CONTRACT #7
RFS # 318.66-053
FA # 08-24983
Edison # NA

Finance & Administration
Bureau of TennCare

VENDOR:
Volunteer State Health Plan,
Inc.

(East Region)



State of Tennessee
Department of Finance and Administration
Bureau of TennCare
310 Great Circle Road
Nashville, Tennessee 37243

Bill Haslam Mark A. Entkes
Governor Commissioner
April 28, 2011

Mr. Jim White, Director

Fiscal Review Committee

8" Floor, Rachel Jackson Bldg.
Nashville, TN 37243

Altention: Ms. Leni Chick

RE: Bureau of TennCare Managed Care Organization Contract Amendments (7}

Dear Mr. White:

The Department of Finance and Administration, Bureau of TennCare. is submitting for
consideration by the Fiscal Review Committee the following Managed Care Organization (MCC)
amendments. These amendments provide language clarifications including changes to CHOICES
requirements and CHQICES credentialing, ciarification of Disease Management and NCQA
requirements, behavioral heaith monitoring report adjustments, and a provision to require the
MCC to institute a policy to address fuel price adjustments. Additionally, the two amendments for
the TN Middle Region, AmeriGroupTennessee and UnitedHealthCare Plan of the River Valley, as
well as VSHP TennCare Select, provide for a term extension. All amendments include funding to
support continuation of these medical and behavioral heaith services through FY ’12.

Volunteer State Health Plan (TennCare Select) FA-02-14632-25
AMERIGROUP Tennessee, Inc. FA-07-16936-08
UnitedHealthCare Plan of River Valley, inc. FA-07-16937-08
UnitedHealthCare Plan of the River Valley, Inc FA-08-24979-05
(West Region)

Volunteer State Health Plan : FA-08-24978-05
(West Region)

UnitedHealthCare Pian of the River Valley, inc. FA-08-24984-05

(East Regfon)
Volunteer State Health Plan
(East Region)

FA-08-24983-05 »/



Mr. Jim White, Director
Aprit 29, 2011
Page 2

The Bureau of TennCare would greatly appreciate the consideration and approval of these
amendments by the Fiscal Review Committee.

Sincgggly,

.
Samri

Scott Pierce
Chief Financial Officer

T

ce: Darin J. Gordon, Deputy Commissioner
Alma Chilton, Director of Contracts



Supplemental Documentation Required for

Fiscal Review Committee

*Contact
* 3 .
Contact Name: | g0 pioree _ Phone: | 615-607-6415
*Original Contract | FA-08-24983-00 *Original RFS | RFS 318.66-053-08
Number: Number:
Edison Contract N/A 1?\?180;; RFS N/A
Number: ¢f applicable) :}l;r; h'(;;}) l(g
*Original Contract *Current End o
Begin Date: | May 19, 2008 Date: | June 30, 2012

Current Request Amendment Number:

Gf applicable) )

Proposed Amendment Effective Date:
(if applicable)

July 1, 2011

*Department Submitting:

Department of Finance and

Administration

*Division:

Bureau of TennCare

*Date Submitted:

April 29, 2011

*Submitted Within Sixty (60) days:

Yes

If not, explain:

NA

*Contract Vendor Name:

Volunteer State Health Plan (Last Region) |

*Current Maximum Liability:

$1.771.480,000.00

*Current Contract Allocation by Fiscal Year:

(as Shown on Most Current Fully Executed Contract Summary Sheet)

FY: 2009 Y. 2010 FY: 2011 FY: FY FY
$295,236,000.00 | $590,472,000.00 $885,772,000 | $ 3
*Current Total Expenditures by Fiscal Year of Contract:

{attach backup documentation from STARS or FDAS report) Attached

FY: 2009 FY: 2010 FY: 2011 FY: Fy FY
$ 328,230,257.00 $712,601,467.16 | $735,517,347.84 | § $ 3
IF Contract Allocation has been greater

than Contract Expenditures, please give N/A

the reasons and explain where surplus
funds were spent:

IF surplus funds have been carried
forward, piease give the rcasons and
provide the authority for the carry forward
provision:

N/A

IF Contract Expenditures exceeded
Contract Allocation, please give the
reasons and explain how funding was
acquired to pay the overage:

The reason that Fiscal Year expenditures for the
full-risk Managed Care contract exceeds the
contract allocation are that the contract maximum
liability must be estimated before the first year of
the contract using current enrollment and
medical/behavioral claims cost. If the program’s
enrollment were to vary significantly from the
ortginal estimate, expenditures could he higher
than actual allocations, hawever, the expenditures




Supplemental Documentation Required for

Fiscal Review Committee

l do not exceed the maximum liability of the contract, |

*Contract Funding
Source/Amount;

State: | $514,562,106.00 Federal; $1,256,917.894.00

Interdepartmental:

Other:

If “other” please define:

Dates of All Previous Amendments or
Revisions: (if applicable)

Brief Description of Actions in Previous
Amendments or Revisions: (if applicable)

Amendment #1 - September, 2009

This amendment provided compliance with Mental Health
Parity Act, provided clarification language to the contract,
streamlined reporting to enhance timeframes as wel] as
revicw and analysis for consistency with NCQA reporting
requirements, No funds were associated with this
amendment.

Amendment #2 — March 1, 2010

This amendment provided compliance with Long Term
Care Community Choices Act of 2008 for the provision of
home and community based services and restructuring the
long-term care systein in Tennessee.

Amendment #3 - July 1, 2010

Provided language refating to enforcement of Annual
Coverage Assessment Act of 2010 and clarifications of
Long-Term care reporting.

Amendment #4 - January 1, 201 |

Address Program Integrity clarifications, Performance
measures, CHOICES requirement clarifications, and
update risk adjustment language modifications.

Method of Original Award: (if applicable) | Request for Proposal

*What were the projected costs of the service for | The costs associated with this contract were
the entire term of the contract prior to contract | predicated on the cost proposals submitted in

award? | response to the RFP. These documents are
public information and available upon request.




Supplemental Documentation Required for
Fiscal Review Committee

For all new non-competitive contracts and any contract amendment that changes
Sections A or C.3. of the original or previously amended contract document,
provide estimates based on information provided the Department by the vendor
for determination of coniract maximum liability. Add rows as necessary to
provide all information requested.

If it is determined that the question is not applicable to your contract document
attach detailed explanation as to why that determination was made.

Planncd expenditures by fiscal year by deliverable. Add rows as necessary to indicate
all estimated contract expenditures,

Actual expenditures are based on full-risk capitation rates incorporated into the
contract. {Attached).
Deliverable FY: FY: FY: FY: FY:
description:

Proposed savings to be realized per fiscal year by entering into this contract. If
amendment to an existing contract, please indicate the proposed savings to be realized
by the amendment. Add rows as necessary to define all potential savings per
deliverable,

This contract represents the Bureau of TennCare’s competitively awarded procurement of
medical and behavioral services for TennCare members through a full risk capitation
payment. The contract itself does not identify savings, however, the full-risk insurance model
encourages contractors to deliver all required covered benefits in a cost efficient manner by
putting risk on contractor and not the state.

Deliverable FY: FY: FY: FY: FY:
description:

Comparison of cost per fiscal year of obtaining this service through the proposed
contract or amendment vs. other optiens. List other options available (including other
vendors), cost of other options, and source of information for comparison of other
options (e.g. catalog, Web site). Add rows as neeessary to indicate price differentials
between contract deliverables.

This contract was competitively procured and, as such, the rates paid for the various physical
and behavioral health services provided through this contract were determined as result of the

Request for Proposal (RFP) process.




CONTRACT NOT PAID THROUGH EDISON 021908
CONTRACT SUMMARY SHEET
RFS # Contract #
318.66-053 FA-08-24983-04
State Agency State Agency Division
Department of Finance and Administration Bureau of TennCare
Cortractor Name Contractor ID # (FEIN or SSN)
Volunteer State Heaith Plan Clc- or E} V-
Service Description
Frovision of Physical and Behavioral Health Sarvices to TennCare Enrollees in East Tennessee Region
Contract Begin Date Contract End Date SUBRECIPIENT or VENDOR? CFDA %
May 19, 2008 June 30, 2012 Subrecipient 93'778§:rﬁ}cfs';§§2“xf'x'*“"‘a”
Mark Each TRUE Statement
[:] Contractor is on STARS ' L__l Contractor's Form W-9 is on file In Accounts
Allotment Coda Cost Canter Object Code Fund Funding Grant Code Funding Subgrant Code |
318.66 11
FY State Fedaral Interdepartmental Other TOTAL Contract Amount
2008 0.00
2009 $105,877 534.00 $189,358,466.00 $285,236,000.00
2010 $147,116,100.00 $443,355,900.00 $590,472,000.00
2011 3261, 568,472.00 $624,203,528.00 : . $685,772,000.00
GEN(y
$514,562,106.00 $1,266,917,894.00 $1,771,480,000.00
L e e et |
~— COMPLETE FOR AMENDMENTS ONLY State Agency Flecal Contact & Telephone #
Scott Plerce
FY Bawe Contract & THIS Amendment | 310 Great Circie Road
Prior Amendments ONLY Nashvilte, TN 37243
(615) 507-6415
2008 0.00 0.00 § Stats Agency Budget Officer Approval
2000 $285.236,000.00 o.eoir yd /%/ W
2010 $560.472,000.00 0.00 oty
2011 $885,772,600.00 0.00 ¥ Funding Caritfication (certification, required by T.C.A, § D-4-5113, that there is
a batance in the appropriation from which the obligated expendilye Is requited 1o be
pait that is not otherwise encumbeted 1o pity obligations previously incurred)
k TOTAL; $1.771.480,000.00 0.00
End Date: 8/30/2012 6/30/2012 P T
Contractor Ownershlp (complete for ALL base contracts— N/A to amendments or delegated authorities) . N
D African American E' Person w/ Disability D Hispanic D Small Business D Government
D Asian D Fernale D Native American % NOT MinoﬂtyID!sadilantaﬁg&'.‘D,bﬂk{.;f L
Contractor Selection Method (complete for ALL base contracts— N/A to amendments or delegated authorities)
@ RFP D Competitive Negotiation * D Alternative Competitive Method *
D Non-Compaetitive Negotiation * D Negotiation w/ Government (p, GG, GU) D Other *
* Procurement Process Summary (complate for sefection by Non-Competitive Negotiation, Compatitive Nagotiation, OR Altemative Mathod)




VSHP - East

FY 2011

{Unit Voucher ID | Vendor iD | Amount Pd Pymnt Date
31865 00157398 0000071694 282.53 7/2/2010
31865 00158626 0000071694 51,267,070.38 1/2/2010
31865 00158627 0000071694 4,734,212.82 70212010
31865 00164532 0000071694 77.87 7/16/2010
31865 00166967 0000071694 379.67 7/23/2010
31865 00173683 0000071694 71.408,603.51 8/6/2010
31865 00173684 0000071694 4,738,714.34 8/6/2010
318656 00176098 0000071694 274.59 8/13/2010
31865 00186741 0000071694 72,453,026.55 9/3/2010
31865 00186742 0000071694 4,623,926.49 9/3/2010

209,226,568.756

31865
31865
31865
31865
31865
318656
31865
31865
31865
31865
31865

00200080
(0200081
00209570
00209571
00217695
002176986
00230497
00230498
00234012
00243516
00243517

0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694

90,768,953.66
2,260,930.49
2,138,144.44
31,122.72
76,580,841.43
4,117.601.84
67,263,929.07
3,665,303.45
503,500.00
76,160,348.81
4,021,629.34
327,521,306.26

10/1/2010
10/1/2010
10/20/2010
10/20/2010
11/5/2010
11/6/2010
12/3/2010
12/3/2010
12/10/2010
12/30/2010
12/30/2010

31865
31865
31865
31865
31865
31865
31865
31865

00261384
00261385
00263659
00263660
00278228
00278229
00284918
00293284

0000071694
0000071694
(0000071694
0000071694
0000071694
0000071694
0000071694
0000071694

58,603,666.74
2,637,366.22
563.76

80.08
52,656,485.70
2,384,650.04
88.65

192.23
116,283,104.42

2122011
21212011
211172011
2/11/2011
3/4/2011
3/4/2011
3/18/2011
3/31/2011




VSHP - East FY 2011 (Continued)

flunit | Voucher ID || Vendor ID Amount Pd i Pymnt Date
31865 00297111 0000071694 82,486,368.92 4/1/2011
82,486,368.92

FY 2011 TOTAL $735,517,347.34




VSHP - East

FY 2010

Pre-Edison Payments:

Vendor Invoice {Invoice Date |Voncher TCS 18A Total
INTEGRATED
MCOS-FULLY
BHO PAYMENTS CAPPED
RA100653959 [6/29/2009 1100653959 56,012,619.96 56,012,619.96
RA100653960 |6/29/2009 100653960 5,314,498.56 5,314,498.56
2010-03-BCE  7/14/2009  1071409NR1 1,224.71
2010-04-BCE  (7/21/2009  [072109NR7 4,866.35
2010-05-BCE  {7/28/2009  [07280NR4 17,509.26
2010-02-BCE  |7/7/2009 070709NR3 9,454.42
2010-07-BCE  [8/11/2009  1081109NRS _ 19,256.96
2010-08-BCE  [8/18/2009 |08 1809NR6 28,625.63
2010-09-BCE  |8/25/2009 082509NR5 7,5589.20
RAI00689585 18/4/2009 100689585 63,746,780.95 63,746,780.95
RAT00689586 [8/4/2009 1100689586 6,562,288.27 6,562,288.27
2010-06-BCE  18/7/2009  [080709NR1 9,066.80]
2010-10-BCE [9/1/2009  [1090109NR6 6,004.70
RA100718547 9/1/2009 100718547 54,010,268.30 54,010,268.30
RAI100718548 [9/1/2009 100718548 4,862,948 .68 4.862,948.68
16,739,735.51 173,769,669.21 190,612,972.75
Edison Payments:
lUnit Voucher ID || Vendor ID Amount Pd Pymnt Date
31865 00007042 0000071694 51,396,622.70 10/5/2009
31865 00007043 0000071604 4,465,516.18 10/5/2009
31865 00015918 0000071694 51,267,043.72 11/6/2009
31865 00015919 0000071694 4,452,613.38 11/6/2009
31865 00023041 0000071694 50,621,144.72 12/7/2009
31865 00023042 0000071694 6,117.029.38 12/7/2009
31865 00000010 0000071694 8,615.51 9/11/2009
31865 00001325 0000071694 3,081.90 9/18/2009
31865 00003263 0000071694 8,610.11 9/28/2009
31865 00004792 0000071694 1,336.62 10/2/2009
31865 00007991 0000071694 1,332.63 10/8/2008
31865 00009746 0000071694 5,760.28 10/15/2009
31865 00011452 0000071694 11,462.49 10/22/2009
31865 00013105 0000071694 2,806.26 10/28/2009
31865 00015244 0000071694 1,979.37 11/5/2009



VSHP - East FY 2010 (Continued)

Unit Voucher [D | Vendor ID Amount Pd Pymnt Date

31865 00016962 0000071694 14,920.21 11/17/2009
31865 00018459 0000071694 1,952.79 11/20/2009
31865 00020200 0000071694 1,796.84 12/1/2009
31865 00020325 0000071694 7,952.87 12/7/2009
31865 00026847 0000071694 56.23 1211172009
31865 00032514 0000071684 4,011.63 12/23/2009

168,395,648.82

31885
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865

00046958
00051834
00051835
00054508
00058271
00062493
00068933
00068934
00067108
00071794
00076292
00081232
00085544
00087408
00087409
00085610
00090186
00094659

0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0060071694

58.78
50,439,367.41
4,991,161 42
3.072.20
3,624.07
570.17
66,321,692.28
4,5661,296.32
24,585.83
10,228.97
5,264.18
41.01
564,869.64
51,810,796.04
4,765,090.22
519.61
2,160.33
145.82
182,804,544.30

1/6/2010
1/8/2010
1/8/2010
1/15/2010
172512010
2/1/2010
2/5/2010
2512010
2/5/2010
2/12/2010
2/19/2010
2/26/2010
3/3/2010
3/5/2010
3/5/2010
3/612010
3/12/2010
3/18/2010

31865
31865
31865
31865
31865
31865
31865
31865
31865
31865

00105524
00105525
00126046
00126047
00128045
00137426
00141647
00143234
(0143235
00145659

0000071694
000007 1694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694

51,852,461.66
4,801,093.49
52,612,221 11
4,883,681.97
60.28
10,046.71
349.84
51,850,828.28
4,692,661.66
6§3,425.12

47212010
4/2/2010
5/712010
5/7/2010
5/11/2010
5/28/2010
6/4/2010
6/4/2010
6/4/2010
6/11/2010



VSHP - East FY 2010 (Continued)

(lunit

Voucher ID Vendor ID Amount Pd Pymnt Date
31865 00149704 0000071694 111.74 6/18/2010
31865 00154054 0000071694 21,359.43 6/28/2010

170,788,301.29

FY 2010 TOTAL

$712,601,467.16
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Amendment 2 (continued)

50.

51.

Attachment XTI shall be amended b
deleting and replacing the existing re

adding a new EXHIBIT B as follows:

y labeling the existing Rate Chart as EXHIBIT A,
ference to *“June 30, 2010” with “June 30, 2009 and

EXHIBIT B
CAPITATION RATES
EAST
EFFECTIVE July 1, 2009 (Except CHOICES Rates as described below)
Per Member Per

Aid Category Age Group Month
Medicaid (TANF & Related) Age Under 1 $523.71
And Agel-13 $ 99.49
Standard Spend Down Age 14 - 20 Female §216.08

Age 14 - 20 Male 11552

Age 21 - 44 Female $317.86

Age 21 - 44 Male $ 184.62

Age 45 - 64 $ 340.07

Age 65 + $ 394.65
Urinsured/Uninsurable Age Under 1 $523.17

Agel-13 $ 86.33

Age 14 - 19 Female $122.79

Age 14 - 19 Male $ 90.69
Disabled Age <21 $ 796.85

Age2l + $ 608.58
Duals/Waiver Duals All Ages $ 88.73
Priority Add-On All Ages $235.32
CHOICES Rate (Effective upon | CHOICES Duals To Be Provided
the CHOICES Implementation CHOICES Non-Duals To Be Provided
Date)

All references throughout the Agreement to the “Division of Mental Retardation
Services (DMRS)” shall be deleted and replaced with the reference “Division of
Intellectual Disabilities Services (DIDS).

Page 354 of 355



Amendinent Number 3 {cont.)

20.  Attachment I shall be amended by adding the following Section regarding “Long Term
Care Services” immediately following the existing Section titled “Lab and X-Ray Services™

as follows:

* Long Term Care Services:

providers will be the usual and custfomary not to
ban areas, not to exceed 30 miles for TennCare
es for TenmCare enrollees in rural areas except

{a} Transport distance to licensed Adult Day Care
exceed 20 miles for TennCare enrollees in ur
cnrollees in suburban arcas and not to exceed 60 mil
where community standards and documentation shall apply.

27, Attachment VI shali be amended by deleting references to reports “2.30.7.6" and
“2.30.7.7" and renumbering the remaining ltems and references to the remaining reports

of Scction 2.30.7 as appropriate,
135, CHOICES Qualified Workforce Strategies Report (see Section 2.30.7.6)
136, FQHC Reports (see Section 23007

137, Institutions for Mental Diseases (IMD) Out-of-State Report (see Section 2.30.7.8)

28.  Attachment VIII shall be amended by adding new Items 166 through 168 as follows and
renumbering the remaining 1tems as appropriate,

166.  Risk Assessment Report {see Section 2.30. 14.4)
167, Program Integrity Exception List Report (see Section 2.30.14.5)
168.  Listof Involuntary Tenninations Report (see Section 2.30.14.6)

29.  EXHIBIT B of Attachment XII shall be amended by inserting the CHOICES Rates as

follows:
CHOKCES Rate (Effective upon ] CHOICES Duals } $ 3,865.42 ]
the CHOICES Implementation { CHOICES Non-Duals J $4,898.50 ‘]
Date) )




ATTACHMENT XI1

CAPITATION RATES
EAST
EFFECTIVE January 1, 2009 through June 30, 2010
r Per Member Per]
Aid Caregory Age Group Month
Medicaid (TANF & Related) Age Under 1 $ 504,49
And Agel-13 $ 94.56
Standard Spend Down Age 14 - 20 Female $ 204.60
Age 14 - 20 Male $ 110.31
Age 21 - 44 Female $ 302.31
Age 21 - 44 Male $ 183.37
Age 45 - 64 $ 336.56
Age 65 + $377.99
Uninsured/Uninsurable Age Under 1 $ 504.49
Agel-13 $ 81.81
Age 14 - 19 Female 5 116.99
Age 14 — 19 Maie $ 87.30
Disabled Age <21 $ 699.07
Age 21+ $ 588.88
Duais/ Waiver Duals All Ages $107.69
State Only & Judicials All Ages $468.19
Priority Add-On All Ages $228.93

i
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8-16-10 REQUEST-NON-AMEND

Non-Competitive Amendment Request

NOT required for a contract with a federal, Tennessee, or Tennessee local government entity or a grant.
Route & completed request, as one file in PDF format, via e-mail attachment sent to: Agsprs. Agsprs@state tn.us

APPROVED

—

COMMISSIONER OF FINANCE 8 ADMINISTRATION

,_Request Fracking # 31866-00053 |
Procuring Agency Department of Finance and Administration
Bureau of TennCare
Contractor Volunteer State Heaith Pian —
Contract # FA-08-24983-00 N
Proposed Amendment # 5 B
Edison ID # NA i

Contract Begin Date

May 19, 2008

Current Contract End Date
— with ALL options to extend exercised

June 30, 2012

Proposed Contract End Date
— with ALL options to extend exercised

June 30, 2012

Current Maximum Contract Cost
— with ALL options fo extend exercised

$1,771,480,000.00

Proposed Maximum Contract Cost
~ With ALL options to extend exercised

$ 2,657,252,000.00

- heaith-related professional, pharmaceutical, laboratory, or imaging service

Office for information Resources Endorsement .
— information technoiogy service {A/A to THDA) X Not Applicable D Attached
eHealth Initiative Support X Not Applicable D Attached

Human Resources Support
— state employee training seivice

X Not Appiicable DAttached

Explanation Need for the Proposed Amendment

This contract is a competitively procured contract providing medical and behavioral services to
TennCare enroilees. This amendment is required to address the following fanguage changes: (1)
Clarification of CHOICES Requirements: {2} Clarification of CHOICES Credentialing Requirements; (3}
Clarification of Disease Management and NCQA Requirements; (4)
Reports, and (5) provides funding to support services for FY '12,

Revise Behavioral Health Monitoring J

10f2



8-16-10 REQUEST-NON-AMEND

Request Tracking # 31866-00053

Name & Address of the Contractor's Principal Owner{s) — NOT requirad for a TN state education institution

Dr. J.D. Hickey

President and Chief Executive Officer
Volunteer State Heaith Plan, Inc.

801 Pine Street

Chattanooga, Tennessee 37402-2555

Evidence Cantractoi's Experience & Length Of Experience Providing the Service

Volunteer State Health Plan (VSHP) is a licensed healthcare maintenance organization (MMO) and wholly
owned subsidiary of BlueCross BlueShield of Terinessee (BCBS). BCBS, the state's oidest and largest
not-for-profit heaith plan, was founded in 1945 and has a network of 146 hospitals {acute care faciiities),
1,537 other facilities, 18,920 doctors and specialists, and serves nearly 3 million Tennesseans. In
meeting or exceeding nationwide standards, BlueCross BlueShield of Tennessee has earned the national
health plan accreditation from URAC, in addition to accreditation for Quality Managed Care Services,
HIPAA Privacy Initiatives, Health Web Site Standards and Commitment to Consumerism, Education and
Support. The Bureau of TennCare released an RFP and identified VEHP as one of two (2) health care
plans to provide services to TennCare enrollees in the East Tennessee Region.

Efforts to [dentify Reasonable, Competitive, Procurement Alternatives

The Bureau of TennCare released a Request for Proposal which resuited in a competitively procured

contract to integrate the provision of both Physical and Behavioral Health services to TennCare Enroilees
in the East Tennessee Region. This amendment adds language changes and clarifications to the existing
competitively procured contract as well as provides funding for FYY '12 to support the continuation of these

Services. :

Justification - specifically explain why non-competitive negotiation is in the best interest of the stale

This competitively procured contract is being amended to update requirements for the Long-Term
Care Community Choices Act of 2008, update Disease Management and NCQA requirements, and
revise behavioral health monitoring reporting. The Bureau of TennCare is submitting this
amendment to accomplish necessary changes to strengthen the contract language and assure the
enrollees are receiving optimum available services. The approval by the Commissioner of Finance
and Administration is greatly appreciated.

