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Mississippi Division of Medicaid Coordinated Care Procurement
Office of the Governor, Division of Medicaid

Walter Sillers Building

550 High Street, Suite 1000

Jackson, Mississippi 39201

RE: Response to Section 4.1 Transmittal Letter (Marked) for the Request for Qualifications (RFQ) for the
Mississippi Coordinated Access Network (MSCAN) and the Mississippi Children’s Health Insurance Program
(CHIP) RFQ #20211210, issued by The State of Mississippi, Office of the Governor, Division of Medicaid.

To the Office of Procurement:
Magnolia Health Plan, Inc. is pleased to respond to RFQ #20211210, issued by The State of Mississippi, Office
of the Governor, Division of Medicaid.

In accordance with the requirements set forth in Section 4.1 of the RFQ, all statements and /or requirements are
listed on the pages that follow:

The Transmittal Letter shall be in the form of a standard business letter on letterhead of the Offeror and shall be
signed by an individual authorized to legally bind the Offeror. The transmittal letter should identify all material
and enclosures being submitted in response to the RFQ. Failure to include the statements or items listed below
may result in rejection of the qualification. The transmittal letter shall include the following:

All Material and enclosures being submitted in response to the RFQ are identified below:

o Attachment 4.1.3 Mississippi Insurance Department License
e Attachment 4.1.18 Subcontractor Scope of Work Statements
o Attachment 4.1.19 Certification of Full Authority to Obligate and Bind
o Attachment 4.1.23 Appendix D Certifications
o Certifications and Assurances Regarding Contingent Fees and Gratuities

o DHHS Certification Regarding Drug-Free Workplace Requirements (Magnolia and expected
Subcontractors)

o DHHS Certification Regarding Debarment, Suspension, and Other Responsibility Matters for
Primary Covered Transactions

o RFQ 20211210 Amendment 1 - January 21, 2022 — Enterprise Security Policy

o RFQ 20211210 Amendment 2 — January 21, 2022 — RFQ Mandatory Pre-Qualification Question
and Answer Document

o RFQ 20211210 Amendment 3 — January 21, 2022 — RFQ Appendices D, E, F, G, and H in Word
Format

o RFQ 20211210 Amendment 4 — February 07, 2022 - Questions and Answers (PDF)

L.
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e RFQ 20211210 Amendment 5 — February 07, 2022 - RFQ Corrections and Clarifications (PDF)

e RFQ 20211210 Amendment 6 — February 07, 2022 — Appendix A: Draft Contract Corrections and
Clarifications (PDF)

o RFQ 20211210 Amendment 7 — February 07, 2022 — Updates to RFQ Appendix F and H in Word
Format (Word)

o RFQ 20211210 Amendment 8 — February 07, 2022 — Additional MSCAN and CHIP Rate
Information in Excel Format (PDF)

o Amendment 8: SFY 2022 Preliminary MSCAN Capitation Rates (Excel)
o Amendment 8: SFY 2022 Preliminary CHIP Capitation Rates (Excel)

e RFQ 20211210 Amendment 9 — February 10, 2022 - Clarification of Amendment 4 Responses-
Deadline: Monday, February 14, 2022 12:00 p.m.

e RFQ 20211210 Amendment 10 — February 11, 2022 - Summary of Pre-Qualification Conference
Held on Friday, January 14, 2022 (PDF)

o RFQ 20211210 Amendment 11 - February 11, 2022 - Reporting Manuals (PDF)
o MSCAN Manual (ZIP of Excel Files)
o CHIP Manual (ZIP of Excel Files)

e RFQ 20211210-Amendment 12 — February 16, 2022 — Responses Regarding Amendment 9

1. A statement indicating that the Offeror is a corporation or other legal entity;
Magnolia is a Mississippi licensed corporation.

2. A statement confirming that the Offeror is registered to do business and in “Good Standing” with the State of
Mississippi and providing their corporate charter number to work in Mississippi, if applicable;

Magnolia is registered to do business and is in “Good Standing” with the State of Mississippi. Magnolia’s
corporate charter number is 907018.

3. A statement confirming that the Offeror has been licensed by the Mississippi Insurance

Department (MID) accompanied by a copy of the license; or evidence that an application for license in
Mississippi has been submitted to the Mississippi DOI at the time of qualification submission. (Note: If
selected, the Offeror shall be required to provide evidence that a license has been obtained before offering or
providing services to Members);

Magnolia is licensed by the Mississippi Insurance Department. Please see Atfachment 4.1.3 Mississippi
Insurance Department License.

4. A statement identifying the Offeror’s Federal tax identification number;
Magnolia’s Federal tax identification number is 20-8570212.

5. A statement confirming that the Offeror has not been sanctioned by a state or federal government within the
last ten (10) years;

Magnolia has not been sanctioned by a State or Federal government within the last ten years. Magnolia’s
affiliate health plans have been subject to State sanctions.

6. A statement confirming that the Offeror is not suspended or debarred under federal law and regulations or
any other state’s laws or regulations;

Neither Magnolia nor its parent company Centene is suspended or debarred under Federal law and
regulations or any other state’s laws or regulations.

7. A statement confirming that the Offeror has experience in contractual services providing the type of services
described in this RFQ. All experience provided will be considered;

Magnolia has experience providing all services described in this RFQ. Magnolia has operated as a

Coordinated Care Organization within the MississippiCAN program since January 2011 and currently

MagnoliaHealthPlan.com <
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successfully provides Medicaid, Marketplace, and Medicare services in Mississippi. Magnolia proudly
serves 192,981 Medicaid Members within TANF, SSI/ABD Non-Dual, and Foster Care.

8. A statement that, if the Offeror is awarded the Contract, the Contractor agrees that any lost or reduced
Federal matching money resulting from unacceptable performance of a Contractor task or responsibility, as
defined in this RFQ, shall be accompanied by reductions in State payments to the Contractor;

Should Magnolia be awarded the Contract, Magnolia agrees that any lost or reduced Federal matching money
resulting from unacceptable performance of a task or responsibility as defined in this RFQ will result in
reductions in State payments to Magnolia.

9. A statement identifying any prior project where the Offeror was terminated prior to the end of the Contract
period;

Magnolia has never had a project terminated prior to the end of a Contract period. Magnolia’s affiliate through
Centene Corporation, Oklahoma Complete Health had its contract terminated by the Oklahoma Health Care
Authority (OHCA) as did all SoonerSelect managed care organizations in June 202 1. The terminations were
issued subsequent to Oklahoma Supreme Court decision 2021 OK30, which held that a voter-approved
constitutional amendment to expand Medicaid did not authorize the SoonerSelect program and that OHCA did
not have legislative approval to proceed with the program.

10. A statement that no attempt has been made or will be made by the Offeror to induce any other person or
firm to submit or not to submit a qualification;

Magnolia confirms that no attempt has been made, or will be made by Magnolia, to induce any other
person or firm to submit or not submit a proposal.

11. A statement that the Offeror has not violated, is not violating, and promises that it wiil not violate the
prohibition against gratuities set which is guided by the previous 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.

Magnolia has not violated, is not currently violating, nor will it violate in the future, the prohibition
against gratuities set forth by the Mississippi Public Procurement Review Board.

12. A statement of Affirmative Action, that the Offeror does not discriminate in its employment practices with
regard to race, color, religion, age (except as provided by law), sex, marital status, political affiliation, national
origin, disability or genetic information;

Neither Magnolia nor its parent company, Centene, discriminates in its employment practices with regard to
race, color, religion, age (except as provided by law), sex, marital status, political affiliation, national origin,
disability, or genetic information.

13. A statement that the Offeror agrees to the language of the Division’s BAA and DUA without expectation of
negotiation;

Magnolia has read, understands, and agrees to the language of the Division’s BAA and DUA without
expectation of negotiation.

14. A statement identifying by number and date all amendments to this RFQ issued by the Division which have
been received by the Offeror. If no amendments have been received, a statement to that effect should be
included;

We acknowledge that the Division has issued the amendments listed below.

e RFQ 20211210 Amendment | - January 21, 2022 - Enterprise Security Policy

e RFQ 20211210 Amendment 2 — January 21, 2022 — RFQ Mandatory Pre-Qualification Question
and Answer Document

e RFQ 20211210 Amendment 3 — January 21, 2022 — RFQ Appendices D, E, F, G, and H in Word
Format

MagnoliaHealthPlan.com :
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e RFQ 20211210 Amendment 4 — February 07, 2022 - Questions and Answers (PDF)
¢ RFQ 20211210 Amendment 5 - February 07, 2022 - RFQ Corrections and Clarifications (PDF)

* RFQ 20211210 Amendment 6 — February 07, 2022 - Appendix A: Draft Contract Corrections and
Clarifications (PDF)

* RFQ 20211210 Amendment 7 — February 07, 2022 — Updates to RFQ Appendix F and H in Word
Format (Word)

¢ RFQ 20211210 Amendment 8 — February 07, 2022 — Additional MSCAN and CHIP Rate
Information in Excel Format (PDF)

o Amendment 8: SFY 2022 Preliminary MSCAN Capitation Rates (Excel)
o Amendment 8: SFY 2022 Preliminary CHIP Capitation Rates (Excel)

* RFQ 20211210 Amendment 9 — February 10, 2022 - Clarification of Amendment 4 Responses-
Deadline: Monday, February 14, 2022 12:00 p.m.

¢ RFQ 20211210 Amendment 10 — February 11, 2022 - Summary of Pre-Qualification Conference
Held on Friday, January 14, 2022 (PDF)

¢ RFQ 20211210 Amendment 11 — February 11, 2022 - Reporting Manuals (PDF)
o MSCAN Manual (ZIP of Excel Files)
o CHIP Manual (ZIP of Excel Files)

RFQ 20211210-Amendment 12 — February 16, 2022 — Responses Regarding Amendment 9

15. A statement that the Offeror has read, understands and agrees to all provisions of this RFQ without
reservation and without expectation of negotiation;

Magnolia has read, understands and agrees with all provisions of this RFQ without reservation and
without expectation of negotiation.

16. Certification that the Offeror’s qualification will be firm and binding for three hundred sixty-five (365) days
from the qualification due date;

Magnolia’s qualification will be firm and binding for three hundred sixty-five (365) days from the

qualification due date.

17. A statement naming any outside firms responsible for writing the qualification;
Assistance in writing the response to the RFQ was provided by Health Management Associates and
Guidehouse.

18. If the use of Subcontractor(s) is proposed, a statement from each Subcontractor must be appended to the
Transmittal Letter signed by an individual authorized to legally bind the Subcontractor and stating the general
scope of work to be performed by the Subcontractor(s);

Magnolia is proposing the use of Subcontractors for the Contract. A signed statement from each
Subcontractor is included as Attachment 4.1.18 Subcontractor Scope of Work Statements.

19. All qualifications submitted by corporations must contain certifications by the secretary, or other
appropriate corporate official other than the corporate official signing the corporate qualification, that the
corporate official signing the corporate qualification has the full authority to obligate and bind the corporation
to the terms, conditions, and provisions of the qualification;

Please see Attachment 4.1.19 Certification of Full Authority to Obligate and Bind for certification by

our Secretary, Joel Samson, that Aaron Sisk, Magnolia Health Plan President and Chief Executive

Officer, has full authority to obligate and bind Magnolia to the terms, conditions, and provisions of the
qualification.

20. All qualifications submitted must include a statement that the Offeror presently has no interest and shall not
acquire any interest, direct or indirect, which would conflict in any manner or degree with the performance of

MagnoliaHealthPlan.com
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services under this Contract, and it shall not employ, in the performance of this Contract, any person having
such interest;

Magnolia has no interest and will not acquire any interest, direct or indirect, which would conflict in any
manner or degree with the performance of services under this Contract, and will not employ, in the
performance of this Contract, any person having such interest.

21. A statement that no public disclosure or news release pertaining to this procurement shall be made without
prior written approval of the Division; and

No public disclosure or news release pertaining to this procurement shall be made without prior written
approval of the Division.

22. A statement that the Offeror’s redacted electronic, single-document qualification referenced in 1.4.2,
Release of Public Information, does not contain trade secrets or other proprietary information.
Magnolia’s redacted electronic, single-document qualification referenced in 1.4.2, Release of Public
Information, does not contain trade secrets or other proprietary information.

23. A statement that the Offeror has executed and included with the Transmittal Letter the following
Certifications, located in Appendix D:

a. Certifications and Assurances Regarding Contingent Fees and Gratuities;

b. DHHS Certification Regarding Drug-Free Workplace Requirements: Grantees Other than Individuals (This
document must be executed by the Offeror as well as any expected Subcontractors and submitted with the
Offeror’s qualification); and

c. DHHS Certification Regarding Debarment, Suspension, and Other Responsibility Matters

Magnolia has executed the following Certifications which are provided as Attachment 4.1.23 Appendix D
Certifications:

a. Certifications and Assurances Regarding Contingent Fees and Gratuities

b. DHHS Certification Regarding Drug-Free Workplace Requirements (Magnolia and expected
Subcontractors)

c. DHHS Certification Regarding Debarment, Suspension, and Other Responsibility Matters for Primary
Covered Transactions.

24, Additionally, if the qualification deviates from the detailed specifications and requirements of the RFQ, the
transmittal letter shall identify and explain these deviations. The Division reserves the right to reject any
qualification containing such deviations or to require modifications before acceptance

Magnolia’s proposal does not deviate from the detailed specifications and requirements of the RFQ. We
understand that the Division reserves the right to reject any qualification containing such deviations or

require modifications before acceptance.

Sincerely,

M

Aaron Sisk, JD

Plan President and Chief Executive Officer
Magnolia Health Plan, Inc.

asisk @centene.com

Office Phone Number: (601) 863-0822
Cellular Phone Number: (601) 760-9844

MagnoliaHealthPlan.com :
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Attachment 4.1.23 Appendix D: Certifications

Certifications and Assurances Regarding Contingent Fees and Assurances

DHHS Certification Regarding Drug-Free Workplace Requirements: Grantees
Other than Individuals

DHHS Certification Regarding Debarment, Suspension, and Other Responsibility
Matters

\_ /

magnolia health.



Mississippi Division of Medicaid Coordinated Care
RFQ # 20211210
Office of the Governor-Division of Medicaid

APPENDIX D: Certifications

The forms in this Appendix must be used by the Offeror to provide the following Certifications, The
Offeror must also include a statement in its Transmittal Letter stating that each have been executed. These
Certifications should be included after the last page of the Offeror’s Transmittal Letter.
o Certifications and Assurances Regarding Contingent Fees and Gratuities
o Representation Regarding Contingent Fees
Representation Regarding Gratuities
Prospective Contractor’s Representation Regarding Contingent Fees
e DHHS Certification Regarding Drug-Free Workplace Requirements: Grantees Other than
Individuals
¢ DHHS Certification Regarding Debarment, Suspension, and Other Responsibility Matters

[REST OF PAGE INTENTIONALLY LEFT BLANK]
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Certifications and Assurances Regarding Contingency Fees and Gratuities

Instructions: Mark the applicable word for each certification provided below. Failure to mark
the applicable word or words and/or to sign the qualification form may result in the
qualification being rejected as nonresponsive. Modifications or additions to any portion of this
qualification document may be cause for rejection of the qualification.

Certifications:
[/We make the following certifications and assurances as a required element of the qualification
to which it is attached, of the understanding that the truthfulness of the facts affirmed here and
the continued compliance with these requirements are conditions precedent to the award or
continuation of the related contract(s) by circling the applicable word or words in each
paragraph below:
1. Representation Regarding Contingent Fees
The Offeror represents that it [ ] has [X] has not retained a person to solicit or
secure a state contract upon an agreement or understanding for a commission,
percentage, brokerage, or contingent fee, except as disclosed in Contractor’s
qualification.
2. Representation Regarding Gratuities
The Offeror represents that it [ ] has [X] has not violated, is not violating, and
promises that it will not violate the prohibition against gratuities set forth in Section 6-
204 (Gratuities) of thc Mississippi Public Procurement Review Board Rules and
Regulations.
3. Prospective Contractor’s Representation Regarding Contingent Fees
The prospective Contractor {Offeror) represents as a part of such Contractor’s
qualification that such Contractor [ ] has [X] has not retained any person or
agency on a percentage, commission, or other contingent arrangement to secure this
contract.

Magnolia Health Plan, Inc.
Name of Offeror

Aaron Sisk President and CEO
Printed name of person attesting for Offeror Title of person attesting for Offeror
M oz /23/z022
%ature of f)eM attesting for Offeror Date ’
(END OF RESPONSE]
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DHHS Certification Regarding Drug-Free Workplace Requirements: Grantees Other than

Individuals

Instructions for Certification: By signing and/or submitting this application or grant agreement, the
grantee is providing the certification set out below.

1)

2)

3)

4)

5)

This certification is required by regulations implementing the Drug-Free Act of 1988, 45 C.F.R.
Part 76, Subpart F. The regulations, published in the May 25, 1990, Federal Register, require
certification by grantees that they will maintain a drug-free workpiace. The certification set out
below is a material representation of fact upon which reliance will be placed when the
Department of Health and Human Services (HHS) determines to award the grant. If it is later
determined that the grantee knowingly rendered a false certification, or otherwise violates the
requirements of the Drug-Free Workplace Act, HHS, in addition to any other remedies available
to the Federal Government, may take action authorized under the Drug-Free Workplace Act.

Workplaces under grants, for grantees other than individuals, need not be identified on the
certification. If known, they may be identified in the grant application. If the grantee does not
identify the workplaces at the time of application, or upon award, if there is no application, the
grantee must keep the identity of the workplace(s) on file in its office and make the information
available for Federal inspection. Failure to identify all known workplaces constitutes a violation
of the grantee's drug-free workplace requirements.

Workplace identifications must include the actual address of buildings (or parts of buildings) or
other sites where work under the grant takes place. Categorical descriptions may be used (e.g., all
vehicles of a mass transit authority or State highway department while in operation, State
employees in each local unemployment office, performsers in concert halls or radio studios).

If the workplace identified to the Division changes during the performance of the grant, the
grantee shall inform the Division of the change(s), if it previously identified the workplaces in
question (see above).

Definitions of terms in the Nonprocurement Suspension and Debarment common rule and Drug-
Free Workplace common rule apply to this certification. Grantees' attention is called, in
particular, to the following definitions from these rules:

a. "Controlled substance" means a controlled substance in Schedules I through V of the
Controlled Substances Act (21 U.S.C. 812) and as further defined by regulation (21
C.F.R. § 1308.11 through § 1308.15);

b. "Conviction" means a finding of guilt (including a plea of nolo contendere) or imposition
of sentence, or both, by any judicial body charged with the responsibility to determine
violations of the Federal or State criminal drug statutes;

c. ‘“Criminal drug statute" means a Federal or non-Federal criminal statute involving the
manufacture, distribution, dispensing, use, or possession of any controlled substance;

d. "Employee" means the employee of a grantee directly engaged in the performance of
work under a grant, including (i) all direct charge employees; (ii) all indirect charge
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cmployees unless their impact or involvemnent is insignificant to the performance of the
grant; and (iii) temporary personnel and consultants who are directly engaged in the
performance of work under the grant and who are on the grantee's payroll. This definition
does not include workers not on the payroll of the grantee (e.g., volunteers, even if used
to meet a matching requirement; consultants or independent contractors not on the
grantee's payroll; or employees of subrecipients or subcontractors in covered
workplaces).

The grantec certifies that it will or will continue to provide a drug-free workplace by:

A.

Publishing a statement notifying employees that the unlawful manufacture, distribution,
dispensing, possession, or use of a controlled substance is prohibited in the grantee's workplace
and specifying the actions that will be taken against employees for violation of such prohibition;

Establishing an ongoing drug-free awareness program to inform employees about:
(1) The dangers of drug abuse in the workplace;
(2) the grantee's policy of maintaining a drug-free workplace;
(3} any available drug counseling, rehabilitation, and employee assistance programs; and

(4} the penalties that may be imposed upon employees for drug abuse violations occurring in
the workplace;

Making it a requirement that each employee to be engaged in the performance of the grant be
given a copy of the statement required by paragraph (a);

Notifying the employee in the statement required by paragraph (a) that, as a condition of
employment under the grant, the employee will:

(1) Abide by the terms of the statement; and

(2) notify the employer in writing of his or her conviction for a violation of a criminal drug
statute occurring in the workplace no later than five calendar days after such conviction;

Notifying the Division in writing, within ten calendar days after receiving notice under paragraph
D(2) from an employee or otherwise receiving actual notice of such conviction. Employers of
convicted employces must provide notice, including position title, to every grant officer or other
designee on whose grant activity the convicted employee was working, unless the Federal agency
has designated a central point for the receipt of such notices. Notice shall include the
identification number(s) of each affected grant;

Taking onc of the following actions, within 30 calendar days of receiving notice under paragraph
D(2), with respect to any employee who is so convicted:

(1) Taking appropriate personnel action against such an employee, up to and including
termination, consistent with the requirements of the Rehabilitation Act of 1973, as
amended; or
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{2) requiring such employee to participate satisfactorily in a drug abuse assistance or
rehabilitation program approved for such purposes by a Federal, State, or local health,
law enforcement, or other appropriate agency;

G. Making a good faith effort to continue to maintain a drug-free workplace through implementation
of paragraphs A, B, C, D, E, and F.

The grantee may insert in the space provided below the site(s) for the performance of work done in
connection with the specific grant (use attachments if needed. If attachments are needed, use the table
provided below):

Place of Performance

Name of Location: Magnolia Health Plan, Inc.

Line | (Street Name and Number): 111 East Capitol Street

Address Line 2 (Suite, Room, etc.): Suite 500

City: State: | Zip Code: County:
Jackson MS | 39201 Hinds
Mailing Address (P.O. Box): | City: State: | Zip Code: County:

[ ] Check if there are workplaces on file that are not identified here.

---->NOTE: Sections 76.630(c) and (d)(2) and 76.635(a)(1) and (b) provide that a Federal agency may
designate a central receipt point for STATE-WIDE AND STATE AGENCY -WIDE certifications, and for
notification of criminal drug convictions. For HHS, the central receipt point is Division of Grants
Management and Oversight, Office of Management and Acquisition, HHS, Room 517-D, 200
Independence Ave, S.W., Washington, D.C. 20201

Magnolia Health Plan, Inc.
Name of Offeror

Aaron Sisk President and CEO

Printed name of person attesting for Offeror Title of person attesting for Offeror
oz /232021

Signéfure of person 4{11¢sting for Offeror Date

10
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DHHS Certification Regarding Drug-Free Workplace Requirements: Grantees Other than

Individuals

Instructions for Certification: By signing and/or submitting this application or grant agreement, the
grantee is providing the certification set out below.

)

2)

3)

4)

5)

This certification is required by regulations implementing the Drug-Free Act of 1988, 45 C.F.R.
Part 76, Subpart F. The regulations, published in the May 25, 1990, Federal Register, require
certification by grantees that they will maintain a drug-free workplace. The certification set out
below is a material representation of fact upon which reliance will be placed when the
Department of Health and Human Services (HHS) determines to award the grant. If it is later
determined that the grantee knowingly rendered a false certification, or otherwise violates the
requirements of the Drug-Free Workplace Act, HHS, in addition to any other remedies available
to the Federal Government, may take action authorized under the Drug-Free Workplace Act.

Workplaces under grants, for grantees other than individuals, need not be identified on the
certification. If known, they may be identified in the grant application. If the grantee does not
identify the workplaces at the time of application, or upon award, if there is no application, the
grantee must keep the identity of the workplace(s) on file in its office and make the information
available for Federal inspection. Failure to identify all known workplaces constitutes a violation
of the grantee's drug-free workplace requirements.

Workplace identifications must include the actual address of buildings (or parts of buildings) or
other sites where work under the grant takes place. Categorical descriptions may be used (e.g., all
vehicles of a mass transit authority or State highway department while in operation, State
employees in each local unemployment office, performsers in concert halls or radio studios).

If the workplace identified to the Division changes during the performance of the grant, the
grantee shall inform the Division of the change(s), if it previously identified the workplaces in
question (see above).

Definitions of terms in the Nonprocurement Suspension and Debarment common rule and Drug-
Free Workplace common rule apply to this certification. Grantees' attention is called, in
particular, to the following definitions from these rules:

a. "Controlled substance" means a controlled substance in Schedules I through V of the
Controlled Substances Act (21 U.S.C. 812) and as further defined by regulation (21
C.F.R. § 1308.11 through § 1308.15);

b. "Conviction" means a finding of guilt (including a plea of nolo contendere) or imposition
of sentence, or both, by any judicial body charged with the responsibility to determine
violations of the Federal or State criminal drug statutes;

c. “Criminal drug statute" means a Federal or non-Federal criminal statute involving the
manufacture, distribution, dispensing, use, or possession of any controlled substance;

d. "Employee" means the employee of a grantee directly engaged in the performance of
work under a grant, including (i) all direct charge employees; (ii) all indirect charge

11
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employees unless their impact or involvement is insignificant to the performance of the
grant; and (iii) temporary personnel and consultants who are directly engaged in the
performance of work under the grant and who are on the grantee's payroll. This definition
does not include workers not on the payroll of the grantee (e.g., volunteers, even if used
to meet a matching requirement; consultants or independent contractors not on the
grantee's payroll; or employees of subrecipients or subcontractors in covered
workplaces).

The grantee certifies that it will or will continue to provide a drug-free workplace by:

A.

Publishing a statement notifying employees that the unlawful manufacture, distribution,
dispensing, possession, or use of a controlled substance is prohibited in the grantee's workplace
and specifying the actions that will be taken against employees for violation of such prohibition;

Establishing an ongoing drug-free awareness program to inform employees about:
(1) The dangers of drug abuse in the workplace;
(2) the grantee's policy of maintaining a drug-free workplace;
(3) any available drug counseling, rehabilitation, and employee assistance programs; and

(4) the penalties that may be imposed upon employees for drug abuse violations occurring in
the workplace;

Making it a requirement that each employee to be engaged in the performance of the grant be
given a copy of the statement required by paragraph (a);

Notifying the employee in the statement required by paragraph (a) that, as a condition of
employment under the grant, the employee will:

(1) Abide by the terms of the statement; and

(2) notify the employer in writing of his or her conviction for a violation of a criminal drug
statute occurring in the workplace no later than five calendar days after such conviction;

Notifying the Division in writing, within ten calendar days after receiving notice under paragraph
D(2) from an employee or otherwise receiving actual notice of such conviction. Employers of
convicted employees must provide notice, including position title, to every grant officer or other
designee on whose grant activity the convicted employee was working, unless the Federal agency
has designated a central point for the receipt of such notices. Notice shall include the
identification number(s) of each affected grant;

Taking one of the following actions, within 30 calendar days of receiving notice under paragraph
D(2), with respect to any employee who is so convicted:

(1) Taking appropriate personnel action against such an employee, up to and including
termination, consistent with the requirements of the Rehabilitation Act of 1973, as
amended; or

12
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(2) requiring such employee to participate satisfactorily in a drug abuse assistance or
rehabilitation program approved for such purposes by a Federal, State, or local health,
law enforcement, or other appropriate agency;

G. Making a good faith effort to continue to maintain a drug-free workplace through implementation
of paragraphs A, B, C, D, E, and F.

The grantee may insert in the space provided below the site(s) for the performance of work done in
connection with the specific grant (use attachments if needed. If attachments are needed, use the table
provided below):

Place of Performance

Name of Location: Centene Management Company, LLC

Line 1 (Street Name and Number): 7700 Forsyth Blvd.

Address Line 2 (Suite, Room, etc.): N/A

City: State: | Zip Code: County:

St. Louis MO | 63105 St. Louis County
Mailing Address (P.O. Box): | City: State: | Zip Code: County:
N/A N/A N/A | N/A N/A

[ ] Check if there are workplaces on file that are not identified here.

---->NOTE: Sections 76.630(c) and (d)(2) and 76.635(a)(1) and (b) provide that a Federal agency may
designate a central receipt point for STATE-WIDE AND STATE AGENCY-WIDE certifications, and for
notification of criminal drug convictions. For HHS, the central receipt point is Division of Grants
Management and Oversight, Office of Management and Acquisition, HHS, Room 517-D, 200
Independence Ave, S.W., Washington, D.C. 20201

Centene Management Company LLC
Name of Offeror

Christopher A. Koster Secretary

Printed name of person attesting for Offeror Title of person attesting for Offeror
ChrIftother A Kofter

Christopher A/Koster (Feb 24,2022 08:05 CST) 2/24/2022

Signature of person attesting for Offeror Date
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Transmittal Letter: DHHS Certification Regarding Drug-Free Workplace Requirements

DHHS Certification Regarding Drug-Free Workplace Requirements: Grantees Other than

Individuals

Instructions for Certification: By signing and/or submitting this application or grant agreement, the
grantee is providing the certification set out below.

)

2)

3)

4)

5)

This certification is required by regulations implementing the Drug-Free Act of 1988, 45 C.F.R.
Part 76, Subpart F. The regulations, published in the May 25, 1990, Federal Register, require
certification by grantees that they will maintain a drug-free workplace. The certification set out
below is a material representation of fact upon which reliance will be placed when the
Department of Health and Human Services (HHS) determines to award the grant. If it is later
determined that the grantee knowingly rendered a false certification, or otherwise violates the
requirements of the Drug-Free Workplace Act, HHS, in addition to any other remedies available
to the Federal Government, may take action authorized under the Drug-Free Workplace Act.

Workplaces under grants, for grantees other than individuals, need not be identified on the
certification. If known, they may be identified in the grant application. If the grantee does not
identify the workplaces at the time of application, or upon award, if there is no application, the
grantee must keep the identity of the workplace(s) on file in its office and make the information
available for Federal inspection. Failure to identify all known workplaces constitutes a violation
of the grantee's drug-free workplace requirements.

Workplace identifications must include the actual address of buildings (or parts of buildings) or
other sites where work under the grant takes place. Categorical descriptions may be used (e.g., all
vehicles of a mass transit authority or State highway department while in operation, State
employees in each local unemployment office, performsers in concert halls or radio studios).

If the workplace identified to the Division changes during the performance of the grant, the
grantee shall inform the Division of the change(s), if it previously identified the workplaces in
question (see above).

Definitions of terms in the Nonprocurement Suspension and Debarment common rule and Drug-
Free Workplace common rule apply to this certification. Grantees' attention is called, in
particular, to the following definitions from these rules:

a. "Controlled substance" means a controlled substance in Schedules I through V of the
Controlled Substances Act (21 U.S.C. 812) and as further defined by regulation (21
C.F.R. § 1308.11 through § 1308.15);

b. "Conviction" means a finding of guilt (including a plea of nolo contendere) or imposition
of sentence, or both, by any judicial body charged with the responsibility to determine
violations of the Federal or State criminal drug statutes;

c. “Criminal drug statute" means a Federal or non-Federal criminal statute involving the
manufacture, distribution, dispensing, use, or possession of any controlled substance;

d. "Employee" means the employee of a grantee directly engaged in the performance of
work under a grant, including (i) all direct charge employees; (ii) all indirect charge
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Transmittal Letter: DHHS Certification Regarding Drug-Free Workplace Requirements

employees unless their impact or involvement is insignificant to the performance of the
grant; and (iii) temporary personnel and consultants who are directly engaged in the
performance of work under the grant and who are on the grantee's payroll. This definition
does not include workers not on the payroll of the grantee (e.g., volunteers, even if used
to meet a matching requirement; consultants or independent contractors not on the
grantee's payroll; or employees of subrecipients or subcontractors in covered
workplaces).

The grantee certifies that it will or will continue to provide a drug-free workplace by:

A.

Publishing a statement notifying employees that the unlawful manufacture, distribution,
dispensing, possession, or use of a controlled substance is prohibited in the grantee's workplace
and specifying the actions that will be taken against employees for violation of such prohibition;

Establishing an ongoing drug-free awareness program to inform employees about:
(1) The dangers of drug abuse in the workplace;
(2) the grantee's policy of maintaining a drug-free workplace;
(3) any available drug counseling, rehabilitation, and employee assistance programs; and

(4) the penalties that may be imposed upon employees for drug abuse violations occurring in
the workplace;

Making it a requirement that each employee to be engaged in the performance of the grant be
given a copy of the statement required by paragraph (a);

Notifying the employee in the statement required by paragraph (a) that, as a condition of
employment under the grant, the employee will:

(1) Abide by the terms of the statement; and

(2) notify the employer in writing of his or her conviction for a violation of a criminal drug
statute occurring in the workplace no later than five calendar days after such conviction;

Notifying the Division in writing, within ten calendar days after receiving notice under paragraph
D(2) from an employee or otherwise receiving actual notice of such conviction. Employers of
convicted employees must provide notice, including position title, to every grant officer or other
designee on whose grant activity the convicted employee was working, unless the Federal agency
has designated a central point for the receipt of such notices. Notice shall include the
identification number(s) of each affected grant;

Taking one of the following actions, within 30 calendar days of receiving notice under paragraph
D(2), with respect to any employee who is so convicted:

(1) Taking appropriate personnel action against such an employee, up to and including
termination, consistent with the requirements of the Rehabilitation Act of 1973, as
amended; or
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Transmittal Letter: DHHS Certification Regarding Drug-Free Workplace Requirements

(2) requiring such employee to participate satisfactorily in a drug abuse assistance or
rehabilitation program approved for such purposes by a Federal, State, or local health,
law enforcement, or other appropriate agency;

G. Making a good faith effort to continue to maintain a drug-free workplace through implementation
of paragraphs A, B, C, D, E, and F.

The grantee may insert in the space provided below the site(s) for the performance of work done in
connection with the specific grant (use attachments if needed. If attachments are needed, use the table
provided below):

Place of Performance

Name of Location: Envolve Dental, Inc.

Line 1 (Street Name and Number): 8715 Henderson Road

Address Line 2 (Suite, Room, etc.): Ren 4

City: Tampa State: | Zip Code: 33634 County: Hillsborough

FL
Mailing Address (P.O. Box): | City: Tampa State: | Zip Code: 33634| County:
8735 Henderson Road, Ren 2 FL Hillsborough

[ ] Check if there are workplaces on file that are not identified here.

---->NOTE: Sections 76.630(c) and (d)(2) and 76.635(a)(1) and (b) provide that a Federal agency may
designate a central receipt point for STATE-WIDE AND STATE AGENCY-WIDE certifications, and for
notification of criminal drug convictions. For HHS, the central receipt point is Division of Grants
Management and Oversight, Office of Management and Acquisition, HHS, Room 517-D, 200
Independence Ave, S.W., Washington, D.C. 20201

Envolve Dental, Inc.

Name of Offeror
Marlo Williams VP, Regulatory Affairs
Printed name of person attesting for Offeror Title of person attesting for Offeror

m m,w 2/7/2022

Signature of person attesting for Offeror Date
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Transmittal Letter: DHHS Certification Regarding Drug-Free Workplace Requirements

DHHS Certification Regarding Drug-Free Workplace Requirements: Grantees Other than

Individuals

Instructions for Certification: By signing and/or submitting this application or grant agreement, the
grantee is providing the certification set out below.

)

2)

3)

4)

5)

This certification is required by regulations implementing the Drug-Free Act of 1988, 45 C.F.R.
Part 76, Subpart F. The regulations, published in the May 25, 1990, Federal Register, require
certification by grantees that they will maintain a drug-free workplace. The certification set out
below is a material representation of fact upon which reliance will be placed when the
Department of Health and Human Services (HHS) determines to award the grant. If it is later
determined that the grantee knowingly rendered a false certification, or otherwise violates the
requirements of the Drug-Free Workplace Act, HHS, in addition to any other remedies available
to the Federal Government, may take action authorized under the Drug-Free Workplace Act.

Workplaces under grants, for grantees other than individuals, need not be identified on the
certification. If known, they may be identified in the grant application. If the grantee does not
identify the workplaces at the time of application, or upon award, if there is no application, the
grantee must keep the identity of the workplace(s) on file in its office and make the information
available for Federal inspection. Failure to identify all known workplaces constitutes a violation
of the grantee's drug-free workplace requirements.

Workplace identifications must include the actual address of buildings (or parts of buildings) or
other sites where work under the grant takes place. Categorical descriptions may be used (e.g., all
vehicles of a mass transit authority or State highway department while in operation, State
employees in each local unemployment office, performsers in concert halls or radio studios).

If the workplace identified to the Division changes during the performance of the grant, the
grantee shall inform the Division of the change(s), if it previously identified the workplaces in
question (see above).

Definitions of terms in the Nonprocurement Suspension and Debarment common rule and Drug-
Free Workplace common rule apply to this certification. Grantees' attention is called, in
particular, to the following definitions from these rules:

a. "Controlled substance" means a controlled substance in Schedules I through V of the
Controlled Substances Act (21 U.S.C. 812) and as further defined by regulation (21
C.F.R. § 1308.11 through § 1308.15);

b. "Conviction" means a finding of guilt (including a plea of nolo contendere) or imposition
of sentence, or both, by any judicial body charged with the responsibility to determine
violations of the Federal or State criminal drug statutes;

c. “Criminal drug statute" means a Federal or non-Federal criminal statute involving the
manufacture, distribution, dispensing, use, or possession of any controlled substance;

d. "Employee" means the employee of a grantee directly engaged in the performance of
work under a grant, including (i) all direct charge employees; (ii) all indirect charge
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Transmittal Letter: DHHS Certification Regarding Drug-Free Workplace Requirements

employees unless their impact or involvement is insignificant to the performance of the
grant; and (iii) temporary personnel and consultants who are directly engaged in the
performance of work under the grant and who are on the grantee's payroll. This definition
does not include workers not on the payroll of the grantee (e.g., volunteers, even if used
to meet a matching requirement; consultants or independent contractors not on the
grantee's payroll; or employees of subrecipients or subcontractors in covered
workplaces).

The grantee certifies that it will or will continue to provide a drug-free workplace by:

A.

Publishing a statement notifying employees that the unlawful manufacture, distribution,
dispensing, possession, or use of a controlled substance is prohibited in the grantee's workplace
and specifying the actions that will be taken against employees for violation of such prohibition;

Establishing an ongoing drug-free awareness program to inform employees about:
(1) The dangers of drug abuse in the workplace;
(2) the grantee's policy of maintaining a drug-free workplace;
(3) any available drug counseling, rehabilitation, and employee assistance programs; and

(4) the penalties that may be imposed upon employees for drug abuse violations occurring in
the workplace;

Making it a requirement that each employee to be engaged in the performance of the grant be
given a copy of the statement required by paragraph (a);

Notifying the employee in the statement required by paragraph (a) that, as a condition of
employment under the grant, the employee will:

(1) Abide by the terms of the statement; and

(2) notify the employer in writing of his or her conviction for a violation of a criminal drug
statute occurring in the workplace no later than five calendar days after such conviction;

Notifying the Division in writing, within ten calendar days after receiving notice under paragraph
D(2) from an employee or otherwise receiving actual notice of such conviction. Employers of
convicted employees must provide notice, including position title, to every grant officer or other
designee on whose grant activity the convicted employee was working, unless the Federal agency
has designated a central point for the receipt of such notices. Notice shall include the
identification number(s) of each affected grant;

Taking one of the following actions, within 30 calendar days of receiving notice under paragraph
D(2), with respect to any employee who is so convicted:

(1) Taking appropriate personnel action against such an employee, up to and including
termination, consistent with the requirements of the Rehabilitation Act of 1973, as
amended; or
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(2) requiring such employee to participate satisfactorily in a drug abuse assistance or
rehabilitation program approved for such purposes by a Federal, State, or local health,
law enforcement, or other appropriate agency;

G. Making a good faith effort to continue to maintain a drug-free workplace through implementation
of paragraphs A, B, C, D, E, and F.

The grantee may insert in the space provided below the site(s) for the performance of work done in
connection with the specific grant (use attachments if needed. If attachments are needed, use the table
provided below):

Place of Performance

Name of Location: Envolve Vision, Inc.

Line 1 (Street Name and Number): 1151 Falls Road

Address Line 2 (Suite, Room, etc.): Suite 2000

City: Rocky Mount State: | Zip Code: 27804 County: Nash
NC

Mailing Address (P.O. Box): | City: State: | Zip Code: County:
Same as above

[ ] Check if there are workplaces on file that are not identified here.

---->NOTE: Sections 76.630(c) and (d)(2) and 76.635(a)(1) and (b) provide that a Federal agency may
designate a central receipt point for STATE-WIDE AND STATE AGENCY-WIDE certifications, and for
notification of criminal drug convictions. For HHS, the central receipt point is Division of Grants
Management and Oversight, Office of Management and Acquisition, HHS, Room 517-D, 200
Independence Ave, S.W., Washington, D.C. 20201

Envolve Vision, Inc.

Name of Offeror
Marlo Williams VP, Regulatory Affairs
Printed name of person attesting for Offeror Title of person attesting for Offeror

m m,w 2/7/2022

Signature of person attesting for Offeror Date
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Transmittal Letter: DHHS Certification Regarding Drug-Free Workplace Requirements

DHHS Certification Regarding Drug-Free Workplace Requirements: Grantees Other than

Individuals

Instructions for Certification: By signing and/or submitting this application or grant agreement, the
grantee is providing the certification set out below.

1y

2)

3)

4)

3)

This certification is required by regulations implementing the Drug-Free Act of 1988, 45 C.F.R.
Part 76, Subpart F. The regulations, published in the May 25, 1990, Federal Register, require
certification by grantees that they will maintain a drug-free workplace. The certification set out
below is a material representation of fact upon which reliance will be placed when the
Department of Health and Buman Services (HHS) determines to award the grant. If it is Jater
determined that the grantee knowingly rendered a false certification, or otherwise violates the
requirements of the Drug-Free Workplace Act, HHS, in addition to any other remedies available
to the Federal Governiment, may take action authorized under the Drug-Free Workplace Act.

Workplaces under grants, for grantees other than individuals, need not be identified on the
certification. If known, they may be identified in the grant application. If the grantee does not
identify the workplaces at the time of application, or upon award, if there is no application, the
grantee must keep the identity of the workplace(s) on file in its office and make the information
available for Federal inspection. Failure to identify all known workplaces constitutes a violation
of the grantee's drug-free workplace requirements.

Worlkplace identifications must include the actual address of buildings (or parts of buildings) or
other sites where work under the grant takes place. Categorical descriptions may be used (e.g., all
vehicles of 2 mass transit authority or State highway department while in operation, State
employees in each local unemployment office, performsers in concert halls or radio studios).

if the workplace identified to the Division changes during the performance of the grant, the
grantee shall inform the Division of the change(s), if it previously identified the workplaces in
question (see above).

Definitions of terms in the Nonprocurement Suspension and Debarment common rule and Drug-
Free Workplace common rule apply to this certification. Grantees' attention is called, in
particular, to the following definitions from these rules:

a. "Controiled substance" means a controlled substance in Schedules I through V of the
Controlled Substances Act (21 U.S.C. 812) and as further defined by regulation {21
C.FR. § 1308.11 through § 1308.15);

b. "Conviction™ means a finding of guilt (including a plea of nolo contendere) or imposition
of sentence, or both, by any judicial body charged with the responsibility to determine
violations of the Federal or State criminal drug statutes;

c. “Criminal drug statute" means a Federal or non-Federal criminal statute involving the
manufacture, distribution, dispensing, use, or possession of any controlled substance;

d.. "Employee"” meays the employee of a grantee directly engaged in the performance of
work under a grant, including (i) all direct charge employees; (ii) all indirect charge
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employees unless their impact or involvement is insignificant to the performance of the
grant; and (iii) temporary personnel and consultants who are directly engaged in the
performance of work under the grant and who are on the grantee's payroll. This definition
does not include workers not on the payroll of the grantee (e.g., volunteers, even if used
to meet a matching requirement; consultants or independent contractors not on the
grantee’s payroll; or employees of subrecipients or subcontractors in covered
workplaces).

The gramtee certifies that it will or will continue to provide a drug-free workplace by:

A.

Publishing a statement notifying employees that the unlawful manufacture, distribution,
dispensing, possession, or use of a controlled substance is prohibited in the grantee's workplace
and specifying the actions that will be taken against employees for violation of such prohibition;

Establishing an ongoing drug-free awareness program to inform employees about:
(1) The dangers of drug abuse in the workplace;
(2) the grantee's policy of maintaining a drug-free workplace;
{3) any available drug counseling, rehabilitation, and employee assistance programs; and

(4) the penalties that may be imposed upon employees for drug abuse violations occurring in
the workplace;

Making it a requirement that each employee to be engaged in the performance of the grant be
given a copy of the statement required by paragraph (a);

Notitying the employee in the statement required by paragraph (a) that, as a condition of
employment under the grant, the employee will:

(1) Abide by the terms of the statement; and

(2) notify the employer in writing of his ox her conviction for a violation of a criminal drug
statute occurring in the workplace no later than five calendar days after such conviction;

Notifying the Division in writing, within ten calendar days after receiving notice under paragraph
D(2) from an employee or otherwise receiving actual notice of such conviction. Employers of
convicted employees must provide notice, including position title, to every grant officer or other
designee on whose grant activity the convicted employee was working, unless the Federal agency
has designated a central point for the receipt of such notices. Notice shall include the
identification number(s) of each affected grant;

Taking one of the following actions, within 30 calendar days of receiving notice under paragraph
D(2), with respect to any employee who is so convicted:

(1) Taking appropriate personnel action against such an employee, up to and including
. termination, consistent with the requirements of the Rehabilitation Act of 1973, as
amended; or

21



Transmittal Letter: DHHS Certification Regarding Drug-Free Workplace Requirements

(2) requiring such employee to participate satisfactorily in a drug abuse assistance or
rehabilitation program approved for such purposes by a Federal, State or local health,
law enforcement, or other appropriate agency;

G. Making a good faith effort to continue to maintain a drug-free workplace through implementation
of paragraphs A, B, C, D, E, and F.

The grantee may insert in the space provided below the site(s) for the performance of work done in
connection with the specific grant (use attachments if needed. If attachments are needed, use the table
provided below):

Name of Location:

\L; % P72

dwe 84§ ED1

Line 1 (Street Name and Number):

Address Line 2 (Suite, Room, etc.):

City:

» §

. 5 i &
[ RANE AR <0 V7!

o

Mall % ddress (P O. Box):
3

[

ey

{/

it -

[ ] Check if there are workplaces on file that are not identified here.

---->NOTE: Sections 76.630(c) and {d)}(2) and 76.635(a}(}) and (b) provide that a Federal agency may
designate a central receipt point for STATE-WIDE AND STATE AGENCY-WIDE certifications, and for
notification of criminal drug convictions. For HHS, the central receipt point is Division of Grants
Management and Oversight, Office of Management and Acquisition, HHS, Room 517-D3, 200
Independence Ave, S.W., Washington, D.C. 20201

Dallas Printing, Inc.
Name of Offeror

Prmted name oﬁ‘ person attestmg for Offeror

Sngnamre @i‘ person attesting for Offeror
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DHHS Certification Regarding Drug-Free Workplace Requirements: Grantees Other than

Individuals

Instructions for Certification: By signing and/or submitting this application or grant agreement, the
grantee is providing the certification set out below.

1Y)

2)

3)

4)

5)

This certification is required by regulations implementing the Drug-Free Act of 1988, 45 C.F.R.
Part 76, Subpart F. The regulations, published in the May 25, 1990, Federal Register, require
certification by grantees that they will maintain a drug-free workplace. The certification set out
below is a material representation of fact upon which reliance will be placed when the
Department of Health and Human Services (HHS) determines to award the grant. If it is later
determined that the grantee knowingly rendered a false certification, or otherwise violates the
requirements of the Drug-Free Workplace Act, HHS, in addition to any other remedies available
to the Federal Government, may take action authorized under the Drug-Free Workplace Act.

Workplaces under grants, for grantees other than individuals, need not be identified on the
certification. If known, they may be identified in the grant application. If the grantee does not
identify the workplaces at the time of application, or upon award, if there is no application, the
grantee must keep the identity of the workplace(s) on file in its office and make the information
available for Federal inspection. Failure to identify all known workplaces constitutes a violation
of the grantee's drug-free workplace requirements.

Workplace identifications must include the actual address of buildings (or parts of buildings) or
other sites where work under the grant takes place. Categorical descriptions may be used (e.g., all
vehicles of a mass transit authority or State highway department while in operation, State
employees in each local unemployment office, performsers in concert halls or radio studios).

If the workplace identified to the Division changes during the performance of the grant, the
grantee shall inform the Division of the change(s), if it previously identified the workplaces in
question (see above).

Definitions of terms in the Nonprocurement Suspension and Debarment common rule and Drug-
Free Workplace common rule apply to this certification. Grantees' attention is called, in
particular, to the following definitions from these rules:

a. "Controlled substance” means a controlled substance in Schedules I through V of the
Controlled Substances Act (21 U.S.C. 812) and as further defined by regulation (21
C.F.R. § 1308.11 through § 1308.15);

b. "Conviction" means a finding of guilt (including a plea of nolo contendere) or imposition
of sentence, or both, by any judicial body charged with the responsibility to determine
violations of the Federal or State criminal drug statutes;

c. “Criminal drug statute" means a Federal or non-Federal criminal statute involving the
manufacture, distribution, dispensing, use, or possession of any controlled substance;

d. "Employee" means the employee of a grantee directly engaged in the performance of
work under a grant, including (i) all direct charge employees; (ii) all indirect charge
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employees unless their impact or involvement is insignificant to the performance of the
grant; and (iii) temporary personnel and consultants who are directly engaged in the
performance of work under the grant and who are on the grantee's payroll. This definition
does not include workers not on the payroll of the grantee (e.g., volunteers, even if used
to meet a matching requirement; consultants or independent contractors not on the
grantee's payroll; or employees of subrecipients or subcontractors in covered
workplaces).

The grantee certifies that it will or will continue to provide a drug-free workplace by:

A.

Publishing a statement notifying employees that the unlawful manufacture, distribution,
dispensing, possession, or use of a controlled substance is prohibited in the grantee's workplace
and specifying the actions that will be taken against employees for violation of such prohibition;

Establishing an ongoing drug-free awareness program to inform employees about:
(1) The dangers of drug abuse in the workplace;
(2) the grantee's policy of maintaining a drug-free workplace;
(3) any available drug counseling, rehabilitation, and employee assistance programs; and

(4) the penalties that may be imposed upon employees for drug abuse violations occurring in
the workplace;

Making it a requirement that each employee to be engaged in the performance of the grant be
given a copy of the statement required by paragraph (a);

Notifying the employee in the statement required by paragraph (a) that, as a condition of
employment under the grant, the employee will:

(1) Abide by the terms of the statement; and

(2) notify the employer in writing of his or her conviction for a violation of a criminal drug
statute occurring in the workplace no later than five calendar days after such conviction;

Notifying the Division in writing, within ten calendar days after receiving notice under paragraph
D(2) from an employee or otherwise receiving actual notice of such conviction. Employers of
convicted employees must provide notice, including position title, to every grant officer or other
designee on whose grant activity the convicted employee was working, unless the Federal agency
has designated a central point for the receipt of such notices. Notice shall include the
identification number(s) of each affected grant;

Taking one of the following actions, within 30 calendar days of receiving notice under paragraph
D(2), with respect to any employee who is so convicted:

(1) Taking appropriate personnel action against such an employee, up to and including
termination, consistent with the requirements of the Rehabilitation Act of 1973, as
amended; or
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(2) requiring such employee to participate satisfactorily in a drug abuse assistance or
rehabilitation program approved for such purposes by a Federal, State, or local health,
law enforcement, or other appropriate agency;

G. Making a good faith effort to continue to maintain a drug-free workplace through implementation
of paragraphs A, B, C, D, E, and F.

The grantee may insert in the space provided below the site(s) for the performance of work done in
connection with the specific grant (use attachments if needed. If attachments are needed, use the table
provided below):

Place of Performance

Name of Location:
All Magellan Health Facilities

Line 1 (Street Name and Number):

Address Line 2 (Suite, Room, etc.):

City: State: | Zip Code: County:

Mailing Address (P.O. Box): | City: State: | Zip Code: County:

[ ] Check if there are workplaces on file that are not identified here.

---->NOTE: Sections 76.630(c) and (d)(2) and 76.635(a)(1) and (b) provide that a Federal agency may
designate a central receipt point for STATE-WIDE AND STATE AGENCY-WIDE certifications, and for
notification of criminal drug convictions. For HHS, the central receipt point is Division of Grants
Management and Oversight, Office of Management and Acquisition, HHS, Room 517-D, 200
Independence Ave, S.W., Washington, D.C. 20201

National Imaging Associates
Name of Offeror

/ /&rém, ///ﬂ//yh iy Z, /i Y nsins,
Printed name of person attesting for Offeror Title of pérsofi attesting for Offeror //T/

e Tl

Signature of person attesting for Offeror Date
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DHHS Certification Regarding Drug-Free Workplace Requirements: Grantees Other than

Individuals

Instructions for Certification: By signing and/or submitting this application or grant agreement, the
grantee is providing the certification set out below.

1)

This certification is required by regulations implementing the Drug-Free Act of 1988, 45
C.F.R. Part 76, Subpart F. The regulations, published in the May 25, 1990, Fedefatgister,
require certification by grantees that they will maintain a drug-free workplackhe certification
set out below is a material representation of fact upon which reliance witle placed when the
Department of Health and Human Services (HHS) determines tward the grant. If it is later
determined that the grantee knowingly rendered a falseertification, or otherwise violates the
requirements of the Drug-Free Workplace ActHHS, in addition to any other remedies
available to the Federal Government, maydatien authorized under the Drug-Free
Workplace Act.

Workplaces under grants, for grantees other than individuals, need not be identifiedtoa
certification. If known, they may be identified in the grant application. If the grantiees not
identify the workplaces at the time of application, or upon award, if there isapplication, the
grantee must keep the identity of the workplace(s) on file in its officevaaiet the information
available for Federal inspection. Failure to identify all knowmorkplaces constitutes a
violation of the grantee's drug-free workplace requirements.

Workplace identifications must include the actual address of buildings (or partskafildings)
or other sites where work under the grant takes place. Categorical descriptionmay be used
(e.g., all vehicles of a mass transit authority or State highway departmenivhile in operation,
State employees in each local unemployment office, performersdoncert halls or radio
studios).

If the workplace identified to the Division changes during the performance of the grantthe
grantee shall inform the Division of the change(s), if it previously identified ¥harkplaces in
question (see above).

Definitions of terms in the Non-procurement Suspension and Debarment common ruded
Drug-Free Workplace common rule apply to this certification. Grantees' attentiondalled, in
particular, to the following definitions from these rules:

a. "Controlled substance" means a controlled substance in Schedules | through Vtbé
Controlled Substances Act (21 U.S.C. 812) and as further definedrbgulation (21
C.F.R. § 1308.11 through § 1308.15);

b. "Conviction" means a finding of guilt (including a plea of nolo contendere) or
imposition of sentence, or both, by any judicial body charged with thesponsibility
to determine violations of the Federal or State criminal drugiatutes;

c. “Criminal drug statute" means a Federal or non-Federal criminal statute involtfireg
manufacture, distribution, dispensing, use, or possession of any contrdii¢alstance;

d. "Employee" means the employee of a grantee directly engaged in thgerformance
of work under a grant, including (i) all direct charge employees; (il indirect
charge employees unless their impact or involvement is insignificant the
performance of the grant; and (iii) temporary personnel and consultants who
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are directly engaged in the performance of work under the grant and who are on
the grantee's payroll. This definition does not include workers not on the payroll
of the grantee (e.g., volunteers, even if used to meet a matching requirement;
consultants or independent contractors not on the grantee's payroll; or
employees of subrecipients or subcontractors in covered workplaces).

The grantee certifies that it will or will continue to provide a drug-free workplace by:

A

G.

Publishing a statement notifying employees that the unlawful manufacture, distribution,
dispensing, possession, or use of a controlled substance is prohibited in the grantee's
workplace and specifying the actions that will be taken against employees for violation of
such prohibition;

Establishing an ongoing drug-free awareness program to inform employees about:

(1) The dangers of drug abuse in the workplace;

(2) the grantee's policy of maintaining a drug-free workplace;

(3) any available drug counseling, rehabilitation, and employee assistance
programs; and

(4) the penalties that may be imposed upon employees for drug abuse violations
occurring in the workplace;

Making it a requirement that each employee to be engaged in the performance of the
grant be given a copy of the statement required by paragraph (a);

Notifying the employee in the statement required by paragraph (a) that, as a condition of
employment under the grant, the employee will:

(1) Abide by the terms of the statement; and

(2) notify the employer in writing of his or her conviction for a violation of a criminal
drug statute occurring in the workplace no later than five calendar days after
such conviction;

Notifying the Division in writing, within ten calendar days after receiving notice under
paragraph D(2) from an employee or otherwise receiving actual notice of such conviction.
Employers of convicted employees must provide notice, including position title, to every
grant officer or other designee on whose grant activity the convicted employee was
working, unless the Federal agency has designated a central point for the receipt of such
notices. Notice shall include the identification number(s) of each affected grant;

Taking one of the following actions, within 30 calendar days of receiving notice under
paragraph D(2), with respect to any employee who is so convicted:

(1) Taking appropriate personnel action against such an employee, up to and
including termination, consistent with the requirements of the Rehabilitation Act
of 1973, as amended; or

(2) requiring such employee to participate satisfactorily in a drug abuse assistance
or rehabilitation program approved for such purposes by a Federal, State, or
local health, law enforcement, or other appropriate agency;

Making a good faith effort to continue to maintain a drug-free workplace through
implementation of paragraphs A, B, C, D, E, and F.

The grantee may insert in the space provided below the site(s) for the performance of work done
in connection with the specific grant (use attachments if needed. If attachments are needed, use
the table provided below):
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[Place of Performance

Name of Location: NCH Management Systems, Inc.

Line 1 (Street Name and Number): 675 Placentia Avenue

Address Line 2 (Suite, Room, etc.): Suite 300

City: Brea State:  |Zip Code: 92821 County: Orange

CA
Mailing Address (P.O. Box): City: State: Zip Code: County:
675 Placentia Avenue Brea CA 92821 Orange

[ 1 Check if there are workplaces on file that are not identified here.

---->NOTE: Sections 76.630(c) and (d)(2) and 76.635(a)(1) and (b) provide that a Federal agency may
designate a central receipt point for STATE-WIDE AND STATE AGENCY-WIDE certifications, and for
notification of criminal drug convictions. For HHS, the central receipt point is Division of Grants
Management and Oversight, Office of Management and Acquisition, HHS, Room 517-D, 200
Independence Ave, S.W., Washington, D.C. 20201

NCH Management Systems, Inc
Name of Offeror

Scott Pritchard

Printed name of person attesting for Offeror

President
Title of person attesting for Offeror

Signature of person attesting for Offeror

1/28/2022
Date
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DHHS Certification Regarding Drug-Free Workplace Requirements: Grantees Other than

Individuals

Instructions for Certification: By signing and/or submitting this application or grant agreement, the
grantee is providing the certification set out below.
1) This certification is required by regulations implementing the Drug-Free Act of 1988, 45 C.F.R. Part 76,

2)

3)

4)

5)

Subpart F. The regulations, published in the May 25, 1990, Federal Register, require certification by
grantees that they will maintain a drug-free workplace. The certification set out below is a material
representation of fact upon which reliance will be placed when the Department of Health and Human
Services (HHS) determines to award the grant. If it is later determined that the grantee knowingly rendered
a false certification, or otherwise violates the requirements of the Drug-Free Workplace Act, HHS, in
addition to any other remedies available to the Federal Government, may take action authorized under the
Drug-Free Workplace Act.

Workplaces under grants, for grantees other than individuals, need not be identified on the certification. If
known, they may be identified in the grant application. If the grantee does not identify the workplaces at
the time of application, or upon award, if there is no application, the grantee must keep the identity of the
workplace(s) on file in its office and make the information available for Federal inspection. Failure to
identify all known workplaces constitutes a violation of the grantee's drug-free workplace requirements.

Workplace identifications must include the actual address of buildings (or parts of buildings) or other sites
where work under the grant takes place. Categorical descriptions may be used (e.g., all vehicles of a mass
transit authority or State highway department while in operation, State employees in each local
unemployment office, performsers in concert halls or radio studios).

If the workplace identified to the Division changes during the performance of the grant, the grantee shall
inform the Division of the change(s), if it previously identified the workplaces in question (see above).

Definitions of terms in the Nonprocurement Suspension and Debarment common rule and Drug-Free
Workplace common rule apply to this certification. Grantees' attention is called, in particular, to the
following definitions from these rules:

a. "Controlled substance" means a controlled substance in Schedules I through V of the Controlled
Substances Act (21 U.S.C. 812) and as further defined by regulation (21 C.F.R. § 1308.11 through
§ 1308.15);

b. "Conviction" means a finding of guilt (including a plea of nolo contendere) or imposition of
sentence, or both, by any judicial body charged with the responsibility to determine violations of
the Federal or State criminal drug statutes;

c. “Criminal drug statute" means a Federal or non-Federal criminal statute involving the
manufacture, distribution, dispensing, use, or possession of any controlled substance;

d. "Employee" means the employee of a grantee directly engaged in the performance of work under a
grant, including (i) all direct charge employees; (ii) all indirect charge employees unless their
impact or involvement is insignificant to the performance of the grant; and (iii) temporary
personnel and consultants who are directly engaged in the performance of work under the grant
and who are on the grantee's payroll. This definition does not include workers not on the payroll of
the grantee (e.g., volunteers, even if used to meet a matching requirement; consultants or
independent contractors not on the grantee's payroll; or employees of subrecipients or
subcontractors in covered workplaces).

The grantee certifies that it will or will continue to provide a drug-free workplace by:
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A. Publishing a statement notifying employees that the unlawful manufacture, distribution, dispensing,
possession, or use of a controlled substance is prohibited in the grantee's workplace and specifying the
actions that will be taken against employees for violation of such prohibition;

B. Establishing an ongoing drug-free awareness program to inform employees about:
(1) The dangers of drug abuse in the workplace;
(2) the grantee's policy of maintaining a drug-free workplace;
(3) any available drug counseling, rehabilitation, and employee assistance programs; and

(4) the penalties that may be imposed upon employees for drug abuse violations occurring in the
workplace;

C. Making it a requirement that each employee to be engaged in the performance of the grant be given a copy
of the statement required by paragraph (a);

D. Notifying the employee in the statement required by paragraph (a) that, as a condition of employment under
the grant, the employee will:

(1) Abide by the terms of the statement; and

(2) notify the employer in writing of his or her conviction for a violation of a criminal drug statute
occurring in the workplace no later than five calendar days after such conviction;

E. Notifying the Division in writing, within ten calendar days after receiving notice under paragraph D(2)
from an employee or otherwise receiving actual notice of such conviction. Employers of convicted
employees must provide notice, including position title, to every grant officer or other designee on whose
grant activity the convicted employee was working, unless the Federal agency has designated a central
point for the receipt of such notices. Notice shall include the identification number(s) of each affected
grant;

F. Taking one of the following actions, within 30 calendar days of receiving notice under paragraph D(2),
with respect to any employee who is so convicted:

(1) Taking appropriate personnel action against such an employee, up to and including termination,
consistent with the requirements of the Rehabilitation Act of 1973, as amended; or

(2) requiring such employee to participate satisfactorily in a drug abuse assistance or rehabilitation
program approved for such purposes by a Federal, State, or local health, law enforcement, or other
appropriate agency;

G. Making a good faith effort to continue to maintain a drug-free workplace through implementation of
paragraphs A, B, C, D, E, and F.

The grantee may insert in the space provided below the site(s) for the performance of work done in
connection with the specific grant (use attachments if needed. If attachments are needed, use the table
provided below):
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Place of Performance

Name of Location: See Location Attachment below

Line 1 (Street Name and Number):

Address Line 2 (Suite, Room, etc.):

City: State: | Zip Code: County:

Mailing Address (P.O. Box): | City: State: | Zip Code: County:

[ ] Check if there are workplaces on file that are not identified here.

---->NOTE: Sections 76.630(c) and (d)(2) and 76.635(a)(1) and (b) provide that a Federal agency may
designate a central receipt point for STATE-WIDE AND STATE AGENCY-WIDE certifications, and for
notification of criminal drug convictions. For HHS, the central receipt point is Division of Grants
Management and Oversight, Office of Management and Acquisition, HHS, Room 517-D, 200
Independence Ave, S.W., Washington, D.C. 20201

Vigilant Health
Name of Offeror

David Coppeans Chief Operating Officer
Printed name of person attesting for Offeror Title of person attesting for Offeror
M @WM\D/ 1/24/2022
Signature of persm'l a'ttesting for Offeror Date
3
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Place of Performance

Name of Location: Biloxi - Vigilant Health Diabetes Care Memorial Physician Clinics at Medical Park Drive

Line 1 (Street Name and Number): 1759 Medical Park Drive

Address Line 2 (Suite, Room, etc.): Suite A

City: State: | Zip Code: County:
Biloxi MS 39502

Mailing Address (P.O. Box): | City: State: | Zip Code: County:

Place of Performance

Name of Location: Clarksdale - Vigilant Health Diabetes Care

Line 1 (Street Name and Number): 580 Friars Point Road

Address Line 2 (Suite, Room, etc.):

City State: | Zip Code: County:

"Clarksdale MS 38614

Mailing Address (P.O. Box): | City: State: | Zip Code: County:

Place of Performance

Name of Location: Flowood - Vigilant Health Diabetes Care Professional Center

Line 1 (Street Name and Number): 1040 River Qaks Drive

Address Line 2 (Suite, Room, etc.): Syite 302

City: State: | Zip Code: County:
Flowood MS 39232

Mailing Address (P.O. Box): | City: State: | Zip Code: County:

Place of Performance

Name of Location: Greenville - Vigilant Health Diabetes Care

Line 1 (Street Name and Number): 1997 Medical Park Drive

Address Line 2 (Suite, Room, etc.):

City: State: | Zip Code: County:
Greenville MS 38703

Mailing Address (P.O. Box): | City: State: | Zip Code: County:
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Place of Performance

Name of Location: Hattiesburg - Vigilant Health Diabetes Care - Inside Southern Medical Care

Line 1 (Street Name and Number): 6600 US Hwy 98, Suite B

Address Line 2 (Suite, Room, etc.): Suite B

City: State: | Zip Code: County:
Hattiesburg MS 39402

Mailing Address (P.O. Box): | City: State: | Zip Code: County:

Place of Performance

Name of Location: Inadianola - Vigilant Health Diabetes Care- inside Delta Surgical Clinic

Line 1 (Street Name and Number): 110 E. Baker Street

Address Line 2 (Suite, Room, etc.): Suite A

City: State: | Zip Code: County:
Indianola MS 38751

Mailing Address (P.O. Box): | City: State: | Zip Code: County:

Place of Performance

Name of Location: Jackson - Vigilant Health Diabetes Care Professional Center

Line 1 (Street Name and Number): 1806 Chadwick

Address Line 2 (Suite, Room, etc.): Syite 104

City: State: | Zip Code: County:
Jackson MS 39204

Mailing Address (P.O. Box): | City: State: | Zip Code: County:

Place of Performance

Name of Location: Laurel - Vigilant Health Diabetes Care

Line 1 (Street Name and Number): 1104 W. First Street

Address Line 2 (Suite, Room, etc.): Suite 4

City: State: | Zip Code: County:
Laurel MS 39440

Mailing Address (P.O. Box): | City: State: | Zip Code: County:

Place of Performance

Name of Location: Vicksburg - Vigilant Health Diabetes Care

Line 1 (Street Name and Number): One Medical Plaza Drive

Address Line 2 (Suite, Room, etc.):

City: State: | Zip Code: County:
Vlcksburg MS 39180

Mailing Address (P.O. Box): | City: State: | Zip Code: County:
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DHHS Certification Regarding Drug-Free Workplace Requirements: Grantees Other than

Individuals

Instructions for Certification: By signing and/or submitting this application or grant agreement, the
grantee is providing the certification set out below.

1)

2)

3)

4)

)

This certification is required by regulations implementing the Drug-Free Act of 1988, 45 C.F.R.
Part 76, Subpart F. The regulations, published in the May 25, 1990, Federal Register, require
certification by grantees that they will maintain a drug-free workplace. The certification set out
below is a material representation of fact upon which reliance will be placed when the
Department of Health and Human Services (HHS) determines to award the grant. If it is later
determined that the grantee knowingly rendered a false certification, or otherwise violates the
requirements of the Drug-Free Workplace Act, HHS, in addition to any other remedies available
to the Federal Government, may take action authorized under the Drug-Free Workplace Act.

Workplaces under grants, for grantees other than individuals, need not be identified on the
certification. If known, they may be identified in the grant application. If the grantee does not
identify the workplaces at the time of application, or upon award, if there is no application, the
grantee must keep the identity of the workplace(s) on file in its office and make the information
available for Federal inspection. Failure to identify all known workplaces constitutes a violation
of the grantee's drug-free workplace requirements.

Workplace identifications must include the actual address of buildings (or parts of buildings) or
other sites where work under the grant takes place. Categorical descriptions may be used (e.g., all
vehicles of a mass transit authority or State highway department while in operation, State
employees in each local unemployment office, performsers in concert halls or radio studios).

If the workplace identified to the Division changes during the performance of the grant, the
grantee shall inform the Division of the change(s), if it previously identified the workplaces in
question (see above).

Definitions of terms in the Nonprocurement Suspension and Debarment common rule and Drug-
Free Workplace common rule apply to this certification. Grantees' attention is called, in
particular, to the following definitions from these rules:

a. "Controlled substance" means a controlled substance in Schedules I through V of the
Controlled Substances Act (21 U.S.C. 812) and as further defined by regulation (21
C.F.R. § 1308.11 through § 1308.15);

b. "Conviction" means a finding of guilt (including a plea of nolo contendere) or imposition
of sentence, or both, by any judicial body charged with the responsibility to determine
violations of the Federal or State criminal drug statutes;

c. “Criminal drug statute" means a Federal or non-Federal criminal statute involving the
manufacture, distribution, dispensing, use, or possession of any controlled substance;

d. "Employee" means the employee of a grantee directly engaged in the performance of
work under a grant, including (i) all direct charge employees; (ii) all indirect charge
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employees unless their impact or involvement is insignificant to the performance of the
grant; and (iii) temporary personnel and consultants who are directly engaged in the
performance of work under the grant and who are on the grantee's payroll. This definition
does not include workers not on the payroll of the grantee (e.g., volunteers, even if used
to meet a matching requirement; consultants or independent contractors not on the
grantee's payroll; or employees of subrecipients or subcontractors in covered
workplaces).

The grantee certifies that it will or will continue to provide a drug-free workplace by:

A.

Publishing a statement notifying employees that the unlawful manufacture, distribution,
dispensing, possession, or use of a controlled substance is prohibited in the grantee's workplace
and specifying the actions that will be taken against employees for violation of such prohibition;

Establishing an ongoing drug-free awareness program to inform employees about:
(1) The dangers of drug abuse in the workplace;
(2) the grantee's policy of maintaining a drug-free workplace;
(3) any available drug counseling, rehabilitation, and employee assistance programs; and

(4) the penalties that may be imposed upon employees for drug abuse violations occurring in
the workplace;

Making it a requirement that each employee to be engaged in the performance of the grant be
given a copy of the statement required by paragraph (a);

Notifying the employee in the statement required by paragraph (a) that, as a condition of
employment under the grant, the employee will:

(1) Abide by the terms of the statement; and

(2) notify the employer in writing of his or her conviction for a violation of a criminal drug
statute occurring in the workplace no later than five calendar days after such conviction;

Notifying the Division in writing, within ten calendar days after receiving notice under paragraph
D(2) from an employee or otherwise receiving actual notice of such conviction. Employers of
convicted employees must provide notice, including position title, to every grant officer or other
designee on whose grant activity the convicted employee was working, unless the Federal agency
has designated a central point for the receipt of such notices. Notice shall include the
identification number(s) of each affected grant;

Taking one of the following actions, within 30 calendar days of receiving notice under paragraph
D(2), with respect to any employee who is so convicted:

(1) Taking appropriate personnel action against such an employee, up to and including
termination, consistent with the requirements of the Rehabilitation Act of 1973, as
amended; or
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(2) requiring such employee to participate satisfactorily in a drug abuse assistance or
rehabilitation program approved for such purposes by a Federal, State, or local health,
law enforcement, or other appropriate agencys;

G. Making a good faith effort to continue to maintain a drug-free workplace through implementation
of paragraphs A, B, C, D, E, and F.

The grantee may insert in the space provided below the site(s) for the performance of work done in
connection with the specific grant (use attachments if needed. If attachments are needed, use the table
provided below):

Place of Performance

Name of Location: MTM Mississippi Office

Line 1 (Street Name and Number): 6360 [-55 N

Address Line 2 (Suite, Room, etc.): Syite 201

City: Jackson S{&t’es: Zip Code: 39211 County: Hinds

Mailing Address (P.O. Box): | City: State: | Zip Code: County:
Same as above

[ ] Check if there are workplaces on file that are not identified here.

---->NOTE: Sections 76.630(c) and (d)(2) and 76.635(a)(1) and (b) provide that a Federal agency may
designate a central receipt point for STATE-WIDE AND STATE AGENCY-WIDE certifications, and for
notification of criminal drug convictions. For HHS, the central receipt point is Division of Grants
Management and Oversight, Office of Management and Acquisition, HHS, Room 517-D, 200
Independence Ave, S.W., Washington, D.C. 20201

Medical Transportation Management, Inc. (MTM)
Name of Offeror

Alaina Macid President and CEO
Printed name of person attesting for Offeror Title of person attesting for Offeror

. s
/@@WM/ (/2 ALA 2/9/2022

Sigﬁature of person attesting for Offeror Date

[END OF RESPONSE]
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The grantee may insert in the space provided below the site(s) for the performance of work done in
connection with the specific grant (use attachments if needed. If attachments are needed, use the table

provided below)-

Place of Performance

Name of Location: TumingPoint Healthcare Solutions, LLC

Line | (Street Name and Number): 1000 Primera Boulevard

Address Line 2 (Suite, Room, etc.): Suite 3160

City: State: | Zip Code: County:
Lake Mary FL 32746 Seminole
Mailing Address (P.O. Box): City: State: | Zip Code: County:

1 I Check if there are workplaces on me that are not identined here.

->NOTE: Sections 76.630(c) and (d){2) and 76.63S(a){l) and (b) provide that a Federal agency may designate

a central receipt point for STATE-WIDE AND STATE AGENCY-WIDE certifications, and for notification of
criminal drug convictions. For HHS, the central receipt point is Division of Grants Management and Oversight,
Office of Management and Acquisition, HHS, Room 517-D, 200 Independence Ave, S.W., Washington, D.C.

20201

Tﬁll‘ning Point Healthcal’e Solutions, LLC

Name of Offeror
Chief Executive Officer

Eric Pezzi

Title of person attesting for Offeror

Printed name of person attesting for Offeror

— o @ R _ o
Signature of person attcwr Offeror 7 7
Date

[END OF RESPONSE]

Page 3 of 2
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DHHS Certification Regarding Debarment, Suspension, and Other Responsibility Matters

Primary Covered Transactions
45 CFR Part 76,

The prospective primary participant certifies to the best of its knowledge and belief that it and its

principals:

a.

Are not presently debarred, suspended, proposed for debarment, declared ineligible, or
voluntarily excluded by any Federal department or agency;

Have not within a three-year period preceding this qualification been convicted of or had
a civil judgment rendered against them for commission of fraud or a criminal offense in
connection with obtaining, attempting to obtain, or performing a public (Federal, State or
local) transaction or contract under a public transaction; violation of Federal or State
antitrust statutes or commission of embezzlement, theft, forgery, bribery, falsification or
destruction of records, making false statements, or receiving stolen property;

Are not presently indicted for or otherwise criminally or civilly charged by a govemment
entity (Federal, State or local) with commission of any of the offenses enumerated in
paragraph (1)(b) of this certification; and

Have not within a three-year period preceding this qualification had one or more public
transactions (Federal, State or local) terminated for cause or default.

Where the prospective primary participant is unable to certify to any of the statements in this
certification, such prospective participant shall attach an explanation to this qualification.

Magnolia Health Plan, Inc.

Aaron Sisk

Name of Offeror

President and CEO

Printed name of person attesting for Offeror Title of person attesting for Offeror

M 02./Z3'/ZPZ’L

Signature of persorf attesting for Offeror Date

[END OF RESPONSE]
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Transmittal Letter: 4.1, Transmittal Letter

~

Attachment 4.1.3

Magnolia Health Plan, Inc.'s

Insurance License from Mississippi Insurance Department (MID)

/

magnolia health.
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MIKE CHANEY
Commissioner of Insurance
State Fire Marshal

MISSISSIPPI
CERTIFICATE OF AUTHORITY

t, THE UNDERSIGNED COMMISSIONER OF INSURANCE, OF THE STATE OF MISSISSIPPI, DO HEREBY CERTIFY THAT

MAGNOLIA HEALTH PLAN INC.
111 EAST CAPITOL STREET
SUITE 500
JACKSON, MS 39201

LICENSE NUMBER: 1000006

HAS COMPLIED WITH ALL THE REQUIREMENTS OF THE LAWS OF THIS STATE APPLICABLE TO SAID COMPANY
AND IS AUTHORIZED TO TRANSACT THE BUSINESS OF:

HEALTH MAINTENANCE ORGANIZATION

IN ACCORDANCE WITH THE LAWS THEREOF UNTIL:  12/31/2022

SR B

MIKE CHANEY
COMMISSIONER OF INSURANCE
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Attachment 4.1.14

Amendments to the RFQ issued by the Division

Signed by Magnolia Health Plan, Inc.

magnolia health.
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Amendment #1 to RFQ 20211210: Section S — Enterprise Security Policy —
Issued January 21, 2022

This Amendment must be signed and submitted as a part of any proposal to be considered for this
procurement. The following section of RFP #20211210 is amended to correct Section 5: Authority,
References, and Disclaimers in reference to accessing the State of Mississippi’s Enterprise Security
Policy to read as follows, with removed text stricken through and replacement text added in RED:

%eéMefpﬂse-Seeuﬂty-Pekey is-avatable- &e-&hird-pameseaﬂ ﬁeed-te—kaew-baswmdﬁquwes-%he

pﬁef-w-aeeessmg%epekey-q:he%fepes -Contractor may-request- mdméaal»see&ens eﬁ the%ma—pﬁse
Seeurity-Roliey-or-tequest-the-entire-document-by-contacting-the-Office-of Procurement.

Instructions to-acquire & eopy-of the Enterprise Seeurity-Policy can be-found- at-the folewing- linle:
http:Hwawwts:ms:goviServices/Rages/tENTERPRISE-SECURITY -ROLICY -aspx

The Enterprise Sccurity Policy can be found at the following link:
https://www.sos.ms.gov/adminscarch/ACProposcd/00020006b. pdf

Receipt of Amendment Acknowledged:
~

(Si¢nature)

Aaron Sisk
(Printed)

President and CEO
(Title)

Magnolia Health Plan, Inc.
(Company)
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Amendment #2 to RFQ 20211210: RFQ Mandatory Pre-Qualification Question and Answer Document — Issued

this is only referring to the unmarked submisston? If
this requirement is inclusive of the marked section, can
the Division please expand on what is included under
“branding?”

January 21, 2022
Que;tlon Sel:tl;gl 4 Pl::eQ " Question DOM Response
“Branding” includes company colors, logos, or other symbols or
In the mandatory Pre-Qualification Conference, the designs adopted by an organization to identify itself, its
Division stated that *“No branding may be included in products. or its corporate parents or siblings.
any part of the proposal.” Can the Division please
. clarify what is considered branding (logos, colors, etc.) | Branding must not appear in the Offcror’s Technical (unmarked)
1 N/A N/A . . h . . "
and confirm that this requirement applies across the proposal. Branding may appear in the Otteror’s Management
entire proposal including both the Technical (unmarked) | (marked) proposal. However. the Offeror must still use black.
and Management (marked) components? Times New Roman 12 pt. font for responsces, and black, Times
New Roman tont no smaller than 9 pt. for any tables, graphics,
charts, figures, footnotes, and headers/footers.
The Clarification of Formatting Requirements slide at ‘(‘jBrg nc!ing” iy company cglors, !ogos? or.othcr y JElmECy
. . L. csigns adopted by an organization to identify itsclf, its
the Mandatory Pre-Qualification Conference indicated ducts. or its corporate parents or siblines
that “no branding may be included in any part of the products. s corp P T £
5 N/A NIA g: ::l?tsﬁcl)'ingﬁl r:i;h&?::;srf:dif:gz:?}?;? pl:ot;;:j orif Branding must not appear in the Offeror’s Technical (unmarked)

proposal. Branding may appcar in thc Ofteror’s Management
(marked) proposal. However, the Offeror must still use black,
Times New Roman 12 pt. font for responscs, and black, Times
New Roman font no smaller than 9 pt. for any tables, graphics,
charts, figures, footnotes, and headers/footers.

Receipt of Amendment #2 Acknowledged:

Printed Name: Aaron Sisk

Signaturc:

Title: President and CEO

Company: Magnolia Health Plan, lnc._

Page 1 of 1
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Transmittal Letter: 4.1, Transmittal Letter

Amendment #3 to RFQ 20211210: RFO Appendices D, E. F, G, and H in
Word Format — Issued January 21, 2022

Provided herein are Microsoft Word versions of the following Appendices included with RFQ 20211210:
e APPENDIX D: Certifications
¢ APPENDIX E: Innovation and Commitment
e APPENDIX F: Corporate Background and Experience
¢ APPENDIX G: Ownership and Financial Disclosure Information
¢ APPENDIX H: Organization and Staffing

Additionally, the following typographical errors were corrected in the following documents included in
this Amendment:

Appendix E
Text in 4.2.3.6: Health Literacy Campaigns has been altered in the following manner, with removed text
stricken through and replacement text added in RED:

Use the Health Literacy Campaign: Summary Chart on the following page for cach PR Campaign the
Offeror is including in its response to this section, The Offeror must include four (4) Health Literacy
Campaigns in its response.

