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CONTRACT BETWEEN
THE DIVISION OF MEDICAID
IN THE OFFICE OF THE GOVERNOR

STATE OF MISSISSIPPI
AND
[Insert Contractor Name]

This Contract is made and entered into this 1st day of July, 2019 by and between the Division
of Medicaid in the Office of the Governor, an administrative agency of the State of Mississippi,
with a principal place of business located at 550 High Street in the City of Jackson, County of
Hinds, State of Mississippi (hereinafter “Division”), and [Insert Contractor Name]., a
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[Insert Contractor Address] (hereinafter “Contractor”).

WHEREAS, the Division is charged with the administration of the Child Health Plan for the
Children’s Health Insurance Program (CHIP) in accordance with the requirements of Title XXI
of the Social Security Act of 1935, as amended, (the "Act") and Miss. Code Ann. 8§ 41-

86-1, et. seq., and 843-13-101 et. seq.;

WHEREAS, the Contractor is an entity eligible to enter into a full risk capitated contract
in accordance with Section 1903(m) of the Act and is engaged in the business of providing
prepaid comprehensive health care services as defined in 42 C.F.R. 8§ 438.2. The Contractor
is licensed appropriately as defined by the Mississippi Insurance Department of the State of
Mississippi pursuant to Miss. Code Ann. 883-41-305; and

WHEREAS, the Division desires to contract with a Coordinated Care Organization
(Contractor) to obtain services for the benefit of a separate child health program in accordance
with Section

2101(a)(1) of the Act, and 42 C.F.R. § 457.70 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 covenants
contained herein, and subject to the terms and conditions hereinafter stated, it is hereby
understood and agreed by the parties hereto as follows:
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SECTION 1 - GENERAL PROVISIONS
A. Term

The term of this Contract shall commence on July 1, 2019, and shall expire on June 30,
2022, unless this Contract is terminated pursuant to Section 15, Non-Compliance and
Termination. The Division has under the same terms and conditions as the existing
Contract, the 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 unless otherwise stated.

This Contract between the Division and the Contractor consists of 1) this Contract and any
amendments thereto; 2) the Mississippi CHIP RFQ and any amendments thereto; 3) the
Contractor’s Qualification submitted in response to the RFQ 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 Contractor’s Qualification and its
attachments, the RFQ, and written questions and answers. In the event that an issue is
addressed in one 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 RFQ or the Contractor’s Qualification. In all other
matters not affected by the written clarification, if any, the order of priority outlined above
shall govern.

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

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 Contract Amendment and processed through the Division for
approval prior to the effective date of such modification or change. In some instances, the
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Contract must be approved by the Centers for Medicare and Medicaid Services
(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:

The Contractor: Chief Executive Officer
The Division: Executive Director.

. State and Federal Law

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, Title XXI of the Act, 42 C.F.R. 8 457 Subpart A, and 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 CMS.

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.

The Contractor expressly agrees to all of the provisions and requirements as set forth in the
State Health Plan approved by the State of Mississippi and by the Secretary of the United
States Department of Health and Human Services, pursuant to the Title XXI of the Act,
and understands those provisions and requirements are also incumbent on the Contractor.

See also Section 4.3.6, Applicable Law, and section 4.1, General, of the Mississippi CHIP
RFQ for additional requirements.

APPLICABLE LAW The Contract shall be governed by and construed in accordance with
the laws of the State of Mississippi, excluding its conflicts of laws provisions, and any
litigation with respect thereto shall be brought in the courts of the State. Contractor shall
comply with applicable federal, state, and local laws and regulations.

PROCUREMENT REGULATIONS The Contract shall be governed by the applicable
provisions of the Mississippi Public Procurement Review Board Office of Personal Service
Contract Review Rules and Regulations, a copy of which is available at 501 North West
Street, Suite 701E, Jackson, Mississippi 39201 for inspection, or downloadable at
http://www.DFA.ms.gov.
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D. Representatives for the Division and the Contractor

The Executive Administrator of the Division shall serve as the Contract Officer,
representing the Executive Director of the Division, with full decision-making authority.
All statewide policy decisions or Contract interpretation will be made through the
Executive Administrator of the Division. The Executive Administrator 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 CHIP policy. When
interpretations are required, the Contractor will submit written requests to the Division.

The Contractor’s Chief Executive Officer or a comparable representative shall serve as
Contract Officer for the Contractor, with full decision-making authority for the Contractor,
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
others in the Officer's employment or under the Officer's supervision.

E. Notices

Whenever, under this Contract or associated RFQ, one party is required to give notice to the
other, except for purposes of Notice of Termination under Section 15.J, 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 email, 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:

[Insert Contractor Name & Address]

F. Contractor Representations
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The Contractor hereby represents and warrants to the Division that:

1. The Contractor has at least five (5) years of experience with CHIP providing the types
of services described in this Contract;

2. The Contractor is licensed in the State of Mississippi by the Mississippi Insurance
Department as a health maintenance organization; or is in the process of obtaining
license in Mississippi to be effective prior to the Enrollment of Members;

3. All information and statements contained in the CHIP Contract Qualification and
responses to additional letter inquiries submitted by the Contractor to the Division are
true and correct as of the date of this Contract;

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

5. There have been no material adverse changes in the financial condition or business
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 shall comply with requirements under 42 C.F.R. 8 457.955 as applicable
to managed care organizations serving CHIP; and

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

In compliance with Section 2103(f) of the Act, the Contractor shall provide assurances, as
required by Section 1932(b) of the Act, to State and Federal officials (CMS) 1) that
within its service area, it has the capacity to serve its expected enrollment, that it maintains
an adequate number, mix, and geographic distribution of Providers, that it offers an
appropriate range of services and access to preventative and primary care services for the
expected enrolled population, and 2) that it will comply with certain maternity and mental
health requirements contained in Title XXVII of the Public Health Service Act as
applicable to CHIP.

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
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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 Mississippi Insurance Department 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;

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 XX of the 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 8 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.
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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.
8455.104(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;

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

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;

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

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

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

In accordance with 42 C.F.R. 8455.104(c), disclosures from the Contractor are due at
any of the following times:

a. Upon the Contractor submitting a Qualification in accordance with the State’s
procurement process;
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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. 8 455.104(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.

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 (HHS) 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 CHIP standards must supply the information listed above to State
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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. 8 455.106(b), the Division must notify the Inspector
General of the Department of any disclosures under 42 C.F.R. § 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 Network
Provider entity or who is an agent or managing employee of the Provider (as defined
by 42 C.F.R. 8 455.101) 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 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. 8
1002.4.

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. § 1002.4(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 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
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b.

d.

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;

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;

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

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.

b.

C.

d.

The name of the Party in Interest in each transaction;

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

The accrued dollar value of each transaction during the calendar year; and,

A justification of the reasonableness of each transaction.

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

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

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
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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 § 1128, as amended, of the Social Security Act, 42 USC
81320a-7, as amended, and 42 C.F.R. 8 455.106, 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 CHIP Provider has an ownership or
control relationship. The Contractor shall provide information concerning each
Person with Ownership or Control.

The Contractor shall advise the Division, in writing, within five (5) business days of
any organizational change or major decision affecting its CHIP 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.

1. Change of Ownership

A change of ownership of the Contractor includes, but is not limited to inter vivo
gifts, purchases, transfers, lease arrangements, cash 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.
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The Contractor must comply with all laws of the State of Mississippi and the
Mississippi Insurance Department 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.

2. Prohibited Affiliations

Contractor shall not knowingly have a prohibited affiliation with the following:

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

b. An individual or entity who is an affiliate, as defined in the Federal
Acquisition Regulation at 48 C.F.R. 8§ 2.101, of a person described in
subparagraph 3.1 of this Section.

Prohibited affiliations are defined as follows:
a. A director, officer, or partner of Contractor;

b. A subcontractor of Contractor as governed by 42 C.F.R. § 438.230;

C. A person with beneficial ownership of 5 percent or more of the Contractor’s
equity; and,

d. A network Provider or person with an employment, consulting, or other
arrangement with Contractor for the provision of items and services that are
significant and material to Contractor’s obligations under this Contract.

e. Contractor may not have a relationship with an individual or entity that is

excluded from participation in any Federal healthcare program under Section
1128 or 1128A of the Act.
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J.

If the Division finds that Contractor is not in compliance with the provisions of this
Section, the Division:

a. Must notify the HHS Secretary of Contractor’s non-compliance;

b. May continue this Contract with Contractor unless the Secretary directs
otherwise; or

c. May not renew or otherwise extend this Contract unless the Secretary
provides to the State of Mississippi and to Congress a written statement
describing compelling reasons that exist for renewing or extending this
Contract despite the prohibited affiliations.

d. Nothing in this section must be construed to limit or otherwise affect other
remedies available to the United States under Sections 1128, 1128A, or 1128B
of the Act.

e. Any action by the Secretary described herein is taken in consultation with the
Inspector General.

Responsiveness to the 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 oral
requests for assistance no later than one (1) business day from receipt of the request from
the Division, and the request shall be completed by Contractor to the satisfaction of the
Division within five (5) business days from the date of receipt unless another time frame is
specified by the Division. Requests by Contractor for extension of the time frame may be
granted by the Division in its discretion. If the request is urgent, Contractor shall
immediately, without unreasonable delay, acknowledge the Division’s urgent requests for
assistance and shall give such requests priority. Urgent requests shall be completed by
Contractor to the satisfaction of the Division within the time frame specified by the
Division. If no timeframe is specified, urgent requests shall be completed within five (5)
business days from the date of receipt. Such urgent requests include, but are not limited to,
State Issues, Liquidated Damages, 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. Executive
requests, program requests, and Investigated Grievances shall be considered urgent.

The Contractor’s acknowledgement of Division requests for assistance must include the
required date of resolution, as described above. If the request is received from the Division
in writing or electronically, the Contractor shall acknowledge receipt in the same manner
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the request was received, either in writing or electronically. If the request was received
from the Division orally, the Contractor shall acknowledge receipt of the request orally and
immediately follow-up with a written or electronic acknowledgement. Upon completion of
the request, the Contractor shall submit to the Division, on or before the required date of
completion, a detailed completion summary advising the Division of the Contractor’s
action and resolution. The completion summary shall contain all information necessary for
the Division to adequately determine whether a request has been completed, and shall
conform to specifications requested by the Division concerning form, format, or content of
the summary, if any. Division requests shall not be considered completed if resolution does
not satisfy the request, Contractor fails to submit the completion summary, and completion
will not be considered timely if Contractor fails to submit the summary on or before the
required completion date. Submission of the completion summary in and of itself does not
constitute completion of the Division request.

The Contractor may be subject to Liquidated Damages or other available remedies in
accordance with Section 15, Non-Compliance and Termination, of this Contract if the
Contractor is in violation of this section.

. The Division’s Policies and Procedures

The Contractor shall comply with all applicable policies and procedures of the Division,
specifically including without limitation all policies and procedures applicable solely to
CHIP, which are also covered by the Children’s Health Insurance Program Reauthorization
Act (CHIPRA) and State Health Plan, all of which are hereby incorporated into this
Contract by reference and form as an integral part of this Contract. In instances of
disagreement, the interpretation of policy is under the Division’s discretion. 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.

If the Contractor elects not to reimburse for or provide coverage of 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:

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

2. Information must be provided to potential Members before and during Enroliment;
and

3. Information must be provided to Members within ninety (90) calendar days after

adopting the policy with respect to any service and at least thirty (30) calendar 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
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this Contract, RFQ, the Contractor’s Qualification, 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
this Contract. All staff must be qualified by training and experience.

Executive Positions:

1. Chief Executive Officer (CEO): A designated CEO (Contract Officer), with decision-
making authority, to oversee the day-to-day business activities conducted pursuant to
this Contract located in Mississippi. The Mississippi CEO 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
must be able to make decisions about CHIP activities.

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

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

4. 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 the Contractor and Providers; be available to the 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.

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

6. 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:
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1. Provider Services Manager: A professional located in Mississippi to be responsible for
oversight of Provider Services and network development.

2. Member Services Manager: A professional located in Mississippi to be responsible for
oversight of Member services functions.

3. Quality Management Director: A health care practitioner responsible for overseeing
QM and improvement activities.

4. Utilization Management (UM) Coordinator: A health care practitioner responsible for
UM functions.

5. Grievance and Appeals Coordinator: A professional responsible for the processing
and resolution of all Member Grievances and Appeals and Provider Complaints,
Grievances, and Appeals.

6. Claims Administrator: A professional responsible for overseeing claims administration.

7. Other key personnel as identified by the
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 penalties if any key management personnel positions remain
vacant for greater than ninety (90) calendar days in accordance with Section 15.E,
Liquidated Damages. The 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 the Division approval, the Division may impose penalties 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. The Contractor shall report these changes 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 Network Providers, and all Out-
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of-network 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 CHIP Members’ Care Management needs at all times; and

6. Designee(s) who can respond to issues involving systems and reporting, encounter
data, Appeals, quality assessment, Member services, Provider services, Well-Baby
and Well-Child Care assessments and immunization services, pharmacy management,
medical management, and Care Management.

