillill :HIJIDJPJ!liircall»Ae C'iinll1tUmr.nll 
. · OD>lin$irdleJTIIJJ1tii«»llllS ire411mnmmJ\m.1!$ j)ll\ :s;ectiol!Jl IS so tinat they are roimimmmmii~ iiim m ~Y 

ill1illdeJIStOO>!rll• bmgnnange a.rd!. fu~ mrcbn<dliBng 21.~e fummats mill! mni. :Biini :Jll]lll]l»~ 
mamner ttllnati tmJkes; llnntt«J> oomiirllmti@m rliie special nee& of those Who,. fur <efilllllllllllDlle,; ·illlre. 

TISWian ' lhimnmtterdl (!})Jf hllve llimired readm . . ficiellll - Die MCO s1Wll mmmn mem&n:s ... y . .... . g~ cy . ... . .... 
. that mmnmri«»iiii. iS ~rva.ilable m ahemati-ie foiillW!lts ad .how. t«ii ·~ those. mrimts 

. ·. J42. CJFR4SS~H»~illl))(6)J 

.11.2.6~· the ~c:;o ~m3ke all writt:en J1Dember mfomma.tion available in Englis~ s~ . 
and the commonly encmmtered langwiages of New Hampshire. All written member 
information slnallmrclmlle at ili.e bOttom a tagline ex}llammg the a~aiiability of WI:itten 

· tim)slation or oral mteij}retation and the toll~free and TTY/TOY telephone number of 
· the MCO's Cu5t0mer Service Center~ The MCO shall aISo proVide all ritteiril 
mem~ei' intoimation m large pfint with a font size 1Jlo smaller thmi IS p(>mt upon 
request [42 CFR4:38.IO(d)(3)J 

. l 7 ~2.6. l. Written member information shall include at a n:illmnmn provider 

. directories, membet fumdbooks, appeal and grievance notices, and denial . 
and termiiiation notices. 

. . .. 17.2. 7 .·The MCO Shall also make oral in:terpretation services available free of charge to each 
member or potential member for MCO covered sefvices. J'his applies fo all no11.:. . 
English languages~ not just those that DHHS identifies as•languages of other Major. 

• I • Population Groups. _The beiieficlacy shall _not to pe ~har?ed f~r mterpretatlon services. . ...•. 
The MCO shall notify members that oral mterpretation is available for any language · 

· · aild ·written informatipii is available in prevalent languages aiid. how to access :those· 
setvices [42 ~FR 438.lO(d)].The MCO shall provi(fe auxiliary aids such 11s · · 
TTYITDY arid Americari Sign Language interpreters available free of charge to each. 
iIJ.ember or potential member who teqiJii"es these semc,t:is [42 CFR 438.iO(d)l . 

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 websi.te regarding member rights [ 42 CFR 

438. i 00] including: · · · · . · · · · · · 

173;1.1. Each managed care member is guaranteed the right to be treated with respect 
andwith due consideration for his or her dignity arid privacy; . . ... 

17.3. L2. Each managed care member is guaranteed the right to reJeive information on 
I available treatment options and alternatives, presented fo a manner appfopdate 

t() the member's coiiqitioii and ablilty to un.detstanci; . . . . . .. 

Page 102 · 



New Hampshire Medicaid Care Management Contract -· SFY2019 

Exhibit A - Amendment #14 

l17/3Jl3. &«:lht ~ icarune melilllllbxeJr Es £9:'1lll~ 1tlOO rigllntttt@ ]pXllllI1l:iiic~ mm c.dliEIGEsilllJJ!JllS 
~mmg hnslln.reir lln.mlltrlht ~ mJcilun«lliiniig trlhtd'.l rigllntt 1[(()) ~ ~-

ll 7l.3L'RAL &dm llmlllMilgoo «:are mremlOOH" Rs; ~ 1tllne rigllntt to lire :!free from amy ftiomnm 
({))f ~t illllf sedmi@llll us<OO "1IS illl. llilllremtllllS ((J)f <OOJellll:R@llll,, ~llIDme~ <elQ)mvmienoo. 
@r rebillliarim11; 

ll 1-3"ll5. &ch mmagoo care memllrer is girn:mraimltmdl 1tllne rigllntt t® reqtnreslt Drrll receive a 
copy oflbislher mOOicall :records, 1i!J.iind to Jre<£Jlll.lleslt 1lllnat they lbe am.9(1100 @i 

<eo!ire<Crroo. as sp~ified in 45 CFR pm llM 42 CFR 438JJOO; Dd 

l13.L6. &<eh mmagoo care member has a right 11:0 a soc<Olrud opiirnion.. [42 CJFR 
438206]. 

l 13 2c Each member is free to exercise his/her rights, and that the MCO shall assure that the 
exercise ofthose rights shall not adversely affect the way the MCO and its proViders 
or DHHS treat the member [42 CFR 438-WO(c)]_ 

1133"Each managed care.member has the right to request and Jreeeive any MCO's written 
physician incentive plans. 

17.4. Member Can Center 

17.4. L The MCO shall operate a NH specific call center Monday through Friday, except for 
state approved holidays. The call center shall b¢ staffed with personnel who are 
knowledgeable about the MCOs plan in 1\TH to answer member inquiries. 

17.4.2. At a minimum, tfe 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. Thtee days per week: 8'.00 am EST to 8:00 pm EST; and 

l 7. 42.3. During major program transitions, additional hours arid capacity shall be 
accommodated by the N.ICO. 

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

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

17.4.3.2. Average Speed of Ariswef: Ninety percent (90%) of calls will be answered 
with live voice within thirfy (30) seconds; and · 

I . 

17.4.3.3. Voicemail messages shall be responded to no later than the next business day. 
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Il 7lAAL 11lnre MOD> slhd. alle\reil«»JPi :m ~ (Q)f ~ialliinnalriinng ii1ts «:m!llll ~·-mittlln 1!llne DlHIJHIS • · . . tmlttimiJOOJt $eM<C'e Cenntnen'. . . . . . . . . . 

Il71A.5. The MCO mllA irl!eienoJlll a wamm ~ JPlIDttroxc(j}Jil fuJr meniriillireis :WJJnrai ID!lll:f aillil dne: . 
. • - . ailil . . . . • . . ;,..,,,,, .. ,,,... tin . . . . • . . - . • . di . "all llll11:hl .. 

mm«:«»~. . . roonnltelr 1lo .,,~ ao e coorect ~ m ~\Y11. e ~ yrejp)Om 
to DJHJHS «»illi dne llmlmbeir @f~ tramfeirs made aman·1tllne JPlIDgranID 1lrnl whidn tine 
:memmlher ~ trnnnsfurred_ 

17~5. Meriiber Inforll1ation Line· 

... i 715.L The MCO s1nall establislbr a member hotline tlnat smill be m at1!11ft@nmited SyStem truit 
·operates mntside of the tall center stmdaid hows. Monday ttnroiriigln. JFriday, and :al ail 
. hol!JIIS on weekends and hollidays_ 

.. 115.2" The amomated sySteJiiD. Shali proVide c~1Uer5 with operating iinStmctions on whatt() do 
and who to call iri case of m1 em~rgericy,: and shal1 also mchiide; at a minim~ a • 
voice matilhox for callers to leave messages. 

. . . . . -

1153~ 'f:he MCO shall ellSU[e that the voice mailbox has adequate Cfipacity to receive ail · 
messages .• 

. . 175-4. A. rq)resentative oftlie MCO shall return messages rio latertfu:ui the next business . 
day~ · · 

l 7~6. Marketing· 

17-6. L The MCO shall not. dU:ectly or indirectly, conduct door :-to-door, telephonic; or other 
. coid tall ii1atketing to potential members.[§ 1932( d)(2)(A)(i)(ti) of tlie :SSA; . . . . . I·. · 

§1932(d)(2)(B), (C), (D) arid (E) of the SSA;42 CFR438.104(b)(l)(ii), (iii), (iv) and 
(v)i:42 CFR 438.io4(b)(2); 42 CFR 438~104(b)(2)(i) and (ii); SMD letter 1•2/30/97; 
SMD letter 2/20/98; SMM 2090.l; SMl\12101]. . . . . . . 

17,6.2. The MCO shall submit all MCO marketing material fo 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 i-equfred changes to the marketing materials 
withiii ;fifte~n (15) business days_ If DHHS has 11ot responded to ~ r¢qtiest for review 
by the fifteenth (15th) business day, the MCO may proceed to use the submitted•: . 
materials. 

· · • i 7. 6.3. The MCO ·shall comply with federal requirements for provision of information that 
ensirres the potentiabriember is provided with accurate oral and written infontlaticin . - - . . . . . . . . . .... 

sufficient to make ari informed .decision on whethe.r or riot to enroll_ 

1 T6.4, Jhe MC? marketing uiaterials shall not colita~n faise or irta:t¢rialiy inisieadiilg 
. · mformatlon. · · 
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]. 1.<li5 _ Tlbie MOO s1lm!li l!D.«»1t <mfflfelf «»trllnH iinmmramntee JlllITTOOlllltts ~ :iim1.1rllun00mieimlr tr«» ennrolllL 

11 _6_6_ The MCO sllMafill eilllSllillre 1tllmmtr lllllllilllllk:etrilmig,. iimtdllililimig JIDhums illll!D.d llllllailtr~ is atelCll!Jlrall1te illll!D.dl 
fll!oos l!D.Otr llllilisliead, «:«Ji~. «Jill" cdlrefuim1udl1rllnre mcipiiellllts ofIIJ)JHDHS [§"D.932(tdl))~2)JtA)J~ii.))~IDt)) 
ofilie SSA; §119J2«rill)lf2)l«JE)l, «C)J, «JD)l illll!D.d (JE)l @fdn.e :SSA; 42CIFR 438.l~lhi)~i))iiiii)), 

. (m), (iv) n«ll (v)l; 42 CJFR 43S.liM«lh>)l~2); 412 CJFR 438-IM(b)P)ii) illll!D.d (ii); SMID> 
letter 1213@/91; SMD Iletrtreir 2/2@/19JS; SMM 200!U; SlM!JM: 2Ulll ]_ 

l 1.6.1. The MCO's ~ketmg material!s $ball JiJ1.1ot rcontram ;my written or oral 3$Sertiom cilli 
statements· that: 

17 .6. 7. L The recipient must emoll m the MCO m order 11:0 obtain benefits or m iiiroelf 
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)(Il) of the SSA; §1932(d)(2)(B), (C), (D) iimd 
(E) of the SSA; 42 CFR438.104(b)(l){ii), (iii), (iv) and (v); 42 CFR 
438.104(b)(2); 42 CJFR438.104(b)(2)(i) and (iii); SMD letter 12/30/91; SMD 
letter 2/20/98; SMM 2090.l; SJMM2101] · 

17.6.8. The MCO shall distnoute marketing materials to the entire state in accordance with 
§1932(d)(2)(A)(:i)(Il) of the SSA; §1932(d)(2)(B), (C), (D) and (E) of the SSA; 42 
dFR 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.l 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) 

I o_~_the_SSA; §1932(d)(2)(B), (C), (D) and (E) ofthe SSAi 42 C~438,l~4(b)(l)(ii), 
(m), (1v) and (v); 42 CFR 438.104(b )(2); 42 CFR 438. l o4(b )(2)(1) and (u); SMD 
letter 12/30/97; SMD letter 2/20/98; SMM 2090. l; SMM 210 I]. 

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 L tSS service. Representation on the consumer 
advisory board shall draw from arid be reflective of the MCO membership to ensure 
accurate and timely feedback oh 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 chan~e~ ~nd decisions,. All costs related to the member advisory board shall 
be the respons1lnhty ofthe MCp. I 
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l 71.71.2." Thi2 MCO s100llll. lln«i>llirll iiim~llll regn«lllllillRll miiifmmfu>er mmoottiinngs fulf ftw«»-\\Wa!ly 
· · · · oomnimUnililit.lliltiiitiillll wllneiie mm~ ·<timllll ~<die -· · · · · iim.irll ~ · · · ·llllm iHimi«ll itllne McCO 

······· ······· ~ 111IllJfJID!ft .. ~ ..... . 
(C3lllll a ((Jl1llliestrii@m atdl @bttimllirit ~ ffirom mOOJiOOirs_ Regi@m!l lllillfXftlliniigs sllruill 100 
hei(dJ ant neam mirre.lf"<li~lln Aginoommenntr ~--·The MOO s~ ~e e:fffum ro JPlm~irl!e •. 
vnirltoo a:@nnfuremiitfilmg llil~irtrwnmilies fu1r mem!OOKs tl!l> ~«ll the regiomll mmee1limigs~ • I:ff 
vi«llioo oo~«:filmg :Hs llll@t :a~lle ilienn,, the MCO slnall ~ alltcemare ~«»fo,giies :as 
:Blntili!ilbile fuir :allll-meefun. -. . . . . . .. ... .. gs 

• 11~ 1_3_ The MC(}) siWI rqmrt oo. the :mciti'rities ofdiie m~ ~ m Sectfomns rt7!] 
;md l 1.12 mchndinng meeting irllaiites, boo.rd membeis;. tll)pics dis~ and actiom 
taken m respm.llse to &am conmlbiutfons to DHHS m the Medicaid C«Rre Mamigemellllt 

• Program Comprehensive Amiua! Repoirt · 

11.1 -4. The MCO shall collllooct a: memlOOr sarisfactioim smvey at least amiually in accordmce 
· with National Committee for Quality Assfilance (NCQA) ConSumer Asses5ment of 
Health lPlan Survey (CAHJPS) :reqwremerits to gaffi a broader perspective of member 
opinion5. The MCO smvey illSirument is subject to ]!)HHS approval. Tile results of 
these surveys shall be made available to DHHs to be mea5Ured against criteria . 
eStablished by DHHS; and to the MCO?s membership [§ l 903(m)(2)(A)(.x) of the 
SSA; 42C(+R422.208; 42 CFR422.2l0; 42 CFJR.438.10(f)(6); 42 CFR438.IO(g); 42 
C.FR 438~6(h)l 

·· .. 17~7.5. The MCO ~h(l}lsll!ppoitDHHS? jnteraction andrepoi:tilig to the Governor's 
Commission on Medicaid Care Management. · · 

17.8. Provider Directory 

. 17.8. L The MCO shall publish a ProYider Directory thafsHaii 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. Jhe Provider Directory shall mdude 11ames, gender; locaticms, office hotirs, t~lephcme .. 
·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 (inciuding American Sign Language) 
spoken by, current contracted providers. This shall include, at a minimum; . · . 
information on PCPs; specialists, Family J>lanning Providers~ pharmacies, Federally 
Qualified Health Centers (FQHCs) and Rural Heaith Centers (RHC~), ·Mental Health 
and Substance Abuse Providers; L TSS Providers, Nursing Facilities and hospitals. 

17:8.3. The Provider Directory shall provide all information according to the requirements of 
42 CFR438.iO(h). 

17.8.4, TI1e Med shall send a letter to new members within ten (10) calendhr days following 
. the MCO's receipt of a valid etjrollment file froniI)HHS, but no later than seven (7) 
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memhlrur m:ys .(flf 1tlhte difel:trii"re mtte @:If elllll!l0lllllmenn1t ~ttllnng itlOO mmrellllll1bxelf ro 1tllne 
Pml\'i<rller Dmred«llcy <UJllll 1tlhte MOOf s we1!mfte mall iinnlf@Jrnlllliinng 1tllne mm1Elll!ll1bxar @f 1tlhte nghit it@ 2 

]plirfum1t00 -.itewomi o:lf ]plrovillll(flf ~cy ~Ol!D. llllJPXOlllll Jre<q[Mesit [4t2 CIFlil 43R Il ©{h)J]. 

111 JlL5" The MCO ~ llll@tify.an melllllh?IS~ air nmstr @nnce at ~"' @ff 1tllnefilr. rigllnt 1t@ <{))1biflUm a 
~Jr «:@py of the JPIDl\'ider Direcrocy am.all shaill llllll;miimin:iliiimi oonnsllsttmit m«ll llip-to-mte 
Ilim:OOlD!lIDaition on the plan's websiire ma mrmicllniml.e :rem<lllalllb>Ile :!file am.idl fumM!lt dllS ~ified 
by the Secretm'y. 'The MCO shall Updare the JPlllJlrelf «:«llJPY off 1tllne lProwider Directory at 
Ile2lS!t mollll1thly anirll sba11 lllpdate no later trlln;m tmrty ~3«ll)l ailemilH days after the MCO 
reteives updated mfurmation. [42 CTR 438. l ~lhi)H)l1-

JL 1 Jt6. The MCO shall post ori iits websiite a sieardiiab!e .list of all itontracred prol\'idiers. At a 
n:rinimmn, this list shall be searchable by 11.uovider mime. specialty. and location. 

11.8.1, 11ill1y (30) calend~ days after contract effective date or ninety (90) calendar days 
prior to the Program start date, wJrichever is later; the MCO shall develop and submit 
the draft Provider Directory template to DHHS for approval and thirty(30) calendai
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 shaU make g0od faith 
efforts within fifteen ( 15) calendar days of the notice of termination to notify 
emollees 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 dev~lop and maintain, consistent with DHHS standards and o~er 
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 provid~rs, and include the following 
information for each provider: 

17 .9 .3 .1. Address of all practice/facility locations; 

l 7;9,3.2. Gender; 

17.9.3.3. Office hours; 
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11~93-4·- Trelleplln«»lllle ~; 

11_935_ W~re ~if lmJlD]l»lliia;anlliJile)); · 

. • I1~9~3Ufi AroclllllillJlJillll~«»m JP!lIDvn~f;lllLf«iiir ~Ile with disabilities; 

H-9..3J' _ • Wheth~ 1tlbi.e prown<dle:r mis c«Jlmple!ed anifurid comperemice tr.Bmmg 

· 11~93Jt . H@spitai affiliatillllm~ ifapJPllicablie;• · · 

· 11_9-3~9- • OpeD/dose statuis fo:rMCO members; 

. • 17-9_i10_ Languages Sprikoo (mducrlfuiig American Sign Language) m eadn. proVidei • 
l«)C~tion; . . . . . . 

· 11~93.l L 1\!Jedical Specialty; an~ 

17.9.3,12~ :Board certification, when applicable. 

17.9.3~13. The MCO progi-am content included on the website shall be: 

17.9,3.14~ ·Written in Englis~ Spamsh, and any other ofthe con;unorily encol!ntered 
· · · languages in the State; · · · · · · 

17.9.3.15, Culturally appropriate; · 

• I 7~9.3,16. Written f()r m1derstanding at tlie ~th grade reading ievel; and 

117.9.3) 7; Geared to the health needs of the enrolled r\lrdo p~ogram population'. 

l7.9.4:·TheMCO shan•mairitainan·updatedlist offorrnulary drug lists on its website; Such 
information shall include: . . . 

17 .9 A. LWhich medications are covered (both generic and name brand);. 
~n1d · 

11.9.4.2.Which tier each medication is on . 

. . •. 17.9.5. The MCO's NH Medicaid Care Management website shall be coinpliantwith the 
F eci~ral Department of Justice ~'Accessibility of State and Local Goveriinient 
Websites to people with disabilities". 
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18. Culturally and Linguistically Competent 
Services 

18.1. Cultural Competency Plan 

n~_ LJL Jiim a«rorrdlmte with 42 CFR 43a't206, the MCO S1naM llmve a OOll.lllJPlrehemive written 
Cmhnral Comperency Pllan descnliiing how the MCO smilll•e~ &U: services are 
provided m a cwrurally and linguistically competent nmmmeir ro all Medicaid 
mrembern, ind1llldmg those with Limited English hoficiency (LElF'). The Culrural 
Compete:rncy Plan shall descnliie how the pimr:iders, individUI~, and systems withiii 
the health plan wiiU effectively provide services to poople of 2lll culh.'IIes, rates, etlmic 
backgrounds, and religions in a manner that recogmzes values, affimits and respects 
the worth of the individual members, and protects and preserves the digmty of each. 
the MCO shall work with DHHS Office of Minority Heath&; Refugee Affairs and 
the New Hanlpshire Medical Society to address cult1J1Ial and linguistic co;nSiderations 
as defined :in the section. 

18.2. General Provisions 

18.2.L The MCO shall participate iri efforts to promote the delivery of services in a 
culfurally and linguistically competent manner to all members and their families, 
in.duding 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 communic:ating and working with its 
members who do not speak English as a first language, who have physical conditions 
that impair their abilitY to spealc dearly in order to be easily understOocl; a.s well as 
members who ate 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 conuriunication assistance for health encounters including preferred spoken 
language for health encountets, need for interpreter, and preferred language for 
written health information. 

18.2.4. The MCQ .shall collect data regarding member's race, ethnicity, and ~poken language 
in accordance with the c;urrent 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 Hurt1ai1 
Services. 

18.2.5. The MCO shall not use children or midors to provide interpretation services. 

Page 109 



New Hampshire Medicaid Care Management Contract·-· SFY20f9 

E)(hibit A :. Amendment #14 

1l$.2.6.Jfff1tllne Jlll](fl!J]llllreu idl~@iflfieme<dl :ffiree ~«»nn ~IC5,; 1tllne!llfl ma 1lre illl ~:m 
· · · · · P~ f@t. mnifummilmg 1liliie ~ «Dff1!Tuie ·~ ~ain~ of dei:llfunimollll ~11llne 

. ~00 @ffilll (001llll1_llrellentt~l!lelteir 1t@ ~ ttlliie ~Si l!llllll«ll~ .a!LS l'lrellll ;ms 
.. :BJ_ pro:ooss t@ dl!Jl(CWID]J]leint fue mmnnioolf' s doc~<rnnJL ~llelr sernces mllllSt 100 ~ 
. ·@f!tered m1t every lllle\v' eomct. Every' detllfuamtn«»nn ~ new dllOCwm.rematio~ of tine 

off!fm- midi rrllecJme_ 

18..2.1. iJue MCO shall~ mremooirs Whooe lifesttyne «»Ir <Cdoms maY differ :fioim those.of 
the majority of llilliembm. 

IS,.2J!;.The MCO shall eiism;e illllterpreter services are availiiible t«Ji any member who ~eSts 
••·th~ regardiiesS ofthe prevalenc~ of the memb~r· s laJm.guage Within tlie ()vernll · 

program fo~ all health pbm and MCO services exdo.sive of inpatient services_ The 
~co shall recognrize that no one interpreter service (such as over-the-phone . 

•. · futeipretation) will b~. appropriate (i.e:, will provide meaningful access) for all 
membeirs in all sifuatioris. The moSt appropriate service fo use (m"-person versus 
remote ilitel:pretation) will vary from siruatio]ll (o siro.ation and w111 ~e b(lSed upon the 
w:llque needs and circuffistances of each individual Accordingly, the MCO s}ulll 
pfoVide the most approprii;ite interpretation •service possible Under .the. circulnsfarices_ 
In au Ca!ieS; the MCO shall provide in-person inteypreter services when deemed 
· dlnicfilly necessary l>Y the provider of the ~ncouriter service .. 

18.2.9. The MCO ~~lbearthe cost o;f i11terpretive servic~; including American Sign 
Langliage (ASL) interpreters and translation into Braille material_s ~yailable to 

· · hearing- and vision..:i1npaired member$. 

. . i 8.2. l 0: The M~~ber H~?book sh~ll include information on the availability of oral Fd 
· • · · . . mterpret1ve services. · · · . · · · . . · · 

18.2; i 1. The MCO shall co:iriinhnicate 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 oi other formats that can effectively convey information 

. a11d. its impOrtaIJ.Ce to the member' S .h¢altlI and health care, . . . . . . 

• J8.2.12:As a condition of niceipt ofFederalfinancialassistance? the MCOacknowled.ges and 
agrees that it must comply with applicable provisions of national laws and polici~s 
·-prohibiting.discrimiii~tion, including but n6t limited to·Title VI of the.Civil Rights 
Act of 1964, as amended; which prohibits the MCOfrom discriminatirig on the basis 
ofi:ace; colOr, or natio11al origi1i(42 U.S.C. 2000d et seq.). . . 
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182.B.As tellmnmliedl lbiy &rewttiive Orulla l'.UMi" lfmmpromg A«ess 1t«» Sm<i<e<eS mir P<elf$(Q)m 
witr1ln lLiimmlitroo &.....11;"'"1],, lPmffiicim m:dl mes .. Tut-;,;,.,;,, a · c · "llllm.ce mn:Iloo.nll «»rrii -. . ]5ll=ill . . cy" tullilLllllll5 gen y gm . . . . . " gmm 
~iriimrnfum:mttiim mdhuudJes; ~OH!l@lill dJllf Jb;mslls @flLimitrOO JEnngll]s!m lPmffiicienrta:y 
(LJEIPJ T@ ~ rollllllJllllmDre m1th Title VL llie MCO mustr talkie ~-lie s1le]]S tr@ 
enJlSllJire tbi1t JLBl> ~m lliianve memiimgful access ro the M:CO"s Jpm:inl~ The MOO 
sOOIDl. proviqjje ttllne :lf@llll.rDlwiimg ~ce" ind1llldiml~ lb>m not lim:Iltoo to: 

18.2.B.l. ~[ lJngwige ~g:e l«Jl m:dlivid1lll~ who fu:tve JLEP mdf())I (ofueir 
oollllilliummiirc:mtii@Ill unree&, aft no costr to them,. to :facilitate timely access t@ ililRi · 
health rcaire amd ~e:nric<eS. 

18_2_13_2_ lfnfonn all mdividua]s oftlb.e availability of language assistanre servirces 
dearly and in their preferred language, verbally and in writing_ 

18-2.133_ El!llSUlre the rcompetenrce ofindividuals providing language assistance, 
rercogmzmg that the use ~f untrained individuals and/or minors as interpreters 
should be avoided_ 

l8-2.l3A Provide easy-to-understand print and mtilfunedia materials and signage in the 
languages commoruy used by the populations in the service area_ 

18.2.14.Meanillgful access may entail providing language assistance serVices, including oral 
and Written translation,. where necessary_ 1\1COs are encourag~d 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, Igo to http://www.lep.gov. 
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19. Grieva11~es and Appeals 
19:1. General Reqrifrements 

Jl'9!.UL 1l1lrue MCo s1lnanJl] trllevell«>Jpi, imJI>K~cemt arid manID!trmmm 2 GriieW!Bnti:e s~ l!IRD.der wmith 
Medliican«JI ~miOOirs. or provideiS acting <llln thellir lbxemll( lllDY dlWllmge•tl!D.ie dmial of · 
. mffrr2ge o:( or JP!a!IJID.mllt for, mediioal assistance amd 'Whim mcli1wrllies a grieTim!lce. . . 

·:. · • • · • · m .,.,,,.,.,;,,,...i · · • • · • · and aceess fo the Sr.mte's &fur 1neairm · . The MCO ~,, ""ll"~~. . . . . . . ... gsysrem_ . . ... 
sbmll emtme tJn3t the Gneva.nee System is m compJ.imcre \\'1th 42 CR.-. 4:38 Slllbpart .f, 
md N.Jl .C:ode of A<llmmistiative Rules,, Chaptci" H~ 200 Ruies of Practice mnd 

· Prooodure. · · · · · · · · · · · · · · · · . . 

· 19U2. The MCO shall provide to DHHS a complete descriptio~ m writing midi including all 
. ofits poliaeS; plrocedures, notices and fonns. of Its pl-oposed Grievmce· System foJr 

•••Dillis' :review and_ approval prior to_thie_fust :readiness revie'W~ Any proposed• · · · 
· ·· dmnges to the Grievance System rimst be approved byDHHS prior to 

impICin,enbi.tion. · · · · · · · · · 

19.1.'.t the. Griev.an«:e System shall be fl3Sporisive. to any grievance Olr.appeal of dual- eligible 
membe~. To the extent sucb grievance or appe~ iS related to a Medicaid service, the 
MCO shall handle the grievance or appeal in accord With this Agteelinelit In the event · 

· •. the MCO. after review, determines thatthe dual-eligible member's grievance or • · . 
appeal is S()l~ly related to a Medicare semce; the M.:CO shali tefer the lll~niber to the . 
State's $HJl:> program, which i$ currently administered by Servicia J:.iJ]k .Aging and 
D.isability Resource Center. , 

.•. _ 19.1.4. The 1VI¢6 .shall be responsi~le•for ensuring that the_Grie'v~ce System_(gfiev:ance. . I .. 
• • · · · . . process;· appeal process, and access to .the State's farr heanng system) complies with 

... tli¢ following general requirements. Th,e MCO must: 
. . 

19.1.4.1 .. Give members any reasonable assistance fa completing forms_ and.other 
·procedural steps. This includes, but is riot liiiiited to providiiig iiiterpreter. 
services aiui foH:-free numbers witli TTY/TDD ~d mterpreter capa}JilitY ~d 

. ~ssiSting the member inpiovidirig written consent for appea}s;· •.. 

19.1;42. Acknowledge receipt of each grievance and appeal(including oral appeals); 
unless the emoliee or authorized provider.requests expedited resolution~ . . . . 

. 19.1.43. Eiistiie that decision makers on grievances arid appeals and their subordinates 
were not irivqlv~d in previous· level~ of review (>r deds!on making; . · · · · 

19.1.4.4. Ensure that decision m*ers take into accou11t all comments; documents, 
records, and other infonnaticiri submi~ted by the enrollee of their . • . • . . 
r:epreseiitative without regard tO whether such infortnation wa~ su}Jniitted or 
considered in the initial adverse benefit det~nnination; and 
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Il'9UL 4L4L Il _ .lilf ~alliinng my @f 1tllne fufilkol~ 1tllnre allerisii@llll :immn]k:(fll[S illlre llnre:mllttlht ~ 
JPlirllll~@mlls mu1ln dlmmnall rexnrerrltlls<e film 1tre'&lirinng ltlbtre imilremmOO!r~ s <J:(())lllltd!Ilttii@im 

m~: 

tm.. Am~ @ff 1Hl all~ 100isOO ((})llll bdk @:f moonall Jlllocessitty; 

lb. A grievmre ircegmrrllfumg allemali of e~ired ires@Illlllti.om o:f m ~mill; 
(Q)Jr 

c. A griievanc1t; OJr appeal that ID.vohres clinical issues. 

19.15. The MCO sOO!ll seltlld \Vrirleri. notirce tQ memberrs and pmvideJIB ofany changes ro the 
Grievance System. at least thirty (30) calendar days prior ro ifilmplementation~ 

19 _ l _6_ The MCO shall plfmride mfonnarion as specified m 42 CFR § 438. lO(g) abom ilie 
Grievance System to proVider.s and subcontractors at ilie time they enter into a C(Q)ntad 
or subcontract The mformation shall :include, but is not limited to: 

19.1-6.L The member's right (orp:rovider acting on their behali) to a State fair hearing, 
how to obtain a hearing, and the ruies that govern :representation at a hearing; 

19.L6.2_ The member's right to file grievances and appeals and their .requirements and 
timeframes for filing; 

19. L6-3_ The availability of assistance with filing; 

19. l.6_4_ The toll-free numbers to file oral grievances and appeals; 

19.1.6_5_ The member's rightto request continuation of benefits during an appeal or 
I State fair hearing filing and, if the MCO;s actiorl is upheld iii 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 niake 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, an:d the date of resolution. 

19.1.9. The MCO sha~l provide a report ?~allactions, grievances, and ap~eals, ilcluding all 
matters handled by delegated entitles, to DHHS on a monthly basis. 
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1l9>JLll«!J.111hie JMIOO slbWll reriN Gnievanmrce S~ium inn.fumM!lltiicoum llllSi ~@ff 11100 Sitantte ~ • 
. ~ ll!llinalJ mm :mrcroimll Wifu ttlhiis ~ a«ll ~2HCJFR 43s_41WL 1111iKel~1ICO ~ 

ll11Dmt1kce Sfllidht mmfulTllllllE1tioo ac<OOs.snlMce 1to tllD.ce S1t;mJte aBlllllii! ~Ile 1lllJPlm. :Jreq[llnest tto C'JMIS-.. 

1l9JLi Jl _:The JMICO sllnallB. ]!}lrovi<lle 2IllY anal! iiill pronalleir <Cll}llJ!Il!JPlllmtfum1t afilID.qJJ ~ Il«llg$ to n:HHs_ 

· · l9~2. Grievance Process 

192.t The JMiQQ slnaill develop, filmplemem, mad maiBnm.Dii a grimimte jpln!»re.ss ~t . 
estalb:Hishes the procedruire fur addressing member grievmces :il!lllld whidir is m 
C«llDlJP>iiace With 42 CJFR 438 S11lllbpart F and thiS Agreemeillt . . . . 

. 192-2~ The grieTI!lllllce process shall adcJlress member's exp~ioiil of irllissatisfaq:tion with any . 
aspect of their care other ·thari an adverse benefit derennmation. Pos.Sible subjects for . 

. . grievances mcl1!llde, but are not fumtoo to, the qualltY of ca¢ ot sernces pmVid.ed, and 
· • • aspects; of interpeirsonalrelationslrips such.as nJldeness ofa provider or eJ11ployre, or 

fuilme to r¢spect the memb~r' ~ rights. An enrollee or the emolloo' s miithorized 
repre5eritatlve with written consent may file a grie~initce at any tlliie~ . . . 

1923~ Members who believe that their rights established by RSA l35-C:56-57 orHe-:M 309 
· · · have been Violated, may file a cofuplaint with the l\ICO in accordance :with He-M 

204~ . 

. . . . . • • 19.2.4. Members wh() believe the MCO is not providing riieiital health or suljs~ance use 
dis()rder: benefits in violatioii of42 CFR Part 438, subpart IC maY file a grievance, 

J 9,2S The MCO shall have policies and procedrires addressing the grievance process, which 
comply witli the require(nents ()fthis Agreement: Th¢ MCO shall subniit in advanqe 
to DHHS fot its revi~w and approval, all grievance process policies and procedures 

. : . and related notices to members regarding the grievance process. Any proposed 
, changes to the gnevance process must be approved by blllis prior to• . 
implementation. 

l 9.2.6. The M:CQ shall aliow a mell1ber, or the member's authoriZed represe11tative with the 
member's \yritten consent to file a grievance with tiie ·Meo either orally or in writing 
[42 CFR 438.402(c)l 

19:2: 7. The MCO ~hall complete the res()lutioil of a grievance arid provide notice to the · 
affected pai:ties as expeditiously as the member's health condition requires, but not 

. . ..... .... . . . . . . . . ......... . 

·later than forty-:-five (45) calendar days froiri the day the MCO receives the grievance 
.. rot one hundred percent (100%) ofineinbets filing a grievance. If the enrollee . 

requests disenrollment, then the MCO shall resolve the grievance in time to permit 
the disemoiiment(if approved) to be effective no later than the first day of the second 
month following the nionth in which the bnrollee requests disemollment. •..• 
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ll92.S .. The MCO sl!Dmnllllll@Jtiify~irs cmff 1tllne ~-@llll m grieUn!l~. The llll«D1tiiffiitaalllii«lliiit11111llBlY 
. . . lhe.omillly (})J[ funi. ~fut gri~il:m llll(l})fr mv«iillTI!mg ccl!Wa:anl ruimeS.. N«ii1tiia5 ((!Jf' . . 

resoillll!ti!Dn fur rc11mnm.all issime5 Ill!ll1iliSlr 100 m wring.. . 

192 .. 9 .. Mem~ shaJlli n@Unave 1dlne rigllnt to a Stare &ir lne;airing m. regard ~ trine IteS«Dllllllttii«»ili of:a 
gnevmce. · 

19.3. Appeal Prncess 

19-3.1. The MCO shall devel@Jlll, ·imJll'lem• cmd maintain fill appeal process·tbat estalbilishm . 
the procedure fur addressing memOOI" requestS foi review of any action takem by the 
· MCO and which is iiii compliance with 42 CIFR 438 Subpart lF and this Agreemeiit .. 

19 -3.2. The MCO Shall allow a meriioo:r, or the member"s authorized :representative, or a 
proVider acting on behaltof the memb¢t and with the meID.ber's w:rltten commit. to 
iequest an appeal or.illy or in writing of any MCO action {42 CFR 438.402(c)]_ 

. . . . . ... . .. . . .. . .. . . .. .. 

19.3.;3_ The MCO shall incbide as parties to the appeal, the meniber and the member's 
a1.1thorized :representative, or the legal ~epresentative of the d¢ceased member'~ esta.te. 

19.3.4. For appealS of standard service: authorization decisions, the MCO.shallallow a 
Illember to fiie an appeal, either orally orin writing, Within sixty ( 60) ccllendar days 
of the date on the MCO' s notice of actio11~ This shall also apply to a memb~r' s 
requ¢st for ~ expedited appeal; . An oral appeal tiuist be followed by .a written, signed 
appeal. · · ·· · 

193S The MCO shallerisure that oral inquires seeking to appeal an action are treated a5 
I appeals and GOnfirm those inquires in writing, mtles~ the member orth¢ authorized 

provider requests expedited resolution. An oral request for an appeal must be .. 
. followed by a written and signed appeal request unless the r¢qtiest is for an expedited 
resolution. . . . . . . . . . . . . . . . 

19.3.6. IfDHHS receives a request to appeal an action of the MCO, DHHS will forward 
· relevantinformation to the MCO and the MCO will contact theme1111Jeqmd ·· 

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 amom1t, duration, or scope tluit is iess than requested, must 
be made by a health care professional who has appropriate clinical expertise in 
treating the member's ¢ondition or dis.ease. . 

l9.3.8. The :M:C:o shall allow the meniber a reasonable opportunity to present evidence, and 
allegations of factor law; in person as. well as in writing. The MCO shall inform the 
niember o~ the limitec1 time available for this in the case of expedite~ resolution.· 
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Il'9>3_'9>~ The MCO sllmffi pmvii«lle tlOO ~ mtdl hllne mmff'lIIIllllreir"s ~rive @JPl]{Mli~,, 1t«» 
. . mnvie 1llbire ~·s; ~ iffillie~.mocilmml!Ilmignim~~·~ -«ii my@1t]fu¢i docamnmemms . 

•all rerootrnl!S oonnsntdlerrm «l!ninrfiling 1tllnre ~ .~. ffiree. @ff ccHnaige prior tiai dne lln~ . 

Il~3.l «ll.The 1\1ICO .slbiaill mesoilve <o>l!Ile lnunnnaJJrerll ~im1r (Il 00.o/iID) @f stmrdlard member ~ · 
wiltDnimi tlnDrty (30) ~eJmu «llays; :ffirom 1tllne dame 1tlbte ap~ was filed with dn.e MCO_ 
The dare of filmg sJmll 00 C(Q)BnSni!Jleroo eii1tlbtm- m <ilim irequllest fur appeal Olf a written 

••.~est from eiilirei ffi.e memoor OJI" provndei~ wbidJueve[ cJlate Is the earliest. Qr, im ~e 
cii$e of a: provider filmig an ~:mll om IOOW of the m.embm-. the date of filing Shall be 
comid~ the date lllJ[MllBll Which the MCO receives a\lrthorization from the member fui 
. theprovideir to fil~ an appeal on tine ~ember's; behalf . . . . . . . . 

· • • 19-3.l llf the MCO fails to adhere to notice md timing reqWrements, established in 42 CFR 
· · · 438.4-0JS, then the enrollee is deemed to have exhausted ilie MCO's appeals process; • 

• .. amid the enrollee may :imtitiate a state fait bearing. · · · · 

. • .. 193.12. Members who believe the MCO is not providing mental health or substance use 
. . . . disorder benefitS in violation of42 CFR 42 CFR part 438, snbJ.>art kmayfile aji. 

appeal. 

19A. Actions · 

19AJ; The MCO shali allow for the appeal of any action taken by tile MCO. ActiollS shall 
. . . . . . inclucie, but are not limited to the following: . . . . . . . . . . 

. 19ALL Denial or limited authorization of a requested service, including the type or 
level of sefvice; · · · · · · 

I . . . 
19.4.1.2. Rednction; suspension, or terminati<m ofa previously authorized service; 

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

19AL4. Failure to provide sefvices iri a timely manner, as defined by the State; 

19.4.1.5.. Untifilely service authorizations; 

19.4J :6. Failure of the MCO to act within the timeframes set forth in this Agretiment or 
as required ub.der 42 CFR 438 Subpart F and this Agreement; and · · 

. 19.4.L7. At such times; if any, thatDHHS has an Agreement with fewer than two (2) 
MCOs,for f! iural area residentw!tli only one MCO, the denial of a member's 
request to obfain services outside the networ~ in accord with 42 CFR 
. 438::i2(b )(2)(ii) .. . . . . . I . 

19~5~ Expedited Appeal 
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li9>5 .. n .. 'J.[]oo MC()) sJlnmillll de'lflfilfillJPl,. immpilemm• a.rd! ~ m ~<e<dl :li!JPl~ reri<tm" 
~ f[@lr ~ \\Wllnellll 1lllne MCO cdleremmnres, as 1lllne IITf5l!Jlllit @ff rai rnf>«Jlllllreslt oom ttllne 
memmfuxe1[,. ©Jr :m ]pJIDvi<d!er re«J1.11111est oo the memooJr' s lOOlbrallllf ©Jr ~g ttlhle melillilllreJI"' s 
me«j[nHieslr,, 1dlnfil ~g ilie ltfunme fuir a srandaJrrl :ines@Il1lJl1tii@IID «:@11J1lld sm@mily jjoop~ Jthe 
llimeimnJlreir•s lliftie @Jr Jlnmitttlhl fl»Jr abili1ty t@ :!ll~ maiiJm- Olf ~ lilmnimmnnm :lfirnim.citllmn .. 

li95.Lli. The MC()) mmtr mfoml enrollees l{))f the Ilimit<e<dl itiime a~Ile 1IIDl JPlf<esent 
cerirdlem:ie md tcestimolllly, m ~lf5ori :aind m wririRllg. ad lllrilK.e Ileganll ardl &dirnail 
~ootts sruifficiielilltly m advance of the tes<iillmirnm rimme:immiie fur expOOitoo 
~-

19Sl2. The MCO shall make a decision on the member's request for expOOitred appeal 
md provide notice, as expeditiously as the member· s health conmtion 
:reqrnires. within 12 hours after the MCO reeeives the appeal. The MCO may 
extend the 72 hom time period by up to fourteen ( 14) calendar days if the 
member requests an extensio~ o:r if the MCO justifies a need for additional 
inf()nnation and how the extension ism the member's mterest. The MCO 
shall also JIIlake reasonable efforts to provide oral notice~ The first date shall 
be considered either an o:ral 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 time-frames 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.Witifn 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%)ofrequests for expedited appeals. 

19 .5 .1.5. The MCO shall ei1sure 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 tbe MCO denies a request for expedited resolution of an appeal, it shall 
trartsfer the appeal to the timeframe for standard resolution and make 
reasonable efforts to give the member pronjipt oral notice of the denial, and 
follow up within two (2) calendar days with a written notice. 

Page 117 



New Hampshire Medicaid Care Management Contract -· SFY2019 

Exhibit A :. Amendment #14 

ll'9J5.]Jl_ The m~:I!mms :m rigllntr tr«ll file a grievmce re~ itI!ne MICO.S a£emiii:mll<iiif iat • 
~ f@jf e~ jreS<Dillunttii«»nn. Tinre MOO~ mm!Im 1Ihe 111D1Simillreir <iiif~ar 
Jtiiglhitr lllmn«Jl trJlne ]pJ~UiJres tr@ file all. gri~te m tJlne l!ll({J)trilC<e @f «lJ~ 

19.6~ Content of Notices 

•. · 19.6.L Tine MCO slln4iillll nn«»iriiftY1tllnre ~estmg provider, ~dgiye the miemlbei wirittrem notriire @f 
. my docisnonn to allenn.y an S<emre amllnorizarion request, or to a11JJdnorize a sernice mm am 

· ammmt, cfurari@llll,; or S'coJPle that is less trum requested. Such notice must: meet the • 
:requirem.eO,us of 412 IClFR 438,4[»4~ except &rt the n()tice to the provideJ[mi¢ed not 1be ~ writing_ . . . . . . . 

19.6.2. Each notice <>f ardlver5e action shall corifoiID with 42 CfR 431-210, contain and 
explain:.· 

• 19 .6~2. L 'file action the MCO or its subcontractor has taken or intends to take; 

19.().2.'.2. The feasOlllS for the action; 

19:6.23. The membet"s or the provider's right to file an appeal; 

19.6.2A. Procedures for exercismg member's rights to appeal or grieve; 

19.6:2-5. Cin;umstarices tinder whic;h expedited resolution is available and ]iow to· 
reqilest it; and 

19:6~2.6. The member's rights to have benefits continue pending the resolution of the 
C1ppeal, how to reqiu~st that benefits be ?ontinued, and the crrcumstances 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· foffiiat requirements: 

19 .6.3 .1. Wtitte:n notice must be translated for the iridividuais who spea.k one ofthe 
commonly enC()Ullteredlangu~ges spoken in New Hampshire (as defined by 
the State per 42CFR 438. lO(d)); 

19.6.3.2. Notice must include language clarifying tha~ oral interpretation is available for 
all languages and how to access it; and 

19.6.3.3. Notict:is nilisttise easily understood language (lnd format, and must be 
available in alternative foi-mats; and in an appropriate manner that takes into . 
consider~tion those wi~h specia~ ne~ds. ~11 me~bers ari? potential 111einbers 
must.be mfo:rmed that mfortnatioh is available in alternative form(ltS and how 
to access those formats, 
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IlC9lJ5AL The MC({) s1lnallll lllllWJl itllne nn@!tllre of llltrdiw-<eJisre llremteffiitt «llre1JtelnnmiinnanJriioJID.1b>.f itllne r&!re @ff itllne 
aircltii@im nm my @:ff itllne follll«llwillmg ~lllllC 

1l9_<ii4L2 The mnrollD.ee sunbmi1!s a signnoo wri1ttr<eml m1$meJID.1t reqmiestmg sren:vitte 
1t1emIDitation; 

l9Ji4-3 The emollee submits a signed written :sratem.ent indliuidmg mfonnation that 
requires service terminabon or Jre<dil!llctllOlill and. mmc!lll1tes tJliat Jhe miderstands 
that the !service termination or redunittrllOllil will resmt; 

Il9.6_4_4 The emolllee has been.admitted to ari. ~turion where he or she is :i.neligible 
under the state plan for further services; 

19.6.4.5 The enrollee's address is determined unknown based on returned mail with 
~o forwarding address; 

19.6.4.6 The emoHee is accepted for Medicaid services by another state, territory, or 
commonwealth; 

19.6.4.7 A change in the level of medical care is prescribeci by the enrollee's 
physician; 

19.6.4.8 The notice involves an adverse determiriation with regard to preaclmission 
screening requirements of section 1919( e )(7) of the }\ct; 

19.6.4.9 The traµsfer or discharge from a facility will occur in an expedite~ fashion. 

19.7. Timing of Notices 

19.7.1. Termination, suspension or rediiction 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 teimination, 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 ofpayinent - The MCO shall provide members written notice oh the date of 
action when the action is a denial of payment or reimbursement 

19.7.3. Sfari.dard service authorization denial or partial denial- The MCO shall provide 
members written notice as expeditiously as the member's health condition requires 
and ~ot_to exceed_fou~een (14) ~~lendar days followin? a request for initi_a~ and 
contmumg authonzat10ns of services, except an extension of up to an addit10nal 
fourteen (14) calendar days is pem1issible, if: 
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1l'9JJ!;.3_]_ 1l1lne meinml!re1nnur1tllne Jl»ll@wiicrlleir ~ 1llbtre ~~ ({))J( • 

Jl'!ll. 71-3.2_ The JM:CO Jimttiiffiies ~ IDl~ fm anrdlcrfuii@mll ~Jilmlriom •«ll h@w.1tl1Ji~ enreilDSii@nn isi 
m ttBnre m~~,;s :Rnn1tren:iestr.. 

19. 7/ 3.3_ Whmn. the MOO> ~lllls ttBnre trmmefumme, dne MCO nmst give dne memlOOJr 
wntren lllorice ({))f fue ~«DIDl fuJr 1tllne «llecisi«Dxil to exteml! tllue tiniefumB.e m«ll 
mfonn the memJb,er ({))f the :riigllntio file :Bl grievami.ce if he or she disagrees mili 

· that irlliocisili»n.: Ulllldlrer sruiich ~ce, the M:CO must issue all\~h:arny oiilt ills 
diet<erminari@llll :ms e~riomiy :ms dne membe£' s heahh coimmtio:O. requires ad . 
ll10 later~ the mte the exten;;ioim expires_ 

. . . . . . . . ... 

• 19_1_4_ ExpOO,itoo process - JFor cases; m whidn :Bl provider mdlcates, or the MCO determines, 
that followmg the stmdaird tifileframe could serfouslyjoopardize the member's life or .. 

· h¢alth or ability to a$.in, maintain; orregam maximUJim functi~ the MCO m1L1st •. · 
. illiike an expedited aliiahorizari()llll decision and pmvid~ notice ·35 expediti()usly as the . 
member~s heaith condition requiies and no latedhan tmee (3) business days after 
receipt of the requ~st for semce~ . . . . . 

19.7_4_L the MCO may extend the three (3) buslliess days' time peric1cll by up to seven 
(7) calendar ~fays if the memb~r requestS mi extension, or if the MCQ justif;ies 
a need for additional information and how the extension is in the mem]>er' s · · 
interest. 

19: 7.5. {Jntifilel.Y service authotjzatioris ~The MCQ must ptoVide noti<:e oii the date thatthe 
· • titlleframes expire when service authorization decisions ate not reached within the • 
I timefraines for either standard or expedited semce auth~rizatiollS. 

19.8. Continuation of Benefits . . . .. 

. 19.8.1. The MCO Shall continue the 1Ilei11.ber;s benefits if:.· 

. l ~JU J. The appeal is. filed timely, Il1eaning on or before thelafor of the foll()wifig: 

19_8j_1.L Within ten (lO)calendar days oftheMCO mailing the fi()tice of action; 
or 

19.8.1.1.2~ The intended effective date of the MCO's proposed actio11. · 

19 .8.1.2. • The appeal involves the termination, suspeiisfon, or reduetioii of a previously 
authoiized course of treatment; 

19.8.1.3. The services was ord¢red by an authorized provider; 
. . . 

. I9.8:L4. The autjhorization period has not expired; and 

19.8.1.5. The member requests extension of benefits? orally or in writing. 
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119JJ~.2" lfff.1filrue M<CtOJ cca»llll1tDmru.nes @lf re~ 1tlhte mmemrnllrerr''s ~ffiil!s \\Wlhiiillie 1dlrue ~is J!iYEllllrllfiling,, 
1rlloo ~lls nniinnsJt 1hxe oommllllerll 1lllllll1tiill @Jillie @f 1llhte ffullll@wiinng oc«:umrs: · 

11'9Ult2U. The mmemrnllrer mtrlln.llllr.Rws 1t:lhte appeal mm Wttiimg 

1L'91J~22. The mmel!IDlooir alloos not mqunest: a Smite &in; .YnemirIDmg Mttllnllim 00m1 (ll@) rcalleilll!illm
~from when the MCO mmJls m ~vase IM:CO.«llecisii@im; 

ll'91Jt23. A Sir.lite &iir hearing decision adverse ro the m<eJJ]]!beir iis; maal1e; or 

19 Jt2At Th.e amhomati<m ex]pillres o:r authorization seirrirce fumtts are mcl. 

19.S.3. Jifthe fimd.tresolmion of the appeal upholds the MCO's actnoJlll,. the MCO may recover . . . . .. 

fmm the .member the amount paid for the services provided to the member while the 
:arppeal was pending, to the extent that they were provided solely because of the · 
requirement foi- continuation of services. 

19.9. Resolution of Appeals 

19.9.L The MCO shall resolve each appeal and provide notice, as eXpediti0usly ~ fue 
member's health condition requillres, within the following timeframes: 

19.9;1.L For standard resolution of appeals and for appeals fortennination, suspension. 
or recfoction of previously authorized service~ 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 exfend 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 show~ that there is a need for additional infornfation and the 
MCO shows that the extension is in the member's best interest. 

19,9J.3. If the MCO extends the timeframes not at the request of the enrollee then it 
must 

i 9,9, 1.3. l .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 
time frame and inform t11e enrollee of the right to file a 
grievance ifhe or she disagrees with that decision; and 

I 
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. 1119l~'9l.t4L Umi«l!eir llhl{)) ciir:1limstma:s my the MCO rexren<rll til!ne ~ rdle1t~om • · 
!bxeyoiid folrity-fivie «45) alllmdar mys oom ilie mytrJ!ne MCO reri:eiVes the 
~ reqruie~. . . . . . . . . .... 

• . ]5Jl.'9!2~ The MCO ~provide \'llritien lillotice of the reS@lulitiollll «Jif llie aJl]!JJ~ \Vhjch Shall. 
mdmirlle fue date completed and reasons for the detenWruitti(J)m m ~y, :umdeirstood 
imii~age. · · · · ·· · ·· · · · 

19.9.3. The MCO •slluill ind1lllde a written statement, im simple llanguage, oftJiteclmical 
. r.iitiollale for the decision, inclmlling how the req1llleSting provider or mi.ember may 

• . <lib~ the Utilizatio1ll 1\1anagement clinical review or decision~fuaking criteria:. · · 

19.9.4. For notice of an expedited resolution, the MCO sfuill make reasonable efforts to 
. . . proVide orctl notice. . . . . . . . . . . . . . . . . 

. ·. i9.95. For appeal$ not resolved wholly m favor of the member, the notice S.halli 

19,9~5;1 _ Include inforination on the member's right to requ~st l:J- State fair hearUig; . . 

19.9.5.2. IIm\r to request a State fait hearing; 

· 19~95.3. Includeinforination on the member's right to receive services while the 
~eariIJ.g is peiidinf and h()w to make the reqm~st; and. . . . . 

19.9S4_ fufoiin the IJ1eliiber that the mem~er may be held liable for the amount ~he. 
MCO pays for services received while the hearing.is pending, if the hearing 
4ecis.ion upholds the MCO's action_ . . ... · · 

19.10.Stat~ Fair Hearing · 

19. l O. l. The MCO shall inform members and providers regarding the State fair hearing 
process, induding but not liinited to, members nght to a State foif hearing ~nd how to 
obtain a State fair .he~ng in accordanc:e With its informing r¢quirements under this 
Agreement and as reqmred under 42 CFR438 Subpart F_ The Parties to the State fair 
hearing ilielude the MCO as weU. as the member and his or her representative or the . 
represeiifative of a deceased member's estate . 

. 19.10.2.The MCO shall ensure that tiienibers are infomied; at a minimum, ofthe following: 

19.10.2;1. That members must exhaust all leyels of resolution anci appeal within ~he 
MCO' s Grievance System prior to filing a request for a State fair hearfrrg with 
I)HHS; and . 
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l'9Ul ({J)22. ~ iff :m ~ «l!«!XE$ llllf0l1t ~ wiiitlht 1tlln.ce MOO"s JreSI»nllll1m@llll @f ttl!Jl(e ~ 1tlln.ce 

m~ llllMll}" :ffilltce all Rllj[nnestt fuir ll!l s1l:m1te &IDr Dnciiriimg wil1tllnIDm ({l)l!ll(f lhulinmidhred -
1mfcemt1ty «12®)) Q]l(f]Illrd!?;mr ~@:If 1tlln.e Ill!• @m tine JMICO"s llllrr»triroo of1tlln.e .!I1e$1Ilnllll1tR@llll 
rr»:lf dne ~pelHllL 

19. l '1lt3.H the mrem100ir re«JJ.11Ilceslts :lll &mr llneimrinng,, 1tine MCO slnail provialle to DHHS udl 1tlbte 
member,, llllJ!IDlffi re«Jlll.llleSt, ud wi1tllnllim ~ «J) lbm1smess d:ays,, ml MCQ.;.Jbtelirll 
docmnenratimll rellatOO It@ 1tlbte ~Gl!IL n1indaurrlling but no1t llimitoo ro,, my ttramcriptt(s),, 
records,, or written llllecisiic!D{s) :ffirom pmiticijplatmg providers or delegated ooriries_ 

19 .10. 4.The MCO shalln appear md rdlefoHllirl! its decision before the DHHS Administrative 
Appeals Unit The MCO smill co111sadtr with DHHS iregardmg the Stare fair hearing 
process In defense of its decisions m State fair hearing proceedings,, the MCO smill 
provide supporting documentation,, affidavits,, and provimng the Medical Director or 
other staff as appropriate and at no admtional 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 hearillg decision 
by a member~ 

19 .10.5 .DHHS shall notify the MCO of State fair hearing detenninationS. The Meo 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, ltmit, or delay services that were 
hot 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 Diiector or similarly qualified staff to provide evidence and 
testify at proceedings until final resolution of any grievance or appeal shall survive 
the termin~tion of this Agreement. I 
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20.·Access 
20.1. Network 

;2«l!. LL The MCO shall provide dotlllllBJl.eBJl.tati({])irit fu DJHJHS s]DJillwiinng tllilmi1r it Es; C(Jllllllljpli~ With 
DmIS "s•irei!J1muements folr avail.aJli>ility. aocessnlliiliuy of semoes, :amnd aJlfdleiI[ili!acy of the 
niettwo:d mdlllimng pooGifuc sub$pocia!ists •as desttllllre<di mm ~on 2@ ad 2 L · 

. • 20.12. 'fln.e MCO's illletwork shall have pmvideiS m sunfficiellllt n~~ and w:it:IJJ. Sllllfficierit 
. caiipatity ad expertise fuir all c«Jrverecll services to meet the goograp1Uc ~dcmlls in 

. Section 202, the tiDllely provision of semces requniremientS m Sediollll 20.4, JEqmiaJ .. 
· Access, and reasonable choice by memoots to meet tlnell- iii.ems~ . . . . 

·· iO.L3. The MCO Shhll submit doorimentation to DlilBISto demonstnire thafitmamtains a 
subStantial pmvidey network sufficjent llit. nmnber, mix; md geographic distn"butioti.to 
iirnieet·fue m~e~s of the artticipat~d numbet t>fmembers.m the service w:-ea[42 CFR 
438.207(b )J prior to the readiness review for the enrollment ofNHHPP J:JaembeIS. 

20~L4~ The MCO shali su.bmitdocumentatioii te> DHHS to deriio~trcite that it mairitajns ~ 
subs~tial provider netwod: sufficient in number, n1iX, and geo~aphic distnoution to 
meetthe needs.of the anticipated number of members in the semce area [ 42 CFR 
4~8.207(b )] prior to 1he first readiness reV:iew for each phase of Step 2. 

20.1.5. The MCO shall submit documentation to DHHSto demonstrate thatitoffers an 
appropriate range ofpreve:il.tive, primary care, mid specialty services arid maintains ~ 
adequate network ()fproviders that is sufficient in number~ nlix, and geographic • 
distnbution to meet ~he needs of the anticipated niunber of members in:the seryce 
are(i [42 CFR 438.2070>)]: · · . . · · 

· 20.1j,1. At the second readiness review prior to the Program stait date; .. 

20.1,5.2. · Fort)r-five ( 45) calendar days followii:tg the end of the semi-amiual period:; and 

20.L5.3. At(lny time there has been a significant change (as defined by D@S) ill the 
eritity'.s operations that would affect adequate capacity and services, including 
bl.it D.ot limited ta: · · · · · · · · · · 

20.1 S3.L Changes in services, benefits, geographic service (lfea, or payments · 

.20.1.5.3.2. Enr()llrnent ofa new population in the MCO [42 CFR 438.207(c)] 

20.1:6:TheMCO shall submit documentation quarterly to DHHS to demonstrate Equal· 
· Access to ser\rices for Step 1, 2 ahd NHHPP populat1ons. 

20: 1. 7, The MCO shall be subject to annual, bxterrial independent reviews of the timeliness 
. of, and a¢cess to the services covered under this Agreement [42 CFR, 438.204]. .. 
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2@J.Jt lF«JJlf S1tejpJ 111Immjpi1lfellllllml!IBl1rii@nn,.1tllnie :mnn1tilccii~ E1l!llllllb& @:If memmlbxe)[S; furn Socttn@JIDS 2@.li-11 
mrdl 2@.112 sWll lire~ «»Jm 1filnie '"'NH Moonccaffi<dl C:are 1Mtanmagtelll!M;llll1t lFiiftity 1Ferrrellll1t 
IF@JPlimlIBifni.OJID.JEsttiimnra.re by Zilp ccooe"" JTq»Jit provided lbiy DHHS. 

20.2. Geographic Distance 

2@2.1. The MCO .~meet 1tllne fuIDl@wimi.g geoigrapllniic access stamllmrds fur 1lill miemOOirs,. furn 
adilitirnll ro mzl!illll1t4ll.mmg iiJm ii1ls netmrmk a sufficient number of providen:s to pmviialle :mll 
services mull lE•fil Aicrcess to i1ls memben:s . 

.. . : I . ' 

• Pir<0ri1lleir/S~m:ce I " St:atemd.e ., -· 
". I. _. . ... 

JPC]?s (adult & pediatric) . Two (2) within forty (40) minutes ot fifteen (15) miles 

Adult Specialists One (i) within sixty (60) 1i:nimrtes or forty~five (45) miles 

Pediatric Spe<;ialists 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 One ( 1) within forty-five ( 45) minutes or twenty-'five (25) miles 
(adult & pediatric) 

Phar'macies ()ne (1) witllln forty-five (45) :minutes or fifteen (15) miles 

Tertiary or Specialized 
I. • 
s~rvices One within one hundred twenty ( bo) minutes or eighty (80) miles 

(Trauma, Neonatal, etc.) 

SUD Councilors One (1) within forty-five (45) minutes or fifteen (15) miles 
(MLDAC) (adult & 
pediatric) 

SUD Programs One (1) within sixty (60) minutes or forty-five (45) miles. 

(Comprehensive, 
Outpatient, Methadone 
Clinics) (adult & 
pediatric) 
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· · 203. Network Adequacy Exception Process 

203_]~· 'fllne MOO may .re«Jillllesttcexcrepiom :ftirollllll allne llil~irlk: ~y smmmms [42 CJFR . 
. . 4i.3f$~6S] •.rdl9omarafung its efforts fu ~e a Sllllffia:iiem>nelrW«lld: of proV:iidleis to 

meet these ~dafds_ DHBS $haM graill1t tllne MCO m <ex«:eJPlrim where: • .. 

• 203~1-.L The MCO ldlemomtrares dnat m iimisuirffia:iiem IllllllllnOOi" of ripilifioo pmvidie!S «l!r 
&tilities Willm to toiiltract with the MCO me ~bUe tim moot the nemrork · ...... g ...... . ...... . ..... . 
. iadCqwiacy ~d«rrds in 202 and 2@_4; 

203~1.2_ The MCO demollllStr.ltws t«> tln.eDq'Wtm~nfs satisfaction~ the MCO's · · 
faibure to develop a prc)tjdler netwod:.that iiiieets the reqWreliJl.ents 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. tiiken steps to effectively mitigate the • · · · 
detfimenfal impact 011 covered· pei-Sons; or·: 

203X3_ The MCO demonstrates that the ;fajuired specialistsernces can be obtained 
tfu:ough the use· of telemedicine otteleht}alth £rom an ffi;,,network physician,• 
physician assistant, nuise practitioner, clinic nmse specialist; nmse-midwife, 
cfullcalpsycholowst~ Clinical social worker, registered dietitian or nutrition . 
professional, certified registered nurse anesthetist licensed by the NH Bolifd 
of Medicine. RSA 167~4-'d . 

. . 203-2, A.t any time the pt()yjsions of this section may appiy, the M.CO wili work with DliHS 
••.. fo ensure that members have access to needed services" 

•. • ~0,3 .:3 .. 1'he MCO .shJn ert5llfe that fili adequate n,l@ber of participating physici1ns have 
a~mitting privileges ~t participating acute. care hospitals in th~ provider network to . 
. erisilre that necessary admissions can be made, 

20.4; Timely Access fo Service .Delivery 

20A:L The MCO .shali maI<:e services availabie formembers twenty-four (24}houi-s a day, 
seven (7) days a week, when medically necessary [42 CFR 438.206(c)(I)(iii)]. 

20,4.2. The MCO shall reqiiife that all network providers offer hows of operation that 
· · · provide £.qual Access and· at¢ no less than the hours of operation. offered to 

comriiercial; and FFS patients .. [42 CFR 438.2Q6(c)(l)(ii)l 

. 70.4.3. ·The !VICO shall ericolirage its PC.Ps to offer after-hol!rs office care in .the evenh1gs 
and on weekends. 

20;4.4; The MCO 's network shall me~t the following minimum timely access to service• 
· · delivery standards [ 42 CFR 438.206(c)(l)(i)] · · 
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• 2@)lL4UL JFlfmDttlln aire semas $lbiaiill1l lire moo E~lice «llllD. :at fulineliy mm iiim a~oo 
\Witt1ln nilnerlliicamllil · · · · · rr:n. "ddmes ~1t-wii1tlbt mlill · ~ . . . . , . J' 1li!JP.l]pllllill]l» . gunn . . . . . . geim :w "'"'"'J!l'l11WIW 
~@faire_· . . . 

l«ll~ 4~42_ Thee MC<Ol .SJmillJl• llnai.ve im i!$ inem-oik the ~ciay to ceml!lilre ~ ~g 1riimmes 
:Jfm · · · · ilmttmoonntts d@ not ex~ the fufillori · • ... IHIJPlJPm' . . . . .. g: 

I 

2@. 4.42.li. Tiramiittii@mll lneahhcare by a provider shall be a~lice from a priIDimy 
OJr ~.;,,Tut,,, rovider fur climcai·assessment ·ad care· llmmiln · · mlli.m ""Ji""""'llillll.l11J Jlb . . . . . . . . . . p . . . g 
sevm (1)) t&endar days of disclnarge from inpatient oifustiroti({))m]. 
~ fur ph}'Sical or behavioral health disordiel!S or discbmge fmm a· 
substance use disorder treatmoo.t pf()grain. . . 

20.4A..22. Tramitioml home care shall be available with a home care oorse or a· 
licieIUSed. cmmsefor witbili: two (2). calendar ()ayS of disc~ fr()iil 
inpatient or IDstitllJltiorutl ·care for physical ot behavioral health· 
disorders or discharge from a substance use disorder treatment 

. pm~ If ordered by the member;s primary care or 5peaalty care 
pmvidef or as part of the discharge plan. 

2Q_4A.2-3~ Non-symptoimatic (i.e., preveij.tiye care) office visits shallbe available 
· · from the menibet's PCP or another provider within forty.:.fi.ve (45) · 

calendar days. A non-symptomatic office visit may include,butiS not 
limited to, well/pn~veiitive care such a~ physical examination5, annual 
gynecological e~ations, or child and adult imnuuiizations. 

20.4.4.2.4. Non'""urgent, sympte>matic (i.e., routine care) office visits shall be • 
available from the member's· PCP or another ptb'vider withiii ten (10) 
calendar days, Anon-urgJnt, symptomatic office visit is associated 
Witli tlie presentation of Iiiedical signs Or s)'rripfoms not requiriiig 
immediate attention~ · 

' 

20A4.2,5. Urgent, symptomatic office visits shall be available from the member's 
PCP or another proVider Within forty-eight ( 48) hours. An urgent, 
symptomatic vis.it 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 111ed.ical, SUD and psychiatric care sha11 be available 
twenty-foUr (24) hours per day, seven (7) days per week 

20.4.4.2.7. Behavioral health care.~haJl be available as follows: 

a. care within !)ix (6) hours for a.non-life threatening etiI¢rgency; 

b. care within forty-eight ( 48) hours for urgent care; or 
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«:- • :limn: allJ!iJJPXOliinnttnnnm1t ~ trm ( l @) lbmmm!fSS «IWtY5 fuJr an mlIIlttfilinie @ffirre 
wisii1t.. 

. 2«ilAL4.2J~_ F@lf mmennnllreirsi lre<l:emnng S1lq» 2 oovered serrvii~ ~mrall are ~ 
!b:e~:r an~lbinre .,rdl all1el!W~ dker disc~ :fumnm a 111~· 
&ciniify; IDmjp:G!lftiim ({))][~({})-are> im ace@ir&mce with the ... 
llll1ltemllreir' Si rillisri:~ JP>Ilm !Ill}[ 61!5i· omeroo by the memlOOir' s piiiam!lzy aire •. 

@Jr ~· aire Proviall« •. TramfeiS and discilllnrges. shall be dolllle. m1 
iinccmdo«:ewiltllnRSA ISill.:21 and RSA i51:2«'i · 

• . 20.4_5_ The MCO sliiill reganbiirHy mmili@Jt its memodt to idletmmme complimilce with 1!imely . 
access and smill provide a semi-amn1lllal report to DHHS documentirig its oompliance 
with 42 CfR 4J8~0~(c)l(l)(iv) and(¥)_ . . · · · · · · · · · 

. 20.4.6. The MCO shall develop a Corrective Action Plan if there is a failure to comply with .. 
. . . ttmely access pmyi.Sions in this Agr00ment m compliance with 42 CFR . . . 

438;206(c)(l)(vi); · · · · · · · · 

. 20~4.7. The MCO shall monitor waitirigfunes for appointments at approved community 
mental health proViders and report case detfills on a semi-mmuai basis. . 

20;5, Women ;s Health 

205. L the MCO shall provide female member$ With direct access to a women's health · 
. spe~ialistwithin the iiet:Work for covered services n.ec:essary fo provide women's . 
routine :and preventive healtli care services. this Is in addition to the niell1her's 
designated source of primary care if thatsolirce is not a \voine:ri;s health specialist [42 
CFR 438.206(b)(2)]. . · . . . 

· . I ·. · · I ·· 
20.5.2. The MCb shall provide access to family plann~g setvices to members Without the .. 

need for a referral or prior-authorizatio.n. Additionally, members shall be able to: 
access these services by providers whether they are iil or out of the MCO's netwoik 

20:5.2~1. Family Plarining Sei-Vices shall include, buf riot be limited to, the follo\ving: 

20.5.4.LL Consultatjon )Vith trained persoi¢elregarding faniilypl~Iitiing, 
contraceptive procedures, in:imuiiiz~tions, and sexualiy transmitted 
diseases; 

. . . . . . . . . . . 

20.5,4.1.2. Distribution ()fliterature relating to family planning, coiitfaceptive 
procedures, and sexually transmitted diseases; 

... 20.5.2.1.3. ProvisiO:n of contraceptive procedures and co:o.traceptive supplies :by 
those qualified to· do so under the laws. of the State in w}iich services 
are provided; 
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2@-52.J. 4L JRief<elm!lll of miemmllrers ro p11n}'Sii!!:Ili:ms « lln~ ~nieS foJr oollllSllllll1tlBlttn@llil,, 
examiimt1riil0lllil,, restts~ m00iall.1tlre<m.1tlnrn. mrdl ~trll«lllID. foJr 1illne JlMimpmes 
({}):f :fimrily-pbmnillg, cCJilUtraceJPlltiiw:ie plil!lXOOlllnrunes~ mrdl 1treal!bmleBll1t @f 
senall.r trammitrerll dnsec!1ises, :ms iiinrdliiatroo; m<dl 

2@52.li5_ lfmmooizatioIDl services where l!JJllOOil~y mmrdlii!C~ md llinnkoo to 
:semally traJrnsmllttoo dnseases indllllmng lhnmtr nii@tr llimiirerll to Hepatitis lB 
md HPV vaccme 

20.522. lEmollment m the MCO shall IDlot restrict the c11noiiice of 1!11ne provider from 
whom the member may iroceiive family plmming senriices ad :mpplies [42 
CFR4315l(b)(2)]_ 

20523_ The MCO shall ohlyprovide foir aboiliom in the full[l)wmg situations: 

20.5-23. L If the pregnancy is the tesult of an act of rape tilt incest; or 

20-5-2-3-2. In the case where a woman suffers from a physical disorder, physical 
injury, ot physical illness, iii.eluding a lif~ndangering physical 
condition caused by or arising from the prngrnmcy itself, that would, as 
certified by a physician, place the woman in danger of death unless an 
abortion is performed [42 CFR 441-202]_ 

2053_ The MCO shall not provide abortions as a benefit, regardless or funding; for any 
reasons other than those identified in this Agreement•[42 CFR44l.202], 

20.6. Indian Health 

20.6. L The terril Indian for putposes ofthis section shall include those indiViduals defindd iri 
42 CFR43S.14(a). 

20.6.2. The MCO shall allow all members that are an Indian to receive covered services from 
an out-of~state U:ICP regardiess of whether it is an ciut-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 011t-of.:·State IHCP that serves an Indian member of the MCO may refer the 
member to a network p~ovider. 

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 Illdian 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. 

. I 
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2«!lj6i_5" The MOO sWll JPilll:W iJiinny @11Illt-«J):ff~ ma ihntr Es; :mils@ a JFQ11JC1t1lne moo_. milllre z :U:ff 
. . nit \wras a iimt-Iili~@iilk: JFQERC". llif 11Tuie eimro1lJIIlil1tfi irnillt<e iiS !less .&m tHne 1fmm1billDSllnerll a~ 

Illll1te m tniie Fedlemmll Jit~ 1i1lnm 1tllne ,S1Illlt1te d mlliale a SllllJPlJPlllmn~ jpl4!lpmellllft ro ~ 
liip. the diiflfemmce 1lrelt\w-eellll 1tllne aunm@1llllllllt 1tllne MOO mntify ]l]Ql.Y:S· mtrll the aunm«J>1lJIIlil1t 1tllne l!JBICJP 
· ~oUiil<rll mve reeeiVed ~cdla JFJFS <Dlll" the ~JPllicalblle eilloomntet rate_ · 

• 2«l6Ji_ The MCO •slWJ llllMllllre jpilll~eiint to my SW!ith mcJP m a timely maimer iaiS i-~ 
under 42 CFR 441AJ.5 midi 42 ClFR 441.46_ . . . 

20~ 7. Access ti> Special Services 

2«t1 _L the MCO shall ensme memlbiers mve actess to DHIEIS:..desiigimated Level JI mrdl Lev-ell 
ff trauma centers Witmn the State~ orhospitrus meeting the eqwvalent level oflraiirria 
·care in.the )\!CO; s Service .A.re~ or in close ptoxffifuy to such Sern¢e i\,I"ea The · 
MCO shall have Vnitteri out-of-net\Vork reimbursement filrallgements With th~ . 
DHJH;S-desigriated Leven an<l! L~yelll trauma cente~ or hospitals llleeting eqliivalent 
levels oftramna care if the MCO does not include such a trauma centeir m its 
network· 

40. 7 .2. The MCO ~i ensW-e accessii>ility fo other specialty hospital services; in,cluding • · 
major bl.Dii .care, organ mmspJaiitation, specialty p~cJ.iatric care, specialty out-patient 
. ceiiters for HIV I AJ])S,; sickle cell disease, hemophilia, and crariio-facial and . 
congenital 8110inalies, and home lieaith agencies, hospice programs, and !itemed long 
term care facilities with Medicare-certified skilled nursing beds. To. the extent that the 
above si}eCiaity services are available within New Hampshire, the plan shall not . 
exclude New Hampshire providers from its network if the negcitiated rates are . . . . . . . . . . ... 

. coirimercially reasonable. 
. . . 

I ·1 · .. 
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2@.713_ The MCO 11my @fflfm" Slllld!n re~ <DJJr ~ ~m«:<es ll!l1t: ~erll '"'"cemurern @f 
exroollllelill.te"_ Th.e itie~ oi" sp:ecimnzerll ~m«::es siln.iinll lbxe @~ mtimt JtlhJ.e Nrew 
JEllilglim«ll regii.o~ iff amiable_ The MOO sW llll@tr cexduncdle Nrew ~lbillre provi<rllern 
@ftertiia.iry or spttiafu::ie«ll services from i1ts llil~:d prowiiderll ti dne.llllegoriatoo rares 
allJre c@mmertiru.ly reasonable_ 

20.8. Out-of-Network Providers 

20Jtl. lifthe MCO's network is unable to provide ntteSsMJfmOOica]l behavioral, and SUD 
services covered ooder the Agreemen~ to a pmticWm:- memoolf, tb.e MCO shall 
adequately and in a timely mmmer covrer these services for the member through om
of-network smmrces [42 CFR 438.206(1b)(4)]- The MCO shall iinfonn the out-of
network provider that the member cannot be balance billed~ 

20.8.2. The MCO shall coordinate with out-of-network providers regiarilingpayment For 
payment to out-of-network, ornon-participatingpioviders, the followllig 
requirements apply: 

20.8.2.L If the MCO offers the service through an in"-network prov:ider(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 pr?vider, 

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 CFR438.206(b)(5)]. 

20.9. Second Opinion 

20.9 .1. The MCO shall provide for a second opinion from a qtialified 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 DHIIS [ 42 CFR 
438.206(b )(3)]. The MCO shall clearly state its procedure fot 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)]. 

I 
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. 2J. Networ:k.Management 
· 21.1. Provider Network 

21~ 1"1"· The JMQO sllnanllll lOO·~~lbiRe fulf <illevefopimg and mUfilUiminiig a s1Iatewti<dle ]lJJID'ri«llfni" 
nietll1!rod: ~ ilildleqrunilll1ttelly moof!s iml1ll c<DJvered mednrcal,; beuviow he~ isoo. nirll 
. psydll~W Eoods (Q)f dne oovered popdatioirii m a inanmerthat ]Jllrovides for 

.. ~~rdimiti.(Q)llll m«l! cidl~lr.ll1rilonn aBIDllOBllg nrulbple providers aD.rll fdRscipfuitres mall lEilJJYiall 
Access~ serticesi_ lfu llllevelopmgits ne!WO~ the MCO sfuill consid~ the foMowmg: · 

21 J J J _ 01mrreillt aid! ailltiicii]plared Nm.V Hmripshiire Medicaid eniollmenlt; 

2 LL L2_ Jhe expected utilization of semces, taakfilg mto consideration the 
· ~tteristics and health care needs of the covered New Hampshire. 
population; 

21.1.1.3.· The nmnber and type (in tenns of training and experience and speCiialization). 
of providers required to· furnish the contracted services; •. 

2LL1.4. Thti nmnber of netWc1rk providers not ac¢epting new or any New Han:1pslllie . 
Medicaid patients; · 

• 2LLL5.. The geographic location of providers and membeci; corisidering distance~ · 
trav¢1 time, and the Il}e@s of transportatioii ordinarily used by New 
·Hampshire members; 

21.l~I.6. ~C?esslbilityofprovider practices for relilbers with disabilities [42 CFR 
I 43s~206(b)(1)J; . · . · 

. 2LLL7. Adequacyofthe primary care network to offer each member a choice of at 
least two appropriat~ primary care providers that are accepting new Medicaid 
patients; and . . . 

21.1.1 :8. Re9u~red access standards identified in this Agreement. 

· iL 1.2 . .:111 developing its netw()rk, the MCO's provider selection polici~s aiid pr6cedures shall · 
.. riot discriminate against providers that serve high-risk populations or specialize in 

conditicYns that requife costly treatment [42 CFR 438214(c)]. . ... 

21: l .? . The MCO shall not employ or contract with providers ex duded from partiCipation in 
federal health care programs. 

•i1 .1.4 .. TheMCO shall not employ or contract with providers who fail to provide Equal 
• Acc~ss to services. · · · • I · • • · 
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21LilS 1l.1htte MCO s1lall <esltmlblhlln :nw»lliicileS nirll ]plll1I!XOO«ll!l.lllre5i 1t«» llllll«»nnDtr«»Jr 1tllne ardleI!I_Willllcy, 
z<reS.siilhiilify, •all :!llvalblilify @f itts _ll]rovncdleJr m1Iet\w«»irlk: 1t«» llllM:Nfitr 1tllne ~ IOlf ;mllll 
memmlhxerrs. md1!1li!hg ttlhi~ widn IJEJP' ood 111lnllllSe mttlhi l!lllllliiql!lle «:11J1itnunrall llll<oork 

lll_l.6_ Thie JM100> shall manJriitniinD iiilill uipdJll!ltOO .JlDs1t «»f ~ri:ii]pi:mJrinng ]pliroviiderrs oo. its wielbsi1te ma 
JFrori«lleJr l!JiIDOCtrocy, :ms SJPOCiffioo m Sectll«»llll Il 7/ _'9> «»f1tllm Agreement. 

21.2; Network Requirements 

2L2_L The MCO sfuill eirnsme ii.ts providers ordl suioccnntrmcoorrs moot :ill state and federal 
. ellign"bility criteri~ repmtmg requiremellll1ts, mrrll my @1tllneJr <ap]pllicable statinfory rules 

mdior :regllllatiom related to tlris Agreement. 

2122_ All providerS shall be licensed and or certified m acco1rdmce with the laWs of the 
. $te in wlhich they JPfOVide the covered sernces for which the MCO is contracting 

with the provider, and not be under sanction or exdus:i.on from the Medicaid program_ 
All provider types that may obia:i.n a Natiorutl Provider Identifier (NPI) shall have an 
NPI in accordance with 45 CFR: Part 162, Subpart)[)_ 

212-3_ All providers ill the MCO's network are required to be enrolled as New Hampshire 
Medicaid providers. DHHS may waive this reqtiitement for good cause on a case-by~ 
case basis. 

21.2.4. In ail coI1.tracts with health <.:are. professionals, the MCO shall comply with 
requirements in 42 CFR 438.214, NCQA stan.datds, and RSA 420-J:4, which includes 
selection and retention of providers, credentialing and re-credentialing requirements, 
arid non-discrimination ( 42 CFR 438.12{a)(2); 42 CFR 438.214]. 

I . . I 
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 m 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 ta such Agreements. DHHS retains the right 
to reject or require changes to any provider Agreement. 

21.2.S. 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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. 212.'9>_ 1l1lnre MC<Ol •SlOOIDl remTllllTSe ]plmatre 001y llllUJIISIDg llllpcies h ]P'riwlm1re «llnnfy irirumsmg 
~;oos i!»IDVii«llw @llll @If llllM Aprill l, :2@ 16 at ilie ~mlf-h seirrirce Ir.mtre esflabJ!Ils]necil 

.. lb>y DJBIJHIS. 'The MCO. SUID! provide the fulfowiimg MllfultlilmlJllttim oo <dl~e if access 
1t«» ]pllfiVIJll1lle rdimify nw11rsing semces is increasllng: 

:2 L2J. «ii.The mmnmllrer @:f ~atrirc private duty nmsmg hmm; llllunitho~ by 
. day/weekmd'mglln.~ and ID.tensive. (ventilator dependent) moomeKS; .and 

· • 212.1 LThe lllUllilillllrer of pOO!iatric priVCite duty nmsing hours delivered by dayfweekend'night; 
md inrellllSive (ventilator dependent) modiffoirs. · · · · · · · · 
. . . . ... 

• • 2L2.12.The MCO shall submit modelpiovider contracts related to the unpfomeritation of 
. . NHHPiP to DHHS prior to the begimililg of enroillllent m NHHJPP. The contract Will 

· · provide for: 

21-2.12.L . An m:..state provider ofsemces included in Step l m.ust pmvide services to 
both the MC()'s Step l and NHHPP members, excep~ for SUD providers ~d 

. clriropractois; provided, however, that exceptions to this requiremeiitma)rbe 
made upon a reqtiest by the MCO and approved by DHHS for providers that • 
oruy want to provide coverage for Step· 1 Services. . 

. - . . . . . . . 

21.2.12.2. The provider shall provide equal availability of services a:nd access to both 
. Step· 1 and NHIIPP 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 Semces. . . . . . . . 

I , I 
2L2:l~j- The MCO shallpay the provider for services at a rate not mote than nor less 

than the ariioiints established according to Seetion 2L2.l0.4. 

21.2.12.4. 1'he l\1CO shall reilllburse providers for NlliIPP services accorcling to the 
NHHPP Provider Fee Schedule posted at 
llttps://nhmffiis.nh.gov/portals/\Vps/portal/P.ocumentsandFonns as of· 
August 15, 2017 and incorporated herein; DHHS shall provide the MCO sixty 
(60) days notice prior to any change to the Schedule. Ser\rices 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 i:eview 
contract modifications to an existing contract relating to the implementation of 
theNHHPP. . . . . . .. 
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212.B.Dne MCO pmritrller Agiroomm.enntr s11nmtllll ~ proviirdielfS m llire MCO llllrelm'told oo ll!Kooaptt 
1tlhe m~mril]OOir~s Medlilaii«Jl ID Clll!rid! ails JPllilooi:ff@ff elimrollnnimennt m 1tlhe MCO 1lJlllll1rill 11llne ~mlJreir 
rer:ewe5 llm/lhi.er MCO ID Cimmdl 

'.2L2.li4.The MOO ~~Ill! pmviirdler rellaltii<OlllllS presteHllice m New Ham.pslhmre as 
:i!IJlllpmv-00 by DHJHrS_ 

212.15.The MCO sOOlll preparure mall mruie Provider Mmual(s) upon reqruiest: tro all Networlk 
Pro\ridelfS, mcbndlmg my nioc~ spociiialty manu~ (e.g., behavioral heal11lln)_ Foi" 
newly contracitOOI md credlmriruoo providers, the Meo shall issue copies of 11llne 
Provider MaJmuall(s) llll.O .bJ.rer ibmn seven (1) calendar days after mdusion :in :the 
netWmk The proVider manual shall be available on the web and updated no lieSs t:him 
annually. 

212.16. Tlie MCO shall pro\ri.de training to all pf()Viders and their st&ff regarding the 
requirements of this Agreement llitcfoding the grievance and appeal system. The 
MCO's provider training shfill.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 requii-ed by the MCO, or as required by DHHS_ 

2L2.l 7,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. 

2L2r18.The MCO shall o.p. erate a toll-fr~e telephon.e lin.e for p~ovider inqui~es from 8 a.m. to 
5 p,ni. EST, Monday through Friday, except for State.,.a'pproved holidays. The 
provider toll free line shall be staffed w.ith 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%) cifvoicemail 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 Agre

1

ement termination, or modification limiting service to melflbers, 
between the N1CO 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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. 11'1!ntf Tirammttii@m1Plillimn sW <d!~lbxe 00\\W mm~ will lbxe ii~~ by 1rllnre MOO> a 
lln@w 0011Ilttmnmniify off are will lb¢ JI»IDI»wn<d!OO.. · · · · · · 

: . . ·: : : . . · .. : . 

. 21L2.2«il_][)OO MOO Dill~ 1Illnatt ~ regunla: ~ lloolllllIS 11Ilne provnrdl~ fumq~ heiS 
~. lhi:r an :anniroriMllred ~ m1tiln 1tlfure ~DJ]]tty ro pmWi«lle ~!ElrS witilln 
iinnlf@lillmlti:oiim re~ (!})~ lhi@lllllIS a iimfnrnnci!'.ii@m m llnow ro verify anrollllmmtr • 
fu1u1 memlbei~ 1I11ne MCO sfunin lhiave al~ iinnpllairi:e too> lnm«lllle ~-homs m~es 

· · · fii-«»m proviideirs sOOkfilg a service camiiil!OOiflidi®t1iim fulf al memmllrer Wida m 1lllllgeBlll moo;i~ 
. ~vioral hiealdii o:r ttss Jll!la1!eirll ooim«fun@Jlll «Jilt i!!Jmi. era:aeirge!llcy mOOiail «»t oolDvnoral 

hreahlh c<0>J1D.dition.. 

~JL2il_Tlliie MG() sbali notify DHHS Dall ~· ainnreBJ!i m.emmbfil-s m wtjting of a proV:ider 
tamillation.. The notice shall be provilllloo by tllne edlirlieir of (I) fifteen (15) caloo.dar . 
. ¢iys after ffie receipt .or i5sumce of the temmnatioin notice,. or (2) fifteen (15) calendar 
daYs prior to th;e effective dare of the tei!Dliination.. Affected riiieiinb~rs include all . 
members assigiioo to a PCP anc:ll!oirall mrOOJ.OOrs who fuitve been receiving ongoirig 
care frol1Jl tlie terminated pr(jvi4er" Within three (3) caJ.endar days folfowing the 

. effective date of the tei-illination the MCO Shall have a TrariSition Plan in pfuce foi an 

. affect~d mem.bers; 

· iL2.22_Ifa meinber is in a prior authorized ongoing• course of treatment with a participating 
· pro:Vider who becomes unavailable to coritiriue to provide semces, the MCO shall . 
. notify the Illelilher ill Writing withill seven (7) cale11dw da:Ys from the datt; the .Meo 
becolIU)S a\yare of such unavailability and devefop a Transition Plan for the affected . 
. members. 

·. 21.2.23.The l\tlgo shall notifyDihJS'within seven (7) caiendar days of~ysignificant 
· • changes to the provider network As part of the riotice, the MCO shall submit a 

Triiilsition Plan to DBIIS to address c<mtinued member ac<;e~s to needed servi<;e 3,n,d 
how the MC() will maintain compliance With its contractual obligations for member 
access to needed services. A significant change is defined as: 

· 21.2,;23,l. A decreas¢ in the total number of PCPs by more than five percent (5%); 

21.2.23 .2. A foss of all providers in a specific specialty where another provider in that 
· · · specialty is not available wjfuin sixty (60) mim~tesor forty-five (45) miles; 

21.2.23 .3. A le)ss of a hospital in ah area where anothe~ contracted hospital of equal 
service ability is not avaifable within forty-five ( 45) miles or sixty ( 60) 
minutes; or 

21.2.23.4. ()ther adverse changes to the composition of the network; which impair or 
deny the rriemberf adequate access to in-network providers. 
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21l224L111lM! JMIJC(Q) 1IllrnD.~lDl«lllt ~ IDlr ttllne pmttiirc~m,. reiiinm1IDll!l[$(W1lenntt;, Olr 
~altiici»lIIl oo my Jlilmvil«ll~ ftllll iis ;mri:ttmmg M1tlhim.1lllne Sll:«»Jlre @:lfM. «iilr llnie!r llii~ ®Jr 

<relI1riiffiice<mltii«lJllll 1lllllliM :mn»JPllliim1le S1llmre llaw. s'IJ>1le1ly @llD. tllne ~ @f t1hraJtt k:~ m · 
~~- llif itllne MCO rrllei:JJmes 11:rlll im::Jl~rdle Timimvi«llllil;mll @Jr girnJlll1l]plS @:If JPlIDvnrrllreirs Timi iitts 
nntettwiUlidk,, ttJlne MCO sllrillnfill give file ~tte.rll provii«lleKS i'«1D1tttenn nn@ttiiire @lf 1lllnie ~llll :lf@Jr iins 
rdloom@lllL [42 CR 43/S_l2«a){ll) ; 42 CfR 43S.2i4(rc); SMJI) folttt« m/2«ll/9S)]_ 

21l225.Tllrue 11Je)1j!llll~Jlll1ts mm 412 CJFR 438.12 (a) may not lire rc«»l!llS1Druoo ro: 

21225 _ ]l _ Reiq[lllllire 1tllllie ]&.iCO ro Cl{j)filracfr with ]pmviiders beyo!ID.idl ilie llllllllBlmlliler lllle<C~ 1t@ 
l!lllloot. tllne nneOOIS @fits member;: 

212252_ JPred]j]rdle 1!lhe MCO from using different :rcimburr5emen1t mnom11s for different 
specialities ({))lf for diifferent practitionelfS m the same specialty; or 

212253" Preclmlle the MCO from establishing measures that dllie designed to ll)lJl3int~ 
i!J[[J!ality of seryi:tes and control costs and is consistent with its .responsibilities 
to memlbelfS [42 CFR 43Rl2(a)(l); 42 CFR 438_l2(b)(l)]_ 

21.3. Screening and Enrollment· 

21-3. L No later than January l, 20 l 8, the MCO shall ensure that all of its network pmVide'rs 
are enrolled with DHHS Medicaid_ 

2L3.2, No later than November 1, 2017, the MCO shall provide to D!IHS all identifying 
information for its enrolled network! providers including: · · 

2L3-2.LName; 

21-3-2.2.Specialty; 

21-3-2-3.Date of Birth; 

2L3-2-4.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 

I 
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21lALJl~. •MOO>~~ 1tm> Jl))JHDHIS •·* Jlm@\\<Il~ ramie ~edl ~®litrlliiimg1tm> 
. . 1tlln(e~ @ff ~2 CR43~2~))~i&)l~ «:1111inilitifil1t]ti<CQA ~ <C'•@ff. · · · 
A~ bll(5 ~41@3~ amm!!ll RSA42~.ir:4_ 

2Vti. The MCO ~ Sll!l1l»JniJilltr 1tm> ]D:l:lBIIIJS IlfI5; ~ii:illlil!iaillinng ~re~ 1trl» 1tlhle • 
immJI»Il~«llllll <IDffClln«»ii~ hllliOOJ~allmcce ~~~~-

2JL 4-3. The MCO sllnallll mve wiiittttm Jl»filllill«:iies a«ll JPJirocoollJIDeS t«» review, ~wre a amr Ilmtr 
we. dmree 113"-... . . . . • ;,;,,;.~ 11llne ccmrlkamfu1ls of ml -~ii.. . -•... ,,,,],, ' -rim. illillll«l! cinJul. Jiy .. \I. . )J ~ .u.--. ...... ll.IUW.jl . . . . . . JlMHID pmmig Jil"'.l'~ . . . .. 

otha-Ii~ Jlmll»vRcdltmi ~ plnicc- im the :MC07s !lileiwmlk [42 ((']Elll4382Jl4J«an)); · 
. 42 CFR4382l41(1l»HU&2)l; JRSA421l»-J:4JAt ammimmn,. dn!& sc«»nre a«ll slliniii~ «ii:ffa11 

· · MCO's cnffi!~]fug mrdl ~mllkeaitrafung processes sfuill k tomisisrem N.CQA · 
standards ni!ll NHID, amll releTilllllt stare md fulleral regwilatiom rebitiimg tiDl provider 
«;rOOentiafuug ad notice_ :The MCO may subconm!ct with moiliel- wfuy to wmcln iilt · 
defogates sm:llD. credebJtimg activities if Srich delegatoo croo~ntialing is m:aiillIDiiillD~ m 
accordance with NCQA trlleleg;rted cr00e1iilfoiling requrrements·mii.d my comparable 
requrrefilell.ts defulled by Dlf:JIH:$~ · · · · · · · · · · · · 

2L4A The MCO shall ensm-e that cre«lle1rntialing ofaU sefVi<:e providers applyllig fo:r network 
providei: $ms shall be c(J)mipleted as follows: wiilim. tlrirty (30) ~alendar days for 

. primary care providers; Witlim forty.,. five ( 45} cale:uidm- days for specialiSts, SUD 
providers, chiropractors, Nursing Facilities and CF! service proViders. [RSA 42().;.J:4). 
The start tll;ne begms when all necessary credentialing materials have been received. 
Completio~ rime ends wh;en Wf.irien communication is mailed o:r faxed to the provider 
notifying the pmvider of the MCO's deci!;ion. 

21.4.5. The. re-credentialing. proces!; shall occur in accor~~mce with NCQAguideiines. The 
. . re-credentialing process shall take into consideration provider peifo:rinance data . 

iii.eluding, but not be limited to: member ¢oinplaints and app¢alS, quality of ccrr.e, and 
·appropriate utilizatiori of services; · · · · 

21.4.6. The MCO shall maintain a policy that mandates board certification levels that, ata 
· · Ii:J.illimum, mee~s the ninety (90) percentile rates indicatecl in NCQA standards • 

(HEDIS Medicaid All Lines ofBusiness National Board Certification Measures as 
pµblished byNCQA in Quality Com.pass) :for PCPs and specialty physicians in the 
provider network. Th¢ MCO shall make ~Iiformation on the p¢tcentage of board..,· 
certified PCPs in the provider netWork imd the percentage of board-certified specialty 
physicians~ by specialty, available to DHHS itpoii request. . . . 

.. t. 

2L4.7: The MCO shall provide that all laboratOey testing sites providing services under this . -· . . . . .. .. . - ..... ' . . ....... . 

Agreeiri~rithave either a Cli11ical Laboratory Improvement Act (CLIA} certificate or 
waiver 6f a certificate ()rfegisttation along with a CLIA identificatfon number [ 42 
CFR4~3.l and42CFR493.3]. I 
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2:Il .. 4L$_ 1flhlli2 JMKC<O> sJ!nOOlll llll@tr mjp>ll@y oir OOliilttlraruct wiittlln. Jl»ID\\'iirrlkems;,,, llD:m"lii~ ~"' IID\W"Illl(f[$ m 

@ttllnt:n.s ~Il1iMlledl :ffirniillll11 JlMlllI1tllcipUti@llll iirnt F~ ~ <lda!J[(f ~ 1ll!Ilitrdler ci11llneir 
~m :Il:Il2$ «»ir~ttii@llll H2$A@ftt100 ~ ~ Arr:tt [42 ClfiR.43S2:Il41{@))] (mr4i2 
CR 11@00_ 

z:nAt9_ The MC<O> ·s1Jnallll eIIllS'JJllre ~tr prov:Ilidlerrs ~ Mmn~ «:~tlllilll ns a pmcC,llllmtll@llll 
«»f JlmTitii«:~ttn«»l!D. mm 1tlln'.e Moonicfildl progiraimm @lbitmim 1t<err1fuffiiattiim wi1tilniirnt @lllle ~ @f 
mrollllmm!filllllt iirnt MOOf s provider llllem-oolk_ 

2L4Jl@_The MCO ~ llllioltify JDHHs wlln.ellll 1tlln.e MOO> llllemm~ 1B1 prov:Ilall!filf amellllfuifung 
imppllirccairiollll foJr pmgmm mtegritry-reb~ Jreal!S@llll$ «lllf -~ llimits the ability of 
pmviderrs to partircipate m the pmgirani foit pmgram illllJtegritry :Jrieas005. 

21.5. Provider Engagement 

2Il5.l. The MCO shall at a minimum, develop and faciliratre m active prmrider advismy 
b0>anll 1ilhlat is composed of a broad S}Plectrum Qf pmvider trypres_ Represenration on the 
provider advisory board shall draw from and be uefliective of the MCO membership to 
eID!Sme accw-ate and timely feedback on the care llmlmlgrement program_ This advisory 
boatd shall :include represenration from CH service proViders_ This advisory board 
should meet face-to-face or via webinar or conference call a minimrm1 of four ( 4) 
tifiles each Agreement year_ Minutes of the meetings sruill be provided to DHHS 
Within thirty (30) calendar days of the meeting_ 

215.2. 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 Facilitie~ and CFI service providers. DilliS shall have ID.put to the I 
development of the sur\Tey .. The sur\rey shall be conducted semi-annually the first 
year after the program start date and at least once an Agreement year thereafter to 
gain & 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 piaetice, from advising or advocating on behalf of a 
member who is his or her patient: 

21.6. LL For the member's health status, medical care, or treatment options, including 
any alternative treatment tqat may be self-administered; · 
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• 21Li'6iJL.2_ JFm~~@Jm1tllneililll;fmmllreir~mm~1ll!llall~fBllllllll!lJllgadlllme~ 
~«»J¢1Il@m; .. .. .... . . 

21i}6;J[j;_ JFm 1tllne .~ llreioo~ mrdl ~ruimtc€f5 @:ff~ @i 11Il«»!ID.-1tireral11mmmu; m· 

21JfilAL. JF<m(-1tllne IIl!OOl!Jilloot's1riglhlfro~cipllte iiim allfrisii@m ~ 1lnDs wilnar lht~ 
.. are; innd1!11«Ilinngtl!nie rigbtr ro refuse ~t ~rd! 1I@ e~ JPJ~ aJ1lbmn111t 
funlmmre~·rrl!ecisi@m [§1923(1b~3))f1Dl) @f& SSJ\;422 cm 
432lLl«Dl(a){l){i). (ii)J~ (iii)~ ad (iV)); SMD letteir2/2@/918J 

.. . . . . 

21..7~ Reporting 

~l ~ 1 _1 _ JPmwidm- PalJKticipatiDiri Rqmrt: PmVlide providelf pm:ticiijpiati4lilli :refl»@rts ml1 ;nm ·2lilili!imd ·· 
basis by gci»gmpbic locatllm:4 categories of service~ provider type «=•gori€f5, aim<!ll amiy 
. iotliier crnile5 iinoc . . . .· . . . to detemmne tlhe ad .. ' a ... ailldl extent or . aitlc- attmli mild . . . . . . . . essm.y . . . . . . . equJl cy . . . . . . p IJPl . . . . . 

.. : . service dlemrerji- md aima[yze pm\TJidieir senrice capacity m terms of Jl]]leHDbfil" acces5 to 
health caire~ 

2 L7 2~ Provider Qmility Report Card: Ability to jptovide dashboard or "report teard" repons . . . . . . . . . . . . . . . . . ' . . . . . . . . . . 

. of pmviider service quality mcludmg but riot limited to pmVideif samctioims; timely • 
fulfillment of service authoriZations, count of setvlce authorizations~. etc- •. 
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22~ Quality Management 
22.1. General Provisions 

22u .. 1_ The MOO ~ JPJIDviiaJ!re fuir 1tlloo ~merry @:If ~1ly ~ wHttlln ttl!ne ~ gmll @:If 
· imjpimwinng tlliie he:alltrlln s1lli!!JJJms cmff iitts lilm~ mrdl ~ 1tBn:e memmlOOu" s Cll)llillillfrltil@llll iis nn«»1t 
memibAe ro impmv<m11.e~ m;miinnt@iiDD ttlhtre·mrnJ~iliIDll:r6""s (twrel1lli lhtem11.ttlht stll.1nllls 1biy 
impliememiimg m~ 1t<n> JlilID!Wmll: ny ~ <dledmre m <C«llilllallili.illlllil <Il>lT «l!reteiri@ra1ii«Jlllll @:ff 
b.ealtlhi starus_ 11lnre MCO sUllll wrlk m c@llb11IDra1ti«»nn with me~ ailll pmvii«llerrs oo 
actively improve tlbie '1Jl1lll<ili1ty @f~ pmviitrlloo mi mem.100~ co~ wiltlbi tlhte MCO"s 
qmility improvemellllt gmlls mall <!lllJl@ili.er ~m-ems of the Agreamiremttt_ The MCO 
sruill provide mecllmmisinms folf Member Atrllvis@zy Board and fthe JP>rovider Adviisoiry 
Boamd to a~tivdy pmriiciipate m1toili.e MCO" s qllll<ilify impmvremellllt activities. 

22. l.2_ Thie MCO shall support md cl!llmply with tlite most curremt vasion l!llf 1the Qualify 
Strategy for the New Hampslme MOOiri:aid Caire Management lProgram_ 

22, L3, The MCO shall have an ongoing qualify as5essmemt anq perfonrumce improvement 
progr.am for the operations and the sernces it furnishes for members [ 42 ClFR 
438.330(b); and SMM 2Q9t1l 

22. l A The MCO shall approach all clinical and non-clinical aspects of quiality assessment 
and performance improvement based on principles of Continuous Quality 
Improvement (CQI)/Total Qrialiity Management (TQM) and shall: · 

22.1.4.l. 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 conthii1ous 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 effecfrveness, health outcomes improvement and 
member satisfaction, and continued development and implementation of 
improvejent interventions as appropriate; arid 

22.1. 4. 7 _ The M CO shall undertake a member experience of care survey; 
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. · 22_Il_4_1JL 'Jl1lnie MCO sWll al!ffll»Il«llY~ CMS 1ffi«illllllle a!lllll«I! te«»mmmamniitty ~ <e• 
~a:e~te@:ft<C<HRSl!liliWey,;T~~~.lil!lllirdi ·· 
lFllJJllll.tl:flii({j)mill 'I oolls 0E,!F1I')l :J!l$ ~ ai$ <ID mm«»llJlltllns lbnmlr im~ ·biter 11hnm '9> 
llllll(J)Jfil!llns fioom SftffJl» 2.JP'Jlnme .2 $tm1r ~ .iiff ~ fuir llllffJl»Ilfllljmrfllllt 

. . . . 

n_ L4-12_ The Mto sl$llil «lliejp>R«»y .. ~im ~ieim1t ~~ ~ey (iP>JES) mr 
· · · tllne CMS Home a.«ll C«»llllllllllll-nity lB~ C:mre Semite ~el!lla:e ({j):lf 

C2llre siuli-vey is n@t :ine~y if@][ «llff!P'Il«»ymmm m.ttHn tinis SlllIDille rim~_: 

2.2_L4~J3_ The MCO shm! imSe a iiJ.lHJfiS mlJPlPID~ ~ ftlllliil!ot ad 
. statistically sP>uand met:inoo({»Il«»gy to ~ndl!Ilct ilJn.e mem~ experim11:e «»f 

am:ie smvey_ 

• • 22_L5~ The MCO sfuill lliiave mecfumiSms that detect lbml!iwidl~om aind ov~omi 
of serrices_ · 

·.·The M.CO ~develop, ~taiIDI, and operate ;ii Qn~liity ~ell1lt. and 
Performance Improvement (QA]pl) Program coJlllSiSrem with the requi~ents of this . 
Agreement The MCOs shall a!So meet the requirements of for the QAJPl Program [ 42 
CTR438.330; SMM209L7]_ . . ... 

