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CONTRACT BETWEEN THE STATE OF MISSISSIPPI DIVISION OF MEDICAID,
OFFICE OF THE GOVERNOR

AND

This Contract is entered into this 30th day of November, 2015 between the State of
Mississippi, Office of the Governor, Division of Medicaid, with a principal place of business
located at 550 High Street in the City of Jackson, County of Hinds, State of Mississippi and
, @ corporation organized and existing pursuant to the laws of the State of
Mississippi, which is licensed as defined by the Department of Insurance, with a principal
place of business located at, in the City of , County of State of

WHEREAS, the State of Mississippi, Office of the Governor, Division of Medicaid
("Division™) is charged with the administration of the Mississippi State Plan for Medical
Assistance in accordance with the requirements of Title XIX of the Social Security Act of
1935, as amended, (the "Act") and Miss. Code Ann. 843-13-101 et. seq. (1972, as amended);

WHEREAS, (“Contractor"”) is an entity eligible to enter into a
full risk capitated contract in accordance with Section 1903(m) of the Social Security Act
and 42 C.F.R. § 438.6(b) and is engaged in the business of providing prepaid comprehensive
health care services as defined in 42 C.F.R. § 438.2. The Contractor is licensed
appropriately as defined by the Department of Insurance of the State of Mississippi pursuant
to Miss. Code Ann. 883-41-305 (1972, as amended); and

WHEREAS, the Division contracted with a Coordinated Care Organization (Contractor) to
obtain services for the benefit of certain Medicaid beneficiaries and the Contractor has
provided to the Division continuing proof of the Contractor's financial responsibility,
including adequate protection against the risk of Insolvency, and its capability to provide
quality services efficiently, effectively and economically during the term of this Contract,
upon which the Division relies in entering into this Contract.

NOW THEREFORE, in consideration of the monthly payment of predetermined capitation
rates by the Division, the full assumption of risk by the Contractor, and the mutual promises
and benefits contained herein, the parties hereby agree as follows:
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SECTION 1 - GENERAL PROVISIONS
A. Term

The Contract period begins July 1, 2014 and shall terminate on June 30, 2017. The
Division may have, under the same terms and conditions as the existing Contract, an
option for two (2) one-year extensions.

B. Definitions and Construction

References to numbered Sections refer to the designated Sections contained in this
Contract. Titles of Sections used herein are for reference only and shall not be deemed a
part of this Contract. The headings used throughout the Contract are for convenience
only and shall not be resorted to for interpretation of the Contract.

In the event of a conflict between this Contract and the various documents incorporated
into this Contract by reference, the terms of this Contract shall govern.

This Contract between the State of Mississippi and the Contractor consists of 1) this
Contract and any amendments thereto; 2) the MississippiCAN Program RFP and any
amendments thereto; 3) the Contractor’s Proposal submitted in response to the RFP by
reference and as an integral part of this Contract; 4) written questions and answers. In
the event of a conflict in language among the four (4) documents referenced above, the
provisions and requirements set forth and/or referenced in the Contract and its
amendments shall govern. After the Contract, the order of priority shall be as follows:
the RFP Bidder Questions and Answers, the Contractor’s Proposal and its attachments,
and the RFP. In the event that an issue is addressed in one (1) document that is not
addressed in another document, no conflict in language shall be deemed to occur. All
the documents shall be read and construed as far as possible to be one harmonious
whole; however, in the event of a conflict or dispute, the above list is the list of priority.

However, the Division reserves the right to clarify any contractual relationship in
writing, and such written clarification shall govern in case of conflict or ambiguity with
the applicable requirements stated in the RFP or the Contractor’s Proposal. In all other
matters not affected by the written clarification, if any, the RFP and its amendments shall
govern.

The Contract represents the entire agreement between the Contractor and the Division
and it supersedes all prior negotiations, representations, or agreements, either written or
oral between the parties hereto relating to the subject matter hereof.

The Division reserves the right to review the existing contract semiannually to address
contract and/or program vulnerabilities and discrepancies. No modification or change of
any provision in the Contract shall be made, or construed to have been made, unless such
modification or change is mutually agreed upon in writing by the Contractor and the
Division. The agreed upon modification or change will be incorporated as a written
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Contract amendment and processed through the Division for approval prior to the
effective date of such modification or change. In some instances, the Contract
amendment must be approved by CMS before the change becomes effective.

The only representatives authorized to modify this Contract on behalf of the Division
and the Contractor are shown below:

Contractor: Person(s) designated by the Contractor
Division of Medicaid: Executive Director

. State and Federal Law

At all times during the term of this Contract and in the performance of every aspect of
this Contract, the Contract shall be governed by and construed in accordance with the
laws of the State of Mississippi, excluding its conflict of law provisions, and any
litigation with respect thereto shall be brought in the courts of the State of Mississippi.

The Contractor shall comply with all applicable Federal, State, and local laws and
regulations and standards, as have been or may hereinafter be established, specifically
including without limitation, the policies, rules, and regulations of the Division.

Both parties that enter into this Contract understand that before the Contract can be
executed, the Contract must be approved by the Centers for Medicare and Medicaid
Services.

In the event that the Contractor requests that the Executive Director of the Division or
his/her designee issue policy determinations or operating guidelines required for proper
performance of the Contract, the Division shall do so in a timely manner. The
Contractor shall be entitled to rely upon and act in accordance with such policy
determinations and operating guidelines unless the Contractor acts negligently,
maliciously, fraudulently, or in bad faith.

. Representatives for the Division and Contractor

The Executive Director, or their designee, shall serve as the Contract Officer,
representing the Executive Director of the Division of Medicaid, with full decision-
making authority. All statewide policy decisions or Contract interpretation will be made
through the Executive Director, or their designee. The Executive Director, or their
designee shall be responsible for the interpretation of all Federal and State laws and
regulations governing or in any way affecting this Contract. The Contractor shall not
interpret general Medicaid policy. When interpretations are required, the Contractor will
submit written requests to the Division.

The Chief Executive Officer or a comparable representative shall serve as Contract
Officer for the Contractor, with full decision-making authority for the Coordinated Care
Organization, and will be required to be physically located in the State of Mississippi.
Each Contract Officer reserves the right to delegate such duties as may be appropriate to
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others in the Officer's employment or under the Officer's supervision.

. Notices

Whenever, under this Contract or associated RFP, one party is required to give notice to
the other, except for purposes of Notice of Termination under Section 15.K, Procedure
on Termination, of this Contract, such notice shall be deemed given upon delivery, if
delivered by hand, or upon the date of receipt or refusal, if sent by registered or certified
mail, return receipt requested or by other carriers that require signature upon receipt.
Notice may be delivered by facsimile transmission, with original to follow by certified
mail, return receipt requested, or by other carriers that require signature upon receipt,
and shall be deemed given upon transmission and facsimile confirmation that it has been
received. Notices shall be addressed as follows:

In case of notice to the Division:

Executive Director

Division of Medicaid

Walter Sillers Building, Suite 1000
550 High Street

Jackson, MS 39201-1399

In case of notice to the Contractor:
Contractor Designee

Contractor

Street Address

City, State Zip Code

. Contractor Representations

The Contractor hereby represents and warrants to the Division that:

1.

2.

The Contractor has at least five (5) years of experience with a Medicaid program;

The Contractor is licensed in the State of Mississippi by the Department of
Insurance; or is in the process of obtaining license in Mississippi to be effective prior
to the Enrollment of beneficiaries;

All information and statements contained in the Mississippi Coordinated Access
Network (MississippiCAN) Contract Proposal and responses to additional letter
inquiries submitted by the Contractor to the Division are true and correct as of the
date of this Contract;

A copy of the Contractor’s Proposal as approved by the Division is on file in the
Contractor's office in Mississippi and any revisions to the Proposal as approved by
the Division are posted in the Contractor's copy;

There have been no material adverse changes in the financial condition or business

Page 10 of 225



operations of the Contractor since the date of the Application and the closing date of
the most recent financial statements of the Contractor submitted to the Division;

6. The Contractor has not been sanctioned by a State or Federal government within the
last ten (10) years;

7. The Contractor has experience in contractual services providing the types of services
described in the RFP and this Contract; and

8. All covered services provided by the Contractor will meet the quality management
standards of the Division, and will be furnished to Members as promptly as
necessary to meet each individual's needs.

The Contractor shall have, or obtain, any license/permits that are required prior to and
during the performance of work under this Contract.

. Assignment of the Contract

The Contractor shall not sell, transfer, assign, or otherwise dispose of the Contract or any
portion thereof or of any right, title, or interest therein without prior written consent of
the Division. Any such purported assignment or transfer shall be void. If approved, any
assignee shall be subject to all terms and conditions of this Contract and other
supplemental contractual documents. No approval by the Division of any assignment
may be deemed to obligate the Division beyond the provisions of this Contract. This
provision includes reassignment of the Contract due to change in ownership of the
Contractor. The Division shall at all times be entitled to assign or transfer its rights,
duties, and/or obligations under this Contract to another governmental agency in the
State of Mississippi upon giving prior written notice to the Contractor.

. Notice of Legal Action

The Contractor shall provide written notice to the Division of any legal Action or notice
listed below, within ten (10) calendar days following the date the Contractor receives
notice of the following:

1. Any Action, suit or counterclaim filed against it;
2. Any regulatory Action, or proposed Action, respecting its business or operations;

3. Any notice received from the Department of Insurance or the State Health
Officer;

4. Any claim made against the Contractor by any Member, Subcontractor or supplier
having the potential to result in litigation related in any way to this Contract;

5. The filing of a petition in bankruptcy by or against a principal Subcontractor or the
Insolvency of a principal Subcontractor;
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6. The conviction of any person who has an ownership or control interest in the
Contractor, any Subcontractor or supplier, or who is an agent or managing employee
of the Contractor, any Subcontractor or supplier, of a criminal offense related to that
person's involvement in any program under Medicare, Medicaid, or Title XIX of the
Social Security Act; and

7. Malpractice action against any Provider delivering service under the Contract.

A complete copy of all filings and other documents generated in connection with any
such legal action shall be immediately provided to the Division.

Ownership and Financial Disclosure

The Contractor shall comply with § 1318 of the Health Maintenance Organization Act
(42 U.S.C. 8 300e, et seq.), as amended, which requires the disclosure and justification
of certain transactions between the Contractor and any related party, referred to as a
Party in Interest. Transactions reported under 42 U.S.C. 8 300e, et seq., as amended,
must be justified as to their reasonableness and potential adverse impact on fiscal
soundness. The Contractor is required to obtain all relevant ownership and financial
disclosure information from their own employees, Subcontractors, and network
Providers.

The Contractor shall not knowingly have persons, managing employee, agent or their
affiliate who is debarred, suspended, or otherwise excluded from participating in Federal
procurement activities as a director, officer, partner, or person with a beneficial
ownership interest of more than five percent (5%) of the Contractor's equity or have an
employment, consulting or other agreement with a person who has been convicted for
the provision of items and services that are significant and material to the Contractor's
obligations under this Contract, in accordance with 42 C.F.R § 438.610.

1. Disclosures

The Contractor must disclose all information in accordance with 42 C.F.R §
455.104(b) that shall include:

a. The name and address of any person (individual or corporation) with an
ownership or control interest in the Contractor. The address for corporate
entities must include as applicable primary business address, every business
location, and P.O. Box address;

b. Date of birth and Social Security Number (in the case of an individual);

c. Other tax identification number (in the case of a corporation) with an ownership
or control interest in the Contractor or in any Subcontractor in which the
Contractor (or Division’s Agent or managed care entity) has a five percent (5%)
or more interest;

d. Whether the person (individual or corporation) with an ownership or control

Page 12 of 225



interest in the Contractor is related to another person with ownership or control
interest in the Contractor as a spouse, parent, child, or sibling; or whether the
person (individual or corporation) with an ownership or control interest in any
Subcontractor in which the Contractor has a five percent (5%) or more interest is
related to another person with ownership or control interest in the disclosing
entity as a spouse, parent, child, or sibling;

e. The name of any other disclosing entity (or the Division’s fiscal agent or other
managed care entity) in which an owner of the Contractor has an ownership or
control interest; and

f. The name, address, date of birth, and Social Security Number of any managing
employee of the Contractor.

In accordance with 42 C.F.R. § 455.104(c), disclosures from the Contractor are due
at any of the following times:

a. Upon the Contractor submitting a Proposal in accordance with the State’s
procurement process;

b. Annually, including upon execution, renewal, or extension of the Contract with
the State; and

c. Within thirty-five (35) calendar days after any change in ownership of the
Contractor.

In accordance with 42 C.F.R. § 455.104(d), all disclosures must be provided to the
Division, the State’s designated Medicaid agency.