. Base of Operations

The Contractor shall not be located outside of the United States.

The Contractor shall have an Administrative Office within fifteen (15) miles of the
Division’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
the Division premises, comply with site rules and regulations.

Contractor shall ensure that no claims paid by Contractor to a network Provider, out of

network Provider, subcontractor, or financial institution located outside of the United States
are considered in the development of actuarially sound capitation rates.
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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 and commitment to provide and deliver quality
health care across a variety of cultures.

The Contractor must promote access and delivery of services, in a culturally competent
manner to all Medicaid Members including, but not limited, to those with limited English
proficiency, diverse cultural and ethnic backgrounds, disabilities, and regardless of race,
color, religion, national origin, sex, sexual orientation, gender, gender identity or disability.
The Contractor must ensure that Members have access to covered services that are delivered
in a manner that meets their unique needs.

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. One of these Agents may include but is not
limited to the Fiscal Agent that will process encounter data submitted by Contractors to the
Division, and provide Enrollment assistance to Members.

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
penalties 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 performing work under this
Contract. ~ 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
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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 the 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, specifically on the
first business day following the Contract signing, and annually thereafter.

. Readiness Reviews

The Contractor shall comply with all requirements related to the assessment of the
Contractor’s performance prior to implementation. The Division may, at its discretion,
complete readiness reviews of the Contractor prior to implementation of CHIP expansions
and Contract renewals, which must be completed three (3) months prior to the operational
go-live.  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 the Contractor
must develop and onsite visits at the Contractor’s administrative offices. The Division
may also conduct onsite visits to any Subcontractor’s offices.
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SECTION 2 — DEFINITIONS

A. Definitions

1.

Abuse: Any practice that is inconsistent with sound fiscal, business, or medical
practices, and results in an unnecessary cost to CHIP, the Contractor, a Subcontractor, or
Provider or in reimbursement for services that are not Medically Necessary or that
fail to meet professionally recognized standards for health care.

Actuary: An individual who meets the qualification standards established by the
American Academy of Actuaries for an actuary and follows the practice standards
established by the Actuarial Standards Board. Actuary refers to an individual who is
acting on behalf of the State when used in reference to the development and certification
of capitation rates.

Administrative Service: Administrative Service means the performance of services or
functions, other than the direct delivery of Covered Services, necessary for the
management of the delivery of and payment for Covered Services, including but not
limited to network utilization, clinical or quality management, service authorization,
claims processing, management information systems operation, reporting, and
infrastructure development for, preparation of, and delivery of, all required Deliverables
under the Contract.

Advance Beneficiary Notification (ABN): A notice to the Member indicating that an
item(s) or service(s) rendered is a non-covered item and/or service(s) and that the
Member will be financially responsible for the item(s) and/or service(s).

Adverse Benefit Determination: The denial or limited authorization of a requested
service, including determinations on the type or level of service, requirements for
medical necessity, appropriateness, setting, or effectiveness of a covered benefit; the
reduction, suspension, or termination of a previously authorized services; the denial, in
whole or in part, of payment for a service; the failure to provide services in a timely
manner, as defined by the Division; the failure of the Contractor to act within the
timeframes provided in 42 C.F.R. 8438.408(b)(1) and (2) regarding the standard
resolution of grievances and appeals; for residents in a rural area with only one MCO,
the denial of an enrollee’s request to exercise his or her right, under 42 C.F.R.
§438.52(b)(2)(i1); the denial of an enrollee’s request to dispute a financial liability,
including cost sharing, copayments, premiums, deductibles, coinsurance, and other
enrollee financial liabilities; and 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.

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

7. Allowable Charge: The lesser of the submitted charge or the amount established by
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10.

11.

12.

13.

the Contractor, as provided through Provider Network contracts or based on analysis of
Provider charges, as the maximum amount for all such Provider services covered under
the terms of this Contract.

Appeal: A request for review by the Contractor of an Adverse Benefit Determination
related to a Member or Provider review by the Contractor of an Adverse Benefit
Determination. In the case of a Member, the Adverse Benefit Determination 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 Adverse Benefit Determination may include, but is not limited
to, delay or non-payment for covered services

Auto Enrollment: The process by which Members who have not voluntarily
selected a CHIP Contractor are assigned to a CHIP Contractor.

Behavioral Health/Substance Use Disorder: Mental health and/or drug and alcohol
abuse treatment services provided by the county mental health/Intellectually
Delayed/Developmentally Delayed programs the single county authority administrators,
or other appropriately licensed health care practitioners.

Benchmark Plan: Medicaid Benefits Coverage, with exceptions as outlined by
CHIPRA and 42 C.F.R 8457.

Benefit Period: A period of one (1) calendar year commencing each July 1.

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

Members.

14.

15.

16.

17.

18.

19.

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.

Case Identification Number: With respect to the Member, includes Immediate
Family Members and individuals living with the Member.

Child: For purposes of this Contract, an individual who is under nineteen (19) years of
age who is not eligible for Medicaid benefits and is not covered by other health
insurance. Also referred to as Member.

CHIP: The Children’s Health Insurance Program as defined in Title XXI of the
Social Security Act.

Closed Panel: Providers who are no longer accepting new Members for the Contractor.

Complaint: An expression of dissatisfaction, regardless of whether identified as a
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20.

21.

22.

23.

24,

25.

26.

217.

28.

29.

30.

“Complaint”, received by any employee of the Contractor orally or in writing that is of
a less serious or formal nature that is resolved within one (1) business day of receipt.

Contractor: An entity eligible to enter a full risk capitated contract in accordance
with Section 1903(m) of the Social Security Act and is engaged in the business of
providing prepaid comprehensive health care services as defined in 42 C.F.R. §
438.2.

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

Co-Payment: The fixed amount certain CHIP Members pay for a covered health
care service. The amount may vary based on the health care service being provided.

Cost Sharing: In accordance with 42 C.F.R. § 457.10, premium charges, enrollment
fees, deductibles, coinsurance, Co-Payments, or other similar fees that the Member has
responsibility for paying.

Creditable Coverage: Prior health insurance coverage as defined under Section
2701(c) of the Public Health Service Act (42 U.S.C. § 300gg(c)). Creditable Coverage
includes coverage under group or individual health plans or health insurance, Medicare,
Medicaid, other governmental plans and state health benefit risk pools.

Credibility Adjustment: An adjustment to the Medical Loss Ratio (MLR) provided by
the Contractor in accordance with 42 C.F.R. 8 438.8 to account for a difference between
the actual and target MLR that may be due to random statistical variation.

Custodial Nursing Home: Residential designation after a Member has exhausted
skilled services. However, the Member continues to have the need for non-skilled,
personal care, including assistance with activities of daily living such as bathing,
dressing, eating, toileting, ambulating and transferring in a nursing facility.

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

Direct Paid Claims: Claims payments before ceded Reinsurance and excluding
assumed Reinsurance except as otherwise provided in Exhibit D, Medical Loss Ratio
Requirements, of this Contract.

Disenrollment: Adverse Benefit Determination 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: Division of Medicaid , Office of the Governor, State of Mississippi.
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31.

32.

33.

34.

35.

36.

37.

38.

Division of Medicaid (Division) Investigated Grievance: A written Member or
Provider Grievance to the Executive Administrator of the Division (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. 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.

Emergency Medical Condition: In accordance with Section 1932(b) of the Act, and 42
C.F.R. § 457.10, 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: Inpatient or outpatient health care services inclusive of dialysis
services, that are furnished by any Provider qualified to furnish such services under
CHIP and needed to evaluate, treat, or stabilize an Emergency Medical Condition. This
in accordance with 42 C.F.R. § 438.114.

Emergency Transportation: Ambulance services for emergencies.

Enrollment: Benefit Determination taken by the Division to add a Member's name to
the Contractor’s monthly Member Listing report following the receipt and approval
by the Division of an Enrollment application from an eligible Member who selects a
Contractor or upon Auto Enrollment of a Member to a Contractor.

Expedited Resolution: An expedited review by the Contractor of a Contractor
Adverse Benefit Determination within three (3) business days after the Contract
receives the request, which may extended by up to fourteen (14) days.

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 (FQHC): All organizations receiving grants
under Section 330 of the Public Health Service Act, certain tribal organizations, and
FQHC Look-Alikes. FQHCs must serve an underserved area or population, offer a
sliding fee scale, provide comprehensive services, have an ongoing quality assurance
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39.

40.

41.

42.

43.

44,

45,

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 Medicaid Members
based on the payment methods set forth in the Medicaid State Plan and the applicable
policies and procedures of the Division.

Fraud: Fraud is any type of intentional deception or misrepresentation made by an
entity or person with the knowledge that the deception could result in some
unauthorized benefit to the entity, him or herself, or some other person. The Fraud
can be committed by many entities, including the vendor, a Subcontractor, a Provider, a
State employee, or a Member, among others.

Grievance: An expression of dissatisfaction, regardless of whether identified as a
“Grievance”, received by any employee of the Contractor orally or in writing about any
matter or aspect of the Contractor or its operation, other than a Contractor Adverse
Benefit Determination as defined in this Contract. Grievances may include, but are not
limited to, the quality of care or services provided, and aspects of interpersonal
relationships such as rudeness of a Provider or employee, or failure to respect the
enrollee’s rights regardless of whether remedial action is requested. Grievance includes
an enrollee’s right to dispute an extension of time proposed by the MCO, PIHP or PAHP
to make an authorization decision.

Immediate Family Member: With respect to the Member, may include the
following: i) the husband or wife of the Member; ii) the biological or adoptive parent,
Child, or sibling of the Member; iii) the stepparent, stepchild, stepbrother, or stepsister
of the Member; iv) the father—, mother—, daughter—, son-, brother—, or sister—in—
law of the Member; v) the grandparent or grandchild of the Member; and vi) the
spouse of a grandparent or grandchild of the Member.

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 Mississippi Insurance Department pursuant to Miss. Code
Ann. §83-41-329.

Liguidated Damages: Reasonable monetary damages fixed by the parties in advance
for the Contractor’s failure to meet the requirements of this Contract and/or all
documents incorporated herein because calculating the actual damages resulting from
such failures are uncertain, extremely difficult and/or impractical to ascertain and
determine.

Page 31 of 299



46.

47.

48.

49,

50.

51.

52.

Marketing: Any communication from the Contractor to a Member who is not enrolled
in that entity, that can reasonably be interpreted as intended to influence the Member to
enroll in that particular Contractor or either to not enroll in or to disenroll from another
Contractor.

Material Adjustment: An adjustment that, using reasonable actuarial judgment, has a
significant impact on the development of the capitation payment such that its omission
or misstatement could impact a determination whether the development of the
capitation rate is consistent with generally accepted actuarial principles and practices.

Medical Home: A health care setting that facilitates partnerships between individual
Members, their Primary Care Providers, and when appropriate, the Member’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 Contractor as calculated in accordance with
the requirements of 42 C.F.R. §438.8.

Medical Loss Ratio Reporting (MLR) Year: A twelve (12) month period consistent
with the Rating Period (e.g., July 1 through June 30) 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
Network Providers or Out-of-network Providers.

Medically Necessary Services: Medically Necessary Services are defined as services,
supplies, or equipment provided by a licensed health care professional that are:

a. Appropriate and consistent with the diagnosis or treatment of the Member's
condition, illness, or injury;

b. In accordance with the standards of good medical practice consistent with the
individual Member's condition(s);

c. Not primarily for the personal comfort or convenience of the Member, family, or
Provider;

d. The most appropriate services, supplies, equipment, or levels of care that can be
safely and efficiently provided to the Member;

e. Furnished in a setting appropriate to the Member's medical need and condition
and, when applied to the care of an inpatient, further mean that the Member’s
medical symptoms or conditions require that the services cannot be safely provided
to the Member as an outpatient;
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53

54,

55.

56.

S7.

58.

59.

f. Not experimental or investigational or for research or education;
g. Provided by an appropriately licensed practitioner; and

h. Documented in the Member's record in a reasonable manner, including the
relationship of the diagnosis to the service.

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.

. Member: An individual who meets all of the eligibility requirements for CHIP,
enrolls in a Contractor under CHIP, and receives health benefits coverage through
CHIP.

Member Encounter Data: The information relating to the receipt of any item(s) or
service(s) by a Member under this Contract and is subject to the requirements of 42
C.F.R. 88438.242 and 438.818.

Member Encounter Data Record: A single electronic record of Claims for any item(s)
or service(s) adjudicated by the Contractor, or by its Subcontractors, to Providers that
have provided services to Members that is subject to the requirements of 42 C.F.R.
88438.242 and 438.818. 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.

Member Months: The number of months a Member or group of Members is covered
by Contractor during the Medical Loss Ratio Reporting (MLR) Year.

Non-claims Costs: Those expenses for administrative services that are not: Incurred
claims (as defined in paragraph (e)(2) of 42 C.F.R. 8438.8); expenditures on activities
that improve health care quality (as defined in paragraph (e)(3) of 42 C.F.R. §438.8); or
licensing and regulatory fees, or Federal and State taxes (as defined in paragraph (f)(2)
of 42 C.F.R. 8438.8).