• i2_L6_ The ~C:O shall submit aQAJi>I Program Amiua} StnBDmary ma foilliat?Dd timeframe 
sp¢Cified by DHHS or its designee for i~ approval_ Th¢ M:CO shall keep parti¢ipatillg 

• · physicia.ns at1d other Network ProVidets inform~ and ~ngaged in t!ie QAPI Program. 
and related activities_ The MCO shall include in prov:ideJr contracts a requirement 
secunng cooperation with the QAPI. . . . . . ... 

22.1-7~ the MCO shalbnaintain a well-defined QAPI structure that llicludes a planned 
. . . . systeinatic•approach to iriiproving clinical and non:.:ciinical processes a~d outcomes .. 

The :Mto shaH designate a seniOr executive responsible f()rthe QAPI Program and 
. the Medical Director shall have substantial involvement iii QAPI Program activities. 
At a p:lliiimum, the MCO shail ensure that the QAP1 Program stniciur¢: · · 

· 22~1~7.1. Is organization;..wide, with clear lines of accountability within the 
organization; 

22.1.72. Inch.Ides a set offunctioiis, roles, and tes)Jonslbilitiesforthe oversight of 
QAPI activitie~. that are clearly defined and assigned to appropriate. 
individuals, including physicians, other clinicians, and noti-clinicians; 

22.13:3. Includes annual objectives and/m goals for planned projects or activities 
including clinical and non"'.'clinical.programs or initiatives and measlireinent 
activities; and · 

22.L7.4. Evaluates the effectiJeness of clinical and non-clinical initiatives. 
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'.ll"1l_$_ llif 1t1loo MC<Ol SllJl1!K.@llll1immcits; iBllIIlY @:ff 1tllnie ~ :ffummrctti@m @][ ~g ~ 
mlllll1lmiiimiad Mnllniimt.1Iilrue QMJI lProgirallillll Ito a@trilneir ~, 1tllne MCcO ~ mJ1lr':l!iitmfumDnn 

«ll~ files all~g w«»irlk nreirf@mnooall lbiy 1tllne Sllllfu>-oo11ll1!lra!m1r. The filce sllmmllll 100 
~\\'1l!riill;mlbifo IDJr rewiicew 1hiJr DlH!lBIS @r i5 «llesiignnre lJJillMllm mIJl1lll~ 

22LL1l@.Thce MCO sbJll1 ~lre oomrio:ral hea!ili mto its QAJP>JI Pirogmmmm ad mdmd!e illl 
systr~ttirc amiirll onngioiiinng proI:<f55 fur mollitorimtg, evaRl1lllil111iinng,, mid! Dmjplmvillng 1tllne tLJ11lllallii1ty 
ad aliJPlpropirii;mreillless @f bellnavioraB. heahh services provirdloo t!UJ mellllll100rS~ The MCO · 
sfuill ooillled afunltlID,. •idl momtm.· and evfil\lllate for im.pmvemeill1ts to physiicd. ~ 
omcom~ beibIBtvioilti& health outcome5, and psych~socw mntcomies~ lfiesruilltriinng from 
the mtegrattion ad comdiirnari(J)n of physical and behavioral health seJTh'ices. The MCO 
s11nallll C@ndllJlct my ~d<Olmmnce ooprovementpmjects reqillrerdl by CMS ;airnd a 
mim.nunm of foor ~ 4) perfonmm.ce improvement projects, subject to DHHS appmvaL 
per year fuat Me rdJiesigned to achieve, furough ongoing measurements and 
mternm.tion, signiific:ant improvement, sustaili.ed over time, in cfullcal care ai1J1d 

nonclinical care areas that are expected to have a favorable effect on health outcomes 
and member ~tiisfaction. At le(:lst one ( 1) of these projects shall have a ~hiavioral 
health focus;. At least one ( l) 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 ori the status results of the CMS perl'onrumC:e 
:i.mprovem.ent projects described in 42 CFR. 438.330_ 

22. LI I.The performance improvement projects shall involve the following: 

22. L 1 LL Measurement of performance usf g statistically valid, national recognized 
objective quality indicators; 

22.LlL2. Implementation of system mterveiitions 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 43S.330(c); and 

22.Ll 1.4. 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 iinprovement project shall be completed iri a reasonable time 
period so as to generally allow information on the success of perfomiaiice 

I improvement projects in the aggregate to produce new ,formation on quality of care 
every year. 
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22flLil3_1Jhie MCCOJ silnaRM llruaive llll JPlM 1IIO> ~ -~ 1!llnce ~ iiiinnfill aIJl»lPlil«!JjpJlltt~ @ff 
. are~ tr@~ \\tj1tlhi. ~~mm~1IIO>·n~ilimity@img@mmg~ 

ool!D.«lliiitii«»ims @if llll llllllellJllllhxeir 1lhitr lnflQllllliilre llll ooi1Jm~furnff ~-m ~me~ . 
Thee JPlm llllilllll$[ ]bxe Sllll~ 1IIO> D18!lB!$ .fuJI" rerice\\V ammrdl ~m_ The ~- •. 
· ~ecTlnoonsmrns llllllilll$1t 1ll&e ailjpJ1pun1»JPJiriiaire ~ anre fi1l1Il!llfu5sn©mills_[42 <ClFlR. 4J.3S2~ii:)~2)); 
42 CFR43S33@]_ 

22~1_141-_'fln.e MCO's Moon~ Jb)funocltm amm<dl Qruiiml!iityJfm11w·ovmnem ~r wiillll pamrtrii~ Dim 
qUHMrerly Qrnimty lhnnpmVeinmmtr ~ 'WidnDJIIJIIS md the <Dither MCOs «:c~ 
wiili DJHHS ro ~ qt111Efuy ~llarerll IDniittiati.ves arid how those mitiaiiltivres ooimll«ll lire 
ooi:ii1ndlimireall <mams ilie JMICOs_ · · · · · · · · · · 

• 22_1-l5_The MCOs shall lire reqWmdl ro 100 accrerllrtoo by NCQA,. mdudfilg all appliicablice 
. . Medicaid St.ID.dams mnirll Gwmdefuies om.rd! dn,e MCOs must allll1tlhtome NCQA to pmvi«lle 

DlHiBfS a copy of its ni«llsft recmt accrOOfuiirion ireview, mcluding: 

· 22"Ll5.L Acci:OOi.tation starus, smvey!ype, mitd level (as appJicable); 

22. L 15 .2.Accreditation tesliIThts~ including reconiJ.mended actions it)r 
• impmvements, coirootive actions plans; and summarieS of findings; and 

22. L 153.Expiration dat~ of the accreditation. 
. . . . . - . . 

22~2. Practice Guidelines and Standards . . 

22,'.2.L The MCO shaUac1opt evidence-based clinical practice guidelines built upon bjgh 
. quality data and strong evidence. Such practice guidelines shall consider the needs of 

• • .. 1 the MCQ, s rilembers, be adopted in consultation Wit,h Network Provid¢IS, and be 
reviewed and updated periodically, as appropriate. 

· 22.2.2. The MCO shali develop practice guidelmes based on the health needs and · 
oppofttiillti~s for improveajent identified as part of the QAPI ProgritnL 

. . . . . . .... 

22c2.3. The MCO shall niak:epractice guideliD:es available, including; but not limited to, the 
. web, .to all affected providers and; upon request, to members and poteritiai members .. 

. . . 

22.2.4, The MCO's decisions regarding utilization management, melilber education, and 
·coverage of services shall be consistent with the MCO's cliiiical practice gi.Iideliiies 
[42 CFR438.236(d)]. . . . 

22.3, External Quality Review Organization 

· 22.3.1. The MCO shall collaborate with bHHS,s Extema1Qt1ality Review Organization 
(EQ1:l0) a~ outlined in 42 CfoR 43_8.358 toass~~s the quality ?f care ij.nd servic~s 
provided to melilbers and to identify opportumties for MCO improvement. To 
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kiilliilt;mttte 1tllniis ~~ 1tllnie JMIC({J) shillll SUllJlFJPJlly ~ iimdll!lrdliinng lb>lllllt OOtr lliimmiitne«!l tt@·«:llii!illmms 
ailo m imnmllall rec@mdls,. 00> ttllne JEQR({J)_ 

22.4. Evaluation 

22AUL n~ MC({)) .smill[ JlllreJPl~ <!!1 wiriittm ~ mttllnllim millnn~ «9@)) allflima ~ .~ ttllnfl mall of 
mdln~mlI j1eM tI»mt itllne QAJPJI !1hrai1t all~: 

22AL UL Comjpllleited ad Ol!llgtnlmg Qaii:mlliitty ~lllllt <!!lcitii\Y]ttii~ mdimrdliimg all 
allellegatoo fuimctimus; 

22_ttJL2_ lPeminm~mu:e trends Olli QAJPli me~ to ~ FfulIIlnnmce m ~fry of 
Cdllre m:n.d quality of senrice; 

22AJ _J_ Alm aimanysis of wlheilier there have been my «llemmol!llS1tlr.rutOO improvements in 
the quality of care or sernce; and . · 

22-4-Vt An evaluation ofllie overall effectiveness ofilie MC({J)'s quality management 
program,. including an analysiis of barriers and moc«:»mmelllldations fo::r 
improvement 

22_4_2_ The annual evaluation report shall be reviewed arid approved by the MCO' s 
governing body and Silbmitted to DHHS for review [42 CFR438-330(e)(2)]_ 

22_43_ The MCO snail establish a mechanism for periodic reporting of QA.Pl activities to its 
governing body, practitioners, men;ibers, and appropriate MCO staff, as well as 
posted on the web. The MCO shall ensure that the :findings, conclusions, 
recommendations, acpons taken, and results of QM activity are documented and 
reported on a semi-annual basisto DHHS and reviewed by the app:ropriate indi'4duals 
within the organization. 

22.5. Quality Measures 

225.1. MCO shall report annually, according to the then current industry/regulatory standard 
definitions, the folloWing quality measure sets: 

22.5.1.L 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. l.3. NCQA Medicaid Accreditation HEDIS/CAHPS Measures, which shall be 
validated by submission to NCIQA; and 
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• · 225.IlAL Mil ~Ike CCAJB!JPS ~ :miiit«l! socltii«»llll$,, iimiic:Ilnoolliiring ~Il~ dlniillahim 
~Ulln dlnrnIDmmit: ~~ il!nin«Il milini11Diilliltiy ~·midi· · · · · · · · 

22..5UL5_ Ann:w<CJMI$ mllimrihttrarll m~@1lll1tllillm~ mm 42 C1FJll43$~33@«11:)~Il)~iiJ 

.. 22L52_ llif ~miailllllill~ ame ardlrdliedt«» fue NCQA oirCMS m~ ~~ MCU smllll 
mnlll:Ilundle~ llllaW1Illllle.".l!l!llilres~ lF@ir m~ tmt ~ill.rill Ill!llnngiar.wmfr@f irlbie Jlim~ 

· · ~ lD>JIIDBIS ~ Clllf1: iiS @prion coimrimtl!lle tl!ll ~ dn.rMe lll!llmsUmreS-

• 225-3. llim im«lkdliittii@nn~CO s1lnmlill swilhmit ~tlb.er qmility m~ as ~ez)I lbJj DiHiiErs m 
• &lbinlhiit (()) mm :fil iDltllm1t m lbn:: Specified by lIJ)lHIHs. . . .. 

225_4_ lD>HHS ~ JPlmwncrlle the MCO With mnety (9t») calm~ days Bll«»tiii:~ ~fmy admtioims 
or mm.Mnilkati«»il!Si tt«ll the iqru]alify m.ieasmres as spocBfied by D1HHS m llidn~it oc 

2255~ &dll Dma Year :mS rdle:fiinl!ed byNCQA HEDJIS specificatioiins, oi other twelve {12) · . 
moll@. ~(Ml detemnimted by DllHS, at DHHS dJisq¢rio~ DHHS ~Y ~lect fom (4) 
m..~ moo mdllll«lje«JI m. the Quality Incentive Program (QlIIP). :DHHS ·Sluaunotify · 

· .. the MCO of the fom (4) measures fo be included in the QIP no later than three (3) • 
monthS prioJtto fue start of the .period for which cfa~a will be collected to evaillllate the 
.program_ 

425.6. For ea~b ~~~e selected. by :OBHS for the QIIP, DH.JIS Will monitor MC::O 
perfonmm~e to determine baseline measures and levels of impmvemeiitt. · · 

225.7. Should DHlHS choose QIPs and implement withholds for QIP performance; in the 
. event of changes to the Medicaid Care Managemen.t program oi material.. : . 

• . . .. . ... : . I . .. . . . .. . • . 
crreuiiJ$tances beyond DffiIS or the MCOs' controh which DliHS ~et~rmmes would 
unduly limit all MCOs' ability to reasonably perform and achieve the withhold retiim 
threshold, D$S wiil evaluate the ll:npatt of the circumstantes and make stich · · 
changes as required, at the discretion of DHHS. 

225.8, At such time DHHS 1J.i9vides access t() Medicare data sets to the MCOs, the M.CO. 
shall integrate expanded Medicare data sets into its Cate Coordination a{ld Quality 
Progranis and include a systeinatic and ongoing process for monitormg, evaluating, 
ai1d.:iillproviilg the qualit)' and appropriateness of services ptqvideci.to Medicaid-

. Medicare dual meinbers. The MCO shall: 

22.~.8,l .: Colleet data, aIJ.d monitor and eval@te for improvemems to physical heal th 
outcomes, beliavioral health outco1hes, psycho-social outcomes, and LTSS 
outcomes resulting from care coordination of the dual members; 

22.5.S;g. hiclude Medicare data iri DHHS qm1llty re~orting; and 
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22~5iJ$3_ S:iip allm ll!IS'e ~ amiooll $11Jllb>mmiitt allm ~OO!t lJllllimims; :l!l5 ~ ~ 
CMS_ 
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.23. Utilization Management 

.. . . 

23.1. Policies & Procedures 

23_lJ_ The MC())~s n»@ili«:iim ardl JPilrt!lXtierlllililnis rellamr~ m ~-a1rnntllblorizatn@llll of ~ajees ~~mm 
OO!lllDJPlllfuBimoowii1llln 42 CR 43l$2J(ID m NHJRSAC~Jf 42©-JE:2. 

:23~Ii. Tine MQo smin mw-e mm JPJll2~~ iamnall fi®llll@w; wntt~ JimliaieS • PRM:e«llill!R5 t«roi · 
p-ocessiBJig lreirJ[Wlcestts IDJr ~ iBlllJltdl tr:«DB111tllimJmllng aJ!Jliliorizatiollll @f services• [ 42 CJFR 

- 438210ib){1)]. 

23.13~ the MCO ~ :m!lmili ills writt<eilJ. ~[»ID. ma11DageID!llmi pollildes, pmredunres~ niili 
criteria fu DHHS folf approm as pmrt «Df tlbte :fust lfeadliness revneW-_ Thereafter the 
MOO shall submiitits; wltx~hM uillizatiollii management polli«;ies, procedures, an((]! • 
Criteria timt Jllave. clnamigerll aiJld m_ atteSt:arion listing those that. have liiot chafiged-smre 
the pool\ year's SUibmissi(J)n _to DHHS for appiroval mnety (90) calendar days prior to 
the end of theAgreement Year~ - - --

- 23~L4. The MCO _shall submit its written uriliiati:on managementpolicies,_ procedW-es; arid 
--- criteria spe(:ific to each phase of Step 2 JPhase I fo IJHHS for approval as part of the -

first readmeSs revi~w- AUthoriZatiolli.S tn.mtbe based-on a COIIlPrehensiVe and 
iin.dividualized needs assessment thlit addresses all needs and a subsequent peirson"'.' 
center~ plallning process. Thereafter the MCO shall submit its "'°tten: utilization 

-management policies, procedures; and criteria that have changed and an attestation 
listjng those that have not changed sim;e the prior year~s Sllbi:irission to DHHS for 
approval ninety (90) calendar days prior to the end ofthj Agreement Year-

23. l .5. The MCO's written utiliZation management policies, procedures, and criteria shall,. at 
- a :niinimum, COilfOrm to the standards ()f NCQA. - -- -- -- -

-· 23.l.6. The MCO may place appropriate limits on a serVice on the basis ofcriteria such as 
riiedical necessity; or for utilization control, provided the services furnished can _ 
re~sonably be. expected to achieve therr plilpose [42 CFR 438.2IO(a)]. -

- • 23 .1. 7. The MCO 's written utilization management policies, procedures, and criteria shall 
describe the categories of health care personnel that perforiil utilization review -
aC:tiVitie~ ruid where they are license& Further such policies, procedures and criteria 
shall address; at a minimUm.~ second opinion programs; pre-hospital admission 
certification; pre-inp~tient service eligibilitY certification; and concurrent h9spitai 
review to determiri.e appropriate length of stay; as well as the process used by the 
MCO to preserve confidenfotlity Of medical inforniatiOn. -

23J .8. the MCO's wlntten utilization management policies, procedures, and criteria shall be: 
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n~ll .. l$.1l_ IDi.eW1eli«»jpXOO mtr1ln. innJI»l!!ltt oom ~~ ~:w~!l:iiimg]Jl1lilID.citiittii@lllleilS iinll tllnie 
lMKCXlf s; saN:iioo ~· . 

'.B.1l..l$2_ ~ ~ liemtt lbii~y midl m llllfEW 1tlr"iemtnnmmf5, ~liii«dlllttiims~ <Ellillilll 
inerclhnmOC»li@giltes; eIDlJlelIJgle; 

2]_11._$3_ .ID>ie\reli@jpxe«ll m accillmmri:e widn itlhre smim((j!Rs; @f udtiimall ~frn!lttU@Il! anritties; 

23U.Jt4L ~ o:m cmrenilft,. nmtiomtlllly aiccepre«ll ~ @fmmiiall pradiire; 

23iJLK5 _ Jlf practicable,. evi«llellll.ice-b:asoo; m<dl 

23. l.9_ The MCOs shall work in good faith wifth DHHS develop pri«»r amhorizatimi forms 
Wifu ir:rnmsistent infonmition and docmn.entarion reqweiimein.ts from prorideis · 
wherever feasible. Providers shalll be able to Sillbmit ilie prior a'lllflhorizarioru; forms 
electronically, by maiL oir fax_ The MCOs sfuill submit a pmposed plan for the 
development of common prior m.uthorization prrn::esses witlrin ninety (90) calendar 
days of the NJHHPP Program Start Date. 

23, 1.1 O. The MCO shall lhav? in effect mechanisms to ensure consiStent :application of review 
criteria for authorization decisions, including, but not limited to, :inter.rater i-eliability 
monitoring~ and consult with the requesting provider when appropriate and at the 
request of the provider stibmitting the authorization [42 CFR438.2IO(b)(2)]. 

23. l. l l. The MCO shall ensure that any decision to deny a semce authorization request or to 
authorize a service in an kmourit, duration, or scope that is less than requested, be I 
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)l 

23.1.12.Compensation to individuals or entities that coridlitt 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)l 

23.1.13.Medicaid State Plan Services in place at the time a member transitions to an MCO 
wiil be honored for sixty ( 60) calendar days or until completion of a medieal 
necessityreview, 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. I 
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• 23U.Jl5_Wllnm Ill( mmPlbxar mea:Friimg S1llai1ne JIDilm H@~ JBieanlltt1ln S~<003i ainrnall S1tqil n sem<003i 
. · ~ t«» icllnm ro aJml!llneif lMICO 1tlOO llilew lMRCO ~JOO· . . . iiblie fuir 1tllne ..... glfl,,,,, '..... ~ 

. mmemmllrei's a:I!Dllms as ~f !Illne emttive &i!te•crii:ff 1tllne ~· s emrollllmmm1t mm 1tllne 1Ille\W MCO 
«m:~ ;in,S_ sp~oo m SectnOIDl. JL2_11_ UJ!l>Dm.~fup;it <iDf pn«lllr ~~ 

... fumf[~@im:ffmm_DJE[]f[S, tine mew MCO ~ lhKaiim©it pi({})ir a~oifusm ph.tre 1by · 
· · -1tllne OOirmmeir MOO> for fi&em (15) calemtdai &.}'S OJr iJlllll1tilll itlOO e~«m of prev:il!llmfy 
· ~oo Jlilrillllr :amJJthoflzatio~ whicheVer oomies fust. The llllewMCO sW review' the 
S<mrioo aumuiJnorizatimJl illll occ!Oitdmiee with the mmgeillt «ll~nnilll1tTI«»llll. ~ems @f 
S~iriiirii23-42_l~ · 

23_fi6.iiiriconr immllitoriZarionsm lace foirlono tm:ID. services ad · · · m ~ttrhe time a . . ·•··•· p ...... 0 ....... ~. ······ 

miennbei tramsitiom to~ MCOwill be hon()iifd Wnfil th~ ~lies[ of(a)the 
amhorizatiollll' s expiration date, (lb) thel member's needs _dmnges, ( c) the pJr«:Dvidei. 
fo~s its Medicaid staniis or (d) otherwise approved by DHHS~ The MCO slluill. also, in 
the member handbook, provide fufonnation to members :regmdmg prioi airnthorization 
m the evooHhe member chooses to tramferto another MCO. lfmt the event that the .. ... .. ... .. ... .. ... .. 

prior authorization sj)~ifies a specific prcwide:r, that MC() mJ1 continue to utilizt! that 
pmvider:r~dless of wheth¢r llie provider is p~~ipating m the MCO network until 
such tmie ~-services are av~l~le in the MCOis network. The MCO Will ensure that 
the member's needs ~e met continuously and will continue t() cover services und.er 
the previously issued prior authorization tiritil the MCO issilies new authoriZatioris that 
address the member's needs, 

23~1.17.Subcontractors or any other party perforining utilization ieriew are required fo be 
· lice~ed in New JH:aiiips~.ite. · · · · · · · · · · 

23.2. Medical Necessity Determination 

23.2.l. The MCO shall specify what ccmstihifos "medically necessary services" in a inariner 
that:• 

23.2~1.1. Is no more restrictive than the State Medicaid program; and 

23.2.l .2. Addresses the extent to which the MCO is responsible for covering services 
related to the-following [42 CFR438.210(a)]: · · 

23.2~1.2.L The prevention, diagnosis, and treatirient ofhealthimpainri.ents; 

·. 23.2.1.2.2. The ability to achieve age"'appropriate growth and development; and 

23.2, l.~.3~ The abilicyto attain, maintain, otregainfunctfonal capacity. 
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n22_ lF@lf llllJlieilllillrrs ~1!1"-«»llllfe «21Il)l ~@:If~ mall @ldle1r l!l!ne follll@wfilmg rrllie:funiitrii@llll @:If 
mmooii«:;mll llll~,. s;Wll lbxe ~: "'"MerlliiWlly m~ mens llD.mllitlln are sremiOfS 
ttllm a lill«:<emOO Bne!H!llttlln ~ J!DIDTI•~ ~~ pmrll:amr «:llD~ j1111ocllgmmenntr,. w@l1lillrdl 
provi«lle" mm ~mdlm.oo wiitilln. ~ruew.mlllly ia!K:~ ~~ of mOOiicall pmmctiire" 1I<ol a 
JrOCiipiem foit ttllne JPl~ @ff ciw.lllllmttmm~ rrlli:J!lgBll@smg" prevmtm~ «llir me:inJtfumg • ;mll:lllltre «llir 
chrome i11.llnnress" fum.Jinmry" «ll~. «»ll" itts ~roms, ad that are [He-W 53@Jllll(lf)l]: • 

2322_1_ amialllly CIDJPlPIID~ mm tltellIJIIS ({))f twe, :ffueqanency of l!lse, extcent sire, md 
dR.urarioJJll,. mirll oollllSllstrmtt wiitth ilie ce:stablislhoo i!lliagnosis or trea1trinem «J)f ilie 
recipiiem:" $ ill!iness, mjl!.lllI]f, «l!Hsease, 0][ its S)lillpt«»ms; 

23-22-2_ Not primaruy fol!" ttllne «:ollllvemellll.ce of theTecipient or the recipient" s fiamily, 
caregiver, or hemtth are pmVideir,: 

23-2_2-3. ~o more costlyilian@th.er items or services which would pn>duce eqanivalent 
diagnostic, thera~utit, @ttreatmentresults as :related to the :recipienf s illnesS, 
injury, disease, or its symptoms; and 

23.2.2.4. Not eXperimental, inveStigative, cosmetic, or duplicative in natllre. 

23.2.3. For EPSDT services die following definition of medical necessity shall be used: 
"Medically necessary" mealli; reasonably cakulated to prevent, diagnose, correct, 
cure, alleviate or preventthe wo:rSening of conditions that endanger life, cause pai~ 
result in illness or infirmity, threaten to cause or aggravate a handicap, or cause 
physical deforrility or malfunction, and no other equally effective course of treatnient 
is available or suitable for the EPSDT recipient reqt,testing a medically necessary 
service He-W546.0l(f). 

23.2.4. The MCO must provide the criteria for medical necessity detenniiiations for mental 
health or substance use disorder benefits to aiiy emollee, potential emollee, 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 1services and supports within the limits of current waivers, I statutes, 
administrative rules, an:d/or Medicaid State Plan amendments. 
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23.4; Notices of Coverage Determinations 

• . DAUL The MCO ·s1JiW11 JPllMJriirl!e itllrue IDeq1lll6ttiinng J!llIDwidlrflf ammidl itllrue IIllmlllllhxar we ~llll llilOC»1rii100 
· · · ofmy idlocm«DJID ·by 1Illne MCO 1tto)·«Bm:w im ~ttif iilimi1illn«»irmttii«»llllmmun5tt,. «W tt«D imll!llt11n@rize·im 

. • Sfelrrirre mm iElllll aHllll«JJllnilJl1t,; dllJllralltii@llll,. (!}JJ[ ~ 1rlln.mr is llftl'M 1Illmn. JiajIDiestterll_ The JIOOtia::e s~ 
mm dn.e IDeliJlUnlliremmfflilllts a»:ff 42 CfJR 43$.2Il~a::) airll413$Al®4L 

llAl-2.. The MCO ~ m:mke milizati@]JI. ~ allemn«lJllllS nu1 time!y BJIMllJllllllleL The 
·:ffolliowing mmm.nimm ~~ sW~IlY: 

23.42.l. Uirgem «lleremiimi\ti({llm: The deremunm11D:m1IE1DJmi «»f am. f1!111lldn.~mattiollll mv({lllving 
UJigeimt care sfuill lbe mallrdle m soollll m ~le, iralkiin:g info :accmmt fue me&iCal 
exiigepiciie5~ but in n:o event ~ 1tlfuiBlllD. sevemy"'.tW\Oi (72) !hows :a&n:: :receipt «)f 
tilite ~est for lllliimtefy~lght ~llllt {98%) ~f reqimests, oo.D.e~ tlh~ member or · 
member's represellD.tative ram fo provi«lle S1llfficieri.t mformati.ollD. to detenrune 
wbt:itlner, oi to What ~]{.tent kffii.efits .:lllile coyered 0][ pay'abl~" lin thi;:l case of such 
faibi1re, the MCO shall iJlotify the member or members representafive within • 
twerity-four (24) hom5 of receipt of the request and shall iadvi:se the member 
or membeit's representative of the specific information necessmy to make a 
dettmmmarioil. The membei or members representative slbtall be: afforded. a 
re~{)nable amount oftime, taking into acco:UJ!ll.t the circumstances, but not less 
than forty-:-eight ( 48) hours, to p[oVide the specified information_ Thereafter, 
notification of the benefitdetermiiruition shall be made as soon as possible, but 
in n() case later than forty-eight ( 48) hours afier the earlier of( i) the MC O's 
receipt of the specified ·additional ·iiJ.formation, or (2) the end of the period 
afforded the member or member's representative to provide the specified. 
a1ditionai mformation_ . . . . . . . . . . 

23.42,2. Continued/Extended Services: The determination of an authorization 
involving Urgent c.are an<! relating to the e:idension. of mi 011going i;ourse of 
trea!lllent and involving a question of medical necessity shall be made within 
tWerify-four(24) hours ofreceipt of the reqUest for ninefy-'eighipercent (98%) 
ofrequests, provided that the request is made at leasttwenty-four (24) hours 
priorto the expiration ofthe prescribed period oftime or course of treatnient. 

. 23,4;2.3. Routine deteririiriations: Th¢ detefitiination of all other authorizations for pie
service benefits shall be 1llade. within a reasonable time period appropriate to 
the medical circumstances, but in no event ¢xceed the following timeframes 
forninety ... five percent (95%) ofrequests: ·· · · ·· · 

23A2.3.L Fourteen (14) calendar days after th.e receipt ofa request: 

a. An extension of up to fourteen (14) calendar days is permissible if: 

i~ . tb.e bember or the provider requests the extension; or • I 
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lIIL 1tllne JMCC(Q) jmttll1fiies a~ h il!lidlalliittii@nll iimrllfummrnllilttii«lJllll iJmmrdl 1tllnaatr 
1tllne ~<illl!D. ns film b llililmnlbxeir'"s ~ 

nA+.22322. Tw«D «2)) mllmldfamr mys fulf allllangmimttii«: lTii«llii@Il«»gy. 

23t4.22At 'Illne Th<:[CC(Q) .~ JPJ!I@viitdlie lllillfellJilllJrerrs. wril!trie!ID. Bll@ttiioo m e~@m]ly <EIS 1tllne 
llllJlalimlhYars Dnreallttlln oon1t1rllnti@im ~ires ad 111L1llt oo ex~ fu~ ·(114)) mllmdl;aur 
~ oollll@\Wfilmg ;m mIJllllles!t fur iimitiai. mtdl <eonnfunwillimg allll1!lln@~@m @ff ~res, 
aOOJP>tt m ~nm@nn off 1lllJPl to an aullrllitiomul fomtem «n 4)l mllmidlm mys ns . 
wxefilllll&n!Mie, if: 

23L4.25. 1fllne nnn~lf or the pmviider reqilllesis the extmsiion; @)[ 

23.4.2.~- tinie MCC(Q) jmtifiies :alllleed for atdlditional mfomDrimll :m.cdl howttllne exremi@llil ns 
inll 1tllne :m.re~r' s mteresi 

23A2.1. JJf SIDidn a extensiion is nece5sary due to a failure of the membielf or membar's 
reJlllre5enmrive to provide sufficient mforiiIBbon to detennme wb.ether, or to 
what extent, benefits are covered· as payable, the notice of extension shall 
spocmcaJ!Ily d~cribe the mqurred additional information needed, and th.e 
mem100r or membefs representative shall be given at least forty- five (45) 
calendar days from receipt of the notice Within which to provide the specified 
mformatio111. Notification of the benefit determination following a request for 
additional mformation shall be made as soon as possible, but in no case later 
tfull1 fourteen ( 14) calendar days after the earlier of ( 1) the MC O's receipt of 
the specified additional information, or (2) the end ofthe period afforded the 
member oi member's representative to provide the specified additional 
information_ When the MCO 

1

extends the tiineframe, the MCO must give the 
member written notice ofthe 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 citcuinstance, the MCO must issue and carry 
out its determination as expeditiously as tbe member's health .condition 
requrres and no later than the date the extension expires. 

23.4.2.8_ Determination for Services that have been delivered: The determillation of a 
post service authorizatiOn shall be made within thirty (30) calendar days of the 
date of filing; hi the event the member fails to provide sufficient information 
to determine the request, the MCO shall notify the meinber within fifteen (15) 
calendar days of the date of filing, as to what additional information is 
required to process the l~equest and the member shall be given at least f()rty,
five ( 45) calendar days to provide the required information. The thirty {30) 
calendar day period for determination shail be tolled until such time as the 
member submits the required information. 
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23.5. Advance Directives 

235 _lic The MOO s!lDallli mDJJl!:mfum wirii1ttrm ]pXllllliicies :mnnrdl JllllIOCOOl!lllreS 1tlln;mt ~ ~emm~ :fm 
. ardlvammoo ~es mm Sllll~ JI @ff 42 cR 41$9_ 

2352_ The MCO •sruaJIJl illlafillnere t@ 1Illn.e «ll~@JID. @:fil!l[]!vammoo t!llllirectivies il!lS defined m 412 cm. 
4$'9U[l)3_ 

23_53_ The MCO sllnfill m2iiDlltl!Illlll Wiritteim nmlliiciies •all jplltOCed\lllreS COllllcemmg advance 
directiives witlht respect t@ allll il!ldhmllt iimlllliiin<dl\lllalls receiving mooncru care by or furough 
1the MCO [42 CTR 422_128]-

23_5_4_ The MCO shail not condition 1the JPlIDVDSilOill of care or othmwise discriminate agaiirnst 
an emollee or potential enrollee bil!lSoo ({J)llil whether or not the individl.llal has execmed 
am advance diredive_ 

2355- The MCO shall provide infonnarion in the member handbook with respect to the 
following: 

235 _5_ L 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.,55-2_ The MCO's policies respecting the jinplementation of those rights including a 
statement of any lliinitation regarding the implementation of advance · · 
directives as a matter ofconscience I 

23-5-5.3_ That complaints concerning noncompliance with the advance din~ctive 
reqtiirements may be filed with the appropriate State Agency [ 42 CFR 
438-3(;)(1); 42 CFR438.10(g)(2); 42 CFR 422.128; 42 CFR489 (subpart I); 
42 CFR 489.100]_ . . 
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.24 .. MCIS 
· 24.1. System Functionality 

'.24J._LL~ JMIC:O .~ Camrte ~@l!D. s~ {MCJIS) sinallll mmdl1111td\e, 1bJuiitt J1ll@tt too • 
~oo:· 

.. 24JLlJ_ ~m@fRecin»iimtr Danoolgir.RJPlhiir: E!igilbility adl &mlllhnmamtr.acdl · 
lHIIl!$1t(!J)fjf 

24_UL2_ . ~· o:fflJl>rovnall:eir &trrollimrem mdl C:cedoori~g . 

24_LL3_ . ~nclit JPJlamn Coverage ~ce~ ffiSt({lliy and Reporting .. 
... .. . . . 

. · 24.Lvt EligilbiliJty Ver:lfiir:atiollll 

24_LL5_ EncmJim:eir Data 

. 24JJ_()_ WeeklyRefoireimce lFile Upda~ 

24_LL7_· Sei:Vite Authorization TJr.!dcing, Support mid Management 

24JJ_$_ Third Party Coverage and Cost Avoidance Management 

24_ l _ l _9 _· ]Fina1111cial Transacti()ns Management an<! R¢porting 

24 _l _l _l O: Payment ManageDJ.ent (Checks, EFT, ]Remithinte Advices, Banking) 

24-LLl i_ Reporting (Ad hoc arid Pre-De:fined/Sbheduled and On:-Demand) 

24; L L12_ Call Center Management . 

24.LLB_ Cia:iiris Adjudication 

24_l_1_14 _ Ch1iD1S Payments 

24: Ll.15_ Quality of SefVices (QOS) metrics 

24.2. Information System Data Transfer 

24.2.L Effective communication betWeen the MCO and DHHS will require secure; accurate, 
... ccmiplete and auditable transfer of dat~ t()/from the MCO and })HHS manageiileilt 

infonnation systems. Elements of data transfer requifements betw:een theiVICO and 
DHHS mariageinem infoimation systems shall include, but not be liiilitedto: 
.· I · · · I 
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241-.2JL1L IDllBil8IS ~ ~~ 11«» aillll lNJlBI ~~ <C'lfilI!lf ~ «llD iiim Hql>!DlJittllimg 
~~me «llD is; ~ \\Wilniiciln iinnir:Ilnnidles aillll irooils meiJLOJillinOO ro aa~ tllne 
~ m :nn@ m«llii1tii@mll ~ m ID>EII8IS; 

241-.2.11.2. &.rr:~ @f «llm lb>~<eCfllll 1tllnre MCO a!lllllldl IDlJHrlBJS mm aa fulilllllrall1t md sdlloomille ims 

~lhxed by the S~, iiimdnnrdlfumg cdlmiilloo ~llimg ~manmcr:mms idiellil1tllfyIDmg 
1tl!ne «him s~lIJllI100 mrrll tarrgretr; 

241-.2-113_ Socilllfite ~m:Ccypted)J :c@m.m1!lllllliiai1tii@rill pmfr@oolls; 1t@JP!mv.llidle 1tiimrely llllotifiiciltit!liin. of 
my idlalia file retriev~ rercell]pi~ Ilm~ ({])Jr S!eilllrrll 1tlra!Jnsmmllttrall llssruies md prowide 1rlhe 
meqnnR5ntie amial}'Sis aJllld :mJPJl)l{))llt tQ ii<dlooltiify mrrll IreS«llilve iissWies; acco:riding t<lll ilie 
rimraelmes set forth by the mre_ · 

24.2.1-4. Collaoorarive mefatiomhips wiiliDHHS~ its MMlIS :fis1tm agmt, and oilier 
mterfucmg entities to implement effectively ilie requmSite exchanges of data 
lllllOCessaiy 11:0 5upport the .requnrrmilmts of tlris Agreement; 

24-2Jl5_ MCO implementation of1the niocessm:y foliocommunication iiifrast:ructme and 
tools/utilities to support secure connectivity and access to the system and to 
support the secure, effective transfer o:f dafa; 

24-2"1-6_ Utilization of data ell..'1ract, transformation, and load (ETL) or similar fi1ethods 
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 . • I 

- . . . 

24 .2.1.8_ A given day's data transmissions, as specified iii 245 .9, are to be dowilloaded 
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 
withDHHS. . 

24.2.3. The State shall provide for a common, centralized electronic project repository, 
providing for secure access to authorized MCO and DHHS st~ffto project plans, 
documentation; issues tracking, deliverables, and other project related artifacts. 

Page 157 



·New Ha1npshire Medicaid Care Management Contract-· SFY2019 

Exhibit A- Amendment #14 

24.3. Ownership and Access to Systems and Data 

241...JJL A1lll llllm ~ m JPlaITit @f'1!1ln]s Jl»llllllgirannm $llnd ~ 1JJlne ~ of'DmEIS arll 
· · · · lriipm temmnmi«»llll <iiiff ttilne·Agmoommmfi 1tlffi~ ·aJktii ~ 1bxe dacim«mnnCmilJly ~ iei • · · 

DHHS m trlliie• mce<rlfuii fumlllillt ill!filld sirillnOOunlle ~ ~ DlHilffiS, mall affimniii:aitively ad 
. ~umrely «llestnro~ if :r~ lhy DJHDBfS~. · 

24.4. Records Rete1ition · . . . . . 

. 24L4_l_ lf:hte: MCO sfuall ~ ~e. am«ll ~e IBl~Ile ilip@llD. regpm~ all retoms remting 
•.. fo the performance @fits olhligati@l!IlS mnrrllw the Agmamm~ incfummg paper and . 
. el~m¢ ¢Bmm forills, f~r a Fri~ oif ioot les5 t1!n2in sevm {1)) ~ ®lfil the date of 
t~tion of this Agreemooi Rocon:!ls my«»llvmg ma.treirs .tJlnat are the Sirn1bject of . 
litigation shall !00.:retamed fo:r a perioo of11D.ot Xcess trum sev:em(1) yeairs following the 

· • tenlmination oflitigatfon.. Certified pmtOCted electr«»mc coplieS oftlne.docmnents •· 
contemplate(JI herein may be sribsritunred fo:r the ®rigmrus with the prior Written 
c9m;em ofDHHS; if lIJlE:IHS approves the elrectimmic imagiBllg piror:edUiireS as reliable 
and S1llJPported by m effective retrieval S)rStem.. · · · · · · · · · 

.. . . .. ... . ... . .. 

. . · 24_4_2_ Upori eipiration of the seven (7) year retention periO.d amid upon requeSt~ the subject 
. • records must be mmsferred to DffiIS' possession. No rec~rds Shall b:e desttuyerl or 
• otherwise disposed of without the prio:r Written consent ofDHHS. 

24.5. MCIS Requirements 

24-5.LThe MCO shall have a conipi:ehe11Sive; automated, aIJ.d integrated Managed Care . 
lnformatioii SYstem (MCIS) that is capable of meeting the requirements Jlisted below 
and throughout this Agreement and for providing all of the data and infoimation 
necessary for DHHS to meet federal Med~eaid reporting arid information regulations_ 

• . 24_5_2_ All stib~on1factors shall me~tthe same standard.s, as described inthiSSection 24, as 
.. the MCO_ The MCO shall be held responsible for errors or noncompliance i-esultirig 

froin the (lCtion of a subcontractor With respect to its proVided functions. . . . . 

24 _5_3 _ Specific functionality related to the above shall indude, but .is not liinited to, the 
following: 

24.5.3.L TheMCIS membership lllanagement system must have the capability to 
receive, update, and maintain New Hampshire's membership files consistent 
with inforrilation provided by PFIIIS- . . · . . . 

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 authotizing services based on membership information. . ... 
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241-_533_ ~ lMKC]IS" 1lJllIIDl~teir :fffille 1lJilllllJslt lbxe. llllDiIDfilmtmiia wiitt1ht all~ iinnhimmRttii@w <!llrin 

~ Jl!llllll>TI«llar $11!lffffiicitellillt oo ~mr JI»IDwnillleJr <elllilrollilmmtellillt •ill!~ ll!lllllill! ;ml]s;«lJ 

mood ]])l8IIEIB" ~ - (fl]Th'Ctll)1ll1llllltelf «hina ][~-

24L53AL 10lme JMICJIS" d~ ~ ~eJ!llll ~llmll ~ve 1tllrue ~Dlmtty 1t@ JPllI!ilX0055 
idm~ oomilsttmtt m111ln 1tiimoomess iilumilll.acmracy re«j[11l1Drellllllm1ts @:ffmt fiiedld 
1\1IM[S~ 

24535- The ~1!CllS" Semres Aill1tlhJ.i{J)rizarioID1 system .slualm llixe iimt~ m.1!lht 111lne cBiim 
JPIDCBSllimg sys!rcemm.. 

245-)_6_ The MCJIS s~ oo able to ri.ita~mntafilm ii1!S claims histmywndn. S\lllfficia:n!i: (dlietru tr@ 
moot 31111 DHHS repm:itmg and (eJI11.1coll!nter req1urirem.ents. 

24c53.1. The MCJIS' cre«llentia!imig systemslbrall have the capability to strore mcrll repmt 
om pmvi«ller specific data sllllfficiient to meet the provider crooenfuilmg 
~ements, Qualify Management, mJtd Utilization Management JProgram 
Requ1irements_ 

2453_8- Tlie MCIS shall be bi-diireetionally linked to the other operational systems 
maintained by DlllJHS, in order to ensure that data captured ill encmimter 
records accm;ate[y 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, \vaste and 
abrise mo:nitorilllg activities, and any other research and reporting pmposes 
defined by DHHS. 

24s3_9_ The encounter data fystem shan iiave a. mechanism in place to receive, 
process, alid store the required data. · 

24.5.3.10. The MCO system shall be compliant with the requirements of HIP AA, 
mduding 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: 

245.4. 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 onlin~ reporting; 
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· · 24L5)11-.J_ IDlli!IBIS Ollll"'-nmme wm ~ 1i«ll ~Jlii1Qlllfiii(l)J]J]l$ md cdhmR ~ ~1rllne Stfillirf fu 
liiI1tiillW ,,,~ · liil w<Oilllldfll@~ · · · · · · midi~ 1 d • lliuiwielrll lbi ttIOO 
. . . . . . ""5'1""""" 1lllJ1m . . . . . . ~ ~ . . . Jll'il~= 1,11l!IJ[iljpr~ . ~ 

. Sb!te)l oo ~as~ ~y.ie~ m~ ~~-tad! film 1JllneMCO ~s)) mail n@ 
~IDillll app~ie rep~rtBing :anmd ~ooall imciriiririies;: 

24L5AL4_ IDJH!lffiS aa:ess to mtf!I" a¢e~ire testr ellilrirolilililillantt h ~ ili!il::iressilhl!e 
~ms iiocbndmmg wemitres mrdl ·~ JlNlliinilllllS; 

. '.2455_ MCJfS up:.time 

2455~1- Externally aa:essible systell]S, mduding teleph~ny, web~ ~EDI, mid • • 
miline repoirtiiig sball.l Jbe available tWenty-:-fom (24) hems per day, seven (7) 
d~~ per wee~ tllmr~lhmill1idred-sixty-five (3()5) days per year, e~(Cept for 
sthedllled majnterumt:e upon notific:ation of amtd pre-approval by DHHS. 
Maintenance period cannot exceed fom (4) coll!Seclltive homs without prior 
D.!IHS approval. . . . . . . . . . . . . 

24.5~5c2. MCO s11allpr0Vide redundant telecommunication bacbps and ensure that · 
. inte:rrupted triillSmissions wilhesult in inunediate faifover ~o redundant 
coilinJ.Unications path a~ well as guarantee <iata transmission is complete, 
accmate and fully synchronized with operational systems . 

. 74.5.6~ Systems operations andlsupport ~hall include, but!lOtbe lnmted to the following: I 

24.5.6~1. On-call procedures and contacts • 

24.5.6.2. Job scheduling and failure notification documentation 

24.5;63. Secure (encrypted) data transmission and storage lllethodology 

24.5.6.4. Interface acknowledge1llents and error reporting 

. 24.5Ji.5. Technical issl.ie escalation proc~dl.rfes 

24.5.6.6. Buslriess and member notification 

24.5;6.7. Change coiitrolmanagement 

24.5.6.8. Assi~tance with Us~r Ac:ceptance Testing{lJAT) and imple¢.ell.tation 
coordinati6n · I 

Page 160 · 



New Hampshire Medicaid Care Management Contract - SFY2019 

Exhibit A - Amendment #14 

245_(6),.9>_ JDXoxr:mm~·cdJ* ~ ~icmtti@m-«HD IDnmjpi~ a~ 

~rrtttedl litioo:Ilnnrdliiimg ~ llllM!lWfilmg ~mati@m_ · 

245Ja>Jl@_ J[J)iismstteJr ~'lf<elIY •«ll B~ Ool1Il1tiimnity JPDm 

24L5_6_H_ Jf@umnm:mDiinng airll fumt~ llB:b]lil JPl~- JF~iillity for srorage MUJST lbxe 
~ 3\ OOllllllJPllliimlt. . . 

2415 Jlil2, Ccllll1llIIl111llllllliiri:;a1tll@nn mrrll JEsallation Phlum tlnat fully outlines the steps n~ 11:@ 

~(Q)JIIDm nnl{J)ftiiffiirc;a1tll@nn mrll milJlmtro:ring @f events mduiling an appmpRnttre 
icooilacct!s ad ilimirehmme.s fo:r resob:ution by severity of the event. 

245_1 _ The MCO .Sfuill lbxe :resJIMllllllSilille ffo][ iiimljplementmg and maiirn.rammg necessmy 
telecommmimicariom anrrll imemroirk :infrastructme to S1illpport the IV[ClIS and will provide: 

245,1,L Network diagram. that fully defines the topology of the MCO's network 

245"7.2_ Sfate/MCO col!ID.ectivify 

245-13_ Any MCO/subtontractor locatioru; requiring MCIS access/suppmt 

24_5_7_4_ Web access forDHHS staf( providers and recipients 

245-8_ Data transmissions from DHHS to the MCO Will indude, but not be limited to the 
following: 

245-8. L Provider Extract (Daily) 

245-8-2_ 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. l\tleinber Demographic changes (Daily) 

24-5.9.2. MCO Provider Network Data (Daily) 
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· 24t5]).J_ Mmnm m JP>~ ~a:e Aimttlln@mtmttii«!BID$ (~)) 

24L5_9>-4L jam!!;fi]mmy lEmlooiiimnmelr ~mm mmdlnnallmmgpall,.•«lkennn~ ~ ~«llm ~ 
~nrerriiOOl fWeddly)l 

•. 24k5.9_l0i_ ~es m ·Difilrd JParty Coverage ])a {W~y)) 

24L5_9_J_ &baVi1mral Hmltlln Certificari@n DE (Mmntllnlly)) 

2415 _l@_liine MCO smll proV[de JD>HHS staff mtln ait<OOSS t© rime».y: an~ complete data: 
. . . . . . . . . . . . . . 

24_5J[(())j_ . All ex_dmllll.ges ofda~ betwOOllll. the MCO and JD>HHS shall~ llmi ·~ fm:mat, file 
irecomrll fayorit and schoo11J1l~ as presm"bed illy DBlflS~ 

245_1@2_ The MCO shallll work collaboratively with DlEllHs, DHHS' ·M.klls• fiscal agent 
·theNew Hampshire Department offufmimari.ollll. TedIDnollogy,; arid other. 
interfacing entities to implement ¢ffectively the requ•sj(e exchanges .of dat~· 
neciessmyto sapport the; req0irem.ents of this Agireein~nt. · · 

245"103_ The MCO shall implement the necessarjr telecommunication llifraStructure to 
· .. · ·. . support th¢ M.<:IS and shall iPi9Vicie DHHS with a: ilet:work diagram depicting 

. the MCO' s communications infrastruciui-e, inclmling but not limited to 
coririectivity between DHHSand the MCO; mcllllding aIJ.yMCO/subcontractor 
locations supporting the New Han1pshire program. · 

245.lOA The:MCO sliall utilize data extract, transfonnation, and load (ETL) or~imilar 
. methods for dat~ conversion and da~a interface handling, that, fo the . 
maximfil11: ~xtent possible, autom~te the ETL process~~~ and that provide for 
source to target or source to specification mappings, all business rules and 
transformations whei-e applied, suwmary and detailed counts, and any data 
that cannot be loaded. 

24.5.105. T:h¢ l\iICO shall provide support to DHHS ~ild its fiscal agent to prove the 
validity, integrity aiid reconciliatio11 of its da:ta:, including encounter data 

245.10.6~ The. MCO shall be responsible for correcting· data extiaet errors in a timeliri.e 
~et forth by DHHS <l.s ~t1tiined within this cfocument (24.i. LS). · 

245:10.7. Access shall be secure and data shall be encrypted in accordance \Vith BlPAA 
regµlations and any other applicable state and federal law. 

.. . . . 

. 24S10.8. Secure access shall be mana~ed via passwords/pins/a'nd any operational · 
. methods tised to gain access as well as maintain audit logs of all users access 

tO the system. . . · · · · · · 
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241-jiJl IL111hie 1MKC1IS $lbraillll iinnrdlnn~ wm E~ fuif i.mse ~ •«ll $IDIJ!llJ!»'.Oln1t 1llOl <enm!tOlDnerdi JPlID\riirdl~ a 
IJIIll~ 'Jl1!oce serrwiiroes sllmnllll lhXe ]p1iru»micdierll <Eltt 1100 (C(!J)stt 1r«ll tilOO l!DIDviirdkar «»Ir ~- Allll. 
cooslis ~ mnDn tilOO all~Il@llDllllllmJt,. ~lty. <lllllll«ll m®iillll1trennm~ «»1f 1!1ht~ w~ 
$lbraillll fuxe 1!1hte ~lbiiilliifty cmlf 1!1hte MOO>-

. . 

24t5_11_1_ Th~ MOO> sW ~ sei!:llnre web aitrcrce'ss for Moonairdl JPlIDvii«llm a«ll ~ 
nirll aruintt11n@moo JD)JEI!EIS stmt1f ro aocess «:me-spocnfirc mmillllM!!ltillllliiL 

24S1l 12_ Thie MOO sllniliillll llllMilml~ provi«lleir midi m~er access 11:@ dne systr~ proviial!D.nng 
fun-llne :m]pi]p>lffiailbilie ~ occe55 l!Wlmlgemerit passwonll,, nllll JPliN 

- - - . 

mlllIJlllllll1LlllilliiCiadtfi<!llllll,, D<llJ @~tliomuJl s,ernres lllllOCessairy Jr@ assist pmvi<dl:ems; illlllllirli 
memm!OOirS mttllil gUmm.g :aoce5s m«li IDntiliring the web poirml 

24.~U L3. lP!rovirrlleirs willl lln:ave the ability to elioctromcalllly SlllbmiJr semce a1llltlno.rizmtion 
requests md aB.ccess mid 1ll!tifu:e oilier utilization management tools. 

24.5. l l.4~ lP!rovidas and membeirs· shall have the :ability to dowmoad and print any 
needoo Medicaid MCO program forms and other information. 

245-115. Pmvidrers shall have an option to e-prescn"be as an option WitlioUt elioctronic 
medical records or hand held devices. 

245.lL6. MCO shall sinppolf[ provider requests i:md receive general program information 
with contact information for phone numbers, mailing, and e-mail address{ es). 

24 5. l l _ 7 _ Providers shall have access to drug information~ 

245-1 LS, The website shall provide an e-mail linl,t 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- I L9 _ The website shall be secure and HIP AA 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_ 

24.5.1L10.The MCO shall have this system available no later than the Program Start 
Date. 

24,5, 11, I I .Support Performa11ce Standards shall include: 

24.5; 11.11.1.Email inquiries - one ( 1) business day response 

2h.5.l l. l L2.New information posted within one (1) busineJs day ofreceipt 

24.5.l LI 1.3.Routine maintenance 

Page 163 



· New Hamp.shire Medicaid Care Management Contraet -· SFY2019 

Exhibit A :. Amendment #14 

.24L5i_IlLil1L4LS~ mejpXl»lI1I$ ~JPXllllI1rrHl]l ~ siriidi.~ llnii1ts; FllIDl«llllldllfu lh>y. 
. ~~~,.~,,-~@ff~t5~.~,.immirdi 

ranmm ~~(CS; tal$ weJlll m IDmillliiJJJJ1tiemlramnrcre ~~ . 

• . • . 24L5i_Il 1-lll.5_W~ ~~~be ADA mrinDJpJ]]]Hnr wiiitlln Setctii«»mi )(Q)S @ff 
itllne ~ili-mA«:tt ·ammal! ~ :mllll mj@ir !bro~ (i~e- amIDJIBu~,, 
Jimreirnnar ExjpiRiairer,. lFiirefu~. ~ eflll:_)_ llif 1!IMll" «llM:S 1mmllnave 
~»Hnt llrorowsw,. M(XG llll1l1llls1r mdlfuned ~ir fu site ro mmill • 
~ browseJL 

·. 24L5i_l2_Critial sysrems widnim tlln.e iMCJIS s1rn1p1prn:1rt1llne allellWeq@f a]tiral im.eirllital sefVices t© 
m~ an«ll r<eiimD.lhiillsemem ro proriall~- As Sllll«:~ c~gm.cy plans sballl be 

: developed mrll t<esre«li to iemisme. confunllllom @p~tiom. @ftllme MCJIS. . . 

. 245.ll.2cL ·The Meo sllnall hosnhe MCTS d!lt tine MCO~s data cmtrer,. md provide for 
. . adequate rooW!dmcy,. disaster ii¢C«Jivery,. midi b11l!Smess c@ntiimmty such that iJiJt 

!he evem: of amiy cata5tropmc iimciiidlen~ systeni a~ility is t.estored to New 
.Hampsllm-e witlfilitWerity .. fom (24) hrillliS ofmciirllent ollSet 

: 245~12.2~ The MCO shlill e~ ibat the New HaJ!Il!>shµ"e JPJHI idlata,.. d~ta pr{}cessing; and 
datt! .repositories are ~ecmely segregated rrollll any other accom1lt or project, 
and iliatMCIS is oodei appropriate configmation ma)lllageineritand change 
management prt>cesses and ·subject to DHHS notifitari<>n requirements as· 

·· defined m Section 24.5.B. 

24,5)23. ·The MCO sfuill manage all proce,sses related to properly archivmg and 
processing files including maintaining l(J)gS ailO. appropriate llistory files that 
r.etl~f! the source, type .and user associated :ivith a transaction, l}rchiving 
processes shall not modify the data composition ofDHHS' records, and . 
archived data shall be retrievable atthe request of DFilJS. Archiving shall be 
cond11cted at intervals agreed upoii between th.e MCO and DHH;S~ . 

24-5:12.4. the MCIS shall be able to accept, process, and genen1teHil>AA compliant 
electronic transactions as requested; transmitted betWeen providers, piovider 
billing agents/clearllig houses, or DffiIS arid the MCO. Auditiogs of 
actiVities will be inaintained and. periodically reviewed to ensure compliance 
with security arid 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: · · · · · · 

24.5J2.5.LDis~ster Recovery Plan 

24.5.12.5.2~Busiriess CoJtinuity Plan 

24.5.12~53.Security Plan 
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24L.5 .. Il2.5AL1Dlrue JM[(CO) 5llnradlll pmnl'~<:iirdlre * follll@wiinng docrummtts_ llif illlfiltiar 1rllne oogim,lill 
<l!l@:tllllllllllmt!s llilire SlllllbimmDttnOO 1rnne MO()) niniOOiiffiiB ~ «»ff 1tllnmill,. 1rllne ~ 
rd!~ IB!lin.all m~llllallllimg clht~ s11nmillll lire Slllllliilillllii11mrll 11«» ID>lBilHfS 
fuJr reri:ew D li!lJPlJ!!lrowaiill:: 

a ll.tis1k ~em JP!k.m. 

Jbt S~ Qmllii1ty l\ssllJllraRRCif: JPlan 

ic_ C~l{llilll-@f:5@10 compllimceaimirll Co~@llll&niirdles 

d. Opmniliiu1urn!Jll1til[]ii @f C(l)mpliamice with ms hb.li~@llll n (())15 

e. Approaclht il:o implleilleirn.tation of lICD-10 aiPid llllhllnmlttre «:@mpllimn.ee 

245.13.Mamigerazimk @f cUmngres to the MCIS is critical to enmre mniimttemnplt;ed :fimcitimnmg 
of the M:cis. The followmmg elements slliaU be part of the c"bmge :mamigemelillit 
process: 

24 5. UJ. The ciOlmplete system shall have proper configDr.ltion m,anagement/c~ge 
mamigement .m piace (to be reviewed and approved by DHHS). The MCO 
system shall be configurable to support timely changes to benefit enrollin.ent 
and.benefit coverage or other such changes. · 

24.5J3.2. The MCO sb.all provide DHHSwith written notice of major systems chaD.ges 
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 exchru:lges between the MCO and DHHS and/or the 
fiscal agent DHHS retains the qght 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 ofMCIS 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 ,Vithin 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 doctm1eiit~, including bl!t riot 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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14.5iJl35. ~ IMICO ~ ~~~g·ns; idl@llllfe h llll1lll sjfilt¢linit~ 
lMICO 5l1naillll ~ JIWimritdlii:i :a Jilesft. ~ h JD)mHS 1t@ ~ ·~ iinn 
~ :lfimcinng ll!lJP'Jllllillattii@llll$ «ice. NlHI W\emn11aJ 1!1lnDs 11:5 sittce ~ «X1»imttmm JID@ 

~ JlllJBIJI ~ @f ammymmmnlhxeii-~ · · · . · 

· 245.BJ6i_ · 1'100 MOO ·sUllll· ~re tllnimieUy clhmnga; ((})lf all~ mes ro al!;irti;ai mm~ nrdl 
. . . a«lllllte ~ Widn JIJ)JHHS u.tdl «iitlRW <lllJI»Plliailb>ne ~teS 1t@ w.ail!Ilidlaittre ttlln~ .. 

film1tegtr]ty «»f 1tlfue filmter&te dnm~. · · 

145.14JDHHS «»nits ... a <OOlllli!llllJlct a :S . . ms ~idlilless Reri<eW t<ill wlillall.ue tllne . . ... .. . • ~nnt .Y . ~. · ··· · · · · 
•. MCO's a1!J,ility t© •~ ilie MCIS reqminemems. · · · 

24S14.L ·The S}'sltem JR.eadmieSs Review lllmilY ind11!1de a desk review aWllf«M- m @xnsit:e . 
:reTiew .. 

24.5.14.2~ HDJH!HS dretiemrines that It is necessmyto toiiduct m omiretre\riew, the MCO 
· sruill lbe mesponsible fui fill reasonable travel costs associated With. such onsite 
reviews for at least two (2) sta:ff fr«:>m DHHS. For purposes of this SectJio~ . 
''reasonable travel c~sts" mdmlle airfaie, fodgmg, meals, ~ar .rem& mull fuel, 
~ mileage:, p<Rrlcing, and other in~jdenfaltravel ~xpen,ses mci!IirOO lby ][)JEUIS 
or its autho~ed agent in connection with the onsite ~views. · 

24.5.14.3, Iffoianyreason theMCO does notfuUymeetthe MCIS reqmiiements, the 
· MCO shalL upe>n request by DillIS~ either correct suc;h defieiiency or submit 

to DHHS a Corrective Actidn Plan and Risk Mitigatfon Plan to address Stich 
. deficiency. Immediately upon i~entifyirig a deficiency, DHHS ID.ay impose 

contractual remedies according to the seventy of tlie defiCiertcy. . . 

24.5, 15 .Systems .enhancements developed specifically, and data accim:mlated,. as part of the 
NewHa1I1pshire Care Managei:ileiitprogram rell1aill the propertyof:th¢State ofNew 
Hampshire. · · · 

24.5.15:1. Source code developed for this program shall remain· the property of the 
veiiqor but will be l1eld ll1 escrow. . . . ... 

24.5.15.2. All d~ta accumulated as part of this program shall remain th~ property of 
l)HHS and upon t~llllitiation of the Agn~enient the data shall be electronically 
transmitted to DiiHS in a format and schedule prescribed by bHHS. 

24S 15 .3, The MCO shall not destroy or purge DHHS' data unless directed to or agreed . 
to in writing by DHHS~ The MCO shall arcirive data only on a schedule 
agreed upon by DHHS and the data archive pro9ess shall not modify the data 
compositiOn of the source rec.Oxds .. All DHHS archived data shall be 
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re!lrier.lllbiil<e OOir rerife\\W amncdl «Dlf ~ IID:w JD).181HS iiim 1tht 1tilmm~ SEtt b1tHn lbi:w 
]]J)JH!lHIS_ 

24t5Jl'6iJi1ne MOO s1lnElI1l JIVIDviialle JIJ)JH!lHIS \Wiittlln ~ ~llitIDmg ~ililtiices ililnm s"OOJill nmiri:Ilnncdke 
illlll:C<ess oo pre-«llresiignn.00 a<dl angmeerll 1lllJlW»lID. &I:llniarllruilleali JTh1ll:r»~ liJlS welill ~ ttllne alhiilify fo 
exrocnntre cmd...:Jhim: «JlID!mres 1t@ SU!lJP!JPJ@li11: JIJ)JH!JHIS <dlman :lllllfildl filmfulilllldii@llTl llllrreds_ JD)HIHfS 
a.cbowledges trhe .IWICO's «»lh>lligillllti@m 1t€Ill allJl»JlllmJPlrilllllteliypro1te«:t allm md1I ~em 
perf(()):mmmoe, mmid tthe pairries agree tr<OJ wcoiirlk: tr(())gdllner oo el!llSUlire JbllBIJBIS mmfoirIDnmiililln 
nlfl<eds can JOO mett while mimiiiDIDliizillrng rislk mrdl n.11illljplad to tine MCO' s S}'Stems_ 

. . . . ... 

245_l1_ lc S)(Stem Jinntegrity: The system shall emumre that ootln 1UlS<er and pmvider portal 
dieSign, and implemenratimn is m air:cl!Ji1ndlance with Federal stimda:rds, 
reganlations and guidelines related to socwity, cofiliidelffitiafuy and auditing (e_g_ 
HIP AA Privacy and Secmity Rules, Natiomil llnnstirutie of Secmity and 
Technology)_ 

24S 17.2. The seeurity of the care management processing system must miniffially 
provide the following three types of controls to maintain data integrity that 
directly impacts QOS _ These controls shall be in pla,c,e at all appropriate 
points of processing: 

24.5,.17.2. l.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 
I unauthorized transactions that have occurred in the ~ystem. 

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 Adniini~tration: Ability to comply with HIP AA, 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 HIPAAregulations 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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2.5. Data Reporting 
25.1. General Provisions 

25JUL • 1MJJC(()) .s.1JW.ll mmRlk:e aDlll1 oollll«troo &11a ~lie ro ID>ms illip@llll Jmq[llllif5t an111ill •n. tllnre 
Jmq[lllles!rlill:ffCMS [42 CIFR43$242«1hi)li4)l]-

25Jl2.tJbte MOO ~·mraifuimifo a ~1!lln llnfonmmn©Illl ~ tlW.mt ai;llllects,, ~e.S • 
. ~es;,. mnd renmriis ma 'fhe system SfuinJl PJOOwnrrlle m:ff~oo ~!ll aireas mchndm& 
lbim l!Il@t llmitoo ro lllltilizmio · · . · -eTilillces midi• · · · ~· md allismmlliimem for m:her . . . . . . . . . • llll,, go. . :lRJP'Jlre • . . . . . . . . 

. • iilJiim lioss @f Metiiicaid eligulbiility [ 4~ Cf1l 438242{:a)J . 

• . 25.1-3. The MCO ·shall collect: data on member and provitdl~ clnmacterisri~ as spocmed lby • 
. . Dillis amid @In Sflmces .fuil.lmlSlbJ.red to memlOOIS irllniollilgh a MCJIS syStem or other 

· · meth00s as may be spetified by DH!EIS [42 CJFR 438.242(b)(2)1-

• • 25.1-4. The MCO Shhli eirnswre that da(a ieceived from proVi«l!eJIS are accmate and complete . . by. . .. . .. . . 

25.L4.L Verifying the accuracy arid timeliness o~iepoirted data; 

. 25.1A2. Screening the data for completeness; logic, and consistency; and 

25. L43_ . Co1lectffig service information in standardized formats to the extent feasible · 
arid ajJpropriate [42 CFR438.242(b)(3)]. 

25.2. Eiicoiniter Data 
. . . . . I . . . . . 

· 25 .2.L The MCO shall submit encmintet data in the fomiat and. content, timeliness, 
· .. completeness, and accuracy as specified by the DHHS and ill accordance with. 

timeliness, c()mpleteness, and ac<:;uracy standards as ~stablished by D HIIS. 

25.2.2, All encounter data shall remain the property of'bI:IliS and DHHS retains the right to 
.. use it for any pitrposeit deems necessary. 

2~.2.2,L. The MCO sball provide support to IJHHS to substantiate the validity, integrify 
and reconciliation ofDHHS reports that utilize theM~O encounter data.· 

25.2.3. Submissi011 of encounter data to PHHS does not eliminate the MCO's r¢5ponsibility 
uncler state statute to su.bmit in ember and claims data to the Qompreheiisive 
Healthcare Information System [NH RSA 420-G:l,l IL (a)] .. 

. 25.2.4. The MCO sha,11 ensure that encounter records ar¢ c()nsistent with th¢ l)I:IHS 
. I . . ·requirements and· all· applicable state 4fid federal laws. 
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2525" MC({)) ~ s:lhmllll iinruc:llnnr&: anllll aM!ljjuncdlii~ «:mum, iinn«:llnncdliimig p«ll,, «llmii!ft«ll,, Dlill 
CID«iljmt!OO ccTuaiiimms_ . 

25..2_(6_ 'Ilhtte MC({)) mllll 1!Jl5(e allJ!ll~ mtelllll1llreir iiallellllltiifiias :as allmnned lbiy lD>:IE!IlHIS_ 

252_1 _ The MCO mllll llllll~iinn1t:miinn cm Jre\t'<Olm @if oodn semciinng illlIDl«ll lbiilliinng fumfulI!IllD.1tiim iiim ii1ts 
<ellllC@1Uinnrelt irec@mrlls_ 

252_9 _ The MCO sfuRIDl llmve a «:(Ql~ mi!ll &m. processmg system S111Ifficiem t@ :mttii.nlraRte!y 
prodlll!ce ili.ce d. Jrejp>:llllrts,. mnidl elll1~@mnter record set m foirmats and rimefunes 
pr~m°boo by DJHIIBIS as «l!ehoo m 1this Agreemfilllt 

25 2, IO.The system shall be c:mpa1hle of follomng or tracing an encrn.11111ter witlbm. itS system · 
usmg a u.niquje encowter re«:oid identification nunil;er for each encolllJllltief _ 

25-2.lLThe MCO skill collect service information in the federally mandatoo HIDPAA 
transaction formats and code sets, and submit these data in a standardized format 
approve<Ji by DHHS_ The MCO shall make all collected data available to DHHS after 
it is testoo for compliance, accuracy, completeness, logic, and consistency_ 

25.2.12.The MCO's systems that are iequired to use or otherwise contalli the applicable data 
type shall conform with current and future HIP AA ~based standard code sets; the 
processes through which the data are generated shall confornifo the same standards: 

25.2.12.L Health Care Common Procedure CodinglSystem (HCPCS) 

25.2;12.2. CPT codes 

25.2.12.3, International Classification of Diseases, 9th revision, Clinical Modification 
ICD-9-CM Volumes l & 2 (diagnosis codes) is maintained by the National 
Center for Health Statistics, Centers for Disease Control (CDC) within the 
U.S. Department of He~lth 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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252.Ji25_ ~~ ~«:::in1fiioo «»:if~ ll@ttlln.rerisio~ Clliiriffi«:-,ailllMI~nn . 
. JI~ll~ns 1tllne ~~om~ ~em 1tlJMnt \\fll5 dl~lfu»JpXerll IHlS) ait 

rejpl~llll1t fun: JIOD-9J-CM,, Va»limm.e i & 2. -~@mill C~aftij«JJnn @:If 
~-n«Dl!Ihimmsn~ ~ coom.g S:ystme. trcirJ-1«»-JPCs ns 1tlhKemis 
JPl~unre c@rlliiimg ~ 1tlm: w-ais irllevel~ as a iqllbtremm fuir JICD-9-CM;, 
mlhiuiiniie 3. The ~~e dare foir lICD~-10.:tM for~~ Dall KCJI).. 11@
JFCS :fbt ~ieimlt lln«lSJPliitnl JPlilDlt~ ns October •~ io 15_ 

25 2.12.6. Nati~ Drug Coo;;S (NDC): The NOC is a code set tllmt iirl!~tijjies 1tllne vemldl@ir 
· · · · · (mmmcilmlelf), ilmrOOllllct and package size of all «liiungs :mad biologia:s · · · · 

recogfilzoo bytlhte JfooeralDrug Adminiistration (FDA} It is maintained arid 
di$.J.l!JIDl1ir00 by HHS, jJm ¢«)llalboration with difrig mami1&cbnrer.5: : 

252~12_ 7 _ Code on Dema.l iPTocedmes and Nomendatme (CDT): The CDT is the torlle 
sell: for dental semces~ It :is mamfamed and distn'biited by the Americaim Deimtal 
Association (ADA)_ · · · · · · · · · 

. 2s _2J2_s_ Place of Service Codes ar.e tw~igit cod~ pJ.aced on health C(ife professiomtl 
claims to indicate the setting in which.a service was provided" CMS maintairu; 
poillt of service. (JPOS) codes used throughout the health care industry. 

252J2~9, Claim.Adjustriitent Reason Codes (CARC) explainwhy a claim payment is · 
reduced_ Each CARC iS paired with a dollar amount, to refleet the amount of . 
the specifi(: teductio~ and a Group Code~ to specify whether the reduction is 
the responsibility of the proVider or the patient when :Other insurance is 

I • . m:volved_ · · · I . . · 

252,12~10.Reason.and Remark Codes (RARC) are used when other insurance denial ·· 
· · · informatioll is submitted to the Medicaid Management information System· 

(MMIS) using standard codes defined and 1Ilaintained by CMS iirid the 
National Council for Prescription Drug Programs (NGPDP). 

25.2.13.All MCQ ¢Iicounters shall be ~ubmitted electronically to IJHIIS or t}ie State;s fiscai 
ag{lnt iri the standard IIIP AA transaction formats, namely the_ ANSI X12N 837 . 
transaction form.ats (P ~Professional and I "" Institutional) and, for pharmacy services, 
in the NCPDP fonmit: . . . . . 

25.2.14,AllMCO encounters shall be submitted with MCO paid amount, orFFS equivalent,. 
and.as applicable the:Medicare paid amount, other instiraricepaid amount and· .... 
expected member co-payment am.omit. 

25 .2.15. The fy!CO shall continu~lly provide tip to date d?clllllentation •of payment methods 
used for all types of services by date of1ise of saicl m~thods. 
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252Jl (6i_ TJlne MCO ~ «:@irnttiiUJlJ]lliIDDDy JIDlrn!lwll~ llllJPl 1t@ &1tli! cd!MllJlllllllfelil@im @:ff «:Tumnmm an«lljmttmmm 
llllll~ 1llls;erll fuir a1lil ~ @ff ci:ll~ by cd!a @ff 1lll5le @ff m«ll mett1lnr00ls.. . . 

25.2Jl1J11lne MCO ~ re@lffiecit,. allll Slllllbimmiitr 1ttlll 1tllne S1IlH!ltre'"s ~ ~ llllllmillrer smiire Uevd 
. eoc@fillllll1rrelf «ll:mta Elf ~ (C@Vam seirvii!OO'S" Tllne MC'(Q) sllnml1111 b:e Hneldl lreSp@llD$ilile ffm e!IIDrrs 

«»r :nnoJin-<romhl]iillmnite Jre'SUllntiimg :ffinoim ]its «»mm tmctii@llllS «ilir 1!Hne ~«»JIBS o:lf m agent 
1lll1ll!ltllnorizoo fo :mcit Ollll its oolMiM._ 

252_18-The MCO shallli ic«Jinfoinilm to :allll «:umrrenitt med! fu1twire JBJJIJPAA-compliant sttoodanlls for 
mtfo:m:natirnin ex.1r:ballllge_ Batch md Oimlliune T:iraDmictlliDlllll T~ are as follows: 

25 2JJtL JBakh tfaimsaction ~es 
. . 

25_2_lS_LLASC Xl2N 820 lPremllim. lPayment Transaction 

25-2_ l8-L2ASC X12N 834 Emollmient ood Audit Transaction 

25-2J8J3ASC Xl2N 835 Claims lPaymentRerillttance Advice Transaction 

25-2_18_ lAASC Xl2N 8371 Institutional Claim/Encounter Transaction 

25-2_l8_l5_ASC Xl2N 837P Professional Claim/Encounter Transaction 

25-2~18.1_6.ASC Xl2N 837D Dental Claim/Encounter T:ransactiori 

25:2.18.1-7.NCPDP D.O Phannacy Claim/Encounter transaction 

25.2.18.2. Oruine transaction types 

25.2.18-2.LASC Xl2N 270/271 Eligibility/Benefit Inquiry/Response 

25.2,18.22.f\.SC Xl2N 276 Claims Status Inquiry 

25.2.18.2.3.ASC Xl2N 277 Claims Status Response 

25.2.18.2.4.ASC Xl2N 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 sbali use the procedur:e codes, diagnosis codes, and other codes as directed 
by DHHS for reporting Encounters and fee- for..:service claims. Any exc;eptions 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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25i:.2.21lJOlne JMIOO m1111 pmrinallre :ms ia SlUIJlll1Plil<e'ililllc6ndr t@ ttllne <f'ilM:~<&Jtm ~(Q)]ID. at~ 
~Ii,;,,. \\\iliiia:lln $lliiimllil OOimtiaimm . . . . . . . - . m~ n~@l!D.,,,;.;,;,;.,,,ii..am.n.. b.. - . ·. ~ 
~ . . . . . . . ~J!»lIII* . . . . . . JllilllJlllllllll.,.,,.. . . ~ . 

JPll!U»wiial!ei-~~@ff~ mni~~ a ~ fgl00111iJPl .auffffiilln:mtti(Q)]ID. @ff.1Illiie ·~ ~ 
·JPlmwil~-

•. 25..222.'Thre JMIC:O) :sJnllll Slllllbmnnllit a:@mpilette moomnrer allm mm tine~ ll3IJIBl>i\A-<OOllllm]plnllmt 
·~~@:ff ttlne cwm snn1bnnissio111 miefuoo (mnnrll ~YlP'~~ ~ 

· • • . mlil!lllral15~ mx,, DDJE)l~ . . • 

· .• i5..2.23Jl1lne MCO .slmaill assigm ~to jpmticipare m ooiOOllimD.filelf t<ec1lmnuiall wfilink~ 
. mOOIM as~b DJHHS_ . . .. . gs · ..••. y 

• • 25224tThe 1\1CO ·sruill. provide coimplete md acwra.te encmnmeirs to DHH$. Tine MCO sfuill. 
. . IDliplememi review procedunres fo wlidate encimJDmter data snnbmittOO lbiy Jiiirovidms_ The 

· M.ICO shall ~the frilll.mvmg staJllldards: · 

25224_ L Coillpieteness 

25_2_24_ L LThe MCO shall submit encrnmters that :represent at least ninetj"'.nine 
. percent (99%) Qf the covered services pmVlded by the MCO's network 

and 111on:-net:Work provid~rs- All data subIDitted ~y the providers to the· 
. l\tlCO shall be included in the encounter Slllhniissions_ 

i5_2_24.2~ Accuracy 

25.2.242.LTi-aiisaciion type (X12): Niiiety-eightpercent(98%) of the records in 
anMCO's encounter batch su~ID.ission, shall pass Xl2 EDJ compliance 
edits and the MM1S threshold and repairable compliance edits. · • I. · 

25.2.24.2.2,Tfatisaction type (NCJ>OP)i Ninety-eight percent (98%) ofthe records 
in ah MCO' s encomitet batch submission sh.ail pass NCPDP · · 
compliance edits and the pharmacy benefits system threshold and 
repairable compliance edits. The NCPDP compliance edlts are 
described in the NCPDP. • 

25.2.24.23.0ne-hundred percent (100%) of member identification numbers shall 
· · · be accurate and v~lid. · · · · · · 

25.2.24:2.4~Ninety,-eight percent (98%) of servicing provider information Will be 
accurate m.d. valid. 

25 .2.24 .2.5.Ninety:.eight percent (98%) of member ad<lress information shall be 
accurate and valid. 
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25i2i43_ Tmnoo~ 

252243JlJEoc@l!llllD1trelr an. shillll lbxe Sll!llhnnmii1rtt00 ~. m1tllnm :lfiive (Si)) lbll!JlSfum(fSS; 
~ @]f ttlhte ~ @if (f'(;!la:]ffi \w~y iweti@rl! aall mttlhtiiim iilnirrtry (3@)) miamrdfamr 
m}'S @f tdlmnm ipm~lllllt. Allil moolllllllllte!Is sMilll 1h>fl Slllllhimn111r~ lliilll1th pall 
mrdl trllemmerl! cr:llaiiIDim_ Tine ]l!W«ll cr:llmnms; ~ md.llllde the MCO JIW.trll 
amm<r»1IJIIliJtt.. 

25i_2.243.2_The MCO sllnmllll lire SUJibjjcoctr ro 1riem.00ires; as sp:ocifioo m Set11irr»m 34 folr 
firillunre ro tiimmeily sllll1hmimii1t e11D.0011!1liJlltrer ~ in acc@nllanoo with. the 
ac<e~ · s11u.OO!ri!lls <eslrailillDsDnoo rum this A . . mi . y . . . . greem. .. 

25224.4. Error RresoilllJlti.on 

252.24.4.l.For all mstoriaill emlC(JJl!IlllD.leJIS Sllllbmittoo afte:r the SUibmission start date, 
ifDHJHs or its fis;ail agellilt notifies the MCO of encounters failing X12 
EDI compfumce edits or MMIB diureShold and repairable compliance 
edits. the MCO sfuill rellllliooiate ali related encoooters witlrin foey-five 
( 45) calendar days afte:r S'i.lich notice. for all ongoing claim encounters 
submitted after the submission start date, if DHHS or it;; :fiscal agent 
notifies the :MC() of encowters failiD.g Xl2 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 ?hanges to MMIS by 
DHHS. 

25.2-24.4-2.All 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 -2-245. 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 DHIIS_ 

25.3. Data Certification 

25-3.L 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; 
I . . 

25 .3 .1.2. The MCO's Chief Financial Officer; or 
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. 25.J~n..3_ Aim ~«11omm11 ~ m rdl:e~m ~rittyro sngmr h~ • \\dmi •• 
~11@~ ~ JMIC(())"s Clhiiief"&~ Qfilfiim (!})![ tllniiefflF~ Offim_ · 

25 ~22- • <illm 1tllnaitr sllnraillJl b ~erll mrocRUllall«!, lbiintt ·~ HllC!ll1t llmnmi1tOO 1t«>~ ~ ~ ~eai 
·. · llijc DJI:JlJBIS~ ~llllmimmtt iinnfiUD~<Ol~ moo~~ aJlllll«i @ili:eir ~«»JIJJ. mllllfuimnerll 
m ~ Jili~- Th:e ~catnc:m sfuill :mtteS! to~ 00500 ({J)E fuJm ~erllge,, 
funrff@llllimwtiiirii~ ii!mndl 1lrelliie( 1tlhte Ecll.IIKy, cc@mplieiteness mtdl mndnfulhmw «>if1tlht:e.<dJ~ 

. • . adl · tdlm.. 11lne MC(()) till SU1Jbnmi1t the rertifiratiom ooncuilJl:reritll. ·. m1llln ttlloo «:6Iitillfiioo ~ ... . .... . ..... . y ..... 
:anmall·trll~ [42 cm 438~~; 42 CTR.438-6t)6J-

25.4, Data System Support for QAPI 

2)_4_L The MCO ~ mve a alla c@Uectio~ processing~ and reportmg ~ S]lllfficierittto 
. ~rt tnne QAJPJI Jre\1JlIDlBretn¢1lltS (]lescn"bed in ~eclJion 2L The s¢.em Sh.ill.Ure mle to 

sUpport QAPJI ml!liiiniforinD.g and evaluation activities. indudimig the momtomng arid. 
evalllllari«Jll!D. «llf' the~ @fclmi~ care provide~ periodlc emuatiQn oflMi:co . 
provideirs~ iJlremllreT feedback oJiD. QAJPJI activity, amhnaintenance and use of medical • 
records usoo m QAJPJI activities_ 

I 
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26. Fraud Waste and Abuse 
26.1. Program Integrity Plan 

2(fiiJLJL The MCO .smillll ave il!I. Programm linllOOgiriilty Pllm iinn pllaM:e 1t1lnm Jhtas lOOeIDl approvoo lbly 
JlJ)18IJEIS md 1l:1ha s1lMnllll iinndund!e. $ all111llillnniimmu 1tllne ~lliisihnmnmtr md! llmiJPRem.9Jtil!l.1li({l)IDl @f 
~ oolllli:rolls, JPllllllilcies, mocll pmnxcmllJIIIle$1tlll> p:flv• cdletr~ :aumiill deter fuinn«.ll wasre, 
:aumocll :albim~- The MCO ns ~ocre<dl tr@ 100 &mmiiEii;;mr ~ cc«»mpiy wi~ :aumd requmre 
ccom.pliaBJice wil!h, illll! stare midi {rOOem Jr~ttii«ll~ rrielliitterll it@ Mediaiid JPr@gram. 
lfnregrity, · wheilieir @ir Eotr ili.os;e re~@m imire Risre<dl llriierelln. £lllllld as ireqntterl in 
arccoro;mce 'With 42 CIFR 45.5, 42 CR 456, 42 CR 4138, 42 ClFR l@Olll thro:uiglh l 038, 
md SOCtion 19lll2{a){68) oftlbie Soci2ill Sewrity Attt 

26.LLL The MCO shall retain all dam,, mo:mM!!1tiio~ md docmnentation described in 
42 CJFR 438_604, 438.606, 438-608, mull 438-6HJI for period n~ less than ten 
(W)yems_ 

· 26.1, l _2_ JFrau«.ll waste and abuse investigations are itairgeted reviews of a provider or 
meID.ber m 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 inviestigations are as follows, but not limited to: 

26.1, l _i_ l _ review of instances which may r.mge from outliers identified through 
data mining; 

26. LL2.2_ pe:fva5ive or persistent findings ofroutine audits to specific allt;gations 
that involve or appear to involve intentional misrepresintation 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. L 1-2-4. any revi~ws as defined by CMS as fraud, waste, and abl:ise 
investigation. 

26.1.1-3. Routine claims audits are random reviews conducted for the purpose of 
verifying provider compliance with conttacti.ml requirements induding, 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 procedure~ shall include, at a minimum, the following: I 
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. 2<ID..2~1JL Writtttn. JPXillllii~ ~!IJilneS,, - ~alls @:If OOlllloocir 1t1lmt amr1IiimTumtiie 1tllrie . 
~cas m111mllmm1mm1iflimt:oo~iliwlittim • ~lhialbinre ~mii :imi!iajl $11liR1nf ~;· 

262Jl2_ ne llllresiignnaittilm@:lf all «:«»lillllJPlJliimt!:~ @ffia::« mrdl a oompfumna: 00~ 1t1ha mllne 
. 8ll.CC@1llllllllill!l1nce 1tini Semill®Jr 1lllll1Hlllll~lll!ll1ellli1i; 

. 262.13. • · Effceil:friiw 1IIraliinnillmg il!nirudl ~!llimn@Jill :lf@ir tlbie a::@mp!Wmce @fficet ad! itllnie MCO"s 
ernmJP>li@~; 

26.2.lAL JE~ve llfumliS @:lfa::mlimnnmnmalrii«»n ~ tliie C<!lllmllJPmmnoo o:ffi~eir ad dne 
MCO"s ei!llll)pilini~; 

262.15_ JEIDi.foirioommtr @f ~rill$ tmmngh well-]plublicizerll discipfumtji- gtiidellmes; 

26.2~L6_ l?irovisiom f@r maemal mollllit@ring and a11lliliting; 

262. L 1. JProyisiom for the MC(Ys Silllspeirnsion ofpaym:ents to a network provii!lleJf for • 
which the State detemWiies there is a credi"bfo allegation of fraud in 
accordance mdi § 455-23; and 

26-2. LS. Pio\r.iSions for prorupt iespome to detected offenses, and for development of · 
corrective aetion llritiaiivesJfieliitfil.g to the I\1CO's Agreement [42 CFR · 
438~608(a) and (lb)] 

26,2.:2. l'he MCO shall establish a Program Integrity Unit Within the MCO comprised of: 

26~2;2~ l. Experienced Ftaud, Waste and Abuse reviewers who have the appropriate • 
trallring, education, experience, and job knowledge to perform arid carry out • 
all of the fim<:ti()riS, reql!rrements, r()les and duties cor1tained herein; and 

. . . 

26.2.i.i. An.experienced Fraud, Waste, and Abuse Coordinator who i~ qualified by 
having appropriate background, training~ education, and experience in health .. 
care proVicler 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 · 

ate paid by the MCO and/or their subcontractors. The MCO .Program IntegrityPlal1. 
shall also include the prevention, detection, investigation and reporting of suspected 
fraud by the MCO, the MCO;s elllployees, sub¢cmtractors, subco11tt~ctor;s 

. employees, or any other third parties With whom the MCO contracts. The IvlCO shall 
refer .all S\lSpected provid~r fri:md to the DHHS :Program Integrity Unit upon 
discovery. The MCO shall refer all suspected me111ber fraud to DHHS Special 
Investigations UniL . . . I .. 

26.3. Reporting 
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2~3JUL 111Jne MOO sW ~rn a JPlreTiiimmiinmimy iiml~g;mltiim cmlf d mm~allian115 of 
~rerll mnllllaiL waste iJiuiitall albime nm~y" The MC<Ol sllnaiillll llll~i Uke my @f 
ttlbie foll.@wmg actliom <lllS 1tllney SJPlmJfiiri:milllly :ren. oo d2liimms illmv@h-00 witlln. ilie 
mmvesrigatriio:ill iOOless pri«»r Writtm :inipijpJII"IOlvimll. ns ~ .:l!romm JD>HHS' Program 
lfimrlegrirry U~ utilli:rill1lg ilie MCO R<e1J[llilrestr i!«» ·Qiremt ilinivte$ltiigaltfi@llll forn: 

216-3.l.LR. OriIDiriact Jrhe S1J1bjiect ofllie. mve51tigratrll«»Jm allMiim nyimltlteas rehaltoo to Jrhe 
mvesrigario~ either m ]pl:eoo~ verlOOIJly @ir mm~ mdcopy, (})][ 
eftectmmc; 

.26.3.1.12. Enter into or attempt to negotiate any settnaxiem m agireement 
iregarding the :incidwt; or 

26.3.Ll.3. Accept any monetmy oT other thlrig ((J)f vab.nab!ie consideration offered 
by tlJ.e stibject of the investigation :in coillllectiollil With the incident 

26.3-2. The MCO shall pimmptly report to DHHS' Division of Client Sernices all information 
about changes in an enrollee's circumstances that may affect the emollee' s eligibility 
mduding but not limited to: 

26.3.2. L Changes in the enroHee's residence; and 

26-3-2-2. Death of an enrollee. 

2633. 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 ill the tilanaged 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 oi 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. [liitentionally left blaiik.] 

26.3.6: The MCO shall provide written disclosure of any prohibited affiliation under 
§438.610 and as c;lescribed 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 a9tivities 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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2<6i3_ 7l JL lMICO:S sUllll ]plIDvi«llre my amrllalliri@run! dB Ues!S llIIJlMlll!D. 'Wlli1Iltm m!nUniestr ffiwm 
]))JBIJEIS OOlf ~ JPml~ fraruI~ ~, ©If 2llimre mv~~«»llll ({j)lf fulf MCO. • ... 

. illl~t ifewiew_ The additillllmm ac«:ess sbCBllll.100 jplmvn«ilar mttlhiIDm.3 lhimmess 
irll · of 1tllne est. · .. ~ . . . reqtll!. . . . 

:26~3Jt tJoo ~C.O. ~make daims ~d encoUDrteit oota avCBliJloo!e ro DJIJI[S (:lllllld other State 
s1!aft)l ~a :rejplrnrtmg system tlilat is compan"blre With DHHS' ~«s)J~ · 

263_9" The MCO, their san]OC({J)imtractors, their ~Q1rntracted prmriirlleIS,. fineir SWJboo~cto~~ s • 
pt«ilvideIS~ «m.(]i illi.IDiy subtontracto( s suibtorttractm"s pmorndtfilS smill cooper.rte fully . 
with lFedeinil. and State agencie5 and contractors m any program futegnfy related 

· .. llilvestig«liti«lliins and ~bsequent iegal actjom, The MCO, ili~ir Suibcoiiiaractoits mitd ilierr 
contra.ctOO. pri0nders~ · subco.ntrac~or: s providers, and any .sllbcontracto1(s . 
sanbc(llntra¢tor' s pmv:iders shalll upon written request and as reqWrec!I by this 
Agreementor state and/ot fedeiai law, make available any and all a~ve,. 
. finallcial and medica[ records relating to the delivery of items. o:r services for which 
MCO monies are expended. In a<idition, and as r~ed by thlS Agreelll~ntor State 
and/or federal law, such agencies shall, also be allc)\ved access to the place of 
business and to all MCO records of any contractor, theii subCoritracto:r or thell: 
tontracte<l providct, subcontractor's pro~ders, and anY subc6ntractor' s . . 
subcontractor's providers. 1. · I : · 

26;3~~:n. The MCO is responsible forprQgiaiil integrity oversigJil of its subcontra¢tors. 
· In accordance with federal regulations, CMSrequires MCOcontracts to 

contain provisions giving states' Program Integrity Units audit .and access 
autiiorify over MCOs and their 5ubconti-actors.to include cirrecton site ~c¢ess 
to or~irial policies and procedures, claiins processillg;·and proyider . 
credentialing for yalidation purposes at the expense of the M.CO. · 

263.10.J.he MCO shall fo1ve a written process approved by DHHS for Recipient Explaii~tion 
of Medicaid Benefits~ which shall include tracking of actions taken on responses~ as a 
means of determining and verifying that services billed by providers \Vere actually 
provided to members~ . The MCO shall provide bIUIS with a quarterly EOB activity .. . ... .. . .. . . . ..... 

. . report, includirig, but not limited to, tracking of all responses received, action taken 
by th~ IV!CO~ and the outcmne of the activity, The timing, format, anclmode of 
transmission Will be muri1ally agreed upon betweeii DHHS and the MCO. . . I . . . . . . . 

. . . . . . : : : 

263 .11. The MCO shall mairifain an effective fraud, waste and abtise:...related provider 
overpayment identification, recovery and tracking process. This process shall include 
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llll l!llllettllnoo@ll«»gy h llll llllmmm @ff Cf5ftiiIDJJmttiimig @~~ a -fulilllUl<lill ~ h 
<dJcoc~ OOllllllllllllllllllllD1tii«illm \\Wiittlln ]pJJilill\rii~ U all ~ fuJr immMilgIDmg llIDlllrdl ~ 
<mf illmvcesttiiglJHttii@llll :ffiinruil!iinn~ mec'@~ :immdl llllililailfElIJ!Dilil:¥ID-ff!lffills rell!'JlltOO tr<Ill :Jfiraillllfill,, ~ allllllfdl · 
abllllSe mvesttiig;mltii@m. JD)J81lHIS & 1tllne AG Mmiiaiiall lFranmdl Umtt sW uvre ~~ 
aocc<i55 m fumff@IIlilffialttll<Illliit ·il!limall «ll!llXClllllillml@llil rellim1t00 t@ illlne NH Mmicaiirrll JPJIDgirannm ff@r 1lilse 
idlll!rimig anmmturall MOOl JFmgmannm JIJmlnegu::Ilfy mallllt!s; aID1111Il1 ©int «»illlner ocaisiiom ~ ll.ileedm :ms llll 
mreruns of v~g mall r.iillii~ MC(()) oolillllJlllmn11:e with the estjibmllnoo ]l»[J)lliiciires, 
]l»lrocOOlll!reS, mettllnoo«Jiil@giires,, a iimt~g,mlrii«Dllll.:mll :mrctiviitty regamimig pm\riideir :fiiraumfill,, 
~tre rull.d ;aibllllSe. 

263.12.The MCO shall pmviialle JD>JHilBIS wittlln a m@mhlly report of all JPmgram furegriJty, m 
process and completed all811lIDng illlne m@• mdrudmg £ra;ud, w:aSte and ab1lllse by the 
MCO, the MCO's rempll@yeres, Slllllbxc@llllW!cto:r.s,. SIDib!:ontractm:"s employees, and 
contractoo ptoviideKS. [412 ClFR 455.! 1]. The MCO will supply at a illlillrimwn: 

263.12.L prmrider name/ID llilmnlOOr, 

26.3.12.2_ srnurce 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.{12.7, ProVider Enrollment Safeguards related to Progran1 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. I I 
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26$Jl4Ulim 1tllnre ~ I!J)l811EH$ iis; liinnralllhiTue 1t@ nro00nncie iai «llfSillrerll A«ll JB[oc mi:ipxnm1t 1tllmrmmnglfil iins ~ 
. . ua) idlnce MC(Ql':$ ~ :BBi . . ·~dim Jhi~- . DiHIJBrs shtlll . . . . . . iinn. .· - - . . Siiniclln M i!ntiixc . . . . . . . JlWIDl . . . . . . ~ . . . . . ~ \\\\1IJlltnnng. . . . 

JiqJXO>ifr :ffiriUJmin 1tllnre JMJJCO mum.dl ~1tllnfum.1!1lmree f3) 11»~ mys <Olif~ .<i»ff mdht ~ 
.1tllne MC(Ql s1lrumllll nn«l!{tiify DlEllJBfS «»if 1tllne 1tillnme ~ lbiy ~ MQO> oo JPlmxdluntt:e am111Jdl <di~ 
tllne A«ll lbtoc ~lrtt 11«» ID>~ a1t l!D.<!ll a«J!gjillfiiomtl cost t@ DHHS_ · · · · 

• 263_l5cTine MCO ·SlliWll. JOO ~iinsnlblle furtracikmg;. m<Dlnitmiimg;. and •Jr1tllnng ~mfiia: 
.. ~!ID.$ i»lf damm ~mummtls amm«ll «llooialS~ by eirrolf ~ arid Jb,jr pmvi«ller_ As ttlhie •• 

Meo ~«lJveirs ~i&nll mrill @Jt illlllmnisive mc<DliIJrOCt billiniig trends witln apattlicllllll2lf 
provideirfjpiiimirii!lllflf 1t}'JPle,, ~ic lbiillmg isswie trendS,, ({))ir qwility treindS, it :is. tl!ne MC<Y s 
~:il1Slllhiili1Iy,, as ]plart @if tlliie JPIDvi«ll~r «Jrudrt!inviestigariv~ prrn:ess, ro rewver O!JHD.y • • · 
mappropriatreliy pd fimirlls,, md as pm of tlite resnillllltion arid o1lllicome, for the MCO to 
detemrinAe ijne appro]plrillllfte reJD.eiliarion, such ~ rea~hiimg om to the pmtider to proviirlle 
mdiviirlilliallized Olr grolUlp t:r.mming/emncarionregardiiliig the issues at haimd_ Witmn ·sixty .. 

• . (60) days of aoviecy,, the MCO slbiall report overpayments identified dmiliig · 
inveSri .. tiom to JI)iHffS lPro . . . . . fute -.... and shall mclmile tb.eim ion the monthl . ga,. . . . . gram. gnty . . . . . . . . . . . . . . y 
mveSti.garion aci:[yity reprn:f ·The MCO sha}l Still notify Program Iritegrity writ to 

.. request approval t9 proceed with a ~!;pected fraud or abuse investigation. . 

•• 26-3.16_ [Intentio~y left blank.] 

263. l 7 .Aiiimally,, the MCO sfuill submit to DHHS a report of the ovei]payments it recovered 
arid certify by its Chief Financial Officer that this infcmnation is accurate to the beSt · 
of his or her information,. .knowledge, and belief [ 42 CFR 438.60~1-PffiIS reserves 
the right to conduct peer reviews of final program integrity investigations Goriipleted 
bytheMGO, . . . .. . . . ... 

·I . 26-3.18.DHfIS Willperfonn an annual program int~gritY audit, conducted on'-site at the MCO · 
(at the expenseof.the.MCO) to verify•an<lvalidate the Mco·~·¢ompliance. Tiie • 

. review will include, but not lirrrited to, the plan's est~blishedpolicies and. . 
methodologies, credentialing, provider and staff education/training, provider 
contracts, and case record reviews to ensure that the MCO is makmg proper pi\)inients 
to providers for services under thefr agreements, and pursuant to 42 CFR 438. 6(g)_ 
The review Wl.II include dir~ct access to MCQ system while on site and hard copy of 
docuinenta:tion while on site as requested. Any doci1inentation request at the end of • 
the on site shall be delivered to Program bitegrity within 3 business days ofrequest. 
The MCO ~h~Uprovide DHHS staff with access to apptopnate on-site private work 
space to• conduct DHHS' s program integrity contract management reviews. 

26JJ9.The MCO shall IJieetwith DHHS illoilthly, or as deteririiiied by DHHS, to di!)cus!) 
audit and.investigation results and make recommendations for program 

. . improvements. DHHS shall meet with both MCOs together quarterly, or as 
· d~termined by DHHS, to discuss areas of interest for past, cJrrent and future 

investigations and to improve the effectiveriess of fraud, waste~ and abuse oversight 
activiti~s, and to discuss and share provider audit information and resitlts, 
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2<iii..3\.2@J1111}.'e MCO $llna1lll _f!WlI!lnalle DlBilBlS wiitt1ln m (l!lDDDDllllc'2lll Jrej!lXQllI1t @f :liillll mm~g;aJli@m mm pm~ 
ifilllJlfill m llceltOO all. " k A . . .. · m . · wiittllniiim itll;,;;;;;+,.,, 1J@1) (Qlll]l~ m «»Jf 1Illne enall . IIilllJPl . IlJllOlllllg . ~ ~ . . lllllUillliJl II 'J . . . . . }S 

@:If* Aginoomnm ~- The irqmJI1t s1lnaiillll oomDs1t: @( :l!l1t mi JJDDiinniitum~ m llilggreg<me @f 1tllne 
. . . . . . . . . ' 

1Ill00llllllrllnfy repOO"\ts, ill\$ nlill m arumy mfl<OOllill1l1llllYennrd!aii1rii@m lhi.w 1t11ne MCO full" fultllllre revieW!l"S, 
~ mm ttllne revi<eW pJIDJOeSS •«ll reipmiirtrIDmg pI!Me5S> •all my in>!tllneir fiiHllrdliimgs rell.aredl t@ 
m :reTiew iniff 1dl~fum:Bs foll" :lfiral!Il~ ~ mall :mlb11115(f~ · 

263211.'Ihe MOO $llna1lll piro'iiide DHHS wi1t1ln. a ffiimJl mfpa>Jrt m1tlhm ~ {3@) calemi«llm- days 
follll@wmg ttllne teirmi1lllfili«llllil @f thls· Agreemmm. The :fffimill Jre)pl(l})rt fomrutt shall be 

. . .. . .. . . 

allevell«»JPl~ joimlly by DH!f[S 3Hlldl .tine MCO, amdl .sW!l c@mistl: «llf mi aggregate 
OOll.llll.JPlWltll@IDl of the data received! m the mmnili!ly repmts_ 

26322.The MCO shall refer all S1JJ1spected pmvidler Moonaiall :lfiraud cases tu DHHS upon 
· ili51:overy, for mefeirrai to the Attorney General's Office, Medicaid Fraud Control Umt. 

26323.The MCO sfuill instimte a PhamlJlacy Lock-In Program for mmnbers which has been 
reviewed and approved by DlfIHS_ 

26323-L If the MCO determines that a meillhe:r meets the Phann.acy Lock-In criteria; 
the Meo shall be respomible for all commmrications to members regarding 
the lPharmacy Lock-Tu. detenninatio:n_ 

263.24.MCOs may, with prior approval from DHHS, implement Lock-In Program5 for other 
medical seivices. 

26.3.25.The MCO shall provide DHHS with a monthly report regarding the Pharmacy Lock
In Program. Report format, content, desi~ and mode of transmission shall be 
mutually agr~ed upon between :OHHS and the MCO. I 

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.Subjectto applicable state and federal coi1fidentiality/privacyfaws; upon written 
request, the MCO "vill allow access to all NH Medicaid medical records and claims 
information to State and Fecierai 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 iii 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, upqn 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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~•@Jr~m~mmm~~~oo- · 
~fgllll1Iii<lllllll.. 

26..32SJI1!ne lMIIC'<{))~s; JM!drS ~ s;lhraillJl me ~c lll'moosses anm«ll ~ a:«lJllil1lrn!j)Jls; ire~ 
· fu ffiramia!l,, ~•amm«lJ ~ mm JPl~ :mdllllrdJm~ llJil\llt EOt lliiimtrerli fu 1tllne :{fil}lill@~ ~= 

. 2632l8UL ·Pm~ cdlmllinm$ eirlmtimig 

• Z«i'.l.2$2. NCC'JI mii15; . 

. 2i6328A. ~1hiiilill1ty t<lll nm]:irll my provider's cBaiims fotpre:,.paynumt review il." die provideir 
. J:nraiS sinQ\\m. ieTialkemice ~fcremlbile fraud [42 CIFR 455 21] in the M~c2lllirll 

lProgram. 

• •. 26.3.29.The MCO midi tllrerr Sllllooontractors sllnalll post and !Imintain DHHS appmved 
mfonillat:iion related tip Fraimll, WaSt:e and Abuse on its website, .mdudirig but not 
lin)ited to pmvidet iIJl.[}tices, llllJPlOates~ policies, provider tesfiuttes, contact mfonmition 
and.llll]plt:O~ ooiiJicatiorulli sessionS/webmars~ 

26~3.30.The MCO and tllneir suocontractors shall be subject to on-~it¢ tev!eWs by DHHS> mid 
shall comply within fifteen (15) business days \\'ith allY and all DHHS documentation. 
and uec<mlls requests as a :re~lt of an annual Qr targeted on-site review (atthe expense 
of the i\f CO)~ · · · · · · · · · 

263 -31.DHHS. shall conduct investigation5 related to suspected provider fraud, wa5te~ and 
. . . abuse cases; and :reserves the right to pursub and retain recoveries for anY and all 

·types of claims old.et thail siX months· for which the Meo does not have an activ~ . 
investigation.. 

• .•26332,D.IIHS shall valicla~e tlJ.eMCO and their subcontractors' perforniru:ice on the progrcmi 
integrity scope of services to ensure the MCO and their subcontractors are taJcing 
appropriate actions to identify, prevent~ and discmrrage in:iproper payments made to . 
providers, as set forth in 42 CFR 455 - Program Jiitegrity_ 

26.3.33.DHHS shall establish performance measuies to monitor the MCO compliance With 
. the Program futegrity reqtirr¢iiJ.erits set forth iri tliis Agreement_ . . . . . 

. . . . . . . . . ... 