Appendix F
Text in the header for 4.3.1.2: Corporate Experience has been altered in the following manner, with
removed text stricken through and replacement text added in RED:

4.3.1.+2:Corporate Experience

Appendix H
The form included 4.3.3.5 Subcontractors entitled Prior Experiences with Subcontractor has been

updated to remove one of the fields requesting Geographic and population coverage requirements.
Duplication of this field was an error.

Receipt of Amendment Acknowledged:

%ature)/ y ’

Aaron Sisk
(Printed)

President and CEO
(Title)

Magnolia Health Plan, Inc.
(Company)
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APPENDIX D: Certifications

The forms in this Appendix must be used by the Offeror to provide the following Certifications. The
Offeror must also include a statement in its Transmittal Letter stating that each have been executed. These
Certifications should be included after the last page of the Offeror’s Transmittal Letter.
e Certifications and Assurances Regarding Contingent Fees and Gratuities
0 Representation Regarding Contingent Fees
0 Representation Regarding Gratuities
0 Prospective Contractor’s Representation Regarding Contingent Fees
e DHHS Certification Regarding Drug-Free Workplace Requirements: Grantees Other than
Individuals
e DHHS Certification Regarding Debarment, Suspension, and Other Responsibility Matters

[REST OF PAGE INTENTIONALLY LEFT BLANK]
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Transmittal Letter: Certifications and Assurances

Certifications and Assurances Regarding Contingency Fees and Gratuities

Instructions: Mark the applicable word for each certification provided below. Failure to mark
the applicable word or words and/or to sign the qualification form may result in the
qualification being rejected as nonresponsive. Modifications or additions to any portion of this
qualification document may be cause for rejection of the qualification.

Certifications:
I/We make the following certifications and assurances as a required element of the qualification
to which it is attached, of the understanding that the truthfulness of the facts affirmed here and
the continued compliance with these requirements are conditions precedent to the award or
continuation of the related contract(s) by circling the applicable word or words in each
paragraph below:
1. Representation Regarding Contingent Fees
The Offeror represents that it [ ] has [ ] has not retained a person to solicit or
secure a state contract upon an agreement or understanding for a commission,
percentage, brokerage, or contingent fee, except as disclosed in Contractor’s
qualification.
2. Representation Regarding Gratuities
The Offeror represents that it [ ] has [ ] has not violated, is not violating, and
promises that it will not violate the prohibition against gratuities set forth in Section 6-
204 (Gratuities) of the Mississippi Public Procurement Review Board Rules and
Regulations.
3. Prospective Contractor’s Representation Regarding Contingent Fees
The prospective Contractor (Offeror) represents as a part of such Contractor’s
qualification that such Contractor [ ] has [ ]has not retained any person or
agency on a percentage, commission, or other contingent arrangement to secure this
contract.

Name of Offeror

Printed name of person attesting for Offeror Title of person attesting for Offeror
Signature of person attesting for Offeror Date
[END OF RESPONSE]
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Transmittal Letter: DHHS Certification Regarding Drug-Free Workplace Requirements

DHHS Certification Regarding Drug-Free Workplace Requirements: Grantees Other than

Individuals

Instructions for Certification: By signing and/or submitting this application or grant agreement, the
grantee is providing the certification set out below.

1)

2)

3)

4)

5)

This certification is required by regulations implementing the Drug-Free Act of 1988, 45 C.F.R.
Part 76, Subpart F. The regulations, published in the May 25, 1990, Federal Register, require
certification by grantees that they will maintain a drug-free workplace. The certification set out
below is a material representation of fact upon which reliance will be placed when the
Department of Health and Human Services (HHS) determines to award the grant. If it is later
determined that the grantee knowingly rendered a false certification, or otherwise violates the
requirements of the Drug-Free Workplace Act, HHS, in addition to any other remedies available
to the Federal Government, may take action authorized under the Drug-Free Workplace Act.

Workplaces under grants, for grantees other than individuals, need not be identified on the
certification. If known, they may be identified in the grant application. If the grantee does not
identify the workplaces at the time of application, or upon award, if there is no application, the
grantee must keep the identity of the workplace(s) on file in its office and make the information
available for Federal inspection. Failure to identify all known workplaces constitutes a violation
of the grantee's drug-free workplace requirements.

Workplace identifications must include the actual address of buildings (or parts of buildings) or
other sites where work under the grant takes place. Categorical descriptions may be used (e.g., all
vehicles of a mass transit authority or State highway department while in operation, State
employees in each local unemployment office, performsers in concert halls or radio studios).

If the workplace identified to the Division changes during the performance of the grant, the
grantee shall inform the Division of the change(s), if it previously identified the workplaces in
question (see above).

Definitions of terms in the Nonprocurement Suspension and Debarment common rule and Drug-
Free Workplace common rule apply to this certification. Grantees' attention is called, in
particular, to the following definitions from these rules:

a. "Controlled substance" means a controlled substance in Schedules I through V of the
Controlled Substances Act (21 U.S.C. 812) and as further defined by regulation (21
C.F.R. § 1308.11 through § 1308.15);

b. "Conviction" means a finding of guilt (including a plea of nolo contendere) or imposition
of sentence, or both, by any judicial body charged with the responsibility to determine
violations of the Federal or State criminal drug statutes;

c. “Criminal drug statute" means a Federal or non-Federal criminal statute involving the
manufacture, distribution, dispensing, use, or possession of any controlled substance;

d. "Employee" means the employee of a grantee directly engaged in the performance of
work under a grant, including (i) all direct charge employees; (ii) all indirect charge
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Transmittal Letter: DHHS Certification Regarding Drug-Free Workplace Requirements

employees unless their impact or involvement is insignificant to the performance of the
grant; and (iii) temporary personnel and consultants who are directly engaged in the
performance of work under the grant and who are on the grantee's payroll. This definition
does not include workers not on the payroll of the grantee (e.g., volunteers, even if used
to meet a matching requirement; consultants or independent contractors not on the
grantee's payroll; or employees of subrecipients or subcontractors in covered
workplaces).

The grantee certifies that it will or will continue to provide a drug-free workplace by:

A.

Publishing a statement notifying employees that the unlawful manufacture, distribution,
dispensing, possession, or use of a controlled substance is prohibited in the grantee's workplace
and specifying the actions that will be taken against employees for violation of such prohibition;

. Establishing an ongoing drug-free awareness program to inform employees about:

(1) The dangers of drug abuse in the workplace;
(2) the grantee's policy of maintaining a drug-free workplace;
(3) any available drug counseling, rehabilitation, and employee assistance programs; and

(4) the penalties that may be imposed upon employees for drug abuse violations occurring in
the workplace;

Making it a requirement that each employee to be engaged in the performance of the grant be
given a copy of the statement required by paragraph (a);

Notifying the employee in the statement required by paragraph (a) that, as a condition of
employment under the grant, the employee will:

(1) Abide by the terms of the statement; and

(2) notify the employer in writing of his or her conviction for a violation of a criminal drug
statute occurring in the workplace no later than five calendar days after such conviction;

Notifying the Division in writing, within ten calendar days after receiving notice under paragraph
D(2) from an employee or otherwise receiving actual notice of such conviction. Employers of
convicted employees must provide notice, including position title, to every grant officer or other
designee on whose grant activity the convicted employee was working, unless the Federal agency
has designated a central point for the receipt of such notices. Notice shall include the
identification number(s) of each affected grant;

Taking one of the following actions, within 30 calendar days of receiving notice under paragraph
D(2), with respect to any employee who is so convicted:

(1) Taking appropriate personnel action against such an employee, up to and including
termination, consistent with the requirements of the Rehabilitation Act of 1973, as
amended; or
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(2) requiring such employee to participate satisfactorily in a drug abuse assistance or
rehabilitation program approved for such purposes by a Federal, State, or local health,
law enforcement, or other appropriate agency;

G. Making a good faith effort to continue to maintain a drug-free workplace through implementation
of paragraphs A, B, C, D, E, and F.

The grantee may insert in the space provided below the site(s) for the performance of work done in
connection with the specific grant (use attachments if needed. If attachments are needed, use the table
provided below):

Place of Performance

Name of Location:

Line 1 (Street Name and Number):

Address Line 2 (Suite, Room, etc.):

City: State: | Zip Code: County:

Mailing Address (P.O. Box): | City: State: | Zip Code: County:

[ ] Check if there are workplaces on file that are not identified here.

---->NOTE: Sections 76.630(c) and (d)(2) and 76.635(a)(1) and (b) provide that a Federal agency may
designate a central receipt point for STATE-WIDE AND STATE AGENCY-WIDE certifications, and for
notification of criminal drug convictions. For HHS, the central receipt point is Division of Grants
Management and Oversight, Office of Management and Acquisition, HHS, Room 517-D, 200
Independence Ave, S.W., Washington, D.C. 20201

Name of Offeror

Printed name of person attesting for Offeror Title of person attesting for Offeror
Signature of person attesting for Offeror Date
[END OF RESPONSE]
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DHHS Certification Regarding Debarment, Suspension, and Other Responsibility Matters

Primary Covered Transactions
45 CFR Part 76,

The prospective primary participant certifies to the best of its knowledge and belief that it and its

principals:

a.

Are not presently debarred, suspended, proposed for debarment, declared ineligible, or
voluntarily excluded by any Federal department or agency;

Have not within a three-year period preceding this qualification been convicted of or had
a civil judgment rendered against them for commission of fraud or a criminal offense in
connection with obtaining, attempting to obtain, or performing a public (Federal, State or
local) transaction or contract under a public transaction; violation of Federal or State
antitrust statutes or commission of embezzlement, theft, forgery, bribery, falsification or
destruction of records, making false statements, or receiving stolen property;

Are not presently indicted for or otherwise criminally or civilly charged by a government
entity (Federal, State or local) with commission of any of the offenses enumerated in
paragraph (1)(b) of this certification; and

Have not within a three-year period preceding this qualification had one or more public
transactions (Federal, State or local) terminated for cause or default.

Where the prospective primary participant is unable to certify to any of the statements in this
certification, such prospective participant shall attach an explanation to this qualification.

Name of Offeror

Printed name of person attesting for Offeror Title of person attesting for Offeror
Signature of person attesting for Offeror Date
[END OF RESPONSE]
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Mississippi Coordinated Care
RFQ #20211210
Office of the Governor-Division of Medicaid

APPENDIX E: Innovation and Commitment

The forms in this Appendix must be used by the Offeror to respond (either in whole or in part, depending
on the instructions in the RFQ) to the following:
e 4.2.3.3: Social Determinants of Health (SDOH) (Unmarked): 20 points available
4.2.3.4: Value Added Benefits (Value-Adds) (Unmarked): 10 points available
4.2.3.5: Performance Improvement Projects (Unmarked): 10 points available
4.2.3.6: Health Literacy Campaigns (Unmarked): 10 points available
4.3.2.9: Potential Partnerships (Unmarked): 10 points available

The Offeror must respond to all other portions of the Innovation and Commitment section of the RFQ in
the manner and format stated therein. Answers should be presented in the Offeror’s qualification in the
order and format indicated within the RFQ.

[REST OF PAGE INTENTIONALLY LEFT BLANK]
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Technical Qualification: 4.2.3.3: Social Determinants of Health (SDOH) (Unmarked)
4.2.3.3: Social Determinants of Health (SDOH) (Unmarked): 20 points available

If additional and/or dedicated staff will be required to execute the Offeror’s SDOH proposal, use the chart
on the following page to provide that information.

If no additional/dedicated staff will be required to execute the Offeror’s SDOH proposal, indicate that by
marking the below and submitting this page at the end of the Offeror’s SDOH proposal. This page will
not count against the Offeror’s SDOH proposal page limit.

[ ] The Offeror does not expect to require additional and/or dedicated staff to execute its SDOH
proposal.

[REST OF PAGE INTENTIONALLY LEFT BLANK]
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Transmittal Letter: 4.1, Transmittal Letter

Social Determinants of Health: Staffing

Title of Position:

SDOH Component to which Position will be Linked:

Description of Position:

Number of Staff Expected to Fill this Position/Staffing Need:

Employee(s) filling this position would be:
[ JHourly [ ] Salaried

Employee(s) filling this position would be:
[ JFull-Time [ ]Part-Time

Expected Wage of Position (Hourly rate or
salary):

Expected Location of Employee:
[ ] Mississippi [ ] Out-of-State

Title of Position:

SDOH Component to which Position will be Linked:

Description of Position:

Number of Staff Expected to Fill this Position/Staffing Need:

Employee(s) filling this position would be:
[ JHourly [ ] Salaried

Employee(s) filling this position would be:
[ JFull-Time [ ]Part-Time

Expected Wage of Position (Hourly rate or
salary):

Expected Location of Employee:
[ ] Mississippi [ ] Out-of-State

Title of Position:

SDOH Component to which Position will be Linked:

Description of Position:

Number of Staff Expected to Fill this Position/Staffing Need:

Employee(s) filling this position would be:
[ 1Hourly [ ] Salaried

Employee(s) filling this position would be:
[ JFull-Time [ ]Part-Time

Expected Wage of Position (Hourly rate or
salary):

Expected Location of Employee:
[ ] Mississippi [ ] Out-of-State
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Technical Qualification: 4.2.3.4: Value-Added Benefits (Value-Adds) (Unmarked)

4.2.3.4: Value-Added Benefits (Value-Adds) (Unmarked): 10 points available
The Division has provided on the following page a curated set of Value-Added Benefits in which it is
interested for the Offeror to review. The Offeror may choose to use any of these Value-Adds as part of its

proposal or choose to use none.

Use the Proposed Value-Added Benefit: Summary Chart for each Value-Add the Offeror is including in
its response to this section.

If additional and/or dedicated staff will be required to execute a Value-Add, use the Value-Added Benefit:
Staffing Chart to provide that information.

If no additional/dedicated staff will be required to execute any of the Offeror’s Value-Adds, indicate that
by marking the below and submitting this page at the end of the Offeror’s Value-Adds proposal.

[ ] The Offeror does not expect to require additional and/or dedicated staff to execute any of its proposed
Value-Adds.

If the Offeror has chosen not to offer any Value-Adds in its qualification, indicate that below, and submit
this page as the Offeror’s response to this request.

[ ] The Offeror is not including Value-Adds as part of its qualification response.

[REST OF PAGE INTENTIONALLY LEFT BLANK]
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Technical Qualification: 4.2.3.4: Value-Added Benefits (Value-Adds) (Unmarked)

Division-Curated Value-Adds for CCO Contract

The Division has compiled a list of desired Value-Adds for this procurement. If an Offeror chooses to
include value-added services in its qualification, the Offeror may choose from this list, propose their
own original value-added services, or include a combination of both. To the extent that some or all of the
desired value-added services may be covered through the offeror’s Care Management strategy, that
should be made evident in the Offeror’s Care Management answers in its qualification.

Perinatal
1. Full sponsorship, including any materials, fees, transportation, and childcare for
Members, and support for providers, of the Centering Pregnancy Model and/or prenatal
classes for pregnant members.
2. CPR and Parenting classes for parents/caregivers
Dental preventative care during pregnancy and postpartum
4. Wound care management or home health nursing in postpartum for cesarean
sections and slow-healing vaginal lacerations

w

Expanded Services
1. Hearing aids for members over 21
Vision benefits for members over 21
In-home respite services
Home modifications and/or environmental adaptations
Over-the-counter (OTC) monthly allowance for non-prescription/commonly used
OTC and hygiene items
6. Enhanced dental services

WD

Social Determinants of Health
1. Nutrition Assistance, including but not limited to additional nutrition resources for
Members (even those who receive SNAP and/or WIC benefits) and education and
training for Members regarding nutritious foods and food preparation
2. Utility payment assistance
Pest Control/Bed Bug home treatment
4. Education and employment supports, including but not limited to paying for GED
classes, supporting pregnant minors in pursuit of high school diploma, paying for skills
training, and supplying Members with a computer and internet in the home

W

Children

—

A monthly supply of diapers and baby wipes for children until they are potty trained

2. Car seats and booster seats for children, including ensuring that parents/caregivers
receive proper installation training

3. Childcare of a Member’s sibling(s) during a Well Child or EPSDT visit

[REST OF PAGE INTENTIONALLY LEFT BLANK]
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Technical Qualification: 4.2.3.4: Value-Added Benefits (Value-Adds) (Unmarked)

Proposed Value-Added Benefit: Summary Chart

Benefit Name:

Target Beneficiary Population(s):

Benefit description, including any limitations and prior authorization requirements:

Projected utilization in year one (total units):

Price per unit:

Gross value:

Offsetting costs (provide amount and basis for
estimate):

Net Value (gross value minus offsetting costs):

Will a staffing investment be made for this
Value-Add? [ ]Yes [ ]

If yes, use the Proposed Value-Added Benefit:
Staffing Chart to provide details.
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Technical Qualification: 4.2.3.4: Value-Added Benefits (Value-Adds) (Unmarked)

Proposed Value-Added Benefit: Staffing

Title of Position:

Value-Add to which Position will be Linked:

Description of Position:

Number of Staff Expected to Fill this Position/Staffing Need:

Employee(s) filling this position would be:
[ 1Hourly [ ] Salaried

Employee(s) filling this position would be:
[ JFull-Time [ ]Part-Time

Expected Wage of Position (Hourly rate or
salary):

Expected Location of Employee:
[ ] Mississippi [ ] Out-of-State
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Technical Qualification: 4.2.3.5: Performance Improvement Projects (Unmarked)
4.2.3.5: Performance Improvement Projects (Unmarked): 10 points available
Use the Performance Improvement Project (PIP): Summary Chart on the following page for each PIP the
Offeror is including in its response to this section. The Offeror must include four (4) PIP proposals in its

response.

If additional and/or dedicated staff will be required to execute a PIP, use the Performance Improvement
Project (PIP): Staffing Chart to provide that information.

If no additional/dedicated staff will be required to execute any of the Offeror’s PIPs, indicate that by
marking the below and submitting this page at the end of the Offeror’s PIP proposal.

[ ] The Offeror does not expect to require additional and/or dedicated staff to execute any of its proposed
PIPs.

[REST OF PAGE INTENTIONALLY LEFT BLANK]
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Technical Qualification: 4.2.3.5: Performance Improvement Projects (Unmarked)

Performance Improvement Project (PIP): Summary Chart

PIP Title:

Target Beneficiary Population(s):

Overview of PIP Strategy and Goals:

Reason for choosing this PIP:

Tools for measuring impact:

Will a staffing investment be made for this PIP? [ ] Yes [ ]No

If yes, use the Performance Improvement Project (PIP): Staffing Chart to provide details.
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Technical Qualification: 4.2.3.5: Performance Improvement Projects (Unmarked)

Performance Improvement Project: Staffing

Title of Position:

PIP to which Position will be Linked:

Description of Position:

Number of Staff Expected to Fill this Position/Staffing Need:

Employee(s) filling this position would be:
[ JHourly [ ] Salaried

Employee(s) filling this position would be:
[ JFull-Time [ ]Part-Time

Expected Wage of Position (Hourly rate or
salary):

Expected Location of Employee:
[ ] Mississippi [ ] Out-of-State
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Technical Qualification: 4.2.3.6: Health Literacy Campaigns (Unmarked)
4.2.3.6: Health Literacy Campaigns (Unmarked): 10 points available
Use the Health Literacy Campaign: Summary Chart on the following page for each Campaign the Offeror
is including in its response to this section. The Offeror must include four (4) Health Literacy Campaigns

in its response.

If additional and/or dedicated staff will be required to execute a Health Literacy Campaign, use the Health
Literacy Campaign: Staffing Chart to provide that information.

If no additional/dedicated staff will be required to execute any of the Offeror’s proposed Health Literacy
Campaigns, indicate that by marking the below and submitting this page at the end of the Offeror’s Health

Literacy Campaign proposal.

[ ] The Offeror does not expect to require additional and/or dedicated staff to execute any of its proposed
Health Literacy Campaigns.

[REST OF PAGE INTENTIONALLY LEFT BLANK]
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Technical Qualification: 4.2.3.6: Health Literacy Campaigns (Unmarked)

Health Literacy Campaign: Summary Chart

Campaign Title:

Target Beneficiary Population(s):

Overview of Campaign Strategy and Goals:

Reason for choosing this Campaign:

Information Delivery Channel(s) (mailings, social media, traditional media, email, etc.):

Tools for measuring engagement:

Tools for measuring impact:

Will a staffing investment be made for this Campaign?[ ]Yes [ ]No

If yes, use the Health Literacy Campaign: Staffing Chart to provide details.
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Technical Qualification: 4.2.3.6: Health Literacy Campaigns (Unmarked)

Health Literacy Campaign: Staffing

Title of Position:

Campaign to which Position will be Linked:

Description of Position:

Number of Staff Expected to Fill this Position/Staffing Need:

Employee(s) filling this position would be:
[ 1Hourly [ ] Salaried

Employee(s) filling this position would be:
[ JFull-Time [ ]Part-Time

Expected Wage of Position (Hourly rate or
salary):

Expected Location of Employee:
[ ] Mississippi [ ] Out-of-State
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Technical Qualification: 4.2.3.9: Potential Partnerships (Unmarked)
4.2.3.9: Potential Partnerships (Unmarked): 10 points available
Use the Potential Partnerships: Summary Chart on the following page for each Potential Partnership the
Offeror is including in its response to this section. The Offeror must include four (4) potential
partnerships its response.
Additionally, use the Care Management Potential Partnership: Summary Chart for each Care
Management Potential Partnership the Offeror is including in its response to this section. The Offeror
must include four (4) potential partnerships its response.

The Offeror may not duplicate potential partners in answering either part of the section.

[REST OF PAGE INTENTIONALLY LEFT BLANK]
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Technical Qualification: 4.2.3.9: Potential Partnerships (Unmarked)

Potential Partnership: Summary Chart

Name of Organization:

Type of Organization (community-based
organization or government):

Goal of partnership:

Expected financial commitment to project/partnership:

Scale of project (local, statewide):

Population(s) targeted by the partnership:
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Technical Qualification: 4.2.3.9: Potential Partnerships (Unmarked)

Care Management Potential Partnerships: Summary Chart

Name of Organization: Type of Organization (community-based
organization or government):

Type of Referral(s) to be sent to this partner:

Population target(s) for referral to this partner:
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Mississippi Coordinated Care
RFQ # 20211210
Office of the Governor-Division of Medicaid

APPENDIX F: Corporate Background and Experience

The forms in this Appendix must be used by the Offeror to respond (either in whole or in part, depending
on the instructions in the RFQ) to the following:

e 4.3.1.1 Corporate Background

e 4.3.1.2 Corporate Experience

[REST OF PAGE INTENTIONALLY LEFT BLANK]
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Management Qualification: 4.3.1.1 Corporate Background

4.3.1.1: Corporate Background

The Offeror must use the form provided on the next page to detail its corporate background, as required
by 4.3.1.2.2, Corporate Background.

Responses to 4.3.1.1.2, Corporate Resources must be provided as described in the RFQ.

[REST OF PAGE INTENTNIONALLY LEFT BLANK]
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Biographical Information

General Background Information

Date Business was Established:

Legal Business Name as Reported to the Internal Revenue Service:

Doing Business As Name (if applicable): Tax Identification Number (required):

Ownership Type (public company, partnership, subsidiary, etc.):

Number of Personnel Currently Engaged in Operations: | Total Number of Employees:

Professional accreditations pertinent to the services provided by this RFQ:

Location of the Principal Place of Business

Address Line 1 (Street Name and Number):

Address Line 2 (Suite, Room, etc.):

City: State:| Zip Code: County:

Mailing Address (P.O. Box): City: State: | Zip Code: County:

Location of place of performance of the proposed Contract

Address Line 1:

Address Line 2:

City: State: | Zip Code: County:

Contractual Termination

Has the Offeror been a party to any contractual termination within the past five (5) years? [ ] Yes [ ] No

If yes, attach a narrative explanation for each termination including date, market, population covered,
circumstances of termination, and contact information for the state entity that was party to the contract.

[REST OF PAGE INTENTIONALLY LEFT BLANK]
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Management Qualification: 4.3.1.2 Corporate Experience

4.3.1.2: Corporate Experience

Use the following form to provide information for any states that the Offeror is currently or has been
under contract with to provide managed care services since January 1, 2018, for any market of
beneficiaries totaling or exceeding 400,000.

If the Offeror has no current or recent clients, the Offeror must provide an explanation. Offerors must
submit appropriate documentation to support information provided. Acceptance of the explanation

provided is at the discretion of the Division.

[REST OF PAGE INTENTIONALLY LEFT BLANK]
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Management Qualification: 4.3.1.2 Corporate Experience

Corporate Experience: Current and/or Recent Client

Client’s Name:

Client Location

Address Line 1:

Address Line 2:

City: State: Zip Code: County:
Mailing Address (P.O. City: State: | Zip Code: County:
Box):

Direct Contact for Client

Name:

Title:

Phone Number: Email Address:

Work Details

Number of covered lives:

Time period of contract:

Total number of staff hours expended during time period of contract:

Personnel requirements:

Geographic and population coverage requirements:

Geographic and population coverage requirements:

Publicly funded contract cost:

Description of work performed under this contract
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Mississippi Coordinated Care
RFQ # 20211210
Office of the Governor-Division of Medicaid

APPENDIX G: Ownership and Financial Disclosure Information

The forms in this Appendix must be used by the Offeror to respond to the listed RFQ sections:

4.3.2.1 Information to Be Disclosed

4.3.2.2 When and to Whom Information Will Be Disclosed

4.3.2.3 Information Related to Business Transactions

4.3.2.4 Change of Ownership

4.3.2.5 Disclosure of Identity of Any Person Convicted of a Criminal Offense

For 4.3.2.6 Audited Financial Statements and Pro Forma Financial Template:

The Offeror must respond in the manner and format stated within that section of the RFQ.

The pro forma financial template may be found at the Division’s dedicated Coordinated Care
Procurement website: https://medicaid.ms.gov/coordinated-care-procurement/. The Offeror must
complete the designated fields of the Excel workbook and submit as attachment to the Offeror’s
Qualification.

[REST OF PAGE INTENTIONALLY LEFT BLANK]
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Transmittal Letter: 4.1, Transmittal Letter
Management Qualification: 4.3.2.1 Information to Be Disclosed

Response to 4.3.2.1 Information to Be Disclosed (Marked) — Pass/Fail

In accordance with 42 C.F.R. § 455.104(b), the Offeror shall disclose the following:

1.

The name and address of any individual or corporation with an ownership or control interest in
the Offeror. The address for corporate entities shall include as applicable primary business, 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 Offeror or in any subcontractor in which the Offeror has a five percent (5%) or
more interest;

Whether the individual or corporation with an ownership or control interest in the Offeror is
related to another person with ownership or control interest in the Offeror as a spouse, parent,
child, or sibling; or whether the individual or corporation with an ownership or control interest in
any subcontractor in which the Offeror 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 managed care entity in which an owner of the Offeror has an ownership or
control interest; and,

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

Full disclosure through use of the following forms meets the requirements of completion of this section.

[REST OF PAGE INTENTIONALLY LEFT BLANK]
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Transmittal Letter: 4.1, Transmittal Letter
Management Qualification: 4.3.2.1 Information to Be Disclosed

Section 1: Ownership Interest and/or Managing Control Identification Information

Section 1(a): Legal Entities with Ownership Interest and/or Managing Control Identification

This response applies to an entity with:

[ ] Managing Control [ ] 5% or More Ownership Interest (percentage owned: %)

Effective Date of Ownership:

Legal Business Name as Reported to the Internal Revenue Service:

Doing Business As Name (if applicable):

Tax Identification Number (required):

Primary Business Address

Line 1 (Street Name and Number):

Address Line 2 (Suite, Room, etc.):

City:

State:

Zip Code:

County:

Mailing Address (P.O. Box): City:

State:

Zip Code:

County:

Business Location

Address Line 1:

Address Line 2:

City:

State:

Zip Code:

County:

Business Location

Address Line 1:

Address Line 2:

City:

State:

Zip Code:

County:

Business Location

Address Line 1:

Address Line 2:

City:

State:

Zip Code:

County:

Business Location

Address Line 1:

Address Line 2:

City:

State:

Zip Code:

County:
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Management Qualification: 4.3.2.1 Information to Be Disclosed

Section 1(b): Individuals with Ownership Interest and/or Agents/Managing Control

The following individuals must be reported on this form:

All individual owners with 5% or more direct/indirect ownership
All officers and directors of the disclosing Offeror

All managing employees of the disclosing Offeror

All authorized and delegated officials

If there is more than one individual with ownership/control interest that should be reported, copy and complete
this page for each individual.

Last Name First Name MI Suffix

Title Social Security Number (required) Date of Birth MM/DD/YYYY) | Gender (M/F)

Home Address Line 1

Address Line 2

City State | Zip Code County

If the above noted individual is an owner, please select one of the following options and give the effective
date:

[ ] Direct/Indirect Owner | [ ] Partner

Effective Date (MM/DD/YYYY):

Ownership Percentage %

If the above noted individual is a managing employee, please select all that apply and give the effective
date:

Title Effective Date Effective Date
(MM/DD/YYYY (MM/DD/YYYY

[ ] Director/Officer [ ]Managing Employee (W-2)

[ ] Contracted Managing Employee [ TAgent

If the above noted individual is an authorized or delegated official, please select one of the following options and
give the effective date:

[ ] Authorized Official ‘ [ ] Delegated Official

Effective Date (MM/DD/YYYY):

[REST OF PAGE INTENTIONALLY LEFT BLANK]
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Management Qualification: 4.3.2.1 Information to Be Disclosed

Section 1(c): Familial Relationships

Are any individuals listed in Section 1 related to each other as a spouse, parent, child, or sibling?

[ 1Yes [ ] No

If yes, provide additional information below. Duplicate this page as necessary to provide a complete disclosure.

Names of related
individuals:

Relationship (e.g., sibling):

Names of related
individuals:

Relationship (e.g., sibling):

Names of related
individuals:

Relationship (e.g., sibling):

Names of related
individuals:

Relationship (e.g., sibling):

Names of related
individuals:

Relationship (e.g., sibling):

Names of related
individuals:

Relationship (e.g., sibling):

Names of related
individuals:

Relationship (e.g., sibling):
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Management Qualification: 4.3.2.1 Information to Be Disclosed

Section 2: Disclosure of Subcontractor Information
Disclosure of Subcontractor Information

Include information about subcontractors of the Offeror in which the Offeror or owner of the Offeror has a more than 5%
ownership interest and/or a management control interest. Use a new form for each subcontractor and/or ownership
interest. Use a copy of this page for each subcontractor subject to disclosure.

This response applies to: [ ] The Offeror [ ] An Owner of the Offeror

[f this applies to an owner of the offeror, name that owner (as already disclosed in Section 1, above):

The person or entity named as an: [ ] Ownership Interest [ | Management Control Interest

If there is an ownership interest, what is the ownership percentage? %

If there is a management control interest, describe that interest:

Effective Date of Ownership and/or Management Control:
Legal Business Name of Subcontractor as Reported to the Internal Revenue Service:

Doing Business As Name (if applicable): Tax Identification Number (required):

Primary Business Address
Line 1 (Street Name and Number):

Address Line 2 (Suite, Room, etc.):

City: State: | Zip Code: County:

Mailing Address (P.O. Box): City: State: | Zip Code: County:

Additional Business Location(s): Duplicate this page to provide all locations if necessary.

Address Line 1:

Address Line 2:

City: State: Zip Code: County:

Business Location
Address Line 1:

Address Line 2:

City: State: Zip Code: County:

Business Location
Address Line 1:

Address Line 2:

City: State: Zip Code: County:
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Management Qualification: 4.3.2.1 Information to Be Disclosed

Disclosure of Subcontractor Information (cont.)

Are any individuals disclosed in Section 1 or 2 related to the subcontractor or an owner of the subcontractor as a
spouse, parent, child, or sibling?[ ]Yes [ ] No

If yes, provide the following information for each.

Name of Subcontractor/

Subcontractor’s Owner Name of Offeror’s Owner Relationship
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Management Qualification: 4.3.2.1 Information to Be Disclosed

Section 3: Other Disclosing Entities

Ownership Interests in the Division’s Fiscal Agent, Another Managed Care Entity, or other Disclosing Entity
under 42 C.F.R § 104(b)

Do any of the entities or individuals named in Sections 1.a or 1.b have an ownership and/or management control interest
in the Division’s Fiscal Agent? [ ] Yes [ ] No

Do any of the entities or individuals named in Sections 1.a or 1.b have an ownership and/or management control interest
in Another Managed Care Entity? [ ] Yes [ ] No

Do any of the entities or individuals named in Section 1.a or 1.b have an ownership and/or management control interest
in any other Disclosing Entity under 42 C.F.R § 104(b)?[ ]Yes [ ] No

If yes to any question above, provide additional information below:

Name of entity/individual | Name of Entity in which Describe the If the entity/individual is an
named in Section L.aor | the entity/individual has entity/individual’s owner, give the ownership
1b an interest interest (Ownership or | percentage.
Management)

78



Transmittal Letter: 4.1, Transmittal Letter
Management Qualification: 4.3.2.2 When and to Whom Information Will Be Disclosed

Response to 4.3.2.2 When and to Whom Information Will Be Disclosed (Marked) — Pass/Fail
The Offeror attests to and affirms the following:

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

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

2. Annually, including upon the execution, renewal, and extension of the contract with the State;
and,

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

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

The Offeror attests that the disclosures made as part of this application are true and correct, and the
Offeror will make required disclosures as necessary for this RFQ. If the Offeror is chosen as a Contractor,
the Offeror will comply with all disclosure requirements.

Name of Offeror

Printed name of person attesting for Offeror Title of person attesting for Offeror
Signature of person attesting for Offeror Date
[END OF RESPONSE]
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Management Qualification: 4.3.2.3 Information Related to Business Transactions

Response to 4.3.2.3 Information Related to Business Transactions (Marked) — Pass/Fail

In accordance with 42 C.F.R. § 455.105, the Offeror shall fully disclose all information related to business
transactions. The Contractor shall submit full and complete information about:

1. The ownership of any subcontractor with whom the Offeror has had business transactions totaling
more than twenty-five thousand dollars and zero cents ($25,000.00) during the twelve (12)-month
period ending on the date of the request and,

2. Any significant business transactions between the Offeror 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.

The date of the request is the issue date of the RFQ.

If the Offeror has information responsive to this request, use the forms in the following pages of this
Attachment to respond to this request.

If the Offeror does not have information responsive to one or both of these requests, attest to that by signing
below and submitting this page as the response to this request. If the Offeror has information responsive to
one of these requests and not the other, use the following attestation as applicable as well as the applicable
form to respond.

The Offeror does not have:
[ ] The ownership of any subcontractor with whom the Offeror has had business transactions totaling
more than twenty-five thousand dollars and zero cents ($25,000.00) during the twelve (12)-month
period ending on the date of the request.

[ ] Any significant business transactions between the Offeror 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.

Name of Offeror

Printed name of person attesting for Offeror Title of person attesting for Offeror

Signature of person attesting for Offeror Date
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Transmittal Letter: 4.1, Transmittal Letter
Management Qualification: 4.3.2.3 Information Related to Business Transactions

Business Transactions with Subcontractors

Disclose The ownership of any subcontractor with whom the Contractor has had business transactions
totaling more than twenty-five thousand dollars and zero cents ($25,000.00) during the twelve (12)-
month period ending on the date of the request. Use additional pages as necessary.

Name of Subcontractor: TIN/SSN (as applicable):

Address of Subcontractor:

Date of Transaction: Amount of Transaction:

Name of Subcontractor: TIN/SSN (as applicable):

Address of Subcontractor:

Date of Transaction: Amount of Transaction:

Name of Subcontractor: TIN/SSN (as applicable):

Address of Subcontractor:

Date of Transaction: Amount of Transaction:

Name of Subcontractor: TIN/SSN (as applicable):

Address of Subcontractor:

Date of Transaction: Amount of Transaction:

Name of Subcontractor: TIN/SSN (as applicable):

Address of Subcontractor:

Date of Transaction: Amount of Transaction:
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Transmittal Letter: 4.1, Transmittal Letter
Management Qualification: 4.3.2.3 Information Related to Business Transactions

Significant Business Transactions

Significant business transaction means any business transaction or series of transactions that, during
any one fiscal year, exceed the lesser of $25,000 and 5 percent of a provider's total operating expenses.

Name of Entity with Whom the Transaction Took Place:

TIN/SSN (as applicable): The entity is a:
[ ] Subcontractor
[ 1Wholly-Owned Subsidiary

Address of Subcontractor:

Date of Transaction: Amount of Transaction:

Name of Entity with Whom the Transaction Took Place:

TIN/SSN (as applicable): The entity is a:
[ ] Subcontractor
[ 1Wholly-Owned Subsidiary

Address of Subcontractor:

Date of Transaction: Amount of Transaction:

Name of Entity with Whom the Transaction Took Place:

TIN/SSN (as applicable): The entity is a:
[ ] Subcontractor
[ 1Wholly-Owned Subsidiary

Address of Subcontractor:

Date of Transaction: Amount of Transaction:

Name of Entity with Whom the Transaction Took Place:

TIN/SSN (as applicable): The entity is a:
[ ] Subcontractor
[ 1Wholly-Owned Subsidiary

Address of Subcontractor:

Date of Transaction: Amount of Transaction:
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Transmittal Letter: 4.1, Transmittal Letter
Management Qualification: 4.3.2.4 Change of Ownership

Response to 4.3.2.4 Change of Ownership (Marked) — Pass/Fail

If the Offeror has a disclosure to make that is responsive to this section, the Offeror must include an
explanation of the circumstances surrounding the Change of Ownership. The Offeror must also include in
its response an attestation that, should the Offeror be a winning Contractor, it will comply with the duty to
disclose any Change(s) of Ownership during the life of the Contract.

If the Offeror does not have a disclosure to make that is responsive to this request, the offeror must sign
below, attesting to the following:
e The Offeror does not have a disclosure that is responsive to this request.
e Should the Offeror be chosen as a winning Contractor, the Offeror will comply with the
requirement to disclose any and all changes of ownership in the time and manner required by the
C.F.R. and the Division.

Name of Offeror

Printed name of person attesting for Offeror Title of person attesting for Offeror
Signature of person attesting for Offeror Date
[END OF RESPONSE]
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Management Qualification: 4.3.2.5 Disclosure of Identity of Any Person Convicted of a Criminal Offense
(Marked) — Pass/Fail

Response to 4.3.2.5 Disclosure of Identity of Any Person Convicted of a Criminal Offense (Marked)
— Pass/Fail

If the Offeror has information responsive to this request, provide that information using the form on the
following page. The Offeror must also include in its response an attestation that, should the Offeror be a
winning Contractor, it will comply with the duty to disclose make disclosures regarding this issue during
the life of the Contract.

If the Offeror does not have a disclosure to make that is responsive to this request, the offeror must sign
below, attesting to the following:
o The Offeror does not have a disclosure that is responsive to this request.
e Should the Offeror be chosen as a winning Contractor, the Offeror will comply with the
requirement to make disclosures regarding this issue in the time and manner required by the
C.F.R. and the Division.

Name of Offeror

Printed name of person attesting for Offeror Title of person attesting for Offeror

Signature of person attesting for Offeror Date
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Transmittal Letter: 4.1, Transmittal Letter

Management Qualification: 4.3.2.5 Disclosure of Identity of Any Person Convicted of a Criminal Offense
(Marked) — Pass/Fail

Criminal Convictions and Other Sanctions

Provide the requested information in this section for any person who:
(1) Has an ownership or control interest in the Offeror OR is an agent or managing employee of the Offeror
AND

(2) Has been convicted ofa criminal offense related to any program under Medicare, Medicaid, or Titles XIX or XXI

services since the inception of those programs,
OR

(3) Has been convicted of a crime referenced in Miss. Code Ann. § 43-13-121(7)(c) — (h),

(4) Has been convicted of a felony under state or federal law that is not otherwise referenced in Miss. Code Ann. § 43-13-
121(7)(c-h),

(5) Has been subject to a previous or current exclusion, suspension, termination from or the involuntary withdrawing from
participation in the Medicaid program, any other state's Medicaid program, Medicare or any other public or private health or
health insurance program,

(6) Has been sanctioned for violation of federal or state laws or rules relative to the Medicaid program, any other state’s
Medicaid program, Medicare or any other public health care or health insurance program,

(7) Has had his/her/its license or certification revoked, or

(8) Has failed to pay recovery properly assessed or pursuant to an approved repayment schedule under the Medicaid program.

Identify the person and each conviction/sanction, when it occurred, the Federal or State agency or the
court/administrative body that imposed the action, and the resolution, if any. Provide a copy of any
documentation. Include additional copies of this page as necessary.

Name Criminal/Sanction Information Date
Agency/Court/Administrative Body Resolution
Name Criminal/SanctionInformation Date
Agency/Court/Administrative Body Resolution
Name Criminal/Sanction Information Date
Agency/Court/Administrative Body Resolution
Name Criminal/SanctionInformation Date
Agency/Court/Administrative Body Resolution
Name Criminal/SanctionInformation Date
Agency/Court/Administrative Body Resolution
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Transmittal Letter: 4.1, Transmittal Letter
Mississippi Coordinated Care
RFQ # 20211210
Office of the Governor-Division of Medicaid

APPENDIX H: Organization and Staffing

The forms in this Appendix must be used by the Offeror to respond (either in whole or in part, depending
on the instructions in the RFQ) to the following:

4.3.3.2 Job Descriptions and Responsibilities of Key Positions (Marked) — 20 points
4.3.3.3 Administrative Requirements (Marked) — 10 points

4.3.3.5 Subcontractors — 20 points

4.3.3.6 Economic Impact — 20 points

The Offeror must respond to all other portions of the Organization and Staffing portion of the RFQ in the
manner and format stated therein. Answers should be presented in the Offeror’s qualification in the order
and format indicated within the RFQ.

[REST OF PAGE INTENTIONALLY LEFT BLANK]
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Transmittal Letter: 4.1, Transmittal Letter
4.3.3.2 Job Descriptions and Responsibilities of Key Positions (Marked) — 20 points

4.3.3.2 Job Descriptions and Responsibilities of Key Positions (Marked) — 20 points

Use the following form to provide job descriptions and responsibilities for each position included in
Section 1.13, Administration Management, Facilities, and Resources, Appendix A, Draft Contract.

[REST OF PAGE INTENTIONALLY LEFT BLANK]
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Transmittal Letter: 4.1, Transmittal Letter
4.3.3.2 Job Descriptions and Responsibilities of Key Positions (Marked) — 20 points

Key Position: Job Description

Title of Position:

Description of Position:

Description of Responsibilities of Position:

Minimum Experience Required:

Skills Required:

Are there any educational requirements for this position?
[ 1Yes [ INo

If yes, list below:

Are any professional licenses or certifications required for this position?
[ TYes [ INo

If yes, list below:

Are there any continuing education requirements for this position?
[ TYes [ INo

If yes, list below:

Any additional information relevant to this position:
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4.3.3.3 Administrative Requirements (Marked) — 10 points
4.3.3.3 Administrative Requirements (Marked) — 10 points
Offeror attests to the following:

1. The Offeror will have an Administrative Office within fifteen (15) miles of the Mississippi
Division of Medicaid’s Central Office at the Walter Sillers Building, Jackson, Mississippi 39201-
1399, as required by the RFQ.

2. The Offeror will Describe how and where administrative records and data will be maintained and
the process and time frame for retrieving records requested by the Division or other State or
external review representatives.

Name of Offeror

Printed name of person attesting for Offeror Title of person attesting for Offeror

Signature of person attesting for Offeror Date
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Transmittal Letter: 4.1, Transmittal Letter
4.3.3.5 Subcontractors (Marked) — 20 points
4.3.3.5 Subcontractors — 20 points

Use the first provided form entitled “Subcontractor” to describe the any subcontractor the Offeror plans to
use if chosen as a winning Contractor through this RFQ.

If the Offeror has worked with the subcontractor in the past three (3) years on a managed care contract,
use the second form, “Prior Experience with Subcontractor” to give details about that experience.

[REST OF PAGE INTENTIONALLY LEFT BLANK]
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4.3.3.5 Subcontractors (Marked) — 20 points

Subcontractor

Name of Subcontractor:

TIN/SSN (as applicable): The entity is a:
[ ] Subcontractor
[ 1Wholly-Owned Subsidiary

Address Line 1:

Address Line 2:

City: State: Zip Code: County:
Mailing Address (P.O. City: State: | Zip Code: County:
Box):

Description of Services to be Rendered by Subcontractor for this Contract:

How will the Offeror monitor and manage this Subcontractor?

Has the Offeror worked with the subcontractor on a managed care contract in the past three (3)
years? [ ]Yes [ ]No

If yes, fill out Prior Experience with Subcontractor for each applicable instance.
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4.3.3.5 Subcontractors (Marked) — 20 points

Prior Experiences with Subcontractor

Client’s Name:

Client Location

Address Line 1:

Address Line 2:

City: State: Zip Code: County:
Mailing Address (P.O. City: State: | Zip Code: County:
Box):

Direct Contact for Client

Name:

Title:

Phone Number: Email Address:

Work Details

Number of covered lives:

Time period of contract:

Total number of staff hours expended during time period of contract:

Personnel requirements:

Geographic and population coverage requirements:

Publicly funded contract cost:

Description of work performed under this contract
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4.3.3.6 Economic Impact (Marked) — 20 points
4.3.3.6 Economic Impact — 20 points
There are numerous positions listed in Appendix A: Draft Contract that require that the individual filling
the position be located in Mississippi. Please provide the Offeror’s expected wages for each of those
positions.
Additionally, include a list of any other positions the Offeror will locate in Mississippi and include
expected wages for each of those positions, as well as any other investment that the Offeror plans to make

inside the state.

[REST OF PAGE INTENTIONALLY LEFT BLANK]
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Management Qualification: 4.3.3.6 Economic Impact (Marked) — 20 points

Transmittal Letter: 4.1, Transmittal Letter

Economic Impact: Wage Chart

Title of Position:

If Position is not a Key Position, provide description:

Number of Staff Expected to Fill this
Position/Staffing Need:

Expected Wage of Position (Hourly rate or
salary):

Employee(s) filling this position would be:
[ JHourly [ ] Salaried

Employee(s) filling this position would be:
[ JFull-Time [ ]Part-Time

Title of Position:

If Position is not a Key Position, provide description:

Number of Staff Expected to Fill this
Position/Staffing Need:

Expected Wage of Position (Hourly rate or
salary):

Employee(s) filling this position would be:
[ JHourly [ ] Salaried

Employee(s) filling this position would be:
[ JFull-Time [ ]Part-Time

Title of Position:

If Position is not a Key Position, provide description:

Number of Staff Expected to Fill this
Position/Staffing Need:

Expected Wage of Position (Hourly rate or
salary):

Employee(s) filling this position would be:
[ THourly [ ] Salaried

Employee(s) filling this position would be:
[ JFull-Time [ ]Part-Time
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RFQ 20211210: Amendment 4
! J MISSISSIPPE DIVISION OF February 7, 2022
MEDICAI D Cover/Acknowledgment Page

Amendment #4 to RFQ 20211210: RFQ Questions and Answers
RFQ #: 20211210 / RFx#3150003991
Date: February 7, 2022
RFQ Name: Mississippi Division of Medicaid Coordinated Care

This document contains all questions submitted by potential offerors by the RFQ Questions Deadline of January 7, 2022. The document is split
into two parts:

1. RFQ-Specific Questions and Answers (Bluc Table, 120 Questions)
2. Appendix A: Draft Contract-Specific Questions and Answers (Green Table, 56 Questions)

Three additional amendments will be referenced throughout this document that will be published the same day as this Amendment 4 (February 7,
2022):

» Amendment 5: RFQ Corrections and Clarifications

Amendment 6: Appendix A: Draft Contract Corrections and Clarifications

Amendment 7; Updates to Certain RFQ forms from Appendix F and H in Word Format
Amendment 8: Additional MSCAN and CHIP Rate Information in Excel Format

Receipt of Amendment 4 Acknowledged:
(Siﬁature) < V

Aaron Sisk
(Printed)

President and CEO
(Title)

Magnolia Health Plan, Inc.

{(Company)
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RFQ 20211210: Amendment 4
February 7, 2022

RFQ-Specific Questions and Answers
Page 1

Question#

L.

Section #

1.2

1.2

1.2.3

1.2.3
1232

1.2.3.2

1.2.3.2

1.2.3.2

RFQ Question
Can DOM provide an estimated Implementation
Period start date in order to enable Offerors to
submit the most accurate work plans with their RFQ
responses?

Section 1.2 of the RFQ identifies that "information
about the Contract operationalization date will be
provided to winning Contractors.” As the RFQ
requires the submission of a detailed "Work Plan
and Schedule" for numerous questions, inclusive of
start and end dates, will the Division provide more
detail on the assumed readiness period start and end
dates, and the contract operationalization dates? If
not, what date assumptions should Contractors use
when preparing these deliverables?

Please clarify the maximum file size for each
submission to the designated SharePoint site.

Will Electronic Signatures be accepted by the state?

Will font size smaller than 12 be accepted for
headers/footers, captions, graphics, figures, tables,
and footnotes?

Will DOM please confirm that tables, graphics, and
charts can contain a legible font size smaller than 12
pt?

Will DOM please confirm that reiteration of the
question will not count toward page limits?

Will DOM permit other than black font in the
Marked/not blind responses?

97

DOM Response
The requirement to provide Work Plans and Schedules has
been removed from the RFQ. (Corrected in Amendment 5.)

The requirement to provide Work Plans and Schedules has
been removed from the RFQ. (Corrected in Amendment 5.)

There is no minimum file size

Yes.

Tables, graphics, charts, figures, footnotes, callouts, and
headers/footers may contain font smaller than 12-point. The
font may not be smaller than 9-point font. The font must be in
black Times New Roman.

Tables, graphics, charts, figures, footnotes, callouts, and
headers/footers may contain font smaller than 12-poiat. The
font may not be smaller than 9-point font. The font must be in
black Times New Roman.

Reiteration of the question will count towards page limits.

The Offeror must use black, Times New Roman 12 pt. font for
responses, and black, Times New Roman font no smaller than
9 pt. for any tables, graphics, charts, figures, footnotes,
callouts, and headers/footers.
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RFQ 20211210: Amendment 4

February 7, 2022
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9. 1.23.2 8 Will DOM allow for company colors and images in ~ The Offeror must use black, Times New Roman 12 pt. font for
the Marked/not blinded responses? responses, and black, Times New Roman font no smaller than

9 pt. for any tables, graphics, charts, figures, footnotes,
callouts, and headers/footers.

The Offeror may otherwise use company images and company
colors in the Marked/not blind responses.

10. 1.2.3.2 8 Do other elements such as tables, callouts, and Tables, graphics, charts, figures, footnotes, callouts, and
graphics have to comply with the Times New headers/footers may contain font smaller than 12-point. The
Roman 12 pt. requirement? font may not be smaller than 9-point font. The font must be in

black Times New Roman.

Il. 1.2.3.2 8 Would the State prefer offerors paginate sections No.
based on page limits to ensure responses are
compliant? Using this model section 4.2.2.1 would
be paginated 1-55, section 4.2.2.2 would start over at
page | and continue through to page 45.

12. 1.2.3.2 ] Section 1.2.3: Qualification Submission 1) No. Only black Times New Roman text should be used.
Requirements, Figure 1.2: Format of Qualification--
Font & Margins states we are required to usc black 2) Tablcs, graphics, charts, figures, footnotes, callouts, and

Times New Roman font sizc 12. headers/footers may contain font smaller than 12-point. The
font may not be smaller than 9-point font, The font must be in
Can the State please confirm the following: black Times New Roman.

1) Offerors may use font colors other than black to
distinguish headings, emphasized text, and other
specialized text within the narrative, so long as they
are not colors that would disclose the bidding entity
in the unmarked portion.

2) Offerors may use an easily readable, smaller font
for exhibits, graphics, tables, callouts, and
headers/footers.
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Question#
13.

14.

15.

16.

17.

18.

Section #

s

1.2.3.2

1:2.3.2

1.2.3.2

P32

1.23.3.2

Paoce #

t=3

10

10

11

RFQ Question
Section 1.2.3: Qualification Submission
Requirements, Figure 1.2: Format of Qualification--
Font & Margins states that appendices, as well as
samples and templates required of the qualification,
must comply with font restrictions, which is black
Times New Roman font size 12.

Some requested items, such as sample reports, may
output in a different font/font size than what is
required by the State and cannot be changed. Will
these documents be acceptable for submission?
Can the State confirm offerors should include their
name within the PDF file and cover page for the
Technical Qualification?

Will DOM please confirm that Cover Pages may
contain graphics, use a font other than black Times
New Roman, and a larger font size than 12 pt?

Can the State clarify if the redacted copy should be
submitted to the designated SharePoint site? If not
submitted to the SharcPoint site, how is the redacted
copy to be submitted?

If the Redacted copy is to be emailed, can the State
please clarify if an Adobe cloud link will be
accepted and if not is the offeror allowed to break
the response into parts for proper submission?

Regarding Section 1.2.3.3.2 Definition of
Identifying information, can the Division please
clarify if Offeror-specific branded or named
programs or systems that the Division may be aware
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DOM Response
No. The Offeror should reformat the document to conform
with RFQ requirements.

Yes, the Offeror should include its name in the PDF file and
cover page for the Technical Qualification. These clements
will not be accessible by the Evaluation Committee and for the
sake of the Office of Procurement's ability to properly
organize files and keep records. The Offeror's name should not
appear anywhere clse in the Technical Qualification.

Cover pages may be formatted however the Offeror desires.
The Evaluation Committee will not have access to Cover
Pages.

An Offeror's redacted copy should be submitted into the
designated subfolder in the Offeror’s SharePoint submission
folder.

The Reacted copy should not be emailed. An Offeror's
redacted copy should be submitted into the designated
subfolder in the Offeror's SharePoint submission folder.

Offeror-specific branded or named programs or systems of any
kind would be identifying information, no matter the Offeror's
perception of the Division's previous exposure and/or
knowledge of them.
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Question#

19.

20.

21.

|2 E L3P

1.2.3.3.2

82138347

Page #

11

11

RF(Q Question
of based on prior interaction or communication
would be considercd identifying information?

Regarding Section 1.2.3.3.2 Definition of
Identifying information, can the Division please
confirm that Offerors may include awards or
accomplishments within the unmarked components
of their qualifications, even if the award is unique to
the organization as long as the award or
accomplishment is not discussed as being unique.
Regarding Scction 1.2.3.3.2 Definition of
Identifying information, in an effort to “describe our
direct experience” requested throughout multiple
components of the technical unmarked component,
please confirm that Offerors may reference
experience, including Offeror’s parent company and
affiliate companies’ experience, outcomes,
successcs, and other relevant information to support
solutions for Mississippi, as long as a specific Statc
or Contract 1s not included in such justification.

1.2.3.3.2 states, "if the entity is unique in its
function, i.e., the entity is the only or one of the only
companies known to perform the function the
Offeror is describing, the Offeror may not mention
that fact." If the Offeror or a related entity has a
characteristic that shows their experience and
capacity to provide the service in order to address
the experience requirement are they permitted to
mention that fact? For example, having the largest
foster care membership, holding a sole source foster
care contract in another state, or years of experience
building Medicaid provider networks.
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POM Response

Offerors may not include reference to any awards in their
unmarked/Technical responses.

The Offeror may respond in general terms to describe
experience in service delivery and payment outside of the
State of Mississippi. The Offeror must not indicate the
geographical locations of the cxpericnce, including but not
limited to naming the specific State or Contract with which the
experience is related. The Offeror may include to the size of
the market served.

The Offeror may include the experience of parent and affiliate
companies, but the Offeror must not use the names of those
companics, as that would violate the rules against Identifying
Information.

The Offeror may respond in general terms to describe
experience in service delivery and payment outside of the
State of Mississippi. The Offeror must not indicate the
geographical locations of the experience, including but not
limited to naming the specific State or Contract with which the
experience is related. The Offeror may include to the size of
the market served.

The Offeror may include the experience of parent and affiliate
companies, but the Offeror must not use the names of those
companies, as that would violate the rules against Identifying
Information.
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22 1.2.3.32 1 1.2.3.3.2 states, "if the entity is unique in its If the Offeror performs a function that only the Offeror
function, i.c., the entity is the only or onc of thc only = performs, or only a few organizations in the Offeror's industry
companics known to perform the function the performs, the Offeror may state that it performs the function,

Offeror is describing, the Offeror may not mention but the Offeror may not state that the Offeror is the only or
that fact.” Please provide additional clarification on  one of the few organizations that performs this function. This

"known to perform the function”. also applics to any organizations associated with the Offeror.
23, 1.233.2 11 Please confirm that incumbents cannot name staff An Offeror, incumbent or otherwise, cannot name staff

members or cite known in-state programs, local members, cite known in-state programs associated with that

experience, or local partners. Offeror, identify local experience, or identify local partners

and/or partnerships by name.

An Offeror should name potential partnerships in 4.2.3.9,
Potential Partnerships.

24. 1.233.2 11 Section 1.2.3.3.2 states, "the Division of Medicaid The Offeror should not state whether it is a private
defines “any other information™ as information corporation, publicly-traded corporation, public-private
including but not limited to names of parent or partnership, or make reference to the nature of its corporate
umbrella companies with which the Offeror is structure in the Technical/unmarked proposal.

currently associated or has been associated with in
prior State Medicaid contracts, the names of
subsidiaries of the Offeror, the Offeror’s company
and parent company initials, initials of any of the
Offeror’s substdiaries, listing(s) of current and past
State Medicaid contracts including dates of service,
current or past provider lists in the State of
Mississippi." We are concerned that the disclosure
of the nature of the organization, such as by
referencing that you are a public-private partnership,
provider-sponsored, or joint venturc, could disclosc
the identity of the offeror. Please confirm that this
information would also be considered identifying
information.
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Question#
25.

27.

28.

29.

Section #
12332

i3

1.2.9

1.3.6

1.3.6

Page #
11

12

17

RFQ Question
1.2.3.3.2 states "When a response requires reference
to a subcontractor, subsidiary, or other related entity,
all requirements applicable to the Offeror as
discussed in the previous paragraph also apply to
that entity.” Please confirm that an Offeror may
name unrelated entities, such as technology and
program vendors, that do not have an ownership
relationship with the Offeror.
Pleasc confirm that the Offeror should include their
acknowledged, signed amendments as an attachment
to the Transmittal Letter in conjunction with item 14
that identifies the received amendments by name and
date.
Sections 1.2.9 and 1.4.7 of the RFQ identify that
Contractors will be paid an "annual capitated rate".
However, Section 1.3.5 identifies that payment will
be a "monthly capitation payment". Please confirm
that capitation rates are developed annually,
however, Contractors will be paid a monthly
capitation rate for services provided under the
contract.
Section 1.3.6 identifies that "a time limited auto-
assignment methodology will be used to ensure that
cach sclected entity reaches a minimum threshold of
twenty {percent of the program.” Will the Division
constder any additional methodologies to support a
more financially sustainable membership level for
new cntrant Contractors such as proactively
assigning all membership of an exiting Contractor to
a new Contractor (in the event of one exiting
Contractor and one new entrant Contractor)?
Is the 20% minimum threshold described in the first
paragraph for both MSCAN and CHIP combined, or
is there a separate 20% threshold for MSCAN and
20% threshold for CHIP?
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DOM Response
The Offeror should speak to capabilities only and omit the
names of tools, technologies, and application names.

The Offeror should include their acknowledged, signed
amendments as an attachment to the Transmittal Lettcr.

Capitation rates are developed annually, and Contractors will
be paid a monthly capitation rate for services provided under
the Contract.

The Division’s current policies are as stated in Appendix A
Draft Contract, Section 3. See also Appendix A: Draft
Contract Questions and Answers, Questions 5-10 (in this
document) for additional information.

The threshold is for MSCAN and CHIP combined.
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DOM Response

30.

3l

32

33.

1.3.6

1.3.7

133

15,

17

17

17

If an incumbent is not chosen, are their members
distributed using the time-limited auto-assignment
process or is that process only used for newly
eligible members?

Based on information in 1.3.7 in the RFQ regarding
use of a PBA, in addition to the definition of PBA in
2.1 as well as section 4.4.4.1 in Appendix A, can the
Division clarify what "pharmacy services” the
MCOs are anticipated to deliver outside of
Physician-Administered Drugs and Implantable
Drug Systems (4.4.5), which is covered under
Physician Services?

Based on information in 1.3.7 in the RFQ regarding
use of a PBA, in addition to the definition of PBA in
2.1 as well as section 4.4.4.1 in Appendix A, can the
Division please confirm that the reference to
pharmacies does not mean retail pharmacics but
medical specialty pharmacies?

Based on information in 1.3.7 in the RFQ regarding
use of a PBA, in addition to the definition of PBA in
2.1 as well as section 4.4.4.1 in Appendix A, can the
Diviston confirm the PBA will manage the
pharmacy lock in program and also provide
additional information as to what pieces of a
pharmacy lock in program the Division expects
CCOs to fulfill?
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The Division’s current policies are as stated in Appendix A:
Draft Contract, Section 3. Sce also Appendix A: Draft
Contract Questions and Answers, Questions 5-10 (in this
document) for additional information.

Contractors will not conduct retail pharmacy services.
Contractors should maintain pharmacy information and data
from the PBA for Care Management purposes and for
reimbursement of the PBA for claims.

NCPDP D.0 type claims for both retail and medical specialty
pharmacies will be managed by the PBA.

The PBA will manage the lock in program.



Qhestiun#
34,

35,

36.

37.

38.

Section #

26

137

2.3.2

Page #

I8

21

21

27

31

RFQ Question _
It is our understanding based on the language in
section 1.3.7 of the RFP as well as in section 4.4.4.2
of the draft contract that pharmacy is carved-out of
MississippiCAN/CHIP and will be paid by payments
received by the Contractor from the Division and
passed through to the PBA. However, in the pro
forma template "DOM-CCOQO-Procurement-4.3.2.6-
Pro-Forma-Financial-Template-Referenced-in-
Appendix-G.xIsx" on the "P&L" tab there is a line
for Prescription Drugs. Is it the expectation of the
Division that this line be zero or should we project
out the pharmacy costs?
Should Section 1.5 be included in the response to
Management Qualification, or is it meant to be an
outline of all required documents that are responded
to throughout the Response?

Requirements I, 2, 6, and 9 are included in the
transmittal letter. Where would the State like us to
respond to requirements 3, 4, 5, 7, and 8?

Can the Division provide clarification on how the
Written Qualification Clarifications included in RFQ
Section 2.3.2 will be factored into, or impact the
scoring of the Offeror’s qualifications.

In the post-award debriefing section, is "vendor"
cquivalent to "offeror™?
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DOM Response

The entry should b Zero.

Items 3, 4, 5, 7, and 8 can only be provided after award of the
Contract by a winning Contractor. These items are included to
alert Offerors of the requirement should they be awarded the
Contract.

Items 3, 4, 3, 7, and 8 can only be provided after award of the
Contract by a winning Contractor. These items are included to
alert Offerors of the requirement should they be awarded the
Contract.

Written clarifications will be used only in circumstances
where the Offeror's response is unclear to the Evaluation
Committee. The goal of Written Clanfications is to allow the
Evaluation Committee the ability to fully understand the
Offeror’s proposal. It is not an opportunity for the Offeror to
amend its proposal. The Offeror is required to respond only to
the request for clarification. The Offeror may not change its
proposal through a response to a Written Clarification; the
Offeror may only respond to the question asked.

Yes.
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g p

39, 419 41 This requires an Offeror/Contractor to state whether ~ The Offeror’s response should be limited to a government
it was terminated prior to the end of the project managed Medicaid contract with a state Medicaid agency.
Contract period. Did the Division intend to limit This section applies to both Contracting and Administrating
this statement to the termination of a government entities.

programs managed care contract? Further, it is
common practice within the industry for a health
plan to establish a legal entity (the “Contracting
Entity”) dedicated solely to holding the managed
Medicaid contract with a State Medicaid Agency,
while a separate legal entity (the “Administrating
Entity™) actually administers the day-to-day
operations of the plan pursuant to an Administrative
Services Agreement with the Contracting Entity.
Does the Division intend to consider an
Administrating Entity’s experience for this

responsc?
40. 4.2, 4.3 = We will submit the forms as PDFs; however, arc These forms were made available in Word format to all
Offerors allowed to replicate these forms in MS potential Offerors through Amendment 3 to this RFQ.

Word to allow for a more complete and thorough
answer which may extend the length of the response
form?

41. 4.2.2.1 44 Section 4.2.2.1 requiring the member call center to The Member Call Center may be located anywhere within the
be in one of the 3 mentioned counties was removed  state. RFQ Question 4.2.2.1.B.1.a. is revised to read as
by an Amendment 4 to the prior contract and isnot  follows: Confirming that the location of the operations will be
included in the Appendix A CCO contract. Was this  within the State of Mississippi (provide a yes or no answer; do
intended to be removed from the contract to allow not include address). (Corrected in Amendment 5.}
hiring across the state or is this still a preference of
the state?
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Question#
42,

43.

44.

45,

47.

Section #

4.2.2.1

4221

4221

4221

4221

4221

Page #

45

45

46

RFQ Question =
Section 4.2.2.1 allows Offerors to submit sample
member marketing materials. Can the State please
confirm if thesc materials should be submitted
outside of the Technical (blind} Submission, or if the
materials should be redone to remove all identifying
information including branded colors? If the
markcting materials should be submitted outside of
the Technical Submission, please indicate where in
the submission they should be included.
Section 4.2.2_1: Member Services and Benefits has a
response limit of 55 pages plus 2 marketing samples.
Based on the extensive information requested in this
section which includes more than 50 question
prompts, would the State consider raising the page
limit to allow Offerors to fully respond to each
prompt included in the Section?
Can the State please confirm if there is a question or
requirement associated with 4.2.2.1 Question A.4.f.7

Regarding Section 4.2.2.1: Member Services and
Benefits--Response Limit: 55 pages, plus two (2)
marketing samples: Can the State please confirm
that the two marketing samples will not be counted
against the limit of 55 pages for this section?

Section 4.2.2.1: Member Services and Benefits, Item
A, Question 4: Chronic Conditions has a letter "f."
however there is no associated question listed next
to it. Can the State please confirm whether there is a
question missing, and if so, provide the question
text?

Please confirm A.4.f is intended to be blank.
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Sampies should be reformatted to remove identifying

information in conformance with RFQ Section 1.2.3.3 and

submitted with the Technical/blind submission.

The Response Limit for this section is amended to read as
follows: Response Limit: 65 pages, plus two (2) marketing
samples, not to exceed five (5) pages each. (Corrected in
Amendment 5.)

There is no question associated with this element. Thisis a
typographical error. (Corrected in Amendment 5.)

Yes. The Response Limit for this section is amended to read as
follows: Response Limit: 65 pages, plus two (2) marketing
samples, not to exceed five (5) pages each. (Corrected in
Amendment 5.)

There is no question associated with this element. This is a
typographical error. (Corrected in Amendment 5.}

There is no question associated with this element. This is a
typographical error. (Corrected in Amendment 5.)



Question#
48.

49.

51.

52.

53.

Section #
4221.A5a

42121

4222

4222

4.2.2.2

4223

Page #

46

43

52

52

52

ok

RFQ Question
A.5.a reads ""Describe the Offeror’s experience or
capacity to manage the care of foster children, and
your ability to develop a continuum of care
responsive to their needs." Please confirm it should
read "experience and/or capacity"”

Given the current reading level for member
materials is at a 6th grade reading level, it will take
time and collaboration to ensure materials are
appropriately revised to be at a 3rd grade reading
level to meet contract requirements. Would the
Division be willing to discuss the transition process
and time period allowed to develop these materials?
With question 4.2.2.2 Provider Network and
Services on page 52 of the RFQ, there are 2 section
"F", one for Provider Payment and one for Provider
Grievances and Appeals. Was it the state's intention
to label Provider Payment as "E"? If so, should
respondents make that correction in their
submission?

Can the state clarify that Section 4.2.2.2 - Provider
Payment should be labeled as "E. Provider Payment"
rather than "F. Provider Payment"?

In Section 4.2.2.2: Provider Network and Services,
there are two items on RFQ pg. 52 labeled with an
"F." Can the State please confirm that "F. Provider
Payment” should instead be "E. Provider Payment"?

Would the state consider accepting documents as
part of Readiness Review to be responsive to
Section 4.2.2.3.B.1 & 4.2.2.3.B.2 regarding
“including questions” for our Health Risk Screening
(HRS) and Comprehensive Health Assessment
(CHA) due to the length of such documents or can
the state confirm that they would allow as an
attachment submission excluded from page limits?
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DOM Response

. The Division cnﬁrms that this question should read "and/or"

{Corrected in Amendment 5.)

The Division will discuss development of materials related to
this Contract element during the Implementation period with
Contractors.

Provider Payment should be labeled "E," and Provider
Grievance and Appeals should be labeled "F." This is a
typographical error. (Corrected in Amendment 5.)

Provider Payment should be labeled "E,"” and Provider
Grievance and Appeals should be labeled "F." This is a
typographical error. (Corrected in Amendment 5.)

Provider Payment should be labeled "E," and Provider
Grievance and Appeals should be labeled "F." This is a
typographical error. (Corrected in Amendment 5.)

These documents should be included with the Offeror’s
response to this question. They will be required again as part
of the Readiness Review. To accommodate the submission of
these documents, the Response Limit for this section is
amended to read as follows: Response Limit: 45 pages, plus
two (2) appendices: one (1} in response to B.1, and one (1) in
response to B.2. Each appendix is limited to five (5) pages.
(Corrected in Amendment 5.)
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54, 4223 54 The questions below appear to be seeking duplicate  C.3.d requests, "Transition planning for Members recetving
information/response. Would the state remove the Covered Services from Out-of-Network Providers at the time
duplicative question or can the state clarify what of Contract implementation.” It appears the Offeror's question
specific information it is seeking in these questions:  is about C.3.e, which is focused on the Offeror's processes
-Section 4.2.2.3.C.3.d. asks for information post-discharge, as well as how those processes related to the
regarding “The Offeror’s Carc Management reduction of rcadmissions. D.2.b is more specific, asking about
processes and specific comnmunication steps with the relationships the Division expects the Offeror to utilize in

hospital inpatient Providers to ensure post-discharge  Transition of Care services.
care is provided to Members. The Cfferor’s response

should address review of potential Member inpatient

readmission by diagnosis and the Offeror’s plans for

readmission reduction through coordination with

hospital providers and other relevant parties.”

-Section 4.2.2.3.D.2.b asks for information regarding

“Coordinating with hospital discharge planners,

PCPs/PCMHs, and Behavioral Health staff”’ related

to Transition of Care planning. (p. 54 of RFQ)

55, 4223E 54 Please clarify a case load ratio with an associated The 40:1 ratio indicates that no Care Manager for a winning
care management risk level. Does the ratio pertain to  Contractor may have a case load of more than 40 Members. A
the number of high risk members assigned to a Contractor may assign fewer than 40 Members to a Care
single care manager? A case load of 40:1 could Manager as needed to ensure quality Care Management.

represent an intensive risk stratification level. A

ratio of 40:1 for all risk levels deviates greatly from  Offerors are reminded that medium- and high-risk Members

industry standard. If a 40:1 ratio is intended for all are to be assigned a Care Manager per Section 7.5 of

risk levels, please clarify how this is factored into Appendix A: Draft Contract. Low-risk Members are to have

the rate setting process. access to Care Management teams with a point of contact, and
therefore, they are not part of the 1:40 Member count.

The ratio will be taken into account in the rate setting process
in the same manner that care management is usually taken into
account in the rate setting process. More details will be
available when the rates are set for the base year of this
Contract.
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56. 4224 56 Section 4.2.2.4: Quality Management has a 40 page  The Response Limit for this section is amended to read as
response limit plus a 10-page appendix, but two (2)  follows: Response Limit: 40 pages, plus two (2) appendices:
components of the Quality Management Section one (1) in response to A.2, and one (1) in response to C.1.

request additional information with a 10 page limit Each appendix is limited to ten (10) pages. (Corrected in
{A.2 and C.1). Can the Division please confirm that ~ Amendment 5.)

the Annual Program Evaluation and Annual

Program Description Work Plan requested in A.2,

and the data analytics and informatics capabilities

requested in C.1 each have a 10 page limit that docs

not count towards the section’s 40 page response

limit?

57, 4224 56 In Section 4.2.2.4: Quality Management, the page The Response Limit for this section is amended to read as
limit is 40 pages, plus a 10-page appendix. A.2 follows: Response Limit: 40 pages, plus two (2) appendices:
Quality Management Program asks us to provide one (1) in response to A.2, and one (1) in response to C.1.

models in Appendix A, Draft Contract (no more than Each appendix is limited to ten (10) pages. (Corrected in
10 pages). C.1 Quality Measurement ask to provide =~ Amendment 5.)

up to 10 pages as an appendix to this response of

sample reports that the Offeror proposes to use for

this Contract.

Can the State please confirm that items A.2 and C.1
cach have a 10-page limit, bringing the total
additional page count to 20 pages (in addition to the
40 pages allotted)?

Can the State please confirm if it would like the

model documents requested in A.2 to also be

submitted as an appendix, as requested in item C.1?

58. 4224A2 56 Does the State want the models of the Annual Yes. The Response Limit for this section is amended to read as

Program Evaluation and the Annual Program follows: Response Limit: 40 pages, plus two (2) appendices:

Description as an appendix to question 4.2.2.4.A.27  one (1) in response to A.2, and one (1) in response to C.1.
Each appendix is limited to ten (10) pages. (Corrected in
Amendment 5.)
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Question#

59.

61.

62.

63.

Section #
4225A.

42258B

42258

4225B

42258

42.2.6

4.2.2.6

Page #

58

58

58

58

58

60

60

RFQ Question
The questions below appear to be secking duplicate
information/response. Would the state remove the
duplicative question or can the state clarify what
specific information it is seeking in these questions:

c. Data sources and processes to determine which
services require Prior Authorization and how often
these requirements will be re-evaluated;

f. Process for regularly reviewing Prior
Authorization requirements for their effectiveness
and potential need for updates;

Will the Contractor have access to real-time
pharmacy claims data?

Will the Contractor have access to the pharmacy
prior authorization system to review
approvals/denials?

Will DOM provide monthly reports to the
Contractor similar to the MMR reports that
Contractors submit today?

Will the Contractor be responsible for handling
member and provider calls pertaining to pharmacy
claims issues or pharmacy prior authorizations?

Do systems diagrams count toward the 25 page limit
for this section?

For Offeror's claims processing systems in
Unmarked section 4.2.2.6, please confirm that
Offeror is allowed to use names of industry standard
tools, technologies and application names or does
the State prefer we speak to capabilities only?
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oo DOM Response
c. refers application of Prior Authorization requirements to
services; f. refers to how the effectiveness of and need for
update(s) to the Prior Authorization requirements will be
measured.

In answering this question, assume that a winning Contractor
will have access to rcal-time pharmacy claim information for
all of its Members.

In answering this question, assume that a winning Contractor
will have access to the pharmacy prior authorization system to
review approvals/denials,

Yes. The Monthly Management Reports (MMR) are the
historical name for the Reporting Manual.

No.

The Response Limit for this section is amended to read as
follows: Response Limit: 25 pages, plus two (2) appendices:
one (1) in response to A.l.a., and one {1} in response to D.1.
Each appendix is limited to ten (10) pages. (Corrected in
Amendment 5.)

The Offeror should speak to capabilities only and omit the
names of tools, technologies, and application names.



Question#
66,

67.

68.

69.

70.

71.

Section #
4226

4226

4.2.2.6

4.22.6.D

4227B.lg

4227B.1h

60

60

60

60

62

62

RFQ Question =
Can the state confirm that the third item listed under
Section 4.2.2.6 - Innovation should be labeled #3 as
opposed to #27
Section 4.2.2.6: Information Technology, Item C.
Innovation has two questions numbered with a "2."

Can the State please confirm the third question
should be numbered with a "3"?

Regarding Section 4.2.2.6: Information Technology,
Question D.1: Can the State pleasc confirm that the
attachment with the Offeror's emergency response
continuity of operations plan does not count toward
the section limit of 25 pages?

Under D. Continuity of Cperations 1b., the RFQ
asks the Offeror to address "Essential business
functions and responsible key employees.” What are
the essential business functions as defined by the
State of Mississippi?

Can the statc make available a copy of the Annual
Quality Management Program report as referenced
in section 4.2.2.7.B.1.g.7

The RFQ requires the Offeror/Contractor to describe
how it will ensure subcontractor compliance with the
Division's policies regarding subcontractor
classification of administrative and medical
expenses. Will the Division produce such policies?
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DOM Response

The third question should be labeled witha 3. This is a

typographicai error. (Corrected in Amendment 5.)

The third question should be labeled with a 3. This is a
typographical error. (Corrected in Amendment 5.)

The Response Limit for this section is amended to read as
follows: Response Limit: 25 pages, plus two (2) appendices:
one (1) in response to A.l.a., and one (1) in response to D.|.
Each appendix is limited to ten (10} pages. Question D.1. is
amended as follows: “In an appendix no longer than ten (1)
pages, describe the Offeror’s proposed emergency response
continuity of operations plan. Address the following aspects of
pandemic preparedness and natural disaster recovery,
including....” {Corrected in Amendment 5.)

The essential business functions are the uninterrupted
continuity of care of and availability of services to
MississippiCAN and CHIP Members.

The Annual Quality Management Report is a report generated
by the Contractor. The Division does not produce this report,
and therefore, the Division does not have a copy of the report
available for potential Offerors to review.

Subcontractors are required to follow the same polices that
apply to the Contractor regarding classification of
administrative and medical expenses. It is the Contractor’s
responsibility to monitor Subcontractors for compliance.
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RFQ Question
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DOM Response

72.

73,

T4.

75.

76.

4228

42211

4231&
4232

4233

4233

68

70

71

71

Section 4.2.2.8, Financial and Data Reporting, item
B, Data Reporting, Question 2, Health Information
System Data.

In describing our approach to maintaining a health
information system that collects, analyzes,
integrates, validates, and reports data, please provide
further detail on what the Division intends
Contractors to describe in the first item, i.
Utilization. For example, is this referring to
Utilization Management data?

Regarding Section 4.2.2.11: Eligibility, Enrollment,
and Disenrollment, Question A, Item 2.c: Can the
State please confirm that the Offeror’s draft
disenrollment survey does not count toward the 15-
page limit for this section?

Considering that a "Paticnt-Centered Medical
Home" (“PCMH”) (which is addressed in Section
4.2.3.2) may also be includced in the concept of
“Value-Based Purchasing™ (which addressed in
Scction 4.2.3.1), should Offerors omit references to
PCMHs when responding to Section 4.2.3.1 to avoid
redundancy?

Will a minimum of 0.5% capitation for social
determinants of health be provided for in the
capitation rates?

Section 4.2.3.3 of the RFQ identifies that
Contractors devote at least 0.5% of their capitation
payments to improve SDOH during the contract
cycle. Will the Division permit Contractors to
categorize these expenses as quality improvement
activities for the purposes of calculating medical loss
ratio?

112

This question is in reference to Utilization Management.

Yes. The Response Limit for the section is amended to read as
follows: Response Limit:15 pages, plus two (2) appendices:
one (1) in response io A.2.c, and one (1) in response to C.1.e.
(optional). Each appendix is limited to five (5) pages each.
{Corrected in Amendment 5.)

No.

No.

The Division will allow Contractors to categorize these
expenditures as quality improvements for all expenses meeting
the definitions included in Appendix A: Draft Contract,
Exhibit C, Section C, Subpart 2.
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RFQ Question
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DOM Response

1.

78.

79.

80.

4233

4234

4234

4234

71

71

71

T

Could DOM provide clarification as to how the
required 0.5% of capitated payments for Population
Health services will be determined? What costs are
included/excluded?

Regarding Section 4.2.3 4: Value-Added Benefits-
Prenatal, #3,Dental preventative care during
pregnancy and postpartum, as a value add
suggestion is the understanding correct this coverage
1s for pregnant women who are non-EPSDT
eligible? Part 200 Chaptcr 3: Beneficiary
Information Rule 3.1: Coverage of Eligibility
Groups lists pregnant women as a full coverage
category of eligibility.

Section 4.2.3 .4 of the RFQ identifies that the
Division will evaluate any proposed Value Adds as
part of the Innovation and Commitment score. It is
noted that a list of Division-curated Value-Adds are
included with the RFQ. Will the Division please
provide additional clarity on the scoring
methodology for this section? Are Division-curated
Value-Adds scored higher than Contractor-proposed
value adds? Is the evaluation based solely on the
Price per unit, gross value, or net value?

Section 4.2.3.4: Value Added Benefits indicates that
Offeror's may describe some of their own value
added benefits.

Would the State allow Offeror's to include a brief

narrative introduction to the value added benefits
preceding the requested forms?
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DOM will require that payments for these services be
separately identified in the quarterly/annual MLR reporting.
The Offeror must refer to 45 C.F.R. § 158.150, as also referred
to in Draft Contract Exhibit C, Section C, Subpart 2, to
propose services that would conform to this requirement.

This is in reference to pregnant women who are non-ESPDT
cligible.

The Division-curated list is provided so that the Offeror has
some context for services currently desirable to the Division.
Each proposed value-added benefit will be scored based on the
information solicited through the form and based on its value,
both intrinsic and extrinsic, to the Division, its beneficiaries,
and the state. The Division is open to innovative VAB
proposals.

No.



Question#
81.

82.

83.

84.