Ongoing Course of Treatment: A Member is considered to be receiving an
Ongoing Course of Treatment from a Provider under the following circumstances: (i)
during the previous twelve (12) months the Member was treated by the Provider for a
condition that requires follow-up care or additional treatment or the services have been
prior authorized; or (ii) any Child with a previously scheduled appointment, including
an appointment for Well-Baby and Well-Child Care Services.

Open Panel: Providers who are accepting new CHIP Members as patients from
the Contractor.
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60.

61.

62.

63.

64.

65.

66.

67.

68

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

Out-of-Pocket Maximum: The aggregate amount of Cost Sharing (e.g., deductibles,
co-insurance, and Co-Payments) incurred by all enrolled Children in a single family in
a Benefit Period. Once the Out-of-Pocket Maximum has been met, covered expenses
are paid at one hundred percent (100%) of the Allowable Charge for the remainder
of the Benefit Period.

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

Partial Credibility: A standard for which the experience of a Contractor is determined
to be sufficient for the calculation of a MLR but with a non-negligible chance that the
difference between the actual and target medical loss ratios is statistically significant. A
Contractor that is assigned partial credibility (or is partially credible) will receive a
credibility adjustment to its MLR.

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.

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 by the
Pharmacy & Therapeutics Committee and approved by the Executive Director of the
Division. 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 Division’s PDL.

. Premium Revenue: Includes the following for the MLR Reporting Year:

a. Capitation Payments, developed in accordance with 42 C.F.R. § 438.4, to the
Contractor, for all Members under a risk contract approved under 42 C.F.R. § 438.3(a)
and 457.1201, excluding payments made under to 42 C.F.R. § 438.6(d).

b. State-developed one time payments, for specific life events of Members.
c. Other payments to the Contractor approved under 42 C.F.R. § 438.6(b)(3).

d. Unpaid cost-sharing amounts that the Contractor could have collected from Members
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69

70.

71.

72.

73.

74.

75.

76.

under the Contract, except those amounts the Contractor can show it made a reasonable,
but unsuccessful, effort to collect.

e. All changes to unearned premium reserves.

f.  Net payments or receipts related to risk sharing mechanisms developed in
accordance with 42 C.F.R. § 438.5 or § 438.6.

. 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
CHIP, whose practice is limited to the general practice of medicine or who is an
Internist, Pediatrician, Obstetrician/Gynecologist, Family and General Practitioner,
Nurse Practitioners (who meet requirements of Section 4.B, Choice of a Health Care
Professional), Physician Assistants, specialists who perform primary care functions
upon request, and other Providers approved by the Division..

Prior Authorization: A determination to approve a Provider’s request, pursuant to
services covered in CHIP, 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: Any individual or entity that is engaged in the delivery of services, or
ordering or referring for those health services, and is legally authorized to do so by the
State in which it delivers the services.

Provider Network: The panel of health service Providers with which the
Contractor contracts for the provision of covered services to Members and Out-of-
network Providers administering services to Members.

Provider-Preventable Conditions: A condition that meets the definition of a

“healthcare-acquired condition” or an “other Provider-preventable condition” as defined
by 42 C.F.R. §447.26.

Rate Cell: A set of mutually exclusive categories of Members that is defined by one or
more characteristics for the purpose of determining the capitation rate and making a
Capitation Payment; such characteristics may include age, gender, eligibility category,
and region or geographic area. Each Member should be categorized in one of the rate
cells for each unique set of mutually exclusive benefits under this Contract.

Rating Period: A period of twelve (12) months selected by the State for which the
actuarially sound capitation rates are developed and documented in the rate certification
submitted to CMS as required by 42 C.F.R. Section 438.7(a). The Rating Period shall
be July 1 to June 30 consistent with the State fiscal year.

Redetermination Date: The date when CHIP eligibility requirements are reviewed to
ensure the Member is eligible to continue receiving benefits.
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77,

78.

79.

80.

81.

82.

83.

84.

85.

86.

87.

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.

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 include 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 members 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.

State Health Plan: State of Mississippi’s plan submitted to HHS for the
administration of CHIP.

State Issue: A verbal or written point of discussion or expression of dissatisfaction
received from a Member, Member’s representative or Providers that are not in
compliance with the goals of the Mississippi CHIP program. These may include
benefits, services, reimbursement, enrollment (Member or Provider) and any other
issue.

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. The Division must approve
Subcontracts in writing prior to the start date of the agreement.

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

Third Party Liability/Resource: Any resource available to a Member for the
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B.

88.

89.

90.

91.

payment of medical expenses associated with the provision of covered services
including but not limited to, insurers and workers’ compensation plans.

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

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.

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.

Well-Baby and Well-Child Care Services: Regular or preventive diagnostic and
treatment services necessary to ensure the health of babies, children, and adolescents as
defined by the Division in the State Health Plan. For the purposes of Cost
Sharing, the term has the meaning assigned at 42 C.F.R. § 457.520.

Acronyms

1.

2.

10.
11.
12.

13.

ABN — Advance Beneficiary Notification

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

CHIP — Children’s Health Insurance Program

CLIA — Clinical Laboratory Improvement Amendments
CMS — Centers for Medicare and Medicaid Services
COB - Coordination of Benefits

CPS — Child Protection Services

CST — Central Standard Time

EDI — Electronic Data Interchange
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14.
15.
16.
17.
18.
19.
20.
21.
22.
23.
24,
25.
26.
27.
28.
29.
30.
31.
32.
33.
34.
35.
36.
37.
38.

EPA — United States Environmental Protection Agency

EQR — External Quality Review

EQRO - External Quality Review Organization

FFP — Federal Financial Participation

FQHC — Federally Qualified Health Center

GAAP — Generally Accepted Accounting Principles

GAO — General Accounting Office

HEDIS® — Healthcare Effectiveness Data and Information Set
HHS — United States Department of Health and Human Services
HIPAA — Health Insurance Portability and Accountability Act of 1996
I/T/U — Indian Tribe, Tribal Organization, or Urban Indian Organization
LTSS — Long Term Support Services

MCO — Managed Care Organization

MDFA - Mississippi Department of Finance and Administration
MES — Medicaid Enterprise System

MLR — Medical Loss Ratio

MMIS — Medicaid Management Information System

MS HIN — Mississippi Health Information Network

MSDH — Mississippi State Department of Health

NCQA — National Committee for Quality Assurance

NPI — National Provider Identifier

OIG — Office of Inspector General

PAHP — Prepaid Ambulatory Health Plan

PBM — Pharmacy Benefits Manager

PCP — Primary Care Provider
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39.
40.
41.
42.
43.
44,
45.
46.
47.
48.
49.
50.
51.

52.

PDL — Preferred Drug List

PHI — Protected Health Information

Pl — Program Integrity

PIHP — Prepaid Inpatient Health Plans
P1I — Personal Identification Information
PIP — Performance Improvement Project
PRTF — Psychiatric Residential Treatment Facilities
QI — Quality Improvement

QM — Quality Management

QMC — Quality Management Committee
RHC — Rural Health Clinic

TPL — Third Party Liability and Recovery

TTY/TTD — Text Telephones/Telecommunications Device for the Deaf

UM - Utilization Management
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SECTION 3—- MEMBER ELIGIBILITY

A. Eligible Populations for CHIP

CHIP eligibility criteria will be based on criteria including citizenship, residency, age,
and income requirements. Members must also meet additional requirements for Enroliment
as described below and in accordance with 42 C.F.R. 8 457.305(a) and 8 457.320(a),
and the State Health Plan.

CHIP will operate on a statewide basis. The Division reserves the right to assign a Member
to a specific health plan.

Table 1 specifies populations that must enroll in CHIP. The Division will enroll eligible
Members within these categories into one of two Contractors participating in CHIP, and
Members will have the option to disenroll once within ninety (90) days of initial
Enrollment. Members that disenroll and do not choose another Contractor under CHIP
may enroll in the Division’s Medicaid program if they meet Medicaid eligibility
requirements or pursue private insurance independently from the Division.

Table 1. Populations Who Are Eligible for CHIP

Populations Income Level

Birth to Age One (1) Year 194% FPL to 209% FPL
Ages One (1) to Six (6) Years 133% FPL to 209% FPL
Age Six (6) to Nineteen (19) Years 133% FPL to 209% FPL

B. Coordination with the Division or its 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. The Division will work to review and approve within forty-five (45) calendar
days.
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SECTION 4 — ENROLLMENT AND DISENROLLMENT

The Division or its Agent shall send written notification to the Member to inform the
Member of Enrollment into CHIP and to select a Contractor and Primary Care Provider
(PCP).

. Enrollment of Members with a Contractor

As part of the application process for coverage under CHIP, a Member shall select a
Contractor. Members will have thirty (30) calendar days to select a Contractor.

Members who fail to make a voluntary Contractor selection will be subject to Auto
Enrollment with a Contractor by the Division. Auto Enrollment rules will include
provisions to consider the following in the order listed below:

1. Family History and Prior Enrollment in CHIP: The Division will assign the CHIP
Member to a Contractor if the Member and/or individuals in the Member’s Case
Identification Number are or were enrolled with a particular Contractor as part of CHIP
within the past two (2) months. If the Division does not identify that the Member
and/or individuals in the Member’s Case ldentification Number were enrolled in a
Contractor under CHIP, the Division will check whether the Member was enrolled
previously in the CHIP Program with a particular Contractor.

2. Prior Enrollment in the CHIP Program: The Division will assign a Member to a
Contractor if the Member was enrolled with a particular CHIP Contractor within the past
two (2) months. If the Division does not identify prior CHIP Enrollment, the
Division will review the Member’s prior claims history.

3. Prior Claims History: The Division will review claims data and encounters from CHIP,
CHIP Program, and Medicaid Fee-for-Service Program during the last six (6) months.
The Division will assign each Member to the Contractor with the highest number of
claims for a participating Contractor. In cases where the number of highest claims is
equal across more than one Contrator, the Division will perform a review for the most
recent date of service.

a. Date of Service: The Division will assign the Member to the CONTRACTOR with
the most recent date of service for a participating Contractor. If there are identical
most recent dates of service across more than one Contractor, the Division will
perform a review for the most recent transaction control number, which uniquely
identifies each claim.

b. Transaction Control Number: The Division will assign the Member to the
CONTRACTOR with the most recent transaction control number, which is a unique
17-digit identifier for a claim assigned by the Medicaid Management Information
System (MMIS).
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If multiple contractors meet the requirements above, then assignment will occur using a
random assignment. 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 Contractor. Members will not
be auto enrolled to a Contractor that exceeds this threshold unless a family member is
enrolled in the Contractor or a historical Provider relationship exists with a Provider that
does not participate in any other CONTRACTOR. The Division will provide the
Contractors with a minimum of fourteen (14) calendar 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.

B. Choice of a Health Care Professional

The Contractor shall offer each Member the opportunity to choose from at least two (2)
network PCPs. The Contractor shall encourage Members to select a PCP to serve as
a Medical Home. 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 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 must place Member PCP on all Member cards.

If the Contractor elects to assign Members to a PCP, it 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 thirty (30) calendar days
after Contract execution and must 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 PCPs: The following types of specialty Providers may
perform as Primary Care Providers:

a. Pediatricians;
b. Family and General Practitioners;
c. Internists;

d. Obstetrician/Gynecologists;
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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.

2. 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 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 and send updated Member card with
name of PCP.

C. Enrollment Period

Each Member shall be enrolled in the Contractor subject to meeting applicable CHIP
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 may change Contractors without cause during this 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 Contractors. Members who do not make a choice
will be deemed to have chosen to remain with their current Contractor.
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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
information packet. The Division must receive a copy of this packet on an annual basis for
review and approval at least thirty (30) calendar days before implementation, or at any point
when changes are made to the packet. The Division will work to review and approve within
fifteen (15) calendar days any changes to the packet made between annual reviews. At a
minimum, the Member information packet shall include:

1. An introduction letter;
2. A CHIP Member identification card;

3. Information about how to obtain a copy of a Provider directory in compliance with 42
C.F.R. 8 438.10(f)(6) at a minimum;

4. The Division approved Section 1557 Long Form Non-Discrimination Notice with the
appropriate 15 language Taglines;

5. Information regarding the Member’s disenrollment rights; and

6. 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, the Division approve Section 1557
Long Form Non-Discrimination Notice with the appropriate 15 Language Taglines, and the
Member’s disenrollment rights. However, the complete Member Information Packet must
be supplied upon Member request.

E. Enrollment Verification

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

The Contractor must ensure that Out-of-network Providers can verify Member Enrollment
in the Contractor’s plan prior to treating a Member 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 Out-of-
network Providers the ability to verify Enrollment by telephone, web portal, and/or by
another timely mechanism.
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F. Disenrollment

At the time of eligibility redetermination, the Member will be disenrolled from CHIP
and the Contractor if the Member:

1. No longer qualifies for CHIP under the eligibility categories in the eligible population;
or

2. Becomes eligible for Medicaid coverage;
3. Becomes institutionalized in a public institution or enrolled in a waiver program; or

4. Becomes eligible for Medicare coverage.

At any time, the Member must be disenrolled from CHIP and the Contractor if the Member:
1. No longer resides in the State of Mississippi;

2. Is identified as pregnant and verified by the
Division;

3. Is determined to have Creditable Coverage by the
Division;

4. s deceased; or
5. Becomes a Custodial Nursing Home resident.