263.'.34.Di:iHS shall notify the MCO of any policy changes that illlpact the function and 
iesponsibiliti~s requited under this section of the Agreement 

26.3.35.DHHS shall notify the MCO of any changes within Its agreement with it~ fiscal agerit · 
tllatmay impact this section of this Agreement as soon as rdasonably possible, · · • ·· 
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26.J.3(6i_TJlne MOO~s;)) ~ mgpxnirr1I 1t«il lDlEll8fS :ailill iifill,mmttiiffiiradl JllllIIDlvii«lleirs jpllli@ir tt© lbxeIDmg 
~~ 1t@ :lllw-«»iiall cdlO!IJPllliiattii®lill «»:If @llll-g«»iinng ~ wii1tlln.1tllne MC, 1\1I[C, lMilFClUT 
:mfilL lll5iinng 1tllnte MO{)) ~imlf5tr tt@·Qpxam. llimW5iril~((»llll 1F«M1ID1L. lDl1I:IDHfS ~llll eiittllneir ~rove 
1tllne MOO oo JPlrooom \WiiJrlln. k iillllvresttiig;mttiillllllll,. m hy 1t11ne Jre((jl111llf5tr cdllllle ro nmre~ 
~ mfllbim ~iillllw-~ttii«»mi.. 

2<6337/Jrloo MOO~s)l slbraillll mmnnramm <HIJPl]?~e maoomdl ~nm folf ~mces to mmnllreKs 
JllllllllISl1ll 00 42 CJFR 4J.34.~a)i7l)) ;midi sllMnllll JlllIDvU«lle Slllldln m«ilJIJrmlttiimn either trbroll.ilgh 
ellectrollllic q}jm tirannsfers @ir acctes.$ riglln.tts lbiy DJ8llHIS ~ @i iitts cdlesignee. 1rl{]) MCO(s) 
NH Mooiicirid relared dam files. S11Ddln iimif'@IIllllM!lJtil(\}lllll S;WJl imldumdle, bm: imot oo limitoo to: 

263.371.L Re.t:iipiiem ~fim Nm:ne, Last N2lll:iiile, DOB,, gender,, ad idelllltjfymg oomber. 

263312c JPrruviider Name cmd :mimb:er (renirlleriimg,, billiimg ad Refeffing); 

263313. Date of :Sernce(s) Begill!End; 

26.3.31.4. JPllace Of Service; 

26.3.37.5. Billed amount/Paid amount; 

26.337.6. Paid date; 

26.3.37.7. Standard diagnosis codes (ICD-9-CM and ICD-10-CM), procedure codes 
(CPT/HCPCS). revenue codes and ORG codes, billing l!llOdi:fiers (include 
ALL that are listed on the claim)~ 

26.3.37.8. Paidi denied, and adjusted claims; 

26.331.9. Recouped claims and reason for iecoupment; 

26.3.37.10.Discharge status; 

26.3,37. I I .Present on Admission (POA); 

26.3.37.12.Length of Stay; 

26.3J7.13.Claim Type; 

26.3.37,14.Prior Authorization Inforination; 

26.3 .3 7 .15 .Detail claim information; 

26.3.37.16.Provider type; 

26.3.37.17.Category of Service; 
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2<ID..337l_Il$.1MllmmDtt ~ - ~«lime; . 

26337l_Il9l.lMd!nmmir mldle-.. .... ...... r. 

.• 2633712@.Aallmmiltr Sminr-re-. . . . . . . . . . ~ 

· · • · · . i(Q).J..3l7l 2IlJ0n>~ <llla~; 

• 2({jj3.3J22Jl1PL mfuir:IDati@im; 

. 2({ii337124.JE(})B; 

26~3~3J25JMCo ID#; 

26337126..Member MCO erirolliD.ellit date; 
.. . . 

•. 26-33121.Jf available, provider time m and tiime out for the specific semce(s) provided; 

26-3-37_28J[)ata shall be clean, not scrubbed; and 

. •263~'.3129 _And any other data deemed necess~ by DlHHS 

· • 26.3.38_ The MCO shall provide DHHS. with the following Ilionthly reports as tequired by 
CMS:. 

· 26.3-38.I. I)ate of Death.I 

26).~9.The MCO shallprovide DI;IlIS with ~nynew reports as identified and req~ired by 
.. state and federal regulatiou. The tiining, format, content and mode of trausmission 

will be mutually agreed upon betWeen DHHS and tlie MCO. 
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27. Third Party Liability 
DlBI!BfS ardl ithie MCO \Wiillll er:~ iinn Ilnimil»nmmttiinng «:@5fr aw@iiallmC<e :lillIMll oos!t m-oow-ay llllcitii\Ziittiires.. 
The rigllnJls midi resnmmiill»ilittiim «liff 1tJlne pttiices rnelillRftiiimg m memmllixe!IS m«ll Tinllirrdl JPl:llllffy JPlay«lllIS :mre m 
folm@ws: 

27.L MCO Cost Avoidance Activities 

21. l "1" The MOO> s1hraillll lln~rve Jlllrinmnry ~nimiill»iliay for clDlst av@n«llmce tlnrough 1llbi.e 
Coo~({l)mt @f&lllleffiins «C((J)~) rellattiimtg tt<Ill fed<eral ~d ]plrivare healdn. IDsumrnmrn.C<e 
resomces mcllimrd!IDmg,, lbnrntt lilliilltt niirnmiittoo ro, Moontare, private healt:lh illsiuimnte, .!Emmpll@~ 
Refu-emem Jincmioo ~m.iitty Acit of 1914 (ER.ISA), 29 U.S~C. B96a(a)(25) JPlhim~ :ill1lMll 
wrn:lkelS ctDl~ematn@ii Tlbie MCO m.n attempt to avon.rll mitia[ payment (Q)f c~ 
whernever possiliile, \\'hm .Jfoomill toi.r private heah:h insurance resom1rces are available: 
To suppmt that: lreSJPlomiilbJilify, me MCO must implement ~ file transfer pmtoc@! 
betw-ieen the DHHS lMIMlIS and the MCO"s MCIS to :receive Medicare <md pmrate 
insurance information anid! oilier mform.ation as required pursuant t:o42 CfR433.B~t 
MCO shall require its subcontractors to promptly arid consistently rnjport COJB daily 
information to the Meo. 

27. l.2. The MCO shall enter into a Co{)rdination of Benefits Agreement with Medicare and 
participate in the automated claims crossover process. 

27. l.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 forffiat. 

I 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.th~ course of the Agreement. The 
MCO sha:ll 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 claiin 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 claini 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/Jl5AL thllnim UlllllID<qIU!le i<d!~ei (~m <ciDxdfe 1IDllllilillllb)l; 

21~1~5_5_ Chim lime Hll1IIIHl!!l1lm 

!27-15.((j). Nmiri~Di4li~Cooe; 

>z1J1~s~1- Diagnmis crnile d~mn; 

· 27l.l.5iJt • NatioimalDmg Codie; 

271.1-5_9_ Dn,ng «:ode description; 

· · 21~1~5~1({)_ Aniomlt billed by tlh.e provider; · 

21_1_5_11~ J\inomntpaid by the MCO; 

· 21.t5~i2_ Amount ofother insurance rncoveiy, rumJle or Can]er ID; 

27.15.13_ Dat«;:daim paid; 

• 27X:).l4. Billing provider name; and. 

27.1-5.15~ BiJ.ling provider NPl 

27J.6, The MCO shall provide DHHS with a monthly file of COB collection effoit arid . · 
.... results: Th¢se dat~ sfuill be Ill a. delinilted text format The file should coiita;i the 

followmg data elements: · . · · · . 

27.1 ~6.1. Medicaid member name; 

27.l.6.2. Medicaid member ID; · 

27X6.3. Ins11fanceCarrier; other public payer, PBM; or benefit administrator m; · · 

27. L6:4. . hisiifance Carrier, other public payer, PBM, or benefit ~dinimstrator name; 

i1 .1.65. !)ate of' Service; 

. 27.L6,6. Claim unique identifier (transaction code number); 

27.1.6.7. Date hilled to the insurance carrier, other pµbilc payer, PBM,.or benefit 
adniinistrator; . 

27J :6:8. . Amount billed; 
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27Uc<fii.11L J[)eimii:mJl ~«»nit ail~@im; ardl 

21.lL«liJ2.. J?~g ]pJIDYiiaileir .. 

21~1~1. The MCO mumrr!I iitts sUnoc@llll1Ilralrcrors shall not i!llemy o:r delay :!ilJPlJillrom @f @iliemse 
c@vered·treinttmeilllt «IJlf ~ces bll!SOO upon Th.ml! Party Liabili1Iy comndeJI1Bltrntlllm ID11lllf lhiiillll 
or pmsGe ciiiilillcectiililll!D. fr@m a memberfor sern6es. Tire MCO llil2lY llllei1tlbtei ~lbiliy 
delay paymmemt :Rll({])Jt dremY paymemt of daillins mtless the pmiJJable existeD.rr:e @f Thmdl 
JP>arty Li:abili1Iy is estab!islhtoo.atttllile time the cl!aim is adjuirllicatoo. 

27.2. DHHS Cost Avoidance and Recovery Activities 

27.2.L DHHS smill. be responsible fa:i>r. 

21.2cl.l. Medicare ;mid newly eligible members' initial insuranceyerificatiori. and 
!ru!blllitting this information to the MCO; 

27.2.1.2_ Cost avoidance and pay and chase of those services that are ex.duded from the 
MCO; 

27.2.1-3. Accident and traillna recoveries; 

27.2~1.4. Lien, Adjustments and Recoveries and Transfer of Assets pursuant to§ 1917 
of the SSA; 

27 .23 .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 fusura:nce Premium Payment Program; and 

27.2J.8. Audits ofMCO 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 
Shifld subscriber contracts, Medicare, private health insui-anct, workers 
compensation, and health insurance contracts. 
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21133~ Otllneir ~ Mttlhi ·~ 11@ 1f1lniiITTdl ~ JL.miilliitty :Dimii:llnnoo • alllile II001t IlIDnmiitrerll tr«»: · 
. 1re(OOVm($.f!irirninm ~·filnIDirnfy a:Tuaillinm,, ~ ~,·ffiiirstt ~ ~@iiiillne 

m~fumsumrurre,, 1fililililll imtri«llm~~~ 

27,4. MCO Post ,Payment Activities 
. . 

· l7!AU .. TIOO MQO is mesp@llll$lllb>]e :f«li.n»~ oo~ am<dl ~g R.'II:IPl~~ oflln~- •. 
. . . re~ Wnsiumm11:e ireS@lllllill:res, mma:lhwaimnng a tDnnm llinwolvmg Wodm' C@~(Q)ll.ll @!f 

. Where.the Jioo!e ~•iDaJIS ~]pXffilfy cdlmued paymem OOsOO UJPOIDl eitheirladk of a. 
m00i11:allly iii.~ «ll~liiti»JiJJ. m lla!ld @f «:(!))ye~- The MCO is OO.c<iirungOO t<lll 
«llevelop mrill impllemrem ecM!t-:e~e .lJllm.t~linres tl!il idemify.md JPltrliltSfilie cases ·dirai ·are 
• SUSCepblJile OJI" collJlci:rioim timrol!Dgiln eitheif Jlegm actiOllll. Olf tJramtiomm subrogation ad. 
collectionD. pr~wii-es_ . . . . . . . . . . . . . . . 

27-4-2. The MCO shall 100 ieSp@11m"ble for Reviewiiritg claims for acddent md traWlllta «:odes as 
· ·~~ llllllder42CJFJR. §433.1:3S(e). The.MCQ shalllspecifythe guideJ.meili!soo mm 

detemrinmg accident and .trammi daims and establish a procedmre to s~d the DHHS 
. Accident QUestionnaire to Medicaid membeci,·postage plI"e-paid, -when such potential 
daim is iidentifie& The MCO shall instruct members tOrefuni the Accident · · · · 
QriestionIUrire to DHHS. The lVJICO shall pirovide the griideliries amllpmcedfiles fo 
DHH;Sfor~view and approval- Any cfumges to. prnc:edmres mu~t b? sµbmitted to 
blffi:s at least: tlrirtY days for approval prior to implementation~ · · · · · 

27-4.3. Due to potential time constramts involving accident and trauma cases and due to the 
· large dollar value of many elm which are potentially recoverable by DHHS, the . 

. l\1CO must identify tliese cases before a settlement has been negotiated. Should • 
DHHS fail to identify and establish a cl!aiill prior to settleri;ient.due totbe MCO's 
bntimely stj]Jmission of noti~e oflegal involvem.ent where lthe M~Q has received 
such notice, the amount of the actual foss of recovery shall be assessed against the. 
MCO. The acttial ioss of recovery shall not include the attorney's fees or. other costs, 
which would not have been retained by DHHS. 

27AA TheMCO has the latter of eighteen (18) nionths from the date of service or twelY.e · 
(12) months from the date of payment of health-related iilsmance resources· to initiate 
recovery filld may keep any funds that it collectsc The MCO mustindicate its intent to 
recover on health.:.related insurance by proyiding to DHHS a11 electronic file of those 

· ·cases that will be putsu·ed. The cases tliust be identifi~d and a file provided to bHHS 
by the MCO within thirty (JO) days of the date of discovery of the resource. 

27A.5, The MCO is responsible for pursuing, collecting, and retainili.gtecoveries ofheal~h.:. 
related insurance resources where the liable party has improperly denied pa)rmerit 
based upon either lack of a Medically Necessary determination or lack of coverage. 
Jhe ~CO is encp-uraged to d~velop anc} implement cost;.~ffoctive proc~clurr,s tci .. 
1dent1fy and pursue cases which are susceptible to collection through either legal 
actio11 or traditiona.l subrogation and collection procedures. · ·. · 
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27.5. DHHS Post Payment Recovery Activity 

2715.n" 11Jl1El!JE:E$ nmiim ttlhie smilie a exdllllSiive riglffitr ro iiimvesttiigantre, JPJllJllismi<e,, a::@IDlm arumd! rellailml ;a]]][ 

~ ~~. mm!CliWimmg: <lil(Ccii«l!mtt arum«ll1lir.iinmnulaJL 11JlHJ8rS is mgnnradl 1tllne MOOfs 
sWI~©llllL Iriigllntls 1t«ll ooIDlm tllrue. '"""O&IElr Res@~" ooveirerll lbiy 1t11niis }PJIDmf!»mL. Awy 
oo~im«l!6nre <Illlf fuqll!IIDry foilrW<iil.lOOloo to tllme MCO Qlhi:w arum aB1tttmlID!lley, Jiiimri«lllElr «JJf 
semrre, iiimsnnmmoe. ~IElr. tel!!:.) :reJ!aBing ro a JP>~mll iiim]1!111IY aa«:cidlennJt @lf 1trarunlJrn:ili-relattoo 
mradliiaill s5-riri:ie, m wlnidfu iim .OOy way mdiartes k ttlOOire ]s;~ 00" l!l!Mlly lbe~ legatl 
iimtv@IlwaJlllem regamrlliimg the JRex:i]piiem md the sremrees wl!niid11 wrere.]p>lf@vid~ mmt be 
Ilnmimmmnareily fu~ t@ 11JlHHS_ 

'1.7!.'52. Tin.e MCO may neither unreasoimably delay pa}'l!l!lleiriit lllHDlf demy JPdll}'l!l!lliooi: l{l)f Claims 
JOO«:alllise fuiey mvoivoo an mjiirurY stemming from an aiCcidem SUllclhi as a motor vehide 
a'Cciirllieillt where the sernces are otherwise coveroo_ Those funirlls ~«llvered by DHHS 
under the sicope of these "Oltb.ei Resomces" sOOll be ieramoo by DHJBIS, 

215 _3_ DlfIHS may pursue, tolled and retain recoveries of all hefilfu.,.relatoo insurance cases; 
pirovidoo, however,. that if the MCO has not notified .DJBIHS of its intent to plli"Slle a 
case identijied for recovery before the llatter of eighteen ( 18) months after the date of 
service or twelve ( 12) months after the date of payment, SW1ch cases not identified for 
recovery by the MCO will become the sole and exdusive right of DHHS to pmsli~; 
collect and retain_ The MCO must notify DHHS tirrOugh the prescnoed electronic file 
process ofall outcomes for those cases identified for pursuit by the MCO_ 

215.4. Should D.HHS lose recovery rights to any Claim due to late or untimely filing of a 
Claim with the liable third ~arty, and the untimeliness ID. billing that specific Claim is I 
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 ~he MCO. 
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2~. Cllmpliance with State and Federal Laws • 
28~1. General 

::?ZSJLIL TIM:l MCO. itls Sim11»i«»im~, ad 1i1lnift ]p!IDri«lle!IS wi1tlla which illnrey BnaiveA~ · 
· ~. sw.n•;iiAreire 1t@ :aiJlll anwlliiaJbille :lfe«llremmll mill Stare ia\ws, :iimdmtrlliDng sun~m11: 

revnsi@m. \WhrettJlnelf <Ollf·llll«JJ1t fumdlirnillloo m tllm Sllll~OO. [412 ClFR 438.16; 42 •CJFR 
43S.Ililll3(:m)(2); 42 CJfili4BS.l~«il))l . . . . .. 
.. . . 

. . • .• iS.12. The MCO s1nalll ellllSllllre 1tlffiat sJregiw:mlls at a nilinittnWBi ceqwial ro fooe:W ~guiairulls «4 Il •. 
. . .. USC 423, secti!l»im 21) are m pJa:e, pmvidllJig safegiwcmJls a~ C<mll.ffict @finnforest. 

• · [§l923(«ll)(3) of 1tllne SSA; S]MD lletter 1213«ll/91J · · · · · · · · 

· • i8. L3. The MCO •Sfuill c@mply with the foll@wing lFedew and State Medicaid Statutes, . 
Regwati.omis, alllirli Poliici¢s: -

. . 

28.1.3. L Medicare: Title xvm of the Social Secmify A~ as amended; 4itlS.CA 
· · §1395 et seq.; 

28.1-3.2. Jilelated ruies: Title 47 Olapter IV; 

28.LLt Medicaid: title:XIX of the :Social Security Act, as amended; 42 U.S~CA. 
§1;396 et seq. (specmc to. Jillaruiged care:§§ 1902(8)(4); 1903(m), 1905(t), and 
1932 of the SSA); . 

28.1 ~3 A. Related rules: Title 42 Chapter IV (specific to managed care: 42 CFR § 43 8; 
see also 431 and 435); . 

I 
28.L35- Children's Health Insurance Pr()gram (CHIP): Title XXI of the Social Security 

Act~ as amended; 42 U.S:C. 1397; · 

28. L3_6_ Regulations promulgated thereunder: 42 CFR 457; 
,·· . . 

28;LJ;7 .. Regulations related to the operatiOn ofa waiver program under 1915c of the 
Social Security Act, inCl:uding: 42 CFR43().25, 431.10, 431.200, 435-217, 
435.726, 435}35, 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 Re¢011ciliation Act Of 2010; amending the P.~tieiit 
Protection and Afford(lble Caie; · 

2S.l.3JO, State administrative rules and laws pertaining to transfers and discharges, S\!Ch 
. · as RSA 151:26; . . . I . 

28.1.3.11. At11erican Recovery and.Reinvestment Act; and 
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2$Jl3 .. Il2. Aimya\reir.5~vm1biy1rllnf: Oelilllllflrrs h Mm~ & Merlliiaii«ll s~(C'(E5;

zig;_nAt nie MCO ·will na@1! reil~ :mimtrll llllMfilke J!Dlllllbilliia: mttemrn.mJts; m 1!iftSS reil~ a:«llllil~ 
ttllne J!!Jrogmlllllllll mttlht@1I.1II! ttlhte pricr rt@mennlr @f 1IJJJHIJFlfS. 

2~lU 5. Tlloo MCO •sThralill tr:@lilillJpllly wittlln. t1nre Hmll!rlht ~e lP@ll1rnillIDiillii1ty & Arr:oo1111lffi1talbility Act off 
Il~.fii «lbiem-mm ttlln.e S1tme mrll ilie MOO~ fElS g«»viemetli 1biy45 <CJF .Jll. Scecitiim IlM504J(e)). 
T:<el[llil]5 @f ttlbtre Agireemm:emia: sllnaIK 1bie oomifrdlreiroo bmmi!Dig im1pxonm exea:llllttii@JID. @ff tln.iis 
A~rflmt ~ remam rum eft'<ect <rllnnrinng llie 1ttm1Ill <lllf 1tllne Agreememmd1ndimig any 
tfllemllOOs, md its @lfaligaftiiom sfuill srumvive me Agmemw1L 

28.2. Non'-Discrimination 

2$2. L The MCO •:Sruill requir:e ii1ts providers amll subtontract~rrs 11:@ a:@mply Wiili the Civil 
Riglln.ts Ad of 1964 (42 U.S.C. § 2000d), Title lIX of the lEdliliaftiion AIDlilemllm:e:nts of 
ll.9112 (regardmg education programs and activities), the AgeDiscrimmatimn. Act of 
1915~ me Rehabilitation Act of 1913, the iregµllatioims (45 CJF.R. lPar¢s SO & 84) 
p11JlI"Slllant to that Act, and the ptorisiom of Executive Oirder 11246, Equal 
Oppornmity, dated September 24, 1965, and all rules and :regulatiom issued 
thereUJllldeir, and any other laws_, regulations, or orders -whldi proru"bit discrimination 
on grounds of age, rnce. ethnicity, mental or physical disability, sexual or affection 
orientation oir preference, marital stams, genetic infonnati(iiri; somce of payment, sex, 
color, creed, religion. or national origin bt ancestry_ 

28_2.2_ ADA Compliance 

28-2-2.1. The MCO shall require its providers or subcontractors fo comply with the 
requirements o*he Americans with Disabilities Act {ADA). In providing I 
health care benefits, the MCO shall not directly or indirectly, through 
contractual, licensing, or other arrangements, discrim:inate against Medicaid 
beneficiaries who are qualified disabled individuals covered by the provisions 
oftheADA 

28.2.2. LL 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 mles, policies, or practices, the removal of 
architectural, communication, or transportation barriers, or the 
provision of auxiliary aids and services, meets the essential eligibility 
requirements fonhe receipt of services or the participation in 
programs or activities provided by a public entity (42 U.S.C. § 12131). 
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1$222_ ~ M:C(Q) shiiln •liiinDlroo JD)Ws a wniiltIDeni! ~ ttlhiaittmr•~ ~ 
mtt11n 1t11ne ~ <riif1t11ne P}JD)~ 1tllniait fut is m «=@llllllJ!!lllii2dlnnoo wnttlht 1t11ne imv, Didi 
1t11mr iilt •.~~ Ilfls pron«l!e)r ~@irlk •«ii a:eirtmffiite'Si 1tlha 1t11ne ~(fl[$ mnieett 
ADA~ m dne.lhxest@f1!ine MCO"s hoowTuerllgce~ The MCO ~ • 
$llllll\Yey Ilfls JIDIDri«lleirs ·l[l)f dneiir c@llllllJPlfumn.re wi1dln ltllne AJ]J)A miinng a Stt:Bninlllln SU1IWey 
id!~lllllt1lllnatr willil lire «il~r~ lb . tine Stm:re_ s ~- SllMBllll lbxe &! · · .. ... ~ Y. mvey ... <eptr 
@ml :fffille lhiy 1the JM!CO midi sblJl lhe aJi~!e fulf ~«llifil lhiy 1t11ne DlfliiErs~ ]'.he 
MCO ~-it Will hol«ll rlne s•e lninDilless R«!I mall~trlln.e Smte 

. · . ffromm my ~ilify whldit JIB:n;&y ~ ~sed filljpmim 1Ihe. Starlle ans~ mmrur of.cmJ!llY . 
&illunre @f 1JlOO 1\1J:CO to lbe m cmnplianoo with the AJD)1' fiere dl!JIDJPllillaill»!e; dn:e 
MCO sW abide lby tine pimrisiiom of Section SM of1tllnie fudeiraill 
~ilitrattion Act of Jl9i3, as ame:mlled;29 U(S_C. § 194; regamt~g access to. 
programs md :facilities lhly poojp>lle with iiliSabilities~ 

28223_ ~ MCO snnaii kve wnOOlill policies and jproc~ diiat~ ciolmpfumce . 
• · . mth requilfemeniS oft:he Ainelficans With Disabilities A(Ct of 1ooa,. mn.d a 

written pbm fo momto:r compli2!iIJ1ce to detennmi;; the ADA :requirements are 
. being met~. The compliance plan shall be sufficiellllt to determme the :specific 
actions that \Yill be taken to remove existing barriers and/or to accommodate . 
. the needs of lllembers who are qualified mdiV:iduals witb a diSability~ The 
comprumice plan shall inclu~e ilie ~surance of app:ropnate physical ag:cess to 

. . obhilii included benefit~ for all members, who are qualified iiit~viduals with a 
disability inclucimg, but not limited to; street level acce.ss or accessible ramP · 
into facilities; access to lavatory; and access to examination moms.• 

28.2.2.4.• l'he l\1CO shall forward to qHHS copies of all grievances allegmg 
disciiminatio11 '1gainst members because of race, color, <:reed,. s·e~. religio~ 
age, national origin, ancestry, niaiital status, sexual or affectional orientatioii, 
p}iysicaI or mental disal)ilitY for review mid appropriate action Witllln three (3) 

· . business days ofieceipt by the MCO. 

28.2.3. Non-l)i~criinination in employment: 

28.2.3.1. The MCO shall not discriminate against any employee or applicant for 
employment because of race, cokir, religion, sex, or national origin; The MCO 
will take affirtillitive action tc:i ensure that applicants ate employe<i; and tliat 
employees are treated during employment, Without regard to the:if race, color, 
religion, se]( or iiatiol1ai origiri. Such actlon shall iii¢ hide, but not be lumted to 
th~ follbwfog~ empl()yment, upgrading, demotion, or transfer; recrufrnient ot 
recruitment advertising; layoff or termination; rates of pay or other forms of . 
cc:iriljJensation; and selection for training, including apprenticeship~ The MCO 
agrees to postil1 conspicuous places, availabl~ to employees and applicants• 
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fulr <ell]]jp1Il«lljll!IDW1t,. lllli0lttiirres; 1t«» lire~~ \IDy 1rlbte OOllllltirllllcitiinng <mfflfiirc5 ~ :ff@Jrttlln 

ltlln~JPlirmlm«llllllSl «»f itllniis; im~m clil!IUnse 

2~232_ 1!1lne MOO mIDl;, iinn ;mllll S«»lliici1rnattii@E m mirdlv~llll15 :ff@ir allllJPlil@~ JlilllxOO 1i»y 
({})lf @l!Il llidnltll1lf @ff 1rlhtre MC{)), $llla1te 1!llnIBltr ;mllll ~ce.«ll llll]p)Jpiliciamm - ~iiw-e 
oollilsil<illeJrattll@JID. foll" (f]ll]lljplll@~ wii1tlln@1IllU: reg;;mt<!ll 1t@ ir.M:e, clilill@r, reli.gi@llB,, sex ®Jr 

miittii@mll @iriigilmL 

2$233_ The MCO mill sennd t@ ceaa«:lln Tumooit mn<r»l!D. <CDir irepresrematnve of w~eirs mfu 
\i!.illclbt Jhe has a c@fill~ llMmr~g A~em or oilier Agroomrem cJr 
umde~dmg,. a notll«:e, t«ll 1bxe JIWml'iriiiilloo !by tthe agelllltjr contracting officer; 
ai!l!vismg the hlboir 1UIBlffi«JJBll ciir w«lllrlkers" represemativie olf ilie MCO's 
coBJlliilrimlents umder Secitii@n 2@2 @f lExecmive O.rirller No_ R R246 of SeptemlOOir 
24, 1965, :and slhiall ]lIDst copies @ff ilienotiice m <Conspicuous places availlable to 
employees midi applicants for Wlljpfo:¥Jllllem_ 

28-2-3_4_ The MCO will complywitlbt all pmvisiolliis of Executive Order No" 11246 of 
Sept. 24, 1965, and oftliie rules, reg[J!labollllS, and relevant orders of the 
Secretary of taboJL 

28-2_3_5_ The MCO will firinish all infonnatimi 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 pllISlllant thereto, and \Vill permit access to 
his books, records~ arid 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_ I In the event of the MCO's noncompfomce With the nond~scriinination clauses 
of this Agreement or with any of such rules, regulations, or orders, this 
Agreement may be cancelled, teririinated 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 otht:irwise provided by 
law. 

28.2.3.7. The MCO will include the provisions ofparagraphs (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, f965, so that such provisions will be binding 
upon each subcontractor or vendor. The MCO will take such action with 
respect to any ~ubcontract or purchase order as may be directed by the I 
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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I 

282ALL The MOOJ sW :mall sW ~mre ills ]pimTiidlets amll moc«J>lli.tmillcit@irS 1mD aitttq»lt 

mgmnmmJt@lfm nnn~ a«ll imt!Dlt .~a~ eligfilbliie ~. 
~ @f inlll«:ie . ooli@K: . ,,..,,..,,,""'1J reli. ·o · ia!llll.tC • mmtru. stams· . sexmil! 

. . . . . ' ' ti.fl~ ga Ill. ~' ' - -
({l>ri~o~ mltii«minafill ~ age, ~physical oir mmJtal ham.dic:mp.mm 
aa:oronoo_ m1Il!n Ti1rlle VJI rr»fllie Ciril Rights Act @f 1964, 42 u_s_c_ § iooord!,. 
Socri~n 504 "1iftllne ]llelBbiifuariomi Act of 1~13_. 29 llS_C. § 194, tlite Ammrcmns 
with Dmlbiiliries Act @fl~ (ADA),42U"~~c_ § 12Bl midi rules mirll 
· regmariom pr@min!gafurll pumrsuant iliereto~ or ·as otherwise pmv-idoo by .law or 
regunlation. 

28-2_4_2_ The MCO sWill •d shall J-eqmre its proViders md subcoritraetoirs to not 
disCrllirmmt¢ agamst eligible peJI'S{)IilS ormembeI'S Oiil the bruiis of therr health or 
mental health history,. health or mental he?lth stahlls; their llee~ for heaJ.th care 
seririces, ammmmt payatile to the MCO OJI!l the basis of the ~ligi"ble person's 
acfu~al class, ot pr~iistiirng medical/health conditions_ -- . -

28-2S Non-Discrim.in3tion with Respe<;t to ProViders -

28_2,5; L The MCO sfiltll not iliserimmate with respect to parti<:ipatiori, reffiibmsement, 
or indemnification as to any proVider who is acting Within the scope o(the • 
pioyider's lice~e oi" ceitifi~atio1: under af~licable Stat~ law, solely on ~e 
basis of such license or cert1fi<:ation ot agamst any provider .that serves high-:
risk populations or specializes ,in conditions that require costly treatment_ 'fills 
paragraph shall not be <;:onstrued to prohibit an organization from iricludiiig 
pro:Viders only to the exteiit necessary to meet the needs of the 6rganization's·· 
members, from establishing any measure designed to maintain quality and 
control costs C()nsistent with the responsibilities of the. organizatio~ or use 
different reimbursement ainounts for different specialties or for different 
practitioners in the same specialty. If the MCO declines to indiide in,dividl.lal 
or groups of providers in its network, it shall give the affected providers 
written notice of the reason for the decision, 

28.3. Cha11ges in Law 

28.3~L The MCO shall implement appropriate system changes, as required by changes fo 
federal and state laws or regulations. 
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29. Administrative Quality Assurance Standards 
29.1. Claims Payment Standards 

2'9UL1L '1l1hre MICO ~ JJMilY @Jr rrllmy llllfilmetty-:llive ~ «9l5io/:©) @:If d<emmn cllaRilmms mdnfilm 1Illrirty 
«3@)) ~ @:f :me~ «»Jr re«:<elljpltr of im«llmitii@mill iinnful!lililrallfrii@lID. [42 CR 441 Ai6; 42 CJFJR 
4!4l7!~45iqrrll)~1)), («ll)f3), q<dl)Ji.5)), md (d){~)J 

~'9!.12. Tlbie MCO ~~ll pilliy iimttrerest: <0mu11my dem «:~ 1rlhraitr ll!llre mmt ]imirll wiamn thirty (30) 
ailmditt «llaJIS air trhe mreirtest rate JIPllllbmllneirll m tt1bire )F~~rall lllegllsreir mi Jm11llairy of eadb. 
Jefi fioiir the MOOiicllllre progiram.. 

29.1-3. The M(:O shall pay or delllly all cbims witllniiim snuy ( 00) almdu i!lla}'S of ueceiipt. 

29~1.4~ Additiomll. mfmmatiollll necessmy to pmcess mcomplere damns shalll. b:e requested 
from the provider within thirty (30) days from the date of oinigimil claim receipt_ 

ZSU-5_ Forpmposes of this requirement, New Hmnpshire DHHS has arllopted the daims 
definitions established by CMS under the Medicare program, which me as foHows: 

29. L5 _ L «d~an" daim: a daiin t4at does not hav¢ any defect, impropriety~ lack of any 
required substantiating documentation, or particiJlar circrnnstance requiring . 
special treatment that prevents timely pa)'lilent; and 

29.1-5-2. '"mcoinplete" daim: a claim that is denied for the purpose of obtaining 
additional information from the provider. 

29.l.6_ Claims payment tifmeliness shall be measured from the received <;late, which b the 
date a paper claim is received in the MCO's maihoom or an electronic claim is 
submitted_ The paid date is the date a payment check or electronic fonds 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 1Il.eas.ure the accur~cy 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 ofa 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 Correc~ive Action Plans to identify any issues and/or 
errors identified during claim revievvs arid report resolution to DHHS. 
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29.J;·Claims Financial Accuracy 

· • .29J3JL Cll:miinm ~ ~ ~ tlllne :mttlllllilllmY <rif «dkOlJillams nroOO«ll tr«ll ]lMIDW:ii~- Jflt ns 
. nnn~ 1hi ~mJtiinn ail@llllm o\Yi "«II ammalhumnidl "cdl mmrebttiim 00 tr«iiti!ill -«ll ..... ~ .. !! ~--··· ~ ..... p 

· .. .mimniommmtts 1talllriiung iimli@ im(Coo1lllllllt dnre <dlok sniraitmc*m @1f idlmilinim~ ne JMIODJ shi1Jll jp\1!ly 
~-nnDilne ~- «11))9)%) ofall~Mm acic~fy~. 

29.4. Claims Payment Accm•acy. 

29ALR. t~ · ·· · ··:JM: ·· · >m~s the · ~""eofa:llamims -all midlmied OOrnOCt1 _ . . . ~ «:lllDcy' . . . . . . ~~ . . . JlP"IDI. . . . . . . y. 
lit is; m~ by mriallmg the :mllm~ir of cbiBmiS ~dhrllmioo OOJIJiiidlly lbydn.re ootal 

.. cilaiiDms review~ the MCO sllnall oo- lillnreti-swen ~ «9Jo/®)) @f ccbims . . .· . 
ailccimrartcl.y~ . . . . . . . . . . 

29:5. Claims Processfog Accuracy 

295"1"· Claims pr~sing a.ccuiiracy measuies the percentage. of daims •t1nat.are .a.cQiirately · · 
processed imtthemr entiirety from.both. a firumcial ;midi iil.on-:firummcial p~e; ie., 
·Claim waS pfild/demed-~orrectly and-all-corl\mg was Correct,- bnsiness·pirocoomes were 
. followed. etc_ lft is; m¢a5med by diVidfug th¢ total number of cl~ processed. . 
coirectly by the total number of tlalliiS :rev:iewe<l, The MCO sfuill pt()tt!SS nm.eq..:.::five 
percent(9S%) of all daims coirecdy_ 

I 
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30. Privacy and Security of Members 
30.1. General Provisions 

3l~l1-L The MOO sbmill1l oo m OOl!llllJPlllWrrurxe wriitt1ln princy]p):Illllicies ~llisUne«J! ~ g«}lv~1tll!lll 
imge11mciteS o:r lbiy S1liJJtfte m :fulllllf!lTilBll ~- · 

3'1JU.2. The MCO sh~ JPlron<dle swdflfiiciem ~try 100l JlDID1rect ifue Stare allMll DJHHS <dlaltal mm 
n<etwm:lk, tlrlarnlsit, Stroti!tge, :anmd «::l!lcllne_ . . 

J~JU-3. Jin addition to arlllhiering 1t(Q) pmracy- ad! se«:anrnty reqimiremems C@illltmiioo m oilier 
applicable laws md S!tatunres, the MCO shall execme as part of tlnRs Agreement a 
Busmess Associates AgreeJiiienn11: g«}lvemID.g the penillttoo uses and disdOSIDire :md 
security of Protected Health fuf@imati.ollll. 

30U.4. The MCO shall ensuire tllmt it-uses mn.d discloses individually identifiable health · 
information in accordance with HIP AA privacy requirements m 45 CFR parts Hi1ll 
and 164, subparts A and E, fo ilie extent that these requirements are applicable [42 
CFR 438-224]; cmnplies with federal statutes and :reguiatioru; governing the pnvacy 
of drug and alcohol abuse patient :records (42 CFR, Part 2.33). and all applicable state 
statutes and regtdatio115, including but not limited fo: RS.A !()7:30: protects the 
confidentiality of all DHHS records with identifying medicalinfonnation in them, 

30.l.5_ With the exception of submission to the Comprehensive Healthcare Information 
System or other requirements of State o:r feqeral law, Claims and member data on 
New Hampshire Medicaid members may not be released to any party without the 
fxpress written consent ofDWS, 

30. l .6_ The MCO shall ensure that in the process of coordinating care, each member'~ 
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 

JJLJlJL 1liin OOmmjpi~ mttllir 42 CJFR43~U JlifD~ .fthe MOO sl!nmillll IJIDlniiDnntraiiimi :J!J. ~ llie\rell tiii:lf. 
ap:Iltra!l11. im,s· all~ inn. acoo.irmmtre wi11:h New ~llnmre lfmnmramn!OO ~ 

.. ~«JjnlJS~ - my .@t)nelf rel~ bws ;;m«ll regw&mtll«iiims" 

· JL12~ TJ]ne MCO smJll maimaiinn a risk.:.baserll capital (RiBC) 1rnlllti<Ill f.<Ill llllile.elt «Dir ex~ dlie • • 
· · · NHID regruiH.!!tiilliimS~•and my other lfelew:amitraws mMll re~<Illm". 

• • 3JU J- . W:itlln dite excepti~m of paJDiifiliifof a claim for a medical~~ (!J)r Sieivi~ dm.t \'!raS. · 
. • · pt(])villlloo to a member,. and that is m accordance with a written Agreement with t1Jie · 

JPionder, the MCO may llllotpay money ortr.msferany assets for my ~im ro an· . 
affiliate wifuom prior approval :firom DHHS, if any of the following ttitetla apply: 

3LL3_J_ RBC ratio was 11.ess tfum 2J]l fodhe imost recentyear fffimg, per R..SA 404-
JF:l4 (Ill); and . . . . . . . . . . . . . 

31-13~'.t MCO Was not m compliance with the NHID solvency reqwrement_ 

. . 3L1-4. The MCO shall notify DHHS Within ten ( 10) calendar days when its Agreement with 
. . an independetit auditor or acfuacy has ended and seekapprovalo( and the name of 

· •. tliereplacement auditor or actuary, if any from DHHS . 

. 31.1.5. The MCO shall maintain curlent assets, plus lorig-t¢rin investments that can be I•· 
. . converted to cash within seven (7) calendar days Without inclllring a penalty of mote 
... than t\venty percent (20%) that egual or exceed. current liabilities .. 

. . 31.1.6. The :MCo shall not be respoilslble for DSH/GME (IME/DME)payrheiits to hospitals~ 
DSH and GME ammmts are not included in capitation payments . 

.•. 31.1.7. The MCO sh~ll submit data orithe basis ofwhiGh I)HHS determines that the MCO 
. has made adequate provision against the risk of ihsol\;ency. . 

· 31.2. Capitation Payments 

31.2.1. Preliininary capitation rates for non NHHPP menibers for the agreement period 
tlirough June 30, 2019 are shown in EXhlbit B. For each of the subsequent years of 
the Agreem.ent actuarially sound per member, per month. capitated rates will be 
calculated ;:uid certified by the ])HHS's actuary. . . . . . . . . . I 
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31.2.2. C4!1JPliittlm1tii({}Jllll 1Illll1tle5 fuir Nl8!l8IIPJP> ~ al)ITil2 slloomm m JEUnlIDiitr lB ardl were cdt~~ m 
~ @:ff Ag!rirelnmrelllllt ~~ my 1hxf51t m :ffiinmmJl til>flfeir ~ llill!llidl 1tllnte1 ][)).lEIIiBrs; 
afile~S S!illlll!lIDalbm.ri:ss ooirttiiffu6mtrii@llll.. 

31.2-3" C4!1JPJ-1Illllll Jia!11ne icellll ns lllletr<elilllllliinnm iais; «JJff ttlliue :fffur$1t .~ @f 11btce apiiltlmaii@m m@ml1tlln. ailllUdl llll«ixes 
mtrni1t dnmge all1ili1Iiimg 1tllnie <f1IIDltilre 1IIDl«illllllt1ln ~ @f llmiililiillm" c~ « re~g., 1lllge )-

312-4. ll)HHS w:Bllll ~ a mmnttllnlly J!rollJlli!Dff1llll1l: oo trlOO MCO folf each memlb>~r ie!Illrolloo m 1tllne 
MCO' s pD2!ilL Clilljplii1ta!ii@m paymlf1lllltts sW @my 100 iWllde for MOO!Rcaid-elignlM.e mmfille.es 
md 100 ret:amoo lby 1tl!ne MCOs fuJr·1tllnl!llS'f1 <f111mj)llJlees. Tin.e capim.1tiion rates, as sie1t folI1!lln m 
Exhn"bit lB, will be .risk :in<dljll!ISim foir Jlll~~ of this Agireemem in an acitmlriallly S@1Iiranrdl 
m:anmer on a qruiartedy lbmis as f@llllow-s: 

31.2-4.l. The Chrome IDIDless and Disalbiility JP>ayment System and/or Meirlliicaid Rx risk 
adjuster (CDJPS +Rx, Medicaiid JR,~) will be med to risk adjust MCO 
capitation payments; 

3 L2.4.2. A risk score \\'lillll be developed for members with six ( 6) months or more 
months of Medicaid eligibility (either lFFS or managed care) inclusive of three 
(3) months of claims run out m the base experience period!_ For members with 
less than six (6) .UonthS of elign."bility, a score equal to t:he average of those 
scored beneficiaries in each cohort will be used; and 

3 l.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 emolled in the Care Managem.ent program. For rate 
cells with an opt-out provision, the MCO risk score will equal the average risk 
factor across all beneficiaries that the Meo 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). 

3 L2.4.4. [Interitionally 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 mobth of service. I 
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31l.2J$_ CaiJPi*1tii@llil ~mt ~ltitll~ will JOO.~ a111t1Illmnae «3l)) niIDimjriiltllu ~ Jl)IEJI!HfSd 
m\Viffir'~@ini}P'lffi~llID!$dlre mn-<il!~ ~ m~Wiffi@~lianttm 
«lletrimnmUnm t«ll lire film(flillgn""Il»Ie mlf Moonaiicdl mmnidVfu>i fuii- Moonaicdl ~ «:iEllilf @lr ~. . 
• irell M lid.~pmermlt oolilrecitii<OJnns;_ D:JBll8IS v.mll ~ )1!({.){}) h~we mm~ 
. ~gmooBllf!s,, «:tiJiimrOCtl@llils t@ lidk: 1P'@Jrnni~ JOOJlnm\\'ii@mmJl Jln~ ~at!ii@l!D. JlieRJl . 
oomecii@)lll or other rate ~gmnnmeiniJr oolilrecitiioos;_ 

J 112_9~ t itari@llll . ems fu:r moo:D.llms whlOi lbxrommme fumelill lllliille h ~ces IDm the miiillillile @f . . .aJlll jp<iilym . . . . . . . . . gn . . . . . .... 
. the m@llil!lfil mn. lbre pmratoo ~ ·cxn the ~ ({j)lf dait~ eingo:Tulle m tllne montln.. 

3 l2_l«Jl~• The MCO shall ieport to DJHHS WidiiijiSiitty « 00) cfdlll~tllar «llajis llllJIIDHll id~g 
. . . .. ·my cap~rion «JiJr other paym.exnts m eiteSs @f am[l)llllHJlis pmridoo m tJ1ruis Agreemem . 

[42 CJFR438:.61JJS(c)(3)]-

312_}LFor each llive bnrt~ Jl)HHS will make a one-time mattemity ~(Gk paymellllt to the•. 
MCO with vvluimn the mother is enrolled on the date l{l)f hiitth.. This paymrn.ellllt is a global · 
fee to cover. an maternity expenses. mdudlmg all deliyeiry and JPOStpartUm care_ fu the 
event of a mui@le birth DHHS Will oirnly make oniy one maternity kick payment, A 

· · live. birth is defined in accordance With NH Vital Recoids reporting requirements for 
live bifths ~ specified in RSA 5'-C 

3 L2.12_f ot each live birtli; DiffiS will make a on~rime newborn kidk: payment to the MCO 
.. with whom the mother is enrolled on the date·ofbirtk This pa.Yment is a gfobal fee to 

cover all neV{bom expenses incm'red in the first f\Vo (i) full Olf partial caiendar 
monthS.oflife, indu~ing all hospital, professioilltl,pharmacy, and other services, For 
e~ample, the newb.om kick payment Will cover all services pirovided in July ZCU2 and 
August io~2 for a baby boin anytime in July20i2~ Enrolled babies'fiilbe covered 
under the MCO capitated rates thereafter_ For each live birth, for Fiscal Year 2019, 

· the newborn kickpa.Yriient will be made for both newbo~ With and without · 
Neonatal Abstinence Syndrome. Each type of payment is distinct and only one• 
paynient is made per newborn. 

31.2,~3-The MCO shall ~uhl1lit information oil.ril~ternity and rieWbomevents to DillIS. The 
MCO shall follow written policies and procedures, as developed by DHHS, for 
. receiving; processing and recoiiCiling 1Ilaternlty and newborn. payments. 

3L2A4. 

31.2.15,DHHS willinform the MCO ofany required program revisions or additions in a 
tilriely manner. DHHS may adjust the rates to reflect these changes as necessary to .. 
maiiitain actuarial sotindn:ess. 

31.2.16. Whe1:1 requested b~ DHH~, the MCq shall s~bmit base data fo DHHS to ensure 
. actilanal soundness in deveiopment of the cap1tated rates. . · . . · 
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312.. IlS..m 1t100 ew~nt m ceJilll00111loo Moo.Rtjild mcin~ W2S ~t»mlly ~edl :ms; ai DnmJI!lll1raill 
~mt a :iis irreceimng coiilinuned mparient hl1»S]piraD. saviroos «»mt itllne :lffurstt «llay- «»:ff 
oo-W wiittiht itllne MCO tine MCO smill receive full . mitimn · em h1tllnat · . . . eragtfl . . . . . ~ . . . . CaJPl . . . Jl!layEID . . 
m~- TJlne mttnJty ~rnsi\blie :fur coverage of the Ill~ aiir 1tBne ~ @f <illirl!niniiis$i1D>lin 
as m ~- ie. either DHIRS or mother MCO, •sbfill oo fullll.y ~llilsi"blie fonr all 
llnpmient «:aBre selTI.rres an«ll all rebit~ semces authorized Wiille dne mmnlbw was -
fupatient IDlilltil the da}r of discharge from the hospital 

31.2.19.Paymmt focbeoovi~ral llnealtb. rate cells _shall be determined based on a member's 
CMH:c oohaviornl certification level and .a member having bad an encrnmrer at a 
CMHCm thelasf6 months. Changes m the certification level for a member shall be 
reflectcill as of the first ofea~.b. m.onth and does lllot change during the filOnth.. 

31.2.20. The ~lFY 2019 MCM Capitation rates include directed payments of$5 million to the 
CMHCs across all prognpru; and populations, pending approval by CMS; to ensure 
timely access to high""quality c~e; MCOs are requited to pay these animmts directly 
to the Community Mental Health Centers (CMHCs) accordfilg to criteria defined by 

· the Department and approved iJy CMS. The directed payments will be based on the 
utilization and delivery of sefvices for Medicaid beneficiaries that receive 
Community Mentill 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 chilf,ren). 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.O 
fo support any CMS required reporting related to directed payment. 

3 L2.2 L Uiiless MCOs are exempted, through legislation or other\Vise, from having to make 
payments to the New Ham.pshire Insurance Aclminist£ative Fund (Fund) pmsuant. to 
RS.A. 400'"A:39, DHHS shallreimburse 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.F or any meniber with clainis exceeding five huridted thousand dollars ($500, 000) for 
·tlJ.e_fiscal year, aftE~r~pplying any third party insilailce_off set, DHHS will reim.burse 
fifty percent (50%) of the amount over five hundred thousand dollars ($500,()()0) after 
all claims have been recalculated based on the .Dl!HS fee schedule for the services. . . . . . - - . . . . 

For a member whose sen!ices iriay be projected to exceed five hundred thousand 
d()llars ($500,000) iril\1CO 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 

• ll3JL 1fllne MCO Sllnmiilll «ll~e 1tllnre Mmnaiillll JLms lht1tfi«D ("'JMllLJR.j) ~raocoo mm · · ~ere mttlln 42UOFR4r~~JS;_ · · · · · · 

· J:ll-32~ The MOO~ SwillmmnHit lMilLlll SllllBlllllIIlJ riiiPXnim qmmtten::lly to DlEIBS~ w,ilnidhl sllMiillll 
moclllllrnlle aID1 ~«lllIIl ~.by 42 CR 413$J~«Jk) ~ BD.llne (9)1 mni«ll1lll1tllns «»lf ttllne 

.. midi ofdne JMIJLll(~JI1tfumg~- S~a:ill:r~ du.re MCO ~n»mviicdle ~Jiie: ... 
Siiummey :reJIIDlrts folf JN!IHillIDP>JP> Merlli.ri:alllly lF:riril NHJBllp>JP Trimsitiomill,_ mill! foi tl!ne • · 
MOOiaiid c~ Manmiagemmmtr JP>Illl:Dgiram_ The MCO liB1UlSt attest t@ the ;m~cy @lf ilie 
· · · · · • · • · . · nts ntdl · aillmllamri«iim .@f the 1\1IlLR when SUJiJb,,,.,,rihnlllr its M!LR • · · . . Sllllllllllru!I :repll . . . . . . . . o.waa.~ . . ~ 
~ ro DHHS. · Slridn. ~ iqmris slnaIDl 100 lbased roiit a t~rare provirrl!OOl and 
developed lliiy DHHS ~·Sixty (6@) days of ili¢ ~ffective date of tbiS A~llllt 

3 LJJ_ The MCO and its smibcontractoIS (as applicable) shall retam MLR reports fo>r ~ pmoo 
of lilo .less .. ten ( 10) yceairs. 

31.A. NHHPP Risk.Protection Structure 

3 L 4J.. DHH~ \Vill. ll:nplement risk adjustfilellllt and risk corridors foirthe l'lJHHPlP Medically 
Frail and NHHPP Tr.msitiona!poplliations. 

3L4~ 1.1. Risk adjustment- (MCO Revenu¢ Reallocation) -.,; Similar to the risk 
adj11stm.ent process for the current Medicai~ Step l population un~er the . 
MCM program, risk adjustment will shift revenue from MCOs with lower 
acuity populations to MCOs With higher acuity populations_ . The nSk 

. adjustment component will :orily apply to the NHHPP Medically ]_irail .. 
. popul~~on. The ris~ adj_ustment process is revenue neutral. µe NHHP_P . 
Trans1t10nal populanon is expected to have very short enrollnienrdmatmn and 
therefore will riot be risk adjusted. · 

· · 31_4 .2. Risk adjusfinent - Methodology.:.. Acuity will be measured using the CDPS+Rx, a 
diagnosis andpharmacy based.risk adjuster that will also be used for the curre11t •• 
Medicaid populatfon_ Key difference~ inthe risk adjustment process for the NHI:IPP 
Medicaiiy Frail population indude: 

3l,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 · 
coricrirrent risk weights to estimate SFY 20 l9 acuity (as opposed to 
prospective Il1odels that use a prior year's elaiins to e&timate current acuity)_ 

3 l .4.2.2_ Ilisk adjustment transfer payments will b¢ made as part of the contract period 
settlement, not as prospective payments.· I . . . . . . 
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311At3~ 1[ij$!k ~-'-'- IDllHDI:ES wiillll ~lIBslln an~ llllml11ii.all 1kcrs5 mmttii@ «M!LJR.)) @:If S9>3'rili 
· ~ il»inl lN!IEIDBIJlDJlll pricimlg ~!OOm ·aimnall ~rilim an~ mmTimitiiim fuir1!1lne · 

Nmlffil>JP> Mcerl!Ilailllly Fmmllll a«llJNlJBIHIP'Jlll 'f mmsiittiiCllllinlmn ~m: 

311AL3JL ~ •«ll ~ ailllll@~ @:If$~/~ d'1t1lne rcim]plnfta!lltDJl)l!Jl IITalle prrn@irfo 
s1tlm1tte ~ ~ . . 

• 3\1L4.32. New Hampslnire stare J?TemIDm ~ oif2o/iID. 

3\ llAL33. · DIIiiIIs :md each MCO \will sln2re ih.e fimrim~ rislk @if ~ai!li resinltS that :mire 

alOOve or lbelow·the MLR target·~ sb.@n m tlhie 11ab1le !IDeilow: 

NewHampshireDeparhnent of Health and Human Services 
New Hampshire Health Protection Program Population 

Risk Corridor Program 
" " " - " " " - " -

MCO Slllliirie ... DJEIHS Slh8!1"e 
. >3%below 10'1'/o 90% .. 
·· 1%~3%.below 500/o 50% .. 

l % below- 1 %above ·0% 
l%-3%above . 50% 

. >3%above 10"/o 90% 

31-4.3-4. the NliHPP Medlcany Frail risk corridor calculation will be :applied after tlie 
risk adjust1ne11tcalculation . 

. 31.4-4. For SFY-2Ql9, risk .(>mtection ~ettlement willoccrir after the SFY 20.19 Nlililf 
c011tract period has end~d and enough time has passed to colle<:t an:d validate MCQ 
encounter data and financial data. DHHS will implement the following schedule for the final risk protection settlement: . . . . . . . . . 

3l.4A.L June 30, 2019: End ofNHHPP contractperiod 

3L4.4.2. December 31; 2019: Cutoffdate 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. Janu~ 31, 2020: Deadline for ;MCOs to provid¢ encounter data 
and supporting financial· da:ta to validate the acc;uracy of the encounter data 

3 l.4.4.4. April 30, 2020: DHHS releases settlement payment report to 
MCOs .. 

. . I . . . . . . . . . . . 
31.4.4:5. May 31, 2020: DHHS makes I receives final settlement payments 
tc)/ from MCQs 
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31L4L5_ f«mf Sff 2(())Il$,1riisllqpiiwlluttiim sattll~d mamr anfl'ltiar111hie Sff 2(())Il$ .JNJmIDP']p> 
· · ~~®rll b5 eiindm Rail ceimifil\11Ilglln 1tnnime M5 ~tr«» oonil<edr aiJinri!I ~cibitte 1Mrto 

<eilllil:~ (dim-.~~ ]!))H!HIS ~ iffimipiilennnftlllllr 1tllne fm>Illl<ili~S!l:Wmille a•. 
. . 1I1lne :ffiimll iriislk ~t!l>lm seltftllemellll1t:. 
. . . 

3IlAL5_n_ . .1fumme3@,. 2@H: !Eim<dl @f~J? c«»ntract]lreiti(Q)ij[ 

3IlAk52- ~~31; 2@l!S: CllllIDff cllare for encomntenll• fo lbxe imsOO mm tlhte risk:. 
· · proi~©llil Seill<emem Cd!ilir:!llllati:o))rns (SJFYz~is ~ ofservncepaiilrrll tllnfuIDigb. · 
~31,2@i8} . . . . ... 

:3l~45_3_ Jfanmum~ 311. 2«Jll9: Deadline foir MCOs to provide ~00.umeullatta amid · 
~itmg fimlncial datta•to validate the _acancy @f tlne eID.ti:()mneridlatta 

·. 3!A5A_ April 30.,. 2019:. DHHS releases s~lement pa)IIDent Jft}port to MCOs 

31_4_5_5_ Majr ~I. 2m9: DHHS J1ID1akes I receives :fm:al 5ettlement payinentS to I from ·M'cos · · ···· 

Jl.4_6~ ForSJFY 2~11. riSk protection settleriienfWill occur after the SFY 2011 NHHJPP 
. . contract period has ended aiid ~Jllough time has pass~ to collect and. Validate MCO 

. • encoooter data and fullincial data_ I):fIHS Will implemerit the following sch00ule. for 

. the fi1~~d ri.sk protection settlement: 

31-4.6.L ioo~ 30, 2017: End ofNHHPP contract peiiod . 

31 A62. December 3l, 2017: Cutoff date for encounter data fo be used m the risk 
protection settlement c;iildulations (SFY 20 l7 dates of serV:ice pai4 through · · •I. · 
beeember 31; 2011) · · · · · · 

31-4.6-3_ January 31, 2018: Peadlme for MCOs to provide encounter data and 
supporting financial data to validate the .acciifacy ()f the encoiuitet d(lt(l 

31 A6A. April 30, 2018: DHHS releases settlement pay:IDent report to MCOs · 

31.4.65. May 31, 2018 DHHS lllakes I receives final settlement pay:IDerits to/ from 
MCOs• .. .. .. 

31.4.7. For SFY 2016, risk protection settlement will occur after the SFY 2016NHHPP 
. . . contract penod has. ended and enough tiirte has passed tO ctjllect and vafidate l.\1;CO. 

· encounter data and financial data. bBHS will imple1llent the following schedule for 
the :fip.al risk protection settlement: . . . 

31A:7.1. June 30, 2016: End ofNHHPPcontractpJriod 
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3IL41-Jl _2_ ~100lr3 Il,, 2((})Il<6J:: Cllll1l!olffif «llmttte fu][ ceDllfC'«j)11lllllllttar ahitmit 1tmi be 11!1sadl iiJm ~ iriislK 
j[)Jlll\DRl!ii@llll satllll~nn1r ~m&nttii@M «JTmmlllimr.r 2«JJJ1'6i-Jflllllllle 2@116 &ttB «»f ~e 
}PXilffiilll timrounglln ~llreir 3 Il,. 2(())Il6)) 

J.IlAL13_ JTannmmy 3Il,, 2((})Il1: ~ fulf lMIC0$1n!J) pmwi«lle ielmoo'Jlll!llretr «llau. ill!llll«l! 
~imIDmg :lffumna:iiaill a:llai11la oo w.mllii&rttie &re octiuliracy @f 1tlbie mcmmm1te][ cd!aiD 

3L4~ Vt April 3@,. 2@l11: DJmIS reil~ dllelllllleHll1! pa}'m.refill1t rrqmrt 11:@ MCOs 

31-4-15_ May 3li,, 2@Jl1: DJE-mS 1lliD2!1k:es f' JTIOC(fnves :fuW 5ettlremmt payllriellllts to! from 
MCOs 

3 L4JU.Augruist 31,, 2016: DBHS m11:ends to release. settlement payment 
report to MCOs 

31AS.2.September 30, 2011: DIIHS :intends to make I receive final 
settlement payments to I from MCOs. 

31.5. Financial Responsibility for Dual-Eligibles 

3L5.L The MCO shall pay any Medicare comsurance and deductibie 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 
mcluded in the calculated capitation payment. . 

31.6. Prernlium Payments 

31,6.1. DHHS is responsible for collection of any premium payments from members, Ifthe 
MCO inadyertently receives premium payments from menibers, it shall irtforin the 
member and forward the paym:ent to DHHS. 

31.7. Sanctions 

31. 7 .1. If the MCO fails to comply with the fmancial requirements in Section 31, DHHS may 
take any or all of the following actions: 

31. 7 .1. L Require the MCO to submit and implement a Corrective Action Plan 

3 L 7,1.2. Suspend ~nrollment of members to the MCO aijer the effective date of 
sanction 

31.7.1.3. Terminate the Agreement upon forty-five (45) calendar days written notice 
I · ·· I 

31.7.1.4. Apply liquidated damages accOrdiiig to Section 34 
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31.8~ Medical Cost Accruals 

· 31JSUL 'Jl1lrue M<C<Ol s1IDmillll ~hlbt amm«ll niimrttmiimi anm ~ 51»1ll!llllrdl JPllit!m551t«» ~ 
. · 1Inn~ Bnn1t N@tt ~ «filBNIR.)l rdlanfumiis~·. . . . . . .. 

31.9. Audits· 

. • 3L9.L11ln~ MCO smil1l allll@w ID>JHIIEfS :aiimdllm 1tllne JNrn3[ID t@ imJlrect m«lJ ll!l11ll«ild: airiiy «ii! tllne 
• · • fumtcill!ll rec@irrdls «Df ltine. MCO amm«ll iijts Slll!OC«l!imtt.actoIS. There sW oo lll«ll :restrilciti@BilS; ii»llll 

tlne Kight of tine Sitiatr!fi.m fooeKaiill gove~ t@ comdlllid ~«~om iBi:Wll. · 
allllmtS are In~ t@ assme ~. ~]lDlflillpriatemiess or timeliness ofsem«::es arnll 

... reasomibleness ofthm oosts [ 42 cfR 43S~6(g). SMM io~i1; 42 ClFR 434,6(;R){5)]~ 

. • JL92. The MCO shall file mmml md imerim firum.cial statements m accoirnllm:n.ce wiili the 
stamidards setforth lbefow. This Sectiollll 3L92 will. Sujpeirsooe my collllllicting 

. . • • irem.ents m EmlJit C of this A emiem.. ... requ . . . . . gre .... 

• · • Jl-93. Witlllim ~ne lnmmoo and eighty(lSO) «::memdar ~ays or other mmually agreed 1lllpon 
diat¢ following die ¢ind of each calemfaJI' year «liming this Agr~memt, the MCO ~· 
file, in the form mid content p:rescrill>ed by the National ASsodation of .I.nsuiaidce • • .. .. . . . . .. .. . ... .. .. . ... . ........ . 

Commissioners f"NAfC'~). anriuai a1lllmted financial statements that have been audited 
by ari indeJ>endent Certified :Public Accountant Financial statements shail be · 

. • . submitted in either paper format or electroiiic format, provided that all electronic. 
5ubinissio~ shall be m PDF forniat oi another read-Qnly foririat that maintairiS the 
docuii11*ts; security and mt~grlty, 

~L9.4. The MC:O shctl.lalso file, within ~eventy.:five (7:5) calendar days following the end.of 
I each c;:alendar year, certifi.ed copies of the annua.l stateipent and rep()rts as prescribed. 

and adopted by the Insurance Department. · • . · · · . 

3L9S The MCO shall file within sixty (60) calendar days following the end ofeach 
calendar quarter, quarterly fiiiandal reports ill fom1 and content as prescnbed by the • 
NAie.· 

· 3 LIO.Member Liability 

31.10~1.The MCO shall not hold its Medicaid members liable for: 

31.IO.l.1. TheMCO;s debts, iii the event orthe MG()'s.insolvency [42 C.f'R438.Ii6(a); 
SMM 2086.6]; 

•. 3 i .10; 1.2,. The covered servi<;e.s provided to the member, for which the State does not 
paytheMCO; 
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JJlJJ.(()),.113. ~ ooHJreYdl ~(00$ JPlmvn«lloo tt<!.IJ ttlhte ~,, fuir\dnii11:1ln 1tllne Stmtne,. @r1tllrue 
lMJ:CO «llw.es mt:oo ~ 1tllnce :IDmdlm«llall «»r 1lnmllttlln «:alllile nmm»ri~ 1rllrumJr fimmiisl!n1BS 1tllllie 
~ 1lllllllrller :mm~ refuianmlL «mr~~~ @ir 

3.11.J«tJlAL ~rennils mlf ooveired semces funnmsllned lllIIIMil~ a. A~m.tt,. re{e1Dia!!l4 «lllr 

@1tllna ~e~ t@ tlhte teKllelllllt 1tllnm 1tllnmre Ji]~mlts; aurre mm exoess @f &e . 
amm@1!1IIDli &:mt the :m.emlOOr wmmill«ll @we if &e MCO JP1IDil>vndlm 1!1lnmre ~ir:es 
~1tlly [§1932(b)(6) ofilie SSA; 42 CJFR4J1PU®~2i),. (h) •irll «ir:); 42 CJF1ll 
43~.t!'ii~l); 42 ClFR 43823@; 42 Clflll 43R2M«<i!i); SMID Rettttet 1213@/91]_ 

3 ]._]. @2$1t11}byoon1traci:({))JrS imd referral prowidleIS llllla.Y Il({))t bill mem~. my ammmt greater th.aim 
wiolwd be owoo if the entitypmndoo the seirvices mrdy [§119320ll)i6) oftlh.e SSA; 
42 CJFR438U06(c); 42 CFR 4383(.k); 42 CFR 438.23\UJ; 42 CFR43R204(a); SMID 
letttter ~2130191]. 

31. l@.3. The MCO shall covet continuation of setirices to :m.embeiS fot duration of period for 
which payment has beenmade,, as well as for inpatient admissioi!llS up 1111ntill discharge 
dm:ing illllsolvency [SMM 2086_6B]. · · · · 

31.ll.Denial of Payment 

31 :1 l: I .Payments pronded for under the Agreement will be denied for new members when, 
and for so long a~, payment for those m~b.ers is denied by CMS in accordlllice with. 
the requirements in [§1903(m)(5)(B)(ii) of the SSA; 42 CFR438.726(b); 42 CFR 
438.730(e)l 

31.12.Federal Matching Funds 

3 Ll2, LFed~ral matehing fundJ are not available for amounts expe11ded for provider~ 
excluded by Medicare, Medicaid, or Chilciren's Health Insurance Program (CHIP), 
except for emergency services [42 CFR 43L55(h) and 42 CFR 438.808; l 128(b)(8) 
and §1903(i)(2) of the SSA; SMb 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. l l l-'148 
(124 Stat. i 19 (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 
insuram~e providers beginning in 2014 ("Annual Fee"). Contractor is responsible for a 
percentage of the Annl1al Fee for all health insurance providers as determined by the 
ratio of Contractor's net written premimits 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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•.]JL].) .. IlJL T@1lllne~~fm~ 

]1lJl~.tJUJI1lne S1!:alllte sllimnllll ~ ttllne Ooi1m1nl:.rucil@Jr h 1Illne --trnif 1Illne AlmnnnmaiJl 
JF'~ ~ anllll<OX6mlb>h.1tmi 1Illne JIDmeinmiilll!llliis piidl<illmfumg fllhms c-«»nnttirimci 
Trai:Jilm•fuir eancclln rpB~aui ~ «»Jr}l})~ 1llln~( ieiielllll!«lliing -~ im~mtt
fuJr 1Illne :flimllll ~«»:ff 1lllne llllfIDllll-<lllmmdnlhiililty @f the ~.Foo full" 
1Fe«lld -~ 1i:mx ~~ mmdiini!lmg -mcome imdl exciSe tnes. 
("C~Jr"s A<llljd~ F~'1- The Comract@if"~ Adj!llstro Foo smlIDi ~ 
deit~ ~ Ollll tinn.<f :6mn liliOriflicarion of the AmialF:oo :mIDiixnt 
00llll1tmlcit@i @if Cro1nJnractw" s ~~es from ilie U:rmi!te«ll Stares 
J!IlteKiMll!l R<evmlllle Seffiici:~ Time Sme wiUJim.Ji\ri!de reimbmselilelJlt no•. 
biter ilimn 12@ i!lla:ys follomg ills review md accieptaimce of the 
Coilltracto:r" s f\d~ 1Foo_ 

• 3L B_ L 12" To claiID. reimbmsemmt: for dne Contractor" s Adjusted F~ tine . • 
Cori.tractor must submit a certified copy ofits full Amaual Fee · • · · · 
assessment withlllit 6D da:ys of :roc~ipt, together with the @ocation of 
the AnnuaI Fee attnliiutable sp~ifically to its PJremiunis under this . 
Cori.tract-. The Contractrir lD.Ust also subm.it the calculated adjustlti¢nt 
for the impact of non-doouen"bility of the Aimiual Fee attn"butab1e 
specifically fo its p:remimns, and any other data deemed necessary by · 
th.e. State to validate .the .reiIDbmsement ~ooot These matepals shall 
be5nbniitted unde:r the siiguatu:res of either its Financial Officer•ot • · · 
Executive leadership ( e_g_, JPresiderit, Chief Executive Officer, 
Executiye Directot), certifung the accuracy; truihfuliiess and · 
completeness of tlie• data provided. 

Questions regarding payment(s) should be addressed to: 

· ·Attn: Medicaid Finance Di:rector 

New H31llpshire Medicaid Managed Care Pro.gram• 
129 Pleasant Street 

· · Concord, NH: 03304 · · 

I 
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32. Termination 
32.1. Transition Assistance 

32_l_li_ 1Ilfnw»nn ~ «llf l!ll@ltiire of retmRm!1ni(l])llll of 1r1lris Agreemmiflmtr by ID)i:lllBrS~ ·~MOO sW 
JlllIDwii<ille my 1tmmllnsiftii(l])JID. anssistma:e ~milblly !Ill~ to ~Ile JD)J81lHfS «»lf iilts 
aJ!es:iignooe 1lml eJffrocrive~y dose (J)lJlt ~ A~mmtr ufill move 1tlhlie widk t!Dl iBlBM!l1tlher 
\\'lellllidl@lf l!J)[ t@ ~mm me wod: rtseif 

32H~LLl_ MCO mustprepa.re a TnmsitioJm lP!am wrlfuidn. is illi.ccept!Jbie to and 
approved by DHHS to be implemeritoo behveeBD. reccei]lllt of notice and 
diie tenmruation date_ · · · · 

. .. . . 

32_ Li 2.1- The MCO shall be responsible for the pmvisiQn of necessmy 
information and records, whether a part of th~ JM:CIB or compiled 
and/ or stored elSewhere, ID.duding, but not limited to, encounter data, 
to DHHS and/or its de~iignee dm1ngthe dos~out period to ensure a 
smooth transition of :responsibility. DHHS an«if or its designee shall 
defuie the information required during this period and the time frames 
for submission. · · 

32.1. l .2.2. AU data and information provided by the MCO shall be accompanied 
by letters, signed by the responsible authority, certifying to the 
accuracy and ~ompleteness of the materials supplied. The MCO shall 
transmit the information and records required within the rime frames 
requited 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 nqtice on the date that the timeframes expire when service 
authorization decisions not reached within the time:frames 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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32u3. Claims Responsibilities 

323LL TJOO JMICO sM.1IIl 100 :ffiW1ll1y ~Tune fuit a •1timrr ~ S!flririi~ a atllll ~: · 
. . .. ~~ :mnn111ln@~ ~e 1111ne ~wras; m Ilnjpmitem mnttllil ltiinre my<!llff ~·. 

fu»mm 1t1lne ~-

. 32,4; Terminationfor Cause> · 

. • 32.4. L DHHS ~lna,ll Jnave the right t() ¢riminare this Ag[ieeililem. widn.l{J)m fuilJ;ility t:o the State, • 
. ·. mW:holeoirm~IfdneMCO [42tJFR43S.6llO(c)(3);4iCFR434.6(a){6)]:' •.•. 

32.4. LL Tai:::es mny action or fails to prevent an action that threatem the healdn. safety . 
oi w'ei:rare of any member; mchnding sigllificant marketing abuses; . 

32.4.L2. Takes anyacifoim that threatens ili.e fiscal integrity ofilie Medicaid program; 

32.4J~~- HaS itS certification Suspended or r~yoked by any federal agenc:fandlori!; 
federally d~bCIIred or excluded frcim federal procutfiln.ent and/or nofi- . • · · · 

· · procurement Agrefilllent; · · 

37.4.L4. Materially br~aches this Agreement or fails to co1J1ply With any term. Qr • · 
. condition of diis Agreement that is iiot cured within !Wenty (20) business days 

I • ofDI!HS' notice and written requ~st forcoinpliance; 

· 32.4.i.5. Violates stat~ ot federal lawot reguiation; 

32.4. 1.6. · Fails to carry out the substantive terms ofthis Agreement that is riot cured 
. Withffi tWcilfy (20) business days of DHfiS 's notic~. and written request for . 

. . compliance; • · · · 

32.4.l.7. Becomes insolventi 

32.4>1.8. Fails to meetapplicablerequireinents in sections §1932, §1903 (m}and 
§190:S(t) of the SSA[42 CFR 438.708]. In the event of a termination by 
DHHS pursuantto 42 CFR 438.7.08; DHHS shall provide the MCO with .a .. 
pre-terri:iinationhearing in accordance with 42 CFR43K710; ... 

32.4.1.9. Received a "going c.oncem" finding iii an annual financialreport or 
· · · 1 indicatic)n~ that creditors are unwilling or unable tq continue to proyide goods, 

services· or fiiiruicing or any other• indication of insolvency; or . · · · · 
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3l2~4J. .. Ul@_ JBJiinngs :lll ~ Y«ll~~ !rim- B llll ~ Jl»mimgllntt ~ ilt 
· iimrv@liminnltmirnlly,. mrdlim 1lllitce~·ktr.. · 

32ALUl R. Jfaiills ro «:©JIJiecit siigmfili«:a!llllltr W~ mm «:~g «»lllllt i!llne m~e teJlJlllllS «»f tlhiis 
Agreemmrem 1!llJis: E5 .JID.«llt <e:OJIITTadl m1lllitiinn ~ «Z«ll) oomteSS ~ @:f DmIS"s 
JID.@1tiirce illl.1IMll w11iitrem :reaJllllliestt fuir <r:«»llllllj[Jllliim«:e. · 

32-41-2~ HDHIHIS reirmiimiares tRnDs A~llil1t fuJr €CllllB,. tlbi.ie MOO sTuraillll llre re5JIIDmK'"hlie t@ 
DHHS for all ~mblie C@s!s mm~ lliiy D18IJHIS~ idJle Sae @fNew Hampsllnire,. or 
ay @f iits a~tive agellllcii<eS tr@ re]plhitce ilie MCO. These cmts mdm:lle, bm: are . . . . . ·- - . . 

:HA01t limited 1to, ilie cmts of pJrocamrmg <lll Sl!ll~ VaW«J)Jr amfill :JfilD.e cost of aJ1J1Y d:aim Olf 
litigation that is ml!Sonable att:n"b~liti:i oo dn.e MCO' s &il.ll.ilre to ~:rfomll my sernte 
in a:ccordmce wiili the terms of 1lllitEs Agireem:eJID.t · 

32.5. Termination for Other Reasons 

325. l _ Elifuer pmfy may temllmite this Agreemient 1JIIIDllll a breach by a party of any material 
duty or obligation herewder which breach continues 11IDriemedied for sixty ( 60) 
calendar days after written notice theroof by the oilier party_ · 

325-2. In fue event the MCO gives written notice that it does not accept the actuarially sound 
capitation rates established by DiEIHS for Year 2 or later ofthe program, the MCO 
and DHHS will have thirty (30) da)is 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 c011rract 
will terminate nmety (90) calendar days thereafter, or at the time that all members 
have been flisenrolled from the MCO's plan, whichever date is earliei-. In the event of 
such teiilli.natioii, 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 ri:mfually agreed upon transition plans to protect Members, 

32.6. Final Obligations 

32.6.L 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. Aniounts 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.L Tenninati~n ~r, ~xpiration_ 9f ~his Contract ~or a~y reason will not release either Party I 
from any hab1htu~s or obhgat10ns set forth m this Contract that: 
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--32JUJL Th[; JFanrtll«:S ~ ~lly ~ $]lrumllll ~ ~ $l!l!dffi 1t(f'lTlllIDmmmrttTI• am[ • -
iezjplmmiiIDlllll; @Jr 

• 32.JJL.2_ Arose nmr:Ilm 1t@ tilhie e1flfocttiive .«II* @if1IfmmmiinnmrttTI«»l!ll ililllll~ ~ t<ll> lire~ @r 
. by their~ ~ullall 1hxe -~ tt«i> lire t51Jlll1lillliig]bille fuIDl@wiHnganmy $W!Cln 
~@ml OT ex]pJIDra1ID«})im. 

32.8; Notice of Hearing 

• • _ 32JtL Except booa1lllSe cif dnmge m «:~1t:«:S m film tinre evennt DJEmS t~es this 
- Agreemempfilsmlmtt@S111bsectimns (JJ),(2)~(3) @irfll«ll@fS~@n323.l, DHHS ~· 
· _ · gi\fe the MCO nmetf (90) idlays oohtmnce, ~tiltrem JJD.rnice ofreirmfuati@n of this • 
· -Agreemootand slfuill provide the MCO Wifu m ~fy fo ]Jllrotest said termmariiom -

and/cir ~~est m iirnforma.I hieaI"llng im a«:cm«ll3iJ1~ -\\'itlln 42 ClFR 438_11@.. This llllotice • 
-_ . shall specify the applicable pmvisiom of this Agreem.emt mild ilie effective date of · 
... iemllmitio wllricih sfuill not be lesS-thm Will -t m OTderl' . ·disemullmentof. _____ illl,__ ---- --··· -~. y ·-········ 

members to the Medicaid FFS ptogram or tralrnsfeT to aim.other MCO_ . 

I ·I-- . 
" 
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33. Agreement Closeout 
33.1. Period 

'.33. l "1" A d~uJilt ]pXflfiioo sW oogm «J)l!D.te:-Rnlllllllli!llre«Jl mrmty « 12@)) wm«llaiiir rdbij$ prriim oo 1l1liif; llmtr 
my 1tllne MOD ns re:sJpxDlllllSiilbiile fotr ooverage of ~mt lbaidiiteiiamry gID1JllJ!Jf.S « ~ 
md!eJr 1Illris A~mtt. llJJruDiig time d@soom pm~ the MOO sW ~ oo~Ily 
~ mrdl ~]plliy prognmi inf@llJlmlhollll tto, ay sanbsequmtrMOO m«ll ]IJ)ll3IHS. &ttlht 1tllne 
pmgram nm<Illl!Eruilb<Dlmi am«ll the worlkmg rellariomhips bemreem tillne 1tW@ MCOs sllnafill oo 
defunoo lby ]IJ)JlIIHS_ 

33.2. Data 

33_2_ L The MOO slln&l lire resprnilisilile for the provision of necessary mfo~olffi aimt!l! records, 
whellier a part of tlb.e MCIS oir compiled and/or stored ebewhere. indllll(j)illg. lbnrnf not 
limited to. el!llmWD.foi dam. 1ro ~e IJ1ew MCO ruid'oir DJHHS dllllrmg th~ d.o.~out pmoo 
to eirnsure a Sffiooth transition of tesponsiibility_ The new MCO andlm DHHS sllnall 
define the info:mll.ation required during this period and the time frames foi swibmiissioll.. 

33_2_2_ All data and information provided by the MCO shall be accompmrioo by letters. 
signed by tlie responsible authority, certifying to the accuracy and completeness of 
the materials supplied. The MCO shall transmit the infoilllation and records irequiired 
under tlris . .fu#cle Within the time frames required by DHHS_ DHHS Shall have the 
right, in its sole discretion, to require updates to these data at regular mtervals_ 

33.2.3, The MCO shall be responsible for contiriued submission of deita to the 
Comprehensive Healthcare Information System during and after the transition in 
accordance with NHID regulations_ I 

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 
alithorization 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 CFR438.404(c)(5)]. 

33.4. Claims Responsibilities 

33.4! .1. The MCO shall be fully responsible for all inpatient cfre services a:nd all related 
services authorized while the member was an inpatient until the day of discharge 
from the h()spital. 
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33AL2~ • IMIC({}) shi1lll lire ~llimlllly ~llllSilbille :llfu»r aillll «»1lllnreir 2!JPlJ!lllI!O\\X~ ~ ~ 1tlJllie 
~~ jjsjiDirlil)ri~ m <!lllrllid"[})irre tnite ~ ~ @f 1tllne a:n~ ~·@Jr iiff 1tllilifl ~is. 
JllllIIDlriciiledl nllnmllmnglln 1t1lnre «lJmtte «ii: «llnsii::Dnairge_ 

. , 

I. I 
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34. Remedies 
34.1. Reservation of Rights and Remedies 

34UJL A :RIDraJ.remill tdlelfuumlltt «lllr lbireall[;lln iimt 1ffinils A~enntr will «:ill!~ m_llJJamnlhile m.Jililiry' 1to DH!HiS. 
llim itllne evremit (Qlf illll!D.Y dlmm foli" idldmlltt m li»reiill.dln (Ql:lf 1t1lm Agireemmennt,, .no promi.1Ill1m «llf irllris 
Aginremenntr smlll oo «:«llmttm~ <exp~y «llir lbly imniplln«:iill.lti©lID,, as a wmvrw lh>y the Stall!e «llf 

New &mmpsUfile ttiii illll!D.y e~ m :liimtromre rig11nlt @Jr reme.rlly auilla1ble lhiy B.aw. Failluure of 
the St2li:e of ]N"ew llimpslliire 1t@ mmsistr 1ll1JlID111l &e sltriltlt jpXe!rfunmm.ce of my 1temll or 
ooirndirioim. @f dniis Agreemreimt m it@ exellrise cir tdlellay 1lllnte cexeircise of my rigllnt or 
remedy pm\'iidloo m the Agreem«mtt (Q)Jr lbiy hw-, « dme :a.icceptrin.ce of { o.:r paymel!llt for) 
matemBs, ~cell1lt or serncies, s11nallll 1J1(Q)1t reR~ the MCO :Ero>m my irespomiliilrties 
or obligatiom :imposed by tills Agreemem: oJr by hi.w, ad shall not oo deemed a 
waiver of my rigllnt of the State of New Hampshire to msist UpOil the strict 
performanice of this Agreement. Itm addition to my other inemiedies that may be 
available for default or breach of the Agreemellllt, m equity or otherwise, DHHS may 
seek mjllinctive relief againSt ariy threatened or actruial breach of this Agreement 
withom the necessity of proving actual damages. DHHS reserves the right to recover 
my or all administrative costs incurroo in the pe,rfonnance of this Agreement during 
or as a result of any threatened or actual breach. 

34.2. Liquidated Damages 

34-2.L 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 Afgreement Any breach by the MCO will delay and disrupt II>HHS' 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 ofliquidated damages shall be iri addition to, not in lieu o( such other 
remedies as may be available to DHIIS. Except and to the extent expressly provided 
herein, DHHS shall be entitled to recover liquidated damages cumulatively l.mder 
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, DI:IHS shall notify the MCO as 
specified in Section 34.10 or 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_ 1l1lne MCUl ·~ 11liraitt ;ms al!earemimimoo lh>:r DJil!l8fS, ~ 1r«ll JI»lID\rim ~ri:liS m~ 
· · · · ·-~~ s1tamtfuinrm lOOilcOiw Will~ mm llicqpnmked! ·~ ims·~edL 'Jl1ne · 

· • ·~<C:o ~ w; imlhiii«lle lhi:w t1ne JPeirfu~S1Ilmlmrdlanrrdl u?dl .[.iqilllii«lJaitrm ~~ · 
~re.rll,.]pimn«llredtlnmDHBS•givm1Illne.MCO•~.fo~.pm©mmn~ 

.. stl:mml~ mm a tiJne!y ~et~ DJHHS"s cd!etjsildiinn ro ~ l!i~~ ·~ n11wist oo 
· · ~m1hlle,, lblmOO Eli :fact and madem ~· W1r1n.. 

· • •. 3\4.2_t5_ The :remcOO,iieS specified m dnis Section sinaill ~lly li!irifil the :&ilhwre is ~ or a 
· ~«!lisp-me is resolved fu the MCO's :fav©it~ · · · 

~ti2~ 7/_ Liqmdatoo ([]lan]ages may be assessed for each day, mci«llence OH" OIOCWllIWllllce, as 
· 2Rlliicabie; «>fa violation or :filliuire- · · · · · · · · · · · · 

342Jt The am.ount «:)fliqilidatoo damages asses5ed by DJEIHS fo the MCO .shail 111ot exceed 
three ~oot(3%) of total expected yearly c~itatoo payments, based on average 
anmll~ mOO:ibeIShip from: start date. for the MiCO_ • • . . .. 

·. . 342_9~ Liquidated damages irelated to timely processing of membei-Ship, claims and · -
· or/ellicomiteIS shall be waived tintll such time as DHHS • s file transfer syStems and 

processes are opetationaL 

··34,3, Categol1' 1_ 

343_ l _·Liquidated damages up to $100,000 per viohitioii or failure may be nnposed for •. 
· • . Category I eveJ1ts, •Category I events· ~re monitored by ])III:iS to determine -

compliance and shj111 include .and constitute the following: 

343;Ll. Acts th~t ctiscrilninate among _Members on the basis Qftheir health stat:us•or 
. . need for health care .services. this includes tenilinatioii of enrollment or . 

reftisal to re-enroll an enrollee, except as pennitted under law or iii:ider this 
. Agteeinent, or anY practice thatwo1ild teasoliably be eJ{pected to discoun1g~ 
enrollment by all enrollee whose m.edical conditioll or :history indicate:s 
probable need for s1ibstantial future niedi¢al services. [ 42 CFR ?OO(b )(3) and 
42 CFR 704(b)(2)]. . . . 

343~L2. Adeterriiination by DHHS that a recipient was riot enrolled because ofa • . 
discriminatory practice; $15,000 for each recipient subject to th¢ $I 00,000 
overall limit in 42 CFR 704(b )(2} 

34.3:1.3. Adeteriiliiiation by DBHS that a iiiember fou.nd eligible for CFI seiviCes was 
relo<;ated to a Nursing Facility due to MQO's failure to arraJige for adequate • 
in-home seririces in compli~nce Willi this Agreem1;mtand He-E80L09 .• · 
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34-3.JlAL ~~nntllH!ttii!ll!llll$ @if llllcitii@m @Jr ~a1tii1IDm (ll):lf ~ttii<lllllll ffiunnmiisllner furii 
<C1MIS <llllr 1dlne S11lmte_ . 

34_'.l1lc5_ JF1Jlliillnnme tr@ OOliffilJPlilymttlJn lillllral1llf~ ~oolts iiJm 1t1hIBs ~1t.. 

34_3_ ]__(fi)_ [lfnnttmttii@lillilllillly Ild lhil!ak] 

343_11_7!_ lfmlllllre trCO> Jmlleett 1dlne A~fore Qaumty Assmmnoo S11mnmmrdls SJ!llacmoo m 
Sectn@nn 29 @f 1t11nlls Agreem.oot. 

34-3,L~- lFmwrre of1llbte JMICO fu illlSSUllm.e full. operation oifits OOti.es Wii.irllei tms 
Agree:m.m1t m aioc({]Jromte witlii Jrlhe implcementntion and transition timeframes 
Sp«moo llnerem. 

34.4~ Category 2 

34-4. L Liqm&t~ damages up to $25,000 per viohition or failure may be iinposed for 
Categozy2 events_ Category2 events are monitored lby D:HHS to deteimine 
compliance and shall incllll!clle and constirute the following: 

34-4.LL Mi&epresentation or falsification ofinfo.nnation furnished to a member, 
potential member, or health care provider. 

34.4. L2. Distnlnittio~ directly, or indirectly, through any agent or independent MCO, 
marketing materials thaihave not been approved by the State or that contain 
false or materially misleadin.g information. 

34.4.l.3. Violationofanyotherapplicablerequvementsofsection 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 penilitted 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 HIP AA regulatory violation. 

34.4.1. 7. Violation of a subcontracting requirement in this Agreement 
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341._il[RJBL JFaniillnmrte tt@ ~alle mmtarlliiallfy ~ ~<C<llS 1tllmHitr 1Illne JMICOD> iis; ~. itO 
]pJJRil>~ 11llllil«lkeir llanW,, «Dir iimin<illw ttI!nDs ~- it«» ail Dini~«:«»~ Dailrar ~ . 
~-

34.5; Category 3 

· · •. • ~5_1L Lu«j[lllffifil!aitt~ ~~ llIJlD t<ci $l®~OOl» nrer vil@bti~ ~ :JFmIDlhmre llllllllllY lire.~ fur 
· · · d~ 3 eveiml!sc· t~aegcxy 3 eveimts• allre.mmnitm:m lb>y JiJ>Ji:IDHrs Ji@ rdlerelIIIllllIDm~ · 

· · · c@rinplillaoo ;mrdJ ~ iimdhIDirlle.mdl c«Jlmrifute tine. fofillorig: · 

345 "LL · lifu~ imic~e~ or inrcio>imiljplete mmover or remmmii@mi d!efureira.lliiles_ 
.. .. . . 

34~6.·category 4 

34_6_l_ Llqruiiaterll daumages llllJP ro S.5;003 per violatiouor fifillll!re may 100 ~for 
Cafregocy 4 events~ Cafogmy 4 events are moruitored by DHHS fo detemmne 
iet).iriplimoo. C!JjJld sruill michnde md comhfute the followmg: . . . 

· 34_6cl~L . iFailme to llIDleet st3ffillg requrirements a5 specified in Section 6_ 

34_6_1_2_ . Jfmi,m"e to submit 1repQrts riot otheIWiSe addi:essed in tlris Sectiolit Withln the 
·· .ieqmred timefhmies~ · 

34.7• Category 5 

• • 34. 7 _ l _ Liquidated damages as specified below may be imposed for Categoiy 5 events_ 
. . . Category 5 eve11ts •are monitored by tiHH:s to determine compliance and siiail incfude 

•·arid· constitute the following: 
.J . 

34.7.LL Failure to provide a sufficient nUIIlber of pioViders in order to ensure member 
access to all co\iered services and.to meet the geographic access standatds.a:nd 

. timely access to service delivery specified inthis Agreement: 

. 34 _ 7. L l _L $1 ~()O() per day per occu[reiice until correction. of the faliure or 
approval by DHHS ofa Corrective Action Plan; . . .. . . . . . .. 

34. 7J.L2. $100,000 per day for failure to meet the requirements of the approved 
:. Corrective Action PlarL · · · · · 

. ... .. . .. 

• 34. 7. L2_ Faihu:e to submit readable; valid health care data derived fromqaims, . 
PhaiJiiacy or Encouriter data in the required form or format, and timeframes 
required by the terms o:f this Agreement . . . . . 

34. 7.L2.L $5,000 for each day the submissioriis late; 

· • . • 34. 7.1.2j_ forsu1Jn.llssio:'1s mme ~an t}iirty (30) calendar d.ays late, DHHS 
• . . reserves the nght to withhold five percent (5%) of the aggregate 
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~~mt~ 11m1:iilillke 11m> 1I1lne MCO mm~ llllm»m1ln lllillil1IIlll $1Uldln 1tiimmre fID5i 

~ uniirrtadl $l!Illhl~«llllll iis; ~ . ~ . . . 

34L 71 Jl3. IFanillnntre oo iimmJ!;illremmmtr 1tlhie ~ ~«»verry JP>bmt (ID>U)): 

34L71Jl.J_l_ JrmiJ!Jl)ill~«»Jlll «»:If 1tlhie ID>RJP> ~~tine prop~ tfunme by!W-«» «2)) <ililf 

n~ C:mllwaJlaait D<lllys: :ffiive 1tlln@m.mfill all@lllranrs ($5i~OOlll) J!Die!r <rliay 1I!l]pl 1r@ my 2. 

34.71.132. lfmplle~@lfil@f 1tllne lD>lRlP'•~~ 1tllne pm~ time lliiymore 1tllnm 
lt\W@ «i) mall 1I!l]pl tt@ me «5)l t:mllmall:air 1Da}"S: rem lli(l)1llSaIIlld «llolim . 
(Sl«ll/l»DXOJ) preir irl!IBlyoogiiHD!!Dii!!Dgwilftlfil day3andIDlJlil1t«ll day 5. 

34. 71. l.3.3 . .lfmpllifi~ol!D. @ff the DRIP ex«:eeds the prQPil\soo tfunme lby mpre tlnan 
five (5) allllfill ID!Jlil to ren (m) C<il.llmdm- Day"S: twm1ty five 1thmllsarairll dollimrs 
{$25.(DOO)per dayoogimnmmgwiJili day6 aill(ll UJIP to day HJ)_ 

34.1. l.3.4. Implementation of the DRIP ex.coo& the pmpQsoo time by more than 
ten ( 10) Calenmmr Da)IS: fifty fuollllsand dollms ($50,0I>O) per day 
begimllng 'With day l L 

34.7~1.4. Unscheduled sy"Stem ooavailabilify occmring d1U1ring a continuous five (5) 
business day period: 

34.7.1.4.L Great~rtrum or equal to two (2) and less than.twelve (12) hours 
cumullative; UJIP to one b.llllndred twenty-five dollars ($125) fot each 
thirty (30) ininutes or portions thereof 

34.7.1.4-2. Greater than or equal to twelve (12) and less than twenfy-four (24) 
hours cumulative; up to tw() hundred fifty doUars ($250) for each 
thirty (30) minutes or portions thereof 

. . . . . I . 
34.7.l.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 dolhrrs ($25,000) per 
occurrence. 

34.7J.5. Failure to correct a system problem not resulting ill system unavailability 
Within the allowed timeframe: · · · 

34.7.1.5.L One (1) to fifteen (15) calendar days late; two hundred and fifty dollars 
($250}per Galendar day for days 1through15, 

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 beyoi1d. 

34.7.1.6. Failure tolmeet telephone hotliiie performance standards: 
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• •. J4L 1JL!lli_n_ Orne 1tllnri»ims:iammdl ail@llllamis; «$n~•)l :ffirnir mdln ~ge JPXDlIDmtt 1tllnaitt 5 llrellroiw 
· · &ie · · · ~~ <lil:ff " · · · · · · · · · · · 1w;1i1i :Dim 1tlln~., if](())\\~-~. ... .. . ~~\\ ') WillWUl.Jl\\. )I 

· ·• • .. 34L 1~L62_ Oime 1tlln~ al!@lll!amrs; €$11/ID',OXl!J)) :ffirnir ~din ~ge nmfumtr 1tbmtt is CiRlb®ve 
ltlne ~ @:ff a <DJlllle ~lintr (11 ~im)) lblll«!dmrll all1l IDi!ilte-

34L 1~JlJii3~ One tllncillBSllllillaII cdl«lllbrs «S11,00XOl)) :ffirnir~ ]p'tflrn:~Jlllallm:t•tmit is ovce 
the iranrgiet ofa mre ~ «SWl.fu)l ~«»ioorll «:mllll r.iire~ · · 

343JLJ_ The ~co shhli JreSIOlRve @lID.e lniinmcdiitoo ~eHl11t OooW-4) ofstm~ J,lllemkt · 
~ witlnm !llnirty• (3«JJ)l aiD.endimr ~ .:ttIDniinm 1!llne l!biie the aqpipeal was film 
mththeMCO 

·~4;8; Sllspension of Payment 

. • · • 34UtL JPayment ofcapitation pa}'IDeill.tS shall be ~died wlb.m: 

· 34JtLL The l\i!CO failS to cure a default Wilder tlbis Agreement Within thirty (30) da:fs 
of notification; 

. • 34~8~ L2_ Failing to act on identified ¢ottective Action Plan;· 

34_3_1_3_ . Failure to implemeritappmved pm~ management or iinplementarion 
plans; 

34_8_1_4_ . Fai~ure to submit or act on any transition plan, or corrective action plan, as 
specified in this Agreement; or 

· 34~sj _5_ U~on fortection of the defitiency or omissio11; ca:pit~tion paymerts sha:iI be 
remstated_ . · · . . . 

34.9~ A.<lnrinistrative and Qth~r Remedies · 

.. • .34_9_1_ In additi~ri to other liquidated dainages described ill Category 1-5 everits; DHHS may 
. impose the following other remedies: . . . . . . . 

34.9.1.1. ·Appointment oftemporazy management ofthe MCO, as provided in 42 CFR 
438306, if DHI:IS finds that the 1\1~0 ha5 repeatedly f~iled to meet . 
substantive requirements in Section l 903(m) or Secti6n 1932 of the Socia:I 
Securitjr Act · · · 

34.9.1:2. ·Suspending enr()llnient of newmt!mbers aridlorchangiiig auto-assignment ()f 
new members to the MCO. · 

34 _9 .13.. Gniilting members tlie right to tennim1t¢ enroilment withou~ (;alise and 
notifying affected menjibers of their right to disenr61L 
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M-. .9UlAL ~m «»iflllllll~ tr@ 1!lln<e MC<OJ fuir ~ ~llllce«ll :miflteir ttllne {fi.fflfiw:ttiiwe 
ocTumttie «»ff 1tllrue ~«S m«ll ninmJtDJl ClM1S m ID>JBIJffiS is ~ce«ll 1filmt 1tllne ~full" 
iinmiJI»mii1ri@ml @ff ttllne ~es JID(Q) 11.@migieir e.rim •all is JID«lltr llii1kelly oo ®r:<w1r_ 

34_<9)JL5i. 'f ~trillffi @fftilne ~ if1r11n.re 1MIQO :ii]]Js tr«»~ @11Jl1t 1)llnre SllJ!lbxsttmmntrme 
ileiniliI5 @ff 1tllnre Agmemmffllll1t @l[ &Illls 1t@ me.ell: 1tllne ~llicaalIDilre mlj[1llliimmnrennlts mm Seciti@lffi 
1l9@3«m)J «»Jr Stecitii@lffi :0.932 @f the Socrail Settmritty AciL 

34_9JL6. cwrui !IllitilllineJmY :ffiimt~ m ~a:«iimmcre witrlln. 42 CJFR 438.JM_ 

34_9Jl_J_ A<dkdmttii@miaiill remoones ~@WOO ll.llllllrderSta!De srarute l{Jl]f regmillatioJID. &litr cmrd!albress 4lireiEI 

ofJID.«»llll-<r:({))llIDlJPl~ce spociifioo iin.42 CJFR43S.J@!ll_ 

34.10.Notice of Remedies 

34" HlU JPrior to the ~tiollll of eithielf liqui&too damages or art:r @tlbiec remOOies imrftirllri t1lris 
Agrreemem, ind.un«l!ing tellJIIllliiation for breadii, with the exception of reqilliements 
related fo the Impieme,lllmtion lPhill., DlflHS will issue written nQtice of remedit;s ~t 
will mdmlle, :as applicable, the following: 

34.10.LL Aciitation to the law, regri.llatiion or Agreement provision that has been 
Violated; · · · · · 

34.l0.L2. 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. IA Request for a Corrective Action ~Ian; 

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 illlposed 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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3~. · Dispute Resolution Process 
· 35~1. Informal Dispute Process 

))~lJL llliJi m.~COlllll Wllttlfu. ~ Klrii«JJnn ~ «JJJf .alJocnsi«»1m ~e byJD)1fllHS wltth ~ fo 1!1hiiiS; . 
· Aginoom• mtdlnfum ~ «<9XID)lidJiai~ :lf«»llll@wfilng the aci]«»m @ir allecisimn,. dJie MOO> JlllllalY . 

·protest swidi aidiirrnnn m docm«»llll llJ>y 1tBne «llelliw(f]I}' of a nl!bti«:e of ]lllIDtest it(!}) DHlBIS a lh>y 
· ..• ~In dne MCO myprottestr saiiall anctiim or ~ecisioo :amnd/«iiit:~est m im<lllKjimll · •. · .. · 

hmmng ~tine New ~nme Meilliatid Direct«»r~ Die M:Co sJmdl J!milnde blBffi!S · 
wi1rh iim.• exp~«»llD. of i1tS ~till-prottestmg JDHHS' s actimJJ. or docisi«iil!lL Tllne 

. . . iDifocror mu de:taniDe a rime tllnat is ]Ilurtwilly agreeable to tine parties dmllJJ.g ~«:h 
·: iliey may presem th.cir Views @llll ilie irl!BSpiiioo .issue(s). lit is llllmrrllttstooo that the · 

pres~tatiitiiit md discum~lllt ~ftln¢ «llispmed isslllle{s) :Will b:e informal imi ~- The 
Jiliinectoit will provide written notice of tine time, forimit and lioCC!ltion itii:f the 
. preselllltatiollllS. At the c•dmion of the presenratiollllS, ilie Director will cmnsider au • 
endence 3J1itd sfuill renrl!et a ~ill recommeni!fation as SOOllll. as pratijcaible~ .nmt m imo 
evenfmore tWm. t:lllrty (30) calendar days aJret the condusi()Il ()f the presentation: 1l1ite . 
. ll)irector may apppim~ a desigmee to .lie~ ~d determine ilie matter. If the Director or 
d~ignee affimiS the action or.decision aiid the action.or decision rellates.to. . . 
temrinatiori of this Agreement,; DHHS shall give•erirollees of the MCO notice of the · . 
. t~IlllJinatiori and WOIJIIliltiO~ consistent wi~ 42 CFR 438~ 10, on therr options for . . • 
receiving Medicaid services followmg th~ effective date o(tenillnation . 

.35;2. No Waiver 

35;2.LThe MCO's exerciSe ofits rights under Section 34.l shalhiotlimit, be deemed a . 
.. .. waiver of, ()r otherwise impact the pai-hes;·rights or te,lled.les otheiWis¢ available 

under faw or this Agreement,· including but not limited to the MCO's right to appeal a 
. •decision of DH.Ii$ under RSA chapter S4hA or any applfoahleprovisions pftheN~iH. 

Ct>de of Admifilsti-atlve Rules, including• but not limited to Chapter He~C 200 Rtile~ 
of Practice and Procedure.~ 
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36. Confidentiality 
36.1. Confidentiality of Records 

~6JLJL Allll ~«»~ renw»li1!s, ;aJIJJfill mc@irulls irimmIBnii1timiiunedi ~eir @ir oollll~ mm «:«»lIIllilliocti«J>llll 

mttlln ~ ~<l»lIIIlmalllloe @ff 1ll!nre ~ttes mdl tllne A~llll1t s1hrafillll llre oomrlfiiiii!m1!Ila!!l m<rll 
sllrumllll mt«J>tr 1lre ~nmoo lbiy itllnre MCO,; JPlmviitd!oo lln@wever, .1tlJnmi1r Jlll~ Jt(!Jj stme JJmvs and 
tllne~@m mall Oli~ve mires @f &e ~llll1tre~gtllne 1ll!S'e md 
al!Dsd<illSn!Iiile @f $Uldll iiimfirnrnmil1tfolill, dnsd~ IDJ.Jrally 1lre nmiidle 00 JPlunlhillic @ffirenrus requnIDrfilrng 
$Ulll:Jht iinnff@~«llllll m <COBllllOChOllll widn fueiJr o:fficialill aJlll!lltiires allHllrdl :ffm ~nisres; irlliroctly 
C@lIIllillOCflOO 00 the 21irllmUJlllilSntiOllll of the semrcres u«l! trlln.e Agreemmt; aimd provided 
f1n11nfu.er, dnm the use oi mscloswire lby miy party of my W@:nmuiiomt COJmceming a 
mciipiiem f(Q)r aimy p1lll!Ip05e not ~y COmmlloctoo with dne admIDmistrrati@irit «J)f me 
D~iellll1t or mre MCO's mespomiliilities with~ to pmdnasoo semces 
hieriemDdeir is pr\Ollrihited except on writtellll comellllt of the recipn• his attorney or 
glllar<rlliarriL lfn me case of records protected by 42 CFR JP>art 2.33, die mdividmall must 
provide consent and notice as specified by _42 C:FJl.tJP>art 233. 

