CONTRACT #11
RFS # 318.66-00051
Edison # 29634

Department of Finance and
Administration
Health Care Finance and
Administration

VENDOR:
UnitedHealthCare Plan of the
River Valley, Inc. (Middle Tenn)



Taasast"

STATE OF TENNESSEE
DEPARTMENT OF FINANCE AND ADMINISTRATION
DIVISION OF HEALTH CARE FINANCE AND ADMINISTRATION

BUREAU OF TENNCARE
310 Great Circle Road
NASHVILLE, TENNESSEE 37243

July 15, 2014

Lucian Geise, Director

Fiscal Review Committee

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

Attention: Ms. Leni Chick
RE: -MCO Contract Amendments (7)
Dear Mr. Geise:

The Department of Finance and Administration, Division of Health Care Finance and Administration
(HCFA), is submitting for consideration by the Fiscal Review Committee amendments to the Managed
Care Organization (MCO) contracts. These contracts provide medical and behavioral health services
to eligible TennCare enrollees. The proposed amendments contain language necessary for clarification
regarding the Health insurer Fee (HIF), under section 9010 of the Patient Protection and Affordable Care
Act (PPACA) of 2010, consistent with guidelines provided and approved by CMS. No additional funding
is required to support the amended language. TennCare released a request for Proposal and new
statewide contracts for managed care services have been identified and are currently preparing for
implementation scheduled to begin January 1, 2015.

Volunteer State Health Plan, Amendment #35 — TennCare Select (Statewide)
AMERIGROUP Tennessee, Inc., Amendment #18 - Middle
UnitedHealthCare Plan of the River Valley, Inc., Amendment #18— Middle
UnitedHealthCare Plan of the River Valley, Inc., Amendment #15 — West
Volunteer State Health Plan, Amendment #15 — West

UnitedHealthCare Plan of the River Valley, Inc., Amendment #15 — East
Volunteer State Health Plan, Amendment #15 — East

The Department of Finance and Administration, Division of Health Care Finance and Administration,
respectfully submits the above referenced contract amendments for consideration and approval by the
Fiscal Review Committee.

Sincerely,

CGQ( b{ NTC L™ /m-
Casey DuAn;n ) %(

Chief Financial Officer

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



Supplemental Documentation Required for

Fiscal Review Committee

*Contact Name:

Alma Chilton

*Contact

Phone: 615-507-6384

*Presenter’'s Name:

Casey Dungan, Chief Financial Officer

Edisop Con.tract 29634 RFS Nurpber: 31866-00051
Number: Gf applicable) (f applicable)
* o] *
Original Qontract August 15, 2006 Current End December 31, 2014
Begin Date: Date:
Current Request Amendment Number: 18

(f applicable)

Proposed Amendment Effective Date:

(tf applicable)

September 15, 2014

*Department Submitting:

Department of Finance and Administration

*Division: | Health Care Finance and Administration
*Date Submitted: | July 15,2014
*Submitted Within Sixty (60) days: | Yes
If not, explain: | N/A

*Contract Vendor Name:

UnitedHealthCare Plan of the River Valley,
Inc. (Middle Region)

*Current Maximum Liability:

$6,808,170,129.00

*Estimated Total Spend for Commodities:

N/A

*Current Contract Allocation by Fiscal Year:
(as Shown on Most Current Fully Executed Contract Summary Sheet)

FY:2007 FY:2008 FY:2009 FY:2010 FY2011 FY 2012
$174,870,888 $699,483,574 $699,483,574 $782,905,835 | $989,205,835 | $989,205,835.00
FY: 2013 FY: 2014

$989,205,835.00 $989,205,835.00

*Current Total Expenditures by Fiscal Year of Contract:
(attach backup documentation from Edison report)

FY: 2007 FY: 2008 FY: 2009 FY: 2010 FY 2011 FY 2012
$ 108,816,203.00 $526,120,392.00 $573,634,106.00 $729,187,454.49 | $1,051,885,932.05 $848,507,847.90
FY: 2013 FY: 2014

$932,619,369.48

$966,110,493.28
(through June
6, 2014)

IF Contract Allocation has been greater
than Contract Expenditures, please give
the reasons and explain where surplus
funds were spent:

could

The reason that allocations for the full-risk Managed
Care Contractor contract exceeds the contract
expenditures are that the contract maximum liability
must be estimated prior to delivery of services using
current enrollment and medical/behavioral claims
cost. If the program’s enrollment were to vary
significantly from the original estimate, allocation

be higher than actual expenditures.