In accordance with 42 C.F.R. § 455.104(e), Federal financial participation is not
available in payments made to a Contractor that fails to disclose ownership or control
information as required by said section. As described in 42 C.F.R. § 438.808, FFP is
also not available for any amounts paid to Contractor that could be excluded from
participation in Medicare or Medicaid for any of the following reasons:

a. Contractor is controlled by a sanctioned individual,

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

c. Contractor employs or contracts, directly or indirectly, for the furnishing of health
care, utilization review, medical social work, or administrative services, with one of
the following: (a) any individual or entity excluded from participation in Federal
health care programs. (b) Any entity that would provide those services through an
excluded individual or entity.
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In accordance with 42 C.F.R. 8§ 455.105, the Contractor must fully disclose all
information by entities related to business transactions. The Contractor must submit,
within thirty-five (35) calendar days of the date on a request by the Secretary of the
Department of Health and Human Services or the Division, full and complete
information about:

a. The ownership of any Subcontractor with whom the Contractor has had business
transactions totaling more than $25,000 during the twelve (12)-month period
ending on the date of the request; and

b. Any significant business transactions between the Contractor and any wholly
owned supplier, or between the Contractor and any Subcontractor, during the five
(5)-year period ending on the date of the request.

Any disclosing entity that is subject to periodic survey and certification of its
compliance with Medicaid standards must supply the information listed above to
State survey agency at the time it is surveyed.

A managed care entity that is not subject to periodic survey and certification and has
not supplied the information specified above to the Secretary within the prior twelve
(12)-month period, must submit the information to the Division before entering into a
contract or agreement to participate in the program.

In accordance with 42 C.F.R. § 455.106(b), the Division must notify the Inspector
General of the Department of any disclosures under 42 C.F.R. 8 455.106(a) within
twenty (20) business days from the date it receives the information. The Division
must also promptly notify the Inspector General of the United States Department of
Health and Human Services of any action it takes on the Contractor’s contractual
agreement and participation in the program.

In accordance with 42 C.F.R. § 455.106(c), the Division may refuse to enter into or
renew an agreement with the Contractor if any person who has an ownership or
control interest in the Contractor, or who is an agent or managing employee of the
Contractor, has been convicted of a criminal offense related to that person’s
involvement in any program established under Medicare, Medicaid or the Title XIX
Services Program. Further, the Division may refuse to enter into or may terminate
the Contractor’s agreement if it determines that the Contractor did not fully and
accurately make any disclosure required under 42 C.F.R. § 455.106(a).

At the time of Contract execution and Contract renewal, the Contractor must submit
information for any person who has ownership and control interest of each
contracted Provider entity or who is an agent or managing employee of the Provider
(as defined by 42 C.F.R. § 455.101) and who has been convicted of a criminal
offense related to that person's involvement in any program under Medicare,
Medicaid, or the title XIX services program since the inception of those programs, as
required in 42 C.F.R. § 455.106. The Contractor shall also make this information
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available to the Division upon request within thirty-five (35) calendar days. The
Division may refuse to enter into or may terminate this agreement if it determines
that the Contractor did not fully and accurately make any disclosure required under
42 C.F.R. § 455.106.

The Contractor must fully disclose all information in accordance with 42 C.F.R. §
1002.3.

The Division may refuse to enter into, or terminate, this Contract if it determines that
the Contractor did not fully and accurately make any disclosure required under 42
C.F.R. § 1002.3(a). Each Contractor, except Federally qualified Contractors, shall
provide defined information on specified transactions with specified "parties in
interest" for specified time periods as defined in the Public Health Services Act,§
1903(m)(2)(A)(viii) and 1903(m) (4), which are defined as:

a. Any director, officer, partner, employee, or assignee responsible for management
or administration of the Contractor; any person who is directly or
indirectly the beneficial owner of more than five percent (5%) of the equity of
the Contractor; any person who is the beneficial owner of a mortgage, deed of
trust, note or other interest secured by, and valuing more than five percent (5%)
of the Contractor; or in the case of a Contractor organized as a nonprofit
corporation, an incorporator or Member of such corporation under applicable
State corporation law;

b. Any organization in which a person is a director, officer or partner; has directly
or indirectly a beneficial interest of more than five percent (5%) of the equity of
the Contractor; or has a mortgage, deed of trust, note or other interest valuing
more than five percent (5%) of the assets of the Contractor;

c. Any person directly or indirectly controlling, controlled by, or under common
control with the Contractor; or

d. Any spouse, child, parent, or authorized agent of an individual described in
subsections a, b, or c.

The information provided for transactions between the Contractor and a Party in
Interest will include the following:

a. The name of the Party in Interest in each transaction;

b. A description of each transaction and, if applicable, the quantity of units
involved;

c. The accrued dollar value of each transaction during the calendar year; and
d. A justification of the reasonableness of each transaction.

The Contractor shall notify the Division within five (5) calendar days after any

Page 15 of 225



publicly announced acquisition agreement, pre-merger agreement, or pre-sale
agreement impacting the Contractor’s ownership. Business transactions to be
disclosed include, but are not limited to:

a. Any sale, exchange, or lease of any property between the Contractor and a Party
in Interest;

b. Any lending of money or other extension of credit between the Contractor and a
Party in Interest; and

c. Any furnishing for consideration of goods, services (including management
services) or facilities between the Contractor and a Party in Interest. Business
transactions for purposes of this section do not include salaries paid to employees
for services provided in the normal course of employment by the Contractor.

At least five (5) calendar days prior to any change in ownership, the Contractor must
provide to the Division information concerning each Person with Ownership or
Control Interest as defined in this Contract. This information includes but is not
limited to the following:

a. Name, address, and official position;
b. A biographical summary;

c. A statement as to whether the person with ownership or control interest is related
to any other person with ownership or control interest such as a spouse, parent,
child, or sibling;

d. The name of any organization in which the person with ownership or control
interest in the Contractor also has an ownership or control interest, to the extent
obtainable from the other organization by the Contractor through reasonable
written request; and

e. The identity of any person, principal, agent, managing employee, or key Provider
of health care services who (1) has been convicted of a criminal offense related to
that individual’s or entity’s involvement in any program under Medicaid or
Medicare since the inception of those programs (1965) or (2) has been excluded
from the Medicare and Medicaid programs for any reason. This disclosure must
be in compliance with 8 1128, as amended, of the Social Security Act, 42 USC
81320a-7, as amended, and 42 C.F.R. § 455.106, as amended, and must be
submitted on behalf of the Contractor and any Subcontractor as well as any
Provider of health care services or supplies.

Federal regulations contained in 42 C.F.R. § 455.104 and 42 C.F.R. § 455.106 also
require disclosure of all entities with which a Medicaid Provider has an ownership or
control relationship. The Contractor shall provide information concerning each
Person with Ownership or Control.
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J.

The Contractor shall advise the Division, in writing, within five (5) business days of
any organizational change or major decision affecting its Medicaid coordinated care
business in Mississippi or other states. This includes, but is not limited to, sale of
existing business to other entities or a complete exit from the State of Mississippi to
another state or jurisdiction.

2. Change of Ownership

A change of ownership of the Contractor includes, but is not limited to inter vivo
gifts, purchases, transfers, lease arrangements, case and/or stock transactions or other
comparable arrangements whenever the person or entity acquires a majority interest
(50.1%) of the Contractor. The change of ownership must be an arm's length
transaction consummated in the open market between non-related parties in a normal
buyer-seller relationship.

The Contractor must comply with all laws of the State of Mississippi and the
Mississippi Department of Insurance requirements regarding change of ownership of
the Contractor.

Should the Contractor undergo a change of direct ownership, the Contractor must
notify the Division in writing prior to the effective date of the sale. The new owner
must complete a new Contract with the Division and Members will be notified. Any
change of ownership does not relieve the previous owner of liability under the
previous Contract.

If the Contractor’s parent company is publicly traded, changes in beneficial
ownership must be reported to the Division in writing within sixty (60) calendar days
of the end of each quarter.

Responsiveness to Division Requests

The Contractor shall perform all of the services and shall develop, produce and deliver to
the Division all of the statements, reports, data, accountings, claims and documentation
described herein, in compliance with all the provisions of this Contract.

The Contractor shall acknowledge receipt of the Division’s written, electronic, or
telephonic non-urgent requests for assistance no later than one (1) business day from
receipt of the request from the Division. Executive request, program requests and
Medicaid Investigated Grievances must be given priority by the Contractor and must be
completed within 5 business days from the date of receipt, unless another time frame is
agreed upon by the Division and Contractor. Such urgent requests include issues
involving legislators, legislative committees (e.g., Joint Committee on Performance
Evaluation and Expenditure Review), other governmental bodies, and Care Management
evaluation requests involving Members or Providers requiring an expeditious response
based on the Member’s health condition.

The Contractor’s acknowledgement of Division requests for assistance must include a
planned date of resolution. The Contractor shall submit to the Division in the format
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requested, a detailed resolution summary advising the Division of the Contractor’s action
and resolution.

. Division Policies and Procedures

The Contractor shall comply with all applicable policies and procedures of the Division,
such as Mississippi Administrative Code, Title 23, specifically including without
limitation all policies and procedures applicable to each category of covered services for
the MississippiCAN Program, which are also covered by the State Plan, all of which are
hereby incorporated into this Contract by reference and form an integral part of this
Contract. In no instance may the limitations or exclusions imposed by the Contractor
with respect to covered services be more stringent than those specified in the applicable
laws, policies and procedures. Changes in applicable policies and procedures can be
made via updates to the Administrative Code, State Plan, or through written
communication from the Division to the Contractor.

If the Contractor elects not to reimburse for or provide coverage of a counseling or
referral service because of an objection on moral or religious grounds, the Contractor
must furnish information about the services it does not cover in accordance with 42
C.F.R. 8438.102(b):

1. To the Division with its application for a Medicaid contract and whenever the
Contractor adopts the policy during the term of the contract;

2. Information must be consistent with the provisions of 42 C.F.R. § 438.10;

3. Information must be provided to potential Members before and during Enrollment;
and

4. Information must be provided to Members within ninety (90) calendar days after
adopting the policy with respect to any particular service and at least thirty (30) days
of the effective date of the policy.

. Administration, Management, Facilities and Resources

The Contractor shall maintain at all times during the term of this Contract adequate
staffing, equipment, facilities, and resources sufficient to serve the needs of Members, as
specified in this Contract, RFP, the Contractor’s Proposal, and in accordance with
appropriate standards of both specialty and sub-specialty care.

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

The Contractor shall have, at a minimum, the following key management personnel or
persons with comparable qualifications, as listed below, employed during the term of
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this Contract. All staff must be qualified by training and experience.

Executive Positions:

1.

Chief Executive Officer (CEO): A full-time designated CEO (Contract Officer), with
decision-making authority, to administer the day-to-day business activities conducted
pursuant to this Contract located in Mississippi; The Mississippi CEO or person with
comparable qualifications must be authorized and empowered to make operational
and financial decisions, including rate negotiations for Mississippi business, claims
payment, and Provider relations/contracting; The CEO or comparable person must
be able to make decisions about coordinated care activities and shall represent the
Contractor at meetings required by the Division.

Chief Operating Officer: A designated Chief Operating Officer located in Mississippi
to oversee day-to-day business activities conducted pursuant to this Contract.

Chief Financial Officer: A professional designated to oversee financial-related
functions of the Contractor.

Medical Director: A Mississippi licensed physician to serve as the Medical Director,
who shall be responsible for all clinical decisions of the Contractor, and who shall
oversee and be responsible for the proper provision of covered services to Members.
The Medical Director must be an actively practicing physician located in Mississippi,
unless otherwise authorized by the Division. The Medical Director shall be
responsible for overseeing functions of the Credentialing Committee and shall be
required to be the Chair of the Credentialing Committee. The Medical Director will
also serve as a liaison between Contractor and providers; be available to Contractor’s
staff for consultation on referrals, denials, Complaints, Grievances, and Appeals;
review potential quality of care problems, and participate in the development and
implementation of corrective action plans.

Chief Information Officer: A professional who will oversee information technology
and systems to support Contractor operations, including submission of accurate and
timely encounter data.

Compliance Officer: A professional located in Mississippi who will be the individual
designated by the Contractor to act as a primary point of contact for the Division.

Administrative Positions:

1.

Provider Services Manager: A dedicated, full-time professional located in
Muississippi to be responsible for Provider Services and network development.

Member Services Manager: A dedicated, full-time professional located in
Mississippi to be responsible for Member Services functions.

Quality Management Director: A designated health care practitioner to oversee
quality management and improvement activities.
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4. Utilization Management Coordinator: A designated health care practitioner to be
responsible for utilization management functions.

5. Complaint/Grievance Coordinator: A dedicated person for the processing and
resolution of Complaints, Grievances, and Appeals.

6. Claims Administrator: A dedicated, professional to oversee claims administration.
7. Other key personnel as identified by Contractor.

The Division must approve key personnel required to be located in Mississippi prior to
assignment. The Division reserves the right to approve additional key positions as
needed. Key management positions cannot be vacant for more than ninety (90) calendar
days. The Contractor must notify the Division within five (5) business days of learning
that any key position is vacant or anticipated to be vacant within the next thirty (30)
calendar days.