36.2. MCO Owned or Maintained Data or Information 

36.2.l. It is ui1ullierstood that DHHS may, in the course ofcarrying out its responsibilities 
under tilris Agreement, have or gain access.to confidential or proprietary data or 
mfonnation owned or maintained by the MCO. Insofar as the MCO seeks to maintain 
the confidentiality of its confid~ntial commercial firiancial 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 ac~owledges that DHHS is subject to th~ Ri~ht-t~Know U:w _New I 
Hampshire RSA Chap~er 91-A. DHHS shall mamtam the confidentiality of the 
identified confidentlal information insofar as it is consistent with applicabl~ laws or 
regulations, indudmg but not limited to New Hampshire RSA Chapter 91-A Iii the 
eventDHHS 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 
informatio11 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 incuning 
aiiy 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 - June 30, 2019 
Capitation Payment 

Eligibility Category 
Low Income Children and Adults -Age 2-11 Months 
Low Income Children and Adults-Age 1-18 Years 
Low Income Children and Adults -Age 19+ Years 
Foster Care I Adoption 
Breast and Cervical Cancer Program 
Severely Disabled Children 
Elderly and Disabled Adults 
Dual Eligibles 
Newborn Kick Payment 
Neonatal Abstinence Syndrome Kick Payment 
Maternity 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 Eligibles - Under 65 
Nursing Facility Residents - Dual Eligibles - 65+ 
Community Residents - Medicaid 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 IHS Children 
Acquired Brain Disorder - Medicaid Only 
Acquired Brain Disorder - Eligibles Dual 

Behavioral Health Population Rate Cells 
Severe I Persistent Mental Illness - Medicaid Only 
Severe I Persistent Mental Illness - Dual Eligibles 
Severe Mental Illness - Medicaid Only 
Severe Mental .Illness - Dual Eligibles 
Low Utilizer - Medicaid Only 
Low Utilizer - Dual Eligibles 
Serious Emotionally Disturbed Child 
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Capitation Rates 
$223.43 

139.77 
477.56 
364.07 

1,822.10 
1,055.54 
1, 118.63 

242.77 
2,926.55 
9,648.20 
2,838.56 

Capitation Rates 
~ $2,640.90 

1,353.25 
278.52 

96.73 
3, 118.44 
1,570.04 
1,254.84 

450.30 
842.80 
252.23 

1,215.75 
1,488.03 

339.41 

Capitation Rates 
$2,358.94 

1,783.25 
1,715.63 
1,057.24 
1,480.45 

710.82 
954.70 



New Hampshire Medicaid Care Management Contract 
Exhibit B Amendment #16 

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 1, 2018 - December 31, 2018 
Capitation Payment - NH Health Protection Program, Transitional Population 

Eligibility Category 
NHHPP Transitional Population 
Maternity Kick Payment 

2. Price Limitation 

Capitation Rate 
$ 509.37 
$ 2,838.60 

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 1,553,254. 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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1ll!TJe Slla1te slh!allll renmlb1unrse 1!1hle Co1T1!1trac1Dr b 1!ltne ammmwrrnlt d 1!ltne AlrnlrnuSl IFee speciilliitt:alllly 
allkocable tto 1!1hle pireimilumnrns paid dl11J1rriilrng 1!1hliis Colrn1tradt lr emnm b each calleirndlar year oir patJ1t 
1Hhlereolf. iin'lldll!ldfilt'llg alTll ad]IUISl!melt'lltt b 1!1rne ffiu!DD UITlllllllaldt olf 1lltTe 1!110lfll-dledl1U1cl!iibfillfift:y o1f 1!1hle Alrllrn111J1all 
IFee foir f'ederaU aoo sllaite 1tax p1u11rposes. ttlTlldlll!ldiirrrg filllloorrrrne alT!ldl exciise taxes 
(("'CollllfiracttOir"s AdjlL!rSted Fee1- The Coll1l1traciorr"s Adl]llJ!Sfted! IFee shaDU be delterrmfined 
based OITll the finaB notification of 1!he Mlflll!Jlall IFee amoolflltt Colfllfirador or Corutractor"s 
parelTlltt mceives from the Uniited Smites llTll1temail Revelf!lUJ!e Se!Niice_ The State \W~ provndle 
renmoo11Sement within 30 days folllowiing iiftS reviiew alT!ld acceptance of the Contractor"s 
Adjusfted Fee_ 

To daum reimbursement for the Contrador"s Adjusted Fee t!he Contractor must submit a 
certified oopy of its full Annual Fee assessment wittlun 60 days of receipt. together with 
the allocation of the Annual Fee attributable specmcaftly to its premiums under this 
Contract The Contrador must also submit the calculated adjustment for the impact of 
non-dedu~ib_ili!Y Qf the j\m1u~l_f~~ _attr:ibufable_ 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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Exhibit! 

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 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 asso:ciates. As defined herein; "E3usiriess 

.• Associate" shall nie~n the Contractor arid subcontractors and agents of the Contractor that 
receive,. usei ·or .have access tb •protected health information under this Agreement and ."Covered 
Entity'' shall mean the State of New Hampshire, Department of Health and Human Se.rvices. 

(1) Definitions . 

. a. "Breach" Shall have the same meaning as the term "Breach" in section 164.402 of Title 45, 
· · Gode of Federal Regulations. 

b. "Business Associate" has the meaning given sUc.h 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 Title45,. 
Code.of Federal Regulations~• ·· · · · 

• d. "Designated Record Set" shall have the same meaning as the term "designated record set" 
in 45 CFR Section 164.501 .• · · . . . 

e .. "Data Aggregation';·stiall have the same meaning as the term "data aggregation" in 45CFR 
Section 164.501. 

I 
.· f. "Health Care Operations'' shall have the same meaning as the term "healt~ careoperatfons" · 

. in 45 CFR Seetion 164.501. •. . . I . •. · · .. • 

g. "HITECH Act" means the Health Information Technology for Ecoil6iilic and Clinical Health 
.. Act, TitleXlll, SubtitleD, 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 
·1.04-191 and the Standards for Privacy .and Security of Individually Identifiable Health 
Information, 45 CFR Parts 160, 162 arid 164 and amendments thereto. · 

i. "Individual" shall have the same meaning as the term "indivi.dual" in 45 CFR · Seetion 160.103 
and shall include a person who qualifies as a personal representative in accordance with 45 
CFR Section 164.501 (g). • · · · · · · · 

• j. ''Privacy Rule'' shall mean the Standards for Privacy of Individually Identifiable Health 
Information at45 CFR Parts 160 and 164, promulgated urider HIPAA by the United States 
Departm~nt of Health and Human Services. · • · I • · • · 

• k: · "Protected Health Information" shall have the same meariing 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 
Health Insurance Portability Act · · 
Business Associate.Agreement 
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. . . . . . . . - . . . . . 

I. "Required by Law" shall have the same meaning as the term "required by law" in45CFR 
Section 164; 103. · · · · · · 

. . . . . .. . . . . . . . . 
. .. .. . . . .. .. .. 
. . . . .. . . . .. .. .. . . . 

m. "Secretarv"shall mean the Secretary of the Department of Health and Human Services or• 
his/her designee. · · · · · · · 

·• n. "Security Rule" shail mean the Security Standards for the Protection of Electronic Protected · • · 
Health Information at 45 CFR Part 164, Subpart c; and arnendmerits thereto. . 

. . . . . . .. . .... 

. o. •"Unsecured Protected Health Information" means protected health information that is not 
secureo by a technology standard that renders protected health information i.Jriuscible, 
unreadable~ or indecipherable to unauthorized individuals and is developed or endors~d by 
a standards developing organization that is accredited by the American National Standards 
Institute. 

p. Other Definitions - All ternis riot otherwise defined herein shal.1 have the meaning 
established i.mder45 C.F.R. Parts 160, 162 and 164, as amended from time to time, arid the · 

•·• HITECH . . . . . . . . . . . . 

Act. 

· (2). • .. Business Associate Use and Disclosure of Protected Health Information. 

a. 

. b. 

. . . ' . . . -

Busin~~s Associate shall not use, disclose, maintain or transmit Protected Health· .• 
· Information (PHI) except as reasonably necessary to provide the servi¢$s outlined under 
Exhibit A of the Agreement. Purther, Business Associate, including but riot limited to all . 
its directors, officers, employees and.agents, shall not use, disclose, maintainer transmit 
PH 1- iri any manner that would constitute a violation of the Privacy and Security Rule .. 

·Business Asso~iate may useor disclose PHI: I . 
·•I: · For the proper management and administration of the• Business Assodate; 
II. As required by law, pursuanno the terms setforth in paragraph d~ below; or 
Ill. . For data aggregation purposes for the health care operatioris of Covered 

Entity. . . . 

. c .. · ·•·To the extent Business Associate is permitted under the Agreement fo disClose PHI to a 
third party, Business Assqciate must obtain, prior to making any such disclosure, · (i) 
reasonable assurances from the third party that such PHI will be held confioentially and 

. used or further disclosed only as required by law or for tlie ·purpose. for which· it was 
•·disclosed .~o the third party; and (ii) ah agreement from such third party t(j notify Business 
. Associate, in accordance with the HIPAA Privacy, Security, and Breach Notification 

d. I 

3/2014 

Rules of any breaches of the confidentiality of the PHI, to the extent it has obtained 
knowledge of such breach. 

The Business Associate shall not, unless such discl9sure is reasonably necessary to 
provide services 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 disClosure, the Business 

. Exhibit 1 . contril.cJor Initial GU • · 
Heaith Insurance Portability Act S'-~ 
Business Associate Agreement S lC \G.. 
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Associate sh:all refrain from disClosing the PHI until Covered Entity has· exhausted all . 
remedies . 

. • e .. : If the Covered l;ntity notifies the Business Associate that Covered Eritity has agreed tO . 
be bound by additional restrictions over and above those uses:or disclosures or security 
safeguards of PHI pursuant to the Privacy aiid Security Rule, the Business Associate 
shall be bound by such additional restrictions and shall not disclose PHlin violation of 

.. such. addifiorial restrictions and shall abide by any additional security safeguards. 

(3) •. Obliaations and Activities of Business Associate. 

a. th~ Sl1siness Associate shall notify the Covered Entity's Privacy Officer imrT1ediately 
•. · after the Business Associate becomes aware of any use or disclosure. of protected 

health information not provided for by the Agreementincluding 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 itbecomes 
aware of any of the above situations. The risk assessment shaii.lnclude, but notbe :· 
limited to: 

. c) · ·: The nature arid e)(tent of the protected health information involved, in¢1Lic:Jing the 
· types of identifiers and the likelihood of re-identification;·• · · 

o The unauthorized person used the protected health information or to whom the 
disClosLire 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. I · 

The Su$iness Associate shall complete the risk assessment i.ivithin 48 hours ofthe 
•. 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 Notifjca,tion Rule. 

d. Business Associate shall rnake available all ofits internal policies and procedures, books 
.. and records relating to the use and disClosure of PHI received from, or created or 
. received by the Business Associate cm behalf of Covered Entity to the Secretary for 

purposes of determining Covered Entity's compliance with HIPAAand the Privacy and 
Security Rule. · · · · · · · 

Business Associate shall require all of its business associates that receive; use or have 
CiCCess to PHI under the Agreement, to agnjle in writing to adhere to the same . • . : 
restrictions and conditioris on the use and disclosure 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 ofttie Contractor's business associate 

. agreements with Contraetor's intended. busines. s associa,tes, who will be. re.ceivi~PHI 

3/2014 . · · : . Exhibit I Contractor Initials . 
· · · • · . Heaith Insurance Portability Act · . : · · · · · . 
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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 hee1.lth information. 

f. Within Jive (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 arid 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. · • Within 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 (1 O) business days of receiving a written request from Covered Eritity 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 bya.n 
individual for an accounting of disclosures of PHI in accordance with 45 CFR Sebtion 
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 makeavailable 
to Covered Entity sluch information as Covered Entity may require tb 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 forvitarded requests; However, if forwarding the 
individu.al's request to Covered Entity would cause Covered Entity or the Business 
Associate to violate HIPAA and the Privacy arid Security Rule, the Business Associate 

· shall instead respond to the individual's request as required by such lq.w and notify 
Covered Entity of such response as soon as practicable. · 

I. Within ten (1 O) 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, br 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 bf the PHI has been otherwise agreed to in 
the Agreement; 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 infeasible, for so long as Business~· 

3/2014. • Exhibit I . Contractor Initial -
· . Health Insurance Portability Act . 
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Associate maintains such PHI. If Covered Entity, iri its sole discretion, requires that the .. • 
Business Associate destroy any or all PHI; the Business Associate shall certify to .. 
Covered Entity thatthePHI has been destroyed. · · · · 

· (4) · · · Obligations of Covered Entity 

a. · · · · Covered Entity shall notify Business Associate of any changes Or Jimitation(s) in its 
Notice of Privacy Practices provided to individuais in accordance with 45 CFR Section 
1. 64.520, to the extent that such change or I.imitation may affect Business Associate's 
use ordisclosure of PHI. 

• b. Covereo Entity shall promptly notify Business AssoCiate of any cnariges iri, or rewocatic:in : 
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 prc:impUy notify Business Associate of any• restrictions ori the use or 
disClosure of PHI that Covered Entity has agreed to in accordance with 45 CFR 164:522, 

• . : to the extentthat such restriction may affect Business Associate's use or disclosure of 
PHI. 

. (5) • • Termination for Cause 

In addition to Paragraph JO 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 Cov9redEntity. If <;:;overed Entity - . 
··• .. determine~ that neither termination nor cure is feasible, Covered Etl1tityshall report the 

violation to the Secretary; · · · · 

• (.6) • · · Miscellaneous· 

a. 

: b~· 

c. 

d. 

Def.initions and Regulatotv References, All terms used, but not otherwise defineo 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. ... . . . . . . 

· 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. · 

Data Ownership. The Business Associate·ackriowledges that if has no ownership ~ights 
·with respect to the PHI.provided by or created.on behalf of Covered Entity. . 

Interpretation. The parties agree that any ambiguity in the Agreement shall be resolved 
to permit Covered Entity to comp. ly with HIPAA, the Privacy and Security R. ule.~. 

3/20i 4 · . . . Exhibit I . Contractor Initials , 
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e. Segregation. If any term or condition of this Exhibit I or the application thereof to any 
person(s) or circumstance is held invalid, sucti invalidity shall not affect other temis 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. 

f. · · · Sur\tival. 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 s¢ction (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 dljlY executed this E)(hibit I. 

Sign tur. f uthorizeOepresentative. 

. Name f Author" ed Rep res ntative 
YCD~~{\}j~\G\Cccl- . 

· Name of Authorized e~sentative 

n~J~ Ca._.' d Q, r~r · 
Title .of Afohorized Repr~sentative • · •~Sf Authorized Representative • ·. • 

0 
t'\'1 ;tqj :lO I'? 

ate • •• 
s--~3~\0 
Date · · 

. . . . 

I . 
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Exhibit 0 -Amendment #09 
NH Medicaid Care Management Quality and Oversight Reporting - SFY 2019 

The Exhibit o items shall be submitted a-ccording to the' schedule and method specified and as mddlfled In the NH Dl=ll=IS'!i New l=lilmrnhlre M@clleelcl Cer@ 
Management Quality Oversight Reporting Specifications document, related templates, and as spe!elfled by the Medleilld Quilllty lnfarmi!!tlan Sy!it@m 

I 
specifications using the specifications relevant for each item's data period. r 

' 

Table Notes: 

I 
"Change for 2019" column indicates whether the item is Y,nchanged, t!ew, ~hanged, or ,Betlred afiter flnal 11ubml!i!ilan. 

. ' 
I 
I 

"Requires Subpopulation Breakout" column indicates measures where reporting requires populatlon subgrouplns 11y11tem as d~flned by Ol=ll=JS; 
I 

Reporting Reference IDs starting with "CAHPS_CPA_SUP" or "CAHPS_GP _SUP" are for CAHPS supf lemental que11tlans1 to Include the sernenlns que!itlon!i 

used. , 

ACCESSREQ.05 

ACCESSREQ.06 

ACCIDENT.01 

ACCRED.01 

AMBCARE.10 

5/24/2018 4:13 PM 
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u 

u 

u 

u 

u x 

Member Requests for Assistance Accessing 
MCO Designated Primary Care Providers per 
Average Members by Count 
Member Requests for Assistance Accessing 
Physlclan/APRN Specialists (non·MCO 
Designated Primary Care) Providers per 
Average Members by Count 

Accident and Trauma Claim Log 

NCQA Accreditation Submission Overview 
Report 

Ambulatory Care: Physician/ APRN/Cllnlc 
Visits per Member per Month by 
Subpopulation 

I 
Measur,e 

I 

I 

Mea~ur'e 

fable 

I 

Report i 
I 

I 
Measur~ 

i 

Quarterly 

Quarterly 

Mc:inthly 

Annually 

Quorterly 

2 m1mth§ ilftfi!r 
thri! 1rnd gfthli! 
qU1lft@r 

1~ cal@nd11r d11y§ 
11ft@r 1md gf 
ml:lnth 
1~ Di!Y!l i!ftri!f 
Meo ri!i;@iv@§ 

final 
9eeredlt11tl1:Jn 
Fe!iUlt; frnm 

NCQA. 

4 mc:inth!i aftl'!r 
the llnd c:ifthe 
ealendor uartl'!r 
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'' 

Re.quires 
Reporting Reference.ID 

Change for 
. Subp~pLilatlon · . Name· . . ~ ' Type:· Mgmmro Sforuhml Du~ 

2019. ' 
. 

~ ', ' 
... Dato Porlof:I · • .. 

Doto ,, .. .. .. Breakout,· . . .. 
" 

.,, 

Ambulatory Care:· Emergency Department 4 month§ after 
AMBtARE.11 . u x Visits for Medical Health Condlt!Oris per · · ·Measure • ·: · . Quarterly• the firid of th@ 

. : AMBCARE.i2 

AMBCARE.13 
-

AMBCARE.14 

AMBCAR.E.18 

APPEALS.01 

. APPEALS.02. 

: . APPEALs:o3. 

APPEALS.04 

APPEALS.OS 

. APPEALS,16. 
-.-

APPEALS.17 
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u :x 

:u 

u 

u 

u 

u 

c 

u· 

Member per Month bY Subpopulatlcin 
Ambulatory·care: Emergehcy Department 

: Visits PotentlaliyTreatal:ile•1n Primary Care Measure 
: :per Member perMonth:by Subpopulation . 
· Ambulato,.Y Care: Emergency Department 

Visits for Behavloral:Health Conditions per . 'Measure 
Member per Month:by Subpopulation 
Ambulatory Care:.Erriergency Department 
Visits for Substance Use Related :(chronic or · · 

Measurn. 
. Acute) Condi.t.lons per Member per Mor1th . 

bv Subpopulation 
· Frequent (4+ per year) Emergency 
· Department Use In the Behavioral Health · Measur1:1 

Population by Subpopulatlori 

Resolution of Standard Appeals Within 30 ··Measure 
Calendar Days 

Resolution ofExtended Standard Appeals 
Measure. Within 44 Calendar Days 

. • Resolutlon of Expedited Appeals Wlthlri7.2 · 
Measure ·Hours 

Resolutton of-All Appeals Within 45 
. Measure Calendar Days 

Resolution of Appeals by Disposition Type Measure 

: · Appeals byrype of Resolution and category 
. of s'ervice by State Plan, 1915B Waiver, and Table 

Total Population 
Pharmacy Appeals by Type of Resolutlon 
and Therapeutic Drug Class by State Plan, · ·:Table 
191SB Waiver, and Total Population· 

ealeridiir auarter · 
· 4 month~ after 

Quarterly : the rrnd of the 
· : calendar auarter 
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Quarterly thlll end of the 

c;alemlar flUilFtli!F • 

4 monthli !lftl!!r 
•Quarterly thund oHhe 

· ~al~ndar quarter 

4 month§ after 
CJmrtr:irly the end l:lfthe 

~tileml11r r:iwirter 
2 month5 11fter 

Qurmerly· the e.nci of the 
auarter · 
2 month§ 11fteF 

Quarterly thrund l:lf thfi 
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. 2 .months after 
Quarterly the end oHhe 

auarter 
2 mcmtha after 

Quarterly . the end of the 
.. 

auarter. 
2 month5 after 

Quarterly the end of the 
· · fiu11rter 
· : 2 mgnthfi after 

Quarterly · the end oftM 
auarter 
2 mo.nth5 after 

· Quartertv · the end of the 
1:1uE1rter • · 

lllr§t Diltii! Diltii! of Lil§t 
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.. fflr N@w fjf · · sllliml§§lon for: 
Ch11n11@ R@tlr@f:I 
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Reporting Reference ID , 

AfiPEALS.18 

, APPEALS;19 

BHCHLDMEDMGT~Ol 

BH DISCHARGE.01 

BHDISCHARGE.02 

-

BHDRUG.01 

, BHHOMELESS.01 

BHHOMELESS.02 

, BHPARITY.01 

BHPARITY.02 
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2019 
Subpopulation 

Breakout 
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u 

R 

u x 

u x 

N 

u 

u 

c 

c 

Na mo ,Typo 

~ 

Services Authorized within 72 Hours, 
Following A Reversed Appeal 

, M!l1rnure, 

Member Appeals Received per Member 
Measurn 

Month 

Follow-up Psychiatric Consultations for 
Children Using Behavioral Health •Measure 
Medications 

Community Hospital Discharges for Mental 
Health Conditions Where Patient Had a Visit 
With a Mental Health Practitioner Within 7 Measure 

, Calendar DaVS'"Of Discharge by 
, , Subpopulation , 
, , Community Hospital Discharges for Mental 

Health Conditions Where Patient Had a Visit , 
With a Mental Health Practitioner Within 30 , Measure 
Calendar Days of Discharge by 
Subpopulation 

Severe Mental Illness Drug Preauthorlzatlon 
Table 

Report 

, ,New Hampshire HospltalHomelessness 
Plan 

Reduction Plan 

New Hampshire Hospital Homelessness Narrative 
Quarterly Report , , , Report 

Narrntlve 
Behavioral Health Parity Certification Report 

Report 

, Behavioral Health Parity Semi-Annual , Narrative 
Compliance Report Report 

lilr§t [lat@ Oat@ @f La§t 
MM§llffi !ltilflflard iJY@ ll@quirnrJ !l@fjllifi!B 
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Agreement 
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, calendar veilr 

Semi~ 
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Annually 
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Re_qulres 
- Reporting·Refe.rence ID 

Change for 
Subpopulation -·· Name -, «rypo 

-Mcu1i111rn .St111ulartl IJtiii! 
2019 '. D1JtO Porl@EI' 

'-' 

.. ~!'it!'! Breakout --
/ ', 

,_ 
~', 

,,_ 

Ji,me 1 t:if.thf;l 
. - • prlt:ir SFY fo • -

Readmission to Community Hospltiirfor •June llO of the 
BHREADMIT.01 u x · ·tviental Health Conditions at 30 days by· Measure measurement _ -Septembf;lr l.§t _ 

. Subpopulation year. A lll 
mt:inth 

. ' period.· 
January l of 
the prior Sl'Y 

--- Readmission to Community Hospltalfor .. to June llO of 
BHREADMIT.02 - (J x Mental Health Conditions at 180. days by · Measure. • the Septemb~r l5t .. -

- Subpopulation . mea~uriimfllit 
year. AO 18 
month Derlod · · 

BHSURVEY.01 _ u -. Behavioral Health Satisfaction survey Narrative 
Annually · : June llOth · 

Annual Report Rer:iort 
BOARDCERT.01. u MCO Network Board Certification Report ·Table Annually July n" 

Adult CAHPS: Validated Member. Level Data._ 
Stamliird 

CAHPS_:_A.01 c Data Fiie - HWIS MayllO 

• CAHPS_A.02 

CAHPS_A.03 

CAHPS_A.04 

· · CAHPS_A.05 

CAHPS_A_ALL 
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c 

u 

(J 

u 

·u 

Fiie (VMLDF) 

Adult CAHPS:Valldated Member Level Data 
-: 'Fiie (VMLDF)·Layout 

.. 
Adult CAHPS: Medicaid Adult Survey Results 
Report 

Adult. CAHPS: CAHP.S Survey Re~ults with 
Confidence Intervals·· 

: .Adult CAHPS; Survey Instrument Prodfs · 
created by Survey Vendor - · · 

Adult CAHPS: CAHPS 5.0H Core Survey· 
Adults 

§chedulti 
St1rndard 

Data1%f HIH>lS • •May;)O 
Bcheduie 
Stand~rd 

Report Hm1s June:JO 
schedule 
Standard 

Data Fiie :HcDIS July l~ ·: 
·schedule 
Standard 

Report Hc01S • • rebruary 2S 
schedule 
standard 

Measure HEDIS June :JOth 
schedule 

filfst.D1Jti'! t'loti'! of Lo§t _ 
Ri'!qllir@tf . it@qYifi!EI , .. .. f@f Ni!W Of_ !iubmi§§ion f€ir 
CIUiRlii'! R@tlr@EI 
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Reporting,Reference ID 

CAHPS_C_ALL 

CAHPS_CCC.01 

CAHPS_CCC.02 

CAHPS_CCC.03 

CAH PS_ CCC.04 

CAHPS_CCC.05 

CAHPS_CGP.03 

CAHPS_CGP.04 -

CAHPS_CPA_SUP.101 

CAHPS_CPA_SUP.102 

CAHPS_CPA_SUP.112 

5/24/2018 4:13 PM 
Page 5 of 34 

Requires 
Change for 
, 2019 Subpopulation 

Breakout 

u 

,, 

c 

c 

u 

u 

u 

u 

u 

u 

u 

R 

,, Name, 

Child CAHPS: CAHPS 5.0H Core and 
Children with Chronic Conditions Survey· 
Children 

Child w CCC CAHPS: Validated Member 
· Level Data File (VMLDF) 

Child w CCC CAHPS: Validated Member 
Level Data File (VMLDF) • Layout 

Child w CCC CAHPS! Medicaid Child with 
CCC· CCC Population Survey Results Report 

Child w CCC CAHPS: Survey Results with 
Confidence Intervals· Childwlth CCC 

Chlldw CCCCAHPS: Survey Instrument 
Proofs created by Survey Vendor 

Child w CCC CAHPS: Medicaid Child with 
CCC .·General Population Survey Results 
Report 

Child w CCCCAHPS: Survey Results with 
Confidence Intervals· General Population 

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) 

Adult CAHPS®: Ease In Getting Treatment or 
Counseling: Usually or Always 

In the last 6 months, did you have a health 
problem for which you needed special · 
medical equipment, such as a cane, a 
wheelchair, or oxygen equipment? 
(Screening Question for 
CAHPS_CPA SUP.113) 

lllr§t !Jatlil DEltlil flf La§t 
Mmrnurn Stamford Dm~ Ri.;iqulr@EI R@Qulr@EI Typo, 

Dnto Pcrh:id IJ1itlil f6f Nlilw t'lf sYbmi§§ion for 
Clmm!@ , ll@tif@fl 

Standard 
Mea!lure 'H!mlS JUM ~0th 

'!i~hi;1dUl1> 
Stilhdnrd 

Datiil%i H!;DIS M11y~O §/~O/~Ol~ 
§ehedule 
st11ndard 

· Data !'lie H!;DIS Mily~O M!O/i!OUI· 
~ehedul@ 

St11ndard 
Report HEDIS June ~O 

schedule 
Standard 

Data Fiie HEDIS ·July i~ 
sehedule 
Standard 

Report HEDIS ro.bruciry :rn 
schedule 
Standard 

Report ·HEDIS June ~o · 
schedule 
Stand11rd 

Data File HEDIS July l~ 
sch@dule 

Standard 
. Measure H~DIS July l!}th 

Schedule 

St11ndard 
Measure H!;DIS July l~th 

§~h@dult:1 

Standard 
Measure. H~DIS July l!}th 11anou 

Schedule 



Exhibit 0 -Arrtendment#09 • 
:NH Medicaid. Care Management Quality and Oversight Reporting - SFY 2019 

., !' • ' 

. . Re_qulres .. 
· .· . ·.

1
· ·Change.for... . . 

·'.fleporting:Reforence. D · . 2019 ·• .• s.ubpopulati.~n. ·. ; . 
'. · ·._ ·~ . . · : '· . .,: ··· . , : • ".Breakout··· · .. . ' 

.. 
·Name .,. 

~lr~t l)ot€1 Dot@ oHo!it 
Stuml!ird Du@ . Rt1Jtl1frt1d · •Ri!QYlf.@d . . 

•· ·· ::' :.D11t@: .. ;~· •. ·tor Nl'iw@r·: .. :§uoml!i§lorrfor 
. . · ~h11rt1!@· . '· R~tlr@Ei· . · 

Standard·· 
CMlPS_CPA_SUP:113 

AdultCA_HPS"': Ease In Getting Special 
Medk:al. Equipment: Usually or: Always 

.. Measure · HlmlS June ~Oth 

.. : CAHPS_CPA.;_SUP.231 • 

CAHPS_CPA_SUP.232 

CAHPS_CPA_SUP233 

. CAHPS_CPA.:_SUP .234: 

CAHPS_ CPA_SUP .9.0012 
1 

CAHPS_CPA_SUP.90012 
2 

CAHPS_tPA_SUP~9o012 

3 ·-

. CAHPS_CPA.:.,suP.90012.: 
:4. 

CAHPS_CPA_SUP,TBDOS 

,5/24/2018 4:1~ PM 
Page 6 of 34 

u 

·u: 

u 

u 

u 

:u 

u 

·N: 

.A.dult CAHpS~: Days to Get Appolntmen~ 
When Care Ne_eded Right AV;ay 

:sch@dule· 
Statidard 
H~Df~ . : July l!;Jth 
sehf!dUf!;! 
Standard 

· Adult CAHPS®: D~ys to Get Appolntmant ~or 
Check~up or Routine Care · · · · · "M!i)asurn H1m1s July l!lth 

§Chtidulti . · 
In the .last 6 months, did you need care 
during evenings, weekends, or holidays? 
(Screening Question for 
CAHPS_CPA SUP.234) 

·Adult CAHPS®: Gett! ng Needed Care from a 
· • Doctor's Office or Clinic During Evenlrigs, · 

Weekends, or Holidays • Usually or Always 
Adult CAHPS®: Personal Doctor Had Medical·· 
Records ot Other Information about Care: 
Usually or Always 
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 
service? (Screener Question #l for 

. CAHPS_CPA:.:suP.900124) 
In the .last 6 months; did you need help 
froni anyone In your personal doctor's 
office to manage your care among these 
different providers and service~? (screener 
Question #2 for CAHPS..:.CP,A._SLiP.900124) 

· Adu.It CAHPS®: Personal Doctor Provided 
:Help Needed to Manage Care Among:.:·· 

: . Different Providers and Services: UsualJy:or 
·Always 

Adult CAHPS"': Kno\Vledge of Health Plan 
Complaint Process · 

.. . ... 

Measure 

: Standarrl • · · 
•H1m1s 
Schedule 

Standard 
HEDI$ 
schedule 
Standard · 

. Measure : HEDIS 

Measure 

Measure 

Measure 

· · · . Schedule · 

Standard 
HEDIS 
Sched.ule 

Standard 
HEDIS 
Schedule· 

Standar.d 
Hl!:DIS. 
seneriuie 

Standard · · 
: : :M!l;rnure: Hl!:DIS 

· ·.. 5(:heduli;i 

•July 1sth 

JulyUth 

: July lSth 

July 1Sth 

: ·July l!;ltn 

·. 7/lfJ/'JJJlr;J .. 



Exhibit 0 -Amendment#09 
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· Reporting Reference ID 

CAHPS_GP _SUP.2'.31 

CAHPS_GP _:.SUP.232 

CAHPS_GP _SUP.233 

CAHPS_GP -'SUP.234 

-

CAHPS_GPc._SUP.900120 

CAHPS_GP _SUP.990096 

CAHPS_GP_:.SUP.990097 

CAHPS_GP _SUP.990098 

CAHPS_GP _SUP.TBD02 

CARECOORD.01 

CARECOORD.03 · 

5/24/2018 4:13 PM 
Page 7 of 34 

Requires 
Change for 

2019 
.Subpopulation 

Breakout 

u 

u 

u 

u 

u 

u 

u 

u 

N 

u x 

u 

Name . 

Child CAHPS®: Days to Get Appointment 
When Care Needed Right Away. 

Child CAHPS®: Days to Get Appointment For 
Check-up or Routine Care 

· In-the last 6 months, did your child need· 
care during evenings; weekends, or 
holidays? (Screening Question for 
CAHPS~GP SUP.234) 
Child CAHPS®: Getting Needed Care from a 
Doctor's Office or Clinic During Evenings, 
Weekends, or Holidays - Usually or Alwavs 
Child CAHPS"': Personal Doctor Had Medical 
Records or Other Information about Child's 
Care: Usually or Always 
In the last 6 months, did anyone help 
coordinate your child's care? (Sc:reerilne 
Question for CAHPS_GP _SUP.990097 and 
CAHPS_GP _SUP.990098) 

Child CAHPS®: Who Helped to Coordinate 
· Child's Care 

Child CAHPS®: Satisfaction with Help 
Received to Coordinate Child's Care· 
Satisfied or Very Satisfied 

Child CAHPS®: l<nowledge of Health Plan 
Complaint Process 

· Percent of Members Receiving Care 
Management Services by Subgroup 

Quality Assessment: Referral to Case 
Management for All Infants with a Diagnosis 
of Neonatal Abstinence Syndrome 

illr§t !Jett! !Jett! af ba§t 
MO!l§Uf~ iltafidard t)lJtl Rtlquir@d R€!€1lliH!d 

'i'yfUl 
Dilta P@rlod • Dat€! for N@W Of ilYl:imi!i§itJn far 

l':trnmrn rt@tirna 
Standard 

Measure HWIS July 15th 
§ehedule 
Standard 

Measure HEDIS •July l!ilth 
schedule 

Standard 
Measure Hl:DIS July l!ilth 

Sehedulo 

Standard 
Measure Hl:DIS July lSth 

sehf!dule 
Standard 

Measurn H!;DIS • July l!ilth 
Sehadule 

Stands rd 
Mea§Ufe . HlrnlS JulyJSth 

•Schedule 

Standard 
Meirnurn H~DIS • July lSth 

lit:hedule 
Standllrd 

Measure H~DIS July l!ilth 
sehtJdule 
Standard .. 

Measure .HKDIS JulylSth 7/l!il/:1()1~ 
5ehedule 

4 month5 11ftf;Jr 
Measure Quarterly ·the @nd ofth@ 

. •data period 
4 month5 after 

Measure quarterly the end c:if the 
auart@r 



Exhibit o -Amendment#09 
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Reporting Ref~rence ID 
. ,, 

CAREMGT.01 

. CAREMGJ.06 

CAREMGT.20 

CLAllVl.01 

:CLAIM.OS 

CLAIM.06 

CLAllliLcJ7 

· CLAIM.08 

5/24/2018 4:13 PM 
· · Page 8 of 34 

.. 
Requires Change for 

Subpopulation 
.2019' ' ·Breakout ', . 

.U 

u 

u 

u 

u 

u 

U· 

u 

. 

" N~me· " 
' ' ' 

".'-, 

' " 

Care Management Plan Including Plan to 
Assess and Reportori the Quality arid 
Appropriateness of Care Furnished to 

· Members Wltti Special Health•care Needs : 

-

: Spedal Needs Assessment Report 

Medicaid.Care Management Program 
Comprehensive Annual Report · 

Timely Professional and Faclllty .Medical 
Claim Processing 

. Claims Qualify Assurance: Clalms 
: : Processing Accuracy 

Claims Quality Assurance: Claims Payment 
Accuracy 

.. 

Claims Quality Assurance: Clalins ~lnanclal · 
.. Accuracy 

., 

: : :Interest on:Late Paid ClaJrns. • 

'. fllrllt Datiil Dat@of ba§t 

.. 'fypi;i. . M~!!§Ur@ . ·• · ~tollderd bu@ . i:· ~iilqliirod . . R@Quirnd · . 
~ .:llE1t1f Pt!f~t'ld • ·· . ; /fJi!it1L ~- ' for N@w or.: ; §ullmi§§ion for [; ,,-.,<,' '· '. 

f:l'l!lllf!@ · R@tlr@d 

• .. Plan :N/A Milyl§t · 

· · 15 day§ aft@r th@ 

Table· Monthly 
: : end of tht'l 
· · report! ng · 

guartt'lr 
: .Narrative 

: . and . • Agreement. 
Augu§t~o 

Analytic .year 
'Report 

Numerator 
and 
d~nomlnator 
c:alculilted · ~o r;alendar dily!i 

·Measure dally I after l'lnd of 
~ummary ·· rnporthn1 period 

· llHUl§Uf@ · 

reported 
month Iv 

: . ~O (;111endar di;iva 
Measure Mtmthly . 1iftf!r end of .. 

· : r~gortimi g@riod 
so c:11lend11r diiy§ . · 

. Measure Monthly after t'lnd i:lf ... 
reg(iftlt'lg nerlod · 
§0 calendar d11y9: · 

·Measure •Monthly after iirid {,f . · 
· reriortlnR neriod 

: •so calendar d!l\i!i 
Measure Monthly • : after end of• · 

· regortlng nerli:ld 
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Reporting Reference ID 
-

CLAIM.09 

CLAIM~lO 

·cLAIM.11 

CLAIM.17 

-
CLAIM.18 

CMHCDIRECTPAY.01 

CMS_A_ABA 

5/24/2018 4:13 PM 
. Page 9 of 34 

Requires 
Change.for 

Subpopulation 
2019 

Breakout 

u 

u 

u 

u 

R 

N 

u 

.. • Name 

Timely Professional and Faclllty Medical 
· Claim Processing: Sixty Days of Receipt 

Claims Payment Quallty Assurance 
Corrective Action Plans. 

• Professional and Faclllty Medi cal Claim 
p·r·ocessing Results - Paid, Suspended, 
Denied -

.Average Pharmacy Claim Processing Time 

High Risk Provider - Professional and Faclllty 
Medical Claim Processing Results by 
Provider Subgroup 

Community Mental Health Center Direct 
Payment Report 

Adult BMI Assessment (CMS Adult Core 
Set). Age breakout of data collected for 
HEDIS measure 

·.Type 

Mea~urn 

· · Plan 

Measure 

Measure 

Table 

.Report 

Measure 

~lr§t [)at€! Dat€! Hf LaBt 
Mmisurn Stmulard !Ju€! R@qulrnd . ll@!jlllf€!d 

Dfito ·i>erlf:id Dot€! . f1:1rN€!Wt'lf . !Miffils§if:lii fElr 
etumt1€! ll@timf 

Numerntor 
and 

• d1momlm1tor 
calculated · ~o i:;9li;indar d11y§ 
dillly/ . ilfter tmd i;if · 
§Ummiirv rnpi;irtina perii;id 
mea5urn 
rnpi;irted 
mi;inthlv . 

N/A A§ needed 

Numi;irator 
and 
denominator 
caleulilted · !'iO ctihrndar dilV!i 
dally/ · after end of 
5ummarv reporting period 
measure 

· roported 
·monthly 

SO calendilr deV!i 
Monthly . after oml of 

. rggtJrtln!l r:ierii:ld 
· !'lO calendar di!y!i Ni;i 

Monthly Hfter end of §u~mi§§i@n§ 

r1mortirl!l r:ierii;id Re!:luirnd 

· ·flm nm Tim 

CV §eptemb@r llOth 



Exhibit 0 -Amendment#09 · 
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Reporting Reference ID · 

-

CMS_A_AMM.01 

. CMS_A_AMM.02 

CMS.:.A.:AMR 

CMS_A_;BCS 

•CMS_A_CBP 

CMS.:._A_;CCP .01 

-

: CMS_A_CCP.02 

cMs.: . .A~CCP .03 

S/24/2018 4:13 PM 
· . Page 10 of34 

Requires 
Change for 

Subpopulation · 
.. 2019 'Breakout ·· . ·· • 

u. 

u 

.N. 

.U 

u 

u 

u 

U. 

Name· .. 
.. .. . . '•'--

. Antidepressant Medication Management: 
• Effective Acu.te Phase Treatment (CMS .. 
· • .Aault Core Set) 

Antidepressant Medication Management: 
Effective Continuation Phase Treatment 

• ,(CMS Adult Core Set) 

Asthma Medication Ratio (CMS Adult Core 
Set)• 

Breast Cancer Screerilrig (CMS Adult Core 
Set) -

· Controlling High Blood Pressure (CMS Adult 
. •Core Set). Age breakout of data col lec.ted 

··for HEDIS measure 

Contraceptive Care - Postpartum Worrieri: · 
Most or Moderately Effective Contraception 
- 3 Days by Age Group (CMS Adult and Child. 
Core Sets) 

. Contraceptive Care - Postpartum Women:.· 
Most or Moderately Effective Contraception 
-'60 Days byAge Group (CMS Adult and• 

· •thild core sets)· · · · · · 

Contraceptive Care"'"' Postpartum Women: 
Long~Actlng Reversible Method of 
Contraception (LARC) ..,, 3 Days by Age 
Group (CMS Adult and Child Core Sets) 

illr!lt Doti'! Di!t@ of ~H§t 

:Type: 
.Mcmgurn Sfondord Dtm· ; . ll!i!qutr@o ·f\@qulrtul. . 

.. .. · . ·oatii"Perlod. · ··.·Dotti.· . for !\f@i.~f'or. · ·§ubml§!llofi l@r .. .. 
t:tmmm R@tlf@cl .. 

May 1 of.the ... 
•year prlorti:l · 

... 

the 
meai;urnment 

Meas.urfi 
yeartc Oct ;n • 

~flphm1b@r ~0th 

cfthe 
mea~urement • 
vear. 
May 1 cf the 

.. year prlgr tl:l 
the 
mea5ur~ment 

Measurn 
year tc Oct l!l 

· lleptember ~0th. 

gfthe 
measurement • · 
'i'enr. · 

: Measure·. Calendar Year lleptembli!r ~0th :9/~0/~0UI 

Measure· 2 CY September i!Oth . • 

Measure CY • ·September ~bth 

: Measure CY September i!Oth 

.. 

Meirnure CV ~ll~t@mb@r ~0th 
... 

·Measure CY lltipfomb!:!F i!Oth 



Exhibit O -Amendment#09 
NH Medicaid Care Management Quality and Oversight Reporting - SFY 2019 

·Reporting Reference ID 

CMS_A:_CCP .04 

CMS_A_CtS 

CMS_A:_CDF 

CMS_A_CUOB 

CMS_A_ FUA.01 

CMS_A_ FUA.02 

CMS_A_FUH.01 

CM.S_:_A_JUH.02 

. CMS_A_HAlC 

· CMS_A_HPC 

CMS.:..,A_ HPCMI 

5/24/2018 4:13 PM 
Page 11 of 34. 

Requires 
Change for 

2019 
; Subpopulation 

Breakout 

U. 

R 

u 

N 

c 

c 

R 

R 

u 

u 

u 

Name , .Type. 

Contraceptive Care - Postpartum Women: 
Long"Actlng Reversible Method of 

Measure 
. Contraception (LARC) - 60 Days by Age 
Group (CMS Adult and Child Core Sets) 

• Cervical Cancer Screening (CMS Adult Core 
Measure 

Set) ~· 

Screening for Clinical Depression and 
Follow~up Plan by Age Group (CMS Adult · Measure 
and Child Core Sets) · 

··concurrent Use of Oplolds and 
Measure 

:Benzodiazepines 
·Follow-Up After Emergency. Department· 

· Visit for Mental Illness or Alcohol and Other 
Measure 

Drug Dependence: Within 7 Days of ED Visit 
(FUA, CMS Adult Core Set) 
Follow-Up After Emergency Department 
Visit.for Mental Illness or Alcohol and Other · · 

Measure 
Drug Dependence: Within 30 Days of ED 
Visit (FUA, CMS Adult Core.Set) 

· Follow-Up After Hospitalization for Mental· 
· Illness: Wlthln7 Days ofDlscharge (CMS Measure 
Adult Core Set) 
Follow~Up After Hospltallzatlon for Mental 
lllness:Withln 30 days of Discharge (CMS : Measure 
Adult Core Set) 
Comprehensive Diabetes Care: Hemoglobin.· 

Measure 
AlcTesting (CMS Adult Core Set) 

· ·Comprehensive Diabetes Care: Hemoglobin 
Measure 

AlC Poor Control (>9.0%) . 
Diabetes Care for People.with Serious 
Mental Illness: Hemoglobin (HbAlc) Poor Measure 

. , Control (>9.0%) (CMS Adult Core Set) 

Pif§t Diltf! t'li!t@ @f bi!§t 
Mfia§Ufi'! ~taml1ml !Ju@ l'l€!fjUif@€1 !bi!fjYif@E! 

IJata' P@rlotl 'Di'itfi!. f6f N@w or !iubmi!i§i@11 f@r , . 

t;luuum l'l@tirntl 

CV September :110th 

3 CV Soptember :110th 9/llO/l!OHl 

CV September ;iQth 

Calendar Vear September :110th ~/llO/l!Olll 

CV St'!ptember llOth · 

CV St:!ptembt:lf llOth 

cv • . ~ept@mbt:lf llOth ~/)10/~!;Hf;J 

CV September i!Oth !!J/ilfJ/20ltf 

CV . September i!Oth 

CV ·September ilfJth 

CY Septomber 30th 



Exhibit 0 -Amendment#09 · 
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-
Reporting Reference ID · 

CMS_A_JET.01 

. CMS_A_IET.02 

CMS_A.JNP _PQ!Ol. 

• CMS_A_INP _PQIOS 

CMS.:;A_JNP _PQl08 

CMS~.,A,:_JNP _PQllS 

: CMS_A_MPM.01 
-

Cl\llS.:.A . .:MPM.02· 

CMS.: . .A: __ MPM.03: 

CMS_A_MPM.04 

CMS.:.A.:MSC.01 

5/24/2018 4:13 PM 
Page 12 of34. 

Requires 
Change for 

2019 
su.bpopulation· 

Breakout ·" '' 

.U 

u 

u: 

u 

u 

' u 

u 

u 

' u 

u 

u 

; 

'.Name . " .Jypo•. 
'· 

' ·" , .. 

Initiation & Engagement of Alcohol & Other · 
Drug Dependence Treatment: liiltl.atlon 

Meil!!Url§l 
(CMS Adult Core Set). Age breakolitof data · · 

· collected for HEDIS measure . 
lnltl.atlon & Engagement of Alcohol & Other 
:Drug Dependence Treatment:: Engagement 

Mea!lure: 
. · (CMS Adult Cor:e Set). Age breakout ofdfitil 

collected for HEDIS measure 
Diabetes Short-Term Complications 
Admlsslcm: Rate per 100,000 Member · .. :Measure 
Months (CMS Adult Co~e Set) · · 

. Chronic Obstructive Pulmonary Dlseasf:l 
(COPD) or Asthma In Older.Adults 

Measure 
Admission Rate per 100,ooci Member 

· :Months (CMS Adult core set) · 
Heart Failure-Admission Rate per 100;000 

: Measure 
Enro.llee Months (CMS Adult Core Set) 
Asthma In Younger Adults Admission Rate 
per 100;000 Enrollee Months (CMS Adult ·Measure 
Core Set) · 

·Annual Monitoring for Members on 
Anglotensln Converting Enzyme (ACE) 

Measure 
.. inhibitors or Anglotensln Receptor Blockers 
: ' (ARB) (CMS Adult Core Set)'' 

Annual Monitoring for Members on Dlgoxln . · Measure 
(CMS Adult Core Set) 
Annual. Monitoring for Members on Diuretic: 

· Measure 
(CMS Adult Core Set) 
Annual Monitoring for Patients on · 

· Per~lstent Medications (Total) (CMS Adult · Measure 
: . core set) 
· • CAHPS: Medical Assistance with Smoklriil · 
· and Tobacco Use Cessation: Advising··· ·. 

Smokers and Tobacco Users to Quit (CMS . : Measure 

Adult Core Set) Ages 18 to 64, 65+ 

'' 
filr§tl:»et!'! Oat!'! of be§t 

.l\ll@~mirn Stemlard Du@ . R!'!qulr@d . R@qulrnd 
'Doto P@rl@d< : ,' !Jilt@ fi:lf N@WO!: !illbffii!i§ion foF 

" .. R@tlf!'!d t;h1uif!!'! 

:CV S@pit\lmtJtiF i!Oth 

CV • llt'lpti;imtJ@f i!Oth 

.. r:.v S€!ptemb§r i!Oth . : 

CV • : September i!Oth 

CV September i!Otll 

· CV September 110tll 

CV : ~eptember ~0th· 

CV lleptehib€!F 110th 

"' ev Sept€!mb€!F 110th · · 

CV · lleptemtJer ~()th 

'' 

e::.v Sept€!mtJer l!Otll 
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NH Medicaid Care Management Quality and Oversight Reporting - SFY 2019 

Reporting Reference ID 

CMS_A_:MSC.02 

. CMS_A_MSC.03 

CMS_A_OHD -

CMS_C_BHRA.01 

CMS_C_BHRA.02 

CMS_C_CCP 

CMS~C_DEV 

• CMS_CCW.01 

CMS_C_SRA -

COMMUNICATION.01 

5/24/2018 4:13 PM 
Page 13 of 34. 

Requires 
Change for. 

2019 
Subpopulation 

Breakout 

u 

u 

u 

R 

R 

R 

u 

N 

R 

u 

Name· 

CAHPS:. Medical Assistance with Smoking 
and Tobacco Use Cessation: Discussing 
Cessation Medications (CMS Adult Core Set) 
Ages 18 to 64; 65+ 

· CAHPS: Medical Asslstancewlth Smoking 
and Tobacco Use Cessation: Discussing 

• · Cessation Strategies (CMS Adult Core Set) 
Ages 18 to 64, 65+ 
Use of Oplolds from Multiple Providers at 
High Dosage Jn PersonsWlthoutCancer: 
Opioid High Dosage (CMS AdultCore Set) 

Behavioral Health Risk Assessment for 
Pregnant Women (CMS Child Core Set) 

Beh_avioral Health Risk Assessment for 
· Pregnant Women (CMS Child Core Set)· 

lndllildi.lal Screening Rates 

Contraceptive Care - Postpartum (CMS 
Child Core Set) 

Developmental Screening In the First Three 
Years of Life (CMS Child Core Set) 
(AdmihiStratlVe only data for 9/30/2015 
report) 
Contraceptive Care -AllWomen Ages 15 -

· 44: Most or Moderately Effective 
Contraception (CCW, CMS Adult & Child 
Core Sets) 
Child and Adolescent Major Depressive 
Disorder: Suicide Risk Assessment (CMS 
Child Core Set) 
Communications Plan 

i'lr§t !Jet@ !}et@ @f ~e!it 
Mm-mum Stmul1ml l}ul:l ilfHjUlr@d R@quirna 

. Type Data Porlt'ld i>:Jtl:l . far N@iN'@r subml§!iitln for · 
t:tumm;i R@tlrnd 

Measure CV September i!Oth 

Measure CV • S@pti;imbi;if i!Oth 

.. .Measure CV ~l;lpttimber ;ioth 

N§ ~Yfth@F 
Mmrnurn e.v · . ~i;iptembl:lr ;ioth !Mimi§§i§fl§ 

R1;1m.1irnct 
N@ ~Yfth@F 

iablt! CV · ~i;ipti;imbi;ir ;iotn SYbrni§§i§f1§ 
fl@gYif@§ 
N€l 
SYbffii§§it:lfl§ 
l'l@EjYirnct= 

Mtnrnurn CV S(;)pt(;)mb11r ;ioth fJ/~O/?,Ol"I 
Nt:1w 
§Ybmittin!! vis 
eMs""1u;cM1 
" 
eMsJ. ecMii 

Measure CV September ;lath 

Measure Sef'ltl;lmber ~0th ~/~0/20lB 

N€l 
·Measure CV September ~0th ·fJ/~OtJ,.Ol"/ Submi§§i§n§ 

l'lll!:!Yirn~ 

• Plan N/A May l§t 



Exhibit o -Am:endment#09 
:NH Medicaid Care Management Quality and:Oversight Reporting - SFY 2019 

CULTURALCOMP;Ol 

: DEMGPROF.01 

DEMGPROF.03 · 

DEMGPROF.04: 

DSH.01 

: bUR.01 

EMERGENCYRESPONSE. 
01 

EPSDT;20 

FWA.02 

FWA.04 

FWA;OS 

·5/24/2018 4:13 .PM 
·Page 14 of 34. · 

u 

:.U: 

u 

u 

u 

:u. 

u 

u 

:U 

.fllr§t DtJh! . )11Jtt1 of ~il!it .. 
•, 

... ·'.>Name·: , ·.MomiuriJ· ' .. Sfafldlll'fJ(JllO,, !Jf:!QUlr~d. · .: c~@Q!Jlf@d ·-. 
,·" .-;r~pp,;.:, .•· ~.~.D~to·l'orl~(" ; · boto~· ' ';.: fat"N~w'or· · .§:ub~l_§§i6n:f@r · 

· · .. · · • . ·· · • · Ch£1111i1;1 ·• · n@ur@d 
<;"' 1' 

Cultural Competency Strategic Plah 

Community OemographJC, Cultural, and· 
Epldemlologi~ Profile: P~eferred SpokeM 
•Language 

Community Demoiiraphlc, Culttiral; and 
. Epldemlologlc Profile: Ethnicity 

community Demographic, Cultural, and 
Epidemlologlc Profile: Race 

Disproportionate Hospital Claims Report 

·Drug Utilization Review (DUR) Annual · 
Report · 

Emergency Response Plan 

Plan 

Measure· 

: .Measure. 

Table. 

Report 

···Plan 

Early and Periodic Screening, Diagnostics,& ... •Plan 
Treatment (EPSDt) Plari · 

· Fraud Waste ahd Abuse Log: FWA Related: 
to Providers : · 

: • Fraud Waste.and Abuse Log: Date ofrfoath 
Report: 

Table. 

Table· 

Frautj :Waste and Abuse Log: E)(pliinatlon Of : . Table 
Medical Benefit Report 

N/A 
. July 1 (for 
•Initial · · 
§ubmi§§ion 
u!ie any dat@ 
priofto du@ 
dilte) • 
Anni.mllv 
July 1 (far · 

. Initial · 

. §Ubml!i§IQfl 
U!ieany date 
prior to due 
dilfo~ 
July f(fer 
Initial 
submission 
Lise any date 

· · · prior to due 
: date) 
Hospital Flseal 
Vear 
Federal· rl6cal 
Vear 

N/A 

... N/A 

•June 15th : . 

Mayrn 

30 day§ after thti 
Monthly tind ofthti 

month 
: iltl day; aft@r thi:i 

M(lnthly · ~fid ofthti · · 
month 
30 daV8 ilfttir thti:. 

.. Quarttirly · · end ofthe 
au11i'ter: 



I 
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Reporting·Reforence ID · 

FWA.07 

FWA.20 

GRIEVANCE.01 

GRIEVANCE.02 

-

GRIEVANCE.03 

HEDIS.01 

HEDIS.02 

HEDIS.03 

HEDIS.04 

HEDIS_AAB 

HEDIS_AAP 

HEDIS ABA 

5/24/2018 4:13 PM 
Page 15 of 34. 

Change for 
2019 

R 

u 

u 

c 

u 

u 

u 

u 

u 

u 

u 

u 

Requires 
Subpopulation Name. 

Breakout 

Provider Inappropriate Use of Modifier 59 

Comprehensive Annual Fraud Waste and 
Abuse Summary Annual Report 

Grievance Dispositions Made Within 45 
Calendar Days 

Grievance Log Including State Plan/ 1915B 
Waiver Flag 

Member Grievances Received 

HEDIS Roadmap 

. HEDIS Data Filled Worl<book 

HEDIS Comma Separated Values Worl<bool< 

NCQAHEDIS Compliance Audit™ Final Audit 
Report 

Avoidance of Antibiotic Treatment In Adults 
with Acute Bronchitis 
Adults' Accessto•(use ofr 
Preventive/ Ambulatory Health Services 
Adult BMI Assessment 

.rvr.m 

Table 

Narrative 
Report 

Measure 

Table 

Me1m1rn 

Report 

Data rile 

• Data rile 

Report 

Measure 

•Measure 

· Measure 

llif§t tlat@ tlai:@ Elf ~a§t 
Ml'Ul§Urn Stllndllrd !;JU@ lt@tjUif@d R@tjUif@d 

f)Htil l'@rlfltl tlilt@ fElf N@W Elf !}ybmi§§i!m ftJf 

etrnmrn i{f;!tlrnd 
!JO (;1lli;ind11r day§ Ni;i 

Quart1;Jrly aft@r e!nd of !!Ybffii§§l§f1§ 
nrnortinil t:lt:!FltJd RllaYirnd 

Agreement 
Sciptembflf ;Jtlth 

Vear 
. 2 month§ after 

Quarterly ·the end ofthe 
auart@r 

Quarterly 
. (Last Monthly l!l ctilt:!nd11r day§ • 
Submission afterthe end of 10/15/WUI 
Due th@ quarter 
7/15/2016) 

2 Month§ 
. • f§ll§Wfng thtl 

Quarttlriy tlnd ofthtl 
mtla§Yfemf;!nt 
QU1lfttlf 

Standard 
HlmlS Jli;ibnrnrv !l 
Schedul1;J 
Standard 
HgDIS. .Jbme ;JO 
~~hl!!dUlt:! 

Standard 
HIWlll June ;JO 
Schedule 
Standard 
HEDJS July ;ii 
Sciledule 

CV . June ;ioth 

CV June 30th 

CV June 30th -- .. 



;Exhibit O -Amendment#o9. 
NH Medicaid. Care Management Quality and: Oversight Reporting - SFY 2019 

:Reporti.ng Reference 10· 

-

. HEDIS_ADD.01 

HEDIS_ADD.01_.:suB 

HEDIS_ADD.02 -

5/24/2018 4:13 PM 
Page 16 of 34. · 

• . Change for: . 
2019 .. 

... 

u 

:u 

u 

Requires 
Subpopt.illltion 

. , 
Breakout· . 

x 

-, 

Name .. 
I 

.. . · . .. ·": ... 

. Follow Up Care for Children Prescribed: 
: · ADHD Medlcatl.on ·Initiation · 

Follow Up Care for Children Prescribed 
ADHDMedlcatlon ·Initiation by· 
Subpopulation · · · · 

.Follow Up Care for Chlldr.en P~escribed 
ADHD Medication ·Continuation & 
Maintenance Phase 

, . 

lllr~t 1:)11t@ De~@ @f bailt 
, : Mii111mro Stllndiml i)m:f. ll@qulrtid , . ll~quir@d : . .;.,.Type · Data.i'erloel · · · · niJto: • · fiii N~w·or : ··. §ulnnl§!il6fl for : ... 

~hllflH@ . · n@t'1r@d · 
A year 

. starting. 
: M1m:h·AprJ11: 
of the ym1r 
prhfrto the 

Measure 
mtla§urement : 

• iune 110th year and 
ending 
F.ebruarv 28 
of the 

• mea5urement .. 
vear .•. 
A year 
§tariint1 
Milrch~Aprll 1 • 
of the year 
prior to the 
measurement Measure 

.year and• 
July llllit 

: ending 
February 28 
of the 
me!l.~urement .. 
vear . 
Ayear · 
starting.·· 
March·Aprll 1. 
of the year · : 

•prior to the : 
mea5urement 

Measure 
year and . June 110th 

ending. 
February 28 
of the 
mmrnurem1mt 
Vt\lilf, 



Exhibit 0 -Amendment#09 
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Reporting Reference ID 

H EDIS_ADD.02~SU B 

• HEDIS_AMB-la 

HEDIS_AMB-lb -

HEDIS_AMB-lc 

HEDIS_AMB-ld 

HEDIS_:.AMM.01 

5/24/2018 4:13 PM 
Page 17 of 34 

Requires 
Change for 

2019 
Subpopulation 

Breakout 

u x 

u 

u 

u 

u 

u 

Name 

Follow Up Care for Children Prescribed 
· ADHD Medication - Continuation & 

Maintenance Phase by Subpopulation 

-

Outpatient and Emergency Dept. 
Visits/1000 Member Months - Total 

• Population 
Outpatient and Emergency Dept. 
Visits/1000 Member Months -
Medicaid/Medicare Dual-Eligibles. 
Outpatient and Emergency Dept. 
Visits/1000 Member Months - Disabled 
Outpatient and Emergency Dept. 
Visits/1000 Member Months• Other Low 
.Income 

Antidepressant Medication Management· 
Effective Continuation Phase Treatment· 
Adults 

11if!it tli!tl'! IJatl'! @f be§t 
Mimsurn st1111t10rd i:>ul'! R@ijuirntl R@iiuirna Typo Datil i>@rli'ld !Jet€! fi'Jf Nl'!W Of submi§§io11 f@r 

t;h011s€! R@tir12a 
AYl:l1lr 
5tartln3 · 
M1lrch·April 1 
ef the year 
prlc:irte the 
mtlasurnment 

•• JUiy ;!1§t Measure 
year and 
ending 
February 28 
of the 
measurement 
vear. 

Measure CV June ;JOth 

Measure CV June ~0th 

Mmm1re CV Junt'l ;JOth 

Meirnure r:;v .Jtme ;;0th 

May l eftht'l 
year prier te 
the 
mei:rnurnment 

Measure. 
yi:rnrte ocin June ;JOth 

cif the 
mea5urement 
year. 



Exhibit 0 -Amendment#09 · 
. :NH Medicaid Care Management Quality and Oversight Reporting - SFY 2019 

Reporting Reference ID :: 
.. 

HEDIS_AMM.Oi_SUB 

~ 

. HEDIS_AMM.02 

HEDIS_:.AMM.02_SLJB 

HEDIS AMR.A 

HEDIS_APC 

HEDIS~APM 

: : HEDIS_APP 

HEDIS_APP _SUB -

HEDIS AWC 

HEDIS• BCS 

. 5/24/2018 4:13 PM 
•.Page 18 of 34 .. 

' 

·Requires 
Change.for 

Subpopulation 
,. 2019 · · Breakout :: . 

u x 

u 

(J x 

u 

:U 

u 

u 

.U x 

u 
u 

. . Name .. · ,. '. . . .· .. Typo. 
. ' .. , ..... 

~ ·', . .. > ~ ., 

.... 

Antidepressant Medication Management· 
Effective Contl.nuatlon P~ase Treatment~ Meas.ure: 

· · Adults by Si.Jbpopulatlori · · 

Antidepressant Medication.Management· 
Measure . 

Effective Acute Phase Treatment· Adults 

Antidepressant Meditation Manag~ment • . • • · · 
Effective Acut.e Pha.se:Treatment ·Adults Moas.ure 
by Subpopulatlon 

Astlirri.a Medication .Ratio (AMR) : : Measure 
Use of Multiple-Concurrent Antlpsychotlcs . Measure· 
in Children and Adolescents 
Metabolic Monitorin~ for Children and 

·Measure 
Adolescents on Antlpsvchotlcs 

. Use of First-Line Psychosocial Care for 
Measure 

· Children arid Adolescents ·on Anti psychotics 

: • Use of First-Urie Psychosocial Care for 
Children and Adolescents on Antlpsychotlcs .. Measure 
by subpopulation . . . 

Adolescent Well Care Visits · :Measure· 

Breast Cancer screening - Age 50-74 Measure: · 

.. fllrllti)iltil DE!til of bEi!it 
.iiJloosurn St(lrtd1mlDLii1 , n@qulr!'!d Rilquir@d .· 
Dato PorJod • 

.. Doto . for N@W or · . !lu1Jmls§l11ri Mr ---· n@tir@o· : Ch6fl!!€1 
May 1 of.the 

•year prlortO 
the 
measurement . 
year to oet 31 • 

. July lll5t 

of the 
measuroment . . 
vear. 
May 1 of the 

. year prior ttl 
the 
mea5Ufement. 

·June i!Oth 
year to Oct ill : 
ofthe · 
mea~urement • 
vear. · 
May l ofthe 
year prior fo 
the 

• mea5urement July ~i§i 
Y@ar to :Oct ill : 
of the 
measurement . 
vear. 
CV June .~Oth 

CV June ;)0th 

Annually June·;JOth 

CV : : June 30th : · 

CV Jbilyll:L§t 

CV June 30th 

2CV JUl'l!l ~Oih 



Exhibit 0 -Amendment#09 
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. ' 

Reporting Reference·10 

HEDIS-'-BCS_SUB 

HEDIS_CAP 

HEDIS_CBP 

HEDIS_CCS 

HEDIS_CDC.01 

HEDIS_:.CDC.02 

. HEDIS_CDC.03 

· HEDIS_CDC.04 

HEDIS CDC.OS 

HEDIS_CDC.08 

· HEDIS_CDC.10 

. HEDIS_CHL 

. HEDIS c1s;o1 
HEDIS CIS.02 

HEDIS CIS.03 

HEDIS.CIS.04 

HEDIS CIS._05 

HEDIS CIS.06 

HEDIS CIS.07 

HEDIS CIS.08 

HEDIS CIS.09 

HEDIS CIS.10 

HEDIS: CIS.11 

HEDIS. CIS.12 

5/24/2018 4:13 PM 
Page 19 of34 

Requires 
Change for 

Subpopulation 
2019 

Breakout 

.u x 

u 

u 

u 

:U. 

u 

u 

R 

u 
u 

u 

u 
u 
u 
:u. 
u 
u 
u 
u 
u 
u 
u 
u 
u 

·Name 
., 

'". .. 

Breast Cancer Screening· Age 50·74 by 
Subpopulation 
Children-and Adolescents' Access To:PCP • 
Age 12 Months· 19 Years 
Controlling High Blood Pressure· Age 18 to 

. :85 

Cervical Cancer Screening· Age 24·64 

Comprehensive Diabetes Care" HbAlc 
Testing 
Comprehensive Diabetes Care· HbAlc Poor 

: Con.trol (>9%) 
Comprehensive Diabetes Care· HbAlc 
Control (<8%) · 

· • Comprehensive Diabetes-Care - HbAlc 
Control (<7%) for a Selected Population 
Comprehensive Diabetes Care· Eye Exam 
Comprehensive Diabetes Care· Medical 
Attention for Nephropathy 
Comprehensive Diabetes Care· BP Contr.ol 
"(<140/90) 
Chlamydia Screening In Women· Age 16:to 

•. 24 
Childhood Immunization Status· Combo 2 

Childhood Immunization Status· Combo 3 
Childhood Immunization Status· Combo 4 

Childhood Immunization Status~ Combo 5 

Childhood l_mmunlzatlon _Status· Compo 6 

.Childhood Immunization Status· Corribo.7 

• C_hildhood Immunization Status· Combo 8 
Childhood Immunization Status· Combo 9 

Childhood Immunization Status• Combo 10 

Childhood Immunization Status· DTaP 

Childhood Immunization Status· IPV 

C_hildhood Immunization Status· MMR 

Pir§t DElt@ · DE!t@ @fbEl§t. 
M@ll§Urt'! ~t!li'lftEifd 1J4@ R@!'jUif~ft R@quif@d .'fypl'l 

.'; .. D1it1-i r@rl11i:l ·• Dot@ frJf N@W @_f . ·§ybffii§§ililn f@r . 
!;h!lilft@ . R@tirnfl . 

. Mea~ure nv July .in,§t 

Mea§ure CV June !JOth 

Measure CV . _June ~Oth 

.Measure 
See HEDIS 

June 30th 
SrJeclfi eat I on 

· M_easure CV June 30th 

Measure CV June 30th 

Measure CV June 30th 

Measure CV • J~ne :101
h §/~O/iOl!l 

Measure CV June 30th 

:Measure . CV June :10th . 

Measure CV .. Jung :Jeth 

Measure CV . June 30th 

Measure CV ·June 30th 

M_easure CV Junll ~0th 

Measure r;,y June ~0th 

Measure CV Junci !JOth 

Measure CV .June 30th 

Measure. ev June ~0th 

Measure CV . June ~0th . 

Measure CV · ·June )10th 

··Measure CV June ~0th 
··Measure CV June :10th 
·Measure . CV June 30th 
Measure CV June 30th 



Exhibit 0 - Ani.eridment#09 · 
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Reporting Reference. ID . 
HEDIS_CIS.13 

HEDIS. CIS.14 
· HEDIS_CIS.15 

. : HEDIS_c1s;16 -

.. HEDIS_c1s:17 

HEDJS Cls.18 

HEDIS CIS.19 

HED.IS.:_COU 

HEDIS_CWP 

HEDIS_FPC 

HEDIS_FMC 

HEDIS.;.FUA.01 . 

-. HEDIS_FUA,02 

HEDIS_FUH.01 · 

-S/:24/2018 4:13 PM 
Page 20 of 34. 

. 
Change for_. , 

Requires 

2019 
Subpopulation 
. :··areakoLit· · · . .. : . 

:u: 
u 
u 

u 

u 
U. 

. u: 
N• 

u 

R 

N 

u 

u 

: u· 

-· 
Name .. 

: 
'. .Typo_ . ·' ~ ' ~-. .. . . 

-,•' 

Childhood Immunization Status-- HIB Measure· 

Childhood Immunization Status· Hepatitis B · · Measure· 

. Childhood Immunization Status· VZV Mea~.ure . 
.. Childhood Immunization Status· 

Mea~ure · · Pneumococcal Conjugate 
: ·. childhood immunization Status· Hepatitis A Measuri;i 

Childhood Immunization Status, Rotavlrus : Measure. 

Childhood Immunization Status· Influenza : : :Meirnure 

Risk of Chronic Opioid Use (COU) . · · Meosure '''' 

·•'Appropriate Testing for Children With 
Measure: · Pharyngitis · 

Frequency of Ongoing Prenatal Care by. 
.. 

Percent of Expe_cted Number of Visits Measure 
.. (<:21%, 21-40%, 41-60%, 61~80%, >=81%) 
· follow-Up After Emergency Department:· 

Visit for People With Hlgh"Rlsk Multiple · Measure 
Chronii: Conditions 
Follciw~Up After Emergency Department 
Visitfor Alcohol and Other Drug ··Measure 
Dependence (within 30 days ohhe ED visit~.· 

· .. Follow-Up After Emergency Department 
: Visit for Alcohol and Other: Drug Measure. 
. Dependence (Within 7 days of the ED Vl~lt) 

Follow Up After Hospitalization For Mental 
: : :Mea6ure Illness _:7 days · 

... 

llfr§t Det@ IJEit@ @f bli§t 
.M~llSllrG 

.. Stmulrml IJ.m! Rilqulr~d . · li@quirnd : .. 
Dnt1f P<Jrl@ff· • .. . ··Dot@· ·.· JerNl!w·1:ir . §ubffil!l§i1:in for 

, Cll11ru!@ .. · n@t1r@c1 
CV June iJrJth 
CY June ~Oih 

CY. · . Juni;i ilath . 

CV :nmeilath • 

CV · •June :\10th 
CV June i!Oth 
CV June :\10th 

Annuillly June ·:\10: · f;l/i!0/201!\l 
July 1 c;if.the 
yirnr prlc;ir tc;i 
the 
me1rnurnment : . 
ye~r 1rnd i;ind§ ·June i!Oth · 
on June ~o of. 
the 
measurement 

. vear. 

CV : ·June 301h 6/~0/'4017 

CV · Junt:l ~01h f;l/i!O/'J,OUl 

CV June·ilOth 

CV · .June 30th · 

Janu~ry 1 
through 
Df!!cemb~r 1 

June 30th cif the 
: mi:rnHuremi:iilt· 
·vear 



Exhibit 0 -Amendment#09 
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· Reporting Reference ID 

HEDIS_FUH.02 

HEDIS_FUM.01 

HEDIS_FUM.02 

. HEDIS_IET.01 

HEDIS_IET.Ol_SUB 
-

HEDIS_IET.02 

HEDIS_IET.02_SUB 

HEDIS_IMA.01 

HEDIS_IMA.02 

HEDIS. IMA.03 

HEDIS. IMA.04 

• HEDIS_IMAOS 

HEDIS LBP 

HEDIS_LSC 

5/24/2018 4:13 PM 
Page 21 of34 

Requires 
Change for 

2019 " Subpopulation 
Breakout 

u 

u 

u 

u 

u x 

.U 

u x 

u 

u 
u 
u 

u 

u 

N 

Name .Typo 

Follow Up After Hospltallzatlon For Mental 
Mea~ure Illness - 30 days 

· Follow-Up After Emergency Department 
Visitfor Mental Illness (within 30 days of ·Measure 
the ED visit) 
Follow-Up After Emergency Department 
Visltfor Mental Illness (within 7 days of the Measure 
ED visit.) 
Initiation & Engagement of Alcohol &Other 

Measure 
Drug Dependence Treatment: Initiation 

•. Initiation & Engagement of Alcohol & Other 
Drug Dependence Treatment: Initiation by Measuro 
Subpopulation 

Initiation & Engagement of Alcohol & Other 
Measure 

Drug Dependence Treatment: Engagement 

Initiation & Engagement of Alcohol & Other 
Drug Dependence Treatment: Engagement Memiurn 

·. by Subpopulation 
• · Immunizations .for Adolescents· 

Meiuure Combination 1 
Immunizations forAdolescents • 

. Measure· 
Menlngococcal 
Immunizations for Adolescent -Tdap/Td · . •Measure 

Immunizations for Adolescent· HPV Meirnure 

Immunizations for Adolescents (IMA, Hybrid 
Measure 

Specification): Combination 2 

Use of Imaging Studies for Low Back Pain . Measure 

Lead Screening In Children Measure 

l'lr!it 1)11tE! i;J11tE! of bi'i§t 
M!:ll'l§Ufi'l m11nd11rfl tlui'i llE!Quiri'icl ilE!QYifl?fl 

Dot@ i>E!rlacl Oati'i for NE!W@f iiulnni§§i@H f@r 
{;hafll<E! ftE!tlfE!cl 

Jammrv l 
· through · 

•December l 
June ~0th 

of the 
mea~urnment 

vernr 

CV June.~Oth 

·-

CV June ~0th 

CV Juno ~0th 

CV July n§t 

ev Junt;i ~0th 

ev ·July U§t 

ev June ~0th 

CV Jtme ~0th 

CV June ~0th 

CV June ~0th f'i/~oncrrr 

CV · •June ~0th Mmt:to11 

CV June :ilOth 

CV June :i!Oth 6/~0/iWl~ 



Exhibit o -Amendment#o9 
NH Medicaid Care Management Quality and Oversight Reporting - SFY 2019 

.. 

. Reporting Referenc.e ID 
. . : >'. 

HEDIS_MMA.01 

HEDIS_MMA.02 

. : HEDIS_MpM:Dl 

HEDIS_MPM.Ol_SUB 

HEDIS_;_MPM.02. 

: HEDIS_MpM.02_SUB 

HEDIS_MPM:03 

HEDIS...:.MPM.03...:.SUB 

HEDIS_MPM.04 

· : HEDIS_NCOA 

HEDIS_PCE 

H EDIS.;..PCE.Ol_sur 

· HEDIS_PCE.02_SUB 

· HEDIS_Pi>C.01 . 

HEDIS_PPC.02. 

HEDIS_SAA 

HEDIS_SMC 

-5/24/2018 4:13 PM 
Page 22 of34. 

Requires 
Change for : . 

2019. 
. . subpopulation 

· •"Breakout · ·• 

u 

u 

u:. 

. u· x 

u 

u x 

.U 

u x 

u 

u 

u 

u x 

u .X 

u 

u 

u 

u: 

' . Name· Type.· . ... .. : ,. ,,., 

Medication Management for Peoplewlth 
: · Mea~ure 

Asthnia ~At Least 75% ofTreatnient Period• 

· .. Medication Management for People with 
Measure 

A_sthma - At Least 50% of Treatment Per:l.od 

.Annual Moriitcirlng for Patients on 
Mfii:iMe · ·Persistent Medications-• Adu Its - ACE or ARB 

Annual Monitoring for Patients ()n 
PerslstentMedlcatlons ·Adults.· ACE or ARB Measure· 
by Subpopulation 
Annual Monitoring for Patients on · · · • Measure 
Persistent Medlcatfons •Adults· Digoxln 

. · Annual Moiilforlng for Patients on . 
· Persistent Medications· Adults - Dlgoxln:by Measure 
·•Subpopulation • 
· Annual Monitoring for Patients on 

. Measure. 
Persistent Medications" Adults· Diuretics 
AnnuaJ Monitoring for Patients on 
PerslstentMedicatlons" Adults- Diuretics .. M.easure 
by Subpopulation 

· .. Annual Monitoring for Patients on 
Measure 

persistent Medications -Adults -Total Rate 
• MCO Submission of Audited HEDIS Resu.lts 

Measure 
. · as Submitted fo NCQA lri NCCl.A Format 

Pharmacotherapy Management of COPD : Measure 
Exacerbati.on 
Pharmacotherapy Management of COPD 

• . Measure-• . Exacerbation by subpopulation•• · · 
Pharrtiacotherapy Management ofCOPD 

Measure. 
· Exacerbation by SubpopUl<itloh 
Prenatal and Postpartum Care - Timeliness· 

Meas.ure 
·:of. Prenatal: Care 
·Prenatal arid Postpartum Care - Postpartum 

.. Measure. 
Care·· · 
Adher!'Jnce to Anti psychotics for Individuals· ·'.Measure· 
with.Schizophrenia -Adults Age 19·64 
Statlri Therapy for Patients with· .. Measure· · 

.. Cardiovascular Disease 

lllr§t Dato D11t@ofLa§t 
.Mooimrn . Stiln~ord l)uo . noqulr~t( . Roqulrod . 

· Dot(!. Period '". ''Dot1"f .· Jor Nowl'!r · • §u!Jmis§iori for .. 
., 

.. ChEiiUI@. · Rotlriul 

CY Jun@ !10th 

CY • ·June ~0th 

CY :· ·. '.JUM!!Oth :· 

e,y Julyn§t . 

CY JYM~Oth 

cv·· · ·July n§t 

CV June !10th 

:CV Jyly !11§t 

CV June !10th . 

CV • June :i!Oth . 

CV JYmi l!Oth 

. CY JYly n!it . 

CV : . JYIY 31§t 

CY .Nmi~Oth 

CV Junl'l :i!Oth · 

CV JYne-30th 

•Annual JYnf! :i!Oth 



Exhibit O -Amendment#09 · 
NH Medicaid Care Management Quality and Oversight Reporting - SFY 2019 

·Reporting Reference ID 

HEDIS SMD 

HEDIS_:_SSD 

HEDIS_UOD 

HEDIS_URI 
-

HEDIS_WlS 

HEDIS_W34 

H EDIS_ WCC.01 

HEDIS..:.WCC.02 

H EDIS_ WCC.03 

HNA.01 

5/24/2018 4:13 PM 
Page 23 of 34. 

Requires 
Changef~r 

2019 
Subpopulation 

Breakout 

u 

u 

N 

u 

u 

u 

u 

u 

u 

u 

Name 

Statih Therapy for Patients with Diabetes 
Diabetes Screening for People With 
Schizophrenia .or Bipolar Disorder Who Are 
Using Antlpsychotlc Medications 

·:use of Opiolds-at High Dosage 

Appropriate Treatment for Children With 
Upper Respiratory Infection 

Well.Child Visits In the first 15 Months of 
Life (O visits, 1 visit,. 2 visits, 3 visits, .4 visits, 
5 visits, 6 or more visits) 
Well-Child Visits In the 3rd, 4th, 5th, and 6th 
Vea rs of Life· Total Population 

· Weight Assessment and Counseling for 
Nutrition and Physical Activity for 
Children/Adolescents· BMI percentile 
documentation 
Weight Assessment and Counseling for 
Nutrition and Phy~ical Activity for. 
Children/Adolescents· Counseling for 
Nutrition 

· Weight Assessment and:counsellng for 
. Nutrition anct-Physlcal Activity for 
·. Children/Adolescents· Counseling for 

Physical Activity 
New Member Health Needs Assessment -
Best Effort to Have Member Conduct a 
Health Needs SelfcAssessment 

llif§t l:Jate tlate @f ba§t 
Mi'lil!illfe m0Rclardt:M1 R!!quirncl Ri!!'jllifed 

Typo 
Dilta· IJ!!rlatl Oiitil f6f N@W Of .. ~ubmi§§il:m for 

l;li11mrn Ri!tlf@a 
· Measure Annual June ;Jeth 

Measllre CV June ;;oth 

Measure CV ·June l!01h IJ/~O/~C!Ul 

July 1 ofthe 
year prior t(} 
the 

· measurement 
Measure y11ar and imd~ · June !10th 

on June l!O of 
tht:! 
mezrnurem11nt · 
vetir. 

.. M@1rnure .CV Jun!! !10th 

Mf:!i'ISUre CV : . JUnf:! !10th 

Measure CV : . June !10th 

Measure CV JUM i!Oth 

McasL1rc CV : June l!Otl1 

!'our months 
Measure . Quarterly after the end of 

the eiuartf:!r 



Exhibit 0 - Amendment#09 · 
.NH Medicaid Care Management Quality and.Oversight Reporting -SFY 2019 

,. 

· · R~porting Reference ID 

HNA.07 

· : INPASC.03 

INPUTIL;02 

INTEGRITY.01 

LOCKIN.01 

LOCKIN.03 

MAINTMED.02 

· MCISPLANS.01 

MEMCOMM.01 

MEMC:OMM.03 

• MEMCOMM.05 

MEMCOMM.06 

.S/24/2018 4:13 PM 
. Page 24 of 34. · 

... 

Change.for 
'2019 , .. . ' 

u 

c 

.. u 

u 

u 

u 

R 

u 

·u. 

. u 

u 

u• 

Requires 
subpopulation Name '. 

Breakout:· ··, .; 

,· 

New Member Health Needs Assessment-
Member Successfully. Completed MCO's 

... Health Needs Self-Assessment 

· .. Inpatient Hospital Utilization by Adults for · 
:X. . · Ambulatory Care Sensltlve·Condltlons by: 

· · Subpopulation· . · · · · · 

Inpatient Hospital Utilization forAll 
x Conditions Excluding Maternity/Newborns 

by Subpopulation . 
Program: Integrity• Plan 

· Pharmacy Lo.ck-in Member Enrollment Log 

Pharmacy Lock~lri Activity Summary 

Maintenance Medication Gaps. by Age 
Group 

· Managed Care Information System 
·. Contingency•Plans (Disaster. Recovery, . 
· :Business Continuity, and Securitv Plan) · · 

Member Communications: Speed.to 
Answer Within 30 Seconds · · 

Member Communications: Calls · 
Abandoned 

• Member Cornmunlcations: Voice Malls·. 
· · Returned by Next Business Day 

. .. 

Member Communications: Reasons for 
Telephone Inquiries. 

l'li'!it Dot@ Dot@ of Lo§t 

'1'.Vf)@• ·. Miimmro • : ~ti1fid1mlJ.lti@ n@!'luirfid • 'Ri!QYif@d ' • 
:;: D~ta jjorlod Di!it@• . for N@w@r ~uomi§§ion for'. .. ' .. 

~hofiH@ n@tirnd 
4 Mflnth§ilft@f 

.Measure . O.u11rter • · 
end !if rTI@11liYf@ 
dati'l §t1Ur~e time·· 

: . Pllfll:ld 
: 4 mgnth!l aftt:lr 

Measure Annual· . : thll end gf: 4/~0/2fW~ 
· · Retll:lrtln~ Year 

4 month5 {lft@r 
:.Measure. Quarterry. · the end. ofthf:! 

auarter 
· .Plan N/A Upori revl~lon 

· . iJO eal@ndar day§ 
Table Monthly • . aftCJr f:!nd ~f 

month 
· · ~o ealirndar day~ 

.Table Monthly afti;ir end (jf 
month. 
~ mgnthli aft@r N@ l'Yrth@f 

Measure. · Quarterly · th@ ~rid !if th@ · · ~ubmi§§il:lri§ 
auart@r ReaYiF€!d 

Plan N/A : Jyni;i 1§t 

. · 20 ~1llt:!nd1lF d11y§ 
Measure: Mcrnthly · ilftern11d of 

rnr:mrtlrui DeFl§d 
:W c:iili;iildilF dayli . 

· Moasure : Monthly· nfti;ir@nd gf 
rep§ftlng pi;irlt;id 

: . :W eali;indar ~ay§ 
Measure Monthly lifter end Qf · 

: : reirortinR Dt;Jrl6d 
20 calendar days 

·Measure Monthly after ~nd of 
reDoftihl:! oerlod · 



Exhibit 0 - Amendment #09 
NH Medicaid Care Management Quality and Oversight Reporting - SFY 2019 

Reporting Reference ID 

MLR.01 

-
MSQ.01 

NEMT.12 

NEMT.13 

. NEMT.15 
., . 

NEMT.17 

NEMT.18 

NEMT.19 

NEMT.21 

-NETWORK.01 

NETWORK~02 

NETWORK.03 

5/24/2018 4:13 PM 
Page 25 of34 

Requires 
Change for 

2019 
Subpopulation 

Breakout 

u 

u 

u 

u 

u 

u 

u 

u 

u 

c 

u 

u 

-· 

Name 

Medical Loss Ratio Report: NHHPP 
Medically Frail, NHHPP Transitional, and for 
the Medicaid Care Management Program 

Medical Services Inquiry Letter 

NEMT Requests Delivered by Mode of 
Transportation 

NEMTRequest Authorization Approval Rate 
by Mode ofTransportatlon 

. NEMT Services Delivered by Type of Medical 
· Service 

NEMT Scheduled Trip Member 
Cancellations by Reason for Mernber 
Cancellation for Contracted Providers 
Non"Emergent Transportation Contracted 
Transportation & Wheelchair Van Provider 
Scheduled Trip Results by Outcome 
Non-Emergent Transportation - Contracted 

. Transportation & Wheelchair Van Provider 
· .. Scheduled Trips (Excluding Rides for 

Methadone Treatment) - Timeliness 
Non"Emergent Transportation - Contracted 
Transportation & Wheelchair Van Provider 
Scheduled Trips Timeliness 

Comprehensive Provider Network and Equal 
· and Timely Access Semi"Annual Filing 

· Corrective Action Plan for Noh-Compliance 
With Timely Access Standards 
Plan to Recruit and Maintain Sufficient 
Networks of SUD Service Providers and 
Member Access 

~lrlit Diltil! jjiJt@ of Lil§t 
Moirnurn Stmulortl thm ll@qulr@d ll@qulrna 

.Type 
Dot~! Period Dot@ for N@W Of §ubml§§it'JH f@r 

t:lumm~ n@tlrna · 
9 mMth§ ilfter 

··Table · Qu;irterly the encl cif the 
~U1lrter 

i!O t>11y 1lfter end 
Tablll Monthly . of RlilportinB 10/~1/~0ll 

. •Month 
2 m1Jnth after · 

. Mea~urn Quart@rly- f;lnd 1Jf rnpmtine 
f,l@ri@d 
2 m1Jnth§ 11fter 

· Mea~urn Qu11rterlY. end of rnp1Jrtin1,1 
Pflriod 
2 m1Jnth§ after 

Measure Quarterly · end flf rnrmtihfl 
•r,ierlml 
2 m1Jnth§ tift!lF 

Measure Quarterly end ofrnpMln11 
~erlod 
2 month§ after 

· Measure Quarterly end of rnp1Jrtln11 
perl1Jd 

· 2 month5 after 
Measure Quarterly •end of reporting 

· perl1Jd 

2 month5 after 
Measure Quarterly end of rnp1Jrtlng ~/ill/iWl~ 

gerlod · 

Narrative 
45 d1ly§ 11fter the 

Seml·annual end efthe 5emi· Ul4/:WUl 
Report 

1mnmil perifld -

Plan N/A •A§ needed 

Agreement 
·• Pliln May l§t 

Vear 



Exhibit o -Amendment#o9 · • • · · · · • · · • · · . · · • • · · 

··NH Medicaid Care Management Quality and. Oversight Reporting - SFY 2019 . 

. Re_qulres 
· Reporting Retere,nce ID Change for · • Subpopulation · 
,• .• ·' ;·;,. i' .2019 .. ?F:·:·;: '.sr'E!akc:>!Jt . ,, .. 

NETWdRK.10 

• NHHDISCHARGE.01 u 

NHHblSCHARGtl,Q_ u x 

NHHDISCHARGE.12 u 

NHHDISCHARGE.13 u 

NHHDISCHARGE.16 u 

. NHHDISCHARGE.17 u 

" 

Correctl.ve Actlon Plan to Restore Provider 
NetworkAdequacy · · · 

···New Hampshire Hospltal'Dlscharges Where 
•Members Received Discharge Instruction 

· · Sheet · 
·New Hampshire Hospital Discharges Where 
Patient Had a VlsltWlth a Mental Health 
Practitioner Wlthin7 Calendar Days of 
Discharge bv Suboopulatlon 
New Hampshire Hosp Ital Discharges Where. 

.. Patient Had.aVlslt Wltli a Menial Health 
Practitioner Within 30 Calendar Days of 
Discharge bV Suboooulatlon · · . 
·New Hampshire Hospital Discharges With 
Discharge Plan Provided to Aftercare· · 
Provider Within 7D~ys of Member 
Discharge · 
New Hampshire Hospital Discharges· NEW 
CMHC Patient Had An Intake Appointment 

. With A CMHC Within 7 Calendar Days of 
• .Discharge 

New Hampshire HospltalDlscharges ·• MCO 
contacts and Contact Attempts 

Plan 

Measure 

···Measure 

Measure 

. •Measure· 

Measure 

Measure 

.. 

. NHHREADMIT.OS x Readmission to New Hampshire Hospital at 
.. 30 days by Subpopulation.. Measure 

5/24/2018 4:13 .PM 
, Page 26 of .34. 

.• Seml·annual, 
•As Need~d 

Quarterly. 

Quarterly 

Quarterly 

Quarterly. 

Quarterly 

O,Uarterly 

June 1 Qf the 
. prlQr SFV to· . 
June 30 of the 
measurement 
year. A 13 
menth · 
period; 

4!l day§ afti;ir the·. 
flnd tifthfl !leml~ · • 
annual gerlod . 

· 2 trHmthfi after 
th1nmd ehhe 
auiirtlilr 

4 nienth§ after 
th!:! end ef the 
quarti:lf. 

4 mi:mth§ after 
the•end efthii 

• quarter · 

• 4 menth§ ~her . 
the end ofthe 
qu11rter 

4 mo.nth§ 11fter 
th@ imd iJf the 
quarter 

. Two monttrn .. 
• • 11ft@r th@ end of . 

the dnta cerit>d 



Exhibit O -Amendment#09 
NH Medicaid Care Management Quality and Oversight Reporting - SFY 2019 

Reporting Reference ID 

NHHREADMIT.06 

PAYREFORM.01 

PAYREFORM.03 

PDN.04 

PON.OS 

PDN.07 

PH ARM PDC 

PHARMQl.01 

PHARMQl.08 

PHARMQl.09 

PHARMQl.10 

5/24/2018 4:13 PM 
Page 27 of 34 

Requires 
Change for 

2019 
Su bpopulatlon 

Breakout 

u x 

u 

u 

u 

u 

u 

u 

u 

u 

u 

u 

Name 

Readmission to New Hampshire Hospital at 
180 days by Subpopulatlon 

Payment Reform Plan 

Payment Reform Quarterly Update Report 

.Private Duty Nursing: RN~Level Hours 
Delivered an_d_Billed (replaces monthly 
measure) 
Private Duty Nursing: LPN~Level Hours 
Delivered and Billed (replaces monthly 
measure). 
Private Duty Nursing: Individual Detail for 
Members Receiving Private Duty Nursing 
Services 
·Proportion ·of Days Covered 
Pharmacy Quality Improvement Initiative 
Plans 
Safety Monitoring - Use of at Least One 
High-Risk Medication In the Elderly, 
Excluding Medicare/Medicaid Dual 
Enro.llees 
Safety. Monitoring Prior Authorized Fiiis for 
Opioid Prescriptions With.a Dosage Over 
lOOmg 

... Safety monitoring of psychotropics: 
• polypharmacy; ADHD, antipsychotlcs 

(typical and atypical), antidepressants, 
mood stabilizers 

Type 

M<lllSIJrll 

Plan 

Narrative 
Report 

Measure 

Measure 

Table 

Measurn 

Plan 

. measure 

-

measure 

Table 

llfr§t l:latti !:lat@ of ba§t 
Mi:umml 9t1rnd11rtl l:lmi RilEJllir@d Rtlqtti~llil 

D1.1t11 l'llrlm:I !:la~@ fi'lr Ni!W f:if ~uhmi§§iofl for 
!;l'IE!fll!@ lttitirnd 

Jamrnrv 'I. f:if 
the prif:if ~FV 
t~hmi;i ~tl §f 
the · · ~eptt;imbilf l§t 
ffi!ltl6Uffilm@nt . 
ye11r.An Ul 
mf:inth rmrlf:id · 

N/A May l§t 

~tl day!i afti;ir Hrn. 
·Quarterly f!ml·f:if.the 

repgrtlnn p11rlgd 
2 mf:inth~ after 

Quarterly the end ofthe 
rn!'lartlng gerlf:id 
2 mgnth~ afti;ir 

Quarterly the end gfthi;i 
repgrtlng m~rlod 
2 mgnth~ after 

·Quarterly the i;ind ()f l'la(;h 
ciuarter. 

Annual ·M1m;h U" ~/~tl/:ll'l:rn 

Annual fll11n ~eptt:!mber ~l'lth 

ii, ffil;'lnth§ 1lfti!F 
quarterly the i;ind of the 

qu11rter 

2 m!:mthHifter 
ejUElrttlFly thMnd l;'lfthil 

. t:IYllftflf 

• • ii, ml;'lnth!i afttlr 
Quarterly the end gftht:! · 

t'jU1lftef 



Exhibit O - Amendment #09 · 
NH Medicaid Care Management Quality and Oversight Reporting - SFY 2019 

Requires 
· Change for. 

,• 

. Mmrnurn . · Stmuhmf Q11@ 
Reporting:Reforence ID ·Subpopulation Nam.!? . Typo "' 

)o~9 ... - Dnto· Ptirlod o Dot0 Breakout· : ,•, 
·' 

: 
-,,~ , 

' ' ". "' 

Safety Monitoring- Use of at Least Two 
2 m~mth5 after 

PHARMQl.12 .U: 
High~Risk Medications In the Elderly, 

.measure quarterly. thfi! e:r1d c:if the Excluding Medicare/Medicaid Dual 
· Enrollees : . qutirter 

Polypharmacy Members Offered an Annual : : 2 mc:intha aft@r 
PHARMQl.13 - R · :Comprehensive Medication Review, by · Measurn liemloannually : thti end (;)f§@ml• 

: ·Completion ·Status and Age Group · : annual geri~d · 

PHARMQl.15 u Polypharmacy Members Offered Annual 
Measure· §fi!ml·Annual Marr;h~:ht 

Comprehensive Medication Review 

PH.A.RMQl.16 u Polypharmacy Members Who Utilized 
Measure· • Seml·Annual Milnih Hit Annual Comprehensive:Medlcatlon Review 

Pharmacy Utilization Mariagermmt: Generic · 2 ffi(;')nth§ ~ftf!r 
PHARMUTLMGT.02 u Orug Utilization Adjustedfo:r Preferred POL Meirnurn Quarterly the end @fth@ 

brands : guarter 

Pharmacy Utilization Management: Generfe. 
· · 2 mc:inth§ 1.ifttif 

PHARMUTLMGT,03 u : Measure· Qw1rterly thti end (;}fthti 
Drug Substitution 

tlUaFtef 

Pharmacy UtlllzatloriManagemerit: Generic·: 2 mm1th§ llfttiF 
PHARMUTLMGT.04 U: .Measure· : Quarterly the ilnd (;')f th ti 

. : PIP.01 

PMP.01 

POLYPHARM.04 

POLYPHARM.05 
-

PRIVACYBREACH.01 

5/24/2018 4:13 PM 
. 1 Page 28 of 34. 

R 

u 

:u 

u 

u 

Drug Utl lizatlon 

Performance lmprovement:Project Semi• 
· Annual Report · 

-

Program Management Plan 

Polypharmacy: Children >=4 Drugs 
' ' ' 

· Polypharmacy: Adults~ 10 Drugs 

Privacy Breach Notification 

guarter 

Narrative ·July ~lst and 
Report: 

Seml~Annual 
· •January ll:ht · · 

.Plan N/A AUIJUtit 11it 
2 mc:inth§ after 

measure .. quarterly the end of the 
eiu11rtifr · 
2 montlu utter 

me.Ii sure quarterly the 1rnd ofthil 
· tMirter 

: •Preliminary · · 
· notl~e within · 

· • Narrative: 
one ( l) day @f 

· · Report Ali Needed: l:!reii~h and final : 
det11ill:ld n@ti~e 
t1fte~Meci 
a!l!le!l§ffltint 

Jllr§t!Jfit@ l.'}fjt@ @f bfi§t 
, lli!tfU(fi:jH Jl@Qulr@f.l . 
.. ffli' N@w or ·. f!uhml§§ioil f@r 

'f:lulflf!@' R@tlr~d 

Nll ~Yfth!;!F 
U2@/lWUI §ybmi§§i@n§ 

R@QYiF@d 

~/~0/20111 

MI0/2018 

No ~YrtheF 
§ybml§§i@n 
Rti'11Jirii!d 



I 

: 

Exhibit 0 -Amendment#09 
NH Medicaid Care Management Quality and Oversight Reporting - SFV 2019 

Reporting Reference ID 

PROVCOMM.01 

PROVCOMM.03 

PROVCOMM.05 

PROVCOMM.06. 

. PROVCOMPLAINT.01 

PROVQUAL.01 

PROVSATISFACTION.01 

. PROVTERM.01 

. PROVTERM.02 

. PROVTRAINING.03 

QAPl.01 

5/24/2018 4:13 PM 
Page 29 of 34. · 

!=hange for_ . 
2019 

.. 

u 

u 

u 

u 

u 

u 

u 

u 

u 

u 

u 

Requires 
Subpopulation -Name 

Breakout --

ProviderCommunlcatlons: Speed.to 
Answer Within 30 Seconds 

Provider Communications: Calls Abandoned 

Provider Communications: Voice Malls 
Returned by Next Business Day 

Provider Communications: Reasons for 
Telephone Inquiries 

Provider Complaint and Appeals Log 

MCO Provider Quality Report Card 

Provider Satisfaction Survey 

Provider Termination Log 

Provider Termination Report 

CommunityMental Health Center Staff 
• Training Plan 
· Quality Assessment and Performance 

Improvement (QAPI) Annual Evaluation 
Report 

TV!Jiil 

Meirnure 

Measure 

Measure 

Measure 

Table 

Table 

Narrative 
Report 

Table· 

fable 

Plan 

· Narrative 
· Report 

i;ir§t l:Ji'lt€! IJ11t€! i'lf Le§t 
Mtl!l§Ur€! ~taRtlartl 1Ju€! R€!quirnd ll€!quirnd 

Data i'@rlad I:>Eit€! • fiilf N€!W 6f ~uhmi§§iefl for 
CharU!€! R€!Urna 

t,() c;0li;ind0r d1ly§ 
· Mc:inthly efhlf 1md of 

rePl'.lftim~ 1mi@d 
20 celtmdi'lf day§ 

Monthly afttlf end of 
FllPoftlng Pflfl@d 
:w i:1llflnd11F day§ 

Monthly after-end @f 
rnpcrtlmi nerit:id 
:w calendar day§ 

•Monthly aftenmd of 
rnPortlM Dlilrlt'ld 
:! monthij after 

Quarterly 
the end ©fthfl 

•reporting 
gwirtflr 

N/A Up©n requflat 
Seml,Annual 
Flrnt Vear, S@ptf!mbeF ;!()th 

·Then Annual 
Within l!:l 
c;al@ndi'lF daynif 

Asmieded or 
. thfl notic;l:l of· 

Wflekly 
tl.'lFmimith:m §f 
t'lffoi;tiVfl ti!ltl:l1 

Whlt;hflVfif i§ 
§O§nflf .. 
l month aft@r 

Monthly .. thfl l:lnd ofthi;i 
nrnortlna month. 

N/A April lit 

Annual Stiptti!mber ~Oth 



·Exhibit 0 -Amendment #09 • 
'NH Medicaid Care Management Quality and Oversight Reporting - SFY 2015} 

i:han·gefor 
. Re~orti~g R:fi!rence ID 1 .. Z()lg ·~: :· 

'·' 

QAPl.02 u 

,QAPl.03 U 

SERVICEAUTH.01 . U 

SERVICEAUTH.02 R 

: SERVICEAUTH.03 U 

SERVICEAUTH.04 U 

SERVICEAUTH.05 C 

SERVICEAUTH.06 · U 

SERVIGEAUTH.08 U 

: SERVICEAUTH.09 

SERVICEAUTH.12 

. 5/24/2018 4:13 PM 
Page 30 of 34. 

u 

·.u• 

'" 

Reqi,dres 
subpop_~latlon · · 
'·8re~kout ;' '' ' 

Quality Assessment and Performance 
. •: . Narrative lmpr.ovement (OAPl)'Seml-AnmialUpdate 
• • .Report · Report 

· ·Quality Assessment and Performance · 
•. Improvement (QAPI) Annual Program.·· Plan· 
: ·:Description and-Annual Work Plan 
· Medical Service, Equipment and Supply 

Service Authorization Timely Determination ... Measure : 
Rate: .Urgent Requests: 
Medkal Service, Equipment and Supply 
Service Authorization Timely Determination · .Meirnure · 
Rate: Continued/Extended Urgent Services 
fv1edlcal Service, Equipment and Supply 

· Service Authorization Timely (14 Day)·· 
• • Determination Rate: New Routine Requests Meaiiure 
· (ei<dudes NEMT and Complex Diagnostic 

Radiology) 

PharmacyServiceAu~horlzatlori Timely ·Measure · · 
Determln.atlon Rat_e 

· service Authorization Determination , · 
Summary byoServlce Categ~ry by State Plan, Table! 
191SB Waiver, and Total Population 

Service.Authorization Denial Detail Log . Table 

Medical Service, Equipment an_d Supply 
Service Authorization Timely Determination:· 
Rate: New.Routine Req1,1ests That Were 

-Measure 

· Extended 
•Number of Pharmacy Prior Authorizations • 

•••Stratified BY Behavioral Health and Other · Meaiaire 
·Drugs 
Complex Diagnostic Radiology Authorization · 
Tlmely{2 Day) Determination Rate: Routine• • :Measurn • 
Requests . 

,·, 

' Firlit Dot@ ' DHt@·@fbH§t . : 
.. st1rndr1rd Dim . . n@{iufrod '. : : · n@qlilr@d : . 

. i?otti· · · ftir N@w o~> · §ubmi!i§ii'Jn tor· 
· · ~hHflHt!I. · R@tlriul ·· · 

• seml·Anriuiil MueliUit 

Aimual : O!ileeml'ler ill.lit 

· 2 mi:inth!i Mter 
Quart@rly-' the em! i;Jf th111 

guarter 
2 mi;Jnthli after 

• Qwirt1irly th1i end fit th1i 9/U/~Cl:rn 
flUHfteF 

· 2 mi;Jnth» aftei' 
Quarterly · tii61ind t;lf the 

quarter 

2 mi;Jnth§ ilftlilF 
: Quarterly · the e.nd i;Jf the 

tiuarter · 
· 2 menths iifttir 

Quarterly the omt efth@ 
. auarter 
• 2 month!i iiftli!F 

o.u a rte riv . the end t;1f th@ 
auarter 

2 month§ after 
: Quart1irly · the end ()f the 

. quarter 

l fliMth!i iifi@f 
quarterly : : tlitrnnd t;1f:thg 

· auart@r 
2 mt;1nth§ 'lifter 

Quarti;irfy · the imd Qf the 
au11rtllr:: · 



Exhibit 0 -Amendment#09 
NH Medicaid Care Management Quality and Oversight Reporting - SFY 2019 

:Reporting Reference ID 

SERVICEAUTH.13 

STAFFINGPLAN.01 

SUD.01 

SUD.02 

· : SUD.03 
-

SUD.04 

·SUD.06 

SUD.07 

SUD.08 

5/24/2018 4:13 PM 
Page 31of34 

Requires 
Change for 
. 2019 

Subpopulation 
Breakout 

u 

u 

R 

R 

R 

R 

R 

R 

R 

Name .. 

Medical Service, Equipment and Supply Post. 
Delivery Service Authorization Timely (30 
Day) Determination Rate 

· · MCO Staffing Contingency Plan 
Substance Use Disorder and Substance 

·. Misuse Seri/lees: Percent of Population 
Using Any SU DSM Specific Service, by Ase 
Group 
Substance Use Disorder and Substance 
Misuse Services: Percent of Population 
Using One or More Opioid Treatment 
Center Services, by Age Group 
Substance Use Disorder and Substance 
Misuse Services: Percent of Population 
Using Buprenorphlne Through Point of 
Service Pharmacy, by Age Group 
Substance Use Disorder and Substance 
Misuse Services: Percent of Population 
Using General Acute Care Inpatient Hospital•· 
Withdrawal Services, bv Age Group 
Substance Use Disorder and Substance 
Misuse Services:· Percent of Population 

· Using Outpatient Non-Facility lndlvidual, 
· Family, or Group SU DSM Counseling 

Serviceiby Age Group 
Substance: Use Disorder and Substance 
Misuse Services: Average Number of 
Outpatient Non-Facility Individual, Family, 
or Group SUDSM Counseling Services Used 
Per Service User, By Age Group 
Substance Use Disorder and Substance 

· Misuse Services: Average Number ofbpiold 
·Treatment Center Services Used Per Service 

User, by Age\lroup 

~irnt Clat@ tleit@ rJf be§t 
· Mfil@§Uf€! StaHtlaffl Ou@ R@quirntf .R@QuirnEI 

"l'ypfil Dllta f'l@rl~cl. Diitfil .f6f N@W rJf §u1Jmls§i1m fi:lr 
t:lum~i;i Ri;itirncl 

~month§ iifti;ir 
Mll!asurn · : Qu11rt@rly the @nd ©fthe 

CIU1lfti;lf 

Plan Annu;illy . AUljU§t 1 

4 months after No l'urther 
Measure Quarterly the end cfthe llubmi§§ion§ 

qwirter ~equirnd 

4 month~ after N© l'urther 
Measure Quarterly the end ofthe ~ubmi§§ifln§ 

quarter ~equired 

· 4 mcnth~ afte~ N§ l'urther 
M@asurn Quarterly th@. end ©fthe llubmi§§ion§ 

qutirter l\equirnd 
-

4 mcnth§ after Nt'l further 
Meas urn QuarMly th@ trnd ©fthe ~Ybmi§§it'ln§ 

quarti:ir ~eqyirntl 

· 4 m©nth§ after N@ FYrther 
Measure Qw1rterly thi:i end of the· llubmi§§it'lR§ 

«i::allilndilr ClYilrteF l\equirnd 

4 mMth5 11fter Nfl l'Yrther 
Mtiasure Quarterly the end cf the ~ubmi§§it'ln§ 

ealendilr qi,rnrter l\equirnd 

4 month5 tift@r No fYrther 
Measure Quarterly •the end ofthe ~ubmi§fiion§ 

calendar quilrt!lr ~equlri;id 
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·· ~equlres. · 
. . . f.. . 