IF surplus funds have been carried
forward, please give the reasons and
provide the authority for the carry forward

provision:

If the amount spent on this contract is less than the
budgeted amount and contributes to a net surplus for
the bureau, surplus funds would be carried forward
subject to authority granted in Section 48, Item 3 of




Supplemental Documentation Required for

Fiscal Review Committee

the General Appropriations Act.

IF Contract Expenditures exceeded
Contract Allocation, please give the

reasons and explain how funding was N
acquired to pay the overage:
* -
Contract Funding | o0 | g9 940,506,575.00 Federal: |  $4, 567,663,554.00
Source/Amount:
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 — 1/1/2007

Scope clarification relating to service thresholds, fraud and
abuse compliance, semi-annual reporting timelines, and
quarterly reporting of PCP visits per member. Language
added to address requirements for Notification of Legal
Action Against the Contractor and Prohibition of Illegal
Immigrants

Amendment #2 — 7/1/2007

Contract language modifications and/or clarification relating
to National Provider Identification requirements; Department
of Education Project TEACH policies update; LEP provisions
and Teen Newsletter requirements; PCP and emergency room
visits reporting; emergency department utilization, disease
management and case management, nurse triage 24/7 line and
NCQA reporting; NCQA requirements; and general
housekeeping revisions.

Amendment #3 —4/1/2008

Add funding for FY 2009. Contract language modifications
and/or clarification relating to quality standards of Non
Emergency Medical Transportation; Cost Effective
Alternative Services; Pay for Performance Incentives;
EPSDT/Prenatal Notification; Reporting requirements for
provider networks; NCQA requirements; requirements for
weekly reporting; update risk targets; and Obesity DM
program. Update to the rates for individual services to reflect
a change in rate tables beginning April 1, 2008.

Amendment #4 — 09/01/2009

Provided language to implement the Long-Term Care Choices
Act 0of 2008, complied with Mental Health Parity Act,
provides clarification language to the contract, streamline
reporting to enhance timeframes as well as review and
analysis for consistency with NCQA reporting requirements.

Amendment #5 — March 1, 2010

Provided language changes to effectively
implement the Long-Term Care Choices Act of
2008, and provide term extension and funding to
support the extension.

Amendment #6 — July 1, 2010

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

Amendment #7 — January 1, 2011

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

Amendment #8 — July 1, 2011

Clarification of CHOICES Requirements and credentialing
Requirements; Clarification of Disease Management and
NCQA Requirements; Revise Behavioral Health Monitoring




Supplemental Documentation Required for

Fiscal Review Committee

Reports; Update Capitation Rates, and Term Extension and
provide funding to support the term extension for FY *12.

Amendment #9 — October 1, 2011

Inclusion of Money Follows the Person Rebalancing
Demonstration Grant. No funding.

Amendment #10 — January 1,2012

Program Integrity Updates, HIPAA/HITECH clarifications;
CHOICES updates; Quality Clarifications regarding the
use of Hybrid methodology for HEDIS and Outreach
Activity planning and reporting; Increase funding to
support the services for this contract for FY ’12 and FY
’13 based on actual expenditures

Amendment #11 — March 1, 2012

Added language to clarify that Managed Care
Organizations (MCO) will receive full risk capitation
payments for up to 12 months prior the member’s
enrollment in the plan for members who are determined to
get retro eligibility.

Amendment #12 — July 1, 2012

Added requirements for the Contractor regarding the
implementation and operation of CHOICES Group 3,
language to clarify that QM/QI reporting must be specific to
TennCare and not combined with other state or commercial
programs, Program Integrity language to clarify PI
Investigators be designated by plan, SSA Data Security
language added in accordance with our agreement with SSA,
and Subcontract termination requirements added to provide an
MCO with an avenue to discontinue an agreement with a
company when it is in the best interest of TennCare and its
enrollees. No additional funding is required relative to this
amendment.

Amendment #13 — January 1, 2013

(1) Replaces Disease Management requirements with
Population Health requirements; (2) Clarification regarding
the implementation of CHOICES 3 requirements; (3)
Clarification language as requested by CMS regarding TPL
and PETI; (4) Include requirement to support CMS require
PCP rate increase for 2013/2014; (5) Include requirement to
participate and implement initiatives to capture Prenatal and
Postnatal visit data; (6) Coordination requirements for MCOs
regarding DSNPs; (7) Updates the transportation
requirements to reflect current reporting needs and support
audit efforts, and (8) provides contract funding for FY 14,

Amendment #14 — March 15, 2013

Added language requested by the Center for Medicare and
Medicaid Services (CMS) regarding the Primary Care Rate
Bump Final Rule as required by the Affordable Care Act.