Section #

4234

4235

4.2.3.5

4.2.3.5

71

71

71

71

RFQ Question
The state lists in-home respite services in the
expanded benefits section of the value-add list. Is
there a specific population within MSCAN or CHIP
the state wishes to target with this value add? Please
define the services and/or codes that the state is
asking CCOs to cover as in-home respite services.

Section 4.2.3.5: Performance Improvement Projects
has a response limit of 4 PIP Proposal Pages. Can
the District please clarify if there is a page limit
associated with the completed charts required for
submission for cach proposed PIP?

RFQ Section 4.2.3.5 asks for 4 PIP proposals;
however, contract section 8.11 - performance
improvement plans - indicates the contractor shall
perform a minimum of five for MississippiCAN and
five for CHIP. Please confirm that Offerors should
propose 4 PIPs total in the RFQ response.

4.2.3.5 calls for the submission of four (4)
Performance Improvement Projects (PIPs). [s the
intent to submit (2) MSCAN and two (2) CHIP
PIPs?

114

Transmittal Letter: 4.1, Transmittal Letter

RFQ 20211210: Amendment 4
February 7, 2022
RFQ-Specific Questions and Answers
Page 18
DOM Response
As an example, this value-add service could be offered, based
on medical necessity, to the following potential participants:
» Medically complex children up to age 21 whose caregivers
may need additional support
« Children up to age 21 with a serious emotional disturbance
{SED) whose caregivers may need additional support
« Individuals on any of the home and community-based waiver
waiting lists whose caregivers may need additional support
while waiting for enrollment into a waiver

The Division of Medicaid (DOM) recommends adherence to
all coding principals and guidelines when determining
potential procedure code(s) to use for this value-add which
meets the description of the service rendered.

Onc (1) page.

This interpretation is correct. Two (2) should be for MSCAN,
and two (2) should be for CHIP.

This interpretation is correct.
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Question#  Section # Page # RFQ Question DOM Response
8S. 4.2.3.6 71 Section 4.2.3.6 asks Offerors to use the “Health This interpretation is correct.
Literacy Campaign Summary Chart on the following
page for each PIP the Offeror is including in its
response to this section.” Can confirmation be
provided that the Health Literacy Campaign
Summary Chart will be utilized for each Health
Literacy Campaign?

86. 4235 72 Please confirm that the response to this section, in its Responses to 4.2.3.5 should only be comprised of completed
entirety, is to be contained in the forms provided in PIP forms included in Appendix E.
Appendix E.

87. 4.2.3.6 72 Please confirm that the response to this section, in its Responses io 4.2.3.6 should only be comprised of completed
entirety, is to be contained in the forms providedin  Health Literacy Campaign forms included in Appendix E.
Appendix E.

88. 4239 72 For the summary charts associated with Scction This interpretation is correct.

4.2.3.9 Potential Partnerships, please confirm that a
total of eight (8) partnerships must be submitted:
four (4) community based organization partnerships
and four (4} additional care management focused
community based organization partnerships.

89. 4239 72-73 Please confirm that the response to this section, in its = There is no 4.3.2.9 in the RFQ. This question appears to be in
(Question entirety, is to be contained in the forms provided in  reference to 4.2.3.9. For 4.2.3.9, the response to this section, in
asked about Appendix E. its entirety, is to be contained in the forms provided in
4.3.2.9) Appendix E.
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Question#
90.

91.

9.

Section #
4239

43.1

43.1.2

Page #
73

72

74

RFQ Question _
Please clarify what is meant by "partnerships to be
utilized for Care Management closed-loop referrals
and warm hand offs." Does DCM intend the
Offerors to delegate aspects of Care Management to
community based organizations, such as care
coordination and discasc management?

Please confirm that the Offeror is not to provide any
narrative for 4.3 and 4.3.1 and that only section
4.3.1.1.2 shouid be responded to with any narrative.

Please confirm that the offerors can provide a
narrative response for Section 4.3.1.2 in addition to
Appendix F to fully address all components of the
requirements.
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DOM Response
The Division does not intend for the Contractor to delegate
Care Management responsibilities. The Division intends for
Contractors to utilize partnerships with community-based
organizations to ensure that Members receive holistic Care
Management. For cxample, if a Carc Manager becomes aware
of a Member who is food insecure, the Carc Manager may
refer that Member to a food pantry or similar organization
local to that Member, and the Care Manager would then be
required to ensure that the Member is connected with the food
pantry, contacting the food pantry if necessary to ensure an
easy process for the Member, and then follow up with the
Member to follow-up on whether the Member has utilized the
referral.

The Offeror should use the correlating form in Appendix F to
reply to 4.3.1.1.1. The Offeror should provide a narrative
response to 4.3.1.1.2. The Offeror should provide a narrative
response to 4.3.1.2 ONLY if there is no information available
that is responsive to the chart provided for 4.3.1.1. (Sce
Question 92, below, for more information.)

A narrative response may only be submitted if the Offeror
does not have the experience requested through the available
form in Appendix F. This narrative should be no longer than
three (3) pages. If the Offeror does have the experience
requested, submission of the form provided for each
applicable experience is the only response the Offeror may
submit.

Directions for 4.3.1.2 have been updated to clarify the threc
(3) page narrative limit. (Corrected in Amendment 5.)
Directions in Appendix F have also been updated in clarify the
three (3) page narrative limit and to remove the requirement
for documentation supporting the assertion of unavailability of
experience conforming with that requested in 4.3.1.2.
{Corrected in Amendment 5.)
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Section #
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RFQ Question
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DOM Response

93.

4.3.1.2

74

Section 4.3.1.2 asks Offerors to describe experience
from other states. Is the Division asking Offerors to
only consider experience from states where an
Offeror has served at least 400,000 beneficiaries, or
is the Division asking for experience from any state
where the total Medicaid enrollment exceeds
400,000 beneficiaries.

117

The Division is secking experience for markets totaling
400,000 or more beneficiaries, The Offeror's enrollment in
such a market does not have to meet or exceed 400,000
beneficiaries.



Transmittal Letter: 4.1, Transmittal Letter

RFQ 20211210: Amendment 4
February 7, 2022
RFQ-Specific Questions and Answers

Page 22

Question#  Section # Page # RFQ Question _ DOM Response

94, 4313 78,79  The first sentence of 4.3.3 states, in part, that the The directions for 4.3.3 are amended as follows for clarity:
Organization and Staffing scction shall include ... "The Organization and Staffing Section shall include team
"the Offeror’s plan for hiring and management of organization, charts of proposed positions, number of FTEs

any subcontractors the Offeror plans to execute the associated with each position for key staft, and job
Contract and what economic impact the ecxecution of =~ descriptions of key management
the Offeror might have on the state." Per 4.3.3.5 and  personncl and carc managers listed in Section 1.13,

4.3.3.6, information about subcontractors and our Administration, Management, Facilitics, and

economic impact is to be submitted on the respective  Resources of Appendix A, Draft Contract, as well as the

forms in Appendix H. Offeror’s plan for hiring and management of any
subcontractors the Offeror plans to execute the Contract, and

Neither of the applicable forms has a field for what economic impact the selection of the Offeror might have

describing our hiring and management plan for on the state." (Corrected in Amendment 5.)

subcontractors or for the impact that will have on the

economy in the State. Directions for 4.3.3.5 are amended to allow for a brief

narrative explaining the Offeror’s overall philosophy and
Can the State please provide additional guidance on  strategy for subcontractor hiring and management. (Sce
where in the RFQ response it would like Offerors to  Amendment 5 for this addition in the body of the RFQ; sce
describe these elements? Amendment 7 for this addition in the directions included in
Appendix H).

Additionally, there is a field on the first Subcontractor form
for 4.3.3.5 that asks how the Offeror will monitor and manage
that specific subcontractor. Responses to this element of the
form are to be used to understand the Offeror’s approach to
management of specific subcontractors.

It was not the Division's intention that the Offeror include
information about potential subcontractors' cconomic impact.
Directions for 4.3.3.6 are amended to clarify this point.
{Corrected in Amendment S.)

0s. 43.3.1 78 Can the state confirm whether the offeror is allowed = The Offeror is not allowed to list the name of staff in its
to list name of staff within the requested org charts response.
requested in Section 4.3.3.17
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Question#

96.

97.

98.

99,

100.

Section #

4332

4334

4.3.3.5

4336

Page #

78

78

79

79

79

RFQ Question [
Is it the intent of the State for Offerors to provide job
descriptions for positions listed in 1.13.2 Additional
Staff Requirements in addition to Key Personnel
listed in sections 1.13.1.1 Executive Positions and
1.13.1.2 Administrative Positions?

Section 4.3.3 4 requires staffing ratios per enrolled
member and/or provider as well as total staffing
numbers, For consistency in comparison across
responses, what membership assumption should
Offeror's use when developing this response?

The definition of "Subcontract” in the draft contract
includes not only direct subcontracts, but also
downstream contracts "between a third party and
fourth party, or between any subsequent partics”.
Given how extensive this list may be, please confirm
that for the purposes for RFQ responses, including,
but not limited to the Subcontractor information
requircd in RFQ Section 4.3.3.5, that Offerors arc
only required to submit information for direct
Subcontractors, and not an exhaustive list of
downstream entities.

For Section 4.3.3.5 Subcontractors, in the summary
table that must be completed for each subcontractor
would the Division considering adding an additional
category for entity type? Currently the options are
"The entity is a: subcontractor or whoily-owned
subsidiary". Would the Division consider adding
"The entity is a: affiliate under the same common
ownership"?

Please confirm that Section 4.3.3.6 Economic
Impact is intended to be MARKED.
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DOM Response '

Yes.

The Offeror should assume an enrollment of 125,000
Members per Contractor for the purposes of preparing its
Qualification.

For the purposes of RFQ responses, the Offeror need only
submit first-level subcontractors, i.e., subcontractors with
which the Offeror expects to directly subcontract with for
services. This does not relieve the Contractor of any
responsibilities stated within Exhibit A, Draft Contract,
regarding Subcontractors as defined in that document.

Yes, that addition to the form in Appendix H: Organization
and Staffing for 4.3.3.5 Subcontractors is appropriate. (Use
updated form included in Amendment 7.)

Section 4.3.3.6 Economic Impact is intended to be Marked.
(Corrected in Amendment 5.)
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Question#  Section # Page # RFQ Question _ _ : DOM Response
101. 4.33.6 79 In Section 4.3.3.6, Economic Impact, are Offerors The Offeror may include a two (2) page narrative of other

permitted to also include any positions that they will  investments, if applicabie. (Corrected in Amendment 3.)
locate in Mississippi that are not dedicated to the
Mississippi Medicaid contract, but would
nonetheless provide a positive economic impact to
the state (e.g. call center representatives for other
state Medicaid programs that would be located in
Mississippi if awarded a contract).

102. 4.3.3.6 79,80  This section outlines completion of Wage Charts. The Offeror may include a two (2} page narrative of other
The last sentence allows for a "Narrative of other investments, if applicable. (Corrected in Amendment 5.)
investments." Is this to be submitted as an
attachment or part of the Appendix? Is there a page
limit for this narrative?

103. Appendix C 15 of This page states, "There are no withholds associated ~ CHIP will be subject to the 1% withhold as a new Rate Cell in

Appendix  with the CHIP capitation rate." Will this remain the  the new Coordinated Care contract.
C same once CHIP is combined with MSCAN or will
the CHIP rate cell be subject to the 1% withhold
applied to the MSCAN rate cells?

104. Appendix C 23 of The CHIP population is currently priced at a Milliman will evaluate the necessity of splitting CHIP rates by
Appendix  statewide level. Once combined with MSCAN will region at the time of rate setting under the new contract.
C the CHIP capitation rates be developed at a regional

level like the MSCAN rates?
105. Appendix C, 40 of Please confirm that the Chief Medical Director may = They may not. These are three separate and distinct roles.
Contract Appendix also serve as the Perinatal Medical Director or
1.13.1.1 C Behavioral Health Medical Director if they meet the
contractual requirements of those roles.

106. Appendix C Capitation PDF tables for rate buildup are not formatted to fit This information is supplied in Excel format via Amendment
Rate within page and thercfore do not contain complete 8.
Exhibit -  data. Please provide complete data set files.
8
107. Appendix E Additionally, Appendix E identifies that "to the This interpretation is correct.

extent that some or all of the desired value-added
services may be covered through the Offeror's care
management strategy, that should be made evident
in the Offeror's Care Management answers in its

120
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DOM Response

108.

109,

110.

111.

112.

113.

Appendix E,
4234

Appendix E,
4234,
Contract 8.9

Appendix E,

4236

Appendix F

Appendix F,
43.1.1

Appendix F,
43.1

97

97

103

111

113

qualification." Please confirm that even if some
value-added services are provided through the Care
Managcment strategy, they should also be
incorporated into the Proposed Value Added
Benefit: Summary Chart and Proposed Value-Added
Benefit: Staffing sections?

Will over-the-counter medications continue to be a
PDL managed category?

Will the state please confirm that any proposed and
implemented VABs the state has

recommended under the Social Determinants of
Health section are allowed to be included in

the 0.5% Capitation Payment requirement for SDOH
projects.

Scction 4.2.3.6 instructs the Offeror to “Use the
Health Literacy Campaign: Summary Chart on the
following page for each PIP the Offeror is

including in its response to this scction.” Please
confirm that the instructions should read “‘for each
canpaign the offeror is including” and not “for each
PIP”.

Can the State clarify the proper heading in
Appendix F form referencing Corporate Experience
should be 4.3.1.2 and not 4.3.1.1?

The biographical information form asks the
Offeror/Contractor to disclose any "Contractual
terminations” within the last 5 ycars. Arc these
disclosures limited to managed care contracts with
government entities?

The form titled "Corporate Experience: Current
and/or Recent Client” on RFQ page 113 of 140 lists
the same line item asking for "Geographic and
population coverage requirements:” twice. Please
confirm that one of these lines will be removed.
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Yes, OTC medications that fall within therapeutic classes
reviewed under PDL.

Expenditures made on Value-Added Benefits will not be
allowed to be included in the 0.5% Capitation Payment
requirement for SDOH projects.

This was a typographical crror and was corrected in
Amendment 3.

This was a typographical error and was corrected in
Amendment 3.

The Offeror's response should be limited to a government
managed Medicaid contract with a state Medicaid agency.
This section applies to both Contracting and Administrating
cntities.

This is a typographical error. This document has been
corrected in Amendment 7 to remove the duplicative
“Geographic and population coverage requirements:” field.



Question#  Section #
114. Appendix H,
4333

115. Appendix H,

4335
116. General
117. General
118. General

Page #

132

135

N/A

RFQ Question
Question #2 of 4,3.3.3 states “The Offeror will
Describe how and where administrative records and
data will be maintained and the process and time
frame for retrieving records requested by the
Division or other State or external review
representatives.” Appendix H 4.3.3.3 has the same
statement. Does the signature on Appendix H
suffice, or do we need a narrative of how we will
address the question in #27? If so, is there a page
limit or other formatting requirements for this
narrative?
Form 4.3.3.5 "Prior Experiences with Subcontractor”
has two (2) sections titled "Geographic and
population coverage requirements.” What is the
difference between the two sections or will the State
confirm this is a duplication?
Can the State please confirm that testimonials or
quotes from community organmizations or other
stakcholders may be included in the response to the
Technical Qualifications and would not be in
vielation of the blind/unmarked requirement as long
as the quote speaks to future partnerships that will be
contemplated for this RFQ?
Several questions in the RFQ require a work plan
and schedule to be submitted. These work plans and
schedules will naturally differentiate a new entrant
versus an incumbent.

Can the State please provide additional guidance on
how Offerors should navigate this work plan and
schedule requirement given the "unmarked"
requirement for this portion of the RFQ?

The RFQ uses interchangeably "Offeror” and
"Contractor," are these considered the same?
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_ _ DOM Response
Use of the form included Appendix H 4.3.3.3 will satisfy 1. of
this scection. (Sec Amendmenis 5 and 7.)

2. has been amended to allow for a narrative no longer than
two (2) pages. (See Amendments 5 and 7.)

This was a typographical error and was corrected in
Amendment 3.

Quotcs may not be included in the Offeror’s qualification.

The Division is amending the RFQ to remove these subparts
from the Methodology Work Questionnaire section.
(Corrected in Amendment 5.)

Additionally, the following is stricken from 4.2.2.: "For each
of the subsections below, responses to Work Plan and
Schedute are not subject to the page response limits listed for
that section. Work Plans and Schedule response are limited to
15 additional pages for each section." (Corrected in
Amendment 5.)

Yes.
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Question# Section # Page # RFQ Question DOM Response

119. Multiple Multiple  For the staffing attachments for SDOH, Value No.
Added Benefits, PIPs, etc., the instructions seem to
indicate that only "additional and/or dedicated” staff
should be included. If an Offeror engages other staff
member who may not be dedicated or "additional” in
its programming for these respective arcas, should
they be included in this attachment?

120. Multiple Multiple A number of questions within the Unmarked The Offeror may respond in general terms to describe
Methodology/Work Statement, such as Question experience in service delivery and payment outside of the
4.2.2.1.A.2, ask for the Offeror's "direct experience  State of Mississippi. The Offeror must not indicate the
in service delivery and payment". Can DOM gecographical locations of the experience, including but not
confirm that specification of experience and success ~ limited to naming the specific State or Contract with which the
outside of Mississippi will not be considered in experience is related, but it may include to the size of the
violation of 1.2.3.3.27 If that would be a violation, market served.
can DOM provide additional guidance for how to
express experience without violating 1.2.3.3.27 The Offerot may include the experience of parent and affiliate

companies, but the Offeror may not use the names of those
companiges, as that would violate the rules against Identifying
Information

[End of 1. RFQ Questions and Answers)
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The 10th item in the data exchange section states, "any
files related to pharmacy and/or drug benefits and/or
services as directed by and in a timeframe determined by
the Division." Is this still a requirement for the CCOs or
will this be the responsibility of the PBA?

The Contract in 4.4.4.1 states that the PBA will share the
claims with the Contractor for the purposes of Care
Management and payment. Within the Data Exchange
Requirements section, 1.12.10, the Contractual Agreement
states the Contractor must utilize data extract from the
Division and/or its Agents and that data extract files will
include any files related to pharmacy and/or drug bencfits
and/or services. Can the Division provide clanity around
the files the MCOs will receive related to pharmacy
including file format and frequency?

It appears that Contract Section 11.1.7 - Reinsurance and
Section 1.17.1.4 - Financial Insurance have duplicative
language. Would the division confirm that the two are the
same requirement and that only reinsurance coverage is
required. Otherwise, please provide additional detail on
Financial insurance requirements as we have not
encountered this type of insurance in other Medicaid
contracts.

To ensure there are clear lines of responsibility between
the PBA and the CCOs, what process will be used to
decide how a drug will be administered for those that can
be administered in cither a retail pharmacy setting or a
medical setting?

Section 3 states, "the Contractor will be responsible for
assessing eligibility and conducting enrollment for
members of MississippiCAN and CHIP." Please confirm
that this is the Division's responsibility and not the
Contractor's.
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As the PBA continues to evolve, the Division may need
certain data transfers from a Contracted CCO regarding
pharmacy and/or drug benefits. DOM will inform Contractors
of the specifics of this need if it should arise.

Contractors will be able to view claims through a web portal
application.

These sections refer to the same requirement. Only one policy
is required.

The Division will provide additional information to winning
Contractors on this topic.

This is the Division's responsibility, not the Contractor's. The
sentence is amended to read, "The Division will be responsible
for assessing eligibility and conducting enrcllment for
Members of MississippiCAN and CHIP." {Corrected in
Amendment 6.)
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Contract Section 3. Eligibility, Enrollment, and
Disenrollment, states, "The Contractor will be responsible
for assessing eligibility and conducting enrollment for
members of MississippiCAN and CHIP."

Can the State pleasc confirm that "Contractor" should
instead read "the Division?" If the State is in fact looking
for Contractors to take on this function, can the State
please provide additional information on what the process
and expectation is, so Offerors may adequately address
this in their RFQ response?

The passive auto enrollment rules under section 3.2 of
Contract include - "Special Open Enrollment: If passive
auto assignment is needed during that the Special Open
Enrollment period, assignment will be made using a
random process.” Does the 20% minimum threshold
referenced in 3.2.2.1 take precedence in order of
operations for passive enrollment during the special open
enrollment period over the above random process?

The passive auto enrollment rules under section 3.2 of the
contract include: "Value-Based Purchasing: If multiple
Contractors meet the Proximity standard, then assignment
will occur based on Value-Based Purchasing (VBP)
performance measures as defined by the Division.” Please
provide additional clarification on how the auto
assignments will be made, including a description of the
type of VBPs that will be used to determine these
assignments. Since VBPs often require at least I year of
provider experience, please also provide clarification on
how this process will be implemented if a new entrant is
awarded a contract.
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This is the Division's responsibility, not the Contractor's. The
sentence is amended to read, "The Division will be responsible
for assessing eligibility and conducting enrollment for
Members of MississippiCAN and CHIP." {Corrected in
Amendment 6.)

Yes.

The VBP process will be developed prior to the
operationalization of the Contract, based on input from
winning Contractors through the RFQ and during the
implementation period. There will be a least one measurement
year before any VBP-driven auto assignments are made.
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In section 3.2.1 the contract contains the following
language - "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”
The language appears to a maximum threshold verse the
minimum threshold language of 20% provided under
section 3.2.2.1. Please provide if the Division has set a
maximum threshold of members who can be enrolled with
a single contractor, and the details.

The following language is in Contract Section 3.2.2.1 -
"Beneficiaries already enrolled with an incumbent
contractor, should onc cxist, arc allowed to continue their
enrollment with that entity or change to another entity.
Following Special Open enrollment, a time-limited auto-
assignment methodology will be used to ensure that each
selected entity reaches a minimum threshold of twenty
(20) pereent of the program. Once such threshold has been
reached, the Division will revert to the passive auto
enrollment methodology outlined in Section 3.2 of the
Contract” The above section addresses beneficiaries
enrolled with an incumbent, and how they will continue
with that entity unless they make a change. If an
incumbent is not awarded would it be correct to assume
that those displaced members will go through the
following process. First, In the special open enrollment the
displaced members will be given a 60 day window to
select one of the awarded CCOs. Sccond, After the special
open enrollment any displaced members that have not
made a selection will be assigned to the new entrant(s)
until they reach 20% of the program. Third, if any
additional members are remaining from step 2 they will be
equally distributed among the awarded CCOs. If the above
assumption is not correct please provide how the division
intends to handle beneficiaries that are with an incumbent
that is not awarded a contract.
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There 1s no maximum threshold.

After the 20% threshold is met, the Division will utilize the
passive auto enrollment methodology as stated in Section 3.2
of Appendix A, Draft Contract. If no incumbent was awarded
a Contract, that process would necessarily start at the third
step, Prior Claims History, to ensure continuity of care for the
Member. If there 1s a mix of new and incumbent plans, then
the process would start at the first step of Section 3.2, again to
prioritize continuity of care for the Member.
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The Contractor must submit reports related to covered
services and benefits in accordance with Section 16,
Reporting Requirements, of this Contract, and the
MississippiCAN and CHIP Reporting Manuals, which are
incorporated into this Contract via reference. Can the
State piease provide these Reporting Manuals or a link to
the manuals referenced here and also throughout
Appendix A.

Will DOM consider reviewing/approving pre-emptive
policies prior to FDA approval for new drug therapies (j
codes) to allow the Contractor to have policies in place
when drugs receive FDA approval?

Please confirm that a Mississippi license is not needed for
all authorization reviews. Section 4.3.1.6 states, "nurses,
physicians, and other licensed health professionals
conducting reviews of medical services, and other clinical
reviewers conducting specialized reviews in their area of
specialty shall be currently licensed or certified by the
Mississippi state licensing agency or hold a multi-state
license with Mississippi privilege." We received previous
clarification from DOM that this was only applicable to
authorizations resulting in the reviewer making the denial,
in compliance with 42 C.F.R. § 438.210 (b)(3).
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Downloadable links for both Reporting Manuals will be
provided on the dedicated DOM CCO Procurement Website
no later than Friday, February [1, 2022.

The Division will not review/approve policies prior to FDA
approval for new drug therapices {j codes). In accordance with
Administrative Code, Part 200, Chapter 2: Benefits, Rule 2.2
Non-Covered Services, A.6., DOM does not cover
“Procedures, products and services for conditions and
indications not approved by the Federal Drug Administration
(FDA) and/or that do not follow medically accepted
indications and dosing limits supported by onc (1) or morc of
the official compendia as designated by the Centers for
Medicarc and Mecdicaid Scrvices (CMS)...”

Section 4.3.1.6 refers to Denials. Denial of authorization must
be made in compliance with Miss. Code Ann. § 41-83-31.
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Page 5
14. 4.4.4 113 Section 4.4.4 of the draft contracts identifies that the The Contractor will reimburse the PBA for claims as
Pharmacy Benefits Administrator (PBA) will be described in Section 4.4.4.2 of exhibit A, Draft Contract. The
responsible for claims management and payment and prior Contractor will serve as a pass-through payer to the PBA;
authorization for all covered outpatient drugs for funds for PBA claims will be transferred to the Contractor by

Members. It goes on to identify that the PBA will "share the Divisions. The PBA and the Division will develop Prior
all Member claims with the Contractor for the purposes of  Authorization policies and processes.

Care Management and payment”. Please confirm that the

Contractors are expected to reimburse the PBA for claims

paid? As pharmacy expenses can represent a significant

portion of a Member's medical expense (for which the

Contractor is at risk for), will Contractors have input into

the PBA's prior authorization policies and processes?

15. 4441 I14  Question in regards to section 4.4.4.1 "The Contractor is Contractors will be able to view claims through a web portal
expected to cooperate with the PBA fully in all aspects of  application.
pharmacy administration. The PBA will share all Member
claims with the Contractor for the purposes of Care
Management and payment." For care coordination and
clinical interventions, will pharmacy claims files be
provided on a daily basis and in an industry standard
format? Will there also be access to a PBA reporting
portal/system for MCO access?

16. 4442 114 Will the Contractor be required to pay additional funds, No.
outside of the funds the Division provides, to the PBA?

17. 4442 114 Contract Section 4.4.4.2 states "The PBA will submit a Like the Contractors, the Division will receive weekly
weekly invoice to the Contractor that the Contractor will invoices from the PBA. The Division will allocate the funds
pay with funds provided by the Division. The Contractor ~ necessary to pay those invoices to the Contractors, directing
must make payments as directed by the Division to the those funds to each Contractor's dedicated PBA bank
PBA. The Contractor will establish a dedicated bank accounts. Each Contractor must then use those funds to pay
account for the purpose of receiving the funds and their invoice from the PBA.

managing the payment of PBA invoices." Can the
Division provide more detail on how they will be paying
the CCO for the PBA invoices?
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Regarding the weekly invoice mentioned in Section
4.4.4.2:

a. Will this be a pass thru item?

b. Will all pharmacy payments be outside the capitation
payment?

c. Will there be administrative costs included in the rates
for processing these payments?

How will the capitation rates be adjusted to account for
the administration? Currently rates have an admin percent
applied to the total expected medical/rx dollars. If Rx
dollars are removed from the rate, the admin dollars
needed for administering the pharmacy benefit will not be
accounted for in the rates according to the current
methodology.

Regarding Contract Section 5.1, can the state confirm that
when you speak to a toll-free dedicated Member services
call center, that it is the toll-free line that needs to be
dedicated to this contract?

The requirement in Contract Section 5.1.6 that “the
average monthly speed to answer after the initial
automatic voice response is forty (40) seconds or less”
appears to conflict with the requirement in 5.1.1 that “the
average hold time for a member before speaking with a
live representative must not exceed 2 minutes”. This 2
minute requirement is also specified for the provider calls.
Can you confirm that the 40 second requirement should be
removed and both member and provider should operate
under the 2 minute requirement?

Will pharmacy network contracts be the responsibility of
the PBA?

In order to broaden member access to highly qualified
PCMH programs, will DOM permit PCMH recognition /
certification from other respected organizations such as
URAC and Joint Commission?
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a. Yes.
b. Yes.
c. Milliman will evaluate the expected administration costs
associated with the pharmacy services under the new contract
and build it into the capitation rates, as appropriate.

Milliman will evaluate the administration costs associated
with the pharmacy services under the new contract and build
that into the capitation rates, as appropriate.

Yes.

The second item in the list of 5.1.6 should read, "The average
monthly speed to answer after the initial automatic voice
response is one hundred and twenty (120) seconds or less;".
(Corrected in Amendment 6.)

Yes.

The Division prefers NCQA certification. The Division may
discuss other strategies for certification with winning
Contractors.
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Will Centralized Credentialing be in place upon award? If  Centralized Credentialing is scheduled to be in place upon
not, is the state willing to deem active, Medicaid enrolled  reward.
providers state credentialed, so CCOs can contract with
them/include them in CCO network without direct
credentialing?
Section 6.9.3.2 states "In order to effectively train This is in reference to the Provider Portal, as described in
Providers, the Contractor shall have a working knowledge  Draft Contract, Section 5.8.4.
of the Contractor tool and web portal and be able to
communicate about the basic functionality of the tool and
how it can be used to mect Provider Clinical
Transformation goals." Can the Division provide further
definition of "Contractor tool" in this context?
Please define "Provider Network Representatives” in the The Draft Contract states, "The Contractor shall implement
context of the requirement to have at least 30 policics to monitor and ensurc compliance of Providers with
Representatives. the requirements of this Contract. The Contractor shall retam a
proportional number of Provider Representatives to assist
Providers. This number shall not be fewer than thirty (30),
including Subcontractors. These Provider Representatives
shall have appropriate training by the Contractor. These
Provider Representatives shall assist Providers with claims,
cnrollment, credentialing, and all arcas required for assistance.
Provider Representatives are required to develop relationships
with Providers located in their coverage area through regular
contact. The Division shall reserve the right to modify or
change the provider representative requirements during the
term of the Contract.”

The Division expects the Contractor to have Provider
Representatives adequately staffed across the state and
dedicated proportionately to each provider population
{MSCAN v. CHIP, higher percentage of representatives for
PCPs v. practice types with fewer members, etc.).
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Section 7.3 states, "the number of Care Managers hired
must equal at least a 40:1 ratio of Members for each Care
Manager.” If the intent is for each CCO to have aCM
ratio of 1 CM for every 40 members enrolled with the
CCO, that would result in a need for 3,000-4,000 case
managers per CCO.

a. If this is correct, can you please clarify how this will be
accounted for in the rates?

b. If this is incorrect, can more clarity be provided on how
this ratio should be calculated?

¢. Please confirm that "care manager” is inclusive of non-
clinical member-facing staff such as community health
workers and care coordinators.
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The ratio will be taken into account in the rate setting
process in the same manner that care management is
usually taken into account in the rate setting process.
More details will be available when the rates are set
for the base year of this Contract.

The 40:1 ratio indicates that no Care Manager for a
winning Contractor may have a case load of more than
40 Members. There may be fewer than 40 Members
assigned to a Care Manager as needed due to
stratification of Members and to ensure that Members
are receiving the best Care Management.

Offerors are reminded that medium- and high-risk
Members are to be assigned a Care Manager per
Section 7.5 of Appendix A: Draft Contract. Low-risk
Members are to have access to Care Management
teams with a point of contact, and therefore, they are
not part of the 1:40 Member count.

As stated in Draft Contract, Section 7.3, “Care
Managers must have appropriate skills and training to
engage with Members of different acuity levels,
including training and experience in healthcare
delivery, health education and coaching, supporting
access to needed resources, and assisting in adherence
to treatment plans. Care Managers must additionally
receive Cultural Competency training. Additionally,
the Contractor must hire at least one Care Manager
with special training and knowledge of Care
Management practices relevant to Mississippi’s
Native American community.” The Offeror may hire
qualified individuals who fit this definition. Clinicians
are not required.
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Contract Section 7.3: Care Managers states that the
“number of Carc Managers hired must equal at least a
40:1 ratio of Members for each Care Manager.” Is the
40:1 ratio applicable when Care Manager caseloads
include a mix of acuity/risk levels (i.e., Low, Medium,
High)?

For
example, is the 40:1 ratio the same for a Care Manager
with a case mix of 60% medium-risk and 40% high-risk
members and a Care Manager with a case mix of 70%
high-risk or 30% medium-risk members?

Can the state clarify what constitutes a “Closed-loop
Referrals and Warm Handoff” as indicated in Contract
Section 7.4.1? For example, if a referral is made by an
individual members or provider, is the expectation that
Care Managers follow-up on these referrals or is the
requirement limited to referrals that the Contractor makes?
Can the state clarify what the intention is regarding
mandatory enrollment of medium and high risk members
with a PCMH. Section 7.4.2 states "the Contractor is
required to utilize a PCMH as the PCP for higher acuity
(medium- and high-risk) Members" and 6.2.5 states that
we are to "develop an NCQA-recognized Patient-Centered
Medical Home (PCMH).... for cach medium- and high-
risk Member.” The RFQ Question 4.2.3.2 includes the
language "PCMHs should be made available to all
medium- and high-risk Members." Understanding that
while PCMHs are available in MS currently, therc is
limitations of the network at present. Is the intent for the
respondent to build this network and to offer or make
available a PCMH to all medium and high risk members
(retaining their choice of providers per Scction 3.2.4)?
Also, should PCMHs be made available to all members,
including low risk members?
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Members assigned may be stratified across risk levels or not;
that is at the Offeror’s discretion in its qualification. 40:1 is
the highest ratio the Division expects; Contractors can assign
fewer Members per Care Manager as appropriate.

The requirement applies to referrals made by a provider and
referrals made by the Care Manager.

The Contractor should work to build a robust PCMH network
within the state. PCMHs are required for medium- and high-
risk Members; PCMHs are desirable for low-risk Members but
are not required.
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Can the state please clarify the appropriate time frames for
closed-loop referral follow-up once a CM has made a
referral to an external entity or provider: Section 7.5.1 and
Table 7.1 of the contract references a 30 day time frame,
Section 7.4.1 references a 7 day time frame, and 7.8.4
references a 48 hour time frame.

Contract Section 7.4.3.3, Risk-level Assignment identifies
multiple subpopulations to be assigned to a medium- or
high-risk care management category, while 7.4.3.3.1,
Mandatory Assignment, includes z list of those same
subpopulations as required to be automatically enrolled
into a high-risk category.

Can the State please confirm that the requirement for
those subpopulations to be enrolled into a medium- or a
high-risk category, as indicated in 7.4.3.3, is the accurate
onc? For example, if a member with diabetes or SPMI has
completed the CHA and is determined to be at medium
risk, is this allowable?

Wil the state provide guidance on how it defines "Serious
SDOCH challenges" referenced in contract section 7.4.3.3.
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Table 7.1 and Section 7.5.1 should include a 7-day time frame
as stated in Section 7.4.1, not a 30-day time frame. (Corrected
in Amendment 6.)

Section 7.8.4 is in reference to Transitions of Care only, and in
this circumstance, a 48-hour time frame is required.

7.4.3.3.1 speaks to automatic assignment at the time of a
Member’s enroliment and/or at the time the condition is first
detected. The language referring to medium- or high-risk care
management assignment in 7.4.3.3 is indicating that if, during
the life of the Member's enrollment with the Contractor, after
a follow-up assessment is conducted, the Contractor has
information about the Member that placement in medium-risk
care management is more appropriate, then the Member may
be reassigned.

Serious SDOH challenges are SDOH issues identified by the
Contractor through its Assignment of Risk Levels process.
Given the nature of SDOH, these determinations are based on
a holistic view of the Member and may change on a case-by-
case basis.

In making answers about its Care Management strategy, the
Offeror is encouraged to highlight SDOH challenges it
believes may be applicable to the MississippiCAN and CHIP
populations in Mississippi.
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Contract Section 7.4.3.3.1 of the draft contract identifies
that “all members identified as having one of the
following conditions™ should be enrolled into the “high-
risk” Care Management category. The conditions listed
include: pregnancy, diabetes, asthma, cardiovascular
diseases, and/or chronic kidney disease, substance use
disorder, and Foster Children. Section 7.4.3.4 identifies
that the “Contractor will provide Medium- or High-Risk
care Management to all Members identified with the
following conditions: diabetes, pre diabetes, asthma,
hypertension, obesity, attention deficit disorder,
congestive heart disease, organ transplants, behavioral
health conditions, foster children, substance use disorders,
perinatal conditions.” Please confirm that the reference in
7.4.3.4 is correct, and that members in these categories
may be assigned to Medium or High Risk care
management depending on their full Comprehensive
Health Assessment, and do not all automatically default to
High Risk care management.
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7.4.3.3.1 speaks to automnatic assignment at the time of a
Member’s enrollment and/or at the time the condition is first
detected. The language referring to medium- or high-risk care
management assignment in 7.4.3.3 is indicating that if, during
the life of the Member’s enrollment with the contractor, after a
follow-up assessment is conducted, the Contractor has
information about the Member that placement in medium-risk
care management is more appropriate, then the Member may
be reassigned.
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Can the state please clarify the mandatory populations for
medium and high risk assignment as there appears to be
some discrepancy across contract sections. Contract
Section 7.4.3.3 states that Members who have high costs
or potentially high costs or otherwise qualify, include but
are not limited to Members with persistent and/or
preventable inpatient readmissions, pregnant women
under twenty-one {21), high risk pregnancies, serious and
persistent behavioral health conditions, Substance Use
Disorder, Members with serious SDOH challenges, foster
children, and infants and toddlers with established risk for
developmental delays, shall be assigned to the medium or
high risk level. Members being discharged from an acute
inpatient psychiatric stay or PRTF shall be assigned to the
high-risk level and receive Care Management services.
*Subsequently, Section 7.4.3.3.1 states that many of the
conditions or situations addressed above should enroll in
high risk (vs. medium and high ) including ALL pregnant
members (vs. high risk pregnant members and pregnant
members under 21). *Subsequent section 7.4.3 .4 states
that "the Contractor will provide Medium- or High-Risk
Care Management services to all Members identified with
the following conditions: diabetes, prediabetes, asthma,
hypertension, obesity, attention deficit disorder,
congestive heart disease, organ transplants, behavioral
health conditions, foster children, substance use disorders,
perinatal conditions."” This language seems to revert to the
CCOs capability to assign members to one of two risk
levels (medium or high} based on their needs despite the
fact that many conditions {diabetes, asthma,
cardiovascular disease, etc.) are included in the mandatory
high enrollment conditions.

Please clarify how the PPHR described in this section will
be used.
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7.4.3.3.1 speaks to automatic assignment at the time of a
Member’s enrollment and/or at the time the condition is first
detected. The language referring to medium- or high-risk care
management assignment in 7.4.3.3 is indicating that if, during
the life of the Member’s enrollment with the contractor, after a
follow-up assessment is conducted, the Contractor has
information about the Member that placement in medium-risk
care management 1S more appropriate, then the Member may
be reassigned.

7.4.3.4 refers again to a Contractor's ability to reassign as
stated in 7.4.3.3.

The PPHR will be used as one quality metric for measuring
each Contractor’s efforts to improve the quality of care for
Members. This quality metric may be used in association with
the Contractor’s annual incentive withhold.
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B.5 213 Please provide a copy of the Mississippi Division of This document is under development and will be further

Medicaid Value-Based Payment Work Plan. developed based on responses from Offerors and with winning
Contractors during implementation.

B9 215 Contract Section 8.9 states the Division reserves the right  The Division will not require more than 1% of the capitation
to raise the 0.5% SDOH capitation payment rate during payment to be devoted to SDOH projects.
the life of the contract. Will the state provide a threshold
or range for any potential increase?

2.9 215  The contract (section 8.9) specifies that 0.5% of Contractors may partner with other entities in projects
Capitation Payments received be devoted to Social designed with community-based organization. Contractors
Determinants of Health projects with community-based may not partner with other entities in lieu of partnership with
organizations. Will the state please confirm that community-based organization. The 0.5% must be devoted to
Contractors may implement SDOH projects (upon state SDOH projects and initiatives built in partnership with
review and approval) that partner with entities, community-based organizations. As stated in Exhibit A, Draft
subcontractors, or vendors in lieu of or in addition to Contract, projects are subject to Division approval.
projects with community-based organizations. If so,
will the state also confirm these projects (upon state
review and approval) may be included in the 0.5%
Capitation Payment.

89 215 Regarding the commiiment of at least 0.5% of Capitation a. Show these costs separately so the Division can track
Payments to Social Determinants of Health: these expenditures.
a. How should thesc costs be shown in the Pro Forma? b. Yes, thesc expenscs will count in the numecrator of the
b. Please confirm that these expenses will count in the MLR for minimum MLR calculation purposes.
numerator of the MLR for minimum MLR calculation c. Yes, because under the new procurement/contract,
purposes. CHIP will be combined into MSCAN as a separate
¢. Pleasc clarify if this is for both the MSCAN and CHIP Rate Cell.
programs.
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Please confirm that table 8.1 contains the rate targets we
must meet. Also in Table 8.1 EPSDT Screening Rates, the
second measure is immunizations and the rate targets
show 85% of enrolled members under age one (1) had
required immunizations; and 75% of enrolled members
between the ages of one (1) and 21 had screenings. Should
the 85% measure for members between ages of one and 21
be for immunizations instead of screenings?

Table 8.2 Well-Care Child Assessments and
Immunization Screening Rates follows this statement,
Please clarify that the Screening rates requirement for 8.21
are contained in Table 8.2.

Section 9.1.6 states "the Contractor shall not employ off-
system adjustments when processing corrections to
payment errors unless it requests and receives prior
written authorization from the Division." Can the Division
define and provide more information about "off-system
adjustments?"

In Section 11.1.2 Payment in Full of Appendix A - CCO
Contract, the contract contains the following language:

* Failure to provide Care Management services as
required under Section 7, Care Management will result in
Capitation Payment reduction.

» Failure to enroll the Members identified in Section
7.4.3.3.1, Care Management: Assignment of Risk Levels:
Mandatory Assignments into the Contractor will result in
Capitation Payment reduction.

Please provide additional clarification on the process to
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Page 14
Section 8.20 should reference Table 8.1 in the second
paragraph of the section. Table 8.1 contains the rate targets a
Contractor must meet for EPSDT Screening and Immunization
Rates. Table 8.1 should be named "Table 8.1 EPSDT
Screening and Immunization Rates." Under the Measure
"Immunizations" in Table 8.1, the requirement should read as
follows: "Eighty-five percent (85%) of enrolled Members
under age one (1) had required immunizations; Seventy-five
percent (75%) of enrclled Members between the ages of one
(1) and twenty-one (21) had required immunizations."
(Corrected in Amendment 6.)

8.21 should reference Table 8.2 in the second paragraph of the
scction. Table 8.3 does not exist. Table 8.2 contains the rate
targets a Contractor must meet for CHIP Well-Care Child
Assessments and Screening Rates, in compliance with Section
8.21. (Corrected in Amendment 6.)

Off-system adjustments are defined as any payments or
adjustments that the Contractor would expect to include in its
financial template but would not be included in Encounter
reporting.

The Division will evaluate the level and quality of care
management provided by each CCO against standards of care
for each beneficiary level as described in Appendix A, Draft
Contract. The determination that cither a pattern of
inappropriate provision of care management or delays in the
provision of carc management exist is at the sole discretion of
the Division. A corrective action plan (CAP) will be required
from the Contractor upen the Division's finding of a failure to
meet requirements as appropriate. The timing and amount of
any associated Capitation Payment reduction will be
dependent upon the failure found by the Division, the ability
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Appendix A: Draft Contract-Specific Questions and Answers

determine a failure on the part of a Coordinated Care
Organization to meet these requirements and how the
Division will assess the reduction in capitation payment,
including the timing and amount.

Please provide a copy of the MississippiCAN and CHIP
Reporting Manuals.

The numbered list of claims denials by category in Section
16.2.4 begins at #15, rather than #1. Will the Division
please confirm that this list of denials is comprehensive
and there are not missing denial types the Contractor is
responsibie for reporting on?

Section 16.5 states "it is a Division requirement that the
Contractor integrates with any future Division
Government-to-Constituent (G2C) CIAM with
Federation." Can the Division provide more information
on any planned or potential G2C CIAM initiatives?

Will the PBA be responsible for pharmacy encounter data
submisstons?

This section states, "For any pharmacy and/or drug
delivery services and/or benefits the Contractor is directed
to deliver by the Division, the Contractor shall report drug
(i.e., j-code) utilization data to the Division’s Agent.” Will
the Contractors be required to submit drug data to the
Division or will this be the responsibility of the PBA?
Plcasc confirm that rebates received by the PBA would
not be excluded from the minimum MLR calculation.
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Page 15
of the Contractor to resolve the issue, and the impact on the
Member community. At all times, the well-being of the
Member community will be tantamount in the Division's
application of the Capitation Payment reduction.

Downloadable links for both Reporting Manuals will be
provided on the dedicated DOM CCO Procurement Website
no later than Friday, February 11, 2022,

The list is comprehensive, and there arc no missing denial
types. This list should begin with | and be numbered through
8. This is a typographical error. (Corrected in Amendment 6.)

The Division will provide additional information to winning
Contractors regarding this requirement as it becomes available
during the life of the Contract.

Yes.

For Physician-Administered Drugs and Implantable Devices,
this would be the responsibility of the Contractor. For retail
pharmaceuticals, this would be the responsibility of the PBA.
If the Division requires additional information from the
Contractor regarding this issue, the Division reserves the right
to make that request during the life of the Contract.

Rebates will not be included in the MLR calculation.
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As a PBA will be utilized for pharmacy claims
management, can the Division confirm the PBA will
manage "prescription drug rebates received and accrued
by the Contractor, as well as rebates available and retained
by the pharmacy benefits manager;"?

Can the Division also confirm the language relating to
"pharmacy benefits manager” should be updated to
“pharmacy benefits administrator"?

Can the Division confirm this requirement will be updated
as a PBA will be utilized for pharmacy claims
management? Can the Division also confirm the language
relating to "pharmacy benefits manager" should be
updated to "pharmacy benefits administrator"?

As a PBA will be utilized for pharmacy claims
management, can the Division confirm the PBA will
perform "Prospective prescription drug utilization review
aimed at identifying potential adverse drug interactions"?

Will MSCAN and CHIP be combined for the minimum
MLR requircment, or will they have separate minimum
MLR calculations? If separate, will CHIP have an 85%
minimum MLR threshold like pg. 14 of Appendix C? The
difference between the 87.5% and 85% minimum MLRs
are due to the MHAP/MAPs payments being included in
the MSCAN calculation, while they are not in the CHIP
program because CHIP does not have MHAP/MAPs
payments. If combined, will there be an update to
minimum MLR amount to blend the two minimum
thresholds of 87.5% and 85% for MSCAN and CHIP
respectively?
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Page 16
The PBA will be responsible for management of prescription
drug rebates received and accrued, as well as rebates available
and retained. (Corrected in Amendment 6.)

This requirement will be updated to account for PBA claims
management.

The language relating to "pharmacy benefits manager” should
be updated to "pharmacy benefits administrator."

Yes. (Corrected in Amendment 6.)

Yes, these will be combined. The Division will calculate a
revised Minimum MLR Ratio to be effective with the first
reporting year of the Contract.
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Please confirm that the intent is for the Contractors to
respond within five (5) business days of the receipt of
Grievance and Appeals.

Is this is reference to the quality withholds referenced in
11.1.1.5 or a scparate set of measures?

Additionally, is PM#1 duplicative of GEN#1 or a different
set of performance mcasurcs?

Page 17
The intent is for the Offeror to respond within five (5)
calendar days of receipt of the Grievance or Appeal. Inclusion
of "business” in this requirement is a typographical error.
(Corrected in Amendment 6.)

The requirement is reiterated in Table 5.1 Summary of
MississippiCAN Member Grievances and Appeals
Requirements and Table 5.1 Summary of CHIP Member
Grievances and Appeals Requirements.

GEN#1 is duplicative of PM #1. GEN #1 will be removed.
(Corrected in Amendment 6.)

This Liquidated Damage does not apply to the quality
withhold described in 11.1.1.5.

[End of 2. Draft Contract Questions and Answers|

|[END OF DOCUMENT]
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Page |
4.2.2 Methodology/Work Statement

Page 44 is amended as indicated in red, below:

Eoreach of the subsections belovrespansesio Work Planand Sehedule are aol subject to the page
responsetimitslistedforthat section: Weork Plans and-Schedulevesponsenreimitedto- 15
bl igbopnd o for caply sodinn,

4.2.2.1 Member Services and Benefits

Pagze 45 is amended as indicated in red, below:

Response Limit: 565 pages, plus two (2) marketing samples, not to exceed five (5) pages each.

Page 46 is amended as indicated in red. below:

4. Chronic Conditions

a. Describe how the Offeror will implement innovative programs to improve the health and
well-being of Members diagnosed with diabetes and pre-diabetes.

b. Describe the Offeror’s direct experience in service delivery and payment and/or capacity
to manage service delivery and payment for services for Members with chronic health
conditions gencrally.

c. Describe the Offeror’s approach to delivery and payment for chrenic health conditions
services generally.

Describe any innovative methods that Offeror will use to augment its approach.

e. How will the Offeror address racial, ethnic, and geographic disparities in delivery of and

outcomes regarding Members with chronic conditions?

k
5. Foster Children

a. Describe the Offeror’s experience and or capacity to manage the care of foster children,
and your ability to develop a continuum of care responsive to their needs.

Page 47 is amended as indicated in red, below, to correct typographical errors found in the course of
making other revisions:

7. Vision Services

a. Describe the Offeror’s direct experience in service delivery and payment and/or capacity
to manage service delivery and payment for vision services,

b. Describe any innovative methods that Offeror will use to augment its approach.

¢. How will the Offeror address racial, ethnic, and geographic disparities in delivery of and
outcomes regarding visions services”

8. Additional Items

d. Describe any additional practices the Offeror will use to address racial, ethnic, and
geographic disparities in delivery of services.
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B. Member Services Call Center

1. Describe the Offeror’s Member services call center operations, including:

a. Confirming that the location of the proposed operations will be within the State of Mississippi
Hinds Madison-erBankin Counties(provide a yes or no answer; do not include address);

Page 49 is amended as indicated in red, below:
H:Waork-Blan-end Schedule

%H#i-ew-r—muﬂ—twew # detatled waflre phiti broken down-by-taskiand-Subtasks-ob-the-dutesregquired-by

Appendi i Pratt-Conteretresartdine Member Bervices and Benelus, and a schedue {or the
WWMM%}HHHMM% I{-Iee-n-H 5} wwkiﬁg
ikiys For the Division approval of each- : ;
siother meliime has been spevified B o parbcuiar dehwmble 1ee other sections - G-or
Acpsendi-A-Praft-Contrack—Fhre work plan to be propased showld mehide att responsiihisies, nnlestotes;
s debeerabies sotbred o Sopperehe S Db Sepre sid ks BEOY

MRS = bk ; s o comstrads ientdied by the Offeror, buh i
2. Biffon Meeded: Hesowrce-weeks-olef : =

amid the Division’s resource elforts separately.
%HM&W%%MM%&ﬂMMM HEEEH wmm

5, na-ub-ievhaeunf AMMMH&W%W&WWMJWW‘P‘*WW
el

4,2,2.2: Provider Network and Services
Page 52 is amended as indicated in red, below:
FE. Provider Payment

G Waork Plan and Schedule

The Offerar ast create o detatled-warrcplas : e
Appendin A, Deall Contract, WPMMMS@WH&MWM&HM

WHMMMHMMWMMM%HS}W
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andd the Pavision's resovrce elots separately,
3. Diagram: A network diagram, showing dhe planned start and-end-datesfor-all tasks-and subiasky,

5— Troublesheoting:-A-diseussion-ofhew-the-work-plan-provides-for hendling of potential-and-actual
problens,

4.2.2.3: Care Management

Page 53 is amended as indicated in red, below:

Response Limit: 45 pages, plus two (2) appendices: one (1) in response to B.1, and one (1) in
response to B.2. Each appendix is limited to five (5) pages.

Page 35 is amended in red, as follows:

-%p-pead-m—& {-MQMWMHW wind i wheéuh Fﬁf t-hepesrl?ermame ﬂf emzh
Imlt wichuded meﬂ-@hi am-lm-l year THM&M&H&%—E#&H—H%%&W%—?&FMH&H

Contract. Vhe worl plan lo be proposed should irchude all responsibiaties, milestones, und deliverables
outhied i Appendin A Brafl Contract, and tHus REG.

Fhe Offeror's response st wchide the follivems subsectinns

— Asstiriptiie arnd Corstrris ARy assaraphes or constraints wdentifred by the (dferor, bath
d&depmﬁ-he*sfk phﬁ&néﬂf@mplﬂ%—wempkm—

MWM&MW
3 Pasgrane A pebwork disgrun, showing the planned start and end dates Tor a Lasks and subtasks,
MWMMWM

hemi-]—mg-al per.emm aném&ual

probiless,

4.2,.2.4 Quality Management

Page 56 is amended as indicated in red, below:

Response Limit: 40 pages, plus a-10-page-appendix two (2) appendices: one (1) in response to A.2,
and one (1} in response to C.1, Each appendix is limited to ten (10) pages.
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Page 57 is amended as indicated in red, below:
D Weork-Plan-and-Schedule

kppend-m &M&W@gﬁﬂ% Mﬂ-ha-gemm—&hdnﬂwheéuiu M—MMMWM
Mmiudﬁmmh(‘w&w Fh&mhwlulehh&ul-dal-l-w I-rﬁmﬂ‘i}wkmgﬁayw [ I-heilwhm

erstbined i Appenden A Dealt Comtract, amad this REG

developing the work pha aid in completing the work pran.

6 Schedule: A schedide for all deliverables.
[Fbst-0d: PAGE INENTIONALLY LEFT BLANK]

4.2.2.5 Utilization Management
Page 58 is amendcd in red, below:
O Wark Plan and Sehedile

Hhre-OHerorsborenten-detaited work plun brosen dovwns by fushisand subiasks-of tie dilies reprized by
Ap-pend-l-n A, Di-ﬂ-ﬂ{ﬂntﬂe% wmmm -&nd-ﬁﬂd*du-l&-ibﬂ-h&péﬁfwme&af

WWMWM*MW&W&W
Preaft Contract. The work plan to e proposed should-tncludeall responsibilities, milestones, and

[REST OF PAGE INTENTIONALLY LEFT BLANK]

Page 59 is amended as indicated in red, below:
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aeit-task o sublask | showine the Oleror s sesonres

arireithe-BPivistess-resource elforks separately

A dhperany A sebwork didymm showing the planneds
+ﬂdi-&!!+i’r“—ih& ++1-!e4=ﬁ=1-ﬂ P B

&

S H-H%k—‘v-zmd-mhimm
rer-taree- e work f}i-:tﬂ prrowsdes for h:rﬂ-ﬁ“ﬂ-“‘ of potential-and-actuat

prek o
&, Sehedube: A sehedletoral-dabearables

[RESFOFPAGE INTENTIONALLY LEFT BLANK]

4.2.2.6: Information Technology

Page 60 is amended as indicated in red, below:

Response Limit: 25 pages, plus two (2) appendices: one (1) in response to A.l.a,, and one (1) in
response to D.1. Each appendix is limited to ten (10) pages.

C. Innovation

23 Describe any other innovative technological methods, if any, the Offeror will utilize to render
services to the Division.

D. Continuity of Operations

I. Inan appendix no longer than ten (10) pages, Bdescribe the Offeror’s proposed emergency

response continuity of operations plan, Adtach-scopy of the Oferor s plan-ersummarize how the
fferor’s plan-aAddresses the following aspects of pandemic preparedness and natural disaster

recovery, including:

Page 61 is amended in red, as follows below:

E. Wark Plan aad Schedule

Hesreguited by
: -«Lh-ﬂlﬂ#e for the performance of
itﬂa—*ﬂﬁwk{ ﬂ{-ﬂw fisteen (1 53) working davstorthe
Q-W%H—a-pﬁfﬂ%&i—eﬁe&eh—ﬂﬂ#%um OF Fe Mihmwrmn iy# each m&iw+d*mi-del+vemhi-e—uﬂ-le&b—aﬂa{-he+
Hinefrtine das heen spect he-l-_l o a-partienk prprerden A
E}fﬂk T mi-!ﬁux- T .'II-[’H#-H;E&— melesiohes, and

Five DHFerisr 118t credike &dﬂmied—
:‘kppem'm i, 4} L

- by S ik ' sore-eettstratts wiealified by the Offeror, both-n
developing theweorkplarand-in-eom ;—)iﬁkﬂ# Hie vﬁnk 1_#.&!
2—fh Needed: Re-\.iaiwee we«ak«ﬂ effor-foeeae
atidd the Diviston’s 3 :

Mwmmﬁwm%mwmm e For all tasks amidsubasks
dieating the-interrelationshopsolat-tushs-and sublasks, and wentibymp-thecatical path.
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4.2,2.7: Subcontractual Relationships and Delegation
Page 62 is amended as indicated in red, below:
O Work Plan and Schedule

Mf@iwwmﬂm&wk ﬁanbﬁ?ﬁ%dﬂ%ﬂb‘t Mhaﬂdﬁﬁ%ﬁﬁ &#Mdmm{eqﬂe&hy
f'\-p-pem}mﬂt—ﬂrﬂﬂi—ﬂm e ;

dekw&abmmm m&mwhmbeen»pemmé Rwupmmla; delwer&b#w-wt-her%ﬂf
l-hh RH}H " %ppendﬁ A a[kd-i-lh(_—enir-&e-i —Th-&wﬂl: pmn—le-b-e—pfeﬁe&ed—sheu-ld—mc—iud&aﬂ

sre-lie W feror s resource

and the Pavision's resource effores separately,
+—Gant-ChartA-Ganstechary showing the-planied start anid end dates of all fasks and sublasks.

S— Troubleshoustng: & discussion of how the work plan provides for handbog of poiential and-aehnl
problems:

[REST OF PAGE INTENTIONALLY LEFT BLANK]

Page 63 is amended as indicated red, below:

[REST-OE-PAGE INTENTIONALLY LEFT BLANK]

4.2.2.8: Financial Data and Reporting

Page 64 is amended as indicated in red, below:

m&peﬁemmwmmmmmhmwm SFhehehedeu-lﬁheulduuw Hiemf!i-}
working davs for the Diviston-approvasof each & s :
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deliverable, witless another thnefrmae-has-beerspecthedforaparienlardeliverablenother seetonsof
mb-RFQ-er—HH\rppendﬁ AL Qﬂh&ﬁﬂs&@-& Fhe werk plan o be proposed showhl wncludewll
euthned in Appendin A Drafl Condract, wsd this REQ.

—Assumptons afd Constaints. ARy assumphons of constraity identibied by-the O ervi-both-in

and the Drvision's resource e Hossseparatelye
3 —'Dl'a-gﬂlfﬁ mwm-epkd'eagram ahawmg MM%W%FH—WHM
vt &mm&mﬂwwmﬂwh

[REST OF PAGE INTENTIONALLY LEFT BLANK]

Page 635 is amended as indicated in red, below:
wetheweark-nlan provides i handhng of polentad and sctual

Freehe i
6. Schedule A seiedubetoraH-debrverabdes:
[RESI-OE-PAGE INTENTIONALLY LEFT BLANK]

4.2.2.9; Program Integrity

Page 66 is amended as indicated in red, below:
B Wark Plaa and Sehedule

A-ppend-m & Dmﬁ-(emf&ei ﬁgafémg&ugr&ml-megm} mda%hdub—t&p—ﬂm—pm#&mmmte—&l—eaehw
meluded tnsach Contretyear Thescheidule should arow Diteen (15} working days for the Division
wm%ﬁmmmmm Hﬂéﬁ&ﬁﬂ&ﬂ%ﬂhﬂi&ﬁm

(ﬁm-rae-i Ih&u-e-rh ?Laai-arbe WM i

erthned-nppendisn- A Braft Contraet, and tins REQ.
The Offeror's response must mehade the fillvaing subsections

o Assmphionsand Constramibs, ARy asstinpiions of copsiriids identdied by the Offeror-boti-a
dﬁ%lﬁpﬂ%}&*u%k—pl&n—uml—meeﬂ%pleﬂngﬂﬁwerkphﬂ-

- meqmem a-eﬁfeﬂa-sep&rml-y 1
3. mammmmwmmmhmmm
E . B £ p&-l-h-
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4.2.2.10: Subrogation and Third-Party Liability

Page 67 is amended as indicated in red, below:
B Wark Plaa and Schedule
Fhe Oiferor must create  detaled work plun broken dowa by lusks and sublasks of the duties reguired-by

Appendin A Braft Contract, regarding Subrogation and Thard Party Liabibiby, and & schedule for the
ﬁeFfeﬂmnee—m'leaeh—mak—mel&deé—m—e&M E—G&Emei—jre&r—‘l—he%&hmﬂe—s-hﬂuﬁauﬁw#m 45 we-rkﬂm

ﬂm{-hes st brane has mwiﬁm-mmuhﬁdemﬂubh-m aﬂmm&m{-{hwkﬁgﬂ—m
Appendin A Drall Comtract. The waork plan o be proposed should inchade all responsibilities, miestones,

F—Assmprions and Comstriils ARy assaiiions oF constraims wentified by the OFferor, both m
developing the work plan-and-in-completing the-worleplan.

anid the Im-mm 5 FesEE HHHH-WM
J—{kmm—aﬁemeﬂmﬁm mwmmm &H»muk& anid stibrasks,

4,2.2.11: Eligibility, Enrollment, and Disenrollment

Page 68 is amended as indicated in red, below:

Response Limit:15 pages, plus two (2) appendices: one (1) in responsc to A.2.c, and one (1) in
response to C(1)(e) (optional}. Each appendix is limited to five (5) pages each.

B Waerk Plan and Schedule
[REST OF PAGE INTENTIONALLY LEFT BLANK]

Page 69 is amended as indicated in red, below:

The Odferor wiust oreple g detaried work plan broken down by taskys amid sablasks of the daties reqaared by
WMWM Furothen -and-Eisenrollinrent, ﬂﬂdﬁﬁéhédﬂl&#ﬁﬂhe
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S Ea b -Ee g ebrsd ot poete b e B DR e basth- b
developiie e work plan Arnl w commleling the work plan.
I Efton-Masdad -Resource-weess of effort-for-eachtask orsublask  showing the Ofleror’s resoiree

I— At os vrorrned -

virdicabing the iverrelabionships-ofal asas and subtashs and whentlying the criticat path.

Gandt Chark: A Gank chart, showing the planned start and end dates of atl lasks and sebiasss
Frooblecrompie A baeedan ol s the erl : et rorbeirbnd it b
prehdie

B mchedule A soheduledos st debverables

o

[PAGE INTENTIONALLY LEFT BLLANK]

4.3.1.2 Corporate Experience

Pase 74 is amended as indicated in red, below:

The Corporate Experience Section must present the details of the Offeror’s experience with the type of
service to be provided by this RFQ and Medicaid experience. Using the provided form in Appendix F,
provide information about states the Offeror is currently or has been under contract with to provide
managed care services since January 1, 2018, for any market of beneficiaries totaling or exceeding
400,000,

If the information requested above is not available, the Offeror must provide aa narrative explanation. not
to exceed three (3) pages. Acceptance of the explanation provided is at the discretion of the Division.

4.3.3 Organization and Staffing
Page 78 is amended as indicated in red, below:

The Organization and Staffing Section shall include team organization, charts of proposed positions,
number of FTEs associated with each position for key staff, and job descriptions of key management
personnel and care managers listed in Section 1.13, Administration, Management, Facilities, and
Resources of Appendix A, Draft Contract, as well as the Offeror’s plan for hiring and management of any
subcontractors the Offeror plans to execute the Contract, and what economic impact the execution
sclection of the Offeror might have on the state.

4.3.3.3 Administrative Requirements
Page 78 is amended as indicated in red, below:
The Offeror will verify and answer the following:

1. The Offeror will have an Administrative Office within fifieen (15) miles of the Mississippi
Division of Medicaid’s Central Office at the Walter Sillers Building, Jackson, Mississippi 39201-
1399, as required by the RFQ.
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2. Inanarrative no longer than two (2) pages. Fthe Offeror will Describe how and where

administrative records and data will be maintained and the process and time frame for retrieving
records requested by the Division or other State or external review representatives.

The Offeror must complete the appropriate attestation in Appendix H as its response to Question |.

4.3.3.5 Subcontractors

Page 79 is amended as indicated in red, below:

The Offeror must provide a narrative explanation no longer than three (3) pages giving an overview of its
overall philosophy for subcontractor hiring and management. Additionally, the Offeror must Huse the
forms provided in Appendix H to describe Subcontractors the Offeror expects to utilize for this Contract.
If a subcontractor has provided services for the Offeror for a managed care contract in the past three (3)
years, use the appropriate form in Appendix H to detail those services.

4.3.3.6 Economic Impact

The heading for 4.3.3.6 is amended as indicated in red, below:
4.3.3.6 Economic Impact (Marked) — 20 points

Page 79 is amended as indicated in red, below:

There are numerous positions listed in Appendix A: Draft Contract that require that the individual filling
the position be located in Mississippi. Use the form provided in Appendix H to detail expected wages for
those positions as well as any other positions the Offeror will locate in Mississippi. The Offeror should
only deseribe positions that will be directly hired by the Offeror. The Offeror should not include positions
to be filled by Subcontractors

Page 80 is amended as indicated in red. below:
Additionally, include a narrative explanation no longer than two (2} pages of other investments, if any,
that the Offeror plans to make in Mississippi.

[END OF DOCUMENT]
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RFQ 20211210: Amendment 6
February 7, 2022
Cover/Acknowledgment Page

Amendment #6 to RFQ 20211210: Appendix A: Draft Contract Corrections and
Clarifications

RFQ #: 20211210 / RFx#3150003991
Date: February 7, 2022
RFQ Name: Mississippi Division of Medicaid Coordinated Care

This document contains corrections referenced in Amendment 4: RFQ Questions and Answers as they relate to
Appendix A: Draft Contract-Specific Questions and Answers.

Receipt of Amendment 6 Acknowledged:

/‘%
(Sightiture) -

C/

Aaron Sisk
(Printed)

President and CEO
{Title)

Magnolia Health Plan, Inc.
(Company)
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Page 1
3. Eligibility, Enroliment, and Disenrollment

Page 72 is amended as indicated in red, below:

The Division Centracter will be responsible for assessing eligibility and conducting enrollment for
members of MississippiCAN and CHIP. Eligibility and Enrollment guidelines for each program are
described in this section.

5.1.6 Additional Call Center Sufficiency Standards

Page 119 is amended as indicated in red, below:

24.. The average monthly speed to answer after the initial automatic voice response is forty484-one
hundred and twenty (120) seconds or less;

Table 7.1

Page 198 is amended as indicated 1n red, below:

Coordination with other health and social programs such as MSDH’s PHRM/ISS Program, Individuals
with Disabilities Education Act (IDEA),the Special Supplemental Food Program for Women, Infants, and
Children (WICY; Head Start; school health services, and other programs for children with special health
care needs, such as the Title V Maternal and Child Health Program, and the Department of Human
Services; Developing, planning and assisting Members with information about community-based
organizations, free care initiatives, and support groups; and follow up with both the Member and any
organizations to which the Member has been referred within scven (7) sherty28) calendar days of
referral, with assistance offered to the Member to overcome any batriers to access to the utilization of the
referral organization.

7.5.1 Services for All Members/Low Risk Members

Page 199 is amended as indicated in red, below:

6. Coordination with other health and social programs such as MSDH’s PHRM/ISS Program,
Individuals with Disabilities Education Act (IDEA),the Special Supplemental Food Program for
Women, Infants, and Children (WICY); Head Start; school health services, and other programs for
children with special health care needs, such as the Title V Maternal and Child Health Program, and
the Mississippi Department of Human Services; Developing, planning and assisting Members with
information about community-based organizations, free care initiatives, and support groups; and
follow up with both the Member and any organizations to which the Member has been referred
within seven (7) threy-30) calendar days of referral, with assistance offered to the Member to
overcome any barriers to access to the utilization of the referral organization;
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8.20 MississippiCAN EPSDT Screening and Immunization Rate Validation

Page 226 is amended as indicated in red. below:

The Contractor must achieve the screening rates in Table 8.12 to comply with this Contract. The
identified targets may be updated by the Division periodically.

Page 227 is amended as indicated in red, below:

Table 8.1 EPSDT Screening and Immunization Rates

Screenings Eighty-five percent (85%) of enrolled Members under age

one (1) had required screenings; Seventy-five percent
(75%) of enrolled Members between the ages of one (1)
and twenty-one (21) had required screenings.
Immunizations Eighty-five percent (85%) of enrolled Members under age
one (1) had required immunizations; Seventy-five percent
(75%) of enrolled Members between the ages of one (1)

. and twenty-one (21) had required immunizations

8.21 CHIP Well-Care Child Assessments and Immunization Rates Validation

Page 227 is amended as indicated in red, below:

The Contractor must achieve the screening rates in Table 8.23 to comply with this Contract. The
identified targets are in effect for the first year of operations, and the Division will update these targets
annually.

16.2.4 Claims Denial Report

Page 306 1s amended as indicated in red. below:

115. Prior authorization,

2+6. Claims completion errors,

347, Duplicate claims,

448, Services not covered,

549, Services not rendered because the Member is not eligible,
620. Timely filing,

72+, Coordination of benefits, and

822. Any other denial categories utilized by the Contractor.
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Exhibit C: Medical Loss Ratio (MLR) Requirements

B. Reimbursement for Clinical Services Provided to Members

Page 331 1s amended as indicated in red, below:

1. Amounts that must be deducted from incurred claims include:
a. Overpayment recoveries received from Network Providers;

b. If applicable, prescription drug rebates received and accrued by the Contractor.as-welias

sebpter e e bbe i petasperb b P pooareiae s Bl b T ser;
C.2. Activity Requirements

Page 335 is amended as indicated in red, below:

ix. Improve patient safety. reduce medical errors, and lower infection and mortality rates. Examples
of activities primarily designed to improve patient safety, reduce medical errors, and lower
infection and mortality rates include:;

(a) The appropriate identification and use of best clinical practices to avoid harm;

(b) Activities to identify and encourage evidence-based medicine in addressing independently
identified and documented clinical errors or safety concerns;

{c) Activities to lower the risk of facility-acquired infections;

H-Prospective presoripiion divg wtbizabion veview amred at idemtitvime potenbish-adverse-diae
HeracHoORs:

Page 336 is amended as indicated in red, below:

(de)Any quality reporting and related documentation in non-electronic form for activities that
improve patient safety and reduce medical errors; and

(c£) Health information technology to support these activities.

Exhibit D

Page 352 1s amended as indicated in red, below:

B. Grievance

Within five (5) calendar business-days of receipt of the Grievance, the Contractor shall provide the
grievant with written notice that the Grievance has been received and the expected date of its resolution.
For telephonic Grievances received, the Contractor may provide the grievant with verbal notice of
expected date of resolution. If requested by the Member or the Member’s representative, a written
resolution will be provided.

155



Exhibit G: Liguidated Damages

Category 1: General - GEN

Page 388 is amended in red, below:

Reference # Service/Component

Transmittal Letter: 4.1, Transmittal Letter

RFQ 20211210: Amendment 5
February 7, 2022
Page 4

Measurement

Liquidated Damages

GEN#12 General
GEN #23 Section 16.4, Access to

Records and throughout
this Contract.

GEN #34 Section 13.2.1,
Subcontracting

Conditions

Performance Standard Measurement
Period

Fadure-bythe- Contraetarto-mentths FortheTormef
Perfarmanie Measure tarcets estabhished  the Ceoptract

The Contractor must not engage in
misreprescentation or falsification of
information to the Division, any
governmental entity, any provider, and/or
any Mcmber or potential Member.

For the Term of
the Contract

The Contractor must grant timely access
to records (as defined by the Secretary in
regulations) upon reasonable request to
any person (including an organization,
agency, or other entity, but excluding a
Member) or to the Inspector General of
the Department of Health and Human
Services for the purpose of audits,
investigations, evaluations or other
statutory functions of the Inspector
General of the Department of Heaith and
Human Services, the Division, or any
other duly authorized representative.

1In the event that the Contractor
terminates the Subcontractor or the
Subcontractor ends its relationship with
the Contractor, the Contractor will give
notice to the Division within one (1)

For the Term of
the Contract
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Assessment

Permeasure~per The-Divisian-may-assess #pio i 1Y
; ; S N

The Division may assess liquidated
damages of up to $25,000 for cach
failure to comply.

Repeated instances may result in
grounds for Termination.

In addition to any other penalties that
may be prescribed by law, the
Division may asses a penalty of
$15,000 for each day of the failure to
make accessible all books,
documents, papers, Provider records,
Medical Records, financial records,
data, surveys, and computer
databases (collectively referred to as
“records™).

Per incident, per
day of
noncompliance

In addition, the Division may
terminate the Contract.

The Division may assess up to
35,000 per day of noncompliance.

Each day of
noncompliance
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Page 5

business day of termination and include
information about the Contractor’s plan
to ensure continuity of services affected
by the loss of the Subcontractor.

GEN #45 Section 13.2.3, Division = The Contractor must obtain written For the Term of  Per incident The Division may assess liquidated

Approval Process approval from the Division of a the Contract damages in an amount up to $10,000

Subcontractor prior to initiating a for each day that the Subcontractor
Contract for services from that was in effect without the Division’s

Subcontractor. approval.

Page 389 1s amended in red, below:

[REST-OF PAGE INTENTIONALLY LEFT BLANK]

{END OF DOCUMENT]
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Cover/Acknowledgment Page 1

Amendment #7 to RFQ 20211210: Updated RFQ Appendices F and H in Word
Format

RFQ #: 20211210 / RFx#3150003991
Date: February 7, 2022

RFQ Name: Mississippi Division of Medicaid Coordinated Care

Provided herein are amended Microsoft Word versions of the following:
¢ APPENDIX F: Corporate Background and Experience, form 4.3.1.2: Corporate Experience
¢ APPENDIX H: Organization and Staffing, Attestation for 4.3.3.3 Administrative Requirements
¢  APPENDIX H: Organization and Staffing, first form for 4.3.3.5 Subcontractors

Typographical Errors

Additionally, the following typographical errors were corrected in the following documents included in
this amendment:

APPENDIX F Amendments

Page 112 is amended in red, below:

4.3.1.2: Corporate Experience

Use the following form to provide information for any states that the Offeror is currently or has been
under contract with to provide managed care services since January 1, 2018, for any market of
beneficiaries totaling or exceeding 400,000.

If the Offeror has no current or recent chcnts the Offeror must prowde a narrative cxpldndtlon not to
exceed three (3) pages. an-e A SR b F 2 BE
informetionprevided- Acceptance of the explanatlon prowded is at the dlscretlon of the DlVlSlon

Page 113 is amended as explained below:

The form for APPENDIX F: Corporate Background and Experience, form 4.3.1.2: Corporate
Experience (Page 113) is amended to remove a duplicative field requesting “Geographic and population
coverage requirements.,”

APPENDIX H Amendments

Page 132 is amended as explained below:

The header of the attestation for APPENDIX H: Organization and Staffing, 4.3.3.3 Administrative
Requirements is amended to show the correct number of points available for this section as indicated in
red below, in conformance with the scoring as stated in the body of the RFQ:

4.3.3.3 Administrative Requirements (Marked) - 51 points
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Cover/Acknowledgment Page 2

The body of the attestation for APPENDIX H: Organization and Staffing, 4.3.3.3 Administrative
Requirements is amended as indicated in red below:

4.3.3.3 Administrative Requirements (Marked) — 514 points
Offeror attests to the following:
1. The Offeror will have an Administrative Office within fifteen (15) miles of the Mississippi

Division of Medicaid’s Central Office at the Walter Sillers Building, Jackson, Mississippi 39201-
1399, as required by the RFQ.

=

euterind povie et o bt

Page 133 is amended as indicated in red, below:
4.3.3.5 Subcontractors — 20 points

The Offeror must provide a narrative cxplanation no longer than three (3) pages giving an overview of its
overall philosophy for subcontractor hiring and management.

Use the first provided form entitled “Subcontractor” to describe the any subcontractor the Offeror plans to
use if chosen as a winning Contractor through this RFQ.

If the Offeror has worked with the subcontractor in the past three (3) years on a managed carc contract,
use the second form, “Prior Experience with Subcontractor™ to give details about that experience.

Page 134 is amended as explained, below:

The first form in APPENDIX H: Organization and Staffing, 4.3.3.5 Subcontractors was amended to
include an option for “Affiliate under the same common ownership™ as a response to the question, “This
entity is a:”.

Receipt of Amendment 7 Acknowledged:
P

(Sigfture) =

Aaron Sisk
(Printed)

President and CEQO
(Title)

Magnolia Health Plan, Inc.
{Company)
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Management Qualification: 4.3.1.2 Corporate Experience

Corporate Experience: Current and/or Recent Client

Client’s Name:

| Client Location
Address Line 1:

Address Line 2:

City: State: Zip Code: County:
Mailing Address (P.O. City: State: | Zip Code: 1 -Codnty_: _______
Box):

| Direct Contact for Client
Name:

Title:

Phone Number: | Email Address:

{ Work Details
| Number of covered lives:

Time period of contract:

Total number of staff hours expended during time period of contract:

Personnel requirements:

Geographic and population coverage requirements:

Publicly funded contract cost:

Description of work performed under this contract

160



Transmittal Letter: 4.1, Transmittal Letter

4.3.3.3 Administrative Requirements (Marked) — 5 points

4.3.3.3 Administrative Requirements (Marked) - 5 points
Offeror attests to the following:
3. The Offeror will have an Administrative Office within fifteen (15} miles of the Mississippi Division of

Medicaid’s Central Office at the Walter Sillers Building, Jackson, Mississippi 39201-1399, as required
by the RFQ.

Name of Offeror

Printed name of person attesting for Offerer Title of person attesting for Offeror

Signature of person attesting for Offeror Date
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' Subcontractor |

. Name of Subcontractor:

TIN/SSN (as applicable): The entity is a:

[ ] Subcontractor
[ ] Wholly-Owned Subsidiary
[ ] Affiliate under the same common ownership

.i Address Line 1:

Address Line 2:

City: State: - Zip Code: County:
Mailing Address (P.O. City: State: | Zip Code: County:
Box):

Description of Services to be Rendered by Subcontractor for this Contract:

How will the Offeror monitor and manage this Subcontractor?

Has the Offeror worked with the subcontractor on a managed care contract in the past three (3)
years? | | Yes [ | No

If yes, fill out Prior Experience with Subcontractor for each applicable instance.
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Amendment #8 to RFQ 20211210: Additional MSCAN and CHIP Rate
Information in Excel Format

RFQ #: 20211210 / RFx#3150003991
Date: February 7, 2022
RFQ Name: Mississippi Division of Medicaid Coordinated Care

There was request through RFQ Questions and Answers (see Amendment 4 to this RFQ) for complete
tables used for rate development, as referenced in RFQ Appendix C. These tables are now available in
Excel Format for both MSCAN and CHIP on the dedicated Division of Medicaid Coordinated Care
Procurement website, https: /medicaid ms.pov/coordinated-care-procurement’ with the following names:

*  Amendment 8: SFY 2022 Preliminary MSCAN Capitation Rates
e Amendment 8: SFY 2022 Preliminary CHIP Capitation Rates

Receipt of Amendment 8 Acknowledged:

s
St ()

Aaron Sisk
(Printed)

President and CEQ
(Title)

Magnolia Health Plan, Inc.
(Company)
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RFQ 20211210: Amendment 9
February 10, 2022
Page | of |

Amendment #9 to RFQ 20211210: Clarification of Amendment 4 Responses
RFQ #: 20211210 / RFx#3150003991
Date: February 10, 2022
RFQ Name: Mississippi Division of Medicaid Coordinated Care

The Division has received requests to clarify certain answers given by the Division in Amendment 4:
RFQ Questions and Answers. The Division is not obligated to grant this request. However, in order to
ensure that the Division receives the best possible qualifications, the Division has decided to grant this
request, with the following requirements:

l. Questions submitted must be about specific answers given in Amendment 4 ONLY. No
questions outside of that scope will be accepted. The Division has sole discretion as to whether a
question submitted complies with this requirement.

2. The Division is not obligated to provide an answer to a question submitted if, in the Division’s
judgment, there is an answer that has already been given that addresses the submitted question.
The Division may respond to such a question with the previously stated answer.

3. All questions must be submitted using Appendix J, Question and Answer template. Potential
Offerors should usc the “Section™ Column to reference the specific question the Potential Offeror
is referencing in Amendment 4 and use the “Page™ column to reference the page of that question.

4. Potential Offerors must submit questions under this Amendment via Email to
MSCAN_CIIPa medicaid.ms.zov by no later than Monday, February 14, 2022, 12:00 pm
Central Time Zone. Submissions made after this time will not be accepted. The Offeror bears all
risk of delivery.

5. The Division will publish answers no later than Wednesday, February 16, 2022, 5:00 pm Central
Time Zone.

6. Other than in response to this Amendment, Offerors may not submit any further questions, other
than those necessary to ensure that the Offeror has access to the SharePoint submission site. As
stated previously, those questions should be submitted to both
Christopher.Shontellit medicaid.ms.zov and MSCAN CHIP medicaid.ms. 2oy, Those questions
are handled on an ad hoc basis, and technical assistance given is not considered an amendment to
this process,

Receipt of Amendment 9 Acknowledged:
/e

Pl )
Aaron Sisk
(Printed)

President and CEO
(Title)

Magnolia Health Plan, Inc.
{Company)
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Cover/Acknowledgement Page

Amendment #10 to RFQ 20211210: Summary of Pre-Qualification Conference
Held on Friday, January 14, 2022

RFQ #: 20211210 / RFx#3150003991
Date: February 11, 2022
RFQ Name: Mississippi Division of Medicaid Coordinated Care

The Division held a Pre-Qualification Conference on Friday, January 14, 2022. This meeting has been
transcribed so that Offerors have a record to reference. Statements made in the meeting have been further
clarified by Amendment 2. No part of Amendment 10 supersedes any amendment made after the date of
the Pre-Qualification conference. The only additional requirement is included in 1, below.