10 
thangefor·. . 

5
. b .

1
. 

1 · :Reporting Re erence · · . · . · · \ u. pppu a~ on : : .. , , 
·: ·. · ':<<< ··.~ ,. • ~o~9··:· 'i. ::.'Breakout '>' 1

'', 

.·Name: 
:-, 

SUD.09 

SUD.10 

SUD.11 

.SUD.12 

SUD.13 

SUD .. 14 

·SUD.15 

SUD.16 

;5/24/2018 4:13 PM 
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R 

R 

R: 

R 

R 

R 

.R 

Substance Use Disorder: and Substan.ce 
Misuse Services: Average Number of Day's 
supply of Buprenorphirie Through ~ Point of·· Measure 

: · service Pharmacy Per Buprenorphlne User, 
:by Age Group 

· Substance UsaDlsorder and Substance: 
: • Misuse Services:• Percent of Population 

.Measure Using Partial Hospltallzatlon for SU DSM, by . 
Age Group 
Substance Use Disorder and Substance 
Mlsu~e Services: Ayerage Num~er of Partial Measure 
Hospitalizations for SUOS.MServlces U.sed 
Per Service: User,• bv ARe Group 
Substance Use Disorder and Substance 
Misuse Services: Percent of Population · 
·using Intensive Outpatient Treatment for 
SUDSM, bit Age Grouo . 
Substance: Use Disorder and Subst~nce 
Misuse Services: Average Number: of 
Intensive OutpatlentTreatment Services for · · Measure 
SUOSM Using Specific Service Per Member· 
.Per Month; by.Age Group .. 
. Substance Use Disorder and Substance . 

· Misuse Seritli:es: Average Number of:•· 
Genercil Acute tare lnpiitlent Ho~pltal .. : Measure . 
Wlth.dr.awal Servlce.s Used Per Service User,. 
by Age Group 
Substance: use Disorder and Substance 
Misuse Services: Pe.rcen.t of Population. 

Measure · · Using SU DSM Rehabllltatlon Facility Service, 
: . :by Age Group · · 

•••Substance l)se Disorder ~nd Substance• 
··Misuse Services: Average Number of· 

SUDSM Rehabllltatloh Facility Services Used . ·Measure 
Per Service User, by Age Grouo 

· Quarterly 

Quarterly 

: Quarterly 

Quarterly 

·Quarterly 

Quarterly. 

Quarterly 

o.i.rn rte rly : . 

4 morith~ ilft@f 
the @rid of the 

· ealendar quarter . , 

: 4 month5 lifter · 
·the end of th@ 
ealenefor qyart{;}f · · 

4 menth5 after 
thti eml of thti 
ealemfor t'jYilffllr 

· 4 monthij afttir · 
the @ml ohli!l: 
~alendar quort!lr . : 

4 month§ oft!lF 
the i'lnd i:lfth!l 

· !iill!lndilf t'jYilftlilf 

: 4 month§ ~ftlilf 
the rmd 1;1ftl1e 
calend~r quart!lr • 

4 mi;inth5 {lfter 
. the end ofthe 
: ealendar quarter 

4 month§ after 
the end orthe 
calendar quarter: 

No FYf1h@r: 
llYbmi§§j§fi§ 
A@~Yif@d 

No Furth@r 
llllbmi§§lon§ 
R@qYiF@@ • 

. N1;1 FYFthilf 
llYbmi§§i1;1n§ 
R!lqYirnd 

No ~Yrtlm 
lllibmi§§ioR§ 
A!lqYirni:I. 

· N1;1 furth!'lf 
llubmi§§i€lf1§ · 
A!'lQYiFtld 

Ni:i l'Yfti'l!'lf 
llubmi§§i€lR§ 
R!'lQYiF!ld, 

No FUFth!lF. 
llubmi§§i§f1§ 
A!lQYIFtld 

N1;1 ~birth!'lr 
ll'ubmi!i§i1;1n§ 
A!'lQYif!'li:I . 
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Reporting,Reference ID 

-

SUD.17 

SUD.18 

SUD.19 

SUD.20 

. SUD.21 

SUD.22 

SUD_1115.01 

SUD_1115.02 

SUD_1115.TBD 

5/24/2018 4:13 PM 
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Requires 
Change for, 

2019 
Subpopulation 

Breakout 

R 

R 

R x 

R 

R 

R 

N 

.N 

N 

Name 

Substance Use Disorder and Substance 
Misuse Services: Percent of Population 
Using Outpatient Crisis I nterventlon 
Services (In Provider Office or Community). 

. .for SU DSM; by. Age Group 
· Substance Use Disorder and Substance 
• Misuse Services: Average Number of· 
Outpatient Crisis Intervention Services (In 
Provider Office or. Communlty)for. SU DSM 
Used .Per Service User, by Age Group 
Substance Use Disorder and Substance 
Misuse ED Use: Rate of ED Use for 
Substance Abuse Disorder Diagnoses per 
Member per Month by Subpopulation 
Substance Use Disorder and Substance 
Misuse ED Use: Rate of ED Visits for 
Substance Abuse Disorder and Substance 
Misuse Diagooses per 1,000 Member 
Months; by Age Group 
Substance: Use Disorder and Substance 
Misuse ED Use: Rate of ED Visits for 

• Substance Use Disorder and Substance 
. Misuse Diagnoses for the Population Using 

: Any SUDSM Service Per 1,.000Member 
Months, by Age Group 
Substance Use Disorder and Substance 
Misuse ED Use: Rate of ED Use for Any 
Diagnosis (SU DSM or Other) for. Mernbers 
Using Any SU DSM Service In Quarter per 

· Member per Month by Age Group 
· Continuity of Pharmacotherapy for Opioid 

Use Disorder 
· Critical Incidents Related to SUD Treatment 

Services 
Additional Measures and Reports to 
Support SUD 1115Walver Monitoring 
(Specifics TBD) 

filr!it IJl'lt@ Dl'li@ i'lf bl'l§t 
Mmrnuro Stm1d1ml Du@ liElfjUlr@d ll@ctYirna .Typo 

Diltll Pnrl11fl . iJHt@ far Ne!Wtlf .. !iubmi§§i@n for 
Ghllfl!!I? R@tlf@d 

4 m@nth§ efi:@r Nt'l l1b1fth13F 
Measure Qw:irttirly th@ @rid §f th fl libll'lmi§§i§n§ 

t::1llf'!ndar qY1lft§f R@Qblirnd 

4 m@nth§ 11ftf'!r N€l rUfth@F 
. Mea~ure Quarterly . thf'l @nd §f thf'l M'lmi§§i§n§ 

calendi:!F qul:lrter A@qYiF@d 

4 m1:mthfi aftf'!F N© l'Yfth@F 
Measure Quarterly thinrnd ©fth@ ~ubmi§§i©n§ 

ct1lendar quartflr Aflquirnd 
.. 

4 month5 nftflr N© l'IJftht;iF 
Measure Quarterly tile and of thfl §ubmi§§lt'ln§ 

calendt1r quartflr l\flqYirnd 

4 month~ t1fter Nt'l l'uftht;if 
Measure Quarterly the end ohhe §ubmi§§i©n§ 

. calendar qbii'trter Rf!quiri;id 

4 m©nth§ 1lftflf Nt'l l'b!fth@f 
:M1nrnure. · Quaft(lfly. thfl (lf1d §fth§ §ubmi§§i§n§ 

t::alflnd~F qY11Ftflf. At;iqYirnd 

... 

M(lasurn Annually UO nm 
.Table Q1,rnrt6rly. no "fl:IO 

nm · :fBO il:IO no 
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Reporting Reference ID_ 
.• ,. 

: TERMINATIONPLAN.Ql 

I 
' TIMELYNOlJCE.02 

· TIMELYNOTICE.03 

TIMELYNOTICE.OL_ 

· ·TPLCOB.01 

' 

'rf>LCOB.02 

TPLCOB.03 

TRANSFORM.XX 

S/24/2018 4:13 PM 
.. Page 34 of 34. 

Requires 
Change.for .Subpopuhition 

201.!L ·.Breakout 

•u. 

u 

u 

u 

u 

u· 

u 

R 

.. 
.. 

Name 
,. ... 

.. .. 
'· 

MCOTermlnatlon Plan: 

Timeliness oTNotJce Delivery: Standard 
: .. service Authorization Denial 

.. Timeliness of Notice Delivery:: Standard. 
•. s~rvice Authorization DenJalWlth Exterislon 

Timeliness of Notice. Delivery: Expedited 
Process 

.. Coordination of Benefits: Costs Avoided 

• • Coordlnatio11 ofBeneflts: :Medical Co~~s. 
· · Recovered Clalinlog 

Coordination of Benefits: Pharmacy Costs 
Recovered Claim Log, 

Measures to Support 1115 Transformation 
. ·Waiver Monitoring (Specifics TBD; measures 
• will be claims; survey, &:ooeratlons basedl · 

ill~!itJiot~ · l:lat1H1fba!it 

Typo• 
.Mfl.HllUrt'l Sfomlard i1ti@ • ij@i'jlllf@d. . · : . R@QYir@d 

.,, .. DBto Porlad • •· i1fltii "'";;- . :: :'.fl'Jr.N@wor .. .'§ubfijl§§i~n f§r; 
' ---· ~ ,, " .. . . Cha ft!!@. . R@tlrnd 

· Plan N/A A§ needed 
2 m@rith!i after-

Meas.ure : Quarterly the end ~f the 
· Ciuiirter 
· ~ mi:mthll tift@r 

Measure QUilrtt1rly · the end c:ifthF 
· auarter 
2 month§ llfter 

·Measure Quarterly · the end of the 
autirter · · · 
2 month§ after 

Table· Quarterly the f;lnd of:th(l 
tlUilrter 

. 2 mc:inth§ llfm 
Table· Quarterly • the.flml ofttw 

auarter. 
2 month§ Elfter 

··Table Quarterly the end gf the 
tllHlfi@f .. 

Ng 
Measur~ N/A · ilrn §ulnni§§i@n§ 

AegYirnd 



· State of New Hampshire· · 

· • Department of State· 

I. WimamM .. ~.~efStateof:ln.esmt..eofNeW~dehuehycerutYGRANITESTATEHE:ALm?LAN • 
. INC.. is ii NcW ~ ct1~oa ~on Marefl 14. 20!2: l further certify lhirt articles of dissc!ution h:!ve not~ filed 

. ~iili tbis office. 

lNfOFtMA TION REGA.iU>iNG ANNUAL REPORTS AND.i'OR FEES MUST BE OBTAINED FROM THE NEW 

HAMPSHIRE INSURANCE DEPARTMENT. 

BUSmess ID: 667495 • •. . . . 

certifica~ Number: 0004101615 . 

IN TESTIMONY WHEREOF, 

· . I hereto set my hDhd and cause to be nffix¢d • 

the Seal of the State of New Hampshire, 

this 25th d~y of May A.O. 2ol 8~ 

William M. Gardner . · 

Secretary ofStnte 



- -·--·-·-·-"·---•· d ·--··•-••-••• '"••'-••-· , - •• ~ ._.o o•-. ••••••""""'"""- - ...... , ••• ~"..-- ••- __ :,,:.. .... ~:.:_. __ : ___ _..,..,,._ ••• ,_ __ D•--<"<"'•'"""""'-'"::...:.._.·~: •. ,_,.. •.• :. __ ._. •ol .'_,_ _ __,,_ ,•• '- ._,,_ __ __.,_ ____ __, __ ,. __ , . . . 

I..KeillhRM!lmmm~~~tlEirm~Ofahe~Slale.~Pllmm,,~ 
· .. a~~~W§liniMiim~g~~f!kwsmt'he~imfNew~ · 
(tfhe.~,. 

I imber ~hltJm-mfatW~ l?residam'tai!i!li QE(J) m~ Cmpii~ is aij1llm7iiml m : • 
· •·•·· sigmmillmlmllfofdll:~oymadai~anull~amyamh1~~~ 

1ll!llld~Dli~tDbiIJdflhe~· 

I furtllu:i cemfy tlhat tire autllm:rit,Y ~ m the imulliVidmil mmedl abOve :Sful)ll remam m •. 
~ fijit¢e mull effect Wl\llll .tllls certific3rte of A.uuJliDirity iS amended bY: tllie C~on. · 

IN WITNESS WHEREOF, llllaVe Sllbscn"bed ~y ~eas Secremy ofd.i~ COiporatlioo .. 
. · · on diis 2~ daY of May, 2018 •. · · · · 

. .. .. . ~·· ...... . . . . . . . . . . . . 

~?;{~ . . ' . . . . .. 
. . . . . . . . . . . . 

. ._ • · · iv~'l.a· Ur.ti:..~. Secrdmy.. . . . . . 
. . . ~ ~~~ . . . . . . . . . . 

• · State ofMisSouri ) 
) 

· County Qf St tows ) 

On ·this: 291h day of May, 20.U~. before me, Ro~e Bayes, the unti~ Notaey j>Ul,Ifo, 
· · · • . personally ap~ Keith H WillianJson, pmonally known to inc, to be the •Person Whose name : . · 

• is subscribed to within the instrument, and acknowledged to II1e that he executed th~ Same for the · . . . . . 

pl.lrposes therein stated.• • · 

. ROSEMARIE BAYES·. 
· Notary Public· Nota,Y seal · 

STAlE.OF MISSOURI 
• : SL Lauis County • : 

·My Commission Eitpires: · June 3, 2020 
•Commission# 12567879 · · 

·-- - ~----"··~--··-~-·- ... 
'· 

... ~ 

~~ . · . · S1gDature ofNotaiyPublic . . . . . . . . . . 

I 



____, 
I DATE(MM/DD/YYYY) ACORD@ CERTIFICATE OF LIABILITY INSURANCE '------" 1112112017 

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 policy(ies) 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 rights to the certificate holder in lieu of such endorsement(s). 

PRODUCER CONTACT 
Aon Risk Services Central, Inc. 

NAME: I 
PHONE (866) 283-7122 j f~. No.): (800) 363-0105 St. Louis MO Office (AIC. No. Ext): 

8182 Maryland Avenue E-MAIL 
St Louis MO 63105 USA ADDRESS: 

INSURER(S) AFFORDING COVERAGE NAIC# 

INSURED INSURER A: Zurich American Ins co 16535 
Granite State Health Plan INSURERS: XL Specialty Insurance Co 37885 
c/o Centene Corporation 

INSURERC: American Zurich Ins Co 40142 7700 Forsyth Blvd. 
suite 600 INSURERD: 
St. Louis MO 63105 USA 

INSURERE: 

INSURER F: 

COVERAGES CERTIFICATE NUMBER· 570069271863 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. Limits shown are as requested 

""'~" TYPE OF INSURANCE 1 "UUI ISUBH POLICY NUMBER POU"l err l~~~i\'5JYm LIMITS LTR INSD WVD IMM/DDIYYYYl 
A x COMMERCIAL GENERAL LIABILITY GLA 9~Lb74~-Ub H/V.l/LUV IUb/V.l/ lU.lO EACH OCCURRENCE $1,000,000 ,...__ D CLAlf.JS·MADE 09ccUR 

uAMAGc I 0 "C" 'cu $1,000,000 
PREMISES IEa occurrencel ...... 
MED EXP (Any one person) $10,000 

PERSONAL & ADV INJURY $1,000,000 

GEN"LAGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE S2,000,000 R DPRO- 0LOC PRODUCTS- COMP/OPAGG $2,000,000 POLICY JECT 

OTHER: 

AUTOMOBILE LIABILITY COMBINED SINGLE LIMIT 
tEa accidenO ...... 
BODILY INJURY (Per person) ANY AUTO 

~ OWNED - SCHEDULED BODILY INJURY (Per accident) 

~ 
AUTOS ONLY 

!--
AUTOS 

PROPERTY DAMAGE 
HIRED AUTOS NON-OWNED 

(Per accident) 
!-- ONLY ...... AUTOS ONLY 

8 x UMBRELLA LIAB H OCCUR 
US00068524LI17A 11/01/2017 06/01/2018 EACH OCCURRENCE $5,000,000 ...... SIR applies per policy ter ins & condi ions AGGREGATE SS,000,000 EXCESS LIAB CLAIMS-MADE 

OED I x !RETENTION Reterliion .. 
$10,000 

c WORKERS COMPENSATION AND WC647833304 11/01/2017 06/01/2018 x I PER I jOTH-
EMPLOYERS" LIABILITY STATUTE IFR 

YIN 
ANY PROPRIETOR I PARTNER I EXECUTIVE 

~ 
E.L EACH ACCIDENT $1,000,000 

OFFICER/MEMBER EXCLUDED? NIA 
(Mandatory in NH) E.L. DISEASE-EA EMPLOYEE $1,000,000 
If yes. describe under 
DESCRIPTION OF OPERATIONS below E.L. DISEASE-POLICY LIMIT Sl,000,000 

DESCRIPTION OF OPERATIONS I LOCATIONS J VEHICLES (ACORD 101, Additional Remarks Schedule, may be attached if more space is required) 

CERTIFICATE HOLDER 

NH Department of Health and 
Human Services 
Attn: Jeffrey A. Meyers, commissioner 
Brown Building, 129 Pleasant Street 
Concord NH 03301-3857 USA 

CANCELLATION 

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE THE 
EXPIRATION DATE THEREOF, NOTICE IMLL BE DELIVERED IN ACCORDANCE IMTH THE 
POLICY PROVISIONS. 

AUTHORIZED REPRESENTATIVE 

©1988-2015 ACORD CORPORATION. All rights reserved. 

ACORD 25 (2016/03) The ACORD name and logo are registered marks of ACORD 

... 
ell 
;;: 
;; 
r::: 
ell 

:E! ... 
ell 
"C 
c 
::c 



1i!i!IS €:13rllll!Mai!E IS ISSlJ.!SiD ~A~ Gll1" ~~ lm!U ~ ~ ftllDl liUfl>lllliS ~ 1lll!lE ~ ll!lnlJ.J!I6il. 1'8ilS 
~·llllI&'i!lm" P<l?ff'l~m ltla ~~ Ml3!lllii. ~ m ~ • ~~ ~ -~ 
.~l!li!IS ~CIFll!~EE·oos lmi.~ill.~~.~iiil!E·iSSJ!ims ~ ~ 
~m~~"E'ff!IE~l!!liltlllillER . . 

· 1~11ftlie~~lism~m~u;s~lmt!Ialmlle~!M.~~-~i3ildim!!Sl¢Ci,ff .i; 
~IS~~b melm:mell$di=dlliaimdlf.l?i~.f.,~illlr;:alli:!IDl!:l!1J'mll!l!lre!30&"!1Drn21.A~a11J:¢il:ill!iil5 i;:: 

~dlr!m;lll!ldawhir~bbcmr.l:!ifala iim00arl&lim111il'fsa:b""""1mi"*=-:a-;_,~_;;._----....,....,....,...,.....----....,..-.,.......,....,----11 ! 

~lEl..lmTAPl'UESFER: 

RFOUcY·o~ ··rxiloC . JECr. l:J 
cmra!I.. • . . • . . 

NffA\RO 
I-'"'- Oi.1iB:i· '"".'"" ~ 
,.__ AUmS ONLY · AUlOS 

KREDAJ.lrOS . r'-'- NOH-OWllED 
,__ ONLY . ...:.... Aurosom.v 

,..-,..-,..-,..-,..-,..-,..-,..-,..-,..-~'"'=.,,,-,..-,..-,..-,..-~,..-,..-,..-,..---11\·];E 
. l!1mli,)) Z'<!l!-71'm' 1$ 

IS*'lll.::=::;..;.....;..;~"-,..-,..-~,..-~~1!.:i=:::.::~,..-,..-,..-,..-,..-,..-...;.;_;..:....._j! ~ 

~ x 
""~~~~ . . ... 

0 z 
Q 

I 
i: 
ID 

US0~8524Lil!lfl 06/01/21)18 06/01/2019 EACH OCCURRENCE . SS,000,000 · U 
SIR awlies per policy ter~ & condi fons AGGREGATE ss.ooo;ooo · 

1--,..-,..-,..-,..-,..-,..---lt--~~,..-,..-,..-~ 
C~=UAB·.~=~ I 

llmJXf~. R•'""1iQn Sl0,000 
.ll 0610.11201a os10112019 x l~rTiirE I .. I~~ 

EL EACHACCIOENT• . Sl,000,00.0 
.Sl,000;000 

E.L; OISEASE-POUC'f LIMIT . •Sl,000,000 --~==~--=-----~~~~--.____~___._------------'-----~·~ 
--~-·-·~-···-""'••-•• . .,,~-•-"'ab_.. .1 

:a 
'--~~~~~~~~~~~~~~~~~~~~~...-~~~~~ .................. ---~--i~_-
C ER 'J'.l FICA JE HOLDER ... CANCELLATION . :;:!. 

NH Department of.Health and 
Human services• · 
·Attn: Jeffre•i A. Meyers, commissioner 
Brown Building, 129 Pleasant Street 
Concord NH 03301-3857 USA 

SHOULD /IN'( OF THI: . .move DESCRIBED POLICIES BE CANcELLED BEFORE THE 
EXPIRAl101'i DATE THEREOF, NoTICE v.lLL llE DEUVERl!D fN AccOROANCE WITH niE POUCV PROVISIONS. . . . . . . . . . . . . . . . 

UTHOfllZEI) REl'RESENTATIVE 

©1988~2015 ACORD CORPORATION. All rights reserved. 
ACORP 25(2016103} The ACORD name and logo are registered marks of ACORD 
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ms~GF~lllimsmr~111.~t!!lEllW»iE8l.llllliE:le.sll!lll1!S~~.~ 
l!!e~--~~11-~' '' ' ' ' ' 

lllmlllll!lll!!: 

""'1111 •mii!E.lk ~as ~11. :lirm:. 
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New Hampshire Department of Health and Human Services 
Medicaid Care Management Contract 

State of New Hampshire 
Department of Health and Human Services 

Amendment #16 to the 
Medicaid Care Management Contract 

This 16th Amendment to the Medicaid Care Management contract (hereinafter referred to as "Amendment . 
Sixteen") dated this 24th day of May, 2018, is by and between the State of New Hampshire, Department of Heaith 
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, and Amendment #16 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 ofthe contract; arid 

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 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 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 entirety Exhibit B Amendment #15 and replace with Exhibit B Amendment #16. 

5. Delete in its entirety Exhibit 0 Amendment #8 NH Medicaid Care Management Quality and Oversight 
Reporting - 2018. and replace with Exhibit 0 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 I Health Insurance Portability Act 
Business Associate Agreement version March 2014. 

Boston Medical Center Health Plan, Inc .. Amendment #16 
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New Hampshire Department of Health and Human Services 
Medicaid 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 SeNices 

Boston Medical Center Health Plan, Inc. 

me: 
Title: 

Acknowledgement of Contractor's signature: 

State of nl=t {;;)-& , County of 00.Q~o \\<... on ~ ~ ::5' 1 ~before the undersigned officer, 
personally appeared the person identified directly above, or satisfactorily pr ven to be the person whose name is 
signed above, and acknowledged that s/he executed this document in the capacity indicated above. 

nl.>cQor'L+ Ncc.b .. L ;;-Q,__J...,_ 
Name an~ Title of Notary or Justice of the Peace 

My Commission Expires: A-pr\ \ 

- A MARGARET MELANSON - . 

-_JrJ]KcoMMONWE~~~;~usme. ~" 
· ~- ~Y Comm1sSion~lr~ · -
·. - . -·· - - ._ApriJ~. 2()19· .• 
~- - - -. - . -

Boston Medical Center Health Plan, Inc. Amendment #16 
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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 

N.ame: ~t\f"' A-
T1tle: ~r 

Date 

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) 

Date 

Boston Medical Center Health Plan, Inc. 

OFFICE OF THE SECRETARY OF STATE 

Name: 
Title: 

Amendment #16 
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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 
inHe-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 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 oflong 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 MCO or its designee, with 
a potential member or a member with another contracted managed care organization for the 
purposes of marketing (42 CPR 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 ofMCO 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 (CARPS®)" 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 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 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.l 14(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 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] 

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; 

• 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. 

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 
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A • 
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.lO(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) 

A • 
"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 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 

Page 18 



New Hampshire Medicaid Care Management Contract - SFY2019 

Exhibit A - Amendment #14 

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 Ii censure, 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. 

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 
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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 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. 

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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Step2 

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 ofDHHS 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: 
,, 

Ac~orlym 
"' 

, Description 
"' ~ 

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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:, " 
Acronym i i Descdption ' 

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 

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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"" . 
Acronym Descrfotion 

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 

HIP AA Health Insurance Portability and Accountability Act 

HIV Human Immunodeficiency Virus 

ICF Intermediate Care Facility 

" 

A • 

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 

NIA 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 
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Acronym :,;,, 'n~scril>tion 

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 

QM 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 

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 
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·1\cr<>,nym . J)es~rjpt~Qn .. 

USC 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 - HIP 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 (FF A TA) 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. l .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 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 ofDHHS 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 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. 

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 

A -
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 and NHID staff by phone1and 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 
CPR 438.610(a); 42 CPR 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 CPR 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. 
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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.lO(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 
theMCO; 

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 ifthe 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 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 5.2.1and5.2.2 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 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 ifthe 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 

A -
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. 

Page 36 



New Hampshire Medicaid Care Management Contract - SFY2019 

Exhibit A - Amendment #14 

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 frorn 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 serv!ces 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 ofrecords 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. 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. 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 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-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-01), 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 "SOC2" 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. lfthe 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 di;i.te 
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 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. 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 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 MC Os 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. 

.· 

OAA/ANB/APTD/MEAD/TANF/Poverty Level - Non-
Duals1 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 I 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 newborns X 

Breast and Cervical Cancer Program (BCCP) X 

1 Per 42 USC §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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Pregnant Women X 

Native Americans and Native Alaskans w/ member opt out2 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 newborns) 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. 

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

Services HPP Phase 1 FFS 

Maternity & Newborn Kick Payments x x x 

Inpatient Hospital x x x 

Outpatient Hospital3 x x x 

Inpatient Psychiatric Facility Services Under x x x 
Age214 

Physicians Services x x x 

Advanced Practice Registered Nurse x x x 

Rural Health Clinic & FQHC x x x 

Prescribed Drugs5 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 

DC-Ray Services x x x 

Family Planning Services x x x 

Medical Services Clinic (mostly methadone x x x 
clinic) 

Physical Therapy6 x x x 

Occupational Therapy7 x x x 

3 Including facility and ancillary services for dental procedures 

4 Under age 22 if individual admitted prior to age 21 

5 Except as indicated in Section 14.1.15 

6 Combined PT, OT, ST 20 visit limit in the CMS-approved State Plan is equivalent to combined 20 hours 
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Step 1 
NH Step2 Exel./ 

Services HPP Phase 1 FFS 

Speech Therapy8 x x x 

Audiology Services x x x 

!Podiatrist Services x x x 

Home Health Services x x x 

EPSDT Services9 x x x 

x EPSDT x 
!Private Duty Nursing onlv 

x EPSDT x 
Adult Medical Day Care only 

x EPSDT x 
Personal Care Services only 

Hospice x x x 

Optometric Services Eyeglasses x x x 

Furnished Medical Supplies & Durable x x x 
Medical Equipment 

Non-Emergent Medical Transportation 10 x x x 

Ambulance Service x x x 

Wheelchair Van x x x 

x EPSDT x 
Independent Care Management only 

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

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

9 EPSDT includes Applied Behavioral Analysis Services. 

10 Also includes mileage reimbursement for medically necessary travel 
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Step 1 
NH Step2 Exel./ 

Services HPP Phase 1 FFS 

Home Visiting Services x x 11 

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 

11 Provided within the SUD benefit 
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Step 1 
NH Step2 Exel./ 

Services HPP Phase 1 FFS 
513 

Chiropractic services (NHHPP population x 
only) 

Intermediate Care Facility for Individuals 
with Intellectual Disabilities (ICF/IID) 12 

Medicaid to Schools Services x 

Dental Benefit Services13 x 

Behavioral Health Crisis Treatment Center x x x 

Services provided in an IMD pursuant to an 
approved waiver14 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)(l) 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 

12 e.g. Cedarcrest 

13 except facility and ancillary services for dental procedures 

14 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 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: 

8.3.4.1. 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-o and 13960-
l, 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.l(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 ifthe provider that furnishes the services has 
an agreement with the MCO [§1932(b)(2) of the SSA; 42 CFR 438.l 14(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.l 14(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.l 14(a) of the 
definition of emergency medical condition [ § l 932(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.l 14(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.l 14(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.l 14(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.l 14(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.l 14(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.l 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 43 8.114( 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.l 14(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.l 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 CFR438.114(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.l 14(e); 42 CFR 422.l 13(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. 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 ofDHHS'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 ofMCO's performance, 
MCO will have thirty (30) calendar days from receipt ofDHHS's written 
explanation to submit a written request for reconsideration along with a 
description ofMCO'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 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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A -

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 ifthe 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)ofthe 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 441and42 CFR 44711.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 of2010 (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 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 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)(l) 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 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 dny pregnant members. 

I 

I 

I 
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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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a -
10.8.3.5. Coronary Artery Disease (CAD), in coordination with the Million Hearts 

Campaign; 
1 

11 

10.8.3.6 .. i Obesity; 
I 

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 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 ofDCYF 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 CFR438.208(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. 

' 
I0.9.4. 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. 

I0.9.7. 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 Community Care 

IO.IO.I.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: 

IO.IO.I.I. 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.IO.l.5. Schools; 

I0.10.1.6. 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. 

10.11.Long Term Services and Supports (L TSS) 

10.11.1.Navigators. The MCO shall create an organizational structure to function as 
navigators for members in need ofLTSS 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 L TSS 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 Special Needs with Waiver, NF or CMHC services; 

10.11.2.2.5.Adults with Waiver, NF or CMHC services; 

10.11.2.2.6.0lder Adults with Waiver or CMHC services; or 

10.11.2.2.7.0lder 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. 
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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 ofHe-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 ofDHHS 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 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 
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 Medicaid 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 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 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 ofreducing 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 

A • 
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 
fromDHHS. 

Page 77 



New Hampshire Medicaid Care Management Contract - SFY2019 

Exhibit A - Amendment #14 

12.5. New Hampshire Hospital 

12.5.l. 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 ofDHHS 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. l. 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 sh~ll 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 43 8, subpart K, which requires the MC Os 
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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/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. 
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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 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 altema,tive 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. !Va. 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 14.1.1and14.1.3 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 
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)(S)(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 ofNew 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.ln 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. 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, 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 (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 Dirn:S 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)(l)]. 

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)(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 CFR438.104(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 
CFR438.50. 

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. Disenrollment 

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. 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 ifthe 
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)(l); 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 ofDHHS' 
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)(l); 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.lf 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. IfDHHS fails to make a 
disenrollment determination within this specified timeframe, the disenrollment is 
considered approved [42 CFR 438.56(e)(l) 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 CFR438.56(g)]. 
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17. Member Services 
17.1. Member Information 

I 7. I. I. 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. 

I 7.1.2. 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. 

I 7.1.3. 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)]. 

I 7. I .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: 

I 7. I .4. I. Assist the member to select a Primary Care Provider (PCP) or confirm 
s~lection of a PCP; 

I 7.1.4.2. Include a brief Health Needs Assessment; 

I 7. I .4.3. Screen for special needs and /or services of the member; and 

I 7. I .4.4. Answer any other member questions about the MCO and ensure that members 
can access information in their preferred language. 

I 7. I .5. Welcome calls shall not be required for members residing in a nursing facility longer 
than I20 days. The MCO shall: 

I 7. I .5. I. 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 
I20 days; and 

17. I .5.2. Send letters to members residing in nursing facilities longer than I20 days or 
their authorized representatives describing welcome calls and how a member 
or their authorized representative can request a welcome call. 

I 7.1.6. 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. ThenameoftheMCO;and 

17.1.7.5. The name ofMCO'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 9ftheir 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. 
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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.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. 

17.1.12.3. 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. Appointmentprocedures; 

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;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; 

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. 
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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.lnformation 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 PCP; 

17.1.12.16.lnformation 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: 

17.1.12.20.1.0ral 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.lnformation 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 
ifthe 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.Infortnation 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.lO(g)(l)]. 

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 .1.1 7 .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.lO(d) I 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.lO(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.l 0( 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 
orDHHS treat the member [42 CFR 438.lOO(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 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) ofthe 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; 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. IfDHHS 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 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 arid 
does not mislead, confuse, or defraud the recipients ofDHHS [§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; 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 
CFR 438.104(b )(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; 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) 
ofthe SSA; §1932(d)(2)(B), (C), (D) and (E) ofthe 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; 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 L TSS 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. 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 (CARPS) 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(±)(6); 42 CFR 438.IO(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 43 8.1 O(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.l O(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; 

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; 

A -

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 

A -
18.1.1. In accordance with 42 CFR438.206, 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 CPR 
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. lfthe 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 ofreceipt 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://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, a,n 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 
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.lO(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, ifthe 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 DHI-IS. 

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 DHI-IS 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 DHI-IS 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 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. lfDHHS 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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I9.3.9. 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. 

I9.3.10.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. 

I 9 .3. I I .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. 

I9.3.12. 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 

I9.4.I. The MCO shall allow for the appeal of any action taken by the MCO. Actions shall 
include, but are not limited to the following: 

I 9 .4. I. I. Denial or limited authorization of a requested service, including the type or 
level of service; 

I 9 .4. I .2. Reduction, suspension, or termination of a previously authorized service; 

I9.4.l.3. Denial, in whole or in part, of payment for a service; 

I9.4.l.4. Failure to provide services in a timely manner, as defined by the State; 

I 9 .4. I .5. Untimely service authorizations; 

I9.4.l.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 

I9.4.l.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 
43 8.52(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 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 ifthe 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. 

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 MC Os 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.lO(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.l 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. 

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 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; 

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. lfthe 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; 

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, ifthe 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. 

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 ofresolution and appeal within the 
MCO's Grievance System prior to filing a request for a State fair hearing 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 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.lfthe 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.Ifthe 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.lfthe 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 
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 ofNHHPP 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. 

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 number of providers to provide all 
services and Equal Access to its members. 

''3;';i ·,::;,-\ -,)'.· 

Pro~i~er/~~t\rice;~i;::· 0; • .. . 

..... :.\ 
Statewide ... •1 

.• 1 •.. 

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 One (1) within forty-five (45) minutes or twenty-five (25) miles 
(adult & pediatric) 

Pharmacies 

Tertiary or Specialized 
services 

(Trauma, Neonatal, etc.) 

SUD Councilors 
(MLDAC) (adult & 
pediatric) 

SUD Programs 

(Comprehensive, 
Outpatient, Methadone 
Clinics) (adult & 
pediatric) 

One (1) within forty-five (45) minutes or fifteen (15) miles 

One within one hundred twenty (120) minutes or eighty (80) miles 

One (1) within forty-five (45) minutes or fifteen (15) miles 

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 
ofMedicine. 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 )(1 )(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 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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A -
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 ifthere is a failure to comply with 
timely access provisions in this Agreement in compliance with 42 CFR 
438.206( c )(1 )(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 ifthe 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 ifthe 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 burn 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 ifthe 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 ifthe 
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 

A • 
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)(l)]; 

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. TheMCO 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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A -
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://nhmmis.nh.gov/portals/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 
theNHHPP. 
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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) calenda~ 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%) ofvoicemail 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. 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)(l); 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)(l); 42 CFR 438.12(b)(l)]. 

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.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 

Page 137 



New Hampshire Medicaid Care Management Contract - SFY2019 

Exhibit A - Amendment #14 

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 
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 ofboard
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.l 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 
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. 
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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)/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 (PES) 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 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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A -
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 43 8.208( 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. All available CARPS 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 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 byNCQA 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)(l)]. 

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 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. 

23.1.1 O.The MCO shall have in effect mechanisms to ensure consistent application ofreview 
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 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 .1.17 .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 530.0l(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 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%) ofrequests: 

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: 

1. 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 ifhe 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 everit 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 thiee (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 

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/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 
withDHHS. 

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 ofDHHS 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 ofDHHS, ifDHHS 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 ofDHHS. 

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 ofillPAA, 
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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A -
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. 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: 

24.5.6.1. 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 

A -
24.5.6.11. Journaling 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/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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24.5.11.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 HIP AA 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 (1) business day response 

24.5.11.11.2.New information posted within one (1) business day ofreceipt 

24.5.11.11.3.Routine maintenance 
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A • 
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 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 ofDHHS' records, and 
archived data shall be retrievable at the request ofDHHS. 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 ofMCIS 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. lfDHHS 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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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. 
HIP AA 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 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 HIP AA 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 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 ofDHHS 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 ofDHHS 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 HIP AA 
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 HIP AA-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 
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-10-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-10-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 biologics 
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 X12N 837 
transaction formats (P - Professional and I - 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 .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 

25.2.18.2.1.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. 

25.2.24.2.3.0ne-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 

, 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, ifDHHS 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.All 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 ofDHHS 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 CFR438.606]. 

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 ofMCO 
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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26.3. I. 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.I(a)(l) and 42 CFR438.608]. 

26.3. I. I. 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. I. I. I. 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. I. I .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.I. 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 Servfoes 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 CFR438.608(c)(2)]. 

26.3.5. [Intentionally left blank.] 

26.3.6. The MCO shall provide written disclosure of any prohibited affiliation under 
§438.6IO 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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A -
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 

26.3.12.12.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 
theMCO. 
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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 43 8.606] .DHHS reserves 
the right to conduct peer reviews of final program integrity investigations completed 
bytheMCO. 

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 fina~ 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. NCC! 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 ifthe provider 
has shown evidence of credible fraud [42 CPR 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 
oftheMCO). 

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 CPR 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 .3 7 .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-10-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; 

26.3.37.1 O.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 .3 7 .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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26.3.37.18.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 .3 7.22. TPL information; 

26.3.37.23.Units of service; 

26.3 .3 7 .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 ofDeath. 

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. 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 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 

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 ofhealth
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 ofrecovery 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 ofhealth
related in~urance 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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I 
I 

27.5. DHHS Post PayJent Recovery Activity 
I 

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 ofDHHS 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.lOO(d)]. 

28.1.2. The MCO shall ensure that safeguards at a minimum equal to federal safeguards (41 
USC 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 CFR430.25, 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; 

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 & Medicaid Services. 

28.1.4. The MCO will not release and make public statements or press releases concerning 
the program without the prior consent ofDHHS. 

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 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 
oftheADA. 

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 ofrace, 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 ofreceipt 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 Medicaid 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 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 A~sur-ance 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 ofreceipt. 

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 HIP AA 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 ofDHHS. 

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 (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 born 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 newborn kick payment will be made for both newborns 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 maternity and newborn 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 CFR438.606]. 

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 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 
SPMl, 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: 

:\'e" Hampshire Department of Health and Human Sen ices 
:\'ew Hampshire Health Protection Program Population 

Risk Corridor Program 

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 ofNHHPP 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 

31.4.4A. April 30, 2020: DHHS releases settlement payment report to 
MC Os 

31.4.4.5. May 31, 2020: DHHS makes I receives final settlement payments 
to I 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: 

31.4.5.1. June 30, 2018: End ofNHHPP 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 I receives final settlement payments to I from 
MC Os 

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 I receives final settlement payments to I from 
MC Os 

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 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 MC Os 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 I receives final settlement payments to I from 
MC Os 

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 I receive final 
settlement payments to I 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 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 CFR438.116(a); 
SMM 2086.6]; 

31.10.1.2. The covered services provided to the member, for which the State does not 
paytheMCO; 
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a • 
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 ifthe MCO provided those services 
directly [§1932(b)(6) of the SSA; 42 CFR438.106(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 ifthe entity provided the services directly [§1932(b)(6) of the SSA; 
42 CFR438.106(c); 42 CFR438.3(k); 42 CFR438.230; 42 CFR438.204(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 annua.l 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 DHI-IS, the MCO shall 
provide any transition assistance reasonably necessary to enable DHI-IS 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 DHI-IS and/or its designee during the closeout period to ensure a 
smooth transition ofresponsibility. 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 DHI-IS. DHI-IS 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 DHI-IS and/or its designee to process service 
authorization requests received. Disputes between the MCO and DHI-IS and/or its 
designee regarding service authorizations shall be resolved by DHI-IS. 

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 ifthe 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 
ofDHHS' 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 ofDHHS'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 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 ofDHHS's 
notice and written request for compliance. 

32.4.2. IfDHHS 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 CPR 700(b)(3) and 
42 CPR 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 CPR 704(b)(2). 

34.3 .1.3. A determination by DHHS that a member found eligible for CPI 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 HIP AA 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. I. I. Late, inaccurate, or incomplete turnover or termination deliverables. 

34.6. Category 4 

34.6. I. 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. I. I. 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. $I,OOO 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.I.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 1through15. 

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 theMCO 

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, ifDHHS 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 CFR438.704. 

34.9 .1. 7. Additional remedies allowed under State statute or regulation that address area 
of non-compliance specified in 42 CPR 438.700. 

34.1 O.N otice 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 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.l 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 ofDHHS 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 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-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 
Agreementterm, 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 eligibilitywho enroll with this Contractor for covered services. Capitation 
payment rates are as follows: 

July 1, 2018 - June 30, 2019 
Capitation Payment 

Eligibility Category 
Low Income Children and Adults -Age 2-11 Months 
Low Income Children and Adults -Age 1-18 Years 
Low Income Children and Adults -Age 19+ Years 
Foster Care I Adoption 
Breast and Cervical Cancer Program 
Severely Disabled Children 
Elderly and Disabled Adults 
Dual Eligibles 
Newborn Kick Payment 
Neonatal Abstinence Syndrome Kick Payment 
Maternity 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 Eligibles - Under 65 
Nursing Facility Residents - Dual Eligibles - 65+ 
Community Residents - Medicaid Only- Under 65 
Community Residents - Medicaid Only - 65+ 
Community Residents - Dual Eligibles - Under 65 
Community Residents - Dual Eligibles - 65+ 

· DevelopmentallyDisabled Adults- Medicaid Only 
Developmentally Disabled Adults - Dual Eligibles 
Developmentally Disabled and IHS Children 
Acquired Brain Disorder - Medicaid Only 
Acquired Brain Disorder - Eligibles Dual 

Behavioral Health Population Rate Cells 
Severe I Persistent Mental Illness - Medicaid Only 
Severe I Persistent Mental Illness - Dual Eligibles 
Severe Mental Illness - Medicaid Only 
Severe Mental Illness - Dual Eligibles 
Low Utilizer - Medicaid Only 
Low Utilizer - Dual Eligibles 
Serious Emotionally Disturbed Child 
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Capitation Rates 
$223.43 

139.77 
477.56 
364.07 

1,822.10 
1,055.54 
1,118.63 

242.77 
2,926.55 
9,648.20 
2,838.56 

Capitation Rates 
$2,640.90 

1,353.25 
278.52 

96.73 
3,118.44 
1,570.04 
1,254.84 

450.30 
842.80 
252.23 

1,215.75 
1,488.03 

339.41 

Capitation Rates 
$2,358.94 

1,783.25 
1,715.63 
1,057.24 
1,480.45 

710.82 
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 1, 2018 - December 31, 2018 
Capitation Payment - NH Health Protection Program, Transitional Population 

Eligibility Category 
NHHPP Transitional Population 
Maternity Kick Payment 

2. Price Limitation 

Capitation Rate 
$ 509.37 
$ 2,838.60 

· 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 1,553,254. 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 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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. New Hampshire Department of Health and Human Services 

HEAL TH INSURANCE PORTABILITY ACT 
BUSINESS ASSOCIATE AGREEMENT 

The Contractor identified in Section 1.3 of the General Provisions of the Agreement agrees to 
comply with 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 set" 
in 45 CFR Section 164.501. 

e. "Data Aggregation" 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, TitleXlll, 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). 

j. "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. 
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I. "Required by 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. "Security Rule" shall mean the Security Standards for the Protection of Electronic Protected 
Health Information at 45 CFR Part 164, Subpart C, 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 
HITE CH 
Act. 

(2) 

a. 

b. 

c. 

d. 

3/2014 

Business Associate Use and Disclosure of Protected Health Information. 

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. 

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 
Ill. For data aggregation purposes for the health care operations of Covered 

Entity. 

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 
disclosed 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. 

The Business Associate shall not, unless such disclosure is reasonably necessary to 
provide services 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 disclosure; the Business 
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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 
after 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 internal 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 {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, 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. Within 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.~28. 

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 Agreement, 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 infeasible, 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 all 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. All terms 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. 
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e. Segregation. If any term or condition of this Exhibit I or the application thereof to any 
person(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. 

f. 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 I. 

Department of Health and Human Services Bosfofll fv'leJu;...( Ce0-f-ev- !+ea. /.fh Pftf.-1/\, Ivie: {r) BPr/,,. \ 
The State Name of the Contractor -,,Ve ll &""'~ 

Sii.:we o~1i.? Representative 

orized Representative 
.£ U$.e(.Vl Co A...k: fey 

x._M_"-!.-=-J ..;.......;' c.....:;;.:0-;;;;.:....' __ J __..D'---'. r'-=e.-.c "-4-"k'-"--r 

Name of Authorized Representative 

Presr J-c,,1 f 
Title of Authorized Representative 
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Title of Authorized Representative 
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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 Medicaid Care 

Management Quality Oversight Reporting Specifications document, related templates, and as specified by the Medicaid Quality Information System 

specifications using the specifications relevant for each item's data period. 

Table Notes: 

"Change for 2019" column indicates whether the item is .!J.nchanged, _New, _!;;hanged, or Betired 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_GP _SUP" are for CAHPS supplemental questions, to include the screening questions 

used. 

,. - · ... :.",. 

~.: ~ ,- · ~Ch~~~~f6r.'. 
Rep°'i;ing Refe.rence'IP , ,:. ·:'ioig, , 

, '• 

ACCESSREQ.OS 

ACCESSREQ.06 

ACCIDENT.01 

ACCRED.01 

AMBCARE.10 
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u 
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'•s\iiipopulation ;~ ·, 
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·'•',Name :.:..'" 

x 

Member Requests for Assistance Accessing 
MCO Designated Primary Care Providers per 
Average Members by County 
Member Requests for Assistance Accessing 
Physician/APRN Specialists (non-MCO 
Designated Primary Care) Providers per 
Average Members by County 

Accident and Trauma Claim Log 

NCQA Accreditation Submission Overview 
Report 

Ambulatory Care: Physician/ AP RN/Clinic 
Visits per Member per Month by 
Subpopulation 

Measure 

Measure 

Table 

Report 

Measure 

Measure 
Data Period 

Quarterly 

Quarterly 

Monthly 

Annually 

Quarterly 

;Standard Du,e , 
Date 

2 months after 
the end of the 
quarter 

2 months after 
the end of the 
quarter 

15 calendar days 
after end of 
month 
15 Days after 

M CO receives 

final 

accreditation 

results from 

NCQA. 

4 months after 
the ,end of the 
calendar quarter, 

Fi~Date 

Required 
for New or 

Change 

Date of Last 
Required 

'Submission for 
Retired 
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Reporting Refereric~ ID. 

AMBCARE.11 

AMBCARE.12 

AMBCARE.13 

AMBCARE.14 

AMBCARE.18 

APPEALS.01 

APPEALS.02 

APPEALS.03 

APPEALS.04 

APPEALS.OS 

APPEALS.16 

APPEALS.17 
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" 
Ambulatory Care: Emergency Department 
Visits for Medical Health Conditions per 
Member per Month by Subpopulation 
Ambulatory Care: Emergency Department 
Visits Potentially Treatable in Primary Care 
per Member per Month by Subpopulation 
Ambulatory Care: Emergency Department 
Visits for Behavioral Health Conditions per 
Member per Month by Subpopulation 
Ambulatory Care: Emergency Department 
Visits for Substance Use Related (Chronic or 
Acute) Conditions per Member per Month 
by Subpopulation 
Frequent (4+ per year) Emergency 
Department Use in the Behavioral Health 
Population by Subpopulation 

Resolution of Standard Appeals Within 30 
Calendar Days 

Resolution of Extended Standard Appeals 
Within 44 Calendar Days 

Resolution of Expedited Appeals Within 72 
Hours 

Resolution of All Appeals Within 45 
Calendar Days 

Resolution of Appeals by Disposition Type 

Appeals by Type of Resolution and Category 
of Service by State Plan, 1915B Waiver, and 
Total Population 
Pharmacy Appeals by Type of Resolution 
and Therapeutic Drug Class by State Plan, 
1915B Waiver, and Total Population 

First Date Oat~ of Last 

Type 
Measu~e :standard Due Required: R!"quired 

Data Perioa Date for New or Submission for 
Change Retired 

4 months after 
Measure Quarterly the end of the 

calendar quarter 
4 months after 

Measure Quarterly the end of the 
calendar quarter 
4 months after 

Measure Quarterly the end of the 
calendar quarter 

4 months after 
Measure Quarterly the end of the 

calendar quarter 

4 months after 
Measure Quarterly the end of the 

calendar quarter 
2 months after 

Measure Quarterly the end of the 
quarter 
2 months after 

Measure Quarterly the end of the 
quarter 
2 months after 

Measure Quarterly the end of the 
quarter 
2 months after 

Measure Quarterly the end of the 
quarter 
2 months after 

Measure Quarterly the end of the 
quarter 
2 months after 

Table Quarterly the end of the 11/30/2018 
quarter 
2 months after 

Table Quarterly the end of the 
quarter 
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'ile~orti_~~ Reference ID · 
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APPEALS.18 

APPEALS.19 

BHCHLDMEDMGT.01 

BHDISCHARGE.01 

BHDISCHARGE.02 

BHDRUG.01 

BHHOMELESS.01 

BHHOMELESS.02 

BHPARITY.01 

BHPARITY.02 
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Services Authorized within 72 Hours 
Following A Reversed Appeal 

Member Appeals Received per Member 
Month 

Follow-up Psychiatric Consultations for 
Children Using Behavioral Health 
Medications 

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 

Community Hospital Discharges for Mental 
Health Conditions Where Patient Had a Visit 
With a Mental Health Practitioner Within 30 
Calendar Days of Discharge by 
Subpopulation 

Severe Mental Illness Drug ?reauthorization 
Report 

New Hampshire Hospital Homelessness 
Reduction Plan 

New Hampshire Hospital Homelessness 
Quarterly Report 

Behavioral Health Parity Certification Report 

Behavioral Health Parity Semi-Annual 
Compliance Report 

.. First Date Date of Last 
·Measure Standard Due Required Required 

Type 
Data Period 'Date for New or Submission for 

" Change Retired 

2 months after 
Measure Quarterly the end of the 

quarter 

2 months after 
Measure Quarterly the end of the 

quarter 

No 
Measure Cf June 30th 6/30/2016 Submissions 

Required 

4 months after 
Measure Quarterly the end of the 

quarter 

4 months after 
Measure Quarterly the end of the 

quarter 

10 calendar days 
Table Monthly after end of each 8/10/2018 

month 

Plan 
Agreement 

September 30th 
year 

Narrative 
Within 30 days 

Quarterly of the end of 
Report 

each quarter 

Narrative 
4 months after 

Report 
Annually the end of the 4/30/2019 

calendar year 

Narrative Semi-
4 months after 
the end of the 10/31/2018 

Report Annually 
reporting period 
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Reporting Reference ID 

... 

BHREADMIT.01 

BHREADMIT.02 

BHSURVEY.01 

BOARDCERT.01 

CAHPS_A.01 

CAHPS_A.02 

CAHPS_A.03 

CAHPS_A.04 

CAHPS_A.05 

CAHPS_A_ALL 
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Readmission to Community Hospital for 
Mental Health Conditions at 30 days by 
Subpopulation 

Readmission to Community Hospital for 
Mental Health Conditions at 180 days by 
Subpopulation 

Behavioral Health Satisfaction Survey 
Annual Report 

MCO Network Board Certification Report 

Adult CAHPS: Validated Member Level Data 
File (VMLDF) 

Adult CAHPS: Validated Member Level Data 
File (VMLDF) - Layout 

Adult CAHPS: Medicaid Adult Survey Results 
Report 

Adult CAHPS: CAHPS Survey Results with 
Confidence intervals 

Adult CAHPS: Survey Instrument Proofs 
created by Survey Vendor 

Adult CAHPS: CAHPS 5.0H Core Survey-
Adults 

' ' First Date Date of Last 
Measure Stimdard Due Required Required 

Type· 
Data Period ·Date for New or Submission for 

Change Retired 
June 1 of the 
prior SFYto 
June 30 of the 

Measure measurement September 1st 
year.A 13 
month 
period. 
January 1 of 
the prior SFY 
to June 30 of 

Measure the September 1st 
measurement 
year.An 18 
month period 

Narrative 
Annually June 30th 

Report 

Table Annually July 31" 

Standard 
Data File HEDIS May30 5/30/2019 

schedule 
Standard 

Data File HEDIS May30 5/30/2019 
schedule 
Standard 

Report HEDIS June 30 
schedule 
Standard 

Data File HEDIS July15 
schedule 
Standard 

Report HEDIS February 28 
schedule 
Standard 

Measure HEDIS June 30th 
schedule 
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CAHPS_C_ALL 

CAHPS_CCC.01 

CAHPS_CCC.02 

CAH PS_ CCC.03 

CAH PS_ CCC.04 

CAHPS_CCC.05 

CAHPS_CGP.03 

CAHPS_CGP.04 

CAHPS_CPA_SUP.101 

CAHPS_CPA_SUP.102 

CAHPS_CPA_SUP.112 
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Child CAHPS: CAHPS S.OH Core and 
Children with Chronic Conditions Survey· 
Children 

Child w CCC CAHPS: Validated Member 
Level Data File (VMLDF) 

Child w CCC CAHPS: Validated Member 
Level Data File (VMLDF) ·Layout 

Child w CCC CAHPS: Medicaid Child with 
CCC - CCC Population Survey Results Report 

Child w CCC CAHPS: Survey Results with 
Confidence Intervals - Child with CCC 

Child w CCC CAHPS: Survey Instrument 
Proofs created by Survey Vendor 

Child w CCC CAHPS: Medicaid Child with 
CCC - General Population Survey Results 
Report 

Child w CCC CAHPS: Survey Results with 
Confidence Intervals - General Population 

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) 

Adult CAHPS~: Ease in Getting Treatment or 
Counseling: Usually or Always 

In the last 6 months, did you have a health 
problem for which you needed special 
medical equipment, such as a cane, a 
wheelchair, or oxygen equipment? 
(Screening Question for 
CAHPS CPA SUP.113) 

... , . First Date Date ·of Last 
Required Measure · Standard Due Required 

Type 
Data Period Date for New.or Submission for 

Change Retired 
Standard 

Measure HEDIS June 30th 
schedule 
Standard 

Data File HEDJS May30 5/30/2019 
schedule 
Standard 

Data File HEDIS May30 5/30/2019 
schedule 
Standard 

Report HE DJS June 30 
schedule 
Standard 

Data File HEDJS July 1S 
schedule 
Standard 

Report HEDIS February28 
schedule 
Standard 

Report HEDIS June 30 
schedule 
Standard 

Data File HEDIS July15 
schedule 

Standard 
Measure HEDJS July 15th 

Schedule 

Standard 
Measure HEDJS July 15th 

schedule 

Standard 
Measure HEDIS July 15th 7/15/2018 

Schedule 
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CAHPS_CPA_SUP.113 

CAHPS_CPA_SUP.231 

CAHPS_CPA_SUP.232 

CAHPS_CPA_SUP.233 

CAHPS_CPA_SUP.234 

CAHPS_CPA_SUP.90012 
1 

CAHPS_CPA_SUP.90012 
2 

CAHPS_CPA_SUP.90012 
3 

CAHPS_CPA_SUP.90012 
4 

CAHPS_CPA_SUP.TBD05 
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2019 
'·:'subpopulation 
· Breakout · - ' 
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Adult CAHPS": Ease in Getting Special 
Medical Equipment: Usually or Always 

Adult CAHPS": Days to Get Appointment 
When Care Needed Right Away 

Adult CAHPS": Days to Get Appointment For 
Check-up or Routine Care 

In the last 6 months, did you need care 
during evenings, weekends, or holidays? 
(Screening Question for 
CAHPS_CPA_SUP.234) 
Adult CAHPS": Getting Needed Care from a 
Doctor's Office or Clinic During Evenings, 
Weekends, or Holidays - Usually or Always 
Adult CAHPS": Personal Doctor Had Medical 
Records or Other Information about Care: 
Usually or Always 
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 
service? (Screener Question #1 for 
CAHPS CPA SUP.900124) 
In 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? (Screener 
Question #2 for CAHPS CPA SUP.900124) 
Adult CAHPS": Personal Doctor Provided 
Help Needed to Manage Care Among 
Different Providers and Services: Usually or 
Always 

Adult CAHPS": Knowledge of Health Plan 
Complaint Process 

Type·' 

Measure 

Measure 

Measure 

Measure 

Measure 

Measure 

Measure 

Measure 

Measure 

Measure 

Measure 
Data Period . 

Standard 
HEDIS 
schedule 
Standard 
HEDIS 
schedule 
Standard 
HEDIS 
schedule 

Standard 
HEDIS 
Schedule 

Standard 
HEDIS 
schedule 
Standard 
HEDIS 
Schedule 

Standard 
HEDIS 
Schedule 

Standard 
HEDIS 
Schedule 

Standard 
HEDIS 
Schedule 

Standard 
HEDIS 
schedule 

Standard Due. 
Date. 

June 30th 

July 15th 

July 15th 

July 15th 

July 15th 

July 15th 

July 15th 

July 15th 

July 15th 

July 15th 

First Date 
Required 

for New or 
Change 

7/15/2019 

Date of Last 
·Required 

Subn\ission for 
Retired 

7/15/2018 
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' 
· Rep.orting. Reference ID, 

CAHPS_GP _SUP.231 

CAHPS_GP _SUP.232 

CAHPS_GP _SUP.233 

CAHPS_GP _SUP.234 

CAHPS_GP _SUP.900120 

CAHPS_GP _SUP.990096 

CAHPS_GP _SUP.990097 

CAHPS_GP _SUP;990098 

CAHPS_GP _SUP.TBD02 

CARECOORD.01 

CARECOORD.03 

5/24/2018 4:13 PM 
Page7 of34 

··' '' e:• 
\·Requires ·1 ,. 

Change for" 
Subpopulation .. 

·2019 .. 
: , Breakout. 

u 

u 

u 

u 

u 

u 

u 

u 

N 

u x 

u 

•, ::,: '' 

.Name ,-.· '.11: 
" ;j 

Child CAHPS®: Days to Get Appointment 
When Care Needed Right Away 

Child CAHPS®: Days to Get Appointment For 
Check-up or Routine Care 

In the last 6 months, did your child need 
care during evenings, weekends, or 
holidays? (Screening Question for 
CAHPS GP SUP.234) 
Child CAHPS®: Getting Needed Care from a 
Doctor's Office or Clinic During Evenings, 
Weekends, or Holidays - Usually or Always 
Child CAHPS®: Personal Doctor Had Medical 
Records or Other Information about Child's 
Care: Usually or Always 
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) 

Child CAHPS®: Who Helped to Coordinate 
Child's Care 

Child CAHPS®: Satisfaction with Help 
Received to Coordinate Child's Care -
Satisfied or Very Satisfied 

Child CAHPS®: Knowledge of Health Plan 
Complaint Process 

Percent of Members Receiving Care 
Management Services by Subgroup 

Quality Assessment: Referral to Case 
Management for All Infants with a Diagnosis 
of Neonatal Abstinence Syndrome 

First Date Date of Last 
Measure standard Due: • Required Required 

Type 
Data Period Date for New.or Submi5sion for 

change Retired 
Standard 

Measure HEDIS July 15th 
schedule 
Standard 

Measure HEDIS July 15th 
schedule 

Standard 
Measure HEDIS July 15th 

Schedule 

Standard 
Measure HEDIS July 15th 

schedule 
Standard 

Measure HEDIS July 15th 
Schedule 

Standard 
Measure HEDIS July 15th 

Schedule 

Standard 
Measure HEDIS July 15th 

schedule 
Standard 

Measure HEDIS July 15th 
schedule 
Standard 

Measure HEDIS July 15th 7/15/2019 
schedule 

4 months after 
Measure Quarterly the end of the 

data period 
4 months after 

Measure quarterly the end of the 
quarter 
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.Rep~~ng Re(ereriC~ ID 

CAREMGT.01 

CAREMGT.06 

CAREMGT.20 

CLAIM.01 

CLAIM.OS 

CLAIM.06 

CLAIM.07 

CLAIM.OB 

S/24/2018 4:13 PM 
Pages of34 

Ch
0

~ng~ for • 

.. 2019_. 

u 

u 

u 

u 

u 

u 

u 

u 

. . Requires . 

subpopulation· . 
·Breakout · 

0;1 

·Name .! ii 
' ' . ,, 

Care Management Plan Including Plan to 
Assess and Report on the Quality and 
Appropriateness of Care Furnished to 
Members With Special Health Care Needs 

Special Needs Assessment Report 

Medicaid Care Management Program 
Comprehensive Annual Report 

Timely Professional and Facility Medical 
Claim Processing 

Claims Quality Assurance: Claims 
Processing Accuracy 

Claims Quality Assurance: Claims Payment 
Accuracy 

Claims Quality Assurance: Claims Anancial 
Accuracy 

Interest on Late Paid Claims 

:rype, 

Plan 

Table 

Narrative 
and 
Analytic 
Report 

Measure 

Measure 

Measure 

Measure 

Measure 

Measure 
Data Period 

N/A 

Monthly 

Agreement 
year 

Numerator 
and 
denominator 
calculated 
daily I 
summary 
measure 
reported 
monthly 

Monthly 

Monthly 

Monthly 

Monthly 

Standard Due 
Date 

May 1st 

lS days after the 
end of the 
reporting 
quarter 

August30 

SO calendar days 
after end of 
reporting period 

SO calendar days 
after end of 
reporting period 

SO calendar days 
after end of 
reporting period 
SO calendar days 
after end of 
reporting period 

SO calendar days 
after end of 
reporting period 

Arst Date 
Required 

for lilewor 
Change 

Date of Last 
Required 

Submission for 
Retired 
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Rep~rtjng R~fer~,i\~~ ID• 

CLAIM.09 

CLAIM.10 

CLAIM.11 

CLAIM.17 

CLAIM.18 

CMHCDIRECTPAV.01 

CMS_A_ABA 

5/24/2018 4:13 PM 
Page 9 of 34 

change tor Requires . · 

.. ~019. .Subpopulation • 
·Breakout · .. 

u 

u 

u 

u 

R 

N 

u 

... 

' ... Name· ... .. 
'. 

Timely Professional and Facility Medical 
Claim Processing: Sixty Days of Receipt 

Claims Payment Quality Assurance 
Corrective Action Plans 

Professional and Facility Medical Claim 
Processing Results - Paid, Suspended, 
Denied 

Average Pharmacy Claim Processing Time 

High Risk Provider - Professional and Facility 
Medical Claim Processing Results by 
Provider Subgroup 

Community Mental Health Center Direct 
Payment Report 

Adult BMI Assessment (CMS Adult Core 
Set). Age breakout of data collected for 
HEDIS measure 

'Type 

Measure 

Plan 

Measure 

Measure 

Table 

Report 

Measure 

' First Date Date of Last 

Measure .· standard Due . Required Required 

Data Period Date for New cir Submission for'. 
Change Retfred 

Numerator 
and 
denominator 
calculated 80 calendar days 
daily/ after end of 
summary reporting period 
measure 
reported 
monthly 

N/A As needed 

Numerator 
and 
denominator 
calculated 50 calendar days 
daily/ after end of 
summary reporting period 
measure 
reported 
monthly 

50 calendar days 
Monthly after end of 

reporting period 

50 calendar days No 
Monthly after end of Submissions 

reporting period Required 

TBD TBD TBD 

CV September 30th 
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;~ ''·' .· 

Reporting Reference ID·. 

CMS_A_AMM.01 

CMS_A_AMM.02 

CMS_A_AMR 

CMS_A_BCS 

CMS_A_CBP 

CMS_A_CCP.01 

CMS_A_CCP.02 

CMS_A_CCP.03 

5/24/2018 4:13 PM 
Page 10 of 34 

.. 
·change for. 

Requires,:·' 

. 2019. Subpopulation· 
· ·sreakout :: , ,. - ' .. : 

u 

u 

N 

u 

u 

u 

u 

u 

. 

i 
0 

''.N~me 
·" .,, 

"' 

Antidepressant Medication Management: 
Effective Acute Phase Treatment (CMS 
Adult Core Set) 

Antidepressant Medication Management: 
Effective Continuation Phase Treatment 
(CMS Adult Core Set) 

Asthma Medication Ratio (CMS Adult Core 
Set) 

Breast Cancer Screening (CMS Adult Core 
Set) 
Controlling High Blood Pressure (CMS Adult 
Core Set). Age breakout of data collected 
for HEDIS measure 

Contraceptive Care - Postpartum Women: 
Most or Moderately Effective Contraception 
- 3 Days by Age Group (CMS Adult and Child 
Core Sets) 

Contraceptive Care - Postpartum Women: 
Most or Moderately Effective Contraception 
- 60 Days by Age Group (CMS Adult and 
Child Core Sets) 

Contraceptive Care - Postpartum Women: 
Long-Acting Reversible Method of 
Contraception (LARC) - 3 Days by Age 
Group (CMS Adult and Child Core Sets) 

First Date Date of Last 

Mea~ure St~ndard Due Required Require" 
Type: . 

D.ata.Period Date for New or Submission for 
Change· Retired 

May 1 of the 
year prior to 
the 
measurement 

Measure 
year to Oct 31 

September 30th 

of the 
measurement 
year. 
May 1 of the 
year prior to 
the 
measurement 

Measure 
year to Oct 31 

September 30th 

of the 
measurement 
year. 

Measure Calendar Year September 30th 9/30/2018 

Measure 2 CY September 30th 

Measure CY September 30th 

l 

Measure CY September 30th 

Measure CY September 30th 

Measure CY September 30th 
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" •; 

Rep6rting R~~ren~~-10 
> ! 

CMS_A_CCP.04 

CMS_A_CCS 

CMS_A_CDF 

CMS_A_CUOB 

CMS_A_ FUA.01 

CMS_A_ FUA.02 

CMS_A_FUH.01 

CMS_A_FUH.02 

CMS_A_HAlC 

CMS_A_HPC 

CMS_A_ HPCMI 

5/24/2018 4:13 PM 
Page 11 of34 

. ~hi~;~for 
·Requires· ' ' 

Subpopulati.on: 

''" ,' · Breakout 
.\. . . 

u 

R 

u 

N 

c 

c 

R 

R 

u 

u 

u 

.. 
"· '· " j,!f 

·-

L~ 
. t~ 

Name ; .. 
; 

Contraceptive Care - Postpartum Women: 
Long-Acting Reversible Method of 
Contraception (LARC) - 60 Days by Age 
Group (CMS Adult and Child Core Sets) 

Cervical Cancer Screening (CMS Adult Core 
Set) 

Screening for Clinical Depression and 
Follow-up Plan by Age Group (CMS Adult 
and Child Core Sets) 

Concurrent Use of Opioids and 
Benzodiazepines 
Follow-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) 
Follow-Up After Emergency Department 
Visit for Mental Illness or Alcohol and Other 
Drug Dependence: Within 30 Days of ED 
Visit (FUA, CMS Adult Core Set) 
Follow-Up After Hospitalization for Mental 
Illness: Within 7 Days of Discharge (CMS 
Adult Core Set) 
Follow-Up After Hospitalization for Mental 
Illness: Within 30 days of Discharge (CMS 
Adult Core Set) 
Comprehensive Diabetes Care: Hemoglobin 
Ale Testing (CMS Adult Core Set) 
Comprehensive Diabetes Care: Hemoglobin 
AlC Poor Control (>9.0%) 
Diabetes Care for People with Serious 
Mental Illness: Hemoglobin (HbAlc) Poor 
Control (>9.0%) (CMS Adult Core Set) 

First Date Date of Last 
·Measure ~tandard Due Required Required 

'J\'.Pe Data·Period Date for New or Submission for 
Change Retired 

Measure Cl September 30th 

Measure 3 Cl September 30th 9/30/2016 

Measure Cl September 30th 

Measure Calendar Year September 30th 9/30/2018 

Measure Cl September 30th 

Measure Cl September 30th 

Measure Cl September 30th 9/30/2016 

Measure Cl September 30th 9/30/2016 

Measure Cl September 30th 

Measure Cl September 30th 

Measure Cl September 30th 



Exhibit 0- Amendment #09 
NH Medicaid Care Management Quality and oversight Reporting -SFY 2019 

''· 
•'' 

'· 

Repc;>rti~g ~eiere'!~e ID . 

' 

CMS_A_IET.01 

CMS_A_IET.02 

CMS_A_INP _PQIOl 

CMS_A_INP _PQIOS 

CMS_A_INP _PQIOS 

CMS_A_INP _PQl15 

CMS_A_MPM.01 

CMS_A_MPM.02 

CMS_A_MPM.03 

CMS_A_MPM.04 

CMS_A_MSC.01 

5/24/2018 4:13 PM 
Page 12 of 34 

'' 

" . . ' " ,;· 

_ ch~.~i:~ f~r. '" ·Requires i . 

,20~9 
':'.subpopulati~n 

,, ·r Breakout · · 
" <' 

u 

u 

u 

u 

u 

u 

u 

u 

u 

u 

u 

,' 

l ·'· 
Name 

'' 

. ' 

initiation & Engagement of Alcohol & Other 
Drug Dependence Treatment: Initiation 
(CMS Adult Core Set). Age breakout of data 
collected for HEDIS measure 
Initiation & Engagement of Alcohol & Other 
Drug Dependence Treatment: Engagement 
(CMS Adult Core Set). Age breakout of data 
collected for HEDIS measure 
Diabetes Short-Term Complications 
Admission Rate per 100,000 Member 
Months (CMS Adult Core Set) 
Chronic Obstructive Pulmonary Disease 
(COPD) or Asthma in Older Adults 
Admission Rate per 100,000 Member 
Months (CMS Adult Core Set) 
Heart Failure Admission Rate per 100,000 
Enrollee Months (CMS Adult Core Set) 
Asthma in Younger Adults Admission Rate 
per 100,000 Enrollee Months (CMS Adult 
Core Set) 
Annual Monitoring for Members on 
Angiotensin Converting Enzyme (ACE) 
inhibitors or Angiotensin Receptor Blockers 
(ARB) (CMS Adu It Core Set) 
Annual Monitoring for Members on Digoxin 
(CMS Adult Core Set) 
Annual Monitoring for Members on Diuretic 
(CMS Adult Core Set) 
Annual Monitoring for Patients on 
Persistent Medications (Total) (CMS Adult 
Core Set) 
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+ 

First Date Date of Last 
Measure Standard Due Required Required 

Type D~ta ~eriod ·Date for New or Submission for · 
Change Retired 

Measure CT September 30th 

Measure CY September 30th 

Measure CT September 30th 

Measure CY September 30th 

Measure CY September 30th 

Measure CT September 30th 

Measure CT September 30th 

Measure CT September 30th 

Measure CT September 30th 

Measure CT September 30th 

Measure CY September 30th 
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: 

Rep!lrting Reference:!£!.· 
. ·. ... 

,,., 
•· 

CMS_A_MSC.02 

CMS_A_MSC.03 

CMS_A_OHD 

CMS_C_BHRA.01 

CMS_C_BHRA.02 

CMS_C_CCP 

CMS_C_DEV 

CMS_CCW.01 

CMS_C_SRA 

COMMUNICATION.01 

S/24/2018 4:13 PM 
Page 13 of 34 

,. 
·. ''· Requires · Cha.~gefor: ' ' f, 

·subpopulation 
2019 
·'.,_ ' · '. . '. Breakouf 

" 
u 

u 

u 

R 

R 

R 

u 

N 

R 

u 

i .. 
·Nan:!e . : .. .. . .. 

' ', 

CAHPS: Medical Assistance with Smoking 
and Tobacco Use Cessation: Discussing 
Cessation Medications (CMS Adult Core Set) 
Ages 18 to 64, 65+ 
CAHPS: Medical Assistance with Smoking 
and Tobacco Use Cessation: Discussing 
Cessation Strategies (CMS Adult Core Set) 
Ages 18 to 64, 6S+ 
Use of Opioids from Multiple Providers at 
High Dosage in Persons Without Cancer: 
Opioid High Dosage (CMS Adult Core Set) 

Behavioral Health Risk Assessment for 
Pregnant Women (CMS Child Core Set) 

. Behavioral Health Risk Assessment for 
Pregnant Women (CMS Child Core Set) -
Individual Screening Rates 

Contraceptive Care - Postpartum (CMS 
Child Core Set) 

Developmental Screening in the First Three 
Years of Life (CMS Child Core Set) 
(Administrative only data for 9/30/201S 
report) 
Contraceptive Care -All Women Ages lS -
44: Most or Moderately Effective 
Contraception (CCW, CMS Adult & Child 
Core Sets) 
Child and Adolescent Major Depressive 
Disorder: Suicide Risk Assessment (CMS 
Child Core Set) 

Communications Plan 

First Date Date of Last 
Measure Standard Due Required Required 

'fvi>e.·• Data Period Date for New or Submission for 
change Retired 

Measure CY September 30th 

Measure CY September 30th 

Measure CY September 30th 

No Further 
Measure CY September 30th Submissions 

Required 
No Further 

Table CY September 30th Submissions 
Required 
No 
Submissions 
Required-

Measure CY September 30th 9/30/2017 
Now 
submitting via 
CMS_A_CCP.01 
-
CMS_A_CCP.04 

Measure CY September 30th 

Measure September 30th 9/30/2018 

No 
Measure CY September 30th 9/30/2017 Submissions 

Required 

Plan N/A May 1st 
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Report},rig Refer~~C:e_ n;> 
. ,,, ' 

CULTURALCOMP.01 

DEMGPROF.01 

DEMGPROF.03 

DEMGPROF.04 

DSH.01 

DUR.01 

EMERGENCYRESPONSE. 
01 

EPSDT.20 

FWA.02 

FWA.04 

FWA.OS 

S/24/2018 4:13 PM 
Page14 of34 

Cha~gefor 
2019 

u 

u 

u 

u 

u 

u 

u 

u 

u 

u 

u 

Requires 
Subpopulati~n · 
:.'·Breakout.:· .. 

Cultural Competency Strategic Plan 

Community Demographic, Cultural, and 
Epidemiologic Profile: Preferred Spoken 
Language 

Community Demographic, Cultural, and 
Epidemiologic Profile: Ethnicity 

Community Demographic, Cultural, and 
Epidemiologic Profile: Race 

Disproportionate Hospital Claims Report 

Drug Utilization Review (DUR) Annual 
Report 

Emergency Response Plan 

iii 

. ' 
'!:; 

Early and Periodic Screening, Diagnostics, & 
Treatment (EPSDT) Plan 

Fraud Waste and Abuse Log: FWA Related 
to Providers 

Fraud Waste and Abuse Log: Date of Death 
Report 

Fraud Waste and Abuse Log: Explanation Of 
Medical Benefit Report 

·.· 
Type 

Plan 

Measure 

Measure 

Measure 

Table 

Report 

Plan 

Plan 

Table 

Table 

Table 

Measure 
Data Period 

N/A 

July 1 (for 
initial 
submission 
use any date 
prior to due 
date) 
Annually 

July 1 (for 
initial 
submission 
use any date 
prior to due 
date) 

July 1 (for 
initial 
submission 
use any date 
prior to due 
date) 

Hospital Fiscal 
Year 
Federal Fiscal 
Year 

N/A 

N/A 

Monthly 

Monthly 

Quarterly 

Standard Due.· 
· ,Date 

September 30th 

September 30th 

September 30th 

September 30th 

December 10th 

June 15th 

Maylst 

May 1st 

30 days after the 
end of the 
month 

30 days after the 
end of the 
month 

30 days after the 
end of the 
quarter 

First Date 
Required . 

for New or 
Change 

Date of Last 
Required 

Submission for 
Retired 
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·R.epofilng Reference ID 
·,·.· .'.c 

FWA.07 

FWA.20 

GRIEVANCE.01 

GRIEVANCE.02 

GRIEVANCE.03 

HEDIS.01 

HEDIS.02 

HEDIS.03 

HEDIS.04 

HEDIS_AAB 

HEDIS_AAP 

HEDIS_ABA 

5/24/2018 4:13 PM 
Page lS of 34 

Change for 
. 2019 . 

R 

u 

u 

c 

u 

u 

u 

u 

u 

u 

u 

u 

.·• .. Requires:· .. • 
·s~bpopulatioii'. 

.Breakout._.." 

t>',. 

Provider Inappropriate Use of Modifier 59 

Comprehensive Annual Fraud Waste and 
Abuse Summary Annual Report 

Grievance Dispositions Made Within 45 
Calendar Days 

Grievance Log including State Plan I 19158 
Waiver Flag 

Member Grievances Received 

HEDIS Roadmap 

HEDIS Data Filled Workbook 

Type 

Table 

Narrative 
Report 

Measure 

Table 

Measure 

Report 

Data File 

HEDIS Comma Separated Values Workbook Data File 

NCQA HEDIS Compliance Audit'" Final Audit 
Report 

Avoidance of Antibiotic Treatment in Adults 
with Acute Bronchitis 
Adults' Access to (use of) 
Preventive/Ambulatory Health Services 

Adult BMI Assessment 

Report 

Measure 

Measure 

Measure 

Measure 
Data Period 

Quarterly 

Agreement 
Year 

Quarterly 

Quarterly 
(Last Monthly 
Submission 
Due 
7/15/2016) 

Quarterly 

Standard 
HEDIS 
Schedule 
Standard 
HEDIS 
Schedule 
Standard 
HEDIS 
Schedule 
Standard 
HEDIS 
Schedule 

CY 

CY 

CY 

.Standard Du_e 
Date 

50 calendar days 
after end of 
reporting period 

September 30th 

2 months after 
the end of the 
quarter 

15 calendar days 
after the end of 
the quarter 

2 Months 
following the 
end of the 
measurement 
quarter 

February 5 

June 30 

June 30 

July 31 

June 30th 

June 30th 

June 30th 

First Date 
Required 

for New or 
change 

10/15/2018 

Date of Last 
Required 

Submission for 
Retired 

No 
Submissions 
Required 



Exhibit O -Amendment ll09 
NH Medicaid Care Management Quality and Oversight Reporting - SFY 2019 

'• .. 
Re~oiting Refe~~ri.ce ID 

;·: -· 

HEDIS_ADD.01 

HEDIS_ADD.Ol_SUB 

HEDIS_ADD.02 

5/24/2018 4:13 PM 
Page 16 of 34 

'•:.' 

Ch~'nge f~r· 
.2019 

u 

u 

u 

··Requires' : 
,. '.i" 

. . 'subpopulation "Na.m_e 

-.\. Breakou.t :• 
' 

Follow Up care for Children Prescribed 
ADHD Medication - Initiation 

Follow Up Care for Children Prescribed 
x ADHD Medication - Initiation by 

Subpopulation 

Follow Up Care for Children Prescribed 
ADHD Medication - Continuation & 
Maintenance Phase 

I! 
!• 

First Date Date of Last 
Measure Standard Due · -Required Required 

Type" 
bata Period Date for New or Submission for 

Change Retired 

A year 
starting 
March-April 1 
of the year 
prior to the 

Measure 
measurement 

June 30th 
year and 
ending 
February28 
of the 
measurement 
year. 

A year 
starting 
March-April 1 
of the year 
prior to the 
measurement 

Measure 
year and 

July 31st 

ending 
February 28 
of the 
measurement 
year. 
A year 
starting 
March-April 1 
of the year 
prior to the 
measurement 

Measure 
year and 

June 30th 

ending 
February 28 
of the 
measurement 
year. 
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Reporting Reference 1_D 
.. 

HEDIS_ADD.02_SUB 

HEDIS_AMB-la 

HEDIS_AMB-lb 

HEDIS_AMB-lc 

HEDIS_AMB-ld 

HEDIS_AMM.01 

5/24/2018 4:13 PM 
Page 17 of34 

' 

.. .. '' 
tha~gefor ., R~qulres 

Sutipopula~lo,n 
2019 

; 

. e·reakout ·. 

u x 

u 

u 

u 

u 

u 

' 
' . "k' 5,« ... . ' 

;~ 1!i •, Name . ' . ; ~ "! 

\ J·~t ' 
" ·•·: 

Follow Up care for Children Prescribed 
ADHD Medication - Continuation & 
Maintenance Phase by Subpopulation 

Outpatient and Emergency Dept. 
Visits/1000 Member Months -Total 
Population 
Outpatient and Emergency Dept. 
Visits/1000 Member Months -
Medicaid/Medicare Dual-Eligibles 
Outpatient and Emergency Dept. 
Visits/1000 Member Months - Disabled 
Outpatient and Emergency Dept. 
Visits/1000 Member Months - Other Low 
Income 

Antidepressant Medication Management -
Effective Continuation Phase Treatment -
Adults 

First Date Date of Last 
·s~~dard Due 

Type: 
Measure Required Required 

oataP~riod Date for.New or Submission for 
Change Retired 

A year 
starting 
March-April 1 
of the year 
prior to the 
measurement 

Measure 
year and 

July 31st 

ending 
February 28 
of the 
measurement 
year. 

Measure CY June 30th 

Measure CY June 30th 

Measure CY June 30th 

Measure CY June 30th 

May 1 of the 
year prior to 
the 
measurement 

Measure 
year to Oct 31 

June 30th 

of the 
measurement 
year. 
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. 
Reporting Referen.ee'1D · 

·:_-. 

HEDIS_AMM.Ol_SUB 

HEDIS_AMM.02 

HEDIS_AMM.02_SUB 

HEDIS AMR.A 

HEDIS_APC 

HEDIS_APM 

HEDIS_APP 

HEDIS_APP _SUB 

HEDIS AWC 

HEDIS BCS 

S/24/2018 4:13 PM 
Page 18 of 34 

c~aiigefo;. , :~, ' itequjres; · · 

' 2019' . "'SµbJ>.opula.tion . 
· •, Breakout .; " .. ' 

u x 

u 

u x 

u 

u 

u 

u 

u x 

u 
u 

.. 
:• ilii 

-Na.me .... 
.. 

·' 

Antidepressant Medication Management -
Effective Continuation Phase Treatment -
Adults by Subpopulation 

Antidepressant Medication Management -
Effective Acute Phase Treatment -Adults 

Antidepressant Medication Management -
Effective Acute Phase Treatment - Adults 
by Subpopulation 

Asthma Medication Ratio (AMR) 
Use of Multiple Concurrent Antipsychotics 
in Children and Adolescents 
Metabolic Monitoring for Children and 
Adolescents on Antipsychotics 

Use of First-Line Psychosocial Care for 
Children and Adolescents on Antipsychotics 

Use of First-Line Psychosocial Care for 
Children and Adolescents on Antipsychotics 
by Subpopulation 
Adolescent Well Care Visits 

Breast Cancer Screening -Age 50-74 

" First Date Date of Last 
Measu(e Standard Due Required Required 

Type 
Data Period Date .for New or Submission.for 

Change Retired 
Mayl of the 
year prior to 
the 
measurement 

Measure 
year to Oct 31 

July 31st 

of the 
measurement 
year. 
May 1 of the 
year prior to 
the 

Measure 
measurement 

June 30th 
year to Oct 31 
of the 
measurement 
year. 
May 1 of the 
year prior to 
the 
measurement 

Measure 
year to Oct 31 

July 31st 

of the 
measurement 
year. 

Measure CY June 30th 

Measure CY June 30th 

Measure Annually June 30th 

Measure CY June 30th 

Measure CY July 31st 

Measure CY June 30th 

Measure 2CY June 30th 
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,. 
Reporting Reference ID 

. ' .. 
' 

HEDIS_BCS_SUB 

HEDIS_CAP 

HEDIS_CBP 

HEDIS_CCS 

HEDIS_CDC.01 

HEDIS_CDC.02 

HEDIS_CDC.03 

HEDIS_CDC.04 

HEDIS CDC.OS 

HEDIS_CDC.08 

HEDIS_CDC.10 

HEDIS_CHL 

HEDIS CIS.01 

H EDIS CIS.02 

HEDIS CIS.03 

HEDIS CIS.04 

HEDIS CIS.05 

HEDIS_CIS.06 

HEDIS_CIS.07 

HEDIS_CIS.08 

HEDIS CIS.09 

HEDIS CIS.10 

HEDIS CIS.11 

HEDIS CIS.12 

5/24/2018 4:13 PM 
Page 19 of 34 

'iiequires >.• 
Charigefor 
.~019 

S~bpop1:1lation 
· Breako~t .. 

u x 

u 

u 

u 

u 

u 

u 

R 

u 

u 

u 

u 

u 
u 
u 
u 
u 
u 
u 
u 
u 
u 
u 
u 

i(i!' ·' 
··Name. 

.. ., l!;'I 
Breast Cancer Screening -Age 50-74 by 
Subpopulation 
Children and Adolescents' Access To PCP -
Age 12 Months -19 Years 
Controlling High Blood Pressure -Age 18 to 
85 

Cervical Cancer Screening -Age 24-64 

Comprehensive Diabetes Care - HbAlc 
Testing 
Comprehensive Diabetes Care - HbAlc Poor 
Control (>9%) 
Comprehensive Diabetes Care - HbAlc 
Control {<8%) 
Comprehensive Diabetes Care - HbAlc 
Control {<7%) for a Selected Population 
Comprehensive Diabetes Care - Eye Exam 
Comprehensive Diabetes Care - Medical 
Attention for Nephropathy 
Comprehensive Diabetes Care - BP Control 
(<140/90) 
Chlamydia Screening in Women - Age 16 to 
24 
Childhood Immunization Status - Combo 2 

Childhood Immunization Status - Combo 3 

Childhood Immunization Status - Combo 4 

Childhood Immunization Status - Combo 5 

Childhood Immunization Status - Combo 6 

Childhood Immunization Status - Combo 7 

Childhood Immunization Status - Combo 8 

Childhood Immunization Status - Combo 9 

Childhood Immunization Status - Combo 10 

Childhood Immunization Status - DTaP 

Childhood Immunization Status - IPV 

Childhood Immunization Status - MMR 

First Date Date of Last 

Standard Due. Required Required Measure 
Type 

Data Period Date for Ne;,.,; or Submission for 
Change Retired 

Measure 2CT July 31st 

Measure Cf June 30th 

Measure Cf June 30th 

See HEDIS 
June 30th Measure 

Specification 

Measure Cf June 30th 

Measure Cf June 30th 

Measure Cf June 30th 

Measure Cf June 30'" 6/30/2018 

Measure Cf June 30th 

Measure Cf June 30th 

Measure Cf June 30th 

Measure Cf June 30th 

Measure Cf June 30th 

Measure Cf June 30th 

Measure Cf June 30th 

Measure Cf June 30th 

Measure Cf June 30th 

Measure Cf June 30th 

Measure Cf June 30th 

Measure Cf June 30th 

Measure Cf June 30th 

Measure Cf June 30th 

Measure Cf June 30th 

Measure Cf June 30th 
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,, 

" 
Reiiorting Ref~~ence'ID 

HEDIS CIS.13 

HEDIS_CIS.14 

HEDIS_CIS.15 

HEDIS_CIS.16 

HEDIS_CIS.17 

HEDIS_CIS.18 

HEDIS_CIS.19 

HEDIS_cou 

HEDIS_CWP 

HEDIS_FPC 

HEDIS_FMC 

HEDIS_FUA.01 

HEDIS_FUA.02 

HEDIS_FUH.01 

5/24/2018 4:13 PM 
Page20of34 

'-.,-· 
": 'Requi~es .. -

·Charge for 
· Subpopulation 

2019 
'-'_ :Bre~kou( ' 

_,,. . 
u 

u 

u 

u 

u 

u 

u 

N 

u 

R 

N 

u 

u 

u 

·:: 
~ame -:\ii ,,. 

,-:1 " 
Childhood Immunization Status - HiB 

Childhood Immunization Status - Hepatitis B 

Childhood Immunization Status - VZ>J 

Childhood Immunization Status -
Pneumococcal Conjugate 

Childhood Immunization Status - Hepatitis A 

Childhood Immunization Status - Rotavirus 

Childhood Immunization Status - Influenza 

Risk of Chronic Opioid Use (COLI) 

Appropriate Testing for Children With 
Pharyngitis 

Frequency of Ongoing Prenatal Care by 
Percent of Expected Number of Visits 
(<21%, 21-40%, 41-60%, 61-80%, >=81%) 
Follow-Up After Emergency Department 
Visit for People With High-Risk Multiple 
Chronic Conditions 

Follow-Up After Emergency Department 
Visit for Alcohol and Other Drug 
Dependence (within 30 days of the ED visit) 

Follow-Up After Emergency Department 
Visit for Alcohol and Other Drug 
Dependence (within 7 days of the ED visit) 

Follow Up After Hospitalization For Mental 
Illness - 7 days 

-- First Date Date of Last 

Jype 
Measure · St~ndard Due Required Required 

Data J>eriod Date for New or Submission for 
,' Change Retired 

Measure CY June 30th 

Measure CY June 30th 

Measure CY June 30th 

Measure CY June 30th 

Measure CY June 30th 

Measure CY June 30th 

Measure CY June 30th 

Measure Annually June 30 6/30/2019 

July 1 of the 
year prior to 
the 
measurement 

Measure year and ends June 30th 
on June 30 of 
the 
measurement 
year. 

Measure CY June 30'h 6/30/2017 

Measure CY June 30'h 6/30/2019 

Measure CY June 30th 

Measure CY June 30th 

January 1 
through 

Measure 
Decemberl 

June 30th 
of the 
measurement 
year 
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'.: ' ' 

Re~orting Referen~~ 1 D 

. :\ 

HEDIS_FUH.02 

HEDIS_FUM.01 

HEDIS_FUM.02 

HEDIS_IET.01 

HEDIS_IET.01_SUB 

HEDIS_IET.02 

HEDIS_IET.02_SUB 

HEDIS_IMA.01 

HEDIS_IMA.02 

HEDIS_IMA.03 

HEDIS_IMA.04 

HEDIS_IMA.05 

HEDIS_LBP 

HEDIS_LSC 

5/24/2018 4:13 PM 
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.Change for 
··2019 

. ,· . 

u 

u 

u 

u 

u 

u 

u 

u 

u 

u 
u 

u 

u 

N 

"-· I"· 
•. . Requires 
' ·:subpopulation 
., ' > Breakout . 

x 

x 

Name 

Follow Up After Hospitalization For Mental 
Illness - 30 days 

Follow-Up After Emergency Department 

Type 

Measure 

Visit for Mental Illness (within 30 days of Measure 
the ED visit) 
Follow-Up After Emergency Department 
Visit for Mental Illness (within 7 days of the Measure 
ED visit.) 

Initiation & Engagement of Alcohol & Other 
Drug Dependence Treatment: Initiation 
Initiation & Engagement of Alcohol & Other 
Drug Dependence Treatment: Initiation by 
Subpopulation 

Initiation & Engagement of Alcohol & Other 
Drug Dependence Treatment: Engagement 

Initiation & Engagement of Alcohol & Other 
Drug Dependence Treatment: Engagement 
by Subpopulation 
Immunizations for Adolescents -
Combination 1 

Immunizations for Adolescents -
Meningococcal 

Immunizations for Adolescent - Tdapfrd 

Immunizations for Adolescent - HPV 

Immunizations for Adolescents (IMA, Hybrid 
Specification): Combination 2 

Use of Imaging Studies for Low Back Pain 

Lead Screening in Children 

Measure 

Measure 

Measure 

Measure 

Measure 

Measure 

Measure 

Measure 

Measure 

Measure 

Measure 

Measure 
Data Period 

January 1 
through 
December 1 
of the 
measurement 
year 

Standard Due 
Date 

June 30th 

June 30th 

June 30th 

June 30th 

July 31st 

June 30th 

July 31st 

June 30th 

June 30th 

June 30th 

June 30th 

June 30th 

June 30th 

June 30th 

First Date 
Required 

for New or 
.Change 

6/30/2017 

6/30/2017 

6/30/2019 

Date of Last · 
Required 

Submission for 
Retired 
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.. 
,. 

Repditiri~ R~fereil~e ID 
··-

HEDIS_MMA.01 

HEDIS_MMA.02 

HEDIS_MPM.01 

HEDIS_MPM.01_SUB 

HEDIS_MPM.02 

HEDIS_MPM.02_SUB 

HEDIS_MPM.03 

HEDIS_MPM.03_SUB 

HEDIS_MPM.04 

HEDIS_NCQA 

HEDIS_PCE 

HEDIS_PCE.Ol_SUB 

HEDIS_PCE.02_SUB 

HEDIS_PPC.01 

HEDIS_PPC.02 

HEDIS_SAA 

HEDIS_SMC 

5/24/2018 4:13 PM 
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.._ .. 
11 :: Requires :·»:- · 

Ch'ange'for 
Subpopulation . :2019 ··- l!reakout._. · 

. ' 

u 

u 

u 

u x 

u 

u x 

u 

u x 

u 

u 

u 

u x 

u x 

u 

u 

u 

u 

:· . :~~ 
;;. _. 

' . Name 

' 
,. 
" ... 

Medication Management for People with 
Asthma - At Least 75% of Treatment Period 

Medication Management for People with 
Asthma -At Least 50% of Treatment Period 

Annual Monitoring for Patients on 
Persistent Medications - Adults - ACE or ARB 
Annual Monitoring for Patients on 
Persistent Medications - Adults - ACE or ARB 
by Subpopulation 
Annual Monitoring for Patients on 
Persistent Medications - Adults - Digoxin 
Annual Monitoring for Patients on 
Persistent Medications - Adults - Digoxin by 
Subpopulation 
Annual Monitoring for Patients on 
Persistent Medications - Adults - Diuretics 
Annual Monitoring for Patients on 
Persistent Medications -Adults - Diuretics 
by Subpopulation 
Annual Monitoring for Patients on 
Persistent Medications - Adults - Total Rate 
MCO Submission of Audited HEDIS Results 
as Submitted to NCQA in NCQA Format 
Pharmacotherapy Management of COPD 
Exacerbation 
Pharmacotherapy Management of COPD 
Exacerbation by Subpopulation 
Pharmacotherapy Management of COPD 
Exacerbation by Subpopulation 
Prenatal and Postpartum Care - Timeliness 
of Prenatal Care 
Prenatal and Postpartum Care- Postpartum 
Care 
Adherence to Antipsychotics for Individuals 
with Schizophrenia -Adults Age 19-64 
Statin Therapy for Patients with 
Cardiovascular Disease 

.. First Date Date of Last 
Standard Due Required Required 

Type 
Measure 

. Data Period 
' 

Date for New.or Submission for 
.. .- Change Retired 

Measure CT June 30th 

Measure CT June 30th 

Measure CT June 30th 

Measure CT July 31st 

Measure CT June 30th 

Measure CY July 31st 

Measure CT June 30th 

Measure CT July 31st 

Measure CT June 30th 

Measure CT June 30th 

Measure CY June 30th 

Measure CT July 31st 

Measure CT July 31st 

Measure CT June 30th 

Measure CT June 30th 

Measure CT June 30th 

Measure Annual June 30th 
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., 

"' 
Reporting Reference·ID _, 

"'" 
HEDIS_SMD 

HEDIS_SSD 

HEDIS_UOD 

HEDIS_URI 

HEDIS_WlS 

HEDIS_W34 

HEDIS_WCCOl 

HEDIS_WCC.02 

HEDIS_WCC.03 

HNA.01 

5/24/2018 4:13 PM 
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, •' 
c ... 

. :-Requires ,, ' Chaiigefor 
·Subpopulation ·'q~ig ··;·' 

:Breakout: · · ,. 
,, ~ ' ;·, 

u 

u 

N 

u 

u 

u 

u 

u 

u 

u 

.·,, .I ~t 
·~ ::! 

·Name "·t' \l'lf 

'' H!l 
y,. 

'' ! I .:~ 

Statin Therapy for Patients with Diabetes 

Diabetes Screening for People With 
Schizophrenia or Bipolar Disorder Who Are 
Using Antipsychotic Medications 

Use of Opioids at High Dosage 

Appropriate Treatment for Children With 
Upper Respiratory Infection 

Weil-Child Visits in the first 15 Months of 
Life (O visits, 1 visit, 2 visits, 3 visits, 4 visits, 
5 visits, 6 or more visits) 
Weil-Child Visits in the 3rd, 4th, 5th, and 6th 
Years of Life - Total Population 

Weight Assessment and Counseling for 
Nutrition and Physical Activity for 
Children/Adolescents - BMI percentile 
documentation 

Weight Assessment and Counseling for 
Nutrition and Physical Activity for 
Children/ Adolescents - Counseling for 
Nutrition 

Weight Assessment and Counseling for 
Nutrition and Physical Activity for 
Children/Adolescents - Counseling for 
Physical Activity 
New Member Health Needs Assessment-
Best Effort to Have Member Conduct a 
Health Needs Self-Assessment 

: '• First Date Date of Last 
Meas.ure St~ndard Due Required Required 

Type 
- Data i>e_riod bate _for Neli,i or Submission for 

Change Retired' 

Measure Annual June 30th 

Measure CY June 30th 

Measure CY June 30'" 6/30/2018 

July 1 of the 
year prior to 
the 
measurement 

Measure year and ends June 30th 
on June 30 of 
the 
measurement 
year. 

Measure CY June 30th 

Measure CY June 30th 

Measure CY June 30th 

Measure CY June 30th 

Measure CY June 30th 

Four months 
Measure Quarterly after the end of 

the quarter 
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... 
Reportin~ Refereri.~~ ID 

» : 
< ·'"· 

HNA.07 

INPASC.03 

INPUTIL.02 

INTEGRITY.01 

LOCKIN.01 

LOCKIN.03 

MAINTMED.02 

MCISPLANS.01 

MEMCOMM.01 

MEMCOMM.03 

MEMCOMM.05 

MEMCOMM.06 

5/24/2018 4:13 PM 
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" .. ·•' 
. ,. 

. change for 
'"Requires 

'2019: 
.s~13popu1a~ion 

• Breakout 

u 

c x 

u x 

u 

u 

u 

R 

u 

u 

u 

u 

u 

' ,. 

;1;1 
>, 

.. Name 
., •' 

'" 

New Member Health Needs Assessment -
Member Successfully Completed MCO's 
Health Needs Self-Assessment 

Inpatient Hospital Utilization by Adults for 
Ambulatory Care Sensitive Conditions by 
Subpopulation 

Inpatient Hospital Utilization for All 
Conditions Excluding Maternity/Newborns 
by Subpopulation 

Program Integrity Plan 

Pharmacy Lock-in Member Enrollment Log 

Pharmacy Lock-in Activity Summary 

Maintenance Medication Gaps by Age 
Group 

Managed Care Information System 
Contingency Plans (Disaster Recovery, 
Business Continuity, and Security Plan) 

Member Communications: Speed to 
Answer Within 30 Seconds 

Member Communications: Calls 
Abandoned 

Member Communications: Voice Mails 
Returned by Next Business Day 

Member Communications: Reasons for 
Telephone Inquiries 

" First Date Date of Last 
Measure Standard Due Required Required 

Type 
Data Period ·'Date for New or Su.bmission for 

Change. Retired 

4 Months after 
end of measure 

Measure Quarter 
data source time 
period 

4 months after 
Measure Annual the end of 4/30/2019 

Reporting Year 

4 months after 
Measure Quarterly the end of the 

quarter 

Plan N/A Upon revision 

30 calendar days 
Table Monthly after end of 

month 

30 calendar days 
Table Monthly after end of 

month 

3 months after No Further 
Measure Quarterly the end of the Submissions 

quarter Required 

Plan N/A June 1st 

20 calendar days 
Measure Monthly after end of 

reporting period 

20 calendar days 
Measure Monthly after end of 

reporting period 

20 calendar days 
Measure Monthly after end of 

reporting period 

20 calendar days 
Measure Monthly after end of 

reporting period 
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. Rep~rti~g Refer~nce jD · 

MLR.01 

MSQ.01 

NEMT.12 

NEMT.13 

NEMT.15 

NEMT.17 

NEMT.18 

NEMT.19 

NEMT.21 

NETWORK.01 

NETWORK.02 

NETWORK.03 

5/24/2018 4:13 PM 
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. .•. 
. Change for . 

Requires·: 
Subpopulation 

~019, -
.·: Breakout • - . .·· 

u 

u 

u 

u 

u 

u 

u 

u 

u 

c 

u 

u 

; ., 

ii 
.. 

" ,, ":: 

.Name. ,. 
'· -.. 

Medical Loss Ratio Report: NHHPP 
Medically Frail, NHHPP Transitional, and for 
the Medicaid Care Management Program 

Medical Services Inquiry Letter 

NEMT Requests Delivered by Mode of 
Transportation 

NEMT Request Authorization Approval Rate 
by Mode ofTransportation 

NEMT Services Delivered by Type of Medical 
Service 

NEMT Scheduled Trip Member 
Cancellations by Reason for Member 
Cancellation for Contracted Providers 

Non-Emergent Transportation Contracted 
Transportation & Wheelchair Van Provider 
Scheduled Trip Results by Outcome 
Non-Emergent Transportation - Contracted 
Transportation & Wheelchair Van Provider 
Scheduled Trips (Excluding Rides for 

Methadone Treatment) - Timeliness 
Non-Emergent Transportation - Contracted 
Transportation & Wheelchair Van Provider 
Scheduled Trips Timeliness 

Comprehensive Provider Network and Equal 
and Timely Access Semi-Annual Filing 

Corrective Action Plan for Non-Compliance 
With Timely Access Standards 

Plan to Recruit and Maintain Sufficient 
Networks of SUD Service Providers and 
Member Access 

Arst Date Date of Last 
Measure· Standar.d Due Required Required 

Type, 
Data Period .Date for New or Submission for 

Change Retired. 

9 months after 
Table Quarterly the end of the 

quarter 

30 Day after end 
Table Monthly of Reporting 10/31/2017 

Month 

2 month after 
Measure Quarterly end of reporting 

period 

2 months after 
Measure Quarterly end of reporting 

period 

2 months after 
Measure Quarterly end of reporting 

period 

2 months after 
Measure Quarterly end of reporting 

period 
2 months after 

Measure Quarterly end of reporting 
period 

2 months after 
Measure Quarterly end of reporting 

period 

2 months after 
Measure Quarterly end of reporting 8/31/2016 

period 

Narrative 
4S days after the 

Semi-annual end of the semi- 2/14/2019 
Report 

annual period 

Plan N/A As needed 

Agreement 
Plan May 1st 

Year 
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.. ·" 
Reporti,ng Refererite. ID . 

' ' 

NETWORK.10 

NHHDISCHARGE.01 

NHHDISCHARGE.10 

NHHDISCHARGE.12 

NHHDISCHARGE.13 

NHHDISCHARGE.16 

NHHDISCHARGE.17 

NHHREADMIT.05 

5/24/2018 4:13 PM 
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' Req~lres , t~~~gefor 
. 2019 '~ubpopulation · 

Breakout ., 
" 

c 

u 

u x 

u x 

u 

u 

u 

u x 

. 

!!r 
'. 

•.Name 
·. 

'·-.·' 
,. 

'1'v1. 