Amendment #15 — June 1, 2013

Added language requirements surrounding CHOICES,
member material and Outreach Evaluation of MCO outreach
plans, and additional changes to update references regarding
Individuals with Developmental Disabilities.

Amendment #16 — January 1, 2014

Added CHOICES language, term extension and funding
through 12/31/2014.

Amendment #17 — August 1, 2014

Health Insurer Fee (HIF) Language

Method of Original Award: (if applicable) | RFP




Supplemental Documentation Required for

Fiscal Review Committee

*What were the projected costs of the service for
the entire term of the contract prior to contract
award?

How was this cost determined?

The costs associated with this contract are based
on actuary established rates for behavioral and
medical services to the TennCare population. This
contract was competitively procured and all
documents are available for inspection upon
request..

*List number of other potential vendors who
could provide this good or service; efforts to
identify other competitive procurement
alternatives; and the reason(s) sole source
contract is in the best interest of the State.

This contract was a competitively procured
contract that ends 12/31/2014. An RFP was
released by the State in fall of 2013 and new
competitive contracts were awarded in December,
2013, with a go live date of January 1, 2015.




UnitedHealthCare Plan (Americhoice) - Middle

Edison Contract ID: 29634

CONTRACT EXPENDITURES BY FISCAL YEAR

(Payment Detail Attached)

FY 2007
FY 2008
FY 2009
FY 2010
FY 2011
FY 2012
FY 2013
FY 2014

$108,816,203.67
$526,120,392.97
$573,634,106.80
$729,187,454.49
$1,051,885,932.05
$848,507,847.90
$932,619,369.48
$966,110,493.28

TOTAL

$5,736,881,800.64

(Expenditures through June 6, 2014)



UnitedHealthCare Plan (Americhoice) — Middle

Edison # 29634

FY2007 - FY2008 - FY2009

PAYMENT DATE NET PAYMENT NET PAYMENT Total Capitation

-. 6-Apr-07 130,193,652.12 5,430,628.21 35,624,280.33
; 4-May-07 :30,721,894.62 5360,972.80  36,082,867.42

| i 1-Jun-07 £31,906,666.23 5,202,389.69 37,109,055.92
8 ! 15,993,990.70  108,816,203.67
1

011, 6,366,817.67  43,378,456.33

; , 135,773,103.93 5970,399.80  41,743,503.73

| 4-Sep-07 140,404,514.38 6,498,725.08  46,903,239.46

' i 5-Oct-07 140,540,348.60 6,468,428.96  47,008,777.56
2-Nov-07 133,228,076.44 5,025,243.19  38,253,319.63

¢ | T-Dec07 :37,420,468.70 5,594,292.89  43,014,761.59

P 4-Jan-08 137,087,078.05 5,454,825.02  42,541,903.07
: 1-Heb-08 140,613,916.28 5,451,570.40  46,065,486.68
i 7-Mar-08 37,381,759.21 5,466,284.61  42,847,043.82
! 4-Apr-08 37,136,982.18 5,499,941.03  42,636,923.21
' 2-May-08 136,940,920.21 5438,121.33  42,379,041.54
6-Jun-08 47,269,283.53 2,078,652.82  49,347,936.35

i Total 2008 460,808,090.17 65,312,302.80  526,120,392.97
';_ 1-Jul-08 40,605,157.30 3,774,763.3¢  44,379,920.64
- 30-ul-08 42,730,129.87 5,405,192.41  48,135,322.28

. 3-Sep-08 42,767,588.09 5,187,203.36  47,954,791.45

. 3-Qct-08 44,172,210.27 5,567,452.59  49,739,662.86

. 4-Nov-08 44,156,027.18 5,138,714.33  49,294,741.51

5-Dec-08 42,743,793.20 5,063,075.96  47,806,869.16

1-dan-09 42,525,614.26 4,122,295.88  46,647,910.14

3-Feb-09 42,784,950.71 4,063,624.08  46,848,574.79

: 6-Mar-09 43,214,522.60 4,115,450.13  47,329,972.73
1-Apr-09 43,077,357.48 4,241,850.13  47,319,207.61
28-Apr-09 43,307,855.18 4,589,613.88  47,897,469.06
: 2-Jun-09 44,477,413.45 5802,251.12  50,279,664.57
!. Total 2009 5116,562,619.59 57,071,487.21  573,634,106.80




UnitedHealthCare Plan (Americhoice) - Middle - Edison #29634

FY 2010

Pre-Edison Payments:

Vendor Invoicel Invoice Date Voucher TCS 18A Total
BHO MCO
PAYMENTS PAYMENTS

RA100650630 [6/29/2009 100650630 44,878,431.47 44,878,431.47
RA100650633  [6/29/2009 100650633 4,890,269.85 4,890,269.85
RA100686183 |8/4/2009 100686183 43,511,135.30 43,511,135.30
RA100686186 |8/4/2009 100686186 6,752,286.18 6,752,286.18
RA100714797 [9/1/2009 100714797 6,463,994.29 6,463,994.29
RA100714794 [9/1/2009 100714794 42,681,316.13 42,681,316.13

18,106,550.32 131,070.882.90 149,177.433.22
Edison Payments:

Unit Voucher ID Vendor ID Amount Pd Pymnt Date
31865 00006784 0000021799 48,582,237.33 10/5/2009
31865 00006787 0000021799 6,193,643.53 10/5/2009
31865 00015655 0000021799 44.267,315.17 11/6/2009
31865 00015658 0000021799 5,480,859.10 11/6/2009
31865 00022040 0000021799 42,961,566.23 12/7/2009
31865 00022043 0000021799 5,449,527.21 12/7/2009
31865 00038454 0000021799 40,000.00 12/24/2009
152,975,148.57

31865 00051202 0000021799 44,449,762.28 1/8/2010
31865 00051205 0000021799 5,997,241.10 1/8/2010
31865 00068252 0000021799 44,025,304.75 2/5/2010
31865 00068255 0000021799 5,5614,146.11 2/5/2010
31865 00086763 0000021799 62,590,461.23 3/5/2010
31865 00086766 0000021799 5,701,541.32 3/5/2010

168,278,456.79




UnitedHealthCare Plan (AmeriChoice) - Middle FY 2010 (Continued)

Unit Voucher ID || Vendor ID Amount Pd Pymnt Date
31865 00104917 0000021799 82,612,990.02 4/2/2010
31865 00104920 0000021799 8,643,743.79 4/2/2010
31865 00108122 0000021799 21,000,580.09 4/2/2010
31865 00103799 0000021799 352,048.25 4/6/2010
31865 00125595 0000021799 69,049,286.19 5/7/2010
31865 00125598 0000021799 6,310,699.70 5/7/12010
31865 00141601 0000021799 70,623.80 6/3/2010
31865 00141602 0000021799 64,266.91 6/3/2010
31865 00141603 0000021799 72,129.62 6/3/2010
31865 00142689 0000021799 64,652,898.59 6/4/2010
31865 00142692 0000021799 5,927,148.95 6/4/2010
258,756,415.91
FY 2010 TOTAL $ 729,187,454.49




UnitedHealthCare Plan (Americhoice) - Middle - Edison #29634

FY 2011
"Unit Voucher ID Vendor ID Amount Pd Pymnt Date
31865 00158201 0000021799 70,740,671.09 7/2/2010
31865 00158204 0000021799 6,263,040.64 7/2/2010
31865 00173116 0000021799 71,151,938.06 8/6/2010
31865 00173119 0000021799 6,359,961.93 8/6/2010
31865 00181526 0000021799 11,836,788.90 8/23/2010
31865 00181527 0000021799 6,909,314.39 8/23/2010
31865 00178460 0000021799 61,911.29 8/31/2010
31865 00178459 0000021799 61,971.52 9/1/2010
31865 00178462 0000021799 72,814.47 9/1/2010
31865 00186274 0000021799 74,918,007.33 9/3/2010
31865 00186277 0000021799 6,220,403.67 9/3/2010
254,596,823.29
31865 00199537 0000021799 73,251,566.34 10/1/2010
31865 00199540 0000021799 6,461,845.29 10/1/2010
31865 00217255 0000021799 76,597,272.92 11/5/2010
31865 00217258 0000021799 6,994,599.71 11/5/2010
31865 00230054 0000021799 71,853,299.66 12/3/2010
31865 00230057 0000021799 6,850,120.36 12/3/2010
31865 00243065 0000021799 73,232,783.156 12/30/2010
31865 00243068 0000021799 6,584,392.18 12/30/2010
321,825,879.61

31865 00245567 0000021799 24.30 1/10/2011
31865 00248818 0000021799 605,600.00 1/14/2011
31865 00260938 0000021799 72,718,947.87 2/2/2011
31865 00260941 0000021799 6,623,413.09 2/2/2011
31865 00264738 0000021799 4,500.00 2/11/2011
31865 00277667 0000021799 72,658,495.99 3/4/2011
31865 00277670 0000021799 6,010,297.46 3/4/2011
31865 00285815 0000021799 500.00 3/18/2011

158,621,778.71




UnitedHealthCare Plan (AmeriChoice) - Middle FY 2011 (Continued)