Agency Head Signature and Date - MUST be signed by the ACTUAL agency head as detailed on the current
Signature Certification. Signature by an authorized signatory is acceptable only in documented exigent circumstances

v::t’»’l/l, u./g (;', :)- e K‘g (,.; e ()

v, (gu (L/ -

20f2



CONTRACT NOT PAID THROUGH EDISON 021905 |
CONTRACT SUMMARY SHEET
RFS # Confract #
318.66-053-08 FA-08-24983-05
State Agency State Agency Division
Bepartment of Finance and Administration Bureau of TennCare
Contractor Name Contractor IR # {FEIN or SSN)
Volunteer State Health Plan []c or X v-

Service Description

Provision of Physical and Behaviorai Health Services to TennCare Enrollees in East Tennessee Region

Contract Begin Date Contract End Date SUBRECIPIENT or VENDOR? | CFDA®
May 19, 2008 June 30, 2012 Subrecipient 8778 e of featih & Human
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AMENDMENT NUMBER 5
EAST GRAND REGION
CONTRACTOR RISK AGREEMENT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
VOLUNTEER STATE HEALTH PLAN, INC.,
d.b.a. BLUECARE

CONTRACT NUMBER: FA- 08-24983-00

For and in consideration of the mutual promises herein contained and other good and valuable consideration, the
receipt and sufficiency of which is hereby acknowledged, the partics agree to clarify and/or amend the Contractor
Risk Agreement (CRA) by and between the State of Tennessce TennCare Bureau, hercinafter referred to as
“TENNCARE” or “State” and Volunteer State Health Plan, Inc,, hereinafter referred to as “the CONTRACTOR

as specified below.

Titles and numbering of paragraphs used herein are for the purpose of facilitating use of reference only and shall
not be construcd to infer a contractual construction of language.

1. Section I shall be amended by deleting and replacing the following definitions:

Back-up Plan —~ A written plan that is a required component of the plan of care for all CHOICES
members receiving companion care or non-residential CHOICES HCBS in their own home and
which specifies unpaid persons as well as paid consumer-directed workers and/or contract
providers {as applicablc) who are available, have agreed to serve as back-up, and who will be
contacted to deliver needed care in situations when regularly scheduled CHOICES HCBS
providers or workers arc unavailable or do not arrive as scheduled. A CHOICES member or
his/her representative may not elect, as part of the back-up plan, to go without scrvices. The back-
up plan shall include the names and telephone numbers of persons and agencies to contact and the
services to be provided by each of the listed contacts. The member and his/her representative (as
applicable) shall have primary responsibility for the development and implementation of the
back-up plan for consumer directed services with assistance from the FEA as necded.

Carc_Coordination Team ~ If an MCO elects o use a care coordination tcam, the care
coordination team shall consist of a care coordinator and specific other persons with relevant
cxpertise and cxperience who are assigned to support the care coordinator in the performance of
care coordination activities for a CHOICES member as specified in this Agreement and in
accordance with Section 2.9.6., but shall not perform activitics that must be performed by the
Care Coordinator, including nceds assessment, development of the plan of care, and minimum
Care Coordination contacts.

Caregiver ~ For purposes of CHOICES, a person who is (a) a family member or is unrelated to
the member but has a closc, personal relationship with the member and (b) routinely involved in
providing unpaid support and assistance to the member. A caregiver may be also designated by
the member as a representative for CHOICES or for consumer direction of eligible CHOICES

HCRS,



Amendment Number 5 (cont.)

CHOICES Group (CGroup) — One of the three groups of TennCare enrollees who are enrolled in
CHOICES. There are three CHOICES groups:

[. Group!
Medicaid enrollees of all ages who arc receiving Medicaid-reimbursed care in a nursing
facility.

2. Group 2

Persons age sixty-five (65) and older and adults age twenty-one (21) and older with
physical disabilitics who meet the nursing facility level of care, who qualify for TennCare
cither as SSI recipicnts or as members of the CHOICES 217-Like HCBS Group, and who
need and are receiving CHOICES HCBS as an alternative to nursing facility care. The
CHOICES 217-Like HCBS Group includes persons who could have been cligible under
42 CFR 435217 had the state continued its 1915(c) HCBS waiver for elders and/or
persons with physical disabilitics. TENNCARE has the discretion to apply an cnroliment
target to this group, as described in TennCare reles and regulations.

3. Groupl

Persons age sixty-five (65) and older and adults age twenty-one (21) and older with
physical disabilities who qualify for TennCare as SSI recipients, who do not meet the
nursing facility level of care, but who, in the absence of CHOICES HCBS, are “at-risk”
for nursing facility care, as defined by the State. TENNCARE has the discretion to apply
an cnrollment target to this group, as described in TennCare rules and regulations. Group
3 was not included in CHOICES on the date of CHOICES implementation. TENNCARE
intends 1o include CHOICES Group 3 at such time that the State is permitted to modify
nursing facility level of care  based on CMS interpretation of maintenance of effort
requirements set forth in the Affordable Care Act. . TENNCARE will notify the
CONTRACTOR at least sixty (60) days prior to the proposed date for including Group 3
in CHOICES. As of the date specificd in that notice, the CONTRACTOR shall accept
members in CHOICES Group 3 and shall implement all of the requircments in this
Agreement that are applicable to CHOICES Group 3.

Consumer — Except when used regarding consumer direction of eligible CHOICES [ICBS, an
individual who uscs a mental health or substance abuse service.

Consumer-Directed Worker (Worker) ~ An individual who has been hired by a CHOICES
memmber participating in consumer direction of cligible CHOICES HCBS or his/her representative
to provide one or more eligible CHOICES HCBS to the member. Worker does not include an
employee of an agency that is being paid by an MCO to provide HCBS to the member.

Consumer Direction of Eligible CHOICES HCBS -~ The opportunity for a CHOICES member
assessed to need specified types of CHOICES HCBS including attendant care, personal care,
homemaker, in-home respite, companion care and/or any other service specified in TennCare
rules and regulations as available for consumer direction to elect to dircet and manage (or to have
a representative direct and managce) certain aspects of the provision of such services—primarily,
the hiring, firing, and day-to-day supervision of consumer-directed workers delivering the needed
service(s).

Cost Neutrality Cap — The requirement that the cost of providing care to a member in CHOICES
Group 2, including CHOICES HCBS and Medicaid reimbursed home health and private duty
nursing, shall not exceed the cost of providing nursing facility services to the member, as
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Amendment Number 5 {cont.)

determined in accordance with TennCare policy. A member’s individual cost neutrality cap shall
be the avcrage cost of Level | nursing facility care unless a higher cost neutrality cap is
cstablished by TennCare based on information submitted by the AAAD or MCO (as applicable)
in the PAE application.

Disenroliment — The removal of an enrollee from participation in the CONTRACTOR’s MCO
and deletion from the outbound 834 enrollment file furnished by TENNCARE to the
CONTRACTOR.

Electronic Visit Verification (EVV) System ~ An electronic system into which provider staif and
consumer-directed workers can check-in at the beginning and check-out at the end of cach period
of service delivery to monitor member receipt of specified CHOICES HCBS and which may also
be utilized for submission of claims.

Eligible CHOICES HCBS -~ Attendant care, personal care, homemaker, in-home respite,
companion care services and/or any other CHOICES HCBS specified in TennCare rules and
regulations as eligible for conswmer direction for which a CHOICES member is determined to
need and elects to direet and manage (or have a representative dircet and manage) certain aspects
of the provision of such services ~ primarily the hiring, firing and day-to-day supervision of
consumer-directed workers delivering the needed service(s). Eligible CHOICES HCRBS do not
include home health or private duty nursing services.

Employer of Record — The member participating in consumer direction of eligible CHOICES
HCBS or a representative designated by the member to assume the consumer direction of cligible
CHOICES HCBS functions on the member's behalf,

Expenditure Cap — The annual limit on expenditures for CHOICES HCBS, excluding home
modifications, for CHOICES members in CHOICES Group 3. The expenditure cap is $15,000.

Fiscal Employer Agent (FEA) - An entity contracting with the State and/or an MCO that helps
CHOICES members participating in consumer direction of eligible CHOICES HCBS. The FEA
provides both financial administration and supports brokerage functions for CHOICES members
participating in consumer dircction of eligible CHOICES HCBS. This term is used by the IRS to
designale an entity operating under Section 3504 of the IRS code, Revenue Procedure 70-6 and
Notice 2003-70, as the agent to members for the purpose of filing certain federal tax forms and
paying federal income tax withholding, FICA and FUTA taxes. The FEA also files state income
tax withholding and unemployment insurance tax forms and pays the associated taxes and
processes payroll based on the eligible CHOICES HCBS authorized and provided.

Home and Community-Based Scrvices (HCBS) — Services that are provided pursuant to a Section
1915(c) waiver or the CHOICES program as an alternative to long-term care institutional services
in a nursing facility or an Intermediate Care Facility for the Mentally Retarded (ICF/MR). HCBS
may also include optional or mandatory services that are covered by Tennessee’s Title XIX state
plan or under the TennCare demonstration for all cligible enrollecs, including home health or
private duty nursing. However, only CHOICES HCBS arc eligible for Consumer Direction.
CHOICES HCBS do not include home health or private duty nursing services or any other HCBS
that are covered by Tennessce’s Title XIX state plan or under the TennCare demonstration for all
cligible enrolices, although such services are subject to cstate recovery and shall be counted for
purposes of determining whether a CHOICES member’s needs can be safely met in the
community within his or her individual cost neutrality cap.
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Immediate Eligibility — A mechanism by which the State can, based on a pretiminary
determination of a person’s eligibility for the CHOICES 217-Like HCBS Group, ciroll the
person info CHOICES Group 2 and provide immediate access to a limjted package of CHOICES
HCBS pending a final determination of eligibility, To qualify for immediate cligibility, a person
must be applying to receive covered ongoing CHOICES HCBS, be determined by TENNCARE
to meet nursing facility level of care, have submitted an application for financial eligibility
determination to DHS, and be expected to qualify for CHOICES Group 2 based on review of the
financial information provided by the applicant. Immediate cligibility shall only be for specified
CHOICES HCBS (no other covered services) and for a maximum of forty-five (45) days from the
effective date of cligibility.

One-Time CHOICES HCBS -~ Specificd CHOICES TICBS which oceur as a distinet event or
which may be episodic in nature (occurring at less frequent irregular intervals or on an as needed
basis for a limited duration of time). One-time HCBS include in-home respite, in-patient respite,
assistive technology, minor home modifications, and/or pest control.

Ongoing CHOICES HCBS ~ Specified CHOICES HCBS which are delivered on a regular and
ongoing basis, gencrally one or more times each week, or (in the case of community-based
residential alternatives and PERS) on a continuous basis. Ongoing HCBS include community-
based residential alternatives, personal care, attendant care, homemaker services, home-delivered
meals, personal emergency response systems (PERS), and/or adult day care,

Representative — In general, for CHOICES members, a person who is at least eighteen (18) years
of age and is authorized by the member to participate in care planning and implementation and to
speak and make decisions on the member’s behalf, inciuding but not limited to identification of
needs, preference regarding services and service delivery settings, and communication and
resolution of complaints and concerns, As it relates to consumer direction of eligible CHOICES
HCBS, a person who is authorized by the member to direct and manage the member’s worker(s),
and signs a representative agreement. The representative for consumer direction of cligible
CHOICES HCBS must also: be at least eighteen (18) years of age; have a personal relationship
with the member and understand his/her support needs: know the member’s daily schedule and
routine, medical and functional status, medication regimen, likes and dislikes, and strengths and
weaknesses; and be physically present in the member’s residence on a regular basis or at lcast at a
frequency necessary 1o supervise and evaluate workers.

Representative Agreement - The agreement between a CHOICES member efecting consumer
direction of eligible CHOICES HCBS who has a representative direet and manage the
consumer’s worker(s) and the member's representative that specifics the roles and responsibilities
of the member and the member’s representative.

Risk Agrecment - An agreement signed by a member who will receive CHOICES HCBS {or
his/her representative) that includes, at a minimum, identified risks to the member of residing in
the community and receiving HCBS, the possible consequences of such risks, strategies to
mitigate the identified risks, and the member’s decision regarding his/her acceptance of risk. For
members clecting to participate in consumer dircction, the risk agreement must include any
additional risks associated with the member’s decision to act as the employer of record, or to have
a representative act as the employer of record on histher behalf. See Section 2.9.6 of this
Agreement for related requirements.

Scif-Direction of Health Care Tasks — A decision by a CHOICES member participating in
consumer direction to dircet and supervise a paid worker delivering cligible CIIOICES HCBS in
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the performance of health care tasks that would otherwise be performed by a licensed nurse. Self-
dircetion of health care tasks is not a service, but rather health care-related dutics and functions
(such as administration of medications) that a CHOICES member participating in consumer
direction may clcet to have performed by a consumer-directed worker as part of the delivery of
cligible CHOICES HCBS s/he is authorized to receive.

Service Agreement ~ The agreement between a CHOICES member electing consumer direction
of eligible CHOICES HCBS {or the member’s representative) and the member’s consumer-
directed worker that specifics the roles and responsibilities of the member (or the member’s
representative) and the member's worker.

Serviee Gap ~ A delay in initiating any long-term care service and/or a disruption of a scheduled,
ongoing CHOICES HCBS that was not initiated by a member, including late and missed visits.

Supports Broker — An individual assigned by the FEA to each CHOICES member participating in
consumer direction who assists the member/representative in performing the employer of record
functions, including, but not limited to: developing job descriptions; locating; recruiting;
mterviewing; scheduling; monitoring; and evaluating workers. The supports broker collaborates
with, but does not duplicate, the functions of the member’s care coordinator, The supports broker
does not have authority or responsibility for consumer direction. The member or member’s
representative must retain authority and responsibility for consumer direction.

Section 1 shall be amended by adding the folowing definition:

CHOICES Home and Community-Based Services (HCBS) — Services that are available only to
cligible persons cnrolled in CHOICES Group 2 or Group 3 as an alternative to long-term care
institutional services in a nursing facility or to delay or prevent placement in a nursing facility.
Only CHOICES HCBS are cligible for Consumer Direction. CHOICES HCBS do not include
home health or private duty nursing services or any other HCBS that are covered by Tennessee's
Title X1X state plan or under the TennCare demonstration for afl cligible enrollecs, although such
services are subject to estate recovery and shall be counted for purposes of determining whether a
CHOICES member’s needs can be safely met in the community within his or her individual cost
necutrality cap.

Sections 2.4.5.1 and 2.4.5.2 shall be amended by adding the words “outbound 834” in front

of the words “enrollment file”.

Section 2.4.6.1 shall be amended by adding the words “outbound 834” in front of the words

*enrolment files”,

Section 2.4.6.2 shall be amended by adding the words “(inbound 834)” after the words

“eligibility file”.
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6.

The first sentence of the third paragraph in the Benefit Limit description for “Non-
Emergency  Medical — Transportation  (Including  Non-Emergency  Ambulance
Transportation)” of Section 2.6.1.3 shall be amended by deleting the phrase *, including
services”,

“The CONTRACTOR is not responsible for providing NEMT to HCBS provided through a 1915(c)
waiver program for persons with intellectual disabilitics (i.c., mental retardation) and HCBS provided
through the CHOICES program.”

Sections 2.6.1.5 through 2.6.1.5.8.5 shall be deleted and replaced as follows:

2.6.1.5 Long-Term Care Benefits for CHOICES Members

2.6.1.5.1  In addition to physical health benefits {see Section 2.6.1.3) and behavioral health benefits
{see Section 2.6.1.4), the CONTRACTOR shall provide long-term care services (including
CHOICES HCBS and nursing facility care) as described in this Section 2.6.1.5 to members
who have been enrolled into CHOICES by TENNCARE, as shown in the outbound 834
enrollment file fumnished by TENNCARE to the CONTRACTOR, cffcctive upon the
CHOICES Implementation Date (sce Section 1).

2.6.1.5.2  TennCare enrollees will be enrolled by TENNCARE into CHOICES if the following
conditions, at a minimum, are met:

2.6.1.5.2.1 TENNCARE or its designee determines the enroflee meets the categorical and financial
cligibility criteria for Group 1, 2 or 3;

2.6.1.5.2.2 For Groups | and 2, TENNCARE determines that the enrollee mcets nursing facility
tevel of care including for Group 2, that the enroliee needs ongoing CHOICES HCBS in
order to live safely in the home or community selting and to delay or prevent nursing
facility placement;

2.6.1.523 For Group 2, the CONTRACTOR or, for new TennCarc applicants, TENNCARE or its
designee, determines that the enrollee’s combined CHOICES HCBS, private duty nursing
and home health care can be safely provided at a cost less than the cost of nursing facility
care for the member;

2.0.1.524 For Group 3, TENNCARE determines that the enrollee meets the at-risk level of care;
and

2.6.1.52.3 For Groups 2 and 3, if there is an enrollment target, TENNCARE determines that the
enrollment farget has not been met or, for Group 2, approves the CONTRACTOR s
request to provide CHOICES HCBS as a cost cffective alternative (sce Section 2.6.5).
Enrollees transitioning from a nursing facility to the community will not be subject to the
enrollment target for Group 2 but must meet categorical and financial eligibility for

Group 2.

2.6.1.5.3  For persons determined to be eligible for enroliment in Group 2 as a result of Immediate
Eligibility (as defined in Section 1 of this Agreement), the CONTRACTOR shall provide a
limitcd package of CHOICES HCBS (personal care, attendant care, homemaker services,
home-delivered meals, PERS, adult day care, andfor any other scrvices as specified in
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2.0.1.54

TennCare rules and regulations) as identified through a nceds assessment and specified in the
plan of care. Upon notice that the State has determined that the member meets categorical and
financial eligibility for TennCare CHOICES, the CONTRACTOR shall authorize additional
services in accordance with Section 2.9.6.2.5. For members residing in a community-based
residential alternative at the time of CHOICES enrollment, authorization for community-
bascd residential alternative services shall be retroactive to the member’s effective date of

CHOICES enrollment.

The following long-term care services are available to CHOICES members, per Group, when

the services have been determined medically necessary by the CONTRACTOR.

_Service and Benefit Limit

Group 1

Group 2

Group 3

Nursing facility care

X

Short-term only
{up to 90 days)

Short-term only
{up to 90 days)

calendar ycar)

Community-based residential X

alternatives

Personal care visits (up to 2 visits X X
per day)

Attendant care (up to 1080 hours X X
per calendar year)

Homemaker scrvices (up to 3 X X
visits per week)

Home-delivered meals (up to | X X
meal per day)

Personal Emergency Response X X
Systems (PERS)

Adult day care (up to 2080 hours X X
per calendar year)

In-home respite care (up to 216 X X
hours per calendar year)

In-patient respite carc (up to 9 X X
days per calendar year)

Assistive technology (up to $900 X X
per calendar year)

Minor home modifications (up to X X
36,000 per project; $10,000 per

calendar ycar; and $20,000 per

lifetime)

Pest control (up to 9 units per X X
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2.6.1.55

2.6.15.5.1

26.1.5.52

2.6.1.5.6

2.6.1.57

26158

2.6.1.58.1

2,6.1.58.2

In addition to the benefit limits described above, in no case shall the CONTRACTOR exceed
the member’s individual cost ncutrality cap (as defined in Section 1 of this Agrecment) for
CHOICES Group 2 or the expenditure cap for Group 3.

For CHOICES members in Group 2, the services that shall be compared against the
member’s individual cost neutrality cap include the total cost of CHOICES HCBS and
Medicaid reimbursed home health care and private duty nursing. The total cost of
CHOICES HCBS includes all covered CHOICES HCBS and other non-covered services
that the CONTRACTOR elects to offer as a cost effective alternative to nursing facility
care pursuant to Section 2.6.5.2 of this Agreement including, as applicable: CHOICES
HCBS in excess of specificd CHOICES benefit limits, the one-time transition allowance
for Group 2 and NEMT for Groups 2 and 3.

For CHOICES members in Group 3, the total cost of CHOICES HCBS, excluding minor
home modifications, shall not exceed the expenditure cap (as defined in Section | of this
Agrecment),

CHOICES members may, pursuant to Section 2.9.7, choose to participate in consumer
direction of eligible CHOICES HCBS and, at a minimum, hire, fire and supervise workers of
eligible CHOICES CBS.

The CONTRACTOR shall, on an ongoing basis, monitor CHOICES members’ receipt and
utilization of long-term care services and identify CHOICES members who are not receiving
long-term care services. Pursuant {0 Section 2.30.10.5, the CONTRACTOR shali, on a
monthly basis, notify TENNCARE regarding members that have not received long-term care
services for a thirty (30) day period of time. The CONTRACTOR shall be responsible for
immediately initiating disenrollment of any member who is not receiving TennCare-
reimbursed long-term carc services and is pot expected to resume receiving long-term care
services within the next thirty (30) days, cxcept under extenuating circumstances which must
be reported to TennCare on the CHOICES Utilization Report. Acceptable circumstances may
include, but are not limited to, a member’s temporary hospitalization or temporary receipt of
Medicare-reimbursed skilled nursing facility care. Such notification and/or disenroliment
shall be based not only on receipt and/or payment of claims for long-term care services, but
also upon review and investigation by the CONTRACTOR as needed to determine whether
the member has received long-term care services, regardless of whether claims for such
services have been submitted or paid.

The CONTRACTOR may submit to TENNCARE a request to no longer provide long-term
care services to a member duc to concerns regarding the ability to safely and effectively care
for the member in the community and/or to ensure the member’s health, safety and welfare.
Acceptable reasons for this request include but are not limited to the following:

A member in Group 2 for whom the CONTRACTOR has determined that it cannot safely
and cffectively meet the member’s needs at a cost that is less than the member’ cost
neutrality cap, and the member declines to transition to a nursing facility,

A member in Group 2 or 3 who repeatedly refuses to allow a care coordinator entrance
into his/her place of residence (Section 2.9.6);
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261583

2.6.1.5.84

261585

2.6.1.5.8.6

2.6.1.5.9

2.6.1.59.1

2.0.1.592

2.0.1.5.93

A member in Group 2 or 3 who refuses to receive critical HCBS as identified through a
needs assessment and documented in the member’s plan of care; and

A member in Group | who fails to pay his/her patient liability and the CONTRACTOR is
unable to find a nursing facility willing to provide services to the member (Section
2.6.7.2).

A member in Group 2 or 3 who refuses to pay his/her patient liability and for whom the
CONTRACTOR is cither: 1) in the case of persons reeeiving CBRA services, unable to
identify another provider willing to provide services to the member; or 2) in the case of
persons receiving non-residential HCBS or companion care, the CONTRACTOR s
unwilling to continue to serve the member, and the Burcau of TennCare has determined
that no other MCO is willing to serve the member,

The CONTRACTOR s request to no longer provide long-term care services to a member
shall include documentation as specified by TENNCARE. The State shall make any and
all determinations regarding whether the CONTRACTOR may discontinue providing
long-term care services to a member, disenrollment from CHOICES, and, as applicable,
termination from TennCare.

The CONTRACTOR may submit to TENNCARE a request to disenroll from CHOICES a
member who is not receiving any Medicaid-reimbursed LTC services bascd on the
CONTRACTOR’s inability to reach the member only when the CONTRACTOR has
exhausted all reagonable cfforts to contact the member, and has documented such efforts in
writing, which must be submitted with the disenrollment request. Efforts to contact the
member shall include, at a minimum;

Multiple attempts to contact thc member, histher representative or designee (as
applicable) by phone. Such attempts must occur over a period of at lcast two (2) wecks
and at different times of the day and evening, including after business hours, The
CONTRACTOR shall attempt to contact the member at the phone aumber provided in
the outbound 834 enrollment file, any additional phone numbers the CONTRACTOR has
on file, including referral records and case management notes; and phone numbers that
may be provided in TENNCARE’s TPAES system. The CONTRACTOR shall also
contact the member’s Primary Care Provider and any contracted LTC providers that have
delivered services to the member during the previous six (6) months in order to obtain
contact information that can be used to reach the member:

At least one (1) visit to the member’s most recently reported place of residence except in
circumstances where significant safety concerns prevent the CONTRACTOR from
completing the visit, which shall be documented in writing; and

An attempt to contact the member by mail at the member’s most recently reported place
of residence at least two (2) weeks prior {o the request to disenroll,

Sections 2.6.5.2.1 through 2.6.5.2.3 shall be amended by inserting the word “CHOICES”

before the word “HCBS”.
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9.

10,

Section 2.6.5.3 shall be deleted and replaced as follows:

2653

If the CONTRACTOR chooses to provide cost effective alternative services to a CHOICES
member, in no case shalf the cost of CHOICES HCBS, private duty nursing and home health
care for Group 2 exceed a member’s cost neutrality cap nor the total cost of CHOICES
HCBS, excluding minor home modifications, for members in Group 3 exceed the expenditure
cap. The total cost of CHOICES HCBS includes all covered CHOICES HCBS and other
non-covered services that the CONTRACTOR clects to offer as a cost effective alternative to
nursing facility care pursuant to Section 2.6.5.2 of this Agreement including, as applicable:
CHOICES HCBS in excess of specified benefit limits, the one-time transition allowance for
Group 2 and NEMT for Groups 2 and 3.

Sections 2.6.7.2 through 2.6.7.2.5 shall be deleted and replaced as follows:

2.6.72

26721

2.6.7.2.1.1

26722

2.6.7.2.2.1

267222

267223

Patient Liability

TENNCARE will notify the CONTRACTOR of any applicable paticnt liability amounts for
CHOICES members via the outbound 834 enrollment file,

When TENNCARE notifies the CONTRACTOR of patient liability amounts for
CHOICES members via the outbound 834 enrollment file with an effective date any time
other than the first day of the month, the CONTRACTOR shall determine and apply the
pro-rated portion of paticnt liability for that month.

The CONTRACTOR shall delegate collection of patient liability for CHOICES Group |
members to the nursing facility and shall pay the facility net of the applicable patient liability
amount,

In accordance with the involuntary discharge process, including notice and appeal (see
Section 2.12.11.3), a nursing facility may refuse to continue providing services to a
member who fails to pay his or her patient liability and for whom the nursing facility can
demonstrate to the CONTRACTOR that it has made a good faith effort to collect
payment.