Corrective Action Plan to Restore Provider 
Network Adequacy 

New Hampshire Hospital Discharges Where 
Members Received Discharge Instruction 
Sheet 
New Hampshire Hospital Discharges Where 
Patient Had a Visit With a Mental Health 
Practitioner Within 7 Calendar Days of 
Discharge by Subpopulation 

New Hampshire Hospital Discharges Where 
Patient Had a Visit With a Mental Health 
Practitioner Within 30 calendar Days of 
Discharge by Subpopulation 

New Hampshire Hospital Discharges With 
Discharge Plan Provided to Aftercare 
Provider Within 7 Days of Member 
Discharge 
New Hampshire Hospital Discharges - NEW 
CMHC Patient Had An Intake Appointment 
With A CMHC Within 7 Calendar Days of 
Discharge 

New Hampshire Hospital Discharges - MCO 
Contacts and Contact Attempts 

Readmission to New Hampshire Hospital at 
30 days by Subpopulation 

First Date Date of Last 
Measure · Standard Due Required Required 

·Type 
Data Period Date for New or Submission for 

.. Change ·Retired 

Semi-annual, 
45 days after the 

Plan end of the semi- 2/14/2019 
As Needed 

annual period 

2 months after 
Measure Quarterly the end of the 

quarter 

4 months after 
Measure Quarterly the end of the 

quarter 

4 months after 
Measure Quarterly the end of the 

quarter 

4 months after 
Measure Quarterly the end of the 

quarter 

4 months after 
Measure Quarterly the end of the 

quarter 

Two months 
Measure Quarterly after the end of 

the data period 

June 1 of the 
prior SFYto 
June 30 of the 

Measure measurement September 1st 
year.A 13 
month 
period. 
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Reporting Reference ID 

NHHREADMIT.06 

PAYREFORM.01 

PAYREFORM.03 

PDN.04 

PON.OS 

PDN.07 

PHARM_PDC 

PHARMQl.01 

PHARMQl.08 

PHARMQl.09 

PHARMQl.10 

5/24/2018 4:13 PM 
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"' .. 
"' 

Change for. 
· : . Require~ 

: . Subpopulation . · 
.. 2019_" 

· · · .. ·Breakout'"' 
' - -.-

u x 

u 

u 

u 

u 

u 

u 

u 

u 

u 

u 

li 't' 

''.Name jl 
'" " 

Readmission to New Hampshire Hospital at 
180 days by Subpopulation 

Payment Reform Plan 

Payment Reform Quarterly Update Report 

Private Duty Nursing: RN-Level Hours 
Delivered and Billed (replaces monthly 
measure) 

Private Duty Nursing: LPN-Level Hours 
Delivered and Billed (replaces monthly 
measure) 

Private Duty Nursing: Individual Detail for 
Members Receiving Private Duty Nursing 
Services 

Proportion of Days Covered 

Pharmacy Quality Improvement Initiative 
Plans 

Safety Monitoring - Use of at Least One 
High-Risk Medication in the Elderly, 
Excluding Medicare/Medicaid Dual 
Enrollees 
Safety Monitoring Prior Authorized Fills for 
Opioid Prescriptions With a Dosage Over 
100 mg 

Safety monitoring of psychotropics: 
polypharmacy; ADHD, antipsychotics 
(typical and atypical), antidepressants, 
mood stabilizers 

-- First Date. Date of Last -

Measure Standard Due Required Required 
. Type 

Data Period Date .for New or- Submission for 
Change Retired 

January 1 of 
the prior SFY 
to June 30 of 

Measure the September 1st 
measurement 
year. An 18 
month period 

Plan N/A May 1st 

Narrative 
30 days after the 

Report 
Quarterly end of the 

reporting period 

2 months after 
Measure Quarterly the end of the 

reporting period 

2 months after 
Measure Quarterly the end of the 

reporting period 
2 months after 

Table Quarterly the end of each 
quarter. 

Measure Annual March 31" 6/30/2018 

Plan Annual Plan September 30th 

2 months after 
measure quarterly the end of the 

quarter 

2 months after 

measure quarterly the end of the 
quarter 

2 months after 
Table Quarterly the end of the 

quarter 
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·Reporting Refere,~cflD 

PHARMQl.12 

PHARMQl.13 

PHARMQl.15 

PHARMQl.16 

PHARMUTLMGT.02 

PHARMUTLMGT.03 

PHARMUTLMGT.04 

PIP.01 

PMP.01 

POLYPHARM.04 

POLYPHARM.05 

PRIVACYBREACH.01 

5/24/2018 4:13 PM 
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~ ,' ' Requires· 

Change for. 
· $'ubpopulaticin · 

2919 
Breakout.· .. 
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u 
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u 

R 

u 

u 

u 

u 

.. 
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.. 
Name 

,, 
' ' :,ti ,,,,. 

Safety Monitoring - Use of at Least Two 
High-Risk Medications in the Elderly, 
Excluding Medicare/Medicaid Dual 
Enrollees 

Polypharmacy Members Offered an Annual 
Comprehensive Medication Review, by 
Completion Status and Age Group 

Polypharmacy Members Offered Annual 
Comprehensive Medication Review 

Polypharmacy Members Who Utilized 
Annual Comprehensive Medication Review 

Pharmacy Utilization Management: Generic 
Drug Utilization Adjusted for Preferred POL 
brands 

Pharmacy Utilization Management: Generic 
Drug Substitution 

Pharmacy Utilization Management: Generic 
Drug Utilization 

Performance Improvement Project Semi-
Annual Report 

Program Management Plan 

Polypharmacy: Children >=4 Drugs 

Polypharmacy: Adults;, 10 Drugs 

Privacy Breach Notification 

•' First Date Date of Last 
. Standard Due 

Type· 
Measure .Required Required 

Data Period Date for New or Submiss_ion for 
-Change Retired 

2 months after 
measure quarterly the end of the 

quarter 

2 months after No Further 

Measure semi-annually the end of semi- 2/28/2018 Submissions 
annual period Required 

Measure Semi-Annual March 31st 6/30/2018 

Measure Semi-Annual March 31st 6/30/2018 

2 months after 
Measure Quarterly the end of the 

quarter 

2 months after 
Measure Quarterly the end of the 

quarter 

2 months after 
Measure Quarterly the end of the 

quarter 

Narrative July 31st and 
No Further 

Semi-Annual Submission 
Report January 31st 

Required 

Plan N/A August 1st 

2 months after 
measure quarterly the end of the 

quarter 

2 months after 
measure quarterly the end of the 

quarter 
Preliminary 
notice within 

Narrative 
one (1) day of 

As Needed breach and final 
Report 

detailed notice 
after MCO 
assessment 
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,Repc;irting Reference' ID 

' : 

PROVCOMM.01 

PROVCOMM.03 

PROVCOMM.05 

PROVCOMM.06 

PROVCOMPLAINT.01 

PROVQUAL.01 

PROVSATISFACTION.01 

PROVTERM.01 

PROVTERM.02 

PROVTRAINING.03 

QAPl.01 
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' '' , , " Requires ') 

·change for, 's~bpopulatio~, 
2019·· 

', , · ,srea~out ' '· 

u 

u 

u 

u 

u 

u 

u 

u 

u 

u 

u 

'' 

:11 
,, 

,, 

,Name 
" ' 

.,, .. 
. ;,1!' ' 

,, 

Provider Communications: Speed to 
Answer Within 30 Seconds 

Provider Communications: Calls Abandoned 

Provider Communications: Voice Mails 
Returned by Next Business Day 

Provider Communications: Reasons for 
Telephone Inquiries 

Provider Complaint and Appeals Log 

MCO Provider Quality Report Card 

Provider Satisfaction Survey 

Provider Termination Log 

Provider Termination Report 

Community Mental Health Center Staff 
Training Plan 

Quality Assessment and Performance 
Improvement (QAPI) Annual Evaluation 
Report 

' First Date Date,of Last 

ll(leasure Standard Due Required Required 
TYP~ ,, . 

Data Period Oat!,! ' for New or Submission for 
Change Retired 

20 calendar days 
Measure Monthly after end of 

reporting period 

20 calendar days 

Measure Monthly after end of 
reporting period 

20 calendar days 

Measure Monthly after end of 
reporting period 

20 calendar days 
Measure Monthly after end of 

reporting period 

2 months after 

Table Quarterly 
the end of the 
reporting 
quarter 

Table N/A Upon request 

Narrative 
Semi-Annual 

Report 
First Year, September 30th 
Then Annual 

Within 15 
calendar days of 

As needed or 
the notice of 

Table 
weekly 

termination or 

effective date, 
whichever is 
sooner 
1 month after 

Table Monthly the end of the 
reporting month. 

Plan N/A April 1st 

Narrative 
Report 

Annual September 30th 
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.. ,, . . ; . 
Reporting Reference 10· 

QAPl.02 

QAPl.03 

SERVICEAUTH.01 

SERVICEAUTH.02 

SERVICEAUTH.03 

SERVICEAUTH.04 

SERVICEAUTH.05 

SERVICEAUTH.06 

SERVICEAUTH.08 

SERVICEAUTH.09 

SERVICEAUTH.12 
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, ' 

" ,, ' 
c~a.11gefor . Re.quires: :· ,'. 

·.2019. : : Subpopul~.tio.n 
·Breakout 

•' ,. 

u 

u 

u 

R 

u 

u 

c 

u 

u 

u 

u 

'i-· 

•

1

rif ; N.ame 

", :!l 
Quality Assessment and Performance 
Improvement (OAPI) Semi-Annual Update 
Report 
Quality Assessment and Performance 
Improvement (QAPI) Annual Program 
Description and Annual Work Plan 
Medical Service, Equipment and Supply 
Service Authorization Timely Determination 
Rate: Urgent Requests 
Medical Service, Equipment and Supply 
Service Authorization Timely Determination 
Rate: Continued/Extended Urgent Services 
Medical Service, Equipment and Supply 
Service Authorization Timely (14 Day) 
Determination Rate: New Routine Requests 
(excludes NEMT and Complex Diagnostic 
Radiology) 

Pharmacy Service Authorization Timely 
Determination Rate 

Service Authorization Determination 
Summary by Service Category by State Plan, 
1915B Waiver, and Total Population 

Service Authorization Denial Detail Log 

Medical Service, Equipment and Supply 
Service Authorization Timely Determination 
Rate: New Routine Requests That Were 
Extended 
Number of Pharmacy Prior Authorizations 
Stratified By Behavioral Health and Other 
Drugs 
Complex Diagnostic Radiology Authorization 
Timely (2 Day) Determination Rate: Routine 
Requests 

First Date Date of Last 
Measure Standar_d Due · Required .Required 

Type 
Data Period Date for New or Submission for 

•" 
Change Retired 

Narrative 
Report 

Semi-Annual March 31st 

Plan Annual December 31st 

2 months after 
Measure Quarterly the end of the 

quarter 
2 months after 

Measure Quarterly the end of the 8/31/2019 
quarter 

2 months after 
Measure Quarterly the end of the 

quarter 

2 months after 
Measure Quarterly the end of the 

quarter 
2 months after 

Table Quarterly the end of the 
quarter 
2 months after 

Table Quarterly the end of the 
quarter 

2 months after 
Measure Quarterly the end of the 

quarter 

2 months after 
Measure quarterly the end of the 

quarter 
2 months after 

Measure Quarterly the end of the 
quarter 
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·- ,;., 

.. 
Reporting Ref~ren~~ !D" 

SERVICEAUTH.13 

STAFFINGPLAN.01 

SUD.01 

SUD.02 

SUD.03 

SUD.04 

SUD.06 

SUD.07 

SUD.OS 
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.. , 
. Change for. 

·Requires 
· · subp'cipu1jt1on 

"~019 Breakout ,, 

u 

u 

R 

R 

R 

R 

R 

R 

R 

·'" 
. ;fl 

,. .. 
Name ,-. 

'· ,· 

Medical Service, Equipment and Supply Post 
Delivery Service Authorization limely (30 
Day) Determination Rate 

MCO Staffing Contingency Plan 
Substance Use Disorder and Substance 
Misuse Services: Percent of Population 
Using Any SUDSM Specific Service, by Age 
Group 
Substance Use Disorder and Substance 
Misuse Services: Percent of Population 
Using One or More Opioid Treatment 
Center Services, by Age Group 
Substance Use Disorder and Substance 
Misuse Services: Percent of Population 
Using Buprenorphine Through Point of 
Service Pharmacy, by Age Group 
Substance Use Disorder and Substance 
Misuse Services: Percent of Population 
Using General Acute Care Inpatient Hospital 
Withdrawal Services, by Age Group 
Substance Use Disorder and Substance 
Misuse Services: Percent of Population 
Using Outpatient Non-Facility Individual, 
Family, or Group SU DSM Counseling 
Service, by Age Group 
Substance Use Disorder and Substance 
Misuse Services: Average Number of 
Outpatient Non-Facility Individual, Family, 
or Group SU DSM Counseling Services Used 
Per Service User, By Age Group 
Substance Use Disorder and Substance 
Misuse Services: Average Number of Opioid 
Treatment Center Services Used Per Service 
User, by Age Group 

First Date Date of Last 

Standard Due ... Required Required 
Type 

Measure 
Data P,eriod Date for New or Submission for 

... Change . Retired -
2 months after 

Measure Quarterly the end of the 
quarter 

Plan Annually August 1 

4 months after No Further 
Measure Quarterly the end of the Submissions 

quarter Required 

4 months after No Further 
Measure Quarterly the end of the Submissions 

quarter Required 

4 months after No Further 
Measure Quarterly the end of the Submissions 

quarter Required 

4 months after No Further 
Measure Quarterly the end of the Submissions 

quarter Required 

4 months after No Further 
Measure Quarterly the end of the Submissions 

calendar quarter Required 

4 months after No Further 
Measure Quarterly the end of the Submissions 

calendar quarter Required 

4 months after No Further 
Measure Quarterly the end of the Submissions 

calendar quarter Required 
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,. 

,Rep~rti~g. Referenc~ ·to 
._, 

SUD.09 

SUD.10 

SUD.11 

SUD.12 

SUD.13 

SUD.14 

SUD.lS 

SUD.16 
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" 

.. 
.... Requires , ~~~ngidor Subpopulation . 2019 
· "' Breakout .,. 

·, .' '' ~ '·' ' . 

R 

R 

R 

R 

R 

R 

R 

R 

•' -- .Iii 
'. 

-N~me " .. i .. 
Substance Use Disorder and Substance 
Misuse Services: Average Number of Day's 
Supply of Buprenorphine Through a Point of 
Service Pharmacy Per Buprenorphine User, 
by Age Group 
Substance Use Disorder and Substance 
Misuse Services: Percent of Population 
Using Partial Hospitalization for SUDSM, by 
Age Group 
Substance Use Disorder and Substance 
Misuse Services: Average Number of Partial 
Hospitalizations for SU DSM Services Used 
Per Service User, by Age Group 
Substance Use Disorder and Substance 
Misuse Services: Percent of Population 
Using Intensive Outpatient Treatment for 
SU DSM, by Age Group 
Substance Use Disorder and Substance 
Misuse Services: Average Number of 
Intensive Outpatient Treatment Services for 
SU DSM Using Specific Service Per Member 
Per Month, by Age Group 
Substance Use Disorder and Substance 
Misuse Services: Average Number of 
General Acute Care Inpatient Hospital 
Withdrawal Services Used Per Service User, 
by Age Group 
Substance Use Disorder and Substance 
Misuse Services: Percent of Population 
Using SUDSM Rehabilitation Facility Service, 
by Age Group 
Substance Use Disorder and Substance 
Misuse Services: Average Number of 
SU DSM Rehabilitation Facility Services Used 
Per Service User, by Age Group 

First Date Dateof tast 
Measure Standard Due Required Required 

Type· 
Data Period Date for New or Submission for 

Change Retired 

4 months after No Further 
Measure Quarterly the end of the Submissions 

calendar quarter Required 

4 months after No Further 
Measure Quarterly the end of the Submissions 

calendar quarter Required 

4 months after No Further 
Measure Quarterly the end of the Submissions 

calendar quarter Required 

4 months after No Further 
Measure Quarterly the end of the Submissions 

calendar quarter Required 

4 months after No Further 
Measure Quarterly the end of the Submissions 

calendar quarter Required 

4 months after No Further 
Measure Quarterly the end of the Submissions 

calendar quarter Required 

4 months after No Further 
Measure Quarterly the end of the Submissions 

calendar quarter Required 

4 months after No Further 
Measure Quarterly the end of the Submissions 

calendar quarter Required 
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· ··change for, 
Reporting Reference.ID. 

2019· 

SUD.17 

SUD.18 

SUD.19 

SUD.20 

SUD.21 

SUD.22 

SUD_lllS.01 

SUD_lllS.02 

SUD_lllS.TSD 
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R 

R 

R 

R 

N 

N 

N 

, '. _· .. Requires: · 

· Subpopulation 
··,,'·,Breakout ; · 

x 

•· ,·, 
··Name 

Substance Use Disorder and Substance 
Misuse Services: Percent of Population 
Using Outpatient Crisis Intervention 
Services (in Provider Office or Community) 
for SU DSM, by Age Group 
Substance Use Disorder and Substance 
Misuse Services: Average Number of 
Outpatient Crisis Intervention Services (in 
Provider Office or Community) for SU DSM 
Used Per Service User, by Age Group 
Substance Use Disorder and Substance 
Misuse ED Use: Rate of ED Use for 
Substance Abuse Disorder Diagnoses per 
Member per Month by Subpopulation 
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 
Substance Use Disorder and Substance 
Misuse ED Use: Rate of ED Visits for 
Substance Use Disorder and Substance 
Misuse Diagnoses for the Population Using 
Any SU DSM Service Per 1,000 Member 
Months, by Age Group 
Substance Use Disorder and Substance 
Misuse ED Use: Rate of ED Use for Any 
Diagnosis (SU DSM or Other) for Members 
Using Any SUDSM Service in Quarter per 
Member per Month by Age Group 
Continuity of Pharmacotherapy for Opioid 
Use Disorder 
Critical Incidents Related to SUD Treatment 
Services 
Additional Measures and Reports to 
Support SUD 1115 Waiver Monitoring 
(Specifics TSD) 

Type 

Measure 

Measure 

Measure 

Measure 

Measure 

Measure 

Measure 

Table 

TSD 

Measure 
r:iata Period 

Quarterly 

Quarterly 

Quarterly 

Quarterly 

Quarterly 

Quarterly 

Annually 

Quarterly 

TSO 

Standard Due 
Date 

4 months after 
the end of the 
calendar quarter 

4 months after 
the end of the 
calendar quarter 

4 months after 
the end of the 
calendar quarter 

4 months after 
the end of the 
calendar quarter 

4 months after 
the end of the 
calendar quarter 

4 months after 
the end of the 
calendar quarter 

'First Date 
Required 

fer New.or 
Change 

TSD TSO 

TSD TSO 

TSD TSD 

Date of Last 
Required 

Submission for 
Retired 

No Further 
Submissions 
Required 

No Further 
Submissions 
Required 

No Further 
Submissions 
Required 

No Further 
Submissions 
Required 

No Further 
Submissions 
Required 

No Further 
Submissions 
Required 
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R~porting ~efere..,~e ID -

,. , ... 
TERMINATIONPLAN.01 

TIMELYNOTICE.02 

TIMELYNOTICE.03 

TIMELYNOTICE.04 

TPLCOB.01 

TPLCOB.02 

TPLCOB.03 

TRANSFORM.XX 

5/24/2018 4:13 PM 
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. . 
.ch~ngefo~ .. Requires 

Subpopulation 
·2019 .;·Breakout .~ ;' 

u 

u 

u 

u 

u 

u 

u 

R 

:~ "' 
" i~~! ; 

• « 

· iN~me. 
;[Ji .. 

" 
;~ ,l~ 

MCO Termination Plan 

Timeliness of Notice Delivery: Standard 
Service Authorization Denial 

Timeliness of Notice Delivery: Standard 
Service Authorization Denial With Extension 

Timeliness of Notice Delivery: Expedited 
Process 

Coordination of Benefits: Costs Avoided 

Coordination of Benefits: Medical Costs 
Recovered Claim Log 

Coordination of Benefits: Pharmacy Costs 
Recovered Claim Log 

Measures to Support lllS Transformation 
Waiver Monitoring (Specifics TBD; measures 
will be claims, survey, & operations based) 

First Date Date of Last 
' Measure Standard Due· Required Required 

Type· 
Data Period Date for New or. Submission for 

"- Change Retired 

Plan N/A As needed 

2 months after 
Measure Quarterly the end of the 

quarter 

2 months after 
Measure Quarterly the end of the 

quarter 

2 months after 
Measure Quarterly the end of the 

quarter 
2 months after 

Table Quarterly the end of the 
quarter 
2 months after 

Table Quarterly the end of the 
quarter 

2 months after 
Table Quarterly the end of the 

quarter 

No 
Measure N/A TBD Submissions 

Required 



State of New Hampshire 

Department of State 

' l 

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. I 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 : 0004101152 

IN TESTIMONY WHEREOF, 

I hereto set my hand and cause to be affixed 

the Seal of the State of New Hampshire, 

this 24th day of May A.D. 2018. 

~~ 
William M. Gardner 

Secretary of State 



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 WELL SENSE HEAL TH 

PLAN is a New Hampshire Trade Name registered to transact business in New Hampshire on July 24, 2012. I 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: 675048 

Certificate Number : 0004100498 

IN TESTIMONY WHEREOF, 

I hereto set my hand and cause to be affixed 

the Seal of the State of New Hampshire, 

this 22nd day of May A.D. 2018. 

William M. Gardner 

Secretary of State 



Clerk's Certificate of Vote 

I, Matthew H. Herndon, the duly 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 following votes were approved by the 
Board of Trustees of Corporation on February 14, 2012: 

VOTED: 

FURTHER 
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. 

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 following vote was approved by the Finance Committee of the 
BMCHP Board of Trustees 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 following vote was approved by the BMCHP Board of Trustees 
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 tµe 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 29th day of May 2018. 

BOSTON MEDICAL CENTER HEALTH PLAN, INC. 



Client#· 199020 BOSTOMEDIC1 

ACORD,. CERTIFICATE OF LIABILITY INSURANCE I DATE (MMIDD/YYYY) 

5/18/2017 

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 policy(ies) must 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 rights to the 
certificate holder In lieu of such endorsement(s). 

PRODUCER ~2~~~cT Kyle Morrissey 
Marsh & Mclennan Agency LLC rtigNtfo ;~~I: S-QS-595-7981 

---------
-- ----- ---- Ir.ea. Nol: 866-795-8016 

100 Front Street, Suite 800 ~~DA~~s~;__~Y-~~~rrissey@marshmma.com 
Worcester, MA 01608 INSURER(S) AFFORDING COVERAGE NAIC# 
888 850-9400 INSURER A: Hartford Fire Insurance Company 19682 

INSURED 
Boston Medical Center Health Plan 

INSURERB: 

Two Copley Place, Suite 600 
INSURERC: 

INSURER D: 
Boston, MA 02116 

INSURERE: 

INSURERF: 
COVERAGES CERTIFICATE NUMBER: 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. 

--

~TW TYPE OF INSURANCE 
--ADDISuBR ·--····-·--··· -·-····--·-·· -· ------~---~---=----------·----·-----------1 

INSR WVD POLICYNUMBER 1~8MB~1i1:8MB~I LIMITS 
COMMERCIAL GENERAL LIABILITY -o CLAIMS-MADE D OCCUR 

- -------·-··-·--------
- ------ ·-----·--
GEN'L AGGREGATE LIMIT APPLIES PER 

R POLICY D ~:i-r D LOC 
OTHER: 

AUTOMOBILE LIABILITY -
_ ANYAUTO 

ALLO\M>IED 
_ AUTOS 

_ HIRED AUTOS 

- SCHEDULED 
_AUTOS 

NON-O'MllED 
,__ AUTOS 

t----t~+-----~-.-L~-----~ 

UMBRELLA LIAB H OCCUR 

- EXCESS LIAB CLAIMS-MADE 

DED I I RETENTION s 
A WORKERS COMPENSATION 

AND EMPLOYERS' LIABILITY y / N 
ANY PROPRIETOR/PARTNER/EXECUTIVEr;;] 
OFFICER/MEMBER EXCLUDED? tJ!J N I A 
(Mandatory In NH) 
If yes, describe under 
DESCRIPTION OF OPERATIONS below 

08WEEH9897 

----'---'-~~~.C.-,----+--'---------
EACH OCCURRENCE s 

~~~~f?,H9E~~Ji.ncel s 
MED EXP (Any one perso~.L_ __ $ 

PERSONAL & ADV INJURY $ 

GENERALAGGREGATE $ 

PRODUCTS -COMP/OP AGG S 

COMBINED SINGLE LIMIT 
IEa accident\ 
BODILY INJURY (Per person) S 

BODILY INJURY (Per accident) $ 

PROPERTY DAMAGE -- $----------< 
(!'er accident\ 

---·+-------+---------+--- --- .. ------1 

EACH OCCURRENCE 

AGGREGATE 
---- ~----·-----------! 

05/30/2017 05/30/201 B x I !:~frl ITF I I £'JH-

E.L. EACH ACCIDENT s500 000 

E.L. DISEASE - EA EMPLOYEE s500.000 

E.L. DISEASE - POLICY LIMIT s500,000 

DESCRIPTION OF OPERATIONS I LOCATIONS I VEHICLES (ACORD 101, Additional Remarks Schedule, may be attached ii mom space Is required) 

CERTIFICATE HOLDER CANCELLATION 

Dept of Health & Human Services 
SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE 
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN 

Attn: Commissioner of DHHS ACCORDANCE WITH THE POLICY PROVISIONS. 

State of New Hampshire 129 

Pleasant Street AUTHORIZED REPRESENTATIVE 

Concord, NH 03301 :r cn.a......., ~\:It~""""" A-+--\ I 

© 1988-2014 ACORD CORPORATION. All rights reserved. 

ACORD 25 (2014101) 1 of 1 The ACORD name and logo are registered marks of ACORD 
#S2552013/M2552011 BWKEM 



/ 

Strategic Risk Solutions (Cayman) Ltd. 
Governors Square 2 Floor Building 3 
23 Lime Tree Bay Ave. 
P.O. Box 1159 
Grand Cayman KYl-1102 
Ca man Islands 

INSURED 
Boston Medical Center 
One Boston Medical Center Place 
Boston, MA 02118 

DATE: 
11/27/2017 

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. 

A 

COMPANY AFFORDING COVERAGE 

BOSTON MEDICAL CENTER INSURANCE 
COMPANY, LTD. 

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 'olicies. Limits shown ma have been reduced b aid claims. · -
TYPE OF INSURANCE CO. POLICY POLICY POLICY 

LTR. NUMBER EFFECTIVE EXPIRATION LIMITS 

GENERAL 
LIABILITY 

COMMERCIAL 
GENERAL 
LIABILITY 

CLAIMS MADE 

OCCURRENCE 

PROFESSIONAL 
LIABILITY 

A 

A 

EXCESS/UMBRELLA A 
LIABILITY 

DATE DATE 

BMCIC-PR-A-17 06/30/2017 06/30/2018 

EACH $2,000,000 
OCCURENCE 

AGGREGATE $2,000,000 

PERSONAL& $ 
ADV INJURY 
EACH $ 
OCCURRENCE 
FIRE $ 
DAMAGE 
MEDICAL $ 
EXPENSES 

EACH $ 
OCCURENCE 

AGGREGATE $ 

EACH $ 
OCCUR ENCE 

AGGREGATE $ 

DESCRIPTION OF OPERATIONS/LOCATIONSNECHICLES/SPECIAL ITEMS (LIMITS MAY BE SUBJECT TO RETENTIONS) 

Evidencing coverage is in effect 

State of New Hampshire, Department of 
Health and Human Services 
129 Pleasant Street 
Concord NH 03301 

- '.t?'i;l!);J;;·'' '"'liifi'N ' ~'' . - , ., ~t~~~: ··.' ;.~~\~. 
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 

c==s~--



Strategie RiskSoliltions (Cayman) Ltd. 
Governors Square 2 Floor Building 3 
23 Lime Tree Bay Ave. · · 
P.O. Box 1159 
Grand Cayman KYl-1102 
Cavritan Islands 
INSURED 
Boston Medical Center 
One Boston Medical Center Place 
Boston, MA 02118 

GOVER.AGES .. 

DATE: 
.5/22/2018 

This certificate is issued as a matter of information only and 
confers no rights upon the Certificate Bolder. This Certificate 
does not amend, extend or alter the coverage afforded by the 
policies below. 

A 

COMP ANY AFFORDING COVERAGE 

BOSTON MEDICAL CENTER INSURANCE 
COMPANY, LTD. 

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. 
TVPE OF INSURANCE CO. POLICY POLICY POLICY 

EXPIRATION 
DATE 

LTR. NUMBER EFFECTIVE LIMITS 

GENERAL 
LIABILITY 

COMMERCIAL 
GENERAL 
LIABILITY 

CLAIMS MADE 

OCCURRENCE 

PROFESSIONAL 
LIABILITY 

A 

A 

EXCESS/UMBRELLA A 
LIABILITY 

DATE 

BMCIC-PR-A-18 06/30/2018 06/30/2019 

EACH $2,000,000 
OCCURENCE 

AGGREGATE $2,000,000 

PERSONAL& $ 
ADV INJURY 
EACH $ 
OCCURRENCE 
FIRE $ 
DAMAGE 
MEDICAL $ 
EXPENSES 

EACH $ 
OCCuRENCE 

AGGREGATE $ 

EACH $ 
OCCURENCE 

AGGREGATE $ 

DESCRIPTION OF OPERA TIONS/LOCA TIONSNECHICLES/SPECIAL ITEMS (LIMITS MAY BE SUBJECT TO RETENTIONS) 
·Evidencing coverage is in effect 

CER,;i'IFICATE HOLDER 

State of New Hampshire, Department of 
~e~lth and Human S~rvices 
129 Plea~ant Street 
Concord NH 03301 

CANCELLATION 
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 



ACORD® CERTIFICATE OF LIABILITY INSURANCE I 
DATE (MMIDDNYYY) 

~ 5/22/2018 

~~~T~~~;~~c~6~dsN~~~E~l~~:T~~~E~R0~~~~~~~~1~~~~~~ :x~~NcDo~:~~ TNE~ ~~~i;o~~~GT:~iF~R:~~gA~~ ~~~DPE;LI~~~~ 
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 policy(ies) 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 rights to the certificate holder in lieu of such endorsement(s). 

PRODUCER CONTACT 
NAME: 

Marsh & Mclennan Agency LLC - New England r./1~N,i;'0 ~~•. 888-850-9400 I FAX 
100 Front St, Ste 800 iAJC Nol: 866-795-8016 

Worcester MA 01608 ~t1cf~~ss: MMA.NewEnaland.CLines®marshmc.com 

INSURERIS) AFFORDING COVERAGE NAIC# 

INSURER A: Hartford Fire Insurance Comoanv 19682 
INSURED 
Boston Medical Center Health Plan 

BOSTOMEDIC1 
INSURERS: 

Two Copley Place, Suite 600 INSURERC: 

Boston MA 02116 INSURERD: 

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., N01WITHSTANDING ANY REQUIRErylENT, 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. 

INSR TYPE OF INSURANCE 
ADDL SUBR ,~gr6%~, ,~2r6iy,g, LTR '•••~n '"'"n POLICY NUMBER LIMITS 

COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE $ ,___ D CLAIMS-MADE D OCCUR ~~~~~~J9/a~~J~~encel s 

~ 

MED EXP (Any one person)' $ 

PERSONAL & ADV INJURY $ 
~ 

GEN'L AGGREGATE LIMIT APPLIES PER: GENERALAGGREGATE $ Fl DPRO- DLoc POLICY JECT PRODUCTS - COMP/OP AGG $ 

OTHER: $ 

AUTOMOBILE LIABILITY ~~~~~d~~t~INGLE LIMIT s ,___ 
~ 

ANY AUTO BODILY INJURY (Per person) $ 
~ 

OWNED - SCHEDULED 
AUTOS ONLY AUTOS 

BODILY INJURY (Per accident) s 
~ 

HIRED - NON-OWNED fp~?~~c~~gAMAGE AUTOS ONLY AUTOS ONLY 
$ 

~ ~ 

s 
UMBRELLA LIAB 

HOCCUR EACH OCCURRENCE $ ,___ 
EXCESS LIAB CLAIMS-MADE AGGREGATE $ 

OED I I RETENTION$ $ 

A WORKERS COMPENSATION OBWEEH9897 5/30/2018 5/30/2019 x I ~f~TUTE I I OTH-
AND EMPLOYERS' LIABILITY ER 

Y/N 
ANYPROPRIETOR/PARTNER/EXECUTIVE 

D 
NIA 

E.L. EACH ACCIDENT $500,000 
OFFICER/MEMBER EXCLUDED? 
(Mandatory in NH) E.L. DISEASE - EA EMPLOYEE $ 500,000 
If yes, describe under 
DESCRIPTION OF OPERATIONS below E.L. DISEASE - POLICY LIMIT $ 500,000 

, 

-
DESCRIPTION OF OPERATIONS I LOCATIONS I VEHICLES (ACORD 101, Additional Remarks Schedule, may be attached if more space is required) 

CERTIFICATE HOLDER CANCELLATION 

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE 
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN 

Dept of Health & Human Services, Attn: Commissioner of 
ACCORDANCE WITH THE POLICY PROVISIONS. 

DHHS, State of New Hampshire 
129 Pleasant St AUTH~~IZt=Dj'lE~ 
Concord NH 03301 .. ~ 

' 
I 

© 1988-2015 ACORD CORPORATION. All rights reserved. 

ACORD 25 (2016/03) The ACORD name and logo are registered marks of ACORD 



Jeffrey A. Meyers 
Commissioner 

/ 

STATE OF NEW HAMPSHIRE 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 

OFFICE OF MEDICAID SERVICES 

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

Fax: 603-271-8431 TDD Access: 1-800-735-2964 
www .dhhs.nh.gov/ombp 

November 29, 2017 

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 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 prospectively in amount totaling 
$590,626,204.201

• The combined aggregate total is $3,493,121,368.21 for all Medicaid Care 
Management program contracts effective upon Governor and Executive Council approval. 

Governor and Executive Council approved the original agreements on May 9, 2012, Item #54A, 
and approved subsequent amendments on June 19, 2013, Item #67 A; February 12, 2014, Item #25; 
April 9, 2014, Item #44; June 18, 2014, Item #65A; July 16, 2014, Late Item "A"; Decemb~r 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; 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. 

SFY18 SFY18 
Fund Name and (Prior Figures (Revised figures 
Account Number SFY13 SFY14 SFY15 SFY16 SFY17 Amendment 14) Amendment 15) SFY19 Total 

Medicaid Care Mgmt: 
010-047-79480000-101 $0 $250,000,000.00 $460 ,000 ,000 .00 $490,897,701.00 $538,601,671.35 $540,813,917.00 $539.100,917.00 $548,245, 172.00 $2,826,845,461.35 

New Hampshire Health 
Proteclion Program: 1 
010-047-3099-102 $0 $0.00 $193,000,000.00 . $218,624,347.94 $134,015,403.72 $78.468,028.00 $78,255, 123.00 $42,381,032.20 $666,275,906.86 

TOTAL $0 $250,000,000.00 $653,000,000.00 $709,522,048.94 $672.617,075.07 $619,281,945.00 $617,356,040.00 $590,626,204.20 $3,493, 121,368 .21 

1 Please note, the SFY 2019 amount is only for the first six (6) months of SFY 2019 as it is funded only through the approval date of 
December 31, 2018 for the New Hampshire Health Protection Program. 
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and the Honorable Council 
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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 prospectively 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 HS 400 and HS 517 mental health programs are being implemented in SFY 2018. The 
SFY 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 
SS155. The SS155 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 S to the Agreement reflects the adjusted capitated rate information for SFY 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 PMP Change Percentage Change 
Original SFY 2018 MGM Rates $356.68 NIA 

Removal of Designated Receiving Facility Beds -0.78 -0.22% 
Removal of Community Residential Beds -0.53 -0.15% 
Removal of Mobile Crisis Team and Apartments -0.21 -0.06% 
Adjusted Prescription Drug Trends +0.38 +0.1'1% 