This document contains the follow:

1. Attendance Sheet — The Offeror’s representative must sign this sheet, certifying that the
Offeror attended the pre-qualification conference on Friday, January 14, 2022. This must
be submitted with the Receipt of Amendment 10 Acknowledgement when the Offeror
submits its qualification.

2. Transcript of Pre-Qualification Conference

3. Slide Deck presented at the Conference

Receipt of Amendment 10 Acknowledged:

(Sig'rfature) f.'.]

Aaron Sisk
{Printed)

President and CEQ
(Title)

Magnolia Health Plan, Inc.
(Company)
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' RFQ 20211210: Amendment 10
February 11, 2022

MEDICALD Attendance Sheet
Page 1 of 2

ATTENDANCE SHEET

RFQ 20211210: Coordinated Care Procurement
Pre-Qualification Conference
January 14, 2022, at 1:00 P.M.

On January 14, 2022, at 1:00 p.m., the Mississippi Division of Medicaid held a Pre-Qualification Conference via
Microsoft Teams. Potential Offerors were required by RFQ 20211210: Section 1.2.2.2, Mandatory Pre-Qualification
Conference, to attend the conference. At least one representative had to be present for the entirety of the conference.
Attendance was taken at the beginning of the conference for each attendee, and then again at the end of the conference for
one representative for each Potential Offeror.

Required End of

Representative Name Organization Name Meeting Attendance v/
1. Aaron Sisk Magnolia Health Plan v
2. Brittany Stephenson Magnolia Health Plan -
3. Randall Brock AmeriGroup Mississippi, Inc -
4, Debby Brutsman Care Source/TrueCare _
5. Dana Carbo-Bryant United HealthCare of MS, Inc,
6. Tara Clark AmeriGroup Mississippi, Inc. v
7. Katelyn Cooper United HealthCare of MS, Inc. -
8. Cheryl Crombie Molina HealthCare of MS, Inc. -
9. Matthew Dey AmeriGroup Mississippi, Inc. .
10. Jennifer Driggs AmeriGroup Mississippi, Inc. -
11. Chandler Ewing United Healthcare of MS, Inc. o
12. Lauren Fancy AmeriGroup Mississippi, Inc. -
13. Bridget Galatas Molina HealthCare of MS, Inc. _
14. Erin Gilbert AmeriGroup Mississippi, Inc
15. J. Michael Parnell United HealthCare of MS. Inc. v
16. Jordan Geolat Magnolia Health Plan o
17. Taira Kelley TrueCare
18. Jeremy Ketchum Molina HealthCare of MS, Inc. v
19. lan Long TrueCare -
20. Karson Luther AmeriGroup Mississippi, Inc p—
21. Latrina McClenton United HealthCare of MS. Inc. .
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MEDICAID
22, Sanjoy Musunuri
23, Jason Neerman
24, Nicole Litton
25, Kristi Plotner
26. Dawn Price
27. Jennifer Quittschreiber
28. Richard Roberson
29. Tim Moore
30. Trip Peeples
31. Mark Voudrie
32 Khanh Vu
33, Will Simpson
34. Dana Yancey
35. James Sasso
36. Maggic Middleton
37. Jeanette Crawford
38. Kate Holland
39. Kayla McKnight

Meeting adjourned 1:30 PM.

True Care

Transmittal Letter: 4.1, Transmittal Letter

RFQ 20211210: Amendment 10
February 11, 2022

Attendance Sheet

Page 2 of 2

True Care

Magnolia Health Plan

Linited HealthCare of MS, Inc.

True Care

Molina HealthCare of MS. Inc.

True Care

True Care

Magnolia Health Plan

AmeriGroup Mississtppi, Inc

AmeriGroup Mississippi, Inc

Magnolia Health Plan

Molina HealthCare of MS. Inc.

Care Source True Care

DOM

DOM

DOM

DOM

On behalf of my organization, I attest that a representative for the Organization attended this meeting, in
compliance with RFQ 20211210: Section 1.2.2.2, Mandatory Pre-Qualification Conference:

4

(Siglllrature) [

Aaron Sisk

(Printed)

President and CEO

(Title)

Magnolia Health Plan, Inc.

(Company)
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Transcript of Pre-Qualification Conference

In The Matter Of:
Mississippi Division of Medicaid Office of Procurement
DOM Coordinated Care Procurement

Mandatory Pre-Qualification Conference
January 14, 2022

%altime Court
R

eporters

601-573-0961
amonda@awreporting.net

Min-U-Script® with Word Index
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DIVISION OF MEDICAID COORDINATED CARE PROCUREMENT
MANDATORY PRE-QUALTIFICATION CONFERENCE
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DATE: FRIDAY, JANUARY 14, 2022
TIME: 1:00 p.m.

TRANSCRIBED BY: AMANDA M. WOOTTON, CSR, RPR

AW Reporting
amanda@awreporting.net
338 Indian Gate Circle
Ridgeland, Mississippi 39157
601.573.0961

AW REPORTING - 601-573-0961
AWREPORTING.COM
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TransmkiEQ12DtiR0: Arigndinamsidittal Letter

February 11, 2022
Transcript of Pre-Qualification Conference

K Oo% % N N N

MS. MCKNIGHT: AlTl right. well, Good
afternoon, everyone. And thank you guys for joining
the call. I wanted to first start by -- I see that we
have quite a few people on the call.

Is there anyone that's waiting on
anyone? Do we need to maybe extend the time to 1:057
boes everyhody feel 1ike they have their team?

All right.

MR. BROCK: I think everybody is good,
yeah.

MS. MCKNIGHT: A1l right. I guess I'1]
go that way. AmeriGroup, are you good?

MS. CLARK: Wwe're good.

MS. MCKNIGHT: Good. All right.

TruecCare.

I saw you shaking your head. Okay.

MR. DEY: Yes, we are good.

MS. MCKNIGHT: oOkay. Magnolia, are you
guys good?

MR. SISK: We're good.

MS. MCKNIGHT: A1l right. And Molina.
MR. KETCHUM: Yes, we're good.

MS. MCKNIGHT: oOkay. All right. So

this is the Prequalification Conference for the

AW REPORTING - 601-573-0961
AWREPORTING.COM
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Transcript of Pre-Qualification Conference

Coordinated Care Procurement. My name is Kayla
McKnight, and I'm the Procurement Director here at the
Mississippi Division of Medicaid. I'm going to first
start off by taking attendance, and then 1'11 give you
a little instruction on that.

So we will call on you one by one. You
just state your name and your organization. At least |
one member of your organization must be present for ‘
the entire meeting. At least one member of your ‘
organization must appear on video. |

After attendance is taken, please mute
your microphones. And then at the end of the
presentation, we'll retake attendance but only one
person from each of your organizations will have to be
present at that point. _

A1l right. So how I'11 do this is I'm
going to go through our chat, and T will start with ‘
the names in the chat and then I will go over to the
phone numbers. A1l right. And again you'll just need
to Tet me know your name, repeat that for us and then
the organization.

All right. The first one is Aaron

Sisk. ‘

MR. SISK: Hey. Aaron Sisk. Magnolia |
|
|

Health Plan.

AW REPORTING - 601-573-0961
AWREPORTING.COM
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February 11, 2022
Transcript of Pre-Qualification Conference

MS. MCKNIGHT: Magnolia.

Brittany Stephenson.

MS. STEPHENSON: Brittany Stephenson.
Magnolia Health Plan.

MS. MCKNIGHT: All right. Randall
Brock.

MR. BROCK: Randall Brock. AmeriGroup.

MS. MCKNIGHT: AmeriGroup. Okay.

Debby Brutsman.

MS. BRUTSMAN: Hi. Debby Brutsman.
Care Source, partner with TruecCare.

MS. MCKNIGHT: TrueCare. Okay. Thank
you, Debby.

A1l right. The next one is Dana
Carbo-Bryant.

MS. CARBO-BRYANT: Dana Carbo-Bryant.
United Healthcare,

MS. MCKNIGHT: A1l right. Our next one
is Tara Clark.

MS. CLARK: Hi. Tara Clark.
AmeriGroup Mississippi.

MS. MCKNIGHT: Okay. Katelyn Cooper.

MS. COOPER: Hi. Katelyn Cooper.
United Healthcare.

MS. MCKNIGHT: Cheryl Crombie.
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MS. CROMBIE: cheryl Crombie. Molina

HealthCare.

MS. MCKNIGHT: Molina.

Matthew Dey.

MR. DEY: Matthew Dey. AmeriGroup
Mississippi.

MS. MCKNIGHT: AmeriGroup. i

Jennifer Driggs.

MS. DRIGGS: Hi. Jennifer Driggs with
AmeriGroup Mississippi.

MS. MCKNIGHT: AmeriGroup.

Chandler Ewing.

MR. EWING: Chandler Ewing with United
Healthcare, Mississippi.

MS. MCKNIGHT: Lauren Fancy.

MS. FANCY: Hi. Lauren Fancy.
AmeriGroup Mississippi.

MS. MCKNIGHT: Bridget Galatas.

MS. GALATAS: Bridget Galatas. Molina
Healthcare of Mississippi.

MS. MCKNIGHT: United.

MS. GALATAS: Molina.

MS. MCKNIGHT: Thank you, Bridget.

All right. Erin Gilbert.

MS. GILBERT: Hi. Erin Gilbert.
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AmeriGroup, Mississippi.

MS. MCKNIGHT: All right.

Michael Parnell.

MR. PARNELL: Michael Parnell. United
Healthcare of Mississippi.

MS. MCKNIGHT: Okay. Let me make sure
I've got your name. Parnell. oOkay.

Jordan Geolat.

MS. GEOLAT: Jordan Geolat. Magnolia.

MS. MCKNIGHT: Geolat. Sorry about
that. M™agnolia.

MS. GEOLAT: No worries. It doesn't
pronounce like it's spelled at all.

MS. MCKNIGHT: Hold on, let me see. I
have more. All right. |

Taira Kelley.

MS. KELLEY: Hi. Taira Kelley.

TrueCare.

MS. MCKNIGHT: TruecCare,

A1l right. Jeremy Ketchum.

MR. KETCHUM: Hi. Jeremy Ketchum.
Molina HealthCare of Mississippi.

MS. MCKNIGHT: Molina. A1l right. Ian
Long.

MR. LONG: TIan Long. TrueCare.
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MS. MCKNIGHT: TruecCare.
Karson Luther.

MS. LUTHER: Hi, Karson Luther.

AmeriGroup Mississippi.

McClenton.

TruecCare.

MS. MCKNIGHT: Latrina McClenton.

MS. MCCLENTON: Hello. Latrina

United Healthcare.

MS. MCKNIGHT: UHC.
Sanjoy Musunuri.

MR. MUSUNURI: Sanjoy Musunuri.

MS. MCKNIGHT: TrueCare.
Jason Neerman.

MR. NEERMAN: Yes, ma'am. Jason

Neerman. TrueCare.

Health Plan.

MS. MCKNIGHT: TruecCare.
Nicole Litton.

MS. LITTON: Nicole Litton. Magnolia

MS. MCKNIGHT: Kristi Plotner.

MS. PLOTNER: Hi. Kristi Plotner.

United Healthcare.

MS. MCKNIGHT: UHC.
Dawn Price,

MS. PRICE: Hi, Dawn Price. TruecCare.
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MS. MCKNIGHT: Jennifer Q.
MS. QUITTSCHREIBER: Jennifer
Molina Healthcare.

MS. MCKNIGHT: Molina. I didn't want

MS. QUITTSCHREIBER: Oh, 1it's okay.

MS. MCKNIGHT: A1l right. Richard |
MR. ROBERSON: Hey. Richard Roberson

MS. MCKNIGHT: TruelCare.

Jennifer, I had you down as Molina; is
MS. QUITTSCHREIBER: That's correct,

MS. MCKNIGHT: oOkay. Al1l right.
Tim Moore.

MR. MOORE: Tim Moore. TruecCare.
MS. MCKNIGHT: Truecare.

Trip Peeples.

MR. PEEPLES: Hey. Trip Peeples.

22| Magnolia Health Plan.

23 |
24 |

25 | Mississippi.

MS. MCKNIGHT: Mark voudrie.

MR. VOUDRIE: Mark voudrie. AmeriGroup
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MS. MCKNIGHT: AmeriGroup.

Khanh vu.

MS. VU: Hi there. 1It's Khanh vu.
AmeriGroup Mississippi.

MS. MCKNIGHT: AmeriGroup. Sorry about
that.

MS. VU: NO worries.

MS. MCKNIGHT: All right. will
Simpson.

MR. SIMPSON: Will Simpson. Magnolia
Health Plan.

MS. MCKNIGHT: All right. Dana Yancey.

MS. YANCEY: Hi. Danny Yancey. Molina
Healthcare.

MS. MCKNIGHT: Molina HealthcCare.

oOkay. All right. So going back
through making sure I didn't miss any names.

A1l right. So I have two phone numbers
here. And what I would like for you guys to do, I'm
going to go ahead and get you guys to announce
yourselves and your organization, but what I would
also Tike and to provide it on an upcoming slide is if
you could e-mail your name and -- or leave your
signature block there and we'll have it. But e-mail

that to the MSCAN_CHIP@medicaid.ms.gov e-mail address
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just so I can get the spelling correct and don't
clobber it up too much, but I will ask you to announce
yourself on the call.

All right. So the number I see here
is, it ends in 1865. Area code 508.

Now, is that a number for someone who's
also -- have already announced themselves?

MS. COOPER: That's my number. Katelyn
Cooper that ends in 1865.

MS. MCKNIGHT: Okay. Katelyn Cooper.
Got you, Katelyn. 1865.

A1l right. The number ending 2294 with
an area code of 618. 1Is that someone?

MS. STEPHENSON: Hey, that's -- it is.
That's Brittany Stephenson with Magnolia.

MS. MCKNIGHT: Brittany. oOkay. Hold
on just one second. Looks Tlike your name is one of
the Tonger names. Oh, I've got you. At the top. A1l
right.

So again, at the end of the call --

MS. MIDDLETON: Someone else came 1in.
James Sasso.

MR. SASSO: Hi. James Sasso with Care

Source. |

MS. MCKNIGHT: James. Okay. True
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1| care/cCare Source. All right. Thank you.
2 All right. 1Is there anyone else that I
3| missed?
4 Okay. Al11 right. Again, at the end of
5| the call, we will go back through a quick attendance,
6| again only one person from each organization will have |
7| to be -- will have to remain on the call for the |
8: entire duration. l
9 So I want to go ahead and introduce the
10| pom staff. So again, I'm Kayla McKnight, and I'm the
11| Procurement Director, our Director of Procurements and
12| Contracts here at the Division of Medicaid. we have
13| Kate Holland and Jeanette Crawford and they're both
14| Procurement officers on our PPRB side. And then we
15| have our senior attorney Maggie. She's been very
16| dnstrumental in helping us with this, and she's going
17| to walk you through the slides and discuss everything
18| with you.
19 Maggie. :
20| MS. MIDDLETON: Al1l right. Hi, y'all.

21| Thank you-all for being here today. I'm not going to
22| take up too much of your time with slides. There are
23| just a few things that we wanted to clarify now that

24| we've gotten 1in Letters of Intent, and we wanted to

25| give you a heads up about a couple of things.
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Oone thing I'm going to ask all of y'all
to do is please mute your microphone. Even if you
think it's muted, double check that it's muted. I
know we've all been doing this whole, you know, kind
of Zoom lifestyle for a long time now and I still mess
it up so I would like to remind everybody about that
at the beginning of a meeting. Let me go back.

Secondly, this meeting is being
recorded. That was on the first slide that you saw
when you came in, so I wanted to remind everybody of
that. That -- this recording will be released when we
release our summary of this as well so you'll be able
to come back and see that later on if you need to or
if you miss anything. And if you're uncomfortable
with it being recorded, you can leave the meeting but
we have to record it.

Questions about statements made in this
presentation should be sent to the dedicated e-mail
for the Procurement. I think y'all are familiar with
that by now, but if not 1it's
MSCAN_CHIP@medicaid.ms.gov. Of course that e-mail is
a reminder to everybody that this Procurement is for
both MSCAN and CHIP. we want to make sure that both
of those populations get plenty of your attention in

your answers. And submit those questions about just
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1? this presentation no later than next wednesday at
2 5 p.m.

3 We're not taking any more questions
4  about substantive matters of interpretation of the

5 RFQ. That deadline, as y'all are all well aware, was

6 last Friday. we got a bunch of great questions from

7 y'all that we're working through and we are going

8/ to -- we're going to have all of those answers back to
9| you and published by February 7th. So that is just

10| kind of the -- setting the stage before we begin. So
11! Tike I said, this isn't going to take terribly long,

12| but there are some important points that we want to go
13| over with y'all.

14 So we're already rocking through the

15| agenda. We've already taken attendance and thank you
16| to Kayla for doing that in an orderly manner. I know
17| 1it's a lot of people who are interested in this.

18| Thank y'all all for following directions very well.
19! We appreciate that because we want to get through 1it.
20 First, we're going to talk about the '
21 Procurement Timeline. That's laid out in the RFQ and

22| 1it's not too different. Now that we kind of know the

23 universe of submissions that we might get as Tlimited

24 by the number of Letters of Intent we got, we have

25 sort of a clearer idea of how it's going to all play i
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1 out.
2 Then I'm going to talk with y'all a
3| 1little about SharePoint. This is the first time that
4| we're using SharePoint to submit RFQs for this
5| purpose. That is ~- it has a lot of benefits really |
6 to everybody. I think that's going to streamline the |
7| process a lot and our IT department is excited about
8 1t, and I know PPRB has been supportive of our
9| pursuing this route. Y'all know these files are quite
10| Targe so hopefully that will streamline a bunch of
ll! things.
12! Then I have a few clarifications on
13; formatting requirements. There were a lot of
14| questions about that so I wanted to go ahead and
15 address some of those. I also want to talk with y'all
16 a little bit about the State Enterprise Security
17 pPolicy. I think we're going to have to do an
18 amendment about that because we have a faulty link in
19_ there. So those are just a few highlights we wanted !
20| to get in with y'all today, and then we're going have
21| some closing remarks and Kayla is going to take

22| attendance again.
23 Okay. So the timeline is as stated in
24| the RFQ, that no later than Monday, February 7th at

25 5 p.m., the Ooffice of Procurement is going to release

AW REPORTING - 601-573-0961
AWREPORTING.COM

182



TransmRed Jozttero. Adenlinensimittal Letter
February 11,2022
Transcript of Pre-Qualification Conference

15
1 answers to questions submitted last Friday. All of |
2 y'all who submitted a Letter of Intent that are here
3 today, you'll receive notice of a posting of that and i
4| be able to access those. Then everybody knows the
5| deadline, but to clarify it, to say it, to put it on
6| the record, the deadline to submit your qualification
7| through sSharePoint is at 2 p.m. on Friday, March 4th.
8| After 2 p.m., we're going to shut off access and that
9| way nobody can submit after that. =
10 I'm going to have information for y'all |
11| about who you can talk to in our IT department. If
12| you're having any probliems with that, you're also |
13| going to get an e-mail about it later this week and
14| 1'11 talk to you about that when I get to that slide.
15 After you make that submission, we're
16 | going to do internal vetting of those qualifications
17 | for responsiveness and compliance with the RFQ and the
18| PPRB rules. Everybody has access, of course, to the |
19| rules in the RFQ. The rules for PPRB are linked in

20| that RFQ. So 1if you have any questions about

21| dinterpretation of their rules, you know, reach out to
22 PPRB about that. But we have an entire month set

23 aside to vet those qualifications and to ensure that
24 they are compliant, so we're going to be spending, you

25| know, a lot of time being very thorough about it to be
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1 sure that this process runs as smoothly as they can.
2 By April 4th, maybe sooner if we get
3 through vetting sooner, but by April 4th, the
4| proposals will make their way to the evaluation
5/ committee. And the way that that works is the
6| evaluation committee will get the technical proposal
7| first. That means they'l1l be, you know, doing the
8| blind scoring section of things first. They will not :
9I have access to the identities of what -- what identity |
10! goes with what proposal. So they won't be aware of
ll! that. They'll just be basing their scores on, you

12: know, what is contained in that proposal, how does

13| that serve the agency's needs, how does that serve the
14f people of Mississippi that we're trying to serve.

15i So after we -- we have a period for

16| them to evaluate, we will have a consensus scoring

17| session where they'll all get together and they will
18| come up with a consensus score, one score that comes
19| out of the evaluation committee for each part of that

20| technical evaluation. At that point, those scores

21| will be blocked. Those will be put away. They

22| will -- those scores will be, you know, done and can't
23| be changed. And then they will get access to the

24| management proposal. And at that point, it's unblind

25| as explained in the RFQ. So they will have knowledge
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of who the proposals are as linked to the identity of
the Proposers at that point in that second half.

we're hoping to finish the evaluation
and consensus scoring process by the end of June which
would mean that in July we're hopeful that we will be
releasing award. As y'all know, sometimes these
things take a longer period of time, sometimes you get
Tucky and they take a shorter period of time. But we
do suspect that in July we will be making the agency's
announcement. Implementation will then begin after
award is verified by PPRB.

v'all know that there can be protests
that come up. There can be all kinds of things that
can delay award being made. we are mindful of that,
and we're going to work with everybody to ensure that
this is as smooth of a process as it possibly can be.

The SharePoint Submission Process. I
wanted to be sure to get to talk with y'all just a
Tittle bit just because it is something new. I think
most of the people on this call, at least y'all are
familiar with SharePoint or you have someone in your
organization who's very familiar with SharepPoint.

Your organization on its Letter of
Intent, they had to supply the name of someone who

would be responsible for submitting your proposal
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through SharePoint. That person, that e-mail account
that you gave us is going to get an e-mail from our IT
department next week that is going to give them that
access. We already have folders set up in there.
There are five folders. And we've talked about in the
RFQ what's supposed to go in each folder. But there's
one for the transmittal letter, one for the technical
proposal, one for the management proposal, one for
your fully redacted proposal which would be your
entire proposal redacted in a way that could be
released publically and then prior submissions.

And that prior submissions folder is
just like if you had submitted a paper proposal and
then resubmitted, submitted one that superseded it.
we have to keep record of that. So if you do submit
something like, let's say on March 1lst you submit your
whole proposal and then you decide oh, I wanted to
tweak the technical proposal. You need to move that
original technical proposal into the prior submissions
and put your most up-to-date technical proposal in the
technical folder.

If you have any questions about that,
technical assistance is going to be through
Christopher Shontell here at Medicaid. His e-mail is

Christopher.shontell, just as it appears on the
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screen, at medicaid.ms.gov, and I believe he's going
to be the one who's going to be e-mailing you. But at
the very least, his e-mail is going to be in the
information that you get next week. And any time you
e-mail Chris, please CC the dedicated e-mail that we
have just so we know that that communication is going
on. That 1is the only other person in Medicaid you
should be communicating with outside of that dedicated
Procurement e-mail. And that's just so we can keep
everything smooth, make sure that everybody s
following all of the rules that they're supposed to
follow.

A1l right. Some clarification on
formatting requirements. There have been a few
questions about can we use different color fonts, can
we use different fonts, that type of thing. All of
the text must be black. It must be Times New Roman.
It must be 12 pt. in the body of your response. 1If
you have headers, footers, callouts, you can use a
smaller font but please don't let it be smaller than 9
pt. font. Y'all, I can't read that. I know people on
the evaluation committee can't read that. Wwe want to
make sure it's readable. These requirements apply to
all aspects of the qualification. we ask that you

don't include any branding on any part of the
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proposal. We just want our evaluation committee to
evaluate the words that you have put on that page and
nothing else. Wwe want them to make their decision
based solely on, you know, what you've proposed and
the services that you've proposed and, you know, the
support that you've talked about having -- that you
talk about having to make the delivery with those
services. And we don't want them distracted by |
anything else, and that's part of why we've asked for
this. Your name should appear on the cover pages for
each of your proposals. And in the name of the
proposal, we're going to remove those cover pages and
that's just for our file keeping purposes.

These details will be included in the |
questions and answers that come up on -- that we post
on February 7th, and I'11 also be -- we'll also be
addressing other questions y'all have asked about
formatting in that as well as obviously all of the
other questions.

There's also I think a few questions
that we got about the forms that are in the appendices
and how to use those, whether you should convert those
to word yourself. we have the word files, so we're
going to go ahead and give those to y'all by the end

of next week just so you can use them and everybody -is
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using the same thing. we want this to be as uniform
as possible again just so we can focus on content
instead of what it looks like.

All right. The State Enterprise
Security Policy. That is located in Section 5 of the
RFQ, and we've looked at that and we got notices from
some of y'all that that 1ink doesn't work. That is
correct. The 1link does not work. The policy has
changed. So what we're going to do is, we're going to
amend the RFQ next week and issue an amendment so that
we're aware -- everybody is aware of the right policy
and has a Tink to the right thing. S$o we'll make sure
to make you aware of that amendment next week when we
make it.

Lastly, Tike I told y'all, this was
short and sweet. There's just a few things we want to
make you aware. Again, questions about statements
made in this presentation should be submitted to that
general MSCAN_CHIPG@medicaid.ms.gov e-mail no later
than next wednesday at 5 p.m. No more substantive
questions. Time for that has passed and we're working
our way through those. And if you have any questions
about technical issues, e-mail Christopher Shontell
and CC MSCAN-CHIP@medicaid.ms.gov with that

communication.
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And then, Kayla, I'm going to turn it
back to you as Chair of the conference.

MS. MCKNIGHT: Thank you. All right.
SO just one person so we don't go back through the
entire list. oOne person can speak up for each
organization. I'll call each organization out by name
and your representative can speak up. All right.
Hold on just a second.

So AmeriGroup Mississippi.

MS. CLARK: Hi. Tara Clark still here.

MS. MCKNIGHT: Tara Clark. Thank you.

Magnolia Health Plan.

MR. SISK: Hey, Aaron Sisk. I

MS. MCKNIGHT: Aarcn Sisk. Thanks |
Aaron.

All right. TrueCare.

MR. ROBERSON: Hey. Richard Roberson
still here.

MS. MCKNIGHT: Richard Roberson. Got |
you, Richard.

Molina HealthCare of Mississippi.

MR. KETCHUM: Hey. Jeremy Ketchum.
still here.

MS. MCKNIGHT: Got you, Jeremy.

And uUnited Healthcare of Mississippi.
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MR. PARNELL: Hi, Kayla. Michael
Parnell. |

MS. MCKNIGHT: Michael Parnell. All
right. Give me just a second. I'm looking for you.
All right. 1I've got everybody. we appreciate you so
much for joining the call today.

This adjourns the meeting, and again
any questions, please send them to the
MSCAN_CHIP@medicaid.ms.gov box before January 19th or
at -- by January 19th at 5 o'clock. Any technical to
Christopher.Shontell@medicaid.ms.gov.

And no more substantiative qguestions.
we appreciate you guys. Thank you so much. Bye.

(WHEREUPON, THE MEETING WAS CONCLUDED.)
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CERTIFICATE OF REPORTER

I, AMANDA WOOTTON, Court Reporter and Notary
PubTlic for the State of Mississippi, do hereby certify
that the above and foregoing pages contain a fultl, ;
true and correct transcript of the proceedings had 1in
the aforenamed case at the time and place indicated,

which proceedings were recorded.

I certify that I have no interest, monetary or

otherwise, in the outcome of this case.

This the 10th day of February 2022.

AMANDA M. WOOTTON

My Commission Expires:
December 15, 2022
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RFQ 20211210: Amendment 11
February 11, 2022
Cover/Acknowledgement Page

Amendment #11 to RFQ 20211210: Reporting Manuals
RFQ #: 20211210 / RFx#3150003991
Date: February 11, 2022
RFQ Name: Mississippi Division of Medicaid Coordinated Care

As stated in Amendment 4, issued on February 7, 2022, the Division is supplying Offerors with
downloadable links for the following:

e MississippiCAN Reporting Manual
e CHIP Reporting Manual

Both are available for download on the Division’s dedicated CCO Procurement website:
htps:imedicaid.ms.cov/coordinated-care-procurement

Receipt of Amendment 11 Acknowledged:

=

(Signature}

Aaron Sisk
(Printed)

President and CEQ
{Title)

Magnolia Health Plan, Inc.
{(Company)
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RFQ 20211210: Amendment |2
February 16, 2022
Cover/Acknowledgment Page

MISSISSIPP! DIVISION OF

MEDICAID

Amendment #12 to RFQ 20211210: Responses Regarding Amendment 9
RFQ #: 20211210 / RFx#3150003991
Date: February 16, 2022
RFQ Name: Mississippi Division of Medicaid Coordinated Care

This document contains all questions submitted by Potential Offerors in response to Amendment #9: Clarification of Amendment 4 Responses,
issued on February 10, 2022,

As stated in Amendment #9, Potential Offerors may not submit any further questions, other than thosc necessary to ensure that the Offeror has
access to the SharePoint submission site. Those questions should be submitted to both Christopher.Shonteli@medicaid.ms.
MSCAN_CHIP@medicaid.ms.gov. Those questions are handled on an ad hoc basis, and technical assistance given is not considered an
amendment to this process

As additionally stated in Amendment #9, the Division has sole discretion as to whether a question submitted complies with the requirements stated
in Amendment #9. The Division is not obligated to provide an answer to a question submitted if, in the Division’s judgment, there is an answer
that has already been given through Amendment #4 that addresses the submitted question. The Division may respond to such a question with the
previously stated answer,

Receipt of Amendment 12 Acknowledged:

/‘
@gnature) z
Aaron Sisk
(Printed)
President and CEQ
(Title)

Magnolia Health Plan, Inc.
{Company})
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RFQ

Page

Transmittal Letter: 4.1, Transmittal Letter
RFQ 20211210: Amendment 4
February 12, 2022
Amendment 12: Responses Regarding Amendment 9
Page 1

id

Question #

#

RFQ Question

DOM Response

"Work plan" in this instance refers to a summary of the

"The response to Question #1 in the RFQ-Specific Questions

12

10

and Answers states the following: “The requirement to
provide Work Plans and Schedules has been removed from
the RFQ. (Corrected in Amendment 5.)”

We understand that there is no minimum file size for
SharePoint submission, but is there a maximum file size?

In Amendment 4, the State noted that "Reiteration of the
question will count towards page limits."

With this in mind, would the state consider allowing an
Offeror to format question reiterations as 9-point black Times
New Roman font?

May graphics in the Marked/not blind section contain colors
other than black?

Are the State’s Appendix forms that are in table format
considered tables for purposes of font size? It appears that the
State’s Word version of the Appendix tables are in 11pt
Times New Roman. May our responses in the State-provided
Appendix tables be in 11pt Times New Roman?

In Amendment 4, the State noted that "Tables, graphics,
charts, figures, footnotes, callouts, and headers/footers may
contain font smaller than 12-point. The font may not be
smaller than 9-point font. The font must be in black Times
New Roman."

Some graphics, such as screen-captures, contain content that

209

Offeror's approach and philosophy in designing a coordinated
care solution for the Division. It should not include
information that would violate the rule against Identifying
Information.

There is not maximum file size.

Offerors may reiterate the question in 9 pt. black Times New
Roman font.

The Offeror must use black, Times New Roman 12 pt. font for
responses, and black, Times New Roman font no smaller than
9 pt. for any tables, graphics, charts, figures, footnotes,
callouts, and headers/footers.

The Offeror may otherwise use company images and company
colors in the Marked/not blind responses.

The Offeror may submit responses in Word documents
provided by the state in 11 pt. black Times New Roman font.

Yes. Ancillary materials (such as audits that are created by a
third party and reports developed by the Offeror) submitted in
response to marked/unblind portions can be submitted in the
original format.
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RFQ 20211210: Amendment 4
February 12, 2022
Amendment 12: Responses Regarding Amendment 9

Page 2
Question RFQ Page .

7 13
8 13
9 13

the Offeror is incapable of altering the appearance of due to
previously-designed system interfaces. Does the requirement
for text in graphics to be (at minimum) 9-point black Times
New Roman font apply to screen-captures?

In response to question #13, the Division indicated that items
such as sample reports and templates have to follow RFP
format requirements. Please confirm this does not apply to
the voluminous audited financial statements which must be
submitted in response to 4.3.2.6.

Regarding the Division's answer to question #13, please
confirm that Offerors do not need to reformat documents
provided by the Division (e.g., red font in amendments, 11pt
font in appendices) and are to use the exact version the
Division provided?

The response to Question #13 in the list of RFQ-Specific
Questions and Answers states the following: “No. The
Offeror should reformat the document to conform with RFQ
requirements.”

Requirement 4.3.2.6: Audited Financial Statements and Pro
Forma Financial Template requires us to provided our
audited financial statements for the past 3 years and
documentation of available lines of credit. Given that these
are formally audited statements or documents provided by a
third party as documentation, we do not believe these items
should be manipulated to fit the font restrictions. Can the
State please confirm that there is an exception to this
requirement for the audited financial statements and
documentation of available lines of credit?

In an effort to demonstrate our capabilities, Offeror’s may
want to include non-identifying screenshots of reports and

210

ALL materials submitted in response to the Technical/blind
portion must be submitted in the prescribed format, even if
this requires reformatting by the Offeror.

Ancillary materials (such as audits that are created by a third
party and reports developed by the Offeror) submitted in
response to marked/unblind portions can be submitted in the
original format.

ALL materials submitted in response to the Technical/blind
portion must be submitted in the prescribed format, even if
this requires reformatting by the Offeror.

The Division does not intend for Offerors to reformat the
Word documents provided. 11 pt. font is permissible in these
documents. The Division does not intend for Offerors to
reformat Amendments.

Ancillary materials (such as audits that are created by a third
party and reports developed by the Offeror) submitted in
response to marked/unblind portions can be submitted in the
original format.

ALL materials submitted in response to the Technical/blind
portion must be submitted in the prescribed format, even if
this requires reformatting by the Offeror.
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RFQ 20211210: Amendment 4
February 12, 2022
Amendment 12: Responses Regarding Amendment 9

Page 3
Question RFQ Page .

10.

11.

13

13

dashboards in their responses (where applicable). It is
difficult to conform to the font and size restrictions on
screenshots. Is it generally acceptable for Offeror’s to
provide screenshots of dashboards and like capabilities as
long as it’s non-identifying? If so, would the State consider
an exception to the font restrictions for these types of
graphics?

Would the State please consider releasing an addendum with
more clarity on what documentation is required to be
reformatted versus what can be submitted in its original
format?

Please confirm that the requirement to reformat samples,
templates, and appendices does not apply to items produced
by a third-party, such as 4.1 Copy of Insurance License and
4.3.2.6 Audited Financial Statements.

Section 1.2.3: Qualification Submission Requirements,
Figure 1.2: Format of Qualification-- Font & Margins states
that appendices, as well as samples and templates required of
the qualification, must comply with font restrictions, which is
black Times New Roman font size 12. Some requested items,
such as sample reports, may output in a different font/font
size than what is required by the State and cannot be
changed. Will these documents be acceptable for submission?

Do attachments such as Marketing Materials (requested in
Section 4.2.2.1 E) require reformatting to meet the mandate
of black Times New Roman font - size 12? These marketing
materials have been designed using the offeror's existing
brand guidelines that differ from the requested specifications
and have been previously used for other medicaid programs.

211

Ancillary materials (such as audits that are created by a third
party and reports developed by the Offeror) submitted in
response to marked/unblind portions can be submitted in the
original format.

ALL materials submitted in response to the Technical/blind
portion must be submitted in the prescribed format, even if
this requires reformatting by the Offeror.

Ancillary materials (such as audits that are created by a third
party and reports developed by the Offeror) submitted in
response to marked/unblind portions can be submitted in the
original format.

ALL materials submitted in response to the Technical/blind
portion must be submitted in the prescribed format, even if
this requires reformatting by the Offeror.
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RFQ 20211210: Amendment 4
February 12, 2022
Amendment 12: Responses Regarding Amendment 9

Page 4
Question RFQ Page .

12.

13.

13

23

Section 1.2.3: Qualification Submission Requirements,
Figure 1.2: Format of Qualification-- Font & Margins states
that appendices, as well as samples and templates required of
the qualification, must comply with font restrictions, which is
black Times New Roman font size 12. Some requested items,
such as sample reports, may output in a different font/font
size than what is required by the State and cannot be
changed. Will these documents be acceptable for submission?

Do attachments such as Member ID Cards (requested in
Section 4.2.2.11) require reformatting to meet the mandate of
black Times New Roman font - size 12? These ID cards have
been designed using the offeror's existing brand guidelines
that differ from the requested specifications and have been
previously used for other medicaid programs.

In response to question #23 about identifying information,
the Division states that "An Offeror, incumbent or otherwise,
cannot name staff members, cite known in-state programs
associated with that Offeror, identify local experience, or
identify local partners and/or partnerships by name." Please
clarify if any of the restrictions listed above are intended for
the marked/unblinded sections. If restrictions do apply,
please clarify if photos of staff or photos of locations in MS
are also precluded from being in the marked/unblinded
sections.

212

Ancillary materials (such audits that are created by a third
party and reports developed by the Offeror) submitted in
response to marked/unblind portions can be submitted in the
original format.

ALL materials submitted in response to the Technical/blind
portion must be submitted in the prescribed format, even if
this requires reformatting by the Offeror.

Section 1.2.3.3.2 of the RFQ states, "When a response requires
description of a potential partnership with a community-based
organization, the Offeror may name that organization and
describe the contemplated partnership. The Offeror must not
describe any current or prior relationship with the
organization, and the Offeror must not reference any other line
of business or any relationship at all that the Offeror or its
owner, subcontractors, subsidiaries, or other related entities
has had, will have, or desires to have with a named
community-based organization, other than the partnership
contemplated for this qualification."

In response to the Technical/blind portion, the Offeror may
discuss partnerships that the Offeror expects to utilize should
it be selected in this procurement. The Offeror may not refer to
current or past relationships with partners. The Offeror may
not describe current relationships with partners. The Offeror
may only speak in the future tense regarding partnerships.

These restrictions do not apply to the marked/unblind sections.
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Page 5
Question RFQ Page .

14.

15.

23

23

In response to question #23 about identifying information,
the Division states that "An Offeror, incumbent or otherwise,
cannot name staff members, cite known in-state programs
associated with that Offeror, identify local experience, or
identify local partners and/or partnerships by name." Please
clarify if bidders are restricted from naming other state
agencies, such as the Mississippi Department of Child
Protection Services, and national organizations, such as the
National Alliance on Mental Illness, that may play a key role
to address the question. Please also clarify if bidders are
restricted from naming key provider partners that may play a
role in the bidder's future solutions. If both are prohibited,
please provide guidance on what details related to these types
of partnerships will be allowed.

The response to Question #23 in the RFQ-Specific Questions
and Answers states the following: “An Offeror, incumbent or
otherwise, cannot name staff members, cite known in-state
programs associated with that Offeror, identify local
experience, or identify local partners and/or partnerships by
name. An Offeror should name potential partnerships in
4.2.3.9, Potential Partnerships.”

Incumbents and non-incumbents can and should be
contracting with Providers in the State in anticipation of
managing these populations. Can the State please confirm
Offeror’s are allowed to cite numbers of contracted Providers
demonstrating our ability to serve this program? Can the
State please also confirm that Offeror’s are allowed to
mention significant Providers by name and indicate that we

213

Section 1.2.3.3.2 of the RFQ states, "When a response requires
description of a potential partnership with a community-based
organization, the Offeror may name that organization and
describe the contemplated partnership. The Offeror must not
describe any current or prior relationship with the
organization, and the Offeror must not reference any other line
of business or any relationship at all that the Offeror or its
owner, subcontractors, subsidiaries, or other related entities
has had, will have, or desires to have with a named
community-based organization, other than the partnership
contemplated for this qualification."

In response to the Technical/blind portion, the Offeror may
discuss partnerships that the Offeror expects to utilize should
it be selected in this procurement. The Offeror may not refer to
current or past relationships with partners. The Offeror may
not describe current relationships with partners. The Offeror
may only speak in the future tense regarding partnerships.

These restrictions do not apply to the marked/unblind sections.
Section 1.2.3.3.2 of the RFQ states, "When a response requires
description of a potential partnership with a community-based
organization, the Offeror may name that organization and
describe the contemplated partnership. The Offeror must not
describe any current or prior relationship with the
organization, and the Offeror must not reference any other line
of business or any relationship at all that the Offeror or its
owner, subcontractors, subsidiaries, or other related entities
has had, will have, or desires to have with a named
community-based organization, other than the partnership
contemplated for this qualification."

In response to the Technical/blind portion, the Offeror may
discuss partnerships that the Offeror expects to utilize should
it be selected in this procurement. The Offeror may not refer to
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Page 6
Question RFQ Page .
4 Question # P RFQ Question DOM Response
have already established a contract or letter of intent with current or past relationships with partners. The Offeror may
specific impactful Providers in the state? not describe current relationships with partners. The Offeror

may only speak in the future tense regarding partnerships.

The Offeror should not cite the number of Providers it has
already contracted with, nor should the Offeror supply the
Division with contracts or Letters of Intent with providers.

These restrictions do not apply to the marked/unblind sections.
Section 1.2.3.3.2 of the RFQ states, "When a response requires
description of a potential partnership with a community-based
organization, the Offeror may name that organization and
describe the contemplated partnership. The Offeror must not
describe any current or prior relationship with the
organization, and the Offeror must not reference any other line
of business or any relationship at all that the Offeror or its
owner, subcontractors, subsidiaries, or other related entities
has had, will have, or desires to have with a named
community-based organization, other than the partnership

Does this requirement mean that we cannot name any contemplated for this qualification."
16 23 5 provider or vendor that we will work with in any respect? For
) example, “We will refer Members to UMMC’s CHAMP In response to the Technical/blind portion, the Offeror may
program for...”. Can we name UMMC in this example? discuss partnerships that the Offeror expects to utilize should

it be selected in this procurement. The Offeror may not refer to
current or past relationships with partners. The Offeror may
not describe current relationships with partners. The Offeror
may only speak in the future tense regarding partnerships.

The Offeror should not cite the number of Providers it has
already contracted with, nor should the Offeror supply the

Division with contracts or Letters of Intent with providers.

These restrictions do not apply to the marked/unblind sections.

214



Transmittal Letter: 4.1, Transmittal Letter
RFQ 20211210: Amendment 4
February 12, 2022
Amendment 12: Responses Regarding Amendment 9

Question RFQ Page
# Question # #

RFQ Question DOM Response

Section 1.2.3.3.2 of the RFQ states, "When a response requires
description of a potential partnership with a community-based
organization, the Offeror may name that organization and
describe the contemplated partnership. The Offeror must not
describe any current or prior relationship with the
organization, and the Offeror must not reference any other line
of business or any relationship at all that the Offeror or its
owner, subcontractors, subsidiaries, or other related entities
has had, will have, or desires to have with a named
community-based organization, other than the partnership
contemplated for this qualification."

May we name State agencies that we intend to work with,
17. 23 5 such as the Department of Health and the Mississippi
Department of Child Protective Services?

In response to the Technical/blind portion, the Offeror may
discuss partnerships that the Offeror expects to utilize should
it be selected in this procurement. The Offeror may not refer to
current or past relationships with partners. The Offeror may
not describe current relationships with partners. The Offeror
may only speak in the future tense regarding partnerships.

These restrictions do not apply to the marked/unblind sections.
Section 1.2.3.3.2 of the RFQ states, "When a response requires
description of a potential partnership with a community-based
organization, the Offeror may name that organization and
describe the contemplated partnership. The Offeror must not
describe any current or prior relationship with the
organization, and the Offeror must not reference any other line
of business or any relationship at all that the Offeror or its
owner, subcontractors, subsidiaries, or other related entities
has had, will have, or desires to have with a named
community-based organization, other than the partnership
contemplated for this qualification."

May we name Providers whom we intend to contract with as

18. 23 5 part of our Provider network?

In response to the Technical/blind portion, the Offeror may
discuss partnerships that the Offeror expects to utilize should
it be selected in this procurement. The Offeror may not refer to
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RFQ Question DOM Response

current or past relationships with partners. The Offeror may
not describe current relationships with partners. The Offeror
may only speak in the future tense regarding partnerships.

The Offeror should not cite the number of Providers it has
already contracted with, nor should the Offeror supply the
Division with contracts or Letters of Intent with providers.

These restrictions do not apply to the marked/unblind sections.
The RFQ states, "When a response requires description of a
potential partnership with a community-based organization,
the Offeror may name that organization and describe the
contemplated partnership. The Offeror must not describe any
current or prior relationship with the organization, and the
Offeror must not reference any other line of business or any
relationship at all that the Offeror or its owner, subcontractors,
subsidiaries, or other related entities has had, will have, or
desires to have with a named community-based organization,
other than the partnership contemplated for this qualification."

May we name entities that we intend to include as part of a

19. 23 5 stakeholder engagement process (e.g., to develop the PCMH | In response to the Technical/blind portion, the Offeror may

proposal)? discuss partnerships that the Offeror expects to utilize should
it be selected in this procurement. The Offeror may not refer to
current or past relationships with partners. The Offeror may
not describe current relationships with partners. The Offeror
may only speak in the future tense regarding partnerships.

The Offeror should not cite the number of Providers it has
already contracted with, nor should the Offeror supply the

Division with contracts or Letters of Intent with providers.

These restrictions do not apply to the marked/unblind sections.
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id

Question #

#

20.

21.

22.

23

53

55

11

12

To further clarify DOMs response to question #23, can the
Offeror identify partnerships (past or future) by category? For
example, Community Action Agency, FQHC, Academic
Institution etc.?

Can DOM provide additional pages for the HRS and CHA in
order to allow Offerors to include the full sample documents
as requested?

In order to accurately prepare our Pro Forma in response to
4.3.2.5 and organizational charts and FTE counts in response
to 4.3.3, can DOM provide additional membership
assumptions about the assumed enrollment of 125,000? We
will need to know the percentage of Members expected to be
categorized as medium- and high-risk (i.e. how many foster
children, pregnant women, persons with SED/SMI etc.) in
order to accurately estimate how many care management
FTEs we will need to maintain a 40:1 ratio.
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potential partnership with a community-based organization,
the Offeror may name that organization and describe the
contemplated partnership. The Offeror must not describe any
current or prior relationship with the organization, and the
Offeror must not reference any other line of business or any
relationship at all that the Offeror or its owner, subcontractors,
subsidiaries, or other related entities has had, will have, or
desires to have with a named community-based organization,
other than the partnership contemplated for this qualification."

In response to the Technical/blind portion, the Offeror may
discuss partnerships that the Offeror expects to utilize should
it be selected in this procurement. The Offeror may not refer to
current or past relationships with partners. The Offeror may
not describe current relationships with partners. The Offeror
may only speak in the future tense regarding partnerships.

The Offeror should not cite the number of Providers it has
already contracted with, nor should the Offeror supply the
Division with contracts or Letters of Intent with providers.

These restrictions do not apply to the marked/unblind sections.
The page limit of five (5) pages each for responses to
4.2.2.3.B.1. and 4.2.2.3.B.2. are removed so that Offerors may
supply complete samples for the HRS and CHA.

The Division has provided membership months per rate cell
for SFYs 2019 — 2021 at the end of this document to assist
Offerors in answering this question. The Offeror may provide
additional assumptions made in the Assumptions tab of the
template.
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Question RFQ Page .

23.

24.

25.

26.

27.

60, 61

64

82

82-84

95

14

18

22

In Amendment 4, in response to questions #60 and #61 which
asked about a pharmacy data file, the Division responded
"assume that a winning Contractor will have access to real-
time pharmacy claim information for all of its Members."
Can the Division please confirm that in addition to being able
to view claims through a web portal application, Contractors
will also be able to download the historical and real-time
pharmacy claims data file?

For ease of review, would the Division prefer that we keep
the system diagram in the narrative if the additional space of
the appendix granted is not needed?

Amendment 4, Question 82 specifies that the PIP forms are
to be limited to 1 page each. Does this same limit apply to the
forms for other questions in section 4.2.3, such as Health
Literacy Campaigns, VABs, and Potential Partnerships?
Should the CCOs submit PIP topics based on the 4 required
topics identified by the state for MississippiCAN and CHIP
and/or the 4 new proposed topics (Improving Diabetes
Through the Lens of Health Equity, Reducing Infant
Mortality among Black women living in the Mississippi
Delta Region, A Focus on EPSDT: Increase Child and
Adolescent Well-Care Visits, Improving Follow-Up Care for
Children and Adolescents with Mental Health Providers)

In the Division’s response to the question #95 regarding the
naming of staff in organizational charts in Section 4.3.3.1, the
Division states that the “The Offeror is not allowed to list the
name of staff in its response.” Please clarify if this means that
staff names as well as any staff photos should be removed in
all other marked/un-blinded sections (including cover pages
and tabs) as well. If all names should be removed from all
marked/un-blinded sections, please clarify if previous work
experience, including roles held in MS and relevant
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The Offeror may assume that they will have that information
as well for the purposes of preparing its qualification.

The Division has no preference. This is at the discretion of the
Offeror.

Yes.

Topics of PIPs are at the discretion of the Offeror.

The Division is seeking information about what the Offeror
will require for key positions if the Offeror is chosen. The
Offeror is not allowed to list the name of staff in its response.
Staff pictures should not be included. Previous work
experience and staff education and training should not be
submitted. Requirements for work experience, education,
training, and special certifications should be submitted.
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id

28.

29.

30.

31.

Question #

96

116

116

117

#

23

26

26

26

educational degrees or certifications, would be allowed to
describe the qualifications of current or proposed staff.

Please clarify what is meant by "sufficient support staff to
conduct daily business in an orderly manner". What types of
job descriptions would DOM like to see?

The Division’s response regarding the inclusion of
testimonial or quotes from community-based organizations in
the Technical Qualifications, question #116, is “Quotes may
not be included in the Offeror's qualification.” Please clarify
if this means that testimonial or quotes from community-
based organizations should be removed in marked/un-blinded
sections (including cover pages and tabs) as well.

Our interpretation of the State’s response to this question is
that quotes cannot be used in the blind/unmarked Technical
Qualifications portion of our submission, but that they may
be included in the marked sections of our response (e.g., 4.3).
Is our interpretation correct?

Amendment 4, Question 117 removes the work plan
requirements from sections 4.2.2.1 —4.2.2.11. Does the
Division intend to also remove the “work plan” portion of
section 4.2.1, Executive Summary?

The Division expects the Offeror to make its own
determination regarding what sufficient support staff would be
needed for daily business based on its knowledge of its own
needs for operation.

Quotes may appear in the marked/unblind submissions.

Quotes may appear in the marked/unblind submissions.

"Work plan" in this instance refers to the Offeror's approach
and philosophy in designing a coordinated care solution for
the Division. It should not include information that would
violate the rule against Identifying Information.

[REST OF PAGE INTENTIONALLY LEFT BLANK]
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Additional Information in response to Question # 22

Membership Months by Rate Cell

Page 12

SFY 2019 to
Rate Cell SFY 2019 SFY 2020 SFY 2021

Non-Newborn SSI / Disabled 766,450 764,512 756,254
Breast and Cervical Cancer 1,150 1,242 1,740
MA Adult 493,333 490,054 575,590
Pregnant Women 136,544 136,424 128,526
SSI/ Disabled Newborn 6,432 6,144 5,314
Non-SSI Newborns 0 to 2 Months 75,383 74,514 70,999
Non-SSI Newborns 3 to 12 Months 256,516 251,641 245,587
Foster Care 78,305 82,414 81,077
MYPAC 7,007 8,545 9,909
MA Children 3,066,013 3,053,244 3,440,812
Quasi-CHIP 326,868 339,618 368,721
CHIP 559,365 563,395 577,612
This table provides the total member months for each of the twelve months periods of the state
fiscal years ended 2019, 2020 and 2021.

[END OF DOCUMENT]
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CENTENEQ Transmittal Letter: 4.1, Transmittal Letter

February 24, 2022

Aaron Sisk

President and CEO

Magnolia Health Plan

111 E Capitol Street, Suite 500
Jackson, MS 39201

RE: Request for Qualifications, Mississippi Division of Medicaid Coordinated Care, RFQ#
20211210

Mr. Sisk,

Centene Management Company LLC confirms our consent to submission as a proposed
subcontractor for Magnolia Health Plan in response to RFQ# 20211210 for the Mississippi
Division of Medicaid Coordinated Care. Centene Management Company LLC will provide
administrative services through a Management Services Agreement, including support for
information systems, claims processing, fraud and abuse, provider data management,
human resources, BH utilization management, disease management, and language services.

Christopher A. Koster

NAME OF INDIVIDUAL AUTHORIZED TO LEGALLY BIND THE SUBCONTRACTOR

Secretary
TITLE OF INDIVIDUAL AUTHORIZED TO LEGALLY BIND THE SUBCONTRACTOR

CArIIEoher A Koster

ChnstopherA/Koster Feb 24,2022 08:05 CST)

SIGNATURE OF INDIVIDUAL AUTHORIZED TO LEGALLY BIND THE SUBCONTRACTOR

2/24/2022

DATE

CENTENE CORPORATION 7700 Forsyth Boulevard, St. Louis, M22B105 | (314) 725-4477
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’ David Lavely
envo Ve o President & CEO
. ' 0: 252.544.9251
Benefit Options 1151 Falls Road, Suite 2000

Rocky Mount, NC 27804

January 24, 2022

Aaron Sisk

President and CEO

Magnolia Health Plan

111 E Capitol Street, Suite 500
Jackson, MS 39201

RE: Request for Qualifications, Mississippi Division of Medicaid Coordinated Care, RFQ#
20211210

Mr. Sisk,

Envolve Dental, Inc. confirms our consent to submission as a proposed subcontractor for
Magnolia Health Plan in response to RFQ# 20211210 for the Mississippi Division of Medicaid
Coordinated Care. Envolve Dental will provide dental benefit management services on behalf
of Magnolia, including claims processing and payment, quality improvement, utilization
management, and network development and management.

David Lavey
NAME OF INDIVIDUAL AUTHORIZED TO LEGALLY BIND THE SUBCONTRACTOR

President and CEO

TITLE OF INDIVIDUAL AUTHORIZED TO LEGALLY BIND THE SUBCONTRACTOR

avid Lavely

David Lavely (Jan 31, 2054 10:51 EST)
SIGNATURE OF INDIVIDUAL AUTHORIZED TO LEGALLY BIND THE SUBCONTRACTOR

January 31, 2022

DATE

Envolve Dental, Inc. is a wholly-owned subsidiary of Envolve Bgnefit Options, Inc. EnvolveHealth.com
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’ David Lavely
envo Ve President & CEO
; 0: 252.544.9251
Benefit Options 1151 Falls Road, Suite 2000

Rocky Mount, NC 27804

January 24, 2022

Aaron Sisk

President and CEO

Magnolia Health Plan

111 E Capitol Street, Suite 500
Jackson, MS 39201

RE: Request for Qualifications, Mississippi Division of Medicaid Coordinated Care, RFQ#
20211210

Mr. Sisk,

Envolve Vision, Inc. confirms our consent to submission as a proposed subcontractor for
Magnolia Health Plan in response to RFQ# 20211210 for the Mississippi Division of Medicaid
Coordinated Care. Envolve Vision, Inc. will provide vision benefit management services on
behalf of Magnolia, including claims processing and payment, quality improvement, utilization
management, and network development and management.

David Lavely

NAME OF INDIVIDUAL AUTHORIZED TO LEGALLY BIND THE SUBCONTRACTOR

President and CEO

TITLE OF INDIVIDUAL AUTHORIZED TO LEGALLY BIND THE SUBCONTRACTOR

David Lavely

David Lavely (Jan 31, 2022 10:51 EST)

SIGNATURE OF INDIVIDUAL AUTHORIZED TO LEGALLY BIND THE SUBCONTRACTOR

January 31, 2022

DATE

Envolve Vision, Inc. is a wholly-owned subsidiary of Envolve Bgnefit Options, Inc. EnvolveHealth.com
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EA i i&g 315 Carrier Boulevard
Richland, MS 39218
SXPRINTING | » e

L INCORPORATED w:dallosprintingms.com

January 24, 2022

Aaron Sigk

President and CEO

Magnolia Health Plan

111 E Capitol Street, Suite 500
Jackson, MS 39201

RE: Request for Qualifications, Mississippi Division of Medicaid Coordinated Care, RFQ#
20211210

Mr, Sisk,

Dallas Printing confirms our consent to submission as a proposed subcontractor for Magnolia
Health Plan in response to RFQ# 20211210 for the Mississippi Division of Medicaid
Coordinated Care. Dallas Printing will provide printing services, such as Member identification
cards and other Member materials, on behalf of Magnolia.

Dﬁi . i )‘0\ f fcﬁa,i

NAME OF INDIVIDUAL AUTHORIZED TO LEGALLY BIND THE SUBCONTRACTOR

Ou) e

TITLE OF INDIVIDUAL AUTHORIZED TO LEGALLY BIND THE SUBCONTRACTOR

K@mﬁmﬁ /%Q / ﬁaf; e

SIGNATURLE OF INDIVIDUAL AUTHORIZED TO LEGALLY BIND THE SUBCONTRACTOR

4falaa

DATE ég)
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N:A

February 01, 2022

Aaron Sisk

President and CEO

Magnolia Health Plan

111 E Capitol Street, Suite 500
Jackson, MS 39201

RE: Request for Qualifications, Mississippi Division of Medicaid Coordinated Care, RFQ#
20211210

Mr. Sisk,

National Imaging Associates, Inc. confirms our consent to submission as a proposed
subcontractor for Magnolia Health Plan in response to RFQ# 20211210 for the Mississippi
Division of Medicaid Coordinated Care. National Imaging Associates, Inc. will provide specialty
utilization management for high-tech and cardiac imaging; physical therapy, occupational
therapy, and speech therapy; and interventional pain services on behalf of Magnolia through a
Management Services Agreement with Centene Management Company.

James Wieland
NAME OF INDIVIDUAL AUTHORIZED TO LEGALLY BIND THE SUBCONTRACTOR

SVP, GM, Specialty Health

TITLE OF INDIVIDUAL AUTHORIZED TO LEGALLY BIND THE SUBCONTRACTOR

2/10/2022

DATE

14100 Magellan Plaza, Maryland Hieghts, MO 63043  Office 314-387-4000
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675 Placentia Avenue, Suite 300, Brea, CA 92821
888.999.7713 p | 800.214.9910 f

v

New Century Health

January 28, 2022

Aaron Sisk

President and CEO

Magnolia Health Plan

111 E Capitol Street, Suite 500
Jackson, MS 39201

RE: Request for Qualifications, Mississippi Division of Medicaid Coordinated Care,
RFQ# 20211210

Mr. Sisk,

NCH Management Systems, Inc. doing business as New Century Health confirms our
consent to submission as a proposed subcontractor for Magnolia Health Plan in response
to RFQ# 20211210 for the Mississippi Division of Medicaid Coordinated Care. New
Century Health will provide utilization management for specialty services such as
hematology, oncology, urology, and durable medical equipment on behalf of Magnolia.

Scott Pritchard
NAME OF INDIVIDUAL AUTHORIZED TO LEGALLY BIND THE SUBCONTRACTOR

President

TITLE OF INDIVIDUAL AUTHORIZED TO LEGALLY BIND THE SUBCONTRACTOR

SIGNATURE OF INDIVIDUAL AUTHORIZED TO LEGALLY BIND THE SUBCONTRACTOR

1/28/2022

DATE

226 newcenturyhealth.com
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January 24, 2022

Aaron Sisk

President and CEO

Magnolia Health Plan

111 E Capitol Street, Suite 500
Jackson, MS 39201

RE: Request for Qualifications, Mississippi Division of Medicaid Coordinated Care, RFQ#
20211210

Mr. Sisk,

Vigilant Health confirms our consent to submission as a proposed subcontractor for Magnolia
Health Plan in response to RFQ# 20211210 for the Mississippi Division of Medicaid
Coordinated Care. Vigilant Health will provide diabetes self-management and education
services, and training, medical nutrition therapy; and point-of-care laboratory testing and related
services for Members with diabetes or prediabetes and enrolled in the Diabetes Care Group
program services on behalf of Magnolia.

David Coppeans
NAME OF INDIVIDUAL AUTHORIZED TO LEGALLY BIND THE SUBCONTRACTOR

Chief Operating Officer

TITLE OF INDIVIDUAL AUTHORIZED TO LEGALLY BIND THE SUBCONTRACTOR

(o) (oppam —

SIGNATURE OF INDIVIDUAL AUTHORIZED TO LEGALLY BIND THE SUBCONTRACTOR

1/24/2022

DATE
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February 9, 2022

Aaron Sisk

President and CEO

Magnolia Health Plan

111 E Capitol Street, Suite 500
Jackson, MS 39201

RE: Request for Qualifications, Mississippi Division of Medicaid Coordinated Care, RFQ#
20211210

Mr. Sisk,

Medical Transportation Management, Inc. (MTM) confirms our consent to submission as a
proposed subcontractor for Magnolia Health Plan in response to RFQ# 20211210 for the
Mississippi Division of Medicaid Coordinated Care. MTM will provide Non-Emergency
Medical Transportation services on behalf of Magnolia.

Alaina Macia
NAME OF INDIVIDUAL AUTHORIZED TO LEGALLY BIND THE SUBCONTRACTOR

President and CEO
TITLE OF INDIVIDUAL AUTHORIZED TO LEGALLY BIND THE SUBCONTRACTOR

/Q(w@(/?w/

SIGNATURE OF INDIVIDUAL AUTHORIZED TO LEGALLY BIND THE SUBCONTRACTOR

February 9, 2022
DATE

16 Hawk Ridge Circle | Lake St. Louis, MO 63367 | phone 636.561.5686 | fax 636.561.2962 | www.mtm-inc.net
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1000 Primera Blvd, Suite 3160

Lake Mary, FL 32746

January 28, 2022

Aaron Sisk

President and CEO

Magnolia Health Plan

111 E Capitol Street, Suite 500
Jackson, MS 39201

RE: Request for Qualifications, Mississippi Division of Medicaid Coordinated Care, RFQ#
20211210

Mr. Sisk,
TurningPoint Healthcare Solutions LLC. confirms our consent to submission as a proposed
subcontractor for Magnolia Health Plan in response to RFQ# 20211210 for the Mississippi

Division of Medicaid Coordinated Care. TurningPoint Healthcare Solutions LLC. will provide
utilization management for orthopedic procedures on behalf of Magnolia.

Eric Pezzi

NAME OF INDIVIDUAL AUTHORIZED TO LEGALLY BIND THE SUBCONTRACTOR

CHIEF EXECUTIVE OFFICER

TITLE OF INDIVIDUAL AUTHORIZED TO LEGALLY BIND THE SUBCONTRACTOR

SIGNATURE OF INDIVIDUAL AUTH@V TOJEGALLY BIND THE SUBCONTRACTOR

}/L/luLL

DATE

Page 1 of 2
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magnolia health

111 East Capitol Street
Suite 500

Jackson, MS 39201
1-866-912-628¢
TDD/TTY 1-877-725-7753

March 4%, 2022
RE: Transmittal Letter Requirement: Certification of Full Authority to Obligate and Bind

As the Secretary of Magnolia Health Plan, Inc., I hereby certify that Aaron Sisk, Plan President and Chief
Executive Officer of Magnolia Health Plan, Inc. has full authority to obligate and bind Magnolia Health Plan,
Inc. to the terms, conditions and provision of the Qualification submitted in Request for Qualifications (RFQ)
for the Mississippi Coordinated Access Network (MississippiCAN or MSCAN) and the Mississippi Children’s
Health Insurance Program (CHIP) RFQ #20211210, issued by the Mississippi Division of Medicaid.

Signed,

g pfe—

Signature

Joel B. Samson

Printed Name

Secretary, Magnolia Health Plan, Inc.

Title

February 25, 2022

MagnoliaHealthPlan.com
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Response to Request for Qualifications
Mississippi Division of Medicaid Coordinated Care
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RFx # 3150003991

Technical Qualification (Blind Evaluation)
Magnolia Health Plan, Inc.

Transforming the he



Technical Qualification: 4.2.1, Executive Summary
4.2.1 EXECUTIVE SUMMARY

The Executive Summary shall condense and highlight the contents of the qualification in such a way as to provide a broad understanding of the entire
qualification. The Executive Summary shall include a summary of the proposed approach, the staffing structure, and the task schedule, including a
brief overview of:

We are pleased to submit this response to the Request for Qualifications (RFQ) for the Mississippi Division of
Medicaid (DOM) Coordinated Care, RFQ #20211210. As a longstanding managed care plan with experience
serving Medicaid and CHIP plans across the country through our affiliate health plans, we are well equipped to
partner with DOM to serve Mississippi Coordinated Access Network (MSCAN) and CHIP beneficiaries as a
Coordinated Care Organization (CCO). We have a deep understanding of the needs of and challenges faced by
Medicaid and CHIP beneficiaries, and we will bring experiences and best practices learned from serving similar
populations in other states to provide high-quality care to MSCAN and CHIP Members.

1. Proposed work plan;

We will base our program and project management methodology on the same successful model we have used to
implement programs similar in size and scope to the CCO program.

Project Management Approach

Our proven implementation approach includes the right combination of executive oversight, senior leadership
engagement, and technical expertise to ensure a compliant and accurate implementation. Our Steering
Committee, comprised of our Senior Leadership Team, are responsible for providing strategic oversight for
changes required by the project that will impact the overall health plan. The Steering Committee is also the
project governance body to which key business decisions and project issues are escalated and resolved, and
requires communication on matters which will change the scope of the project and its deliverables. Our Project
Implementation Team includes our Executive and Senior Leadership Team, Project Lead, Integrated Leads
and Subject Matter Experts, including Subcontractor Representatives, responsible for the design and
implementation of any new process, program or technology solution required by new Model Contract
requirements. Our parent company’s Executive Steering Committee will function as the corporate oversight
body for our CCO implementation. Our Project Management Approach consists of five key elements, described
in detail in our response to Section 4.3.4.1 of the RFQ:

1. A consistent project lifecycle methodology with defined stages and activities to ensure progress to
implement the CCO Contract requirements

2. The deployment of dedicated, local, and highly specialized professionals with defined levels of
authority to implement CCO Contract requirements

3. A customized communications plan that ensures adequate and timely reporting to executive
management and department personnel and ensures consistent communication between implementation
participants

4. A set of industry-standard and proprietary tools to define accountability, track progress, and identify
and mitigate risks to implementing the CCO Contract requirements

5. A proactive systematic review of implementation progress, issue identification/assessment, alternatives
analysis, and resolution

Enterprise Business Implementation Tools and Templates. Leveraged from best practices, our work plan
tools and templates have been tailored to specifically meet the needs of Mississippi Medicaid and CHIP
managed care projects and encompass the following key areas: Project Scope, Project Communications,
Resource Planning, Work Plan and Schedule, Risk Management, Quality Control, and Cost Management.

Work Plan and Task Schedule. Our Implementation Work Plan and Schedule include all responsibilities,
milestones, and deliverables necessary for the CCO program. It is a detailed Work Plan broken down by tasks
and subtasks and a schedule for the performance of each task. The Work Plan clearly identifies which activities
require involvement or participation from DOM. Upon contract award, our Project Lead will review the Work
Plan and Schedule to ensure that activities reflect all required work; all work is properly sequenced; durations
are reasonable for the nature of the work; and that the correct people are assigned to oversee the performance of
each activity. Once all changes are completed, the Project Lead will baseline the Work Plan to provide a
reference point against which project performance will be measured. During weekly Project Team meetings, the

1
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Project Lead will review information from the Work Plan including status of deliverable completion, progress
of work, work at risk or behind schedule and actions needed to correct the issue, updates on open issues, actions
on risks, and activities due in the upcoming period. The Project Lead will make the appropriate changes to the
Work Plan and then post the updated Work Plan to our internal project site. As part of our Steering Committee
meetings, the Project Lead will review and report information from the Work Plan including status of critical
milestones, work at risk or behind schedule (and actions to address the issue), and milestones due in the
upcoming period. When appropriate, our Chief Executive Officer (CEQO) will escalate identified issues to our
parent company’s Executive Steering Committee for additional discussion and possible action.

2. Staff organizational structure;
Staff Organizational Structure

We Dbelieve that Mississippians are best served by Mississippians. Our local approach will ensure that we supply
jobs of all skill levels and bring growth and development opportunities for Mississippians statewide. Our staff
will be familiar with the local culture, geography, and health care delivery system, which will contribute to an
unparalleled understanding of the needs of our Members. Our local approach will enable us to:

Provide accessible, high quality, and culturally sensitive health care services to our Members

Form strong, collaborative relationships with the Provider community

Be a responsive partner to DOM, undertaking special projects and setting the bar as a CCO

Create flexibility in our operating model to meet the unique needs of Mississippi

Our organizational structure will have clear lines of authority and an experienced Senior Leadership Team. Our
governing body, the Board of Directors, will set forth policy and has overall responsibility for organization of
the plan. The local health plan will be responsible for administration and management of all aspects of the
Contract. Members of our Senior Leadership Team, all of whom will be Mississippi-based to support
implementation and operations of the CCO Contract, will include:

Chief Executive Officer (CEO)
Chief Operating Officer (COO)
Chief Financial Officer (CFO)
Medical Director

Perinatal Health Director

Behavioral Health Director
Chief Information Officer
Compliance Officer
Project Manager

We will employ senior leaders with strong experience and qualifications to position us to offer best-in-class
services to MSCAN and CHIP Members. The team will be supported by many other staff overseeing and
carrying out tasks to support daily operations in functional areas including but not limited to Member Services,
Population Health and Care Management, Quality Management, Provider Services, Provider Network and
Contracting, Utilization Management, Grievances and Appeals, Claims, Data and Analytics, and Pharmacy.

Our parent company will offer us the opportunity to take advantage of economies of scale by providing
administrative services, such as IT, Finance, and Human Resources support as well as access to national
expertise through affiliate health plans. By utilizing the corporate expertise for some administrative tasks, we
can focus on important Member and Provider facing positions, such as employing medical and behavioral
health care managers to promote the integration of care and numerous field positions within the care
management department to provide community outreach and face-to-face visits.

3. Key personnel; and,

Our entire team will be responsible for ensuring we meet all Appendix A, Draft Contract requirements and
provide high-quality services to our Members. Qualifications of key personnel, in alignment with Section 1.13.1
of the Draft Contract, are reflected in Table 4.2.1.3 below.

Table 4.2.1.3 Key Personnel

Location in
_IFﬁ)IIePersonnel Required Qualifications and Experience Organizational
Structure

Chief Executive | Extensive experience in contracting and strategic planning and development. At least | Reports to Board of
5-8 years of experience in a top management position in the government or healthcare

2
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Key Personnel
Title

Required Qualifications and Experience

Location in
Organizational
Structure

Officer (CEO)

industry working on contract acquisition and operations management. Excellent
managerial and financial skills and the ability to take leadership over any health plan
business operations area. Outstanding communication skills. Thorough understanding
of management and financial/budgeting practices in all areas and phases of business
operations. Bachelor’s degree in business, health care administration, public
administration, or related field. Master’s degree preferred.

Directors

Chief Operating
Officer (COO)

Extensive experience in contracting and strategic planning and development. At least
5-8 years of experience in a top management position in the government or healthcare
industry working on contract acquisition and operations management. Excellent
managerial, financial planning, and strategy planning skills. Thorough understanding
of management and financial/budgeting practices in all areas and phases of health
plan business operations. Outstanding leadership and communication skills. Deep
understanding of advanced business planning and regulatory issues. Understanding of
data analysis and performance metrics. Bachelor’s degree in business, health care
administration, public administration or related field. Master’s degree preferred.

Reports to CEO

Chief Financial
Officer (CFO)

10+ years in a high level finance role in the healthcare or insurance industry. Master’s
degree preferred. CPA preferred. 10+ years in a high level finance role in the
healthcare or insurance industry. Excellent skills in financial planning and strategy,
strategic planning and vision, process improvement, forecasting, corporate finance,
budget development and management, and quality management. Outstanding written
and verbal communication and leadership skills. Proficient in database and accounting
computer application systems.

Reports to CEO

Chief Medical
Director

Medical Doctor or Doctor of Osteopathy, board certified in a specialty recognized by
the American Board of Medical Specialists. Master’s degree in Business
Administration, Public Health, Healthcare Administration or related field preferred.
Volunteer patient care required. Previous experience as Medical Director is preferred.
Knowledge and understanding of managed care principles, industry, provider
reimbursement, and human resource management required. Strong communication,
interpersonal, and presentation skills. Experience treating or managing care for a
culturally diverse population preferred.

Reports to CEO

Perinatal Health
Director

Medical Doctor or Doctor of Osteopathy, board certified in obstetrics and
gynecology. Must be an actively practicing physician with a specialty in obstetrics
and gynecology in Mississippi or have been an actively practicing physician in
Mississippi with a specialty in obstetrics and gynecology in the past five (5) years and
be located in Mississippi. Knowledge and understanding of managed care principles,
industry, provider reimbursement, and human resource management. Strong
communication, interpersonal, and presentation skills. Experience treating or
managing care for a culturally diverse population preferred.

Reports to Medical
Director

Behavioral
Health Medical
Director

Medical Doctor or Doctor of Osteopathy, board certified preferable in a primary care
specialty (Internal Medicine, Family Practice, Pediatrics or Emergency Medicine).
The candidate must be an actively practicing physician. Previous experience within a
managed care organization is preferred. Course work in the areas of Health
Administration, Health Financing, Insurance, and/or Personnel Management is
preferred. Experience treating or managing care for a culturally diverse population
preferred. Board Certified Psychiatrist. 5+ years of experience in mental health and
substance use disorder services. Experience directing behavioral health programs and
services for special populations, including individuals with intellectual or
developmental disabilities, preferred. Knowledge and understanding of managed care
principles, industry, provider reimbursement, and human resource management.
Strong communication, interpersonal, and presentation skills. Experience treating or
managing care for a culturally diverse population preferred.

Reports to Medical
Director

Chief

15+ years of related experience. Previous management experience including

Corporate Support
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Key Personnel
Title

Required Qualifications and Experience

Location in
Organizational
Structure

Information
Officer

responsibilities for hiring, training, assigning work and managing performance of
staff. Excellent analytical and problem-solving skills. Superior leadership skills.
Relationship building and team development skills. Thorough understanding of health
plan data management and administration. Bachelor's degree in Finance, Accounting,
Economics, Business Administration. Bachelor's degree in related field. Master’s
degree preferred.

with a dotted line

reporting structure to

CEO

Compliance
Officer

8+ years of compliance program management and contract experience. Extensive
knowledge of state administrative code and regulations, state insurance laws and
regulations including managed care regulations. Experience with state and federal
government agencies, accreditation bodies, participating provider agreements, HIPAA
and Third Party Administration (TPA) laws, credentialing regulations and prompt pay
laws. Excellent organizational and analytical skills. Strong influencing skills and
perseverance in investigating. Ability to read, analyze, and interpret technical
procedures, governmental regulations, and legal documents. Excellent oral and
written communication skills. Ability to write clear, concise reports, business
correspondence, and procedures. Ability to effectively present and represent the
plan’s interests externally with regulators. Ability to effectively present information
and respond to inquiries from employees, regulatory agencies, and others, as
necessary. Ability to initiate administrative activities as necessary, and institute
quality control procedures. Ability to meet deadlines and adjust to changes in
company policies, procedures, and priorities. Bachelor's degree in Public Policy,
Government Affairs, Business Administration or related field. Master’s or Law
degree preferred.

Reports to CEO

Project
Manager

3+ years of project management experience. Experience working with and leading
diverse groups and matrix managed environments. Excellent interpersonal, leadership,
and problem-solving skills. Demonstrates flexibility. Proficient with MS Office
applications and project management tools. Bachelor's degree in Business
Administration, Healthcare Administration, related field, or equivalent experience.

Reports to CEO

Provider
Services
Manager

3+ years of customer service experience in a call center environment. Previous
experience as a lead in a functional area, managing cross-functional teams on large
scale projects or supervisory experience including hiring, training, assigning work and
managing the performance of staff. Bachelor’s degree preferred. Strong leadership
skills, demonstrated ability to manage cross-functional teams on large scale projects.

Reports to COO

Network/
Contracting
Manager

4+ years of provider recruitment, contracting, contract analysis, or provider relations.
Bachelor’s degree in Health Administration, Business Administration, related field, or
equivalent experience. Must be knowledgeable of network development processes,
contract language, principles of negotiation, credentialing and call center operations.

Reports to Provider

Services Manager

Member
Services
Manager

3+ years of customer service experience in a call center environment. Previous
experience as a lead in a functional area, managing cross-functional teams on large
scale projects or supervisory experience including hiring, training, assigning work and
managing the performance of staff. Bachelor’s degree preferred. Strong leadership
skills, demonstrated ability to manage cross-functional teams on large scale projects.

Reports to COO

Quality
Management
Director

Five years clinical experience in an acute care setting. Four years experience in
quality management/ improvement in a health care setting. Two years work
experience in a managed care environment. Five years management experience in a
health care setting. Three years management experience in quality management/
improvement in an HMO setting. Bachelor’s degree in Nursing or equivalent is
required; Master’s degree in health services administration or equivalent is desired.
Strong leadership skills, demonstrated ability to manage cross-functional teams on
large scale projects. Excellent strategic planning and process improvement skills.
Broad understanding of HEDIS and how it is used to drive business growth and
efficiencies. Ability to develop, execute and improve clinical programs across large or

Reports to Medical

Director
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Key Personnel
Title

Required Qualifications and Experience

Location in
Organizational
Structure

multiple business units.

Care 7+ years of nursing, quality improvement, and management experience in a healthcare | Reports to Senior
Management environment, preferable managed care. Previous management experience including Director, Population
Director responsibilities for hiring, training, assigning work and managing performance of Health, who Reports
staff. Current state's RN or LMSW license. Strong leadership skills, demonstrated to the Population
ability to manage cross-functional teams on large scale projects. Excellent strategic Health Director
planning and process improvement skills. Broad understanding of accreditation.
Ability to develop, execute and improve clinical programs across large or multiple
business units. Strong understanding of health care provider communication
strategies.
Population 8+ years of clinical experience in the Healthcare industry. Prior experience in an Reports to CEO

Health Director

innovation field, long term project, or evidence of driving successful clinical practice
innovative solutions. Medical Doctor or Master’s degree in Nursing, Therapy,
Pharmacy, Public Health/Administration or related field. MBA preferred. 8+ years of
clinical experience in the Healthcare industry. Broad understanding of HEDIS and
how it is used to drive business growth and efficiencies. Ability to develop, execute
and improve clinical programs across large or multiple business units. Ability to
identify, create and tracking clinical program opportunities for population health
management. Prior experience in an innovation field, long term project, or evidence
of driving successful clinical practice innovative solutions.

Utilization
Management
Coordinator

3+ years utilization management and recent nursing experience in an acute care
setting particularly in medical/surgical, pediatrics, or obstetrics and management
experience. Thorough knowledge of utilization management and clinical nursing.
Familiarity with Medicare and Medicaid managed care practices and policies, CHIP
and SCHIP. Previous experience as a lead in a functional area, managing cross
functional teams on large scale projects or supervisory experience including hiring,
training, assigning work and managing the performance of staff. Bachelor’s degree in
nursing preferred. Excellent understanding of and ability to apply clinical guidelines
and best practices in utilization management. Strong cross-functional and external
communication skills.

Reports to Population
Health Director

Grievance and

2+ years of claims, contracting, or related experience in a managed care environment.

The two dedicated

Appeals Excellent understanding of and ability to apply regulations and requirements Grievance
Coordinators regarding grievances and appeals. Strong cross-functional and external Coordinators and two
communication skills. dedicated Clinical
Appeals Coordinators
report to Supervisor,
Clinical G&A, who
ultimately reports to
the Quality
Management Director
Claims 4+ years of medical surgical claims processing experience, including knowledge of Reports to COO
Administrator claims processing methodology. Previous experience as a lead in a functional area or
managing cross functional teams on large scale projects. Excellent understanding of
and ability to apply regulations and requirements regarding claims adjudication and
processing. Strong cross-functional and external communication skills.
Data and 4+ years of statistical analysis or data analysis experience. Medicare and Medicaid Reports to Vice
Analytics managed care experience a plus. Knowledge of various data mining, reporting, and President, Finance,
Manager reconciliation tools and methodologies. Advanced systems and software knowledge in | who reports to CFO

MS Access and Excel, SQL, Business Objects, and data warehousing. Amysis
experience preferred. Experience working with diverse business groups within a
matrix environment. Project management experience preferred.
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Location in
_lﬁﬁ)llePersonnel Required Qualifications and Experience Organizational

Structure
Clinical Must have and maintain current, valid and unrestricted Pharmacist license in the state | Reports to COO
Pharmacist of employment and credentialed by the health plan of employment. One year prior

experience in clinical pharmacy. Demonstrated success in managing professional
relationships in a managed care system, medical group, hospital, or related
organizations. Strong clinical pharmacy background with ability to demonstrate
clinical pharmacy skills and knowledge in a care setting. Strong knowledge of
managed care; pharmaceutical/healthcare industry dynamics and provider
reimbursement; and provider contracting processes and strategies. Demonstrated
success in managing professional business relationships in a managed care system,
medical group, hospital, or related business in health care delivery industry. Excellent
verbal and written communication skills; strong business analytical skills and
abilities; strong project management and coordination ability; ability to function
effectively as a management team member.

4. A brief discussion of the Offeror’s understanding of the Mississippi environment and MississippiCAN and CHIP requirements.