If the CONTRACTOR is notified that a nursing facility is considering discharging a
member (see Section 2.12.11.3), the CONTRACTOR shall work (o find an alternate
nursing facility willing to serve the member and document its efforts in the member’s
files.

If the CONTRACTOR is unable to find an alternate nursing facility willing to setve the
member and the member otherwise qualifies to earoll in CHOICES Group 2, the
CONTRACTOR shall determine if it can safely and effectively serve the member in the
community and within the cost neutrality cap. If it can, and the CONTRACTOR is
willing to continue serving a member who has failed to pay his or her paticnt liability or
if TENNCARE determines that the member would not have patient Hability in the
comimunity setting, the member shall be offered a choice of CHOICES HCBS. If the
member chooses CHOICES HCBS, the CONTRACTOR shall forward all relevant
information to TENNCARE for a decision regarding transition to Group 2 (Section
2.9.6.3).

t0
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11.

267224

2.6.7.2.3

2.6.7.2.3.1

267232

2672321

2672322

2672323

267233

267234

If the CONTRACTOR is unable to find an alternate nursing facility willing to serve the
member and the CONTRACTOR determines that it cannot safcly and cffectively serve
the member in the community and within the cost neutrality cap, the member declines to
cnroll in Group 2, or TENNCARE determines that the member would continue to have
patient liability in the community setting and the CONTRACTOR is unwilling to
continue serving the member who has failed to pay his or her patient liability, or
TENNCARE denics cnrollment in Group 2, the CONTRACTOR may, pursuant to
Scction 2.6.1.5.8, request to no longer provide long-term care services to the membey.

For CHOICES Group 2 and 3 members, patient liability shall be collected as follows:

The CONTRACTOR shall delegate collection of patient liability for CHOICES Group 2
members who reside in a CBRA facility to the CBRA facility and shall pay the facility
net of the applicable patient liability amount.

The CONTRACTOR shall collect patient liability from CHOICES Group 2 and Group 3
members (as applicable) who receive CHOICES HCBS in his‘her own home and from
Group 2 members who reccive Companion Care.

The CONTRACTOR shall usc calculated patient liability amounts to offset the cost of
CHOICES Group 2 benefits (or CEA scrvices provided as an alternative to covered
CHOICES Group 2 benefits) reimburscd by the CONTRACTOR for that month.

The CONTRACTOR shall not collect paticnt liability that exceeds the cost of CHOICES
Group 2 benefits (or CEA services provided as an alternative to CHOICES Group 2
benefits) reimbursed by the CONTRACTOR . for that month,

The CONTRACTOR shall, upon notification in the outbound 834 enrollment file of
refroactive adjustments in patient fiability amounts based on ltem D deductions, without
requiring any action on the part of the member or provider, adjust the Group 2 or Group 3
member’s patient liability for the following month(s) until reimbursement of any
overpayment is accomplished, or shall refund any overpayments within thirty (30) days
of a request from the member or when the member will not continue to have patient
liability obligations going forward.

If a Group 2 member fails to pay required patient liability, pursuant fo Section
2.6.1.5.8.5, the CONTRACTOR may request to no longer provide long-term care
services to the member,

The CONTRACTOR shall not waive or otherwise fail to establish and maintain processes
for collection of patient liability in accordance with this Agreenient.

Section 2,7.2.1.2 shall be deleted and replaced as follows:

2.72.1.2

The CONTRACTOR shall provide behavioral health services in accordance with this
Agreement, TennCarc Rules and Regulations and TennCare policies, including Section
2.6 and Attachment I of this Agreement, and ‘TennCare Medical Necessity Rule 1200-13-
16,
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12,

273

13.

14,

15,

16.

Section 2.7.3 shall be deleted and replaced as follows:

Self-Direction of Health Care Tasks

The CONTRACTOR shall, in accordance with TennCare rules and regulations, permit CHOICES
members the option to direct and supervise a consumer-directed worker who is providing eligible
CHOICES HCBS in the performance of health care tasks.

Section 2.8.1.2 shall be amended by adding the phrase “and updated as described in
current NCQA Standards” as follows:

2.6.1.2 Fach DM program shall utilize evidence-based clinical practice guidelines (hereafter referred
to as the guidelines) that have been formally adopted and updated as described in current
NCQA Standards by the CONTRACTOR’s Quality Management/Qualily Improvement
(QM/Q1) committec or other clinical committee as a clinical basis for development of
program content and plan of carc.

Section 2.8.1.6 shall be deleted and replaced as follows:

2.8.1.6 As part of its DM program descriptions, the CONTRACTOR shall also describe how the
organization integrates member information and coordinates with and has timely access to
MCO case management activities and other supporting entities, including but not limited to,
Utilization Management (UM), CHOICES, Health Information Lines and Wellness programs,
to assure prograts are linked and enrollees receive appropriate and timely care,

Section 2.8.7.2 shall be amended by deleting the word “passive”.

2872 The CONRACTOR shall report the participation rates (as defined by NCQA) and the number
of individuals participating in cach level of cach of the DM programs.

Sections 2.9.2.1.4 through 2.9.2.1.4.6.5 shall be deleted and replaced as follows:

29.2.1.4  For covered long-term care services for CHOICES members who are transferring from
another MCO, the CONTRACTOR shall be responsible for continuing to provide covered
long-term care services, including both CHOICES HCBS authorized by the transferring
MCO and nursing facility services, without regard to whether such services arc being
provided by contract or non-contract providers,

292.14.1 For a member in CHOICES Group 2 or 3, the CONTRACTOR shall continue CHOICES
HCBS authorized by the transferring MCO for a minimum of thirty (30) days after the
member’s enrollment and thercafter shall not reduce these services unless a care
coordinator has conducted a comprehensive needs assessment and developed a plan of
care, and th¢ CONTRACTOR has authorized and initiated CHOICES HCBS in
accordance with the member’s new plan of care. If a member in CHOICES Group 2 or 3
is receiving short-term nursing facility care, the CONTRACTOR shall continue to
provide nursing facility services to the member in accordance with the Ievel of nursing
facility services (Level T or Level 1) and/or reimbursement approved by TENNCARE
{sce Section 2.14.1.12). For a member in Group 1, the CONTRACTOR shall provide
nursing facility services to the member in accordance with the level of nursing facility

12
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292142

2.9.2.1.43

292144

292145

292146

2921461

services {Level T or Level 11) and/or reimbursement approved by TENNCARE (sce
Section 2.14,1,12); however, the member may be transitioned to the community in
accordance with Scction 2.9.6.8 of this Agreement,

For a member in CHOICES Group 2 or 3, within thirty (30) days of notice of the
member’s enroliment with the CONTRACTOR, a care coordinator shall conduct a face-
to-face visit (see Section 2.9.6.2.5), including a comprehensive needs asscssment (see
Section 2.96.5), and develop a plan of carc (sce Section 2.9.6.6), and the
CONTRACTOR shall authorize and initiate CHOICES HCBS in accordance with the
new plan of carc (sec Section 2.9.6.2.5). If a member in Group 2 or 3 is recciving short-
term nursing facility care on the date of enroliment with the CONTRACTOR, a care
coordinator shall complete a face-to-face visit prior to the expiration date of the level of
nursing facility services approved by TENNCARE, but no later than thirty (30) days after
enrollment to determine appropriate needs assessment and care planning activitics (see
Section 2.9.6.2.5 for members who will be discharged from the nursing facility and
remain in Group 2 or 3 and Section 2.9.6.2.4 for members who will remain in the nursing
facility and be enrolled in Group 1). 1f the expiration date for the level of nursing facility
services approved by TENNCARE occurs prior to thirty (30} days after enrollment, and
the CONTRACTOR is unable to conduct the face-to-face visit prior to the expiration
date, the CONTRACTOR shall be responsible for facilitating discharge to the community
or enrollment in Group 1, whichever is appropriate prior to the member’s exhaustion of
the 90-day short-term NF benefit.

If at any time before conducting a comprehensive needs assessment for a member in
CHOICES Group 2 or 3 the CONTRACTOR becomes aware of an increase in the
member’s needs, a care coordinator shall immediately conduct a comprehensive needs
assessment and update the member’s plan of care, and the CONTRACTOR shall initiate
the change in services within ten (10) days of becoming awarc of the increase in the
member’'s needs.

For a member in CHOICES Group 1, a care coordinator shall conduct a face-to-face in-
facility visit within thirty (30} days of the member’s enrollment with the CONTRACTOR
and conduct a needs assessment as determined necessary by the CONTRACTOR {sce
Section 2.9.6.5).

The CONTRACTOR shall facilitate a seamless transition to new services and/or
providers, as applicable, in the plan of care developed by the CONTRACTOR without
any disruption in services.

The CONTRACTOR shall not:

Transition nursing facility residents or residents of community-based residential
alternatives to another facility unless {1) the member or his/her representative specificaily
requests to transition, which shall be documented in the member’s file, {2) the member or
his’her representative provides written consent to transition based on quality or other
concems raised by the CONTRACTOR, which shall not include the nursing facility’s
rate of reimbursement; or (3) the facility where the member is residing is not g contract
provider; if the community-based residential facility where the member is currently
residing is not a contract provider, the CONTRACTOR shall provide continuation of
services in such facility for at feast thirty (30) days, which shall be extended as necessary
to ensure continuity of carc pending the facility’s contracting with the CONTRACTOR

13
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17.

18.

29214062

2921463

2921464

2921465

or the member’s transition to a contract facility; if the member is transitioned to a
contract facility, the CONTRACTOR shall facilitate a seamless transition to the new
facility; if the nursing facility where the member is currently residing is a non-contract
provider, the CONTRACTOR shall (a} authorize continuation of the services pending
cnroliment of the facility as a contract provider (except a facility excluded for a 2-year
period when the facility has withdrawn from Medicaid participation); (b} authorize
continuation of the services pending facilitation of the member's transition to a contract
facility, subject to the member’s agreement with such transition; or (c) may continue to
reimburse services from the non-contract nursing facility in accordance with TennCare
rules and regulations;

Transition Group I members to CHOICES HCBS unless the member chooses to receive
CHOICES HCBS as an alternative to nursing facility care and is enrolted in CHOICES
Group 2 (sce Section 2.9.6.8 for requirements regarding nursing facility to community
transition);

Admit a member in CHOICES Group 2 to a nursing facility unless (1) the member
requires a short-term nursing facility care stay; (2) the member chooses to transition to a
nursing facility and enroll in Group I; or (3) the CONTRACTOR determincs that it
cannot safely and effectively meet the needs of the member and within the member’s cost
ncutrality cap, and the member agrees to transition to a nursing facility and enroll in
Group I

Admit a member enrolled in CHOICES Group 3 to a nursing facility unless: ( 1) the
member meets nursing facility level of care and is expected 1o require nursing facility
services for ninety (90) days or less; or (2) the member meets nursing facility level of
care, is expected to require nursing facility services for more than ninety (90) days and
chooses to transition to a nursing facility and enroll in Group 1; or

Transition members in Group 2 or 3 to another HCBS provider for continuing services
unless the current HCBS provider is not a contract provider; if the current HCBS provider
1s not a contract provider, the CONTRACTOR shall provide continuation of HCBS from
that provider for at least thirty (30) days, which shall be cxtended as necessary to ensure
continuity of carc pending the provider’s contracting with the CONTRACTOR or the
member’s transition to a contract provider; if the member is transitioned to a contract
provider, the CONTRACTOR shall facilitate a seamless transition to the new provider,

Sections 2.9.2.1.5 through 2.9.2.1.5.6.4 shall be deleted in their entirety including any
references thereto.

Section 2.9.2.5 shall be deleted and replaced as follows:

2925 If the CONTRACTOR becomes awarc that a CHOICES member will be transferring to
another MCQ, the CONTRACTOR (including, but not limited to the member's carc
coordinator or care coordination team) shall, in accordance with protocols established by
TENNCARE, work with the other MCO in facilitating a seamless transition for that member.
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19, Section 2.9.3.3, 2.9.3.4 and 2.9.3.6 shall be deleted and replaced as follows:

2933

2934

2936

For members in Group 2 the CONTRACTOR shalt continue HCBS in the member’s
approved HCBS E/D waiver plan of care except case management for a minimum of thirty
(30) days after the member’s enrollment and thereafter shali not reduce HCBS unless the
member’s carc coordinator has conducted a comprehensive needs assessment and developed
a plan of care and the CONTRACTOR has authorized and initiated HCBS i accordance with
the member's new plan of care. If a member in CHOICES Group 2 is receiving short-term
nursing facility care, the CONTRACTOR shall continue to provide nursing facility services
to the member in accordance with the level of nursing facility services (Level I or Level II)
and/or reimbursement approved by TENNCARE (see Section 2.14.1.12).

For a member i CHOICES Group 2, within ninety (90) days of CHOICES implementation,
the member’s care coordinator shall conduct a face-to-face visit (see Section 2.9.6.2.5),
including a comprehensive needs assessment (see Section 2.9.6.5), and develop a plan of care
(sec Scction 2.9.6.6), and the CONTRACTOR shall authorize and initiate CHOICES HCBS
in accordance with the new plan of care. If a member in Group 2 18 reeeiving short-term
nursing factlity care on the date of enrollment with the CONTRACTOR the member’s care
coordinator shall complete a face-to-face visit prior to the expiration datc of the level of
nursing services approved by TENNCARE, but no more than ninety (90) days after
CHOICES implementation, to determine appropriate needs assessment and care planning
activities (see Scction 2.9.6.2.5 for members who will be discharged from the nursing facility
and remain in Group 2 or 3 and Section 2.9.6.2.4 for members who will remain in the nursing
facility and be enrolled in Group 1). If the expiration date for the level of nursing facility
services approved by TENNCARE occurs prior to ninety (90) days after CHOICES
implementation, and the CONTRACTOR is unable to conduct the face-to-face visit prior to
the expiration date, the CONTRACTOR shall be responsible for facilitating discharge to the
community or enrollment in Group 1, whichever is appropriate.

The CONTRACTOR shall provide nursing facility services to a member in Group 1 in
accordance with the level of nursing facility services (Level | or Level Iy and/or
reimbursement approved by TENNCARE (sce Section 2.14.1.12); however, the member may
be transitioned to the community in accordance with Section 2.9.6.8 of this Agreement,

20.  Section 2.9.3.9.2 and 2.9.3.9.4 shall be deleted and replaced as follows:

29392

29394

Transttion Group 1 members to CHOICES HCBS unless the member chooses to receive
CHOICES HCBS as an alternative to nursing facility care and is enrolled in CHOICES
Group 2 (sce Section 2.9.6.8 for requirements regarding nursing facility to community
transition):

Transition members in Group 2 or 3 to another HCBS provider for continuing services unless
the current HCBS provider is not a contract provider; if the current HCBS provider is not a
contract provider, the CONTRACTOR shall provide continuation of CHOICES HCBS from
that provider for at least thirty (30) days, which shall be extended as necessary to ensure
continuity of care pending the provider’s contracting with the CONTRACTOR or the
member’s transition to a contract provider; if the member is transitioned to a contract
provider, the CONTRACTOR shall facilitate a seamless transition to the new provider,
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2L

22,

Section 2.9.6.1 shall be amended by adding a new Section 2.9.6.1.6 and renumbering the
remaining Sections accordingly, including any references thereto.

29.06.1.6

2.9.6.1.6.1

296.1.62

2.9.6.1.6.3

The CONTRACTOR shall compute Care Coordination CHOICES-related timelines as
follows:

The day of the initiating event (e.g., reccipt of a referral or receipt of the outbound 834
cnrollment fife is not to be included in the computation;

The Calendar Day immediately following the initiating event is day one (1) of timelines
utilizing calendar days. Each subsequent calendar day is included in the computation;
and

The Business Day (sce Section 1) immediately following the initiating event is day onc
(1} of umelines utilizing business days. Each subsequent business day is included in the
computation.

Sections 2.9.6.2.3 through 2.9.6.2.3.8 shall be deleted and replaced as follows:

2.9.6.2.3

2.9.6.23.1

296232

2.9.6.2.33

296234

Functions of the Single Point of Entry (SPOE)

For persons wishing to apply for CHOICES, TENNCARE or its designee may employ a
screening process, using the tools and protocols specified by TENNCARE, to assist with
intake for persons new to both TennCare and CHOICES. Such screening process shall
assess: (1) whether the applicant appears to meet categorical and financial cligibility
criteria for CHOICES; (2) whether the applicant appears to meet nursing facility level of
care; and (3) for applicants secking access to CHOICES HCBS through cnrollment in
CHOICES Group 2, whether it appears that the applicant’s nceds can be safely and
effectively met in the community and at a cost that does not exceed nursing facitity care.

For persons identified by TENNCARE or its designee as meeting the screening criteria,
or for whom TENNCARE or its designee opts not to usc a screeming process,
TENNCARE or its designee will conduct a face-to-face intake visit with the applicant. As
part of this intake visit TENNCARE or its designee will, using the tools and protocols
specified by TENNCARE, conduct a level of care and needs assessment; assess the
member’s existing natural support system, including but not limited to informal supports
provided by family and other caregivers, scrvices that may be available at no cost to the
member through other entitics, and services that are reimbursable through ather public or
private funding sources, such as Medicare or fong-term care insurance; and identify the
long-term care services and home health and/or private duty nursing services that may be
needed by the applicant upon enrollment into CHOICES that would build upon and not
supplant a member’s existing natural support system.

TENNCARE or its designee shall conduct the intake visit, including the level of care and
needs assessment, in the applicant’s place of residence, except under extenuating
circumstances (such as the member’s hospitalization), which shall be documented in
writing,

As part of the intake visit, TENNCARE or its designee shall: (1) provide general
CHOICES education and information, as specified by TENNCARE, and assist in

16
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2.9.6.23.5

2.9.6.2.3.6

2.96.2.3.7

answering any questions the applicant may have; (2) provide information about estate
recovery; (3) provide choice counscling and facilitate the selection of an MCO by the
applicant or his/her representative; (4) provide information regarding freedom of choice
of nursing facility versus CITOICES HCBS, both verbally and in writing, and obtain a
Freedom of Chotee form signed and dated by the applicant or his/her representative, (5
provide detailed information and obtain signed acknowledgement of understanding
regarding a CHOICES member’s responsibility with respect to payment of patient
Hability amounts, including, as applicable, the potential consequences for non-paynient of
patient liability which may include loss of the member’s current nursing facility or
CBRA provider or MCO, disenrollment from CHOICES, and to the extent the membet’s
eligibility is dependent on receipt of long-term care services, possible foss of eligibility
for TennCare; and (6) for appiicants who want to reccive NF services, provide
information regarding the completion of all PASRR requirements prior to nursing facility
admission and conduct the level I PASRR screening; (7) for applicants who are sceking
CHOICES HCBS: (a) conduct a risk assessment using a tool and protocol specified by
TENNCARE and develop, as applicable, a risk agreement that shall be signed by the
applicant or his/her representative and which shall include idestified risks to the
applicant, the consequences of such risks, strategies to mitigate the identified risks, and
the applicant’s decision regarding his/her acceptance of risk; (b) make a determination
regarding whether the applicant’s needs can be safely and effectively met in the
community and at & cost that does not exceed nursing facility care, including explanation
to the applicant regarding the individual cost neutrality cap, including that a change in a
member’s needs or circumstances that would result in the cost neutrality cap being
exceeded or that would result in the MCO’s inability to safely and cffectively meet a
member’s needs in the community and within the cost neutrality cap may resuit in the
membet’s disenrollment from CHOICES Group 2, in which case, the care coordinator
will assist with transition to a more appropriate care delivery setting; and {c) provide
information regarding consumer direction and obtain signed documentation of the
applicant’s interest in participating in consumer direction; and (8) provide information
regarding next steps in the process including the nced for approval by TENNCARE to
cnroll in CHOICES and the functions of the CONTRACTOR, including that the
CONTRACTOR will develop and approve a plan of care.

The listing of CHOICES HCBS and home health and/or private duty nursing services the
member may nced shall be used by TENNCARE or its designee to determine whether
services can be provided within the member’s cost neutrality cap and may be further
refined based on the CONTRACTOR s comprehensive needs assessment and pian of
care development processes,

The State will be responsible for determining TennCarc categorical and financial
eligibility and tevel of care and enrolling eligible TennCare members into CHOICES.

TENNCARE will notify the CONTRACTOR via the outbound 834 enroliment file when
a person has been cnrolled in CHOICES, the member’s CHOICES Group, and any
applicable patient liability amounts {Sec Scetion 2.6.7). For members in CHOICES
Group 2, TENNCARE will notity the CONTRACTOR of the member’s cost neutrality
cap (see definition in Section [ and Section 2.6.1.5.2.3), which shali be the average cost
of Level 1 nursing facility care unless a higher cost neutrality cap is established by
TENNCARE based on information submitted by the AAAD or MCO (as applicable) in
the level of care.
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2.9.6.2.3.8

TENNCARE or its designece will make available to the CONTRACTOR the
documentation from the intake visit, including but not limited to the member’s level of
care and nceds assessment, the assessment of the member’s existing natural support
system, the member’s risk assessment and signed risk agreement (for members in
CHOICES Group 2}, and the services identified by TENNCARE or its designee that the
member may need upon CHOICES enrollment.

23, Sections 2.9.6.2.4 through 2,9.6.2.4.8 shall be deleted and replaced as follows:

29624

296.24.1

296242

29.6.243

296244

Functions of the CONTRACTOR for Members in CHOICES Group |

For members entolled in CHOICES Group 1, who are, upon CHOICES cnrollment,
receiving nursing facility services, the CONTRACTOR shall reimburse such services in
accordance with the level of nursing facility services (Level I or Level 1D and/or
reimbursement approved by TENNCARE (sce Section 2.14.1.12), except that the
CONTRACTOR may reimburse a lesser level of service when such lesser level of service
is billed by the facility. Reimbursement for such services shall be from the current
provider as of the effective date of CHOICES enrollment. The CONTRACTOR shall not
move members enrolled in CHOICES Group 1 who are, upon CHOICES enrollment,
receiving nursing facility services, to another facility unless: (1) the member or his/her
representative specifically requests to move, which shall be documented in the member’s
file; (2) the member or his/her representative provides written consent to move based on
quality or other concerns raised by the CONTRACTOR, which shall not include the
nursing facility’s rate of reimbursement; or (3) the facility where the member is residing
is not a contract provider. If the nursing facility is a non-contract provider, the
CONTRACTOR shall (a) provide continuation of the services pending enrotlment of the
facility as a contract provider (except a facility excluded for a 2-year period when the
facility has withdrawn from Medicaid participation); (b) provide continuation of the
services pending facilitation of the member's transition to a contract facility, subject to
the member’s agreement with such transition; or (c) may continuc to reimburse services
from the non-contract nursing facility in accordance with TennCare rules and regulations.

The CONTRACTOR shall, within thirty (30) calendar days of notice of the member’s
enrollment in CHOICES, conduct a face-to-face visit with the member and perform any
additional needs assessment deemed necessary by the CONTRACTOR (see Section
2.9.6.5.1). The care coordinator shall review the plan of care developed by the nursing
facility and may supplement the plan of care as necessary and appropriate (see Section
2.9.6.6.1).

The CONTRACTOR shall not transition members in Group 1 to CHOICES HCBS unless
the member chooses to receive CHOICES HCBS as an alternative to nursing facility and
is enrolled in Group 2.

For purposcs of the CHOICES program, the CONTRACTOR may decide whether it will
issue service authorizations for nursing facility services, or whether it will instead process
claims for such services in accordance with the level of care and/or reimbursement
(including the duration of such level of care and/or reimbursement) approved by
TENNCARE (see Scction 2.14.1.12), except that the CONTRACTOR may reimburse a
lesser level of service when such lesser level of service is billed by the facility. .
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24.

25,

29,6245 For CHOICES members approved by TENNCARE for Level If (or skilled) nursing
facility services, the CONTRACTOR shall be responsible for monttoring the member’s
continued need for Medicaid reimbursed skilled and/or rehabilitation services, promptly
notifying TENNCARE when Level II nursing facility services arc no longer medically
necessary, and for the submission of information needed by TENNCARE to reevaluate
the member’s level of care for nursing facility services (see also Section 2,14.1.12.2).

Sections 2.9.6.2.5.2 and 2.9.6.2.5.3 shali be amended by adding the word “CHOICES” in
front of the word “HCBS”.

Sections 2.9.6.2.5.8 through 2.9.6.2.5.13 shall be deleted and replaced as follows;

296258 As part of the face-to-face visit for members in CHOICES Group 2, the care coordinator
shall review, and revise as necessary, the member’s risk asscssment and risk agreement
and have the member or his/her representative sign and date any revised risk agreement.

296259 As part of the face-to-face visit, for members determined to need eligible CHOICES
HCBS, the care coordinator shall verify the member's intcrest in participating in
consumer direction and obtain written confirmation of the member's decision. The care
coordinator shall also provide member education regarding choice of contract providers
for CHOICES HCBS, subject to the provider’s availability and willingness to timely
deliver services, and obtain signed confirmation of the member’s choice of contract
providers.