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 Disenrollment
request. The Division will make a final determlnatlon 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.

The Contractor must notify the Division of Members identified with a diagnosis related to
pregnancy within seven (7) calendar days of identification through a report, in a format and
manner to be specified by the Division. If the Member is determined to be eligible for
Medicaid, the Division will transmit a termination of eligibility date to the Contractor, along
with the code indicating the reason for termination, via the eligibility/enrollment update.
Coverage will continue until such time as the Contractor receives a termination code from
the Division.

The Contractor may not request disenrollment of a Member because of an adverse
change in the Member's health status, or because of the Members’ utilization of
medical services, diminished mental capacity, or uncooperative or disruptive
behavior resulting from the Member’s special needs except when the Member’s
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continued enrollment in the Contractor impairs the Contractor's ability to furnish
services to either this particular Member or other Member(s). 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 and Enrollment
into another 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;

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; or

6. When the Division imposes intermediate sanctions, as defined by 42 U.S.C. § 1396u-2;
on the Contractor and allows Members to disenroll without cause. In this event,
Contractor shall be responsible for Member notification of ability to disenroll without
cause.

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

The effective date of any approved Disenrollment will be no later than the first (1St) day of
the second (2n ) month following the month in which the Member or the Contractor files
the request with the Division. If the Division fails to make a disenroliment determination
within the specified time frames, the disenrollment will be considered approved.

. Disenrollment of Custodial Nursing Home Residents

Members who become Custodial Nursing Home Residents must be disenrolled from CHIP.
When the Medicaid office has completed the nursing home application process, and the
long-term care eligibility has been entered, the Member will automatically be closed out of
CHIP Enrollment, with a closure date of one (1) day prior to the admission date. For

Members who become Custodial Nursing Home Residents before the fifteenth (15th) 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 Custodial Nursing Home Residents on

or after the fifteenth (15th) day of a month, the Contractor will be required to refund the
monthly Capitation Payment for that Member.
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H. Disenrollment of Medicare Recipients

Members who become Medicare Recipients must be disenrolled from CHIP. When the
Division receives notice from regulatory source, and the Medicare segment has been
entered, the Member will automatically be closed out of CHIP 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.

I. Re-Enrollment and Retroactive Eligibility

The Division or its Agent will automatically re-assign a Member into the Contractor 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).

When Retroactive Eligibility and Retrospective Reviews requests are necessitated, the
Contractor shall not deny payment for medically necessary covered services for lack of prior
authorization or lack of referral. The Contractor shall not deny a claim on the basis of the
Provider’s failure to file the claim within a specified time period after the date of service
when the Provider could not have reasonably known which Contractor the Member was in
during the timely filing period.

J. 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
daily 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 frame s 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 (20th) day of each month. Member
Listing must be uploaded by the first day of the month by Contractor and Subcontractors.
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K. Enrollment Discrimination

The Contractor shall accept individuals eligible for enrollment in the order in which they
apply without restriction (unless authorized by CMS), up to the limits set under the Contract.

The Contractor shall not discriminate against individuals eligible to enroll on the basis of
health status or need for health care services.

The Contractor shall not discriminate against individuals eligible to enroll or on the basis of
race, color, religion, national origin, sex, sexual orientation, gender, gender identity or
disability, 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, religion, national origin, sex, sexual orientation, gender, gender identity or
disability, limited English proficiency, marital status, political affiliation, or level of income.

The Contractor shall not discriminate against individuals eligible to enroll 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, Non-
Compliance and Termination, of this Contract if the Contractor is in violation of this section.

L. Special Rules for American Indians

If applicable, for Indian managed care entities, the 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 managed care entities and eligible to receive
services from a participating I/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.
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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 G, Reporting Requirements, of this
Contract.

. Covered Services

The Contractor shall provide all Medically Necessary covered services allowed under
CHIP in accordance with the State Health Plan. Coverage includes the Mississippi Division
of Medicaid State Plan, also known as the Benchmark Plan, plus additional coverage and the
Contractor shall provide Covered services set forth in Exhibit B, Covered Services, of this
Contract (for reference only). The Contractor shall ensure that all covered services are as
accessible to Members (in terms of timeliness, amount, duration, and scope); that no
incentive is provided, monetary or otherwise, to Providers for withholding from a
Member’s Medically Necessary Services. The Contractor guarantees it will not avoid
costs for covered services by referring Members to publicly supported resources, in
accordance with 42 C.F.R. § 457.950. The Contractor shall make available accessible
facilities, service locations, and personnel sufficient to provide covered services consistent
with the requirements specified in this Contract.

The Contractor will not impose any pre-existing medical condition exclusion for covered
services contained in this Contract, in accordance with 42 C.F.R. 8 457.480 and Section
2102(b)(1)(B)(ii) of the Act.

. Emergency Services

The Contractor will provide all inpatient and outpatient Emergency Services in accordance
with 42 C.F.R. 8438.114. The Contractor shall cover and pay for Emergency Services
regardless of whether the Provider that furnishes the services has a contract with the
Contractor. The Contractor shall have policies that address emergency use of services in an
inpatient and outpatient emergency setting.

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 have the outcome of placing the
health of the individual (or pregnant woman and unborn child) in serious jeopardy, or
would result in serious impairment to bodily functions, or would result in serious
dysfunction of any bodily part.

2. The Contractor, or the Member’s primary care Provider (PCP), instructed the Member to
seek Emergency Services.
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The Contractor shall not limit what constitutes an Emergency Medical Condition based
on lists of diagnoses or symptoms, inclusive of dialysis services, or refuse to cover
Emergency Services based on the emergency room Provider or hospital not notifying the
Member’s PCP or Contractor of the Member’s screening and treatment within ten (10)
calendar days of presentation for Emergency Services.

Coverage of Emergency Services are not subject to Prior Authorization requirements, but
the Contractor may include a requirement in its Provider agreements that notice be given to
the Contractor regarding the use of Out-of-network 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 the Contractor by the Member and/or the
emergency Provider. Utilization of and payments to Out-of-network Providers may, at
the 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 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 an Out-of-network Provider that are not
pre- approved by a Network 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 (1)
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 physician from the Contractor’s Provider Network
is not available for consultation. In this situation, the Contractor must give the treating
physician the opportunity to consult with a physician from the Contractor’s Provider
Network and the treating physician may continue with care of the Member until a
Contractor physician is reached or one of the criteria of 42 C.F.R. § 422.113(c) is
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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 physician from the Contractor’s Provider Network with privileges at the treating
hospital assumes responsibility for the Member’s care;

2. A physician from the Contractor’s Provider Network 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.

. Well-Baby and Well-Child Services and Immunization Services

The Contractor shall provide Well-Baby and Well-Child Care services, including vision
screening, laboratory tests and hearing screenings, according to the recommendations of the
U.S. Preventive Services Task Force. Vision and hearing screenings shall be included as part
of periodic Well-Child assessments.

the Contractor must have written policies and procedures related to the provision of the full
range of Well-Baby Care, Well-Child Care, and childhood and adolescent immunizations
services as defined in, and in accordance with, the State Health Plan, 42 C.F.R. §
457.495, and the provisions of this Contract. Services shall include, without limitation,
periodic health screenings, and appropriate and up-to-date immunizations using the
immunization schedule for all Members recommended by the Advisory Committee on
Immunization Practices (ACIP). The Contractor shall make all reasonable efforts to identify
all Members whose Medical Records do not indicate up-to-date immunizations and shall
ensure that these Members receive necessary immunizations. Immunizations are purchased
by the Division and distributed through the Mississippi State Department of Health. The
Contractor shall reimburse Providers for the administration of the immunizations.

The Division requires that the Contractor cooperate to the maximum extent possible with
efforts to improve the health status of Mississippi Medicaid Members, and to actively
work to improve the percentage of Members receiving appropriate screenings, and meet or
exceed the Division’s targets.

The following minimum elements must be included in the periodic health screening
assessment for children:

1. Comprehensive health and development history (including assessment of both physical
and mental development);

2. Measurements (e.g., head circumference for infants, height, weight, body mass index);
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3. Comprehensive unclothed physical examination;
4. Immunizations appropriate to age and health history;
5. Assessment of nutritional status;

6. Laboratory tests (e.g., tuberculosis screening and federally required blood lead
screenings);

7. Vision screening;

8. Hearing screening;

9. Dental and oral health assessment; and

10. Developmental and behavioral assessment.

If a suspected problem is detected by a screening examination, the Child 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
compliance with Well-Baby and Well-Child Care services and immunization services
provision requirements in the following areas:

1. Initial visit for newborns;
2. Well-Baby and Well-Child Care services and reporting of all assessment results; and
3. Diagnosis and/or treatment for Children.

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. Protocols for conducting outreach with non-compliant Members, including home

visits, as appropriate; and
4. A process for outreach and follow-up to Members with special health care needs.

The Contractor may develop alternate processes for follow-up and outreach subject to
prior written approval from the Division.
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E. Behavioral Health/Substance Use Disorder

The Contractor shall provide Behavioral Health/Substance Use Disorder Services to
Members in the CHIP Program in accordance with 42 C.F.R. §438.3 and §457.1201 and the
Mental Health Parity and Addiction Equity Act (MHPAEA). The Contractor shall comply
with all requirements related to Care Management, access and availability with respect to
Behavioral Health/Substance Use Disorder Services. All Behavioral Health/Substance Use
Disorder Services covered by the Division for enrolled populations that are medically
necessary must be covered. The Contractor’s provision of Behavioral Health/Substance Use
Disorder services shall fully comply with the requirements set forth in 42 C.F.R. §8438.900
through 438.930.

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

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

F. Prescription Drug Services

The Contractor shall comply with all requirements found in the Social Security Act section
1927 and all changes made to the Covered Outpatient Drug Section of the Patient Protection
and Affordable Care Act (PPACA) found in 42 C.F.R. Part 447 [CMS 2345-FC].

The Contractor shall provide pharmacy services to Members enrolled in CHIP. The
Contractor shall comply with the Mississippi Pharmacy Practice Act (Miss. Code Ann. § 73-
21-71, et. seq.) 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. The contractor shall not reject claims for any
drugs in a retail pharmacy for the purpose of redirecting prescriptions to the contractor’s
mail order pharmacy and/or contracted specialty pharmacy.

The Contractor must use the most current version of the Mississippi Division of Medicaid
Universal Preferred Drug List (PDL) which is subject to periodic changes. The Contractor
must use the PDL and prior authorization criteria 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 Office of Pharmacy’s Director. The Executive Director of
the Division has final authority on drugs with preferred status on the PDL and/or drugs for
Prior Authorization. The Contractor shall not promote any preferred drugs over other
preferred drugs.

The Contractor must refer to the Division’s website, specifically the Pharmacy Services
Page, for a current listing of prescription drugs on the PDL to ensure continuity of care for
Members. Pursuant to 438.10(i), the Contractor must make available in paper and electronic
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form the following Preferred Drug List information: which medications are covered (generic
and name brand), what tier each medication is on, if applicable, and the information must be
made available on the Contractor’s website.

Benefits will be provided for over the counter medications which are listed on the MS
Medicaid Covered Over-the-Counter (OTC) Drugs list and obtained with a prescription.

The Contractor shall establish a unique BIN / PCN number for the processing of Mississippi
Medicaid CHIP Members pharmacy claims for the purpose of separating the Contractor’s
third party private pharmacy Provider claims from the Medicaid CHIP claims. The
remittance advice statements must adhere to industry standards and be in a user-friendly
format and approved by the Division and as defined by the Division.

The Contractor’s reimbursement methodology used by the Pharmacy Benefits Manager
(“PBM”) must be based on the actual amount paid by the PBM to a pharmacy for the
dispensing fee and the ingredient cost.

The Contractor must ensure its subcontracted PBM does not directly or indirectly charge or
hold a pharmacist or pharmacy responsible for a fee for any step of or component related to
the claim adjudication process.

The Contractor shall provide the Division’s Office of Pharmacy electronic access/viewing
rights of the contracted Pharmacy Benefits Manager’s real-time pharmacy point-of-sale
claims system and testing rights in the PBM’s pharmacy point-of-sale claims testing
environment.

The Contractor/Subcontractor must follow the Division’s current reimbursement
methodology to reimburse pharmacy Providers for pharmacy point of sale claims.

The Contractor must include a written description of assurances and procedures policies
under the proposed PBM Subcontract such as an independent audit to ensure no conflicts of
interest exist and ensure the confidentiality of proprietary information. The Contractor must
provide a plan documenting how it will monitor these Subcontractors. The assurances and
procedures policies must be submitted for the Division’s review 30 days prior to initiating
any PBM Subcontract.

The Contractor must conduct a prior authorization program that complies with the
requirements of section 1927(d)(5) of the Act and as defined by the Division.