We understand the Mississippi environment, including the demographics and health indicators within the state,
and the MSCAN and CHIP Program requirements which seek to improve access, quality, and overall health
outcomes for eligible Mississippians. We understand and are fully aligned with DOM’s goals as stated in the
RFQ to:

e Improve quality through performance improvement projects, value-adds, value-based purchasing, health
literacy campaigns, care management, and other mechanisms

e Engage in collaborative innovation with DOM, other CCOs, and community partners to achieve quality,
leveraging our experience, knowledge, and creativity while providing consistency and ease of administrative
burden for both Members and Providers

e Address barriers to access, including geographic barriers and those related to social determinants of health
(SDOH)

e Demonstrate a true commitment to improving the quality of life for Mississippians, both through delivery
of care and through investments in communities and human capital

Understanding the Mississippi Environment

We know that Mississippians are a strong and resilient community. At the same time, we understand there are
significant disparities in the quality of care and health outcomes throughout the state. For example, we share
DOM’s commitment and focus on addressing SDOH to attain the highest level of health for all people, no
matter who they are or where they live, while lowering unnecessary health care costs. We will hire a local
Director of Health Equity to oversee the strategic design, implementation, and evaluation of initiatives that
address social and community health, including reducing disparities and increasing cultural sensitivity. Using
our SDOH Predictive Analytics Tool, we found that the average risk score for urban census tracts in Mississippi
is nearly 23 percentage points higher than rural census tracts. Although rural areas tend to have greater access
issues, urban areas in Mississippi present a different set of risk factors that can lead to increased risks for
chronic conditions. Infant mortality, asthma, and diabetes are significant issues across the State.

e Infant Mortality. Mississippi ranks near the top of all States in infant mortality rates with 8.6 deaths per
1,000 births exceeding the national average of 5.7%.

!America's Health Rankings analysis of CDC WONDER, Linked Birth/Infant Death Files, United Health Foundation, AmericasHealthRankings.org,
Accessed 2022.
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e Asthma. The asthma rates in Mississippi are 9.9%, exceeding the national average of 7.8%?.

e Diabetes. Mississippi has the third highest rate of diabetes in the country at 13.6%? with Tippah County
having the highest rate of all counties in the nation®.

We have deep experience synthesizing, analyzing, and acting on physical health, behavioral health, pharmacy,
dental, vision, Member demographics, utilization, and Member assessments including SDOH data. We
understand that addressing the barriers to access presented by SDOH are primary objectives of DOM to impact
overall health more effectively. The primary SDOH issues we have identified in Mississippi include:

Poverty (Below 100% of FPL). Mississippi had the highest percentage of people living in poverty nationally
(2017)° and ranked the second hungriest State®. Approximately 20.75% of individuals live in households with
income below the FPL in Mississippi.’ Nearly 65.5% of Members live in census tracts with a poverty rate
greater than 20%, and 86.2% of Members live in tracts with a median family income less than the state average
of $45,081. High poverty rates are concentrated in the western, central, and eastern regions of the State, with the
highest density in the western parts of the State. Jefferson County has the highest average poverty rate of
45.8%. Counties with low average median income are spread throughout the State with dense areas in

the northern, western, and southern regions. Poverty is a critical indicator because it creates barriers to health
services, healthy food, and other necessities that contribute to poor health status.

Food Insecurity. On average, 40.7% of the urban population lives in low food access tracts (defined as living
more than a mile from the nearest supermarket, supercenter, or grocery store) compared to 12.2% in rural
populations. Approximately 40% of urban tracts are classified as food deserts compared to 22% of rural tracts
(1 in 3 Members live in a census tract considered a food desert). Rural areas with less population density also
have high SDOH needs. Mississippi has the highest projected food insecurity rate in the country in 2020,® with
nearly 1 in 5 people and 1 in 4 children facing hunger.” Food access appears to be a significant risk factor, with
4 of 5 Members living in low-food census tracts and 1 in 3 in a census tract designated as food deserts. The
Delta Region (DeSoto County, Tallahatchie County, Bolivar County) and Benton County have the highest rates
of low food access, and one-third of the region is considered a food desert. Jackson County is predominately
urban with outlying high rates of low food access. More than half are estimated to be below the SNAP threshold
of 130% poverty level among the food insecure. All tracts in Benton, Issaquena, Tunica, Montgomery, Amite
and Wilkinson counties are food deserts. There is a concentration of food deserts in western Mississippi, where
low population density likely leads to fewer grocery stores. Furthermore, the Robert Wood Johnson
Foundation’s project - the State of Childhood Obesity - shows Mississippi continues to have a high obesity rate,
which may be in part to poor eating habits and disparities in accessing healthy food.!°

2 “Most Recent Asthma State Data.” Centers for Disease Control and Prevention, Centers for Disease Control and Prevention, 30 Mar. 2021,
https://www.cdc.gov/asthma/most_recent data_states.htm.

3 “Diabetes Prevention and Control.” Diabetes - Mississippi State Department of Health, Mississippi State Department of Health, 28 Mar. 2018,
https://msdh.ms.gov/msdhsite/_static/43,0,296.html#:~:text=In%202016%2C%20Mississippi%20ranked%20first,deaths%20in%20Mississippi%20in
%202016.

4Taglois, Jessica. “Investigators: Mississippi County Has Highest Rate of Diabetes in the US.” Https://Www.actionnews5.Com, Action News 5, 22
Apr. 2021, https://www.actionnews5.com/2021/04/22/investigators-mississippi-county-has-highest-rate-diabetes-us/.

3 Nave, R.L., and Mississippi Today September 14 R.L. Nave. Mississippi Still Has Worst Poverty, Household Income. Mississippi Today, 10 May
2021, https://mississippitoday.org/2017/09/14/mississippi-still-worst-poverty-household-income-u-s/.

¢ Top 10 Hungriest States in the U.S. Friends Committee On National Legislation, 10 Nov. 2021, https://www.fcnl.org/updates/2021-11/top-10-
hungriest-states-us.

7 Lynch, Victoria, et al. “Improving the Validity of the Medicaid/CHIP Estimates on the American Community Survey: The Role of Logical
Coverage Edits.” Census.gov, Urban Institute, Health Policy Center, 27 Sept. 2011, https://www.census.gov/content/dam/Census/library/working-
papers/2011/demo/improving-the-validity-of-the-medicaid-chip-estimates-on-the-acs.pdf.

8 Norwood, Ashley. Child Hunger Is on the Rise in Mississippi. MPB - Mississippi Public Broadcasting, 21 Nov. 2020,
https://www.mpbonline.org/blogs/news/child-hunger-is-on-the-rise-in-mississippi/.

9 “What Hunger Looks Like in Mississippi.” Hunger in America, Feeding America, https://www.feedingamerica.org/hunger-in-america/mississippi.
19 Prioritizing Children’s Health during the Pandemic. Robert Wood Johnson Foundation, Oct. 2020, https://media.stateofobesity.org.
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Transportation. The greatest transportation gaps are found in the western and southern regions of the State.
Participants of the 2021 Mississippi State Department of Health State Health Assessment session most cited
housing as a challenge in their communities, especially for low socio-economic status communities -
compromising their accessibility and safety. Forty-one percent of Members live in census tracts with high (over
60) Poor Housing and Lack of Transportation Index (PHLTI) percentiles. Approximately 43.2% of Members
live in census tracts where the rate of individuals without vehicle access in the household is above the U.S.
average of 8.6%, with Issaquena and Sharkey's counties ranking the lowest. Eight counties have average PHLTI
percentiles of 80 or greater (Bolivar, Holmes, Claiborne, Greene, Wilkinson, Sharkey, Tunica, and Issaquena.
Seven counties have 14% or more households with no vehicle access (Humphreys, Bolivar, Washington,
Sharkey, Noxubee, Leflore, and Issaquena).

Housing. Household Vulnerability, the degree to which a family is at risk of becoming unhoused due to
additional financial stressors, is a significant issue in many counties — mostly in the western and eastern parts of
the State where nearly three in four Members live. The Mississippi 2020 HUD Point-in-Time Count and
Housing Inventory Count accounted for 1,107 homeless persons across the state and were unsheltered (48%), in
emergency housing (30%), or transitional housing (22%). Half identified as Black or African-American, and
46% identified as white (by comparison, 38% of the state population is Black, 59% of the population is
white).!! Mississippi has the highest rate of renters in the country (27%).'? An estimated 61.5 % of parents with
incomes at or below 138% of the FPL reported delaying or forgoing health care in the past 12 months because
of the cost, difficulties taking time off work, difficulties balancing family or childcare obligations, and
transportation challenges.!® According to the National Low Income Housing Coalition, there is a shortage of
rental homes affordable and available to extremely low-income households already severely cost-burdened
(spend more 50% of their income on housing) and are more likely than other renters to sacrifice necessities like
healthy food and health care to pay rent. One quarter (27%) of Members are cost-burdened, with housing costs
exceeding 30% their total household income. Although lower than the national average, most households have a
single source of income.'* Housing costs can cause increased stress levels in adults leading to potential health
issues.

Understanding MSCAN and CHIP Requirements

As an established managed care plan with years of experience serving populations similar in size and scope to
MSCAN and CHIP, we are fully prepared to comply with all requirements described in Appendix A, Draft
Contract. Through our affiliate plans, we have demonstrated success carrying out all CCO requirements
including but not limited to:

RFQ Area Areas of Experience
Member Services and | e  Delivering covered services including children’s services (through Medicaid and CHIP), behavioral health services,
Benefits perinatal and neonatal, chronic conditions, foster children, dental services, vision services, non-emergency

transportation (NET) services, value-added benefits, and others

e  Operating a Member Services call center with fully trained staff that meets and exceeds all key performance
measures

e  Developing and distributing a Member Handbook to inform Members how to access services and programs

e  Operating a website and mobile application to ensure Members are well-informed about programs and services

e  Deploying a multi-modal approach to Member education and communication that educates Members on our
programs and covered services, Care Management, rights and responsibilities, preventive health care, and others

11 “Mississippi Homelessness Statistics.” Homelessness Statistics, United States Interagency Council on Homelessness,
https://www.usich.gov/homelessness-statistics/ms/.

12 “The State of the Nations Housing 2021.” Joint Center for Housing Studies of Harvard University, President and Fellows of Harvard College,
2021,

https://www jchs.harvard.edu/sites/default/files/reports/files/Harvard JCHS The State of the Nations Housing 2020 Report Revised 120720.pdf
13 Haley, Jennifer, et al. Parents with Low Incomes Faced Greater Health Challenges and Problems Accessing and Affording Needed Health Care in
Spring 2021. Urban Institute, Jan. 2022, https://www.urban.org/sites/default/files/publication/105304/lowincl_0.pdf.

14 “Mississippi.” Housing Needs by State, National Low Income Housing Coalition, https://nlihc.org/housing-needs-by-state/mississippi.
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RFQ Area Areas of Experience
e Developing, implementing, and measuring success of health literacy campaigns
e  Measuring and continually monitoring Member satisfaction
e Operating a fully compliant and effective Grievance and Appeal process
Provider Network e  Developing and maintaining a comprehensive, statewide Provider Network through a robust recruitment and
and Services retention strategy, strong monitoring methods, continual evaluation and network improvement, and a transparent
communication process with Providers
e  Operating a Provider Services call center with fully trained staff that meets and exceeds all key performance
measures
e  Developing a strong Provider and education communication program for Primary Care Providers (PCPs)/Patient
Centered Medical Homes (PCMHs), specialist Providers, Behavioral Health (BH) Providers, and others that
includes individual trainings, workshops, the Provider Manual, and other mechanisms
e  Collaborating with PCPs/PCMHs to improve care for Members with chronic illnesses and to improve perinatal care
e  Ensuring timely and accurate payment to Providers through an established claims system and processes
e  Operating a fully compliant and effective Provider Grievance and Appeal process
e  Collaborating with Providers and State partners to implement Value-Based Purchasing (VBP) programs to improve

health outcomes

Care Management

Developing, implementing, and maintaining an evidence-based, person-centered, culturally responsive Care
Management program

Conducting health assessments and stratifying and assigning Members to appropriate Care Management services
based on the results and Member needs and preferences

Ensuring coordination of care across the care continuum, including appropriate communication with Members’
Provider(s) and other members of the care team

Implementing and maintaining clearly defined Transition of Care processes to support safe and seamless transitions
across care settings

Appropriately and thoroughly training Care Management staff, including ensuring all Care Managers are culturally
competent and aware of implicit biases

Quality Management

Developing, implementing, and maintaining a robust and data-driven Quality Management program with clear lines
of accountability

Designing and implementing targeted Performance Improvement Projects

Employing and education Providers and staff on evidence-based clinical guidelines to support the provision of high-
quality care

Using advanced data analytics and data informatics capabilities to drive performance improvement and quality
management activities

Developing and deploying innovative approaches to ensure Quality Management is accuracy and effective

Utilization
Management

Developing, implementing, and maintaining a fully compliant, effective Utilization Management program with clear
lines of accountability

Employing innovative and evidence-based approaches to avoid unnecessary emergency department utilization,
avoidable hospitalization, and readmissions

Developing and communicating clear guidance on Utilization Management policies, procedures, and processes
across health plan staff and externally with Providers

Information
Technology

Leveraging advanced technology to support effective operations including Care Management, Quality Management,
Utilization Management, Population Health, and other areas

Using proven systems and processes to process claims in a timely and accurate manner

Developing and deploying innovative technological methods to optimize delivery of services to Members, including
supporting efficient and effective use of telehealth

Developing and deploying a rigorous continuity of operations plan to support rapid and appropriate actions related
to pandemics, natural disasters, and other scenarios

Subcontractual
Relationships and
Delegation

Contracting with qualified Subcontractors and conducting ongoing oversight to ensure Subcontractors meet all
requirements and support the provision of high-quality care

Financial and Data
Reporting

Conducting timely completion and reporting of all data requirements, including Medical Loss Ratio (MLR),
encounter data, and health information system data, to State partners

Program Integrity

Implementing a rigorous Program Integrity structure inclusive of proactive and reactive fraud, waste, and abuse
detection and swift and appropriate action

Developing and implementing a formal Denials Review and Reporting program to monitor claims denials and
educate Providers accordingly

Complying with Medicaid National Correct Coding Initiative (NCCI) requirements

Subrogation and
Third-Party Liability
(TPL)

Developing and implementing fully compliant policies, procedures, and processes for conducting subrogation and
TPL activities
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RFQ Area Areas of Experience

Eligibility, e Implementing a clearly defined and organized approach to manage eligibility and enrollment data and files
Enrollment, and Employing a clear and consistent approach to assign Members to a PCP in a timely and appropriate manner
Disenrollment

Providing Members with Welcome Packets and identification cards in a timely manner

Social Determinants
of Health (SDOH)

Developing and implementing interventions designed to identify and address Members” SDOH needs and to
promote health equity, both in ways that integrate into other programs

Partnering with local organizations who are trusted messengers within the communities they serve to address SDOH
and health equity
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Technical Qualification: 4.2.2.1, Member Services and Benefits

4.2.2.1 MEMBER SERVICES AND BENEFITS

4.2.2.1.A Delivery of Covered Services

1. Children

a. The Division has a special interest in ensuring timely and robust developmental screening and early intervention for children. The Offeror should
keep that in mind in answering the following

Since our parent company was founded, we have provided services for children and have substantial experience
serving children enrolled in Medicaid and CHIP programs across the nation. This experience brings a deep
understanding of the crucial role EPSDT and Well-Child visits have in setting the foundation for a lifetime of
health. While the benefits and needs differ slightly, our objectives for Mississippi MSCAN and CHIP children
are the same: to ensure every child or youth has timely access to preventive care and necessary treatment to
improve health outcomes and Member quality of life. Timely access for our MSCAN and CHIP children will
be enabled through clear policies, procedures, and processes; highly trained and dedicated staff; a robust and
supported Provider network that includes community-based organizations (CBOs); and ongoing Member and
family/caregiver engagement. Our approaches to ensure screening and intervention for MSCAN and CHIP
children are the same except where State requirements necessitate differentiation. We respond to 4.2.2.1.A.a.ii
only with how our approach for CHIP may differ from what is described in 4.2.2.1.A.1.a.1.

i. MississippiCAN Services: Describe the Offeror’s proposed approach to ensure children receive timely services, periodic health screenings and
appropriate and up-to-date immunizations using the ACIP Recommended Immunization Schedule and AAP Bright Futures for all MississippiCAN
Members including periodic examinations for vision, dental, and hearing and all medically necessary services. Include the following:

1. An overview of related policies, procedures, and processes

To ensure access and engagement in regular and preventive care for MSCAN Members, staff and systems will
be aligned with contractual and regulatory requirements. We will develop, promote, monitor, and regularly
update policies, procedures, and processes (P&Ps) to guide and evaluate performance across the delivery system
and ensure contract compliance. P&Ps will stipulate methods for the provision of the full range of EPSDT
services, consistent and aligned with Sections 1902(a)(43) and 1905(a)(4)(B) and 1905(r) of the Social Security
Act and Federal regulations at 42 C.F.R. Part 441 Subpart B, the Bright Futures/AAP periodicity schedule for
screenings, and the ACIP for required immunizations. Our P&Ps will address health equity, social determinants
of health (SDOH), and behavioral health (BH) supports to help improve access and outcomes. We will educate
all staff, Members, caregivers, and Providers on these P&Ps to collaboratively support timely screenings,
immunizations, vaccinations, and referrals. We will create internal playbooks that provide detailed workflows
and specific roles and responsibilities to ensure consistency, compliance, and unduplicated efforts for plan staff
that meet the expectations of our Members, Providers, and DOM. Examples of related policies are summarized
in the table below.

Table 4.2.2.A.1.a.i Example Policies and Procedures

Policy Name Purpose Description

EPSDT Assures the availability and accessibility of required Identifies all EPSDT required screening services and defines our

Services health care resources and help Medicaid recipients and | monitoring practices, reports, improvement, and audit strategies.
their parents or guardians effectively use EPSDT Includes requirements for Child Health Coordinators to refer
resources. Members with SDOH or BH needs to Care Management.

Quality Outlines our plan’s periodic notification system to Defines Member outreach, follow-up, and reporting protocols

Improvement ensure that Members receive the full range of EPSDT including Member incentives.
services, including screenings, immunization, and
follow-up care.

Health Plan to strengthen Members’ understanding of their Identifies specific health literacy initiatives and strategies to expand
Education and | health and health care that includes but is not limited health education, increase Member understanding, and promote
Literacy to ensuring all materials meet the 3" grade reading health equity.

level requirement.

2. An overview of how the Offeror will encourage Members to obtain services

Effective Member engagement is essential to improving health outcomes and utilization of preventive services.
We will provide age-appropriate, targeted education about EPSDT services, work with key stakeholders to
expand access, and leverage our proven programs to encourage Members to obtain preventive services for
children. We will employ a “no wrong door” approach to facilitating access to services. Using our advanced
Reporting and Analytics Platform and integration with Immunization Registries, we can proactively ensure
Members are receiving early childhood care according to nationally recognized standards. We will encourage
Members to obtain preventive services at every touchpoint: call center interactions, during Health Risk

11



Technical Qualification: 4.2.2.1, Member Services and Benefits

Screenings and Comprehensive Health Assessments, and through events in communities all over the State.

Staffing
Our efforts to ensure children receive timely services, periodic health screenings, and appropriate and up-to-date

immunizations will be led by dedicated Child Health Coordinators (CHCs) who will work directly with
Members and their families to address gaps in care. The CHC will outreach in the week after birth to provide
education to mothers on newborn care, post-partum follow-up, and Well-Child visit recommendations based on
the periodicity schedule. If the CHC identifies a need, they will refer the Member to Care Management. The
Care Manager will address the mother’s needs to care for the newborn including nutrition assistance and
transportation for appointments. Care Managers will monitor Care Plans to track progress and provide ongoing
Member and Provider outreach and reminders to ensure compliance. Customer Service Representatives and
other Member-facing staff will be highly trained on EPSDT policies and supporting Members on identifying
and closing care gaps and coordinating access to needed follow-up care and treatment.

Education

Education is key to our success at increasing screening rates and catching issues early. We will educate
Members and caregivers on the value of preventive care, EPSDT benefits, and how to access services. Methods
we will use to educate Members about services will include:

e New Member Orientation / New Member Welcome Visit — in-home visit during the first 90 days to
provide education about services and help select a PCP/PCMH
e New Member Welcome Packet - includes adhesive stickers outlining the periodicity schedule
Member Handbook - describes EPSDT/well-child services and how to access them
Educational mailings — information on immunizations and child development
e Postings on the public website
e Social media posts
e Member Portal — includes information on all available benefits
e Community events
Below we discuss additional ways we will encourage Members to obtain preventive services for children,
including through our proven programs and partnerships with Providers and CBOs.

Proven Programs

We will employ targeted programs that have proven successful in helping Members obtain preventive services
across our affiliates working with similar populations.

Maternal and Child Health Program. Our Maternal and Child Health Program is one of our most successful
initiatives and includes targeted EPSDT-related education during
pregnancy and from birth through the time the child turns one. The rImproving Maternal and Child Outcomes )
Program is designed to establish a strong foundation for moms and | Maternal Health Outcomes for similar populations

babies through person-centered coordinated care, CM, and SDOH | enrolled in our Maternal Health Program include:
o 7.9% less likely to have a baby born at a low

supports. This program prov.ides a compreh;qsive integrated birth weight, under 2500g
approach to maternal and child health, providing a range of e 20% less likely to have a baby born at a very low
perinatal interventions and supports targeted to each Member’s birth weight, under 1500g

. . . e 31.2% less likely to have a baby born at an
specific needs and level of risk. Through the first year of life, we extremely low birth weight, under 1000g

offer guidance to parents through all the medical milestones needed | o 3.3 times more likely to be compliant with
to keep their babies healthy and thriving, while addressing SDOH | prenatal care )
and other barriers to healthy development.

First Year of Life Program. Our First Year of Life Program is designed to guide Members with newborns
through 16 months through all the medical milestones needed to keep babies healthy and thriving. The program
will provide a Care Manager specializing in pediatrics as the main point of contact to provide education and
outreach at months 1, 2,4, 6,9, 12, and 15. The Care Manager will call when it is time for an EPSDT/well-child
visit or immunizations, answer questions about benefits, and provide detailed information on what to expect at
each stage. At our affiliate plans serving similar populations, the First Year of Life Program has demonstrated
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an increase in well-child visits for those enrolled. For example, children 9-12 months of age enrolled in the
program received 72% of well-child visits compared to 44% of children not enrolled in the program.

Children’s Program. Our children’s program will be open to all children in the State, not just our Members.
Participants will receive a welcome letter, an ID card, and an Activity Book. Quarterly, we will mail a book on
topics such as asthma, diabetes, bullying, eating healthy and exercising, etc., and a birthday card on their
birthday. Parents receive information on EPSDT services, Well-Baby and Well-Child services, immunizations,
nutrition, physical activity, asthma, diabetes, bullying, and lead screenings. Through this program, we will host
birthday parties, Christmas parties, and Family Fun Days with activities for children, along with educational
information for parents/guardians around well-baby and well-child services, immunizations, nutrition, physical
activity, asthma, diabetes, bullying, lead screening, and other seasonal topics.

Adopt-a-School. We will adopt schools in high-risk zip codes where many of our Members live. Through this
program, we will reach out directly to children through newsletters, health education, and other innovative
events to help educate children on various health topics, including bullying, healthy eating, hygiene, flu
prevention, self-esteem, social isolation, and dental care. An affiliate serving a similar population reaches over
100 students each month through this program.

Member Incentive Programs. Our incentive program offers financial rewards to Members who actively
engage in healthy activities. Our incentives motivate Members to obtain
recommended preventive care and medically necessary follow-up services and — ;

) ; ) . ] . For a similar population, our health
empower them to live healthier lives by increasing their self-management plan distributed close to $1 million in
skills. All Members are automatically enrolled and earn rewards by completing | Member incentive payments as
healthy activities like annual doctor visits (see table below). After the first szirsissiftosr compliance with well-
activity is completed, a Visa® Prepaid Card is sent to the Member with their
reward amount pre-loaded; subsequent rewards are added to the card automatically.

$1 Million in Incentives

Service Reward Eligible Visits Maximum Limit
EPSDT Screens, Infant 0-12 mos. $10 per screening 3-5 Day, 1 month, 2 months, 4 months, 6 $50
months, 9 months
EPSDT Screens, Child 1-3 yrs. $10 per screening 12 months, 15 months, 18 months, 24 months, | $50
36 months
EPSDT Screens, Child 3-10 yrs. $20 annually Annual N/A

Partnerships
We will prioritize partnerships according to needs and opportunities identified within our data, especially

through our SDOH Predictive Analytics Tool and Health Equity Improvement Model. Our affiliates have found
that trusted community partners are the most effective ways to reach individuals impacted by racial, ethnic, and
geographic disparities. We will work with our network Providers, schools, and CBOs to ensure every child has
an equal opportunity to obtain services.

Network Providers. Primary to ensuring Members obtain preventive services is a robust network of Providers
and experienced in caring for and addressing the needs of children. Our network will include Providers trained
in Trauma-Informed Care and Adverse Childhood Experiences, experienced in EPSDT, and board-certified
in pediatric specialties and sub-specialties. We will support our Providers with tools, resources, and
educational materials on MSCAN benefits and EPSDT requirements through New Provider Orientations,
webinars, and regional seminars, and in our Provider Manual and Newsletters. Our field-based Quality Practice
Advisors will work with our PCPs, Pediatricians, and OB/GYN Providers to promote engagement in
recommended care and support pregnant women in fostering a strong start for their newborns. To drive
engagement, we invest in technology and staff solutions to support Providers in engaging Members in
preventive care.

Technology to Alert Providers to Care Gaps. Through our online Provider Portal, we can automatically alert
PCPs of EPSDT schedules, care gaps, and required screenings for every Member on their panel, including
developmental, vision, hearing, and dental screenings that are due. The tools provide an individual Member
Calendar, updated daily, with a view of all upcoming needs, and a planner to support timely visits. Providers
can view and check on Member specific EPSDT care gaps and close those gaps during any scheduled visit.
Providers can also view gap in care reports and our Provider Scorecard where Providers can compare
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themselves to their peers or industry benchmarks. Our Clinical Data and Interoperability Gateway (CDIG)
will offer enhanced data sharing capabilities through bi-directional data exchange with Providers’ EHRs
through multiple strategic partners. The CDIG enhances our ability to address care gaps at the point of care,
conduct efficient quality monitoring, and gather additional health information, including Member’s social
support needs. Similar information is also available to authorized community partners through our Community
Portal.

Provider Incentives. Provider incentives align with our Member incentives, discussed below, to encourage
quality of care, including proper delivery of EPSDT and well-child services and efficiency in service delivery.
Through our value-based purchasing (VBP) programs, we build collaborative relationships with our Providers
7\ and work toward shared goals. Providers in VBP are

Within specific markets, we have experienced improved rewarded for performance a}gainst HEDIS quality measures
health outcomes at reduced costs through VBPs, including the | that are focused on prevention, access to care, and

following improvements in a similar Medicaid affiliate: appropriate treatment, including EPSDT, well-child visits,

* Combo 10 results by 6.27% and chronic condition management.
e Lead screening results by 10.02%

e Well care visits results by 30.03% Missed childhood immunizations result in lifelong health
¢ Well-Child visits in the first 15 months improved results | impacts for far too many children, especially children of low-

(Provider Incentives and VBP

0, . iy . .
. l\’gﬁ éﬁiﬁ visits for age 15-30 months results by income and underserved families. Health inequity, whether
14.86% due to race, ethnicity, gender, socioeconomic status, or other
N J

factors, contributes to poor health outcomes. To reduce
barriers to obtaining preventive services and increase health equity, we will establish a value-based program to
increase immunization rates and EPSDT visits among eligible MSCAN Members. We will additionally
collaborate to increase COVID-19 vaccination rates among eligible Members and their families.

School-Based Services. Our extensive experience working with child and youth populations has demonstrated
the value and impact of school-based partnerships in meeting children and families where they are. We will
work closely with school nurses, provide educational materials, coordinate care, promote access to school-based
telehealth services, and secure sharing of health information to
promote engagement in care. To minimize the burden on school
nurses and administrative staff, we will coordinate with other Ui GO R LRI GOy b ) Bl R

K . K we conducted nearly 800 EPSDT screenings at 39
CCOs to provide an accessible day for screenings and screening events held at schools and community
immunizations for all families. Our school-based services will centers.
follow all Medicaid/State Provider site guidelines, and we will
ensure that mobile units operate under an authorized Medicaid Provider number.

School and Community Partnership Success

CBO Partners. As an extension of our traditional Provider network, we will collaborate with CBOs to serve as
trusted messengers. With partners such as Choices for Children, we will employ highly effective initiatives to
improve EPSDT screening rates. We will work with All About Kids, Inc. to launch “Back to School EPSDT”
fairs where children will receive free lunch, school supplies, and health screenings. In partnership with the
Community Action Agencies, Mississippi Early Head Start, and Head Start, we will develop referral
relationships for children with identified gaps in care or unmet social needs. We will meet with organizations,
such as Mississippi Shine and Embrace Grace, to identify collaborative opportunities and extend our reach by
offering screening events at locations such as schools and libraries. We will train CBO partners on the ACIP
Recommended Immunization Schedule and AAP Bright Futures and institute a process for closed-loop
referrals.

Prov; We will partner with Boys and Girls Clubs in Mississippi for after-school programs, summer
N\ % programs, parent night meetings, EPSDT screenings, and health fairs. At the after-school and
summer programs, we will provide children’s books to help educate Members and the
@ community on eating healthy, exercise, bullying, and chronic conditions such as asthma and
diabetes. We will conduct healthy recipe demonstrations and exercise sessions during the
deces® summer programs. We will coordinate EPSDT screenings at Boys and Girls Clubs in
partnership with Choices for Children’s Mobile Unit and Plan A Mobile Unit.
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3. How the Offeror anticipates the approach will improve health outcomes

Our multifaceted, proactive approach to encourage EPSDT screens and engagement in primary and follow-up
care has resulted in consistent improvements in Members similar to MSCAN. By actively engaging our
Members in preventive and early interventions services, we expect to see higher PCP engagement; increased
participation in BH, vision, and dental visits; improved control of chronic conditions; lower ED and hospital
use; improved medication compliance; and a better trajectory of healthy child development into adulthood. In
the most recent fiscal year, we achieved the following EPSDT participation rates for young children in an
affiliate health plan: 100% of 0-1, 91% of ages 1-2, and 73% of ages 3-5 received timely screenings.

4. The Offeror’s process for reminders, follow-ups, and outreach to Members

Written and Online Notifications

In addition to the Member Education materials outlined above, Birthday Cards will be sent to all children to
remind their parents/guardians to schedule EPSDT service(s). Our CHC will send letters to non-compliant
Members that we cannot reach by phone. Our secure Portals display care gap reminders when the systems are
accessed by Members or Providers. All notifications will be approved by DOM and made available in multiple
formats and languages, including the development of videos and podcasts that will be available on social media,
our website, and shared via texting. All Member materials will be written at the 3™ grade reading level as
measured by the Flesch-Kincaid Readability Test Tool. Materials will be readily available in prevalent non-
English languages spoken by 5% or more of our Members in compliance with DOM’s Limited English
Proficiency Policy. In addition, we will translate the materials to any language a Member requests or provide in
an alternative format such as Braille, large print, audio, accessible electronic formats, and other formats. Our
Customer Service Representatives are trained to read Member materials over the phone upon request.

Coordinating Care for Families

Our CM team will make scheduling appointments and accessing care as easy as possible for families,
particularly given the challenges families have experienced in accessing prevention and screening visits during
COVID-19. We will make every attempt to reassure our Members as we educate them on the importance of
timely visits and address family concerns. Daily, our CHCs will target Members under age 21 for personalized
notifications and outreach at appropriate intervals. For example, we will automatically contact Members due for
screenings/services and during their birth month for wellness and dental check-ups. We will send push
notifications via our Digital Care Management platform (with permission) and use social media for reminders,
especially around key dates such as back-to-school. Members can also view their health alerts in the Member
Portal. Our staff will support Members/caregivers who need appointment coordination and personalized
education and address barriers such as transportation. Other successful strategies include helping families bring
all their children at once for screening visits and doing screenings during other types of visits. As a common
practice, our CM staff use best-practice techniques such as Motivational Interviewing to educate, encourage,
and empower Members to actively manage their care and take responsibility for compliance. CM and other
Member-facing staff are trained in Trauma-Informed Care and Cultural, Disability, and Poverty Sensitivity to
support effective outreach. EPSDT services are included in Member Care Plans and our CM staff will call non-
compliant Members to provide added support, including accompanying them to appointments. Our CHWs also
complete home visits for medium and high-risk Members who are non-compliant or difficult to reach.

Real-Time Online Appointment Scheduling. Through our real-time Member appointment scheduling
platform, we will assist Providers in managing appointments and reducing no-show rates. The platform allows
Customer Service Representatives to schedule appointments with participating Providers directly with Members
and issue text or email reminders as the appointment nears. We can securely attach documentation to the
Member appointment for specific care gaps (e.g., EPSDT) to ensure a thorough Member office visit. Our CM
staff will also make weekday after-hour and Saturday calls for Members who are difficult to reach during the
week.

Outreach to Members with Special Health Care Needs. Children with special health care needs often
underutilize preventive services. We will offer each of these children/families a Care Manager who can help
facilitate access to EPSDT and preventive services, follow-up care, and needed treatment. The Care Manager
supports the development of a Care Plan, which includes preventive services and a Self-Management Plan. Care
Managers are available to accompany Members to Provider visits. Care Managers provide follow-up with all
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infant Members who received neonatal intensive care for up to a year after discharge, including assisting the
parent(s) to access needed services for their newborn.

Outreach to Foster Care Children. Our dedicated Foster Care Team will conduct outreach and follow-up with
the Mississippi Department of Child Protection Services (MDCPS), caseworkers, and Resource Parents (as
appropriate) to ensure that they are notified of members under their supervision that are due to receive EPSDT
services. To support EPSDT services, our Foster Care Team will be available to provide onsite education at
MDCPS offices, covering topics like EPSDT screenings, immunizations, and other preventive services. We also
propose hosting quarterly meetings with our State Clients and MDCPS offices to facilitate access for Foster
Care children to services like EPSDT. More information about how we will outreach to foster children can be
found below in our response to Section 4.2.2.1.A.5 of the RFQ.

Telephone and Acute Care Protocols

During routine telephone contacts, Member Services and CM staff can see and provide EPSDT and well-child
due date reminders and arrange for appointments and transportation. Our ongoing outreach campaigns will
include expanded hours, including nights and weekends, to improve outreach response. When Members are
calling in for acute care visits, we will review their charts for missed services and schedule a preventive service
in place of the acute visit to ensure the Member receives a comprehensive service. When infants are seen for
acute care, we will work with Providers to consider a wellness appointment at the time of the visit to keep the
child up to date on vaccines and age-appropriate screenings, ensuring Providers can receive additional
reimbursement when the visit meets required components and is appropriately coded.

Transportation Assistance

MSCAN Members will be reminded of their transportation benefits and how staff can help them access this
benefit in the Member Handbook and on the Member Portal. With every EPSDT reminder contact, our staff will
help with arranging transportation for the appointment. Assistance is offered at least three days before each due
date of a child’s periodic examination. Transportation brochures will be available at community events,
Member workshops, waiting rooms at doctor offices, and distributed through our school and community
partnerships. Children will not be transported without an age-appropriate car seat. We will work with our
transportation partner to ensure families/caregivers are aware of this requirement. We will partner with
community-based agencies and MSDH to provide safety-certified car seats and certified installation as
necessary to support families. We will even have car seat installation certified staff members available as
necessary to support families.

5. How the Offeror plans to communicate to the Member that Cost sharing in any form is not allowable on benefits for family-planning or pregnancy-
related assistance

We will train and educate Providers that they are not permitted, under any circumstances, to bill for family
planning or pregnancy-related assistance. This requirement will be reflected in all contract language and audited
at least annually. Members will be notified as part of their Member rights and alerted that they should not
receive a bill and how to contact us if they do. This information will be included in our Member Handbook and
website and accessible in multiple formats for Providers and Members. We will regularly review and monitor
Member complaints and Grievances and do periodic Member outreach to verify Provider compliance with this
requirement. If a Member receives a bill, we will immediately conduct a follow-up review and investigation
with the appropriate Provider(s).

6. Any innovative methods that Offeror will use to augment its approach

Complementing our Provider and Member engagement strategies, we will implement evidenced-base, proven
programs to support families in accessing the best possible care for their children.

Mobile Clinics. We will support mobile clinics, such as Choices for Children’s Mobile Unit and Plan A Mobile
Unit to expand their coverage areas. We will also ensure mobile clinics serving children are equipped with the
appropriate vaccine storage solutions required to conduct Mobile Vaccine Clinics.
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School-Based EHR Solution. Supporting bi-directional communication and coordination with our schools, We
will partner with an innovative school-based EHR solution to enable school nurses to document visits and report
care delivered in schools. This solution will provide us with actionable insights on our pediatric Members
through near real-time monitoring of medical, behavioral, and social needs that arise where children spend
most of their time. For example, we will receive a report O
flagging at-risk Members with three or more school nurse
visits in the week prior. Our Care Management team will
triage Members identified to be at risk for ED visits for

ncreasing Health Literacy N

As outlined in response to 4.2.2.1.E., we will distribute and
promote Provider use of a toolkit on how to “Help Your
Patients Understand Their Health and Health Care,” which

outreach and engagement to prevent ED visits and promote
appropriate management of clinical needs. This solution will
incorporate an additional layer of outreach by encouraging

aligns with Culturally and Linguistically Appropriate Services
(CLAS) standards and trains on how to use plain language to
improve patient adherence and the impact of culture on how

Members interact with the healthcare system. We will also
promote Ask Me 3®, designed to improve health literacy and
promote the Member-Provider relationship, and offer and
encourage Provider trainings with CEUs on effective
Q/Iember-Provider communication. J

parents/guardians of Members to complete visits, including
child and adolescent well-care visits and immunizations.
Parents/guardians of members can receive communication
directly from the platform to encourage them to complete a
visit and we will support scheduling.

ii. CHIP Services: Describe the Offeror’s proposed approach to ensure CHIP Members receive timely services, immunizations, well-child visits, and
any other services described in the CHIP State Health Plan. Include the following:

While MSCAN Members have lower income thresholds, CHIP Members are just as likely to experience barriers
to care and require similar social supports. CHIP Members may, for example, have two working parents
creating issues around childcare and transportation during regular work hours. As stated in response to
4.2.2.1.A.1, our approach to ensuring CHIP Members receive timely preventive services mimics what is
described above.

1. An overview of related policies, procedures, and processes

To account for the differences in benefits, we will have specific CHIP policies that describe the coverages and
recommendations for appropriate care and screenings as indicated in the Mississippi CHIP State Health Plan.
We will educate all staff, Members, caregivers, and Providers about recognizing which Members are enrolled in
CHIP versus MSCAN. We will develop a CHIP-specific Member Handbook and Provider Directory.

Consistent with Appendix A, Draft Contract, if a Member no longer qualifies for CHIP under the eligibility
requirements, we will notify DOM so they may assess whether the Member is eligible for MSCAN. We will
also inform DOM of CHIP Members who become pregnant within seven calendar days of identification through
a report, in a format and manner to be specified by DOM, to determine the eligibility of the Member under the
appropriate eligibility category. As detailed below in our response to Section 4.2.2.1A.8.a of the RFQ, we will
educate CHIP Members about copayment requirements and limits, including by displaying copayment services
and amounts on the CHIP Member ID card, CHIP website, and related Member Portals, in the CHIP Member
Handbook, and as part of our community education and outreach events. Our Customer Service Representatives
for both Members and Providers will receive training regarding CHIP Member copayments, exemptions, and
Out-of-Pocket limits.

2. An overview of how the Offeror will encourage Members to obtain services
Applying the same staffing, education, proven programs, and partnerships described in 4.2.2.1.A.1.a.i above, we
account for variations in CHIP benefits and Member needs as follows.

Staffing
Our CHCs will be trained in the benefits and periodicity schedules recommended for CHIP Members, and

outreach will be tailored for these Members and families/caregivers. Members in CHIP are more likely to
change eligibility and move between products, including eligibility for Medicaid. Our staff will access historical
utilization data to explain any differences in coverage and track services that may have been missed while the
Member was dis-enrolled. Our Quality Practice Advisors will work directly with Providers to help them
understand benefits and appropriate coding, particularly for practices that serve both MSCAN and CHIP.

17



Technical Qualification: 4.2.2.1, Member Services and Benefits

Education

Member education and engagement will be tailored to accurately describe available benefits through CHIP. For
example, we will offer Member incentives for participants in our CHIP program, similar to EPSDT incentives,

including rewards for regular well-child visits and timely immunizations. Our Member tools and materials will

be configured to recognize d1fferences in benefits and be clearly qmproving Child Vaccination Rates N
marked for the membership being served. ) .
Our affiliate partner, working with a similar

Proven Programs population, dedicated two employees to work on
All programs discussed in response to 4.2.2.1.A.1.a.1.2 apply to site at a high-volume Federally Qualified Health
CHIP Members Center (FQHC) serving 40,000 Members.

. : Together they developed a sophisticated medical
Partnershi ps quality program, resulting in multiple years

Our Provider network will include Providers with experience serving | improvement in HEDIS health plan ratings,

the CHIP population. As part of onboarding and ongoing .training, ggﬁgiﬁi:gﬁrfgsﬁegtﬁz g)htllll‘ih;’g% Ln;?;zgtlﬁznfg‘;
we will educate all Providers on CHIP benefits, cost-sharing, and the | two consecutive years.

importance of timely access to care. All contracted Providers will - J
have access to the same tools described above tailored to the population being served. Our Provider incentives
will be applied to both Medicaid and CHIP populations. We will seek CBO partnerships to address CHIP-

specific needs such as childcare.

3. How the Offeror anticipates the approach will improve health outcomes

Our approach is designed to ensure access to timely services and improve outcomes and experience for CHIP
Members. This includes demonstrated improvement in HEDIS rates, CAHPS scores, and utilization rates. For
example, for CHIP-only populations, we have been able to significantly improve Childhood Immunization
Rates, as demonstrated by an affiliate with a 25% improvement in Combination 10 childhood immunization
rates over four years.

4. The Offeror’s process for reminders, follow-ups, and outreach to Members

All processes discussed in response to 4.2.2.1.A.1.a.1.4 apply to CHIP Members. We will offer non-emergency
transportation as a value-added service for our CHIP Members and assist with scheduling transportation

during reminder outreaches.
5. How the Offeror plans to communicate to the Member that Cost sharing in any form is not allowable on benefits for family-planning or pregnancy-
related assistance

Our plan to communicate cost-sharing disallowance to CHIP Members is the same as discussed in response to
4.2.2.1.A.1.a.1.5 above.

6. Any innovative methods that Offeror will use to augment its approach

Our innovations for MSCAN children will equally apply to CHIP. Additionally, we will cover non-emergency
transportation as a value-added service for all CHIP Members. We will incentivize PCPs/PCMHs to offer
expanded hours to best serve CHIP Members whose parents/guardians may be employed during traditional
business hours.

4.2.2.1.A Delivery of Covered Services
1. Children

b. How will the Offeror address racial, ethnic, and geographic disparities in delivery of services to and outcomes for children?

Our health equity goals and proposed solutions to address racial, ethnic, and geographic disparities in the
delivery of services and outcomes for Members who are children are outlined in this section. Our health equity
program is fully described in response to Section 4.2.2.1.A.8.d of the RFQ.

We will address disparate health outcomes — especially related to obesity and diabetes — for children residing in
food deserts. According to the University of Mississippi Medical Center (UMMC), rural counties in the Delta
contain an average of just one supermarket for every 190 square miles'. We will work with the UMMC Center
for Bioethics and Medical Humanities to continuously monitor and develop innovative solutions to address food
deserts. We will create a partnership with Extra Table and ensure that food pantries in food deserts stay stocked
with healthy foods. We will partner with FarmboxRx to offer home-delivered nutritious food and education.
Deliveries can be tailored to meet the Member’s disease state, such as for children with diabetes. We will

! “Food Deserts: The What, Where, Who and Why of a Mississippi Crisis.” Food Desert - University of Mississippi Medical Center, University of
Mississippi Medical Center, https://umc.edu/Research/Centers-and-Institutes/Centers/Center-for-Bioethics-and-Medical-Humanities/files/food-
desert.pdf.
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provide educational materials for parents on eating healthy and exercising for distribution by PCPs/PCMHs in
targeted areas, including the Delta. Resources will include avoiding ingredients such as high fructose corn syrup
and tasty and nutritious recipes using WIC foods and SNAP items.

Our analyses using available data indicate a significant disparity in child immunization rates for Black children
in zip codes 39476, 39462, 39322, 39653, 39654, 39455, and 39470, and for EPSDT/well-child visits for Black
and Hispanic children in 38855, 39767, 38847, and 39477. The highest disparities were among Black children
in 38944, 38846, 39337, 38627, and 38964. We will work with community partners to develop culturally
responsive materials, Provider training curriculum, and effective communications to engage families in care
while building trust through trusted messengers such as religious leaders and schools.

4.2.2.1.A Delivery of Covered Services

2. Behavioral Health

a. Describe the Offeror’s direct experience in service delivery and payment and/or capacity to manage service delivery and payment for behavioral
health/substance use disorder services for Pediatric and Adolescent behavioral health/substance use disorder, including compliance with the
SUPPORT Act.

Direct Experience in Service Delivery and Payment for Pediatric and Adolescent BH/SUD Services

With decades of experience providing Medicaid and CHIP services, we have extensive expertise in managing
behavioral health/substance use disorder (BH/SUD) services for pediatric and adolescent Members. Serving the
BH/SUD needs of more than 970,901 children nationwide, our national network of BH Providers includes over
15,527 Providers serving children and adolescents. Recognizing the value of an integrated approach, we
manage our BH/SUD network and claims processing internally and have systems configured for administering
multiple payment arrangements, including value-based payments (VBP). According to the most recent
available data, 80.9% of our Medicaid Members across the country are aligned with a VBP arrangement. We
support Members and Providers through a fully integrated, strengths-based, family- and person-centered Care
Management (CM) Model and promote age-appropriate evidence-based care. For pediatric and adolescent BH,
this includes practices such as Trauma-Focused Cognitive Behavioral (TF-CBT), Parent-Child Interaction
Therapy (PCIT), Child-Parent Psychotherapy (CPP), and High-Fidelity Wraparound.

Understanding and Addressing the BH and SUD Needs of Children and Youth. The most common
diagnosis among children we serve in similar Medicaid populations is attention deficit hyperactivity disorder
(ADHD). Other common BH conditions among our children and youth include Serious Emotional Disturbance
(SED), anxiety disorders, depression, learning disabilities, and developmental delays. Common among foster
children is post-traumatic stress disorder (PTSD). Our experience includes CM programs designed around these
conditions and staff and Providers trained in serving these needs. For example, we train Member-facing staff
and Providers in topics such as Trauma-Informed Care (TIC), adverse childhood experiences (ACEs), mental
health first aid, and crisis intervention and de-escalation. Across our markets in 2021, we completed more than
3,500 BH trainings with over 42,000 attendees. Examples of successful child/youth programs and practices we
have developed based on experience and will replicate in Mississippi include:

Program Description Population
ADHD CM Provides integrated CM and works with Members and families to close care gaps. The team provides Ages 6-12 with
Program education on ADHD, the management of symptoms, and the importance of follow-up care, tracking ADHD
appointment and medication compliance, and assisting with scheduling and removing barriers as needed.
ADHD Promotes BH interventions as a best practice before starting medication therapy for children under five. The | Up to age 5 with
Preschool purpose of the program is to encourage behavioral interventions to manage the symptoms of ADHD before an ADHD
Program starting medication, consistent with evidence-based practice guidelines. Interventions may include diagnosis
psychological testing, individual therapy, and parent/guardian skills training.
Autism Team | Provides a dedicated Autism Team to ensure Members with Autism have all the therapies they need, Up to age 19
collaborating with family, educational, and Provider perspectives. The team builds strong relationships with | with an Autism
Autism Providers, meeting frequently and directly calling any time parents have concerns about testing for diagnosis
their child, and works with schools to secure educational plans for a child’s specific needs.
Early When a potential developmental concern is identified, we refer Members to the early intervention system for | Ages 0-5 with
Intervention appropriate assessments and therapies; in Mississippi, we will refer to First Steps. Our CM team follows potential
these Members and helps find the resources necessary to meet developmental milestones and make developmental
information and education available in convenient settings. delays
Behavioral BHMM is a best practice that was developed by an affiliate out of concern that children in foster care are Up to age 5 on
Health medicated in larger percentages than other child and adolescent populations. The goal is to ensure that psychotropic
Medication pharmacological treatment benefits the Member and that all parts of the treatment team work together to medication
Monitoring accomplish this outcome. When psychotropic medications are used in the treatment of children, their use
(BHMM) should represent acceptable practice, promote safety, and enhance the stability and functioning of the child.
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Program Description Population
From program inception, our affiliate achieved a 32% reduction in psychotropic use, a 32% decrease in
Members using 5+ medications, and a 34% reduction in class polypharmacy.
High Fidelity | HFW is an evidence-based model of care that uses a highly structured, team-based, family-centered process. | 5-19 with SED
Wrap We have experience offering this community-based approach for children, teenagers, and young adults who diagnosis
Around are involved with multiple systems and contracting with a network of Providers dedicated to supporting
(HFW) youth at high risk for out-of-home placement. In Mississippi, we will work with the Mississippi
Wraparound Institute and certified HFW Providers such as Youth Villages. A similar Medicaid affiliate
saw a 37% decrease in ED use after implementing HFW.

Compliance with the SUPPORT Act. Our plan will leverage the decades of experience of our parent company
and affiliates and well-established infrastructure to successfully adhere to Sections 4.1.4 and 4.2.4 of Appendix
A, Draft Contract, and all related CFRs and references, including but not limited to the Mental Health Parity
and Addiction Equity Act (MHPAEA), and the Substance Use Disorder Prevention that Promotes Opioid
Recovery and Treatment for Patients and Communities Act of 2018 (SUPPORT Act). This includes compliance
with Drug Utilization Review (DUR) requirements, the implementation of an antipsychotic medication
monitoring program for children, and fraud, waste, and abuse identification requirements related to the use of
controlled substances in Medicaid.

b. Describe the Offeror’s direct experience in service delivery and payment and/or capacity to manage service delivery and payment for behavioral
health/substance use disorder services for adult behavioral health/substance use disorder, including compliance with the SUPPORT Act.

Direct Experience in Service Delivery and Payment for Adults with BH and SUD Needs

As an organization, we have significant experience managing BH/SUD services and Provider Networks for
adult Medicaid populations, successfully delivering and paying for BH/SUD services across the nation. Built
out of direct experience integrating PH and BH services, we have a well-established, integrated CM Model and
approach designed to meet the whole person needs of Medicaid Members, as described in Section 4.2.2.1.A.2.c
below. The BH Medical Director will help design tailored programs that address BH/SUD and integrated care
needs. We recognize the impact of stigma on accessing BH/SUD care and deploy health literacy campaigns
such as Stamp Out Stigma to help Members access the care they
need in the most appropriate setting. We will leverage our VBP
experience to promote integration between BH and primary care
settings using escalating incentive payments according to the
level of integration, based on SAMSHA/HRSA Standard
Framework for Six Levels of Integration. We have implemented
VBP programs focused on adults, including bundled payments
and case rates for Medication-Assisted Treatment (MAT) and
our Neonatal Abstinence Syndrome (NAS) Model to address
opioid use in pregnancy.

Understanding and Addressing the BH/SUD Needs of Adults. Looking at an adult Medicaid population in a
similar market, the most common BH conditions for adults include psychotic disorders, mood disorders, opioid
dependence, and anxiety disorders. Understanding the prevalence of BH and SUD conditions spanning adult
Medicaid populations, we will develop collaborative relationships with facilities and Providers at every level of
the care continuum to support a recovery-oriented system of care for individuals with a range of BH/SUD
needs. Examples of programs, tools, and partnerships we have implemented in other markets and will replicate
in Mississippi include:

Improvements in BH Outcomes

® From 2015 to 2020, Behavioral Health Follow Up
After Hospitalization for Mental Illness increased
18% (7-day) and 33% (30-day)

® From 2017 to 2019, the rate of ED and inpatient
visits decreased by 4% and 17.2%, respectively,

® The rate of PCP and outpatient visits increased by
11.1% and 8.4%, respectively.

® The average length of stay for inpatient visits
Aanvancad fram £ +a A4 Q Aaxia

Program Description Target Pop
Peer Support | Recognizing the value, we have implemented peer support programs where peer support specialists meet Members
Members in their homes to provide education, help develop goals, and identify steps towards building a with SUD
healthy life. Through shared understanding, respect, and empowerment, these specialists help Members stay
engaged in the recovery process and reduce the likelihood of relapse. In 2020, in markets where Members
received peer support, our affiliate health plans exceeded the 95th percentile for HEDIS Initiation and
Engagement of Alcohol and Other Drug Abuse or Dependence Treatment and Follow-Up after Emergency
Department Visit for Alcohol and Other Drug Abuse or Dependence rates.
Disease Our DM programs use outreach, education, and support services to promote treatment adherence, health Members
Management literacy, education, and condition self-management and to improve outcomes and functional status for with
(DM) Members with depression. DM is integrated into our CM program to ensure Members have timely access to Depression
needed resources across the continuum and disciplines.
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Program Description Target Pop
Opioid Our Opioid Cessation Program coordinates timely, cost-effective, integrated services to minimize Members at
Cessation inappropriate and excessive use of opioids and prevent occurrence or exacerbation of an Opioid Use Disorder | risk for or
Program (OUD). The Program aims to improve the lives of Members at risk for or diagnosed with an OUD across the with OUD

prevention-to-recovery continuum through 1) machine learning predictive analytics to help us determine

which interventions and program outreach will be most impactful; 2) Motivational Interviewing to assess

readiness to change and engage Members in the right services using American Society of Addiction Medicine

(ASAM) criteria; and 3) Provider education, including Pain Management and Opioid continuing education

and the ASAM Treatment of Opioid Use Disorders training to Network Providers free of charge. Across

plans, the program has resulted in an 8% decrease in monthly inpatient costs, a 14.2% decrease in adult

Members receiving opioids, and a 6.3% decrease in adult Members receiving benzos from 2019 to 2020.
SUD Risk We use evidence-based criteria and claims data to stratify individuals into one of six SUD segments based on | Members
Model utilization, clinical severity, and cost, promoting timely outreach and intervention. For example, Care with SUD

Managers refer Members engaging in “doctor shopping” and other drug-seeking behavior to pharmacy lock-in | needs

programs. For Members in need of treatment, Care Managers educate them on the array of opioid treatment

options and assist in scheduling appointments.
Social We use a clinically validated predictive model to identify Members at risk of loneliness and social isolation All
Isolation using Member-level data such as Member demographics, diagnoses, and claims history. The model triggers a
Predictive direct outreach to screen the Members and engage them in the appropriate program to fit their goals and
Model needs.
Schizophrenia | Our model to support Members with schizophrenia utilizes schizophrenia-related claims data to identify Members
Inpatient Members with increased risk of inpatient hospitalization, such as failure to fill medication prescriptions. with SMI
Model
Antipsychotic | Our Pharmacy and CM teams coordinate using a report of Members who have a diagnosis of SMI, have been Members
Medication prescribed an antipsychotic medication, and are between 1 to 5 days past their expected fill date. They target with SMI on
Adherence outreach when needed to support engagement and adherence. medication
Review

Compliance with SUPPORT Act. As described above, we will leverage our extensive experience to
successfully comply with Sections 4.1.4 and 4.2.4 of the Draft Contract (Appendix A) and all related C.F.R.s
and references, including but not limited to MHPAEA and the SUPPORT Act. An example of how we comply
is our Opioid Cessation Program. As described in the table above, our program aims to improve the lives of
Members at risk for or diagnosed with an OUD, across the prevention-to-recovery continuum.

c. Describe the Offeror’s approach to delivery and payment for behavioral health/substance use disorder services.

Approach to Delivery for BH and SUD Services

Our approach to delivering comprehensive, innovative BH and SUD services in Mississippi will build on the
experience described and the needs of the local population. According to Mental Health America, Mississippi is
ranked 44 out of the 50 States and Washington D.C. for providing

access to mental health services. To help fill this gap, we will pursue

strategic partnerships that elevate and support the existing system of
care and leverage technology to extend the reach of Providers.

This includes building programs around a circular continuum of

care, as depicted here, that meets Members where they are from
prevention to recovery. The following characteristics are foundational
to our BH approach:

Proactive. We are dedicated to improving timely access to health care
services using an array of robust predictive analytics, technology
supports, and Provider training and tools to ensure that every Member

Continuum
of Care

Recovery
Support

with a current or potential BH need is identified early and supported to
engage in care. We use every touch point as an opportunity to connect
with Members in meaningful ways, build relationships, understand needs, and link them to local treatment

services and support. We train, equip, and monitor Providers in the use of screening tools, such as SBIRT and

PHQ-9.

Continuum of BH/SUD Care

/ Preventlon \

‘L

Interventlon
& Treatment

Person-Centered. We provide high-touch, individual outreach and customized support based on each
Member’s level of need and readiness for change. We engage Members and their chosen supports in care
planning around their health and wellness goals and employ a strengths-based model in helping to identify
appropriate resources and interventions. Each Member is approached through a whole-person lens, with hope
for their recovery as they define it, meeting them where they are, and actively engaging them in age-appropriate
evidence-based prevention and treatment planning. Members with BH/SUD needs are supported by an
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Integrated Care Team (ICT), which includes a multi-disciplinary staff of licensed PH and BH Care Managers,
Medical Directors, pharmacists, Social Service Specialists, and Program Coordinators. Our collaborative
approach focuses on the Member; engaging all stakeholders involved with their care, including the ICT,
PCP/PCMH, BH Provider(s), and other specialists and social supports to address goals. Our approach supports
SAMHSA’s Twelve Guiding Principles of Recovery model and treatment in the least restrictive setting.

Technology-Enabled. Our telehealth and technology solutions come together to support timely access,
seamless planning, and coordinated linkages between BH, PH, and community-based services for every person.
Telehealth supports have been a key feature of our pandemic response across the country—improving care
access statewide and expanding services in rural areas. In Mississippi, we will offer virtual visits across the
State and partner with entities, such as the Center for Advancement of Youth (CAY), which combines telehealth
technology, multidisciplinary health expertise, and the support of statewide agencies to serve young patients and
their families.

Integrated. To integrate PH and BH services, we will build strong relationships with our community mental
health centers (CMHCs) and PCMH partners, hospitals, and CBOs. Providers value our portals, trainings, case
conferences, and telehealth and technology support for cross-system, cross-discipline communication, and
collaboration. We also offer resources to promote integration. For example, in Mississippi, we will refer PCPs
to the University of Mississippi Medical Center Child Access to Mental Health and Psychiatry (CHAMP)
program for phone consults to support their patients with BH needs.

Health Literacy and Health Equity Focused. We routinely monitor data to identify and address disparities
and promote health equity through targeted quality initiatives, CM activities, and Member and Provider
outreach and education. Our health equity tools help us identify health disparities, mitigate barriers to health,
and link at-risk Members to health education, DM, and CM resources. This includes addressing barriers such as
stigma and educating the system on suicide prevention, TIC, and how to access BH/SUD care.

Evidence-Based. We will use data and predictive analytics to support early identification and drive innovative
program design, deploying evidence-based interventions and training that meet the needs of MSCAN and CHIP
Members. For example, according to the National Survey of Children's Health, 18.2% of children 0-17 in
Mississippi experienced two or more ACEs, compared to 14.7% of children across the U.S. To help care for
these individuals, we will provide Trauma-Focused Cognitive Behavioral Therapy (TF-CBT) training to
Mississippi BH clinicians at no cost. Evidence-based approaches, such as TIC, Person-Centered Thinking,
strengths-based CM, stages of change, and recovery principles are further incorporated into all programs and
interventions.

Approach to Payment for BH and SUD Services

Our BH P4P Program will promote Mississippi BH Provider engagement of moderate to high-risk Members in
appropriate care settings. Working in collaboration with CMHCs, we will financially incentivize participating
BH Providers to engage Members, administer baseline and follow-up assessments, initiate treatment, and
deliver timely follow-up care that results in demonstrated improvements in select BH HEDIS measures and
Member outcomes. The program is backed by our analytics partner, which aggregates heath and assessment
data from multiple sources to support program reporting and reduce Provider administrative burden. To support
Providers in success under VBP, we will use predictive modeling and analytic tools to develop and share reports
that provide data such as non-medical risks, claims, care gaps, ADT alerts for ED visits, and inpatient
admissions. In sharing these reports, our dedicated Provider Relations staff offer BH Providers data
transparency and identify opportunities to improve workflows and optimize Provider success.

Additionally, we will deliver innovative BH services and care coordination in a downside risk value-based
arrangement with Mindoula. Each intervention will increase access to care, improve health outcomes for
Members, and improve cost outcomes to the State through team-based, 24/7 care extension, psychosocial
education, and skills training, addressing social determinants of health, and optimizing and enhancing our BH
provider network. Our Members will benefit from Mindoula programs such as Interpersonal Violence
Reduction, Suicide Prevention, OUD & SUD Exposed Pregnancy, and Substance Exposed Living.
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Coupled with our programs described in Sections 4.2.2.1.A.2.a and b above and innovations in 4.2.2.1.A.2.d
below, standard BH programs we will promote across the continuum include:

Program BH Description
Continuum
Suicide Prevention Our suicide prevention program uses predictive modeling and evidence-based practices to identify suicide risk,
Prevention determine the best course of intervention, and monitor the Member's treatment progress to improve outcomes.
Program The program is based on the Zero Suicide framework and incorporates industry-standard assessments and tools
such as the Columbia Suicide Severity Rating Scale, PHQ-9, Safety Planning, and Caring Contacts and
includes pragmatic guidance for Network Providers through training and toolkits to ensure the entire system of
care is working to identify and prevent suicide. A similar Medicaid affiliate saw an 8% decrease in suicide
attempts among the foster care population after just one year of implementing Zero Suicide.
CM ADHD Intervention | CM will receive an ADHD pharmacy claims list each week. We will utilize this intervention as a tool for
Outreach outreach to Members with ADHD that are filling medications to educate on ensuring they are compliant with
Intervention their medications as well as ensuring they attend the follow-up appt.
Virtual Visits Intervention/ | We continue to invest in telehealth and virtual care solutions that not only provide Members with access to
Treatment telehealth virtual visits but also enhance Member engagement to improve quality of care, increase health
literacy, and promote health equity. Through telehealth vendors with Providers licensed in Mississippi,
Members will have access to psychiatry and psychology services when and where they need them.
Project ECHO | Intervention/ | We will work with schools to promote and refer to the Teaching Educators About Child Behavioral Health
Treatment (TEACH) Program, a joint effort between the Mississippi Department of Education and Center for
Advancement of Youth (CAY) at Children’s Hospital at the University of Mississippi Medical Center
(UMMC) to improve the BH of Mississippi’s students by increasing the capacity and confidence of educators
to identify and manage common behavioral problems in the classroom setting and providing therapy services
to students in need within the school setting.
Enhanced Intervention/ | We will waive the 72-hour window for scheduling non-emergency transportation to allow for same-day
Transportation | Treatment appointments for individuals accessing BH services.
Services
MYPAC Intervention/ | We will coordinate and make referrals to targeted intensive CM services to keep youth in the community
Treatment versus a facility.
Caregiver Recovery We will provide support and resources for parents and foster parents/guardians to support their care for
Support Support children and youth with SED. The program provides caregivers with knowledge, tools, and resources to
Program increase their capacity to meet their child’s unique needs.
Online Prevention/ Our online and mobile self-care resources will provide educational supports to improve mental health and
BH/SUD Recovery wellbeing by enabling Members to learn more about their BH diagnoses, track their symptoms, and receive
Resource Support motivational ideas and tools to work toward solutions. e-Learning programs support depression, anxiety,
overuse of drugs or alcohol, and complex BH conditions in a safe, confidential environment. We encourage
caregivers to use it for their own support or to better understand their loved one’s BH diagnosis. Based on
Medicaid affiliate experience, they found an average of 39% of users demonstrating clinical improvement over
six months.
BH Crisis Line | All We will offer a BH Crisis Line that is fully staffed by BH personnel to handle BH crisis-related calls.

d. Describe any innovative methods that Offeror will use to augment this approach.

Our plan continually identifies and implements innovative programs and technologies to improve outcomes.
Following are examples of innovative programs with a BH focus showing promise and success in our plans that
will be implemented in Mississippi.

Program Description Target Population

Mindoula We will partner with Mindoula to offer targeted interventions including psychosocial education and Members with co-
skills training, care coordination and navigation support, addressing social determinants of health, and occurring PH/BH
optimizing and enhancing our BH Provider Networks. Mindoula’s population health interventions have | conditions
proven to reduce the total cost of care by an average of 30% to 50%, primarily by reducing hospital
admissions and readmissions and avoidable emergency department utilization. Our Members will
benefit from Mindoula programs such as Interpersonal Violence Reduction, Suicide Prevention, OUD &

SUD Exposed Pregnancy, Substance Exposed Living, and Complex Population Health Management.

On-Demand We will deploy cellular-enabled tablets to allow medical practitioners, hospitals, EDs, first responders, | Members in BH

Crisis and schools without telehealth capabilities to reach a BH clinician immediately on-demand, delivering | crisis

Stabilization real-time BH crisis stabilization and therapy services.

BH Chatbot We will conduct a pilot of a BH Chatbot developed by clinicians and researchers. The BH Chatbot will Members with mild
be able to respond to Members with depression, anxiety, or other mental health needs by triaging the to moderate BH
right level of care, conducting standardized assessments, providing with them self-help content, or even | diagnoses
connecting them on-demand to 5,000 standby counselors across the country or scheduling appointments
later for support.

Schizophrenia | Launched in 2021 by an affiliate Medicaid plan, this clinically integrated, comprehensive program Members with

Chronic reduces the level of PH and BH utilization and costs among Members with Schizophrenia. Through a Schizophrenia

Condition wrap-around Member-centric approach, we will address whole-person needs, medication adherence, and
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Program Description Target Population
Management | unmet social needs. The program is designed to enhance Members’ understanding and ability to self-
Program manage their chronic disease and improve the practice pattern of Network Providers.
American There was a 22.3% increase in ER visits for adolescents who attempted suicide ages 12 to 17 in the Adolescents with
Academy of summer of 2020 compared to 2019 according to findings in the CDC’s Morbidity and Mortality Weekly | Mild to Moderate BH
Pediatrics Report. We will pilot a program based on the American Academy of Pediatrics to expand the delivery | Conditions
Partnership of BH services by PCPs in medical homes, serving as a source of primary and secondary prevention for

youth experiencing depression, anxiety, ADHD, and other common BH concerns. In addition to

reducing the escalation of symptoms and preventing crisis care, our goal is to improve access to care. As

part of this program, primary care network Providers will be incentivized to participate in BH trainings.

e. How will the Offeror address racial, ethnic, and geographic disparities in delivery of services to and outcomes regarding behavioral health
services?

This section outlines our health equity goals and proposed solutions to address racial, ethnic, and geographic
disparities in the delivery of services and outcomes for Members receiving BH services. Our health equity
program is fully described in response to Section 4.2.2.1.A.8.d of the RFQ.

We will reduce BH complications through education for Black adults in zip codes with the highest BH
disparities (38930, 39204, 39206, 39209, 39213). We will partner with a CBO to implement an initiative led by
the National Association for Behavioral Health and Wellness in targeted zip codes to address BH disparities.
We will incorporate an online tool that helps Members track and manage behavioral health challenges by
accessing information through books, videos, and activities in English and Spanish. Through Mindoula, we can
deploy targeted population health interventions to these areas that include psychosocial skills training and
addressing SDOH.

We will increase access to BH services in rural areas with the highest concentrations of Members without
vehicle access, including Bolivar, Clairborne, Green, Holmes, Humphries, Issaquena, Leflore, Noxubee,
Sharkey, Tunica, Washington, and Wilkinson counties. We will partner with local Providers and CBOs for
referrals and ensure Members have access to a free smartphone.

4.2.2.1.A Delivery of Covered Services

3. Perinatal and Neonatal

a. Describe the Offeror’s direct experience in service delivery and payment and/or capacity to manage service delivery and payment for perinatal and
neonatal services.

Direct Experience in Service Delivery for Perinatal and Neonatal Services

As a long-standing organization focused on Medicaid, CHIP, and other vulnerable populations, we have rich
experience in administering and managing perinatal and
neonatal services. In 2021, we managed more than 183,000
deliveries across our Medicaid affiliates. For populations
like MSCAN and CHIP, perinatal and neonatal services often

Maternal and Child Health Outcomes

As a result of our Maternal and Child Health Program
participants are:

® 7.9% less likely to have a baby born at a low birth

weight, under 2500g involve high-risk pregnancies and complicating factors such
® 20% less likely to have a baby born at a very low birth ~ as BH issues and SDOH, as well as racial disparities. Our
weight, under 1500g community-based, culturally responsive programs have

® 31.2% less likely to have a baby born at an extremely proven outcomes to identify and address these realities and

low birth weight, under 1000g ensure all Members have access to covered services. We
proactively coordinate with State agencies to identify, refer,
and coordinate care in our markets. For example, in
Mississippi, we will work with Mississippi State Department of Health’s (MSDH) Perinatal High-Risk
Management/ Infant Services System (PHRM/ISS) case managers to share information, such as assessment
results, and determine roles and responsibilities for coordinating care for high-risk pregnancies. We collaborate
with community supports, such as WIC, on joint education, local events, and referrals.

Direct Experience in Payment for Perinatal and Neonatal Services
With a significant focus on Medicaid, we have well-established systems and
infrastructure, including highly trained staff, written policies and procedures,  Asaresult of our VBP program in a
and information technology systems, to comply with all requirements for similar market to Mississippi,

. . . . . timeliness of Prenatal Care has
perinatal and neonatal services described in Appendix A, Draft Contract, increased by 21% and Timeliness of
including the payment of perinatal and neonatal services. Our payment Postpartum care has increased by 42%

methodologies supporting perinatal and neonatal services in plans across the

® 3.3 times more likely to be compliant with prenatal care

Payment Strategy Impacts
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country include case rates, bundled payments, group prenatal and postpartum visits, and VBP. Our payment
programs are designed to improve birth outcomes and promote timely prenatal and postpartum care. For
example, in one of our markets, we have developed a Pregnancy Medical Home where OB/GYNs are paid to
manage their patient’s care throughout pregnancy and remain as the PCP after delivery.

b. Describe the Offeror’s approach to delivery and payment for perinatal and neonatal services.
Approach to Delivery and Payment of Perinatal and Neonatal Services

Anchored by our successful Maternal and Child Health Program, we will establish a strong foundation for
moms and babies through person-centered care, coordination across systems and disciplines, innovative
programs, and the provision of high-touch Care Management (CM) and social supports. We will appoint a
Perinatal Medical Director to oversee our programs and outcomes.

Maternal and Child Health Program. All pregnant Members are Maternal and Child Health
enrolled in our Maternal and Child Health Program. Our program is a Program Core Components
whole health approach to maternal and child health care with a range of
prenatal, postpartum, infant, and early childhood initiatives and
interventions that address community and Member needs. The level and Tailored outreach and education
intensity of support provided are determined by Member circumstances, Community Baby Showers and
from education on expectations and milestones via phone and text to in- Events

person complex case management and enrollment in SUD programs for g:gs&lgﬁngf;gh ek
pregnant women. The core components of our program help us quickly Specialized management of BH and
identify pregnant Members and create a comprehensive, integrated, and SUD

seamless experience for them and their newborns. NICU management and follow up
e Home visit programs

Early identification of pregnancy
Risk screening and stratification

Identification and Assessment. We have established systems and e On-demand virtual access to
processes for the timely identification of Members who become pregnant. lactation support and doulas
This includes using enrollment data, the Health Risk Screening (HRS), the| * ;}m year of life program to guide
o . . 4 embers through medical
SDOH Mini Screen, Notification of Pregnancy (NOP), and claims milestones
analysis. For example, Members who report being pregnant during their * Provider education and incentives
HRS are assisted with NOP completion in the same call. This simple kc"mmumty partnerships /
operational enhancement helps connect the Member to timely services and

initiates enrollment into our Maternal and Child Health Program. Members and Providers are encouraged to
complete the NOP through financial incentives. We analyze claims, UM, and pharmacy data for pregnancy
indicators, such as pregnancy tests, related ED visits, and prenatal vitamin fill data. We conduct Prenatal Call
Campaigns for identified Members to confirm pregnancy, provide appropriate preconception, conception, and
inter-conception education, and enroll in appropriate programming. To ensure pregnant members are receiving
the level of care needed, we use machine learning to risk stratify the entire pregnant population, predict needs,
and prioritize further outreach and engagement.

Additionally, we will use cutting-edge technology to enhance pregnancy identification and risk stratification to
help us detect at-risk pregnancies sooner, prevent preterm births, and reduce racial disparities. This maternity
analytics platform uses Al-based algorithms to scrub data for more than 3,000 early pregnancy identifiers to
detect pregnancies earlier and uncover more data about moms and babies at risk. This technology has proven to
identify 98% of moms before delivery and 70% in the first trimester. Identifying these moms earlier allows for
critical first-trimester prenatal visits, builds more solid doctor-patient relationships, and improves the chances
they will receive quality care throughout their pregnancy. The use of this technology has shown a 19%
reduction in unnecessary C-sections, 10% reduction in preterm birth, and 9% reduction in NICU use.

Perinatal and Neonatal Programming. Once a Member is identified, they will be enrolled in our Maternal and
Child Health Program and connected to the level of services and supports indicated, including coordination with
community or State agency supports, such as PHRM/ISS. Our integrated programs leverage evidence-based
practices and specialized staff with expertise in perinatal and neonatal conditions to address complex needs. For
example, our Substance Use in Pregnancy Program uses Motivational Interviewing, harm reduction, the
Edinburgh Depression Screening Scale, and other intervention strategies to address risks. We will partner with
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the Mississippi State Department of Maternal Health SUD programs to connect Members to appropriate
counseling, medication, intensive outpatient, or inpatient addiction treatment.

Our NICU program provides electric breast pumps with overnight delivery, NICU kits, in-person education, and
Synagis® for NICU graduates. Additionally, we will leverage our national Neonate Center of Excellence (COE)
for additional clinical guidance from a team of experts. Through utilization management decision-making
support, analytics and benchmarking, sharing of best practices, and specialized training, the COE will support
us in delivering high-quality, intensive neonatal services. The goals of the Neonate COE are to optimize NICU
utilization, reduce NICU cost of care, increase neonate engagement in Care, improve quality of life for NICU
graduates, and reduce service utilization of NICU graduates up to 60 days post-discharge.

We will offer a Smoking Cessation Pregnancy Program that employs a unique approach based on clinical
guidelines published by the American Congress of Obstetricians and Gynecologists (ACOG) and U.S. Public
Health Service and research current programs and best practices. Community partnerships are integrated into
our programming to address SDOH and reduce disparities.

Approach to Payment. In addition to offering Provider incentives for completing our NOP form to promote
early identification and risk assessment, we will engage Providers in value-based payment arrangements to
improve health outcomes for Members and cost outcomes for the State. We will partner with a company to offer
virtual group prenatal care through a risk-based contract that ties payments to positive results. All of our
programs through Mindoula, including for Substance Exposed Pregnancy, will be offered with Mindoula
accepting downside risk. We will continuously seek partners with whom our approach to payment for perinatal
and neonatal services is based on solid outcomes.

c. Describe any innovative methods that Offeror will use to augment its approach.

Through our Maternal and Child Health Program and continuous quality approach, we are constantly improving
services and outcomes for pregnant Members and newborns. This includes identifying and implementing
innovative programs and partnerships with demonstrated success. Augmenting our Maternal and Child Health
Program, we will implement new program innovations to ensure equitable outcomes for moms and babies of all
races and ethnicities statewide. This enhanced approach includes five main components:

1. Enhanced pregnancy identification and risk stratification analytics to help us detect at-risk pregnancies
sooner, prevent preterm births, and reduce racial disparities. The maternity analytics platform uses Al-based
algorithms to scrub data for more than 3,000 early pregnancy identifiers to detect pregnancies earlier and
uncover more data about moms and babies at risk. The platform reports identifying 98% of moms before
delivery and 70% in the first trimester, and use of this platform has shown a 19% reduction in unnecessary
C-sections, 10% reduction in preterm birth, and 9% reduction in NICU use.

2. 24/7 access to virtual lactation consultants and doulas statewide for all pregnant moms, and virtual group
prenatal care based on Centering Pregnancy principles to drive positive outcomes for higher risk
pregnancies.

3. Comprehensive care for substance-exposed pregnancies through Mindoula. Mindoula will offer a virtual
peer support care community that helps expectant mothers with SUD alleviate the fear of stigma when
accessing care. Each Member will be assigned a Clinical Team that includes a Psychotherapist, Certified
Peer Recovery Specialist, Resource Advocate, and Nurse Educator. The program also offers resources to
safely stabilize medications and SDOH before birth.

4. A culturally competent digital health platform connecting Black expectant and new mothers with critical
resources to drive positive pregnancy outcomes. This platform will support the perinatal period for women
to improve and overcome disparities in access to care and pregnancy outcomes for Black women.

5. Education, reminders, and intensive Care Management to reduce pre-term births using a partner’s proven
tech-enabled model. This program includes not only technological support for pregnant mothers but also
deploys Community Health Workers across the State to provide additional support to Members when
needed.

Further supporting our programs are proposed partnerships to better understand and address the specific needs
of Mississippi residents through collaborative innovation. We will partner with Safe Sleep Mississippi and
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Mississippi SIDS & Infant Safety Alliance to promote safe sleep education and resources, such as access to a
Cribette, Halo Sleepsack, and Safe Sleep educational material. An affiliate Medicaid plan saw a 50.7% lower
infant mortality over a two-year pilot of a similar partnership. We will partner with Converge and our Provider
network to provide education and training and ensure all people can access high-quality family planning care
when they need it, how they need it, and where they live.

d. How will the Offeror address racial, ethnic, and geographic disparities in delivery of services to and outcomes regarding perinatal and neonatal
services?

This section outlines our health equity goals and proposed solutions to address racial, ethnic, and geographic
disparities in the delivery of services and outcomes for perinatal and neonatal members. Our health equity
program is described fully in response to Section 4.2.2.1.A.8.d of the RFQ. Mississippi ranks near the top of all
States in infant mortality rates with 8.6 deaths per 1,000 births exceeding the national average of 5.72. Rates are
almost twice as high for Black women — 11.1 compared to 6.6 for White women®. We will employ our
Maternal Health Equity Toolkit in developing interventions to address these disparities. Our national experts
developed this Toolkit using a meta-analysis of current research and experience with best practices across our
affiliate Medicaid health plans.

We will offer a culturally competent digital health platform to connect Black expectant and new mothers with
critical resources to drive positive pregnancy outcomes and reduce racial disparities in pregnancy outcomes.
This platform is designed to address the specific clinical, social, and cultural needs that Black expectant mothers
face throughout their pregnancy and postpartum journeys. Through this, we hope to achieve improved
population-level outcomes for Black Members, including reductions in preterm births and non-medically
necessary C-sections and improvements in breastfeeding rates and early and consistent care engagement and
adherence in the prenatal and postpartum periods.

4.2.2.1.A Delivery of Covered Services

4. Chronic Conditions

a. Describe how the Offeror will implement innovative programs to improve the health and well-being of Members diagnosed with diabetes and pre-
diabetes.

Innovative Programs for Members Diagnosed with Diabetes and Pre-Diabetes
In 2016, Mississippi had the highest diabetes prevalence in the country (MSDH). In 2021, diabetes was
identified as one of the top three chronic health conditions across our markets. Recognizing the need, we offer a
prov; continuum of programs and resources to appeal to a diverse set of Member and community
A\ % needs and preferences, from health education on self-management to complex disease
management (DM). We will hire a pediatrician with additional training in obesity medicine
6 to oversee the continuous development of innovations to address diabetes, pre-diabetes,
and obesity. We understand that Mississippi is one of the few states that cover Diabetes Self-
Quanits Management Education and Support Programs (DSMES) as a Medicaid covered benefit. We
will contract with all DSME Program Providers, including pharmacies, and educate on
innovations available to support their patients with diabetes.

Monitoring and Connecting Members to Diabetes Care. As an enhancement to our traditional detection
methods, our diabetes predictive model identifies uncontrolled diabetes status for Members without a
hemoglobin lab test for outreach and assistance by CM staff. The model allows us to identify unchecked
diabetes and stable Members who might be at risk of becoming poorly controlled. We also monitor lab,
pharmacy, and vision data to ensure that Members with diabetes receive appropriate preventive care. Through
this systematic and CM monitoring, we can quickly identify, outreach, and connect Members to appropriate
care and innovative programs available across the State.