2962510 For purposes of CHOICES HCBS, service authorizations shall include the amount,
frequency, and duration of cach service to be provided and the schedule at which such
carc is needed, as applicable; the requested start date; and other relevant information as
prescribed by TENNCARE. The CONTRACTOR shall be responsible for confirming the
provider’s capacity and commitment to initiate scrvices as authorized on or before the
requested start date, and if the provider is unable to initiate services as authorized on or
before the requested start date, for arranging an alternative provider who is able to initiate
services as authorized on or before the requested start date.

2.9.6.2.5.11 The member’s care coordinator/care coordination tecam shall provide at least verbal
notification to the member prior to initiation of CHOICES HCBS identificd in the plan of
care regarding any change in providers sclected by the member for cach CHOICES
HCRBS, including the rcason such change has been made,

2.9.6.2.512 If the CONTRACTOR is unable to initiate any CHOICES HCBS in accordance with the
timeframes specified herein, the CONTRACTOR shall issue written notice to the
member, documenting the service(s) that will be delayed, the reasons for the delay, and
the date the service(s) will start, and shall make good faith efforts to ensure that services
are provided as soon as practical.

29.62.5.13  TENNCARE may establish, pursuant to policies and protocols for management of

waiting lists, alternative timeframes for completion of specified intake functions and
activitics when there is a waiting list.
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26.

Section 2.9.6.3.1.5 through 2.9.6.3.1.5.5 shall be deleted and replaced as follows:
296.3.1.5 Periodic review (at least quarterly) of;

29.6.3.1.5.1  Claims or encounter data;

29.6.3.1.5.2  Hospital admission or discharge data;

2.9.6.3.1.5.3  Pharmacy data; and

2963154  Data collected through the DM and/or UM processes.

2.9.6.3.1.5.5  The CONTRACTOR may define in its policies and procedures other steps that will be

taken to better assess if the members identified through means other than referral or
notice of hospital admission will likely qualify for CHOICES, and may target its
screening and intake cfforts to a more targeted list of persons that are most likely to need
and to qualify for CHOICES services,

2.9.63.1.5.6  TENNCARE may establish, pursuant to policies and protocols for management of

waiting lists, alternative timeframes for completion this task when there is a waiting list.

27.  Section 2.9.6.3.2 shall be deleted and replaced as follows:

2.9.63.2

As part of its identification process for members who may be eligible for CHOICES, the
CONTRACTOR may initiate a telephone screening process, using the tool and protocols
specified by TENNCARE. Such screening process shall: (1) verify the member’s current
cligibility category based on information provided by TENNCARE in the outbound 834
enrollment file; for persons sceking access to CHOICES HCBS through cnrollment in
CHOICES Groups 2 or 3, identify whether the member meets categorical cligibility
requirements for enrollment in such group based on his/her current eligibility category, and if
not, for persons seeking to enrolt in CHOICES Group 2, whether the member appears to mect
catcgorical and financial eligibility criteria for the Institutional (i.e., CHOICES 217-Like
HCBS) category; (2) determine whether the member appears to meet level of care eligibility
for CHOICES; and (3) for members sceking access to CHOICES HCBS through enroliment
in CHOICES Group 2, determine whether it appears that the member’s needs can be safely
and cffectively met m the community and at a cost that does not exceed nursing facility care.
Such telephone screening shall be conducted at the time of the initial call by the
CONTRACTOR unless the member requests that the screening be conducted at another time,
which shall be documented in writing in the CHOICES intake record.

28. Section 2.9.6.3.3.1 shall be deleted and replaced as follows:

296331

Documentation of at least three (3) attempts occurring over a period of no less than three
(3) days to contact the member by phone {(which shall include at least one (1) attempt to
contact the member at the number most recently reported by the member and at least one
(1) attempt to contact the member at the number provided in the referral, if different, and
which shall occur at different times of the day and evening, including after business
hours), followed by a letter sent to the member’s most recently reported address that
provides information about CHOICES and how to obtain a screening for CHOICES, shall
constitute sutficient effort by the CONTRACTOR to assist a member who has been
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29.

30.

referred for CHOICES, regardless of referral source. TENNCARE will review the
CONTRACTOR’s referral data, including the number of referred members the
CONTRACTOR is unable to reach, and may institute additional requirements as
necessary to ensure reasonable efforts o reach the member and complete the referral and
intake process.

Section 2.9.6.3.7 shall be deleted and replaced as follows:

29637

If the member docs not meet the telephone screening criteria, the CONTRACTOR shall
notify the member verbally and in writing in the format preseribed by TENNCARE: (1) that
he/she does not appear to meet the criteria for enrollment in CHOICES; (2) that he/she has
the right to continue with the CHOICES intake process and, if determined not cligible, to
receive notice of such denial, including the member’s due process right to appeal; and (3)
how, if the member wishes to proceed with the CHOICES intake process, the member can
submit a written request to proceed with the CHOICES intake process to the
CONTRACTOR. In the event that a member does submit such written request, the
CONTRACTOR shall process the request as a new referral and shall conduct a face-to-face
intake visit, including level of carc assessment and needs assessment, within ten (10} business
days of receipt of the member’s writlen request, unless a later date is requested by the
member, which shall be documented in writing in the CHOICES intake record.

Section 2.9.6.3.8.2 shall be amended by adding the word “CHOICES” in front of the word

“HCBS”.

Sections 2.9.6.3.9 through 2.9.6.3.18 shall be deleted and replaced as follows:

29639

As part of the face-to-face intake visit, the care coordinator shall: (1) provide general
CHOICES education and information, as specificd by TENNCARE, to the member and assist
n answering questions the member may have; (2) provide information about estate recovery;
(3) provide assistance, as necessary, in facilitating gathering of categorical/financial
documentation necded by DHS; (4) provide information regarding freedom of choice of
nursing facility versus CHOICES HCBS, both verbally and tn writing, and obtain a Freedom
of Choice form signed and dated by the member or his’her represemtative; (3) provide
detailed information and signed acknowledgement of understanding regarding a CHOICES
member’s responsibility with respect to payment of patient liability amounts, including, as
applicable, the potential consequences for non-payment of patient liability which may include
loss of the member’s current nursing facility or CBRA provider or MCO, disenrollment from
CHOICES, and to the exient the member’s eligibility is dependent on reecipt of long-term
care services, possible loss of eligibility for TennCare; and (6) for members who want to
receive nursing facility services, provide information regarding the completion of all PASRR
requirements prior to nursing facility admission and conduct the level I PASRR screening; (7)
for members who arc secking CHOICES HCBS, the care coordinator, shall: (a) conduct a risk
assessment using a tool and protocol specified by TENNCARE and shall develop, as
applicable, a risk agreement that shall be signed and dated by the member or his/her
representative and which shall include identified risks to the member, the consequences of
such risks, strategies to mitigate the identified risks, and the member’s decision regarding
his/her acceptance of risk; (b) make a determination regarding whether the person’s needs can
be safely and effectively met in the community and at a cost that does not exceed nursing
facility care, and provide explanation to the member regarding the individual cost neutrafity
cap, including that a change in needs or circumstances that would result in the cost neutrality
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2.9.6.3.10

29.63.10.1

29.63.10.2

29.6.3.10.3

2.9.6.3.10.4

2.9.63.11

2.9.63.11.1

2963112

296312

cap being exceeded or that would result in the CONTRACTOR’s inability to safely and
effectively meet the member’s needs in the community and within the cost neutrality cap may
result in the member’s disenrollment from CHOICES Group 2, in which case, the member's
care coordinator will assist with transition to a more appropriate carc delivery setting; and {c)
provide information regarding consumer direction and obtain written confirmation of the
membei’s decision regarding participation in consumer direction; and (8) for all members,
provide information regarding choice of contract providers, subject to the provider’s
availability and willingness to timely deliver services, and obtain signed documentation of the
member’s choice of contract providers.

If the member does not meet appear to meet CHOICES carollment criteria, the care
coordinator may advise the member verbally: (1) that he/she does not appear to mcet the
criteria for enrollment in CHOICES; but shall aiso advise the member {(2) that he/she has the
right to continue with the CHOICES intake process and, if determined not aligible, to receive
notice of such denial, including the member’s duc process right to a fair hearing.

The decision to discontinue the CHOICES intake process must be made by the member
or the member’s representative and the CONTRACTOR shall not encourage the member
or member’s representative to discontinue the process;

Upon the member’s decision to continue the CHOICES intake, the care coordinator shall
continue the mtake process and complete all required activities, including submission of
the level of care to TENNCARE; or

Upon the member’s decision to discontinue the CHOICES intake process, the carc
coordinator shall, in the manner prescribed by TENNCARE, document the member’s
deciston to terminate the CHOICES intake process, including the member’s or
representative’s  signature  and  date.  The CONTRACTOR shall maintain  this
documentation in the member’s record and provide a copy to the member/representative.

The CONTRACTOR shall provide the member with information about how to initiate a
new CHOICES screening and intake process in the future.

If, during the face-to-face intake visit the member or the member’s representative elects to
lerminaie the infake process for any other rcason (c.g., estate recovery, patient liability, or
does not need the services available through CHOICES), the care coordinator shall, in the
manner prescribed by TENNCARE, document the member’s deeision to terminate the
CHOICES intake process, including the member’s or representative’s signature and date. The
CONTRACTOR shall maintain this documentation in the member’s record and provide a
caopy to the member/representative.

The decision to discontinue the CHOICES intake process must be made by the member
or the member’s representative and the CONTRACTOR shall not encourage the member
or member’s representative to discontinue the process;

The CONTRACTOR shall provide the member with information about how to initiate a
new CHOICES sercening and intake process in the future.

For CHOICES referrals by or on behalf of a potential CHOICES member, regardless of
referral source, the care coordinator shall conduct the face-to-face intake visit and shall
develop a plan of care, as appropriate (see Section 2.9.6.6), within ten {10) business days of
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2963.13

2963.14

2.9.63.15

2.9.6.3.15.1

29.63.15.2

2.9.6.3.16

receipt of such referral, unless a later date is requested by the member, which shall be
documented in writing in the CHOICES intake record.

For members identified by the CONTRACTOR as potentially eligible for CHOICES by
means other than referral, the care coordinator shall conduct the face-to-face intake visit and
shall develop a plan of care, as appropriate (sce Section 2.9.6.6), within thirty (30} days of
identification of the member as potentiaily eligible for CHOICES, For persons identified
through notification of hospital admission, the CONTRACTOR shall coordinate with the
hospital discharge planner to determine whether long-term care services may be needed upon
discharge, and if so, complete all applicable screening and/or intake processes immediately to
facilitate timely transition to the most integrated and cost effective long-term care delivery
setting appropriate for the member’s needs,

Once completed, the CONTRACTOR shall submit the level of care and, for members
requesting CHOICES HCBS, documentation, as specified by TENNCARE, to verify that the
member's needs can be safely and effectively met in the community and within the cost
neutrality cap to TENNCARE as soon as possible but no later than five (5) business days of
the face-to-face visit. The CONTRACTOR shall make every effort to obtain supporting
documentation required for the level of care in a timely manner and shall document in writing
the cause of any deiay in the submission of the required documentation to TENNCARE,
inctuding the CONTRACTOR s actions to mitigate such delay. The CONTRACTOR shall be
responsibie for ensuring that the level of care is accurate and complete, satisfies all technical
requirements specitied by TENNCARE, and accurately reflects the member’s current medical
and functional status based on information gathered, at a minimum, from the member, his or
her representative, the Care Coordinator’s direct observations, and the history and physical or
other medical records which shall be submitted with the application. The CONTRACTOR
shall note in the level of care any discrepancies between these sources of information, and
shall provide explanation regarding how the CONTRACTOR addressed such discrepancics in
the level of care.

If the member is seeking access to CHOICES HCBS through enrollment in CHOICES Group
2 and the enrollment target for CHOICES Group 2 has been reached, the CONTRACTOR
shall notify TENNCARE, at the time of submission of the level of care and needs assessment
and plan of care, as appropriate, whether the person shall be placed on a waiting list for
CHOICES Group 2. If the CONTRACTOR wishes to enroll the person in CHOICES Group 2
as a cost cffective alternative (CEA) to nursing facility care that would otherwise be
provided, the CONTRACTOR shall submit to TENNCARE the following:

A wrtien summary of the CONTRACTOR’s CEA determination, including an
explanation of the member’s circumstances which warrant the immediate provision of
nursing facility services unless CHOICES HCBS are immediately available.

TENNCARE may request additional information as needed to confirm the
CONTRACTOR’s CEA determination and/or provider capacity to meet the member’s
nceds, and shall, only upon receipt of satistactory documentation, enroll the member in
CHOICES.

‘The CONTRACTOR shall be responsible for (1} advising members who appear to meet the
nursing facility level of care that are secking access to CHOICES HCBS through enrollment
in CHOICES Group 2 when an enrollment target has been (or will soon be) reached; (2)
advising such persens that they may choose to receive nursing facility services if CHOICES
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2.9.6.3.17

29.63.18

29.6.3.19

2.9.6.3.20

2.9.6.3.20.1

2.9.6.3.20.2

2963203

HCBS arc not immediately available; (3) determining whether the person wants nursing
factlity services if CHOICES HCBS are not immediately available; and (4) at the
CONTRACTOR’s sole discretion, making a determination regarding whether enroliment in
Group 2 constitutes a CEA because the immediate provision of nursing facility services will
otherwise be required and submitting appropriate documentation to TENNCARE if there is a
waiting list for CHOICES Group 2 but the CONTRACTOR chooses to enroll a member in
Group 2 as 2 CEA (sec Section 2.9.6.3.13.1).

The State will be responsible for determining TennCare categorical and financial eligibitity
and level of care and enrolling eligible TennCare members into CHOICES.

TENNCARE will notify the CONTRACTOR via the cutbound 834 enrollment file when a
person has been enrolied in CHOICES and, if the member is enrolled in CHOICES, the
member’s CHOICES Group and applicable patient liability amounts (see Section 2.6.7). For
members in CHOICES Group 2, TENNCARE will notify the CONTRACTOR of the
member’s cost neutrality cap (sce definition in Section | and see Section 2.6.1.5.2.3), which
shall be the average cost of Leve! 1 nursing facility carc unless a higher cost neutrality cap is
cstablished by TENNCARE based on information submitted by the AAAD or MCO (as
applicable) in the levet of care.

For all newly enrolled CHOICES Group 1 members, the CONTRACTOR shall reimburse NF
services i accordance with the level of nursing facility services or reimbursement approved
by TENNCARE, and as of the effective date of CHOICES enrollment, except that the
CONTRACTOR may reimburse a lesser level of service which such lesser level of service is
billed by the facility.

For the CONTRACTOR’s current members enrotled into CHOICES Group 2, the member's
Care Coordinator shall within ten (10) business days of notice of the member's enrollment in
CHOICES Group 2, authorize and initiatc CHOICES HCBS.

For purposes of the CHOICES program, service authorizations for CHOICES HCBS
shall include the amount, frequency, and duration of cach service to be provided, and the
schedule at which such care is needed, as applicable; and other relevant information as
prescribed by TENNCARE., The CONTRACTOR may decide whether it will issue
service authorizations for nursing facility services, or whether it will instead process
claims for such services in accordance with the level of care and/or reimbursement
{(including the duration of such level of care and/or reimbursement) approved by
TENNCARE (scc Section 2.14.1.12), except that the CONTRACTOR may reimburse a
lesser level of service when such lesser level of service is billed by the facility.

The CONTRACTOR shall provide at least verbal notice to the member prior to initiation
of CHOICES HCBS identified in the plan of care regarding any change in providers
selected by the member for each CHOICES HCBS; including the reason such change has
been made. If the CONTRACTOR is unablc to place a member in the nursing facility or
community-based residential alternative setting requested by the member, the care
coordinaior shall mect with the member and his/her representative to discuss the reasons
why the member cannot be placed with the requested facility and the available options
and identify an alternative facility,

If the CONTRACTOR 1is unable to initiate any long-term care service within the
timeframes specificd in this Agreement, the CONTRACTOR shall issue written notice to

24



Amendment Number 5 (cont.)

2.9.63.204

2.9.6.3.20.5

2.9.6.3.20.6

2.9.6.3.20.7

29.6.3.20.8

the member, documenting the service(s) that will be delayed, the reasons for the deiay
and the date the service(s) will start, and shall make good faith efforts to cnsure that
services are provided as soon as practical,

For members carolled in CHOICES Groups 1 or 2 who are, upon CHOICES enrollment,
receiving nursing facility or community-based residential alternative services from a
contract provider, the CONTRACTOR shall authorize such services from the current
provider as of the effective date of CHOICES enrollment. The CONTRACTOR shall not
move members cnrolled in CHOICES Groups 1 or 2 who are, upon CHOICES
cnrollment, receiving services in a nursing facility or community-based residential
alternative setting to another facility unless: (1) the member or hisher representative
specifically requests to move, which shall be documented in the member's file; (2) the
member or his/her representative provides written consent to move based on quality or
other concerns raised by the CONTRACTOR, which shall not include the nursing
facility’s rate of reimbursement; or (3} the facility where the member is residing is not a
contract provider; if the community-based residential facility where the member is
currently residing is not a contract provider, the CONTRACTOR shall provide
continuation of services in such facility for at least thirty (30) days, which shall be
extended as necessary to ensure continuity of carc pending the facility’s contracting with
the CONTRACTOR or the member’s transition to a contract facility; if the member is
transitioned to a contract facility, the CONTRACTOR shall facilitatc a seamless
transition to the new facility; if the nursing facility where the member is currently
residing is a non-contract provider, the CONTRACTOR shall (a) authorize continuation
of the scrvices pending cnrollment of the facility as a contract provider {except a
facility excluded for a 2-year period when the facility has withdrawn from Medicaid
participation); (b) authorize continuation of the services pending facilitation of the
member's transition to a coniract facility, subject to the member’s agreement with such
transition; or (¢} may continue to reimburse services from the non-contract nursing
facility in accordance with TennCare rules and regulations.

For members receiving nursing facility services, the care coordinator shall participate as
appropriate in the nursing facility’s care planning process (see Section 2.9.6.5.1) and may
suppiement the facility’s plan of carc as necessary (sec Section 2.9.6.6.1).

The CONTRACTOR shall not divert or transition members in CHOICES Group 1 to
CHOICES HCBS unless the member chooses to reccive CHOICES HCBS as an
alternative to nursing facility and is enrolled in Group 2.

The CONTRACTOR shall not admit a member enrolled in CHOICES Group 2 to a
nursing facility unless: (1) the member requires a short-term nursing facility care stay; (2)
the member chooses to transition 1o a nursing facility and enroll in Group 1; or (3) the
CONTRACTOR determines that it cannot safcly and effectively meet the needs of the
member and at a cost that is less than the member’s cost neutrality cap and thc member
agrecs to transition to a nursing facility and enroll in Group 1.

The CONTRACTOR shall not admit a member enrolled in CHOICES Group 3 to a
nursing facility unless: (1) the member meets nursing facility level of care and is
cxpected o require nursing facility services for nincty (90} days or fess; or (2} the
member mects nursing facility level of care, is expected 1o require nursing facility
services for more than nincty (90) days and chooses to transition 10 a nursing facility and
enroil in Group 1.
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2.9.0.3.21

TENNCARE may establish, pursuant to policies and protocols for management of waiting
lists, alternative timeframes for completion of specified intake functions and activities for
persons when there is a waiting list,

32. Section 2.9.6.4.4 shall be deleted and replaced as follows:

2.9.644

The CONTRACTOR may utilize a care coordination team approach to performing care
coordination activitics prescribed in Secction 2.9.6. For cach CHOICES member, the
CONTRACTOR’s carc coordination team shall consist of the member’s care coordinator and
specilic other persons with relevant expertise and experience appropriate to address the needs
of CHOICES members, Care coordination teams shall be discrete entities within the
CONTRACTOR’s  organizational structure  dedicated to fulfilling CHOICES care
coordination functions, The CONTRACTOR shall establish policies and procedurcs that
specify, at a minimum: the composition of care coordination teams; the tasks that shall be
performed directly by the care coordinator as specified in this Agreement, meluding needs
assessment, development of the plan of care, and all minimum care coordination contacts; the
tasks that may be performed by the carc coordinator or the care coordination team; measurcs
taken to ensure that the care coordinator remains the member’s primary point of contact for
the CHOICES program and related issucs; cscalation procedures to clevate issues to the care
coordinator in a timely manner; and measures taken to ensure that if a member needs to reach
his/her care coordinator specifically, calls that require immediate attention by a care
coordinator are handled by a care coordinator and calls that de not require immediate
attention are retwned by the member's care coordinator the next business day. The
CONTRACTOR may clect to utilize specialized intake coordinators or intake teams for
initial needs assessment and care planning activities. All intake activities identificd as
responsibtlities of the care coordinator shall be completed by an individual who meets all of
the requircments to be a care coordinator,  Should the CONTRACTOR clect to utilize
specialized intake coordinators or intake tcams, the CONTRACTOR shall develop policies
and procedures which specify how the contractor will coordinate a scamless transfer of
information from the fntake coordinator or team to the member’s care coordinator.

33.  Section 2.9.6.6.1.1 shall be amended by deleting the phrase “/care coordination team?.

2.9.60.6.1.1

For members in CHOICES Group 1, the member’s care coordinator may: (1) rely on the
plan of care developed by the nursing facility for service delivery instead of developing &
plan of care for the member; and (2) supplement the nussing facility plan of care as
necessary with the development and implementation of targeted strategies to improve
health, functional, or quality of fife outcomes (c.g., related to disease management or
pharmacy management) or to increase and/or maintain functional abilities. A copy of any
supplements to the nursing facility plan of care, and updates to such supplements, shall be
maintained by the CONTRACTOR in the member’s file,

34. Section 2.9.6.6.2.4 shall be deleted and replaced as follows:

29.6.6.2.4

The plan of care developed for CHOICES members in Groups 2 and 3 prior to initiation
ot CHOICES HCBS shall at a minimum include: (1) pertinent demographic information
regarding the member including the name and contact information of any representative
and a list of other persons authorized by the member to have access to health care
(including tong-term care) related information and to assist with assessment, planning,

26



Amendment Number 5 (cont,)

3s.

36.

37.

and/or implementation of health care (including long-term care) related services and
supports; (2) care, including specific tasks and functions, that will be performed by
family members and other caregivers; (3) home health, private duty nursing, and long-
term care services the member will receive from other payor sources including the payor
of such services; (4) home health and private duty nursing that witl be authorized by the
CONTRACTOR, except in the case of persons enrolted on the basis of Immediate
Eligibility who shall have access to services beyond the limited package of CHOICES
HCBS (scc Scction 2.6.1.5.3) only upon determination of categorical and financial
cligibility for TennCare; (5) CHOICES HCBS that will be authorized by the
CONTRACTOR, including the amount, frequency, duration, and scope (tasks and
functions to be performed) of cach service to be provided, and the schedule at which such
care is needed, as applicable; members enrolled on the basis of Immediate Eligibility
shall have access only to a limited package of CHOICES HCBS (see Section 2.6.1.5.3)
pending determination of categorical and financial cligibility for TennCare CHOICES
however all identified needed services shall be listed in the plan of care; (6) a detailed
back-up plan for situations when regularly scheduled HCBS providers are unavailable or
do not arrive as scheduled; the back-up plan may include paid and unpaid supports and
shall include the names and telephone numbers of persons and agencies to contact and the
services provided by listed contacts; the CONTRACTOR shall assess the adequacy of the
back-up plan; and (7) for CHOICES Group 2 members, the projected TennCare monthly
and annual cost of home health and private duty nursing identified in (4) above, and the
projected monthly and annual cost of CHOICES HCBS specified in (5) above, and for
CHOICES Group 3 members, the projected total cost of CHOICES HCBS specified in
(5} above, excluding the cost of minor home modifications.

Section 2.9.6.6.2.5.11 shall be amended by adding the words “eligibie CHOICES” in front
of the word “HCBS”.

Section 2.9.6.6.2.6 shall be amended by adding a new sentence as follows:

2.9.6.6.2.6

‘The member’s care coordinator/care coordination tecam shall ensure that the member

reviews, signs and dates the plan of care as well as any updates. The care coordinator
shall also sign and date the plan of care, along with any updates.

Sections 2.9.6.6.2.8 and 2.9.6.6.2.9 shall be deleted and replaced as follows:

2.9.6.6.2.8

2.9.6.6.2.9

Within five (5) business days of completing a rcassessment of a member’s needs, the
member’s carce coordinator shall update the member’s plan of care as appropriate, and the
CONTRACTOR shali authorize and initiate CHOICES HCBS in the updated plan of
care. The CONTRACTOR shall comply with requirements for service authorization in
Section 2.9.6.2.5.10, change of provider in Section 2.9.6.2.5.11, and notice of service
delay in Scction 2.9.6.2.5,12,

The member’s carc coordinator shall inform cach member of his/her eligibility cnd date
and cducate members regarding the importance of maintaining TennCare CHOICES
cligibility, that cligibility must be redetermined at fcast once a year, and that members
receiving CHOICES HCBS will be contacted by TENNCARE or its designee near the
datc a redetermiration is needed to assist them with the process, e.g., collecting
appropriate documentation and completing the necessary forms,
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38.

39.

Section 2.9.6.7.2.1 shall be amended by deleting the phrase “in CHOICES Group 17.