The Division may impose liquidated damages if any key management personnel
positions remain vacant for greater than ninety (90) calendar days in accordance with
Section 15.E, Liquidated Damages. Contractor must submit to the Division for prior
approval the proposed replacement for key positions at least fifteen (15) calendar days
before hire. If the position is filled without Division approval, the Division may impose
liquidated damages in accordance with Section 15.E, Liquidated Damages, of this
Contract.

Prior to diverting any of the specified key personnel for any reason, the Contractor must
notify the Division in writing, and shall submit justification (including proposed
substitutions) in sufficient detail to permit evaluation of the impact on the delivery of
covered services. These changes are to be reported when individuals either leave or are
added to these key positions.

The Contractor shall also have the following staff located in Mississippi, at a minimum:

1. A designated person to be responsible for data processing and the provision of
accurate and timely reports and encounter data to the Division;

2. Designated staff to be responsible for ensuring that all contracted Providers, and all
Non-Contracted Providers to whom Members may be referred, are properly licensed
in accordance with Federal and State law and regulations;

3. Designated staff to be responsible for Marketing or public relations;
4. Sufficient support staff to conduct daily business in an orderly manner;

5. Sufficient medical management staffing to perform all necessary medical
assessments and to meet all MississippiCAN Members’ Care Management needs at
all times; and
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6. A designee who can respond to issues involving systems and reporting, encounter
data, Appeals, quality assessment, Member services, Provider services, EPSDT
services management, pharmacy management, medical management, and Care
Management.

M. Base of Operations

The Contractor shall have an Administrative Office within fifteen (15) miles of the
Division of Medicaid’s High Street location in Jackson, Mississippi. The office must
also have space for Division staff to work and that space must include, at a minimum,
the following:

1. A private office with a door that locks;
2. A desk and desk chair;

3. A computer with a printer;

4. A fax machine;

5. A phone;

6. A bookcase;

7. Afile cabinet that locks;

8. Internet access; and

9. Standard office supplies.

The Contractor shall use its best efforts to ensure that its employees and agents, while on
Division premises, shall comply with site rules and regulations.

N. Cultural Competency

The Contractor must demonstrate cultural competency in its communications, both
written and verbal, with Members and must ensure that cultural differences between the
Provider and the Member do not present barriers to access and quality health care. Both
the Contractor and its Providers must demonstrate the ability to provide quality health
care across a variety of cultures.

O. Representatives for the Division and Contractor

At its discretion, the Division may rely on contracted Agents to perform selected
activities under the direction of the Division. Some of these Agents may include but are
not limited to the (1) Utilization Management Contractor, who will perform designated
Prior Authorization, data analyses, and related functions and (2) the Fiscal Agent that
will process CCO encounter data and provide Enrollment assistance to Members.
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P. Risk Management

The Contractor may insure any portion of the risk under the provision of the Contract
based upon the Contractor’s ability (size and financial reserves included) to survive a
series of adverse experiences, including withholding of payment by the Division, or
imposition of liquidated damages by the Division.

On or before beginning performance under this Contract, the Contractor shall obtain
from an insurance company, duly authorized to do business and doing business in
Mississippi, insurance as follows:

1. Workers’” Compensation

The Contractor shall obtain, purchase and maintain, during the life of this Contract,
workers’ compensation insurance for all employees employed under the Contract in
Mississippi.  Such insurance shall fully comply with the Mississippi Workers’
Compensation Law. In case any class of employees engaged in hazardous work
under this Contract at the site of the project is not protected under the Workers’
Compensation Statute, the Contractor shall provide adequate insurance satisfactory
for protection of his or her employees not otherwise protected.

2. Liability

The Contractor shall ensure that professional staff and other decision making staff
shall be required to carry professional liability insurance in an amount commensurate
with the professional responsibilities and liabilities under the terms of this Contract
and other supplemental contractual documents.

The Contractor shall obtain, purchase and maintain, during the contract period
general liability insurance against bodily injury or death in an amount commensurate
with the responsibilities and liabilities under the terms of this Contractor; and
insurance against property damage and fire insurance including contents coverage for
all records maintained pursuant to this Contract in an amount commensurate with the
responsibilities and liabilities under the terms of this Contract. The Contractor shall
furnish to the Division certificates evidencing such insurance is in effect after award
of contract is accepted and annually thereafter.
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Q. Readiness Reviews

Contractor shall comply with all requirements related to the assessment of Contractor’s
performance prior to implementation. The Division may, at its discretion, complete
readiness reviews of Contractor prior to implementation of expansions and Contract
renewals. This includes evaluation of all program components including information
technology, administrative services, Provider Network management, and medical
management. The readiness reviews will include desk reviews of materials Contractor
must develop and onsite visits at Contractor’s administrative offices. The Division may
also conduct onsite visits to any Subcontractor’s offices.

SECTION 2 - DEFINITIONS

A. Definitions

1.

Abuse — 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 of healthcare. It also includes Member practices
that result in unnecessary cost to the Medicaid program.

Action: The Contractor’s decision to deny or limit authorization or payment (in
whole or in part) for health care services, including new authorizations and
previously authorized services; the reduction, suspension, or termination of a
previously authorized service; or the Contractor’s failure to provide services in a
timely manner; failure to resolve Complaints, Grievances, or Appeals within the time
frames specified in this contract. It also means determinations by skilled nursing
facilities and nursing facilities to transfer or discharge residents and adverse
determinations made by a State with regard to the preadmission screening and annual
resident review requirements of Section 1919(e)(7) of the Act, if applicable.

Agent: An authorized entity that acts on behalf of the Division of Medicaid.

Appeal: A request for review by the Contractor of a Contractor Action related to a
Member or Provider. In the case of a Member, the Contractor Action may include
determinations on the health care services a Member believes he or she is entitled to
receive, including delay in providing, arranging for, or approving the health care
services (such that a delay would adversely affect the health of the Member). In the
case of a Provider, the Contractor Action may include, but is not limited to, delay or
non-payment for covered services.

Authorized Representative: A person or entity acting on behalf of a Member with
the Member’s written consent or through the appointment by a court, legal guardian
or other body holding legal standing to act on behalf of the Member.

Auto Enrollment of Members: The process by which Members who have not
voluntarily selected a CCO are assigned to a CCO.
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10.

11.

12.

13.

14.

15.

16.

17.

Behavioral Health Services: Mental health and/or substance and alcohol abuse
treatment services that are provided by the county mental health/intellectual
disability/developmental disability programs, the single county authority
administrators, or other appropriately licensed health care practitioners.

Care Management: A set of Member-centered, goal-oriented, culturally relevant,
and logical steps to assure that a Member receives needed services in a supportive,
effective, efficient, timely, and cost-effective manner. Care Management is also
referred to as Care Coordination.

Capitation Payments: Actuarially determined, per Member per month rates paid to
the Contractor for the provision of all covered services to enrolled Members.

Closed Panel: Providers who are no longer accepting new patients for the Contractor
as part of the MississippiCAN Program have a Closed Panel.

Complaint: An expression of dissatisfaction received orally or in writing that is of a
less serious or formal nature that is resolved within one (1) business day of receipt.

Continued Stay Reviews: Continued stay reviews are subsequent reviews performed
to determine if continuation of services is medically necessary and appropriate.

Contractor: Per 42 C.F.R. Part 438, a managed care Contractor providing services
through various delivery systems may be a Managed Care Organization (MCO) as
authorized under 1932(a)(1)(A) of the Social Security Act.

Coordinated Care Organization: An organization that meets the requirements for
participation as a Contractor in the MississippiCAN Program and manages the
purchase and provision of health care services under the MississippiCAN Program.

Credible Allegation of Fraud: An allegation of fraud, which has been verified by
the State (DOM) and the CCO, from any source, including but not limited to the
following:

a. Fraud hotline Complaints;

b. Claims data mining;

c. Patterns identified through provider audits, civil false claims cases and law
enforcement investigations. Allegations are considered to be credible when they
have indicia of reliability and the State Medicaid agency has reviewed all
allegations, facts, and evidence carefully and acts judiciously on a case-by-case
basis.

Deliverables: Those documents, records and reports required to be furnished to the
Division for review and/or approval pursuant to the terms of the RFP and this
Contract.

Direct Paid Claims: Claims payments before ceded Reinsurance and excluding
assumed Reinsurance except as otherwise provided in Exhibit C, Medical Loss Ratio
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18.

19.

20.

21.

22,

23.

24,

25.

26.

Requirements, of this Contract.

Disenrollment: Action taken by the Division, or its Agent, to remove a Member's
name from the monthly Member Listing report following the Division's receipt and
approval of a request for Disenrollment or a determination that the Member is no
longer eligible for Enrollment in the Contractor.

Division: The Division of Medicaid, Office of the Governor, State of Mississippi.

Early and Periodic, Screening, Diagnosis and Treatment (EPSDT) Services: As
defined by Sections 1902(a)(43) and 1905(a)(4)(B) and 1905(r) of the Social
Security Act and Federal regulations at 42 C.F.R. Part 441 Subpart B and in
Mississippi State Plan, Administrative Code, and written communication to the
Contractor.

The Early and Periodic Screening, Diagnosis and Treatment (EPSDT) benefit
provides comprehensive and preventive health care services for Members under age
21 who are enrolled in Medicaid. EPSDT is key to ensuring that children and
adolescents receive appropriate preventive, dental, mental health, and developmental,
and specialty services.

Encounter Data: The set of Encounter Records that represent the number and types
of Claims paid by the Contractor or by its Subcontractors, to Providers that have
provided services to Members during a specific time period, regardless of contractual
relationship between the Contractor and Provider or Subcontractor and Provider.

Encounter Record: A single electronic record of Claims adjudicated by the
Contractor, or by its Subcontractors, to Providers that have provided services to
Members. An Encounter Record captures and reports information about each specific
service provided each time a Member visits a Provider, regardless of the contractual
relationship between the Contractor and Provider or Subcontractor and Provider.

Emergency Medical Condition: 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 (i) 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, (ii) serious impairment to bodily
functions, or (iii) serious dysfunction of any bodily organ or part.

Emergency Services: Covered inpatient and outpatient services that are furnished by
a provider that is qualified to furnish these services under Medicaid and needed to
evaluate or stabilize an Emergency Medical Condition.

Emergency Transportation: Ambulance services for emergencies.

Enrollment: Action taken by the Division to add a Member's name to the
Contractor’s monthly Member Listing report following the receipt and approval by
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27.

28.

29.

30.

31.

32.

33.

34.

35.

the Division of an Enrollment application from an eligible Member who selects a
CCO or upon Auto Enrollment of a Member to a CCO.

Expedited Resolution: An expedited review by the Contractor of a Contractor
Action.

Expedited Authorization Decisions: Decisions required for authorization requests
for which a Provider indicates or the Contractor determines that following the
standard authorization decision time frame could seriously jeopardize the Member’s
life, health, or ability to attain, maintain, or regain maximum function.

Federally Qualified Health Centers: AIll organizations receiving grants under
section 330 of the Public Health Service Act, certain tribal organizations, and FQHC
Look-Alikes. FQHCs qualify for enhanced reimbursement from Medicare and
Medicaid, as well as other benefits. FQHCs must serve an underserved area or
population, offer a sliding fee scale, provide comprehensive services, have an
ongoing quality assurance program, and have a governing board of directors.

Fee-for-Service: A method of making payment to health care Providers enrolled in
the Medicaid program for the provision of health care services to Members based on
the payment methods set forth in the State Plan and the applicable policies and
procedures of the Division.

Fraud: The 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.

Grievance: An expression of dissatisfaction about any matter or aspect of the
Contractor or its operation, other than a Contractor Action as defined in this contract.

Indian: An individual, defined at title 25 of the U.S.C. § 1603(c), 1603(f), 1679(b)
or who has been determined eligible, as an Indian, pursuant to 42 C.F.R. § 136.12 or
Title V of the Indian Health Care Improvement Act, to receive health care services
from Indian health providers (IHS, an Indian Tribe, Tribal Organization, or Urban
Indian Organization (I/T/U) or through referral under Contract Health Services.

Insolvency: The inability of the Contractor to pay its obligations when they are due,
or when its admitted assets do not exceed its liabilities plus the greater of: (i) any
capital and surplus required by law for its organization; or (ii) the total par or stated
value of its authorized and issued capital stock. "Liabilities” shall include, but not be
limited to, reserves required by the Department of Insurance pursuant to Miss. Code
Ann. § 83-41-329 (1972 as amended).

Marketing: The activities that promote visibility and awareness for the

MississippiCAN Program and the CCOs participating in the program. All activities
are subject to prior review and approval by the Division.
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36.

37.

38.

39.

40.

41.

42.

43.

Maternity “Kick” Payment: A case rate payment to the CCO for hospital inpatient
physician and facility maternity delivery services. The Maternity “Kick” Payment
will be paid to the CCO when the Division determines a Member delivers a live baby
or stillborn baby. The Maternity “Kick” Payment is paid to the CCO in addition to
the monthly full risk, prepaid capitation rate for the rate cells of Pregnant Women
and MA Adult Females.