Proven Programs. Our CM, Member Services, and Provider Services staff are educated on available
programming to facilitate timely referrals and ensure this information is appropriately shared with Members and
Providers through daily outreach, training and education, Member and Provider materials, our public website,

2America's Health Rankings analysis of CDC WONDER, Linked Birth/Infant Death Files, United Health Foundation, AmericasHealthRankings.org,
Accessed 2022.
3 National Center for Health Statistics, period linked birth/infant death data. Retrieved February 20, 2022, from www.marchofdimes.org/peristats.
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and our secure web portals. The innovations we will implement for Members diagnosed with Diabetes and Pre-
Diabetes across Mississippi include:

Program Description

Diabetes We will partner with Vigilant to offer a capitated, performance-based model. Vigilant developed this model in the rural
Population Mississippi Delta among high-risk, socially, and economically disadvantaged populations with diabetes. The clinical model is
Health patient-centered and behaviorally focused, leveraging a multi-disciplinary team that is integrative with the local health care

Management | community and reinforces primary care relationships, using data to drive interventions and outcomes. Demonstrated outcomes
Program reported by Vigilant include:

® 96% of Members engage in the Diabetes Population Health Management Program

® 91% of patients achieve meaningful change with their diabetes within 3 to 6 months and 96% achieve meaningful change
with their diabetes within 12 months

® Hospitalization rate decreased by 50% among program users, but only 4% compared to non-users

® Emergency Department rate decreased by 23% among program users, increasing 20% among non-users

Remote We will offer a real-time remote monitoring program to identify and enroll Members with diabetes who would benefit. Members
Patient will be provided real-time glucose readings and automatic refills to deliver the right service at the right time. Program goals
Monitoring include improving glycemic control, reducing preventable health care utilization, promoting Member adherence to treatment

guidelines, and improving self-management skills. Medicaid Members in a similar market experienced a 6% average decrease in
glucose levels and a 15% reduction in ER visits compared to those not enrolled in the program.

Diabetes As part of our programs, we will offer Diabetes Disease Management program curriculum to Members living with diabetes and

Disease prediabetes. Participants will attend educational sessions (either in-person or virtual) once a week for six-weeks to better

Management | understand the disease, prevent complications, improve eating habits and relationships with health care Providers, and share the

Program knowledge they learn with their family and community. Our affiliates have found that 100% of participants were compliant with
receiving A1C testing and receiving medical attention for nephropathy.

Retinal We will partner with RetinaVue which offers easy to install, handheld retina cameras designed to help make retinal exams simple

Exams and affordable for Primary Care Providers. Through a grant which covers the cost of the technology and monthly fee, we will

provide RetinaVue technology in key Provider offices to enable Primary Care Providers to perform retinal scans on our Members
(and all patients) with diabetes.

Value-Added | We will partner with Diabetes Coalition of Mississippi, local CBOs, and Providers to offer and/or connect Members to nutrition
Benefits and cooking classes with a dietician. This will include wrap-around support services such as medically tailored meal delivery in
areas with the highest risk Members, education campaigns including Diabetic Books on cooking and super foods, and Food Bank
Resources with fresh fruit and vegetables that can be tailored to dietary needs.

b. Describe the Offeror’s direct experience in service delivery and payment and/or capacity to manage service delivery and payment for services for
Members with chronic health conditions generally.

Experience in Service Delivery and Payment for Members with Chronic Health Conditions

We have extensive experience in service delivery for Members with chronic health conditions. We track and
monitor chronic disease prevalence across our populations and drill down to identify and address associated
racial, ethnic, gender, and geographic disparities. We also use the Public Health Department and other
community data to inform our chronic care programs, Provider Network composition, Member and Provider
education, CM, DM, utilization management (UM), and quality priorities.

Networks Responsive to Clinical Needs. From our experience, top chronic diagnoses in Medicaid often
include multiple BH conditions in addition to Anemia, Hypertension, Obesity, Asthma, and Diabetes. Our
culturally responsive Provider Networks are built with the experience and expertise required to serve these
Members, including a choice of chronic disease specialties, such as allergy and immunology, cardiology,
endocrinology, hemotology, and BH. This also includes PCPs/PCMHs with direct experience screening,
monitoring and coordinating treatment, and educating patients to help manage their conditions. To expand the
capacity of these Providers, we will offer eConsult solutions that facilitate secure Provider to Provider
consults. eConsults have been shown to resolve Member issues and reduce the need for additional specialist
referrals by 80%.

Chronic Condition Education and Programs. Our clinical programs are similarly built on the needs of a
Medicaid population, leveraging decades of Medicaid and CHIP experience. We have implemented CM and
DM programs for ADHD, asthma, anxiety, autism, coronary artery disease (CAD), chronic obstructive
pulmonary disease (COPD), depression, diabetes, heart failure, hypertension, pain management, sickle cell,
tobacco cessation, and weight management. For example, our asthma program encompasses health coaches and
tools, such as kid-friendly asthma collateral and spacers with instructional material for children and their
parents. Our pharmacist-driven Medication Therapy Management (MTM) program has proven outcomes for
chronic conditions, including a savings of $66.53 PMPM in reduced ER visits and inpatient stays and increased
PCP services and medication adherence for diabetes, hypertension, asthma controller, and cholesterol
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medications. Members can access self-care resources, such as an online health library where they can learn
more about their condition and how to identify and manage symptions; an online BH tool to help manage BH
and SUD conditions; and our Member Portal where they can see their care gaps and get information on our
Member rewards to promote healthy choices. We support Providers in improving chronic care and outcomes
through eConsults, a web-based training academy, and sharing actionable data at the point of care.

Technology Solutions. We have robust technology solutions to help Members and Providers manage chronic
conditions. This includes remote patient monitoring, care gap alerts, our Provider Analytics and Patient
Analytics Dashboard, and Digital CM, described further in Sections 4.2.2.1.A.4.c and d below.

Payment Programs. Our payment system is configured to recognize specialties, subspecialties, diagnoses, and
evaluation and management codes to support timely and accurate claims payment and back-end reporting to
facilitate appropriate monitoring of chronic care. For example, for Members with diabetes, we look for claims
related to recommended lab and vision services. Providers serving Members with chronic conditions are
rewarded for improving HEDIS and quality outcomes and delivering appropriate care, including regular
screenings and management of chronic conditions. For example, one of our Medicaid affiliates implemented a
direct Provider incentive program that rewards FQHC, RHC, and IHS clinics for improvement in HEDIS and
enrolled 35 clinics which, based on their 2020 performance, saw an average of 56% improvement in HEDIS
scores.

c. Describe the Offeror’s approach to delivery and payment for chronic health conditions services generally.

Approach to Delivery for Chronic Conditions

Our approach to delivery for chronic conditions is part of our population health framework and includes early
identification and engagement, a robust Provider Network, CM/DM interventions, identifying and addressing
SDOH and health disparities, and education and engagement.

e Early identification and engagement is achieved through screening and assessments, predictive
analytics, systematic reporting, and proactive and flexible outreach. We will outreach to every Member
with a new chronic care diagnosis to ensure they are connected to a PCP/PCMH, provide education on
their condition, explain how to access our Member Portal to see when they
are due for recommended services, help schedule appointments and
transportation, direct to our online health library for ongoing learning,
provide information on Digital Care Management, and enroll in ,

.. . demonstrated a 3% decrease in
Medication Therapy Management, CM, or DM as appropriate. 1510 et o e et s

e A robust Provider Network involves a PCP/PCHM network equipped to in a pilot area similar to rural
manage Member conditions with access to a comprehensive specialty Mississippi.
network to refer to, as appropriate. For Members in rural areas or with
other barriers, this will include access to telehealth services and on demand virtual visits with a feedback
loop back to the PCP/PCMH.

e CM/DM interventions include the development of a care plan, health coaching, self-management skills
training, caregiver support, remote patient monitoring, MTM, appointment follow-up and reminders, and
connection to covered services and community resources. For example, our Weight Management
Programs include linkages to area resources such as YMCAs, Boys and Girls Clubs, and Weight
Watchers, with additional value-added benefits to cover related costs.

e Education and engagement include information and tools for Members, Providers, staff, and
community stakeholders. To support health literacy, we will promote Ask Me 3®, an educational
program that encourages patients and families to ask their providers three specific questions to
understand their health better. We will collaborate with Providers to improve care and provide training
on tools such as our Patient Analytics Dashboard that enables practice managers or individual Providers
to access their patient disease registries to view evidence-based care gaps and quality improvement
opportunities.

Approach to Payment for Chronic Conditions
Our approach to payment includes our VBP model, which will incentivize PCMHs to integrate BH care into
their practice for individuals with complex needs. For individuals with Sickle Cell Disease, we propose to build

3% Reduction in ED Visits for
Rural Members

Our Virtual PCP program
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a VBP strategy for PCPs to better care for children and adult Members diagnosed with Sickle Cell Disease,
which disproportionately affects Mississippians of African American descent. As appropriate, VBP programs
will incorporate relevant chronic condition HEDIS measures, evaluating care for respiratory and cardiovascular
conditions, diabetes, BH, and medication management.

d. Describe any innovative methods that Offeror will use to augment its approach.
Innovative Methods to Augment Approach to Serving Members with Chronic Conditions

In addition to the innovative methods described in the previous sections, such as remote patient monitoring for
chronic heart failure, other innovative and successful programs to augment the delivery, management of, and
access to chronic care services are described below.

Program Description
Mindoulas’s | Under the SCDMP, Mindoula deploys teams of tech-enabled care extenders to deliver 24/7 care coordination, psychosocial
Sickle Cell support, and skills training/mentoring to Members with Sickle Cell Disease (SCD). Members are supported in learning how to
Disease manage SCD and affect behavior change to reduce pain crises and infection while addressing social, environmental and
Management | behavioral barriers that adversely impact medication adherence and whole health. Key elements of the program include:
Program * 24/7 virtual and in-person care extension
(SCDMP) * Psychosocial education and skills training/mentoring
* Active engagement - Mindoula Messenger, secure texting, check-ins, and calling
* Support during SCD pain crisis and management of chronic condition to avoid crises
* Education regarding disease process and behavior change strategies
* Symptom monitoring
* Treatment coordination with Providers
* SDOH coordination with community resources
* Medication adherence assistance
» Reduction in ED utilization, admissions/readmissions
Digital Care | Our Digital CM web- and mobile-enabled solution extends CM resources to drive deeper Member engagement and encourage
Management | self-management. Digital CM enables Care Managers to deploy customized, condition-specific programs and directly
(Digital CM) | communicate through HIPAA-secure messaging. Using Digital CM’s advanced analytics, Care Managers can make evidence-
informed decisions to improve program adoption and care plan adherence and identify and address health disparities. Available
programs include stress management, weight loss and physical activity, smoking cessation, diabetes prevention, diabetes care,
CAD, CHF, hyperlipidemia, SUD, and BH.
Virtual PCP | We recognize that delaying care can lead to more severe or complex illnesses. To reduce SDOH barriers and increase access and
Program engagement, we have identified 15 counties in northwestern Mississippi to pilot an innovative virtual VBP program designed to
increase access and advance health equity. Through this model, Members can choose to be reassigned to a virtual PCP or
continue to receive care from their local PCP. Our CM team and boots-on-ground Care Advisors will co-manage the Member’s
care by providing care coordination, Member education on available benefits, community resources, and CM/DM programs. Care
Advisors engage Members where they are and go door to door to support them. For example, we will use claims data to monitor
low PCP engagement, especially for Members with chronic conditions, and provide outreach recommendations to the virtual PCP
to increase Member engagement and efficacy.
Homeless Members discharged with post-acute medical needs while experiencing housing instability are at an increased risk of hospital
Medical readmission. In response to Mississippi’s challenges around homelessness, we will adopt a Homeless Medical Respite Model to
Respite provide temporary respite beds to eligible Members who are homeless, being discharged from an acute inpatient stay, and need
Model post-acute medical care, such as home health and nutritional services to manage a chronic condition and stay in the community.

e. How will the Offeror address racial, ethnic, and geographic disparities in delivery of services to and outcomes regarding members with chronic

conditions?

This section outlines our health equity goals and proposed solutions to address racial, ethnic, and geographic
disparities in the delivery of services and outcomes for Members with chronic conditions. Our health equity
program is fully described in response to Section 4.2.2.1.A.8.d of the RFQ.

We recognize that access to care is a challenge for Mississippians living in rural northeast Mississippi due to
an inadequate supply of physicians, compounded with an older average age of PCPs. Delaying primary care
may lead to more severe or complex illnesses, especially for those with chronic conditions. To reduce SDOH
barriers and increase member engagement and access to primary care for members living in 15 counties in
northwestern Mississippi, we will implement a targeted Virtual PCP program. Virtual PCP is an innovative
value-based program designed to increase access, improve quality, decrease costs, and advance health equity.
The program will supplement efforts by the Member’s local PCP to increase engagement, not replace the PCP.
Over a 9-month pilot period, a Medicaid affiliate service a similar population achieved the following outcomes
for participating in Virtual PCP:

e Reduction in ED Utilization. A 3% decrease in non-emergent ED visits for the pilot Member cohort
was attributed to Virtual PCP’s assistance helping Members navigate non-emergent situations.
e Care Gap Closures. Virtual PCP pilot Members improved in the following HEDIS measures:
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Chlamydia Screening (13.6 percentage point increase)
Lead Screening in Women (10.5 percentage point increase)
Postpartum Visits (23 percentage point increase)
Child and Adolescent Well Care Visits (2.1 percentage point increase)
High Member Satisfaction. At the end of every virtual visit, Members have an opportunity to provide
feedback on their experience. On a scale of 1-5, 97% rated their experience with Virtual PCP as a 4 or 5.
e High Provider Engagement. Provider engagement (defined as the Provider’s success in engaging
Members with a virtual office visit) increased from 18.9% to 35.5% during the pilot period.
We will further support Members in rural areas with chronic conditions in partnership with the Community
Pharmacy Enhanced Services Network (CPESN). CPESN operates 60 independent, community-based
Prov;, pharmacies throughout Mississippi that collaborate to optimize appropriate medication use
A % and promote positive patient health outcomes. CPESN will reach out to Members who have
gaps in diabetes management and asthma tests, conduct the test, and notify us and the
Member’s PCP with the test results. They will also conduct an SDOH needs screening to
identify any social barriers to accessing services required to treat chronic conditions or
dcees® environmental situations that could exacerbate the condition.

In Mississippi, more Black (8.4%) than White (5.1%) children are diagnosed with asthma®*. We will identify
and outreach to PCPs in areas with a high prevalence of asthma and who serve a large number of Black
children. Targeted outreach will be designed to help them attain PCMH recognition and participate in VBP
programs tailored to improve outcomes in this population. We will actively recruit PCPs who represent the
diversity of our membership and partner with schools and Boys and Girls Clubs in zip codes identified with
higher prevalence of asthma to provide education and help connect Members to PCPs. We will provide asthma
management supplies (e.g., asthma spacer, peak flow meter, hypoallergenic pillow/mattress covers) to PCPs
that are assigned to high volumes of our Members with asthma, so that they can provide the supplies to
Members at the point of care.

4.2.2.1.A Delivery of Covered Services

5. Foster Children

a. Describe the Offeror's experience or capacity to manage the care of foster children, and/or your ability to develop a continuum of care responsive
to their needs.

We recognize that children, youth, and young adults impacted by the child welfare system experience
complicated physical health, behavioral health, and psychosocial issues often rooted in trauma. Our Foster Care
model is designed to ensure equity, safety, stability, and compassionate family-centered care for all children
involved in the child welfare system, including those receiving prevention or adoption services. We bring years
of history and national experience in designing and implementing foster care-specific continuums of care across
the nation through our parent company and affiliates. As of December 2021, we serve 240,00 children impacted
by the child welfare system. The four building blocks of our Foster Care model are Partnerships, Specialized
Network, Training, and Care Management.

Partnerships
We create partnerships that meaningfully contribute to permanency, a sense of well-being, and a maximum

level of health and wellness for every child. For example, we build direct relationships with Child Protective
Services (CPS) caseworkers and train frontline staff to access specialized Care Management for children in their
care. We will take this same approach in Mississippi alongside DOM and the Mississippi Department of CPS
(MDCPS). A partnership between MDCPS and our health plan will facilitate information sharing, arrange
screenings, and verify Member information.

Specialized Network

We build a network of Providers who have experience serving youth impacted by the child welfare system, such
as Providers who deliver Evidence-Based Practices (EBPs) specific to the foster care population. In
Mississippi, this will include contracting with Youth Villages to bring their Intercept program to the State for
the first time. Intercept is an intensive in-home EBP used to safely prevent children from entering out-of-home

© © O O

4 «“Asthma Kids Fact Sheet - Mississippi.” Mississippi Childhood Asthma Factsheet: 2017, Mississippi State Department of Health, 2018,
https://msdh.ms.gov/msdhsite/_static/resources/2470.pdf.
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care or to reunify them with family as quickly as possible if a period of out-of-home care is necessary. The
Intercept model has proven to increase permanency outcomes for children by 24%°.

Training

We increase the capacity for youth to receive trauma-informed care and services in the community by bringing
our expert BH Clinical Trainers to train our staff and child welfare stakeholders, including resource/kinship
parents, Providers, caseworkers, advocates, judges, law enforcement, and educators. We offer a catalog of
nearly 100 courses specific to foster care, including Trauma-Informed Care and topics such as perinatal
substance use, non-suicidal self-injury, and working with children, youth, and young adults with Intellectual and
Developmental Disabilities who are impacted by the child welfare system.

Care Management

Our Foster Care Dedicated Care Managers include subject matter experts who focus on the whole child,
across all systems, to promote early intervention and increase access to needed services and community-based
supports. Our Foster Care CM Program improves the quality of life for children, their families, and caregivers
in tangible ways by offering a single point of access, coordinated services, improved transitions of care, and
increased access to health information and services. We will provide a dedicated N
Foster Care Help Line for efficient access by caseworkers, Resource Parents, Care Kits

and team members. Along with daily staff touchpoints, we will arrange quarterly | Foster Care Members will receive
meetings to share data, membership, claims, inpatient data, private duty nursing | duffle bags and back packs that

. . . .. . contain culturally and age-
(PDN) information, educational opportunities, and EPSDT gaps. These meetings appropriate personal care items,

will be the foundation of our Member-focused collaboration for the foster school supplies that are customized
children of Mississippi. This team will outreach to and respond to incoming to each Member’s needs and age.
requests from MDCPS caseworkers (and Resource Parents as permitted by the - -

caseworker) to provide individualized support in removing any barriers to getting needed medical, behavioral
health, pharmacy, dental, or specialty care. This team will ensure preventive care is taking place, offer coaching
and support for any new or ongoing health conditions (such as depression, asthma, diabetes, depression, sickle
cell, ADHD, obesity), identify additional community resource support, and support youth in transitioning from
levels of care such as returning home after a hospital stay.

b. Describe how you would work collaboratively with the State of Mississippi through the MS Department of Child Protection Services to determine
medical necessity and provide documentation of medical services for foster children in a manner that considers the unique medical and mental health
needs of the population.

Determining Medical Necessity. We will use a tailored approach to developing medical necessity criteria
based on national standards of care, Mississippi-specific population needs, and local best practices to develop a
customized baseline for each review. We will conduct medical necessity reviews in close collaboration with
each child's MDCPS caseworker to ensure the review considers the child's unique needs. Understanding that
sometimes the caseworker does not have all the necessary information when a
child enters foster care, we will collaborate with the caseworker and our Foster
Checkli : Care dedicated Care Managers to facilitate the processes for accessing

ecklist to ensure timely and safe ) . . . )
discharges for children impacted by | @Pppropriate care in real-time. Our Utilization Management staff will promote
foster care. consistent care and begin planning for the transition when a child enters either an
inpatient facility including a Psychiatric Residential Treatment Facility (PRTF)
or into intensive care such as Mississippi Youth Programs Around the Clock (MYPAC). Our priority is getting
timely access to care and medications that are part of a licensed medical professional's treatment plan for the
child. Children and youth impacted by foster care have higher utilization of services and require meticulous care
coordination, so reviewers consider many variables beyond clinical factors to assess social and other non-
clinical needs such as the child's trauma history or the caregiver's ability to support the medically recommended
treatment to determine appropriateness and necessity.

Documentation of Medical Services. We will meet quarterly with MDCPS and DOM to provide
documentation of medical services for the foster youth we serve. Information will cover active and closed cases,
psychotropic medications, claims, admission discharge transfer (ADT) data, readmission data, vaccines, and

Focus on Collaboration
We use a PRTF Discharge Planning

3 Mills, Connie. “Youth Villages Intercept Program Model Receives Well-Supported Designation from Family First Clearinghouse.” Youth Villages,
25 Jan. 2022, https://youthvillages.org/youth-villages-intercept-program-model-receives-well-supported-designation-from-family-first-
clearinghouse/.
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PDN. We will also respond to any requests from MDCPS following contracted timelines to assist with locating
inpatient care, care coordination, or treatment planning for the foster youth. To enable Members, caregivers,
Providers, and MDCPS staff to access Member information directly, we will provide role-based access to our
secure Portal. Our web-based Portal is designed to support real-time sharing of Member-level clinical and
Care Management information with Members, caregivers, Providers, MDCPS staff, and other authorized
participants actively involved in Member care. Our Portal suite makes role-based information available in a
format attuned to each user in the child's integrated care team. For example, the Member Portal offers access to
their care plan, clinical service and medication history, pharmacy service level information, and health alerts
and care gaps. With the appropriate, timely data from DOM and MDCPS, we will extend this access on role-
based authorization for a Member's caregiver, Resource Parent, legal guardian, adopted parent, or birth parent.
The Portal suite enables authorized MDCPS caseworkers to share and access key Member and Provider
demographic and clinical information. Users can view a child's risks and care gaps, up-to-date health record
data (e.g., immunizations, pharmaceutical information, allergies, labs, etc.), case plans, and even upload key
documentation and assessments.

¢. Describe your capacity to provide MDCPS access to all data and documentation (withstanding proprietary technology) to support the State in its
efforts to accurately identify and subsequently serve the medical needs of foster children and youth.

We bring a demonstrated record of collaborating with State partners to develop platforms and mechanisms to
share data. A critical success factor in the effective management and delivery of care for Members, especially

for children, youth, and young adults impacted by the child welfare system who tend to

: \ ) : ) ; yaborg,
move care settings and caregivers, is the appropriate and timely sharing of relevant ¢P 2,
information between and among health care Providers and other support entities such as
MDCPS. Finding opportunities to share actionable information at the right time, with the
right people, within the proper workflows leads to improved outcomes. We will partner with - S
MDCPS to provide shared access to Member health information through our secure Portal noyat®

suite. The information contained within the Member's health record in the Portal helps Providers, MDCPS
caseworkers, and Care Managers improve care coordination, eliminate waste, and reduce errors by providing a
Member's medical history and health interactions as the Member progresses through the clinical process.
Resource Parents/Caregivers, MDCPS caseworkers, participating Providers, and Care Managers have access to
detailed health records for Members. We allow users to view key Member contacts, allergies, medications,
claims history, and more determined by their access role. Users can view a child's risks and care gaps, up-to-
date health record data (e.g., immunizations, pharmaceutical information, allergies, labs, etc.), case plans, and
upload key documentation and assessments.
d. Describe any innovative methods that Offeror will use to augment its approach.
FCCOE Incentive Model. Our Foster Care Centers of Excellence (FCCOEs) are PCPs/PCMHs with
experience and training in serving Foster Care youth who are accountable for service delivery and motivated to
improve the efficiency and quality of care for children entering foster care and those receiving ongoing care.
prov; Partnering with MDCPS, we will identify skilled and willing providers to serve the foster and
w % adoption population. Dedicated Providers, when available, have a better understanding of the
needs of foster youth, and their enhanced skill set benefits the youth in care. We will use
@ performance data and a package of financial and non-financial incentives to motivate
identified Providers, including direct sharing of savings resulting from improved efficiencies
Qualitt and quality of care. We will fund a gain-sharing pool for each FCCOE based on its cost-
effectiveness goals. FCCOEs will have the potential to share gains for hospital services
and/or physician services based on the two components of the incentive program: quality outcomes and cost-
effectiveness. Those with the best total performance outcomes will receive preferential PCP Member
assignment through our default assignment process. We will assist the FCCOE to enable information flow and
facilitate face-to-face coordination with Members, Medical Consenters, Care Managers, and physical and BH
Providers. We will offer dedicated support from Provider Relations and Utilization Management staff;
specialized education/training programs; data exchange support, such as for claims, authorizations, and
remittance advice; patient roster and disease registry support; and Provider performance data.

Foster Care Transitions. Beginning at age sixteen, we will collaborate with the youth, MDCPS, Providers, and
community resources to educate and develop life skills for the Member to carry into adulthood through our
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Foster Care Transition program. Our Foster Care Transition Playbook will assist our dedicated Foster Care Staff
in identifying life domains that are of particular importance to young adult Members and connect the Members
to resources, health education, and health care. Collaborating with MDCPS, we will support the Member with
transitional meetings, provide resources, and assist in the scheduling of health care appointments. Once a
Member is enrolled, our dedicated Foster Care Staff will monitor and assist the Member until they transition out
of Foster Care to Fee For Service under protected care. At this time, we will help the Member transition to their
new coverage, utilizing the skills provided during the program. We may include a no-cost cell phone for quick
and effective communication, along with financial incentives for healthy behaviors through our rewards
program. Our program will align with MDCPS goals for the Member by supporting educational efforts for
managing their health, maintaining health care coverage, accessing transportation, locating housing,
employment skills, and resources. It is crucial for young people exiting foster care at 19 to be connected to
ongoing Medicaid coverage to age 26, and have a housing, education, and financial plan in place. We will help
to support those connections and identify a community of supports (caring adults, community services, natural
supports) to enable them to successfully engage in their community.

Education. Combining our child welfare expertise will allow us to disseminate training to caregivers more
broadly, further supporting and empowering them in providing the best possible care to our children and youth.
In partnership with the National Foster Parent Association (NFPA), we will bring free online training to
caregivers throughout Mississippi via an online training institute. We will collaborate with MDCPS to create
new trainings to give caregivers quick and easy access to education that addresses targeted issues they
commonly encounter. Offering multiple sessions in varying formats each year, we will increase access to
training across Mississippi. We will work with MDCPS to ensure all our free training is approved for
educational hours to support Mississippi's Resource Parent licensing requirements. Training will be
continual and in various formats to help the community that supports our foster youth.

We will build off our initial Foster Care training to increase skill sets. Our initial Foster Case training teaches
how caseworkers and Resource Parents work with our Plan to schedule appointments, find specialists, and get
support to achieve better outcomes for their children. As an example, knowing that children and youth in foster
care and adoption have high Adverse Childhood Experiences (ACEs) scores, we provide Trauma-Informed
Care (TIC) training for Resource Parents and caregivers. This training provides them with the understanding
and skills to a trauma-informed mindset to understand and respond better to their child's behaviors,
developmental, and attachment needs.

Mental Health and Psychiatry Consultation Program. We will refer PCPs to the University of Mississippi
Medical Center Child Access to Mental Health and Psychiatry (CHAMP) consultation program to expand the
capacity of PCPs serving foster children and expand access to mental health services. We will enroll our
Providers as collaborative team members who will work with this consultation program to support a more
integrated model of care.

Suicide Prevention. Through a combination of expert clinical direction and innovative machine learning, our
suicide prevention program provides Care Managers with enhanced information to better identify Members for
assessment, early intervention, and support. That could include identifying people with social risks, such as
loneliness, or physical risks, such as severe pain or opioid misuse. We will then tailor evidence-based
interventions for the individual Member. Nationally, more than 80% of individuals who die by suicide see a
behavioral health clinician or PCP within a year before their death, and almost half have seen their Primary
Care Provider in the prior 30 days®. That's why one of our central strategies of this initiative will be engaging
our Care Management staff with nurses, therapists, and caseworkers. Ensuring they have the tools they need to
enhance care for at-risk patients increases the likelihood of saving a Member's life.

Caregiver Partnership. This program will provide caregivers of foster children diagnosed with a serious
emotional disturbance (SED) with knowledge, tools, and resources to increase their capacity to meet their
child's unique needs. As part of the Caregiver Partnership program, caregivers will receive a journal to help
them stay organized. Caregivers can use the journal at doctor visits to keep track of important information and

¢ Ahmedani, Brian K., et al. “Health Care Contacts in the Year before Suicide Death.” Journal of General Internal Medicine, vol. 29, no. 6, 2014, pp.
870-877., https://doi.org/10.1007/s11606-014-2767-3.

34



Technical Qualification: 4.2.2.1, Member Services and Benefits

daily routines such as medical history, medication list, allergies, and contact information for PCPs and other
Providers.

Other Innovations. Understanding that foster children leaving care have a higher rate of experiencing
homelessness, we will partner with Mississippi Programs of HOPE to address - N
supportive housing for youth aging out of foster care. Members will receive Local Partnerships

housing vouchers, skills training, educational opportunities, and support as part | We will partner with Foundation for
of the program. We will develop a handbook for court-involved youth, the Mid-South, whose goals align

. . . L . with MDCPS and our health plan of
parents/guardians, court judges, and officials to educate decision-making teams. | improving individual and

We will also provide support for obtaining a GED for foster youth, which is community health outcome in
shown to increase employment opportunities with higher-paying jobs, leading to | chronic disease, mental health and
healthier Members.  access to care. )

e. How will the Offeror address racial, ethnic, and geographic disparities in delivery of and outcomes regarding services for Foster Children?
This section outlines our health equity goals and proposed solutions to address racial, ethnic, and geographic
disparities in the delivery of services and outcomes for Members in foster care. Our health equity program is
fully described in response to Section 4.2.2.1.A.8.d.

Black families experience poverty at a higher rate and are more likely to have children removed from the home
due to implicit bias. 85% of the children that enter foster care in Mississippi is due to neglect’, and 25% of
Black children were not in excellent or very good health when compared with 7% of White children®. We will
address poverty as a catalyst to neglect to address disparities amongst foster youth. Food insecurities and lack of
access to healthy foods can lead to malnutrition and health issues such as diabetes and obesity. We will partner
with Diabetes Coalition of Mississippi, local CBOs, and Providers to connect Members to nutrition and cooking
classes with a dietician. This will include wraparound support services such as medically tailored meal delivery
in areas with high-risk Members, education campaigns including Diabetic Books on cooking and super foods,
and Food Bank Resources with fresh fruit and vegetables that can be tailored to dietary needs.

4.2.2.1.A Delivery of Covered Services

6. Dental Services

a. Describe the Offeror’s direct experience in service delivery and payment and/or capacity to manage service delivery and payment for dental
services as a medical service

As an organization devoted to transforming the health of our community, we will not only provide widespread
access to quality dental care but increase both Provider and Member engagement in a system that improves the
overall dental health of Mississippi’s Medicaid and CHIP populations. We will build relationships with
Mississippi Providers, associations, and other stakeholders toward these efforts. We will ensure timely Member
access to high-quality dental care, including preventive care, through a statewide dental network maintained by
a subcontracted dental benefits manager (DBM). Our DBM has approximately seven years of Medicaid and
CHIP experience and currently manages dental benefits and reimbursement for approximately 4 million
Medicaid and CHIP enrollees in 14 States. The DBM will be delegated in Mississippi to oversee claims
processing and payment, quality improvement, utilization management, and network development and
management. Through our Vendor Oversight Program, we will retain full responsibility and accountability for
the DBM’s performance. We will contractually obligate the DBM to satisfy all relevant standards and
requirements outlined in Appendix A, Draft Contract. We will meet or exceed the requirements for access to
dental Providers as described in Section 6.2 of Appendix A, Draft Contract. We understand and agree to submit
our DBM subcontract to DOM for its advance written approval.

Our Comprehensive Oral Health Strateqy

In consultation with our DBM that employs dental clinicians with extensive Medicaid experience, we have
developed a comprehensive oral health strategy that will meet Member dental health needs and is consistent
with dental standards of care. We will identify and outreach to MSCAN and CHIP Members under age 21 who
are overdue for an annual preventive dental care visit and encourage our network to outreach to these Members

7State Fact Sheet: Mississippi. Casey Family Programs, Apr. 2021, https://caseyfamilypro-wpengine.netdna-ssl.com/media/mississippi-fact-sheet-
2021.pdf.

8 “Children in Foster Care by Race and Hispanic Origin: Kids Count Data Center.” KIDS COUNT Data Center: A Project of the Annie E. Casey
Foundation, Annie E. Casey Foundation, June 2021, https://datacenter.kidscount.org/data/tables/6246-children-in-foster-care-by-race-and-hispanic-
origin?loc=26&amp;loct=2#detailed/2/26/false/1729,37,871,870,573,869,36,868,867,133/2638,2601,2600,2598,2603,2597,2602,1353/12992,12993.
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as well. We will cover dental preventive care during pregnancy and postpartum as a value-added benefit due
to the known significant impacts of oral health on maternal and child health.

We will ensure that Members have transportation, including CHIP Members, to an appointment with a
participating Provider that meets the State’s time and distance requirements. Our strategy includes ongoing
analyses of gaps in dental care and initiatives to close those gaps including Member incentives for completing
preventive care visits; targeted Member outreach; reimbursement to Providers for practice dental visits;
educational campaigns for children; and value-added services and programs that support improved outcomes.
Our notifications and follow-up for children discussed in response to Section 4.2.2.1.A of the RFQ are inclusive
of reminders for preventive oral care.

Maintaining a Quality Dental Provider Network

We will identify Providers who have the right qualifications, are motivated to serve Medicaid and CHIP
beneficiaries, and have the right administrative tools to succeed. To maximize our network, we will: (1) contract
with any willing Provider that meets our credentialing criteria; (2) contract directly with all FQHCs in
Mississippi that provide dental services; (3) contract with mobile dental Providers to offer services in rural
areas; (4) identify general dentists providing specialty services to expand specialty service coverage, and track
those specialty services in our information systems for future referrals; (5) accommodate local patterns of care
and consider such patterns in our Provider recruitment strategy, particularly for specialty care; and (6) identify
and attempt to contract with new specialists who move into the State.

Monitoring the Dental Provider Network

We will meet weekly with our DBM to review network compliance, identify issues (e.g., access and quality),
and close network gaps as needed. This will include a review of county-level GeoAccess mapping, Provider-to-
Member ratios, and panel status reports to confirm the availability of Providers considering distance/travel time
from Members’ residences. We will proactively identify areas where we meet minimum compliance thresholds
and target these areas to recruit additional Providers to ensure that we maintain access standards even if there is
a loss of any existing Providers in the area. If a necessary specialty dental service is accessible to a Member
only through an out-of-network Provider, we will make arrangements through a Single Case Agreement (SCA)
to allow the Member to access services on an out-of-network basis and recruit the Provider to join our network.

b. Describe any innovative methods that Offeror will use to augment its approach.

Innovations to Improve Quality, Engage Members, and Ensure Access

To meet the challenge of improving dental health for the Medicaid and CHIP population, we will implement the
following innovative programs and initiatives designed to improve quality outcomes, engage Members in
preventive dental care, and extend access to care.

Dental Hygiene Kits. Recognizing that most Mississippi counties are considered Dental Health Professional
Shortage Areas (HPSA), we propose to add an enhanced benefit related to dental health promotion. We will
offer one dental hygiene kit per year to MSCAN Members under age 21, CHIP Members seen in the ED for
dental-related concerns, or based upon Provider request/referral. Dental Kits will include age-appropriate dental
education materials, a toothbrush, toothpaste, and dental floss. We will make the kits available to selected
Providers (e.g., FQHCs offering dental services) for distribution to their MSCAN and CHIP patients.

“Practice” Dental Visits. We will work collaboratively with our dental Providers and community partners to
create specialized programs for high-risk Members, including Members with developmental disabilities and
other special needs. Routinely, Members with a developmental delay receive preventive dental care in an
outpatient hospital setting under general anesthesia. To avoid the additional risks associated with general
anesthesia that result from this practice, we will offer to reimburse dentists for “practice visits” for Members to
help lessen anxiety and make these visits less stressful. This approach has proven successful among our
affiliated Medicaid plans in other states, allowing Members to become familiar with the Provider’s office,
equipment, and processes before the actual date of service and enabling the Provider to identify barriers to
ensure clear communication before the appointment takes place.

Incentives for Dental Exams. Our Member Incentive Program will promote personal health care responsibility
and ownership by offering a $25 incentive for Members under age 21 receiving preventive dental care. In 2021,
we administered more than 400,000 incentives across our affiliate health plans for dental exams totaling over
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$9,000,000 for our Members to spend in their local communities on necessities including utilities, childcare,
and rent.

Preventive Dental Care in Primary Care Settings. To promote greater access, our Provider Relations
Specialist will educate PCPs about the benefits of fluoride varnish for children as the least expensive and most
effective way to reduce tooth decay, as well as provide education on reimbursement for these Prov;,
services in the primary care setting. We will train physicians and other health care Providers, * %
such as Physician Assistants, Nurse Practitioners, and School and Public Health Nurses to

apply fluoride varnish in their clinics and practices.

Mobile Dental Van. To provide additional services, including dental screenings and
introduce children to good oral health behaviors in a comfortable setting, we will deploy our
mobile dental van to provide same-day oral health screenings by dentists and hygienists. The mobile dental van
focuses on education and provides high-quality oral health screenings and information for underserved adults
and children. As noted above, we will include mobile dental Providers in our network, expanding access in rural
areas.

Aeces®

Medically Necessary Dentures. We will provide dentures for adult Members when functionally and medically
necessary to sustain a healthy weight because the Member has fewer than eight posterior upper and lower teeth
in occlusion and cannot chew properly. We will establish relationships with dental Providers that provide care
to low-income and disabled populations and refer Members who request dentures but do not meet our medical
necessity criteria.

c. How will the Offeror address racial, ethnic, and geographic disparities in delivery of and outcomes regarding dental services?

We describe our comprehensive health equity program in response to Section 4.2.2.1.A.8.d of the RFQ. Specific
health equity goals, identified through analysis of publicly available data, to address racial, ethnic, and
geographic disparities in the delivery of and outcomes regarding dental services are discussed in this section.
We will measure our success by evaluating Dental HEDIS measures, filtered by race/ethnicity and zip code.

According to a 2018 report, Mississippi ranks second to last in the nation in the ratio of available dentists to
patients’. This access issue becomes even more profound when focusing on dentists who accept Medicaid, and
yet again when looking toward the rural areas. Most dental Providers are concentrated in and around Jackson.
To increase access for Members residing in rural Dental Health Professional Shortage Areas, we will deploy our
mobile dental van and mobile dental Providers to provide same-day oral health screenings by dentists and
hygienists. As noted above, we include mobile dental Providers in our network. We will partner with rural
schools to conduct events with our dental van, where we will also provide education about how to maintain
good oral health.

Our initiative to educate and encourage PCPs to apply fluoride varnish while our Members are there for well-
Yoi visits will support improved oral health for children in rural areas who are at increased risk
M 9%, for tooth decay because they do not receive fluoridated drinking water, which only 60% of
s Mississippians receive!’. Additionally, we will spearhead an innovative and proven
initiative'! allowing parental caregivers to apply fluoride varnish to their child’s teeth with
. - 4 virtual instruction from a licensed dental Provider. We hope to collaborate with the other
2n0yat® CCOs, DBMs, and DOM to ensure this is done safely, effectively, and efficiently.

We will partner with the Mississippi Dept of Health Dental Department to address the rate of untreated
dental cavities in young Black children, who have half the sealants and twice the dental caries as White

children in Mississippi'2. With age comes even greater dental issues that can further jeopardize overall health.
Through our CHWs, Head Start and Early Head Start, and faith-based organizations such as Abundant Living

9 Bowman, Alana. “School Works to Fill Mississippi's Dental Gap.” University of Mississippi Medical Center, University of Mississippi Medical
Center, 18 Oct. 2018,

https://www.umc.edu/news/News_ Articles/2018/10/School%20works%20t0%20£il1%20the%20dental%20gap%20in%20Mississippi.html.

10 America's Health Rankings analysis of CDC, Water Fluoridation Reporting System, United Health Foundation, AmericasHealthRankings.org,
Accessed 2022.

11 Roth, Ella, and Carrie Hanlon. Nevada Pilots Innovative Program to Increase Access to Preventive Oral Care for Children, National Academy for
State Health Policy, 2021.

12 Dental Statistics, MHS Mobile Dental, http://www.mhsmobiledental.com/oral-health-statistics.html.
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Community Organization, we will deploy a health education campaign using trusted messengers to encourage
Members to seek preventive dental care. We will work with safety-net dental Providers such as Federally
Qualified Health Centers, Department of Health Consultants, Rural Health Clinics, and Reduced Fee Clinics
(UMMC School of Dentistry) to expand access points in targeted areas indicated by our data analyses where
Black children are being disparately impacted.

4.2.2.1.A Delivery of Covered Services

7. Vision Services

a. Describe the Offeror’s direct experience in service delivery and payment and/or capacity to manage service delivery and payment for vision
services.

We understand that standard eye exams are essential for maintaining wellness and serve as one of the most
effective ways to defend against vision loss and detect signs of certain long-term health conditions. Eye exams
can uncover health information, including symptoms of severe conditions like diabetes, high blood pressure,
high cholesterol, thyroid diseases, and certain cancers. Eye doctors are often the first to discover signs of
abnormal health conditions, meaning less hospitalization and lower spending on medications. Therefore, we
will encourage MSCAN and CHIP Members to take care of their eyes to help decrease diagnostic claim costs,
improve Member health, and enhance the quality of life by conducting automated outbound call campaigns
targeting Members who are overdue for an annual eye exam. During these calls, a Member may immediately
choose to be connected to a Customer Service Representative who can assist the Member with finding a
Provider and scheduling an appointment. We will conduct targeted outreach to Members who may have unique
vision care risk factors and needs, including those with diabetes and glaucoma.

We will ensure timely Member access to high-quality vision care through a statewide vision network
maintained by a subcontracted vision benefit manager (VBM). The VBM has approximately 11 years of
Medicaid and CHIP experience and currently manages vision benefits and reimbursement for approximately 12
million Medicaid and CHIP enrollees nationwide. The VBM will be delegated in Mississippi to oversee
Provider data management, credentialing, claims adjudication, benefit configuration, utilization management,
and Grievances and Appeals. Through our Vendor Oversight Program, we will retain full responsibility and
accountability for our VBM’s performance. We will contractually obligate our VBM to satisfy all relevant
standards and requirements outlined in Appendix A, Draft Contract. We understand and agree to submit our
VBM subcontract to DOM for its advance written approval.

Our VBM is an any-willing Provider payer, supports full-scope of-licensure patterns, and has a long-standing
relationship with the Mississippi Optometric Association that will enhance and support network stability and
communications with Providers. Our VBM collects and advances vision HEDIS measures, encourages eye care
Providers to act as effective primary care stewards into the overall health care system, develops software
solutions to increase the efficiency of eye care administration, eliminates waste and fraud via data mining, and
employs evidence-based medicine claim edits and peer-to-peer interventions.

b. Describe any innovative methods that Offeror will use to augment its approach.

To meet the challenge of improving vision care and the overall health of the MSCAN and CHIP populations,
we will implement the following innovative programs and initiatives designed to improve quality outcomes and
engage Members in preventive vision care.

Incentivizing and Educating Providers. To improve care for our Members with diabetes, we will provide a
$10 incentive payment to vision Providers for each annual diabetic retinal eye exam performed. We will
educate Providers regarding the importance of annual exams and the availability of the incentive payment
through annual Provider postcards and quarterly newsletters.

Mobile Vision Van. We will deploy our VBM’s Vision Van to provide vision screenings for children and
adults and promote the importance of eye care in the community. The Vision Van, staffed by doctors and
technicians, is equipped with screening tools to test vision outside the van; equipment to perform basic vision
exams; informational handouts about eye health and the importance of eye exams; and sunglasses and readers.
We will deploy the Vision Van to the areas of greatest need in the State and also plan to deploy the van in
partnership with schools, FQHCs, and other community-based organizations for joint vision education and
outreach events.

Providing Polycarbonate Lenses as the Standard of Care. As a value-added benefit, we will offer one eye
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exam per year and one pair of eyeglasses every calendar year for all Members over age 21. Thinner and lighter
than plastic, polycarbonate (impact-resistant) lenses are shatter-proof and provide 100% UV protection, making
them the optimal choice for children and active adults. They are also ideal for strong prescriptions since they do
not add thickness when correcting vision, minimizing any distortion. We will cover polycarbonate lenses as the

standard of care for MSCAN and CHIP Members.

Diabetic Retinal Exam Access. Partnering with a retinal camera vendor that offers easy to install, handheld
retina cameras designed to help make retinal exams simple and affordable for PCPs. By providing a grant that
covers the cost of the technology and monthly fee, we will offer this technology in key Provider offices to

enable PCPs/PCMHs to perform retinal scans on their patients with diabetes.
c. How will the Offeror address racial, ethnic, and geographic disparities in delivery of and outcomes regarding visions services?

We describe our comprehensive health equity program in response to Section 4.2.2.1.A.8.d. Specific health
equity goals, identified through analysis of publicly available data, to address racial, ethnic, and geographic
disparities in the delivery of and outcomes regarding vision services are discussed in this section. We will
measure our success by evaluating vision screening rates measures, filtered by race/ethnicity and zip code.

According to the CDC, Leake, Neshoba, and Scott counties have a disproportionately higher prevalence of
vision impairment than the surrounding counties'®. We will deploy our mobile vision van to conduct targeted
events in partnership with schools, FQHCs, and RHCs in these counties to increase vision screening rates and
referrals for ongoing ophthalmological care. We will collaborate with local Providers to identify strategies that
modify practice patterns to build internal capacity for patient management in eye disease and vision
impairment prevention.

Glaucoma disproportionately affects Black and Hispanic individuals, and they are also more likely to develop
vision loss and experience blindness from glaucoma than White individuals'®. We will create focused
interventions for our Black and Hispanic Members who have an increased risk of diabetes or unaddressed
cataracts. Our approach will include integrating vision health interventions into existing programs and the
adoption of best practices at all levels. To further encourage screening and assessment for glaucoma, we will
provide a $10 incentive payment to vision Providers for each annual diabetic retinal eye exam performed.

4.2.2.1.A Delivery of Covered Services

8. Additional Items

a. State whether the Offeror will required any cost-sharing or copayments from MississippiCAN and/or CHIP Members.
i. If yes, please describe what these cost-sharing/copayment requirements will be.

We will not impose cost-sharing or copayment requirements on our MSCAN Members. Subject to the
exclusions and limits described below, we will impose copayment requirements for CHIP Members in families
with incomes above 150 percent of the Federal poverty level (FPL) as described below in Table 4.2.2.1.A.8.a.

We will adhere to Section 4.2.10 of Appendix A, Draft Contract, all applicable State and Federal laws, the State
Plan, and the requirements set forth in 42 CFR 457.515 — 457.560 concerning cost-sharing for CHIP Members.
We will not impose copayment requirements on preventive

services, out-of-network emergency services (beyond the ~ Table 4.2.2.1.A.8.a. CHIP Copayments by FPL

amounts listed in Table <150% FPL | 151% to 175% FPL | 176% to 209% FPL

4.2.2.1.A.8.a), American Indians or Per Physician Visit None $5.00 $5.00

Alaskan Natives, or, for a Member Per Emergency Visit None $15.00 $15.00
Out-of-Pocket Maximum N/A $800.00 $950.00

who has an emergency medical
condition, screening or treatment costs needed to diagnose the specific condition or to stabilize the Member.

Tracking the Out-of-Pocket Maximum

To ensure total copayments each year do not exceed the applicable Out-of-Pocket Maximum amount, we will
track CHIP Member copayments. We will use a CHIP Members’ monthly family income and family size, as
reflected on the 834 file, to calculate a monthly income for the Member specifically. This calculation will

13“Vision Health Initiative (VHI).” Centers for Disease Control and Prevention, Centers for Disease Control and Prevention, 10 Aug. 2021,
https://www.cdc.gov/visionhealth/data/state-profiles/mississippi.htm.

14Elam, Angela R., et al. “Large Disparities in Receipt of Glaucoma Care between Enrollees in Medicaid and Those with Commercial Health
Insurance.” Ophthalmology, vol. 124, no. 10, 2017, pp. 1442-1448., https://doi.org/10.1016/j.ophtha.2017.05.003.
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ensure that if two Members of the same household are each CHIP Members subject to copayments, we can
separately account for their copayment expenditures relative to income. We will configure our claims system to
reduce claim payment by the copayment amount when a claim is for a service subject to copayment and for a
CHIP Member subject to copayments. Twice a week, we will compare the calculated Member monthly income
data to aggregated copayment information on claims paid in the calendar year to identify if a CHIP Member’s
copayment expenses have reached the Out-of-Pocket Maximum. We will report individuals approaching the
Out-of-Pocket Maximum to the State’s fiscal agent on the Supplemental File to trigger an 834 record that
suspends cost-sharing for that CHIP Member for the remainder of the year. Once we receive an 834 file
changing a Member’s Cost Sharing Indicator from N (Member has not reached the Out-of-Pocket Maximum) to
Y (Member has met the Out-of-Pocket Maximum), we will send a letter to the CHIP Member informing them
that their copayments have been suspended for the year and reminding them that their copayments may restart
in the following year. The letter will also instruct the Member to present the letter when seeking future health
services or request that their Provider contact us for confirmation. Additionally, we will make a copy of the
letter available digitally for the Member for easy and reliable access. If a CHIP Member self-reports any cost-
sharing, we will contact the Provider to request claims submission and honor the Member’s receipt if the
Provider does not submit a claim. Copayment reported for a service that is not a CHIP-covered benefit will not
apply to the Out-of-Pocket Maximum calculation.

Educating Members about CHIP Copayments

In addition to displaying copayment services and amounts on our CHIP Member ID Card, we will educate
Members regarding copayment requirements by including a cost-sharing and copayment page on our public
CHIP Member website and including copayment information in our CHIP Member Handbook. We will answer
copayment questions through the Member Call Center, secure Member Portal, and public website, and
distribute cost-sharing flyers at in-person education and community outreach events

Member and Provider Services staff will receive training to make sure they can field calls about copayments
and use our Customer Relations Management (CRM) system to look up whether the CHIP Member is subject to
copayments, is exempt, or has reached the Out-of-Pocket Maximum limit. We will distribute an FAQ document
to call center staff to use as a desk reference to support such calls.

b. Describe practices and policies the Offeror would plan to use to ensure that rural MississippiCAN Members would have adequate access to Non-
Emergency Transportation (NET) and any innovations that the Offeror may bring to MississippiCAN in this area (Note: NET is not a covered service
under CHIP).

Ensuring All Members Can Get to the Care They Need

We will provide Non-Emergency Transportation (NET) for our Members, including CHIP Members as a value
added benefit, to access medically necessary services in full compliance with Exhibit E of Appendix A, Draft
Contract and all other applicable State and Federal requirements. We will provide NET services through a
subcontracted NET Broker currently serves millions of Medicaid enrollees across the nation. Through our
Vendor Oversight Program, we will retain full responsibility and accountability for our NET Broker’s
performance. We will contractually obligate our NET Broker to satisfy all relevant standards and requirements
outlined in Appendix A, Draft Contract. We will meet or exceed the timeliness standards for Member wait
times described in Exhibit E of Appendix A, Draft Contract. We understand and agree to submit our NET
Broker subcontract to DOM for its advance written approval.

We will ensure the Member has transportation to their next appointment at every point of contact. We will help
Members arrange transportation as part of Member Services, Care Management, and when we conduct quality
call campaigns. For example, when we help a Member schedule an EPSDT service, we will offer to schedule
transportation, if needed, and our NET Broker will also send a reminder. For behavioral health, obstetrician, and
urgent care visits, we will waive the three-day requirement and offer same-day transportation, improving
access to urgent care services. We will use our Member Handbook, public website, and New Member
Welcome Calls to remind all Members to contact our Member Services Call Center for assistance in finding,
selecting, and scheduling appointments with Providers and arranging transportation.

NET Diversification to Meet the Needs of Rural Members
We understand that over half of all Mississippians live in a rural community and that the percentage of MSCAN
Members residing in a rural area is even higher. Many rural Members require frequent trips to medical
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appointments due to high rates of obesity and chronic conditions like diabetes but must often travel longer
distances than Members who reside in more urban areas. To ensure that our rural MSCAN Members have
adequate NET access, we will offer a broad range of NET service options. In addition to available commercial
carriers offering transportation by, for example, car, taxi, or wheelchair or stretcher van, we will promote
mileage reimbursement for Members that have access to a private vehicle, recruit a significant number of
volunteer drivers, and initiate an independent contractor program.

Mileage Reimbursement. We will promote mileage reimbursement for Members with access to a private
vehicle themselves or through a family member or friend. This NET service mode offers Members greater
flexibility and freedom to make other stops before or after a medical visit and promotes independence. We will
provide reimbursement on an easy-to-use reloadable debit card.

Volunteer Drivers. In our experience, utilizing volunteer drivers is particularly advantageous for long-distance
trips (that often originate in rural areas) that would otherwise result in a commercial driver being unavailable for
other trips for an entire day. Using volunteer drivers can offer Members more driver consistency leading to
better service and better Member satisfaction. We find that Members often ask for volunteer drivers by name.
Our NET Broker will configure its scheduling system to capture driver preferences and accommodate these
requests whenever possible. We will partner with and support community-based organizations that offer
transportation services in their communities, sometimes using volunteers. These services will complement our
NET services by addressing social determinants of health, for example, trips to the grocery store or
employment. Based on our prior experience with similar organizations, we have found that medical-related trips
remain the most requested, followed by employment and nutrition-related trips. Whenever possible, we will
help volunteer drivers for community-based organizations become credentialed, ensuring that the driver
requirements and vehicle standards in Mississippi Administrative Code, Title 23, Part 201 are met, so that they
can also provide volunteer NET services to our Members.

Independent Contractor Program. Our NET Broker will supplement its commercial transportation Provider
network by contracting with independent contractors who are willing and able to meet MSCAN’s NET
credentialing requirements and vehicle standards. These drivers will commit to either a full or part-time
schedule, and participate in training on how to provide NET services to MSCAN Members. Independent
contractor drivers will make their schedules and be reimbursed using a commercial fee schedule.

Innovations to Improve Quality Outcomes and the Member Experience

Member to Care Program. Subcontracted NET drivers often have unique insight into changes in a Member’s
health and circumstances as they are a regular link between Members and their medical appointments and
frequently have conversations with Members throughout the trip. Many Members use the same driver on a daily
or weekly basis, building consistency, continuity of care, and reliability as Members grow to know and trust
their regular driver. This relationship allows drivers to quickly identify potential issues and serve as an early
alert system for the Member’s Care Manager, which could prevent further health issues and reduce the overall
cost of care. Whether they notice an atypical no-show, signs of elder or child abuse, an indication of poor home
conditions or food insecurity, or a marked degradation in health, NET drivers are cognizant of concerns and can
report issues to the Care Manager in real-time. Drivers can also communicate reminders for screenings, tests,
and vaccines. Through our NET Broker, we will train drivers on how to observe and recognize Members with
potential issues, as well as proper communication for screenings, tests, and vaccines. Drivers can use the NET
Broker’s IT platform to document evaluation and communication notes, which the NET Broker will forward to
the Care Manager for follow-up with the Member.

NET to Address Social Determinants of Health. Approximately 43.2% of Members live in census tracts
where the rate of individuals without vehicle access in the household is above the U.S. average of 8.6%, with
Issaquena and Sharkey's counties ranking the lowest. Data gathered in 2021 from a community survey
conducted in Holmes County showed 41% of participants reported transportation challenges for groceries and
31% to pick up prescriptions. As a value-added benefit, we will offer our Members transportation to
address SDOH needs, such as trips to the grocery store or food pantry.

Member NET Mobile Application. Through our NET Broker, we will offer a Mobile Application that
Members can use to manage their NET trips without making another phone call. In addition to using the
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Application to request a new trip, Members can use the Application to cancel rides that are no longer needed;
request gas mileage reimbursement trips; review details about upcoming rides (for example, the ride status,
NET mode, and the transportation Provider’s name and contact information); and view and update their contact
information.

c. Describe any additional proposed innovations for delivery of Member services or benefits that the Offeror would bring to MississippiCAN and/or
CHIP that are not otherwise covered in this section.

Partnering to Expand Access to Services
As an organization that will be located in Mississippi and staffed and operated by hundreds of Mississippians
across the State, we are dedicated to improving and investing in the future of health care in
Mississippi. We will invest $1 million to enable William Carey University (WCU) to develop
the WCU College of Medicine (COM) Institute of Primary Care in Hattiesburg. We selected
to partner with WCU COM because of their community-based training model and
commitment to educate and train osteopathic physicians, nurses, and other primary care

the Public Good providers who are dedicated to serving the medically underserved and diverse populations of
Mississippi. The Institute will recruit and train students primarily from Mississippi and the Gulf South region
and offer continuing education and residency resources to address the physician shortage in the region. This
world-class facility will allow for advanced training in high-quality value-based care geared toward the specific
needs of Mississippians including diabetes, hypertension, and cardiovascular disease. The development of the
Institute will result in better quality and more quantity of physicians to improve outcomes and quality of life for
all Mississippians and decrease cost outcomes for the State.

Pharmacy-Related Services
We plan to offer the pharmacy-related services described below to improve Member health outcomes and
reduce medical spending by closing medication-related care gaps, improving adherence, and preventing patient
harm. We will, with DOM’s approval, develop value-based programs cognitive-based therapies, such as
Medication Therapy Management. We will work with the State’s Pharmacy Benefit Administrator (PBA), as
needed, to implement these programs and will cooperate fully with the PBA.

Medication Therapy Management. We will operate an MTM program in partnership with retail pharmacies
across the State to address HEDIS care gaps and improve medication adherence. Our MTM program will use
pharmacy claims data provided by the PBA to generate Member-specific alerts to retail pharmacists related to
medication adherence for diabetes, hypertension, cholesterol (statins), antidepressants, and HIV. This includes
gaps in care related to statin therapy for patients with diabetes and will promote the use of maintenance inhalers
for Members with Asthma and COPD. A retail pharmacist who receives an alert will outreach to the Member
either face-to-face or telephonically to address the care gap or adherence concern.

Community Pharmacy Enhanced Services Network (CPESN) Partnership. To complement our MTM
program, we will partner with the CPESN, a network of roughly 60 independent pharmacies throughout
Mississippi, to address Member-specific care gaps and adherence for chronic conditions including diabetes
adherence and gaps in care for diabetic patients that need statin therapy, asthma/COPD adherence and gaps in
care for Members requiring a maintenance inhaler for better disease control; anxiety and depression adherence
and education; ADHD adherence, education, and Provider follow-up visits; and statin use in patients with
cardiovascular disease. We will also partner with CPESN to provide HbA ¢ point of care testing in CPESN-
member pharmacies, offering Members with diabetes another convenient option to a physician visit. CPSEN
will share the HbA 1c testing results with the Member, the Member’s PCP, and the health plan.

Polypharmacy Program. For Members with eight or more chronic conditions, we will use pharmacy claims
data to identify potential drug-related problems monthly, including, for example, dangerous drug combinations
and therapeutic duplications. We will resolve these issues by reaching out to Providers by letter or fax with
recommendations to simplify care and by partnering with retail pharmacies to conduct follow-up phone calls to
Providers.

Committed to

S

Data Analytics to Detect Rx Diversion. We are exploring a partnership with a data analytics vendor to reduce
fraud losses and beneficiary risk and mitigate Medicaid program financial risk. This vendor’s solution has been
successfully deployed in other States and employs next-generation analytics which detect and predict diversion
of high-cost drugs and support opioid overdoses prevention and harm reduction. The solution:
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e Uses advanced machine learning algorithms to identify aberrant behaviors and diversion risk associations
e Applies deep neural network and gradient boosting machine modeling to identify future risk through
retrospective analysis of past overdose events
e Includes and aggregates multiple data sources including geospatial data and State and local law
enforcement intelligence to increase sensitivity and predict risk
o Identifies and profiles prescribers, Members, medications, and dispensers associated with prescription
drug diversion activity
e Identifies and profiles Members at risk of drug overdose to allow for early targeted intervention
e Increases referrals to Medicaid Fraud Control Units.
d. Describe any additional practices the Offeror will use to address racial, ethnic, and geographic disparities in delivery of services.
Sharing the vision and commitment of the Mississippi Department of Health’s Health Equity Initiative to
achieve health equity across Mississippi, we will address health equity in all our Population Health
Management programs. We will improve health
equity in Mississippi by creating accountability A“S;‘;‘:;':;L‘%;;‘;ﬁ g{‘ilfi';'gf;ﬁ
and oversight, developing a culturally responsive »  Governance Committee
and staff and Provider network, and implementing *  Policies and Procedures
a Health Equity Improvement Model. Embedded in
the Delivery of Covered Services sections above,
we describe specific initiatives and demonstrate
how we can use data to identify and address
disparities. This work is all part of our overarching
Health Equity strategy described herein.

Culturally Responsive Staff and Providers
* Staff Development

@® - Provider Education
* Value-Based Programs

Health Equity Improvement Model

. e * Data Collection and Analysis
Health Equlty n MISSISSIPI)l means every person o * Initiative Design and Implementation

has equal access to culturally and linguistically * Evaluation and Monitoring

appropriate care regardless of geographic location, race, ethnicity, dialect, sexual orientation, gender identity, or
socioeconomic status. We will work with Jackson State University in collaboration with DOM and the other
CCOs to develop a Health Equity Guide to align health equity efforts across the State. As a further
demonstration of our commitment to health equity, we will pursue NCQA Health Equity Accreditation.
Health Equity Accreditation includes the continuous quality improvement necessary to advance health equity
and symbolizes the importance for all organizations to work toward a more equitable health care system. These
efforts will inform our Health Equity Plan and align with Population Health Management and quality goals.

Accountability and Oversight

We will build a team of committed professionals to drive our health equity efforts. Our local Director of Health
® Equity will oversee the strategic design, implementation, and evaluation of initiatives
that address social and community health, including reducing disparities and fostering
cultural humility. The Director will lead our local Health Equity Governance Committee
\ that will meet quarterly and report to the Quality Management Committee (QMC).

The Director will manage three Community Engagement Specialists (CES’) dedicated
to facilitating regional (central, north, and south) strategic community partnerships to
drive collaborative, community informed equity initiatives. Each CES will lead a
Community Impact Council (CIC) in their region. CICs will align our PHM, health
equity, and quality priorities, focusing on populations defined by Healthy People 2030. They will continuously
assess, expand, and design innovative community-based programs, create solutions to emerging issues, and
provide feedback on current services.

Policies and Procedures (P&Ps). Our non-discrimination policy is infused into all contracts and activities to
ensure equal access regardless of race, ethnicity, cultural background, English proficiency, ability or disability,
gender, sexual orientation, or gender identity. To ensure full implementation of our health equity goals, we will
review every P&P to evaluate its impact on health equity. The below P&Ps are examples that have been
implemented with our affiliate health plans.
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P&P Description

CLAS Assures compliance with all CLAS standards through a lens of continual process improvement

Process for collecting Provider level demographics (e.g. RELD, SOGI) and guidelines for Provider network participation to
meet diverse needs, including Member and Provider data overlays and directory flags to help connect Members to Providers

Provider Network

Management that meet cultural needs
Interpreter Provides for the provision of written, verbal, and in-person language services and prompt use of interpreter services and
Services supports Members with language or hearing needs

Culturally Responsive Staff and Providers

Staff Development. We will be deliberate in developing health equity education and leadership programs
available to all staff and creating the foundation and lens from which we operate. Our comprehensive training
program will help staff gain a deeper understanding of our Members and how to interact
with them in a culturally responsive manner. All staff will be required to participate in the
training and use lessons learned to inform discussions and address health equity in all
programming. Training will be offered in person, via teleconferences, and online webinars
and include topics such as:

¢ Racial Equity: Authentic Allyship, Cultivating Equity and Inclusion Playlist, Courageous
Conversations
e Unconscious Bias Training: An Introduction to Unconscious Bias, Unconscious Bias
Fundamentals, and Gender Identity and Transition Guide
e (Cultural Competence, Motivational Interviewing, Trauma-Informed Care, and Person-Centered Thinking
e LGBTQ+ Allyship: From Awareness to Action, Out and Proud: Approaching LGBTQ+ Issues in the
Workplace
We will create a local Diversity, Equity, and Inclusion (DEI) program that supports an equitable workplace.
Our Employee Inclusion Groups (EIGs) will support attracting, developing, and retaining the best talent at all
levels. EIGs are designed to be voluntary, employee-led groups that offer professional and leadership
development, contribute to community engagement initiatives, and support business innovation. Each group has
a unique focus, including persons with disabilities and their caregivers; veterans and their families; persons who
identify as lesbian, gay, bisexual, and transgender; women; and persons of color. EIGs have proven to be
successful ways to promote awareness, provide education, and support employee engagement and retention
across our health plans.

Provider Education. Our Provider training requirements include health equity, poverty and disability
sensitivity, and cultural competency training to create an understanding of cultural humility with specific
attention to the role of implicit and explicit bias in interpersonal interactions. This training is a requirement of
our Participating Provider Agreements. Initial education and training for Providers will be conducted no later
than 30 days before implementation of Appendix A, Draft Contract. We will complete initial education and
training to newly contracted Providers at least 30 calendar days before their start date. Our Community Health
Workers (CHWs) will partner with and educate Providers on how to use plain language communication and
simplify health information, so it is clear and easy for Members to act upon.

We recognize some Providers have historically served impoverished and marginalized communities and have
been economically impacted by low reimbursement rates, lack of access to value-based payments (VBP), and
high-intensity caseloads. To support them, we will develop programs to strengthen Providers from different
racial and ethnic minority groups, rural areas, and those serving more than 60% Medicaid patients in our most
disenfranchised communities. Support will include quality practice enrichment training and tools, innovative
contracting strategies, technical assistance to support readiness to move into VBP models, and access to
actionable data.

Network Cultural Competence. We will build and maintain a Provider network that is representative of our
membership. We understand the socioeconomic nuances that impact Member’s ability to access health care. We
will ensure accessibility, not just availability. We will use continuous network monitoring, formal recurring
cross-departmental assessments, and soliciting external input to expand network analyses beyond traditional
geographic mapping. This will ensures our network includes a broad representation of Providers that have
historically served Medicaid enrollees, are familiar with the unique characteristics, disability needs, and cultural
considerations of each covered population, and have the expertise to consistently deliver quality care through a
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health equity lens. To increase the percentage of Mississippi Providers that meet minimum Federal and State
disability access standards, our Provider Relations Specialists will conduct Accessibility Site Reviews. After the
review, PCP/PCMHs can apply for a grant to carry out their improvement plan which could include wheelchair
ramps and equipment such as accessible exam tables.
Health Equity Improvement Model
Our four-step, data-driven Health Equity Improvement Model, captured in Figure 5.2 below, brings cultural
sensitivity and awareness to the delivery of care to Members, their families, and our
communities. This model is inclusive of DOM’s vision to achieve racial and social
equity and our SDOH Strategy that focuses on eliminating disparities caused by social
barriers to care. We use this model to identify, assess, and address disparities using
integrated quantitative and qualitative data from multiple sources, including our Health
Equity Dashboard. Starting at enrollment, we will capture RELD (race, ethnicity,
language, and disability) and SOGI (sexual orientation and gender identity) data in our
° Reporting and Analytics Platform. We will conduct cross-sectional analyses and stratify
quality performance measures, utilization metrics, disease prevalence, and geographic data to identify
disparities and inform interventions that improve the health and well-being of Members and promote equity
across the State. We will overlay these analyses with additional data and demographics to identify where
variables such as poverty, geography, disability, and other SDOH factors contribute to health disparities. We
engage Members, trusted messengers, and community and Provider partners to identify barriers and design,
implement, and evaluate initiatives at the Member, Provider, and community levels.
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Identify Best Practices. Should an inequity be identified, we will partner with our CICs, Providers, and
community stakeholders to identify best practices and tailor solutions for the local community. This
improvement model aligns with our SDOH Strategy (as captured in 4.2.3.3), which is important due to the
direct impact of SDOH on health disparities. SDOH, such as poverty, unemployment, and lack of educational
achievement affect access to care and a community’s ability to engage in healthy behaviors. As such, we will
overlay our analyses with additional data and demographics to determine how these variables contribute to the
identified disparities. We will also use the model to predict adverse health outcome risks based on where
Members live by generating heat maps that identify social predictors correlated with poor health outcomes.
After identifying these geographic “hotspots,” we will use them to drive holistic population health goals and
reduce disparities. Through our CICs, we will hold community action meetings with Members, local Providers,
and CBOs to better identify barriers and collaboratively develop action plans to improve health outcomes based
on the data and dashboards described.

Design Initiatives. All the activities described above will inform our annual Health Equity Plan to track multi-
year goals for holistic approaches in identified priority areas. We will continuously use data to inform our
understanding of the impact of our work and to support rapid-cycle change processes that enhance our ability to
promote health equity. Our Health Equity Plan will incorporate the Office of Minority Health’s National CLAS
standards and outline activities, efforts, and recommendations to improve health equity in the communities we
serve. We will also incorporate information from publicly available reports including the Annual Mississippi
Health Disparities and Inequities Report Mississippi State Health Assessment, 2021-2026 Mississippi State
Department of Health State Health Assessment, the 2021 Mississippi Primary Care Needs Assessment, overall
health rankings from the Robert Wood Health Foundation, the 2021 Adult Hospitals Community Health Needs
Assessment conducted by the University of Mississippi Medical Center, 2019-2020 Children’s of Mississippi
Community Health Needs Assessment, America’s Health Rankings® Health Disparity Report, and hospital and
county community health needs assessments. The Health Equity Plan will be updated annually and include the
following activities:

e Reducing health disparities for racial and ethnic minority populations
Cultural responsiveness, including providing accessible and quality care for all Members
Quality improvement related to culturally and linguistically appropriate services
Collecting RELD and SOGI data, including aligning with the proposed equity-related NCQA data
requirements, such as race/ethnicity stratifications

e Providing language assistance and maximizing care for those with limited English proficiency
Our Health Equity Plan will be responsive to Mississippi needs and State priorities, shared across our staff and
delivery system to solicit feedback and promote alignment, and used to inform our annual Quality Management
Program and Work Plan and population health management goals.

Implement and Evaluate. We evaluate the effectiveness of health equity initiatives primarily through our
Health Equity Dashboard by measuring racial, geographic, gender, disability, or other disparities pre-and post-
intervention. We will also review Consumer Assessment of Health care Providers and Systems (CAHPS),
assessments, Grievances and Appeals data trends, Performance Improvement Projects, surveys, and qualitative
data. Qualitative data will include the experiences of our Members, Providers, and other community
stakeholders through feedback loops such as CICs and Advisory Committees. We will stratify quality
performance, utilization metrics, and disease prevalence by demographic and disparity data to ensure health
equity is addressed in all our population health programs, partnerships, and quality initiatives.

CONFIDENTIAL
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4.2.2.1.B Member Services Call Center
1. Describe the Offeror’s Member services call center operations, including:
We will maintain and staff a toll-free, dedicated Member Services Call Center in Mississippi to serve our
Members or any caller. Our Customer Service Representatives (CSRs) are supported by call center tools and
technology investments to ensure prompt service and accurate information.
We will maintain a 24-Hour Behavioral Health/Substance Use Disorder
(BH/SUD) line for access to clinical personnel acting within the scope of

. . . N
Driving First Call Resolution

By investing in call center
technology and staff training, an

their licensure to practice a BH/SUD-related profession, and a 24-Hour affiliate health plan’s call center
Nurse Advice (NAL) line to access clinical personnel who act within the P‘is“?d ;09201% first call resolution
rate in .

scope of their licensure to advise and triage Members. Our call center will be
reachable via one toll-free number separate and distinct from the Provider
Services Call Center and will operate Monday through Friday from 7:00 a.m. to 8:00 p.m. (Central Time Zone),
including the State holidays stipulated in Appendix A, Draft Contract. After hours, weekends, and on State-
declared holidays, our Interactive Voice Response (IVR) system will inform Members, in English and Spanish,
of the hours of operation, direct them to dial “911” if there is an emergency, help with languages other than
English, and offer to connect them with the 24-Hour BH/SUD line or the 24-Hour NAL.

A Gateway to Benefits and Services
Our objective for our Mississippi call center is to be a gateway for Members to access benefits, services, and
information they need to live healthier lives and self-advocate for their health, such as:

J

Connecting Members with PCPs
Scheduling PCP Appointments
Explaining Member Rights
Referrals for Emergency Member Issues

e (Care Management Referrals, including Self-Referrals

e Assisting With Grievances and Appeals

e Assisting With Fraud, Waste, and Abuse Referrals

e Scheduling Rides for Medical Visits
To achieve this objective, we will hire high-performing and compassionate CSRs who understand and respect
the diverse cultures of Mississippians. We will provide a rigorous training program and equip our CSRs with
tools and technology to drive operational performance, such as getting the right answers the first time Members
call, and delivering a memorable customer service experience so Members will want to call back for additional
assistance. An affiliate health plan that has taken this approach, which we will employ in Mississippi, posted
a 90% first call resolution rate in 2021. Our Mississippi call center operations will feature the following tools
and technology:

e Telephony Solution. Our Telephony Solution, along with our Call Manager Software, provides automatic
call distribution (ACD) across our Member call queues. Refer to section 4.2.2.1.B.2 below for further
information on ACD. Our Call Manager Software tracks and reports information processed through the
ACD, enabling seamless and efficient call answering, monitoring, and reporting capabilities. Further, we
will integrate omni-channel cloud call center technology within our Telephony Solution to provide an even
more seamless experience for our Members. For instance, this technology will offer greater flexibility
through enhanced IVR self-service, the option for text messaging and direct chat, an automatic call-back
option, and skills-based routing to our CSRs. Powered by machine learning, this advanced routing
functionality will ensure that Members will be served by CSRs who are experienced and ready to resolve
their issue or concern.

e Virtual Assistant. We will enhance communications to meet Members where they are by implementing
Virtual Assistant technology, which will provide human-like and natural communication and chat
capabilities. Through the Virtual Assistant, we will offer real-time assistance in both English and Spanish
for Members navigating our health plan website. For example, the Virtual Assistant will help Members
access services, sign up for their secure Member Portal account, and other self-service functions.

e Online Appointment Scheduling. Through our online appointment scheduling software, our CSRs and
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other Member-facing staff will be able to schedule Provider appointments from their desktops, laptops, or
mobile devices while engaged with Members, as well as issue text or e-mail appointment reminders. Staff
will be able to securely attach documentation to the appointment for specific care gaps (e.g., EPSDT/Well-
Child visits and preventive services), enabling providers to deliver services for all Member needs during the
office visit and gain incentive payments for closing care gaps.

e Customer Relationship Management (CRM). CSRs will document all calls in CRM for tracking,
workflow, and data management. Through its integration with our Management Information System (MIS),
CRM offers our CSRs a 360-degree view of our relationship with Members. CRM links to Real Time
Repositories (RTRs) which collect, store, and help to view data from other source systems in near real-time.
This connection ensures our CSRs have ready access to Members’ most up to date eligibility and
demographic information, Care Manager’s name, claims information, preferred language, incentive balance
information, care gaps and wellness alerts, and special needs or accommodations.

e Knowledge Management Tool. This tool is integrated with CRM to provide real-time access to
information for CSRs to quickly search for and deliver timely, accurate responses to Members’ needs. CSRs
can save and store information in “favorites” folders to retrieve relevant content during a live call without
requiring multiple logons to other systems.

e Computer Telephone Integration (CTI). CTI technology is integrated with our telephony system to
automatically match inbound calling numbers with Members’ records, such as call history, demographics,
and care gaps. This information will appear on the CSRs’ desktop screens enabling them to personalize the
customer service experience and achieve first call resolution.

a. Confirming that the location of the proposed operations will be within the State of Mississippi (provide a yes or no answer; do not include
address);

Yes.

b. Specific standards for rates of response (e.g., live answer, incomplete calls, speed of answer, average length of call) and measures to ensure
standards are met (the Division retains the right to approve all call center standards);

Specific Standards for Rates of Response

We will set our call center’s performance targets based on the standards listed in Section 5.1.6 in Appendix A,
Draft Contract. To ensure we meet or exceed these standards, we will draw from the experience of our affiliate
health plans’ successful performance under similar standards. Table 4.2.2.1.B.1.b demonstrates an affiliate’s
performance against the requirements in Section 5.1.6 as well as an additional NCQA performance measure. By
employing a similar training curriculum for our CSRs as our affiliates and the call center tools and technology
to support them, we are confident we will meet or exceed these requirements. In addition, since we will not
impose call duration limits on any caller contacting our Mississippi call center, we will not use average length
of call as a performance standard. Our response to 4.2.2.1.B.2 details our ACD’s capabilities and capacities to
answer all calls within one ring.

Table 4.2.2.1.B.1.b Affiliate’s Call Center Performance

Performance Standard
Average Speed of Answer was 18 seconds — exceeding SLA Average Speed of Answer of no more than 120 seconds (Section
requirement 5.1.6.1, Appendix A, Draft Contract)

Abandonment rate of no more than 4% (Section 5.1.6.3, Appendix A,

o B . .
Only 3.25% of calls were abandoned — exceeding SLA requirement Draft Contract)

85% of calls answered in fewer than 30 seconds (NCQA)

90.84% of calls answered in fewer than 30 seconds — exceeding SLA
requirement

Measures To Ensure Standards Are Met

To maintain our service level standards, we will use our Call Center Workforce Management Software to
support a responsive, scalable staffing model. Based on years of call data analyses from affiliate health plans
with similar populations, the software factors in call-type complexity, historical call duration, call patterns
including seasonal variation, market maturity, and eligibility categories specific to the State to determine
appropriate staffing, analyzing down to 30-minute increments when needed. This approach will result in
effective staffing levels by notifying us of rapidly changing situations in volume/call duration, which enables us
to dispatch Team Leads and other staff to back up CSRs if needed.
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To ensure call quality and accuracy, our full-time Quality Specialists will audit CSR interactions using our
Customer Service Evaluation audit tool integrated with our telephony system. The call monitoring software
records CSR phone calls and the CSR’s simultaneous use of desktop resources. Quality Specialists will monitor
no fewer than 3% of calls for compliance with customer care guidelines, and they will provide immediate
follow-up and coaching, as necessary. Monthly, CSR Supervisors will review audit results with each CSR. This
industry best practice, as cited by the Call Center Optimization Forum, compares individual performance to
goals in areas such as documentation, courtesy, and call quality. Our proposed approach to Quality Assurance
for our call center mirrors an affiliate health plan, whose monthly CSR call audit average is routinely above
96%.

We will use our call monitoring software and CSR performance report cards to maintain all call recordings for
at least six months, make them available to DOM within five business days of a request, and create and submit
quarterly audit reports for DOM per the requirements in Appendix A, Draft Contract. After each call, CSRs will
determine Members’ satisfaction with the call and document the responses in the CRM, including routing the
Member to the Grievance Department if requested.

c. Accommodations for non-English speaking, hearing impaired, and visually impaired callers, including what languages will be available;
Equipping a call center with highly trained CSRs and resources will ensure that callers speaking languages other
than English and callers with disabilities have equitable access to information and services in their own
language, through requested accommodations, or their preferred modes of communication. Our IVR system, for
example, will recognize pauses during a call and will automatically route the call to a CSR without the need for
verbal responses or keypad entries, a call center best practice feature. Members may immediately reach a
trained CSR by saying “agent.” In addition, CSRs will note Member language needs in CRM, enabling future
CSRs to promptly and appropriately assist Members in the future.

Non-English-Speaking Callers

Our IVR system will greet callers in English and Spanish and offers self-service options, such as verifying
eligibility, in Spanish. For non-English speaking callers, our call center and 24-Hour NAL will offer, at no cost
to Members, real-time phone and video interpreters through our language services partner with expertise in
medical interpreting in over 200 languages and meets CMS, HIPAA, and ACA regulatory requirements. Upon
request, CSRs will arrange for interpretation services for in-person medical appointments.

Callers who are Deaf or Hard of Hearing

We will prominently display the Mississippi Relay phone numbers on the Member ID Card, Member
Handbook, our public website, and other Member materials. We will prepare our CSRs to properly handle relay
calls, such as addressing the caller and not the interpreter, pausing periodically for a response before continuing
to speak, and other call etiquette protocols. We will provide auxiliary aids upon request and at no cost,
including but not limited to Teletypewriter, Telecommunications Device for the Deaf, Video Phones, or
American Sign Language interpretation methods for the hearing impaired. Trained professionals will 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.

Callers who are Blind or Have Low Vision

CSRs will be available to read and explain Member materials by phone. In addition, our Community Health
Workers (CHWs) will provide in-person assistance as needed or requested. We will offer printed materials in
other formats upon request, such as Braille, large print (18-point font or larger), audio, accessible electronic
formats, and other formats. We will make wellness, disease prevention, and essential administrative information
available by podcast or audio playback on our health plan website, which adheres to Federal Section 508
standards and Web Accessibility Initiative guidelines for people with disabilities.

d. The process to ensure that Member calls pertaining to immediate medical needs are properly handled;
If our Members contact the call center with immediate medical needs, we will have processes and trained staff
to assist them in the moment as well as identify additional supports for their longer-term needs.

IVR Call Handling Processes
Our IVR system will greet Members and direct them to dial “911” in an emergency. The IVR will then offer to
connect Members with the 24-Hour NAL. During business hours, the IVR will provide Members with the
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option of speaking live with a CSR.

Nurse Advice Line (NAL). For Members who connect with the NAL, trained, on-call nurses will assess and
triage Members’ immediate needs using nationally recognized and annually reviewed algorithms to determine
the best level of care based on presenting symptoms. If a Member’s condition appears emergent, NAL nurses
warm transfer the Member to 911. Alternately, when the medical condition does not warrant emergency care
per the protocols, the nurse will advise the member to seek urgent care, immediately contact the PCP, or
schedule an appointment with the PCP the next business day.

CSR Call Handling Processes
We will provide the training, tools, and resources, such as DOM approved call center scripts, to help CSRs
make appropriate decisions when assisting Members with immediate medical needs, for example:

e Medical emergency. CSRs will dial “911” with the Member on the line if they believe the Member’s
immediate medical needs constitute a medical emergency based on the prudent layperson standard. They
will assist with explaining the emergency and engage a Care Management (CM) nurse.

e Immediate medical needs. If CSRs determine that Members’ medical needs require immediate medical
attention, they will warm transfer to a CM nurse, who will assess and triage Members’ medical needs as
described above in 24-Hour NAL.

e Non-immediate medical needs. If CSRs determine that Members’ immediate medical needs do not require
immediate medical attention, they will assist Members with finding Providers, explaining covered benefits,
scheduling appointments, and other services aligned with the Members’ needs. CSRs will warm transfer to a
CM nurse if at any point during the call the Member indicates a medical need.

e. Training program for call center employees including cultural competency and Care Management;

A locally hired, locally based call center trainer will design a training program to prepare CSRs to respectfully

serve Mississippians of all backgrounds and abilities in a culturally responsive manner. Our training program

begins with an initial onboarding period followed by quarterly trainings. The program emphasizes operational
proficiency, such as first call resolution, while providing CSRs with the training and tools to deliver concierge-
quality customer service, as we describe below.