2.9.6.7.2.1

Members who are watting for placement in a nursing facility;

Sections 2.9.6.8 through 2.9.6.8.22 shall be deleted and replaced as follows:

2908

2.9.6.8.1

29638.1.1

29.6.8.1.2

29.6.8.1.3

29.08.2

29683

29684

Nursing Facility-to-Community Transition

The CONTRACTOR shall develop and implement methods for identifying members who
may have the ability and/or desire to transition from a nursing facility to the communiy,
Such methods shall include, at 4 minimum:

Referrals, including but not limited to, treating physician, nursing facility, other
providers, community-based organizations, family, and self-referrals;

Identification through the carc coordination process, including but not limited to:
assessments, information gathered from nursing facility staff or participation in Grand
Rounds (as defined in Section [); and

Review and analysis of members identified by TENNCARE based on Minimum Data Set
(MDS) data from nursing facilities.

For trapsition referrals by or on behalf of a nursing facility resident, regardless of referral
source, the CONTRACTOR shall ensure that within fourteen (14) days of the referral a care
coordinator conducts an in-facility visit with the member to determine the member’s interest
in and potential ability to transition to th¢ community, and provide orientation and
nformation 1o the member regarding transition activities. The member’s care
coordinator/care coordination team shall document in the member’s case file that transition
was discussed with the member and indicate the member’s wishes as well as the member’s
potential for transition, The CONTRACTOR shall not require a member to transition when
the member expresses a desire to continue receiving nursing facility services.

For identification by the CONTRACTOR by means other than referral or the care
coordination process of a member who may have the ability and/or desire to transition from a
nursing facility to the community, the CONTRACTOR shall ensure that within nincty (90)
days of such identification a care coordinator conducts an in-facility visit with the member to
determinc whether or not the member is interested in and potential ability to pursue transition
to the community. The member’s care coordinator/care coordination tcam shall document in
the member’s casc file that transition was discussed with the member and indicate the
member’s wishes as well as the member’s potential for transition. The CONTRACTOR shalt
not require @ member to transition when the member expresses a desire to continue receiving
nursing facility services.

If the member wishes to pursue transition to the community, within fourteen (14) days of the
inttial visit {sce Sections 2.9.6.8.2 and 2.9.6.8.3 above) or within fourtcen (14) days of
identification through the care coordination process, the care coordinator shall conduct an in-
facility asscssment of the member’s ability and/or desire to transition using tools and
protocols specified or prior approved in writing by TENNCARE. This assessment shall
include the identification of any barriers to a safe transition.
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2.9.6.8.5

2968406

2.9.6.8.7

29688

2.9.6.89

2.9.6.8.10

2.9.6.8.11

As part of the transition assessment, the care coordinator shall conduct a risk assessment
using a tool and protocol specified by TENNCARE, discuss with the member the risk
invoived in transitioning to the community and shall begin to develop, as applicable, a risk
agreement that shall be signed and dated by the member or his/her representative and which
shall include identified risks to the member, the consequences of such risks, strategics to
mitigate the identified risks, and the member’s decision regarding his/her acceptance of risk
as part of the plan of care. The risk agreement shall include the frequency and type of care
coordinator contacts that exceed the minimum contacts required (see Section 2.9.6.9.4), o
mitigatc any additional risks associated with transition and shall address any special
circumstances due to transition. The member’s care coordinator/care coordination team shall
also make a determination regarding whether the member’s needs can be safely and
effectively met in the community and at a cost that does not exceed nursing facility care. The
member’s care coordinator shall explain to the member the individual cost neutrality cap and
notification process and obtain a signed acknowledgement of understanding by the member
or his/her representative that a change in a member’s needs or circumstances that would
result in the cost neutrality cap being exceeded or that would result in the CONTRACTOR's
inability to safely and cffectively meet a member’s needs in the community and within the
cost neutrality cap may result in the member’s disenroliment from CHOICES Group 2, in
which casc, the CONTRACTOR will assist with transition to a more appropriate care
delivery sctting.

For thosc members whose transition assessment indicates that they are not candidates for
transition to the community, the carc coordinator shall notify them in accordance with the
specified transition assessment protocol.

For those members whose transition assessment indicates that they are candidates for
transition {0 the community, the care coordinator shall facilitate the development of and
complete a transition pian within fourteen (14) days of the member’s transition assessment.

The care coordinator shall include other individuals such as the member’s family and/or
carcgiver in the transition planning process if the member requests and/or approves, and such
persons are willing and able to participate.

As part of transition planning, prior to the member’s physical move to the community, the
carc coordinator shail visit the residence where the member wiil live to conduct an on-site
evaluation of the physical residence and meet with the member’s family or other caregiver
who will be residing with the member (as appropriate). The care coordinator shall include in
the transition plan activitics and/or services needed to mitigate any pereeived risks in the
residence including but not limited to an increase in face-to-face visits beyond the minimum
required contacts in Sections 2,9.6.8.18 and 2.9.6.8.17.

The transition plan shall address all services necessary (o safely transition the member to the
community and include at a minimum member needs related to housing, transportation,
availability of caregivers, and other transition needs and supports. The transition plan shall
also identify any barriers to a safe transition and strategics to overcome those barriers,

The CONTRACTOR shall approve the transition plan and authorize any covered or cost

effective alternative scrvices included in the plan within ten (10) business days of completion
of the plan. The transition plan shall be fully implemented within nincty (90) days from
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2.9.6.8.12

296813

29.6.8.14

2.9.68.15

2.9.6.8.16

296817

2.9.6.8.18

approval of the transition plan, except under extenuating circumstances which must be
documented in writing,

The member’s care coordinator shall also complete a pian of care that meets all criteria
described in Section 2.9.6.6 for members in CHOICES Groups 2 and 3 including but not
limited to completing a comprehensive needs assessment, completing and signing the risk
agreement and making a final determination of cost neutratity, The plan of care shall be
authorized and initiated prior to the member’s transition to the community.

The CONTRACTOR shall not prohibit a member from transitioning to the community once
the member has been counscled regarding risk. However, the CONTRACTOR may
determine that the member’s needs cannot be safely and cffectively met in the community’
and at a cost that docs not exceed nursing facility care. In such case, the CONTRACTOR
shall seck written review and approval from TENNCARE prior to denial of any member’s
request to transition to the community. If TENNCARE approves the CONTRACTOR’s
request, the CONTRACTOR shall notify the member in accordance with TennCare rules and
regulations and the transition assessment protocol, and the member shall have the right to
appeal the determination (see Section 2.19.3.12 of this Agreement).

Once completed, the CONTRACTOR shall submit to TENNCARE documentation, as
specified by TENNCARE to verify that the member’s needs can be safely and effectively met
in the community and within the cost ncutrality cap. Before transitioning a member the
CONTRACTOR shail verify that the member has been approved for enroliment in CHOICES
Group 2 effective as of the planned transition date,

The member’s care coordinator/care coordination team shall monitor all aspects of the
transition process and take immediate action to address any barriers that arise during
transition,

For members transitioning to a setting other than a community-based residential alternative
setting, the care coordinator/care coordination team shall upon transition utilize the EVV
system to monitor the initiation and daily provision of services in accordance with the
member’s new plan of care, and shall take immediate action to resolve any service gaps (sce
definition in Section 1).

For members who wilt live independently in the community or whose on-site visit during
transition planning indicated an clevated risk, within the first twenty-four (24) hours, the care
coordinator shall visit the member in his/her residence. During the initial nincty (90} day
post-transition period, the care coordinator shall conduct monthly face-to-face in-home visits
to ensure that the plan of carc is being followed, that the plan of care continues to meet the
member’s needs, and the member has successfully transitioned to the community.,

For members transitioning to a community-based residential alternative setting or who will
live with a relative or other caregiver, within the first twenty-four (24) hours the care
coordinator shall contact the member and within seven (7) days after the member has
transitioned 1o the community, the care coordinator shall visit the member in his/her new
residence. During the injtial ninety (90) day post-transition period, the care coordinator shait
(1) at a minimum, contact the member by telephone each month to ensure that the plan of
care is being followed, that the plan of care continues to meet the member's needs, and the
member has successtully transitioned to the community; and (2) conduct additional face-to-
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296819

2.9.6.8.20

29.6.8.21

296822

296823

2.9.6.8.23.1

2.9.6.8.23.2

2.9.6.8.233

29.68234

face visits as necessary to address issues and/or concerns and to ensure that the member’s
needs are met.

The CONTRACTOR shall monitor hospitalizations and nursing facility re-admission for
membets who transition from a nwising facility to the community to identify issues and
implement strategies to improve transition outcormes.

The CONTRACTOR shall be permitted to coordinate or subcontract with local community-
based organizations to assist in the identification, planning and facilitation processes related
to nursing facility-to-community transitions that arc not specifically assigned to the care
coordinator.

The CONTRACTOR shall develop and implement any necessary assessment tools, transition
plan templates, protocols, or training nccessary to ensure that issues that may hinder a
member’s successful transition are identified and addressed. Any tool, template, or protocol
must be prior approved in writing by TENNCARE.

To facilitatc nursing facility to community {ransition, the CONTRACTOR may clect to use
specialized transition coordinators or transition tcams. All transition activitics identified as
responsibilitics of the care coordinator shall be completed by an individual who meets all of
the requirements to be a care coordinator.

The CONTRACTOR shall implement policies and processes necessary to ensurc that it is
aware when a member is admitted to or discharged from a NF in order to facilitate care
planning and as seamless a transition as possible, and to cnsure timely notification to
TENNCARE and other entitics (e.g., DHS) as appropriate.

The CONTRACTOR shall require NFs to notify the CONTRACTOR of all NF
discharges, transfers between NFs, or elections of hospice services in a NF,

The CONTRACTOR shall, in a manner prescribed by TENNCARE notify: a)
TENNCARE of all NF discharges and elections of hospice services in a NF; b) DHS of
all NF discharges and transfers between NFs; and ¢) receiving NFs of all applicable level
of care information when a member is transferring between NFs,

The CONTRACTOR shail conduct a census at least semi-annually at no less than 120-
day intervals or as frequently as necessary to confirm the residency status and Group
assignment of all CHOICES members (i.c., Group 1 receiving services in a NF or Group
2 receiving HCBS or short-term NF services), The CONTRACTOR shall take actions as
necessary to address any discrepancies when a CHOICES member is found to no longer
be receiving LTC services, or is receiving services in a different service delivery setting,
c.g., NF, HCBS, or hospice in a NF, including, as appropriate, disenrollment from
CHOICES and/or enrollment in a different CHOICES Group.

The CONTRACTOR shall monttor all short-term NF stays for Group 2 members and
shall ensure that the member is transitioned from Group 2 to Group | at any time a) it is
determincd that the stay will not be short-term and the member wilt not transition back to
the community,; and b) prior to exhausting the 90-day short-term NF benefit covered for
CHOICES Group 2 members,
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4.

41,

42,

43,

44,

46.

Section 2.9.6,9.1.1 shall be amended by adding a new Section 2.9.6.9.1.1.5 as follows and
renumbering the existing Section 2,9.6.9.1.1 accordingly, including any references thereto.

2.9.6.9.1.1.5  In the manncr prescribed by TENNCARE, facilitate transfers between nursing facilitics
which, at a minimum, includes notification to the receiving facility of the member’s level
of care, and notification to DHS; and

The newly renumbered Section 2.9.6.9.1.1.6 shall be amended by adding a new Section
2.9.6.9.1.1.6.5 as follows and renumbering the existing Section 2.9.6.9.1.1.6 accordingly,
including any references thereto.

29.69.1.1.6.5 Frequent emergency department utilization; or

Section 2.9.6.9.2.1.2 shall be amended by adding the words “eligible CHOICES® in front of
the word “HCBS”.

Section 2.9.6.9.2.1.5 shall be deleted and replaced as follows:

2.9692.1.5  For members in CHOICES Group 2, cach time a member’s plan of care is updated to
change the levet or type of service, document in accordance with TENNCARE policy
that the projected total cost of CHOICES HCBS, home health care and private duty
nursing is less than the member’s cost neutrality cap. If a member’s medical condition
has changed such that a different cost neutrality cap may be appropriate, the
CONTRACTOR shall, in the manner prescribed by TENNCARE, submit to TENNCARE
a request to update the member’s cost neutrality cap, including documentation specified
by TENNCARE to support such request. The CONTRACTOR shall monitor utilization
to identify members who may exceed the cost neutrality cap and to intervene as necessary
to maintain the member’s community placement, The CONTRACTOR shall also educate
members m CHOICES Group 2 about the cost neutratity cap and what will happen if the
cap is met;

Sections 2.9.6.9.2.1.6 and 2.9.6.9.2.1.7 shall be amended by adding the word “CHOICES”
in front of the word “HCBS”,

Section 2.9.6.9.2.1.15 shall be amended by adding the words “eligible CHOICES?” in front
of the word “HCBS”.

Sections 2.9.6.9.3.1.1 and 2.9.6.9.3.1.1.1 shall be deleted and replaced as follows:

2.9.6.93.1.1  In the manner prescribed by TENNCARE, conduct a level of care reassessment at least
annually and within five (5) business days of the CONTRACTOR s becoming aware that
the member’s functional or medical status has changed in a way that may affect level of
care eligibility.

25693.1.11 If the level of care assessment indicates a change in the level of care or if the
assessment was prompted by a request by a member, a member’s representative or
carcgiver or another entity for a change in level of services, the level of care shall be
forwarded to TENNCARE for determination;
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47.

48.

Section 2.9.6.9.4.3.2 through 2.9.6.9.4.3.8 shall be deleted and replaced as follows:

2969432

2969433

2869434

2.9.69435

29.6.943.6

2.9.6.943.7

2969438

Members who are newly admitted to a nursing facility when the admission has not been
authorized or arranged by the CONTRACTOR, shall receive a face-to-face visit from
their care coordinator within ten (10) days of notification of admission.

Members in CHOICES Group 2 who have transitioned from a nursing facility to the
community shall be contacted per the applicable timeframe specified in Section 2.9.6.8.

Within five (3) business days of scheduled initiation of services, the member’s care
coordinator/care coordination team shall contact members in CHOICES Groups 2 and 3
who begin recciving CHOICES IICBS afier the date of enrollment in CHOICES to
confirm that services are being provided and that the member’s needs arc being met (such
initial contact may be conducted by phone).

Within five (5) business days of scheduled initiation of CHOICES HCBS in the updated
plan of care, the member’s care coordinator/care coordination team shall contact
members in CHOICES Groups 2 and 3 to confirm that services are being provided and
that the member’s needs are being met (such initial contact may be conducted by phone).

Members in CHOICES Group 1 (who are residents of a nursing facility) shall receive a
face-to-face visit from their care coordinator at least twice a ycar with an interval of at
least one-hundred and twenty (120) days between visits.

Members in CHOICES Group 2 shall be contacted by their care coordinator at least
monthly cither in person or by telephone with an interval of at least fourtcen (14) days
between contacts. These members shall be visited in their residence face-to-face by their
care coordinator at least quarterly with an interval of at least sixty (60} days between
visits.

Members in CHOICES Group 3 shall be contacted by their care coordinator at least
quarterly cither in person or by telephone with an interval of at least sixty (60) days
between contacts. These members shall be visited in their residence face-to-face by their
care coordinator a minimum of two (2) times per year with an interval of at icast one-
hundred (120) days between visits,

Section 2.9.6.9.6.3.3 through 2.9.6.9.6.3.7 shall be deleted and replaced as follows:

2.9.6.9.63.3

2969634

2.9.69.6.3.5

Written confirmation of the member’s decision regarding participation in consumer
direction of eligible CHOICES HCBS;

For members in CHOICES Group 2, a completed risk assessment and a risk agreement
stgned and dated by the member or his/her representative;

For members in CHOICES Group 2, the cost neutrality cap provided by TENNCARE,
and a determination by the CONTRACTOR that the projected cost of CHOICES HCBS,
home health, and private duty nursing services will not exceed the member's cost
neutrality cap; and

33



Amendment Number 3 (cont.)

49,

50.

Section 2.9.6.9.6.4.1 through 2.9.6.9.6.4.3 shall be deleted and replaced as follows:

2.9.69.64.1

For CHOICES members age 21 and older in Groups | and 2, a Freedom of Choice form
signed and dated by the member or his/her representative;

2969642  Evidence that a care coordinator provided the member with CHOICES member education

materials (see Section 2.17.7 of this Agreement), reviewed the materials, and provided
assistance with any questions,

2969643 Evidence that a care coordinator provided the member with cducation about the

member’s ability to use an advance directive and documentation of the member's
decision;

Section 2.9.6.10 through 2.9.6.10.14 shall be deleted and replaced as follows:

29610

2.9.6.10.1

2.9.6.10.2

2.9.6.10.3

296,104

2.9.6.10.5

Additional Requirements for Care Coordination Resarding Consumer Direction of cligible
CHOICES HCBS

In addition to the roles and responsibititics otherwise specified in this Section 2.9.6, the
CONTRACTOR shall ensure that the following additional care coordination functions related
to consumer direction of cligible CHOICES HCBS are fulfilled,

The CONTRACTOR shall be responsible for providing all needed eligible CHOICES HCBS
using confract providers until all necessary requirements have been fulfilled in order to
implement consumer direction of eligible CHOICES HCBS, including but not limited to: the
FEA verifies that workers for these services meet all necessary requirements (see Scction
2.5.7.6.1 of this Agreement); service agreements are completed and signed; and
authorizations for consumer directed scrvices are in place. The CONTRACTOR, in
conjunction with the FEA, shall facilitate a seamless transition between contract providers
and workers and ensure that there are no interruptions or gaps in services.

If a member clects not to receive eligible CHOICES HCBS using contract providers until all
necessary requirements have been fulfilled in order to implement consumer direction of
cligible CHOICES HCBS, the CONTRACTOR shall document this deciston, including date
and member/imember’s representative’s signature, in the manner specified by TENNCARE.

If a member is interested mn participating in consumer direction of eligible CHOICES HCBS
and the member does not intend to appoint a representative, the care coordinator shall
determine the extent to which the member may require assistance to direct his/her services
(see Section 2.9.7.4.5). If the care coordinator determines that the member requires assistance
to direct his/her services, based upon the resuits of a completed self-assessment instrument
developed by TENNCARE, the care coordinator shall inform the member that he/she will
nced to designate a representative to assume the consumer direction functions on his/her
behalf (see Section 2.9.7.4.5.1).

The member’s care coordinator/care coordination team shall ensure that the person identified
to serve as the representative meets all qualifications (sce Section 2.9.7.2.1) and that a
representative agreement is completed and signed by the member prior to forwarding a
referral to the FEA (see Section 2.9.7.4.7).
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2.96.10.0

2.9.6.10.7

2.9.6.10.8

29.6109

For members electing to participate in consumer direction, forward to the FEA a referral
initiating the member’s participation in consumer direction of cligible CHOICES HCBS: (1)
within two (2) business days of signing the representative agreement; or (2) if a
representative s not designated by the member, within two (2} business days of completion
of the sclf-assessment instrument and the care coordinator determines that the member does
not require a representative to assist the member in directing his/her care.

For members electing to participate in consumer dircction, the member’s care coordinator
shall integrate the member’s back-up plan for consumer-directed workers (including any
updates thereto) into the member’s back-up plan for services provided by contract providers,
as applicable, and the member’s plan of care. The care coordinator shall review the back-up
plan developed by the member or his’her representative (as applicablc) for consumer
direction to determine its adequacy to address the member’s needs, and shall monitor for late
and missed visits and to ensure that the back-up plan was implemented timely and that the
member’s necds arc being met,

For members electing to participate in consumer direction, the member’s care coordinator
shall reassess the adequacy of the member’s back-up plan for consumer direction on at least
an annual basis which shall include any time there are changes in the type, amount, duration,
scope of ehigible CHOICES HCBS or the schedule at which such services are needed,
changes in consumer- directed workers (when such workers also serve as a back-up to other
workers) or changes in the availability of paid or unpaid back-up workers to deliver needed
care

For members electing to participate in consumer direction, the member’s care coordinator
shall develop and/or update, as applicable, a risk agreement which takes into account the
member’s decision to participate in consumer direction, and which identifies any additional
risks associated with the member’s decision to direct histher services, the potential
consequences of such risk, as well as measurcs to mitigate these risks, The member’s
representative (if applicable) shall participate in the risk asscssment process. The new or
updated risk agreement, as applicable, shall be signed by the member (or the member’s
representative, as applicable). The CONTRACTOR shall provide a copy of the risk
agrecment to the member/representative and the FEA,

2.9.6.10.10 On an ongoing basis, the CONTRACTOR shall ensure that needs reassessments and updates

2.9.6.10.11

2.9.6.10.12

to the plan of care occur per requirements specified in Sections 2.9.6.9 of this Agreement.
The care coordinator shall ensure that, for members participating in consumer direction, the
member’s supports broker is invited to participate in these meetings.

Within two (2) business days of receipt of the notification from the FEA indicating that all
requiretnents have been fulfilled and the date that the consumer dircction can begin for a
member, the CONTRACTOR shall forward to the FEA an authorization for consumer
dirceted services for that member. Each authotization for consumer dirccted services shall
include authorized service, authorized units of service, including amount, frequency and
duration and the schedule at which services are needed, start and end dates, and service
code(s).

The member’s care coordinator/care coordination team shall work with and coordinate with a
member’s supports broker in implementing and monitoring consumer direction of eligible
CHOICES HCBS (see Section 2.9.7.3.4).
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51.

29.6.10.13

2.9.6.10.14

2.9.6.10.15

The CONTRACTOR shall establish a process that allows for the efficient exchange of all
relevant member information between the CONTRACTOR and the FEA.

The care coordinator shall determine a member’s interest in enrolling in or continuing to
participate in consumer direction annually and shall document the member’s decision in the
member’s plan of care,

If at anytime abuse or neglect is suspected, the member’s care coordinator or the FEA shall
report the allegations to the CONTRACTOR within 24 hours in accordance with the
CONTRACTOR’s abuse and neglect plan protocols. The notification shall include at a
minimum: the member name; date of allegation reported and/or identified; description of
issue; measures taken to mitigate risk; status of reporting to CPS or APS, as appropriate. If
the aliegation is in reference to a worker or representative, the FEA shall contact the
member/representative to immediately refcase the worker or representative from his/her
duties until the investigation is complete. The FEA shall notify the CONTRACTOR
regarding this communication with the member/representative and the member or
representative’s decision. The carc coordinator shall work with the member to find a new
representative and the FEA shall work with the member to find a suitable replacement
worker, if applicable. If the allcgations arc substantiated as a result of the investigation, the
representative or worker shall no longer be allowed to participate in the CHOICES program
as a representative or worker. If the investigation is inconclusive, the member may elect to
retain the worker or representative. The member’s care coordinator, with appropriate
assistance from the FEA, shall make any updates to the member’s plan of care and/or risk
assessment/risk agreement deemed necessary to help ensure the member’s health and safety,
and the CONTRACTOR may initiate action to involuntary disenroll the member from
consumer direction at any time the CONTRACTOR feels that the member’s decisions or
actions constitute unrcasonable risk such that the member’s needs can no longer be safely and
cffectively met in the community while participating in consumer direction.

Section 2.9.6.11.5 shall be deleted and replaced as foliows:

296,115

While care coordination staffing ratios are not specified, the CONTRACTOR shail notify
TENNCARE in writing of substantive changes (o its Care Coordination Staffing Plan,
including a variance of twenty (20) percent or more from the planned staffing ratio.
TENNCARE may request changes in the CONTRACTOR’s Care Coordination Staffing Plan
at any {ime it determines that the CONTRACTOR does not have sufficient care coordination
staff to properly and timely perform its obligations under this Agreement.

Sections 2.9.6.11.12 through 2.9.6.11.12.27 shall be deleted and replaced as follows:

2.96.11.12

The CONTRACTOR shall provide initial training to newly hired care coordinators and
ongoing training at least annually to carc coordinators, Initial training topics shall include at a
minimum:

29.6.11.12.1  The CHOICES program including a description of the CHOICES groups; cligibility for

CHOICES enrollment; enrollment in CHOICES; enrollment targets for Groups 2 and 3,
including reserve capacity and administration of waiting lists; and CHOICES benefits,
including benefit limits, the individual cost neutrality cap for Group 2, the expenditure
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2.9.6.11

2.9.6.11.

29611,

2.9.6.11.

29.6.11.

2.9.6.11

29.6.11.

2.9.6.11,

29.6.11

2.96.11.
2.96.11.
296.11.
2.9.6.11.

29.6.11.

2.96.11.

29.6.11

29.6.11.
29.6.11.
2.9.6.11,
2.9.6.11.
2.9.6.11.

29.6.11.

29.6.11

22

12.3

12.4

12.5

12.6

JA2.7

12.8

12.9

12,10

12,1

12.12

12.13

12.14

12.15

12.16

A2.17

12.19

12.20

12.21

12.22

12.23

12.24

cap for Group 3, and the limited benefit package for members enrolied on the basis of
Immediate Eligibility;

Facilitating CHOICES enrollment for current members;

Level of care and needs assessment and reassessment, development of a person-centered
plan of care, and updating the plan of care including training on the tools and protocols;

Development and implementation of back-up plans;

Risk assessment and development of a member-specific risk agreement;
Consumer direction of eligible CHOICES HCBS;

Sclf-direction of health care tasks;

Coordination of care for duals;

Electronic visit verification;

Conducting a home visit and usc of the monitoring checklist;

How fo immediately identify and address service gaps;

Management of critical transitions (including hospital discharge planning);
Nursing facility diversion;

Nursing facility to community transitions, including training on tools and protocols;

Management of transfers between nursing facilities and CBRA facilities, including adult
care homes;

Facilitation of transitions between CHOICES Groups;

For members in CHOICES Groups 1 and 2, as applicable, members’ responsibility
regarding patient liability, including the conscquences of not paying patient liability;

Alzheimer’s, dementia and cognitive impairments;
Traumatic brain injury;

Physical disabilities;

Discase management;

Behavioral health;

Evaluation and management of risk;

Identifying and reporting abuse/neglect (see Section 2.24.4),
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53.