The Contractor may approve drugs outside the PDL in accordance with Section 5.1, Prior
Authorizations, 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. 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 are
prescribed and dispensed in accordance with medically accepted indications for uses and
dosages. No payment may be made for services, procedures, supplies or drugs which are
still in clinical trials and/or investigative or experimental in nature.
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The dispensing limits for any drug may be restricted to a thirty (30)-day supply at one time
except for those drugs listed on the 90 day list and those defined in Administrative Code Title
23 found on the Division’s website. A Member must be allowed to obtain an early refill of
a prescription drug under certain circumstances, such as change of dosage during the
course of treatment, for lost or destroyed medication, or when the Member is going on
vacation. The Member or his/her representative may be required to contact the Contractor
to obtain authorization for any early refill or advance supply of a medication.

The Division does not collect CHIP drug rebates. However, the Contractors must report any
rebates collected to the Division.

The Division must be informed prior to any and all Medicaid pharmacy audits. The
Contractor must complete all audits of a Provider claim no later than one year after receipt of
a clean claim. If the audit indicates that the Contractor is due a refund from the Provider, the
Contractor must send the Provider written notice of the basis and specific reasons for the
request, the Contractor must give the Provider an opportunity to Appeal and may not attempt
to recover the payment until the Provider has exhausted all Appeals rights And the Division
has approved of the findings.

. Pharmacy Lock-In Program

The Contractor shall submit a monthly report, as defined by the Division, providing
information on the Pharmacy Lock-In program in order to monitor services received and
reduce unnecessary or inappropriate utilization, as defined by the Division. The Contractor
shall submit their policy and criteria for a Member to be locked in.

The Contractor must have a drug utilization review program (DUR) to conduct prospective
and retrospective utilization review of prescriptions. The DUR program must comply with 42
C.F.R. 8438. The Contractor must submit an annual report to the Division that provides a
detailed description of its DUR program activities both prospective and retrospective reviews.

. Enhanced Services

The Contractor may provide enhanced services that exceed the benefits or services provided
under CHIP 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 the Division prior
approval. The Division may grant exceptions in areas where it believes that such tie-ins
shall produce significant health improvements for Members.

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
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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 in a format to be specified by the Division.

Medical Prior Authorizations

1. General Requirements

The Contractor shall be required to use InterQual when developing medical necessity
appropriateness of service guidelines. The Contractor is not required to use this
utilization management criteria for non-InterQual prior authorizations.

The Contractor must have written policies and procedures for the Prior Authorization of
services, which must comply with this Contract and 42 C.F.R. § 457.495. The
Division must receive Prior Authorization criteria and associated policies and
procedures.

The Contractor shall demonstrate high quality administrative and clinical leadership in
prior authorization services, which must comply with Federal and State laws and
regulations, the Division policies and formal memorandums. The Division will provide
assistance as needed with interpretation and clarification of the Division policies and will
notify the Contractor as changes are made that affect the program. Any instances of
discrepancies in interpretation of the Contract, policies or program requirements between
the Contractor and the Division will be decided at the discretion of the Division. The
requirements in this section are applicable to all review functions.

The Contractor shall have established procedures and sufficient staffing to receive all
review requests, supporting medical documentation and adhere to specific processing
requirements, regardless of the mode of receipt. Staffing requirements must be in
accordance with Section 1. L. Administration, Management, Facilities and Resources.

The Contractor shall conduct authorization, prior authorization and prepayment review
processes that include two (2) levels of review. The first level of review is conducted by
a qualified health professional licensed in the State of Mississippi with clinical
knowledge and experience in utilization review. Requests not approved at the first level
of review for not meeting criteria shall be referred for a second level review by an
appropriate health care professional (physician, dentist, orthodontist, etc.).

Completion of a first level determination is one (1) of the following:

a. Authorization of services by the first level reviewer;

b. Authorization through the automated rules system, when appropriate;
c. Referral to second level review;
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d. Pending of the review based on a request for additional information from the Provider;
or

e. Technical denial of the request due to administrative policy rules, as defined by the
Division.

Completion of a second level determination is one (1) of the following:

a. Authorization of services by the second level reviewer;

b. Denial, modification or reductions of services by the second level reviewer;

c. Pending the review based on Contractor request for additional information from the
Provider; or

d. Technical denial of the request due to Federal and State laws and regulations, the
Division policies and/or formal memorandums.

The Contractor shall ensure denials, modifications, or reductions in services by the
second level reviewer are made by a physician reviewer licensed in the State of
Mississippi and of the same specialty as a result of the second level review.

The Contractor shall have the capability and established procedures to receive
retrospective review requests by web-based submission, facsimile, or mail. A
retrospective review is performed when a service has been provided and no authorization
is obtained, or at the discretion of the Division. (The Division provides retroactive
eligibility review for a Member that was not eligible for CHIP benefits at the time of
service.)

The Contractor shall pend a service authorization review request if the Provider submits
a request for authorization with incomplete, inadequate, or ambiguous information. The
Contractor shall seek clarification or request that the Provider submit all required
information, including additional supporting clinical information as necessary. The
Contractor shall initiate a process of placing a request on hold (pending) until additional
information has been received.

The Contractor shall suspend a review for services when the review has been pended
because additional information is required and the requested information is not submitted
by the due date. If the requested information is not submitted by the due date, the
Contractor must have a process for technically denying the services for failure to submit
additional information required to perform the review.

The Contractor shall issue a technical denial for services when the case does not meet
Federal and State laws and regulations, the Division policies and/or formal
memorandums or is technically insufficient.

The Contractor shall have the capability and established procedures to ensure all
ordering and referring physicians or other professionals providing services under the
State plan are enrolled as a participating CHIP Provider, prior to authorizing review
requests.

The Contractor shall generate an authorization number when a case meets all policy and
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medical criteria necessary for authorization of the services requested.

Except as otherwise noted, the Contractor shall notify CHIP Members of the denied
requests in writing via certified U.S. Mail, and shall ensure that the Member notice
contains the medical and/or technical basis for the denial. The notice shall set forth the
Flesch-Kincaid, or other approved standard, readability scores at or below sixth (6th)
grade reading level and the Contractor shall certify compliance therewith. The notice
shall use easily understood language and format in a font no smaller than 12-point. The
notice shall be available in English and such other language as the Division may require
at any time with proper notice to the Contractor; and shall be available in alternative
formats as required for the special needs of Members.

The Contractor shall provide written notices to Providers through an online web-based
system and via facsimile notifications. The Contractor shall also allow verbal
notification of pended reviews to Providers unable to receive written facsimile
notification. The Contractor shall have a process to document verbal notifications. The
Division may request the documentation at any time with proper notice to the
Contractor.

The Contractor’s written notice of denials, modifications, or reductions shall include a
statement that a Provider, attending physician, or Member/representative/responsible
party who is dissatisfied with the review determination is entitled to a reconsideration of
the review outcome. The written notice shall also explain the method by which a
Provider, attending physician, or Member/representative/responsible party can request a
reconsideration of the review outcome.

The Contractor shall conduct reconsiderations and make determinations upholding,
modifying, or reversing the review outcome by taking into consideration all pertinent
information, including any additional or new information that may be presented during
the reconsideration.

The Contractor must provide, at a minimum, a reconsideration process for reviews in
which the decision is a:

a. Denial, modification, or reduction of services/items based on medical necessity;

b. Denial based on Federal and State laws and regulations, the Division policies and/or
formal memorandums that excludes coverage;

c. Certain technical denials as defined by the Division;

d. Quality issue, or

e. Other adverse decisions as defined by the Division.

The Contractor shall have the capability to accept and document reconsideration requests
by web-based submission, telephone, facsimile, or mail, and shall have dedicated
telephone and facsimile numbers for reconsiderations.

The Contractor shall have established procedures to notify individuals that the
reconsideration request was received by the Contractor and the individual has the
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opportunity to provide additional information within 10 business days from the date on
the Contractor’s notification letter.

The Contractor shall ensure that a second physician not involved in the initial decision
reviews the reconsideration request, the original information, and any additional
information submitted with the reconsideration request and make a determination. The
second physician or reconsideration physician reviewer shall be licensed in the state of
Mississippi and of the same specialty as the attending physician.

The Contractor shall provide written notification of reconsideration determinations.

If the reconsideration determination was upheld or any portion was not approved as
requested, the Contractor’s written notice shall include a statement explaining the
Member, representative, or responsible party has the right to request an Independent
External Review. The notice shall set forth the Flesch-Kincaid, or other approved
standard, readability scores at or below sixth (6th) grade reading level and the Contractor
shall certify compliance therewith. The notice shall use easily understood language and
format in a font no smaller than 12-point. The notice shall be available in English and
such other language as the Division may require at any time with proper notice to the
Contractor; and shall be available in alternative formats as required for the special needs
of Members.

The Contractor shall have the capability to conduct Retroactive Eligibility Reviews, a
review conducted after services are provided to a Member and the Member is
retroactively determined to be eligible for CHIP. The Contractor shall allow the Provider
ninety (90) calendar days from the date of eligibility determination to submit
authorizations for service rendered on or after the retroactive eligibility date. (Example:
John Doe applies for CHIP on January 1, 2017 and the Division determines eligibility on
April 1, 2017. John Doe is retroactively eligible for CHIP effective January 1, 2017. As a
result of the retroactive eligibility, the Provider shall be allowed ninety (90) calendar
days from the date of eligibility determination (April 1, 2017) to submit authorization
requests for dates of services on or after January 1, 2017. For dates of service on or after
April 1, 2017, the Provider should obtain a prior authorization for services and in some
instances obtain a retrospective authorization.)

Pharmacy Prior Authorizations

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 not promote adherence to a PDL or preferred drug
program other than that which has been approved by the Division. The Contractor
may approve drugs outside of the PDL 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
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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. The Division’s Office of Pharmacy’s approval is required for
all Clinical Edit policies.

The Division must receive this criteria and coverage policies for advanced written
approval forty-five (45) calendar days prior to implementation.

Medical and Pharmacy 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 a Web-based, electronic review request system
accessible to Providers and the 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 Mississippi
Health
Information Network (MS HIN) 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 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 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
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ability to send and receive HIPAA-compliant Personally Identifiable Information
(PII) 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 CHIP Contractors and must receive prior approval by the Division.
The form must be submitted by the Contractor to the Division for review and approval
thirty (30) calendar days prior to use. The Contractor shall design this form so that it
reduces the chances of technical denials due to incorrect or missing information.

The Contractor’s web-based electronic review request system shall be required to follow
all algorithms, criteria and processes as defined by the Division. The Division must
review and approve said processes prior to the Contractor’s implementation. Upon
approval, Division-approved smart electronic prior authorization PA algorithms, criteria,
forms and processes should be implemented immediately, or within five business days.

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

. Time Frames

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.

The Division of Medicaid processes Prior Authorization requests for prescription drugs
within twenty-four (24) hours of receiving the request. The Contractor shall adhere to
this time frame.

Prior authorization requirements must include the requirement that a Member may
receive a minimum of a three (3) day emergency supply for prior authorized drugs until
authorization is completed.

The 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 the Contractor requires
additional medical information in order to make a decision, the Contractor will notify the
requesting Provider of additional medical information needed and the Contractor must
allow three (3) calendar days and/or two (2) business for the requesting Provider to
submit the medical information. If the Contractor does not receive the additional
medical information, the Contractor shall make a second attempt to notify the requestor
of the additional medical information needed and the Contractor must allow one (1)
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business day or three (3) calendar days) for the requestor to submit medical information
to the Contractor.

Once all information is received from the Provider, if the 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 the Contractor, or if the 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 the Contractor has received all necessary
medical information to render a decision and the Contractor requires additional calendar
days to make a decision. The Contractor must provide to the Division the reason(s)
justifying the additional calendar days needed to render a decision. The Division will
evaluate the Contractor’s extension request and notify the Contractor of decision within
three (3) calendar days and/or two (2) business days of receiving the 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 an Expedited Authorization
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 the Contractor has received all necessary
medical information to render a decision and the Contractor requires additional calendar
days to make a decision. The Contractor must provide to the Division the reason(s)
justifying the additional calendar days needed to render a decision. The Division will
evaluate the Contractor’s extension request and notify the Contractor of decision
within three (3) calendar days and/or two (2) business days of receiving the
Contractor’s request for extension.

J.  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 (Miss. Code Ann. § 41-41-201, et seq.).

The Contractor shall reflect changes in State law in its written advance directives
information as soon as possible, but no later than ninety (90) days after the effective date of
the change.

K. Member Notification

The Contractor shall mail written notice to Members of the opportunity for a Member
Appeal in the event of the termination, suspension, or reduction of previously authorized
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Covered Services within ten (10) calendar days of the date of the Adverse Benefit
Determination for previously authorized services as permitted under 42 C.F.R. § 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.

The Contractor must give notice of an Adverse Benefit Determination by the date of the
Adverse Benefit Determination when any of the following occur:

a. The Member has died;

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

c. 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;

d. The Member has been admitted to an institution in which he is ineligible for CHIP
services

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

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

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

h. The notice involves an adverse determination with regard to preadmission screening
requirements; and

i. 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).