Overview of the Training Program

Our training program will begin with two weeks of interactive training using classroom instruction, role-
playing, hands-on demonstrations, and interactive online modules focused on key knowledge and skills areas,
such as:

e Knowledge of the MSCAN and CHIP programs, such as the transportation benefit for MSCAN Members
and required copays for CHIP Members
e Skills-based training for appropriate decision-making in warm transferring Members to a Care Manager
or the 24/7 BH/SUD or NAL lines
e Learning to engage Members in a culturally competent manner, and, through our Unconscious Bias
training, remaining aware of implicit bias and its impact on health equity
Before advancing to servicing Member calls, CSRs must pass a written competency exam. CSRs will initially
listen in on Member calls, progressing to Supervisor assisted calls, and, by building their knowledge base and
skills, will begin to service calls unassisted. During the first 90 days after the initial training period, trainers will
monitor for competency, accuracy, consistency, and appropriate use of all documentation and desktop tools.
CSRs must maintain a 90% score in call quality performance. If their scores dip below this standard, Quality
Specialists and trainers will provide refreshers and remedial training as needed to help CSRs reach and maintain
the standard.

Overview of the Training Topics
The training program will be organized into broad topics consisting of knowledge acquisition and skills
training. Below are samples, though not all, of the CSR training program topics:

e Fundamentals. Such as customer service tools, including active listening and use of the language
services line; conflict resolution; review of internal departments and warm transfers, including
interfacing with Care Management staff; arranging interpretation and communication support services;
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ethics and confidentiality of Member information, including HIPAA; claims and prior authorizations;
web tools and mobile apps; emergency management protocols; and other topics

e Program information. Including differences between MSCAN and CHIP benefits and services;
appropriate service utilization; review of benefits, including self-direction; Member materials and
education; functions of Care Management and other clinical programs and how Members can self-refer;
Member Rights and Responsibilities; reporting Fraud, Waste, and Abuse; and other topics.

e Job Functions. Warm transfer protocols and escalating urgent or emergent medical or BH crisis calls;
functions of the NAL and BH/SUD lines; helping Members select PCPs; how to explain the prior
authorization process; impacts of health literacy on health inequities and CSRs’ role in helping Members
understand how to access care and practice self-care; using DOM approved interactive scripts during
Member calls; and how to document a caller’s satisfaction at call conclusion.

e Cultural Competency. Upon hire and annually, we will require all CSRs to complete training based on
the Enhanced National Standards for Culturally and Linguistically Appropriate Services in Health Care
(CLAS Standards). We will require disability sensitivity training, including the use of People-First
Language, Americans with Disabilities Act, misconceptions about persons with physical and behavioral
disabilities and those receiving government-sponsored health care, and how to accommodate specific
communication needs. In addition, we will provide Unconscious Bias and health equity training.
Annually, we will host trainings provided by Mississippi disability advocacy groups to provide staff with
locally-focused disability sensitivity training.

e Care Management (CM) Training. Our call center training will include an in-depth review of all CM
programs and functions including how Members can access and self-refer for CM services, such as our
Maternal and Child Health or Diabetes Management Programs, and how Providers can refer Members for
those services using CM referrals forms located on the Provider Portal.

e SDOH Mini-Screen Training. We will train CSRs to conduct SDOH Mini-Screens to identify Members
with barriers and to search our Community Resource Support Database to provide access to community
support services. For more complex SDOH, CSRs will refer Members to our CM staff to remove these
barriers.

Continuous CSR Training

We will provide ongoing program training using our Call Center Learning Software. The software will deliver
high-frequency, high-impact training reinforcement directly to our CSRs. The software enables us to effectively
provide training to our CSRs monthly, quarterly, or ad hoc basis and deliver “Late Breaking News” topics
regarding Medicaid changes and requirements, State Health Plan Amendments, Administrative Filings,
COVID-19 pandemic updates, and other topics. Ad hoc topics can be delivered in a ticker-tape format running
at the bottom of our CSRs’ screens, which they can click to learn more and ensure their understanding. In
addition, the software facilitates maintaining logs of staff completing the trainings, topics covered, and the
results of any post-course assessments for submission to DOM quarterly as required by Appendix A, Draft
Contract.

f. How the Offeror will address service interruption through fail-over to an alternative site, redundant connectivity, and/or other options to mitigate
downtime;

We will employ Continuity of Operations and Disaster Recovery (DR) planning best practices to anticipate and
respond to service interruptions caused by disasters and emergency conditions on time. Our hardware, software,

and processes are engineered to ensure high availability of all our e . . )
.. . . . . Continuity of Operations in Action
applications, especially those supporting our call center operations. With —

. . . . . Due to our robust continuity and DR
our centralized, enterprise-wide business continuity (BC) management Plans, our affiliate health plans
organi;ation, we will maintaip ?.nd oversee fully tested conFinuity of maintained normal operating service
operations and DR plans outlining our approach to responding to call levels before and during the COVID-19
center service interruptions. Our Compliance Officer will be responsible pandemic, at no point dropping any
for providing our plan to DOM for approval 60 days before the Operations | calls even as our CSRs transitioned to

work from home status.

Start Date. \_ J

Mitigating Downtime
To mitigate service interruptions, call center downtime, and avoid data loss, we will operate two geographically
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separate enterprise data centers where all our call center data will be housed. A fully redundant wide area
network will connect these data centers. We will expand to three data centers for enhanced continuity and
service resiliency for our operations in Mississippi. As data is created in our production environments, it will be
immediately replicated in the associated recovery data center. In an event requiring a failover from the primary
to the alternate site, such as a power failure or outage, we will leverage this backup replicated data and
infrastructure located in the alternate site to ensure our telephony systems can operate for a minimum of eight
hours at full capacity with no interruption of data collection. Our Compliance Officer will be responsible for
notifying DOM immediately when our phone systems are on an alternative power source or are inoperative.
This architecture provides our critical voice networking operations the necessary resilience and service stability
to quickly resume essential functions within established recovery time objectives.

Call Center Fail-Over Capability

In the event of service disruption or disaster, all business functions that rely on our telecommunications system
have top priority — specifically our call centers. Like our affiliate health plans nationwide, our Mississippi call
center will be engineered with several layers of redundancy, allowing for immediate, automated rerouting of
inbound calls to our out-of-state Regional Service Center or other affiliates. This will ensure our Mississippi
Members do not experience a disruption in service or access to care. Our Regional Service Center staff will
have access to the Mississippi knowledge base, including DOM’s approved scripts, guaranteeing equally high-
quality service levels and consistently accurate information to callers as our Mississippi-based CSRs. Should
we have a system outage and cannot access information during Member calls, we will document call
information manually, enter the information into the system when it becomes available, and follow up with each
Member to ensure call resolution to their satisfaction.

g. For behavioral health/substance use disorder, how the Offeror will provide crisis intervention and other telephone access twenty-four (24) hours
per day, seven (7) days per week;

Through our toll-free BH/SUD line we will provide crisis intervention 24 hours a day, 7 days a week, and 365
days a year to connect Members to the most appropriate level of care based on the presenting situation. BH
clinical personnel will assess, triage, and address Members’ immediate needs for safe and timely disposition of
BH/SUD emergencies and identify longer-term supports. Calls to the BH/SUD line will always receive a live
answer due to the number of redundancies in place, including overflow staff and additional BH clinical
personnel during periods of high call volume.

Since CSRs may be the initial touchpoint for Members in crisis who reach the call center, we will train CSRs on
BH crisis procedures and provide tools and resources to strengthen their skills in recognizing crisis calls and
handling decisions. For example, CSRs will identify BH crises, such as Members using specific words and
phrases suggesting potential harm to self or others and their tone of voice and other indicators of severe
emotional distress. CSRs will warm transfer callers to our internal BH Crisis Team and stay with the Member
until the clinician joins the call. The BH clinician will assess, triage, and address the Members’ immediate
needs, such as calling emergency services to dispatch an ambulance to the Member’s location, directing the
Member to the ED, or other BH supports consistent with Members’ needs.

4.2.2.1.B Member Services Call Center
2. Describe the Offeror's proposed automatic call distribution (ACD) system and its capabilities and capacities.

Automatic Call Distribution (ACD) System
Our Telephony Solution will provide Automatic Call Distribution (ACD) across our Member call queues.
Integrated with our Telephony Solution, our Call Manager Software will track

and report information processed through the ACD, enabling seamless and Post-Call Survey Results
efficient call answering, monitoring, and reporting capabilities. Our An affiliate health plan’s 2021
telecommunications network is engineered with several layers of redundancy, vanézefefﬁuws ‘fgjﬁ;’zgﬁau
allowing for immediate, automated rerouting of inbound calls in an enterprise © 99.2% of callers felt they
ACD to our Regional Service Center or other affiliates if the local Mississippi were treated with courtesy
Call Center is receiving extremely high call volume or needs to close for an and respect

. . . 95.6% of call id
emergency. Staff at these locations will be trained and able to take on our ;fﬁliate"v(v)a::blfi; ?25(332

responsibilities instantly to handle call center operations — allowing Members to their need during the call

have continuously available call services. Further, we will integrate technology

within our Telephony Solution to allow for skills-based routing to our Customer Service Representatives
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(CSRs). Powered by machine learning, this advanced routing functionality will ensure that Members will
interact with CSRs who are ready to resolve the Member's particular issue or concern.

Our ACD system will allow us to respond promptly to Member calls, within one ring and with an average hold
time before speaking to a live representative, never exceeding two minutes. After normal business hours, our
call routing system will prompt the Member to leave a voice mail message or connect with the Nurse Advice
Line or Behavioral Health/Substance Use Disorder (BH/SUD) crisis line representative. If the Member chooses
to speak to a representative, our ACD will connect them. Should Members choose to leave a message, our
automated answering system has adequate capacity to receive all messages, with CSRs returning these calls no
later than the following business day. We will also provide Members with automatic callback functionality. The
system will provide instructions on what to do in case of emergency, and information about how to report fraud,
waste, and abuse.

Interactive Voice Response (IVR)

Our Customer Relationship Management (CRM) System will be integrated with our Telephony Solution for
Interactive Voice Response (IVR) support, allowing self-service options and live-person assistance for
Members. Upon receiving a call, our IVR will greet callers and offer push-button and voice-activated prompts
in English and Spanish or ask the Member if they require assistance in a language other than English. Members
may use these prompts to be routed to other areas such as Care management or engage in self-service features
such as selecting their Primary Care Provider (PCP) assignment or replacing an ID card. After being asked
about the need for language assistance, the IVR will ask if the Member is experiencing an urgent behavioral
health crisis and offer to route them directly to our BH/SUD crisis line if needed. Callers will be advised that we
use Call Monitoring Software to monitor and record calls for quality assurance purposes. This software will
enable us to record and aggregate all audio calls to produce reports as required in the MSCAN and CHIP
Reporting Manuals and as requested by DOM. In addition to call recording, our system will have the capability
for phonetics-based speech analytics, which will detect keywords and phrases, as well as silence. Our
Telephony Solution will produce historical reports so management staff can analyze trends that allow us to
maintain service levels.

The IVR will enable Members to self-identify by entering their Medicaid ID and DOB, or the last four digits of
their social security number. Through self-authentication of two HIPAA validation points within the IVR, our
CSRs will use this information made available via Computer Telephone Integration (CTI) technology and
CRM. CTI will automatically share the two pieces of HIPAA information with the agent and check it against
what is stored in CRM to verify the caller's identity. The IVR automatic caller authentication means callers will
not have to perform additional HIPAA validation steps once they speak to a CSR, allowing agents to begin the
service discussion and meet the caller's needs faster.

4.2.2.1.C Member Handbook
1. Describe how the Offeror’s Member Handbook will inform Members about the process for accessing physical and behavioral health/substance use
disorder services.

Our separate Member Handbooks, one for MSCAN Members and one for CHIP Members, will conform with
all requirements outlined in Section 5.4 of Appendix A, Draft Contract, including being written at the third-
grade reading level and available in other languages upon request. The handbooks will promote the importance
of accessing the right care at the right time and encourage Members and their parents/guardians to take charge
of their overall health care. The handbooks will include reference charts of all Covered Services for each
population with categories including but not limited to physical health (PH), behavioral health/substance use
disorder (BH/SUD) services, vision, dental, hearing, family planning, transportation (MSCAN only), and lists
any limitations, exclusions or prior authorizations required. The handbooks will outline the steps for Primary
Care Provider (PCP) selection and obtaining personal assistance, if necessary, from our CSRs to complete the
steps. We will explain the PCP and Patient Centered Medical Home’s (PCMH) role, responsibilities, and list
appropriate appointment scheduling standards. The handbooks will highlight EPSDT/Well-Child periodicity
tables and encourage families to obtain these important services for their children.

Emergency Services
Our Member Handbook will explain how to access emergency care and will provide examples to help Members
distinguish between non-emergent situations, such as colds, diaper rash, and needing medication, and emergent
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situations such as heart attack symptoms and trouble breathing. We inform Members that seeking emergency
care does not require prior authorization and explain the function of post-stabilization services and emergency
transportation. Our handbook will include information about contacting the 24-Hour NAL and how to find the
phone number on their ID cards.

PCP/PCMH Services

The handbooks will inform Members about the importance of PCP visits, establishing a medical home, and how
to access benefits and services through the PCP, such as preventive services to detect emerging health issues.
To promote early PCP visits and establish relationships, the handbooks include a special call-out encouraging
Members to make appointments with PCPs within 90 days of enrolling with our health plan.

Other sections will reinforce to Members the important role of their PCP in all ongoing care, such as when prior
authorizations or urgent care services are needed as well as a PCP’s responsibilities, including:

e Timely access to medically necessary services

e Following up with other Providers serving Members to avoid care gaps and ensure integrated care

e Updating Members’ medical records, including care received from specialists

e Being available to Members 24/7

e Educating Members about advanced directives and how PCPs can file advanced directives in Members’

medical records

Behavioral Health (BH) as an Integrated Covered Service
The handbooks will include a stand-alone section on BH with information about obtaining services, not needing
a PCP referral, and how we will help manage their care by integrating BH services with support groups,
integrated Care management, and other Provider specialties to ensure an integrated, holistic approach to
Member care. We will provide examples of feelings of emotional distress that may require care, such as:

e (Can’t cope with daily life

e Feels very sad, stressed, or worried

e Isnot sleeping or eating well

e Wants to hurt themselves or others or has thoughts about hurting themselves

e Is troubled by strange thoughts (such as hearing voices)

e Is having problems at home or school
These examples will assist Members with recognizing symptoms requiring intervention and who to call for
appointments. We will provide a BH checklist of symptoms to parents/guardians to help them know when to
seek BH services for children without delay. We will inform Members to contact their PCPs who will help them
determine the level of services needed to address the symptoms, and, as BH will be integrated into Members’
total care, treat Members within the context of their overall health. We will remind Members that BH services
do not require a referral and that they can access BH crisis services 24/7 by calling our toll-free number.

SUD Services

The benefits grids in the handbooks will inform MSCAN and CHIP Members that SUD services such as
inpatient and outpatient care are covered benefits. We will include preventive guidelines as well as information
about annual screenings for alcohol and substance use, and the following information:

e Covered SUD services such as detoxification treatment, multi-systemic family support, and crisis
intervention

e Education and community resource information about Member rights and responsibilities when seeking
treatment for substance use and mental health, emphasizing Members’ rights to be treated with respect,
dignity, and cultural sensitivity

e Education about the importance of obtaining preventive services for conditions that may arise from
substance use, such as dental and vision services

e Education about supportive services such as Alcoholics Anonymous, Al-Anon (support for
family/friends of alcoholics), and Narcotics Anonymous offered in the community

e Education about obtaining substance use treatment in other settings such as urgent care and accessing
care within hospital settings.

54



Technical Qualification: 4.2.2.1, Member Services and Benefits

COVID-19 Education

Leveraging the experience our affiliate health plans accrued over the past two years with educating Members
about COVID-19, we will include a section in the handbooks that will include the following topics:
Overcoming vaccine hesitancy and the importance of COVID-19 vaccinations and boosters

e Information about COVID-19 testing sites

e Obtaining face masks and other PPEs

e Contacting the PCP regarding positive results

e How to access care during a public health emergency, such as via telehealth

e Where to obtain support during a public health emergency for SDOH impacts, such as housing and food
2. Describe how the Offeror’s Member Handbook will inform Members about the Offeror’s Care Management System.
Our separate Member Handbooks, one for MSCAN Members and one for CHIP Members, will conform with
all requirements set forth in Section 5.4 of Appendix A, Draft Contract. Each handbook will feature a
prominently placed, stand-alone Care Management (CM) section providing information about the functions of
CM and how to access CM services. This section will explain what CM is and that CM may be helpful for
Members with special needs or with disabilities. Members will learn that Care Managers can support them with
their health by providing services such as arranging for home health, ordering medical supplies, and
coordinating appointments with Providers. Members will see a listing of CM programs that they may access,
such as:

e Maternal Health Program e Sickle Cell e Behavioral Health

e Asthma e Foster Care e Substance Use Disorders
e Diabetes e Weight Management e Autism

e HIV/AIDS e (Cancer e Organ Transplant

This handbook section will further inform Members that our Care Managers will coordinate care with Social
Services Specialists if Members are experiencing barriers to care due to SDOH needs. Finally, this section will
inform Members to contact Member Services at our toll-free number and ask to speak with a Care Manager if
they want to learn more about CM services or wish to self-refer.

4.2.2.1.D Website and Mobile Application
1. Describe how the Offeror will ensure that Members are well-informed about the existence and functions of its Member Web Portal and Mobile
Application.

Our goal is to ensure Members are well-equipped with the information, tools, and resources they need, in the
manner they prefer, to appropriately access services and promote wellness. Members can receive incentives for
engaging in activities on the Member Portal and Mobile Application, such as
completing a Health Risk Screening (HRS).

Easy-to-Use Member Portal
] ] ) ) In 2021, 9 out of 10 Members in
Informing Members About the Web Portal and Mobile Application an affiliate market found our

We have numerous points of education where Members can learn about the Member Portal easy to use.
Member Portal and Mobile Application and their corresponding capabilities including:

e New Member Welcome. Within 30 days of being assigned to our health plan we will welcome Members
with a New Member Welcome Call and E-mail (where available) during which we will educate Members
about resources and functions available on the public website, Member Portal, and Mobile Application.
We will also conduct an in-person visit for all new Members within the first 90 days.

e New Member Welcome Packet. In addition to the Welcome Call, we will send all new Members a New
Member Welcome Packet. Our packet will include technology FAQ Flyers with easy-to-follow tutorials
about how to access, and the functions of our technologies, including the Member Portal and Mobile
Application. We will also provide Quick Response (QR) codes to lead members directly to a variety of
technology resources (both written and audio) on our website.

e Customer Service Interactions. Our Customer Services Representatives will be trained to speak to
Members about the public website and Member Portal during every call and walk Members through any
questions they may have, such as how to earn member incentives and access their rewards or how to
download the Mobile Application and create a Portal account.

e Video Library. To ensure information is accessible for Members of all literacy levels, we will populate a
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video library with various webinars regarding frequently asked questions, including how to create a
Portal account and how to download the Mobile Application.

e In person events. We prioritize meeting Members where they are in the community and one-on-one
settings. Our staff will take advantage of these in person interactions to educate Members about
technology, such as the Member Portal. We will utilize our Member Advisory Committee meetings to
bring Members together to identify any barriers to learning about our technology offerings.

e On-Demand Support. We are enhancing communications to meet Members where they are by
implementing a Virtual Assistant on the public website with intelligent and natural communication
capabilities. Through the Virtual Assistant, we will offer real-time help for Members navigating the
public website. The Virtual Assistant can help Members sign up for their secure Member Portal account,
find and change their PCP, and other self-service functions.

2. Describe any functions beyond those required in Appendix A, Draft Contract, that the Offeror will make available to Members through its website
and Mobile Application (if any).

Complementary to our high-touch approach, we will offer Members a variety of resources through the public
website, secure web portals, and Mobile Application. Based on our experience in affiliate markets, we know
that we can meet or exceed requirements stated in Appendix A, Draft Contract Section 5.8.3 and 5.8.3.1. We
design our mobile-optimized public website, secure web portals, and Mobile Application for seamless
integration of accessible content with navigation attuned to and authorized for specific user types: Members and
caregivers, Providers, and DOM. Our secure web portals and Mobile Application are integrated with the
enterprise data warehouse so that information is updated at least every 24 hours and is coming from and going
to one source. Our website and portals adhere to Federal Section 508 standards and Web Accessibility Initiative
guidelines for people with disabilities. We will prioritize the creation of channels to receive Member insights
about our web and mobile offerings in support of continuous improvement and innovation. Our website and
portals will be monitored and tested monthly to ensure a quality Member experience.

Public Website Functionality
e Video Library. As stated in response to 4.2.2.1.D.1 of the RFQ, we will provide information in
accessible formats for those of all literacy levels by offering a video library where Members can learn
about FAQs such as how to complete the HRS on the Member Portal and when it is appropriate the visit
the ED versus a PCP.
e Virtual Assistant. We will implement a virtual assistant to support Members on-demand with real-time
assistance navigating the public website as detailed above in 4.2.2.1.D.1.
Member Mobile Application Functionality
Our Member Mobile Application will be available through Google Play and the Apple App Store. We will
provide additional capabilities on our Member Portal that include:

e Digital Identification (ID) Card. Members will be able to download their ID card to their mobile wallet
for use in addition to having a self-service print option.

e Geographic Provider and Facility Searches. Within our online Provider Directory, geographic
searches will enable Members to locate Providers, including facilities such as urgent care centers and
hospitals nearest to them.

e Member Incentives. Members can view their current incentives and identify opportunities to earn
additional incentive dollars, such as completing the HRS.

e Pregnancy Program. We will link to our award-winning Maternal and Child Health Program where
Members can access pregnancy resources, including podcasts and a countdown to delivery tracker.

Member Portal Functionality

For those who do not use Mobile Applications, our Member Portal is mobile-optimized and can be accessed on
a smartphone through web browsers such as Chrome and Safari. All features of the Member Mobile Application
are available on the Member Portal. Additional features of the Member Portal include:

e G&A Submission. In addition to finding details about the Grievance and Appeals process, Members will
be able to submit Grievances and Appeals through the Portal.

e Contact Information. Members will be able to quickly identify their PCP’s contact information, the
BH/SUD Crisis Line, as well as with the 24-Hour Nurse Advice Line for immediate assistance.
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4.2.2.1.E Member Education and Communication
1. Describe what methods the Offeror will use to inform Members of the functions of the Member services call center and encourage use.

Table 4.2.2.1.E.1 provides the numerous methods we will use to inform Members about the call center and
encourage use:
Table 4.2.2.1.E.1: Methods To Inform Members About The Call Center And Encourage Use

Methods Examples

®  New Member materials mailed within 14 days of enrollment will include our toll-free Member Services call center number
prominently appearing on the Member ID card, the Welcome Letter, and the Member Handbook. We will inform Members
to call the toll-free number to request a new Member ID, make an appointment with a PCP, find an urgent care center, speak
to a registered nurse or Care Manager about health-related or SDOH needs, and other functions CSRs can assist with.

Member
Materials : . . o . .
Mailed appointment reminders will inform Members to contact the call center to schedule Provider visits

Educational mailings about our Maternity Program, for example, will request that pregnant Members contact our call center
to arrange for covered benefits and services

®  New Member Welcome calls will be placed within 30 days of enrollment and will inform Members to call the toll-free
number for assistance with PCP selection, completing the Health Risk Screening, language needs, and other functions

®  Annual screenings appointment reminders will be conducted 30 to 45 days before screenings are due will inform Members

. to contact the call center for assistance with appointment scheduling
Telephonic

Outreach ® Inbound calls from Members will enable us to inform about the call center’s scope of functions. In our affiliate health plans,
Members develop rapport with specific CSRs and will request them by name for assistance when they contact the call center.

®  We will furnish smartphones to Members in Care Management who do not qualify for SafeLink with unlimited talk/text to
provide Members with access to the call center or direct dial to their Care Manager. We will program the phone with one-
touch dialing into our SDOH Help Line for assistance with SDOH barriers to care.

®  Home visits by CHWs will support Members with disabilities or chronic conditions via 3-way calling with the call center to
educate Members on how to request support and learn to self-advocate

® New Member Welcome Visits during the first 90 days of enrollment will provide another opportunity to help Members locate
important health plan numbers, like the call center

In-Person | o Member Education workshop materials will prominently display the toll-free call center number informing Members about

the scope of functions they can access, such as scheduling a ride for an office visit (MSCAN Members)

®  Community Events, such as Back to School events and health fairs will include resource tables with educational materials
informing Members to contact the call center for information about immunization schedules, including COVID-19 vaccine
information, and other assistance

e  The public website, Member Portal, Mobile Application, and Facebook page will display our toll-free number. CSRs will
assist Members with navigating the various digital platforms including showing Members how to reset a password.

Digital ¢ New Member Welcome texts will be sent to our Members for a digital onboarding experience to our CCO. The texts will

include hyperlinks to a New Member Welcome landing page which will include the toll-free call center number for Members

who wish to transition to live assistance from a CSR.

2. Describe what methods the Offeror will use to inform Member of the functions of Care Management (including the ability to self-refer) and

encourage use.

The goal of our person-centered, CM program is to help Members achieve the highest possible levels of

wellness and quality of life. We accomplish this through a broad array of CM functions and services. To bring

these functions within reach of Members who need or can benefit from CM, we will employ numerous methods

to inform Members about the functions of CM presented in Table 4.2.2.1.E.2 below.

Table 4.2.2.1.E.2: Methods to Inform Members About Care Management and Encourage Use
Methods Examples

Member °

Materials The Member Handbook, provided to all new Members upon enrollment and available on our Member Portal, informs

Members about the availability of CM services and functions and how to self-refer by contacting a Care Manager at our toll-
free call center number. The handbook, and all Member materials, will be at the 3™ grade reading level and available in any
requested language and format.

® Educational mailings will be sent to medium to high-risk Members to inform them about the functions of Care
Management, including CM programs aligned with their needs, such as the Maternal Health Program or BH/SUD programs,
and how to contact a Care Manager to learn more and enroll.

®  Quarterly Member Newsletters will provide information about health promotion and disease prevention including how to
contact a Care Manager to enroll in CM, if appropriate.
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Telephonic | o

Outreach New Member Welcome calls within 30 days of enrollment encourage Members to complete the HRS, inform the Member of

how to access services and benefits, including CM services, and how to contact the CM Team if they have concerns about
their health

® Inbound calls from Members self-referring for support for their health conditions will be connected to the CM Team for an
assessment, education about the functions of CM, and possible enrollment in the program. Members will be able to bypass
the call center and contact Care Managers directly.

® Expanded phone access program with unlimited talk/text provide Members in CM who do not qualify for Safelink to give
prompt access to their Care Managers, Providers, and our SDOH Help Line for assistance with SDOH barriers to care.

In-Person | o New Member Welcome Visits during the first 90 days of enrollment will provide an opportunity to teach Members about

CM programs offered by the health plan

®  Home visits by regionally-based culturally adept Care Managers to Members with high HRS/CHA scores, recent hospital
admissions, ER visits, and/or other indications of a change in condition to determine if they need CM services; if the Member
is in CM, we will determine if a re-assessment is necessary or if their care plan needs updating.

®  Member Education workshops will include topics about specific conditions (identified by DOM) and provide information
about the functions of CM to support Members with these conditions and how to self-refer by contacting a Care Manager at
our toll-free number

Digital e The public website, Member Portal, and Mobile Application inform Members how to obtain information about Care
Management.

Providers ®  Providers will educate Members about the functions of CM and will use CM referral forms located on our Provider Portal to

easily refer Members

Community | o
Partners

3. Describe how the Offeror will develop and maintain a comprehensive, evidence-based health education program for Members, including:
a. An overview of the program, including accountabilities and proposed activities;

We will comply with the requirements in Section 5.2 of Appendix A, Draft Contract, and will maintain annual
health education and prevention work plans for MSCAN and CHIP Members. We will submit these work plans,
with quarterly updates, to DOM for approval to be reviewed and approved within 30 calendar days. All staff
will be responsible for providing health education to Members at every touchpoint. Our Vice President of
Population Health and Clinical Operations (VP PHCO) will ultimately be responsible for the development and
implementation of our comprehensive, evidence-based health education program. The Chief Medical Director
(CMD) will maintain clinical oversight for all related Member education activities, and the Quality
Management (QM) team will monitor outcomes. In partnership with the VP PHCO, our Director of Health
Equity will oversee the development and implementation of health literacy activities.

Our Health Education and Health Literacy Plan

To drive measurable, sustainable progress in improving Members’ health, we will develop a Health Education
and Literacy Plan aimed at strengthening Members’ understanding of their health and health care. Evidence
shows low health literacy may be a primary barrier to accessing care and a primary driver of health disparities.
Beyond ensuring all materials are at a 3™ grade reading level, we will create health literacy initiatives to make
health education more accessible. Our plan includes:

We will collaborate with trusted messengers to assist us with informing Members about CM services.

e Engaging a Mississippi firm to conduct a health literacy review of Member education materials using
evidence-based health literacy principles and recommend how to align our materials and health education
messages with the target populations.

e Engaging CBOs to provide health literacy training for Member-facing staff customized to local
communities.

e Designating a Health Literacy Advocate to champion health literacy within our CCO by conducting
trainings, advising on material development, and leading activities during Health Literacy Month in
October.

e Leveraging our Employee Inclusion Groups (EIGs) which are formed around common affinities or
personal identities, such as African American, Asian, Hispanic, LGBTQ+, Persons with Disabilities, and
other groups. They will support our health literacy focus by providing insights gained from shared
experiences to effectively engage our Members.

e Soliciting input about health literacy initiatives from our Member Advisory Committee and Community
Impact Councils. Members from one of our affiliate health plan’s Advisory Committees formulated a set

of guiding principles to help us be more effective in engaging and educating Members, presented in
Table 4.2.2.1.E.3.a.1 below.
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Table 4.2.2.1.E.3.a.1 Member Education and Health Literacy

Objectives Guiding Principles

Develop culturally accessible materials | Language and images will reflect Mississippi Members' communities and cultures

Ensure an appropriate perspective Perspective will be person-to-person as if we were having a conversation with an MSCAN/CHIP
Member

Include feasible calls to action What we will ask Members to do will be realistic and attainable

Ensure a respectful tone While meeting reading level requirements, we will avoid sounding condescending

Include Member point-of-view Include Care Managers as they have deep insights into communicating effectively with Members and
can help convey our Members’ point-of-view

Ensure the Member’s voice is heard Members will participate in the Health Literacy Committee to advise us on our approach and strategies

Overview of Proposed Member Health Education Activities

To help build communities of Mississippians that understand, value, and prioritize their health, we will help
Members understand how to navigate the health care system so they can access benefits and services to
prevent the onset of illness as well as to learn to practice self-care. We will use an innovative Multi-Cultural
Toolkit to engage Black and Hispanic Members whose understanding of accessing care, such as ED visits for
low acuity needs, may be influenced by faith and community-related health beliefs. Our culturally aware
approach will honor Members’ beliefs while educating them on more appropriate settings for care, such as
urgent care centers or PCP office visits. We will organize health education topics across three broad categories:

e Navigating Managed Care, which promotes health literacy at the systems level to help Members learn
to access benefits and services and self-advocate for their health and the health of their families. Topics
will include, but not be limited to the role of PCPs and how to select PCPs, self-referring to CM, the prior
authorization process, Grievances and Appeals, Member rights and responsibilities, requesting
interpreters, and translated materials, and how to access SDOH support.

e Preventive Care, will educate Members about the importance of (Ask Me 3 Technique \
regular PCP visits to maintain their health, the health of their We will offer an innovative, evidence-based
families, and prevent the onset of disease. Topics will include, aplziroatch 3‘? StrefflithentMemberst’h ,

.. . - understanding of how to engage their
but not .be 1.1m1ted to annugl EPSDT/Well-Chlld Visits; Providers. The Ask Me 3® technique will
immunization schedules, 1nclud1ng flu shots and COVID-19 prompt Members to ask three specific questions

vaccinations/boosters; and early identification of pregnancy and | during Provider visits:
1) “What is my main problem”?,

prenatal care through our Maternal and Child Health program. 2) “What do I need to do™
o Self-Care, will empower Members to self-manage conditions 3) “Why is it important to me”?
such as asthma, diabetes, and other disease states so they can This innovation will help increase Members
. . o understanding of their health and enable
make good choices about their long-term health. Condition- Providers to become active participants in
specific topics will include but not be limited to asthma and Cncreasing Members’ health literacy. )

diabetes. Broader Self-Care topics will include self-referring to
CM, using tools such as a Medication Planner to track medications and report reactions to Providers, and
using a Personal Health Record booklet to record needed post-discharge services.
Because health education information resonates with individual Members differently, we will deliver health
education through a well-rounded outreach campaign consisting of mailings, phone calls, home visits, and an
innovative digital engagement initiative described below. These activities, provided in Table 4.2.2.1.E.3.a.2,
will begin upon enrollment and continue throughout Members’ enrollment span with our CCO.

Table 4.2.2.1.E.3.a.2 Proposed Member Education Activities

Proposed Activities Timeframe/Cadence

New Member Welcome Packet Within 14 days of enrollment
New Member Welcome Calls Within 30 days of enrollment
PCP Appointment Scheduling Within 90 days of enrollment
Member Newsletters Quarterly

Annual Prevention Appointment Reminders 30-45 days before appointments
Written/Telephonic Educational Interventions: Triggered by changes in condition, ED overuse, L

medication/treatment plan non-adherence, etc. Episodic

Home Visits: Conduct health assessments, assist with DME, change in condition, upon Member request, etc. | Ongoing
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Community Events: Health fairs, Back-to-School events, etc. Ongoing and seasonal
Baby Showers Ongoing
Social Media On Demand

Digital Engagement. We will capitalize on Members’ increasing tendency to access digital information to
inform their everyday decisions. For example, with DOM approval, we will send welcome texts to our
Members’ mobile devices with hyperlinks to a New Member Welcome page featuring a YouTube video with
community leaders encouraging Members to make their first PCP visit. Our welcome page will also include a
video library containing educational webinars about the role of PCPs and PCP selection, as well as educating
Members about the numerous self-service functions via the secure Member Portal. Driving Members to digital
information enables them to acquire health care knowledge via a multi-media experience, which, for many
Members, is their preferred method, especially among younger Members and families.

Community-based Activities. Our health education program will include community-based activities to
engage Members where they live, work, and worship. Our community-based approach, detailed in Section 4.3.6
of our response, will align with the requirements outlined in Section 8.10.8 Appendix A, Draft Contract, to
develop the campaigns with stakeholder input. We will collaborate with community-anchored partners whom
Members trust for information to will help bridge Members to care. Examples include, but are not limited to,
the following programmatic activities:

Healthy Lifestyles Program. Our community-based Healthy Lifestyles Program will provide education and
outreach activities that promote healthy lifestyles, such as the importance of exercise and disease prevention,
and will include healthy cooking demonstrations. The Program will consist of the components contained in
Table 4.2.2.1E.3.a.3 below.

Table 4.2.2.1.E.3.a.3: Healthy Lifestyles Program Components

Component Description
Healthy Schools We will use our children’s books to educate children about bullying, asthma, diabetes, healthy eating, and smoking.
Healthy Our health education books for adolescents will include a book series focusing on issues such as driving, pregnancy, drugs,
Adolescents health, bullying, asthma, sexually transmitted diseases, and healthy choices.
This initiative will assist Members living in low-income or public housing to identify and address health hazards in the
Healthy Homes home, particularly lead. We will partner with public housing departments in cities across the State to conduct these
activities.
Healthy This program will bring health education to faith-based organizations such as churches and will offer attendees preventive
Congregations screening services such as blood pressure checks, body mass index measures, glucose, or cholesterol testing.

Increasing Health Literacy Through Workforce Development. 49% of adults without a high school degree had
the lowest level of health literacy compared to 15% who had a high school diploma and 3% with a bachelor’s
degree. We will offer a workforce development program in partnership with Mississippi community colleges
and the Mississippi Department of Employment Security WIN Job Centers that includes education supports for
Members to obtain their General Education Degrees.

Member Education Workshops. We are committed to collaborating with DOM to organize a minimum of 10
health education workshops targeting MSCAN Members and 10 targeting CHIP Members. We will submit our
workshop plans by January 1 of each year. Our Senior Director of Marketing and Communications will be the
accountable owner of these workshops and serve as our liaison with DOM to plan, execute, and evaluate their
success. We will use a multi-media approach to deliver health education on the topics that are important to
DOM and our Members. We will conduct demonstrations showing Members how to navigate our public
website and secure Member Portal to access benefits and services. To continually align the workshops with
Members’ needs, we will administer a survey asking Members to evaluate the workshops and to propose topics
of interest.

Partnering With Providers. We will distribute and promote Provider use of our toolkit “Help Your Patients
Understand Their Health and Health Care” which aligns with Culturally and Linguistically Appropriate
Services (CLAS) standards and trains on how to use plain language to improve patient adherence and the
impact of culture on how Members interact with the health care system. We will offer CEUs for trainings
related to effective Member-Provider communication. We will leverage the Member-Provider relationship to
better understand Member needs and literacy levels and will deliver key programs and messages.
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b. The Offeror’s rationale for selecting areas of focus;

Our comprehensive Member education program will focus on health literacy and disease states that are
prevalent in Mississippi. We will focus on these areas to align with DOM’s priorities, to drive positive health
outcomes, and to bring to bear our affiliates’ experience with making progress on these issues.

Health Literacy. Our affiliate health plans who have made health literacy a pillar of their Member education
program have reported improved health outcomes and corresponding reductions in health disparities. Member
survey results from affiliate health plans corroborate that Members will engage in their care if they understand
health information materials. Members at an affiliate health plan which achieved a 99% Member satisfaction
rate for its Care Management programs stated that they understood the information provided to them and that
their Care Managers communicated effectively with them. The same affiliate reported the following reductions
in health disparities, correlating the link between health literacy and health disparity, for example:
e HbAlc Testing: A 70% reduction in disparity from 2019-2020, nearly eliminating the disparity for this
measure between Black Members (84.7% adherence) and White Members (84.8% adherence).
e Asthma Control: Complete elimination of the disparity for this measure between 2019 and 2020, with
71% of Black Members and 69% of White Members adherent to this measure.
e Postpartum care: 50% reduction in disparity.
Infant Mortality. Mississippi ranks near the top of all States in infant mortality rates with 8.6 deaths per 1,000
births exceeding the national average of 5.7'°. An affiliate health plan’s focus on early engagement of pregnant
Members drove an improvement of 5.37 percentage points in Timeliness of Prenatal Care to 96.35%, which
exceeded the 75th National Percentile.

Asthma. The asthma rates in Mississippi are 9.9%, exceeding the national average of 7.8%!'. An affiliate health
plan’s focus on educating Members about asthma self-management reported an improvement of 7.92 percentage
points in the HEDIS measure, Medication Management for People with Asthma (MMA), which exceeded the
75th National Percentile.

Diabetes. Mississippi has the third highest rate of diabetes in the country at 13.6%!” with Tippah County having
the highest rate of all counties in the nation!®. An affiliate health plan’s comprehensive Member education
approach to diabetes resulted in a 55% improvement in Comprehensive Diabetes Care — Poor HbA1c Control.

c. How the Offeror will ensure that materials are at a third (3rd) grade reading level;

We will publish Member education and communication materials at a 3rd grade reading level as validated by
the Flesch-Kincaid Readability Test. In addition, we will translate the directory to any language a Member
requests, or provide in an alternative format such as Braille, large print, audio, accessible electronic formats,
and other formats. Our Senior Director of Marketing and Communications will certify and document
compliance with the required reading level when submitting materials for DOM approval. For Members with
low literacy, our CSRs will read materials over the phone in plain language, substituting medical terminology
with words and expressions Members can comprehend.

d. The language alternatives available to non-English speakers/readers; and,

In addition to producing materials in English, we will publish and have readily available Member materials in
prevalent non-English languages meeting the 5% threshold in compliance with DOM’s Limited English
Proficiency Plan and State and Federal law. In addition, we will provide interpreters trained in over 200
languages, including American Sign Language (ASL), through our ISO-certified, language interpretation
services partner to support all aspects of Members’ care, including collecting medical history and providing
health education. We will be deliberate in seeking to hire bilingual staff to support Members speaking non-
English languages. All Member materials, including our website, will inform Members how to request

15 America's Health Rankings analysis of CDC WONDER, Linked Birth/Infant Death Files, United Health Foundation, AmericasHealthRankings.org,
Accessed 2022.

16 «Most Recent Asthma State Data.” Centers for Disease Control and Prevention, Centers for Disease Control and Prevention, 30 Mar. 2021,
https://www.cdc.gov/asthma/most_recent data_states.htm.

17 “Diabetes Prevention and Control.” Diabetes - Mississippi State Department of Health, Mississippi State Department of Health, 28 Mar. 2018,
https://msdh.ms.gov/msdhsite/_static/43,0,296.html#:~:text=In%202016%2C%20Mississippi%20ranked%20first,deaths%20in%20Mississippi%20in
%202016.

18Jaglois, Jessica. “Investigators: Mississippi County Has Highest Rate of Diabetes in the US.” Https://Www.actionnews5.Com, Action News 5, 22
Apr. 2021, https://www.actionnews5.com/2021/04/22/investigators-mississippi-county-has-highest-rate-diabetes-us/.
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translations for materials and interpreters for live conversations.

e. How Members who are visually and/or hearing impaired will be accommodated.

Community Health Workers (CHWs) will provide in-person assistance for Members who are visually and/or
hearing impaired to ensure equitable delivery of Member education and communication, including through the
use of American Sign Language translators.

Visual Impairments. Customer Service Representatives will always be available to read and explain Member
materials by phone. We will offer printed materials in other formats upon request, such as Braille, large print
(18-point font or larger), audio, and accessible electronic formats. We will make information such as wellness,
disease prevention, and important administrative information available by podcast or audio playback on our
public website, which adheres to Federal Section 508 standards and Web Accessibility Initiative guidelines for
people with disabilities.

Hearing Impairments. We will prominently display the Mississippi Relay phone numbers on the Member ID
Card, Member Handbook, our public website, and other Member materials. We will prepare our CSRs to
properly handle relay calls, such as addressing the caller and not the interpreter, pausing periodically for a
response before continuing to speak, and other call etiquette protocols. We will provide auxiliary aids upon
request and at no cost, including but not limited to Teletypewriter, Telecommunications Device for the Deaf,
Video Phones, or American Sign Language interpretation methods for the hearing impaired. Trained
professionals will 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.

4. Describe how the Offeror will employ creative solutions to encourage participation in Member outreach and education activities.

Creative Solutions to Encourage Participation

We will employ creative solutions to meet Members where they are and get them engaged in outreach and
education activities. Our solutions will be informed by data, including our Members preferred modes of
communication, engagement statistics with our public website, Member Portal, and Member Application and
from our in-person activities. We will include solutions that keep pace with and capitalize on Members’
preferences to navigate digital content for information. As we have experienced in other States, offering digital
content may increase Members’ engagement with their health, especially younger Members and families. Our
creative solutions include the following innovations:

e We will offer a culturally competent digital health platform to connect Black expectant and new mothers
with critical resources to drive positive pregnancy outcomes and reduce racial disparities in pregnancy
outcomes. This platform is designed to address the specific clinical, social, and cultural needs that Black
expectant mothers face throughout their pregnancy and postpartum journeys.

e We will participate in community events, including health fairs, Back-to-School events, and other
community health awareness events. We will bring a mascot and health-related activities for children.
Our resource tables will include health education about asthma, diabetes, sickle cell anemia,
EPSDT/Well-Child screenings, and other materials that will help our Members navigate benefits and
services including information about Care Management, the Member Incentive Program, and others

e (Care Managers and CHWs will assist Members with opting into our text messaging program if that is a
preferred mode of communication. We will send welcome texts to our Members’ mobile devices with
hyperlinks to a New Member Welcome page featuring YouTube videos spotlighting community leaders
welcoming new Members to our CCO and encouraging them to schedule their first PCP visit. We will
also notify them about community events by text message.

o We will offer a video library with a variety of educational webinars informing Members how to complete
the Health Risk Screening on the Member Portal, appropriate use of EDs, including links to urgent care
centers, and other topics.

e We will provide a Virtual Assistant with technology to engage Members using natural communication
capabilities. The Virtual Assistant will offer real-time assistance for Members such as how to sign up for
their secure Member web portal account, how to find and change their PCP, and other self-service
functions.

e Our Facebook page will provide relevant, timely, information, such as where to obtain face masks,
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COVID-19 testing and vaccination sites, and information about about Back-to-School events for school
immunizations and backpack giveaways.

e Our children’s program will offer younger Members the opportunity to enroll in a health-focused club
and receive a packet in the mail containing a membership card and an activity book. During the year,
they will receive birthday cards, books, newsletters, and coloring books with activities focused on health
and wellness.

e Our Member Incentive Program will offer financial rewards to Members actively engaged in healthy
behaviors, such as completing EPSDT/Well-Child visits. This program is designed to promote Member
responsibility, investment in their health, and appropriate use of health care services.

5. Describe the Offeror’s proposed process for maintaining both online and print Provider Directories that include names, locations, telephone
numbers, and non-English languages spoken by contracted Providers located near the Member and identifies PCPs/PCMHs and specialists that are
and are not accepting new patients, as well as how the Offeror will update and notify Members of changes to the Provider directory in the required
timeframe.

Our printed and online Provider Directory will comply with the requirements provided Appendix A, Draft
Contract. We will produce separate MSCAN and CHIP Provider Directories to present information clearly and
simply to our Members. We will comply with all Federal requirements governing the directories and
communication standards, including but not limited to 42 C.F.R. § 438.10(h), 42 C.F.R. § 431.70. and 45 C.F.R.
Part 92 and other applicable Federal statutes. Our Directory will contain accurate, up-to-date, and easily
accessible information spanning PCPs, hospitals, specialists, Providers of ancillary services, BH/SUD facilities,
and any other facilities or locations where a Member may receive services.

Ensuring Provider Directories Are Accessible

We will publish the Provider Directory at a 3rd grade reading level as validated by the Flesch-Kincaid
Readability Test. The Directory will be readily available in prevalent non-English languages spoken by 5% or
more of our Members in compliance with DOM’s Limited English Proficiency Policy. In addition, we will
translate the directory to any language a Member requests, or provide in an alternative format such as Braille,
large print, audio, accessible electronic formats, and other formats. Our Customer Service Representatives are
trained to read the information in the Directory, or any other materials, over the phone upon request. We will
deliver hard copies to Members upon request and make them available at State Medicaid Regional Offices,
WIC offices, and other locations as directed by DOM. We will provide copies of the Provider Directory at our
Mississippi-based offices.

Maintaining Accurate, Complete, Provider Directories

Provider Data Management and Integrity. Provider network data will be maintained in our Provider
Lifecycle System, a workflow-enabled relational repository used by our Provider Network teams for Provider
prospecting, contracting, enrollment, data management, and continuous engagement. Our Provider Network
team will enter and update Provider data in the system, ensuring that all data comes from one governing source
for complete data integrity. We store and index Provider identifiers including Tax ID, National Provider ID
(NPI), Provider’s language information, locations, office hours, web URL, ADA accessibility, and other
demographic information. We also track Provider certifications such as Trauma-Informed Care and Trauma-
Focused Cognitive Behavioral Therapy. Address verification and standardization software will also be applied
to all Provider records.

Our Provider Lifecycle System will supply data via our Real-Time Repository (RTR) technology to
downstream systems needing that information, including our online Provider Directory. When updates are made
to data in our Provider Lifecycle System, the change transaction automatically triggers an update for our online
Provider Directory, typically within minutes via a microservice RTR. RTRs are high-performance databases
designed for conveying updated information to both external and internal-facing applications.

Maintaining Data Integrity Through Provider Updates and Data Audits. We will use multiple touchpoints
to inform Providers of their contractual obligation of immediately notifying us when their information changes,
such as Provider orientations, email/surface mail, Provider Newsletters, Provider Relations Specialists, office
visits, and other methods. Then, we inform them how to update their information and offer them numerous
channels to do so, such as the Provider Services Call Center, secure messaging via the Provider Portal, by fax,
and by surface mail.
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We will ensure Provider data accuracy by performing ongoing data audits. We will adopt best practices from
our affiliate health plans by utilizing an industry-leading Provider data validation service to ensure our Provider
data is of the highest quality and accuracy. This service will conduct ongoing Provider outreach to verify
information with automated transmission of updated Provider data weekly into our systems. They offer a
secure, self-service web portal for Providers to update, verify, and attest to their information and quarterly
database matching to identify needed updates to our Provider data. A dedicated team of data audit specialists
focus on validating the Provider data to ensure integrity. Weekly, the data specialists will generate reports to
validate Provider information. The data audits will validate Provider information such as, but not limited to,
office hours, hospital privileges, languages spoken, accessibility for persons with disabilities, and whether the
Provider is accepting new patients. Data audit specialists will conduct outreach using all available means of
communication, even visiting Providers in person.

How Members Access the Provider Directory

Hard Copy Directory. We will publish a hard copy directory for MSCAN Members and a second for CHIP
Members. We will publish compliant directories as referenced above and republish updated versions at least
annually. We will inform Members how to obtain a hard copy via our New Member Welcome Packet as well as
our public website, Member Portal, the online Provider Directory, including how to obtain a translated copy or
in an alternative format. Members can obtain a hard copy through the following ways:

e Contacting the call center and requesting a mailed copy, or requesting that only relevant subsections be
mailed, such as Providers in a particular county

e Contacting the call center and requesting a CSR read from the Provider Directory

e From State Medicaid Regional Offices, WIC offices, and other locations as directed by DOM

e At our Mississippi office
When a new version of the Provider Directory is available, we will notify and distribute it to the State Medicaid
Regional offices and WIC Departments. We will proactively reach out to these offices and facilities monthly to
audit the quantities of Directories on-hand and replenish their inventory as needed.

Online Provider Directory. Our web-based, publicly-accessible online Provider Directory will conform to all
requirements in Appendix A, Draft Contract, Section 508 of the Disability Act of 1973 as amended in 1998, and
all State and Federal laws and regulations including but not limited to 42 C.F.R. § 431.70. We will inform
Members about the online Provider Directory in our New Member Welcome Packet, the hard copy of our
Provider Directory, and on our public website, Member Portal, and Member Mobile Application. Members,
Providers, and the public will be able to access our online Provider Directory from the homepage of our public
website without needing a login or password. The directory loads in a separate window enabling the user to
obtain information side-by-side (e.g., searching the directory and reviewing Covered Services).

Customized Provider Searches. In addition to the population type, Provider type, and location search filters
required by Appendix A, Draft Contract, the online Provider Directory will include 18 filters that enable
Members to conduct highly customized Provider searches by specialty or service, such as DME, home health,
dentists, pharmacies, Rural Health Clinics and other Providers by zip code, town, county, or by exact location.

Filters to personalize the search will include gender and language. The Directory will contain separate listings
for MSCAN and CHIP Providers to prevent users from accidentally moving into a Directory for any other
product. It will integrate Providers for all services, including vision, BH, and dental, so Members and their
parents/guardians never need to consult a separate directory or website. The Directory will display each
Provider’s practice limitations, board certifications, and hospital affiliations, disability access, and languages
spoken. We will also display current photographs of Providers as available.

Continuous Online Provider Directory Enhancements. We continuously work to make our online Provider
Directory even more user-friendly by soliciting direct Member feedback on its ease of use and functionality
during forums such as Member focus groups, Member Advisory Committee meetings, and survey results
compiled from our affiliate health plans to inform enhancements. Our online Provider Directory features a
streamlined search process with a multitude of search parameters (discussed in more detail below); a print from
screen capability enabling Members to print search results; easy-to-navigate drop-down menus; and formatted
search results in business card-like layouts for simplified viewing. The tool will capture the Member’s location
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to display Providers closest to the Member (including facilities, BH or other specialty Providers, and
pharmacies) within a radius on an interactive map. Members can obtain directions to a Provider’s location by
clicking on the “get directions” link on the map. We will use Google Maps Mapping Service Directions for
driving, walking, and public transportation, where available.

Updating Provider Information

As discussed previously, our Provider Network staff will enter new/updated Provider information in our
Provider Lifecycle System in one business day for distribution to downstream systems needing that information
(including our Online Provider Directory) within minutes via our RTR architecture. We will engage Providers
to inform us of any changes to their information and offer multiple methods to submit this information to us. In
addition, our data audit team continuously conducts audits to ensure the accuracy of the information and to
process any changes.

Notifying Members of Changes

We understand that occasionally Providers will leave the network. To ensure Members are promptly assigned a
new Provider, we will notify Members the later of 30 calendar days before the effective date of a Provider
termination or 15 calendar days after receipt or issuance of the termination notice. We will update our online
Provider Directory after a completed termination, update the hard copy Directory before the next scheduled
printing, and assist Members with selecting new Providers. Our DOM-approved notice will include information
about selecting a new Provider, how a Member can continue using services during a transition period, and
provide the last day Members in an ongoing course of treatment can continue seeing the terminated Provider.

6. Describe the Offeror’s proposed policies, procedures, and processes regarding the Member’s rights specified in Section 5.10, Member Rights and
Responsibilities of Appendix A, Draft Contract.

We provide Members with a Member Handbook and website informed by 508 guidelines that conforms to
DOM’s communication standards and describes Members’ Rights and Responsibilities. We will comply with all
State and Federal requirements regarding Member Rights and Responsibilities, including, but not limited to the
rights listed below. Our policies and procedures will include the following topics:

e We will provide and ensure Members receive information about our CCO that they have a right to
receive.

e We will ensure compliance with information requirements in 42 C.F.R. § 438.10, and comply with all
requirements in Section 5.10, Appendix A. We will provide enrollment notices, and informational and
instructional materials for Members and potential Members in languages, manners, and formats that they
can understand; and ensure interpretation services are available.

e We will require staff and Providers to provide culturally competent and respectful care, and we train and
monitor them to ensure compliance.

e We support patient-centered care and involve patients and their caregivers and families, as appropriate, in
developing the plan of care, respecting the Member’s right to refuse treatment or choose alternative
treatment.

e Providers may use restraint or seclusion only if a substantial risk or occurrence of serious self-destructive
behavior and/or physical assault. Facility Providers must comply with Federal and State laws regarding
use of the least restrictive setting and treatment interventions and report use within five days, recording
compliance efforts. BH quality management staff monitor aggregate and report data to complete
administrative and clinical reviews, taking action as appropriate. The Quality Management Committee
assesses aggregate reports for trends and recommends appropriate action.

e Members can access and amend their Protected Health Information in their Designated Record Set (DRS)
by writing to our Compliance Officer if the PHI is subject to access rights. Members must document
justification for the requested amendment. Grounds for denial: We did not create the PHI, PHI is accurate
and complete, PHI is not part of the DRS; or PHI is excerpted from access rights. We will provide notice
of denial and written denial as required, explaining the basis for denial and the process for the Member to
disagree and file a complaint with us and the U.S. Department of Health and Human Services.

e We inform Members, Providers, and staff about Member Rights and Responsibilities, including the right
to exercise such rights freely. We monitor complaints and audit Care Management files, taking
appropriate action upon possible evidence of adverse treatment.
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e We will ensure compliance with State and Federal services provision requirements, including network
and Provider access standards (42 C.F.R. § 438.206), and demonstrated capacity for expected enrollment
(§ 438.207), as described in Sec 5.6.37. 9) We will furnish coordinated health care services in a medical
home model, providing additional services for Members with Special Health Care Needs (§ 438.208), as
described in Sections. 5.6.18-20, 26 and 33; and we will ensure that services are sufficient to achieve
targeted health outcomes and authorized and provided in a fair, consistent, and unbiased manner (§
438.10).

7. Describe the Offeror’s proposed policies, procedures, and processes to ensure Marketing requirements are met in accordance with 42 C.F.R. §
438.104. Include a description of Marketing materials the Offeror proposes to send to Members. Provide samples of Marketing materials the Offeror
has used for other Medicaid programs (e.g., materials included in the Member Information Packet and other educational materials sent to members
after enrollment) as available.

We will have policies, procedures, and processes in place to ensure compliance with 42 C.F.R. § 438.104, all
applicable State laws, and the requirements of Appendix A, Draft Contract. We will adhere to marketing
guidelines during our community outreach and education activities and enrollment education and assistance.
Our approach begins with clear lines of reporting and accountability within our teams. The Senior Director of
Marketing and Communications (Sr. Director of Marketing) will report to the Chief Operating Officer and will
be responsible for implementing our community outreach and education work plan and for overseeing our field-
based Community Relations Representatives. The Compliance Officer will provide broad oversight to ensure
compliance with all requirements, including prohibited activities. The Grievance Coordinator will be
responsible for maintaining a marketing Grievance resolution process.

To ensure compliance with marketing requirements and restrictions, we will develop and implement policies,
procedures, and processes governing Marketing activities and provide oversight and controls, such as:

e Not engaging in marketing activities to influence potential Members to enroll with our health plan or to
disenroll from another health plan
e Not directly contacting potential Members
e Developing a training program for staff, Providers, and Subcontractors about allowable and prohibited
activities and monitoring compliance
e Adhering to DOM’s Marketing materials development and approvals process
e Monitoring and addressing complaints promptly
Training and Monitoring to Prevent Prohibited Activities
We will implement training and monitoring to align our community education and outreach activities with State
and Federal marketing restrictions. Our written policies and procedures will stipulate prohibited Marketing
activities, and our training will address all prohibited activities contained in Appendix A, Draft Contract. We
will adhere to DOM’s requirements for submitting our marketing policies and procedures, work plan, schedules,
and the Marketing Complaint Tracking Log.

All Employee Training. We will provide training to all employees on State and Federal marketing restrictions
as part of our new hire orientation process and annual refresher training. We will require attestations from
employees that they have reviewed and understand the Marketing policies and procedures. The Sr. Director of
Marketing will collaborate with the appropriate department leads to ensure department staff (such as Customer
Service, Provider Relations, and Care Management) receive additional guidance on how marketing restrictions
impact their interaction with Members and the larger community.

Community Relations Representatives (CRRS). Our Sr. Director of Marketing will train and provide direct
oversight to our CRRs. New CRRs will complete a 30-day orientation training consisting of a detailed review of
marketing policies and procedures to identify prohibited activities and to apply their learning to practice
scenarios that will illustrate prohibited and allowable activities. In addition, new CRRs will shadow experienced
outreach staff. The Sr. Director of Marketing will oversee CRR activities during community events to ensure
they adhere to marketing rules. We will require staff to conduct community outreach in a non-discriminatory
fashion, regardless of individuals’ health status and future need for health care services. We will prohibit the use
of language that could be construed to confuse or defraud Members or misrepresent any entity.

Providers and other Entities. Our Vice President, Network Development and Contracting, will be responsible
for ensuring our network Providers and Subcontractors understand their responsibilities to comply with
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marketing rules. In addition, our policies and procedures will clearly articulate the State and Federal
prohibitions on promotional items, including the use of items that can influence Members’ selection of a
particular Provider, practitioner, or supplier for which payment may be made, in whole or in part, by MSCAN
or CHIP programs. We will contractually obligate our Providers and Subcontractors to comply with the
restrictions clearly outlined in all contracts. We will provide ongoing education via Provider Newsletters and
weekly e-mail blasts. All these materials will be available on our website.

Monitoring and Resolving Complaints. Our Compliance Officer will oversee the development and
implementation of procedures to log and resolve marketing Complaints, including procedures to address the
resolution of Complaints about our health plan, our employees, contracted Providers, or Subcontractors. We
will forward to DOM for further investigation and resolution of marketing complaints that cannot be
satisfactorily resolved. Our Compliance Officer will be responsible for submitting all required documentation
and will report to DOM within the required timeframes, including the quarterly Complaint Tracking Log.

Compliance in Developing Materials

We will submit all educational and marketing materials within required timeframes and ensure they are accurate
and approved by DOM before using them. We will only distribute pre-approved materials and will seek
approval even for slight modifications of our materials. We will not distribute benefits charts that DOM intends
to distribute. All our materials, as well as our website, will be certified at or below a 3™ grade reading level, and
we will provide language translation and interpretation services upon Member request. We will submit website
screenshots to DOM for review and approval prior to making the website available and whenever we update it.
Our website will meet all 508 compliance regulations and includes a translation tool. All Member facing
materials and website will include the 1557 Notice of Nondiscrimination and Language Taglines.

Description Of Marketing Materials for Allowable Activities

We will distribute materials that fall into two broad categories: general brand awareness and health education.
General brand awareness materials will include materials such as the Member booklets. Health education
materials will include, for example, our Online Health Library, Employment Basics for People with IDD,
Resources for Transition-age youth with disabilities, and children’s books. Our DOM-approved Member
Handbook will inform Members of their right to choose a different health plan, the open enrollment calendar,
and DOM’s role in assisting them through the enrollment process.

Community Engagement and Events

Our CRRs will attend community events in all of Mississippi’s regions, and our staff will volunteer within their
communities. Our participation and sponsorship of community events will focus on providing information about
our health plan and providing education on key health issues. Our policies and procedures will stipulate
allowable community activities. We will encourage participation in community events that promote health
awareness, including events held throughout Mississippi by community organizations, Providers, and DOM.
We will implement events and activities for children enrolled in our health plan as well as the broader
community, such as providing activity books about health education and sending birthday cards. We will create,
and submit for approval, 30-second video spots to serve as an entertaining way to instill healthy behaviors in
children. Our CRRs will partner with schools, school nurses and organizations such as Boys and Girls Clubs
and like organizations. At these events, we will provide DOM approved materials including our award-winning
series of books for distribution to children and families; coloring books; well-child and well-baby education
materials, and other materials. We will work closely with school nurses and community organizations to focus
on the importance of supporting families with their children’s prevention and wellness goals. CRRs will provide
educational material to send home with the children as well as participate in parents’ nights with a resource
table.

Distribution of Non-Cash Promotional Items

We will adopt a low-cost, high-impact approach to disseminating non-cash promotional items. We emphasize
quality promotional offerings by offering creative and useful items that encourage healthy living. For example,
we will distribute children’s coloring books that emphasize the importance of visiting the doctor and the dentist.
We will offer small gifts of nominal value including items that are health related. These items will be branded
with our logo. Examples of such items may include dental kits, jump ropes, pedometers, water bottles,
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educational coloring books, and hand sanitizers. Distribution of such items will only occur after written
approval has been received from DOM.

Brand Awareness through the Use of Media

During open enrollment periods, we will market throughout Mississippi using diverse media tools to increase
general awareness about our CCO. Marketing efforts may include television, radio, gas pump, Mobile
Application advertisements, and the use of social media, such as Facebook. We have found mobile messaging
to be effective outreach for young adults and television to be effective for reaching homebound individuals.

Samples of Attached Member Marketing Materials
Please see Attachments 4.2.2.1.E.7.a Member Marketing Sample 1 and 4.2.2.1.E.7.b Member Marketing
Sample 2 for Sample Member marketing materials.

8. Describe the Offeror’s proposed approach to inform Members about covered health services including: behavioral health/substance use disorder,
perinatal, neonatal, Care Management, autism, and other developmental disabilities, well baby and well child, EPSDT screening, chronic health
conditions, and pharmacy services.

Our approach to informing Members about covered health services will consist of multiple engagement
methods combined with committed, Member-facing teams and leveraging relationships with our Providers. Our
methods include:

e New Member Materials

e Appointment Reminders

e Educational Mailings

e Welcome Calls

e CHW and Care Manager Outreach

Local, Dedicated Staff

Our local Customer Services Representatives (CSRs), Care Mangers, Pharmacists, CHWs, Community
Relations Representatives (CRRs), and other Member-facing staff will engage with MSCAN and CHIP
Members every day to inform them about and facilitate access to covered health services to prevent the onset of
illness as well as to learn to manage chronic conditions. For our Mississippi Members needing a little extra help
understanding the array of covered services we will offer and how to access these services, our CHWs will
serve as a trusted, reliable source of information. CHWs at an aftiliate health plan, for example, fielded 1,558
inbound Member calls, completed 25,493 outbound Member calls, and attempted 2,209 home visits. Our
Mississippi CHWs will offer Members this degree of commitment to informing them about covered health
services that align with their needs.

Leveraging Relationships With Pros

We will educate our network Providers about the covered services referenced above and provide them with the
tools and incentives to deliver and/or coordinate these services. For example, our secure Provider Portal will
provide access to online Member Health Records, including care gaps and other clinical information, including
reports to track Members who are overdue for recommended PCP visits or other services. In addition, we will
develop a robust network of PCPs participating in value-based purchasing agreements, which will incentivize
PCPs to engage Members and close care gaps.

Change Notices

We will meet all contractual requirements related to notifying Members of changes to covered services,
benefits, and related processes, notifying them at least 30 calendar days before implementing the changes. We
will provide notification of changes through general and targeted mailings, automated calls, on-hold messaging,
website posting, social media campaigns, e-mail blasts, and staff contacts. All materials will be available in
alternative languages and formats upon request.

Targeted Strategies to Inform Members About Covered Services

Behavioral Health (BH)/Substance Use Disorder (SUD). We will train our Care Management and CHW staff
to identify Members showing signs of BH/SUD related issues and to follow up and inform each Member about
BH/SUD covered benefits as well as connecting them to an appropriate BH specialist as needed. We will design
and provide discharge toolkits with information about BH covered benefits and how to access benefits to
support Members with follow-up appointments. In addition, we will implement a SUD Risk Model which

Home Visits & Community Events
Expanded Cell Phone Program
Member Workshops

Digital Engagement
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blends the concepts of population health and financial risk stratification with the most current evidence for
treatment of different types of SUD. This model will enable our staff to identify Members in a stage of change
that might be most receptive to engagement. We will provide 24/7 access to clinical BH personnel, including
those who specialize in SUD, to help Members experiencing emotional distress and guide them towards
accessing BH/SUD benefits and services.

Perinatal/Neonatal. Care Managers will outreach to expectant Members appearing on a daily report. The Care
Managers will inform Members of programs and services available through our plan, such as our Maternal and
Child Health Program, as well as programs and services available through the Perinatal High-Risk
Management/Infant Services System. We will offer web-based resources about family planning on our public
website and for teenagers, information about pregnancy, women’s health, and family planning in our Teens on
Course - Teens and pregnancy booklet. Finally, we will offer education on covered maternity benefits through
Community Baby Showers and community meetings for pregnant Members.

Autism and Other Developmental Disabilities. We will build an experienced team to forge relationships and
collaborate with parents of children with Autism, Autism Providers, and schools. We will inform parents of
children with Autism about our covered services and how to access all needed therapies. To ensure alignment
between children’s specific needs and educational plans, we will communicate frequently and coordinate with
local schools. For children with other developmental disabilities, we will partner with Early Intervention
Programs (EIP) like Mississippi First Steps. If we identify a potential developmental concern, we will refer
Members to the EIP to access assessments and therapies as early as possible. We will support our Members and
their families in finding the resources necessary to meet developmental milestones and make information and
education available in convenient settings.

Well-Baby, Well-Child, EPSDT Screenings. Our Child Health Coordinators will provide, manage, and
oversee outreach activities and data tracking for well-baby, well-child, and EPSDT services. Coordinators will
mail reminders about annual screenings and launch telephonic campaigns, calling Members/parents one evening
per week and one Saturday per month. Other outreach methods will include providing Members/parents with
books and other written materials, including information about the Member Incentive Program, which we also
distribute to schools, Providers, and at community events. Coordinators will collaborate with our Quality
department and engage FQHCs along with large Provider groups and provide a roster of Members with care
gaps for Provider outreach, leading to office visits. In addition, we will partner with the American Cancer
Society on a national program to improve HPV vaccination rates.

Chronic Health Conditions. Another investment we will make in Mississippi is an innovation to drive better
outcomes for Members with chronic conditions using Digital Care Management (Digital CM). Digital CM is a
web- and mobile-enabled solution that will extend CM resources to drive deeper Member engagement and
encourage self-management. Digital CM enables Care Managers to deploy customized, condition-specific
programs, such as for diabetes or pre-diabetes, and directly communicate with Members through HIPAA-secure
messaging. Using Digital CM’s advanced analytics, Care Managers can make evidence-informed decisions to
increase program adoption and care plan adherence, as well as identify and address health disparities. Digital
CM will offer the following clinical programs for chronic conditions: Diabetes, Coronary Artery Disease,
Chronic Heart Failure, Hyperlipidemia, and Behavioral Health & Wellness Program.

Pharmacy. Our Handbook and Public Website will inform Members about pharmacy benefits, including the
Preferred Drug List (PDL) and limitations covering preferred and nonpreferred drugs. Our trained CSRs, CMs,
and CHWs will inform Members about the pharmacy benefit and will also warm transfer to a pharmacy team
for education about specific drugs or prescription protocols. In Mississippi, we will implement effective,
targeted education strategies for specific medications, such as ADHD medication. Our CM team will mine
pharmacy claims for Members with ADHD prescriptions and launch a telephonic campaign to Members’
parents to educate about the support available through covered, follow-up benefits. In addition, we will
implement our Behavioral Health Medication Management (BHMM) program which, through claims data,
identifies children under four years old who have taken psychotropic medication for 60 or more days, or
children over four years old when there is evidence of concomitant class polypharmacy or four or more
psychotropic prescriptions. These criteria trigger a Psychotropic Medication Utilization Review (PMUR), which
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will result in CM intervention and education.

9. Describe the timely process by which media release, public announcement or public disclosure of any change affecting benefits and services will
be organized, sent, and reviewed for approval by the Division.

Process of Communicating Benefits and Services Changes. We will meet all requirements outlined in
Appendix A, Draft Contract related to informing Members of changes to covered services, benefits, and related
processes, notifying them at least 30 calendar days before the implementation of the changes. We will notify
Members of change through general and targeted mailings, automated calls, on-hold messaging, website
postings, social media campaigns, email, and through staff contact with Members. As with all Member
communication, before releasing any public announcement of changes affecting benefits and services, we will
work with DOM to obtain approval of any Member materials. We will submit all Member communication
materials to DOM at least 60 calendar days before planned distribution.

Public Disclosure to Providers. We will submit all Provider communications materials to DOM for review and
approval 60 calendar days before planned distribution, including Subcontractor disclosures, email blasts, and
other everyday business templates as directed by DOM. We will communicate updates to Providers in a timely
fashion as well as ensure appropriate, approved updates are available in multiple formats. In the case of
breaking updates, we will provide information in our DOM-approved weekly email blasts and Provider
Newsletters.

Process for Significant Changes. In the case of significant changes, we will establish a timeline and work plan
to ensure a transparent process and smooth transition for DOM, our Members, and our Providers and
Subcontractors. For example, we will work to secure DOM approved materials including, but not limited to:

e Member communications, such as letters, announcing changes, and informing Members of what to
expect and how they are impacted
e Provider communications, such as email blasts, announcing changes, and informing Providers of what to
expect and how they (and their Members) are impacted
All materials needing DOM approval will follow contractual requirements for review, ensuring appropriate and
accurate information is made available to Members and Providers in a timely manner.

Media Release, Public Announcement, or Public Disclosure. Any announcement of changes to benefits and

services that warrants a press release, media release, or public disclosure will occur after DOM has provided all
approvals for contractual, Member, and Provider requirements. Such announcements will be shared with DOM
as directed prior to public release.

4.2.2.1.F Member Satisfaction
1. Describe the Offeror’s proposed approach to assess Member satisfaction including tools the Offeror plans to use, frequency of assessment, and
responsible parties.

We will comply with all requirements in Sections 16.2.8 of Appendix A, Draft Contract, and Section B.3.6 of
Exhibit F governing satisfaction surveys. Our Quality Management Department will lead our efforts to
continually measure Member satisfaction and will be responsible for conducting formal surveys and delivering
results to DOM. Our formal surveys will align with National Committee for Quality Assurance (NCQA)
guidelines. We will not limit our approach to formal surveys; we will take a cross-departmental approach to
capture Member feedback indicating if we are meeting our Members’ expectations in helping them access
quality care.

CAHPS® Member Satisfaction Survey

Annually, we will conduct a formal and comprehensive CAHPS Member Satisfaction Survey following NCQA
guidelines using an NCQA certified vendor. Our Quality Department will analyze the survey results and engage
a cross-functional team to review the results, develop recommendations for improvement, and implement the
recommendations. In addition to the standard CAHPS Survey, we are interested in assessing and improving
Members’ experience specifically with BH/SUD services. Annually, we will conduct a CAHPS Experience of
Care and Health Outcomes to measure Members’ satisfaction with BH/SUD care. We will submit CAHPS
results and our proposed action plan to DOM no later than 90 days after receiving audited survey results.
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Care Management (CM) Surveys
Our Care Managers will provide Members with an anonymous satisfaction survey to assess their experience
with our CM program and their assigned CMs. The CM team will analyze survey
results monthly and remediate any issues. In addition, the team will provide an
annual report to the Utilization Management Committee (UMC) and Quality An affiliate’s CM program serving
Management Committee (QMC) to address the findings and develop a similar population scored a 99%
& . . Member satisfaction rate from
recommendations for improvement. 2019-2020.
Disenrollment Surveys
We will use a DOM-approved disenrollment survey to help us understand why Members choose to change
CCOs or exit managed care and return to the FFS program if they have that option. Within five business days of
a disenrollment, our Eligibility Specialists will conduct a phone survey and use a DOM-approved script to
engage Members. Weekly, we will analyze disenrollment data to identify any issues with our CCO or with the
managed care program. Quarterly and annually, the Operations Department will analyze the survey results to
identify areas for improvement, discuss the results in QIC, and submit quarterly reports and work plans to
DOM. Please see our response to Section 4.2.2.11.A of the RFQ for a comprehensive description of how we
will manage the disenrollment survey process.

Additional Approaches to Assess Member Satisfaction

Ad-hoc Surveys. Periodically and with DOM approval, we will conduct ad hoc surveys to gather Member
feedback about specific programs or services, such as the functionality and ease-of-use of our public website
and secure Member Portal as well as the quality of our Member materials.

99% CM Satisfaction Rate

Grievances and Appeals. Our cross-departmental Quality Management Committee (QMC) will review
Grievance and Appeal data monthly to identify trends and areas of concern, such as meeting timeliness
standards requirements or the volume of denials. The QMC, together with the Quality team, will identify and
recommend improvements.

Post-Call Surveys. Our Member Services department will provide Members with satisfaction surveys to rate
their experience with CSRs and determine if we resolved their calls to their satisfaction. In 2021, over 94% of
callers from an affiliate health plan completed the after-call survey.

Member Advisory Committee (MAC). Through our MAC we will hear firsthand what our Members
(including parents, caregivers, or guardians) think, and learn how we can enhance our programs. We will use
these meetings as an opportunity to solicit additional feedback on our programs.

4.2.2.1.G Member Appeals
1. Describe the Offeror’s proposed Member Grievance and Appeal process specifically addressing:

Our proposed Member Grievance and Appeal process will include organizational oversight, technology, and
Member education to empower Members and their authorized representatives to report any dissatisfaction,
including with quality of care or services, rudeness of a Provider or health plan staff member, or failure to
respect the Member’s rights. This includes requesting an Appeal of an Adverse Benefit Determination that the
Member believes they are entitled to receive. Our process is detailed in Table 4.2.2.1.G.1 Process for
Grievance and Appeal.

Our Mississippi-based, Grievance Coordinators and Clinical Appeals Coordinators will report to a Supervisor
of Grievances and Appeals within our Quality team. The Vice President of Quality will receive oversight from
the Chief Medical Director. Our physician-led Board of Directors will have final responsibility and authority for
the Quality Assessment and Performance Improvement (QAPI) Program, which includes the Grievance and
Appeal process. We will track, trend and report on Grievances and Appeals, including Independent External
Reviews, in our Grievance and Appeal System. We will also document clinical Appeal information in our
Clinical Documentation System.

We will educate Members about the Grievance and Appeal process, their rights to an Independent External
Review/State Fair Hearing, and how to obtain assistance with filing through multiple methods, including the
Member Handbook, Newsletters, the public website, and the Member Portal. Members will be able to call our
toll-free telephone number and our CSRs will inform them of their options to voice concerns and show them
how to initiate the Grievance process.
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Table 4.2.2.1.G.1 Process for Grievance and Appeal

Grievance

Submission Timeframe | Any time after the event causing dissatisfaction, oral or written

Confirm Receipt Within five calendar days of receipt, in writing

Resolution Within 30 calendar days of the date we receive the Grievance or as expeditiously as the Member’s health condition
requires

Our Process The Grievance Coordinator will initiate an investigation, which may include obtaining additional information from

the Member and gathering applicable documentation and assistance from other departments or Subcontractors. We
will ensure that the resolution of Grievances involves staff (or health care professional with appropriate clinical
expertise for medically related Grievances) who have not been involved in any prior level of review or decision-
making. The Grievance Coordinator will send a written Grievance resolution, which will include all required
information (such as the disposition and the justification), as expeditiously as the Member’s health condition requires
and within 30 calendar days of receipt. Extensions. We may extend the resolution timeframe up to 14 calendar days
if the Member requests, or if we determine it is in the Member’s best interest. If the Member does not request the
extension, we notify the Member in writing of the reason for the delay within two business days of the extension

decision.
Appeal
Submission Timeframe | Within 60 calendar days of the date of Adverse Benefit Determination, oral or written
Confirm Receipt Within 10 calendar days of receipt
Resolution Within 30 calendar days of the date we receive the Appeal or as expeditiously as the Member’s health condition

requires. No longer than 72 hours after receiving a request for an Expedited Resolution of an Appeal.

Our Process We will treat any Member’s oral or written dissatisfaction or disagreement with an Adverse Benefit Determination as
a request to Appeal. This will include any Determination to deny or limit services; deny payment (in whole or in
part); reduce, suspend, or terminate previously authorized services; or fail to timely provide services or timely resolve
Complaints, Grievances, or Appeals. Our Utilization Management staff will issue the Notice of Adverse
Determination (NOAD), and our Clinical Appeal Coordinator (CAC) will issue the Notice of Standard and Expedited
Appeal Resolution containing all required contractual and regulatory elements.

The NOAD will also include the requirement to submit an oral or written Appeal request within 60 calendar days of
receipt of the NOAD; the related Appeal procedures; Member rights (including for an Independent External
Review/State Fair Hearing after exhausting our process); and the requirements for requesting an Expedited
Resolution.

Extensions. We may extend the resolution timeframe up to 14 calendar days if the Member requests, or if we
determine it is in the Member’s best interest. If the Member does not request the extension, we notify the Member in
writing of the reason for the delay within two business days of the extension decision.

Continuation of Benefits. We will inform Members via the NOAD of their rights to make a written request for
Continuation of Benefits rights within 10 calendar days of notice of Adverse Benefit Determination, pending the
determination of a State Fair Hearing. CHIP Members are not entitled to a continuation of benefits pending appeal as
set forth by 42 C.F.R. § 457.1260.

Appeal Filed on a When a Provider files an appeal on behalf of a Member, we will adhere to the same timelines and processes for
Member’s Behalf Members who file Appeals directly.
by a Provider

State Fair Hearing/Independent External Review

Submission Timeframe | Within 120 days from the date of Our Notice of Resolution

The Process Once the Member has exhausted all our appeal processes, MSCAN Members and CHIP Members may request a State
Fair Hearing or Independent External Review, respectively. We will comply with all State Fair Hearing/Independent
External Review requirements and timelines, including but not limited to our participation in the hearing and
provision of the Appeal summary to DOM and the Complainants within the required timeframe.

a. Compliance with State requirements as described on the Division’s Website and, Section 5.11, Member Grievance and Appeal Process of
Appendix A, Draft Contract;

Our process for Member Grievance and Appeal will comply with all State requirements as described on DOM’s
website and Section 5.11 of Appendix A, Draft Contract.

b. Process for expedited review;

A Member, or Provider acting on behalf of a Member, may request, orally or in writing, an Expedited Appeal if
the standard resolution timeframe could seriously jeopardize the Member’s life, health, or ability to attain,
maintain, or regain maximum function. We may also make this determination without a Member or Provider
request and initiate an Expedited Appeal. We will follow all steps listed in the Standard Appeal Process above
for review of both the request and the Expedited Appeal including informing Members of the limited time
available to present evidence and allegations in fact or law as well as documenting in writing all verbal requests
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for Expedited Resolution and maintaining the documentation in the Member’s case file. The Clinical Appeal
Coordinator will send written notice of resolution with all required elements as expeditiously as the Member’s
health condition requires or within 72 hours of receipt of the request (and makes reasonable efforts to provide
and document oral notice). If we deny a request to expedite an Appeal, we will transfer the Appeal to the
standard resolution timeframe. Only a physician can deny a request to expedite an Appeal because it is based on
medical necessity. We will make reasonable effort to give prompt oral transfer notice and provide written notice
to the Member within two calendar days that we will provide the resolution within 30 calendar days of the
original request. Per NCQA standards, we will also offer an expedited process for clinically urgent Grievances.
We follow the same steps and timeframe as those for an Expedited Appeal.

c. Involvement of Members and their families in the Grievance and Appeal process;

As described in the overview above, we will inform Members on their filing rights, the Grievance and Appeal
System, processes, and procedures of the Independent External Review for CHIP Members and the State Fair
Hearings for MSCAN Members. We will also inform them how to obtain filing assistance, express our
commitment to resolving their concerns, assure them that we will not retaliate against them (or their Providers)
for using the Grievance System, and that the expression of dissatisfaction will not affect their health care
services.