54,

55.

56.

2.97

2.9.6.11.12.25  Critical incident reporting (see Section 2.15.7);
2.9.6.11.12.26 Fraud and abuse, including reporting fraud and abuse;
2.9.6.11.12.27 Advance directives and end of tife care;
29.6.11.12.28 HIPAA/HITECH;

2.9.6.11.12.29 Cultural competency;

2.9.6.11.12.30 Disaster planning; and

29.6.11.12.31 Available community resources for non-covered services.

Section 2.9.6.12.1.2 shall be amended by adding the words “level of care” in front of the
word “reassessments” as follows:

2961212 Level of care assessments and level of care reassessments occur on schedule and are
submitted to TENNCARE in accordance with requirements in Section 2.9.6.9.3.1.1;

Section 2.9.6.12.3 shall be amended by adding the word “CHOICES” in front of the word
“HCBS”.

Section 2.9.6.12 shall be amended by adding a new Section 2.9.6.12.4 and renumbering the
existing Sections accordingly, including any references thereto.

2.9.6.124 The CONTRACTOR shall require, and shall conduct readiness review activitics as necessary
to confirm that the EVV system vendor has a plan in place and will be compliant with all
ICD-10 requirements in a timely manner;

Section 2.9.7 through 2.9.7.1.3.10 shail be deleted and replaced as follows:
Consumer Direction of Eligible CHOICES HCBS

2971 General

29711  The CONTRACTOR shall offer consumer direction of eligible CHOICES HCBS to all
CHOICES Group 2 and 3 members who are determined by a care coordinator, through the
needs assessment/reassessment process, to need attendant care, personal care, homemaker, in-
home respite, companion care services and/or any other service specified in TennCare rules
and rcgulations as available for consumer direction. (Companion care is only available for
persons electing consumer direction of cligible CHOICES HCBS.) A service that is not
specified in TennCare rules and regulations as available for consumer direction or that is not
a CHOICES HCBS shall not be consumer directed. Consumer direction in CHOICES affords
members the opportunity to have choice and control over how eligible CHOICES HCBS are
provided, who provides the services and how much workers are paid for providing care, up to
a specified maximum amount established by TENNCARE (see Section 2.9.7.6.11). Member
participation in consumer direction of eligible CHOICES HCBS is voluntary, Members may
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57,

29712

29713

29.7.1.31
297132
297133
297134
29.7.1.3.5
257136

297137

297138

297139

2.9.7.1.3.10

Sections 2.
in front of

clect to participate in or withdraw from consumer direction of eligible CHOICES HCRS at
any time, scrvice by service, without affecting their enrollment in CHOICES. To the extent
possible, the member shall provide his’her care coordinator ten (10) days advance notice
regarding his/her intent to no longer direct one or more eligible CHOICES HCBS or to
withdraw from participation in consumer direction of eligible CHOICES HCBS entirely. The
CONTRACTOR shall respond to the member’s request in keeping with the timeframes and
processes set forth in this Section, in order to facilitate a scamless transition to appropriate
service delivery. TENNCARE may cstablish reasonable limitations on the frequency with
which members may opt into and out of consumer direction of cligible CHOICES HCBS,

Consumer direction is a process by which cligible CHOICES HCBS are delivered; it is not a
service. If a member chooses not to dircct his/her care, he/she shall receive authorized
CHOICES HCBS through contract providers. While the denial of a member’s request to
participate in consumer direction or the termination of a member’s participation in consumer
direction gives rise to due process including the right to fair hearing, such appeals shall be
processed by the TennCare Division of Long Term Care rather than the TennCare Solutions
Units, which manages medical appeals pertaining to TennCare benefits (i.c., services).
Members who participate in consumer direction of eligible CHOICES HCBS choose cither to
serve as the cmployer of record of their workers or to designate a representative (see
definition below in Section 2.9.7.2.1) to scrve as the employer of record on his/her behalf, As
the employer of record the member or his/her representative is responsible for the following:

Recruiting, hiring and firing workers;

Determining workers’ duties and developing job descriptions;

Scheduling workers;

Supervising workers;

Evaluating worker performance and addressing any identified deficiencies or concerns;
Setting wages from a range of rates established by TENNCARE;

Training workers to provide personalized care based on the member's nceds and
preferences;

Ensuring that workers deliver only those services authorized, and reviewing and
approving hours worked by consumer-directed workers;

Reviewing and ensuring proper documentation for services provided; and

Developing and implementing as nceded a back-up plan to address instances when a
scheduled worker is not available or fails to show up as scheduled.

9.7.2.2 and 2.9.7.2.4 shall be amended by adding the words “eligible CHOICES
the word “HCBS”,
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58.

59,

Sections 2.9.7.3.2, 2.9.7.3.2.1, 2.9.7.3.3, and 2.9.7.3.11.6 shall be amended by adding the
words “eligible CHOICES in front of the word “HCBS”.

Section 2.9.7.4 through 2.9.7.4.10.13 shall be deleted and replaced as follows:

2974

29.74.1

29742

29.74.2.1

29743

297431

29744

29745

Needs Assessment/Plan of Care Process

A CHOICES member may choose to direct needed eligible CHOICES HCBS at anytime:
during CHOICES intake, through the nceds asscssment/reassessment and plan of care and
plan of care update processes; and outside of these processes. The care coordinator shall
assess the member’s needs for eligible CHOICES HCBS per requirements in Scctions
29.6.2.4, 2.9.6.3 and 2.9.6.5, as applicable. The care coordinator shall use the plan of care
process (including updates) to identify the eligible services that the member will direct and to
facilitate the member’s enroliment in consumer direction of eligible CHOICES HCBS.

The CONTRACTOR shall obtain from the member a signed statement regarding the
member’s decision to participate in consumer direction of eligible CHOICES HCRS.

The care coordinator shall assist the member in identifying which of the needed eligible
CHOICES HCBS shali bc consumer directed, provided by contract providers or a
combination of both, in which case, there must be a set schedule which clearly defines
when contract providers will be utilized. The CONTRACTOR shali not be expected or
required to maintain contract providers “on standby” to serve in a back-up capacity for
services a member has elected to receive through consumer direction.

If the member intends to direct one or more needed eligible CHOICES HCBS, throughout the
period of time that consumer dircetion is being initiated, the CONTRACTOR shall arrange
for the provision of needed CHOICES HCRBS through contract providers in accordance with
2.9.6. The carc coordinator shall obtain from the member his/her choice of contract providers
who will provide CHOICES HCBS unti! such time as workers are secured and ready to begin
delivering care through consumer direction.

I a member has been asscssed to need companion care services, the CONTRACTOR
shall identify non-residential services that will offer interim support to addiess the
member’s needs and assist the member in obtaining contract providers for these services.

The CONTRACTOR shall be responsible for providing all needed cligible CHOICES HCBS
using contract providers, including a back-up plan for such services, until all necessary
requirements have been fulfilled in order to implement consumer direction of cligible
CHOICES HCBS, including but not limited to: the FEA verifies that workers for these
services meet all necessary requirements (sce Section 2.9.7.6.1 of this Agreement); service
agreements are completed and signed; and authorizations for consumer directed services are
in place. The CONTRACTOR, in conjunction with the FEA, shall facilitatc a scamless
transition between contract providers and workers and ensure that there are no interruptions
or gaps in services,

The care coordinator shall determine if the member will appoint a representative to assume
the consumer direction functions on his/her behalf. If the member does not intend to appoint a
representative, the care coordinator shall determine the extent to which a member requires
assistance to participate in consumer direction of eligible CHOICES HCRBS, based upon the
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2.9.74.5.1

297452

29.7.4.6

2.9.7.47

297438

29749

2.9.74.10

2.9.74.10.1

results of the member’s responses to the self-assessment instrument developed by
TENNCARE. The self-assessment instrument shall be completed by the member with
assistance from the member’s care coordinator as appropriate. The care coordinator shall file
the completed self-assessment in the member’s file,

if, based on the results of the self-assessment the care coordinator detetmines that a
member requires assistance to direct his/her services, the care coordinator shall inform
the member that he/she will need to designate a representative to assume the consumer
direction functions on his/her behaif.

The CONTRACTOR shall forward to TENNCARE for disposition, pursuant to TennCare
policy, any cases in which the CONTRACTOR plans to deny participation in consumer
direction because a care coordinator has determined that the health, safety and welfare of
the member would be in jeopardy if the member participates in consumer direction
without a representative but the member does not want to appoint a representative to
assist in directing his/her services. The CONTRACTOR shall abide by TENNCARE's
decision.

The member’s care coordinator/care coordination team shall ensure that the person identified
to serve as the representative meets all qualifications (sece Section 2.9.7.2.1 of this
Agreement) and that a representative agreement is completed and signed by the member and
the person prior to forwarding a referral to the FEA (see Section 2.9.7.4.7 below),

Within two (2) business days of signing the representative agreement or completion of the
sclf-asscssment instrument if the member has not designated a representative and the care
coordinator determincs that the member does not require a representative 1o assist the
member in directing his/her care, the CONTRACTOR shall forward to the FEA a referral
initiating the member’s participation in consumer dircction of eligible CHOICES HCBS. The
referral shall include at a minimum:  the date of the referral; the member’s name, address,
telephone number, and social security number {SSN); the name of the representative and
telephene number (if applicable); member’s MCO 1D number; member’'s CHOICES
enrollment date; eligible selected HCBS, including amount, frequency and duration of each
by type; and care coordinator’s name and contact information. The CONTRACTOR shall
also forward to the FEA a copy of the written confirmation of the member’s decision to
participate in consumer direction of eligible CHOICES HCBS. Referrals shall be submitted
clectronically on a daily basis using the agreed upon data interface (either a standard
clectronic file transfer or the FEA’s web portal technology or both) and process. Referrals
shall be submitted on a member-by-member basis,

Within two (2} business days of reccipt of the referral, the FEA shall assign a supports broker
to the member, notity the care coordinator of the assignment and provide the name and
contact information of the supports broker.

Within five (5} days of receipt of the referral, the FEA shall contact the member to inform the
member of his’her assigned supports broker, provide contact information for the supports
broker, and to begin the process of initiating consumer direction of eligible CHOICES HCBS.

Back-up Plan for Consumer Direction and Updated Risk Assessment/Risk Agreement

The FEA shall assist the member/representative as needed in developing a back-up plan
for consumer direction that adequately identifies how the member/representative will
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2.9.7.4.10.2

2.9.74.10.3

2974104

2974105

2.9.74.10.6

2.9.7.4.10.7

address situations when a scheduled worker is not available or fails to show up as
scheduled. The member/representative (as applicable) shall have primary responsibility
for the development and implementation of the back-up plan for consumer directed
services,

The member/representative (as applicable) may not elect, as part of the back-up plan, to
go without services,

The back-up plan for consumer dircetion shall inctude the names and telephone numbers
of contacts (workers, agency staff, organizations, supports) for altemmate care, the order in
which each shall be notified and the services to be provided by contacts. Back-up
contacts may inciude paid and unpaid supports; however, it is the responsibility of the
member electing consumer direction and/or his/her representative to sccure paid (as well
as unpaid} back-up contacts who are willing and available to scrve in this capacity, The
CONTRACTOR shall not be expected or required to maintain contract providers “on
standby” to serve in a back-up capacity for services a member has elected to receive
through consumer direction.

All persons and/or organizations noted in the back-up plan for consumer dircction shall
be contacted by the member/representative to determine their willingness and availability
to serve as back-up contacts. The FEA shall confirm with these persons and/or
organizations to confirm their willingness and availability to provide care when needed,
document confirmation in the member’s file and forward a copy of the documentation to
the CONTRACTOR.

The member’s care coordinator shall mtegrate the member’s back-up plan for consumer-
directed workers (including any updates thereto) into the member’s back-up plan for
services provided by contract providers, as applicable, and the member’s plan of care.
The care coordinator shall review the back-up plan developed by the member or his/her
representative (as applicable) for consumer direction to determine its adequacy to address
the membet’s needs, and shall monitor for late and missed visits and to chsure that the
back-up plan was implemented timely and that the member’s needs are being met.

The FEA shall assist the member or his/her representative (as applicable) in
impiementing the back-up plan for consumer dircction as needed, monitor to ensure that
the back-up plan is implemented and ¢ffectively working to address the member’s needs,
and notify the care coordinator immediately regarding any concerns with the back-up
plan or the member’s care.

The FEA shall assist the member or his/her representative (as applicable) in reviewing
and updating the back-up plan for consumer direction at least annually and as frequently
as necessary, which shall include any time there are changes in the type, amount,
duration, scope of eligible CHOICES HCBS or the schedule at which such services arc
needed, changes in workers (when such workers also serve as a back-up to other workers)
and changes in the availability of paid or unpaid back-up workers to deliver needed care.
As part of the apnual review of the back-up plan, the member or his/her representative
and the FEA shall confirm that cach person specified in the back-up plan continues to be
willing and available to serve as back-up workers to deliver needed carc and to perform
the tasks and functions nceded by the member. Any updates to the back-up plan for
consumer direction shall be provided to the member's care coordinator.
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60.

297.4.10.8

2.9.7.4.10.9

2.9.74.10.10

29.7.410.1t

29.74.10.12

29741013

The FEA and the CONTRACTOR shall each file a copy of the back-up plan for
consumer direction in the member’s file,

The member’s care coordinator shall reassess the adequacy of the member’s back-up plan
for consumer direction on at least an annual basis which shall include any time there are
changes in the type, amount, duration, scope of eligible CHOICES HCBS or the schedule
at which such services arc nceded, changes in consumer-directed workers (when such
workers also serve as a back-up to other workers) or changes in the availability of paid or
unpaid back-up workers to deliver needed care.

The CONTRACTOR shall develop and/or update, as applicable, a risk agreement which
takes into account the member’s decision to participate in consumer direction, and which
identifics any additional risks associated with the member’s decision to direct his/her
services, the potential consequences of such risk, as well as measures 10 miligate these
risks. The member/representative shall participate in the process. The member’s
representative (if applicable) shall participate in the risk assessment process. Once a
referral has been made to the FEA for consumer direction, the member’s supports broker
should be involved in risk assessment and risk planning activitics whenever possible. The
new or updated risk agreement, as applicable, shall be signed by the member or his/her
representative (as applicable). The CONTRACTOR, member/representative and FEA
shall reccive a copy of the risk agreement. The CONTRACTOR and the FEA shall each
file a copy of the risk agreement in the member’s file.

The FEA shall notify the member’s care coordinator immediatcly when there are changes
in the member’s needs and/or circumstances which warrant a reassessment of needs
and/or risk, or changes to the plan of care or risk agreement.

The FEA shall assist the CONTRACTOR in identifying and addressing in the risk
assessment and plan of care processes any additional risk associated with the member
participating in consumer direetion,

On an ongoing basis, the CONTRACTOR shall ensure that neceds reassessments and
updates to the plan of care occur per requirements specified in Scetions 2.9.6.9 of this
Agreement. The care coordinator shall cnsure that the member’s supports broker is
invited to participate in these meetings,

Section 2.9.7.5 through 2.9.7.5.10.1 shall be deleted and replaced as follows;

2975 Authorizations for Consumer Directed Services and Service Initiation

29.7.5.1  Consumer direction of eligible CHOICES HCBS shall not be initiated until ail requirements
are fulfilled including but not limited to the following: (1) the FEA verifies that the member’s
employer and related documentation is in order; (2) the FEA verifies that workers meet all
qualifications, including participation in required training; (3} there is a signed service
agreement specific to each individual worker (sce Section 2.9.7.6.6 of this Agreement); and
{4) the CONTRACTOR issues to the FEA an authorization for consumcr directed services
{see 2.9.7.5.6 below) for cach service,

2.9.752 The FEA shall work with the member to determine the appropriate level of assistance
necessary to recruit, interview and hire workers and provide the assistance.
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297753

29754

29755

29756

29757

29.7.58

29.7.59

Once potential workers are identified, the FEA shall verify that a potential worker meets all
applicable qualifications {sce Scction 2.9.7.6.1 of this Agreement).

The FEA shail ensure that a scrvice agreement is signed between the member or member’s
representative and his/her worker within five (5) business days following the FEA’s
verification that a worker meets a1t qualifications.

The FEA shall periodically update the member’s care coordinator of the status of completing
required functions necessary to initiate consumer direction, including obtaining completed
paperwork from the member/representative and obtaining workers for cach identified
consumer directed service and any anticipated timeframes by which qualified workers shall
be secured and consumer directed scrvices may begin,

The provision of consumer directed services shall begin as soon as possible but no longer
than sixty (60) days from the date of the CONTRACTOR s referral to the FEA, except due to
circumstances beyond the control of the FEA. Prior to beginning the provision of consumer
directed services, the FEA shall notify the CONTRACTOR that all requirements have been
fuifilied, including verification of all worker qualifications, criminal background checks,
signed service agrecments, and that the member is ready to begin consumer direction of
cligible CHOICES HCBS. Within two (2} business days of receipt of the notification from
the FEA, the CONTRACTOR shall forward to thc FEA an authorization for consumer
directed services. Each authorization for consumer directed services shall include authorized
service; authorized units of service, including amount, frequency and duration and, as
appropriate, the schedule at which services are nceded; start and end dates; and service
code(s). Authorized units of service in a service authorization should reflect the units of
measure  specified by TENNCARE for the benefit (e.g. wvisits, hours, days). The
CONTRACTOR shall submif authorizations electronically on at least a daily basis using the
agreed upon data interface (which may include a standard clectronic file transfer, the FEA’s
web portal technology, the EVV system, or any combination thereof).

If initiation of consumer directed services does not begin within sixty (60) days from the date
of the CONTRACTOR’s referral to the FEA, the FEA shall contact the CONTRACTOR
regarding the cause of the delay and provide appropriate documentation to demonstrate
efforts to meet the timeframe. The CONTRACTOR shall determine the appropriate next
steps, including but not limited to whether additional time is needed or if the member is still
interested in participating in consumer direction of eligible CHOICES HCBS.

Upon the scheduled start date of consumer directed services, the member’s care
coordinator/care coordination team shall begin monitoring to ensure that services have been
initiated and continue to be provided as authorized. This shall include ongoing monitoring via
electronic visit verification to ensure that services are provided in accordance with the
member’s plan of care, including the amount, frequency, duration and scope of each service,
in accordance with the member’s service schedule. Upon the identification of any gaps in
care, the member’s care coordinator/care coordination team shall contact the FEA who shall
assist the member or his/her representative as needed in implementing the member’s back-up
plan for consumer direction.

Within five {5) business days of the scheduled start date of consumer directed services as
specified in the authorization of consumer directed services, a member of the carc coordinator
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61.

612,

63.

64.

65.

66.

67.

team shall contact the member or histher representative to confirm that services are being
provided and that the member’s needs are being met.

2.9.7.5.10 On an ongoing basis, in addition to requirements specified above in 2.9.7.5.3 ~ 2.9.7.5.9
above:

29.7.5.10.1 The CONTRACTOR shall develop and forward to the FEA a new authorization for
consumer directed services when the following occur: a change in the number of service
units, or the frequency or duration of service delivery, or a change in the schedule at
which services are needed; or a change in the services to be provided through consumer
direction, including the provision of a new service through econsumer direction or
termination of a scrvice through consumer direction.

Sections 2.9.7.7.1, 2.9.7.7.4.1, and 2.9.7.8.5 shall be amended by adding the words “eligible
CHOICES” in front of the word “HCBS”.

Section 2.9.7.9 through 2.9.7.9.9 shall be amended by adding the words “eligible
CHOICES” in front of the word “HCBS” and by adding the words “outbound 834” in
front of the words “enrollment file”.

Section 2.9.7.9.10.2 shall be amended by adding the words “eligible CHOICES” in front of
the word “HCRBS.

Section 2.9.14.6 shall be deleted and replaced and Section 2.9.14.7 shall be deleted in its
entirety and the remaining Section 2.9.14 shall be renumbered accordingly, including any
references thereto,

2.9.14.6  Arca Agencies on Aging and Disability (AAADs) regarding intake of members new to both
TennCare and CHOICES, and assisting CHOICES members in Groups 2 and 3 with the
TennCare eligibility redetermination process;

Section 2.11.1.4.1 shall be amended by adding the word “CHOICES” in front of the word
“HCBS™.

Section 2.11.1.8.2 shall be amended by deleting the phrase ¢, including services”,

2.11.1.82 The CONTRACTOR is not required to provide non-emergency transportation for HCBS
provided through a 1915(c) waiver program for persons with intellectual disabilities (i.c.,
mental retardation) and HCBS provided through the CHOICES program, except as
provided in Section 2.11.1.8.1 above.

Section 2.11.6.3, 2.11.6.4, 2.11.6.6.2, 2.11.6.6.5, 2.11.6.6.7 and 2.11.6.6.8 shail be amended by
adding the word “CHOICES” in front of the word HCBS.
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68.

Section 2.11.8.4 through 2.11.8.4.2 shall be deleted and replaced as follows:

2.11.84  Credentialing of Long-Term Care Providers

2.11.8.4.1 The CONTRACTOR shall develop and implement a process for credentialing and
recredentialing long-term care providers, The CONTRACTOR s process shall, as applicable,
meet the minimum NCQA requirements as specified in the NCQA Standards and Guidelines
for the Accreditation of MCOs. In addition, the CONTRACTOR shall ensure that all long-
term care providers, including those eredentialed/recredentialed in accordance with NCQA
Standards and Guidelines for the Acereditation of MCOs, meet applicable Stale requirements,
as specificd by TENNCARE in State Rule, this Agreement, or in policics or protocols.

211841

2.11.84.1.1.1

2.11.84.1.1.2

2.11.8.4.1.2

2.11.84.1.2.1

2.11.8.4.1.2.2

211.84.1.23

2.11.8.4.1.2.4

2.11.84.1.2.5

2,11.84.1.25.
211341252
218341253
211341254

2.11.3.4.1.2.55

The CONTRACTOR shall develop policies that specify by HCBS provider type the
credentialing process, the rceredentialing process including frequency, and ongoing
provider monitoring activities.

Ongoing CHOICES HCBS providers must be recredentialed at least annually;

All other CHOICES HCBS providers (e.g., pest control and assistive technology), must
be recredentialed, at a mininum, every three (3) years.

At a minimum, credentialing of LTC providers shall inctude the collection of required
documents, including disclosure statements, and verification that the provider:

Has a valid license or certification for the services it will contract to provide as required
pursuant to State law or rule, or TENNCARE policies or protecols;

Is not excluded from participation in the Medicare or Medicaid programs;

Has a National Provider ldentifier (NPI} Number, where applicable, and has obtained a
Medicaid provider number from TENNCARE.

Has policies and processes in place to conduct, in accordance with Federal and State law
and rule and TENNCARE policy, criminal background checks, which shall include a
check of the Tennessee Abuse Registry, Tennessee Felony Offender Registry, National
and Tennessec Sexual Offender Registry, and List of Excluded Individuals/Entities

(LLEIE), on all prospective employces who will deliver CHOICES HCBS and to
document these in the worker’s employment record;

Has 4 process in place to provide and document initial and ongoing education to its
employces who will provide services to CHOICES members that includes, at a minimum;

Caring for Elderly and Disabled population;

Abuse and neglect prevention, identification and reporting;
Critical incident reporting;

Documentation of service delivery;

Use of the EVV System; and
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69.

70.

2.11.84.125.6 Any other training requirements specified by TENNCARE in State Rule, this
Agreement, or in policies or protocols.

2.11.8.4.1.2.6  Has policies and processes in place to ensure:

2.11.84.1.2.6.1 Compliance with the CONTRACTORs critical incident reporting and management
process; and

2.11.84.1.2.62 Appropriate use of the EVV system.

2.11.84.1.3 At a minimum, recredentialing of HCBS providers shall inciude verification of continued
licensure and/or certification (as applicable), and compliance with policies and
procedures identified during credentialing, including background checks and training
requirements, critical incident reporting and management, and use of the EVV,

2118414  For both credentialing and recredentialing processes, the CONTRACTOR shall conduct a
site visit, unless the provider is located out of state, in which case the CONTRACTOR
may waive the site visit and document the reason in the provider file.

2.11.8.4.1.5 At a minimum, the CONTRACTOR shall reverify monthly that each HCBS provider has
not been excluded from participation in the Medicare or Medicaid, and/or SCHIP
programs.

Section 2.12.9.38 shall be amended by adding the word “CHOICES” in front of the word
“HCBS™.