Immunization Schedules

The Contractor shall cooperate with the MSDH in matching CHIP Enrollment data with
immunization records.

The Contractor shall develop and implement procedures to contact Members and their
parents/guardians who have not complied with the recommended schedule by the ACIP and
to arrange appointments for such Members to receive required immunizations.
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M. Member Financial Liability

The Contractor shall educate network Providers to collect Co-Payments from Members
in accordance with Table 2.

Table 2. Allowable Cost Sharing by FPL

Requirement <150% FPL 1519 to 175% FPL 176% to 209% FPL
Per Physician Visit None $5.00 $5.00
Per Emergency None $15.00 $15.00
Room Visit
~of-Pock
Out-of-Pocket N/A $800.00 $950.00

Maximum

The Contractor shall track the amount of Co-Payments collected in a given calendar
year. When a Member meets his or her Out-of-Pocket Maximum, the Contractor shall
send a letter to the Member indicating that no further Co-Payments should be paid for
the remainder of the State Fiscal Year. The Contractor shall include instructions in the
letter to present the letter when future health services are sought, or request the Provider
to contact the Contractor regarding this issue. The Contractor must submit the
template letter to the Division thirty (30) calendar days prior to use for the
Division review. No Cost Sharing may be collected from these CHIP Members for
the balance of the State Fiscal Year.

The Contractor shall comply with all Cost Sharing restrictions imposed on
Members by Federal or State laws and regulations, including the following specific
provisions:

1. The Contractor shall not apply Cost Sharing to the following services: preventive
services, including immunizations, Well-Baby and Well-Child Care Services,
routine preventive and diagnostic dental services, routine dental fillings, routine eye
examinations, eyeglasses, and hearing aids in accordance with 42 C.F.R. § 457.520.

2. The Contractor shall not apply Cost Sharing to the costs of Emergency Services
that are provided at a facility that does not participate in the Contractor's Provider
Network beyond the Cost Sharing amounts specified in Table 2, in accordance with
42 C.F.R.§ 457.515(f).

3. Federal law prohibits charging premiums, deductibles, coinsurance, Co-Payments,
or any other Cost Sharing to Native Americans or Alaskan Natives. The Contractor
shall be responsible for educating network Providers regarding the waiver of Cost
Sharing requirements for this population.

4. Members shall not be liable for payments to Providers for Covered Services
provided other than the Co-Payments referenced within this Contract.
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5. Providers may not bill a Member for Covered Services in the event the Contractor
becomes insolvent.

In addition, 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 Member. The attending emergency physician, or
the treating Provider, 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.
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SECTION 6 —- MEMBER SERVICES

The Contractor must submit reports related to Member services in accordance with
Section 10, Reporting Requirements, and Exhibit G, 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 (7:30 a.m. to 5:30 p.m. Central Time Zone, Monday through Friday) and
one (1) evening per week (5:30 p.m. to 8:00 p.m. Central Time Zone) 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/Substance Use Disorder 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/Substance Use
Disorder-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. Explaining Member rights and responsibilities;

d. Handling, recording and tracking Member Grievances and Appeals in accordance
with this Contract;

e. Referring Members to the Fraud and Abuse Hotline; and

f. Receiving, identifying, and making appropriate referrals to assist Members in
resolving emergency Member issues.
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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 the 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 the 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 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 upon
request within five (5) calendar days.  The Contractor will make recordings and
associated transcripts available to the Division upon request within five (5) business
days. The Contractor shall maintain the recordings and associated transcripts for at least
six (6) months.

4. Staff Training

The Contractor’s Member services call center staff must receive trainings at least
quarterly. Trainings must include education about CHIP, appropriate instances for
transferring a Member to a Care Manager, and customer service. Staff must receive
updates about continued CHIP changes and requirements, including “Late Breaking
News” articles, Provider bulletins, and CHIP updates. The Contractor will submit
reports detailing the trainings conducted, topics covered, and the number and positions
of staff completing the trainings.
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5. The Contractor shall ensure its staff is trained to respond appropriately to pharmacy prior
authorization inquiries and other inquiries regarding Pharmacy Services.
6. 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 frames 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 may also be required to conduct, in collaboration with the Division,
Workshops targeting Members. For such trainings in collaboration with the Division, 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. The Contractor must submit material used at
the Workshops to the Division for approval at least thirty (30) calendar days prior to the
Workshop.

C. Member ldentification Card

The Contractor shall provide each Member an identification card that is recognizable and
acceptable to the Contractor’s network Providers. The Contractor may only issue one (1)
identification card for all covered benefits. The Contractor’s identification card will include,
at a minimum, the name of the Member, the CHIP Member identification number, effective
date of coverage, the name and address of the Contractor, the name of the Member’s PCP
(if PCP name is available), a telephone number to be used to access after-hours non-
emergency care, instructions on what to do in an emergency, the Member services call
center phone number, a telephone number for Providers to verify eligibility, instruction on
obtaining Prior Authorizations including telephone number to call, Cost Sharing amounts
and Out-of-Pocket Maximum, and a Contractor identification number, if applicable. The
Contractor must submit and receive approval of the identification card from the Division
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fifteen (15) calendar days prior to production of the cards.

The Contractor shall provide each Member an identification card, prior to the first day of
the month in which their Enrollment starts. The Contractor shall utilize at least standard
mail, in envelopes marked with the phrase “Return Service Requested”.

On a monthly basis, the Contractor shall provide the Division the date and the number of
identification cards mailed to new Members each month.

In cases of returned Member identification cards, the Contractor must attempt to contact the
Member to verify the Member’s address. The Contractor shall be innovative and employ
creative techniques to contact Members with returned Member identification cards and
identify valid addresses for these Members. The Contractor shall submit reports on returned
Member identification cards in accordance with Section 10.D, Member Identification Card
Reports.

. Member Handbook

After the Contractor receives notice of the Member’s Enrollment and prior to the first day of
the month in which their Enrollment starts, the Contractor must provide the Member
handbook to each Member along with a cover letter providing a summary of the contents of
the Member handbook. At least annually, the Contractor shall notify all Members of their
right to request and obtain the information specified in the Member handbook and in this
Contract.

The Contractor shall maintain a Member handbook specific to CHIP. The Contractor shall
submit a copy of the Member Handbook to the Division for approval sixty (60)
calendar days prior to distribution and as part of the readiness review process. Contractor
must update the Member handbook annually, addressing changes in policies through
submission of a cover letter identifying sections that have changed and/or an electronic
redlined handbook showing before and after language. Upon receipt of any changes to the
initial handbook, the Division will work to review and approve any changes within forty-
five (45) calendar days. Any changes to content subsequent to printing shall be corrected
through an addendum or subsequent printing mutually agreed upon between the
Contractor and the Division.

The Contractor shall give each of its Members thirty (30) calendar days’ written notice of
any material change to CHIP before its intended effective date.

When there are changes to covered services, benefits, or the process that the Member should
use to access benefits, (i.e., different than as explained in the Member handbook), the
Contractor shall ensure that affected Members are notified of such changes at least
fourteen (14) calendar days prior to their implementation.

The Member handbook must include at a minimum the following information:

1. Table of Contents
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. Terms and conditions under which Member eligibility and coverage for CHIP may be
terminated

. A general description of covered services, including the appropriate utilization of services
and eligibility determination process

. A description of the Members subject to Co-Payments and Out-of-Pocket Maximums, the
amount of the Co-Payments and Out-of-Pocket Maximums, the mechanism for Members
to make Co-Payments for required charges, and a Provider’s right to refuse service of
Co-Payments are not paid by the Member

Procedures to be followed if Member wishes to change Contractors

PCP roles and responsibilities in serving as a Medical Home in directing care
Information about choosing and changing PCPs

Making appointments and accessing care

a. Appointment-making procedures and appointment access standards;

b. A description of how to access all services including specialty care and authorization
requirements;

c. Any restrictions on the Member’s freedom of choice among network Providers;

d. The extent to which, and h ow, Members may obtain benefits, including information
about receiving care from Out-of-network Providers and any referral requirements;
and

e. Information about family planning services.
Member Services

a. Instructions on how to contact the Member services call center and a description of
the functions of Member services;

b. A description of availability of and instructions on how to access clinical personnel
who act within the scope of their licensure to practice medical and Behavioral
Health/Substance Use Disorder-related profession twenty-four (24) hours, seven (7)
days per week;

c. A description of availability of and instructions on how to utilize the twenty-four
(24) hours, seven (7) days per week nurse advice line;

d. A description of Well-Baby and Well-Child Care services and instructions advising
Members about how to access such services;
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e. A description of all available covered services, including Behavioral
Health/Substance Use Disorder, dental, maternity, pharmacy, and preventive
services, and an explanation of any service limitations, referral, and Prior
Authorization requirements. This description should include that the Member may
receive a minimum of a three (3)-day emergency supply for prior authorized drugs until
authorization is completed;

f. A description of family planning services and how Members may obtain benefits
from Out-of-network Providers;

g. Information about the features of Care Management, the responsibilities of the
Contractor for coordination of Member care, and the Member’s role in the Care
Management process;

h. Procedures for notifying Members of the termination or change in any benefits,
services, or locations;

I. A description of the enhanced services the Contractor offers, if applicable;
J- A description of the Contractor’s confidentiality policies;

k. An explanation of any service limitations or exclusions from coverage; including
limitations that may apply to services obtained from Out-of-network Providers;

I. A notice stating that the Member shall be liable only for those services subject to
Prior Authorization and not authorized by the Contractor and non-covered services;

m. Circumstances under which an eligible Member may be involuntarily disenrolled
from the Contractor and enrolled into another Contractor, and/or from CHIP without
any insurance coverage.

10. Instructions on reporting suspected cases of Fraud and Abuse to the Fraud and Abuse
Hotline

11. Member Grievances and Appeals

a. A description of the Member Grievance and Appeals procedures including, but not
limited to:

i.  The definition of a Member Grievance and Appeal and who may file each of
these;

ii. Information on filing Member Grievances and Appeal procedures;

iii. Time frames to register and receive a response regarding a Member
Grievance or Appeal with the Contractor as described in this Contract;
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iv. The availability of assistance in the filing process, including making available
reasonable assistance in completing forms and taking other ~ procedural
steps;

v. The toll-free numbers that the Member can use to file a Member Grievance or
an Appeal by telephone;

vi. A description of the continuation of Enrollment process required by 42
C.F.R. § 457.1170 and information describing how the Member may request
continuation of Enrollment;

vii. Information on how the Member may be required to pay the cost of services
furnished while the Member Appeal is pending, if the final decision is
adverse to the Member; and

viii. Telephone numbers to register Member Grievances regarding Providers
and the Contractor.

12. Emergency Medical Care

a.

How to appropriately use Emergency Services and facilities, including a description
of the services offered by the Member services call center;

Explanation of the definition of an emergency using the “prudent layperson” standard
as defined by this Contract and in accordance with 42 C.F.R. § 438.114, a description
of what to do in emergency, instructions for obtaining advice on getting care in an
emergency, and the fact that Prior Authorization is not required for Emergency
Services. Members are to be instructed to use the emergency medical services
available or to activate Emergency Services by dialing 911,

A description of how to obtain Emergency Transportation and other medically
necessary transportation;

Availability in the Provider directory of locations of any emergency settings and other
locations at which Providers and hospitals furnish Emergency Services and Post-
Stabilization Care Services covered herein;

Information indicating that Emergency Services are available without Prior
Authorization and out-of-network Emergency Services are available without any
financial penalty to the Member;

Information indicating that Members have a right to use any hospital or other setting
for emergency care; and

Definition of and information regarding coverage of Post-Stabilization Care Services
in accordance with 42 C.F.R. § 422.113(c).
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13. Member ldentification Cards

a. A description of the information printed on the Member Identification Card; and

b. A description of when and how to use the Member Identification Card,;

14. Interpretation and Translation Services

a. Information on how to access verbal interpretation services, free of charge, for any
non-English language spoken [42 C.F.R. § 438.1 O(c)(5)(1)];

b. A multilingual notice that describes translation services that are available and
provides instructions explaining how Members can access those translation services
[42 C.F.R. § 438.10(c)(5)(i)]; and

c. Information on how to access the handbook in an alternative format for special needs
individuals including, for example, individuals with visual impairments [42 C.F.R. §
438.10(d)(2)].

15. Member Rights

a. A description of Member rights and protections as specified in 42 C.F.R. § 438.100
and Section 6.1, Member Rights and Responsibilities, of this Contract as provided
during open Enrollment;

b. Information explaining that each Member is entitled to a copy of his or her Medical
Records and instructions on how to request those records from the Contractor. [42
C.F.R. § 438.100(b)(2)(vi)]; and

c. Information about the Contractor’s privacy policies.