Medicaid Investigated Grievance: A written Member or Provider Grievance to the
Director of the Division of Medicaid (or to another State agency or official and
which is directed to the Division) where (a) Division staff are assigned to investigate
and address the issues raised by the Complaint, and (b) the Division concludes that
the Grievance is valid even if the disposition of the Complaint is not resolved in
favor of the complaining party. In order to be considered valid, these grievances
must consist of Complaints or disputes expressing dissatisfaction with any aspect of
the operations, activities, or behavior of the Contractor, or its Providers, that is in
violation of the terms of this Contract and/or state or federal law and that has the
potential to cause material harm to the complainant regardless of whether remedial
action is requested.

Medical Home: A health care setting that facilitates partnerships between individual
patients, their Primary Care Providers, and when appropriate, the patient’s family to
provide comprehensive primary care.

Medical Loss Ratio (MLR): The proportion of premium revenues spent on clinical
services and quality improvement by the CCO.

Medical Loss Ratio Reporting (MLR) Year: Calendar year (e.g., January 1
through December 31) during which benefits and services are provided to Members
through contract with the Division.

Medical Record: A single complete record, which documents the entire treatment
plan developed for, and medical services received by, the Member including
inpatient, outpatient, referral services and emergency medical services whether
provided by contracted Providers or Non-Contracted Providers.

Medically Necessary Services: As defined by the Social Security Act, Section 1905
(42 USC 1396d(a)), the State Plan, and Administrative Code, Medically Necessary
Services are also the most appropriate services that help achieve age-appropriate
growth and development and will allow a Member to attain, maintain, or regain
capacity.

Medically Necessary Services may also be those services for Members that are
necessary to correct or ameliorate defects and physical and mental illnesses and
conditions, whether such services are covered or exceed the benefit limits in the
Medicaid State Plan and Title 23 of Mississippi Administrative Code.

Member: An individual who meets all of the eligibility requirements for Mississippi
Medicaid and enrolls in a CCO under the MississippiCAN Program.
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44,

45.

46.

47.

48.

49.

50.

51.

52.

53.

54,

Mississippi  Coordinated Access Network (MississippiCAN) Program:
Mississippi Medicaid’s coordinated care program for eligible Members that enroll
within a CCO, which are reimbursed with actuarially sound prepaid Capitation
Payment rates.

Never Events: Adverse events that are serious, largely preventable, and of concern
to both the public and health care Providers for the purpose of public accountability
as defined by the National Coverage Determinations (NCD). The Never Events as
defined in the NCD include ambulatory surgical centers (ASC) and practitioners.

Non-Contracted Provider: A health care Provider who has not been credentialed by
and does not have a signed Provider agreement with the Contractor.

Non-Emergency Transportation: Transportation for Members to receive medical
services on a non-emergency basis.

Non-Emergency Admission Reviews: Non-emergency inpatient admissions are
admissions for planned or elective admissions and the Member has not been
hospitalized.

Open Panel: Providers who are accepting new patients for the Contractor as part of
the MississippiCAN Program.

Panel: Listing and number of Members that contracted Providers have agreed to
provide services for in accordance with this Contract.

Performance Improvement Project: A process or project to assess and improve
processes, thereby improving outcomes of health care.

Performance Measure: The specific representation of a process or outcome that is
relevant to the assessment of performance; it is quantifiable and can be documented.

Pharmacy Benefit Manager (PBM): A business that administers the prescription
drug portion of covered services on behalf of the Contractor and/or the Division, in
accordance with Miss. Code Ann. § 73-21-179.

Physician-Administered Drugs and Implantable Drug System Devices: Drugs,
other than vaccines, diagnostic or therapeutic radiopharmaceutical, contrast imaging
agent, biological or implantable drug system device covered under the Social
Security Act § 1927(k)(2) that:

1. Are administered by a medical professional in a physician’s office or other
outpatient clinical setting,

2. Are incident to physician services that are separately billed to the Division of
Medicaid,

3. Qualifies for rebate in accordance with 42 U.S.C. § 1396r-8, and
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55.

56.

57.

58.

59.

60.

61.

4. Are Food and Drug Administration (FDA) approved or follows medically
accepted indications and dosing limits supported by one (1) or more of the
official compendia as designated by the Centers for Medicare and Medicaid
Services (CMS).

Post-Stabilization Care Services: Post-Stabilization Care Services are covered
services related to an Emergency Medical Condition that are provided after a
Member is stabilized in order to maintain the stabilized condition or to improve or
resolve the Member’s condition.

Preferred Drug List (PDL): A medication list recommended to the Division of
Medicaid by the Pharmacy & Therapeutics Committee and approved by the
Executive Director of the Division of Medicaid for use in the Fee-for-Service
delivery system and the MississippiCAN Program. A medication becomes a
preferred drug based first on safety and efficacy, then on cost-effectiveness. Unless
otherwise specified, the listing of a particular brand or generic name includes all
dosage forms of that drug. The Contractor is required to follow the guidance
provided in the PDL.

Primary Care Provider (PCP): Any physician or health care practitioner or group
operating within the scope of his or her licensure who is responsible for supervising,
prescribing and providing primary care and primary case management services in the
MississippiCAN Program, whose practice is limited to the general practice of
medicine or who is an Internist, Pediatrician, Obstetrician, Gynecologist, Family
Practitioner, General Practitioner, Physician Assistant, Certified Nurse Practitioners
whose specialty is pediatrics, adult, family, certified nurse midwife,
obstetrics/gynecology.

For purposes of enhanced PCP payments authorized by Mississippi Code § 43-13-
117 (A) (6), PCP is defined in State Plan Attachment 4.19-B.

Prior Authorization: A determination to approve a Provider’s request, pursuant to
services covered in the MississippiCAN Program, to provide a service or course of
treatment of a specific duration and scope to a Member prior to the initiation or
continuation of the service.

Provider Network: The Panel of health service Providers with which the Contractor
contracts for the provision of covered services to Members and Non-Contracted
Providers administering services to Members.

Provider-Preventable Conditions: A condition that meets the definition of a
“health care-acquired condition” or an *“other Provider-preventable condition” as
defined by 42 C.F.R. §447.26.

Redetermination Date: The date when Medicaid eligibility requirements are
reviewed to ensure the Member is eligible to continue receiving benefits.
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62.

63.

64.

65.

66.

67.

68.

69.

70.

71.

Reinsurance: Private insurance purchased by the Contractor to protect against
individual high cost cases and/or aggregate high cost. Insurance purchased by the
Contractor from insurance companies to protect against part of the costs of providing
covered services to Members.

Reserve Account: An account established pursuant to Section 12.A, Capitation
Payments, of this Contract into which a portion of the payments made by the
Division are deposited and held as security for any refund or liquidated damages due
the Division.

Retroactive Eligibility Review: A review that is conducted after services are
provided to a Member and the Member is retroactively determined to be eligible for
Medicaid. The Division provides retroactive Medicaid eligibility for a Member that
was not eligible for Medicaid benefits at the time of hospitalization. The Division
will only retroactively enroll newborns in the categories of eligibility containing
children under one (1).

Retrospective Inpatient Hospital Review: A review that is conducted for inpatient
hospital services after the services are provided to a Member. Retrospective
Inpatient Hospital Reviews cover those admissions where the Member was admitted
and discharged and certification was not obtained while the Member was
hospitalized.

Retrospective Review: A review that is conducted after services are provided to a
Member.

Rural Health Clinics: The Rural Health Clinics (RHCs) program is intended to
increase primary care services for Medicaid and Medicare patients in rural
communities. RHCs can be public, private, or non-profit. RHCs receive enhanced
reimbursement rates for providing Medicaid and Medicare services in rural areas.
RHCs must be located in rural, underserved areas and must use midlevel
practitioners.

Service Authorization: A managed care Member’s request for the provision of
services

State Administrative Hearing: A hearing conducted by the Division or its
Subcontractor. Any adverse Action or Appeal that is not resolved wholly in favor of
the Provider by the Contractor may be Appealed by the Provider or the Provider’s
authorized representative to the Division for a State Administrative Hearing.

State Fair Hearing: A hearing conducted by the Division or its Agent in accordance
with 42 C.F.R. 8 431 Subpart E for applicants or beneficiaries.

State Medicaid Fraud Control Unit: A Unit of the Mississippi Attorney General's
office. This Unit has the mission of investigating and prosecuting criminal cases of
Fraud in the Mississippi Medicaid program.
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72. Subcontract: An agreement between the Contractor and an individual, business,
university, government entity, affiliate, or nonprofit organization to perform part or
all of the Contractor’s responsibilities under this Contract. Subcontracts must be
approved in writing by the Division prior to the start date of the agreement.

73. Subcontractor: An entity with which the Contractor enters into an agreement to
provide contractually required services.

74. Third Party Liability/Resource: Any resource available to a Member for the
payment of medical expenses associated with the provision of covered services, other
than those which are exempt under Title XIX of the Act, including but not limited to,
insurers and workers’ compensation plan.

75. Transitional Care Management: A type of Care Management program to support
Members’ transition of care when discharged from an institutional clinic or inpatient
setting.

76. Unpaid Claim Reserves: Reserves and liabilities established to account for claims
that were incurred during the MLR Reporting Year but had not been paid within
three (3) months of the end of the MLR Reporting Year.

77. Urgent Care: Services that are urgently needed and the failure to provide them
promptly or to continue them may cause deterioration or impair improvement in
condition, including but not limited to: inpatient services, home health care,
pharmaceuticals, therapy services, or surgery.

78. Urgent/Emergent Admission Reviews: Urgent/emergent admissions are defined as
admissions to an inpatient hospital setting resulting from the sudden onset of a
medical condition or injury requiring acute care and manifesting itself by acute
symptoms of sufficient severity that the absence of immediate inpatient hospital care
could result in:

i. Permanently placing the Member’s health in jeopardy;
ii. Serious impairment to bodily function; or

iii. Serious and permanent dysfunction of any bodily organ or part, or
other serious medical consequence.

79. Weekend and Holiday Admission Reviews: Weekend admissions are those
admissions where the Member was admitted on a weekend (Friday, Saturday, or
Sunday). Holiday admissions are defined as those admissions where a Member is
admitted on a state-observed holiday.

B. Acronyms
1. ABN - Advance Beneficiary Notification
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10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.
22,
23.
24,

25.

26.

ACIP — Advisory Committee on Immunization Practices
CAHPS® — Consumer Assessment of Healthcare Providers and Systems
CAP — Corrective Action Plan

CCO - Coordinated Care Organization

CEO - Chief Executive Officer

CLIA - Clinical Laboratory Improvement Amendments

CMS - Centers for Medicare and Medicaid Services

COE - Category of Eligibility

CST - Central Standard Time

DHHS - Department of Health and Human Services

DOM - Division of Medicaid

DOI - Department of Insurance

ECM - Electronic Claims Management

EIN — Employer Identification Number

EHR — Electronic Health Record

EPSDT - Early and Periodic Screening, Diagnosis and Treatment
EQRO - External Quality Review Organization

FQHC — Federally Qualified Health Center

GAAP — Generally Accepted Accounting Principles

HEDIS® - Healthcare Effectiveness Data and Information Set
HHS - United States Department of Health and Human Services
HIPAA - Health Insurance Portability and Accountability Act
ICF/1ID - Intermediate Care Facility for Individuals with Intellectual Disabilities

I/T/U - Indian Tribe, Tribal Organization, or Urban Indian Organization MDHS -
Mississippi Department of Human Services

MEPA - Mississippi Employment Protection Act
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27.
28.
29.
30.
31.
32.
33.
34.
35.
36.
37.
38.
39.
40.
41.
42.
43.
44,
45.
46.

47.

48
49
50

o1

MES — Medicaid Enterprise System

MLR - Medical Loss Ratio

MMIS — Medicaid Management Information System

MS HIN — Mississippi Health Information Network
MississippiCAN — Mississippi Coordinated Access Network
MSDH - Mississippi State Department of Health

NAIC — National Association of Insurance Commissioners
NET — Non-Emergency Transportation

NCQA - National Committee for Quality Assurance

NPI — National Provider Identifier

OIG - Office of Inspector General

PBM - Pharmacy Benefits Manager

PCP — Primary Care Provider

PDL - Preferred Drug List

PHRM/ISS — Perinatal High Risk Management/Infant Services System
PHI — Protected Health Information

Pl — Program Integrity

P1I — Personal Identification Information

PIP — Performance Improvement Project

PMPM — Per Member Per Month

PRTF — Psychiatric Residential Treatment Facility

. QI = Quality Improvement

. QM — Quality Management

. RAC - Recovery Audit Contractor

. RHC — Rural Health Clinic

Page 33 of 225



52. TANF — Temporary Assistance for Needy Families

53. TIN — Tax Identification Number

54. TPL — Third Party Liability

55. TTY/TTD - Text Telephones/Telecommunications Device for the Deaf
SECTION 3- MEMBER ELIGIBILITY

A. General Requirements

Eligibility criteria for the MississippiCAN Program will be the same as the eligibility
criteria for Mississippi Medicaid. MississippiCAN Members must also meet additional
requirements for Enrollment as described below.