Section 2.12.9 shall be amended by adding a new Section 2.12.9.63 as follows:

2.12.9.63 The provider, subcontractor or any other entity agrees to abide by the Medicaid laws,
regulations and program instructions that apply to the provider. The provider,
subcontractor or any other entity understands that payment of a claim by TennCare or
a TennCare Managed Care Contractor and/or Organization is conditioned upon the
claim and the underlying transaction complying with such laws, regulations, and
program instructions (including, but not limited to, the Federal anti-kickback statute
and the Stark law), and is conditioned on the provider’s , subcontractor’s or any other
entity's compliance with atl applicable conditions of participation in Medicaid. The
provider, subcontractor or any other entity understands and agrees that each claim the
provider, subcontractor or any other entity submits to TennCare or a TennCare
Managed Care Contractor and/or Organization constitutes a certification that the
provider, subcontractor or any other entity has complied with all applicable Medicaid
laws, regulations and program instructions (including, but not limited to, the Federal
anti-kickback statute and the Stark law), in connection with such claims and the
services provided therein.
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Sections 2.12.12 through 2.12.12.10 and Section 2.12,13 shall be deleted and replaced as

follows:

2.12.12

212,42

212122

212123

212124

212125

212126

2.12.12.7

2.12.12.8

The provider agreement with a CHOICES HCBS provider shall meet the minimum
requircments specified in Section 2.12.9 above and shall also include, at a minimum, the
following requirements;

Require the CHOICES HCBS provider to provide at least thirty (30} days advance notice to
the CONTRACTOR when the provider is no longer willing or able to provide services to a
member, including the reason for the decision, and to cooperate with the member’s care
coordinator to facilitate a scamless transition to alternate providers;

In the ¢cvent that a CHOICES HCRBS provider change is initiated for a member, require that,
regardless of any other provision in the provider agreement, the transferring HCBS provider
continue to provide services to the member in accordance with the member’s plan of care
until the member has been transitioned to a new provider, as determined by the
CONTRACTOR, or as otherwise directed by the CONTRACTOR, which may exceed thirty
{30) days from the date of notice to the CONTRACTOR;

Specify that reimbursement of a CHOICES HCBS provider shall be contingent upon the
provision of services 10 an eligible member in accordance with applicable federal and state
requirements and the member’s plan of care as authorized by the CONTRACTOR, and must
be supported by detailed documentation of service delivery to support the amount of services
billed, including at a minimum, the date, time and location of service, the specific HCBS
provided, the name of the member receiving the service, the name of the staff person who
delivered the service, the detailed tasks and functions performed as a component of ecach
service, notes for other caregivers (whether paid or unpaid) regarding the member or his/her
nceds (as applicable), and the initials or signature of the staff person who delivered the
service,

Require CHOICES HCBS providers to immediately report any deviations from a member's
service schedule to the member’s care coordinator;

Require CHOICES HCBS providers to use the electronic visit verification system specitfied
by the CONTRACTOR in accordance with the CONTRACTOR’s requirements;

Require that upon acceptance by the CHOICES HCBS provider to provide approved services
to a member as indicated in the member’s plan of care, the provider shall ensure that it has
staff sufficient to provide the service(s} authorized by the CONTRACTOR in accordance
with the member’s plan of care, including the amount, frequency, duration and scope of cach
service in accordance with the member’s service schedule;

Require CHOICES HCRBS providers to provide back-up for their own staff if they are unable
to fulfitl their assignment for any reason and ensure that back-up staff meet the qualifications

for the authorized service;

Prohibit CHOICES HCBS providers from requiring a member to choose the provider as a
provider of maltiple services as a condition of providing any service to the member;
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2.133

2.12.12.9

Prohibit CHOICES HCBS providers from soliciting members to receive services from the
provider including:

2.12.12.9.1 Referring an individual for CHOICES screening and intake with the expectation that,, should

CHOICES cnrollment occur, the provider will be selected by the member as the service
provider; or

2.12.12.9.2 Communicating with existing CHOICES members via telephone, face-to-face or written

2.12.12.10

2.12.12.11

212,13

communication for the purpose of petitioning the member to change CHOICES providers;

Require CHOICES HCBS providers to comply with critical incident reporting and
management requirements (see Section 2.15.7 of this Agreement); and

Shall not require the CHOICES HCBS provider to have liability insurance in excess of
TENNCARE requirements in effect prior to the implementation of CHOICES.

The provider agreement with a CHOICES HCBS provider to provide PERS, assistive
technology, minor home modifications, or pest control shall meet the requirements specificd
in Sections 2.12.9, 2.12.10, and 2.12.12 except that these provider agreements shall not be
requircd to meet the following requirements: Section 2.12.9.9 regarding emergency services;
Section 2.12.9.11 regarding delay in prenatal care; Section 2.12.9.12 regarding CLIA; Section
2.12.938 rcgarding hospital protocols; Scction 2.12.9.40 regarding reimbursement of
obstetric care; Scction 2.12.9.52.2 regarding prior authorization of pharmacy; and Section
2.12.9.53 regarding coordination with the PBM.

Sections 2.13.3 through 2.13.3.3 and Sections 2.13.4 through 2.13.4.4 shall be deleted and
replaced as follows:

Nursing Facility Services

2.133.1

2.13.3.2

21333

21334

The CONTRACTOR shall reimburse contract nursing facility providers at the per diem rate
specified by TENNCARE, nct of any applicable patient liability amount (sce Section 2.6.7).

The CONTRACTOR shall reimburse non-contract nursing facility providers as specified in
TennCare rules and regulations, net of any applicable patient liability amount {sce Section
2.6.7).

If, prior to the end date specified by TENNCARE in its approval of Level I nursing facility
services, the CONTRACTOR determines that the nursing factlity is providing Level I and not
Level 1F nursing facility services, the CONTRACTOR shall notify TENNCARE and, as
appropriate, shall submit a request to modify the member’s level of nursing facility services.
The CONTRACTOR shall submit documentation as specified by TENNCARE to support the
request. The CONTRACTOR may reimburse the nursing facility for the lesser level of
services only when such lesser level of services is billed by the nursing facility or upon
approval from TENNCARE of a reduction in the member’s level of care or reimbursement as
reflected on the outbound 834 enroliment file.

The CONTRACTOR shali, upon receipt of notification from TENNCARE of a retrospective

adjustment of & nursing facility’s per diem rate(s), without requiring any action on the part of
the provider, reprocess affected claims and provide any additional payment due within sixty
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(60) days of reeeipt of such notification.  The CONTRACTOR shall, upon notification in
the outbound 834 cnrollment file of retroactive patient liability amounts or retroactive
adjustments in patient lability amounts, without requiring any action on the part of the
provider, reprocess affected claims and provide any additional payment duc within thirty (30)
days of receipt of such notification. The CONTRACTOR shall not require that NFs resubmit
affected claims in order to process these adjustments.

2.13.4 CHOICES HCBS

73.

74.

75.

2.13.4.1  For covered CHOICES HCBS and for CHOICES HCBS that exceed the specified benefit
timit and are provided by the CONTRACTOR as a cost effective alternative (see Section
2.6.5), the CONTRACTOR shall reimburse contract HCBS providers, including community-
based residential alternatives, at the rate specified by TENNCARE.

21342 The CONTRACTOR shall reimburse non-contract CHOICES HCBS providers as specified
in TennCare rules and regulations.

2.13.4.3  For other HCBS that arc not otherwise covered but are offered by the CONTRACTOR as a
cost effective alternative to nursing facility services (see Section 2.6.5), the CONTRACTOR
shall negotiate the rate of reimbursement,

21344 The CONTRACTOR shall reimburse consumer-directed workers in accordance with Sections
2.9.6.7 and 2.26 of this Agreement.

Section 2.13 shall be amended by adding a new Section 2.13.8 as follows and renumbering
the existing Section 2.13.8 through 2.13.20 accordingly, including any references thereto.

2,13.8 Federally Qualified Health Centers and Rural Health Clinics (FQHCs/RHCs)

Upon notification by TENNCARE, the CONTRACTOR shall reimburse contracted
FQHCs/RHCs using prospective payment system rates and wraparound payments for qualifying
visits in accordance with TENNCARE developed policies and protocols. TENNCARE's policies
and protocols shail be based on federal regulations.

The renumbered Sections 2.13.11.3 and 2.13.12.3 shall be amended by adding the words
“outbound 834” in front of the words “enrollment file”.

The renumbered Section 2,13.13 shall be amended by adding the phrase “in accordance
with the requirements of this agreement” to the end of the last sentence.

2.13.13 Medically Necessary Services Obtained from Non-Contract Provider Referred by Contract

Provider

The CONTRACTOR shall pay for any medically necessary covered services provided to a member by a
non-contract provider at the request of a contract provider. The CONTRACTOR s payment shall not be
less than cighty percent (80%) of the rate that would have been paid by the CONTRACTOR if the
member had received the services from a contract provider. The CONTRACTOR shall only pay for
covered long-term care services for which the member was eligible (see Section 2.6} and that were
authorized by the CONTRACTOR in accordance with the requirements of this agreement.
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76.

77.

78.

2.14.5

The renumbered Section 2.13.21 shall be amended by adding the phrase “eligible
CHOICES” in front of the word “HCBS”.

Section 2.14.1.12 through 2.14.1.12.2 shall be deleted and replaced as follows:

2.14.1.12

Nursing Facility

2.14.1.12.1 The CONTRACTOR shall ensure that reimbursement of level 1l nursing facility care is

provided for CHOICES members who have been determined by TENNCARE to be eligible
for Level II nursing facility care for the period specified by TENNCARE, except when a
lesser level of services is billed by the nursing facility. The CONTRACTOR shall monitor the
metnber’s condition, and if the CONTRACTOR determines that, prior to the end date
specified by TENNCARE, the member no longer requires Level 1T nussing facility care, the
CONTRACTOR may submit to TENNCARE a request to modify the member’s level of
nursing facility services. The CONTRACTOR shall submit documentation as specified by
TENNCARE to support the request. The CONTRACTOR may reimburse the nursing facility
for the lesser level of services only when such lesser level of services 1s billed by the nursing
facility or upon approval from TENNCARE of a reduction in the member’s fevel of care or
reimbursement as reflected on the outbound 834 enrollment file, .

Section 2,14.5 through 2.14.5.4 shall be deleted and replaced as follows:

Authorization of Long-Term Care Services

2.14.5.1

21452

21453

2.14.5.4

The CONTRACTOR shall have in place an authorization process for covered long-term care
services and cost effective altemative services that is separate from but integrated with the
CONTRACTORs prior authorization process for covered physical health and behavioral
health services {Sce section 2.9.6 of this Agreement),

The CONTRACTOR may decide whether it will issue service authorizations for nursing
facility services, or whether it will instead process claims for such services in accordance
with the level of care and/or reimbursement (including the duration of such level of care
and/or reimbursement) approved by TENNCARE (sce Section 2.14.1.12), except that the
CONTRACTOR may reimburse a lesser level of service when such lesser level of service is
biiled by the facility.

The CONTRACTOR shall authorize and initiate CHOICES HCBS for CHOICES members
within the timeframes specified in Sections 2.9.2, 2.9.3, and 2.9.6 of this Agreement.

The CONTRACTOR shatl not require that CHOICES HCBS be ordered by a treating
physician, but may consult with the treating physician as appropriate regarding the member’s
physical health, behavioral health, and long-term care needs and in order to facilitate
communication and coordination regarding the member’s physical health, behavioral health,
and long-term care services,
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79.

80.

81.

2.154

82,

2.145.5  For non-CHOICES members receiving carc in non-contract nursing facilitics authorized by
the CONTRACTOR as a cost-effective alternative, the CONTRACTOR. shall reimburse
services in accordance with its authorization until such time that the member is no longer
cligible for services, is enrolled in CHOICES, or such care is no longer medically necessary
or cost-effective,

Section 2.14.8.1 shall be deleted and replaced as follows:

2.14.8.1  The CONTRACTOR is responsible for eliciting pertinent medical history information from
the treating provider(s), as nceded, for purposes of making medical necessity determinations,
With respect to CHOICES HCBS which are not primarily medical in nature, pertinent
medical history shall include assessntents, case notes, and documentation of service delivery
by HCBS providers. Medical information from the treating physician may also be pertinent in
better understanding the member’s functionat nceds. The CONTRACTOR shall take action
(e.g., sending a CONTRACTOR representative to obtain the information and/or discuss the
issue with the provider, imposing financial penaltics against the provider, ctc.), to address the
problem if a treating provider is uncooperative in supplying needed information. The
CONTRACTOR shall make documentation of such action available to TENNCARE, upon
request. Providers who do not provide requested mformation for purposes of making a
medical necessity determination for a particular item or service shall not be entitled to
payment for the provision of such item or service,

Section 2.15.1.6 shall be amended by adding new Sections 2.15.1.6.1 through 2.15.1.6.3 as
follows.

2.151.6  The CONTRACTOR shall take appropriate action to address service delivery, provider, and
other QM/QI issues as they are identified.

2.15.1.6.1 The CONTRACTOR may be required to conduct special focus studies as requested by
TENNCARE.

2.15.1.6.2 The CONTRACTOR shall collect data on race and cthnicity. As part of the QM/QI program
description, thc CONTRACTOR shall incihude the methodology utilized for collecting the
data, as well as any interventions taken to enhance the accuracy of the data collected.

2.15.1.6.3 The CONTRACTOR shall include QM/QI activities to improve healthcare disparitics
identified through data collection.

Section 2.15.4 shall be deieted and replaced as follows:

Ctlinical Practice Guidelines
The CONTRACTOR shall utilize evidence-based clinical practice guidelines in its disease management
programs. The guidclines shall be reviewed and revised whenever the guidelines change and at least every

two (2) years,
Section 2.15.6 shall be amended by adding a new Section 2.15.6.3 as follows:

2.15.6.3  The CONTRACTOR shall submit annually the Relative Resource Use (RRU) data to
TENNCARE within ten {(10) business days of receipt from NCQA. The CONTRACTOR
shall submit both the Regional and National RRU results.
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83

84,

85.

86,

87.

88.

89.

Sections 2.15.7 through 2.15.7.6 shall be amended by adding the word “CHOICES” in
front of the word “HCBS”,

Section 2.17.2 shall be amended by adding a new Section 2.17.2,10 as follows:

2.17.2.10  All educational materials (brochures, scripts etc.} shall be reviewed and updated concurrently

with the update of the Clinical Practice Guidelines to assurc the materials retlect current
cvidence-based information.

Section 2.17.4.6, 2.17.4.7.15 and 2.17.7.3.22 shall be amended by adding the words “eligible
CHOICES?” in front of the word “HCBS”.

Section 2.17.7.3.2, 2.17.7.3.10, 2.17.7.3.15, 2.17.7.3.16, 2.17.7.3.18, 2.17.7.3.19 and 2.17.8.6
shall be amended by adding the word “CHOICES” in front of the word “HCBS”,

Section 2.18.4.6 shall be deleted and replaced as follows:

2.18.4.6

The provider service line shall be adequately staffed with staff trained to accurately respond
to questions regarding the TennCare program and the CONTRACTOR s MCO, inciuding but
not limited to, covered services, the CHOICES program, TENNderCare, prior authorization
and referral requirements, care coordination, and the CONTRACTOR’s provider network.
For a period of at least twelve (12) months following the implementation of CHOICES in the
Grand Region covered by this Agreement, the CONTRACTOR shall maintain a dedicated
queue to assist long-term care providers with enrollment, service authorization, or
reimbursement questions or issucs and shall cnsure that long-term care providers are
appropriatcly notified regarding how to access the dedicated queue for assistance, Such
period may be extended as determined necessary by TENNCARE.

Section 2.18.5.3.3 shall be deleted and replaced as follows:

2.18.5.3.3 Description of the CHOICES program including but not limited to who qualifies for

CHOICES (including the three CHOICES groups and cnrollment targets for CHOICES
Groups 2 and 3), how to enroll in CHOICES; long-term care services available to each
CHOICES Group (including benefit limits, cost neutrality cap for members in Group 2, and
the expenditure cap for members in Group 3); consumer direction ol eligible CHOICES
HCBS: self-direction of health care tasks; the level of care assessment and reasscssment
process; the needs assessment and reassessment processes; requirement to provide services in
accordance with an approved plan of care including the amount, frequency, duration and
scope of cach service in accordance with the member’s service schedule; service
authorization requirements and processes; the role of the care coordinator; the role and
responsibilities of long-term carc and other providers, requircments regarding the electronic
visit verification system and the provider’s responsibility in monitoring and immediately
addressing service gaps, including back-up staff, how to submit clean claims; and
documentation requircments for CHOICES HCBS providers;

Section 2.18.5.3.13 shall be amended by adding the word “CHOICES” in front of the word

“HCBS™.
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90.

91.

92,

94,

2.21.5

95.

96.

Section 2.18.5.3 shall be amended by adding a new Section 2.18.5.3.14 and renumbering the
existing Section accordingly, including any references thereto.

2.18.5.3.14 Information for CHOICES HCBS providers regarding prohibition of facilitating CHOICES
referrals with the expectation of being selected as the service provider or petitioning existing
CHOICES members to change CHOICES providers.

Section 2.18.6.3.16 shall be amended by adding the word “CHOICES” in front of the word
“HCBS"”.

Section 2.18.6 shall be amended by adding a new Section 2.18.6.5 and renumbering the
existing Section accordingly, including any references thereto.

2.18.6.5  The CONTRACTOR shail develop and implement a training plan to educate long-term carc
providers regarding comphliance with ICD-10 requirements;

The renumbered Sections 2.18.6.7 and 2.18.6.8 shall be amended by adding the word
“CHOICES” in front of the word “HCBS”.

2.18.6.7  For a period of at least twelve (12) months following the implementation of CHOICES in the
Grand Region covered by this Agreoment, the CONTRACTOR shall conduct monthly
education and training for CHOICES HCBS providers regarding the use of the EVV system,
Such period may be extended as determined necessary by TENNCARE,

2.18.6.8  The CONTRACTOR shall provide education and training on documentation requirements for
CHOICES HCBS.

Section 2.21.5 through 2.21.5.2 shall be deleted and replaced as follows:
Patient Liability

2.21.5.1 TENNCARE will notify the CONTRACTOR of any applicable patient liability amounts for
members via the outbound 834 enrollinent file.

221,52 The CONTRACTOR shall delegate collection of patient liability to the nursing facility or
comumunity-based residential alternative facility and shall pay the facility net of the applicable
patient liability amount. For members in CHOICES Groups 2 or 3 receiving non-residential
CHOICES HCBS, the CONTRACTOR shall collect applicable patient liabitity amounts.

221,53  When TENNCARE notifies the CONTRACTOR of patient liability amounts for CHOICES
members via the outbound 834 enroliment file at any time other than the beginning of the
month, then the CONTRACTOR shali determine and apply the prorated portion of patient
liability for that month,

Section 2.22.4.4 through 2.22.4.4.2 shall be amended by adding the word “CHOICES” in
front of the word “HCBS™.

Section 2.22.6.3 and 2.22.6.4.13 shall be amended by adding the word “CHOICES” in front
of the word “HCBS”.
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97.

93.

99,

160,

101,

162.

103.

104.

2.29.2

Section 2.22.6.4.5 shall be deleted and repiaced as follows:

2.22.6.4.5 Allowed payment amount agrees with contracted rate and the terms of the provider
agreement,

Section 2.22,7.1.8 shall be amended by adding the word “CHOICES” in front of the word
“HCBS”.

Section 2.23.5.1 shall be amended by adding the words “outbound 834” in front of the
words “enroiiment files”.

Section 2,23,13.1 shall be amended by adding the words “outbound 834” in front of the
words “enrollment file”.

Section 2.24.3.2 shall be amended by adding the word “CHOICES” in front of the word
“HCBS”.

Section 2.26.6 shall be amended by adding the words “eligible CHOICES"” in front of the
word “HCBS.

Section 2.29.1 shall be amended by adding a new Section 2.29.1.11 as foHows:

229.1.11 The CONTRACTOR shall be required to have appropriate staff member(s) attend
certain on-site meetings held at TennCare offices or at other sites as requested and
designated by TENNCARE.

Sections 2.29.2 through 2.29.2.2 shall be deleted and replaced as follows:

Licensure and Background Checks

2.292.1  Except as specified in this Section 2.29.2.1 regarding the FEA, the CONTRACTOR is
responsible for ensuring that all persons, whether they are employees, agents, subcontractors,
providers or anyonc acting for or on behalf of the CONTRACTOR, are legally authorized to
render services under applicable state law. The FEA shall be responsible for ensuring that
coensumer-directed workers are qualified to provide eligible CHOICES HCBS in accordance
with TENNCARE requirements.

2.29.2.2  Except as speciled in this Section 2.29.2.2 regarding the FEA, the CONTRACTOR is
responsible for conducting background checks in accordance with state law and TennCare
policy and ensuring that all employees, agents, subcontractors, providers or anyone acting for
or on behalf of the CONTRACTOR conducts background checks in accordance with state
law and TennCare policy. At a minimmum, background checks shall include a check of the
Tennessee Abuse Registry, Tennessee Felony Offender Registry, National and Tennessee
Sexual Offender Registry, and List of Excluded Individuals/Entitics {LEIE). The FEA shall
be responsible for conducting background checks on its staff, its subcontractors, and
consumer-dirceted workers.,
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105,

106,

107.

108,

109.

110,

111,

Section 2.30.1.4 shall be deleted and replaced as follows:

2.30.1.4  The CONTRACTOR shall submit all reports clectronically and in the manner and format
preseribed by TENNCARE and shall ensure that all reports are complete and accurate. The
CONTRACTOR shall be subject to liquidated damages as specitfied in Section 4.202.1.1 for
reports determined to be late, incorrect, incomplete or deficient, or not submitted in the
manner and format prescribed by TENNCARE until all deficiencies have becn corrceted.
Except as otherwise specified by TENNCARE, all reports shall be specific to the Grand
Region covered by this Agreement.

The lead in paragraph of Section 2.30.6.5 shall be deleted and replaced as follows:

2.30.6.5  The CONTRACTOR shall submit a monthly CHOICES HCBS Late and Missed Visits Report
for CHOICES members regarding the fotllowing CHOICES HCBS: personal care, attendant
care, homemaker services, and home-delivered meals. The report shall include information
on specified measures, which shall include but not be limited to the following:

Item (2) of Section 2.30.6.6 shall be amended by adding the words “eligible CHOICES” in
front of the word “HCBS”.

Section 2.30.7.1 shall be amended by adding the word “CHOICES” in front of the word
“HCBS™,

Section 2.30.7.5 shall be deleted and replaced as follows:

2.30.7.5  The CONTRACTOR shall submit an Annual Plan for the Monitoring of Behavioral Health
Appointment Timeliness that shall include the CONTRACTOR’s plan for monitoring
behavioral health providers to ensure that they comply with the timeliness of appointment
standards that arc outlined for behavioral health in Attachment 11 for routine specialty MD
(behavioral health} care and Attachment V for Outpatient Non-MD behavioral health
services. This plan will be submitted for approval to the Burcau of TennCare by December 31
of each year and shall identify methods for determining how they will monitor and evaluate
providers for compliance, develop corrective action plans for compliance, maintain records of
audits for timeliness and describe efforts to improve timeliness of appointments. The
minimum data elements required are identified in Attachment 1X, Exhibit D.

Section 2.30.7 shall be amended by adding a new Section 2.30.7.6 and renumbering the
existing Sections 2.30.7.6 and 2.30.7.7 accordingly, including any references thereto.

2.30.7.6  The CONTRACTOR shall submit a Quarterly Behavioral Health Appointment Timeliness
Summary Report that includes a quarterly summary of activities based on the Annual Plan for
Monitoring ot Behavioral Health Appointment Timeliness (See Section 2.30.7.5) The
minimum data clements required arc identified in Attachment IX, Exhibit D.

Section 2.30.9 shall be amended by adding a new Section 2,30.9.5 as follows:
2.30.9.5  Upon notification by TENNCARE, the CONTRACTOR shall submit a weekly

Administrative Services Only Invoice Report for all payments to clinics designated as
Federally Qualified Health Clinics or Rural Health Clinies,
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112, Section 2.30.11 shall be amended by adding a new Section 2.30.11.7 as follows:

230,117 By October 1, 2011, the CONTRACTOR is required to submit a Data Collection Strategy
Report that describes how they intend to collect data in accordance with the HIHS initiative to
implement a multifaceted health disparities data collection strategy. (HHS Action Plan to
Reduce Racial and Ethnic Health Disparities, April 8, 2011) The report must include the
CONTRACTOR’s plans for collection and reporting of data in five specific demographic
categorics in accordance with the new provisions of the Affordable Care Act: race, cthnicity,
gender, primary language, and disability status, The following OMB (minimum standards)
categories for race and cthnicity (Revisions to the Standards for the Classification of Federal
Data on Race and Ethnicity, 1997) must be used: Hispanic or Latino or Not Hispanic or
Latino; American Indian or Alaska Native, Asian, Black or African American, Hispanic or
Latino, Native Hawaiian or Other Pacific Istander, and White. CONTRACTOR plans must
also include how the collected data will be used to infegrate information across systems in
order to enhance TennCare data, any systemn changes that will be needed, and timelines for
implementation.  Following review of the CONTRACTOR's plan, TENNCARE will sef an
implementation date for revised data collection and data reporting,

113. Item (2) of Section 2.30.16.4 shall be amended by adding the word “CHOICES” in front of
the word “HCBS”,

114. Section 3.1.2 shall be amended by adding the phrase ¥, any payments related to
FQHC/RHC costs” as follows:

312 The CONTRACTOR agrees that capitation payments, any payments related to processing claims
for services incwred prior to the start date of operations pursuant to Scetion 3.7.1.2.1, any
incentive payments (if applicable}, any payments related to FQHC/RHC costs and any payments
that offset the CONTRACTORs cost for the development and implementation of an electronic
visit verification system (EVV) (see Section 3.13) are payment in full for all services provided
pursuant to this Agreement. TENNCARE shall not reimburse CONTRACTOR for any costs,
liquidated damages and/or penalties incurred by the CONTRACTOR and which result from actions
or inactions, including penalties associated with CONTRACTOR s faiture to timely pay any and all
expenses, fees, faxes and other regulatory/ministerial costs associated with the requirements of
operating as an HMO in this state. The taxes, fecs, expenses, and other regulatory/ministerial costs
referenced herein shall include but not be limited to premium taxes associated with any and all
obligations required by the Tennessee Health Maintenance Organization Act of 1986 codified at
TCA 56-32-101 ¢f seq. or any subsequent amendments thereto and/or the Tennessee Prepaid Limited
Health Services Act of 2000 codificd at TCA 56-51-101 ef seq. or any subscquent amendments
thereto. TENNCARE shall not share with the CONTRACTOR any financial losses realized under

this Agreement.
115. Section 3.4.3.7.1.1.1 shall be amended as follows:
34.3.7.1.1.1  CHOICES members that change MCOs during the open enroflment period will be

" designated as cither a NF enrollee or an HCBS cnrollee based upon the determination
made in the outhbound 834 enroliment filc on the date of their official transfer.
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116.