Updated SFY 2018 MGM Rates $355.55 -0.32% 

'"""'" .,~...,~"'"" ... .,.,~.,,,_..,.., .~. - "~"'-"" ..,.~ """M".;..,~ • .,.-;-q;.,""""""~---.,,%-•1.,;;w..,."~l.~~."""''"""~,..._....~.~~.r"•~"'·•"'".._~-- ,..,. ~ 

~~~-~~~~~ 
--~,,~-~-~---
~-~--~ .. ~- - . Change Component PMPM Change Percentage Change 

Original SFY 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 
Original SFY 2018 Transitional Population Rates 

Removal of Designated Receiving Facility Beds 
Removal of Community Residential Beds 
Removal of Mobile Crisis Team and Apartments 
Adjusted Prescription Drug Trends 

Updated SFY 2018 Transitional Population Rates 

PMPM Change Percentage Change 
$444.54 NIA 

-0.56 -0.13% 
-0.39 -0.09% 
-0.15 -0.03% 
+0.16 +0.04% 

$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 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 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 
Genera_I 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. 

The Department of Health a11d Human Sen·ices' Mission is to join communities and families 
in prodding opportunities for citizens to achiet·e health and i11dependence . 



Denis Goulet 
Commissioner 

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 

November 29, 2017 

Jeffrey A. Meyers, Commissioner 
Department of Health and Human Services 
State of New Hampshire 
129 Pleasant Street 
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 retroactively 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 HealthNet Plan, d/b/a Well Sense Health Plan of Boston, MA 
as des.cribed below and referenced as DoIT No. 2012-0740. 

The purpose of this request is to entf1r into a contract amendment is to retroactively 
change the actuarial certified rate structure to July 1, 2017 and to extend the two 
agreements with the managed care health plans. 

The funding amount for this amendment is $5 88, 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. 

DG/kaf 
DoIT#2012-0740 

cc: Bruce Smith, IT Manager, DoIT 

Si1tr.erelv. A-'. . ·1 

&~ 
Denis Go~et -, 

"Innovative Technologies Today for New Hampshire's Tomorrow" 



New Hampshire Departm.ent 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 151t1 Amendment to the Medicaid Care Management contract (hereinafter referred to as "Amendment Fifteen") 
dated this 21

51 
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., 
(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 #7B, 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 ~he 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 forth 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 increase the Price Limitation by 
$588,700,299.20 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 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 B Amendment #15. 

Granite State Health Plan. Inc. Amendment #15 
Page 1 of3 



New Hampshire Department of Health and Human Services 
Medicaid Care Management Contract 

Jhis 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 
Title: Interim Medicaid Director 

Date 

Acknowledgement of Contractor's signature: 

State of f'\ Q , County of~~ 0 on l L ?-L , before the undersigned officer, 
personally appeared the person identified directly above, or satisfact rily pr ven to be the person whose name is 
si ed above, n acknowledged thats/he executed this document in the capacity indicated above. 

My Commission Expires: 

I.AURAL GREENO 
My Commission Expires 

December 18, 2020 
Sl Louis County 

Commlaslon #12426339 

Granite State Health Plan, Inc. Amendment #15 
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New Hampshire Department of Health and Human Services 
Medicaid Care Management Contract 

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

State of New Hampshire 
Department of Health and Human ~ervices 

.. I VZ$_/ia1r 
Date/ { 

\ \-ci]- \] 
Date 

Acknowledgement of Contractor's signature: 

• 

State of ~ Q , County of 0:-c ~ 'J on l l ?-'1. , before the undersigned officer, 
personally appeared the person identified directly above, or salisfact y pr ven to be the person whose name Is 
si ed above, n acknowledged thats/he executed this document in the capacity indicated above. 

LAURAL GREENO 
MyCommlsslon ~ 
09C8~ 18, 2020 

St.l.Oll!sCWlly 
Commfttlon 012428339 

Granite Slate Health Plan, Inc. Amendment #15 
· Page 2orJ 



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 ATIORNEY GENERAL 

" I Z'i}/ 7121 ± 
Date/ I ~:~ 

e: aK ~#, 
:;;:-,,]14 ... s,( /J-fb'"&' ~ 

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) 

Date 

Granite State Health Plan. Inc. 

OFFICE OF THE SECRETARY OF STATE 

Name: 
Title: 

Amendment #15 
Page 3 of 3 



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 15th Amendment to the Medicaid Care Management contract (hereinafter referred to as "Amendment Fifteen~} 
dated this 21"1 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"} anc;l Boston Medical Center Health Plan, 
Inc., (hereinafter referred to as '~he 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 #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, 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 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 forth 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 increase the Price Limitation by 
$588,700,299.20 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 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 B Amendment #15. 

Boston Medical Center Health Plan, Inc. Amendment #15 
Page 1of3 



New Hampshire Department of Health and Human Services 
Medicaid 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 

l\-l-1,.lo/f-
Date 

Boston Medical Center Health Plan, Inc. 

Date 
Titre: fr-es1dutl-

Acknowledgement of Contractor's signature: 

• 
I • 

State oRVp6c:::a.Ol~)County of.s..,+f.o\.\; on 1 l • '28· \ 1 , 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. 

L 

'(\"""' SC'"Q.'nqt'r\ I 8€<."t\Jof flcil't')\()\~-hC\.~ 
Name and Title of Notary or Justice of the Peace 

My Commission Expires: !> · \ \' Z. (. 

Boston Medical Center Health Plan, Inc. Amendment #15 
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New Hampshire Deparbnent of Health and Human Services 
Medicaid 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 

I (/Pf /2'JJ ?-
Date' I 

Boston Medical Center Health Plan, Inc. 

Date 

Title: f ries1d utf-

Acknowledgement of Contractor's signature: 

• 

State of(Vc6c::a.c.n~county of~\.\\ on I l • '28· \ 1 , 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. 

L 

~'~ e.<a.~cv""' / 8€(1J-\-\.H' ~nw'~~-hct-\v-. 
Name and Title of Notary or Justice of the Peace 

My Commission Expires: 3· \\· (_"2_ 

Boston Medical Center Health Plan, Inc. Amendment #15 
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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 ATIORNEY GENERAL 

If lzU/A217 
Datel ~~:-.A 

Title: .!IiPAll~~ °";J.ij/~ ~ 
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} 

Date 

Boston Medlcal Center Health Plan, Inc. 

OFFICE OF THE SECRETARY OF STATE 

Name: 
Title; 

Amendment #15 
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1. Introduction 
I. I. Purpose 

I. I. I. The purpose of this Agreement is to set forth the tenns and conditions for the M CO' s 
participation in the NH Medicaid Care Management Program. 

1.f. Type of Agreement 

I .2. I. 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. Agrrcmcnt Period 

1.3. l. 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 

A • 
"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 tb 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 Agieement 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. 

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; 

• Emphasizes the importance of participating in health promotion activities; Provides ready 
access to behavioral health services that are, to the extent possible, integrated with priinary 
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. 
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A • 

• 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. 

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. 

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 als9 provide for the MCO to communicate with DHHS and respond 
to correspondence received from DHHS within one ( l) 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 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 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 
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A • 
(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). 

Divisi9n 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 .. 

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 l 905(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 CQndition 

"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 Serviees" 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.l 14(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 furnish 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] 

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 

A • 

"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 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 and Community Based Care (HCBC) 

a • 
"Horne and Community Based Care (HCBC)", also known as Horne 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 provide<:l 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 Horne 
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 l, 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 
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 (L TSS) 

"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 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. 
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Marketing 

ft • 
"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. I 04(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 
"MedicaJJy 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.IO(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 infinnity, threaten to 
cause or aggravate a handicap, cause physical defonnity 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 treatment is available or suitable for the recipient requesiing a 
necessary long tenn 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 oflong term care for low-income seniors and indi.viduals 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 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 Refonn Plan" means an MCO's plan to engage its provider network in health care 
delivery and payment refonn 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 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 Care Provider (PCP) 

"Primary Care Provider (PCP)" means a participating provider who has the responsibility for 
supervising, coordinating, art~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 

"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 Dat~ 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 l. 

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 perfonn all or a portion of the duties !ind obligations that the MCO is 
obligated to perf onn 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 persist~nt 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 tenns of 
the MCO's provider agreement, including rates, and policy manual. 

2.1. Acronyms 

h Unless ot erwise indicated acronyms use d" fi ll m this Agreement are as o ows: 

Acro~Yin 
·,,., .. 

. ••. -ilescrl~tion • · · .. _, .. 
.'.~· 

~: . •.l • ·:·:,· 

ABO 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 Totallv Disabled 

ASC Accredited Standards Committee 

ASL American Siim Laniruage 

BCCP Breast and Cervical Cancer Prom-am 

BMH Bureau of Mental Health 

CAD Coronary Arterv Disease 

CANS Child and Adolescent Needs and Strengths Assessment 

CDC Centers for Disease Control and Prevention 

CFI Choices for Indeoendence Waiver 

CFR Code of Federal ReITTilations 

CHF Congestive Heart Failure 
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Acrti~vm / • Descrl~tion ' :> 
--;_ 

.~.""• 

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 Dia!!llostic 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 

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 

HN Human Immunodeficiency Virus 

ICF Intermediate Care Facility 

• -
,-
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.·., ; :.·· . ·~: .. ,,, ·.';:· :::·.-

Act6n:vm 'ii •' J)escrl~tion . ~ . 
:.:. -~=~·=.· . ~ ~-

IHS In Home Supports for Children with Developmental Disabilities Waiver 

IME Indirect Medical Education 
I 

LTSS Long term services and supports 

MCO Managed Care Organization 

MCIS Mana2ed Care Information System 

MFP Money Follows the Person Pro2Cam 

MIC Medicaid Integrity Contractor 

MEAD Medicaid for Employed Adults with Disabilities 

MMIS Medicaid Management Information System 

NIA Not applicable 

NCQA National Committee for Quality Assurance 

NHCP New Hampshire Community Passport Program 

NF Nursin2 Facility 

NHHPP New Hampshire Health Protection Projl;fam 
-

NHID New Hampshire Insurance Department 

NPI National Provider Identifier 

OAA Old AJ?;e 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 Pro2Cam 

OM Quality Mana2ement 

OMB Qualified Medicare Beneficiaries 
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. ' 

Acr6nym · .·Description . ·.,,· 

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. AgreemL·nt Elements 

The Agreement between the parties shall consist of the following: 

3. l.l. P-3 7 Agreement General Provisions. 

ft • 

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 (FF ATA) 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-Ol) 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 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 ofDHHS and NHID. 

3.4. Authority of the New Hampshir<.' Insurance Department 

Wherever, by any provision of this Agreement or by the laws and rul
1
es 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 1\ppro,·at 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 Prospectin 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 Reprocuremcnt 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.l. 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. 

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"). 

Page 27 



New Hampshire Medicaid Care Management Contract- SFY2018-SFY2019 

Exhibit A - Amendment #13 

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. l. 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.I. Ownership and Control 

4.3.1. l. 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.S(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 43 8.606]. 

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

4.3.2.1.l. 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 
Regtlation, of a person described in 4.3;2. l. 

/A.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. l. Any individual or entity excluded from Medicaid or other federal health care 
program participation under Sections 1128orl128A 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 l l 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 ofNew Hampshire; or 

4.3.5.5. Any entity that has a contractual !elationship (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 

A • 
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 l 902(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.lO(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 
theMCO; 

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.l .5.6. Agrees that the State, CMS, or the HHS Inspector General can 
conduct an audit at any time ifthe 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. 1 

. 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 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 tennination and provisions 
for revoking delegation or imposing other sanctions if the subcontractor's 
perfonnance is inadequate as detennined by the MCO or NH DHHS. In such 
written agreement, the subcontractor shall also agree to perfonn the delegated 
activity and related reporting responsibilities as specified in the sub.contractor 
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 

ft • 
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 servi~es 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.l.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. l. l .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 follo)Ving 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 
dem.onstrated 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 35 



New Hampshire Medicaid Care Management Contract- SFY2018·SFY2019 

Exhibit A - Amendment #13 
A • 

6. l. l .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. l.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 Ufy1 staff has appropriate clinical backgrounds 
in order to make appropriate UM decisions regarding Medically Necessary 
Services and Necessary Services. 

6.l.l.10. Systems Director/Manager: Individual is r~sponsible 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.l.l.12. Grievance Coordinator: Individual is responsible for overseeing the MCO's 
Grievance System. 

·6. l. l .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. l.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.l.2.9. Fraud, Waste, and Abuse Coordinator 

6.1.2. l 0. Grievance Coordinator 

6.1.2.11. Substance Use Disorder Coordinator 

6.1.2.12. Claim Encounter Manager 

6.l.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. 

A -

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 m1lintain 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.l.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. I. I. 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. I. 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-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-l) or RFA (15-DHHS-CM-Ol), Technical 
and Cost Proposal, including any addend~. 

7.3. Audit Rl'quirements 

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 "SOC2" 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. I 6, 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.l. 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. l .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.i. Expresses an opinion on the matters covered in management's written 
. d l assertion; an 

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 ifthere 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 Managt'ment 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 
perfonnance, 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 nonnal 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 f mplementation 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. l .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. l. l .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 I 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 I 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 ofreadiness in 
multiple areas, including but not limited to: 

7.6.3.1.1. MCO's ability to pay a claim; 

7.6.3.l.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.l.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 implemeritation 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 l 903(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 in four 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.J .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 pays 
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 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 MCOs. 

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 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 

a -
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. l. l. l. 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.l.6. Implementation ofa 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. l. 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. 

Page 48 



New Hampshire Medicaid Care Management Contract- SFY2018-SFY2019 

Exhibit A - Amendment #13 

a • 
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.J. Conred 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. 

·. =:. 

·.,:,' ·. ·:· ...... . 

OAA/ANB/APTD/MEADffANF/Poverty Level -Non
Duals1 

Foster Care - With Member Opt Out 

Foster Care - Mandatory Enrollment (w/CMS waiver) 

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

x 

x 

x 

x 

HC-CSD (Katie Beckett) - Mandatory Enrollment X 

Children with special health care needs (enrolled in Special 
Medical Services I 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 newborns X 

Breast and Cervical Cancer Program (BCCP) X 

1 Per 42 USC §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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M~mbers St~p 1 Sf¢p2 NHHP~~ Excluded/ 
,, .· FFS 

"·:,:· r :7. 

' 

!Pregnant Women x 

!Native Americans and Native Alaskans w/ member opt out2 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 newborns) x 

Spend-down x 

QMB/SLMB Only (no Medicaid) x 

Health Insurance Premium Payment Program (HIPP) x 
8.2. Co\'ered Sen·iccs 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. 

2 Per 42 USC §1396u-2(a)(2)(c); however. NH has no recognized tribes. 
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... 
NH St.~1>2 St 2'' Step2 Step2 Services ... ··. Step 1 " .. ep .. 
liPP Phase 1 Phase.:}: Phase3 Phise4 

!Maternity & Newborn Kick Payments x x x 

~noatient Hospital x x x 

Outpatient HospitaI3 x x x ' 

!Inpatient Psychiatric Facility Services Under x x x 
!Age 21 4 

!Physicians Services x x x 

:Advanced Practice Registered Nurse x x x 

Rural Health Clinic & FQHC x x x 

Prescribed Drugs5 x x x 

Community Mental Health Services x x x 

Psvcholoe:v x x x 

!Ambulatory Surj!;ical Center x x x 

ILaboratorv (PatholOJ:!:V) x x x 

IX-Rav Services x x x 

!Family Planning Services x x x 

!Medical Services Clinic (mostly methadone x x x 
!clinic) 

!Physical Therapy6 x x x 

Occupational Therapy7 x x x 

3 Including facility and ancillary services for dental procedures 

4 Under age 22 if individual admitted prior to age 21 

5 Except as indicated in Section 14.1.15 

6 Combined PT, OT, ST 20 visit limit in the CMS-approved. Slate Plan is equivalent to combined 20 hours 
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.· ... 
NH Step 2 :. · .. ·stepi .· St~p2 .. 

~ervices. St"p 1 . :.:-

HPP Phase 1·• ::Phasel Phaie 3 

Speech Therap/ x x x 

Audiolo_gy Services x x x 

Podiatrist Services x x x 

IHome Health Services - x x x 

lEPSDT Services x x x 

x EPSDT x 
!Private Duty Nursing only 

x EPSDT x 
!Adult Medical Day Care only -

x EPSDT x 
!Personal Care Services on!)' 

Hospice x x x 

Optometric Services Eyeglasses x x x 

!Furnished Medical Supplies & Durable x .x x 
!Medical Equipment 

!Non-Emergent Medical Transportation 9 x x x 

!Ambulance Service x x x 

!Wheelchair Van x x x 

x EPSDT x 
Independent Care Management only 

~ 

Horne Visiting Services x x10 

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

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

9 Also includes mileage reimbursement for medically necessary travel 

10 Provided within the SUD benefit 

Stepl. 
Plilise4 
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.. 

NH $tep2 :. ·.step~ .. · Step2 ·' 
Services · Si~pl ·:'."•. 

. . . . JU>P :Pllase 1 · Phase a Phase3 

tAcQuired Brain Disorder Waiver Services 

Developmentally Disabled Waiver Services 

Choices for Independence Waiver Services x 

[n Home Supports Waiver Services 

Skilled Nursing Facility x 

Skilled Nursing Facility Atvoical Care x 

Inoatient Hospital Swing Beds, SNF x 

Intennediate Care Facility Nursing Home x 

lntennediate Care Facilitv Atvoical Care x 

Inpatient Hospital Swine Beds, ICF x 

Glencliff Home I x 

Developmental Services Early Supports and 
Services 

Home Based ·Therapy - DCYF x 

Child Health Support Service - DCYF x 

Intensive Home and Community Services-
x IDCYF 

Placement Services - DCYF x 

!Private Non-Medical Institutional For 
Children - DCYF 

x 

Crisis Intervention - DCYF x 

Substance use disorder services as per He-W x x 
1513 x " 

!Chiropractic services (NHHPP population x 
lonlv) 

• . ~ 

st~p2·. 
Phase4· 

x 

x 

x 

x 
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.. 
NH Step2 >~te1>{: Step-2 

. ·: .. ·Serviees ste.p 1 
·;,.;w•; .. HPP Pli~se 1 · ·Pbase·.2• Phi~'(;-3 

Intermediate Care Facility for Individuals 
!with Intellectual Disabilities (ICF/IID) 11 x 

!Medicaid to Schools Services 

!Dental Benefit Services 12 

8.3. Covered Services Additional Provisions 

Ste' 2 ...-, ... P . 
Pb,ase 4 

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 438.21O(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. 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 $1 for generic drugs and $2 for 
brands and compound drugs for Step l 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 fede~al regulations and the approved Medicaid State Plan; and 

11 e.g. Cectarcrest 

12 except facility and ancillary services fOf' dental procedures 
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8.3.3.2. 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 l 00% 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.l. 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-o and 13960-
l, 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 CFR 455.l(a)(2)]. 

8.3. l 0. The MCO shall comply with provisions of RSA 167:4( d) by providing access to 
telemedicine services to Medicaid members for specialty care only. 

8.3.1 l. 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 [§1932(b)(2) of the SSA; 42 CPR 438.l 14(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] 14(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. l 14(a) of the 
definition of emergency medical condition [§1932(b)(2) of the SSA; 42 CFR 
438.l 14(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 CPR 438. l 14(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.l 14(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)]. 

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. l 14(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.'l 14(b) as responsible for coverage and payment [42 CFR 438.l 14(d)(3)]. 

8.5. Post-Stabilization 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 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 43 8.114( e ); 42 
CFR422.l 13(c)(2)(i); SMD letter 8/5/98] 

I 

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.l. The MCO does not respond to a request for pre-approval within one (I) 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.l 14(e); 42 CFR 
422. l 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 CFR438.l l4(e); 42 CFR 
422.I 13(c)(2)(iv); SMD letter 8/5/98] 

8.5.5. The MCO's financial responsibility for post-st~bilization 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.l 14(e); 42, CFR 422.l 13(c)(3); SMD 
letter 8/5/98] 
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9. Payment Reform Plan 
9.1. Payment Reform Plan Timclinc 

• 
9.1.l. 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. l .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%) ofMCO 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 ofDHHS's 
evaluation of the MCO's performance within thirty (30) days of the MCO's 
request. 

9.1.3.3. 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 pl&n 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 L TSS providers in health care delivery and payment 
reform activities. 

9.3. Payment Reform Plan Compliance Rt.•quircments 

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

9.3. l. l. 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 l 8 l 4(i)( I )(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)J. 

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 422.21 O; 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 infonnation on the plan) [§ l 903(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)]. 

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 [§ l 903(m)(2)(A)(x)of the SSA; 42 CFR 422.208 
and 422.210; 42 CFR 438.6(h)]. 

9 .3. l .11. Primary Care reimbursement to follow DHHS policy and to comply with 42 
CFR 438, 42 CFR 441and42 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 l 902(a)(l3)(C), as 
amended by the Affordable Care Act of20l0 (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 
IO. I. l\'linimum 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 .l . l. l. Care Coordination 

I 0.1.1.2. Support of Patient-Centered Medical Homes and Health Homes 

l 0.1.1.3. Non-Emergent Medical Transportation 

10.1.1.4. Wellness and Prevention programs 

I 0.1.1.5. Chronic Care· Coordination programs 

I 0.1.1.6. 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: lfok of the MCO 

l 0.2.1. 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-

1 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: 

I 0.2.2.1. 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; 

a • 

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 proceduresithat 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)(l) 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. l.2. l. 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 infonnation 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 hannful 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. l\on-Emergent Transportation (NEi\IT) 

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 am.ember's lack of 
personal transportation is not a barrier to accessing care. 

l 0.5.2. 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.l. On-time shall be defined as less than or equal to fifteen (15) minute~ 
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. 

J0.6. Wellness and Prevention 

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

l 0.6.2. 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 l 0.6.3, 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. 

l 0.6.6. The MC(j) shall also participate in other public health initiatives at the direction of 
DHHS. 

10.7. Member Health Education 

10.7.l. 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: 

l 0.7 .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 I 00 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 
inappropriate! y. 

I0.8. Chronic Care Coordination, High Risk/High Cost Member and Other Complex 
Member l\:lanagcmcnt 

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. 

l 0.8.3. 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; 

I 0.8.3.8. Requiring wound care. 

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

I 0.9. 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 MCQ 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; 

I 0.9.2.6. 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. 

10.10.Coordination and Integration with Social Scrvicl'S and Community Care 

10.10.1. The MCO shall develop relationships that actively link mem~ers 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; 

l 0.10.1.2. 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; 

l 0.10.1.5. Schools; 

l 0.10.1.6. Step 2 Programs and Services; 

10.10.l.7. The court system; 

10.10.l.8. ServiceLink Resource Network; and 
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10.10.l.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 ofreferrals for social services and community 
care provided to members by member type. 

JO.I I.Long Term Services and Supports (LTSS) 

I 0.11.1.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; 

l 0.11.1.2. Ensure that each member with long term care needs receives the medical 
services of PCPs and specialists trained and skilled in the uniqui 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 L TSS 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 L TSS 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. l. The MCO shall support accessing all covered services appropriate to the 
medical, behavioral, psychosocial, and/or LTSS condition or circumstance. 

l O. l 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: 

l 0.112.2.1.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; 

10.1 l.2.2.5.Adults with Waiver, NF or CMHC services; 

l 0.11.2.2.6.0lder Adults with Waiver or CMHC services; or 

10.11.2.2.7.0lder 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 
l l. I. 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 l 902(a)(43) and 1905(a)(4)(B) and 
l 905(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. l.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 heaith 
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 ofHe-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 subjecf to NCQA credential~ng 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 Hl'alth Scr\'iccs 

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 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 ofrecovery 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 l, 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. 1: 12-cv-
53-SM in conjunction with DHHS and the Community Mental Health Genters. 

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, vi_a 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 ( l 0) 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 ( l 0) 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 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.l 0.1. 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.l 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 (or 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 interv~ntion strategies in keeping with 
the State's objective ofreducing 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 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 
fromDHHS. 
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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 ofDHHS 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 membe~s 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) 
cal~ndar 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. 

J 2. 7. Parity 

12.7. l. The MCO and its subcontractors must comply with the Mental Health Parity and 
Addiction Equity Act of2008, 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 determinesthat 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/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. 
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13. Substance Use Disorder 
13.1. Substa nee 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 Acct•ss 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 require~ 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. l .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.l. Pharmacy Management - General Provisions 

A • 
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 fonnulary 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. !Va. 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. l. 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. l.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; 

I 

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 14.1.1and14.l.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.l 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.l.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 
shafl,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.ln 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.l 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.l l.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 

1 
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 l, 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 authoriza~ion 
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.ln 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. 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. l.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 l 927(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. lJsc of Psychotropic Medicines for Children in Foster Care - UCYF's SnfoRx 
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. l. l .6. lnfonnation from the placement provider, either foster care or 
residential re: behaviors and medication response. 

) 

14.3.1.2. Edits in phannacy 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 detennine 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 
detennining member eligibility. The MCO shall comply with eligibility decisions 
made by DHHS. 

16. l.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 8AM 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 Afyt 
EST. The MCO shall make DHHS aware, within one (I) business day, of 
unsuccessful uploads that go beyond 10 AM EST. 

16.1.3. The ASCX 12 834 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, phannacy, 
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 infonnation 
regarding the member supplied by other MCOs. 

16.2. Relationship with Enrollment Sen-ices 

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

I 
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)(l)]. 

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)(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 enrol~ment period; 

16.3.1.2. During an annual enrollment period; 

16.3 .1.3. During a renegotiation or reprocurernent enrollment period; 

16.3. l .4. If the member requests to be assigned to the same plan in which another 
family member is currently enrolled; or 

16.3.l.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-Assignmmt 

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·93 



New Hampshire Medicaid Care Management Contract- SFY2018-SFY2019 

Exhibit A - Amendment #13 

16.4.l .i 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. Discnrollmcnt 

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 
01121/98]. 

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)J 

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)(l); 438.56(c)(2)(i), (ii), (iii), and (iv); 42 CFR 
438.702(a)(3); SMD letter 02/20/98; SMD letter 01/21/9~] 

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)(l); 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 disenrollrnent 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.l l.l. 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. IfDHHS fails to make a 
disenrollment determination within this specified timeframe, the disenrollment is 
considered approved [42 CFR 438.56(e)(l) 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.l. Member Information 

17 .1.1. The MCO shall maintain a Member Services Department to assi~t 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. l .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), confirmfog the member's PCP 
and providing the PCP's name address and telephone number. 
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17.l.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.l.7. l. The member's name; 

17. l .7 .2. The member's date of birth; 

17. l. 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. l.7.5. The name ofMCO's NHHPP product; 

17. l.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. 
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17.1.11.The MCO shall submit the member handbook to DHHS for approval at the time it is 
d~veloped 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 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. lnfonnation 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 providets;lnformation 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.12;! O.Inforrnation 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. 
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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.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; 

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

17. l .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. l.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. l .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. l .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. l.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 

'I 7 .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 438.1 O(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. l .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.lnformation 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 
infonnation in alternative formats or languages; 
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17.1.12.30. Infonnation 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.lO(g)(l)]. 

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. l .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.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.IO(d) I 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.IO(d)(6)]. 
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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 CFR438.10(d)].The MCO shall provide auxiliary aids such as 
TTY/TDY and American Sign Language interpr~ters available free of charge to each 
member or potential member who requires these services [42 CFR 438.IO(d)]. 

17.3. l\'lcmbcr 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 
ofrestraint 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]. 

A • 
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. lOO(c)]. 

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

J 7.4. 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. A~erage 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 wann 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. 

I 7.6. 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; 

· § l 932(d)(2)(B), (C), (D) and (E) of the SSA; 42 CFR 438.l 04(b )( 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; SMM 2090.1; SMM 2101]. 

17.6.2. The MCO shall submit all MCO marketing material to DHHS for approval before 
distribution[§ l 932(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)(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: 
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A • 
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[§ l 932(d)(2)(A)(i)(Il) of the SSA; § l 932(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. l; SMM 210 I] 

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(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.l 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; §l 932(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. l\lcmhcr Engagrment 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 ari 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. 

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 conferencip.g 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.l 
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 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 [§ l 903(m)(2)(A)(x) of the 
SSA; 42 CFR 422.208; 42 CFR 422.210; 42 CFR 438.10(f)(6); 42 CFR438.10(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 Prov.ider 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.lO(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.lO(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 CFR438.10(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. 

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 tennination to notify 
enrollees who received their primary care from, or was seen on a regular basis by, the 
terminated provider. 

J 7.9. 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 ~ervices, 
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_. I. 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); 

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; 
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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. Cultural Compctcnc~, 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 physicatconditions 
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 
1
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 oflanguage 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://www.lep.gov. 
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19. Grievances and Appeals 
19.1. General Requirements 

a • 
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, detennines 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 fonns and other 
procedural steps. This includes, but is not limited to providing interpreter 
services and toll-free numbers with TTY ff DD 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 infonnation was submitted or 
considered in the initial adverse benefit detennination; and 
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19 .1.4.4. l. 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.lO(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 uphelci 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 upcin 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 
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 on~ 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.l. 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. 

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 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.lfthe 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. l .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 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 timefrarne 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. I. 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 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 ofa 

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 Notfccs 

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.lO(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 :\oticcs 

19.7.l. Termination, suspension or reduction of services -The MCO shall provide members 
written notice at least ten (I 0) 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: 

i 
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19.7.3.1. The member or the provider requests the extension; or 

19.7.3.2. Ths 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.l. The appeal is filed timely, meaning on or before the later of the following: 

19.8.1.1.l. 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. l .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. 

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 M CO extends the timeframes not at the request of the enrollee then it 
must: 

19.9.1.3. l.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 detennination 
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 detennination 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 infonnation 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 infonnation on the member's right to receive services while the 
hearing is pending and how to make the request; and 

19.9.5.4. lnfonn 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. l 0.1.The MCO shall infonn 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 infonning 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 infonned, at a minimum, of the following: 

19.10.2.1. That members must exhaust all levels ofresolution and appeal within the 
MCO's Grievance System prior to filing a request for a State fair hearing 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 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.l 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 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.Effcct of Adverse Decisions of Ap1>cals and Hearings 

19.11.1.Ifthe MCO or DHHS reverses a decision to deny, limit, or delay services that were 
not provided whileJhe 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 
20.1. l\ctwork 

ft • 
20. l .' 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 ofNHHPP 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. l. 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. l.5.3. l. 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. l .6. The MCO shall submit documentation quarterly to DHHS to demonstrate Equal 
Access to services for Step l, 2 and NHHPP populations. 

20. l. 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. l.1 

and 20.l.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. l. 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 . 

. . 

Provl~er/Sei'.Vice - ... Statewicte 

PCPs Two (2) within forty (40) minutes or fifteen (15) miles 

Specialists One (l) within sixty (60) minutes or forty-five (45) miles 

Hospitals One (l) 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 (l) within forty-five (45) minutes or fifteen (15) miles 

Tertiary or Specialized 
services One within one hundred twenty ( 120) minutes or eighty (80) miles 

(Trauma, Neonatal, etc.) 

SUD Councilors One (1) within forty-five ( 45) minutes or fifteen ( 15) miles 
(MLDAC) 

SUD Programs One (1) within sixty (60) minutes or forty-five (45) miles. 

(Comprehensive, 
Outpatient, Methadone 
Clinics) 
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20.3. NH Ins 2701.06 Standards for Geographic Accessibility 

a ., 
20.3.l. 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. l shall not apply. 

20.3. l.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 delive;y 
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 Dclinr~' 

20.4. l. 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(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 disch~rge 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 vis,its 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 atterition, but are not life 
threatening and don't meet the definition of Emergency Medical 
Condition. 

20.4.4.2.6. Emergency medical, SUD a,nd 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 dis~harges 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.l. The MCO shall provide female members with direct access to a wqmen'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 MC O'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 

I 

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 43 l.5 l(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 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-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-Network Providrrs 

20.7.1. If the MCO's network is unable to provide necessary medical, behavioral, SUD and 
L TSS 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. 

20.7.2. 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 no_n-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 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 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. Providrr 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 Ma~agement 
21.1. Provider Network 

A -
21. l. l. The MCO shall be responsible for developing and maintaining a statewide provider 

network that adequately meets all covered medical, behavioral health,, SUD, 
psychosocial and L TSS 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.l.l.l. 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.l.l.3. The number and type (in terms of training and experience and specialization) 
of providers required to furnish the contracted services; 

21. l. l .4. The number of network providers not accepting new or any New Hampshire 
Medicaid patients; 

21.l.l.5. The geographic location of providers and members, considering distance, 
travel time, and the means of transportation ordinarily used by New 
Hampshire members; 

21. l. l .6. Accessibility of provider practices for members with disabilities [ 42 CFR 
438.206(b )( 1 )]; 

21. l. l. 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. l. l .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. l .3. The MCO shall not employ or contract with providers excluded from participation in 
federal health care programs. 

21. l .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. l\'etwork 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. 

2 l.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. 

2 l .2A. 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 infonnation to detennine 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/weekend/night, 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 of enrollment in NHHPP. The contract will 
provide for: 

21.2.10.1. An in-state provider of services included in St.ep 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 1 and NHHPP members unless an exception to the requireqient 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. l 0.4. The MCO shall reimburse providers for NHHPP services according to the 
NHHPP Provider Fee Schedule posted at 
https://nhmmis.nh.gov/portals/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 
detennined 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 
theNHHPP. 

Page 135 



New Hampshire Medicaid Care Management Contract - SFY2018·SFY2019 

Exhibit A - Amendment #13 

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. 

21.2.12.The MCO shall maintain a provider relations presence in New Hampshire as 
approved by DHHS. 

21.2.13.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. 

21.2.14. 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.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 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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A • 
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 iiistructions 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 ofa 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.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. 

21.2.21.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 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 .2 I .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.l2(a)(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 

21.2.23.3. 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)(l); 42 CFR 438.12(b)(l)]. 

21.3. Scrrcning and Enrollmrnt 

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 I, 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 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) (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 420-1:4). 
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 ofboard
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 493.1and42 CFR 493.3]. 

Page 139 



New Hampshire Medicaid Care Management Contract- SFY2018-SFY2019 

Exhibit A - Amendment #13 

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 l 128A 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. l. 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 satisraction 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. l .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 [§l923(b)(3)(D) of the SSA; 42 CFR 
438.l 02(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~ J. 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.l.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. l .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)ffotal Quality Management (TQM) and shall: 

22. l.4. l. 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 (PES) 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 (QAPJ) 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]. . 

. 22.1.7. 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 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 
L TSS 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 
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 (l) 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. l. 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 ~hall 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 furnished to members with special needs iii order to identify any ongoing special 
conditions of a memb~r 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.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 Guidelines and Standards 

22.2.1. The MCO shall adopt evidence-based clinical practice guideline~ 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. Ernluation 

22.4.1. The MCO shall prepare a written report w-ithin 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 perfonnance 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. l .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 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) 
meas1,1res 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 ofDHHS. 

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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a • 
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. l. l. 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 
438.21 O(b )( l )]. 

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 L TSS) 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 ofNCQA. 

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 438.2 lO(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 preser:ve confidentiality of medical information. 

23.1.8. The MCO's written utilization management policies, procedures, and criteria shall be: 

Page 149 



New Hampshire Medicaid Care Management Contract - SFY2018-SFY2019 ~ 
Exhibit A - Amendment #13 '1!fl 

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 a~cordance 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 ofreview 
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 todeny 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. 
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23.1.14.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 .1.15 .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 previbusly 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. l\kdical Necessity Determination 

23.2.l. The MCO shall specify what constitutes "medically necessary services" in a manner 
that: 

23.2.1. l. 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. l.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 530.0l(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 serv~ces which would produce equivalent 
diagnostic, t~erapeutic, 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 necessity determinations for mental 
health or substance use disorder benefits to any enrollee, potential enrollee, or 
contracting provider upon request. 

23.3. l\ecessity 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. 
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23.4. l\oticcs of Coverage Octcrrninations 

a • 
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 ofreceipt 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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A ., 
11. 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 nealth 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 ( l) 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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A • 
23.4.3.1 Whenever there is an adverse detennination, 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 infonnation in the member handbook with respect to the 
following: 

23.5.5.1. The member's rights under the state law. The infonnation 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 c 

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 438.1 O(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 

24.1.1.5. Encounter Data 

24.1. l .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/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 r 

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 
withDHHS. 

/ 
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 ifrequired 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 inay be substituted for the originals with the prior written 
consenrof 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 ofDHHS. 

24.5. l\ICIS 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 requ,irements 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 I 075 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. MCIS 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: 

24.5.6.1. 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. Journaling 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 incluqe 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. l 0.1. 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 users access 
to the system. 
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24.5.11.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. 1 1 .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 lo 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. 

24.5.11.11.Support Performance Standards shall include: 

24 .5 .11.11.1.Email inquiries - one (I) business day response 

24.5.l l.l l.2.New information posted within one (l) 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 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 HIP AA 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 50 l 0 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 (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 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.l. 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 ~ystem 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. 
HIP AA 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. l.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 HIP AA, ADA, and 
other federal and state regulations, and perfonn 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 ofICD-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. l. 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 ofreported 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: 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. 

\ 

25.2.1 O.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 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. International Classification of Diseases, 10th revision, Clinical Modification 
ICD-10-CM is the new diagnosis coding system that was developed as a 
replacement for ICD-9-CM, Volume 1 & 2. International Classification of 
Diseases, I 0th 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-10-CM for diagnoses and ICD-10-

\ PCS for inpatient hospital procedures is October l, 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 biologics 
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 indus~. 

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. l O.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 HIP AA transaction formats, namely the ANSI Xl2N 837 
transaction formats (P- Professional and I - 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 Medicarejpaid 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. l. Batch transaction types 

25.2.18.l.1.ASC Xl2N 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 Xl2N 8371 Institutional Claim/Encounter Transactio"ii 

25.2.18.1.5.ASC X12N 837P Professional Claim/Encounter Transaction 

25.2.18.1.6.ASC Xl2N 8370 Dental Claim/Encounter Transaction 

25.2.18. l. 7 .NCPDP D.O Pharmacy Claim/Encounter Transaction 

25.2.18.2. Online transaction types 

25.2.18.2.1.ASC Xl2N 270/271 Eligibility/Benefit Inquiry/Response 

25.2.18.2.2.ASC X12N 276 Claims Status Inquiry 

25.2.18.2.3.ASC Xl2N 277 Claims Status Response 

25.2.18.2.4.ASC Xl2N 278/279 Utilization Review Inquiry/Response 

25.2.18.2.5.NCPDP D.O Pharmacy Claim/Encounter Transaction 

25.2.l 9.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-fqr-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, ODE). 

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 enc;ounters 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.Transact_ion 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. 

I 

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 
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.All 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.l. 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 S~·stem 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 CFI 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 
HCF A-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 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; 

25.5.1.11. 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.t. 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 I 000 through 1008, 
and Section l 902(a)(68) of the Social Security Act. 

26.1. l. l. 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 
(IO) 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. l. l .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 paym~nt; 

26. l. l.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 claim,s 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 Prenntion 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 detennines 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 MC O'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.l. Experienced Fraud, Waste and Abuse reviewers who have the appropriate 
training, education, experience, and job knowledge to perfonn 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.l(a)(l) 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. l. l.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 incid~nt. 

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. l. Changes in the emollee'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 agreem~nt 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 wtjtten 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 provid~rs, 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 in~lude 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 thd 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.i O.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 
theMCO. 
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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 ofreceipt 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 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 cppy 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 ofrequest. 
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.l. 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.l. 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 Fonn. 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 infonnation 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 ofService(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-10-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 .1 O.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 .3 7 .14 .Prior Authorization Infonnation; 

26.3 .3 7 .15 .Detail claim infonnation; 

26.3.37 .16.Provider type; 

26.3.37.17.Category of Service; 
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26.3 .3 7 .18 .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.lf 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 .3 8.1. 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, fonnat, 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 Arnidancc 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. l 396a(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 repqrt 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.l.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. l .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. l. 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. l.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 pJyer, PBM, or benefit 
administrator; 

27.f6.8. 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.J. 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 Activitic.·s 

27.4. l. 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 under42 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 ~gainst 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 RecoH'r)' Acth·it~· 

. • 
27.5.I. 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 ifthe 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 CFR438.100{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 12/30/97J. 

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), l 905(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 of2010; 

28.1.3.9. Health Care and Education Reconciliation Act of2010, 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 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 
oftheADA. 

28.2.2. l .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 
documentthat 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. ~e 
MCO warrants that it will hold the State hannless 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 ofrace, 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. 

I 

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 M CO· 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 

Page 195 



New Hampshire Medicaid Care Management Contract- SFY2018·SFY2019 • 

Exhibit A - Amendment #13 

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. l. The MCO shall and shall require its providers and subcontractors to accept 
assignment of an member and not discriminate against eligi:ble members 
because ofrace, 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 I ,aw 

28.3.1. The MCO shall implement appropriate system changes, as required by changes to 
federal and state laws or regulations. 

Page 196 



New Hampshire Medicaid Care Management Contract- SFY2018-SFY2019 

Exhibit A - Amendment #13 

29. Administrative Quality Assurance Standards 
29.J. 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 ofreceipt. 

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. l. "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. l .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 Pro~rnm 

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 Accurnc~· 

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 

ft • 
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. l .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 HIP AA 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 
3 I. I. Financial Standards 

A • 
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 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 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 (RBC) ratio to meet or exceed the 
NHID regulations, and any other relevant laws and regulations. 

31.1.4. With the ~xception 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 (III); 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 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 DSWGME (IME/DME) payments to hospitals. 
DSH and GME amounts are not included in capitation payments. 
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A • 
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 Pa)·ments 

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 Band 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 (COPS + 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. For example, the risk adjustment process 
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may need to be modified when Long Tenn 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 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 
detennined 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, phannacy, and other services. For 
example, the newborn kick payment will cover all services provided in July 2012 and 
August 2012 for a baby born any time in July 2012. Enrolled babies will be covered 
under the MCO capitated rates thereafter. 

31.2.13.The MCO shall submit infonnation 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 I, 2018, one percent (I.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 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 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.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 
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. 
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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 H.atio 

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. NI-HIPP 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 l 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 
prospective 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 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: 

:\c\\ Hampshire Department of Health and Human Scrdcrs 
:\t·H llampshirr llralth Protection Program Population 

Risk Corridor Program 

Actual MLR Compared to Target MLR MCOShare DHHSShare 
>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. June 30, 2018: End of NHHPP 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 
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31.4.4.5. May 31, 2019: DHHS makes I receives final settlement payments to I 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. June 30, 2017: End ofNHHPP contract period 

31.4.5.2. December 31, 2017: Cutoff date for encounter dat'a 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 I receives final settlement payments to I from 
MC Os 

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 report to MCOs 

31.4.6.5. May 31, 2017: DHHS makes I receives final settlement payments to I from 
MC Os 

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 I receive final 
settlement payments to I from MCOs. 

3 l.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 

31.8. i\ledical 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 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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a • 
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 oflnsurance 
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. JO.l\lemher 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.l 16(a); 
SMM 2086.6]; 

31. l 0.1.2. The covered services provided to the member, for which the State does not 
paytheMCO; 

31.10.1.3. The covered services provided to the member, for which the State, or the 
MCO does no~ 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 ifthe 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. l 0.2.Subcontractors and referral providers may not bill members any amount greater than 
would be owed if the entity provided the services directly [ § l 932(b )( 6) of the SSA; 
42 CFR4~8.106(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.l l.Denial of Payment 

A • 
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 43 l .55(h) and 42 CFR 438.808; l 128(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.H ca Ith Insurance Providt•rs Fee 

31.13.1.Section 9010 of the Patient Protection and Affordable Care Act Pub. L. No. I 11-148 
(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. l .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. 

3 l.13. l. l.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 
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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 

A • 
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. l. l. l. 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 ofresponsibility. 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. l. 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 
) 

a • 
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. l. 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 
ofDHHS' 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, § l 903 (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-terminationl1earing 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 indiciltion of insolvency; or 
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32.4.1. I 0. Brings a proceeding voluntarily, or has a proceeding brought against it 
involuntarily, under the Bankruptcy Act. 

A • 
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. lf 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) t:alendar 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. Sun·ival 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. l. 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)(S)]. 

33.4. Claims Hesponsibilitics 

33.4.1. The MGO 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. t. 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. l. 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 detennined by DHHS, failure to provide services meeting 

the perfonnance standards below will result in liquidated damages as specified. The 
MCO agrees to abide by the Perfonnance Standards and Liquidated Damages 
specified, provided that DHHS has given the MCO data required to meet perfonnance 
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 ofmember~hip, 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$ I 00,000 per violation or failure may be imposed for 
Category 1 events. Category l events are monitored by DHHS to detennine 
compliance and shall include and constitute the following: 

34.3.1.l. Acts that discriminate among Members on the basis of their health status or 
need for health care services. This includes tennination of enrollment or 
refusal to re-enroll an enrollee, except as pennitted under law or under this 
Agreement, or any practice that would reasonably be expected to discourage 
~nrollment 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 
overaU 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. 

34.3.1.5. 

34.3.1.6. 

34.3.1.7. 

Misrepresentations of actions or falsifications of information furnished to 
CMS or the State. 

Failure to comply with material requirements in this Agreement. 

[Intentionally left blank.] 
I 

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 ofits 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. l .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 l 903(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. Catcgor(3 

34.5. l. Liquidated damages up to $10,000 per violation or failure may be imposed for 
Category 3 events. Category 3 events are monitored by DHHS0 to determine 
compliance and shall include and constitute the following: 

34.5.1.1. Late, inaccurate, or incomplete turnover or termination deliverables. 

34.6. Categor)· 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. l. l. 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. l .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. l. l. l. $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 (IO) Calendar Days: twenty five thousand dollars 
($25,000) per day beginning with day 6 and up to day l 0. 

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. l. One (l) 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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A • 
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 (I%) 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 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 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, ifDHHS 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. l.2. Suspending enrollment of new members ~ncl/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. 1 O.l\ otice of ll.cmcdies 

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 ofrequirements 
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. l 0.1.6. 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 

A • 
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.l shall not limit, be deemed a 
waiver of, or otherwise impact the parties' rights or remedies otherwise available 
under Jaw 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 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 
connectiQn 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 O\med or Maintained Data or Information 

36.2. l. 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 MC O'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, 2017 -June 30, 2018 
Capitation Payment 

Eligibility Category 
Low Income Children and Adults -Age 2-11 Months 
Low.Income Children and Adults-Age 1-18 Years 
Low Income Children and Adults -Age 19+ Years 
Foster Care I Adoption 
Breast and Cervical Cancer Program 
Severely Disabled Children 
Elderly and Disabled Adults 
Dual Eligibles 
Newborn Kick Payment 
Maternity 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 Eligibles - Under 65 
Nursing Facility Residents - Dual Eligibles - 65+ 
Community Residents - Medicaid 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 IHS Children 
Acquired Brain Disorder - Medicaid Only 
Acquired Brain Disorder - Eligibles Dual 

Behavioral Health Population Rate Cells 
Severe I Persistent Mental Illness - Medicaid Only 
Severe I Persistent Mental Illness - Dual Eligibles 
Severe Mental Illness - Medicaid Only 
Severe Mental Illness - Dual Eligibles 
Low Utilizer - Medicaid Only 
Low Utilizer - Dual Eligibles 
Serious Emotionally Disturbed Child 
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Capitation Rates 
$230.25 

130.78 
398.96 
320.15 

1,612.84 
1,162.00 
1,050.22 

227.70 
3,215.44 
3,168.61 

Capitation Rates 
$2,118.93 

1,295.89 
247.69 

85.64 
3,068.03 
1,430.97 
1,209.45 

399.92 
878.44 
248.76 

1,227.94 
1,356.89 

311.11 

Capitation Rates 
$2,232.40 

1,699.66 
1,504.34 

992.34 
1,402.41 

566.73 
919.20 
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July 1, 2017 - June 30, 2018 
Capitation Payment - NH Health Protection Program, Alternative Benefit Plan for 
Medically Frail 

Eligibility Category Capitation Rate 
Medically Frail $ 1,207.45 

July 1, 2017 - June 30, 2018 
Capitation Payment- NH Health Protection Program, Transitional Population 

Eligibility Category 
NHHPP Transitional Population 
Maternity Kick Payment 

2. Price Limitation 

Capitation Rate 
$ 429.28 
$ 3,499.83 

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 $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. 
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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 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 HEALTH AND HUMAN SERVICES 

OFFICE OF MEDICAID SERVICES 

G..i.C: ~pr<;~ 
"-J. \-il .,4,~ ti,~ 

Jeffrey A. Meyers 
Commissioner 

Deborah H. Fournier 
Medicaid Director 

129 PLEASANT STREET, CONCORD. NH 03301-3857 
603-271-9422 1-800-852·3345 Ext. 9422 

fax: 603-271-8431 TDD Access: 1-800-735-2964 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 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 Health Net Plan. d/b/a Well 
Sense Health Plan, 529 Main Street, Suite 500, Charlestown, MA 02129, in order to reflect SFY 2018 rates prior 
to the beginning of SFY 2018. This amendment effects a SFY 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 SFY 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 #78, 
March 9, 2016. Item #1 OA, June 29, 2016, Late Item "A2", 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 6% Other Funds for 
Calendar Year 2018. 

Funds to support this request are anticipated to be available in the following accounts in SFY 2018, upon 
the availability and continued appropriation of funds in the future operating budgets. 

Fund Name and Account SFY13 SFY14 SFY15 SFY16 
\ 

SFY17 SFY18 Total 
Number 

I 

J 
Medicaid Care Mgmt. 010- SC $250.000,000.00 $460.000.000.00 $490.89?.701.00 $538.601671 35 $540.813.917.00 $2.280.3 I 3.289 35 ! 
047-79480000-101 

I New Hampshire Heallh $0 $0.00 $193.000,000.00 $218,624.347.94 $134.015.403.72 $78.468.028 00 $624.107 779 66 I Protection Program: 010-
047-3099-102 

l Total so $250.000 000.00 $653.000.000.00 $709. 522. 048 94 $672.617.075 17 $619.281.945 00 $2.904.421.069 0 l 

;/ 
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EXPLANATION 

The purpose of this amendment is to set the SFY 2018 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 

1~expiration date of June 30, 2018. There is currently pending legislation that would require a re-procurement of the 
Medicaid managed care program for acute-care medical services as well as nursing facility services 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 cons.ideration 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 amendment is the vehicle for bringing forward 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 Department has strengthened contract language specific to beneficiary supports and protections, clarified 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 compliance 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 removal 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-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 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 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. 
The continuation of the program into SFY18 allows the operational span of the program to reflect the intent of the 
authorizing legislation 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 
(IDNs) 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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Table 1 
New Hampshire Department of Health and Human Services 

SFY 2018 Capitation Rate Change 
Based on Pro·ected SFY 2018 MCO Enrollment b Rate Cell 

SFY 2017 SFY 2018 
Poeutation Capitation Rate Caeitation Rate 

Base Population Rate Cells $250.72 $252.74 

NF Resident and Waiver Population Rate Cells 547.71 575.98 

Behavioral Health Population Rate Cells 1,205.80 1,248.90 

Grand Total $349.20 $356.68 

Table 2 
New Hampshire Department of Health and Human Services 

Medicaid Care Management Program Capitation Rates 
Summa of SFY 2018 Capitation Rate Chan e Components 

Rate Component 
Impact of new managed care initiatives 
Reduction of margin allowance from 2.0% to 1.5% of MCO revenue 
Rate change for trend and other assumptions 
Rate change prior to program changes 

SFY 2018 program changes: 
Increase in funding for mental health services under the CMHA 
Removal of mental health formulary restriction under HB 1680 
Implementation of gender dysphoria benefit 
Impact of increased SMI and SUD service capacity under HB 400 

Rate change due to SFY.2018 program changes 

Rate Change 
-0.90% 
-0.61 % 
2.68% 
1.17% 

1.19% 
-0.70% 
0.05% 
0.44% 
0.97% 

Percentage Change 
0.80% 
5.16% 

3.57% 
2.14% 

Annualized Dollar 
Impact 
($4, 752,000) 

(3,254,000) 
14,197,000 
6,191,000 

6,293,000 
(3, 731,000) 

286,000 
2,305,000 
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 not 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 
2018, 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 
126-A:S-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, 

Approved: ,/)/j ibJr-_ 
yA.M ;:t . 

Commissioner 

The Departme111 of Ilea/th and H1tma11 Seniw.~· Mission is lo joi11 com1111111ities and families 
in pmcicling opporlu11ilir..~ for cilizc•11s lo ac:hil'.-e Jieallh mul i11rlep<'11de11ce. 



New Hampshire Department of Health and Human Services 
Medicaid Care Management Contract 
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• 
State of New Hampshire 

Department of Health and Human Services 
Amendment #14 to the 

Medicaid Care Management Contract 

This 14th 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 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 Govemor 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#5July16, 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, 
ltem,#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 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 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, 199.08 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 
Procurement 

3. Amend Form P-37, Block 1.10 to read 603-271-9246. 

4. Delete Exhibit A Amendment #11 in its entirety and replace wlth Exhibit A Amendment #12. 

5. Delete Exhibit B Amendment #13 in its entirety and replace with Exhibit B Amendment #14. 

6. Delete Exhibit 0 Amendment #7 in its entirety and replace with Exhibit 0 Amendment #8. 

Granite State Health Plan, Inc. Amendment #14 
Page 1 of3 
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Medicai~ 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 ~.Foum~ 
Title: Medicaid Director 

Granite State Health Plan, Inc. 

5-2J--\- \:) 
Date 

Acknowledgement of Contractor's signature: 

• • 

State ofJ{iHJ H~mp?h1~unty of ~A~ on5 Pl/ / rJ , 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. 

Name and Title of Notary or Justice of the Peace 

My Commission Expires: ---------

Granite Slate Health Plan, Inc. Amendment #14 
Page 2 of 3 



New Hampshire Department of Health and Human Services 
Medicaid Care Management Contract 

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

OFFICE OF THE ATIORNEY GENERAL 

s/zs/11 
Date I I 

I hereby certify that the foregoing Amendment was approved by the vemor a d Executive Council of the State 
of New Hampshire at the Meeting on: (date of mec .... · ,u,_, 

Date 

Granite State Health Plan, Inc. 

OFFICE OF THE SECRETARY OF STATE 

Name: 
Title: 

Amendment #14 
Page 3 of3 
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New Hampshire Department of Health and Human Services 
Medicaid Care Management Contract 

State of New Hampshire 
Department of Health and Human Services 

Amendment #14 to the 
Medicaid Care Management Contract 

This 141
h 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 at529 Main Street, Suite 500, 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#1June19, 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 December23, 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 "A.2", 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 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; r 

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, 199.08 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 
Procurement. 

3. Amend Form P-37, Block 1.10 to read 603-271-9246. 

4. Delete Exhibit A Amendment #11 in its entirety and replace with Exhibit A Amendment #12 . 
. 

5. Delete Exhibit B Amendment #13 in its entirety and replace with Exhibit B Amendment #14. 

6. Delete Exhibit 0 Amendment #7 in its entirety and replace with Exhibit 0 Amend merit #8. 

Boston Medi~I Center Health Plan, Inc. Amendment #14 
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 Governor and Executive Council approval. 
IN WITNESS WHEREOF, the parties have set their hands as of the date written below, 

Date 

~j 7~, zon 
Date 

Acknowledgement of Contractor's signature: 

State of New Hampshire 
Department of Health and Human Services 

Title: Medicaid Director 

Boston Medical Center Health Plan, Inc. 

• 

State of ~~"'"'Sei:k, County of 3~~ on 5\-z~\11 , 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. 

~r'Y) G(a.~rn, b."'fa'..~~ ~m\n,s-tia:\-o< 
Name and Title of Notary or Justice of the Peace 

My Commission Expires: --~=+\ """\ 1 ..... \ .... w'-"--"Z-.2~--

Boston Medical Center Health Plan, Inc. Amendment #14 
Page 2 of3 



New Hampshire Depa~ent 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 

Date 

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

Date 

Boston Medical Center Health Plan, Inc. 

OFFICE OF THE SECRETARY OF STATE 

Name: 
Title: 

Amendment #14 
Page 3 of3 
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1. Introduction 
1.1. Purpose 

• 
l. l.l. The purpose of this Agreement is to set forth the tenns and conditions for the MCO's 

participation in the NH Medicaid Care Management Program. 

1.2. Type of Agreement 

i.'2. l. 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) is extending this agreement 
by 12 months to June 30, 2018. 
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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 injuri'es 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. IO, 422.128, and 
489.100). 

Agreement 

"Agreement" means the entire written Agr~ement between DHHS and the MCO, including any 
Exhibits, documents, and materials incorporated by reference. 1 

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 
43 8.400(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, notetakers, 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 tenn 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 Jtinical 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. 

I 

• 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 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 XX.I 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 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. 

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 impaet 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) busin~ss 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) 

. CoJ]sumer Assessment of Healthcare Providers and Systems (CARPS®) 

"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, ihpplicable, 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 
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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 oflong 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 .. 

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 l 905(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 Medicar 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.J 14(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 I 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 furnish 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 438.3~4, 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 Infonnation Set (HEDIS)" means a set of standardized 
perfonnance measures designed to ensure that healthcare purchasers and consumers have the 
information they need to reliably compare the perfonnance 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 infonnation 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 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, A_cquired Brain Disorders (HCBC-ABD) waiver program, and In Home 
Supports (HCBC-IHS) waiver program. 

Implementation Period 

"Implementation Period" means each period oftime prior to Program Start Date for the 
following segments: Step 1, NHHPP, SUD Phases I, 2 and 3, and Step 2 Phases l, 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 oflong 

term care services and supports to families with children diagnosed with aut.ism 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 (L TSS) 

"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 Organization (MCO) 

"Managed Care Organization (MCO)" means an organizaticin 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)). 

I 

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 438.1 O(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 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 (NIIllPP) 

Coverage provided through the MCOs for individuals newly eligible for Medicaid based the new 
income levels established in Senate Bill 413, Chapter 3, Laws of2014; 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 

"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 Iicensure, 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 Ii censure, 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 respect to the 
steps and phases of the Medicaid Care Management program. 

Post-stabilization Services 

"Post-stabilization Services" means contracted servic'es, 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 

• 
"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 I. 

Step2 

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 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 Stati'stical 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 ag'reement, including rates, and policy manuaL 

2.1. Acronyms 

Unless otherwise indicated acron ms used in this A reement are as follows: 

ABD Ac uired Brain Disorders Waiver 

ACA Affordable Care Act 

ADA Americans with Disabilities Act 

ANB Aid to the Need Blind 

ANSA Adult Needs and Stren hs 

APTD Aid to the Permanentl and Totall Disabled 

ASC Accredited Standards Committee 

ASL 

BCCP Breast and Cervical Cancer Pro ram 

BMH Bureau of Mental Health 

CAD Corona Artery Disease 

CANS Child and Adolescent Needs and Stren hs Assessment 

CDC Centers for Disease Control and Prevention 

CFI Choices for Inde endence Waiver 

CFR Code of Federal Re ulations 

CHF Con estive Heart Failure 
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CHIP Children's Health Insurance Program 

CLA Community Living Assessment 

CLAS Cultural and Linguistically Aooropriate 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 1mprovement 

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 

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 Intennediate 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 

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 

NIA Not aoolicable 

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 

QAPI Quality Assessment and Performance Improvement 

QIP Quality Incentive Program 

QM Quality Management 

QMB Qualified Medicare Beneficiaries 
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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 

USC 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- HIP 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.l.14. Exhibit M-MCO's RFP (#12-DHHS-CM-Ol) 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. l 7. 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 

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 perfonnance 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 tenns 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 perfonnance 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 shalt 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. l. lfupon 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 Reso.lution Process"). 
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4. Organization 
4.1. Organization Requirements 

4. I. I. 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 420-8, 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. Artkles & 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. I. I. 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 ~tatements; 

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 [l I 24(a)(2)(A) I 903(m)(2)(A)(viii); 42 CFR 455.100-
104'; SMM 2087.S(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.I .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 infonn 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 perfonn 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 MC O'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 I 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 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 I I 28A 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 l 128(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 I 128(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 ofa 
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 I 902(a)(68) of the SSA including information about rights of employees to 
be protected as whistleblowers. 

5.1.3. The MCO regardless of its w~itten 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.IO(g). 

5 .1.5. The MCO shall have a written agreement between the MCO and each subcontractor 
in which the subcontractor: 

5. l .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 tenns 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 detennines 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 ifa 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 detennination, 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 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. l.2. All subcontracts related to any aspect of the MCO Managed Care activities 
shall fulfill 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. l.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 .I. 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. I. I. I. 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. I. I .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. I. I .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. I .1.5. Quality Improvement Director: Individual is responsible for all Quality 
Assessment and Perfonnance 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. I .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. I. I .6. I. 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 ofa 

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. I .6.3. Developmental Disabilities Coordinator: The individual shall have a 
minimum of a Master's Degree from a recognized colleg~· 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 L TSS 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 tenn 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. 

I 

Page 36 



New Hampshire Medicaid Care Management Contract-SFY2018 

Exhibit A - Amendment #12 • 
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. l 0. Systems Director/Manager: Individual is responsible for all MCO infonnation 
systems supporting this Agreement including, but not limited to, continuity 
and integrity of operations, continuity flow of records with DHHS' 
infonnation systems and providing necessary and timely reports to DHHS. 

6.1.1. l l. 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. 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 Tenn 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. l 0. 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.S. 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-dat~ 
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 l 

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. 

7.2.2. 

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. 

The MCO acknowledges that in entering this Agreement, DHHS has relied upon 
representations made by the MCO in its RFP (#12-DHHS-CM-l) 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-I) or RFA (15-DHHS-CM-OI), Technical 
and Cost Proposal, including any addenda. 

7.3. Audit Requirements 

7.3. I. 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 "SOC2" 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 ofoperating effectiveness 
of controls and the results of those tests. 

7.3.2. The MCO shall notify DHHS ifthere 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. I.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 

'- perfonnance, and key operating premises for delivering efficiencies and 
satisfaction as they relate to member and provider experiences; and 

7.4.l.3. The PMP shall outline the MCO integrated organizational structure including 
New Hampshire-based resources and its support from corporate, 
subcontractor~, 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.l. 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. l. 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 nonnal systems are 4navailable; 

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. 

• 
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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 MCO shall submit a "Step I 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. Phannacy 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. I. I 2. Financial management; and 

7 .6.1. l. I 3. 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. I. 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 l 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. l. 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 ofreadiness in 
multiple areas, includi;g but not limited to: 

7.6.3.1. l. MCO's ability to pay a claim; 

7.6.3.1.2. MCO's networkadequacy; 

7.6.3. l .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 sha(I 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 I 
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 l 903(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 in four phases: 

7. 7. I. I. 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 oflmplementation 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 DisabiHties waivers ("Waiver 
Services") will commence on a date to be detennined 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 DHl-IS. 

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 I 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. I. 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 MCOs. 

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 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. I. Submission and Contents of the NHHPP Implementation Plan 

• 
7.8.1. l. 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. l. I. Provider credentialing/contracting for SUD and chiropractic providers; 

7.8. l. l .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. I .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 forNHHPP related inquiries. 

7 .8.2. NHHPP Implementation 

7 .8.2. l. 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 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 ofNHHPP 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. 

--:·---::---- ___ .,, -·-·--- -~ ~ ------·- --~---- .. -·-. -:~--:-:-::--=-~;--=--· ---::----;---_ ~-::\~·-·7 .1• ..... ·~-~~1-;;;~ • ... ~-: ,.-. ";~ 

" :: ., 
.. "' - .. --·: 

' -. •· -· ,. _,... - -· ,.. - .. " .v: -
,• •.- .: .... - ... ' -~ .. "' ... ~ .. ~=· :-: ;, ~: ~~; 

OAA/ANB/APTD/MEADff ANF/Poverty Level - Non-
Duals1 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 

~C-CSD (Katie Beckett) - Mandatory Enrollment x 

!Children with special health care needs (enrolled in Special 
Medical Services I 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 

~uto eligible and assigned newborns x 

Breast and Cervical Cancer Program (BCCf) x 

1 Per 42 USC §1396u-2(a)(2)(A)Non-dual members under age 19 receiving 551. 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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~><---~,-~-----""·-:---- .. ·~---~~. -~--t .. .. ·.~.-:: . :·.:··: .. _::. ::-:;·..--:-:---:-·~:-. ·::'?1·1 .. . ,.,_ ~, :;; Y .. :,~-~ ~~:: 

~ ~ ~ - ... ~ . ~ - - : -: .. - ,, - ~..: :.~ --~ ~ 
... _ ... _' ••• ,,. • • •• o,.f ••"'" ~-~~ ,.~ ••• _.- •• -~" 

Pregnant Women X 

Native Americans and Native Alaskans w/ member opt out2 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 

crnitial part month and retroactive/PE eligibility segments 
~excluding auto eligible newborns) 

Spend-down 

~MB/SLMB Only (no Medicaid) 

!Health Insurance Premium Payment Program (HIPP) 

8.2. Covered Services Matrix Overview 

x 

x 

x 

x 

x 

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. 

2 Per 42 USC §1396u-2(a)(2)(c); however, NH has no recognized tribes. 
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en ts x x x 

x x x 

x x x 

x x x 

x x x 

istered Nurse x x x 

ural Health Clinic & FQHC x x x 

x x x 

Mental Health Services x x x 

x x x 

x x x 

•) x x x 

x x x 

x x x 

x x x 

x x x 

x x x 

3 Including facility and ancillary services for dental procedures 

•Under age 22 if individual admitted prior to age 21 

5 Except as indicated in Section 14.1.15 

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

• 
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EPSDT Services x x x 

x EPSDT x 
on! 

x EPSDT x 
onl 

x EPSDT x 
on! 

x x x 

e lasses x x x \ 

x x x 

ortation 9 x x x 

x x x 

Wheelchair Van x x x 

x EPSDT x 
Inde endent Care Mana ement on! 

Home Visitin Services x x 10 

1 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 

9 Also includes mileage reimbursement for medically necessary travel 

"Provided within the.SUD benefit 
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In Home Su orts Waiver Services 

Skilled Nursin Facilit 

Skilled Nursin ical Care 

Beds, SNF 

Intennediate Care Facili Nursin Horne 

Intermediate Care Facili 

Beds, ICF 

evelopmental Services Early Supports and 
Services 

-DCYF 

hild Health Su ort 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 
513 x 

Chiropractic services (NHHPP population x 
on! 

• 

x 

x 

x 

x 

x 

x 

x 

x 

x 

x 

x 

x 

x 

x 

x 
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Intermediate Care Facility for Individuals 
hh Intellectual Disabilities ICF/IID 11 

edicaid to Schools Services 

Dental Benefit Services 12 

8.3. Covered Services Additional Provisions 

• 
x 

8.3.1. While ~he 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)(l) 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. Effective November!, 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 I 00% 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 $1 for generic drugs and $4 for 
brands and-compound drugs for NHHPP members with annual incomes higher 
than 100% of the FPL. 

" e.g. Cedarcrest 

12 except facility and an~illary services for dental procedures 
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8.3.3. 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: 

8.3.4. For Medicaid recipients subject to copayments: 

8.3.4.1. A copay of$1.00 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 non preferred 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. 

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

8.3.4.4. 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 13960-
l, 42 C.F.R. §447.50 - 447.90, and New Hampshire's Medicaid State Plan. 

8.3.5. The MCO may, with DHHS approval, require co-payment for services that do not 
exceed current Medicaid co-pay~ent 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 care 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 are 
actually provided [42 CFR 455.1 (a)(2)]. 

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

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

8.4. Emergency Sen:ices 

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 [§1932(b)(2) of the SSA; 42 CFR 438.l 14(c)(l)(i); 
SMD letter 2/20/98]. 
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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 
l 932(b)(2)(D) of the SSA; 42 CFR 438. l l4(c)(l)(i); SMD letter 2/20/98. 

8.4.3. In accordance with the Deficit Recovery Act of2005, 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.l I4(a) of the 
definition of emergency medical condition[§ I 932(b)(2) of the SSA; 42 CFR 
43 8. l 14(c)( I )(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.l 14(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.l l4(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. l 14(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.l 14(d)(2)]. 

8.4.9. The attending emergency physician, or the provider actually treating the member, is 
responsible for detennining when the member is sufficiently stabilized for transfer or 
discharge, and that determination is binding on the entities identified in 42 CFR 
438.l 14(b) as responsible for coverage and payment [42 CFR 438. l 14(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. l l 3(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. l 14(e); 42 
CFR 422.J,13(c)(2)(i); SMD letter 8/5/98] 
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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 ofa request to the MCO for pre-approval of further post
stabilization care services. [42 CFR 438. l 14(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. l 14(e); 42 CFR 
422.1l3(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.l 14(e); 42 CFR 
422. l l 3(c)(2)(iv); SMD letter 8/5/98] 

8.5.S. 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. I 14(e); 42 CFR 422. l 13(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 
Refonn Plan to engage its provider network in health care delivery and payment 
refonn 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 Refonn Plan within 
thirty (30) calendar days ofreceipt. 

9.1.2. Beginning July 1, 2018, DHHS will withhold one percent (I%) 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 perfonnance 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 ofreceipt of the report. 
DHHS shall provide the MCO with a written explanation ofDHHS's 
evaluation of the MCO's perform.ance within thirty (30) days of the MCO's 
request. 

, 9.1.3.3. In the event that MCO disputes DHHS's evaluation ofMCO'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 ofMCO's reasons for the dispute, after which DHHS shall meet 
with the MCO within a reasonable time frame to achieve a good faith 
resqlution of the disputed matter. 
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9.2. Payment Reform Plan Content 

9.2.l. The Payment Refonn Plan shall contain: 

• 
9.2.1.l. lnfonnation 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 
refonn activities. 

9.3. Payment Reform Plan Compliance Requirements 

9.3. l. The MCO's Payment Refonn Plan(s) shall be in compliance with the following 
requirements: 

9.3.l.l. FQHCs and RHCs will be paid at minimum the encounter rate paid by DHHS 
at the time of service. 

9.3. l.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. l.4. The MCO's payment reform plan must comply with state and federal laws 
requiring nonpayment to a Contracted Providerfor hospital-acquired 
conditions and for provider preventable conditions. The MCO shall report to 
NH DHHS all provider-preventable conditions in a fonn and frequency as 
specified by the State [42, CFR 438.3(g)]. 

9.3. l.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 [§ l 903(m)(2)(A)(x) of the SSA; 42 CFR 
422.208 and 422.21 O; 42 CFR 438.3(i)]. 

9.3.1.6. The MCO shall provide infonnation on its provider incentive program to any 
New Hampshire recipient upon request (this includes the right to adequate and 
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timely infonnation on the plan) [§1903(m)(2)(A)(x) of the SSA; 42 CFR 
422.208; 42 CFR 422.2 t O; 42 CFR 438.6(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 furnished by the physician/group 

. (§ l 903(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 l 902(a)(l 3)(C), as 
amended by the Affordable Care Act of 20 l 0 (ACA) and federal 
regulations; and 

9.3.1.1 lJ. MCO shall submit sufficient documentation, as per DHHS policy, to 
DHHS to validate that en,hanced rates were made to eligible providers. 
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10. Care Coordination Program 
10.1. Minimum Care Coordination Program Components 

• 
i I 

I 0.1.1. The MCO shall implement a comprehensive care array of care coordination services 
that have at a minimum the following components: 

10. I. I . I. Care Coordination 

I 0.1.1.2. 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 

I 0.1.1. 7. A Special Needs program 

I 0.1.1.8. 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 

I 0.2.1. 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 assuri~g they: 

I 0.2.2.1. Are person centered; 
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10.2.2.2. Include active family involvement; 

• 
l 0.2.2.3. 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 

l 0.2.2.6. Utilize a wraparound model of care within the context of a family driven 
model of care. 

10.2.2.6.l. 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. 

I0.2.3. 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. l. 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)(l) through (6). 

l 0.3.1.2. 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): 

I 0.3.1.2.1. 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 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.l. 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; 

I 0.5.3.4. 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 frortr 
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.l. 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. 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 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 preventivd services 
recommended by the American Academy of Pediatrics Bright FutLres Program. 

I 
10.6.4. The MCO may substitute generally recognized acceptecj_guidelin~s 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 infonnation and provide 
services to help members make infonned 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 I 00 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. 

I 0.7.3. The MCO will submit their Health Needs Assessment fonns 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; 

Page 68 



New Hampshire Medicaid Care Management Contract-SFY2018 

Exhibit A - Amendment #12 

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 o.r 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 

I0.8. l. 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. 

I 0.8.2. 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. l. 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 

l 0.9.1.2. 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 infonnation 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; 

I0.9.2.3. A member with one serious and persistent mental health condition; 

I0.9.2.4. 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 infonn 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. 
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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. 

10.10.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: 

I 0.10.1.1. 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. J .4. Public Health Agencies; 

JO.I 0.1.5. Schools; · 

10. l 0. 1.6. Step 2 Programs and Services; 

10.10.1.7. The court system; 

10.10.1.8. Service Link 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. 

IO.II.Long Term Services and Supports (LTSS) 
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I 0.11.1.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 tenn care 

needs; 

I 0.11.1.2. 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 infonnation 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 L TSS 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 L TSS 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. LC., 
527 U.S. 581 (1999). 

10.1 I .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: 

J0.11.2.2.1.Children with DCYF involvement; 

10.11.2.2.2.Children with special needs other than DCYF; 

: I 0,.11.2.2.3.Children with Waiver, NF or CMHC services; 

I 0.11.2.2.4.Adults with Special Needs with Waiver, NF or CMHC services; 

10.11.2.2.5.Adults with Waiver, NF or CMHC services; 

10.11.2.2.6.0lder Adults with Waiver or CMHC services; or 

I0.11.2.2.7.0lderadults with NF services. 
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10.11.2.3. The MCO shall reach out to members identified with long tenn care needs and 

their PCP to infonn them of additional services and supports available to them 
through the MCO. 

10.11.2.4. For enrollees with long tenn care needs detennined 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 tenn care needs detennined 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.l. Compliance 

• 
I I. I. I. 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: 

l l .l. l .l. The MCO shall comply with sections I 902(a)(43) and l 905(a)(4)(B) and 
l 905(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. I. l .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, 
§ l 905(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 detennined to be eligible for 

community mental health services based on diagnosis, level of impainnent and the 
requirements outlined in N .H. Code of Administrative Rules, chapter He-M 40 I. 

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 Servic~s 

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 infonn DHHS of 
their findings on a monthly basis. 

12.2.2. The MCO shall employ a trauma infonned 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 infonn 
the development of an individualized service plan, pursuant to He-M 40 l, 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 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 ofrecovery 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 AdultNeeds and Strengths Assessment (ANSA). 

12.2.5. l. 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. I. I. 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 I, 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 I, 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 11 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. I. The MCO shall include in its written Program Management Plan: . 
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12.2. 7. 1. I. Screening criteria for Assertive Community Treatment Teams for all 

persons with serious mental :cf isabilities'. 

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

12.2.7.l .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 (I 0) 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 ofadults 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. 

12.2.1 O.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.l. 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 (lMR), Evidence Based Supported Employment (EBSE), Trauma
Focused Cognitive Behavioral Therapy (TF-CBT), Dialectical Behavior 
Treatment (DBT) and Assertive Community Treatment (ACI), 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 20 I I. 

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 einploy 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 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. l. 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 Meo 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 partic\pation 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. I. 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 mef!lbers for whom 

the MCO has record ofa 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 
compreh.ensive 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 detennines 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 comp_lete 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 
detennining 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 enroll.ed in any MCO may file a complaint with the New 
Hampshire Insurance Department at 
https://www.nh.gov/iosurance/coosumers/complaints.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. I 0. 

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.l. 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. I .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. l. 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. 

· 13.2.2. 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 -.yithin 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 ifthe 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 
14J. 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
1
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 phannacy programs, and any new phannacy 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. l.l 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 infonnation 
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 oflnternational 
Classification of Diseases- 10 (ICD-10) code sets, and NOC 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 I 927 (d)(S)(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 ana 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.I.I I.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.I.l l.2. Adherence to the appropriate use of maintenance medi6ations, 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 ofneonatal 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.l l.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 I, 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 l, 2016, the MCO shall require prior authorization 
documenting the rationale for the prescriptions of more than I 00 mg daily 
Morphine Equivalent Doses (MED) of opioids for beneficiaries effective upon 
NH Board Administrative Rule MED 502 Opioid Prescribing; 

14.l.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 phannacy claims. The MCO 
shall provide all necessary pharmacy encounter data to the State to support the rebate 
billing process, in accordance with section l 927(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. l. l 3. 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 fonnulary and phannacy edits and criteria. 

14.1.15. DHHS will be directly responsible for the phannacy 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 polyphannacy. 

14.1.17 .1. MCO shall offer a medication review and counseling no less than annually by 
a phannacist 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 fonnat 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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14.2. Continuity of Care 

l4.l.18.2.3. An educational program for providers including 
prescribers and dispensers. 

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

• 
14.3.l. The MCO shall assist in the oversight and management ofthe 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: 

I 4.3 .1.1. Psychiatry review of Medications when requested by DCYF staff, with Peer 
To Peer discussion if warranted to include: 

14.3.1.1. l. Phannacy claims; 

14.3. I. I .2. Provider progress notes; 

14.3.1.1.3. Telephone contact with the providers, if necessary; 

14.3.1.I .4. Current Diagnoses, DSM I-III; 

I 4.3.1.1.5. Current Behavioral Functioning; and 

I 4.3 .1. I .6. Infonnation from the placement provider, either foster care or 
· residential re: behaviors and medication response. 

I 4.3.1.2. Edits in phannacy systems for outlying red flag criteria that would require 
further explanation and authorization including: 

I 4.3. I .2. I. Children 5 and under being prescribed antipsychotics; 

I 4.3 .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 for Future 
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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 
detennining 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 8AM EST. The MCO shall develop a plan to ensure the provision of 
phannacy 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 IOAM EST. 

16. l.3.· The ASCX 12 834 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, phannacy, 
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 informatibn 
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)(l)]. 

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)(2)(A)(i)(II) ofthe SSA; §1932(d)(2)(B), (C), (D) and (E) ofthe SSA; 42 
CFR 438.104(b)(I)(ii), (iii), (iv) and (v); 42 CFR 438.l04(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.I. I. 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.l.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 
CFR438.50 . 

. 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_ 
perfonnance and/or improvement on one or more key dimensions of perfonnance. 
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.l of this Agreement. 

16.5. Disenrollment 

16.5.I. 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. Other reasons, including but not Jim ited 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 enrol I 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 notapply 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)(l); 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)(I); 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)J. 

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 ofa 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)(l) 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. l .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. l .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. l .5. Welcome calls shall not be required for members residing in a nursing facility longer 
than 120 days. The MCO shall: 

17.1.5. l. 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 

(IO} 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 infonnation 
and any additional information shall be approved by DHHS prior to use on the ID 
card: 

17.1.7.l. 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 MCQ'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.l.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 infonnation disclosed on the 
ID card. 

'·:·. 

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

17.1.9. l. 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 .1.1 O.The MCO shall pro~ide program content that is coordinated and collaborative 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 

,l 7.1.12.Pursuant to the requirements set forth in 42 CFR 438. l 0, 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.I .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. 

17.1.12.7. Description of all available benefits and services, including information on 
out-of-network providers;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; 

17.1.12.1 O.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. 
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I 7. I. I 2.13 .A description of all pre-certification, prior authorization, or other 
requirements for treatments and services; 

• 
17.1.12.14.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. l .12.15.The policy on referrals for specialty care and for other covered services not 
furnished by the member's PCP; 

17. I .12.16.lnfonnation on how to obtain services when the member is out of the State 
and for after-hours coverage; 

17. I. 12.17.Cost-sharing requirements; 

17 .1.12.18.Notice of all appropriate mailing addresses and telephone numbers to be 
utilized by members seeking infonnation 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: 

I 

17.1.12.20.1.0ral interpretation is available for any language, and 
infonnation as to how to access those services; 

17.1.12.20.2. Writteri translation is available in prevalent 
languages, and information as to how to access those 
services; 

I 7. I .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.lnfonnation on Advance Directives; 

17.1.12.23.A statement that additional infonnation, including infonnation on the structure 
and operation of the MCO plan and provi~er 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. I . 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); 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)J. 

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.IO(g)(2)(v)]; 

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

17.1. l2.29. 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 43 8.1 O(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.Th,e 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. l O(g)(l)]. 

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

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 th-e 
following, at a minimum: 

17.1.17.1. Infonnation 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: infonnation 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.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.lO(d) I 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 information available in English, Spanish, 

and the commonly encountered languages of New Hampshire. All written member 
information shall include at the bottom a tag line explaining the availability of written 
translation or oral interpretation and the toll-free and TTYffDY 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.IO(d)(3)]. 

17.2.7. 

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. 

17.2.8. 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 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.IO(d)].The MCO shall provide auxiliary aids ~uch as 
TTYffDY and American Sign Language interpreters available free of charge to each 
member or potential member who requires these services [42 CFR 438. lO(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. IOO] including: · 

17.3.l.l. 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. I .3. Each managed care member is guarant'?ed the right to participate in decisions 
regarding his/her health care, including the right to refuse treatment; 

I 7.3. I .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.I.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. lOO(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. l. 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. 

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. 

) 7.5.2. 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)(Il) of the SSA; 
§l 932(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 letter2/20/98; 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)(1)(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)(i)(II) 
of the SSA;§ 1932(d)(2)(8), (C), (D) and (E) of the SSA; 42 CFR 438.104(b)(1)(ii), 

Page 109 



New Hampshire Medicaid Care Management Contract...:... SFY2018 

Exhibit A - Amendment #12 • 
(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 2120198; SMM 2090. I; SMM 2 I 0 l ]. 

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)(2)(A)(i)(II) of the SSA; §1932(d)(2)(B), (C), (D) and 
(E) of the SSA; 42 CFR 438.104(b)(I)(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 
§ l 932(d)(2)(A){i)(II) of the SSA; § l 932(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 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)(ll) 
of the SSA; § l 932(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. l 04(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 L TSS service. Representation on the consumer 
advisory board shall draw from and be reflective of the MCO membership to ensure 
accurate and timely feedbackon 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. 

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. l 
. 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 (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 [§ l 903(m)(2)(A)(x) of the 
SSA; 42 CFR 422.208; 42 CFR 422.21 O; 42 CFR 438.1 O(f)(6); 42 1CFR 438.1 O(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. l. 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 ofaccommodations 
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; 
infonnation 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.IO(h). 

17.8.4. The MCO shall send a letter to new members within ten ( l 0) 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. l O(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 
infonnation 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)]. 
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17 .8.6. The MCO shall post ori 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 tennination of a contracted prov.ider, 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 infonnation 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); 

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 

l 7._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 fonnulary drug lists on its website. Such 
infonnation 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. 

I 7.9.5. 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 Clelivery 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 m~thods 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 
I 

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. 

18.2.1 O.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 offederal financial assistance, the MCO acknowledges and 
agrees that it must comply with applicable provisions ofnational 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. I 3.2. Inform all individuals of the availability of language assistance services 
dearly 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 
Janguages commonly used by the populations in the service area. 

I 8.2.14.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://www.lep.gov. 
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19. Grievances and Appeals 
19.1. General Requirements 

• 
I 9. I. I. The MCO shall develop, implement and maintain a Grievance System under which 

Medicaid members, or pr9viders 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.l .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. I .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 memper to the 
State's SHIP program, which is currently administered by Service Link Aging and 
Disability Resource Center. 

I 9. I .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: · 

I 9. I .4. I. 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 TTYffDD 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; 

I 9 .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; 

I 9. I .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 § 438.1 O(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 (I 0) 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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19.1.1 O.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. 
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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:S6-57 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 viola~ion of 42 CFR part 438, subpart K may file a grievance. 

19.2.S. The MCO shall have policies and procedures addressing the grievance process, w~ich 
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 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. IfDHHS 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. 

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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19.3.10.The 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. 

19.3.11.lfthe 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. I .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.I.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 
43 8.52(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. I. 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 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. The MCO 
shall also make reasonable efforts to provide oral notice. 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 timeframes not at the request of the enrollee, it must: 

19.5. l.3. l. 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 infonn 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. I .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. 

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 infonn 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 43 J .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; 
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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 ho'w 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 fol_lowing language and fonnat 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 438.1 O(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 fonnat, and must be 

available in alternative formats, and in an appropriate manner that tcikes into 
consideration those with special needs. All members and potential members 
must be infonned that infonnation is available in alternative formats and how 
to access those fonnats. 

19.6.4. The MCO shall mail the notice of adverse benefit detennination 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 reque~ting service 
tennination; 

19.6.4.3 The enrollee submits a signed written statement including infonnation that 
requires service tennination 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 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.l. Termination, suspension or reduction of services -The MCO shall provide members 
written notice at least ten (I 0) 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 
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 
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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 if the member requests an extension, or if the MCO justifies 
a need for additional infonnation 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 shat.I 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 (I 0) 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 tennination, 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.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 (IO) 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. 
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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. 
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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 tennination, 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. l. 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 infonnation 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. l .Make reasonable efforts to give the enrollee prompt oral 
notice of the delay; 

19.9.l .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 

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 completeq 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 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. lnfonn the member that the member may be held liable for the amount the 
MCO pays for services received while the hearing is pending, ifthe 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. 

19.10.2.The MCO shall ensure that members are informed, at a minimum, of the following: 

19. l 0.2.1. 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 ifa 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.Ifthe 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 

f' 
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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 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. 
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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 

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 tennination 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)J prior to the readiness review for the enrollment ofNHHPP 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)J 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)J: 

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)J 

20.1.6. The MCO shall submit documentation quarterly to DHHS to demonstrate Equal 
· Access to services for Step I, 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. l 
and 20.1.2 shall be based on the "NH Medicaid Care Management Fifty Percent 
Population Estimate by Zip code" report providedoby 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. 

-· -· .... ,, " ,.. __ ,, . ~ .,._ - - ,,.~----------- , ___ ------~,,-.--· .,_,,_ .... ~.,~----~-------;,-----;;----~·""7---~ ... 7 
~ ;: 

-- .. < - : . . --

PCPs Two (2) within forty ( 40) minutes or fifteen ( 15) miles 

Specialists One (I) 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 (I) within forty-five (45) minutes or twenty-five (25) miles 

Phannacies One ( l) within forty-five ( 45) minutes or fifteen ( 15) miles 

Tertiary or Specialized 
services One within one hundred twenty ( 120) minutes or eighty (80) miles 

(Trauma, Neonatal, etc.) 

SUD Councilors One (I) within forty-five (45) minutes or fifteen (15) miles 
(MLDAC) 

SUD Programs One (1) within sixty (60) minutes or forty-five (45) miles. 

(Comprehensive, 
Outpatient, Methadone 
Clinics) 
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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 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 ofDHHS, 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 Delh·ery 

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(c)(l)(i)] 

Page 137 



New Hampshire Medicaid Care Management Contract - SFY2018 

Exhibit A - Amendment #12 • 
20.4.4.1. Health care services shall be made accessible on a timely basis in accordance 

with medicaliy 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 no.t 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 (IO) 
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.S. 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. 1 

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 app.ointment within ten (I 0) 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 )(I )(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 ifthat 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 fo:r the purposes 
of family-planning, contraceptive procedures, and treatment of 
sexuallytransmitted 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 431.5 I (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 ofrape 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 perfonned [ 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. Acce~s to Special Sen-ices 

20.6. I. The MCO shall ensure members have access to DHHS-designated Level I and Level 
ff trauma centers within the State, or hospita.Is 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-facial and 
congenital an6malies, and home health agencies, hospice programs, and licensed long 
tenn 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-Network Providers 

20.7.l. If the MCO's network is unable to provide necessary medical, behavioral, SUD and 
L TSS 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. 

20.7.2. 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 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 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 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. I. l .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)(l)]; 

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 specialiie 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 
fede,ral 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 ofall 
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 Secti,on 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 ifaccess 
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/weekend/night, and intensive (ventilator dependent) modifiers. 

21.2.10.The MCO shall submitmodel provider contracts related to the implementation of 
NHHPP to DHHS prior to the beginning of enrollment in NHHPP. The contract will 
provide for: 

21.2.10.1. 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. l 0.2. 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. l 0.4. 

21.2.10.4. The MCO shall reimburse providers forNHHPP services according to the 
NHHPP Provider Fee Schedule posted at 
https://nhmmis.nh.gov/portals/wps/portal/DocumentsaodForms as of 
August 15, 20 l 7and 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. l 0.5. The MCO shall allow a participating provider thirty (30) days to review 
contract modifications to an existing contract relating to the implementation of 
theNHHPP. 
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21.2.11.The MCO provider A'greement 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. 

21.2.12.The MCO shall maintain a provider relations presence in New Hampshire as 
approved by DHHS. 

21.2.13.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. 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 .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. 

2 I .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. I 6. I. 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 tennination, 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 
infonnation 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 L TSS related condition or an emergency medical or behavioral 
health condition. 

21.2.19.The MCO shall notify DHHS and affected current members in writing ofa provider 
tennination. The notice shall be provided by the earlier of: (I) 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 tenninated provider. Within three (3) calendar days following the 
effective date of the terinination the MCO shall have a Transition Plan in place for all 
affected members. 

21.2.20.lf 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 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 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)(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. l. 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)(l); 42 CFR 438.12(b)(l)]. 

21.3. Screening and Enrollment 

21.3. l. No later than January l, 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 
infonnation 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 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) (1&2); RSA 420-J:4J. At a minimum, the scope and structure ofa 
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. 
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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, 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 ofboard
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]. 

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 l 128A 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. 

I 
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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 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 p~oviders. 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. l. 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 infonnation the member needs in order to decide among all relevant 
treatment options; 

2 I .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 [§ l 923(b )(3 )(D) of the 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. l. 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 detennine 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. I .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)ffotal 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. I .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. I .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 (PES) 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 
I 

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 
CFR 438.330; SMM 2091. 7]. 

22. l. 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. l.8. l. 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. 

22.1.1 O.The MCO shall integrate behavioral health and L TSS 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 L TSS 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 
L TSS outcomes resulting from the integration and coordination of physical and 
behavioral health services and L TSS. 

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 
nonclinical care areas that are expected to have a favorable effect on health outcomes 
and member satisfaction. At least one (I) of these projects shall have a behavioral 
health focus. At least one (I) 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. l. Measurement of performance using statistically valid, national recognized 
objective quality indicators; 

22J.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 a_!ld results to DHHS on an annual basis. 

22. l. 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 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.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 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 43 8.358 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 QAPl measures to assess performance in quality of 
care and quality of service; 

22.4.l.3. An analysis of whether there have been any demonstrated improvements in 
the quality of care or service; and 

22.4.l.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 QAPl 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.S.I. I. CMS Core Set of Children's Health Care Quality Measures for Medicaid and 
CHlP; 

22.5. l .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. I .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 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. 
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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 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 L TSS 
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 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)(I)]. 

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 L TSS) 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, confonn to the standards ofNCQA. 

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 438.2 IO(a)]. 

23 .1.7. The MCO's written utilization management policies, procedures, and criteria shall 
describe the categories of health care personnel that perfonn utilization review 
activities and where they are licensed. Further such policies, procedures and criteria 
shall address, at a minimum, second opinion programs; pre-hospital admi~sion 
certification; pre-inpatient service eligibility certification; and concurrent:hospital 
review to detennine 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. lfpracticable, 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 fonns 
with consistent infonnation and documentation requirements from providers 
wherever feasible. Providers shall be able to submit the prior authorizations fonns 
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.l.10.The MCO shall have in effect mechanisms to ensure consistent application ofreview 
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 43 8.21 O(b )(2)}. 

23. l. l 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 
438.2JO(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 meaical 
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 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. · 

23.1.15.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 .1.16.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 438.2 lO(a)]: 

23 .2. I .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.l .2.3. The ability to attain, maintain, or regain functional capacity'. 
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23.2.2. For members twenty-one (2 I) 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 pro'vider, 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 530.0l(t)]: 

23.2.2.J. Clinically appropriate in tenns 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 (t). 

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 tenn 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. 
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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 438.21 O(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. l. 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 
reasonabl~ 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 (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. 

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. I. 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. 
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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 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 ofa 
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 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 CFR422.128]. 

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 infonnation 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. IO(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 Infonnation 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. l 0. 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. l.l 3. 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 
infonnation systems. Elements of data transfer requirements between the MCO and 
DHHS management infonnation 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, transfonnation, and load (ETL) or similar methods 
for data conversion and data interface handling, that, to the, maximum extent 
possible, automate the extract, transfonnation 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.l. All data accumulated as part of this program shall remain the property of DHHS and. 

· upon tennination of the Agreement the data will be electronically transmitted to 
DHHS in the media fonnat and schedule prescribed by DHHS, and affinnatively and 
securely destroyed ifrequired by DHHS. 

24.4. Records Retention 

24.4.1. The MC.O shall retain, preserve, and make available upon request all records relating 
to the perfonnance of its obligations under the Agreement, including paper and 
electronic claim fonns, for a period of not less than seven (7) years from the date of 
tennination 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 
tennination 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 infonnation 
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 infonnation 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 
requirem.ents, 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, i11 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 HIP AA, 
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. 

24.5.4.2. 

Provider network connectivity to Electronic Data Interchange (EDI) and 
provider portal systems; 

Document~d scheduled down time and maintenance windows as agr~ed 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. MCIS 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 ofand 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 system.s. 

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. Journaling 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 
perfonn notification and monitoring of events including all appropriate 
contacts and time frames 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 recipknts 

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 Phannacy 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 Phannacy 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 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, transfonnation, 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. l 0.5. 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 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 toe-prescribe as an option without electronic 
medical records or hand held devices. 

24.5.I 1.6. 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. I 1.8. 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. This1 

website shall provide a link to the State's Medicaid website. 

24.5.1 I .9. The website shall be secure and HIP AA 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. 

24.5.1 l.l l.Support Perfonnance Standards shall include: 

24.5. I I. I 1.1.Email inquiries - one (I) business day response 

24.5.11.l l.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. 

24.5.11.11.5. 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 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 ofDHHS' 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 maint~ined 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. Conflnnation of 5010 compliance and Companion Guides 

d. Confinnation 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 ~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 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. IfDHHS detennines 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 

, contractu~I 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. I 5.1. 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 tennination of the Agreement the data shall be electronically 
transmitted to DHHS in a fonnat 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.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 ofICD-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 infonnation system that collects, analyzes, 
integrates, and reports data. The system shall provide infonnation 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. l .4.2. Screening the data for completeness, logic, and consistency; and 

25.1.4.3. Collecting service information in standardized fonnats 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 fonnat and content, timeliness, 
completeness, and accuracy as specified by the DHHS and in accordance with 
timeliness, completeness, and accuracy standar9s as established by DHHS. 

25.2.2. All encounter data shall remain the property ofDHHS 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,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 infonnation 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 fonnats and timelines 
prescribed by DHHS as defined in this Agreement._ 

25.2.1 O.The system shall be capable of following or tracing an encounter within its system 
using a unique encounter record identification number for each encounter. 

252.11.The MCO shall collect service infonnation in the federally mandated HIPAA 
transaction fonnats and code sets, and submit these data in a standardized fonnat 
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 confonn with current and future HIPAA-based standard code sets; the 
processes through which the data are generated shall confonn 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. 

Page 180 



New Hampshire Medicaid Care Management Contract- SFY2018 

Exhibit A-Amendment #12 • 
25.2.12.5. International Classification of Diseases, 10th revision, Clinical Modification 

ICD-10-CM is the new diagnosis coding system that was developed as a 
replacement for JCD-9-CM, Volume I & 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-10-CM for diagnoses and ICD-10-
PCS for inpatient hospital proc:edures is October 1, 2015. 

25.2.12.6. National Drug Codes (NOC): The NOC is a code set that identifies the vendor 
(manufacturer), product and package size of all drugs and biologics 
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 X12N 837 
transaction formats (P - Professional and I - 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 qf 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 confonn to all current and future HIP AA-compliant standards for 
infonnation exchange. Batch and Online Transaction Types are as follows: 

25.2.18. 1. Batch transaction types 

25.2.18. 1 .1.ASC X l 2N 820 Premium Payment Transaction 

25.2.18.1.2.ASC Xl2N 834 Enrollment and Audit Transaction 

25.2.18.1.3.ASC Xl2N 835 Claims Payment Remittance Advice Transaction 

25.2.18. 1 .4.ASC X 12N 83 7I Institutional Claim/Encounter Transaction 

25.2.18 .1.5 .ASC X l 2N 83 7P Professional Claim/Encounter Transaction 

25.2.18. 1 .6.ASC Xl2N 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 Xl2N 278/279 Utilization Review Inquiry/Response 

25.2.18.2.5.NCPDP 0.0 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 (X 12): Ninety-eight percent (98%) of the records in 
an MCO's encounter ~atch submission shall pass X 12 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 NC PDP. 

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. I .For all historical encounters submitted after the submission start date, 
ifDHHS or its fiscal agent notifies the MCO of encounters failing Xl2 
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 Xl2 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 9elays 
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 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. I .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. I. 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 fyfCO's ChiefFinancial 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 infonnation, encounter data, and other infonnation contained 
in contracts, proposals. The certification shall attest to, based on best knowledge, 
infonnation, 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 ofMCO 
providers, member feedback on QAPI activity, and maintenance and use of medical 
records used in QAPI activities. 

25.5. Data Requirements for CFI Waiver Program 

25 .5. I. 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 I 915(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. l. l. The unduplicated number of persons who participated in the waiver during the 
waiver year; 

25.5.1.2. T_he 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 Medicaid State Plan for non-waiver services 
(including expanded EPSDT services when the waiver serves children) that 
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were made on behalfof waiver participants and average per participant 
expenditures for such services (based on the number of participants who 
utilized such services); 

25.5.1.8. lnfonnation 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 tenn 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 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 I 008, 
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. 

--1 

26.2. Fraud, Waste and Abuse Pre\'ention 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 i~clude, 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 ofa 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.l.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. l .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 
r~porting 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 !_ntegrity Unit upon 
discovery. The MCO shall refer all suspected member fraud to DHHS Special 
Investigations Unit. 

1 

26.3. Reporting 
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26.3. I. 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.l(a)(l) 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 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 9f 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. CharJges 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)(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). 
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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, 
financial and medical records relating to the delivery ofitems 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 a methodology for a means of estimating 
overpayment, a formal process for docu_menting 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. 
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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.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.ln'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 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 rep9rt 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 438.606].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 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. 

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 
medical or pharmaceutical questions or in any matter related to an 
investigation. 
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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. l. 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 subcontractqrs 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. 

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 
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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 infonnation either through 
electronic data transfers or access rights by DHHS staff, or its designee, to MCO(s) 
NH Medicaid related data files. Such infonnation 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 ofService(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-10-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 .3 7. I 4.Prior Authorization lnfonnation; 

26.3.37.15.Detail claim infonnation; 

26.3.37.16.Provider type; 

26.3.37.17.Category of Service; 

26.3.37.18.Admit time and discharge date; 
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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.Ifavailable, 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. 

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 mode of transmission 
will be mutually agreed upon between DHHS and the MCO. 
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27. Third Party Liability 

• 
DH~S and the MCO will cooperate in implementing cost avo_idance 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. I 396a(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 infonnation 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 infonnation 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 fonnat. The claim history shall have, at a minimum, the following data 
elements: 

27.1.5.1. Member name; 

27.1.s.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 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. I .6.10. Denial reason code; 

27.1.6. I 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 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. I. 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 ofMCO 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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2?°.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 ofhealth
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 Joss 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 ifthe 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, tbe amount of the unrecoverable Claim shall be assessed 
against the MCO. 

Page 202 



New Hampshire Medicaid Care Management Contract - SFY2018 

Exhibit A - Amendment #12 • 
28. Compliance with State and Federal Laws 

28. l. 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.IOO(d)]. 

28. l .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. l .3. The MCO shall comply with the following Federal and State Medicaid Statutes, 
Regulations, and Policies: 

28.1.3.1. Medicare: Title XVlll 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: § § I 902(a)(4), I 903(m), I 905(t), and 
1932 of the SSA); 

28. l .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 19 l 5c 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. I .3. l 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 ofDHHS. 

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)). 
Tenns of the Agreement shall be considered binding upon execution of this 
Agreement, shall remain in effect during the tenn 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 infonnation, 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 
oftheADA. 

28.2.2.1. l. 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 esse11tial 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 I 990, and a 
written plan to monitor compliance to detennine 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 ofrace, 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 affinnative 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 fonns 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 rec,eive 
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 infonnation 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 penriit 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, tenninated 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. I 1246 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.l. 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. l. 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. l. The MCO shall implement appropriate system changes, as required by changes to 
federal and state faws or regulations. 
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29. Administrative Quality Assurance Standards 

29.l. Claims Paym~nt 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 ofadditional 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. l.3. The MCO shall pay or deny all claims within sixty (60) calendar days ofreceipt. 

29.1.4. Additional infonnation 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. I .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. I .5.2. "incomplete" claim: a claim that is denied for the purpose ofobtaining 
additional infonnation from the provider. 

29. I .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. l. 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. I. 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.I. 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), 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 Standards 

• 
31.1. I. In compliance with 42 CFR 43 8.116, 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 c9mbined 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 20 I 8 capitation 
rates are developed and b) net of the cost impact of any program changes that will 
take effect in State Fiscal Year 20 I 8; 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. I .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. 

I 

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 

I 

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 (III); 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 (I 0) 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 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 (COPS + 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 
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that is eligible to enroll in the Care Management program (FFS eligibles + 
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 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. 

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 nuinber 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)]. 

3 J .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 born any time in July 2012. Enrolled babies will be covered 
under the MCO capitated rates thereafter. 
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3 I .2. I 3.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. 

31.2. 14.Beginning July I, 20 I 8, one percent ( 1.0%) of each member's capitation payment to 
the MCO will be withheld annually to support DHHS's payment refonn incentive 
program. Details of the Incentive Program are described in Section 9. 

31.2.15.DHHS will infonn 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 infonnation, knowledge, and belief that all data and information 
described in 42 CFR 438.604(a), which DHHS uses to detennine the capitated rates, 
is accurate [42 CFR 438.606]. 

31.2.18.ln 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. I 9.Payment for behavioral health rate cells shall be detennined 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 1, 

20 I 5 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. 
For a member whose services may be projected to exceed five hundred thousand 
dollars ($500,000) in MCO claims, the MCO shall ad1Jise DHHS. Prior approval 
from the Medicaid Director is required for subsequent services provided to the 
member. 

31.3. Medicaid Loss Ratio 

31.3 .1. The MCO shall detennine 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 infonnation 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 

3 I .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 phannacy 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. l. 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) of89.3% 
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: 

°'"'' ll:i111p,111n· l>rp.1rl11H'lll 11I 111-.illh .1111! l111111:r11 ...,.,., "'"' 
'"" ll.1111p,IJ11·1· 111'.rllh l'rpfl'1·1i11rr l'r11!,:r:ir11 l'11p11l:rll1111 

1{1 .... 1\ ( 11111tl111 P1 U!!,1":1111 

Actual MLR Compared to Target MLR MCOShare 
>3% below 10% 
1%-3% below 50% 
I% below - I% above 100% 
1%-3%above 50% 
>3%above 10% 

DHHS Share 
90% 
50% 
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. 

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. June 30, 2018: End of NHHPP 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 I receives final settlement payments to I from 
MC Os 