The Program will operate on a statewide basis. The Program will include both (1)
Members who have the option to disenroll and receive services through the Fee-for-
Service delivery system, and (2) Members who may not disenroll depending on
Member’s category of eligibility. The Division reserves the right to assign a Member to
a specific health plan.

B. Populations That Have the Option to Enroll in the MississippiCAN Program

Table 1 specifies Medicaid populations that may voluntarily enroll in MississippiCAN.
The Division will enroll eligible Members within these categories into MississippiCAN,
and Members will have the option to disenroll once within ninety (90) days of initial
Enrollment. Members that disenroll will be served through the Medicaid fee-for-service
system.

Table 1. Populations Who Have the Option to Enroll

Populations Who Have the Option to

Age Categories

Enroll
SSi 0-19
Disabled Child Living at Home 0-19
DHS-Foster Care Children 0-19
DHS-Foster Care Children (Adoption 0-19
Assistance)
Native Americans 0-65

C. Population That May Not Disenroll from the MississippiCAN Program

Table 2 specifies Medicaid populations that the Division will enroll into
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MississippiCAN Program on a mandatory basis. These Members may voluntarily select
or be automatically enrolled with a CCO, but may not opt out of the MississippiCAN
Program. Members may change CCO selection once within the first ninety (90) days of
Enrollment and thereafter during open enrollment periods.

Table 2. Population Who May Not Disenroll

Population Who May Not Disenroll Age Categories

SSI 19-65
Working Disabled 19-65
Breast and Cervical Cancer 19-65
Pregnant Women 8-65
Parent/Caretakers-TANF 19-65
Children 0-19
(Populations other than those listed in Table 1)

D. Coordination with the Division Agent

The Contractor must develop and maintain written policies and procedures for
coordinating Enrollment information with the Division or its contracted Agent. The
Contractor must receive advance written approval from the Division prior to use of these
policies and procedures.

SECTION 4 - ENROLLMENT AND DISENROLLMENT

The Division or its Agent shall send written notification to the Member to inform the
Member of Enrollment into the MississippiCAN Program and to select a CCO and PCP.

A. Enrollment of Members with a CCO

A Member shall have thirty (30) Calendar Days to select a CCO and a PCP. Members
who fail to make a voluntary Contractor selection within thirty (30) calendar days of
their Enrollment will be auto enrolled to a Contractor by the Division. Auto-assignment
rules will include provisions to:

1. Determine whether the Member was previously enrolled with a CCO within the
previous sixty (60) calendar days; and assign Member to that CCO;

2. Determine whether an immediate family member is assigned to a CCO and assign the
Member to that CCO;

3. Review paid claims data within the past six (6) months and assign Member to the
CCO that has a contract with a PCP with whom the Member has a history in the last

Page 35 of 225



six (6) months; and

4. 1f no previous assignment within sixty (60) days; and no immediate family members
already enrolled, of if the Member does not have a prior history with a PCP, then
assign the Member to Contractor with a PCP closest to Member’s home address.

5. If multiple Contractors meet this standard, then assignment will occur using a random
process.

The Division reserves the right to modify the Enrollment and Auto Enrollment rules at
its discretion.

The Division may, at its discretion, set and make subsequent changes to a threshold for
the percentage of Members who can be enrolled with a single CCO. Members will not
be auto enrolled to a CCO that exceeds this threshold unless a family member is enrolled
in the CCO or a historical Provider relationship exists with a Provider that does not
participate in any other CCO. The Division will provide the CCOs with a minimum of
fourteen (14) days advance notice in writing when changing the threshold percentage.

The Division will notify Members and the Contractor within five (5) business days of the
selection or Auto Enrollment. The Division’s notice to the Member will be made in
writing and sent via surface mail. Notice to the Contractor will be made via the Member
Listing Report.

. Choice of a Health Care Professional

The Contractor shall offer each Member the opportunity to choose from at least two (2)
network primary care Providers (PCPs). If the Member does not voluntarily choose a
PCP, the Contractor may assign the Member a PCP. A Member who has received Prior
Authorization from the Contractor for referral to a specialist or from the Division’s
vendor for inpatient care shall be allowed to choose from among all the available
specialists and hospitals within the Contractor’s network to the extent possible,
reasonable, and appropriate.

The Contractor is responsible for assigning Members to PCPs to serve as Medical
Homes and must have written policies and procedures for assigning Members to PCPs.
The Contractor must submit PCP assignment policies and procedures to the Division for
review and approval upon contract award and must also submit any significant updates.
Any changes or modifications to these policies and procedures must be submitted by the
Contractor to the Division at least thirty (30) calendar days prior to implementation and
must be approved by the Division.

These policies and procedures shall include the features listed below:

1. Providers Qualifying as Primary Care Providers (PCP): The following types of
specialty Providers may perform as Primary Care Providers:

a. Pediatricians;
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b. Family and General Practitioners;
c. Internists;
d. Obstetrician/Gynecologists;

e. Nurse Practitioners (contracted nurse practitioners acting as PCPs must have a
formal, written collaborative/consultative relationship with a licensed physician
with admitting privileges at an inpatient hospital facility or have a written
agreement with a physician who has admitting privileges at a hospital appropriate
for the patient needing admission);

f. Physician Assistants;

g. Specialists who perform primary care functions upon request (e.g., surgeons,
clinics, including but not limited to Federally Qualified Health Centers, Rural
Health Clinics, Health Departments, and other similar community clinics); or

h. Other Providers approved by the Division.

If applicable, for Members who qualify under the rural resident exception, (under
which the Division may limit a rural area resident to a single Contractor), the
limitation on the Member’s freedom to change between Primary Care Providers can
only be as restrictive as the limitations on Member-requested Disenrollment.

2. Default Assignment of PCP: If the Member does not request an available PCP
within thirty (30) days of Enrollment with the Contractor, then the Contractor must
assign the new Member to a network PCP within sixty (60) days of Enrollment,
taking into consideration such known factors as current Provider relationships,
language needs (to the extent they are known), age and sex, enrollment of family
members (e.g., siblings), and area of residence. The Contractor’s policies and
procedures must include a process for ensuring that the PCP is willing to accept
assignment of a Member prior to assigning the Member to the PCP.

3. Change of PCP: The Contractor must allow Members to select or be assigned to a
new PCP when requested by the Member, when the Contractor has terminated a PCP,
or when a PCP change is ordered as a part of the resolution to a formal
Grievance proceeding.

The Contractor must notify PCPs via surface mail, web portal, or by telephone of the
Members assigned to them within five (5) business days of the date on which the
Contractor receives the Member Listing Report from the Division. If the Contractor
elects to notify PCPs via web portal, the Contractor must confirm that the PCP
acknowledges receipt of list of Members assigned to them. The Contractor will also
send written notification to the Member of the PCP assignment.
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C. Enrollment Period

Each Member shall be enrolled in the CCO subject to meeting applicable Medicaid
eligibility requirements. Enrollment with the Contractor begins at 12:01 a.m. on the first
calendar day of the first calendar month for which the Member's name appears on the
Member Listing Report, and is automatically renewed for twelve (12) months unless the
Member becomes ineligible for the program and is disenrolled.

The Division shall provide Members with continuous open enrollment periods. The first
ninety (90) days following Enrollment will be an open Enrollment period during which
they can enroll once with a different Contractor without cause. Members subject to
Enrollment of both populations are subject to the following requirements:

1. Enrollment of Populations with the Option to Disenroll: The Division will enroll
newly eligible Medicaid beneficiaries into MississippiCAN. Beneficiaries who are
in eligibility categories that may voluntarily participate in MississippiCAN will have
the option to disenroll from the MississippiCAN Program without cause or change
Contractors without cause during the ninety (90) day period following the date the
Division sends the Member notice of Enrollment or the date of the Member’s initial
Enrollment, whichever is later; during the annual open Enrollment period; upon
automatic reenrollment if the temporary loss of Medicaid eligibility has caused the
Member to miss the annual Disenrollment opportunity; or when the Division imposes
an intermediate sanction on the Contractor as specified in this Contract in Section 15,
Default and Termination, of this Contract.

2. Enrollment of Populations Who May Not Disenroll: Members who are mandated
into the Program may change CCOs without cause during the ninety (90) day open
enrollment period. Following the ninety (90) day open enrollment period, these
Members will be locked into that Contractor until the next open enrollment period
that will occur at least once every twelve (12) months.

The Division or its Agent will notify Members at least once every twelve (12) months,
and at least sixty (60) Calendar Days prior to the date upon which the Enrollment period
ends that they have the opportunity to switch CCOs or to change their program selection
if the Member has the option to disenroll from MississippiCAN. Members who do not
make a choice will be deemed to have chosen to remain with their current CCO.

D. Member Information Packet

The Contractor shall provide each Member, prior to the first day of the month in which
their Enrollment starts, an information packet indicating the Member’s first effective
date of Enrollment. The Contractor must ensure the information is provided no later
than fourteen (14) Calendar Days after the Contractor receives notice of the Member’s
Enrollment. The Contractor shall utilize at least standard mail, in envelopes marked with
the phrase “Return Services Requested” as the medium for providing the Member
identification cards. The Division must receive a copy of this packet on an annual basis
for review and approval, or at any point when changes are made to the packet. At a
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minimum, the Member information packet shall include:
1. Anintroduction letter;
2. A MississippiCAN Program identification card;

3. Information about how to obtain a copy of a Provider Directory in compliance with
42 C.F.R. § 438.10(f)(6) at a minimum; and

4. A Member Handbook.

If an individual is re-enrolled within sixty (60) days of Disenrollment, the Contractor is
only required to send the Member a new identification card. However, the complete
Member Information Packet must be supplied upon Member request.

. Health Risk Screening

The Contractor shall complete a brief five (5) question Health Risk Screening for all
Members to identify Members who may require assignment into medium or high risk
levels for Care Management. The Health Risk Screening may be conducted via
telephone, via mail, via secure email if the Member designates an email address and
chooses it for communication, or via secure web portal. Communications with Members
must be clear and understandable. The Contractor shall complete the Health Risk
Screening within the following time frames:

1. Within ninety (90) Calendar Days for all Members upon contract implementation;
and

2. Within thirty (30) calendar days from the effective date of Enrollment for newly
enrolled Members after contract implementation.

Please refer to Section 8, Care Management, of this Contract for additional requirements
related to Care Management.

. Enrollment Verification

The Division, or its Agent, shall provide the Contractor on a monthly basis a listing of all
MississippiCAN Program Members who have selected or been assigned to the
Contractor.

The Contractor must ensure that Non-Contracted Providers can verify Member
Enrollment in the Contractor’s plan prior to treating a patient for non-Emergency
Services. Within five (5) business days of the date on which the Contractor receives the
Member Listing Report from the Division, the Contractor must provide network
Providers and Non-Contracted Providers the ability to verify Enrollment by telephone or
by another timely mechanism.
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G. Disenrollment

A Member must be disenrolled from the Contractor if the Member:
1. No longer resides in the State of Mississippi;
2. |s deceased;

3. No longer qualifies for medical assistance under one of the Medicaid eligibility
categories in the eligible population;

4. Becomes a nursing home resident or a resident of an Intermediate Care Facility for
Individuals with Intellectual Disabilities (ICF/1ID). For the purposes of determining
eligibility for MississippiCAN, PRTFs shall not be considered a long term care
facility;

5. Becomes institutionalized in a facility that is not a Psychiatric Residential Treatment
Facility (PRTF);

6. Becomes enrolled in a waiver program;
7. Becomes eligible for Medicare coverage; or
8. Is diagnosed with hemophilia.

The Contractor may request Disenrollment of a Member at any time based upon one or
more of the reasons listed herein. The Contractor must notify the Division within three
(3) calendar days of receipt of the Member Listing Report of their request that a Member
be disenrolled and provide written documentation of the reason for the Disenroliment
request. The Division will make a final determination regarding Disenrollment.
Approved Disenrollment shall be effective on the first (1%) day of the calendar month for
which the Disenrollment appears on the Member Listing Report. If the Division fails to
make a Disenrollment determination within the specified timeframes, the Disenrollment
is considered approved.

The Contractor must file a request to disenroll a Member with the Division in writing
stating specifically the reasons for the request if the reasons differ from those specified
above.

Additionally, any Member may request Disenrollment from the Contractor for cause if:

1. The Contractor does not, because of moral or religious objections, cover the service
the Member seeks;

2. Not all related services are available within the network;

3. The Member’s PCP or another Provider determines receiving the services separately
would subject Member to unnecessary risk; poor quality of care;
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4. There is a lack of access to services covered under the Contractor; or

5. There is a lack of access to Providers experienced in treating the Member’s health
care needs.

Member requests for Disenrollment must be directed to the Division either orally or in
writing.