16. Member Responsibilities
a. A description of procedures to follow if:
i. The Member’s family size changes;
ii. The Member moves out of state or has other address changes; and

iii. The Member obtains or has health coverage under another policy or there are
changes to that coverage.

b. Adverse Benefit Determinations the Member can make towards improving his or her
own health, Member responsibilities and any other information deemed essential by
the Contractor;

c. Information about the process that Members and Providers must follow when
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requesting inpatient Prior Authorization and how to notify the Contractor of an
inpatient admission;

d. Information about advance directives such as living wills or durable power of
attorney, in accordance with 42 C.F.R. § 422.128 and the State’s Uniform Health
Care Decisions Act (Miss. Code Ann. § 41-41-201, et. seq.; and

e. Information regarding the Member’s repayment of capitation premium payments if
Enrollment is discontinued due to failure to report truthful or accurate information
when applying for CHIP;

17. Contractor Responsibilities

a. Additional information that is available upon request, including information about the
structure and operation of the Contractor;

b. Additional information about physician incentive plans as set forth in 42 C.F.R. 8§
438.6(h); and

c. Notification to the Member that the Division should be notified if the Member has
another health insurance policy or Creditable Coverage.

E. Provider Directory

The Contractor shall maintain a Provider directory specific to CHIP. The Contractor shall
develop, regularly maintain, and make available Provider directories that include
information for all types of Providers in the Contractor’s network including, but not
limited to PCPs, hospitals, specialists, Providers of ancillary services, Behavioral Health
facilities, and pharmacies. In accordance with 42 C.F.R. § 438.10(f)(6), the Provider
directory shall include, but is not limited to:

1.

Names, locations, telephone numbers of, and non-English languages spoken by current
Network Providers in the Member’s area;

Identification of PCPs and PCP groups, specialists, and hospitals, facilities, Federally
Qualified Health Centers (FQHCs) and Rural Health Clinics (RHCs) by area of the
State;

Identification of any restrictions on the Member’s freedom of choice among network
Providers;

Identification of Closed Panels; and

Identification of hours of operation including identification of Providers with non-
traditional hours (Before 8 a.m. or after 5 p.m. Central Time Zone or any weekend
hours).

the Contractor shall make available hard copy Provider directories in the Division Regional
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Offices, the Contractors’ offices, WIC offices, upon Member request, and other areas as
directed by the Division.

The Contractor must also utilize a web-based Provider directory, which must be updated
within five (5) business days upon changes to the Provider Network. The Contractor
must establish a process to ensure the accuracy of electronically posted content,
including a method to monitor and update changes in Provider information. The Contractor
must perform monthly reviews of the web-based Provider directory, subject to random
monitoring by the Division to ensure complete and accurate entries.

The Contractor must submit its Provider directory template to the Division for advance
written approval fifteen (15) calendar days prior to use and before distribution to its
Members if there are significant format changes to the directory template.

. Communication Standards

All written material provided to Members or potential Members, including, but not limited
to, all marketing materials, plan booklets, descriptions and information, instructional
materials, policies and procedures disclosures, notices and handbooks must meet
requirements specified under 42 C.F.R. § 438.10, 42 C.F.R. Part 92, and meet the following
requirements:

1. Documents are comprehensive yet written to meet a Flesch-Kincaid, or other
Division-approved standard, total readability level at or below the sixth (6th) grade
level of reading comprehension. Materials must set forth the Flesch-Kincaid, or
other approved standard, score and certify compliance with this standard. These
requirements shall not apply to language that is mandated by Federal or State laws,
regulations or agencies.

2. Documents are available in the prevalent non-English languages in the State of
Mississippi, which is defined as five percent (5%) of the Contractor’s enrolled
Members who speak a common, non-English language, in compliance with the
Division’s Limited English Proficiency Policy.

3. Documents contain font size no smaller than 12 point.

4. Documents can be easily made available in alternative formats and electronically
by the Contractor and are available upon request and in an appropriate manner that
takes into consideration the special needs of those who, for example, are visually
limited, in accordance with 42 C.F.R. § 438.10(d)(6)(iii).

5. Documents include large print taglines and information on how to request
auxiliary aids and services, including the provision of the materials in alternative
formats. Large print means printed in a font size no smaller than 18 point.

6. Significant publications and communications, including small-sized significant
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publications and communications, shall contain the notices and taglines required
by 45 C.F.R. § 92.8.

Member information required under 42 C.F.R. 8438.10 may be provided electronically by
the Contractor provided that all of the conditions established by 42 C.F.R. §438.10(c)(6) are
met.

All Enrollment, Disenrollment and educational documents and materials made available to
Members by the Contractor must be submitted to the Division for review and approval
thirty (30) calendar days prior to release, unless specified elsewhere in this Contract. The
Contractor must review all materials on an annual basis and provide a list of these materials
to the Division annually indicating the review date. If the Contractor revises these
materials, the Contractor will submit the updated materials to the Division for review and
approval highlighting and using a redlined format for changes. The Contractor must meet the
Division’s required time frames for the submission of Deliverables in the event that requested
Deliverables do not have a submission time frame specified, in accordance with Section 10.X,
Deliverables, of this Contract. In such cases, the Division will specify the time frame for
submission of Deliverables. The Division will notify the Contractor of the time frame it will
require for review of Deliverables.

The Contractor shall also make verbal interpretation services available free of charge to
each Member for all non-English languages and shall institute a mechanism for all
Members who do not speak English to communicate effectively with their PCP and with
Contractor staff and Subcontractors. Verbal interpretation services must be available to
ensure effective communication regarding treatment, medical history, or health education
[42 C.F.R. § 438.10(d)]. The Contractor must provide auxiliary aids such as Teletypewriter
(TTY), Telecommunications Device for the Deaf (TDD), or Video Phones (\VP) for the
hearing impaired. Trained professionals shall be used when needed where technical,
medical, or treatment information is to be discussed with the Member, family member of
the Member, or a friend of the Member.

The Contractor shall notify Members that verbal interpretation services and interpretation
services for the hearing impaired and vision-impaired are available and how to access those
services.

The Contractor shall participate in the Division’s efforts to promote the delivery of services
in a culturally competent manner to all Members including those with limited English
proficiency and diverse cultural and ethnic backgrounds.

. Additional Requirements for Communication with Contractor’s Members

The Contractor shall submit all communication materials with its Members to the Division
thirty (30) calendar days prior to the planned distribution and the Division must approve
these materials before they are released.

Communication activities must comply with all relevant Federal and State laws, including,
when applicable, the Health Insurance Portability and Accountability Act, the anti-kickback
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statute, and civil monetary penalties prohibiting inducements to Members. The Contractor
may be subject to sanctions if it offers or gives something of value to a Member that the
Contractor knows or should know is likely to influence the Member’s selection of a
particular Provider, practitioner, or supplier of any item or service for which payment may be
made, in whole or in part, by Medicaid. Additionally, the Contractor is prohibited from
offering rebates or other cash inducements of any sort to its Members, without prior written
approval from the Division. The Contractor may be subject to liquidated damages, a fine,
and/or sanctions if it conducts any communication activity that is not approved in writing by
the Division.

1. Allowable Contractor Communication Activities
The Contractor may engage in the following activities with prior Division approval:

a. Distribution of communication materials to Members pre-approved by the
Division; and

b. The Contractor is allowed to offer non-cash incentives to its Members for the
purposes of rewarding for compliance in immunizations, prenatal visits,
participating in Care Management, or other behaviors as pre-approved by the
Division. On a case-by-case basis, the Division may approve cash-value
incentives upon request by the Contractor, and if adequately justified. The
Contractor shall analyze Member data to identify gaps in care and areas to
improve outcomes. The Contractor must provide to the Division for approval
information about the interventions the Contractor will employ to improve
upon those gaps, including Member incentives the Contractor will provide to
Members, and the expected impact of the incentives, along with a plan to
evaluate the impact of those incentives. The Contractor is encouraged to use
items that promote good health behavior, e.g., toothbrushes or immunization
schedules. This incentive shall not be extended to any individual not yet
enrolled in the Contractor. The Contractor must submit all incentive award
packages to the Division for written approval at least thirty (30) calendar days
prior to planned implementation.

2. Prohibited Communication Activities

The following are prohibited communication activities targeting Members under this
Contract:

a. Engaging in any informational activities which could mislead, confuse, or
defraud Contractor’s Members or misrepresent the Division;

b. No assertion or statement (whether written or verbal) that the Contractor is

endorsed by the Centers for Medicare and Medicaid Services (CMS); Federal
or State government; or similar entity.
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H.

Internet Presence/Website

The Contractor shall develop, host and maintain a website specific to CHIP. The Contractor
shall provide general and up-to-date information about the Contractor’s programs, Provider
Network, customer services, and Member and Provider Grievance and Appeals systems on
a non-secure section of the website. PHI shall be accessible through a secure section of the
website. The Contractor must have the ability to link to the State’s Medicaid Website.

The website must comply with the Marketing policies and procedures, requirements for
written materials described in this Contract, and must be consistent with applicable State and
Federal laws.

The Contractor shall submit website screenshots to the Division for review and approval
thirty (30) calendar days prior to making the website available and as updated.

1. Member Portal

The Contractor shall maintain a Member portal that allows Members to access a
searchable Provider directory. The Contractor shall also include a copy of the
Member handbook, information about Member rights and responsibilities and the
Complaints, Grievances, and Appeals process on the Member portal.

The website must have the capability for Members to submit questions and comments
to the Contractor and for Members to receive responses.

Contractor shall submit proposed final web content pertinent to the CHIP program to the
Division for review and approval forty-five (45) calendar days prior to making the
content available and as updated.

2. Provider Portal

The Contractor shall dedicate a section of its website to Provider services and is
encouraged to promote the use of the Provider portal among Providers. At a minimum,
the Contractor’s Provider portal must provide the following capabilities for Providers:

a. Ability to submit inquiries and receive responses;

b. Access to a copy of the Provider manual;

c. Access to newsletters, updates, and Provider notices;
d. Access to a searchable Provider directory;

e. Ability to link to the State’s Medicaid PDL;

f. Ability to submit Prior Authorization requests and view the status of such requests
(e.q., approved, denied, pending);
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g. Information about the process Providers must follow when requesting inpatient
Prior Authorization; and

h. Ability to submit, process, edit (only if original submission is in an electronic
format), rebill, and adjudicate claims electronically.

To the extent a Provider has the capability, the Contractor shall submit electronic
payments and remittance advices to Providers. Remittance advices must be provided
within one (1) to five (5) business days of when payment is made.

Marketing

All Marketing activities by the Contractor including, but not limited to the Contractor’s
development of marketing materials such as written brochures and fact sheets, shall be in
accordance with 42 C.F.R. § 457.1224 and 8438.104, with the exception of 8438.104 (c)
related to state agency review does not apply.

Marketing plans and materials must be distributed to the Contractor’s entire service area as
indicated in this Contract. Marketing plans and materials shall not mislead, confuse, or
defraud the Members or the Division. Specifically, the Contractor cannot make any
assertion or statement, whether written or verbal, that the Member must enroll in the
Contractor in order to obtain benefits or to not lose benefits or that the Contractor is
endorsed by CMS, the Federal or State government, or similar entity. The Contractor shall
submit all Marketing materials to the Division thirty (30) business days prior to the planned
distribution and the Division must approve these materials before they are released.

The Contractor shall maintain procedures to log and resolve Marketing Complaints,
including procedures that address the resolution of Complaints against the Contractor, its
employees, affiliated Providers, agents, or Subcontractors. These procedures shall contain a
provision that a Contractor employee outside the Marketing department resolve or be
involved in the resolution of Marketing/customer service Complaints.  Marketing
Complaints that cannot be satisfactorily resolved between the Contractor and the
complainant must be forwarded to the Division for further investigation and resolution.
Regardless of the resolution status of the Marketing Complaint, the Contractor must also
submit the Marketing Complaint tracking log to the Division on a quarterly basis.

Marketing and promotional activities (including Provider promotional activities) must
comply with all relevant Federal and State laws, including, when applicable, the anti-
kick-back statute, and civil monetary penalties prohibiting inducements to Members. The
Contractor may be subject to sanctions if it offers or gives something of value to a
Member that the Contractor knows or should know is likely to influence the Member’s
selection of a particular Provider, practitioner, or supplier of any item or service for
which payment may be made, in whole or in part, by CHIP. Additionally, the Contractor is
being prohibited from offering rebates or other cash inducements of any sort to potential
Members of the Contractor.
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1. Marketing Services

The Contractor shall:

a.

Submit to the Division, for prior written approval a work plan of planned Marketing
activities annually. ;

Submit a log of all completed Marketing activities quarterly;

Submit all new and/or revised Marketing and informational materials or proposed
changes to the Marketing work plan to the Division before their planned distribution
or implementation (42 C.F.R. 8 438.104). Upon receipt, the Division will work to
review within fifteen (15) calendar days. The Contractor may distribute Marketing
materials to CHIP Members where the Member is currently enrolled with the
Contractor, assuming that the Division has approved the Marketing materials for
distribution to Members;

Coordinate and submit to the Division all schedules, plans, and informational
materials for community education, networking and outreach programs. The
Contractor shall submit the schedule to the Division at least two (2) weeks prior to
any event and must be approved by the Division;

Assure that all Marketing and informational materials shall set forth the Flesch-
Kincaid, or other approved standard, readability scores at or below sixth (6th) grade
reading level and certify compliance therewith; and

Be subject to liquidated damages, a fine and/or sanctions if it conducts any
Marketing activity that is not approved in writing by the Division (42 C.F.R. §
438.700).