Unit Voucher ID Vendor ID Amount Pd Pymnt Date

31865 00297109 0000021799 77,226,527.58 4/1/2011
31865 00313437 0000021799 82,229,831.05 5/6/2011
31865 00313440 0000021799 18,698.13 5/6/2011
31865 00320306 0000021799 26,458.03 5/20/2011
31865 00320307 0000021799 (16,360.18) 5/20/2011
31865 00327196 0000021799 78,181,173.95 6/3/2011
31865 00327199 0000021799 2,157.82 6/3/2011
31865 00341555 0000021799 79,171,380.00 6/30/2011
31865 00341557 0000021799 1,584.06 6/30/2011

FY 2011 TOTAL

316,841,450.44

$ 1,051,885,932.05




UnitedHealthCare Plan (Americhoice) - Middle - Edison #29634

FY 2012
[Unit Voucher ID Vendor ID Amount Pd Pymnt Date
31865 00357932 0000021799 80,164,116.78 8/1/2011
31865 00357935 0000021799 1,749.12 8/1/2011
31865 00373132 0000021799 66,259,994.41 9/2/2011
31865 00373135 0000021799 4,290.68 9/2/2011
146,430,150.99
31865 00390204 0000021799 68,500,422.24 10/7/2011
31865 00390207 0000021799 1,970.72 10/7/2011
31865 00396234 0000021799 16,338,030.88 10/17/2011
31865 00396235 0000021799 189,155.42 10/17/2011
31865 00404008 0000021799 77,882,668.64 11/4/2011
31865 00404011 0000021799 1,159.98 11/4/2011
31865 00417176 0000021799 66,848,857.76 12/5/2011
31865 00417179 0000021799 37.42 12/5/2011
229,762,303.06
31865 101519377 0000021799 76,652,274.04 1/6/2012
31865 101547443 0000021799 84,528,169.47 2/3/2012
31865 101574349 0000021799 78,374,720.09 3/2/2012
31865 101538873 0000021799 12,350.00 2/1/2012
239,567,513.60
31865 101608051 0000021799 77,495,120.45 4/5/2012
31865 101621414 0000021799 1,300.00 4/23/2012
31865 101628167 0000021799 12,000.00 4/27/2012
31865 101635082 0000021799 79,019,045.16 5/412012
31865 101662448 0000021799 76,220,414.64 6/1/2012
232,747,880.25
FY 2012 TOTAL $ 848,507,847.90




UnitedHealthCare Plan (Americhoice) - Middle - Edison #29634

FY 2013

Unit Voucher ID Vendor ID Amount Pd Pymnt Date

31865 101696065 0000021799 $ 77,600,771.38 71612012

31865 101723402 0000021799 $ 79,380,930.51 8/3/2012

31865 101758287 0000021799 $ 77,957,765.92 9/7/2012
234,939,467.81

31865 00583536 0000021799 77,555,656.30 10/5/2012

31865 00590779 0000021799 44,000.00 10/19/2012

31865 00598074 0000021799 78,885,213.03 11/2/2012

31865 00615111 0000021799 77,726,345.44 12/7/2012
234,211,214.77

31865 00628398 0000021799 77,085,082.13 1/4/2013

31865 00643397 0000021799 75,386,077.57 2/1/2013

31865 00660941 0000021799 77,184,578.15 3/1/2013

31865 00665243 0000021799 85,000.00 3/8/2013
229,740,737.85

31865 102003906 0000021799 26,500.00 5/31/2013

31865 101950975 0000021799 76,532,533.66 4/5/2013

31865 102010616 0000021799 76,863,800.33 6/7/2013

31865 101976788 0000021799 80,305,098.14 5/3/2013

31865 2013-01M 0000021799 16.92 4/3/2013
233,727,949.05

FY 2013 TOTAL $ 932,619,369.48




UnitedHealthCare Plan (Americhoice) - Middle - Edison #29634

FY 2014

Unit | Voucher ID ||  Vendor ID Amount Pd Pymnt Date
31865 00731845 0000021799 76,097,143.68 7/5/2013
31865 00747060 0000021799 90,305,323.97 8/2/2013
31865 00765535 0000021799 78,244,858.91 9/6/2013

244,647,326.56

31865 00780227 0000021799 77,350,495.86
31865 00795099 0000021799 78,010,393.36
31865 00814389 0000021799 78,943,546.52

234,304,435.74

10/4/2013
11/1/2013
12/6/2013

31865 00829523 0000021799 77,778,200.11
31865 00849971 0000021799 87,225,839.86
31865 00869015 0000021799 79,930,758.78