The effective date of any approved Disenrollment will be no later than the first (1%) day
of the second (2”") month following the month in which the Member or the Contractor
files the request with the Division.

. Disenrollment of Nursing Home Residents

Members who become Nursing Home, or ICF/IID, Residents must be disenrolled from
the CCO. Once the Medicaid office has completed the nursing home, or ICF/IID,
application process, and the long-term care segment has been entered, the Member will
automatically be closed out of MississippiCAN Enrollment, with a closure date of one
(1) day prior to the admission date.

For Members who become Nursing Home, or ICF/IID, Residents before the fifteenth

(15™) day of a month, the Contractor will be required to refund the monthly capitation
payment for that Member to the Division. For Members who become Nursing Home, or

ICF/11D, Residents on or after the fifteenth (15™) day of a month, the Contractor will be
allowed to keep the monthly capitation payment for that Member.

For the purposes of determining eligibility for MississippiCAN, PRTFs shall not be
considered a long term care facility.

Disenrollment of Medicare Recipients

Members who become Medicare Recipients must be disenrolled from the CCO. Once
the Division receives notice from regulatory source, and the Medicare segment has been
entered, the Member will automatically be closed out of MississippiCAN Enrollment,
with a closure date at the end of the month of update.

The Contractor will be required to render services for the months of capitation payment
for that Member from the Division.

Re-Enrollment and Retroactive Eligibility

The Division or its Agent will automatically re-assign a Member into the CCO in which
he or she was most recently assigned if the Member has a temporary loss of eligibility,
defined as less than sixty (60) Calendar Days. The Division will only retroactively
enroll newborns in the categories of eligibility containing children under one (1).
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K. Member Listing Report

The Division or its Agent will prepare a Member Listing Report, prior to the first (1st)
day of each month, listing all Members enrolled with the Contractor for that month.
Adjustments will be made to each Member Listing Report to reflect corrections and the
Enrollment or Disenrollment of Members reported to the Division or its Agent on or
about the twenty-fifth (25th) day of the preceding month. The Division or its Agent will
prepare a weekly roster listing all new Members and a monthly report listing all
disenrolled or closed files. The Member Listing Report will be transmitted to the
Contractor by electronic media. The Member Listing Report shall serve as the basis for
Capitation Payments to the Contractor for the ensuing month.

The Member Listing Report shall be provided to the Contractor sufficiently in advance
of the Member’s Enrollment effective date to permit the Contractor to fulfill its
identification card issuance and PCP notification responsibilities, described in Sections
6.C, Member Identification Card, and 4.B, Choice of a Health Care Professional, of this
Contract, respectively. Should the Member Listing Report be delayed in its delivery to
the Contractor, the applicable time frames for identification card issuance and PCP
notification shall be extended by one (1) business day for each day the Member Listing
Report is delayed. The Division and the Contractor shall reconcile each Member Listing
Report as expeditiously as is feasible but no later than the twentieth (20") day of each
month.

L. Enrollment of Children in Foster Care

If the Contractor is responsible for the provision of services to children in foster care, the
Contractor shall comply with relevant Mississippi Department of Human Services and
Division policies related to this population and associated state and federal requirements.

M. Enrollment Discrimination

Contractor shall not discriminate against individuals eligible to enroll on the basis of
health status or need for health care services or on the basis of race, color, age, religion,
sex, national origin, limited English proficiency, marital status, political affiliation, or
level of income and shall not use any policy or practice that has the effect of
discrimination on the basis of race, color, national origin, limited English proficiency,
marital status, political affiliation, or level of income.

The Contractor shall not Disenroll a Member 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
Member’s special needs (except when Member’s continued Enrollment in the Contractor
seriously impairs the Contractor’s ability to furnish services to either this particular
Member or other Members).

The Division may impose liquidated damages in accordance with Section 15, Default
and Termination, of this Contract if the Contractor is in violation of this section.
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N. Special Rules for Native Americans

If applicable, for Indian managed care entities, Contractor may restrict Enrollment of
Indians in the same manner as Indian Health Programs may restrict the delivery of
services to Indians.

Indians who are enrolled in a non-Indian CCO and eligible to receive services from a
participating 1/T/U provider, to elect that I/T/U as his or her Primary Care Provider, if that
I/T/U participates in the network as a Primary Care Provider and has capacity to provide
the services.

SECTION 5 - COVERED SERVICES AND BENEFITS

The Contractor must ensure that all services provided are Medically Necessary. The
Contractor must submit reports related to covered services and benefits in accordance with
Section 10, Reporting Requirements, and Exhibit H, Reporting Requirements, of this
Contract.

A. Covered Services

The Contractor shall provide all Medically Necessary covered services allowed under the
MississippiCAN Program. The Contractor shall ensure that all covered services are as
accessible to Members (in terms of timeliness, amount, duration, and scope) as those
services are to non-enrolled beneficiaries in the Fee-for-Service delivery system; and that
no incentive is provided, monetary or otherwise, to Providers for withholding from
Members’ Medically Necessary Services. The Contractor shall make available
accessible facilities, service locations, and personnel sufficient to provide covered
services consistent with the requirements specified in this Contract.

B. Emergency Services

The Contractor will provide all inpatient and outpatient Emergency Services in
accordance with the 42 C.F.R. § 438.114. The Contractor shall cover and pay for
emergency medical services regardless of whether the Provider that furnishes the
services has a contract with the Contractor.

The Contractor shall not deny payment for treatment obtained under either of the
following circumstances:

1. A Member had an Emergency Medical Condition, including cases in which the
absence of immediate medical attention would not have had the outcomes of placing
the health of the individual (or pregnant woman and unborn child) in serious
jeopardy, or would not have resulted in serious impairment to bodily functions, or
would not result in serious dysfunction of any bodily part.

2. The Contractor instructed the Member to seek Emergency Services.
The Contractor shall not limit what constitutes an Emergency Medical Condition on the
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basis of lists of diagnoses or symptoms, or refuse to cover Emergency Services within
ten (10) calendar days of presentation for Emergency Services.

Coverage of Emergency Services is not subject to Prior Authorization requirements, but
Contractor may include a requirement in its provider agreements that notice be given to
Contractor regarding the use of Non-Contracted Providers for Emergency Services.

Such notice requirements shall provide at least a forty-eight (48) hour time frame after
the Emergency Services for notice to be given to Contractor by the Member and/or the
emergency provider. Utilization of and payments to Non-Contracted Providers may, at
Contractor’s option, be limited to the treatment of Emergency Medical Conditions,
including Medically Necessary services rendered to the Member until such time as he or
she may be safely transported to a network provider service location.

A Member who has an Emergency Medical Condition may not be held liable for
payment of subsequent screening and treatment needed to diagnose the specific
condition or to stabilize the patient. 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
Contractor for coverage and payment.

. Post-Stabilization Care Services

The Contractor shall cover and pay for Post-Stabilization Care Services in accordance
with the provisions of 42 C.F.R. § 422.113(c).

The Contractor is financially responsible for Post-Stabilization Care Services obtained
within the Contractor’s Provider Network or from a Non-Contracted Provider that are
not pre-approved by a contracted Provider or other Contractor representative, but
administered to maintain, improve or resolve the Member’s stabilized condition if:

1. The Contractor does not respond to a request for pre-approval within one hour;
2. The Contractor cannot be contacted; or

3. The Contractor representative and the treating physician cannot reach an agreement
concerning the Member’s care and a Contractor physician is not available for
consultation. In this situation, the Contractor must give the treating physician the
opportunity to consult with a Contractor physician and the treating physician may
continue with care of the patient until a Contractor physician is reached or one of the
criteria of 42 C.F.R. § 422.113(c) is met.

The Contractor must not charge Members upon the end of Post-Stabilization Care
Services that the Contractor has not pre-approved. Post-Stabilization Care Services not
approved by the Contractor end when:

1. A Contractor physician with privileges at the treating hospital assumes responsibility
for the Member’s care;
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2. A Contractor physician assumes responsibility for the Member’s care through
transfer;

3. A Contractor representative and the treating physician reach an agreement
concerning the Member’s care; or

4. The Member is discharged.

D. EPSDT Services

The Contractor shall comply with Sections 1902(a)(43) and 1905(a)(4)(B) and 1905(r) of
the Social Security Act and Federal regulations at 42 C.F.R. Part 441 Subpart B that
require EPSDT services to include outreach and informing, screening, tracking, and,
diagnostic and treatment services.

The Contractor must have written policies and procedures, approved by the Division,
related to the provision of the full range of EPSDT services as defined in, and in
accordance with, the Division's policies and procedures for EPSDT and the provisions of
this Contract. Such services shall include, without limitation, periodic health screenings
and appropriate and up-to-date immunizations using the ACIP Recommended
Immunization Schedule and AAP Bright Futures of all Members under twenty-one (21),
in accordance with the Periodicity Schedule established by the Division for EPSDT
services, including periodic examinations for vision, dental, and hearing and all
medically necessary services. The Contractor shall identify all Members under twenty-
one (21) whose Medical Records do not indicate up-to-date immunizations and shall
ensure that these Members receive necessary immunizations.

The Division requires that the Contractor cooperate to the maximum extent possible with
efforts to improve the health status of Mississippi citizens, and to actively work to
improve the percentage of Members receiving appropriate screenings, and meet or
exceed the percentage of screenings for the Medicaid Fee-for-Service population.

EPSDT services shall be administered in accordance with Mississippi Administrative
Code, State Plan and written communication from the Division to the Contractor and
provided by enrolled Medicaid providers, including, but not limited to, the Mississippi
State Department of Health, other public and private agencies, private physicians, Rural
Health Clinics, comprehensive health clinics, and similar agencies which provide various
components of the EPSDT services, that have signed an EPSDT specific provider
agreement. The Division will provide the Contractor with a list of qualified providers on
a monthly basis.

The Contractor must require that EPSDT providers, as defined by the Division, render
age appropriate assessment screening services including components defined by the
Division. If a suspected problem is detected by a screening examination, the Member
must be evaluated as necessary for further diagnosis. This diagnosis is used to determine
treatment needs.

The Contractor must establish a tracking system that provides information on
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compliance with EPSDT service provision requirements in the following areas:
1. Initial visit for newborns;

2. EPSDT screenings and reporting of all screening results; and

3. Diagnosis and/or treatment for Member.

The Contractor must have an established process for reminders, follow-ups and outreach
to Members that includes:

1. Written notification of upcoming or missed appointments within a set time period,
taking into consideration language and literacy capabilities of Members;

2. Telephone protocols to remind Members of upcoming visits and follow-up on missed
appointments within a set time period;

3. If requested, any necessary assistance with arranging for transportation to ensure that
Members obtain necessary EPSDT screening services. This assistance must be
offered prior to each due date of a child’s periodic examination;

4. Protocols for conducting outreach with non-compliant Members, including home
visits, as appropriate;

5. A process for outreach and follow-up to Members under the age of twenty-one (21)
with special health care needs; and

6. For children in foster care only, a process for outreach and follow-up with County
Department of Human Services Agencies to assure that they are notified of all
Members under the age of twenty-one (21) who are under their supervision and who
are due to receive EPSDT screens and follow-up treatment.

The Contractor may develop alternate processes for follow-up and outreach subject to
prior written approval from the Division.

. Behavioral Health

The Contractor shall provide Behavioral Health Services to Members in the
MississippiCAN Program. The Contractor shall comply with all requirements related to
Care Management, access and availability with respect to Behavioral Health Services.
All Behavioral Health Services covered by Medicaid for enrolled populations that are
medically necessary must be covered.

All Contract requirements herein shall apply to the provision of Behavioral Health
Services unless specified.

Division policy regarding Behavioral Health Services is referenced in the Mississippi
Administrative Code, Title 23, Part 206, but other sections of the code may also
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reference Behavioral Health Services.

. Prescription Drugs, Physician-Administered Drugs and Implantable Drug System
Devices

The Contractor shall provide pharmacy services to Members enrolled in the
MississippiCAN Program. The Contractor shall comply with the Mississippi Pharmacy
Practice Act and the Mississippi Board of Pharmacy rules and regulations.

The Contractor is restricted from requiring Members to utilize a pharmacy that ships,
mails, or delivers prescription drugs or devices. However, the Contractor may
implement a mail-order pharmacy program in accordance with State and Federal law.

The Contractor shall provide Physician-Administered Drugs and Implantable Drug
System Devices to Members enrolled in the MississippiCAN Program as defined in the
Mississippi Administrative Code, Title 23, Part 203.

The Contractor must use the most current version of the Medicaid Program Preferred
Drug List (PDL), which is subject to periodic changes. The Contractor must use the
Medicaid PDL developed by the Division or its Agent and may not develop and use its
own PDL. The Contractor will be provided opportunities to offer feedback on the PDL
to the Pharmacy and Therapeutics Committee, which is an advisory panel that conducts
in-depth clinical evaluations and recommends appropriate drugs for preferred status on
the PDL and/or drugs for Prior Authorization. The Executive Director of the Division
has final authority on drugs with preferred status on the PDL and/or drugs for Prior
Authorization.