117,

Section 3.7.1 shall be amended by adding a new Section 3.7.1.5 and 3.7.1.6, deleting and
replacing the renumbered Section 3.7.1.7 as follows and updating all references
accordingly.

3.7.1.5

3.7.1.6

3.7.1.7

The CONTRACTOR shall not be entitled to a CHOICES capitation payment for any calendar
month during which a CHOICES member does not receive nursing facility services or
ongoing CHOICES HCBS, except under extenuating circumstances which must be reported
to TENNCARE on the CHOICES Utilization Report. Acceptable extenuating circumstances
may include, but arc not limited to, a member’s temporary hospitalization or temporary
receipt of Medicare-reimbursed skitled nursing facility care. The determination that the
CONTRACTOR is not entitled to a CHOICES capitation payment shall bc made by
TENNCARE based on information provided in monthly CHOICES Utilization Reports
and/or upon review and analysis of the CONTRACTOR s cncounter data. For any month in
which the CONTRACTOR is not entitled to the CHOICES capitation payment, the capitation
payment will be retroactively adjusted to retlect the appropriate non-CHOICES capitation
rate applicable for that month.

The effective date of the CHOICES capitation payment may be retroactively adjusted by
TENNCARE in any instance in which the CONTRACTOR fails to initiate nursing facility
services or ongoing CHOICES HCBS within the timeframes prescribed in 2.9.6., in which
case, the effective date of the CHOICES capitation payment will be the date of initiation of
nursing facility or ongoing HCBS.

Payment adjustments resulting in a reduction or increase of the capitation rate shall be
accomplished through the monthly capitation reconciliation proccss, or pursuant to other
processcs as established by TENNCARE.

Section 3.9.2.6 shall be deleted and replaced as follows:

3926

The withhold amounts for subscquent months thereafter in which the CONTRACTOR has
not cured the deficiencies shall be in accordance with Section 3.9.2.1 as described above. If
the CONTRACTOR has attained a two and one half percent (2.5%) withhold and
TENNCARE subsequently determines the CONTRACTOR is not in compliance with a
requirement of this Agreement, TENNCARE will provide written notice of such
determination and TENNCARE will re-institute the retention of the withhold as described in
Section 3.9.2.1 at the next capitation payment cycle. Monthly retention of the withhold
amount will continue for each subsequent month so long as the identified deficiencies have
not been corrected. These funds will not be distributed to the CONTRACTOR unless it is
determined by TENNCARE the CONTRACTOR has come into compliance with the
Agreement requirement(s) within six (6) months of TENNCARE identifying these
deficiencies. For example, if a specified deficiency(s) is corrected within four (4) months and
there are no other identified deficiencies which the CONTRACTOR has been given written
notice of by TENNCARE, the withhold for the four {4) consecutive months will be paid to
the CONTRACTOR upon TENNCARE determination that the deficiency(s) was comrected.
However, any amounts withheld by TENNCARE for six (6) consecutive months for the same
or similar compliance deficiency(s) shall be permanently retained by TENNCARE on the
first day after the sixth consecutive month period and shall not be paid to the
CONTRACTOR. If thc samc or similar specified deficiency(s) continues beyond six (6)
consecutive months, TENNCARE may declare the MCO ineligible for future distribution of
the ten percent (10%) incentive withhold and may continue to permanently retain any
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118,

119.

120.

4.1

121.

‘amounts withheld by TENNCARE for six (6) consecutive months, Such ineligibility will
continue for cach month TENNCARE determines the same or similar specified deficiency(s)
continues to exist. Once a CONTRACTOR corrects the deficiency(s), TENNCARE may
reinstate the MCO’s eligibility for distribution of the ten percent (10%) compliance incentive
payment of fiture withholds. If TENNCARE determines that distribution of the ten percent
{10%) withhold is appropriate, distibution of the ten percent (10%j} shall be made at the time
of the next scheduled monthly check write which includes all other payments due the
CONTRACTOR.

Section 3 shall be amended by adding a new Section 3.11 as follows and renumbering the
existing Sections 3.11 through 3.14 accordingly including any references thereto.

3.11  Reimbursement of Cost related Payments for FQHCs/RHCs

Upon notification by TENNCARE, TENNCARE shall reimburse the CONTRACTOR for
FQHC/RHC cost outside of the capitation rates in accordance with TENNCARE developed
policies and protocols and based on the CONTRACTOR s reported Administrative Services Only
weekly invoice (See Section 2.30.9.5). TENNCARE’s policies and protocols shall be based on
federal regulations.

The renumbered Section 3.14.1.1 shall be deleted and replaced as follows:

3.04.1.1  In no event shall the maximum liability of the State under this Agreement during the original
term of the Agreement exceed two billion, six hundred fifty seven million, two hundred fifty
two thousand dollars ($2,657,252,000.00).

The opening paragraph of Section 4.1 shali be deleted and replaced as follows:

NOTICE

All notices required to be given under this Agreement shall be given in writing, and shall be sent by
United States certified mail, postage prepaid, return receipt requested; in person; by facsimile, email or
other electronic means, including but not limited to providing notice through computer
databases, software or other systetns made available to the CONTRACTOR by TENNCARE; or
by other means, so fong as proof of delivery and receipt is given, and the cost of delivery is borne by the
notifying party, to the appropriate party at the address given below, or at such other address (or addresses)
as may be provided by notice given under this Section.

Section 4.20.2.1.1 shall be amended by adding the word “incomplete” as follows:

4.20.2.1.1 For cach day that a report or deliverable is late, incorrect, incomplete, or deficient, the
CONTRACTOR shall be liable to TENNCARE for liquidated damages in the amount of onc
hundred dollars ($100) per day per report or deliverable unless specified otherwise in this
Section. Liquidated damages for late reports/deliverables shall begin on the first day the
report/deliverable is late.
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122. The liquidated damage chart in Section 4.20.2.2.7 shall be amended by deleting and
replacing A.20 and adding new damages A.21 through A.26 as follows:

Fatlure to develop a person- $3500 per deficient ptan of care
centered plan of care for a
CHOICES  member  that
includes all of the required
elements, and which has been
reviewed with and signed and
dated by the member or
his/her representative, unless
the member/representative
refuses to sign which shall be
documented in writing

Failure to process a referral by $500 per day for each day the CONTRACTOR
or on behalf of the was delinguent in completing the referral
CONTRACTOR’s  member
for  enrollment  in  the
CHOICES program in
accordance with  specified
requirements  and  timelines
(sce Section 2.9.0) _
Failure to initiate §1000 per occurrence plus $1000 for each
disenrollment of any member month for which the capitation payment
whe is  not  receiving amount must be adjusted

TennCarc-reimbursed  long-
term care services and is not
expected {o resume receiving |
long-term care services within
the next thirty (30) days in
accordance with 2.6.1.5.7.
Failure to facilitate transitions $500 per occurrence
between CHOICES Groups
accordance with 2.9.6.9.1.1.5

A.20

A2l

A22

A23
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A4

Failure to ensurc that all
TennCare data  containing
protected health information
(PHIY, as defined in HIPAA, is
secured through commercially
reasonable methodology in
compliance with HITECH,
such that it is rendered
unusable, unrcadable and
indecipherable to unauthorized
individuals through the use of
a technology or methodology
specified by the Seerctary in
the guidance issued under

section 13402(h}2) of Public |

Law 111-5 on the HHS Web
site which compromises the
security  or  privacy  of
TennCare enrollce protected
health information ancillary
Business Assoctate Agreement
executed between the parties

$500 per enrollee per occurrence, AND

If the Statc deems credit monitoring and/or
identity thefl safeguards are needed o protect
those TennCarc cnrollecs whose PHI was
placed at risk by CONTRACTOR’s failure to
comply with the terms of this Agreement, the
CONTRACTOR shall be liable for all costs
associated with the provision of such safeguard
services.

A25

Failure to seck express written
approval from TENNCARE,
including the cxecution of the
appropriate  agrecements  fo
effectuate transfer and
exchange of TennCare cnrollee
PHI or TennCare confidential
information including, but not
limited to, a data use
agreement, trading  partner
agreement, business associate
agrecment or qualified

protective order prior to the use |

or disclosure of PHI to a third
party for any purpose other
than the putpose of this
Agreement  (See  ancillary
Business Associate Agreement
executed between the parties)

$500 per enrollee per occurrence
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Failure by the CONTRACTOR S1,000 per cnrollee per occurrence
to prevent the use or disclosure | |
of TennCare cnrollee data or
TennCare confidential in any
form via any medium with any
third  party beyond the
boundarics and jurisdiction of
the United States (See ancillary
Business Associate Agrecment
executed between the parties)

A.26

123.  Section C of the Program Issues/Damages chart of Section 4.20.2.2.7 shall be amended by
adding a new C.3 as follows and renumbering the existing C.3 through C.7 as follows
including any references thereto,

C.3 Failure  to  have  subject| .| 31000 per appropriate staff person per meeting as
appropriate  staff  member(s) | | requested by TENNCARE

attend  onsite  mectings  as | -

requested  and  designated by
TENNCARE

124. Section 4.20.2.4 shall be amended by adding the word “CHOICES” in front of the word
“HCBS”.

125.  Section 4 shall be amended by adding new Sections 4.38 and 4.39 as follows and the existing
Sections 4.38 and 4.39 shall be renumbered accordingly including any references thereto.

4.38 Prohibition of Payments for Items or Services Outside the United States

Section 6505 of the Affordable Care Act amends section 1902(a) of the Social Security Act (the
Act), and requires that a State shall not provide any payments for items or services provided under
the State plan or under a waiver to any financial institution or entity located outside of the United
States (U.S.). This section of the Affordable Care Act is effective January 1, 2011, unless the
Secretary determines that implementation requires Statc legislation, other than legislation
appropriating funds, in order for the plan to comply with this provision,

For purposes of implementing this provision, section 1101¢{a}(2) of the Act defines the term “United
States” when used in a geographical sense, to mean the “States.” Section 1101(a)(1) of the Act
defines the term “State” to include the District of Columbia, Puerto Rico, the Virgin Islands, Guam,
the Neorthern Mariana Islands, and American Samoa, when used under Title XIX.

Further, this provision prohibits payments to telemedicine providers located outside of the U.S,,
Puerto Rico, the Virgin Islands, Guam, the Northern Mariana Islands, and American Samoa.
Additionaily, payments to pharmacies located outside of the US,, Puerte Rico, the Virgin Islands,
(Guam, the Northern Mariana Islands, and American Samoa are not permitted.

The Centers for Medicare & Medicaid Services (CMS) will require that, in the case of providers that
have provided medical assistance or covered items and/or services to Medicaid beneficiaries under
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4.39

4.36.1

the State plan or under a waiver program, and are requesting reimbursement from the State Medicaid
program, such reimbursement must be provided to financial institutions or entities located within the
U.S. If it is found that payments have been made to financial institutions or entitics outside of the
U.S, States must recover these payments and must forward any Federal match for such payments to
CMS consistent with the guidelines specified in Federat regulations at 42 CFR Part 433,

Any audits of claims by CMS to assure compliance with this provision will begin no carlier than
June 1, 2011 and will only review claims submitted on or after June 1, 2011 for compliance with this
section.

Federal Funding Accountability and Transparency Act (FFATA)

This Agreement requires the CONTRACTOR to provide supplies and/or services that are funded in
whole or in part by federal funds that are subject to FFATA. The CONTRACTOR is responsible for
ensuring that all applicable requirements, including but not limited to those set forth herein, of
FFATA are met and that the CONTRACTOR provides information to the State as required.

The CONTRACTOR shall comply with the following:
Reporting of Total Compensation of the CONTRACTOR s Executives,

4.39.1.1 The CONTRACTOR shall report the names and total compensation of each of its five most
highly compensated exceutives for the CONTRACTOR’s preceding completed
{iscal year, if in the CONTRACTOR s preceding fiscal year it received:

439.1.1.1 Eighty percent (80%) or more of the CONTRACTOR’s annual gross revenues from
Federal procurement confracts and Federal financial assistance subject to the
Transparency Act, as defined at 2 CFR 176.320 (and sub awards); and

4.39.1.1.2 $25,000,000 or more in annual gross revenues from Federal procurement contracts
{and subcontracts), and Federal financial assistance subject to the Transparency Act
{and sub awards); and

439.1.1.3 The public does not have access to information about the compensation of the
exccutives through periodic reports filed under section 13(a) or 15(d} of the
Sccuritics Exchange Act of 1934 (15 U.S.C. 78mf{a), 780(d}) or section 6104 of the
Internal Revenue Code of 1986. (To determine if the public has access to the
compensation information, see the U.S. Sccurity and Exchange Commussion total
compensation filings at http:/www.sec.gov/answers/exccomp hitm.).

Executive mcans officers, managing partners, or any other ecmployees in
management positions.

439.1.2 Total compensation means the cash and noncash dollar value earned by the

executive during the CONTRACTOR’s preceding fiscal year and includes the
foltowing (for more information sec |7 CFR 229.402(c)(2)):

4.39.1.2.1 Salary and bonus.

4.39.1.2.2 Awards of stock, stock options, and stock appreciation rights. Use the dollar amount
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126.

127,

128.

129.

4392

4393

4394

4.39.5

recognized for financial statement reporting purposes with respect to the fiscal year
in accordance with the Statement of Financial Accounting Standards No. 123
(Revised 2004) (FAS 123R), Shared Based Payments.

4.39.1.2.3 Earmnings for services under non-cquity incentive plans. This does not include group
life, health, hospitalization or medical reimbursement plans that do not discriminate
in favor of executives, and are available generally to all salaried employees.

439.1.24 Change in pension value. This is the change in present value of defined benefit and
actuarial pension plans.

439.1.2.5 Above-market carnings on deferred compensation which is not tax qualified.

439.1.2.6 Other compensation, if the aggregate vahie of all such other compensation {c.g.
severance, fermination payments, value of life insurance paid on behalf of the
employec, perquisites or property) for the executive exceeds $10,000.

The CONTRACTOR must report exceutive total compensation deseribed above to the State by the
end of the month during which this Contract is awarded.

If this Agreement is amended to extend its term, the CONTRACTOR must submit an executive total
compensation report to the State by the end of the month in which the amendment fo this Agreement
becomes cffective,

The CONTRACTOR will obtain a Data Universal Numbeting System (IDUNS) number and
maintain its DUNS number for the term of this Agreement. More information about obtaining a
DUNS Number can be found at: hitp:/fedgov.dnb.comy/webforny/

The CONTRACTOR’s failure to comply with the above requirements is a material breach of this
Agreement for which the State may terminate this Agreement for cause. The State will not be
obligated to pay any outstanding invoice received from the CONTRACTOR unless and until the
CONTRACTOR is in full compliance with the above requireiments.

“Timely Claims Processing”, “Claims Payment Accuracy”, and “HCBS Provider Network”
Performance Measures in Attachment VII shall be amended by adding the word
“CHOICES” in front of the word “HCBS”.

The Performance Measure regarding “Initial appointment timeliness for behavioral health
services” in Attachment XII shall be deleted in its entirety.

Item 17 and 120 in Attachment VIII shall be amended by adding the words “eligible
CHOICES?” in front of the word “HCBS”.

Attachment VIII shall be amended by deleting and replacing Items 129, 131, and 132;
adding new Items 130 and 138 as follows and renumbering the existing items accordingly.

129. Annual Plan for the Monitoring of Behavioral Health Appointment Timeliness (see Section

2.30.7.5)
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130,

130. Quarterly Behavioral Health Appointment Timeliness Summary Report (see Section 2.30.7.6)
131, CHOICES Qualified Workforce Strategies Report (sce Section 2.30.7.7)

132. FQHC Reports (see Section 2.30.7.8)

138, Administrative Services Only Invoice Report (See Section 2.30.9.5)

Exhibit D of Attachment [X shall be deleted and replaced as foliows:

ATTACHMENT IX, EXHIBIT D

Annual Plan and Quarterly Summary for the Monitoring of Behavioral Health Appointment Timeliness

Annual Plan for the Monitoring of Behavioral Health Appointment Timeliness

The Annual Plan for the Monitoring of Behavioral Health Appointment Timeliness required in Section 2.30.7.5
will be submitted to the Burcau of TennCare by December 31 of each year, with the first annual plan due for
submission by December 31, 2011. This deliverable shall include, at a minimum, the following elements;

IL

A plan for how the CONTRACTOR monitors and cvaluates behavioral health providers for compliance

with the timeliness of appointment standards that are outlined for behavioral health in Attachment 111 for

routine MD {bchavioral health) specialty care and Attachment V for Outpatient Non-MD belhavioral
health services.

The plan shall include a delineation of methodologies used for monitoring and cvaluation:

& The plan shall include at minimum, at least one method that incorporates either a phone survey or on-
site audit.

b. The report shall include the frequency of surveys/audits, number of site visils, and types of providers
monitored, by (MD and non-MD), and by age group (under 18 years of age and [8 years of age and
over) as well as number of phone calls or number of appointments evaluated for timeliness, by type
(MD/non-MD} and (under 18 years of age and 18 years of age and over) for cach provider.

This report will also include the types of correspondence with providers regarding timeliness of

appointments; number of performance reports issued to providers, number of Corrective Action Plans

(CAPs) issued to providers and results of follow-up to the CAPs.

A summary of overall findings will include a summary of results across providers; how representative the

sample of surveys/site visits are of the overall volume of services provided; analysis of data collection and

identification and resolution of problems, including percentage of compliance with standards in

Attachments [ and V, as outlined in # [ above.

Description of record keeping, including results of audits and surveys, and requesls lor corrective action

plans submitted to providers,

A summary of other methods used to monitor the timeliness of behavioral health appointments.

Quarterly Summary for the Monitoring of Behavioral Health Appeintment Timeliness

The Quarterly Summary for the Monitoring of Behavioral Health Appointment Timeliness as required in Section
2.30.7.6. will be due within thirty (30) days after completion of the quarter. This deliverable shail include, ata
minimum, a summary and update of the quarterly activities and results outlined in the Annual Plan for the
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Monitoring of Behavioral Health Appointment Timeliness as required in Section 2.30.7.5, including strategies,
results and outcomes of cfforts to improve timeliness of appointments.

131,

132,

Al25

A.l2.6

133.

Al4

Al4]

134.

Section A.4.3.2.4.1 of Attachment XI shall be amended by deleting “one-quarter (1/4th)y”
and replacing it with “one-third (1/3)”.

A4324.1  The furthest distance a member shall be required to travel to or from a fixed route
transportation stop is one-third (1/3) of a mile.

Sections A.12.5 and A,12.6 of Attachment XI shall be deleted and replaced as follows:

The CONTRACTOR shall provide Department of Intellectual and Devetopmental Disabilities (DIDD)
residential and day scrvice waiver providers the opportunity to become a NEMT provider if the provider
is qualified to provide MR waiver transportation services (either as an individual transportation service or
as a component of residential and/or day services) pursuant to provider qualifications applicable for such
providers which shall be determined by DIDD. These providers shall only provide covered NEMT
services to members receiving HCBS MR waiver services from the provider. The CONTRACTOR shall
reimburse these providers for covered NEMT to TennCare covered services (see definition in Exhibit A)
and shall not reimburse these providers for NEMT to services provided though a HCBS MR waiver. The
CONTRACTOR shall reimburse these providers in accordance with rates paid to other NEMT providers
for the provision of NEMT services.

The CONTRACTOR shall ensure that its NEMT providers arc qualified to perform their duties. Except as
specified in A.12.5, this includes, but is not limited to, meeting applicable federal, state or local licensure,
certification, or registration requirements. Failure to comply with requirements regarding licensure
requirements may result in liquidated damages as provided in Section 4,20.2 of the Agreement.

Section A.14 of Attachment XI shall be amended by adding a new sentence as follows:

PAYMENT FOR NEMT SERVICES

General

In addition to requirements in the Agrecment regarding payment for services, when paying for NEMT
services the CONTRACTOR shall comply with the requirements in this Attachment. In addition to the
requirements of this Agreement and this Attachment, the CONTRACTOR shall have a policy to address
fuel price adjustments,

Item 13 of Exhibit A of Attachment X1 shall be deleted and replaced as follows:

13. TennCare Covered Services: The health care services available to TennCare enrollecs, as defined in
TennCare rules and regulations. This includes, but is not limited to, physical health, behavioral health,
pharmacy, dentai services, and institutional services. TennCare covered services includes
TENNderCare services. For purposes of NEMT, TennCare covered services does not include
CHOICES HCBS or 1915{(c) MR waiver services.
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135.

Attachment X1I shall be amended by adding a new Exhibit C and D as follows:

EXHIBIT C

CAPITATION RATES

EAST
VSHP

EFFECTIVE July 1, 2010 (Except CHOICES Rates as described below)

Per Member Per

Aid Category Age Group Month
Medicaid (TANF & Related) Age Under 1 $ 57404
And Age1-13 $ 97.06
Standard Spend Down Age 14 - 20 Female $ 232.81
Age 14 - 20 Male $ 12273
Age 21 - 44 Female $ 35215
Age 21 - 44 Male $ 23861
Age 45 - 64 § 41159
Age 65 + $ 511.68
Uninsured/Uninsurable Age Under 1 $ 57514
Agel-13 $ 83.77
Age 14 - 19 Female $ 13563
Age 14 — 19 Male $ 11668
Disabled Age <21 $ 2,88289
Age2l + $ 755.04
Duals/Waiver Duals All Ages $ 88.40
Priority Add-On All Ages $ 20471
CHOICES Rate {Effective CHOICES Duals $ 3,86542
August 1, 2010) CHOICES Non-Duals $ 4,898.50

67




Amendment Number 5 (cont.)

All of the provisions of the original Agreement not specifically deleted or modified herein shall remain in full force
and effect. Unless a provision contained in this Amendment specifically indicates a different cffective date, for
purposes of the provisions contained herein, this Amendment shall become effective July 1, 2011,

IN WITNESS WHEREOF, the parties have by their duly authorized representatives set their signatures.

STATE OF TENNESSEE
DEPARTMENT OF FINANCE
AND ADMINISTRATION

BY:

Muark Embkes
Commissioner

DATE:

APPROVED BY:
STATE OF TENNESSEE

DEPARTMENT OF FINANCE
AND ADMINISTRATION

BY:

Mark Embkes
Comumissioner

DATE:
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VOLUNTEER STATE HEALTH PLAN, INC,

BY:
J D. Hickey
SVP President & CEO VSHP

DATE:

APPROVED BY:

STATE OF TENNESSEE
COMPTROLLER OF THE TREASURY

BY:
Justin P, Wilson
Comptroller

DATE:




GENERAL ASSEMBLY OF THE STATE OF TENNESSEE
FISCAL REVIEW COMMITTEE

320 Sixth Avenue, North — 8t Floor
NASHVILLE, TENNESSEL 37243-0067
G15-741-2b6G4

Sen. Bill Ketron, Chairman Rep. Charles Curtiss, Vice-Chairman
Senators Representatives
Douglas Henry Reginald Tate Harry Brooks Donna Barrett
Doug Jackson Ken Yager Curtis Johnson Tony Shipley
Brian Kelsey Steve McManus Curry Todd
Randy McNally, ex officio Mary Pruitt Eddie Yokley
Lt. Governor Ron Ramsey, ex officio Craig Fitzhugh, ex officiv

Speaker Kent Williams, ex officio

MEMORANDUM

TO: The Honorable Dave Goetz, Commaissioner
Department of Finance and Administration

FROM: Bill Ketron, Chairman, Fiscal Review Committee

Charles Curtiss, Vice-Chairman, Fiscal Review Committee
DATE: November 12, 2010
SUBJECT: Contract Comments

(Fiscal Review Committee Meeting 11/9/10)

RFS# 318.66-05308

Department: Finance & Administration/Bureau of TennCare
Contractor: Volunteer State Health Plan (East TN)

Summary: The vendor is responsible for medical and behavioral health
services for TennCare enrollees in East Tennessee. The proposed
amendment revises definitions, behavioral health assessment language,
and reporting requirements to more accurately align with the CHOICES
program.

Current maximum lability: $1,771,480,000

Proposed maximum liability: $1,771,480,000

After review, the Fiscal Review Committee voted to approve the contract
amendment.

ce: My, Darin Gordon, Deputy Commissioner
Mr. Robert Barlow, Director, Office of Contracts Review
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