244,934,798.75

1/3/2014
2/7/2014
3/7/2014

31865 00887176 0000021799 78,657,876.81
31865 00904008 0000021799 81,188,366.56
31865 00911578 0000021799 550,190.28
31865 00913480 0000021799 182,890.50
31865 00921805 0000021799 6,500.00
31865 00926068 0000021799 81,638,108.08

242,223,932.23

4/4/2014
5/212014
5/14/2014
5/16/2014
5/30/2014
6/6/2014




Amendment Request

Route a completed request, as one file in PDF format, via e-mail attachment sent to: Agsprs.Agsprs@state.tn.us

APPROVED

CENTRAL PROCUREMENT OFFICE  DATE

Request Tracking # 31866-00051

1. Procuring Agency Department of Finance and Administration

Bureau of TennCare

2. Contractor UnitedHealthCare Plan of the River Valley, Inc.
3. Contract # FA-07-16937-00

4. Proposed Amendment # 18

5. EdisonID # 29634

6. Contract Begin Date

August 15, 2006

7. Current Contract End Date
— with ALL options to extend exercised

December 31, 2014

8. Proposed Contract End Date
— with ALL options to extend exercised

December 31, 2014

9. Current Maximum Contract Cost
— with ALL options to extend exercised

$6,808,170,129.00

10. Proposed Maximum Contract Cost
— with ALL options to extend exercised

$6,808,170,129.00

11. Office for Information Resources Endorsement
— information technology service (N/A to THDA)

X Not Applicable [_| Attached

12. eHealth Initiative Support
— health-related professional, pharmaceutical, laboratory, or imaging service

X Not Applicable [ | Attached

13. Human Resources Support
— state employee training service

X Not Applicable DAttached

14. Explanation Need for the Proposed Amendment

This competitively procured contract provides medical and behavioral health services to TennCare
enrollees. This proposed amendment is necessary to provide sufficient language clarification
regarding the previously amended Health Insurer Fee (HIF), under section 9010 of the Patient
Protection and Affordable Care Act (PPACA) of 2010. The Contractor is responsible for payment of a
percentage of the Health Insurer Fee for all health insurance providers which is determined by the ratio
of the Contractor's net written premiums for the preceding year compared to the total net written

10f2




Request Tracking # 31866-00051

premiums of all covered entities subject to the Health Insurer Fee for the same year. TennCare shalll
reimburse the Contractor for the amount of the Health Insurer Fee, including an actuarially sound
adjustment for the estimated impact of the non-deductibility of the Health Insurer Fee for Federal and
State tax purposes, specifically attributable to the Contractor's TennCare membership. No additional
funding is added to the contract to support the amended language.

156. Name & Address of the Contractor’s Principal Owner(s) — NOT required for a TN state education institution

Richard L. Bartsh, M.D.

President

United Healthcare Plan of River Valley, Inc.
1300 River Drive

Moline, IL 61265

16. Evidence Contractor's Experience & Length Of Experience Providing the Goods or Services

UnitedHealthcare Plan of the River Valley, Inc. is an operating division of UnitedHealth Group, the largest
single health carrier in the United States. They are a recognized leader in the health and well-being
industry, and deliver products and services to approximately 73 million Americans. UHC's nationwide
network includes 570,000 physicians (and other care professionals), 4,800 hospitals and their
pharmaceutical management programs which provide more affordable access to drugs for 15 million
people. UnitedHealth Group made significant investments in research and development, technology and
business process improvements, which led to changes that are improving the way care is delivered and
administered across the entire industry. The Bureau of TennCare released an RFP and identified
UnitedHealthCare Plan of the River Valley, Inc. as one of two (2) health care plans to provide services to
TennCare enrollees in the Middle Tennessee Region.

17. Efforts to identify Reasonable, Competitive, Procurement Alternatives

The Bureau of TennCare released a Request for Proposal which resulted in a competitively procured
contract to integrate the provision of both Physical and Behavioral Health services to TennCare Enrollees
in the Middie Tennessee Region.

18. Justification

This competitively procured contract provides medical and behavioral health services to TennCare
enrollees. This proposed amendment is necessary to provide language clarification to those terms
relative to health insurer payments as required by the Health Insurer Fee (HIF), under section 9010 of the
PPACA of 2010. No additional funding is required to support the amended language. TennCare
released a Request for Proposal and new statewide contracts for these managed care services have
been identified and implementation will begin January 1, 2015. The Bureau of TennCare respectfully
requests review and approval of this contract amendment.

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
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CONTRACT SUMMARY SHEET

021406

RFS #

Edison #

Contract #

31866-00051

29634

FA-07-16937-18

State Agency

State Agency Division

Department of Finance and Administration

Bureau of TennCare

Contractor Name

Contractor

ID # (FEIN or SSN)

UnitedHealthCare Plan of the River Valley, Inc.