We will inform Members of the types of parties who have the right to file a Grievance or Appeal on behalf of
the Member, such as: (1) the legal guardian of a Member who is a minor or incapacitated adult; (2) an
Authorized Representative designated in writing to us; and (3) a Provider acting on behalf of the Member with
the Member or parent/guardian’s written consent. We will ensure that communication with designated Member
representatives is HIPAA compliant. We will give Members and their parents/guardians reasonable opportunity
to submit comments and information in person or writing (and confirm their understanding of any time limits),
as well as reasonable opportunity to examine the case file, including medical records (subject to HIPAA
requirements) and other materials considered during the Appeal process. The Grievance Coordinator, Clinical
Appeals Coordinator, Care Manager, or other designated staff person assisting with an investigation may
contact the Member and their parent/guardian to obtain needed additional information.

d. How Grievances are tracked and trended and how the Offeror uses data to make program improvements;

How Grievances Are Tracked And Trended

We will use our Grievance and Appeal System to collect, analyze, integrate, and report Grievance and Appeal
System data as well as our Clinical Documentation System to analyze Appeals data. We will record all required
elements (such as receipt date, category/subcategory, and resolution date). We will provide reporting and
maintain Grievance System and related supplemental documentation in accordance with State record retention
requirements.

Our Grievance and Appeal System is closely linked with our QM, CM and Utilization Management (UM)
Programs. Our cross-departmental Quality Management Committee (QMC) will review Grievance System data
quarterly to identify trends and areas of concern, including whether timeliness standards are met; identify
patterns related to specific issues, Providers, or internal departments; and target any corrective actions, such as
policy, process, or other organizational improvements. We will incorporate aggregate Member satisfaction data
(which includes Complaint, Grievance and Appeal information) into the annual QM Program Evaluation.
Annually, the QM staff will review Grievance procedures to determine if any Grievance and Appeal System
policies and procedures require modification (subject to written DOM approval). Our staff and committees will
immediately escalate potential quality of care issues to QM staff and potential fraud and abuse to Compliance
staff for investigation (and, ultimately, escalate for Credentialing Committee review as appropriate).

Using Data to Improve Programs

We will use Grievance and Appeal System data to identify and implement plan-wide, departmental, or
Provider/Subcontractor corrective actions to address network gaps, appointment availability, and wait times;
Provider compliance issues; issues with written materials; additional Provider or staff training needed; fraud,
waste, and abuse; and business process improvements. For example, if Grievance data shows an appointment
availability trend indicating a potential network gap, the QM team will report the information to the Contracting
and Network Development team to address the potential network gap. The information will also be reported to
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Provider Relations staff to determine if any retraining is required for individual Providers.

When we determine a specific Provider has met a Grievance or Appeal threshold relating to the Provider’s
office (e.g., three Grievances in three months), PR and QM staff (as applicable) will conduct an additional
Provider office visit within 45 calendar days and forward the results to the Credentialing Committee. We will
monitor each department’s reviews and corrective actions to identify needed improvements to our processes.

e. How Grievances are addressed prior to the filing of a Member appeal; and

Upon receipt of a Member’s Grievance, the Member Services team or a Care Manager will attempt to resolve
the Member’s issue using the first call resolution standard. If the issue is not fully resolved, we will request the
Member’s permission to route the issue to the Grievance department for a more thorough investigation. The
Grievance team will provide a resolution within 30 calendar days.

f. Process to review decisions overturned in external reviews and State Fair Hearings and the Offeror’s approach to address any needed changes
based on this review.

Our policies and procedures for participating in and responding to Independent External Reviews (IER) for
CHIP Members and State Fair Hearings for MSCAN Members will comply with all contractual requirements
outlined in Section 5.110f Appendix A and Exhibit D.

e We agree to abide by all IER and State Fair Hearing decisions and understand that DOM’s IER and State
Fair Hearing decisions are final.

e Should an IER or State Fair Hearing result in the reversal of an Adverse Benefit Determination made by
us, we will bear all costs associated with the hearing. These costs may include but are not limited to
medical appropriateness reviews by the Independent Physician Reviewers, review fees, attorney’s fees,
and court reporter’s fees.

e Upon receipt of an IER or State Fair Hearing decision that overturns our decision, the Clinical Appeals
Coordinator will forward the decision to the appropriate internal staff for the approval of services, which
shall be provided as expeditiously as the Member’s health condition requires, but no later than 72 hours
from the date we receive notice reversing the determination.

e Our Compliance Officer will meet with the CMD and other appropriate staff (such as the Vice President
of Quality) as soon as is practicable, but within seven business days of the decision, to review the IER or
State Fair Hearing decision which overturned our decision.

e Our team will assess each aspect of our decision and process, such as timing, incorrect application of
clinical decision criteria, or whether any steps were not properly followed. Then we will report the IER
or State Fair Hearing decision and any recommendations for improvement based on a review of the
decision to the QMC for review and further action, if necessary.

e Recommendations may include staff retraining or re-education, review of criteria used in decision
making, or potential changes to policies and procedures (to be submitted to DOM for written approval).
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ATTACHMENT 4.2.2.1.E.7.a MEMBER MARKETING MATERIAL SAMPLE 1 AND
ATTACHMENT 4.2.2.1.E.7.b MEMBER MARKETING MATERIAL SAMPLE 2

Two (2) marketing samples not to exceed five (5) pages each.

S

SAMPLE 1

Get the Right Care at the Right Place

Make sure you know where to get medical care when you need it. If you get sick or hurt, you
have several options to get the care you need.

‘; PRIMARY CARE PROVIDER (PCP)

Your PCP is your main doctor. Call the office to schedule a visit if you don’t
need immediate medical care.

See your PCP if you need:
+ Help with colds, flus and fevers + Vaccinations
« Care for ongoing health issues + General advice about your
like asthma or diabetes overall health

« An annual wellness exam

24/7 NURSE ADVICE LINE

Our 24/7 Nurse Advice Line is a free health information phone line. Medical professionals
are available to answer questions about your health. They can also help decide if you
should see your PCP and assist with setting up your appointment.

Call our 24/7 Nurse Advice Line if you need:

 Help knowing if you should see your
PCP

« Help caring for a sick child

« Answers to questions about your health

O URGENT CARE CENTER

Urgent care centers help diagnose and treat illnesses or injuries that aren’t life threatening
but can’t wait until the next day. If your PCP’s office is closed, an urgent care center can
give you fast, hands-on care. Urgent care centers can also offer shorter wait times than an
emergency room (ER).

Go to an in-network urgent care center for:

+ Sprains « High fevers

« Ear infections  Flu symptoms with vomiting
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It’s easy to earn xxxxxxxxxxxxx reward dollars.

After you complete a healthy activity, we will add the reward dollars
you have earned directly to your Xxxxxxxxxxxxxx Prepaid Card.

We will mail your XXXXXX Card to you after you complete your first healthy activity.
You can keep earning Xxxxxxxxxx rewards by completing more healthy activities. Your

rewards will be added to your card once we are notified.

-----------------------------------------------------------------------------------

EARN REWARDS WITH THESE HEALTHY

ACTIVITIES: You can earn XXXXXXXXXXXX rewards for:

Completing your Health Information Form $25
Annual PCP Well Care Visit ... $25
Annual comprehensive diabetes care $30
ANNual Child WellesS XA c+oreevereereerereerersereeerseressereesens $20

-----------------------------------------------------------------------------------

USE YOUR xxxxxxxxxxxxxx REWARDS TO HELP PAY FOR:

Utilities - Childcare services
Transportation - Education
Telecommunications — Cell Phone Bill - Rent

OR, YOU CAN USE THEM TO:

Shop for everyday items*

*This card may not be used to buy alcohol, tobacco, or firearms
products.

This card is issued by xxxxxxxxxxxxxx cannot be used everywhere
xxxxxx debit cards are accepted. See Cardholder Agreement for
complete usage restrictions.

Funds expire 90 days after termination of insurance coverage or 365
days after date reward was earned, whichever comes first.

76



Technical Qualification: 4.2.2.1, Member Services and Benefits

)

Your primary care provider (PCP) is your main personal doctor.

After you choose your PCP, it’s important for you to meet your PCP so you can get to know each other. Building
a strong relationship with your PCP helps you feel comfortable talking about your health.

Your PCP will keep your records and be aware of any changes to
your health. Always contact your PCP when you feel sick or have
any health questions, so you can receive the best care.

Visit XXXXXXXXXXXXXXXX.com to choose or

change your PCP.

-0r-
Call us at 1-XXX-XXX-XXXX. We can help you find a
PCP.

After you choose your PCP, call to set up
your appointment.

A yearly checkup with your PCP is the best
way for you to stay informed about your
health. Talk with your doctor about any
changes you’ve noticed or concerns you may
have. Your PCP may recommend tests or
other preventive care services to help monitor
your health. Take this opportunity to ask any
questions you may have.

If you need help scheduling this visit, call us
at 1-XXX-XXX-XXXX.

Earn XxxxxxxXxxxxxXxx rewards by
completing your annual checkup and
screenings with your PCP. See page 9

for details about this rewards program. '.‘ T

Xxxxxxxxx Xxxxx Xxx.com | 1-XXX-XXX-XXXX 7Relay XXX)
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STAY INFORMED ABOUT YOUR CHILD’S HEALTH

Babies and young children need to see their doctor regularly, too. It is important for your child to
have an annual health check even when they are not sick. The chart below shows when babies,
young children and teens should see a PCP.

HEALTH CHECK SCHEDULE

Birth Early Childhood Middle Childhood &
Adolescence

O 3to 5 days O 12 months

O 1 month O 15 months © EV_ery, JEET Bl et

child is age 21

O 2 months O 18 months

O 3 months O 24 months

O 4 months O 30 months

O 6 months O 3 years

O 9 months O 4 years

Your child’s health check includes an
examination and vaccines to help prevent
diseases. Talk with your child’s doctor about
any health issues or concerns.

O
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O .

Take Care of Yourself
and Your Baby

Our XxxxXxXXXXXxX program provides customized support and care for pregnant women
and new moms. This program helps you focus on your health during your pregnancy and
your baby’s first year.

Xxxxxxxxxxxxxxxxxxxxxx OFFERS
THESE BENEFITS AT NO COST TO

YOU:
+ Information about pregnancy and newborn care

+ Community help with housing, food, clothing and cribs
* Breastfeeding support and resources

* Medical staff to work with you and your doctor if you
experience any issues during your pregnancy

+ Text and email health tips for you
and your newborn

GET STARTED

If you are pregnant, complete our
Notification of Pregnancy Form online or
on the next page. We will follow up to
talk with you about the details of our
XXXXXXXXXXX program.

Once we receive your form, you will start
earning rewards for doctor visits. See page 9
for details about the rewards program.

Xxxxxxxxx Xxxxx Xxx.com | 1-XXX-XXX-XXXX TRelay XXX)
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SAMPLE 2

Yes. Vaccines are very safe, and are
important for a child’s health. If you have
questions about vaccines, please contact
Health Plan or your healthcare provider.

What happens after seeing

your PCP?

Why are EPSDT screenings important?
Seeing your primary care physician (PCP)
regularly and caring for problems early could:

XXX-XXX-XXXX
Relay XXX « Help your PCP get to know your child
« Help your child stay healthy as he or
she grows
Find health problems before they get
worse
Stop health problems that make it hard
for your child to learn
Help your child have a healthy smile

XXXXXXXXXXXXXXX
XX.com
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Recommended Immunizations for Children from
Birth Through 6 Years Old

HepB HepB HepB
When and how often do I need RV RV RV
to schedule a screening?
DTaP DTaP DTaP DTaP DTaP
Hib Hib Hib Hib
PCV PCV PCV PCV

. 3-5 1 2
Influenza (Every Year
months months months months

MMR MMR
Varicella Varicella
15 18 24 30
months months months months
HepA

Shaded boxes indicate the vaccine can be given during shown age range.
FOOTNOTES:

3 4 5 * Two doses of Flu vaccine can be given 4 weeks apart for ages 6 months-8 years who are receiving the vaccine for the first time.
cars cars cars

* Two doses of HEP A vaccine can be given at 12 months and 23 months for lasting immunity.
* A two dose or three dose Hib vaccine can be given depending on the vaccine used in the primary series.

A two dose or three dose Rotavirus vaccine can be given depending on the vaccine used in the primary series.
*

If your child has any medical conditions that put him at risk for infection or is traveling outside the United States, talk to your child’s doctor about
additional vaccines that he gay need.

[END OF RESPONSE] Source: www.cde.gov
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4.2.2.2 PROVIDER NETWORK AND SERVICES

4.2.2.2.A Provider Network
1. Explain the Offeror’s plan to develop a comprehensive Provider Network to ensure it meets the Division’s access and availability requirements for
all covered benefits. Specifically include:

We will build our comprehensive Provider network on the premise that network adequacy is more than having
the right number of Providers; it means partnering with Providers that can best meet the whole health needs of
Members and eliminate barriers to access. As a local organization that will be staffed and
operated by hundreds of Mississippians across the State, we are dedicated to improving and
A investing in the future of health care in Mississippi. As an organization that will be located in
@ Mississippi and staffed and operated by hundreds of Mississippians across the State, we are
dedicated to improving and investing in the future of health care in Mississippi. We will
the Public Good  jnyest $1 million to enable William Carey University (WCU) to develop the WCU College
of Medicine (COM) Institute of Primary Care in Hattiesburg. We selected to partner with WCU COM
because of their community-based training model and commitment to educate and train osteopathic physicians,
nurses, and other primary care providers who are dedicated to serving the medically underserved and diverse
populations of Mississippi. The Institute will recruit and train students primarily from Mississippi and the Gulf
South region and offer continuing education and residency resources to address the physician shortage in the
region. This world-class facility will allow for advanced training in high-quality value-based care geared toward
the specific needs of Mississippians, including diabetes, hypertension, and cardiovascular disease. The
development of the Institute will result in better quality and more quantity of physicians to improve outcomes
and quality of life for all Mississippians and decrease cost outcomes for the State.

Committed to

Our plan to build a network that is not only adequate but accessible for all Members includes the following
components to ensure consistent, timely, and culturally competent access to primary and specialty care for all
Members:

e Focusing on health equity and population health needs through strategic contracting and infrastructure
investments, informed by data-driven population health and social determinants of health (SDOH)
assessments and analyses. We will use continuous network monitoring, formal recurring cross-departmental
assessments, and solicit external input to expand network analyses beyond traditional geographic mapping.
This will ensure our network includes a broad representation of Providers that have historically served
Medicaid Members, are familiar with the unique characteristics, disability needs, and cultural considerations
of each covered population, and have the expertise to consistently deliver quality care through a health
equity lens.

e Creating Medicaid-tailored access leveraging an in-depth understanding of Mississippi’s Provider
landscape, Member demographics, and the specific cultural, health, and unmet social needs of each eligible
population. Our network will honor existing referral patterns, including through contracts with Providers in
the border States of Alabama, Arkansas, Louisiana, and Tennessee. Our network will include all of
Mississippi’s critical access hospitals, Federally Qualified Health Centers (FQHCs), and Rural Health
Clinics (RHCs) — Providers that are critical to serving residents of rural counties. We will further support
our network with telehealth Providers and through our out-of-area/out-of-network policies to exceed DOM’s
Provider network access and availability requirements as outlined in Section 6.2 of Appendix A, Draft
Contract.

e Maintaining a high-value network by focusing on recruiting and retaining Providers that provide the most
efficient, culturally competent, and highest quality care to our Members — aligning with DOM’s goals of
improving health outcomes for Members and cost outcomes for the State. For example, through our value-
based purchasing (VBP) models, we will incentivize Providers to improve access to primary and specialty
care and advance individual and population health outcomes. We also continually work to enhance and
evolve our network through innovative infrastructure and capacity-building initiatives that expand access.

e Prioritizing Provider satisfaction and retention by listening to our Providers and engaging them as
partners. We will include Providers on our physician-led Board of Directors and Committees to inform our
strategic direction and day-to-day operations. These partnerships will offer us the ability to collaborate with
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our network to proactively and promptly resolve access barriers or network adequacy issues.
Approach to Building Our Network
Our network development efforts will be led by a dedicated, full-time Vice President of Network Development
located in Mississippi, which exceeds the Appendix A, Draft Contract requirement of a Manager-level position.
The VP of Network Development and network team will build a network that exceeds DOM’s adequacy
requirements through focusing on the needs of each region to address whole-person and specialized care needs,
empowering Member choice, and supporting Members to receive the right care, at the right time, in the right
setting. By following the four-step process outlined in Figure 4.2.2.A.1.A and further described in the narrative
below, we will establish, monitor, maintain, and enhance our Provider network for MSCAN and CHIP
Members.

Figure 4.2.2.A.1.A Network Development Approach

4 ) 4 ) 4 ) 4 Step 4- )
Step 1 Step 2: Step 3: P&
pl o . Provider Retention
. Identifying Strategic -
Understanding our - : and Continuous
P . Providers or Recruitment and A
opulation and - Monitoring and
! Alternative Care Outreach to
Their Health Care Opti Enhancement to
ptions to Meet Engage and .
Needs P . Promote Quality
opulation Needs Contract and Stability
\ J \ J \ J \ J

Step 1: Understanding Our Population and Their Health Care Needs

Starting with the MSCAN and CHIP populations, programs, and requirements outlined in Appendix A, Draft
Contract, we will gather input from multiple sources described below to identify Member needs. Members,
Providers, community partners, and DOM are the experts on the needs, opportunities, and barriers in
Mississippi and will collaboratively inform our network development strategy through the following activities:

e In-depth population assessments of cultural, health and social determinants of health (SDOH) needs
To build a network that meets the needs of our Members, we must first know our Members. We will
incorporate findings from work that has already been completed across Mississippi, such as the 2019
Community Themes and Strengths Assessment, local Community Needs Assessments, and the Mississippi
Primary Care Needs Assessment. We will supplement this data with our cutting-edge health care analytic
capabilities to provide a comprehensive view of population needs, including food insecurity, housing
instability, education, and transportation.

e Community input from advocates that work directly with the MSCAN and CHIP populations, such as:
Diaper Bank of the Delta; Columbus Housing Authority; Mississippi SHINE Project; Healthy Families
Mothers and Babies; Hunger Coalition of Northeast Mississippi; Delta Health Alliance; Madison Countians
Allied Against Poverty (MadCAAP); United Way of the Capitol Area; and Midtown Partners. We will also
participate in Public Hearings to listen to Member feedback about their health care needs and access issues
they may experience.

e Provider input from Provider associations includes the Mississippi State Medical Association (MSMA),
Community Health Center Association of Mississippi (CHCAMS), and the Mississippi Rural Health
Association.

e Assess existing patterns of care and referrals, measuring our network penetration against fee-for-service
(FFS) and other CCO networks to ensure continuity of care. Data from network trends will help maintain a
robust network, and we will pull in data from sources such as single case agreement (SCA) utilization and
Grievance and Appeals trends. We will use identified trends as sources for network recruitment.

e Industry-leading prospecting, network analytics, and geo-mapping capabilities to analyze accessibility,
out-of-network utilization, and target network improvement opportunities, focusing on Member choice,
cultural needs, and timely access.
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Step 2: Identifying Providers or Alternative Care Options to Meet Population Needs

Powered by information gathered in Step 1, we will identify and target Providers that can meet Member needs,
fill gaps, improve timely and convenient access, expand Member choice, and fulfill our Cultural Competency
Plan. This will include identifying non-contracted Providers who accept MSCAN and CHIP today, non-
MSCAN Providers who we can assist in enrolling in Medicaid, contracted Providers with closed panels who
may be willing to take on more patients, out-of-state and catchment area Providers, and new Providers coming
into Mississippi or completing medical school. When there are no Providers available, we will look at
alternative care options, telehealth, innovative partnerships with Providers in other geographic areas, and the
use of advanced Emergency Medical Technician programs through the Mississippi Paramedic Training
Program. To address the SDOH needs of our Members and complement Provider clinical services, we will
leverage non-traditional entities, including faith-based organizations, to engage Members about health care
topics.

Step 3: Strategic Recruitment and Outreach to Engage and Contract

Our local Network Development team will be responsible for strategic Provider outreach, recruitment, and
contracting. We will implement innovative recruitment strategies in Mississippi that have successfully built
trust and attracted Providers into our affiliated health plans’ networks in similar States, such as:

e Offering an open specialty network and eliminating prior authorizations for certain in-network specialty
services; is especially attractive for specialists who do not typically accept Medicaid

e Designing VBP options that increase Provider revenue while improving quality, managing costs, and
increasing Member satisfaction

e Being an active participant in the Provider community; in our affiliate health plans across the nation, we
have a close working relationship with State hospital associations and primary care associations, and our
health plan executives routinely belong to advisory councils consisting of government, Provider, and
community-based leaders focused on collaboration

Step 4: Provider Retention and Continuous Monitoring to Promote Quality and Stability

The last step in our network development process will be focused on Provider retention. Much of what attracts
Providers to our affiliated health plans across the country is what makes them stay, evidenced by a 99%
retention rate at our affiliated health plans with populations and programs similar to those in Mississippi. We
will retain, support, and reward Providers in delivering high-quality, accessible care through our high-touch
Provider engagement model, comprehensive training and technical assistance offerings, and Provider incentive
programs, including VBP options. When our continuous monitoring efforts identify any potential network gaps,
we have enhancement strategies to ensure continued, consistent, and timely access for our Members to receive
all covered benefits in accordance with the network standards in Section 6.2 of Appendix A, Draft Contract.

a. The Offeror’s recruitment strategy, including processes for identifying network gaps, developing recruitment work plans, contract processing and
execution, and carrying out recruitment efforts;

Our Mississippi-based Network Development team will use a high-touch, high-tech strategy for strategic
Provider outreach, recruitment, and contracting combining local knowledge and personal engagement with
advanced network analytic tools. We will build on the successful strategies that our affiliated health plans have
deployed to build an MSCAN and CHIP network that ensures all Members will have access to timely and
culturally competent primary, specialty, and emergency care to meet their physical health, behavioral health,
substance use disorder, dental, and vision needs.

Identifying Network Gaps

Our network analytics and monitoring tools will enable us to proactively identify areas where Provider
shortages could emerge, impacting Member choice. To identify network gaps, our cross-functional staff will
continuously compile and analyze data using tools and data sources including, but not limited to:

e County-level geographic mapping, including time and distance from Members’ residences
e Provider-to-Member ratios

e Panel status reports

e Appointment access and availability and timeliness audits

84



Technical Qualification: 4.2.2.2 Provider Network and Services

e Member and Provider satisfaction surveys

e Health Professional Shortage Area data from the Health Resources and Services Administration

e Population Health, Community Needs Assessments, SDOH, Health Equity, and Mississippi Primary Care
Needs Assessment data

Please see Table 4.2.2.2.A.1.A in our response to Section 4.2.2.2.A.1.d of the RFQ below for additional
methods we will use to monitor our Provider network and identify gaps. Although we do not expect any
network gaps that would prevent us from meeting DOM’s network adequacy requirements, we recognize that
some regions of Mississippi and certain Provider types will require special attention as part of our recruitment
strategy. For example, our Network Development team will target Provider shortage areas in the Delta to recruit
additional Providers, when available, to ensure we maintain access standards. To address shortages of
specialists in Mississippi — particularly endocrinologists, rheumatologists, neurosurgeons, and pediatric
reconstructive plastic surgeons (related to burns, birth defects, cleft palate, etc.) — we will enter into strategic
contracting agreements with national health systems, such as Community Health Systems to bring these
specialists in from other States.

Developing Recruitment Work Plans

Our Network Development leadership will ensure accountability for network management through a
comprehensive Recruitment Work Plan, which will be developed at least annually and measured on an ongoing
basis to ensure we stay on track with recruitment and contracting efforts. Our Recruitment Work Plan will
describe steps, deadlines, and responsible staff for recruiting high-quality Providers that allow us to offer choice
to Members so that they can receive the right care, at the right time, at the right place. Our steps to develop
Recruitment Work Plans will include the following:

e Analyzing and demonstrating network adequacy for all Provider types, including Providers who serve
pediatric Members and Indian Health Care Providers, using reports and other data

e Developing lists of targeted Providers and recruiting for participation in the network

e Reducing contracting barriers through creative quality and cost-based VBP strategies

e Considering Members’ prevalent languages spoken, cultural diversity, health literacy, health disparities, and
disabilities, and developing work plan steps to recruit Providers to meet these needs

e Developing and building strategic alliances with critical access hospitals, facilities, FQHCs, RHCs, large
PCP and specialty groups, and Community Based Organizations (CBOs) to enhance network diversity,
increase Provider quality, and reduce medical costs

e (ollaborating with the Population Health and Clinical Operations team to develop initiatives to support
network growth based on performance, quality, and cost

e Collaborating with our IT Department and other CCOs to identify solutions to resolve Provider
administrative issues that are barriers to recruitment

Contract Processing and Execution

Once our Network Development team identifies Providers to recruit into our network, our Network Contracting
team will meet with the Providers, often face-to-face, to share information about our health plan, discuss the
responsibilities of a Network Provider, and answer any questions. As part of the contracting process, we will
review the contract, the steps and timeframes of contract processing, and the credentialing process that
Providers will follow with the Credentialing Verification Organization (CVO). We design our contracting
process with the Provider in mind, using a methodical and efficient process for creating compliant Provider
agreement templates, outreaching to Providers, tracking contract and credentialing documents, and following up
to address concerns and secure executed documents.

We recognize that the contracting process sets the foundation of our ongoing collaborative relationships with
Providers. Our Network Contracting team will maintain Provider relationships established during the initial
contract meetings until contract execution and will help Providers with any initial questions they have regarding
claims submission. This high-touch approach will support a seamless entry into our network.
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Carrying Out Recruitment Efforts

We will use our Recruitment Work Plan as the guide to recruit and develop an MSCAN and CHIP tailored
network, employing face-to-face recruitment strategies and leveraging these personal engagements to identify
the challenges Providers and their communities face. We will recruit and contract with large PCP, specialty
group, facility-owned, and shared Provider practices. We will also recruit targeted pediatric specialty groups,
such as Gulf Coast Children’s Clinic and Desoto Children’s Clinic.

We will implement innovative recruitment strategies in Mississippi that have successfully built trust and
attracted Providers into our affiliated health plans’ networks in similar states, such as:

e (ollaborating with statewide associations and statewide/national partners to identify high performing PCPs,
specialists, and behavioral health Providers, as well as ancillary services

e Offering an open specialty network and eliminating prior authorizations for in-network specialty services;
this is especially attractive for specialists who do not typically accept Medicaid

e Designing VBP options that increase Provider revenue while improving quality, managing costs, and
increasing Member satisfaction

e Incentivizing Providers and negotiating flexible contracting arrangements to proactively outreach to and
recruit Providers, particularly in rural areas or those contracted in other programs

e Focusing recruitment efforts on existing MSCAN and CHIP Providers, particularly in rural areas, by
monitoring Provider referral patterns and SCAs for contracting opportunities and calling on those Providers
to join our network

e OQOutreaching to out-of-state Providers, as approved by DOM, from our affiliate networks to fill gaps in rural
and/or underserved areas, particularly where there are patterns of care for border communities, such as
Baptist Memorial Hospital and Health Care Services in Memphis to serve Northern Mississippi Members,
USA Health University Hospital in Mobile to serve Southeast Mississippi Members, and Ochsner Health in
New Orleans to serve Southwest Mississippi Members

e Meeting with Indian Health Care Providers regarding the critical role they play in providing culturally
appropriate care to our American Indian Members and answering questions about payment clarity and
integrity as a network Provider

e Meeting with Providers in response to an electronic Contract Request Form or a Provider referral from
DOM, a Provider workshop attendee, a health plan associate, a Member, or another Provider

e (Calling and/or visiting targeted specialty Providers in areas where gaps exist

b. The Offeror’s strategy for retaining specialists and how the Offeror will provide access to specialists if not in the network;

Specialist Retention Strategies

We will retain specialists in our MSCAN and CHIP network through proven strategies in our affiliated health

plans with similar populations and programs, including:

e Provider Engagement Model. Our high-touch support will include assigning a local Provider Relations
Specialist (PRS) as a dedicated point of contact for each specialty Provider group to collaborate with office
administration, physicians, and clinical staff from the specialty practice to provide education, remove
barriers, and manage the overall relationship with our health plan. We will also have dedicated PRS’
specifically for behavioral health clinicians, and these PRS’ will have specialized training in authorizations,
claims, and billing issues unique to behavioral health clinicians. In addition, our PRS’ will work hand-in-
hand with our Quality Practice Advisors to support specialist Providers to improve quality by reviewing
performance data and care gaps and developing strategies to better serve Members. The personalized
support we offer specialists will be a key part of our retention strategy.

e Reducing Administrative Burden. We will not require prior authorizations for any office visits to
specialists and will continuously review prior authorization data to determine opportunities to remove codes
from the prior authorization requirement. We will also collaborate with other Mississippi CCOs at the
direction of DOM to identify uniform approaches to utilization management for the benefit of specialists
and their assigned Members.

e Payment Approaches. We will offer flexible contracting practices and VBP models that provide specialists
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the opportunity to increase their revenue while improving Members’ health outcomes and managing costs.
For example, we will use Pay for Performance (P4P) and shared savings contracts with pediatric
endocrinologists and pediatric pain specialists. Specialists can use some of the payments received to reinvest
in their practices, expanding capacity and improving quality.

e Data Sharing. In addition to the Provider Portal, our Clinical Data and Interoperability Gateway will enable
us to share timely Member information with specialists via bi-directional data exchange with their EHRs.
For example, when Members are referred to a specialist, the specialist will be able to see the Member’s
health information such as lab results and medication history, directly in their EHR system, better equipping
them with necessary information during the visit.

e Training and Technical Assistance. We will provide unique training opportunities and support to enhance
our specialists’ ability to treat Members. For example, we will explore options to offer specialists Project
ECHO opportunities to expand their use of evidence-based practices.

e Investment Support. We will offer our specialists access to grants that may be used to purchase telehealth
equipment, including computers, tablets, mobile devices, and assistive technologies, to support the growth
of their practice capabilities while helping them better serve Members.

Member Access to Out-of-Network Specialists

We will enhance our specialist network when there is not an in-network specialist available near the Member’s
home by:

e Arranging for specialty care from another network Provider who is willing to travel to another geographic
area

e Entering into an SCA and authorizing medically necessary services from an out-of-network specialist
located near the Member

e Contracting with out-of-state specialists, including key specialty Provider types and hospitals in border
States

e Leveraging telehealth technology to access specialists timely or conveniently, or to access telehealth-only

Providers for services such as behavioral health therapy or a second opinion
c. If Subcontractors will be used for certain service areas (e.g., dental, behavioral health/substance use disorder), how their network development
efforts will be coordinated with the overall recruitment strategy and how the Offeror will provide oversight and monitoring of network development
activities;
Coordination of Overall Recruitment Strateqy
Our health plan will use Subcontractors to deliver dental, vision, and non-emergency transportation services.
Dental and vision services will be provided through our affiliates, who have an aligned recruitment strategy
with our health plan, thereby supporting a cohesive and integrated recruitment approach. In addition, we have
subcontracted with our non-emergency transportation vendor in other States and have experience closely
coordinating with them on transportation network needs.

Our health plan’s network leadership will coordinate overall recruitment strategies with our Subcontractors
through:

e Communicating regularly with Subcontractor staff responsible for network development and adequacy
through e-mail, telephone calls, and at quarterly Joint Oversight Committee (JOC) meetings

e Sharing health plan data and reviewing Subcontractor data used to identify gaps, including geographic
mapping, Access and Availability Evaluations, Grievance and Appeal data, and satisfaction surveys

e Incorporating Subcontractors’ network development activities into our annual Recruitment Work Plan

e Participating in compliance activities that address network adequacy and network development activities

e (Coordinating network recruitment and contracting across Provider and facility types

Our close working relationship with Subcontractors will yield a unified network development strategy where all
parties work toward a shared vision, and all aspects of care are considered and addressed.

Oversight and Monitoring of Subcontractor Network Development Activities
Our network leadership will communicate regularly with Subcontractor staff to oversee network development
activities in line with the annual Recruitment Work Plan. Our network leadership or staff will participate in
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quarterly JOC managed by the Compliance Department. The agenda will include network status, compliance
with access and availability requirements, and the number and type of contracted Providers in network. Our
health plan Compliance Officer will be responsible for conducting a formal audit of Subcontractors, at least
annually, and ad-hoc audits if warranted. The Compliance Department will also document Subcontractors’
monthly and periodic reporting and specify the targeted performance metrics. We will have policies to ensure
standards are met and address non-compliance through education, Corrective Action Plans (CAP), or in the case
of serious non-compliance, revocation of delegation authority.

d. Proposed method to assess and ensure the network standards outlined in Appendix A, Draft Contract, are maintained for all Provider types,
including using GeoAccess to ensure network adequacy;

Method to Assess Network Standards

Our Network Development team will deploy best-in-class prospecting, network analytics, and geographic
mapping capabilities to ensure that we meet or exceed DOM’s requirements for access and accessibility in
Section 6.2 of Appendix A, Draft Contract. We will continuously analyze accessibility and target network
adequacy at the State, regional, local, and Provider-type levels. This will include drilling down to evaluate
adequacy by the county classification. We will also incorporate our understanding of the rural nature of
Mississippi, the MSCAN and CHIP program requirements, and the Provider landscape, considering factors such
as population demographics, patterns of care, and Provider capacity (e.g., panel status, willingness to accept

Medicaid and CHIP).

We will tailor our network monitoring activities to the needs of MSCAN and CHIP Providers and Members.
Expanding our analysis beyond geographic mapping, we will conduct a detailed and ongoing review of cultural
and linguistic needs, health disparities, and SDOH needs by leveraging predictive analytics to generate heat
maps that identify leading social indicators correlated with poor health outcomes. We will comply with all
documentation and reporting requirements in Section 6.2 of Appendix A, Draft Contract, including submitting
quarterly Network Geographic Access Assessment Reports to DOM. Table 4.2.2.2.A.1.A includes the key data
sources our team will analyze to assess network access and identify areas to strengthen the network.

Table 4.2.2.2.A.1.A Tools and Data Sources Used to Assess Network Standards

Tool or Data Source (and frequency)

How Data/Tool Supports Network Assessment

Network Analysis Tool (monthly)

Provides a comprehensive analysis of network strength and identifies Provider targets for
recruitment by specialty and geography.

County-level geographic mapping;
Provider-to Member Ratios; and Panel
Status Reports (monthly)

Confirms the availability of network Providers by type, considering time and distance from
Members’ residences, and identifies potential gaps and/or capacity issues.

Appointment Access and Availability and
Timeliness Audits (quarterly, annual)

Proactively identifies potential capacity and access issues and Provider compliance with network
standards; confirms adequate access to after-hours/weekend care.

Population Health, Community Needs
Assessments, SDOH, Health Equity, and
Mississippi Primary Care Needs
Assessment (continuous; annual report)

Culturally and Linguistically Appropriate Services (CLAS) evaluation that overlays network
access with membership characteristics such as race, ethnicity, religion, and language to identify
gaps in network concordance, quality of care, and access. Metrics include cultural, geographic
mapping, discriminatory and cultural Grievances, and health disparities identified within patient
panels.

Current and Anticipated Enrollment by
Zip Code (monthly)

Considers Member demographics and health care needs, and helps anticipate potential service or
network expansion needs.

SCAs, Out-Of-Network Utilization
Reports, Authorized Transportation
Reports (quarterly)

Identifies potential availability issues by region/Provider type (categorized by type for the
population served, services authorized), Member patterns of care trends, and
contracting/workforce development opportunities.

CAHPS/Satisfaction Surveys (annual);
Grievances and Appeals (quarterly)

Identifies Member and Provider satisfaction issues and complaint trends related to access,
accessibility, and appointment availability.

Claims and Encounter Data (monthly and
ad hoc as needed)

Detects patterns of care, under-use, or inappropriate use of services, and potentially preventable
event trends that may indicate a network deficiency.

Improving Access as Needed to Ensure Standards are Met

When we identify a network gap or access issue, we will quickly implement actions to immediately provide all
medically necessary services required to meet Member needs, even if those services are not available from a
contracted Provider. These actions include: incentivizing PCPs to open panels, expand their scope of services,
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or serve more Members; asking Providers contracted through other lines of business to expand to serve
MSCAN and CHIP Members; providing ADA-compliant transportation to the closest network Providers
available through the non-emergency transportation (NET) benefit; facilitating an SCA with an out-of-network
Provider; and contracting with Providers located in bordering counties and states to support existing patterns of
care. To support telehealth adoption, we will provide education and technology support to PCPs, including
FQHCs and RHCs. Additionally, PRSs will assist Providers in securing NET for Members for whom
transportation is a barrier to care. Where necessary and appropriate, we will work collaboratively with other
CCOs in Mississippi to build Provider capacity through grant programs to rural hospitals and scholarships for
Mississippi colleges and universities.

Supporting Providers to ensure they meet ADA Accessibility Standards. To increase the percentage of
Mississippi Providers that meet minimum Federal and State disability access standards, our Provider Relations
Specialists will conduct Accessibility Site Reviews. After the review, PCP/PCMHs can apply for a grant to
carry out their improvement plan which could include wheelchair ramps and equipment such as accessible exam
tables.

e. The Offeror’s process for continuous network improvement, including the approach for monitoring and evaluating PCPs’/PMHCs’ compliance
with availability and scheduling appointment requirements and ensuring Members have access to care if the Offeror lacks an agreement with a key
Provider type in a given geographic area; and,

Process for Continuous Network Improvement

To support continuous network improvement and ensure access and availability for our Members, our Network
Development team will meet monthly to identify improvement opportunities based on the network assessment
activities described in response to Section 4.2.2.2.A.1.d above and from the feedback we receive from Providers
in the field and through advisory committee meetings. In addition to ongoing improvement activities, we will
also conduct an Access and Availability Evaluation semi-annually. This Evaluation will analyze compliance
with appointment access and availability and after-hours access standards and network compliance with the
time, distance, and cultural competency standards previously described. The Network Development team will
report assessment results to the Utilization Management Committee and the Quality Management Committee
(QMC) at the individual practitioner, Provider, physician group, or facility level, or as an aggregate by Provider
type and incorporate into the Quality Evaluation. Network Development staff will compare results against
standards and analyze root causes of deficiencies. The Utilization Management Committee will identify
opportunities for improvement and recommend actions to correct deficiencies. Such actions could include
targeted Provider contracting initiatives, modified Provider scheduling practices, expanded office hours or
travel to another area to provide services, identified sources of Provider dissatisfaction, and strengthened
retention strategies. Network Development staff will measure and report the effectiveness of interventions
monthly to the Performance Improvement Team, quarterly to the Utilization Management Committee, and
annually to the QMC.

Monitoring and Evaluating PCP/PCMH Availability and Appointment Requirements

Our Provider Relations team will monitor PCP/PCMH compliance with appointment availability and timely
access standards described in Section 6.2.2 of Appendix A, Draft Contract. We will report PCP/PCMH well
care, routine, and urgent appointment availability to DOM quarterly. In addition, through an online dashboard
updated in real-time, we will analyze data and trends to identify appointment access issues and then proactively
resolve them through collaborative action planning with Providers and reviews of recruitment opportunities.
Further, as PRSs conduct visits, they will review data accuracy and appointment availability standards when
completing roster reviews, check the standards set by DOM, and inquire about a Provider’s ability to treat
Members within those timeframes. We recognize the importance of Member feedback and satisfaction with
timely treatment. We will give Members a voice in this compliance process by encouraging and educating them
to report access issues around appointment availability in real-time through our Member Services Call Center or
our secure Member Portal messaging. Appointment availability will be a standing agenda item for our Member
Advisory Committee and Joint Oversight Committee meetings.
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As part of the Access and Availability Evaluation described above, we will evaluate and report on Member
experience related to PCP/PCMH appointment accessibility, Member Grievances related to PCP/PCMH access,
urgent care appointment access, and PCP/PCMH after-hours access.

The measurements we will use to monitor and evaluate PCP/PCMH availability, and appointment requirements
include:

e Primary well care, routine, and urgent appointments: Quarterly audits of PCPs/PCMH appointment
access and availability, annual CAHPS Member Satisfaction Survey, and quarterly Grievance and Appeals
analyses related to access to care

e Primary care after-hours access: Measured annually by calls to PCP offices after hours to confirm there is
a mechanism for Members to have access to primary care 24/7

e Ongoing PCP appointment accessibility: Measured through access and availability outreach and reporting
conducted by our Provider Relations team and dedicated staff that outreach to Providers to validate
appointment availability

When PCPs/PCMHs are not meeting the appointment availability standards, our PRSs will offer support to help
them manage their availability or improve their scheduling systems.

Ensuring Access to Care Across Geographies
We will enhance our network when there is no network Provider available near the Member’s home in a given
geographic area. These enhancement strategies will include:

e Arranging for the Member to see a network Provider who is willing to travel to another geographic area, or
by using telehealth or the NET benefit

e Entering into a single case agreement (SCA) and authorizing medically necessary services from an out-of-
network Provider located near the Member

e Contracting with Providers located in bordering counties and states

At times it is necessary and prudent to arrange for a Member’s care with out-of-state Providers who may be out-
of-network. This situation occurs mainly in a tertiary care setting, catchment areas, or when the Member has a
specialty Provider need best treated at a Center of Excellence located outside of Mississippi. The SCA process
described above would apply to both in and out-of-state services. When necessary, we will pay for a Member’s
travel, including ground or air medical transportation, lodging, meals, and associated medical expenses at the
out-of-state or away-from-home location.

f. How the Offeror will ensure appointment access standards are met when Members cannot access care within the Offeror’s Provider Network.
We will ensure the appointment access standards set forth in 6.2.2 of Appendix A, Draft Contract, are met even
when Members cannot access care within our network. Our Care Managers will play a critical role in ensuring
Members’ timely access to care from out-of-network Providers. We will thoroughly train Care Managers and
Member Services staff on appointment access standards. Care Managers will be responsible for helping to
locate and connect Members receiving Care Management services with out-of-network Providers when
necessary to access care. As part of identifying an appropriate out-of-network Provider to meet the Member’s
needs, Care Managers and Member Services staff will ensure the Provider is available within an acceptable
timeframe, assist with scheduling the appointment, and arrange transportation. Our Care Managers will also
follow-up with Members to ensure they are satisfied with the Provider, including appointment scheduling and
access.

To ensure ongoing availability, we will include provisions requiring out-of-network Providers to comply with
DOM’s appointment access standards in SCAs. We will monitor out-of-network Provider compliance as part of
the Access and Availability Evaluation to ensure Providers comply with these standards. When an out-of-
network Provider is non-compliant with appointment standards, our Provider Relations team will perform
additional outreach to the non-compliant group to educate them on appointment standards. We may take
corrective action against Providers who continue to be out of compliance, including continued additional
monitoring or restriction from providing services to our Members in the future.
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g. Describe the role of the Contractor’s Provider Representatives, how the Offeror will recruit and maintain these individuals, and how the Offeror
will ensure that representatives stay current on Medicaid policy.

Provider Representative Responsibilities

Our Provider Relations Specialists (PRSs) will serve as provider representatives and be dedicated liaisons,
problem solvers, and performance improvement support for the Providers within our MSCAN and CHIP
network focused on improving the quality and cost-effectiveness of care and establishing best practices. We
understand that Mississippi Providers are particularly interested in having access to data to improve their
practice management and patient outcomes and that reducing hospital readmissions is an important focus for
DOM. We will customize our PRSs training and arm them with the tools to work with Providers to address
Mississippi’s priorities. PRSs specific job duties will include:

e Serving as the dedicated point of contact with Providers to proactively provide education, remove barriers
that impede Providers from effectively serving our Members, and manage the overall relationship with our
health plan

e (ollaborating with Providers to implement best practices to help them recognize and capitalize on areas of
opportunity; for example, helping establish procedures for same-day and next-day appointments

¢ Conducting monthly site visits with high-volume Providers (e.g., PCPs, PCMHs), and quarterly site visits
with all assigned Providers

e Engaging Providers on attaining and maintaining PCMH recognition

e Performing HEDIS, utilization, and other analyses and creating Provider performance reports including data
customized to the individual practitioner level for practice administrators; working hand-in-hand with our
Provider Partnership Associates to review these reports and develop solutions for performance improvement

e Creating and communicating milestone documents, dashboards, and success or improvement metrics

e Providing information and status updates for Providers regarding VBP and incentive agreements

e Conducting initial Provider orientations, with frequent touchpoints with Providers in the first 90 days after
joining our network to ensure successful acclimation to our health plan and support Provider retention

e Educating Providers regarding policies and procedures related to referrals, claims submission, credentialing
documentation and the CVO process, Provider Portal, EHRs, and Electronic Data Interface

Recruitment and Retention

We will hire PRSs from the regions of Mississippi they will serve, reflecting the cultural makeup of our
membership. We will have specially trained PRSs focusing on PCPs/PCMHs, behavioral health Providers, and
specialists. We will hire experienced health care industry professionals in Mississippi, recruiting through our
connections with local Provider associations and industry groups and by posting with national job search
engines. We will recruit and maintain PRSs through competitive salaries and benefits, career advancement
opportunities, and paid education and training programs.

Training

Our PRS onboarding program will include fundamental, program-specific, job function, and cultural
competency courses given by our local and corporate trainers. Training will include Medicaid 101, MSCAN
and CHIP, Provider Billing Handbook, compliance, accessing appropriate services, covered benefits, and
Provider and Member education materials. We will also provide additional customized training to PRSs
dedicated to certain Provider types (e.g., specialists, BH Providers, PCPs/PCMHs). We will regularly update
training to reflect changes in MSCAN and CHIP program requirements. PRSs will receive ongoing training
from our Population Health, Compliance, and Quality departments when new Medicaid policies are issued by
DOM or CMS or when monitoring efforts identify a need for re-education. We will provide ongoing training to
PRSs based on trends we identify in Provider inquiries and needs (e.g., using reports to view Member
population health categories to guide engagement activities) to ensure all PRSs are equipped to respond
efficiently.

2. Describe how the Offeror will develop and maintain collaborative relationships with low, medium, and high intensity residential treatment
facilities and medically monitored inpatient treatment facilities.

We will work with the statewide network of Psychiatric Residential Treatment Facilities (PRTFs), medically
monitored inpatient treatment facilities (ITFs), and other BH/SUD Providers as defined by the American
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Society of Addiction Medicine to maintain collaborative relationships with low, medium, and high residential
treatment facilities and medically monitored inpatient treatment facilities for the benefit of our Members. Our
Mississippi-based, dedicated, full-time Vice President of Network Development and Behavioral Health Medical
Director will manage relationships with facility leadership. We will staff our regional Provider teams with
Behavioral Health PRSs to support Providers at these facilities. Our collaboration with residential and inpatient
facilities will be focused on training, improving data sharing around timely notice of admissions to maximize
the effectiveness of treatment, discharge planning including timely provision of post-discharge follow-up care,
and reducing readmissions. Our Participating Provider Agreements will include a requirement that all Members
receiving inpatient and residential services be provided with a transition of care plan that provides for outpatient
follow-up and/or continuing treatment prior to discharge from the residential or inpatient setting.

Collaboration through Training and Qutreach

Provider Relations and CM teams will outreach to BH Providers on a routine basis to share information and
obtain feedback on the success/failure of established processes. We will invite BH Providers to attend our
Provider Workshops, covering topics such as trauma-informed care. BH PRSs will meet with each facility to
gain awareness of capacity, offer training to new staff, review profile reports, and address any questions or
concerns. Additionally, our Behavioral Health Clinical Trainer will hold in-person training at residential and
inpatient facilities on topics including strategies to reduce readmissions and support Members in recovery.

Collaboration with Residential Treatment Facilities and ITFs on Timely Notice of Admissions

Our first step, aimed at ensuring timely notification of a Member’s admission, will be to develop a
Memorandum of Understanding (MOU) with all hospitals that have onsite psychiatric services, which will
include processes for the hospital to notify us within 24 hours of a BH admission so our Transition of Care
Program team (TCP team) may participate in discharge planning. We will share our proposed MOU with DOM
for review and approval. The MOU will outline processes for the use of a Discharge Coordination Form and
for the TCP team to work with the facility on discharge planning. This process will ensure the Member has a
treatment plan that addresses their unique needs in the least restrictive level of care. Our second step, aimed at
reducing hospital administrative burden, will be to work directly with each hospital to develop a sustainable and
straightforward notification process. Our third step, aimed at assessing the effectiveness of the notification
processes, will be to track notification activities by the hospital. After collecting data for six months, we will
share results and survey each hospital to assess their satisfaction with the processes and their ability to maintain
the notification process. Our QMC will incorporate findings into our annual Quality Management Work Plan.

Discharge Planning From Admission

Through near-real-time admission, discharge and transfer (ADT) data feeds and our collaborative relationships
with ITFs, we will be made aware of Member inpatient admissions. Once we know of the inpatient admission,
the TCP team will engage the hospital to begin discharge planning. While the Member is still in the hospital, we
will coordinate the scheduling of follow-up treatments and outpatient care within seven days of discharge. In
addition, we will begin discharge planning with the facility from the date of admission and at each live review
conducted during the Member’s stay. For optimal communication, we will provide the discharge summary to
the outpatient BH Provider and the Member’s PCP. The TCP team will contact the Member to remind them of
the appointment and address any barriers. Following the first appointment after discharge, the TCP team will
contact the treatment facility to confirm the Member kept the appointment. If not, we will contact the Member
to reassess barriers and reschedule the appointment to occur as soon as possible and within 30 days of
discharge.

Collaboration with Substance Use Disorder Treatment Facilities

Engagement in post-detoxification follow-up treatment and support services for persons diagnosed with
substance use disorders (SUD) is the single best predictor of successful recovery. We will work with network
SUD Providers to remind them of the importance of encouraging Members to establish a relationship with their
PCP/PCMH and make an appointment for an annual physical exam if they have not already done so. We will
require SUD Providers to notify us immediately should a Member miss their appointment, and our Care
Managers will work with the Member to reschedule. We find that SUD Providers support this holistic approach
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to recovery. We will continue to reinforce the importance of our ongoing communication as the Member goes
through the recovery process.

Collaboration with Pediatric Behavioral Health Providers

Based on our experience in affiliated health plans with populations and programs similar to Mississippi, BH
services for children result in the best outcomes when treatments are focused on resiliency and recovery,
provided in the least restrictive setting, and focused on maintaining the family unit. We consider characteristics
of the local delivery system, such as the availability of alternative levels of care to support the Member after
discharge from an acute hospitalization and the treatment team’s ability to provide all recommended services
within the estimated length of stay. Collaboration with pediatric BH Providers will have varied clinical focus
based on each Member’s unique needs.

3. Describe the Offeror’s process for working with Providers and the Credentialing Verification Organization (CVO) to educate and assist Providers
in completing the credentialing and recredentialing process with the CVO.

We will support DOM’s transition to a CVO to simplify the MSCAN and CHIP enrollment process for
Providers and improve efficiencies by reducing the administrative burden. Working in collaboration with DOM,
the CVO, and Providers, we will meet the requirements outlined in Section 6.5 of Appendix A, Draft Contract.
We have worked successfully with State partners, Providers, and fiscal intermediaries through our affiliated
health plans to implement centralized credentialing. We will leverage this affiliate experience as we interface
with DOM’s CVO and work with Providers on proper submission guidelines.

We will use a multi-pronged approach to educate Providers about the credentialing and recredentialing process.
First, we will post a link to the CVO’s credentialing and recredentialing process on our website for Providers
who may not be contracted with our health plan. For Providers interested in joining our health plan, our
Network Contracting team will inform Providers about the steps involved in the CVO’s credentialing process
and how it interfaces with our health plan contracting process. Once Providers become part of our network, we
will educate them regarding recredentialing through our initial Provider orientation and through our Provider
Manual. This education will include the process for adding a new Provider or new location to a Provider group
already contracted with our health plan. Our PRSs will also assist network Providers as they learn the process
and go through recredentialing.

We propose to assign a single point of contact from our health plan to liaise with the CVO regarding any
questions about information received from the CVO and to bring forward any feedback we receive from
Providers regarding the credentialing process. We will work collaboratively with the CVO to ensure we will
have the ability to track/view the status of Provider applications to effectively share this information with
Provider partners to support seamless collaboration.

4. Describe the Offeror’s approach for timely contracting of Providers upon receipt of information from the CVO that a Provider’s credentialing is
complete.

When recruiting Providers into our network, our Network Contracting team will meet with Providers regarding
the contracting process, review the Provider Agreement, answer questions, and negotiate terms. To support
timely contracting of Providers following the completion of the credentialing process by the CVO, we will
request that Providers sign the Provider Agreement prior to the credentialing process completion. Once we are
notified by DOM/the CVO that the credentialing process is complete and we receive the file interface exchange
containing the Provider’s credentialing approval, we will notify the Provider within seven calendar days
regarding approval or denial of their contract request. Upon successfully completing credentialing through the
CVO, we will countersign the Provider Agreement.

After the Provider Agreement has been executed by both the Provider and our health plan, we will immediately
initiate the steps to load the Provider information into our Provider Lifecycle System. The Provider Lifecycle
System feeds into our claims processing system to ensure we complete the contracting process and load the
Provider information into our claims processing system within 21 calendar days from the date of notification
from DOM. Data in our Provider Lifecycle System flows to other downstream systems needing that
information, including our Provider Directory for near real-time updates thanks to our Real Time Repository
(RTR) data architecture.
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5. Submit templates of the Offeror’s standard Provider contracts.

We have read, understand, and will comply with all Provider Agreement requirements described in Section 6.6
of Appendix A, Draft Contract. Please refer to Attachment 4.2.2.2.A.5.a Participating Provider Agreement,
Attachment 4.2.2.2.A.5.b Participating Provider Agreement- Dental, Attachment 4.2.2.2.A.5.c
Participating Provider Agreement-Vision for our sample boilerplate Participating Provider Agreement,
including Exhibits that govern our contractual relationships with Ancillary, Clinic, Group, Hospital, Primary
Care, and Specialist Providers. We will ensure that all Provider Agreements meet DOM’s contractual
requirements. For CHIP Providers, our Participating Provider Agreement will also include a product attachment
specific to the CHIP program.

6. Describe the Offeror’s proposed policies and procedures for addressing the loss of a large Provider group or health system, including:
Through our Provider Relations Model, we will work closely with Providers as partners to ensure we do not
lose a large Provider group or health system from our network. We will exhaust all efforts to prevent a
significant loss of Providers. However, in the unlikely event that a loss occurs, our policies, procedures, and
systems are set up to minimize any adverse impact for Members. We will comply with all DOM requirements
articulated in Section 6.4 of Appendix A, Draft Contract for every circumstance involving a Provider
termination, including submitting Provider Termination Work Plan and supporting documentation to DOM.

Our policies and procedures will include methodologies and proactive risk management strategies to ensure
continued Member access should termination occur. We will comply with all DOM requirements related to the
loss of a large Provider group or health system from our network, including, but not limited to, those outlined in
Sections 6.4 Provider Terminations, 7.6 Provider Agreements, and applicable parts of Section 7 Care
Management Services of Appendix A, Draft Contract. Table 4.2.2.A.6 below highlights an example of a
proposed policy that will include notification letter templates and work processes including system work
processes and impact analysis templates.

Table 4.2.2.A.6 Example Proposed Policies and Procedures

Policy Name Purpose Description

Provider To ensure all Provider Terminations are implemented | Outlines the development of a termination work plan including
Termination accurately, timely, and in compliance with State and specific steps/actions and due dates. The work plan includes
Policy Federal laws. Provider Impact and Analysis, Provider notification of termination,

Member Impact and Analysis, Member notification of Termination,
Member transition and continuity of care, System Changes, Provider
Directory updates, Contractor Online Directory Updates,
Communication Plan and Termination Retraction Plan (if
applicable) and notification requirements to DOM.

a. System used to identify and notify Members affected by Provider loss;

Identification of Members

Upon receipt of a Provider’s notification of termination, our Provider Relations Department will notify the
Eligibility Specialist. The Eligibility Specialist will identify Members impacted by the termination by
generating a report listing all Members assigned to each terminated Provider. For all other types of Providers, a
Claims Liaison will create a claims report listing all Members who have seen the Provider within six months
prior to the termination date.

Notification to Members

Within 15 calendar days of notice or issuance of termination, the Eligibility Specialist will mail all affected
Members a notification of termination (at 3™ grade reading level) containing the following information, with a
copy to their PCP/PCMH (unless terminated):

e Provider name and notification of termination

e The date after which the Member cannot use the terminated Provider

How to select a new Provider and contact information for the Member Services Call Center

Inclusion of optional Providers to choose from

The Member’s right to request continued care from the Provider

Notice of PCP/PCMH assignment if the Member does not call or use the Member Portal to change their
PCP/PCMH
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o To promote access to high quality, convenient Providers, we will assign the Member to a new
PCP/PCMH, in part, based on the distance to the PCP/PCMH and the PCP’s/PCMH’s quality score

o Ifthe Member is enrolled in medium or high-risk Care Management, we will assign the Member to a
PCMH

We will also email Members for whom we have email addresses, notifying them they have an important
message that they can access through the Member Portal. The message will contain the same information as the
mailed notice described above. For Members in Care Management, this will alert the Care Manager(s) to
outreach to impacted Members notifying them of the situation and assisting them with selecting a new
PCP/PCMH. For Members in foster care or whom otherwise have another caseworker, we will notify the
applicable State agency, facility, or if appropriate, their Parents/Caretakers/Caretaker relatives of the Provider’s
termination and assist with any Member needs.

b. Automated systems and membership supports used to assist affected Members with Provider transitions;

We will support Members with Provider transitions using our automated technology systems, including our
CRM, Member Portal, and online Provider Directory. Member Services and CM staff will use the information
available in these systems to assist Members who contact the call center or who are in Care Management to
choose a new PCP/PCMH or locate another Provider to promote Member choice of a high-quality Provider.

Members can use the Member Portal to change their PCP/PCMH and use the online Provider Directory to assist
them in their selection. The Directory will use a Member’s location to find the nearest Provider and includes
helpful information such as hours of operation, non-English languages spoken, names, locations, telephone
numbers, and status of Providers accepting new Members. Our Directory will also support Members seeking
Providers with location accessibility, such as platform lift, elevator, and size of interior travel paths. Our
systems will automatically update the online Directory after a termination is completed and updated in the
Customer Relationship Management system.

Our technology systems enable us to quickly respond and support Members impacted by Provider transitions:

e The Provider Lifecycle System component of our Management Information System (MIS) automates our
health plans’ Provider relationships with continuous data management, such as managing termination
dates/other data changes

e Customer Relationship Management (CRM) receives, validates, integrates, manages, transmits, and reports
on all levels of Member demographic information and Member preferences

e Our secure, web-based Member Portal allows Members to review and select from available Providers when
a Provider loss requires them to choose a new PCP/PCMH

e Our Provider Portal gives Providers access to information about the Member’s care history and needs to
facilitate continuity of care when the Member begins seeing a new Provider following a Provider loss

e The Member Health Record in the Provider Portal securely displays a Member’s medical, behavioral, and
pharmacy utilization as well as lab test results, care gaps, health alerts, SDOH, and other clinical
information

e The Patient Panel Roster includes updated demographic and administrative information as well as care gaps
for all Members under the Provider’s care

e Our Clinical Documentation System displays the Member’s Care Plan, which includes the Member’s
identified health problems, treatment goals and objectives, milestone dates, and progress in an online format

c. Systems and policies used to maintain continuity of care of Members experiencing Provider transition; and,

Systems to Support Continuity of Care

As described above in the response to Section 4.2.2.2.A.6 of the RFQ, our technology systems will support
continuity of care for Members when they experience a Provider transition by helping the new Providers receive
historical information about the Member. For example, through the Provider Portal, the new Providers can
access information on their new Members’ health care needs and conditions, including the care plan, medication
history, laboratory tests, radiologic studies, prior authorizations, assigned health plan Care Manager, and be
alerted to care gaps or upcoming appointment needs. Through the Provider Portal, we will offer the new
Provider information to prevent unnecessary duplication of tests or unintentional changes to medication
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regimens for which the Member is already stabilized and could negatively impact Member outcomes. In
addition, Care Managers will use our Clinical Documentation System to support Member continuity of care,
documenting the Provider transition, adjustments to treatment goals, and other Care Manager actions in the care
plan, based on outreach to the Member regarding the transition.

Policies to Support Continuity of Care

Our Provider Agreements will require that Providers give us 180 days’ notice before voluntarily leaving our
network at the end of the initial term, at the end of any renewal term, or in accordance with alternative terms of
the Provider Agreement. By having 180 days’ notice, we will implement our four-step Network Development
Strategy described above to retain or replace the Provider and maintain continuity of care for our impacted
Members. Providers must supply copies of medical records for each Member to the new Provider and must
facilitate the Member’s transfer of care at no charge to the Member.

We will allow Members to continue an ongoing course of treatment from the terminated Provider (unless the
Provider is terminated due to cause) for up to 60 calendar days from the date we notify the Member of the
termination or 60 calendar days from the date of Provider termination, whichever is greater. Upon request from
a Member undergoing active treatment related to a chronic or acute medical condition, we will reimburse the
Provider for the provision of covered services for up to 90 calendar days from the termination date. In addition,
we will reimburse the Provider for the provision of covered services to a Member who is in the second or third
trimester of pregnancy, extending through the completion of postpartum care relating to the delivery.

d. Approach to cover membership needs with existing network resources following terminations.

We will submit a Provider Termination Work Plan as required by Section 6.4 of Appendix A, Draft Contract for
every Provider termination. We will identify new network Providers for impacted Members and transition those
Members to new PCPs/PCMHs, including specialists acting as PCPs. Upon notification of a termination, we
will use network assessment methods such as geographic mapping and the Access and Availability Evaluation
to measure the impact of the Provider termination on our existing network’s compliance with geographic and
appointment access standards (e.g., appointment wait times remain within contract standards). Our Performance
Improvement Team and QMC will identify compliance issues based on this assessment and determine
solutions. Our Network Development team will incorporate the results into the Recruitment Work Plan for
implementation.

Our Member Services Call Center and CM teams will support Members to identify convenient, high-quality
Providers to meet their specific care needs. Our Network team will determine the two closest Providers to the
Member’s zip code, and an Eligibility Specialist will send the suggestions to the Member. If the Member does
not select a Provider, they will be auto-assigned to the nearest, most highly qualified Provider. Where
necessary, we will provide incentive payments to Providers to expand their panel capacity to accept more
Members through extended hours or staffing to ensure continuity, coordination of care, and continued timely
access. Our CM team will closely monitor impacted Members to address and alleviate any resulting barriers to
care from the new Providers, such as concerns related to SDOH and NET.

7. Describe any Provider incentive programs the Offeror plans to implement to improve access and the quality of care.

To improve our MSCAN and CHIP Members’ access to care while also improving the quality of care, we will
offer financial and non-financial Provider incentive programs. Our incentive program for network Providers
will include VBP arrangements, described in our response to Section 4.2.3.1 of the RFQ, promoting integrated
primary care in alignment with DOM’s goals.

Financial Provider Incentive Programs

We realize that all Providers participating in MSCAN and CHIP have not all advanced at the same pace in
terms of readiness to participate in VBP models. By providing the right incentives to the right practices at the
right time, we will leverage proven methods to successfully advance Providers across a continuum of payment
and care transformation. To achieve this goal, we propose to offer VBP across the entire spectrum of the Health
Care Payment Learning & Action Network (HCP-LAN) Framework.

Our Integrated Primary Care Value Based Purchasing (IPC-VBP) approach will support the expansion and use
of PCMHs in Mississippi and include value based purchasing (VBP) models that offer an enhanced
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ayments. .

reimbursement structure to Providers ready to accept downside risk. in addition to upside qualit

Please refer to our response to Section 4.2.3.1 of the RFQ for the full description of our proposed VBP models.
We will also implement Provider incentives for actions such as expanding panel capacity to accept more
Members through extended hours or staffing and payments to PCPs/PCMHs for completing behavioral health
screenings.

Non-Financial Provider Incentive Programs
We will offer non-financial Provider incentives, such as the following:

e Preferential Member Auto-Assignment. We will recognize Providers for their outstanding performance
and consistent support of our quality improvement programs by offering them a preferential assignment of
Members in the auto-assignment process. Our PCP auto-assignment algorithm will incorporate PCPs’
quality scores to align Members with Providers who consistently meet high-quality standards.

e Reduced Administrative Burden. We will incentivize Providers with excellent quality and appropriate
utilization by waiving prior authorization requirements for select services.

e Quality Awards for Excellence in Care. We will recognize Providers with the highest quality scores for
the year with an annual Quality Award for Excellence in Care.

e Service to the Underserved. On an annual basis, we will recognize an outstanding PCP, nurse practitioner,
and/or physician assistant in each region of the State who makes a significant contribution to local
community health and addressing health disparities. We will recognize them in the press and our Provider
and Member Newsletters, and they will be eligible to direct a contribution from our health plan to an
approved charity of their choice.

e Preferred Provider Partnership. We will have a preferred Provider program to waive authorizations and
remove administrative burden when Providers demonstrate high quality. For example, we will waive certain
authorization requirements for preferred Providers who commit to entering into value-based contracts.

8. Explain the Offeror’s proposed process to maintain the Offeror’s Provider file with information about each Provider sufficient to support Provider
payment including the ability to:

Provider File Process Supporting Provider Payment
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We will receive all required data for the Provider File from DOM via a file transfer at regularly scheduled
intervals determined by DOM. Once we receive this information, we will upload it into our Provider Lifecycle
System. We will maintain Provider files with details on each Provider sufficient to support timely and accurate
Provider payment and meet Federal and DOM reporting requirements. Our Provider Lifecycle System is an
integrated component of our MIS, which automates the entire lifecycle of our Providers’ critical operational
areas.

Ensuring Sufficient Information to Pay Providers. As part of the Provider contracting process, our Provider
Data Management (PDM) team will enter a Provider’s demographic, specialty, location, affiliation, and related
information in the Provider Lifecycle System. This information will include Provider name, group name, W-9
form showing legal entity name and tax identification number (TIN), taxonomy code, address, effective date,
end date, primary specialty, Medicaid identification number, payment information, National Provider Identifier
(NPI), and licensing/credentialing information, including the DEA license and CLIA certificate as indicated.
The Provider’s financial affiliation(s), license status, specialty/practice type, pay class (including Provider’s
contractual relationship with us) support our claims payment processes. We will add the Provider data to
support payment and reporting for services obtained from an out-of-network Provider, not in our Provider
Lifecycle System. We will also perform reconciliation with CMS’s National Plan and Provider Enumeration
System (NPPES) to ensure the accuracy of NPIs and use DOM’s Provider data file for validation of Medicaid
identification numbers.

Provider Data Integration in Our MIS. Our Provider Lifecycle System is integrated with our MIS supporting
automated electronic data exchange between our system components, including our Claims Processing System,
Clinical Documentation System, Encounter Data System, Enterprise Data Warehouse, and Reporting and
Analytics Platform. Provider data is audited and reconciled in our Provider Lifecycle System before distribution
to other systems to ensure data consistency and integrity throughout our operations.

a. Issue IRS 1099 forms

By January 31st of each year, as required by Federal law, our Finance Department will issue 1099 forms for all
Providers (in and out-of-network) who received claims payment of $600 or more in the previous year. We will
review and validate the accuracy of our Provider files at regular intervals throughout the year to expedite the
issuance of 1099s in January. Our Mississippi-based Chief Financial Officer and Vice President of Finance will
ensure accuracy and oversee the proper issuance of 1099 forms by January 31st of each year. Providers will not
need to complete any forms for 1099s to be issued. If Providers have questions, they will be able to contact the
PSCC or reach out to their local PRS.

b. Meet all federal and Division reporting requirements, and

We will work collaboratively to meet all DOM and Federal reporting requirements outlined in Appendix A,
Draft Contract related to Provider information and Provider network statistics. We will have a project manager
dedicated to reporting activities, with support from our Data and Analytics Manager. Through our experience
and strong relationships with Providers, supported by our Provider Relations team, we will ensure that we
maintain up-to-date Provider data in our systems to maximize the value and reliability of our payment and
reporting processes. We will also require Subcontractors to verify and report network and utilization
information to ensure our compliance with Federal and DOM reporting requirements.

Our Reporting and Analytics Platform includes a full suite of tools, including desktop reporting and Key
Performance Indicator (KPI) dashboard capabilities to provide the reporting capabilities needed to report on all
data sets required for Federal, State and MSCAN and CHIP reporting, including those related to Provider data,
1099 reporting, HEDIS, EPSDT services, and claims timeliness. For example, we will use the following reports
to monitor and manage Provider information:

e Provider Data Management Dashboard. Our Network Management staff will review a Provider Data
Management Dashboard that is updated weekly to enable continuous monitoring of the administration and
management of Provider data. The dashboard is designed to measure the volume of and success in
completing quality management processes relating to Provider claims and service activities.

e Data and Reports Supporting Our Provider Relations Team. Our Provider Relations staff will use data,
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analytics, and reports to track various activities, including the trending of issues impacting claims, encounter
data, and reports. We will document, maintain, and track all claims issues and communication with
Providers, including any Provider issues received from the Provider Services Call Center. For example, if
we identify a Provider claims issue, our Customer Services Representative (CSR) will use contextual
documentation and reporting from our Reporting and Analytics Platform, sourced from our Claims
Processing System to solve their issue in real-time. Updated Provider demographic information from
multiple communication sources will be entered and updated in our Provider Lifecycle System by our PDM
team, ensuring that all Provider data comes from one governing source, as well as ensuring correct
outcomes in areas such as claims adjudication, authorizations, 1099 forms, and our Provider Directory
listings.
c. Cross-reference to state and federal identification numbers to identify and report excluded Providers.
Processes for Cross-Referencing State and Federal Exclusions Lists
Per our policies, Providers who do not have a Mississippi Medicaid ID number or have a revoked/suspended
Medicaid/Medicare ID number will not be eligible to participate with our health plan. In addition, the safety
features built into our Provider Lifecycle System will prevent entering a Provider record unless the Mississippi
Medicaid ID number is entered. This safety feature enables our Provider Lifecycle System’s “Sanction Pay
Class” mechanism can ensure no Provider on an Exclusion List is eligible for payment. Upon notification from
DOM that a Provider has been sanctioned, we will notify the Provider (via letter) and provide verification to
DOM that no claim will be paid to the sanctioned Provider. We will report Provider network statistics
(including reporting of excluded Providers) to DOM on both a monthly and ad-hoc basis.

Provider Data Collection/Validation Process. We will collaborate with the CVO to confirm Providers have
the valid information to be credentialed and/or recredentialed as MSCAN and/or CHIP Providers. In between
credentialing and recredentialing cycles, we will query the US Department of Health and Human Services
Office of the Inspector General’s List of Excluded Individuals and Entities Database and DOM’s Excluded
Provider Listings on a monthly basis. If Providers are found in either database, we will notify our Vice
President of Population Health and Clinical Operations and Compliance Officer. The Compliance Officer will
notify DOM and the Provider will be immediately suspended from the network. We would then recoup any
claims paid to the Provider during the exclusion period.

Preventing Payment to Excluded Providers. Our Claims Processing System contains adjudication logic that
prevents claims from advancing to payment status for Providers found to have Federal or State exclusion status.
The system flags Provider records so that claims from excluded Providers will automatically deny, supporting
the other controls described above. A detailed explanation is on the remittance to indicate the denial reason and
will be available to Providers via phone, fax, and through our secure Provider Portal.

4.2.2.2.B Provider Services Call Center
1. Describe the Offeror’s Provider services call center operations including:

Our health plan will offer Providers a dedicated Provider Services Call Center staffed by Customer Service
Representatives (CSRs) who live in Mississippi, have a deep understanding of Mississippi culture, and are
thoroughly trained on the State’s MSCAN and CHIP programs. We will equip our CSRs with a fully integrated
suite of desktop tools containing resources and information available online in real-time, specific to Provider
needs. Through our Customer Relationship Management (CRM) system, CSRs will be able to quickly search,
retrieve, and save relevant content and documents, such as authorization or claims information, for ease of
assistance. CSRs will be able to view documentation of interactions (electronic, physical, and telephonic) from
all Provider-facing staff, who will log engagement in a single relational repository for all Provider data across
all core Provider functions. As a result, Providers will receive efficient and knowledgeable service aimed at
first-call resolution on even the most complex issues.

Provider Services Call Center functions will include:

Assisting Providers with questions concerning Member eligibility and enrollment status
Assisting Providers with prior authorization and referral procedures

Assisting Providers with claims payment procedures and handling Provider disputes and issues
Handling Provider Grievances
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e Facilitating the transfer of Member medical records among and between medical Providers, as necessary

¢ Educating Providers on covered medical services, excluded medical services, and benefit limitations

¢ Providing PCPs/PCMHs a monthly list of Members who are under their care, including identification of
new Members and Members who were disenrolled, and an explanation guide

e Referring Providers to the Fraud, Waste, and Abuse Hotline

e Coordinating the administration of out-of-network services

e Assisting Providers in escalating issues to their dedicated, local Provider Relations Specialist (PRS)

We understand and will comply with the contractual requirements for Provider Services Call Center operations
as outlined in Section 6.9.1 of Appendix A, Draft Contract.

a. Hours of operation;

Our Provider Services Call Center staff will answer calls Monday through Friday from 7:30 a.m. to 5:30 p.m.
Central Time (CT). For Provider calls received after hours and on weekends, including on State-designated
holidays, Providers may speak with a Registered Nurse from our 24-hour Nurse Advice Line for emergency
prior authorization requests and other urgent clinical issues. Our secure Provider Portal and automated
Interactive Voice Recognition (IVR) system offer Providers self-service options 24/7 from verifying the
eligibility and PCP/PCMH assignment of Members being seen by that Provider to checking authorization and
claims status.

b. Describe how the Offeror will ensure call center employees will have cultural competency;

We are committed to establishing multicultural principles and practices throughout our organization as we work
towards the critical goal of developing a culturally competent service system. We will implement a Cultural
Competency Plan based on the Culturally and Linguistically Appropriate Services (CLAS) Standards as
developed by the United States Department of Health and Human Services (HHS), Office of Minority Health,
as our official guidelines for providing culturally sensitive services. We will ensure CSRs understand the tenets
of our Cultural Competency Plan and how to facilitate services to Providers in accordance with the Plan through
call shadowing, ongoing call monitoring, coaching, and refresher training on specific cultural competency
issues from actual Provider calls.

In addition, upon hire and quarterly, all CSRs will receive Cultural Competency training from our Mississippi-
based Customer Service Trainer. Additional training offered through our learning management system will
include Trauma-Informed Care and Adverse Childhood Experiences, Racial Equity and Unconscious Bias,
Poverty Competency, Disability Sensitivity, People-First Language, and Person-Centered Thinking. Training
will be offered in person through teleconferences and online webinars. We will develop scripts for CSRs to use
when making outbound calls to Providers and responding to incoming Provider calls. We will review these
scripts annually to determine any necessary revisions. We will submit our Call Center scripts to DOM for
review and approval 60 days prior to use.

In addition to specific training opportunities, we are committed to hiring from the communities we serve, and
CSRs will be encouraged to share and utilize their own cultural diversity to enhance our MSCAN and CHIP
programs. We will offer a variety of diversity and inclusion groups that staff can join to bring greater cultural
competency awareness to our entire health plan. We will monitor the effectiveness of our cultural competency
activities through annual surveys, Grievances, and ad hoc feedback from individual Providers concerning the
cultural awareness and sensitivity of our staff.

c. Specific standards for rates of response (e.g., live answer, incomplete calls, speed of answer, average length of call, abandonment rate, call
monitoring requirements) and measures to ensure standards are met (the Division retains the right to approve all call center standards);

Measures and Standards

We will monitor performance using the call center measures required in Section 6.9.1.2 of Appendix A, Draft
Contract, as well as additional internal measures. We will use the following measures and standards that meet or
exceed DOM standards:

e Average monthly speed to answer of 30 seconds or less
e Average monthly abandonment rate of 4% or less
e Average monthly call quality score of 90% or greater
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Since we do not impose call duration limits on any caller, we will not use the average length of call as a call
center standard. In one of our affiliated health plans serving populations similar to those in Mississippi, the
monthly average speed to answer after the initial IVR is 25 seconds, the monthly abandonment rate averages
2.12%, and the call quality score averages 97.65%.

Ensuring Standards are Met

Our innovative Provider Services Call Center workforce management system will support a responsive, scalable
staffing model to determine appropriate staffing to ensure we can respond to Provider call volume and meet the
standards listed above. In addition, to ensure overall call quality and accuracy, our Call Center Quality
Specialists will audit at least 3% of calls using a customer service evaluation system integrated with our
telephony system. Our PSCC audit report cards will address courtesy, accuracy, quality measures, and cultural
competency. CSR Supervisors will receive audit results daily and provide immediate coaching as necessary.
Audits will identify trends, allowing us to provide staff training to address errors in call quality and processes.
We will provide the findings of our audits to DOM via a quarterly report, make recordings available to DOM
upon request within five business days, and maintain the recordings for at least twelve months. Please see our
response to 4.2.2.2.B.20f the RFQ for more information on how we ensure standards are met.

d. Training program for call center employees including local and statewide cultural competency; and,

All newly hired Provider Services Call Center staff will receive training from and will shadow our Mississippi-
based Customer Services Trainer. All Mississippi CSRs will undergo new hire training that includes:

e Fundamentals include active listening, use of the language line, conflict resolution, review of internal
departments and warm transfers, including interfacing with Care Management staff, arranging interpretation
and communication support services, claims and prior authorizations, online tools and Mobile Applications,
Subcontractor roles, and responsibilities, and emergency management protocols

e Program Information including Medicaid 101, MSCAN and CHIP, Provider Billing Handbook, accessing
appropriate services, review of benefits, Provider materials, and education, an overview of our Provider
Relations Model, how to refer Providers to the Fraud, Waste, and Abuse Hotline, and how Providers can
refer Members for Care Management and other clinical programs.

e Job Functions include assisting Providers with Member eligibility status, prior authorization and referral
procedures, claims payment, out-of-network services coordination, Grievances and Appeals, and use of the
Provider Portal. CSRs will be trained on when they need to escalate a Provider concern wabﬂ rs
to the correct department via the CRM system. N blé

e Health Equity We will work with Jackson State University in collaboration with DOM
and the other CCOs to develop a Health Equity Guide to align health equity efforts

across the State. / S

e Competency based on our Cultural Competency Plan, HHS’ CLAS Standards, and “noyats®
training materials from Mississippi agencies and organizations such as the Mississippi Department of Health
and the University of Southern Mississippi. Our cultural competency training program will address both
statewide and regional cultural sensitivity considerations through the following topics:

o Cultural Competency Defined o Translation and Interpretation Services
Health Literacy Defined Disability Sensitivity and Awareness
Limited English Proficiency Disability Etiquette

Cultural Competency Compliance
Cultural Competency Resources

Becoming Culturally Competent
Cultural Diversity in Mississippi

o O © O

o
o
o
o

Ongoing training topics will be held on at least a quarterly basis. They will include refreshers on excellent
customer service, critical thinking skills, effective communication, conflict resolution, managing emotions,
empathy, self-awareness, and a global mindset. Training will include subjects identified as trends through call
quality audits, escalated calls, and team lead assistance calls. Additionally, we will conduct regular training
huddles to communicate “Late Breaking News;” Provider Bulletins; updates related to State Plan or CHIP State
Health Plan Amendments or Administrative Code filings; system enhancements; benefit, billing, and claims-
related updates; and changes to work processes or call scripts. In addition to team huddles, our Call Center
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Learning Software will allow us to send role-specific updates to PSCC staff and verify understanding of those
updates through knowledge checks. We will submit quarterly reports to DOM detailing the Provider Services
Call Center staff training conducted, topics covered, and the number and positions of staff completing the
training.

e. A description of any plans to use electronic communication to respond to Provider inquiries.

Providers will be able to access our secure web-based Provider Portal 24/7 to answer many of their inquiries on
a self-service basis. They will receive in-person training on the Portal’s features from their local PRS. The
Portal’s capabilities include: Member eligibility inquiry, authorization submission, and status, claim
submission, claim status, claim payment history, and a growing number of clinical applications. These clinical
applications include online care gap notifications and health alerts, Member health records, ADT notifications,
Patient and Provider Analytics, care and disease management referrals, and clinical practice guidelines. If a
Provider cannot resolve their inquiry through self-service, they will be able to submit a secure email to our call
center staff through the Portal and receive a response within one business day. And, as always, Providers will
have access to their local, dedicated PRS.

2. Describe how the Offeror will assess the quality and efficiency of the Call Center.

As described in our response to 4.2.2.2.B.1.c of the RFQ, we will use DOM call center standards to monitor the
quality and efficiency of the Call Center. These standards include average monthly speed to answer, average
monthly abandonment rate, and call quality score. Our response to 4.2.2.2.B.1.c also describes how we will
monitor individual CSR performance through call audits and provide training and coaching to enhance the level
of service to Providers. In addition, each CSR will go through a monthly performance review with their
supervisor.

To maintain service level standards for quality and efficiency, we will use our innovative workforce
management system to support a responsive, scalable staffing model. Based on years of call data analyses with
our affiliated health plans with similar populations, our predictive modeling software will factor in call-type
complexity, historical call duration, call patterns including seasonal variation, market maturity, and Mississippi-
specific program features to determine appropriate staffing.

We will review call trends to identify and resolve common issues among Providers and produce a monthly Call
Trend report for DOM. We will also monitor the overall effectiv