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. June 30, 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, 201 7) 

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 I receives final settlement payments to I from 
MC Os 

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 3 1, 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 repon to MCOs 

31.4.6.5. May 31, 2017: DHHS makes I receives final settlement payments to I from 
MCOs 

31.4. 7. For September 2014 - December 2015 risk protection settlement: 

31.4.7.J.August 31, 2016:. DHHS intends to release settlement payment 
report to MCOs ' 

31.4.7.2.September 30, 2017: DHHS intends to make I receive final 
settlement payments to I from MCOs. 

31.5. Financial Responsibility for Dual-Eligibles 

31.5. I. 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. l. 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 al! 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 
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31.7.1.3. Tenninate 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 NHID to inspect and audit any of the 
financial records of the MCO and its subcontractors. There shaJI 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 fonn 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 fonnat or electronic fonnat, provided that all electronic 
submissions shall be in PDF fonnat or another read-only fonnat 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 fonn 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. l 0.1.1. The MCO's debts, in the event of the MCO's insolvency [ 42 CFR 438. l l 6(a); 
SMM 2086.6]; 

31.10. I .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 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 [§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 2086.68]. 

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 43 l .55(h) and 42 CFR 438.808; l 128(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. 
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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 ye~r. 

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 nq, 
later than 120 days following its review and acceptance of the 
Contractor's Adjusted Fee. 

31.13. I .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 ofreceipt, 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. 
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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.l. Upon receipt ofnotice oftennination 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 perfonn the work itself. -

32.1.1.1. Transition Plan 

32. l. l. l. l. 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 
infonnation 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.l. 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. l. 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 ifthe 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 438.6IO(c)(3); 42 CFR 434.6(a)(6)]: 

32.4.1.l. 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. I .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. I .4. Materially breaches this Agreement or fails to comply with any tenn or 
condition of this Agreement that is not cured within twenty (20) 'business days 
ofDHHS' 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 ofDHHS's notice and written request for 
compliance; 

32.4. l. 7. Becomes insolvent; 

32.4.l .8. Fails to meet applicable requirements in sections§ 1932, § 1903 (m) and 
§ l 905(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 .71 O; 

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 ofDHHS'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 ~ctuarially 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 acceptthe 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 perfonned 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 (I), (2), (3) or (IO 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 tennination 
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 infonnation to, any subsequent MCO and DHHS. Both the 
program infonnation 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 infonnation 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 perfonnance of any tenn 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 
perfonnance of this Agreement. In addition to arty 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 perfonnance of this Agreement during 
or as a result of any threatened or actual breach. 

34.2. Liquidated Damages · 

34.2.l. DHHS and the MCO agree that it will be extremely impracticable and difficult to 
detennine actual damages that DHHS will sustain in the event the MCO fails to 
maintain the required perfonnance 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 ofliquidated 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 detennine 
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 detennined by DHHS, failure to provide services meeting 

the perfonnance standards below will result in liquidated damages as specified. The 
MCO agrees to abide by the Perfonnance Standards and Liquidated Damages 
specified, provided that DHHS has given the MCO data required to meet perfonnance 
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 detennine 
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 tennination of enrollment or 
refusal to re-enroll an enrollee, except as pennitted 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 detennination 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 detennination 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-ESO 1.09. 
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34.3. l .4. Misrepresentations of actions or falsifications of information furnished to 

CMS or the State. 

34.3. l .5. Failure to comply with material requirements in this Agreement. 

34.3.l .6. 

34.3.l .7. Failure to meet the Administrative Quality Assurance Standards specified in 
Section 29 of this Agreement. 

34.3. l .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. l. Misrepresentation or falsification of information furnished to a member, 
potential member, or health care provider. 

34.4. l .2. Distribution, directly, or indirectly, through any agent or indepe~dent MCO, 
marketing materials that have not been approved by the State or that contain 
false or materially misleading information. 

34.4.1.3. Viofation of any other applicable requirements of section l 903(m) or 1932 of 
the Social Security Act and any implementing regulations. 

34.4.l.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 HIP AA regulatory violation. 

34.4. l. 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. 

c· 
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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. l. 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. l. 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. l. 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. l. 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.l .I. $1,000 per day per occurrence until correction of the failure or 
approval by DHHS of a Corrective Action Plan; 

34.7. l. l.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.l.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 aggreg~te 
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. 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. lmplementation 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.l.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. L3.4. 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.l.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 

I . 
up to a maximum of twenty-five thousand dollars ($25,000) per 
occurrence. 

34.7.l.5. Failure to correct a system problem not resulting in system unavailability 
within the ~llowed 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.l.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 perfonnance standards: 

34.7.1.6. l. 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.l.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 ($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 at least ninety-eight percent (98%) of member appeals 
within thirty (30) calendar days fro·m 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. l .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 Dl-Il-IS finds that the MCO has repeatedly failed to meet 
substantive requirements in Section l 903(m) or Section 1932 of the Social 
Security Act. 

34.9.I.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 fails to meet the applicable requirements in Section 
l 903(m) or Section I 932 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 CFR438.700. 

34.10.Notice of Remedies 

34.10. I .Prior to the imposition of either liquidated damages or any other remedies under this 
Agreement, including ter:mination 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. I 0.1.1. 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 detennination. 
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 inforrpal 
hearing with the New Hampshire Medicaid Director. The MCO shall provide DHHS 
with an explanation of its ppsition protesting DHHS's action or decision. The 
Director will detennine 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 infonnal in nature. The 
Director will provide written notice of the time, fonnat 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 ofDHHS under RSA chapter 541-A or any app!idble 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 infonnation, reports, and records maintained hereunder or collected in connection 

with the perfonnance 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 · 
infonnation, 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 c9nfidential 
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 
regulaJions, 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, 2017 - June 30, 2018 
Capitation Payment 

Eligibility Category 
Low Income Children and Adults -Age 2-11 Months 
Low Income Children and Adults -Age 1-18 Years 
Low Income Children and Adults -Age 19+ Years 
Foster Care I Adoption 
Breast and Cervical Cancer Program 
Severely Disabled Children 
Elderly and Disabled Adults 
Dual Eligibles 
Newborn Kick Payment 
Maternity 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 Eligibles - Under 65 
Nursing Facility Residents- Dual Eligibles - 65+ 
Community Residents - Medicaid 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 IHS Children 
Acquired Brain Disorder - Medicaid Only 
Acquired Brain Disorder - Eligibles Dual 

Behavioral Health Population Rate Cells 
Severe I Persistent Mental Illness - Medicaid Only 
Severe I Persistent Mental Illness .:.... Dual Eligibles 
Severe Mental Illness - Medicaid Only 
Severe Mental Illness - Dual Eligibles 
Low Utilizer - Medicaid Only 
Low Utilizer - Dual Eligibles 
Serious Emotionally Disturbed Child 

July 1, 2017-June 30, 2018 
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Capitation Rates 
$230.24 
130.67 
398.79 
319.17 

1,612.74 
1,160.71 
1,049.34 

227.70 
3,215.44 
3, 168.61 

Capitation Rates 
$2,118.42 

1,295.53 
247.69 
85.64 

3,072.51 
1,432.19 
1,215.30 

402.14 
876.47 
249.87 

1,231.14 
1,353.25 

311.95 

Capitation Rates 
$2,245.33 

1,731.95 
1,513.71 
1,010.10 
1,405.84 

577.39 
933.10 
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Capitation Payment- NH Health Protection Program, Alternative Benefit Plan for 
Medically Frail 

Eligibility Category Capitation Rate 
Medically Frail $ 1,210.76 

July 1, 2017-June 30, 2018 
Capitation Payment- NH Health Protection Program, Transitional Population 

Eligibility Category 
NHHPP Transitional Population 
Maternity Kick Payment 

2. Price Limitation 

Capitation Rate 
$ 430.22 

$ 3,499.83 

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 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 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 
th~ allocation of the Annual Fee attributable specifically to its premium!? 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 O 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 Quality Information System 

specifications using the specifications relevant for each item's data period. 

Table Notes: 

"Change for 2018" column indicates whether the item is Mnchanged, r!ew, ~hanged, or -'!etired 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_GP _SUP" are for CAHPS supplemental questions, to include the screening questions used. 

Requires 
First Date Date of Last 

Reporting Reference ID 
Ch4ln1e 

SUbpopulatlon Name Type 
Measure Data Standard Due Required for Required 

for2018 Period Date New or Submission 
Breakout 

Change for Retired 

Member Requests for Assistance Accessing 
2 months after the 

ACCESSREQ.05 u MCO Oesignated'Primary Care Providers per Measure Quarterly 
end of the quarter 

Average Members by County 
Member Requests for Assistance Accessing 

ACCESSREQ.06 u Physician/APRN Specialists (non-MCO 
Measure Quarterly 

2 months after the 
Oesigna.ted Primary Care) Providers per end of the quarter 
Average Members by County 

ACCIDENT.QI u Accident and Trauma Claim Log Table Monthly 
15 calendar days 
after end of month 

15 Days after MCO Ace reditation 

ACCRE0.01 N 
NCQA Accreditation Submission Overview 

Report Annually 
receives reports 

Report (Provided by NCQA) accreditation received in 
report from NCQA CY 2017 

Ambulatory Care: Physician/APRN/Clinic 4 months after the 
AMBCARE.10 u x Visits per Member per Month by Measure Quarterly end of the 

Subpopulation calendar quarter 

Ambulatory Care: Emergency Department 4 months after the 
AMBCARE.11 u x Visits for Medical Health Conditions per Measure Quarterly end of the 

Member per Month by Subpopulation calendar quarter 
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Requires 
First Date Date of Last 

Change Measure Data Standard Due Required for Required 
Reporting Reference ID 

forZ018 
Subpopulatlon Name Type 

Period Date New or submission 
Breakout 

Change for Retired 

Ambulatory Care: Emergency Department 4 months after the 
AMBCARE.12 u x Visits Potentially Treatable in Primary Care Measure Quarterly end of the 

per Member per Month by Subpopulation calendar quarter 

Ambulatory Care: Emergency Department 4 months after the 
AMBCARE.13 u x Visits for Behavioral Health Conditions per Measure Quarterly end of the 

Member per Month by Subpopulation calendar quarter 

Ambulatory Care: Emergency Department 
4 months after the 

AMBCARE.14 u x Visits for Substance Use Related (Chronic or 
Measure Quarterly end of the 

Acute) Conditions per Member per Month 
calendar quarter 

by Subpopulation 

Frequent (4+ per year) Emergency. 4 months after the 
AMBCARE.18 N x Department Use in the Behavioral Health Measure Quarterly end of the 1/31/2018 

Population by Subpopulation calendar quarter 

APPEALS.01 u Resolution of Standard Appeals Within 30 
Measure Quarterly 

2 months after the 
Calendar Days end of the quarter 

APPEALS.02 u Resolution of Extended.Standard Appeals· 
Measure Quarterly 

2 months after the 
Within 44 Calendar Days end of the quarter 

APPEALS.03 c Resolution of Expedited Appeals Within 72 
Measure Quarterly 

2 months after the 
11/30/2017 

Hours end of the qui!rter 

APPEALS.04 u Resolution of All Appeals Within 45 Calendar 
Measure Quarterly .1 

2 months after the 
Days end of the qui!rter 

APPEALS.OS 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 by Type of Resolution and Category 
30 days after the 

APPEALS.16 u of Service by State Plan, 19158 Waiver, and Table Monthly 
end of the month I 

I 

Total Population 

Pharmacy Appeals by Type of Resolution and 
2 months after the 

APPEALS.17 u Therapeutic Drug Class by State Plan, 19158 Table Quarterly 
end of the quarter 

Waiver, and Total Population 

APPEALS.18 N 
Reversed Appeals Service Authorization 

Measure Quarterly 
2 months after the 

11/30/2017 
within 72 Hours end of the quarter 
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Requires First Date Date of last 
Cha•• Measure Data Standard Due Required for. Required. Reportlns Reference ID 
for:Z018 

Subpopulation Name Type 
Period Date New or Submission Breakout 

Change for Retired 

APPEALS.19 N 
Percentage of Member Appeals Received 

Measure Quarter 
2 months after the 

11/30/2017 
during the measure data period. end of the quarter 

Follow-up Psychiatric Consultations for 
BHCHLDMEDMGT.01 u Children Using Behavioral Health Measure CY June 30th 6/30/2016 

Medications 
~-

Consent for Release of Information for 
Narrative 

BHCONSENT.02 R Primary Care - Behavioral Health Care 
Report 

Agreement year 7/31/2016 
Coordination Annual Report 

Behavioral Health Crisis Line and Emergency 
Narrative 

BHCRISIS.01 R Services Report on Innovative and Cost 
Report 

N/A 12/31/16 
Effective Models 

Community Hospital Discharges for Mental 
Health Conditions Where Patient Had a Visit 

4 months after the 
BHDISCHARGE.01 u x With a Mental Health Practitioner Within 7 Measure Quarterly 

end of the quarter 
Calendar Days of Discharge by 
Subpopulation 

Community Hospital Discharges for Mental 
Health Conditions Where Patient Had a Visit 

4 months after the 
BHDISCHARGE.02 u x With a Mental Health Practitioner Within 30 Measure Quarterly 

Calendar Days of Discharge by 
end of the quarter 

Subpopulation 

BHHOMELESS.01 u 
New Hampshire Hospital Homelessness 

Plan Agreement year September 30th 
Reduction Plan 

New Hampshire Hospital Homelessness Narrative 
Within 30 days of 

BHHOMELESS.02 u Quarterly the end of each 
Quarterly Report Report 

quarter 

BHPARITY.01 N Behavioral Health Parity Certification Report 
Narrative 

Annually TBD TBD 
Report 

BHPARITY.02 N Behavioral Health Parity Compliance Report 
Narrative 

Annually TBD TBD 
Report 

June 1 of prior 
Readmission to Community Hospital for SFY to June 30 

BHREADMIT.01 u x Mental Health Conditions at 30 days by Measure of measurement September 1st 
Subpopulation year. A 13 

month period. 
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Requires - First Date Date of Last 
Change Measure Data Standard Due Required for Required 

Reporting Reference ID 
for2018 

Subpopulation Name Type 
Period Date New or Submission 

Breakout 
Change forRetl~d 

January 1 of 

Readmission to Community Hospital for 
prior SFY to June 

BHREADMIT.02 u x Mental Health Conditions at 180 days by Measure 
30 of 

September 1st 
measurement 

Subpopulation 
year. An 18 
month period 

Behavioral Health Satisfaction Survey Annual 
Narrative 

BHSURVEY.01 c Report; survey instrument subject to DHHS 
Report 

Annually June 30th 6/30/2018 
approval 

BOARDCERT.01 c MCO Network Board Certification Report as 
Table Annually July 31 9/30/2017 

Specified by DHHS 

CAHPS_A.01 u Adult CAHPS: Validated Member Level Data 
Data File 

Standard HEDIS 
June 30 

File (VMLDF) Schedule 

CAHPS_A.02 u Adult CAHPS: Validated Member Level Data 
Data File 

Standard HEDIS 
June 30 

File (VMLDF) - Layout schedule 

CAHPS_A.03 u Adult CAHPS: Medicaid Adult Survey Results 
Report 

Standard HEDIS 
June 30 

Report schedule 

CAHPS_A.04 
Adult CAHPS: CAHPS Survey Results with 

Data File 
Standard HEDIS 

July IS u 
Confidence Intervals Schedule 

CAHPS_A.05 
Adult CAHPS: Survey Instrument Proofs 

·Report 
Standard HEDIS 

February 28 u created by Survey Vendor Schedule 

CAHPS_A_AlL u Adult CAHPS: CAHPS 5.0H Core Survey -
Measure 

Standard HEDIS 
July 151~ 

Adults Schedule 

CAHPS_C.01 u Child w CCC CAHPS: Validated Member level 
Data File 

Standard HEDIS 
June 30 -

Data File (VMLDF) Schedule 

CAHPS_C.02 
Child w CCC CAHPS: Validated Member Level 

Data File 
Standard HEDIS 

June 30 u 
Data File (VMLDF) - layout Schedule 

CAHPS_C.03 u Child w CCC CAHPS: Medicaid Child with CCC 
Report 

Standard HEDIS 
June 30 

- CCC Population Survey Results Report Schedule 

Child w CCC CAHPS: Medicaid Child with CCC 
Report 

Standard HEDIS 
June 30 CAHPS_C.04 u 

- General Population Survey Results Report Schedule 

CAHPS_C.05 
Child w CCC CAHPS: Survey Results with 

Data File 
Standard HEDIS 

July 15 u Confidence Intervals - Child with CCC Schedule 

CAHPS_C.06 
Child w CCC CAHPS: Survey Results with 

Data File 
Standard HEDIS 

July 15 u Confidence Intervals - General Population Schedule 

CAHPS_C.07 
Child w CCC CAHPS: Survey Instrument 

Report 
Standard HEDIS 

February 28 u Proofs created by Survey Vendor Schedule 
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Change 

Subpopulation Name Type 
Measure Data Standard Due Required for Required 

for201B 
Breakout 

Period Date New or Submission 
Change for Retired 

CAHPS_C_ALL u Child CAHPS: CAHPS 5.0H Core and Children 
Measure 

Standard HEDIS July 15•h 7/15/2017 
with Chronic Conditions Survey - Children Schedule 

In the last 6 months, did you need any 

CAHPS_CPA_SUP.101 N 
treatment or counseling for a personal or 

Measure 
Standard HEDIS 

July 15•h 7/15/2018 
family problem? (Screening Question for Schedule 
CAHPS CPA SUP.102) 

CAHPS_CPA_SUP.102 u Adult CAHPS•: Ease in Getting Treatment or 
Measure 

Standard HEDIS July 15•h 7/15/2017 
Counseling: Usually or Always Schedule 

In the last 6 months, did you have a health 
problem for which you needed special 

CAHPS_CPA_SUP.112 N 
medical equipment, such as a cane, a 

Measure 
Standard HED!S 

July 15•h 7/15/2018 
wheelchair, or oxygen equipment? Schedule 
(Screening Question for 
CAHPS_CPA SUP.113) 

CAHPS_CPA_SUP.113 u Adult CAHPS"': Ease in Getting Special 
Measure 

Standard HED!S 
July 15•h 7/15/2017 

Medical Equipment: Usually or Always Schedule 

CAHPS_CPA_SUP .231 u Adult CAHPS"': Days to Get Appointment 
Measure 

Standard HED!S 
July 15•h 7/15/2017 

When Care Needed Right Away Schedule 

CAHPS_CPA_SUP.232 u Adult CAHPS•: Days to Get Appointment For 
Measure 

Standard HEDIS 
July 15•h 7/15/2017 

Check-up or Routine Care Schedule 

In the last 6 months, did you need care 

CAHPS_CPA_SUP.233 N 
during evenings, weekends, or holidays? 

Measure 
Standard HEDIS 

July 151
h 7/15/2018 

(Screening Question for Schedule 
CAHPS_CPA SUP.234) 

Adult CAHPs•: Getting Needed Care from a 
Standard HEDIS 

CAHPS_CPA_SUP.234 u Doctor's Office or Clinic During Evenin!!s, Measure 
Schedule 

July 151h 7/15/2017 
Weekends, or Holidays - Usually or Always 

Adult CAHPS•: Personal Doctor Had Medical 
Standard HED!S 

CAHPS_CPA_SUP,TBD01 N Records or Other Information about .Care: Measure July 15•h 7/15/2018 
Usually or Always 

Schedule 

In the last 6 months, did you get care from 
more tha!J one kind of health care provider 

Standard HED!S 
CAHPS_CPA_SUP.TBD02 N or use more than one kind of health care Measure July 1s•h 7/15/2018 

service? (Screener Question #1 for 
Schedule 

CAHPS CPA SUP.TBD04) 
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Period Date New or Submission 
Change for Retired 

In the last 6 months, did you need help from 
anyone in your personal doctor's office to 

Standard HEDIS 
CAHPS_CPA_SUP.TBD03 N manage your care among these different Measure 

Schedule 
July 15•h 7/15/2018 

providers and services? (Screener Question 
#1 for CAHPS CPA SUP.TBD04) 

Adult CAHPS'": Personal Doctor Provided 

CAHPS_CPA_SUP.TBD04 N 
Help Needed to Manage Care Among 

Measure 
Standard HEDIS 

July 15•h 7/15/2018 
Different Providers and Services: Usually or Schedule 
Always 

CAHPS_GP _SUP.231 u Child CAHPs•: Days to Get Appointment 
Measure 

Standard HEDIS 
July 15•h 7/15/2017 

When Care Needed Right Away Schedule 

CAHPS_GP _SUP.232 u Child CAHPS•: Days to Get Appointment For 
Measure 

Standard HEDIS 
July 15•h 7/15/2017 

Check-up or Routine Care Schedule 

In the last 6 months, did your child need 

CAHPS_GP _SUP.233 u care during evenings, weekends, or 
Measure 

Standard HEDIS 
July 15•h 7/15/2017 

holidays'? (Screening Question for Schedule 
CAHPS GP SUP.234) 

Child CAHPS": Getting Needed Care from a 
Standard HEDIS 

CAHPS_GP _SUP.234 u Doctor's Office or Clinic During Evenings, Measure 
Schedule 

July 151
h 7/15/2017 

Weekends, or Holidays - Usually or Always 

In the last 6 months, did anyone from your 
child's health plan, doctor's office, or clinic 
help coordinate your child's care among 

Standard HEDIS 
CAHPS_GP _SUP.990096 N these doctors or other health providers? Measure 

Schedule 
July 15•h 7/15/2018 

(Screening Question for 
CAHPS_GP _SUP.990097 and 
CAHPS_GP _SUP.990098) 

CAHPS_GP _SUP.990097 u · Child CAHPS•: Who Helped to .coordinate 
Measure 

Standard HEDIS 
July 15•h 7/15/2017 

Child's Care Schedule 

Child CAHPS": Satisfaction with Help 
Standard HEDIS 

CAHPS_GP _SUP.99009S' u Received to Coordinate Child's Care - Measure 
Schedule 

July 15•h 7/15/2017 
Satisfied or Very Satisfied 

Child CAHPS"': Personal Doc_tor Had Medical 
Standard HEDIS 

CAHPS_GP _SUP.TBD01 N Records or Other Information about Child's Measure 
Schedule 

July 15•h 7/15/2018 
Care: Usually or Always 
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Measure Data Standard Due Requlred for Required 

for2018 
Breakout P~rlod Date New or Submission 

Change for Retired 

Percent of Members Receiving care 
Two months after 

CARECOORD.01 u x 
Management Services by Subgroup 

Measure Quarterly the end of the 2/29/2016 
data period 

Quality Assessment: Referral to Case 
2 months after the 

CARECOORD.03 u Management for All Infants with a Diagnosis Measure Quarterly 
end of the quarter 

11/30/2015 
of Neonatal Abstinence Syndrome 
Care Management Plan Including Plan to 
Assess and Report on the Quality and 

CAREMGT.01 c Appropriateness of Care Furnished to 
Plan N/A May 1st 5/1/2018 Members With Special Health Care Needs 

including System of Care for Children With 
Serious Emotional Disturbances 

Systems of Care for Children With Serious Narrative No Further 
CAREMGT.02 R 

Emotional Disturbance Report Report 
TBD Submissions 

Required 

CAREMGT.06 N Special Needs Assessment Report Table Monthly 
15 Days after the 

TBD 
end of the month 

Narrative 

CAREMGT.20 c 
Medicaid Care Management Program and 

Agreement year August 30 9/30/2017 Comprehensive Annual Report Analytic 
Report 

Numerator and 
denominator 

Timely Professional and Facility Medical 
calculated daily 50 calendar days 

CLAIM.01 u 
Claim Processing 

Measure I summary after end of 1/19/2017 
measure reporting period 
reported 
monthly 

Claims Quality Assurance: Claims Processing 
50 calendar days 

CLAIM.OS u Measure Monthly after end of 1/19/2017 
Accuracy 

reporting period 

Claims Quality Assurance: Claims Payment 
50 calendar days 

CLAIM.06 u 
Accuracy 

Measure Monthly after end. of 1/19/2017 
reporting period 
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Reporting Reference ID 

for2~18 
Subpopulation Name Tvpe 

Period Date New or Submission 
Breakout 

Change for Retired 

Claims Quality Assurance: Claims Financial 
50 calendar days 

CLAIM.07 u Measure Monthly after end of 1/19/2017 
Accuracy 

reporting period 

50 calendar days 
CLAIM.OB u Interest on Late Paid Claims Measure Monthly after end of 1/19/2017 

reporting period 

Numerator and 
denominator -

Timely Professional and Facility Medical 
calculated daily 80 calendar days 

CLAIM.09 u 
Claim Processing: Sixty Days of Receipt 

Measure I summary after end of 2/18/2017 
measure reporting period 
reported 
monthly 

CLAIM.10 u Claims Payment Quality Assurance 
Plan N/A As needed 

Corrective Action Pia ns:· 
Numerator and 
denominator 

Professional and Facility Medical Claim 
calculated daily 50 calendar.days 

CLAIM.11 u 
Processing Results - Paid, Suspended, Denied 

Measure I summary after end of 1/19/2017 
measure reporting period 
reported 
monthly 

50 calendar days 
CLAIM.17 u Average Pharmacy Claim Processing Time Measure Monthly after end of 1/19/2017 

reporting period 

High Risk Provider - Professional and Facility 50 calendar days , 
CLAIM.18 N Medical Claim Processing Results by Provider Table Monthly after end of TBD 

Subgroup reporting period 
Adult BMI Assessment (CMS Adult Core Set). 

CMS_A_ABA u Age breakout of data collected for H EDIS Measure CY September 30th 
measure 

May l of year 

Antidepressant Medication Management: 
prior to the 

CMS_A_AMM.01 u Effective Acute Phase Treatment (CMS Adult Measure 
measurement 

September 30th 
year to Oct 31 

Core Set) 
of measurement 
year. 
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FfntDate Date of Last 
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Subpopulation Name Type 

Period Date New or Submission 
Breakout 

Cha111e for Retired 

May 1 of year 

Antidepressant Medication Management; 
prior to the 
measurement 

CMS_A_AMM.02 u Effective Continuation Phase Treatment Measure 
year to Oct 31 

September 30th 
(CMS Adult Core Set) 

of measurement 
year. 

CMS_A_BCS u Breast Cancer Screening (CMS Adult Core 
Measure 2 CV September 30th 

Set) 

Controlling High Blood Pressure (CMS Adult 

CMS_A_CBP u Core Set). Age breakout of data collected Measure CY September 30th 
for HEDIS measure 

CMS_A_CCP u Contraceptive Care - Postpartum (CMS 
Measure CY September 30th 9/30/2017 

Adult Core Set) 

l 

CMS_A_CCS u Cervical .Cancer Screening (CMS Adult Core 
Measure 3 CY September 30th 

Set) 

Screening for Clinical Depression and Follow-

CMS_A_CDF u up Plan by Age Group (CMS Adult Core Set) Measure CY September 30th 
(First submission due 9/2016) 

Follow-Up After Hospitalization for Mental 

CMS_ A _FUH.01 u Illness: Within 7 Days of Discharge (CMS Measure CY September 30th 
Adult Core Set) 

Follow-Up After Hospitalization for Mental 

CMS_A_FUH.02 u Illness: Within 30 days of Discharge (CMS Measure CY September 30th 
Adult Core Set) 

Follow-up after Discharge from the 

CMS_A_FUMA u Emergency Department for Mental Health or 
Measure CY September 30th 9/30/2017 

Alcohol or Other Drug Dependence (CMS 
Adult Core Set) 

CMS_A_HAlC u Comprehensive Diabetes Care: Hemoglobin 
Measure CY September 30th 

Ale Testing (CMS Adult Core Set) 

Diabetes Care for People with Serious 
CMS_A_HAlC_SMI u Mental Illness: Hemoglobin (HbAlt) Poor Measure CV September 30th 9/30/2017 

Control (>9.0%) (CMS Adult Core Set) 

CMS_A_HPC u Comprehensive Diabetes Care: Hemoglobin 
Measure CY September 30th 

AlC Poor Control (>9.0%) 
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Breakout 
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'~ 

' Change for Retired. 

Initiation & Engagement of Alcohol & Other 

CMS_A_IET.01 u Drug Dependence Treatment: Initiation 
Measure CV September 30th 

(CMS Adult Core Set). Age breakout of data 
collected for HEDIS measure 
Initiation & Engagement of Alcohol & Other 

CMS_A_IET.02 u Drug Dependence Treatment: Engagement 
Measure CY September 30th 

(CMS Adult Core Set). Age breakout of data 
collected for HEDIS measure 

Diabetes Short-Term Complications 
CMS_A_INP _PQIOl u Admission Rate per 100,000 Member Measure CV September 30th 

Months (CMS Adult Core Set) 

Chronic Obstructive Pulmonary Disease 

CMS_A_INP _PQI05 u (COPD) or Asthma in Older Adults Admission 
Measure CY September 30th 

Rate per 100,000 Member Months (CMS 
Adult Core Set) 

CMS_A_INP _PQI08 u Heart Failure Admission Rate per 100,000 
Measure CY September 30th 

Enrollee Months (CMS Adult Core Set} 

Asthma in Younger Adults Admission Rate 
CMS_A_INP _PQl15 u per 100,000 Enrollee Months (CMS Adult Measure CY September 30th 

Core Set) 
Annual Monitoring for Members on / 

CMS_A_MPM.01 u Angiotensin Converting Enzyme (ACE) 
Measure CV September 30th 

· inhibitors or Angiotensin Receptor Blockers 
(ARB) (CMS Adult Core Set) 

CMS_A_MPM.02 u Annual Monitoring for Members on Digoxin 
Measure CY September 30th 

(CMS Adult Core Set) 

CMS__A_MPM.03 u 
Annual Monitoring for Members on Diuretic 

Measure CY September 30th 
(CMS Adult Core Set) 

CIVIS_A_MPM.04 u Annual Monitoring for Patients on Persistent 
Measure CY September 30th 

Medications (Total) (CMS Adult Core Set) 

CAHPS: Medical Assistance with Smoking 

CMS_A_MSC.01 u and Tobacco Use Cessation: Advising 
Measure CY September 30th ,. Smokers and Tobacco Users to Quit (CMS 

Adult Core Set) Ages 18 to 64, 65+ 
CAHPS: Medical Assistance with Smoking 

CMS_A_MSC.02 u 
and Tobacco use Cessation: Discussing 

Measure CY September 30th 
Cessation Medications (CMS Adult Core Set) 
Ages 18 to 64, 65+ 
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Perfod Date Newor Submission 
Breakout 
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CAHPS: Medical Assistance with Smoking 

CMS_A_MSC.03 u 
and Tobacco use Cessation: Discussing 

Measure CY September 30th 
Cessation Strategies (CMS Adult Core Set) 
Ages 18 to 64, 65+ 

Use of Opioids from Multiple Providers at 
CMS_A_OHD u High Dosage In Persons Without Cancer: Measure CY September 30th 

Opioid High Dosage (CMS Adult Core Set) 

CMS_C_BHRA.01 u Behavioral Health Risk Assessment for 
Measure CY September 30th 

Pregnant Women (CMS Child Core Set) 

Behavioral Health Risk Assessment for 

CMS_C_BHRA.02 u Pregnant Women (CMS Child Core Set)- Table CY September 30th 
Individual Screening Rates 

CMS_C_CCP u Contraceptive Care - Postpartum (CMS Child 
Measure CY September 30th 9/30/2017 

Core Set) 

Developmental Screening in the First Three 

CMS_C_DEV u Years of Life (CMS Child Core Set) 
Measure CY September 30th 

(Administrative only data for 9/30/2015 
report) 

Child and Adolescent Major Depressive 

CMS_C_SRA u Disorder: Suicide Risk Assessment (CMS Measure CY September 30th 9/30/2017 
Child Core Set) 

COMMUNICATION.01 u Communications Plan Plan N/A May 1st 

CULTURALCOMP.01 u Cultural Competency Strategic Plan Plan N/A September 30th 

CUL TURALCOM P .02 R Cultural Competency Annual Report 
Narrative 

Agreement year 9/30/2016 
Report 

July 1 (for Initial 
Community Demographic, Cultural, and submission use 

DEMGPROF .01 u Epidemiologic Profile: Preferred Spoken Measure any date prior September 30th 
Language to due date) 

Annually 

July 1 (for initial 

DEMGPROF.03 u Community Demographic, Cultural, and 
Measure 

submission use 
September 30th 

Epidemiologic Profile: Ethnicity any date prior 
to due date) 

July 1 (for initial 

DEMGPROF.04 u Community Demographic, Cultural, and 
Measure 

submission use 
September 30th 

Epidemiologic Profile: Race any date prior 
to due date) 
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Breakout 

Change for Retired 

DSH.01 N Disproportionate Hospital Claims Report Table 
Hospital Fiscal 

December 1o•n 12/10/2017 
Vear 

DUR.01 u Drug Util,lzation Review (DUR) Annual Report Report 
Federal Fiscal June 151n, 6/15/2019 
Vear 

EMERGENCVRESPONSE.01 u Emergency Response Plan Plan N/A Mayl'1 

EPSDT.20 u Early and Periodic Screening, Diagnostics, & 
Plan N/A Mayl'1 

Treatment (EPSDT) Plan 

Narrative 
Within 120 days 

FINANCIALSTATEMENT.01 R Audited Financial Statement 
Report 

Annually after ttie end of 
MCOs fiscal year 

FWA.02 c 
Fraud Waste and Abuse Log: FWA Related 

Table Monthly 
30 days after the 

TBD 
to Providers end of the month 

Fraud Waste and Abuse Log: court Ordered 
No 

FWA.03 R Table Monthly Submissions 
Treatment Report 

Required 

FWA.04 u 
Fraud Waste and Abuse Log: Date of Death 

Table Monthly 
30 days after the 

Report end of the month 

FWA.05 u 
Fraud Waste and Abuse Log: EKplanation Of 

Table Quarterly 
30 days after the 

Medical Benefit Report end of the quarter 

50 calendar days 

FWA.07 N Provider Inappropriate Use of Modifier 59 Table Quarterly after end of TBD 
reporting period 

FWA.20 c 
Comprehensive Annual Fraud Waste and Narrative 

Agreement Year September 301n TBD 
Abuse Summary Annual Report Report 

GRIEVANCE.01 u 
Grievance Dispositions Made Within 45 

Measure Quarterly 
2 months after the 

Calendar Days end of the quarter 

Quarterly (Last 
15 calendar days 

GRIEVANCE.02 u 
Grievance Log Including State Plan/ 19158 

Table 
Monthly 

after the end of 10/15/2016 
Waiver Flag Submission Due 

the quarter 
7/15/2016) 

( 
2 Months 

Percentage of member grievances received 
following the end 

GRIEVANCE.03 N Measure Quarterly of the 11/30/2017 
during the measure data period. 

measurement 
quarter 

HEOJS.01 u HEDIS Roadmap Report 
Standard HEDIS 

February S 
Schedule 
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HEDIS.02 u HEDIS Data Filled workbook Data File 
Standard HEDIS 

June 30 
Schedule 

HEDIS.03 u HEDIS Comma Separated Values Workbook Data File 
Standard HEDIS 

June 30 
Schedule 

HEDIS.04 
NCQA HEDIS Compliance Audit"• Final Audit 

Report 
Standard HEDIS 

July 31 u 
Report Schedule 

HEDIS.OS R 
HEDIS: List of measures required for NCQA 

Report 
Standard HEDIS 

2/1/2017 
Accreditation and by Exhibit O Schedule 

HEDIS_AAB u Avoidance of Antibiotic Treatment in Adults 
Measure CY June 3o•h 

with Acute Bronchitis 

HEDIS_AAP u Adults' Access to (use of) 
Measure CY June 301h 

Preventive/Ambulatory Health Services 

HEDIS ABA u Adult BMI Assessment Measure CY June 30
1
" 

A year starting 

March-April 1 of 
year prior to the 

HEDIS_ADD.01 u Follow Up Care for Children Prescribed 
Measure 

measurement 
June 301h 

ADHD Medication - Initiation year and ending 
February 28 of 

measurement 

year. 

A year starting 
March-April 1 of 

Follow Up Care for Children Prescribed 
year prior to the 
measurement 

HEDIS_ADD.Ol_SUB u x ADHD Medication - Initiation by Measure 
year and ending 

July 31" 

Subpopulation 
February 28 of 

measurement 

year. 

A year starting -
March-April 1 of 

Follow Up Care for Children Prescribed 
year prior to the 
measurement 

HEDIS_ADD.02 u ADHD Medication - Continuation & Measure 
year and ending 

June 301h 

Maintenance Phase 
February 28 of 
measurement 
year . 

... 
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A year starting 
March-April 1 of 

Follow Up Care for Children Prescribed 
year prior to the 

HEDIS_ADD.02_SUB u x ADHD Medication - Continuation & Measure 
measurement 

July 31'' 
year and ending 

Maintenance Phase by Subpopulation 
February 28 of 
measurement 
year. 

HEDIS_AMB-la u Outpatient and Emergency Dept. Visits/1000 
Measure CV June 30'" 

Member Months - Total Population 

Outpatient and Emergency Dept. Visits/1000 
HEDIS_AMB-lb u Member Months - Medicaid/Medicare Dual- Measure CV June 301

• 

Eligibles 

HEDIS_AMB-lc u Outpatient and Emergency Dept. Visits/1000 
Measure CV June 3o•h 

Member Months - Disabled 

HEDIS_AMB-ld u Outpatient and Emergency Dept. Vlsits/1000 
Measure CV June 301h 

Member Months - Other Low Income 

May 1 of year 

Antidepressant Medication Management -
prior to the 

HEDIS_AMM.01 u Effective Continuation Phase Treatment - - Measure 
measurement June 30•• 
year to Oct 31 

Adults 
of measurement 
year. 

May 1 of year 

- Antidepressant Medication Management -
prior to the 

HEDJS_AMM.Ol_SUB u x Effective Continuation Phase Treatment - Measure 
measurement 

July 31" 
year to Oct 31 

Adults by Subpopulation 
of measurement 
year. 

May 1 of year 
prior to the 

HEDIS_AMM.02 u Antidepressant Medication Management -
Measure 

measurement June 30•• 
Effective Acute Phase Treatment- Adults year to Oct 31 

of measurement 
year. 
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Change for Retired 

May 1 of year 

Antidepressant Medication Management -
prior to the 

HEDIS_AMM.02_SUB u x Effective Acute Phase Treatment -Adults by Measure 
measurement 

July 3111 

year to Oct 31 
Subpopulation 

of measurement 
year. 

HEDIS_AMR.A N Asthma Medication Ratio (AMR) Measure CY June 301
h 6/30/2018 

HEDIS_APC u Use of Multiple Concurrent Antipsychotics in 
Measure CY June 301

h 6/30/2017 
Children and Adolescents 

Metabolic Monitoring for Children and 
r 

HEDIS_APM u 
Adolescents on Antipsychotics 

Measure Annually June 301
h 

HEDIS_APP u Use of first-Line Psychosocial Care for 
Measure CY June 301

h 
Children and Adolescents on Antipsychotics 

Use of first-Line Psychosocial Care for 
HEDIS_APP _SUB u x Children and Adolescents on Antipsychotics Measure CY July 31'1 

by Subpopulation 

HEDIS_AWC u Adolescent Well Care Visits Measure CY June 30'h 

HEDIS_BCR.01 R 
Board Certification - Percent of Family 

Measure CY 6/30/2017 
Medicine Physicians 

HEDIS_BCR.02 R 
Board Certification - Percent of Internal 

Measure CY 6/30/2017 
Medicine Physicians 

HEDIS BCR.03 R Board Certification - Percent of Pediatricians Measure CY 6/30/2017 

HEDIS BCR.04 R Board Certification - Percent of OB/GYNs Measure CY 6/30/2017 

HEDIS BCR.OS R Board Certification - Percent of Gerlatricians Measure CY 6/30/2017 

HEDIS_BCR.06 R 
Board Certification - Percent of Other 

Measure CY 6/30/2017 
Physician Specialists 

HEDIS BCS u Breast Cancer Screening -Age 50-74 Measure 2 CY June 301
h 

HEDIS_BCS_SUB u x Breast Cancer Screening -Age 50-74 by 
Measure 2 CY July 31" 

Subpopulation 

HEDIS_CAP u Children and Adolescents' Access To PCP -
Measure CY June 301h 

Age 12 Months -19 Years 

HEDIS_CBP u Controlling High Blood Pressure -Age 18 to 
Measure CY June 30'h 

85 
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HEOIS_ccs u Cervical Cancer Screening...., Age 2~-64 Measure 
See HEDIS 

June 301h 
Specification 

HEDIS_CDC.01 u Comprehensive Diabetes Care - HbAlc 
Measure CY june 301h 

Testing 

HEDIS_CDC.02 u Comprehensive Diabetes Care - HbAlc Poor 
Measure CY June 301h 

Control (>9%) 

HEDIS_COC.Q3 u Comprehensive Diabetes Care - HbAlc 
Measure CY June 3o•h 

Control (<8%) 

HEDIS_CDC.04 u Comprehensive Diabetes Care - HbAlc 
Measure CV June 30th 

Control (<7%) For a Selected Population 

HEDIS_CDC.05 u Comprehensive Diabetes Care - Eye Exam Measure CV June 30th 

HEDIS_CDC.08 u Comprehensive Diabetes Care - Medical 
Measure CY June 301

h 
Attention for Nephropathy 

HEDIS_CDC.10 u Comprehensive Diabetes Care - BP Control 
Measure CY June 30'h 

(<140/90) 

HEDIS_CHL u Chlamydia Screening in Women - Age 16 to 
Measure CV June 30th 

24 

HEDIS CIS.01 u Childhood Immunization Status.- Combo 2 Measure CY June 30th 

HEDIS CIS.02 u Childhood Immunization Status-. Combo 3 Measure CV June 301h 

HEDIS CIS.Q3 u Childhood Immunization Status - Combo 4 Measure CV June 30'" 

HEDIS_CIS.04 u Childhood Immunization Status- Combo 5 Measure CV June 30'" 

HEDIS_CIS.05 u Childhood Immunization Status - Combo 6 Measure " CY June 30
1
" 

HEDIS_ CIS.06 u Childhood Immunization Status - Combo 7 Measure CV June 30
1
" 

HEDIS_CIS.07 u Childhood Immunization Status - Combo 8 Measure CY June 30
1
" 

HEDIS CIS.08 u Childhood Immunization Status- Combo 9 Measure CV June 301
" 

HEDIS_CIS.09 u Childhood Immunization Status - Combo 10 Measure CV June 3o•h 

HEDIS CIS.10 u Childhood Immunization Status - DtaP Measure CY June 30'" 

HEDIS CIS.11 u Childhood Immunization Status - IPV Measure CV June 30'" 

HEDIS CIS.12 u Childhood Immunization Status - MMR Measure CV June 30'h 

HEOIS_CIS.13 u Childhood Immunization Status - HiB Measure CV June 301h 

HEDIS CIS.14 u Childhood Immunization Status - Hepatitis B Measure CV June 301h 

HEDIS_CIS.15 u Childhood Immunization Status -vzv Measure CV June 30'h 

HEDIS_CIS.16 u Childhood Immunization Status -
Measure CV June 30'h 

Pneumococcal Conjugate 
HEDlS_CIS.17 u Childhood Immunization Status - Hepatitis A Measure CY June 30'" 

HEOIS CIS.18 u Childhood. Immunization Status - Rotavirus Measure CV June 30'" 
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HEDIS_CIS.19 u Childhood Immunization Status - Influenza Measure CY June 30
1
" 

July 1 of year 
prior to the 

Appropriate Testing for Children With 
measurement 

HEDIS_CWP u Measure year and ends June 301h 
Pharyngitis 

on Ju.ne 30 of 
measurement 
year. 

Frequency of Ongoing Prenatal Care by 
HEDIS_FPC u Percent of Expected Number of Visits (<21 %, Measure CY June 301

h 

21-40%, 41-60%, 61-80%, >=81%) 
Follow-Up After Emergency Department 

HEDIS_FUA.01 u Visit for Alcohol and Other Drug Measure CY June 30'h 6/30/2017 
Dependence (within 30 days of the ED visit) 
Follow-Up After Emergency Department 

HEDIS_FUA.02 u Visit for Alcohol and Other Drug Measure CY June 301
h 6/30/2017 

Dependence ( within 7 days of the ED visit) 

January 1 

Follow Up After Hospitalization For Mental 
through 

HEDIS_FUH.01 u Measure December 1 of June 30'h 
Illness - 7 days 

measurement 
year 
January 1 

Follow Up After Hospitalization For Mental 
through 

HEDIS_FUH.02 u Measure December 1 of June 30'h 
Illness - 30 days 

measurement 
year 

Follow-Up After Emergency Department 
HEDIS_FUM.01 u Visit for Mental Illness (within 30 days of Measure CY June 301h 6/30/2017 

the ED visit) 
Follow-Up After Emergency Department 

HEDIS_FUM.02 u Visit for Mental Illness (within 7 days of the Measure CY June 301h 6/30/2017 
ED visit.) 

HEDIS_HPV R 
.Human Papillomavirus (HPV) Vaccine for 

Measure CV 6/30/2016 
Female Adolescents 

HEDIS_IET.01 u Initiation & Engagement of Alcohol & Other 
Measure CY June 30'h 

Drug Dependence Treatment: Initiation 
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Initiation & Engagement of Alcohol & Other 
HEDIS_IET.Ol_SUB u x Drug Dependence Treatment: Initiation by Measure CY July 31" 

Subpopulation 

HEDIS_IET.02 u Initiation & Engagement of Alcohol & Other 
Measure CY June 30'h 

Drug Dependence Treatment: Engagement 

Initiation & Engagement of Alcohol & Other 
HEDIS_IET.02_SUB u x Drug Dependence Treatment: Engagement Measure CY July 31•' 

by Subpopulation 

HEDIS_IMA.01 u 
Immunizations for Adolescents -

Measure CY June 30'h 
Combination 1 

HEDIS_IMA.02 u Immunizations for Adolescents -
Measure CY June 301h 

Meningococca I 

HEDIS_IMA.03 u Immunizations for Adolescent - Tdapffd Measure CY June 30'" 

HEDIS_IMA.04 N Immunizations for Adolescent- HPV Measure CY June 30'" 6/30/2017 

HEDIS_LBP u Use of Imaging Studies for Low Back Pain Measure CY June 301h 

HEDIS_MMA.01 u 
Medication Management for People with 

Measure CY June 30'h 
Asthma - At Least 75% of Treatment Period 

HEDIS_MMA.02 u Medication Management for People with 
Measure CY June 3dh 

Asthma - At Least 50% of Treatment Period 

HEDIS_MPM.01 u 
Annual Monitoring for Patients on Persistent 

Measure CY June 30'h 
Medications -Adults -ACE or ARB 

Annual Monitoring for Patients on Persistent 

HEDIS_MPM.Ol_SUB u x Medications -Adults -ACE or ARB by Measure CY July 31.t 

Subpopulation 

HEDIS_MPM.02 u 
Annual Monitoring for Patients on Persistent 

Measure CY June 301h 
~ Medications -Adults - Digoxin 

Annual Monitoring for Patients on Persistent 

HEDIS_MPM.02_SUB u x Medications - Adults - Digoxin by Measure CY July 31'' 
Subpopulation. 

HEDIS_MPM.03 u 
Annual Monitoring for Patients on Persistent 

Measure CY June 30'h 
Medications - Adults - Diu reties 

Annual Monitoring for Patients on Persistent 
HEDIS_MPM.03_SUB u ·x Medications - Adults - Diuretics by Measure CY July 31•• 

Subpopulation 

HEOIS_MPM.04 u 
Annual Monitoring for Patients on Persistent 

Measure CY June 30'h 
Medications -Adults - Total Rate 
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HEOIS_NCQA u MCO Submission of Audited HEDIS Results as 
Measure CY June 30'h 

Submitted to NCQA in NCQA Format 

HEOIS_PCE u Pharmacotherapy Management of COPD 
Measure CY June 30'h 

Exacerbation 

HEDIS_PCE.Ol_SUB u x Pharmacotherapy Management of COPD 
Measure CY July 31" 7/31/2017 

Exacerbation by Subpopulation 

HEOIS_PCE.02_SUB u x Pharmacotherapy Management of COPD 
Measure CY July 31" 7/31/2017 

Exacerbation by Subpopulation 

HEDIS_PPC.01 u 
Prenatal and Postpartum Care - Timeliness 

Measure CY June 30th 
of Prenatal Care 

HEDIS_PPC.02 u Prenatal and Postpartum Care - Postpartum 
Measure CY June 30th 

Care 

HEDIS_SAA u Adherence to Antipsychotics for Individuals 
Measure CY June 301h 

with Schizophrenia -Adults Age 19-64 

HEDIS_SMC u Statin Therapy for Patients with 
Measure Annual June 301h 

Cardiovascular Disease 

HEOIS_SMD u Statin Therapy for Patients with Diabetes Measure Annual June 30th 

HEDIS_SPR R 
Use of Spirometry Testing in the Assessment 

Measure CY 6/30/2017 
and Diagnosis of COPD 

Diabetes Screening for People With 

HEDIS_SSD u Schizophrenia or Bipolar Disorder Who Are Measure CY June 301h 

Using Antipsychotic Medications 

July 1 of year 
prior to the 

Appropriate Treatment for Children With 
measurement 

HEDIS_URI u Measure year and ends June 30'h 
Upper Respiratory Infection 

on June 30 of 
measurement 
year. 

Well-Child Visits in the first 15 Months of 
HEDIS_W15 u Life (0 visits, 1 visit, 2 visits, 3 visits, 4 visits, 5 Measure CY June 30'" 

visits, 6 or more visits) 

HEDIS_W34 u Well-Child Visits in the 3•d, 4•h, s•h, and 6'" 
Measure CY June 3o•h 

Years of Life - Total Population 
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Weight Assessment and Counseling for 

HEDIS_WCC.01 u Nutrition and Physical Activity for 
Measure CY June 30'h 

Children/Adolescents - BMI percentile 
documentation 
Weight Assessment and Counseling for 

HEDIS_WCC.02 u Nutrition and Physical Activity for 
Measure CY June 30'h 

Children/Adolescents - Counseling for 
Nutrition 
Weight Assessment and Counseling for 

HEDIS_WCC.03 u Nutrition and Physical Activity for 
Measure CY June 30'h 

Children/Adolescents -Counseling for 
Physical Activity 
New Member Health Needs Assessment- Four months after 

HNA.01 u Best Effort to Have Member Conduct a Measure Quarterly the end of the 1/31/2017 
Health Needs Self-Assessment quarter 
New Member Health Needs Assessment -

Narrative 
HNA.06 R Barriers to Successful Completion of Health 

Report 
Agreement Year 3/31/2017 

Needs Assessment 

New Member Health Needs Assessment -
4 Months after 

HNA.07 u Member Successfully Completed MCO's Measure Quarter 
end of measure 
data source time 

Health Needs Self-Assessment 
period 

Inpatient Hospital Utilization by Adults for 
4 months after the 

INPASC.03 u x Ambulatory Care Sensitive Conditions by Measure Quarterly 
Subpopulation 

end of the quarter 

Inpatient Hospital Utilization for All 
4 months after the 

INPUTIL.02 u x Conditions Excluding Maternity/Newborns Measure Quarterly 
end of the quarter 

by Subpopulation 

INTEGRITY.01 u Program Integrity Plan Plan N/A Upon revision 

LOCKIN.01 u Pharmacy Lock-in Member Enrollment Log Table Monthly 
30 calendar days 
after end of month 

LOCKIN.03 u Pharmacy Lock-in Activity Summary Table Monthly 
30 calendar days 
after end of month 

MAINTMED.02 u Maintenance Medication Gaps by Age Group Measure Quarterly 
3 months after the 
end of the quarter 
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Managed Care Information System 
MCISPlANS.01 u Contingency Plans (Disast~r Recovery, Plan N/A June 1'' 

Business Continuity, and Security Plan) 

Member Communications: Speed to Answer 
20 calendar days 

MEMCOMM.01 u 
Within 30 Seconds 

Measure Monthly after end of 
reporting period 
20 calendar days 

MEMCOMM.03 u Member Communications: Calls Abandoned Measure Monthly after end of 
reporting period 

Member Communications: Voice Mails 
20 calendar days 

MEMCOMM.05 u 
Returned by Next Business Day 

Measure Monthly after end of 

- reporting period 

Member Communications: Reasons for 
20 calendar days 

MEMCOMM.06 u 
Telephone Inquiries 

Measure Monthly after end of 
reporting period 

Member Communications: New Members 

MEMCOMM.11 R 
Who Had a Successfully Completed New 

Measure Monthly 7/20/2017 
Member Welcome Call or Received at Least 
Three Welcome Call Attempts 

MEMCOMM.12 R 
Member Communications: New Member 

Measure Monthly 7/20/2017 
Welcome Calls 

Medical Loss Ratio Report: NHHPP 

MLR.01 N 
Medically Frail, NHHPP Transitional, 

Table Quarterly 
9 months after the 

6/30/2018 
and for the Medicaid Care end of the quarter 

Management Program 

NEMT.12 u NEMT Requests Delivered by Mode of 
Measure Quarterly 

2 month after end 
Transportation of reporting period 

NEMT Request Authorization Approval Rate 
2 months after 

NEMT.13 u Measure Quarterly end of reporting 
by Mode of Transportation 

period 

NEMT Services Delivered by Type of Medical 
2 months after 

NEMT.15 u Measure Quarterly end of reporting 
Service 

period 
NEMT Scheduled Trip Member Cancellations 2 months after 

NEMT.17 u by Reason for Member Cancellation for Measure Quarterly end of reporting 
Contracted Providers period-
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Perfod Date New or Submission Breakout 
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Non-Emergent Transportation Contracted 2 months after 

NEMT.18 u Transportation & Wheelchair Van Provider Measure Quarterly end of reporting 
Scheduled Trip Results by Outcome period 
Non-Emergent Transportation - Contracted 

2 months after 
NEMT.19 u Transportation & Wheelchair van Provider 

Measure Quarterly end of reporting 
Scheduled Trips (Excluding Rides for 

period 
Methadone Treatment) - Timeliness 

Comprehensive Provider Network and Equal Narrative 
45 days after the 

NETWORK.01 c Semi-annual end of the semi- 2/15/2018 and Timely Access Semi-Annual Filing Report 
annual period 

NETWORK.02 u Corrective Action Plan for Non-Compliance 
Plan N/A As needed 

- With Timely Access Standards 

Plan to Recruit and Maintain Sufficient 
NETWORK.03 u Networks of SUD Service Providers and Plan Agreement Year May 1st S/1/2017 

Member Access 

Corrective Action Plan to Restore Provider 
45 days after the 

NETWORK.10 c 
Network Adequacy 

Plan N/A end of the semi- 2/15/2018 
' annual period 

New Hampshire Hospital Discharges Where 
2 months after the 

NHHDISCHARG E.01 u Members Received Discharge Instruction Measure Quarterly 
end of the quarter 

Sheet 
New Hampshire Hospital Discharges Where 

NHHOISCHARGE.10 u x Patient Had a Visit With a Mental Health 
Measure Quarterly 

4 months after the 
Practitioner Within 7 Calendar Days of end of the quarter 
Discharge by Subpopulation 
New Hampshire Hospital Discharges Where 

NHHDISCHARGE.12 u x Patient Had a Visit With a Mental Health 
Measure Quarterly 

4 months after the 
Practitioner Within 30 Calendar Days of end of the quarter 
Discharge by Subpopulation 
New Hampshire Hospital Discharges With 

NHHDISCHARGE.13 u Discharge Pian Provided to Aftercare 
Measure Quarterly 

4 months after the 
Provider Within 7 Days of Member end of the quarter 
Discharge 
New Hampshire Hospital Discharges - NEW 

NHHDISCHARGE.16 u CMHC Patient Had An Intake Appointment 
Measure Quarterly 

4 months after the 
1/31/2017 With A CMHC Within 7 Calendar Days of / end ofthe quarter 

Discharge 
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Period Date New or Submission 
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New Hampshire Hospital Discharges - MCD 
Two months after 

NHHDISCHARGE.17 u Measure Quarterly the end of the 11/30/2016 
Contacts and Contact Attempts 

data period 

NHHREADMIT.01 R 
New Hampshire Hospital Reductions in 

Plan N/A 6/30/2016 
Readmission Plan 

June 1 of prior 

Readmission to New Hampshire Hospital at 
SFY to June 30 

NHHREADMJT.05 u x Measure of measurement September 1st 
30 days by Subpopulation 

year. A 13 
' month period. 

January 1 of 
prior SFY to June 

NHHREADMJT.06 u )( 
Readmission to New Hampshire Hospital at 

Measure 
30 of 

September 1st 
180 days by Subpopulation measurement 

year.An 18 
month period 

PAYREFORM.01 u Payment Reform Plan .' Plan N/A May 1st 5/1/2017 

PAYREFORM.02 R Payment Reform Annual Report 
Narrative 

Agreement year 9/30/2016 
Report 

PAYREFORM.03 Payment Reform Quarterly Update Report 
Narrative 

Quarterly 
30 days after end u 

Report of reporting period 

PDN.01 R 
Private Duty Nursing: RN-Level Hours 

Measure Monthly 6/30/2017 
Delivered and Billed 

PDN.02 R 
Private Duty Nursing: LPN-Level Hours 

Measure Monthly 6/30/2017 
Delivered and Billed 

Private Duty Nursing: RN-Level Hours 2 months after the 

PDN.04 u Delivered and Billed (replaces monthly Measure Quarterly end of the 
measure) reporting period 
Private Duty Nursing: LPN-Level Hours 2 months after the 

PON.OS u Delivered and Billed (replaces monthly Measure Quarterly end of the 
measure) reporting period 
Priva~e Duty Nursing: Individual Detail for 2 months after the 

PDN.07 u Members Receiving Private Duty Nursing Table - ' Quarterly end of the 
Services reporting period 

Narrative 

PHARMMGT.22 R 
Pharmacy Management Utilizatlon Controls and 

Semi-Annual 3/1/2017 
Summary Semi-Annual Report Analytic 

Report 



Exhibit O - Amendment #08 
NH Medicaid Care Management Quality and Oversight Reporting - 2018 

Requires 
First Date Date of Last 

Reportlns Reference ID 
Chanse Subpopulation Name Type Measure Data (" Standard Due Required for Required 
forZ018 Period Date New or Submission 

Breakout 
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PHARMQl.01 u Pharmacy Quality Improvement Initiative 
Plan Annual Plan September 30th 9/30/17 

Plans 

PHARMQl.02 R 
Pharmacy Quality Improvement Initiatives Narrative 

Annual 9/30/2016 
Annual Summary Report Report 

Pharmacy Quality Improvement Initiatives Narrative 
No Further 

PHARMQl.03 R Semi-Annual Submissions 
Semi-Annual Summary Update Report Report 

Required 
Safety Monitoring - Use of at Least One 

2 months after the 
PHARMQl.08 u High-Risk Medication in ttie Elderly, measure quarterly 

end of the quarter 
Excluding Medicare/Medicaid Dual Enrollees 
Safety Monitoring Prior Authorized Fills for 

2 months after the 
PHARMQl.09 u Opioid Prescriptions With a Dosage Over 100 measure quarterly 

end of the quarter 
mg 
Safety monitoring of psychotropics: 

PHARMQl.10 u polypharmacy; ADHD, antipsychotics (typical 
Table Quarterly 

2 months after the 
and atypical), antidepressants, mood end of the quarter 
stabilizers 
Completion of an Annual Comprehensive No Further 

PHARMQl.11 R Medication Review in Prior Twelve Months measure Annual Submissions 
for Polypharmacy Members Required 
Safety Monitoring - Use of at Least Two 

2 months after the 
PHARMQl.12 u High-Risk Medications in the Elderly, measure quarterly 

end of the quarter 
Excluding Medicare/Medicaid Dual Enrollees 
Polypharmacy Members Offered an Annual 2 months after the 

PHARMQl.13 c Comprehensive Medication Review, by Measure semi-annually end of semi- 2/28/2018 
Completion Status and Age Group annual period 

' 
Pharmacy Utilization Management: Generic 

2 months after the 
PHARMUTLMGT.02 u Drug Utilization Adjusted for Preferred PDL Measure Quarterly 

end of the quarter 
brands 

PHARMUTLMGT.03 u 
Pharmacy Utilization Management: Generic 

Measure Quarterly 
2 months after the 

Drug Substitution end of the quarter 

PHARMUTLMGT.04 u Pharmacy Utilization Management: Generic 
Measure Quarterly 

2 months after the 
Drug Utilization end of the quarter 

PIP.01 u Performance Improvement Project Semi- Narrative 
Semi-Annual 

July 31st and 
Annual Report Report January 31st 

PMP.01 u Program Management Plan Plan N/A August 1st __ 8/1/2016 

POL VPHARM.04 u Polypharmacy: Children >=4 Drugs quarterly 
2 months after the 

measure 
end of the quarter 
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POLYPHARM.05 u Polypharmacy: Adults~ 10 Drugs quarterly 
2 months afteNhe 

measure 
end of the quarter 

Preliminary notice 
within one (1) day 

PRIVACYBREACH.01 u Privacy Breach Notification 
Narrative 

As Needed 
of breach and final 

Report detailed notice 
after MCO 
assessment 

, Provider Communications: Speed to Answer 
20 calendar days 

PROVCOMM.01 u Measure Monthly after end of 
Within 30 Seconds 

reporting period 

20 calendar days 

PROVCOMM.03 u Provider Communications: Calls Abandoned Measure Monthly after end of 
reporting period 

Provider Communications: Voice Mails 
20 calendar days 

PROVCOMM.05 N 
Returned by Next Business Day 

Measure Mopthly after end of 9/30/2017 
re porting period 

Provider Communications: Reasons for 
20 calendar days 

PROVCOMM.06 u 
Telephone Inquiries 

Measure Monthly after end of 
reporting period 

1 month after the 

PROVCOMPLAINT .01 N18 Provider Complaint and Appeals Log Table Quarterly end of the 11/30/2017 
I reporting quarter 

PROVQUAL.01 u MCO Provider Quality Report Card Table N/A Upon request 

Narrative 
Semi-Annual 

PROVSATISFACTION.01 u Provider Satisfaction Survey 
Report 

First Year, Then September 30th 
Annual 

Within 15 calendar 
days of the notice 

Provider Termination Log Table 
As needed or of termination or 

PROVfERM.01 u 
weekly effective date, 

whichever is 
sooner 

2 months after the 
PROVfERM.02 N Provider Termination Report Table Quarterly end of the TBD 

reporting quarter 

PROVfRAINING.01 R Provider Training Annual Report 
Narrative 

Agreement Vear 9/30/2016 
Report 
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PROVTRAINING.03 u 
Community Mental i'.Jealth Center Staff 

Plan N/A April 1st 
Training Plan 

PROVTRAINING.04 R 
Community Mental Health Center Staff Narrative 

Agreement Vear 9/30/2016 
Training Annual Report Report 

Quality Assessment and Performance 
Narrative 

QAPl.01 c Improvement (QAPI) Annual Evaluation 
Report 

Annual September 30th 9/30/2017 
Report 
Quality Assessment and Performance 

Narrative 
QAPl.02 c Improvement (QAPI) Semi-Annual Update 

Repart 
Semi-Annual March 31st 3/31/2018 

Report 
Quality Assessment and Performance 

QAPl.03 ' c Improvement (QAPI) Annual Program Plan Annual December 31st 12/31/2017 
Description and Annual Work Plan 
Medical Service, Equipment and Supply 

2 months after the 
SERVICEAUTH.01 u Service Authorization Timely Determination Measure Quarterly 

end of the quarter 
Rate: Urgent Requests 
Medical Service, Equipment and Supply 

2 months after the 
SERVICEAUTH.02 u Service Authorization Timely Determination Measure Quarterly 

end of the quarter 
Rate: Continued/Extended Urgent Services 
Medical Service, Equipment and Supply 
Service Authorization Timely (14 Day) 

2 months afterthe 
SERVICEAUTH .03 u Determination Rate: New Routine Requests Measure Quarterly 

end of the quarter 
(excludes NEMT and Complex Diagnostic 
Radiology) 

SERVICEAUTH .04 u 
Pharmacy Service Authorization Timely 

Measure Quarterly 
2 months after the 

Determination Rate end of the quarter 

Service Authorization Determination 
2 months after the 

SERVICEAUTH .05 u ~m~~~~~re~e~~~~-~~ Table Quarterly 
1915B Waiver, and Total Population 

end of the quarter 

SERVICEAUTH.06 u Service Authorization Denial Detail Log Table Quarterly 
2 m_onths after the 
end of the quarter 

Medical Service, Equipment and Supply 

SERVICEAUTH.08 
Service Authorization Timely Determination 

Measure Quarterly 
2 months after the 

u Rate: New Routine Requests That Were end of the quarter 
Extended 
Number of Pharmacy Prior Authorizations 

2 months after the 
SERVICEAUTH.09 u Stratified By Behavioral Health and Other Measure quarterly 

end of the quarter 
Drugs 
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Complex Diagnostic Radiology Authorization 
2 months after the 

SERVICEAUTH.12 u Timely (2 Day) Determination Rate: Routine Measure Quarterly 
end of the quarter 

Requests 
Medical Service, Equipment and Supply Post 

2 months after the 
SERVICEAUTH .13 u Delivery Service Authorization Timely (30 Measure Quarterly 

end of the quarter 
Day) Determination Rate 

STAFFINGPLAN.01 c MCO Staffing Contingency Plan Plan Annually August 1 8/1/2017 

Substance Use Disorder and Substance 

SUD.01 u Misuse Services: Percent of Population 
Measure Quarterly 

4 months after the 
Using Any SUDSM Specific Service, by Age end of the quarter 

- Group 
Substance Use Disorder and Substance 

SUD.02 u Misuse Services: Percent of Population 
Measure Quarterly 

4 months after the 
Using One or More Opioid Treatment Center end of the quarter 
Services, by Age Group 
Substance Use Disorder and Substance 

SUD.03 u Misuse Services: Percent of Population 
Measure Quarterly 

4 months after the 
Using Buprenorphine Through Point of end of the quarter 
Service Pharmacy, by Age Group 

Substance Use Disorder and Substance 

SUD.04 u Misuse Services: Percent of Population 
Measure Quarterly 

4 months after the 
Using General Acute Care Inpatient Hospital end of the quarter 
Withdrawal Services, by Age Group 
Substance Use Disorder and Substance 
Misuse Services: Percent of Population 4 months after the 

SUD.06 u Using Outpatient Non-Facility individual, Measure Quarterly end of the 
Family, or Group SUDSM Counseling Service, calendar quarter 
by Age Group 
Substance Use Disorder and Substance 
Misuse Services: Average Number of 4 months after the 

SUD.07 u Outpatient Non-Facility Individual, Family, or Measure Quarterly end of the 
Group SUDSM Counseling Services Used Per calendar quarter 
Service User, By Age Group 

Substance Use Disorder and Substance 

SUD.OB R 
Misuse Services: Average Number of Opioid 

Measure Quarterly 10/31/2017 
Treatment Center Services Used Per Service 
User, by Age Group 
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Substance Use Disorder and Substance 
Misuse Services: Average Number of Day's 

SUD.09 R Supply of BuprenorphineThrough a Point of Measure Quarterly 10/31/2017 
Service Pharmacy Per Buprenorphine User, 
by Age Group ' 

Substance Use Disorder and Substance 
4 months after the 

SUD.10 u ·Misuse Services: Percent of Population 
Measure Quarterly end of the 

Using Partial Hospitalization for SUDSM, by 
Age Group 

calendar quarter 

Substance Use Disorder and Substance 
4 months after the 

SUD.11 u Misuse Services: Average Number of Partial 
Measure Quarterly end of the 

Hospitalizations for SUDSM Services Used 
calendar quarter 

Per Service User, by Age Group 

Substance Use Disorder and Substance 
4 months after the 

SUD.12 u 
Misuse Services: Percent of Population 

Measure Quarterly end of the 
Using Intensive Outpatient Treatment for 
SUDSM, by Age Group 

calendar quarter 

Substance Use Disorder and Substance 
Misuse Services: Average Number of 4 months after the 

SUD.13 u Intensive Outpatient Treatment Services for Measure Quarterly end of the 
SUDSM Using Specific Service Per Member calendar quarter 
Per Month, by Age Group 

Substance Use Disorder and Substance 
Misuse Services: Average Number of General 4 months after the 

SUD.14 u Acute Care Inpatient Hospital Withdrawal Measure Quarterly end of the 
Services Used Per Service User, by Age calendar quarter 
Group 
Substance Use Disorder and Substance 

4 months after the 
SUD.15 u 

Misuse Services: Percent of Population 
Measure Quarterly end of the 

Using SUDSM Rehabilitation Facility Service, 
calendar quarter 

by Age Grouf> 
Substance Use Disorder and Substance 

4 months after the 
SUD.16 u Misuse Services: Average Number of SUDSM 

Measure Quarterly end of the 
' Rehabilitation Facility Services Used Per 

calendar quarter 
Service User, by Age Group 
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Substance Use Disorder and Substance 
Misuse Services: Percent of Population 4 months after the 

SUD.17 u Using Outpatient Crisis Intervention Services Measure Quarterly end of the 
'L 

(in Provider Office or Community) for calendar quarter 
SUDSM, by Age Group 
Substance Use Disorder and Substance 
Misuse Services: Average Number of 4 months after the 

SUD.18 u Outpatient Crisis Intervention Services (In Measure Quarterly end of the 
Provider Office or Community) for SU DSM calendar quarter 
Used Per Service User, by Age Group 

, Substance Use Disorder and Substance 
4 months after the 

SUD.19 u x Misuse ED Use: Rate of ED Use for 
Measure Quarterly end of the 

Substance Abuse Disorder Diagnoses per 
Member per Month by Subpopulation 

calendar quarter 

Substance Use Disorder and Substance 
Misuse ED Use: Rate of ED Visits for 4 months after the 

SUD.20 u Substance Abuse Disorder and Substance Measure Quarterly end of the 
Misuse Diagnoses per 1,000 Member calendar quarter 
Months, by Age Group 

Substance Use Disorder and Substance 
Misuse ED Use: Rate of ED Visits for 

4 months after the 
SUD.21 u 

Substance Use Disorder and Substance 
Measure Quarterly end of the 

Misuse Diagnoses for the Population Using 
Any SUDSM Service Per 1,000 Member 

calendar quarter 

Months, by Age Group 
Substance Use Disorder and Substance 
Misuse ED Use: Rate of ED Use for Any 4 months after the 

SUD.22 u Diagnosis (SUDSM or Other) for Members Measure Quarterly end of the 
Using Any SUDSM Service in Quarter per calendar quarter 
Member per Month by Age Group 

TERMINATIONPl.AN.01 u MCO Termination Plan Plan N/A As needed 

TIMELYNOTICE.02 u Timeliness of Notice Delivery: Standard 
Measure Quarterly 

2 months after the 
Service Authorization Denial end of the quarter 

TIMELYNOTICE.03 u 
Timeliness of No!ice Delivery: Standard 

Measure Quarterly 
2 months after the 

Service Authorization Denial With Extension end of the quarter 

TIMELYNOTICE.04 u Timeliness of Notice Delivery: Expedited 
Measure Quarterly 

2 months after the 
Process end of the quarter 



Exhibit 0- Amendment #08 
NH Medicaid Care Management Quality and Oversight Reporting - 2018 

'-

Requires 
First Date Date of last 

Change Measure Data Standard Due Required for Required 
Reporting Reference ID 

for2018 
Subpopulation Name Type 

Period Date New or submission 
Breakout 

Change for Retired 

TPLCOB.01 u Coordination of Benefits: Costs Avoided Table Quarterly 
2 months after the 
end of the quarter 

TPLCOB.02 u Coordination of Benefits: Medical Costs 
Table Quarterly 

2 months after the 
Recovered Claim log end of-the quarter 

TPLCOB.03 u Coordination of Benefits: Pharmacy Costs 
Table Quarterly 

2 months after the 
Recovered Claim Log end of the quarter 

Measures to Support 1115 Transformation 
TRANSFORM.XX u Waiver Monitoring (Specifics TBD; measures Measure N/A TBO 

will be claims, survey, & operations based) 

UMSUMMARY.02 R 
Utilization Management Impact Annual Narrative 

Agreement Year September 30th 9/30/2016 
Report Report 



Jeffrey A. Meyers 
Commissioner 

Debo1ah H. Fournier 
Medicaid Director 

STATE OF NEW HAMPSHIRE 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 

OFFICE OF MEDICAID SERVICES 

129 PLEASANT STREET, CONCORD, NH 03301-3857 
603-271-9422 1-800-852-3345 Ext. 9422 

Fax: 603-271-8431 TDD Access: 1-800-735-2964 www.dhhs.nh.gov 

September 28, 2016 

Her Excellency, Governor Margaret Wood Hassan 
and the Honorable Council 

G&C Apprcivt.d 

~le~~-----State House 
Concord, NH 03301 

k.df. \:tf\ 
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 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 SFY .2017 price limitation of $672,617,075 and adds a SFY 
2018 price limitation of $672,617,075 to the contracts for a cumulative contract value of 
$2,957,756, 199.08 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 2017 and are anticipated to be available in SFY 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 SFY 2018 rates prior to the beginning of SFY 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 (ltE1m #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% Fe.deral and 50% General Funds for the currently eligible Medicaid 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. 

Fund Name and Account SFY13 SFY14 SFY15 I SFY16 SFY17 SFY18 Total 
Number 
Medicaid Care Mgmt: 010- so $250,000.000.00 $460.000,000.00 $490,897. 701.00 $5.38.601,671.35 $538.601.671.35 $2,278.101.043.70 
047-79480000-101 
New Hampshire Health so ro.oo s 193.000 .000.00 $218,624.34 7 .94 5134.015.403.72 $134,015,403.72 $679,655, 155.38 
Protection Program: 010· 
047 -3099-102 .. 

Total so $250.000,000.00 $653.000.000.00 $709,522 048.94 $672,617,075.17 $672.617,075.17 $2,957,756.199.08 
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EXPLANATION 

The purpose of this amendment is to extend the existing indiv~dual agreements wifh-the -state'_s_ -
tvVo 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 seiVices 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 20-13, 
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_ in¢ividuals are required· to obtain their health care coverage through the 
Medicaid Care Manc~gement 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 be 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 state 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 take 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 served. 

There are no changes to the capitation rates listed in Exhibit B. Exhibit 0 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 increase 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 2018 payments to 
be made in 2019. 

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 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 b.elow 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 Premium 
Assistance Program Demonstration. 

Respectfully submitted, 

Deborah Fournier 
Medicaid Director 

~ved: 

The Department of Hea(th and H1wwn Sert'ices 'Jfission is to join communities and families 
in prot'iding opportunities for citizens to achiffe /zm/th ond independence. 



STATE OF NEW HAMPSHIRE 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 

OFFICE OF MEDICAID BUSINESS AND POLICY 

Jeffrey A. Meyeis 
Commissioner 

129 PLEASANT STREET. CONCORD. NH 03301-3857 
603·271 ·9422 1 ·800·852·3345 Ext. 9422 

l'ax: 603·271 ·8431 TDD Access; 1 ·800-735·2964 www.dhhs.nh.gov 

Kathleen A. Dunn 
Associate Commissioner 

Medicaid Director 

June 14, 2016 

Her Excellency, Governor Margaret Wood Hassan 
and the Honorable Executive Council 

State House 
Concord, NH 03301. 

REQUESTED ACTION 

Authorize the Department of Health and Human Services to amend existing individual 
agreements retroactively and prospectively 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 new substance 
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 

1 

b. Adjust rates to reflect certain high cost drugs that will be managed by the Medicaid 
Pharmacy Benefit 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. Th~se amendments make 
no changes to the SFY 2016 price limitation of $709,522,049 and add a SFY 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. 

Governor and Executive Council approved the original agreements on May 9, 2012 (Item #54A) 
and then approved subsequent amendments on June 19, 2013 (Item #07A), February 12, 2014 (Item 
#25), April 9, 2014 (Item #44), June 18, 2014 (Item #05A). 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), and March 9, 2016 (Item #10A). 100% Federal Funds for the 
New Hampshire Health Protection Program, 50% Federal and 50% General Funds for the currently 
eligible Medicaid population. 

fund -...i Amxmt Number 5fY13 5Ff14 SFfl!i Ra'llHdSFfUi 51"117 Taul 

Mldiat d C.ro fo'gmt: 010-047· 794ltfXIO. -
101 so S2SO 000 000.00 S4EO 000 000.00 5490.1397, 70LOO $538 60l671.3S Sl.739.499,372.35 
New Hampshir1 Health Protution 

Pro•rom: 010-D47-309!J.102 so $0.00 $193 rm 000.00 $219 624,347.94 $134,015,403.72 S545,639, 7SL66 

TOTAl so $250 000,000.00 $653 000,000.00 $709,522,048.94 $672,617,075.117 $2,2&5.139 124.0L 

EXPLANATION 

The purpose of these amendments to amend retroactively and prospectively the existing 
individual 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 prospectively from July 1, 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 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 Benefit Manager. The adjustments are reflective 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 removal of Hepatitis C medications, hemophilia and other high 
cost medications like Carbaglu and Ravicti for managing high blood ammonia levels. 

The Department commenced the Medicaid Care Management Program in December 2013, 
providing acute care medical services primarily to low income children and adults, 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. 

These amendments: 
• Incorporate a new rate structure for the New Hampshire Health Protection Program 

Transitional Population. This structure reflects the provision of health care coverage to 
individuals 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 B 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 children, 
children in foster care, elderly and disabled adults, and dual eligible individuals; rates specific 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 Independence) 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 0 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 0, 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 #1 OA Governor and Council submission has been attached to this 
request as background information. Please note that only one copy of Exhibit A and Exhibit 0 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 
financial 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, 

~~ 
Commissioner 

The Department of Health and Human Serr;ices' Mission is to join communities and families 
in providing opportunities for citizens to achieve health and independence. 



STATE OF NEW HAMPSHIRE 

DEPARTMENT Of HEALTH ANO HUMAN SERVICES 

OFFICE OF MEDICAID BUSINESS AND .POLICY 

129 PLEASANT STREET, CONCORD. NH 03301 ·3857 
603-271-9422 1-800-852-3345 flit. 9422 

Fax: 603-271-8431 TOO Accen: 1-800-735-2964 www.dhhs.nh.gov 

February 22, 2016 

He~'Excellen , Governor Margaret Wood Hassan 
and the Ho orable Executive Council 

G&C A~nnroved ·I"' r . 

03te_J_L9+-/IG,.. __ State House 
Concord •. NH 03301 

1tGm ~--+-IOl.L--L--,A,__ __ 
REQUESTED ACTION 

Autho ze the Department of Health and Human Services to amend existing individual 
agreements ith the state's two managed care health plans, Granite State Health Plan, dlbfa New 
Hampshire H althy Families, 264 South River Road, Bedford, NH 03110 and Boston Medical Center 
HealthNet Pia , dlb/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 for the inclusion of increased 
private duty nursing services, through June 30, 2016, as described in Exhibit 8 -
Amendment #11. The new rate structure provides increased capitation payment rates to 
reflect this additional cost; and to 

{ii) Ensure increased access to private duty nursing services is being achieved through data 
reporting specific to this service need. 

These agreements, if approved, would be effective April 1, 2016, upon approval of the Governor 
and Council. hrough June 30, 2017. These amendments increase the SFY 2016 price limitation by 
$623,698 froj $708,898,351 to $709,522,049 for a cumulative contract value of $1,612,522,049 for all 
Medicaid Car Management contracts, subject to the approval of the Governor and Executive Council 
and subject to the continued availability and continued appropriation of funds. 
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Governor and Executive Council approved the original agreements on May 9, 2012 (Item #54A) 
and then app oved subsequent amendments on June 19, 2013 (Item #67A), February 12, 2014 (Item 
#25), April 9, t2014 (Item #44), June 18, 2014 (Item #65A), July 16, 2014 (late Item "A"), December 23, 
2014 (Item# 1), June 24, 2015 (Item #30), August 5, 2015 (Tabled Item #A), December 16. 2015 (late 
Item #A3), a1 d January 27, 2016 (Item #78). 100% Federal Funds for the New Hampshire Health 
Protection P ogram, 50% Federal and 50% General Funds for the currently eligible Medicaid 
population. 

Fund Name and Ace )Unt Number SFYll SFY14 SFY1S 

SFV16 

Increase 

Sl'Y IS (Decrease) Revlstd SFYlS Total 

Medicaid c~re Mam: 01G-G47·'1948aXD-101 SO $250,000,000 $460,CXX>,CXXl $490,274,003 $623,69S $490,897,701 $1,200,897,701 
New Himpshirr He ~ti\ Prolec:!ion Program: 
01().047-3Cm-102 so SO S193,000,CXXl $218,624,348 so $218,62,,348 $411,624,348 

TOTAL so $250,000,000 $653,000,000 $708,898,351 $623,698 $709,522,049 $1,612,522,049. 

EXPLANATION 

The p..irpose of these amendments with the two managed care health plans is to amend 
services thro~gh June 30, 2017, and to amend associated capitation rates through June 30, 2016, 
effective Febl uary 1, 2016. The original agreements were competitively bid. 

The C epartment commenced the Medicaid Care Management Program in December 2013, 
providing acu1e care medical services primarily to low income children and adults, pregnant women, 
newborns, ar:~ those receiving breast and cervical cancer treatments. While not all Medicaid-eligible 
individuals ar ~ required to obtain their health care coverage through the Medicaid Care Management 
Program, at tie present time, approximately 123,000 individuals receive their health care through this 
program. 

These amendments: 
• Incorporate improved pediatric nursing salary rates, with rate reimbursement increases 

depending on nursing level and time of day by acuity, for skilled nurses during the day, 
night. and weekends into the capitated payment model; 

• Incorporate a competitive level of compensation for intensive nursing skills for acute 
care in the home into the capitated payment model· and 

• i Support the effectiveness of the above changes to capitated payments through the 
inclusion of additional reporting requirements. 

These amendments serve to strengthen the network of available providers to m'eet the complex 
health care n eds of those needing skilled nursing services in the home, and those requiring intensive 
nursing servi s in the home. · 

Exhibi B to the Agreement reflects the adjusted capitated rate information through June 30, 
2016. The ra es are identified by subsets of the Medicaid population that participate in the health plan. 
These includ : acute care medical services rates for ten subsets. such as low income children, 
children in f ster care, elderly and disabled adults, and dual eligible individuals; rates specific to 
Behavioral H alth services; the Medically Frail; and Step I acute care medical services only rates for 
four populati ns -- nurstf) :BP~! (~sidents .. , sommunity (Choices for Independence) re~idents, 
development lly disabled persons. and personsl.Jnth acquired brain disorders. Rate cell categories and 

: . : I ; , .. . '.: , . , -· . 
•. ,-: .:J; 11 ..::•.• ..:. •:J di: 
: •rl ·JIJ -J L'.1: s · ...J . • _ ... 
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their subsets re based on age and eligibility categories, and reflect the Department's emphasis on 
establishing r le categories determined cm a whole person approach to hea\\h care. 

Exhibi~ 0 to the Agreement pertaini~g to quality measures has also been revised to ensure that 
the Departmert has in place the most appropriate quality metrics for all persons receiving services. 
The revi_sed v~rsion of Exhibit 0 includes specific quality. metrics for the full inclusion of private duty 
nursing serviles, and for assuring network adequacy in meeting this service demand. As the 
Department ~/ntinues to phase in or adjust services provided under the managed care health plans, 
Exhibit 0, as1 well as other sections of the agreement, will continue to be revised to reflect best 
practices tha ensure the protection and rights of New Hampshire's citizens receiving Medicaid 
services. 

There re no changes to the information technology components of these Agreements. As a 
result, an app oval letter from the Department of lnfonnation Technology's Chief Information Officer is 
not included, nd the Department has instead provided written notification of the amendment to the 
Chief lnforma on Officer for his records. 

of funds: Federal financial participation rates for the currently eligible population will be 
50% federal nds as appropriated by Congress for the entire period of this amendment. Federal 
financial parti ipation rates for the New Hampshire Health Protection services be 100% federal funds 
as appropriat d by Congress for the entire period of this Amendment. 

In the vent that Federal funds become no longer available or are decreased below the 100% 
FFP level for he New Hampshire Health Protection population, as provided under the New Hampshire 
Health Protec ion Act, General Funds will not be requested to support this program and the medical 
services for th new adult population would end within 90 days. 

Approved by: 

Respectfully submitted, 

'i~hk<U?~ 
Kathleen A. Dunn, MPH 
A ociate Commissioner 

flreyA.~ 
Commissioner 

The partmen.t of Health. an.d Human. Sen·ices' Mission. is to join communities and families 
in providing opportunities for citizens to ach.ie1Je health and in.depend1m.ce. 



STATE OF NEW HAMPSHIRE 

DEPARTMENT OF HEALTH ANO HUMAN SERVICES 

OFFICE OF MEDICAID BUSINESS AND POLICY 
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'03-27M'22 1 ·800·152·3.'W5 Exl. 9•22 
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January 20, 2016 

Her ExceU cy, Governor Margaret Wood Hassan 
,_.. e;, c· A''"'~p,,..oved \.;:h. .. -<. .. . i--' . . ! 

and the norable Executive Council 

~te _ _;_Jd2//i_:,.._G -State Hous 
Caicord, N 03301 

Item #.~ _ I 0 

J 
REQUESTED ACTION 

Au orize the Department of Health and Human Services to amend existing individual 
agreemen with the state's two managed care health plans, Granite State Health Plan, dlbla New 
Hampshire ealthy Families, 264 South River Road, Bedford, NH 03110 and Boston Medical Center 
HealthNet Ian, d/b/a Well Sense Health Plan, 2 Copley Place, Suite 600, Boston, MA 02116, in order 
to: 

(i) Adjust rates to renect the actuarially certified rate structure for the full inclusion of 
behavioral health services, through June 30, 2016, as described in Exhibit B -
Amendment #10. The new rate structure provides supplemental capitation payment 

, rates to reflect the cost abo!Je the base rates for all covered services (not only for 
enhanced behavioral health services). including hospital inpatient. hospital outpatient, 
professional, pharmacy, and other covered services; 

(ii) Removes the requirement for the Managed Care Organizations to process payments, on 
an administrative services level, to Community Mental Health Centerli who provided 
behavioral health services under the Agreements on a fee for service basis; and 

(iii) Ensure increased capacity among the Communjty Mental Health Centers is achieved to 

L fulfill the Managed Ci!r.e Flan's network adequacy requirements. 

The agreemen1s, if approved, would be effective February 1, 2016, upon approval of the 
Governor a d Council, through June 30, 2017. These amendments decrease the SFY 2016 price 
limitation $5,041,533 from $713, 939,884 to $708,898,351 for a c'-!mulative contract value of 
$1,611,898, 51 for alt Medica_id Care Management contracts, subject to the approval of the Govemor 
and Execuf e Council and subject to the continued availability and continued appropriation of fUnds. 
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Go emor and Executive Council approved the original agreements on May 9, 2012 (Item #54A) 
and then a proved subsequent amendments on June 19, 2013 (Item #67A), February 12, 2014 (Item 
#25), April , 2014 (Item #44), June 18, 2014 (Item #65A), July 16, 2014 (Late Item "A"), December 23, 
-2014 (11em #11), June 24, 2015 (Item #30), August 5, 2015 (Tabled Item #A), and December 16; 2015 
(Late Item A3). 100% Federal Funds for the New Hampshire Health Protection Program, 50% Federal 
and 50°.4 neral Funds tor the currently eligible Medicaid population. 

SMI 

1ncrew 
!EYU SfY14 5fY1S SFYtli 

: EXPLANATION 

The~t.tpose of these amendments with the two managed care health plans is to amend 
services though June 30, 2017, and to amend associated capitation rates through June 30, 2016, 
effective F ary 1, 2016. The original agreements were competitively bid. 

The Department commenced the Medicaid Care Management Program in December 2013, 
providing a te care medical services primarily to low inco_me children and adults. pregnant women, 
newborns, nd those receiving breast and cervical cancer treatments. While not all Medicaid-eligible 
individuals re required to obtain their health care coverage through the Medicaid Care Management 
Program, the present time, approximately 123,000 individuals receive their heaHh care through this 
program. 

The e amendments: 

Fully incorporate a robust array of behavioral health services in a capitated paymeor 
model; 
Improve care coordination between primary care and Community Mental Heatth Center 
providers; 
Support the implementation of Medicaid-funded services 'described in the Class Action 
Settlement Agreement in the case of Amanda 0. et al. 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 tor RestoratiOn;" 
and ensures the Medicaid Managed Care health plans work collaboratively with the 
Department in its various efforts to improve the State's mental health system; and 
Ensures that regionally based crisis lines and emergency services are in P'ace 24 hours 
a day, 7 days a week for individuals in crisis. 1 



Her Excell ncy, Governor Margaret Wood Hassan 
and the onorable Executive Council 

Page 3of 

Th se amendments also serve to strengthen the netWork of available providers to meet the 
complex Ith care needs of individuals accessing the State's mental health system. The Agreements 
require the Managed Care Organizations to enter into binding provider agreements with the Community 
Mental H alth Centers. In the event that a Managed Care Organization is unsuccessfUI in 
demonstra ·ng that network adequacy requirements are met, the respective Agreement, as amended by 
the Gove or and Executive Council on December 16, 2015, will' remain in effect until the first of the 
month the network adequacy requirement is met This contingency ensures that increased 
capitated yment rates are not implemented until the Managed Care Organization demonstrates it has 
the capac' to provide the behavioral health services incorporated into its respective Agreement. 

Ad itionaBy, these amendments lower the threshold for which a prior authorization will be 
required to prescribe Morphine Equivalent Doses of opioids for plan participants, and strengthens care 
coordinatio requiremeris for individuals diagnosed with substance use disorder dependence and all 
infants wit a diagnosis of neonatal addiction syndrome. 

Ex bit B to the Agreement reflects the adjusted capitated rate infonnation through June 30, 
2016. The rates are identified by subsets of the Medicaid population that participate in the health plan. 
These incl e: acute care medical services rates for ten subsets, such as low income .children, 
children in foster care, elder1y and disabled adults, and dual eligible individuals; rates specific to 
BehaVioral Health services; the Medically Frail; and Step I acute care medical services only rates tor 
four popul lions - nursing home residents, community (Choices for Independence) residents, 
deve19prne tally disabled persons, and persons with acquired brain disorders. Rate cell categories and 
their subs s are based on age and eligibility categories, and reflect the Department's emphasis on 
establishin rate categories determined on a whole person approach to health care. 

E:xh bit 0 to the Agreement pertaining to quality measures has also been reviSed to ensure that 
!he Depa ent has in place the mos~ appropriate quality metrics for all persons receiving services. 
The revise version of Exhibit 0 indudes specific quality metrics for the full inclusion of behavioral 
health se ces, and for assuring network adequacy within the Community Mental Health system. As 
the Depa ent continues to phase in or adjust services provided under the managed care health 
plans, Exhi ·t 0, as well as other sections of the agreement, will continue to be revised to reflect best 
r:ractices at ensure the protection and rights of New Hampshire's citizens receiving Medicaid 
services. 

are no changes to the infomiation technology components Of these Agreements. As a 
resutt, an proval letter from the Department of Information Technology's Chief Information Officer is 
not indude , and the Department has Instead provided written notification of the amendment to the 
Chief Info atiori Officer for his records. · 

u ce of f : Federal financial partidpation rates for the currently eligible population will be 
50% feder I funds as appropriated by Congress for the entire period of this amendment. Federal 
financial 'cipation rates for the New Hampshire Health Protection services be 100% federal funds 
as appropri ted by Congress for the entire period of this Amendment. -
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Int e event that Federal funds become no longer available or are decreased below the 100% 
FFP level r the New Hampshire Health Protection population, as provided under the New Hampshire 
Health Pro ection Act, General Funds will not be requested to support this program and the medical 
services fo the new adult pop.Jlation would end within 90 days. 

Approved by: 

Respectfully submitted, 

Kathleen A. Dunn, MPH 
Associate Commissioner 

)(£,,,'.~ 
'i':?lmmissioner 

Th Department of Health. and Human Seruices' Mission is 10 join com.m.unilits and fam.ilus 
in prouidins opportunities for citizens to achieue health and independence. 
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DEPARTMENT OF HEALTH ANO HUMAN SERVtCES 

OFFICE OF MEDICAID BUSINESS ANO POLICY 

129 PLEASANT STUEf, CONCOllO, NH 03301 ·3857 
~-271-9422 1-800·852-»U Ext. 9"422 

Pax: '03·271 ·8'31 TOD Acceu: I ·ll00·7l5·29U www.dhhs.nh.gcv 

Her Excei·ency, Governor Margaret Wood Hassan 
and the Honorable Executive Council 

State Ho e 
Concord, H 03301 , 

December 14, 2015 

G&C Approved 

Dote __ /~.,__{ 10_lis __ I 

REQUESTED ACTION 
uem t:-__ l;_tJ_Te~-~:L::...;_:(l_;.;ll,¥'\..~fl..i.,,i.,,L,. 

A~orize the Department of Health and Human Services to amend existing individual 
agreeme s with the state's two managed care health plans, Granite State Health Plan, d/b/a New 
Hampshir Healthy Families, 264 South River Road, Bedford, NH 03110 and Boston Medical Center 
HealthNe Plan, d/b/a Well Sense Health Plan, 2 Copley Place, Suite 600, Boston, MA 02116, in order 
~ ! . . 

(i): Limit the New Hampshire Health Protection Program population, that is currently 
j covered in managed care medical services, to include only those individuals who are 
! "MedicaDy Frail" and choose to participate in the New Hampshire Health Protection 
\ Program Alternative Benefit Plan. 

(ii)! Adjust rates to reflect the actuarially certified rate structure for the inclusion of the 
Medically Frail population, through June 30, 2016, as described in Exhibit 8 -
Amendment #9. 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 Council, is restated in Exhibit 8; and 

(iiil 

I 

Revise the targeted implementation date for phasing into the Care Management 
program Step II waiver services for those persons receiving nursing facility care services 
and for those persons on the Choices for Independence Waiver. 

T~se agreements. if approved, would be effective January 1, 2016. upon approval of the 
Governor and CO\Jncil, through June 30, 2017. These amendments decrease the SFY 2016 price 

.limitation y $12,370,652 from $726,310,536 to $713,939,884 for a cumulative contract value of 
$1,616,9 ,884 for all Medicaid Care Management contracts, subject to the appr~val of the Govemor 
and Exec ·ve Council and subject to the continued availability and continued appropriation of funds. 

. . 



Her Excellen~y, Governor Margaret Wood Hassan 
and the Hoporable Executive Council 

Page 2 of 4 : 

Gove or and Executive Council approved the original agreements on May 9, 2012 (Item #54A) 
and then ap oved 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), and August 5, 2015 (Tabled Item #A}. 100% Federal 
Funds fort NeN Hampshire Health Protection Program, 50% Federal and 50% General Funds for the 
wrently elig le Medicaid population. 

SFY16 
fund Namuncl A caunt Numller SFY13 SFY14 SFY15 SFYI& Increase RavbtdSFY16 Toti! 

llediaid ~ Mil lit: om.o.1. 794800.J).101 ' so $250,o:xl,O:X $.l.60,CIXl,CJXI $495,315,536 Sil $e,31S,536 $UJS,315.9i 
NewMampshlrt .. alth Protection ProgAm: 
011Hl47·3a5-102 $0 ~ $193, IXXl,lm $2Xl,995,cm ($12,370,6521 $218.62<l,3"C8 $411,624,348 

TOTAL $(J SZSO,roJ,CXXl $653,IXXl,ax: $726,310,536 ($11.li'0,652) $7.13,9l9,884 $],616, 939,881 

EXPLANATION 

The urpose of these amendments with the two managed care health plans is to amend 
services thl' ugh June 30, 2017, and to amend associated capitation rates through June 30, 2016, 
effective Jan ary 1, 2016. The original agreements were competitively bid. 

The partment commenced the Medicaid Care Management Program in December 2013, 
providing a e care medical services primarily to low income children and adults, pregnant women, 
newborns, a d those receiving breast and cervical cancer treatments. While not all Medicaid-eligible 
individuals a e required to obtain their health care coverage thro~gh the Medicaid Care Management 
Program, at the present time, approximately 123,000 individuals do. Additionally, over 45,000 
individuals celve coverage through the managed care health plans under the New Hampshire Health 
Protection at 100% federal cost through December 31, 2016. 

Con1111tent with legislative intent under the New Hampshire Health Protection Act, New 
Hampshire ealth Protection Program participants initially began receiving health care coverage and 
services thr h a bridge - the managed care health plans addressed in this request. This health care 
bridge is se to remain in place until alternative benefit plans are made available through commercial 
instJrers in 16. Beginning January 1, 2016, individuals receiving health care coverage pursuant to 
the New H mpshire He~lth Protection Act will instead receive coverage under the Marketplace 
Premium !stance Program, effectively ending the need for a bridge to the managed care health 
plans. A ingly, the managed care health plan agreements' scope carves these individuals out of 
the manag care contrads beginning January 1, 201.6. 

Simil rly, legislative intent addressed the unique and complex health care needs of Medically 
Frail individ als eligible for participation in the New Hampshire Health Protection Program. These 
individuals e not required to receive their health care coverage through the managed care program. 
As such, m y enrolled in the more iraditional Medicaid fee-for-service model. However, with the New 
Hampshire eallh Protection Program's population soon moving to commercial insurance coverage, 
the Depa nt negotiated amendments to the managed care contracts to ensure that the Medically 
Frail still ha.,je access to the managed care health plans through an •opt in" provision. The Department 
anticipates flat up to 5,000 Medically Frail individuals, within the New Hampshire Health Protection 
Program's eligible population, will choose to "opt in" to the managed care health plan. 

! 
' 
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. I addition, these amendments revise the implementation date for including certain subsets of 
the Medi id population In the Medicaid Care Management Program. Specifically, these amendments 
delay t inclusion of persons receiving nursing facility care services by eight months, from January 1, 
2016 to eptember 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 Step2 
impleme tation of the program and were previously approved by Governor and Executive Council for 
inciusion n the program. 

ese agreements do not fully implement managed care services for those persons receiving 
waivered services under the Developmental Disabled Services Waiver, the Acquired Brain Syndrome 
Waiver a d the In Home Supports Waiver. The Department 'Nill establish implementation dates for 
those se ices at a later date and after further pubfic input. 

hibit A to the Agreement describes the obligations of the managed care health plans in 
providing services to the Medicaid population subsets that participate in the health plans. Although 
EKhibit establishes the target date for incorporating nursing services into the Care Management 
Program, the detailed obligations of the managed care health plans for nursing services is not included 
and will brought forth in a further amendment to the Governor and Council in advance of its 
schedule start date. 

hibit B to the Agreement refle~s the adjusted capitated rate information through June 30, 
2016. rates are identified by subsets of the Medicaid population that participate in the heanh plan. 
These in ude: acute care medical ~ervices rates for ten subsets, such as low income children, 
children foster care, elderly and disabled adults,· and dual eligible individuals; rates ·specific to 
Behavi I Health services; the Medically Frail; and Step I acute care medical services only rates for 
four pop lations -- nursing home residents, community (Choices for Independence) residents, 
develop ntalfy disabled persons, and persons with acquired brain disorders. Rate cell categories and 
their sub ets are based on age and eligibility categories, and reflect the Department's emphasis on 
establishi g rale categories determined on a whole person approach to heallh care. 

ibil B reflects the extension of previously approved capitated rates, through June 30, 2016, 
ets for Step I acute care medical services only rates for four populations - nursing home 

residents community (Choices for Independence) residents, developmentally dlsabled persons, and 
persons "th acquired brain disorders. Due to the aforementioned delayed commencement of Step II 
services or Choices for Independence Waiver program, Exhibit B no longer includes previously 
projeded capitated rates, that were inclusive of Step II services for these four populations, for the.for 
the peri of January 1, 2016 through. June 30, 2016. 

E ibit Oto the Agreement pertaining lo quality measures, has also been revised to ensure thal 
the Depa me~ has in place the most approj:>riate quality metrics for all persons receiving services. 
·The revis d version of Exhibit O includes specific quality metrics for Medically Frail lridividuals. As the 
Oepartm t continues to phase in Step II services, Exhibit 0, as well as ether sections of lhe 
agreeme , will continue to be revised to reflect best practices that ensure the protection and rights of 
New Ha ire's citizens receiving Medicaid services. 
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I 
Arel Served: Statewide 

Sou ce of funds: Federal financial participation rates for the currently eligible population will be 
50% feder funds as appropriated by Congress for the entire period of this amendment Federal 
financial pa icipation rates for the New Hampshire Health Protection services be 100% federal funds 
as appropri ted by Congress for the entire period of this Amendment. 

In~ e~en\ \ha\ Federa\ ,unds become no longer a'lai\ab'e or are decreased below the '\OOG/o 
FFP level i r the New Hampshire Health Protection population, as provided under the New Ham'pshire 
Health Prot ction Ad, General Funds will not be requested to support this program and the medical 
services for he new adult population would end within 90 days. . 

• I 
! 

Approved by: 

Respectfully submitted, 

~~ 
~Kathleen A. Dunn, MPH 

Associate Commissioner 

~-1\A ;;____..._ 
Nicholas A. Toump 
Commissioner 

. The'.Depcrtmen.t of Health and Human Services' Mission. i.s to join. communities an.d families 
in. prouidin.g opporw.n.itia for citizens lo achieve health an.d indepen.den.ce. 
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i(i) 

~ii) 
: 
I 

I 
~iii) 
I 
I 
I 
I 

f iv) 

" REQUESTED ACTION 

Authorize the Department of Health · and Human Services to amend existing 
individual agreements with the state's two managed care health plans, Granite Stale 
Health Plan, d/b/a New Hampshire Healthy Fammes, 264 South River Road, 
Bedford. NH 03110 and Boston Medical Center HealthNet Plan, dlbla Well Sense 
Health Plan, 2 Copley Place, Suite 600, Boston, MA 02116, in order to: 

Extend the agreements for the remainder of the two-year extension period 
through June 30, 2017 as contemplated by Section 1.3 of the original 
agreement; 

Expand the population covered in Step 1 managed care medical services to 
include those persons who previously were permitted to "opt out," the so-called 
"mandatory population." · 

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. 

Adjust rates to renect the actuarially certified rate structure for the current 
Medicaid population and for those persons receiving Step II services under the 
Choices for Independence Waiver through June 30. 2016 as described in Exhibit 
8. For convenience of reference, the actuarially certified rate structure for the 
New Hampshire Health Protection Program population through December 31, 
2015, previously approved by the Governor and Executive Council, is restated in 
Exhibit B, and 

Identify the targeted implementation dale for Phasing into the Care Management 
program Step II waiver services for those persons raceiving nursing care 
services. 
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his agreement, if approved, would, effective September 1. 2015, replace the extension 
appro by the Governor and Council on June 24, 2015 and authorize managed care 
servic s to the two managed care organizations through June 30, 2017. This amendment 
increa es the price SFY 2016 price limitation by $314,265,536 from $412,045,000 to 
726,31 ,536 for a cumulative contract value of $1,629,310,536 for all Medicaid Care 
Mana menl contracts, subject to the approval of the Governor and EJ!eculive Council and 
subjec lo the continued a\failability and continued appropriation of funds. 

I 
1Govemor and Executi\fe Council approved the original agreement on May 9, 2012 

(Item 54A) and then approved subsequent amendments on June 19, 2013 (Item #67A), 
Febn.i ry 12, 2014 (Item #25), April 9, 2014 (Item #44), June 18, 2014 (Item #65A), July 16, 
2014 ( ate Item "A"), December 23, 2014 (Item #11 ), and June 24, 2015 (Item #30). 100% 
Fede I Funds for the New Hampshire Health Protection Program, 50% federal and 50% 
Gen I Funds for the currently eligible Medicaid population. 

vm 
lnatase ReYlsd Srtli Tara! 

EXPLANATION 

he purpose of this amendment with the two managed care health plans is to replace, 
effecti September 1, 2015, the extension approved by the Governor and Council on June 
24, 20 5 and extend the agreement for the remainder of the 24-month extension through June 
30, 20 7, as provided for by the original agreements; to expand the Care Management 
Progra to cover the remaining eligible population; to begin providing Step II waiver services 
within e program, and to amend capitation rates for the program through June 30, 2016. 
The oripinal agreements were competitively bid. 

I 

~
he department commenced the Medicaid Care Management Program in December 

. 2013 roviding acute care medical services primarily to low income children and adults. 
pregna t women, newborns, and those receiving breast and cervical cancer treatments. 
Severa population groups were eligible to "opt out• ot Step 1 managed care services until the 
prograi was made mandatory. The populations that could voluntarily opt out include: persons 
in fost care, children with severe disabilities (Katy Beckett kids), and those INho are eligible 
for bo Medicare and Medicaid (dual eligible). A few populations are and remain exempt 
under deral law for managed care. These populations are: persons with Veterans benefits, 
perso~who exceed the Medicaid threshold based on income only (sper:d downs). persons 
receivi g family planning benefits only; and those new adults enrolled in the Health Insurance 
Premiu Program accessing benefits through employer sponsored insurance. Al the present 
time, .ere are approximately 137,000 persons in New Hampshire accessing benefits in lhe 
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tradi nal Medicaid program. Additionally, just over 40,000 are now receiving coverage under 
the ew Hampshire Health Protection Act at 100% federal cost through December 31, 2016. 

In addhion to extending the agreement by two years and establishing the actuarially 
c:erti ed rates for managed care services through SFY 2016, the amendment also expands the 
deriv of managed care services to cover those persons who had previously "opted our and 
exp ds the program to provide managed care waiver services to persons receiving services 
und the Choices fot lndependenc:e waiver program. 

Specifically, the amendment establishes a targ.et dale of September 1, 2015 for the 
encement or services for all persons now mandated into Care Management;~ target 

Ind ndence w~iver population and a target date of July 1, 2016 for the incorporation of 
nursi g services into managed care. · 

The timing of lhe enrollment of the mandatory population will depend on the timing of 
fede I approval (by the Centers for Medicare and Medicaid Services "CMS") of the waiver 
requ ed for that action. 

The department is separately formulating and will submit to CMS later this year after a 
review and comment process an application 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 lhose persons receiving 
waiv ed services .under the Developmental Disabled Services Waiver, the Acquired Brain 
Syn ome Wafver and the In Home Supports Waiver: The Department will establish 
imp! entalion dates for those services in managed care at a later date and after further 
pub· input 

Exhibit A to the Agreement describes the obligations of the managed care heahh plans 
in pr iding services to the existing Medicaid population. the new mandatory population and 
the hoices For Independence population. Although Exhibit A establishes-the target date for 
the i corporation of nursing services into the Care Management Program on July 1, ·2016, the 
detai obligations of the managed care health plans for nursing services is oot in,cluded and 
wiU brought forth in a further amendment to the Governor and Council in advance of that 
date., 

· Exhibit B to the Agreement reflects the adjusted rate information for SFY 2016. 
Exhi · B is comprised of two pages. The first page identifies the capitated rates for medical 
care nd behavioral health services for the e.llisting Medicaid population through June 30, 
2016 As noted above, this page also restates for convenience the capitated rates for the New 
Ha shire Health Protection population through December 31, 2015. Services for the New 
Ha shire Health Protection program are paid with 100% federal funds through December 
31,2 16." 

9
. The second page of Exhibit 8 identifies the capitaled rates for complex enrollees for 

Step 1 acute care medical services for the period through December 31, 2015 and for the 
fol ing period of January 1 through June 30, 2016. ' 

i 
! 
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The rate cell categories have been changed from prior amendments. The capitated 
r the period of July 1, 2015 lhrough December 31, 2015 on page two reflect rates for 
acute care medical services only for four populations - nursing home 'residents; 

com nity (CFI) residents; developmentally disabled persons and persons with acquired brain 
disord rs. These four population categories and their subgroups based on age and eligibility 
categ ies reflect the department's emphasis on establishing rate categories determined on a 
whole erson approach to health care. The rates for a particular group or subgroup on page 
one fo July 1, 2015 through December 31, 2015 refiect the acute care medical services being 
provid d to those populations. 

he rate cells on page two for the period of January 1 through June 30, 2016 reflect the 
medical services for nursing residents, developmentally disabled and those with 

acqUir. brain disorder. However, the rate cells for the Community (CFI) residents reflect both 
the St p I services and the Step II services provided under the Care Management Program 
begin ng in January 2016. This is reflected in the higher capitated rate numbers for 
C nity residents in the January 1 through June 30, 2016 period over the 2015 period. 

or example, the capitated rate for Community residents- Medicaid Only- Under 65 for 
the pe od September 1, 2015 through December 31, 2015 is $3,075.09. But for the lime 
period f January 1, 2016 through June 30, 2016, after the commencement of Step II services 
for C , lhe capitated rate for that same population increases lo $4,835.44. The increase 
reflect the incorporation of Step II CFI waiver services for that population. 

hibit A has been significantly revised and updated to ensure the continuity of services 
and f01 persons transitioning into managed care, as well as those transitioning to Step II 
servic For example: · 

• ~edicaid state plan services in place at the time a member transitions to an MCO will 
~e honored for a 60 day period 

• ~rescribed medications for a member transitioning to an MCO will also be continued for 
0 days from enrollment or until completion of a medical necessity review 

• or CFI participants enrolled prior to January 1, 2016, the existing care plan will remain 
n effect until expiration or until a new plan has been developed and signed by the 

ember 
• ersons in a nursing facility who will start receiving medical care from an MCO will be 

isited personally by a care coordinator for a personal assessment of needs 
• COs must honor member relationships with Service Link providers to support the 

embers successful integration into the community · 
• COs must provide continuity.of care for current members after transition by the MCOs 

their own preferred drug lists (F>Dls) 
• ompliance metrics have been established for substance use disorder servires. 

eluding time frames for providers response to member inquiries and completion of 
creenings for services within established times 

• pecific procedures for continuation of benefits during appeals have been established 



i 
I 

Hertcellency, Governor Margaret Wood Hassan 
an the Honorable Executive Council 

Pag 5 of 5 

Exhibit 0 to the Agreement pertaining to quality measures has also been significantly 
d to ensure that the department has.in place the most appropriate quality metrics for an 

pe ns receiving services. The revised version of Exhibit 0 includes specific quanty metrics 
fort e persons receiving CFI waiver services through Care Management As the department 
cont ues to phase in Step II services, Exhibit 0, as well as other sections of the agreement, 
will ntinue to be revised to reRect best practices that ensure the protection and rights of New 
Ha hire's citizens receiving Medicaid services. 

The department looks forward to briefing the Governor and Executive Council on the 
ant provisions of these agreements. 

Sou 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. 
Fed rat financial participation rates for the New Hampshire Health Protection services be 
100 federaJ funds as appropriated by Congress for the entire period of this Amendment. 

In th 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 
Ha shire Health Protection Act, General Funds will not be requested to support this program 
and e medical services for the new actult populatton would end within 90 days: 

Respectfully submit!ed, 

Kathleen A. Dunn, MPH 
Associate Commissioner 

Approved by-OilA 
Nicholas A. Toumpas 
Commissioner 

rne OeOQtl~nr ol Hea11n or.a Huma> le,,,ice,· Mission u ra join cotnnuntiel and larriJiei 
in tJIO•iding QPpOr1un.ne1 ro1 ciriz11ns to acni£> .. 11 n11o1rn one inaet:J~d11nc11. 
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June 12, 2015 

H r Excellency, Governor Margaret Wood Hassan 
nd the Honorable Executive Council 

G&C Approved 

Defe vJatt .. \ \') S teHouse 
ncord, NH 03301 

lltml 30 
REQUESTED ACTION 

Authorize the Department of Health and Human Services to·amend existing lndivlduaJ 
ag eements with lhe State's lwo managed care health plans listed below· In Older to amend 

in provisions and extend the current agreements from June 30, 2015 to Odober31, 2015 
fo lhe 11aditlonal Medlcaki population and December 31, 2015 for the New Hampshire Health 

tection population and increase the price limitation by $412,005,000 from $653,000,000 to 
$1 315,00S,OOO effecllve upon approval of the Governor and Executive Council. 

Governor and Executive Council approved the original agreemenl on May 9, 2012 
. (It m #54A) and then approved subsequent amendments on June 19, 2013 (Item #07A}, 
Fe ry 12, 2014 (llem #25), April 9, 2014 (Item #44), June 18, 2014 (Item #65A}, July 16, 
20 4 (Lale Item •A"}, and December 23, 2014 (Item #11 ). 100% Federal Funds for the New 
H shire Health Protection Program, 50% federal and 50o/c. General Funds lor the airrenUy 
er ible Medicaid population. 

1

1
,• Granite State Health Plan, d/bla New Hampshire Heallhy Families, 264 South River 

Road, BedJord, NH 03110 

1• Boston Medical Center HealthNet Plan. dlb/a Well Sense Health Plan, 2 Copley Place, 
! SUite 600, Boslon, MA 02116 
I 

F•nd N1rn1 ind Account SFY1l SFYt4 SFY15 SFY16 Total 
Number 

M• ~ic1Car1Mgml: 
01~ io47-79"0000-102 so.co $250 000.000 $4SOOOOOOO $181.050 000 $891050000 
N111 Hampslire Heall!\ 
Pro '9clion Program: 
0111 °'7-30990000-102 . SO.DO $0.00 $193 000.000 $230 995.000 $423.995000 
Toll! $1).00 $250,000,000 $653,DOO 000 s-412.005.000 11 315 D0!,000 
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EXPLANATION 

The purpose of this amendment Is to extend the current agreements to allow for a 4-
m nth extension of healthcare coverage to the traditional Medicaid population at the current 
ra es and conlinues authorization of services lo the New Hampshire Health Protection 

pulation through December 31, 2015. This amendment identifies the Department's 
Heally targeted dales for the enrollment and coverage of the additional 10,000 persons v.tio 

p viously opted g!Jt.~f .Step 1 services and the targeted dates for the commencement of 
.,'9q for:CFl,an,a .• nursing services. Changes to the agreements that would Implement 

.... -· . . 
Clment for the remaining.io-month extension . 

• •!"·" 

ThlS extension enct.b!,s lhe Department to advance waiver applications with the Centers 
fo Medicare and Medicaid Setvices (CMS) that are required for the mandatory coverage of 
St p I .medical services for those persons who were previously allowed to "opt~ur of the 

·. M dicald care Management Program and for the Implementation of Step fl-waiver services to 
s receiving nursing home services and persons receiving in-home long.term care 

ces under the Choices for Independence Waiver. This brief extension period will also 
ble the Department and the managed care plans to review proposed new federal managed 

regulatlons Just released by the federal Centers for Medicare and ·Medicaid Services 
) and to review additional information that may Inform the determination of capitated 

s 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 
i\ional 20 months of services by July 31, 2015 wlh either or both of the managed care 

pl ns, the Depar1ment may invoke the termination provisions of the agreement lo ensure a 90-
da lransition plan for the plan enrollees. 

Section 1.3 of the current agreements With the manag~ care plans specify a term of 36 
ths with the option of the Department to extend the agreements for an additional 24 
ths wilh the approval of the Governor and Council. The Initial 36-month period expires on 

30, 2015. 

The purpose of this amendment is lo (i) amend Section 1.3 of the e.idsling agreements 
Dow for more than one extension of the agreement, provided that the total period of 

e nsions remains unchanged at 24 months and (ill enable the Department to extend the 
enl agreement at the current capllaled rates for an additional four (4) months for the 

tra itional Medicaid population in order lo allow the Department t9 advance waiver 
ap lcaUOns with CMS that are required to expand the Care Management Program to cover an 

itional 10,000 persons who were previously allowed to "opt-out• of the Step 1 medical 
·ces, as wen as lo advance waivers needed to begin the phase-In of Step II services for 

ns receiving home and community based services under the Choices for Independence 
er and those receiving nursing home services.· 

: This amendment also authorizes the continuation of medical services provided by lhe 
maraQed care plans lO the New Hampshire Health Proleclion population through December 

I 

t 
: 
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2015, which is funded at 100% of federal financial participation. The New Hampshire 
llh Protection population will be transitioned into Qualified Health Plans on the.federal 
etplace beginning on January 1, 2016 . 

. The Department and the mai:iaged care plans have been negotiating a contract 
ndment !hat would extend the agreements for the remalnlng 24-month period; estabrish 
capitaled rates for SFY 16 for Step 1 medical services; Incorporate all remaining e5gible 

M icald popllations into managed c.ilf'e, and establish capitated rates for and implement 
St p II waiver services for persons under the Choices for Independence waiver. 
Im ementing mandatory enrollment for Step 1 medical services and providing Step II waiver 

! 

I 
I 

ces for CFI require approval of waivers by CMS. The Department and the maiaged care 
s need additJonal lime to advance the waiver applications with CMS and to continue worlc 

blishing capltated rates for the balance of the 24-month extension period. Should the 
arlment and either or both of the plans be unable to agree upon the terms for the 
ining 20-rronths of the program for the lraditional Medicaid popufation, the 4-month 
d "M>uk1 also alJOw for a transition of the Medicaid enrollees. 

The targeted dates for lhe inclusion of the mandatory population and phase-in of Step II 
·ces, as refleCted in Exhibit A to the agreement, are as follows: 

Phase 1. Mandatory Enrollment of "opt-out" populatioo
Program target start date: September 1, 2015; 

Phase 2. Choices For Independence Waiver ("CFr}
Program target start date: Januaey 1, 2016; 

Phase 3. Nur.;ing Facility services ("NF") and DCYF services
Program target start date: July 1, 2016; 

Phase 4. Developmental Disabilities, Acquired Brain Disorder and In Home 
Supports for Children with Developmental Disabilities waivers ("Waiver 
Services•) will c.ommence on a date to be determined by DHHS in consultation 
with the MCOs. 

1 
Exhibit A to the Agreement describes the obligatlOns of the managed care health plans 

Jn viding services to the e.xJsling Medicaid population. This exhibit remains unchanQed in 
th 4-month extension, except that it identifies the targeting phase-in of Step II CFI and 
n ng seMces as noted above. 

I 
I 
I Exhibit B to the Agreement reflects the capitated rate lnforma!ion for the four month 

p~ of SFY- 2016 and for the continuation of seivices for the New Hampshire Health 
Proiction populatio~ through Deeember 31, 2015. 

i 

i 
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rce of r s: Federal financial participation rates ror the currenUy eligible population will be 
50 federal funds as appropriated by Congress ror the entire period of this amendmenl 

eral financial participation rates for the New Hampshire Health Protection services be 
o/o federal funds as appropriated by Congress for the entire period oflhis Amendment. 

In lhe event that Federal Funds become no longer available or are decreased be.low lhe 
o/. FFP level for the New Hampshire Health Protection population, as "provided under lhe 

Hampshire Health Protection Act, General Funds will nol be requested lo support Ws 
ram and the medical services for the new adult population would end within 90 days. 

Respectfully submitted, 

~Ltt,J.Qk+ ' -
Kathleen A Dunn, MPH 
Associate Commissioner 

Approved by: D il~ 
Nicholas A. Toump 
Commissioner 

JM Orporrm.nJ cl HrOl/11 ai" Human Sr,,.ic:rJ' ,..i»ion is ro joir. c;0mm1Jrilirs encl l~rs 
II~ °"'°"ur.ilil!s lot c;ilin:ns ro oC:N#Ye "-"' ond ~"•i;irndrt"ce. 

. - . --- . -1 · 

I 



STATE OF NEW HAMPSHIRE 

DEPARJMENJ OF HEALTH AND HUMAN SERVICES 

OFFICE OF MEDICAID BUSINESS ANO POUCY 

129 PLEASAll.1 STREET, CONCORD, NH 03301·3857 
603-271-9422 1-100-M2..J3"5 Ex!. ,422 

fox: 603·271-11431 TDD Access: J .BOQ.735·2'64 www.dllhs.nh.goy 

December 8, 2014 

Her cellency, Governor Margaret Wood Hassan 
and e Honorable Council 

G&C Approved 

o.te~-' ~-1~..;;..:.~.;;.y_'/ ...... 1r..___ State ouse 
Cone rd, NH 03301 

hem# ___ _...:....;// _____ _ 
REQUESTED ACTION 

orize the Department of Health and Human Services to amend existing individual 
ents with the health plans listed below to adjust rates to reflect the actuariany certified 

rates cture for both the current Medicaid population and the new Health Protection Program 
PoPU tion. This amendment decreases the SFY 2015 price limitation by $99,543,000 from 
$752, 43,000 lo $653,000,000 effective January 1, 2015, or upon Governor and Executive 
Coun approval, whichever is 'later, with no change to the contract end date of June 30, 2015, 
based upon the availability and continued appropriation of funds, with authority to adjust 
encu brances between fiscal years if needed and justified through the Budget Office. 
Gove or and E>Cecutive Council approved the original agreement on May 9, 2012 (rtem #54A) 
and en approved subsequent amendments on June 19, 2013 (Item #67A), Februaiy 12, 
2014 tern #25), April 9, 2014 {trem #44), June 18, 2014 {Item #65A), and July 16, 2014 {Late 
Item • ·) .. Funds for services provided under this Amendment to the New Hampshire Health 
Prate 'on population will be 100% federal funds appropriated by Congress.. 

• branite State Health Plan, dlb/a New Hampshire Healthy Families, 264 South River 

~
oad, Bedford, NH 03110 

• oslon Medical Center HealthNet Plan, d/b/a Well Sense Health Plan, 2 Copley Place, 
uite 600, Boston, MA 02116 

Fund I ~ame and 
Ac coll ntNumber 
Media id Care Mgmt: 
010-a.l 7-79480000-102 
NewH ampshire Health 
Pro tee tion Program: 
010-0~ 5-30990000-102 
Total 

. i 
i 

SFY13 

$0.00 

$0.00 
$0.00 

SFY14 SFY15 Total 

$250,000,000 $460,000,000 $710 000,000 

$0.00 $.193,000,000 $193,000 000 
$250 000,000 $653,000 000 $903.000,000 
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EXPLANATION 

The purpose of this amendment is lo amend the' existing agreements with the two 
heal plans.to amend capitation rates for the currently eligible population, effective January 1, 
201 . The original agreements with Granite State Health Plan and Boston Medical Center 
Hea h-Net Plan approved by the Governor and Executive Council on May 9, 2012, allow for 
su , a~endments. The original agreements were competitively bid. 

I These amendments reflect adjusted rate information for SFY 2015 in Exhibit 8. 

~-: :siini1ar.1i:lcor.1ti~6l':Amendment 5, which was approved by the Governor and Council on 
July 6, 2014, specialty services for the long term care population, including nursing home 

· ·servi provided--by· thes6~;;"~ndors, pending the stakeholder e~gagement proce6s. Future 
ame dments to ~his contr9ct 91~ anticipated lo incorporate the long tenn care services. . .. . . . -· ... .. . .. . . . 

The first amendment approved by Governor and Executive Cou'ncil on June 19, 2013 
zero cost.amendm!m!Jb!l.!JIP..f!ru!'?Jt.!lnd_J!.<li~~k!i! rat~.JD!Q..f'l!l~!i9n as well as made 
tions and adjustments to Exhibit A and Exhibit O. 

The original price limitation for SFY 2014 of $900,000,000 was reduced in the second 
ment approved by the Governor and Executive Council on February 12, 2014 to reflect 
months of coverage (December 1, 2013 through June 30, 2014). 

ihe third amendment approved by the Governor and Executive Council on April 9, 2014 
incre sed the SFY 2014 price limitation by $10,363,689 to $250,000,000 lo assure contract 
res rces were adequate to cover the remainder of the contract period. 

ihe fourth amendment approved by the Governor and Executive Council on June 16, 
2014 reduced the SFY 2015 price limitation by $485,000,000 to ·$460,000,000 to reilect the 
annu I actuariaily certifiE!d rate structure and adjustments to the scope of services. 

The fifth amendment approved by the Governor and Executive Council on July 16, 
2014 increased the SFY 2015 price limitation by $115,477,500 lo reflect the addition of the 
new opulatlon and substance use disorder services to the new adult group. 

A scanned copy of this item, including the G&C letters and accompanying 
docu entalion from the original agreement and subsequent amendments will be available 
onlin once posted to lhe meeting agenda for the Governor and Executive Council. 

Should Governor and Council determine lo nol approve this request, the new adult 
popul tion up lo 138% of the federal poverty level would not be provided health coverage 
unde the New Hampshire Health Protection Program. 

Performance measures, induding but not limited lo the following, will be used to 
evalu te these agreements. 
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• Access Standards, including, but not limited lo: provider network, geographic distance, 
timely access to services and access to special services; 

• Quality Performance Incentives focused on four areas: Timeliness of Prenatal Care, 
Follow-Up After Hospitalization for Mental Illness, Parental Satisfaction Wth Children 
Getting Appointments for Care and Salisfaction with Getting Appointments for Care; 
and 

• Claims Payment and Processing Accuracy. 

Area erved: Statewide. 

Sourc of funds: Federal financial participation rates for the currently eligible population will be 
50% ederal funds as appropriated ·by congress for the enlire period of this amendment. 
Feder I financial participation rates for the New Hampshire Health Protection services are will 
be 1 % 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 I vel, as provided under the New Hampshire Health Protection Act, General Fun~ will 
not b requested to support this program and the medical services for the new adult 
popul tion would end within 90 days. 

I . 

Respectfully submitted, 

1tc~h~~ 
Kathleen A. Dunn, MPH 
Associate Commissioner 

Approved ~Jl 

Nicholas A. Toump 
Commissioner 

The Deporfmet'I! ol Heotrl'I ond.HumQl'l .SeMc:es' Miuion is lo ;on comm<J('lilies and r~s 
in PfO'liding oPfX)fluriifieJ for citizens lo ocrieve M Clltl and inOeperdence. 

.. 



STATE OF NEW HAMPSHIRE 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 

OFFICE OF MEDICAID BUSINESS AND POLICY 

129 l'lfASAf'IT STl!rT, CONCOAD, NH 03301·3&57 
'°3·211·U22 1·800-852-3345 !lit. 9422 

Par. '°3·211-WI mo Ac:c:es1: 1-800..735·29'4 www.dhh1.nh.gov 

Her Ex llency, Governor Margaret Wood Hassan 
and th Honorable Council 

REQUESTED ACTION 

July 14, 2014 

Auth irize the Department of Health and Human Services to retroactively amend existing 
indlviduc I agreements with the health plans listed below to provide Medicaid Managed Care 
medical services to the new adult population under tne New Hampshire Health Protection 
Prograrr. The purpose of these contract amendments is to adjust the scope of services to 
include ~ervices the New Hampshire Health Protection population and to adjust rates to reflect 
the actuarially certified rate structure for both the current Medicaid population and the new 
Health Protection Program population. This amendment increases the SFY 2015 price 
limitatior by $292,543,000 from $460,000,000 to $752,543,000 effective retroactive to July 1, 
2014 up 'n Governor and Executive Council approval, with no change to the contract end date 
of June 30, 2015, based upon the availability and continued appropriation of funds, with 
authorit) to adjust encumbrances between fiscal years if needed and justified through the 
Budget Dffice. Governor and Executive Council approved the original agreement on May 9, 
2012 (lb m #54A) arid then approved subsequent amendments on June 19, 2013 (Item #e7A), 
Februari 12, 2014 (Item #25), April 9, 2014 (Item #44) and June 18, 2014 (Item #65A). Funds 
for serv ces provided under this Amendment to the New Hampshire Health Protection 
populath n will be 100% federal funds appropriated by Congress. 

• G anhe State Health Plan, d/b/a New Hampshire Healthy Families, 264 South River 
R~ad, Bedford, NH 03110 · 

• B ~ston Medical Center HealthNet Plan, dlb/a Well Sense Health Plan, 2 Copley Place, 
s 1ite 600, Boston, MA 0211 e 

Fund N~ me and · SFY13 
Accoun Number 
Medicaic Care Mgmt: 
010-047 79480000-102 
New Ha rtpshire Health. _ 
Protecti :>n Program: 
010-095 30990000-102 
Total 

$0.00 

$0.00 
$0.00 

SFY14 

$250,000,000 

$0.00 
$250,000,000 

SFY15 Total 

$460,000 000 $710,000,000 

$292,543,000 $292,543,000 
$752,543,000 $1,002,543,000 
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EXPLANATION 

Th purpose of this amendment is to retroactively amend the existing agreements with 
the two h alth plans to provide health coverage to the new adult population that will be served 
under th New Hampshire Health Protection Program, effective September 1, 2014. This 
amendm nt also amends capitation rates for the currently eligible population, effective July 1, 
2014. T is latter purpose results to no change to the contract price limitation. The original 
agreeme ts with Granite State Health Plan and, Boston Medical Center Health Net Plan 
approved by the Governor and Executive Council on May 9, 2012, allow for such 
amendm ts. The original agreements were competitively bid. 

Th se amendments reflect updated scope of services in Exhibit A; adjusted rate 
informati for SFY 2015 for services and a fee schedule in Exhibit B; an updated Exhibit 0, 
which ou nes quality and oversight reporting requirements relative to the new adult population 
and Exhi it P, which documents the new substance use disorder services that are required to 
be provid to the new adult group as part of the Essential Health Benefits under the Patient 
Protectio and Affordable Care Act. 

I 
Sinhilar to contract Amendment 4, which was approved by the Governor and Council on 

June 18,l014, specially services for the long term care population, including nursing home 
services nd services for the developmentally disabled are not incorporated into the scope of 
services rovided by these vendors, pending the stakeholder engagement process. Future 
amendm ts to this contract are anticipated to incorporate the long term care services. 

T first am~ndment approved by Governor and Executive Council· on June 19, 2013 
was a ze o cost amendment that updated and adjusted rate information as well as made 
clarificatio s and adjustments to Exhibit A and ~xhibit 0. 

Th original price limitation for SFY 2014 of $900,000,000 was reduced in the second 
amendme t approved by the Governor and Executive Council on February 12, 2014 to reflect 
seven mo ths of coverage (December 1, 2013 through June 30, 2014). 

Th third amendment approved by the Governor and Executive Council on April 9, 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 Council on June 18, 
2014, red ced the SFY 2015 price limitation by $485,000,000 to $460,000,000 to reflect the 
annual ac uarially certified rate structure and adjustments to the scope of services. 

A canned copy of this item, including the G&C letters and accompanying 
document tion from the original agreement and subsequent amendments will be available 
online on posted .to the meeting agenda for the Governor and Executive Council. 

I 
le 

I 
The Deportment of Heollh and Humcn Service1' MiSJion is ro join communiries end lornilfes 

i'I ptoviding oppot1unities ror cilizens to acllieve neo"n ond independence. 
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S ould Governor and Council determine to not approve this request, the new adult 
populati n up to 138% of the federal poverty level would not be provided health coverage 
under th New Hampshire Health Protection Program. 

P rformance measures, including but not limited to the following will be used to 
evaluate these agreements. 

ss Standards, including, but not limited to: provider network, geographic distance, 
ely access to services and access to special services; 

• Q ality Perfonnance Incentives focused on four areas: Timeliness of Prenatal Care, 
F llow-Up After Hospitalization for Mental Illness, Parental Satisfaction With Children 
G tting Appointments for Care and Satisfaction with Getting Appointments for Care: 

• Cl ims Payment and Processing Accuracy. 

funds: 
Federal nancial participation rates range from 50% to 100%. Average funding sources are 
estimate to be as follows: 

eligible population (Step 1): 50.5% Federal Funds and 49.5o/o General Funds 

N~ Ha pshire Heahh Protectiol'l Program: 100% Federal Funds as appropriated by 
for the entire period of this Amendment 

In the ev nt that Federal funds become no longer available or are decreased below the 100% 
FFP lev I, as provided under the New Hampshire Health Protection Act, General Funds will 
not be quested to support this program and the medical services for the new adult 
populati would end within 90 days. 

Respectfully submitted, 

~Jt~ 
\\ ~ Kathleen A. Dunn, MPH 
\>Associate Commissioner 

Approved by: ;Jilk= 
Nicholas A. Toumpas 
Commissioner 

The Deporlment ol Health and Human Se/VCes' Misiion ii ro jon commi.nitiei and lo~s 
in providing opporlunities tor citizens to oc;hieve l'leOltn Otlc1 independence. 
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Her EXce$ncy, Governor Margaret ¥'Jood_Hassan 

Ju~ n.@e.c Approved 
and the pnorable Council · 

State Ho e 
~te ··Ca/Jf/1</ 

·Concord, H 03301 · 

I Begu ES TED ACTION 

It-am# '15 A ----.....::___ ___ _ 
Autho e the Department of HP.alth and Human Services to amend existing individual 

agreemeri s With the Managed Caret Organizations listed below to provi.de Medicaid Managed 
Care med I and long-term care services to Medicaid clients by adj~ling rates to refl~ the 
annual a· anally certified rate structure and _adjust the scope of ser.iiC.~. :Thi~ amendment 
reduces e SFY 2015 price limitation by $485,000,000 from $945,000,000 to $460,000,000, 
effective J ly 1, 2014 or upon Governor and Executive Council Approval,_ w_hichever Is later, 
with .no. ar)ge ~o the contract end date of June 30, 2015, ba~ed upor;i the ·availabil!W and 
continued ppropriation of funds, w~l'I authority .to adjust encumbrances.between fis~I years if 
needed d justified through the Budget Office. Governor arid Council approved the original 
agreemen or:i May 9, 2012 (Item #$IA) and then approved s_ubsequent ~mendments on June 
19, 2013 ( em #67A), February 12,2014 (Item #25) and April 9, 2014 (Item #44). 

• Gra ite State Health Plan, d/b/a New Hampshire Healthy Families, 264 South River 
Ro , Bedford, NH 03110 

• Bos on Medical Center HealthNet Plan, d/b/a Well Sense Health Plan, 2· Capley Place, 
· Suit 600, Boston, MA 02116 

Fu~s re anticipated to be av~ilable in. the following accoun1s in Sta~e Fiscal Y~ars 20~4 
and 2015 ending approval of 1ransfers by 1he Fiscal Committee and Governor and Executive 
Council. 

and SFY13 SFY14 SFY15 Total 
Account umber 
Medicaid are Mgmt: $0.00 $250,000,000 $460,000,000 $710,000,000 
010-047-7 80000-102 
Total $0.00 $250 000,000 $460,000,000 $710 000 000 

( 
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EXPLANATtON 

· T e purpose of these amen9ments is to amend the existing agreements with the three 
Manag Care Organizations specifically as they relate to the Centers of Medicare and. 
Medicai Services requirements that rates be updated annually and subject to actuarial 
certificat n. The original agreements approved by Governor and Executive Council on May.9, 
2012 all for such amendments. The original agreements were competitively bid. 

T ese amendments reflect updated and adjusted rate information for SFY 2015 for 
services rovided under the:agreertjents, clarifications and adjustments to Exhibit A, Scope of 
Work, a d an updated Exhibit 0, which outlines quality and oversight.reporting requirements. 
Because a program of specialty setvices fof·the :1onsr term care population, including nur5in9 
home se ices and.services for the: developmentally disabled has yet to be incorj>6rated into . . . . . . 

e Department Intends io ·iqiceirporate services for the long term care population into 
.endments to these contra~s. 

. e first amendinent"'app~oveci·'by GoVemo:r and Executive Council on June 19, 2013 
was a Z ro c:Ost: amendmenf.tn~t· Updated_" and adjllsted rate inforination as well as made 
ctarifica~ n~ aha a~justriients to?'E"Xfiit:>it A 'anc(Exhibit o. .. · 

. . . . .. ;.: . . . . . 

. e original pnce,1illl1tatioo·for .. SFY·2014·ot $900,00.0,000 was reduced In the second 
amend nt-approved byth€'.$qvemor:and ~~ci.itive .. Councll on F.ebruary 12, 2014 to reflect 
seven m nths Qf coverage (~ce~tjer't, 20i'3.througtl· June 36, 2014). 

. . . . ~ .· . '. . .. . . ' . . . . . 

e third amendm~~\ ~p.r~v4!d by the Governor and Executive Council on April 9, 2oi4 
the SFY 2014 'ptlce limitation by $10,363;689 to $250,000,000 to assure contract 
w~re adequa~~ tq ·c;over .th~ remainder of the contrac~ period. . . . : . . - . . . 

A scanned copy of this ~em, including the G&C letters and accompanying 
docu ~tion trorn the. orjgi~aL~R!~rn~ri_t:and ... sub~eque~t a~ndments: wm be .available 
online o ce posted to the meeting agenda for the Govemor and Executive.Council. 

. S ~uld Governor and 'Council 9et~rinlne t.o not approve this request New Hampshire 
citizens ill not benefit "from improved and cost.efficient medical care available to them under 
the Mari ged Care Program. 

Perform nee Measures, Including but not limited to the following will be used to evaluate these 
agreem ts. 

• A s Standards, including,: but not limited to: provider network, geographic distance, 
ti· ely access to services and access to special services; ·. 

• Q ality Performance lncenti\ies .focused on four areas: Timeliness of Prenatal Care, . 
F llow-Up After Hospitalizatif!>n for Mental Illness, Parental Satisfaction With Children 
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Ge~ng Appointments for Care and Satisfaction with Getting Appointments for Care; 
and I · 

• ~lai~s Payment and Proces~ing Accuracy. 
I 

Area serve~: Statewide. 
' . 

Source of funds: Federal financial participation rates range from 50% to 75%. Average funding 
sources art estimated to be as follows: · 

State Fisca/ Year 2014 and 2015: 5q.5% Federal Funds and 49.5% General Funds . 

In the evei that Federal or other fu~ds become no longer available, General Funds will not be. 
requested T support this program. · 

I . I 

Respectfully submitted •. I 

~~t-R~ 
Kathleen A. Dunn, MPH 
Associate Commissioner 

Approved by: w~ 

Nicholas A. Toumpa 
Commissioner 

' Tile Oeportmenl ol Heollh H\XnOn SetVic:es· Mis.sion is to ioii'I commurit~J ond lomiffu 
in ptoviding oppotfuni lor citizens lo achieve health and ildependence. 
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STATE OF NEW HAMPSHIRE 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 

OFFICE Of MEDICAID BUSINESS ANO POLICY 

129 PLEASANT STRUT. CONCORD. NH C3lCl·JSS7 
&113·271·7422 I ·&OC.a.52-ll4J Ed. '422 

lax: &Dl-271·8431 lOD Acceu: 1-8C0·7l5·2764 _....dhhs.oll.gO'f 

Her cellency, Governor Margeret Wood Hesson 
on the Honorable Council 

Sl~te House 

REQUESTED ACTION 
Auth · rize the Deportment of Heaith arid Humon Services to amend existing individual 

rnenls with the Monoged Core Organizations listed below to correct a scrivener's error 
e I of the October 23. 2013 octuoriol report provided by Milfimon. lnc. ond increase the 
14 price limitation by $1Q.363.689 to $250.cx;>o,OOO to assure contract resources ore 
ate to cover the remainder of the contract period. effective up0n Governor and 

tive;CouncH ApP,rovol lhrpi.Jgh J.une JO, 2QI 4. based upon the ovoftobi.ily Qnd conlirued 
priotion of funds. wilh oulhorily to odjust.encumbrpf!ces between fiscal yeasif needed 

ond tified through the Budget ·office. Governor and Counci opproVed the origind 
age ment on Moy 9, 2012 and then approved subsequent amendments on June 19, :2013 
ond F bruory 12. 2014. . 

A sec nd transfer is being planned to sweep funds from various Medicaid reklted accounts to 
Care anoger:nent Account #7948 to odequQt~ly fund the Medicaid Core MonogE!menl 
contr ct expenses. This transfer is planned for Moy Fiscal on"d Govemor end Couno1 
subm· slon. · 

• I Granite stole Health. Pion. _Q/b/o New Hqmpstire Healthy Families. 26-C Sou~h River Rood. 
Bedfotd, NH031 IO . 

• i Boston Medtol Cen fer HeollhN e I Pion, d/b/a Wei Sense Health Plan. 2 Copley Piece. Suite 600. 
Boston. MA 02116 . Granite Core - Meridian Health Pion of New HamDSHre. d/b/o Meridian Heollh Pion of New 
Hompshi-e, 900 BmSlreel. Manchester. NH 03101 

fund N P111e and Ac:c:ounl SFY13 SFY14 SFYIS Tolal 
NumbEr 
MecflCI id Core Mgm1: $0.00 $250.too.OCIO.OO $945,000.000.00 $1.195.000.000 
010-0.4. -79"800IJO. I 02 
Total so.oo S250 000.000.00 S94S.ooo.ooo.do Sl.195,000.000 

EXPLANATION 
The Pl rpose of this amendment with the three Managed Core Organizations is to correct a 
scriver er's error in Tobie I of the actuarial report provided by Milliman. Inc. (Slate of New 
Hamp hre Deportment or Health and Human Services. December 2013- June 201.S Copitolion 
Rafe Cevelopment for Medicaid Core Management Program, doled October Z3. 20131. The 
fi ure s insert in Tobi I should hover fleeted lhe base rote of each B e Rot a i IQ . ed e e os eC pcloton 
Rote ~II. but instead were amounts lhot included both the base rote and !he supplemenlor 
behavforal health rate. This error is corrected with this omendmenl. 1 

I 
i 



Her Excell~ncy. Governor Margaret Wood Hassan 
and the onorable Executive Council 

March 26, 2014 · 
Page 2 of 

The origin I price limitation for SFY 2014 of $900.000,000 was reduced in fhe amendment 
approved by the Governor and Executive Council on February 12, 20 I 4 to reflect seven 
months o coverage [December I. 2013 through June 30. 2014). Atter careful review of 
current a d projected member monfhs, the Department is requesting to increase that price 
limifalion y $10,363,669 to $250.000,000 to assure contracf resources are adequate to cover 
the remai der of the contract period. 

Should G vernor and Council defermine fo not approve this request New Hampshire citizens 
will not b nefit from improved and cost efficient medical care available to them under the 
Managed Care Program. 

The follow g Performance Measures. including but not limited to the following. will be used to 
evaluate t ese agreements. 

• Ac ess Standards. including. but not limited to: provider network. geographic distance. 
tim ly access to services and access fo special services; 

• Qu lity Performance Incentives focused on, four areas: Timeliness of Prenatal Care. 
Foll w-Up After Hospitalization for Mental Illness, Parental Satisfaction With Children 
Ge ting Appointments for Care and Satisfaction with Getting Appointments for Care; 
an 

• Clo ms Payment and Processing Accuracy. 

Area serv1d: Statewide. 

Source offunds: Federal financial participation rates range from 503 fo 75%. Average funding 
sources or estimated to be as follows: 

State Fisc I Year 2014: 50.53 Federal Funds and 49 .53 General Funds; and 
Sfote Fisc I Year 2015: 50.23 Federal Funds. 37.73 General Funds a:id 12.13 Other Funds 
[Crunty). ; - · 

I 

In the ev~t that Federal or other funds become no longer available, General Funds will not 
be requesfed to support this program. _ 

Respectfully submitted. 

'-1iil h~CJ) ~ 
Kathleen A. Dunn, MPH 

Ass:iateC~~ 
Approved by'JJ,ll).:.. z .· '·. 

Nicholas A. Toumpas / ) 
Commissioner .../ L/ 

11'1~ OepOJ1menl of Heolll'I ond Human Servrces' Mission is to ioin comm,.nilie1 ond famines 
in P•oviCing ocoortvnilies lor ci1i1ens 10 OClli~ve l'leaflt'> one inde,oenaence. 

1 
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STATE OF NEW HAMPSHIRE 

DEPARTMENT OF HEALTH ANO HUMAN SERVICES 

OFFICE OF MEDICAID BUSINESS ANO POLICY 

~ 
Nlcholm A. I0&.4npGI 

commlulCfte< • 

lt-enA..DuM 
llDCla .. Comrriliionel 

12t '1USAHf SllEEJ. COHCOIO. HH 03301-laS7 
IOJ·271-t02 1 ·6C0-1152·»&5 bl. t422 

fWI: 403-271-Mll TOO Acc~u: 1·eoo..7:J.S·296-t --...dhh1.nh.gov 

I 
I 
er.ExceUency. Governor Margaret Wood Hasson 

REQUESTED ACTION 

ulhorize the Deportment ol Health & Human Services lo amend existing lndlvidud 
greements with the Managed Cote Orgonizol~ns listed below to provide Mecl'tcoid 
onaged Core med'icpl and long-lt;¥1TI coie services lo Medicaid clients by adjusting rotes to 
llect the annual octuonoUy certified rote structure. effective December 1, 2013. lhroug, 

une 30. 201 .c. lhese ore zero cost amendments. specific to the rote structure update for SFYl.C 
nd do not hove on Impact of:i the contract period. 

• Granite Stale Health Pion, d/b/o New Hampshire Healthy Fomllies. 26" South River 
Rood. Bedford, NH 03110 · 

•· Boston Medical Center HeotthNel Pion. d/b/o Well Sense Health Pion, 2 Copley Place. 
Suite 600. Boston. MA 02116 / 

• Granite Core - Meridian Health Pion of New Hompshi'e, d/b/a Meridian Health Pion d 
New Hampshire. 900 Sm Street. Manchester. NH 03101. 

I unds for the services ore onliciooted to be available in the followina account: 
I L.md Name and SFY13 SFY14 SFY15 Total 
' ccounl Numbet 
~ 'edicaid Cote $0.00 $239.636.311.00 $9•5.000,000.00 $1.UW,636.Jl 
~ 'onogement: 
c 10-047-79-480000-102 
Tt>lal $0.0o S239,636,311.00 5945,000,000.00 $1,184.636.31 

\. 

: EXeLANAIIQ~ 

~
purpose of this omendmttnl with lhe lhree Managed Core Organizations is lo adjust the 
ments rotes to Incorporate changes that hove occl.fl'ed in the Medicaid progrom since 
Cl.fl'ent rotes were set In Ju~ 2013. The oliginol conlroct envisioned $900.CXXl,CXD for SfY 

4. However, due to a delayed slorf. lhe price limitation is adjusted to $239.636.311 to 
present !he partial year of SFYl.4. December 1. 20\3 II-rough June 30, 201.C. end does nol 

, ude the contract omounl for SFY 15. The Oepor1menl is planning to bring a new 
ctnenctnent ror G&C approval for SFY 15. 

I 
I 
I 
I 

! . 
\ 
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Her Exc~ency. Governor Margaret Wood Hassan 
and th Honorable Executive Council 

January 6, 2014 
Page2 2 

These a endment,s reflect an adjustment to the per member per month rates paid to the 
menage core organizations to incorporate additional capacity and rate increase for 
designat d receiving facility beds (involuntary psychiatric treatment beds located in private 
hospitals in the State, update to DRG and FQHC rates, as well as an adjustment to reflect the 
start dot of Care Management as December 1. 2013. The original agreements approved by 
Governo and Executive Council on May 9. 2012 allow for such amendments. 
These ori incl agreements were competitively bid. 

Should vernor and Council determine to not approve this request New Hampshire citizens 
will not nefit from improved and cost efficient medical care available to them under the 
Manage Care Program. 

The follo"+!ng Performance Measures. including but not limited to the following. will be used to 
evaluatelthese agreements. 

• A cess Standards, Including. but not limited to: provider network, geographic distance. 
ti ely access to services and access to special services; 

• Q ality Performance Incentives focused on four areas: Timeliness of Prenatal Care, 
Fo low-Up After Hospitalization for Mental Illness, Piarental Satisfaction With Children 
G tting Appointments for Care and Satisfaction with Getting Appointments for Core; 
a 

• Cl?ims Payment and Processing Accuracy. 
! 

Area serJed: Statewide. 
! 

Source o~ funds: Federal financial parti_cipation rates range from 503 to 75%. Average funding 
sources te estimated to be as follows: 

i 

State Fiscpl Year 2014: 50.5% Federal Funds and 49 .5% General Funds; and 
State Fis~al Year 2015: 50.2% Federal Funds. 37 .73 General Funds and 12. l % Other Funds 
(County) .. 

In the e~~nt that Federal or other funds become no longer available. General Funds will not 
be requeped to support this program. 

Respectfully submitted, 

Ttle Depanment o/ Heoltti and Human Setvices • Miss:on is •o 1061 communities and lomaies 
in providing opportunities tor citizens lo octlieve neolltl and independence. 
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DEPARTMENT OF HEAL TH ANO HUMAN SERVICES 

129 P~EASANT SiREET, CONCORD, NH DJ3Dl·l8S7 

~ll!l\H FAX: 60l·271-4912 TOD ACcess: 1·8D0-7jH964 - - .. · 
NIC~S A. TOUMPAS 

CllSSIONEA 

New Number: 603-371-9200 

I 

I Her Excellency, Gover~or Margarel Wood Hassan 

I 
And lhe Honorable Council 

June 
12·&8:C Approyed 

lmte faf1q~j13_ Stale House 
Concoid. NH 03301 

I REQUESTEP ACTION 
1tem;-t;?a 

Aulhaize lhe Department of Health & Human Services lo amend existing individual 
agreements with lhe Managed Core Organizations !isled below 1o·provide Medcaid 
Managed Core medical and long-term care services to Mecficaid clients by ocfiusfing 

I 
roles lo renect lhe annual ocluariaUy certified rate slruclure. effeclive July I. 2013. 
lhrovgh June 30, 2014. These ore zero cost amendments. 

I • Grorile Stole Health ~Ion. d/b/o New Hampshire Healthy Families. 264 South 

1 
River Road. Bedfoid. NH OJ 11 O 

I
i Boston Medicd Cenler HeollhNet Plc;in. d/b/o Wen Sense Health Pion, 2 Copley 

Piece, Suite 600. Boslon, MA 02116 
• Granite Core· Meridian Health Pion al New Hampshire. 900 Elm Street. 

I 
Manchesler, NH 03101 

I 

I EXrLANATION 

I The pl.Kpose of lhese amendments is to amend lhe exisli'lg agreement.s wilh lhe lh'ee 
Manoged Core Organizations specifically as they relole the Cenlers of Medcare and 
Medicaid Services requi'emenl lhol roles be updated annually and subject lo acluoriol 
certification. The original agreemenls approved by Governor and Execulive Council on 
Moy 9, 2012 allow for such omendmen ts. The original agreements were compelilively 
bid. 

These.amendmenls reflecl updoled and adjusted role informolion f0< SFY 2014 for 
services provided under lhe ogreemenls. clarifications and adjustments lo Exhibit A. 
and on updated Exhibit o. 

The new role slruclure provides supplemental capitation paymenl roles lor BehcMorol 
Heollh Services. reflecting lhe cosl above the base roles for all covered seNices (not 
only foi emonced behavioral health services). including hospital i"lpotienl. hospilol 
outpolienl. pro(essional. phormacy. and other covered services. The SFY2014 update 
also allows for improved reimbursemenl to lhe providers by the MCOs. The updated 
rote informoHon used within !he amendmenls was derived using lhe professionol 
assistance or on acluarial firm to analyze cosl detals and verily octuoriot certification. 
just as it had been done prior lo the approval of ltie original ogreemenls. Subsequent 



i 

.I.er Excellency. Governor Margaret Wood Hassan i And the Honorable Council tne 12. 2013 
loge 2. 

t .c;;ovemor.,and Council approval. implementation of lhe amended agreemenls is 
onl;r{g~n[upon appro'l..aJ by Cenlell fat Medicare & Medicaid Services. 

honges lo Exhibits A and 0 coordinate performance and quality meosl.A'es in lhe 
reemenl with lbe.goolnihd requirements of ltie NH Qua61y Slralegy. 

omponenls of lhe Qya~ly~lrategy in Exhibit A include: 
Performance Measi.Jres··iuch as: 

• Access Standards, including. bul nol limiled lo: provider nelwak. 
geographic dislance. timely access lo services and access lo special 
services; 

Quolily Performonce lncenlives focused on tour areas: 
• Timeliness of Prenatal Core. 

foDow-Up After Hospilolizalion for Mental Illness. 
Parental Salisfac lion With Children Gel ling Appoin I men ls for Core and 
Salisfaclion wilh Gelling Appoinlmenfs for Core; and 

Claims Payment and Processing Accuracy. 
ibil 0 indcoles the Quolily and Oversighl measures/measure sets, logs and narrative 

r potls lhe MCOs musl provide lo lhe DeporlmenL 

I 

I 
a served: Stolewide. 

S ce of funds: Federol linonciol porficipalion rates range from 503 lo 753. Average 
I ing sol.tees ore eslimoted lobe os foHows: 

I 

S~le Fiscal Year 2014: 50.53 Federal Funds and 49.53 General Funds: and 
SI le Fiscd Year 2015: 50.23 Federal Funds. 37.7% General Funds and I 2.13 Other Funds'· 
r aunty). 

In ~he evenl lhal Federal or other lunds become no longer available. General Funds will 
n~I be requested lo support lhis program. 

I 

~~-~;i·;rz-~ 
Nicholas A. Toumpos 
Commissioner 

,,,~ Dtpta"•"' o/lf~•ftll """ ltll#J4fl 5,,,.,~,,· j/1UIOlt IJ IO)Ollt tOlfllllt&t1Jl11.J t111djotftif1~J '" pra·di .. , 
1Jf1Ptllll1ttll~1f01Cll1':1tti10 od,1,\9 lt,tJ/llt t11f(J U'ldrP'-.J/t"U 
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~fofa nf ~efu ~nmpsqi~ 
0£PAATMENT OF HEALTH ANO HUMAN SERVICES 

IU PLE1'5AHT STREET, COHCCFIG, NH ~l·~UI 
~ FAll:B03-27H912 TCDl'CCESS: 1~n,s.2911o4 

NllW Number: 4103-271·9200 

A.TOUMPAS 
. COUMISSIC»IEA 

His &cellcncy, Governor Jahn H. lynch 
and the Honorable Exet:utive Council 

SlllcHousc 
CDncord. New Hampshire OBOl 

Marcil 21, 2012 

ITEM# Jf7i .Rl:OUJ.SIED ACTION ___ ....._.._..... ___ _ 

Aulhorii.C the: Depattmenl of Health ct Hwnan Servic.es lo enter inlo individual ID"CClllCllll with .die 
Managed ~ Orpniution.s tided below lo provide Medicaid Mmnagcd Cate medic:al and lonr-lcm i;are 

setviccs lo Medic.aid clienlS at Ul i:stimaled cost. based on clienll' cboicci of enrollmenl inlo I single 
Maoagcd Cate Orpnizlljon following progiui implcmcnl.ltion, not Ill exceed SZ,2215,923,030.00 iD lhc 
apple bchvccn all vendors e!Tcclivc July I, 20(2, or dale o(Govcnior and Council approYa~ whichevu 
is later, through J 11ne 3 0, 20 I S. 

• Gnnile Slate Health Plan, IDC:., c/o Ccutene Corp. 7700 Forsyth Blvd., SI. Louis, MO 63IOS, Vcoda # 
TBD 
Boslon Medical Center Hcallh Plan, Inc., 2 Copley Place, Suite 600, Boston, MA 02116 •. Vendor# nm 

• Gnaitc Cue -Meridian Health Plan of Hew Hampshire, m Woodward Ave., Suite 600, Deboit,, Ml 
412215, Vendor 0 TBD 

Fllllds ue avail.able in lhc following accounlS in Stale Fiseal Year 2013 and are anticipated lo be available in 
S11te Fiscal Yun 2014 and 20 l S upon I.be availablllry ml eoallnucd appropriation of fiuldl in the futvrc 
opi:Rlin& bvdgcts. with 1ulhority lo adjust amounts if needed and justified bctwccn Sta~ Fiscal Yur.1 and 
encumbrance 1n1ourits between vendors through lhe Budgci Oftic:e as ncccsAry. 

Fund Name aadAccountN11mber SFY:ZOJJ SPY:ZOU Sn' %015 Tal.lll 

Hcallb and Social Services, Dept of 
Health and Huma11 ScNices, 

WIS: Co111111issicner, Off of Medicaid SJll,923,030 S401.ooo.ooo S421,000,000 SJ;03,92l,OJO 
Busine.ss ill: Policy, Provider Payments 
OS-9S·9~9S60I0-61470000-101-

500729 
HHS: Developmental S erv-Div of S0.00 SlJB.000,000 SlS0,000,000 .$411,000,000 

Developmental Svcs, [)evolopmental 
Services I 

05-95-93-930010-7] 000000-101-
S00729 Or To Be Determined 

HHS: Eldcrly-Adull SUYices, Nursing S0.00 S26] ,000,000 $274,000,000 SSJS,000,000 
Services Counr:y Participation 

I 
05-9~8-41001S-.59'120000-J01-

500729 Or To Be Dctennincd 

Total Sl81,91J,OJO S900,000,000 S9.f5,00D,OOO .Sl,236,91],031) 



His hcellcnc:y, Governor John H. Lynch 
.and lhe Honorable Executive Co<Jncil 

Pagc2 
March 21,2012 

Tho lablc below shows lhc amounl 10 be encumbered for each vendor. A dclailcd worksheet willl 
1eco1u11ing details for amounts 10 be encumbered by ea;h vendor is attached for use by lhc Dcpo11rncnt or 
Adminlstralivc Services, Bureau of Accounting. 

MC0#1 MC0'2 MCOJJ Total 

SFYlllJ3 S190,961,5H S95,480,75C S95,480,7~ $381.923,00C 

SFYllll4 $450,000,DIJI. $225,000,llO( S225,000,ooc $900,000,00C 

SFYlD15 $472,500,~ $236,250,llCX $236,250,00C $945,000,00C 

Tota $1,113,481,51! SSSS,730,751 $558,730,75.I! $2,22&,923,03C 

EXPLANATION 

The purpose of these ~ments is 10 provide improved and eosl clTicicnt medical and long.term care 
scMc:cs to New Hampshire Medicaid clients lhrough lhc implcmcntalion of 1 Mam~ Cuc J'rc!run 
beginnin& JuJy I, 2012, through June JO, 20JS. These agrecmentl provide for a one two-year extension 
pend ins the sua:csst\d perfonnance of the vendor and approval by Gowmonnd Council. 

Toial spcndin1 for all lhrce agnemenls in S~tc Fiscal Yw 2013 will nol exceed Sl&l,9",030 Mid 
contnic:tl are acculcd with this nol-lo-exi:ccd amount. As riles 1111 ncgoti•cd for State F'iscal Years 2014 
alld 20 IS, canincts whl be rcnci.otiatcd lncreasin& !he not-tc>cxcecd amounts, b111 thc tOlal spending for all 
three agreements from July J, 2012, throu&h Jwic JO, 201.S, will nOI cxr:ccd $2,226,923,0JO as requested. 
The l'U.SOll lhesc amounts we slllcd u "not to cii:cced• ls thu the M111aged Care Progr21n penni'IS clients IO 

sclf-sel&ct lb& vendor or their choice, which in tum will dctcnnine the anu1unt cxpellded on any one 
coniracL ClienU' selections will nol be kno~ until after implcmcnlation or Lhc: ProlJVI. ln any event, 
ac:tull spe:adia& OJI all 1pprovcd contncLs will nor exceed S2,226,S12l,OJO ia I.he a&11eg111 ovu lhc lhree
)'ear term or the "lrccmcnts. For purposes of encumbering fiinds by Mmaged Care ~pniuliau, lhc 
allocalion described in lhe 'Ile.quest For Proposals for 1uto-cnrollment wu used. 1f a client fails to select a 
Maaascd Care Orpaiz.ation, the proc:cSJ for aule>-usipmenl if the c!icnl's provider is under contract witll 
moic \11111 one Managed Cuc 'OrganiuJion or no usual source of primlt)' care can be dclcnnincd, will be 
that the Managed Care Organiu1ion with Ulc higlieu technical score will be assigned SO"A or Ille auio
usiped members and lhc olhct two Mwgcd Care Or&aniutions rcc:civin& 2S% of I.lie rcmainin& auto
wipuncnts. Costs for State Fiscal Yurs 2014 and 201 S were derived by adjusling previous yan c:ilimatcs 
upwvd by live pcn:cnl to accounl for inflalion. 

l'llmiant IC Chaplcr 125, Laws of201 I (Sen.le Bill 147), the Dcpu1mcnt is required lo develop a managed 
~ model for adminislcring the Medic.aid prosrara to provide medical and long-tcnn care 1crYlc:cs for all 
Medicaid popula1ions lhroughoul New Hun93hire consislcnl with lhc provisions of Fcdml Regulation 42 
U.S.C. 139611-2. It 1~so requires the Ocparlmcnt 10 submit final contracts lo Governor lr!d Council no later 
tllaa March lS, 2012, unlw lhc date is extended by the FiJcal Cormnincc. On Much ~. 2012, FISl2-09-4, 
FiSQJ Ccmmincc extended 1hc dale to Mar•h 21, 2012.' The law also requires 1ha11he c:apita1ed ralel SCl by 
lhc Dcpat11ncn1 be approved by lhc Fiscal Comminee. Tiie Fiscal Commincc approved IM ralcs on March 

I
, 9, 2012, FISI 2-094 u amended. The Dcpanmcnl's Stale Fiscal Yurs 2012·20 I l budge! approved in lvnc 

2011 includ.s anlic:ip11rcd savings in 1hc Medicaid Program or lhiny million dollars following Ilic 
implementation oh Managed Care Program. 

. " ·'· : .... 
Pursuanl lo lhc langngc of Olaptcr 125, ~ws of201 I (S•narc Bill 147), lhc Depinmcnl developed & lllrcc-
phased approach 10 implementing a Manascd Care Progra111: 
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llis acellency, Governor John H. Lynch 
and lhe Honorable Executive Council 

Paga] 
~brch 21: 2012 

• Step I includes Ilic July I, 2012, implemeniation of a progrmi for all Medicaid S1:111 Pl1n medial, 
phlrrnaey ;nd rne,ilal health services for mosl populations. 

• Step 2 includes die July I, 20IJ, implementation of• prouam for specialty !Cnlices for the long·lemt 
cue populalions, including nursing home serYices &nd services for Ille develop111en~ly di.Qbled. 11 
incl~ \be Stale's apt.ion lo tl\&l\a~ (111&acing Car spceiaky set'4iccs for lhov: dually elig.i'blio Car 
Medicaid llld Medicue. 
Step l includes lhe January 2014 Medicaid expusion papulalion under the Affordable Care AcL 

!he "'public procest' used for development and proc:urcmenl of a managed care model included lhc 
fo!Jowing pn>cc.s.s: 

• The DCpartinent of Healih aaci Humm S~rviccs conducted a Req~est.for lnfonnation released l111y21, 
20 I 0, report published J11nuary I 4, 2011; 

• Public le1islaliveproces1 regarding SB 147 (2011); . 
• .Regional nalu:holder foru~ and focus groups canducred by Louis Xm1D &: .Auocialcs and J'onlif.u; 

Slalteholdcr fonams went hdd; 9113111 ln Kec:M., NH; 9114 in Nash111, NH; 9n.I in Lialeeon, NH wilh 
~mole siles fram Lebanon and Berlin participating; 9122 in Somcnworth, NH: 9123 in Mvicheslcr, 
NH; 'Jll9 in Concord, NH. 

• Focus gmnps 'Wl:re held in I.he fa.II of 2011 in Lilllelon, Bulin, Dover, CanQ)Rf, Clarcmonl, 
Somerswodh, Portsmouth, Salem and Nnhua, NH. Participanu .in lhe focuJ groups included ccasumen 
witb ph)'Sical disabilities. inCrc mmi.1 heallh issuc.s, subs&uicc abuse issues,, devdopmcnl&l 
diJlbilitiu, ddcrly needing long·lc:rm cue a~, low-income who receive public assislancc and 
ca11Sumcn wilh limited English prof11:ieacy or olhcr cultural barriers to health 1ccess; 

• Mondlly updates of Medical Cant Advisory Conunillee commencing in 2011; 
Newspaper public notices februaty l, 2012; 1111d 

• Public enpaemcn\ of long-\crm care populalions will continue by Louis Kamo thro11gbcu1 the 
clevelopmenc of S1ep JL . 

These agrccmcnts were competitively bid. A Request For Proposals was posted on lhe Departmml of 
Heallh and Hwnan Services website on CXtober 17, 2011, through December 16, 2011. Eight.ecn vaidors 
submined Leners oflntcnL A Bidders' Tedinical Proposal Confercm:e was held on November 3, 2011, and 
a Cost Proposal Confctcnce 011 November 17, 2011. Six vendol'3 1ubmitted propculs by the Deceniber 14, 
2011, deadline specified in !he R1ques1 For Proposals. The Requests for Proposab staled lhll members 
shall have a choice between two or three Managed Care Organizalions operating in che State. 

J:i1ht bi1h-lcvcl Department of Heallh and Human Services siaff and one from the New .Hampshire 
Department of Jmticc ~re assigned to the Technical E"Valualion Team. Twn mernben RYicwed lhe 
pro~s individually and lhen md as a group to c:ollCclively sc~ the proposals, using a comcns11J model. 
The technical mc:rill of each proposal wtrc re"Vie'lftd 111d .scored comislcnl with the crilcria for evaluation of 
Technical Proposals as specified in the Request For Proposals. Technical Proposals~ evalllaled in each 
of the followin& areas: SeniQ:S 111d Populations; Phannacy Manag~enl; Member Enrollment: Member 
Services and CulNnl Considendons; J\cce.ss and Nctwort Managemen~ Pa~ent tterorm; Behavioral 
Health; Care Management; Quality Mana~menl; Early Periodic Screening. Diagnosis, and Tratmenl 
(EPSDn; Utirlzalion Mana1e111en1; arid Adminislruive FWIClions. Tec:hnigl Proposals "M:re awarded a 
maximum of70 points oul or a possible lotal eval\lllion score of 100. 

The Cost Evaluation Team consisted of four high-level DeparUncnl of Heal!h and Human Sel'Yiccs staft 
Following professional 1'Sisbnce of an acruarial firm to analyze cosl detllils and verify adllllial 
~ettifiealion, the Tum scored the cost propasals by consensus consistenl wirh the criteria ror evalullion as 

' specified in rite Re11ucst Fo1 Proposals. Cosr Proposals were: awarded •muimum of JO points Olll ofa 
possible lot:al e'Vlluation score of 100. Ntachcd is a bid summary including lhe bidders' scares a!111 
pu1icipanu on the ev3lua1ion lums. 
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The contract negotiation process WIS starled with the three bidders receiving the highesl enhialion .JCD111s. 
ContraCI negotialioN were conducced by 1hc Co111r1ct Negolialion Team, consiSling of four high rllllcing 
Dcputmcnl of Heallh and Hunun Services emplo~e.s and two Dep111111en1 of Justie& emplo~es. 
individually with each or the bidders so lha.1 the lenns and conditions in each or die agreemenlS ror wbich 
approval is requested arc identical. R.lte stnJcturc WIS negoliated by the Dcp111incn1 and approved by the 
fiscal Commince on M.,ch SI, 2012, FIS 12-094 u amended. The Dcpa.r1rncnl of Infonnalion Tcchnolog)' 
1w approved chat lhe Deputment of Hullh and Human SC1"1ices enter into these •gre.emcnlS.. Their 
approval Is 11UChcd. As a result of chis proc:~s lhe Departmen! r~uesr.s Governor 111d Council approval lo 
enter into 1grccmCt1ts wi!h the Medicaid Managed Care Organiutions named in lhe Rcqucsfcd Action. 
Subscqucnl lo Govcrnot and Council approval,· iinplemcnt.11ion of the agrccrncnu is contingcnl upon 
approval by Ccrtcrs for Medicare &. Medic-aid Ser-. ices. 

Should Governor ind Council detennine to not approve Ibis request New Hampshire citiuns will not benefit 
liom improved .uid case efficient G1edical can: avai!llblc 10 them under lhe Managed Care Progrun. 'Ihcy 
will fllc:e unccrui1nyover which Medicaid serviUJI arc available due 10 the likeli&ood oflhe elimination or 
rduclion lo scr1ic:es that will be necessitated by the reduced State fiscal Ye•rs 2012-2013 1ppropria1ed 
btidget &mOllD!S that anricipate savings resuhing from the implementation of lhc Man1ged Care Program. 
Additionally, the DepUUnent will be in violation of Senate Bill 147 that m111datcs Implementation ofa 
Man.aged Cite Pro~ 

The following Pcrf01111ance Mea5ures, including but nol limited 10 the following. will be used to evallllle 
these apmcnis. 

• Access Standards, including. but not limited to: provider network. geographic distance, timely aCCCSI lo 
.services l!1d access lo special services; 

• Quality PcrrQf!Jlance Inccn1ives focused on rour 11rc.u: Adolc.scenl Well Cate visits, Ile-admissions to 
New H1111pshire Hospital, Gening Needed Care Composite (member salisfaction) 111d Ma!crnal 
Smoking Cessation; and 

• Claims Payment and Processing Accuracy. 

Arca served: Statewide. 

Soon:c offunds: fedenil financial participalion 1111cs range from 50~1to1S'lo. Average fundina s0Ut1:C.1 arc, 
c.stim21ed lo be as follows: 

State F6cal Year 2013: SO.SY. Federal Funds 1111d 49.5% General funds; &nd 
State fiscal Years 2014 and 201 S: S0.2'/, Federal Funds, 31.4% General Funds and I l.4Ya Ocher Funds 
(Co1111Cy). 

ln the evcnl !ltat Federal or other fonds become no longer IVllilable, Gencnil funch will no! be requcstCl!i 10 
lllppor1 this program. 

T'N &pMl.,1411/ H1a/llt ~ Htlll'IOlf Sl""'it11 • NiJJiotil l,, 10 joilt ~,,.,.....1titil1J uftdj0111ifr1J ;.. l"'"'iit;/;.6 
·~'"'·~·JilJ /tN ciliH•J Ill odi.,•t "w.Jrle °"" iltd1pr,.A"'C't. 



BID SUMMARY 

Medicaid Managed Care oiganization Proposals 

Technical Co!t Tot.Ill 
Proposal Pro pow Score 

Maximum Possible Score 70 30 100 
Vendor 
Granite State Health Plan, Inc. 69.9 27.7 97.6 
Boston Medical Center Health Plan, Inc. 70.0 25.9 95.9 
Granite Care - Meridian Health Plan of 63.3 30.0 93.3 
New Hampshire 
Anthem Health Plans of New Hampshire 60.2 27.0 87.2 
Inc.- Matthew Thornton Health Plan, Inc. 
Network Health, lLC 47.3 25.8 73.l 
Aetna Better Health Inc. 40.4 25.3 65.7 

Technical Proposal Evaluation Team 
• Andrew Chalsma, Administrator, Bureau of Healthcare Analytics and Data Systems, Office of Medicaid 

Business & Policy, DHHS 
• Matthew Ertas, Director, Bureau of Development Services, Division of Community Based Care Services, 

mrns 
• Doris Lot7., Medicaid Medical Director, DHHS 
• Stephen Mosher, ChiefFinancial Officer, DHHS 
• Joyce St. Onge, Admiiiistrator, Program Operations, Division of Family Assistance, DHHS 

~ • Erik Riera, Director, Bureau of Behavioral Health, Division of Community Based Care Services, DHHS 
• Nancy Rollins, Associate Commissioner, Director of Division of Community Based Care Services, 

DHHS 
• Lisabritt Solsky, Deputy Director, Office of Medicaid Business & Policy, DHHS. 
• Rebecca Woodard, Assistant Attorney General, Civil Bureau, NH Department of Justice 

Cost Proposal Evaluation Team 
• Walter Faasen, Contracts and Procurement Director, Office of Business Operations, DHHS 
• Marilee Nihan, Finance Director, Office of Medicaid Business & Policy, DHHS 
• Sheri Rockbum, -Finance Director, Division of Community Based Care Services, DHHS 
• Christine Shannon, Bureau Chief, Planning & Research, Office of Medicaid Business&: Policy, DIIllS 

Contract Negotiation Team 
• Kathleen Dunn-Medicaid Director, DHHS 
• Walter Faasen, Contracts and Procurement Director, Office of Business Operations, DHHS 
• Marilee Nihan, Finance Director, Office of Medicaid Business & Policy, DHHS -
• John Wallace, Associate Commissioner, DHHS 
• Michael Brown, Senior Assistant Attorney General, Civil Bureau, NH Department of Justice 
• Jeanne Herrick, Civil Bureau, NH Department of Justice 
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Accounting Detaib For Contl"llct Encumbrance 
Medicaid Managed Care 

SFY 2013 • SFY 2015 

filX!fil 
05~95-95-956010-61470000-5000729 

101 Medical Payments to Providers 
05-95-93-93 00 I 0-71000000-1 01-50072 9 
(Or To Be Determined) · 

Payments to Providers-Disabled 
05-95-48-480015-59420000-101-500729 
Or To Be Detennined 

Payments to Providers-Elderly 

SFY2014 
05-95-95-9560 I o·-614 70000 

IOI Medical Payments to Providers 
05-95-93-930010-71 000000-1 01-500729 
(Or To Be Determined) 

Payments to Providers-Disabled 
05-95.:.48-4800l5-59420000-101-500729 
Or To Be Determined 

Payments to Providers-Elderly 

SFY1015 

05~95-_95-956010-61470000 . 

·Boston 
Medical 
Center 

Gruite 
State 

Granite Care 
-Meridian 

$190,961,515 $95,480,758 $95,480,758 

$190,961,515 $95,480,758 $95,480,75"8 

$200,500,000 $100,250,000 SI00,250,000 . 

$119,000,000 $59,500,000 $59,500,000 

$130,500,000 $65,250,000 $65,250,000 

$450,000,000 $225,000,000 $225,000,000 

Total 

$381,923,030 

$0 

so 
$381,923,030 

$401,000,000 

$238,000,000 

$261,000,000 
$900,000,000 

I 0 I Medical Payments to Providers 
05-95-93-930010-71000000-101-500729 

$210,500,000 $105,250,000 $105,250,000 $421,000,000 

(Or To Be Determined) 
Payments to Providers-Disabled 

05-95-48-4800l5-59420000-101-500729 
Or To Be Determined 

Payments to Providers-Elderly 

· s125,ooo,ooo S62,5oo,ooo S62,5oo,ooo s250,ooo,900 

Sl37,000,000 $68,500,000 $68,500,000 $274,000,000 
$472,500,000 $236,250,000 $236,250,000 ~945,000,000 

Total Sl,113,461,515 S556,7J0,758 $556,730,758 S2,226,91J,030 

Class IOI does not exist today but needs to be established/budgeted for SFY 2014 & 2015 
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