C-

or

X|V-

Edison Vendor #0000021792

Service Description

Provision of Physical and Behavioral Health Services to TennCare Enrollees in the Middle Tennessee Region

Contract BEGIN Date

Contract END Date

Subrecipient or Vendor?

CFDA #

August 15, 2006

December 31, 2014

Subrecipient

93.778 Dept. of Health and Human

Services/Title XIX

‘Mark Each TRUE Statement

Contractor is on STARS Contractor’s Form W-9 is on file in Accounts
'Allotment Code | Cost Center Object Code Fund Funding Grant Code Funding Subgrant Code
318.66 4M9 134 11
FY State Federal Interdepartmental Other TOTAL Contract Amount
2007 | $ 63,416,928.00 | $§  111,453,960.00 $ 174,870,888.00
2008 | $§ 253,667,718.00 | $§  445,815,856.00 $ 699,483,574.00
2009 [ $ 253,667,718.00| $  445,815,856.00 $ 699,483,574.00
2010 [ $ 195060,989.00 | $ 587,844,846.00 $ 782,905,835.00
2011 [ $ 292,112,483.00 | § 697,093,352.00 $ 989,205,835.00
2012 | $ 334,025135.00| $ 655,180,700.00 $ 989,205,835.00
2013 | $ 334,490,061.00 | $§ 654,715774.00 $ 989,205,835.00
2014 |'$  341,276,013.00 | $  ©647,929,822.00 $ 989,205,835.00
2015 [ $ 172,789,530.00 | $§  321,813,388.00 $ 494,602,918.00
TOTAL:[ $ 2,240,506,575.00 | $ 4,567,663,554.00 | $ - $ - $ 6,808,170,129.00
. — COMPLETE FOR AMENDMENTS ONLY — State Agency Fiscal Contact & Telephone #
i
2007 |'$ 174,870,888.00 State Agency Budget Officer Approval
2008 | $§  699,483,574.00
2009 | $ 699,483,574.00
2010 | e ares 00 Funding Certification (certification, required by T.C.A., § 9-4-5113, that there is
2011 $ 989,205,835.00 a balance in the appropriation from which the obligated expenditure is required to be
2012 | $ 989,205.835.00 paid that is not otherwise encumbered to pay obligations previously incurred)
2013 | $§ 989,205,835.00
2014 | $  989,205,835.00
2015 | $  494,602,918.00
TOTAL:| $ 6,808,170,129.00 | $ -
End Date| December 31, 2014
Contractor Ownership (complete only for base contracts with contract # prefix: FA or GR)
African American Person w/ Disability Hispanic Small Business EINOT disadvantaged
Asian Female Native American OTHER minority/disadvantaged—

Contractor Selection Method (complete for ALL base contracts— N/A to amendments or delegated authorities)

X

RFP

Non-Competitive Negotiation

Competitive Negotiation

Negotiation w/ Government(eg,ID,GG,GU)

Other

Alternative Competitive Method




AMENDMENT NUMBER 18
MIDDLE GRAND REGION
CONTRACTOR RISK AGREEMENT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
UNITEDHEALTHCARE PLAN OF THE RIVER VALLEY, INC.

CONTRACT NUMBER: FA-07-16937-00

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 parties agree to clarify and/or amend the Contractor
Risk Agreement (CRA) by and between the State of Tennessee TennCare Bureau, hereinafter referred to as
TENNCARE, and UNITEDHEALTHCARE PLAN OF THE RIVER VALLEY, 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 construed to infer a contractual construction of language.

1. Contract Section 3.14 shall be deleted in its entirety and replaced with amended Section
3.14, as follows:

3.14 HEALTHINSURERFEE

3.14.1. The CONTRACTOR and TENNCARE acknowledge that the CONTRACTOR is subject to a Health
Insurer Fee (HIF) imposed by the federal government under the Patient Protection and Affordable Care
Act (PPACA) of 2010. The CONTRACTOR is responsible for payment of a percentage of the Health
Insurer Fee for all health insurance providers. The CONTRACTOR'’S obligation is determined by the ratio
of the CONTRACTOR’S net written premiums for the preceding year compared to the total net written
premiums of all covered entities subject to the Health Insurer Fee for the same year.

3.14.2. The amount of the Health Insurer Fee attributable to the CONTRACTOR and attributable to the
CONTRACTOR’S premiums under this Contract could affect the actuarial soundness of the premiums
received by the CONTRACTOR from TENNCARE for the period during which the Health Insurer Fee is
assessed. To preserve the actuarially sound capitation rate payments, TENNCARE shall reimburse the
CONTRACTOR for the amount of the Health Insurer Fee, including an actuarially sound adjustment for
the estimated impact of the non-deductibility of the Health Insurer Fee for Federal and State tax purposes,
specifically attributable to the CONTRACTOR’S TENNCARE membership.