Refer to the Pharmacy Services page on the Division’s website for a current listing of
prescription drugs on the PDL to ensure continuity of care for Members.

The Contractor may require Prior Authorization in accordance with Section 5.J of this
Contract for drugs outside the PDL. The Contractor must cover and pay for a minimum
of a three (3)-day emergency supply of prior authorized drugs until authorization is
completed.

The Contractor shall ensure that prescription drugs, Physician-Administered Drugs and
implantable Drug System Devices are prescribed and dispensed in accordance with
medically accepted indications and dosing limits supported by one (1) or more of the
official compendia as designated by the Centers for Medicare and Medicaid Services
(CMS).. No payment may be made for services, procedures, devices, supplies or drugs
which are still in clinical trials and/or investigative or experimental in nature. The
Contractor may consider exceptions to the criteria if there is sufficient documentation of
stable therapy as reflected in ninety (90) calendar days of paid Medicaid claims.

The Contractor is not authorized to negotiate rebates for preferred products. The
Division or its Agent will negotiate rebate agreements. If the Contractor or its
Subcontractor has an existing rebate agreement with a manufacturer, all Medicaid
outpatient drug claims, including Provider-administered drugs, must be exempt from
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such rebate agreements. Covered outpatient drugs dispensed to Members eligible for
medical assistance who are enrolled with the Contractor shall be subject to the same
rebate requirements as the Division is subject under Section 1927 and the Division shall
collect such rebates from manufacturers.

Please refer to Mississippi Administrative Code, Title 23, Part 203. The Contractor shall
report information specified by the Division to enable the collection of rebates by the
Division, as described in Section 10, Reporting Requirements, of this Contract. The
Division processes Prior Authorization requests for prescription drugs within twenty-
four (24) hours of receiving the request. The Contractor shall adhere to this time frame.

. Non-Emergency Transportation

The Contractor shall provide Non-Emergency Transportation for its Members to access
Medically Necessary Services, in compliance with minimum Federal requirements for
the provision of transportation services and according to Division policies, which are
outlined in Mississippi Administrative Code, Title 23, Part 201. Non-Emergency
Transportation shall be provided to Members who require transportation to and from
Medicaid covered non-Emergency Services.

See Exhibit E, Non-Emergency Transportation, of this Contract for additional
requirements of the Contractor.

. Non-Covered Services

The Contractor shall refer Members to Providers enrolled in the Medicaid Fee-for-
Service delivery system for all Medically Necessary Services not covered by the
Contractor under the MississippiCAN Program. The Contractor shall have written
policies and procedures for the referral of Members for non-covered services, which
shall provide for the smooth transition to Non-Contracted Providers and assistance to
Members in obtaining a new PCP, if appropriate. These procedures shall be applicable
to the referral of Members to Non-Contracted Providers, as necessary, upon
Disenrollment, regardless of the reasons for Disenrollment.

Enhanced Services

The Contractor may provide enhanced services that exceed the benefits or services
provided under the Mississippi Fee-for-Service delivery system, subject to advance
written approval by the Division. Enhanced services are generally considered to have a
direct relationship to the maintenance or enhancement of a Member’s health status.
Examples of potentially approvable services include various seminars and educational
programs promoting healthy living or illness prevention, memberships in health clubs
and/or facilities promoting physical fitness and expanded eyeglass or eye care benefits.
These services must be generally available to all Members, and may not be tied to
specific Member performance without Division prior approval. The Division may grant
exceptions in areas where it believes that such tie-ins shall produce significant health
improvements for Members.
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J.

The Contractor may only include information in Member communications about
enhanced services that will apply for a minimum of one full year or until the Member
information is revised, whichever is later. Upon sixty (60) calendar days advance notice
to the Division, the Contractor may modify or eliminate any expanded services. The
Contractor must send written notice to Members and affected Providers at least thirty
(30) calendar days prior to the effective date of the change in covered services and must
simultaneously amend all written materials describing its covered benefits or Provider
Network.

If the Contractor elects to provide enhanced services, it shall submit a statement annually
as to the value of these services within thirty (30) calendar days of request from the
Division or its Agent in a format to be specified by the Division.

Prior Authorizations

1. General Requirements

The Contractor must have written policies and procedures, approved by the Division,
for the Prior Authorization of services, which must comply with this Contract and
Mississippi Administrative Code. The Division must receive Prior Authorization
criteria and associated policies and procedures for advanced written approval forty-
five (45) calendar days prior to implementation.

The Contractor shall have procedures for processing requests for initial and
continuing authorizations of services. Decisions 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 physician pursuant to 42 C.F.R. § 438.210(b)(3) and
Mississippi Code Ann. § 41-83-31.

The Contractor shall use a mechanism to ensure consistent application of review
criteria for authorization decisions that includes consultation with the requesting
Provider when appropriate.

The Contractor may not structure compensation to individuals or utilization
management entities so as to provide inappropriate incentives for the individual or
entity to deny, limit, or discontinue Medically Necessary Services to any Member.

The Contractor shall comply with 42 C.F.R § 438.210 (b) (3) which requires 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.

The Contractor shall have the capability and established procedures to receive
Retrospective Review requests and conduct prepayment reviews. The Contractor
shall ensure determinations for Retrospective Reviews are completed ninety-eight
percent (98%) of the time within twenty (20) business days of receipt.
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2.

Inpatient Medical and Surgical Services

The Contractor shall determine the medical necessity for urgent/emergent and non-
emergency inpatient admission prior authorizations, continued stays, Retroactive
Eligibility Reviews and Retrospective Reviews for inpatient medical/surgical
services to eligible Mississippi Medicaid beneficiaries utilizing the Division’s
approved criteria and policies.

a. Urgent/Emergent Admission Reviews: The Contractor shall have the
capability and established procedures to receive Urgent/Emergent Admission
Reviews post-admission for admissions that are not planned or elective and
conduct prior authorizations when the Member has not been discharged. The
Contractor shall ensure determinations for Urgent/Emergent Admission
Reviews are completed ninety-eight percent (98%) of the time within twenty-
four (24) hours (one workday) of receipt.

b. Non-Emergency Admission Reviews: The Contractor shall have the capability
and established procedures to receive Non-Emergency Admission Reviews
requests and conduct prior authorizations prior to the planned date of
admission. The Contractor shall ensure determinations for Non-Emergency
Admission Reviews are completed ninety-eight percent (98%) of the time
within twenty-four (24) hours (one workday) of receipt.

c. Weekend and Holiday Admission Reviews: The Contractor shall have the
capability and established procedures to receive Weekend and Holiday
Admission Reviews requests and conduct prior authorizations post-admission
when the Member has not been discharged. The Contractor shall ensure
determinations for Weekend and Holiday Admission Reviews are completed
ninety-eight percent (98%) of the time within twenty-four (24) hours (one
workday) of receipt.

d. Continued Stay Reviews: The Contractor shall have the capability and
established procedures to receive Continued Stay Reviews requests for
additional inpatient days of care for admissions previously certified and
conduct prior authorizations on or before the next review point (i.e. the last
certified day). The Contractor shall ensure determinations for Continued Stay
Reviews are completed ninety-eight percent (98%) of the time within twenty-
four (24) hours (one workday) of receipt when Members remain hospitalized
and within twenty-four (24) hours (one workday) when Members have been
discharged.

Page 50 of 225



e. Retroactive Eligibility Reviews: The Contractor shall have the capability and
established procedures to receive Retroactive Eligibility Review requests. The
Contractor shall ensure determinations for Retroactive Eligibility Reviews are
completed ninety-eight percent (98%) of the time within twenty (20) business
days of receipt.

f. Retrospective Inpatient Hospital Reviews: The Contractor shall have the
capability and established procedures to receive Retrospective Inpatient
Hospital Review requests and conduct prepayment reviews as such conditions
are identified. The Contractor shall ensure determinations for Retrospective
Inpatient Hospital Reviews are completed ninety-eight percent (98%) of the
time within twenty (20) business days of receipt.

The Contractor shall develop and maintain a Web-based, electronic review request
system for Prior Authorization and prepayment review of inpatient medical/surgical
services that allows for data input by the submitting providers. The Contractor’s
system shall have the capability for automated criteria/rules-based certification
system. The Contractor shall manually review each Prior Authorization and
prepayment review request received that is not certified by the Contractor’s rules-
based system, along with any required supporting documentation to support the need
for inpatient medical/surgical services.

a. The Contractor shall have the capability and established procedures for verbal
consultation by the physician reviewer with the attending physician to obtain
additional information when the documentation submitted does not clearly
support medical necessity.

b. The Contractor shall ensure that all cases (including reductions) not meeting
medical necessity criteria for inpatient medical/surgical services are reviewed
by medical directors duly licensed in Mississippi and in compliance with
Miss. Code Ann. § 41-83-31. At any point after an initial denial a physician
who has had a denial may request a review by a reviewer of the same
specialty for the case in question.

The Contractor shall have the capability and established procedures for verbal and
written notification to the requesting provider of a pended review and for informing
the provider of the information needed along with a time frame for submission.

The Contractor shall have the capability and established procedures for verbal and
written notification to the requesting provider of a suspended review. Notification to
providers of suspended reviews shall not exceed the following:
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Table 3: Notification of Suspended Reviews for Inpatient Medical/Surgical Services

Review Type Contractor Action Time Standard
Urgent/Emergent Verbal Notification to Within four (4) hours past
Admission Reviews Provider due date for requested

information
Non-Emergency Admission | Written Notification to Within one (1) business day
Reviews Provider past due date for requested
information

Weekend and Holiday
Admission Reviews

Continued Stay Reviews

Retrospective Inpatient Written Notification to Within three (3) business
Hospital Reviews Provider days past due date for
requested information
Retroactive Eligibility Written Notification to Within three (3) business
Reviews Provider days past due date for

requested information

The Contractor shall establish and maintain a procedure for the attending physician
to contact the Contractor’s Medical Director to discuss inpatient medical/surgical
services cases that have been denied, modified, or considered for denial.

The  Contractor shall notify providers and Members or legal
guardians/representatives of review determinations for inpatient medical/surgical
services requests.

a. The contractor shall notify the requesting provider of the approval by
telephone, fax, or secure e-mail.

b. The Contractor shall notify the requesting provider of the denial verbally.
Written or electronic notice of the denial will be issued to the attending
physician, facility, and Member or, if a child, the Ilegal
guardian/representative.

c. Time frames for notification to providers and Members of review outcomes
for Prior Authorization and prepayment review of inpatient medical/surgical
services shall not exceed the following standards:
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Table 4: Notification of Review Outcomes for Inpatient Medical/Surgical Services

Review Type

Urgent/Emergent Admission
Reviews

Non-Emergency Admission
Reviews

Weekend and Holiday
Admission Reviews

Continued Stay Reviews

Contractor Action

Verbal Approval to
Provider

Time Standard

Within 24 hours from
review determination

Written Approval to
Provider

Within one (1) business
day from review
determination

Verbal Denial to Provider

Within 24 hours from
review determination

Weritten Denial to Provider

Within one (1) business
day from review
determination

Written Denial to Member/
Parent/Representative

Within one (1) business
day from review
determination

Retrospective Inpatient
Hospital Reviews

Retroactive Eligibility
Reviews

Written Approval to
Provider

Within three (3) business
days from review
determination

Written Denial to Provider

Within three (3) business
days from review
determination

Written Denial to Member/
Parent/Representative

Within three (3) business
days from review
determination

3. Organ Transplant Services

The Contractor shall develop, implement, and maintain a utilization management
includes Prior Authorization and Retrospective Review of

program, which

application requests for organ transplant services.

The Contractor shall determine the medical necessity of transplant applications and
requests for extension of benefits for eligible Mississippi Medicaid beneficiaries
utilizing the Contractor’s criteria and policies that have been approved by the
The Contractor shall ensure determinations transplant applications and
requests for extensions of benefits are completed ninety-eight percent (98%) of the
time within three (3) business days of receipt.
determinations for Retrospective Reviews are completed ninety-eight percent (98%)

Division.

The Contractor shall ensure

of the time within twenty (20) business days of receipt.
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The Contractor shall establish and maintain a procedure for the attending physician
to contact the Contractor’s Medical Director to discuss transplant cases that have
been denied, modified, or considered for denial.

a. The contractor shall issue notifications of approvals and denials to the requesting
provider, facility, Division and Member or, if a child, the legal
guardian/representative.

Pharmacy

The Contractor must establish policies and procedures to comply with the Division’s
Prior Authorization criteria in accordance with the PDL guidance for the drugs listed
on the PDL. The Contractor may approve non-preferred drugs when one of the
following Prior Authorization criteria is satisfied:

a. Member must have used the preferred agents for at least a thirty (30) calendar
day course of treatment per drug and failed trials within six (6) months prior to
requesting the Prior Authorization and there is documentation of therapeutic
failure of preferred drugs; or

b. Adverse event(s) reaction(s) to preferred medications; or

c. Contraindications to preferred medications (i.e. drug interaction, existing medical
condition preventing the use of preferred medications).