2. Allowable Contractor Marketing Activities
The Contractor may engage in the following promotional activities with prior Division
approval:
a. Notification to the public of the Contractor in general in an appropriate manner

through appropriate media, throughout its Enrollment area;
Distribution of promotional materials pre-approved by the Division;

Pre-approved informational materials for media outlets including, but not limited to,
television, radio, social media channels and newspaper dissemination;

Marketing and/or networking at community sites or other approved locations for
name recognition, which must be prior approved by the Division;

Hosting or participating in health awareness events, community events, and health
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fairs, pre-approved by the Division, in which the Division also participates or
provides observation of the Contractor participation. Prior approved non-cash
promotional items are permitted, but not for solicitation purposes. The Division will
be responsible for supplying copies of the benefit charts, if distributed at such
events; and

3. Prohibited Marketing and Outreach Activities

The following are prohibited Marketing and outreach activities targeting prospective
Members under this Contract:

a. Engaging in any informational or Marketing activities which could mislead,
confuse, or defraud Members or misrepresent the Division (42 C.F.R. § 438.104);

b. Directly or indirectly, conducting door-to-door, telephonic, email, texting, or other
“cold call” Marketing of Enrollment at residences and Provider sites and events or
venues of outreach targeting Members (42 C.F.R. § 438.104);

c. Sending direct mailing (all Marketing mailings must be processed through the
Division or its Agent);

d. Making home visits for Marketing or Enrollment;

e. Offering financial incentive, reward, gift, or opportunity to eligible Members as an
inducement to enroll with the Contractor other than to offer the health care benefits
from the Contractor pursuant to their Contract or as permitted above;

f. Continuous, periodic Marketing activities to the same prospective Member (e.g.,
monthly or quarterly) giveaways, as an inducement to enroll;

g. Using the Division eligibility database to identify and market itself to prospective
Members or any other violation of confidentiality involving sharing or selling
Member lists or lists of eligibles with any other person or organization for any
purpose other than the performance of the Contractor’s obligations under this
Contract;

h. Engaging in Marketing activities which target prospective Members on the basis of
health status or future need for health care services, or which otherwise may
discriminate against individuals eligible for health care services;

i. Contacting Members who disenroll from the Contractor by choice after the effective
Disenrollment date except as required by this Contract or as part of a the Division
approved survey to determine reasons for Disenrollment;

j. Engaging in Marketing activities which seek to influence Enrollment or induce
giving the Contractor the names of prospective Members in conjunction with the
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J.

sale or offering of any private insurance (42 C.F.R. § 438.104);

k. No Enrollment related activities may be conducted at any Marketing, community, or
other event;

I.  No educational or Enroliment related activities may be conducted at Department of
Child Protection Services offices unless authorized in advance by the Division;

m. No assertion or statement (whether written or verbal) that the Contractor is endorsed
by CMS; Federal or State government; or similar entity (42 C.F.R. § 438.104); and

n. No assertion or statement that the Member must enroll with the Contractor in order
to obtain or lose benefits (42 C.F.R. § 438.104).

Member Rights and Responsibilities

In accordance with 42 C.F.R. § 438.100, the Contractor shall have written policies and
procedures regarding Member rights and shall ensure compliance of its staff and
affiliated Providers with any applicable Federal and State laws that pertain to Member
rights.  Policies and procedures shall include compliance with: Title VI of the Civil
Rights Act of 1964 (42 U.S.C. 8 2000d et seq.), as amended and as implemented at 45
C.F.R. Part 80; the Age Discrimination Act of 1975 (42 U.S.C. 8 6101 et seq.), as amended
and as implemented by regulations at 45 C.F.R. Part 91; the Rehabilitation Act of 1973 (29
U.S.C. § 701 et seq.), as amended; Titles Il and 11l of the Americans with Disabilities Act
(42 U.S.C. § 12101 et seq.); 45 C.F.R. Part 84, and other laws regarding privacy and
confidentiality.

1. Member Rights
At a minimum, such Member rights include the right to:

a. Receive information in a manner and format that may be easily understood in
accordance with 42 C.F.R. § 438.10;

b. Be treated with respect and with due consideration for his or her dignity and privacy;

c. Receive information on available treatment options and alternatives presented in a
manner appropriate to the Member’s condition and ability to understand,;

d. Participate in decisions regarding his or her health care, including the right to
refuse treatment;

e. Be free from any form of restraint or seclusion used as a means of coercion,
discipline, convenience, or retaliation, as specified in other Federal regulations on the
use of restraints and seclusion;

f. Request and receive a copy of his or her Medical Records and request that they be
amended or corrected, as specified in 45 C.F.R. § 164.524 and 8§ 164.526;
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g. Free exercise of rights and the exercise of those rights do not adversely affect the
way the Contractor and its Providers treat the Member; and

h. Be furnished health care services in accordance with 42 C.F.R. 8§ 438.206through
438.210 except as related to medically necessary services (42 CFR 438.210(a)(5)),
and the timeframes set forth in 42 CFR 438.210(d)

The written policies and procedures shall also address the responsibility of Members to
pay for unauthorized health care services obtained from non-participating Providers
and their right to know the procedures for obtaining authorization for such services. The
Contractor shall also have policies addressing the responsibility of each Member to
cooperate with those providing health care services by supplying information essential to
the rendition of optimal care, following instructions and guidelines for care that they
have agreed upon with those providing health care services, and showing courtesy and
respect to Providers and staff. A written description of the rights and responsibilities of
Members shall be included in the Member information materials provided to new
Members. A copy of the Contractor's policies and procedures regarding Member rights
and responsibilities shall be provided to all Network Providers and any Out-of-
network Providers to whom Members may be referred.

2. Member Protections

The Contractor agrees to protect Members from certain payment liabilities and not
hold
Members liable for:

a. Any and all debts of the Contractor if it should become
insolvent;

b. Payment for services provided by the Contractor if the Contractor has not received
payment from the State for the services, or if the Provider, under contract or other
arrangement with the Contractor, fails to receive payment from the State or the
Contractor,

c. The payments to Providers that furnish covered services under a contract or other
arrangement with the Contractor that are in excess of the amount that normally
would be paid by the Member if the services had been received directly from the
Contractor; and

d. The Contractor agrees to honor and be bound by Section 1128B(d)(1) of the
Balanced Budget Act of 1997 (Pub.L. 105-33) which protects Members against
balance billing by Subcontractors.

K. Member Complaint, Grievance, Appeal and Independent External Review Process

The Contractor shall draft and disseminate to Members, Providers, and Subcontractors, a
system and procedure, which has the prior written approval of the Division for the receipt
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and adjudication of Complaints, Grievances, and Appeals or requests for an Independent
External Review by Members. The Complaint, Grievance and Appeal policies and
procedures shall be in accordance with 42 C.F.R. 8457.1260 et. seq., 42 C.F.R. Part 438,
Subpart F and the State’s Quality Strategy, with the modifications that are incorporated in
the Contract and Exhibit E, Member Complaint, Grievance, Appeal, and Independent
External Review Process, of this Contract, except for the Continuation of Benefits provision
found in 8438.420. The Contractor shall not modify the Grievance and Appeal procedure
without the prior approval of the Division, and shall provide the Division with a copy of the
modification.

The Contractor shall review the Complaint, Grievance and Appeal procedure at reasonable
intervals, but no less than annually, for amending as needed, with the prior written approval
of the Division, in order to improve said system and procedure.

The Division shall have the right to intercede on a Member’s behalf at any time during the
Contractor’s Complaint, Grievance, and/or Appeal process whenever there is an indication
from the Member, or, where applicable, authorized person, that a serious quality of care
issue is not being addressed timely or appropriately. Additionally, the Member may be
accompanied by a representative of the Member’s choice to any proceedings.

The Contractor shall provide Members as a part of the Member handbook, information on
how they or their representative(s) can file a Grievance or an Appeal, and the resolution
process. The Member information shall also advise Members of their right to file a request
for an Independent External Review following the outcome of the Appeal to Contractor,
upon notification of a Contractor Adverse Benefit Determination, subsequent to an Appeal
of the Contractor Adverse Benefit Determination. The Member must exhaust all Contractor
level Appeal procedures prior to requesting an Independent External Review.

The Contractor shall use the definitions for Complaints, Grievances, and Appeals as set forth
in this section and adhere to time frames required by this Contract and Federal.

Table 3 below and Exhibit E, Member Complaint, Grievance, Appeal, and Independent
External Review Process, of this Contract outline additional specific requirements pertaining
to Complaints, Grievances, and Appeals.

Table 3. Summary of Member Complaints, Grievances, and Appeals Requirements

Party Action Time Frame Extensions Available

Complaint: An expression of dissatisfaction, regardless of whether identified by the Member as
a “Complaint”, received by any employee of the Contractor orally or in writing that is of a less
serious or formal nature that is resolved within one (1) business day of receipt.
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Extensions Available

Action Time Frame

Member, Provider on Submit a Within thirty (30) calendar

behalf of a Member, or Complaint days of the date of the event

Authorized causing the dissatisfaction

Representative

Contractor Resolve a Within one (1) calendar
Complaint

Grievance: An expression of dissatisfaction, regardless of whether identified by the Member as a
“Grievance”, received by any employee of the Contractor orally or in writing about any matter or
aspect of the Contractor or its operation, other than a Contractor Adverse Benefit Determination
as defined in this Contract. Grievances may include, but are not limited to, the quality of care or
services provided, and aspects of interpersonal relationships such as rudeness of a Provider or
employee, or failure to respect the enrollee’s rights regardless of whether remedial action is
requested. Grievance includes an enrollee’s right to dispute an extension of time proposed by the
MCO, PIHP or PAHP to make an authorization decision.

Member, Provider on File a Grievance |At any time after the
behalf of a Member, or Grievance has occurred.

Authorized
Representative
Contractor Confirm receipt of Within five (5) calendar
Grievance and |days of receipt of the
expected date of |Grievance

resolution
Contractor Resolve a Within thirty (30) calendar [Contractor may extend

Grievance days of the date the time frames by up to

Contractor receives the
Grievance or as
expeditiously as the

fourteen (14) calendar
days in accordance with
42 C.F.R. § 438.408(c)

Member’s health condition
requires

Appeal: A request for review by the Contractor of an Adverse Benefit Determination related to
a Member or Provider review by the Contractor of an Adverse Benefit Determination. In the case
of a Member, the Adverse Benefit Determination 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 Adverse Benefit Determination may
include, but is not limited to, delay or non-payment for covered services
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Action

Time Frame

Extensions Available

Member or Authorized
Representative

File an Appeal

Within sixty (60) calendar
days from the date on the
Contractor’s Adverse
Benefit Determination
notice

Contractor Confirm receipt of Within ten (10) calendar
the Appeal and |days of receipt of the Appeal
expected date of
resolution
Contractor Resolve an Appeal |Within thirty (30) calendarContractor may extend

the date
receives

days of
Contractor
as the Member’s health
condition requires.

No longer than 72 hours
after the Contractor receives
the request for an Expedited
Resolution of an Appeal

thetime frames by up to
theffourteen (14) calendar
Appeal or as expeditiouslydays in accordance with

42 C.F.R. §438.408(C)

Independent External Review: A review of any Adverse Benefit Determination conducted
by the State or a Contractor other than the Contractor responsible for the matter subject to
external review. In accordance with 42 C.F.R. §457.1150.

Member or Authorized
Representative

an Independent
External Review

File a request forWithin one hundred and

twenty (120) calendar days
from the date of the
Contractor’s notice of
resolution.

SECTION 7 - PROVIDER NETWORK

The Contractor must submit reports related to Provider Networks in accordance with
Section 10, Reporting Requirements, and Exhibit G, Reporting Requirements, of this

Contract.
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A. General Requirements

The Contractor shall recruit and maintain a Provider Network, using Provider contracts as
approved by the Division. The Contractor is solely responsible for providing a network of
physicians, pharmacies, facilities, and other health care Providers through whom it provides
the items and services included in covered services. In establishing its Provider Network,
the Contractor shall contract with FQHCs and RHCs and shall provide payment that is not
less than the level and amount of payment for which the Contractor would make for the
services if the services were furnished by a Provider which is not a FQHC or RHC. The
Contractor must contract with as many FQHCs and RHCs as necessary to permit Member
access to participating FQHCs and RHCs without having to travel a significantly greater
distance than the location of a non-participating FQHC or RHC. If the Contractor cannot
satisfy this standard for FQHC and RHC access at any time, the Contractor must allow its
Members to seek care from non-contracting FQHCs and RHCs and must reimburse these
Providers at CHIP fees.

In the case of specialty pharmacies, the Contractor shall not deny a pharmacy or pharmacist
the right to participate as a contract Provider if the pharmacy or pharmacist agrees to
provide pharmacy services, including but not limited t