The Contractor must establish criteria and coverage policies for drugs not listed on
the PDL, which must be approved by the Division. The Contractor must ensure that
decisions regarding policies and procedures for prescription drugs are made in a
clinically sound manner.

. Web-based Prior Authorization System

The Contractor shall have the capability and established procedures to receive Prior
Authorization requests and supporting information via secure web-based submissions
and facsimile from Providers.

The Contractor shall establish, during the Implementation Period, a Web-based,
electronic review request system accessible to Providers and Division staff, through
which Providers may submit requests and view determinations. The Contractor shall
also have the capability to accept supporting documentation for Prior Authorization
requests via facsimile transmission, via electronic upload through the Web-based
system or via a secure email solution.

The Contractor shall have the ability to communicate through the MS HIN Health
Information Exchange in the future.

The Contractor’s Web-based, electronic review request system shall include the
ability for authorized users to access the Web-based, electronic review request
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system via a secured logon. The Contractor shall establish a protocol to assign user
logons and passwords upon receipt of necessary documentation, to verify that the
user is authorized to view Member information.

The Contractor shall include in the Web-based, electronic review request system the
ability for users to view and securely download all data, analytics, or reports that are
specific to the user defined by the user’s profile and security access.

The Contractor’s Web-based, electronic review request system shall have the ability
to receive Prior Authorization requests from Providers using a Health Insurance
Portability and Accountability Act (HIPAA) ASC X12 278 Transaction, for the
services where electronic submission is required. The Contractor shall have the
capability to assign a unique tracking number to each review record. The
Contractor’s Web-based, electronic review request system shall have the ability to
send and receive HIPAA-compliant Personally Identifiable Information (PIl) and
Protected Health Information (PHI) transactions for Prior Authorization requests
requiring attachments.

The Contractor shall create a “smart” electronic authorization request form,
customized for each service that requires certification. The form must be
standardized for all CCO’s and must be prior approved by the Division. The
Contractor shall design this form so that it reduces the chances of technical denials
due to incorrect or missing information.

The Contractor shall provide training in the use of the Web-based system and the
equipment required for Division online access to the Web-based system. Division
staff shall be given access to the Contractor’s electronic system for the purpose of
monitoring Prior Authorizations (at no additional cost to the Division.)

Time Frames for Non-Inpatient Hospital Services

The Contractor must notify the requesting Provider and the Member in writing of any
decision by the Contractor to deny an authorization request or to authorize a service
in an amount, duration, or scope that is less than requested by the treating Provider
and/or Member. The notice must meet the requirements specified in 42 C.F.R. §
438.404.

Contractor must make standard authorization decisions and provide notice within
three (3) calendar days and/or two (2) business days per Minimum Standards for
Utilization Review Agents issued by the Mississippi State Department of Health
(MSDH) following receipt of the request for services. If Contractor requires
additional medical information in order to make a decision, Contractor will notify the
requesting provider of additional medical information needed and Contractor must
allow three (3) calendar days and/or two (2) business days for the requesting provider
to submit the medical information. If Contractor does not receive the additional
medical information, Contractor shall make a second attempt to notify the requestor
of the additional medical information needed and Contractor must allow one (1)
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business day or three (3) calendar days) for the requestor to submit medical
information to Contractor.

Once all information is received from the provider, if Contractor cannot make a
decision, the three (3) calendar day and/or two (2) business day period may be
extended up to fourteen (14) additional calendar days upon request of the Member or
the provider to Contractor, or if Contractor justifies to the Division a need for
additional information and how the extension is in the Member’s best interest. The
extension request to the Division applies only after Contractor has received all
necessary medical information to render a decision and Contractor requires
additional calendar days to make a decision. Contractor must provide to the Division
the reason(s) justifying the additional calendar days needed to render a decision. The
Division will evaluate Contractor’s extension request and notify Contractor of
decision within three (3) calendar days and/or two (2) business days of receiving
Contractor’s request for extension.

The Contractor must expedite authorization for services when the Provider indicates
or the Contractor determines that following the standard authorization decision time
frame could seriously jeopardize the Member’s life, health, or ability to attain,
maintain, or regain maximum function. The Contractor must provide decision notice
no later than twenty-four (24) hours after receipt of the expedited authorization
request. This twenty-four (24) hour period may be extended up to fourteen (14)
additional calendar days upon request of the Member, Provider or the Contractor.
The Contractor must justify to the Division a need for additional information and
how the extension is in the Member’s best interest. The extension request to the
Division applies only after Contractor has received all necessary medical information
to render a decision and Contractor requires additional calendar days to make a
decision. Contractor must provide to the Division the reason(s) justifying the
additional calendar days needed to render a decision. The Division will evaluate
Contractor’s extension request and notify Contractor of decision within three (3)
calendar days and/or two (2) business days of receiving Contractor’s request for
extension.

K. Advance Directives

The Contractor shall develop, document, and maintain advance directive policies that
comply with 42 C.F.R. § 422.128 and with the State’s Uniform Health Care Decisions
Act. Contractor is responsible for educating and training staff on policies and
procedures as it relates to advance directives. Additionally, the Contractor shall provide
adult Members with written information on its advance directives policies. The
Contractor shall inform the Members as to the implementation of those rights according
to State law. Any written information provided by the Contractor must reflect changes
in State law as soon as possible, but no later than ninety (90) calendar days after the
effective date of change. The Contractor must also inform Members that Complaints
and Grievances concerning non-compliance with the advance directive requirements
may be filed with the State Survey and Certification Division of the State Department of
Health. The Contractor is prohibited from conditioning the provision of care or
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otherwise discriminating against an individual based on whether or not the individual has
executed an advance directive.

The Contractor must maintain written policies and procedures on advance directives for
adults receiving medical care by or through the PAHP if the Contractor’s Provider
Network includes: home health agencies, home health care providers, personal care
providers, or hospice providers.

Member Notification

The Contractor shall mail written notice to Members of the opportunity for a State Fair
Hearing in the event of the termination, suspension, or reduction of previously
authorized Medicaid-covered services within ten (10) calendar days of the date of the
Action for previously authorized services as permitted under 42 C.F.R. Part 431 Subpart
E.

Denials of Claims that may result in Member financial liability require immediate
notification. All Member communications shall meet the requirements of Section 6.F,
Communication Standards, of this Contract.

Contractor must give notice of adverse Action as few as five (5) days prior to the date of

Action, if the Contractor has verified information indicating probable Member fraud.

Contractor must give notice of adverse action by the date of the Action when any of the

following occur:

1. The Member has died;

2. The Member submits a signed written statement requesting service termination;

3. The Member submits a signed written statement including information that requires
service termination or reduction and indicates that the Member understands that
service termination or reduction will result;

4. The Member has been admitted to an institution in which he is ineligible for
Medicaid services;

5. The Member’s address is determined unknown based on returned mail with no
forwarding address;

6. The Member is accepted for Medicaid services by another local jurisdiction, state,
territory, or commonwealth;

7. A change in the level of medical care is prescribed by the Member’s physician;

8. The notice involves an adverse determination with regard to preadmission screening
requirements; and
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9. If applicable, the transfer or discharge from a facility will occur in an expedited
fashion as described in 42 C.F.R. § 483.12(a)(5)(ii).

M. Services for Foster Care Children

The Contractor will coordinate closely with the Mississippi Department of Human
Services and the Division through regular meetings of a task force. The Contractor shall
comply with relevant Contract requirements that impact the provision of services. The
Contractor shall also provide data and reports required by the Mississippi Department of
Human Services and the Division to demonstrate compliance.

SECTION 6 - MEMBER SERVICES

The Contractor must submit reports related to Member Services in accordance with Section
10, Reporting Requirements, and Exhibit H, Reporting Requirements, of this Contract.

A. Member Services Call Center

The Contractor must maintain and staff a toll-free dedicated Member services call center
to respond to Members’ inquiries, issues, or referrals. Members will be provided with
one (1) toll free number, and the Contractor’s automated system and call center staff will
route calls as required to meet Members’ needs.

1. Hours of Operation

The Contractor’s Member services call center must operate at a minimum during
regular business hours (8:00 a.m. to 5:00 p.m. CST., Monday through Friday) and
one (1) evening per week (5:00 p.m. to 8:00 p.m. CST) and one (1) weekend per
month with the exception of Mississippi State holidays to address non-emergency
problems encountered by Members. The Contractor must also operate a nurse advice
line to receive, identify, and resolve in a timely manner emergency Member issues
on a twenty-four (24) hour, seven (7) day-a-week basis.

In the case of Behavioral Health Services, Members shall have access twenty-four
(24) hours, seven (7) days per week to clinical personnel who act within the scope of
their licensure to practice a behavioral health-related profession.

2. Functions

The Contractor’s Member services functions must include, but are not limited to, the
following Member services standards:

a. Explaining the operation of the Contractor and assisting Members in the selection
of a PCP;

b. Assisting Members with making appointments and obtaining services;

c. Assisting with arranging transportation for Members;
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d. Referring Members to the Fraud and Abuse Hotline; and

e. Receiving, identifying and making appropriate referrals to assist Members in
resolving emergency Member issues.

3. Customer Care

The Contractor must develop appropriate, interactive scripts for call center staff to
use during initial welcome calls when making outbound calls to new Members and to
respond to Member calls, which are subject to Division approval prior to use. The
Contractor’s call center staff must also use a Division-approved script to respond to
Members who call to request assistance with PCP selection. The Contractor must
develop special scripts for emergency and unusual situations, as requested by the
Division. All scripts must be clear and easily understood. The Contractor must
review the scripts annually to determine any necessary revisions. The Division
reserves the right to request and review call center scripts at any time. All call center
scripts must be submitted by Contractor to the Division for review and approval
thirty (30) calendar days prior to use.

Under no circumstances will unlicensed Member services staff provide health-related
advice to Members requesting clinical information. In such cases, these calls must
be immediately transferred to clinical personnel during regular business hours, as
defined above. The Contractor must ensure that all such inquiries are addressed by
clinical personnel acting within the scope of their licensure to practice a health-
related profession.

The Contractor’s internal staff is required to ask the callers whether they are satisfied
with the response given to their call. All calls must be documented and if the caller
is not satisfied, the Contractor must ensure that the call is referred to the appropriate
individual within the Contractor for follow-up and/or resolution. This referral must
take place within forty-eight (48) hours of the call.

The Contractor is not permitted to utilize electronic call answering methods, as a
substitute for staff persons, to perform this service after business hours.

The Contractor shall randomly select and record calls received at the call center and
monitor no less than three percent (3%) of calls for compliance with customer care
guidelines. The Contractor will report the findings of these audits to the Division via
a quarterly Deliverable report. The Contractor will make recordings available to the
Division upon request within five (5) business days. The Contractor shall maintain
the recordings for at least twelve (12) months.

4. Staff Training

The Contractor’s Member services call center staff must receive trainings at least
quarterly. Trainings must include education about Medicaid, the MississippiCAN
Program, appropriate instances for transferring a Member to a Care Manager, and
customer service. Staff must receive updates about continued Medicaid changes and
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requirements, including “Late Breaking News” articles, Provider bulletins, and
MississippiCAN Program updates. The Contractor will submit quarterly reports
detailing the trainings conducted, topics covered, and the number and positions of
staff completing the trainings.

5. Performance

The Contractor shall maintain sufficient equipment and call center staff to ensure that
the abandonment rate for any month is not greater than five percent (5%). The
Contractor will be subject to sanctions if the abandonment rate exceeds this target, in
accordance with Section 15.E, Liquidated Damages, of this Contract.

B. Member Education

The Contractor must implement, monitor, and evaluate a program to promote health
education for its new and continuing Members. The Contractor shall maintain an annual
health education and prevention work plan, based on the needs of its Members, and shall
submit this work plan, with quarterly updates, to the Division for approval. The Division
will work to review and approve work plan and quarterly updates within thirty (30)
calendar days.

At a minimum, the health education and prevention work plan shall describe topics to be
addressed, the method of communication with Members, the method of identifying those
Members who will be contacted, and the time frame s for distributing materials or
outreach to Members. Any changes to the health education and prevention work plan,
and all materials to be distributed to Members, must be approved by the Division prior to
implementation or distribution. The comprehensive health education program shall
support and complement the Contractor’s Care Management programs.

The Contractor shall also conduct, in collaboration with the Division, a minimum of ten
(10) MississippiCAN Workshops annually targeting Members. The Division will notify
the Contractor of the dates, times, and locations for Workshops. The Division will
determine the topics to be covered during each workshop and the Contractor shall assist
in the presentation of the content.

C. Member ldentification Card

The Contractor shall provide each Member an identification card that is recognizable and
acceptable to the Cont