3.14.3. The monthly capitation rates will be paid excluding the amount for the Health Insurer Fee. Once the
CONTRACTOR’S Health Insurer Fee amount is known, TENNCARE will determine the amount this is as
a percent of the capitation rates paid in the previous fiscal year using the aggregate member months for the
fiscal year as of the July following the fiscal year and the capitation rates paid for the fiscal year.
TENNCARE will then calculate the amount owed to the CONTRACTOR, including any adjustments for
Federal and State taxes, in aggregate for the 12 month fiscal year and pay the capitation adjustment as a
single payment. The amount attributable to the CONTRACTOR’S TENNCARE membership shall be
determined based on the CONTRACTOR’S final Form 8963 filing, the final notification of the Health
Insurer Fee amount owed by the CONTRACTOR received from the United States Internal Revenue
Service, and supporting documentation from the CONTRACTOR as requested by TENNCARE.



Amendment 18 (cont.)

3.14.4. TENNCARE shall complete its calculation of the amount owed to the CONTRACTOR within ninety (90)
days of its receipt of the final notification and supporting documentation from the CONTRACTOR.
Payment is contingent on the availability of State funds and CMS approval of the capitation rates including
the Health Insurer Fee adjustment. Capitation rates excluding the Health Insurer Fee adjustment will be
included in the contracts and, following payment of the amount owed to the CONTRACTOR, separate
rates will be added that contain the capitation rate adjustment to reflect the Health Insurer Fee.

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 effective date, for
purposes of the provisions contained herein, this Amendment shall become effective September 15, 2014.

The State is not bound by this Amendment until it is signed by the contract parties and approved by appropriate
officials in accordance with applicable Tennessee laws and regulations (depending upon the specifics of this
Agreement, said officials may include, but are not limited to, the Commissioner of Finance and Administration, the
Commissioner of Human Resources, and the Comptroller of the Treasury).

The CONTRACTOR, by signature of this Amendment, hereby affirms that this Amendment has not been altered
and therefore represents the identical document that was sent to the CONTRACTOR by TENNCARE.

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

STATE OF TENNESSEE

DEPARTMENT OF FINANCE UNITEDHEALTHCARE PLAN OF THE
AND ADMINISTRATION RIVER VALLEY, INC.

BY: BY:

Larry B. Martin Scott A. Bowers

Commissioner Chief Executive Officer, TennCare

DATE: DATE:




GENERAL ASSEMBLY OF THE STATE OF TENNESSEE
FISCAL REVIEW COMMITTEE

320 Sixth Avenue, North — 8th Floor
NASHVILLE, TENNESSEE 37243-0057
615-741-2564

Sen. Bill Ketron, Chairman Rep. Mark White, Vice-Chairman
Senators Representatives
Douglas Henry Reginald Tate Jeremy Faison Joe Pitts
Brian Kelsey Ken Yager Brenda Gilmore Mark Pody
Steve Southerland Matthew Hill David Shepard
Randy McNally, ex officio Pat Marsh Tim Wirgau
Lt. Governor Ron Ramsey, ex officio Charles Sargent, ex officio

Speaker Beth Harwell, ex officio

MEMORANDUM

TO: Mike Perry, Chief Procurement Officer
Department of General Services

FROM: Senator Bill Ketron, Chairman \9
Representative Mark White, Vice- Chan‘man $\

DATE: June 11, 2014

SUBJECT: Contract Comments

(Fiscal Review Committee Meeting 6/9/2014)

RFS# 318.66-051 (Edison # 29634)

Department: Finance and Administration

Division: Health Care Finance and Administration/Bureau of TennCare
Vendor: UnitedHealthCare Plan of the River Valley, Inc.

Summary: The vendor is responsible for physical and behavioral
health services for TennCare enrollees in the Middle Tennessee
region. The proposed amendment adds language regarding the
Health Insurer Fee (HIF) under section 9010 of the Patient Protection
and Affordable Care Act of 2010.

Current maximum liability: $6,808,170,129

Proposed maximum liability: $6,808,170,129

After review, the Fiscal Review Committee voted to recommend approval of
the contract amendment.

cc: The Honorable Darin Gordon, Deputy Commissioner



STATE OF TENNESSEE
DEPARTMENT OF FINANCE AND ADMINISTRATION
DIVISION OF HEALTH CARE FINANCE AND ADMINISTRATION

BUREAU OF TENNCARE
310 Great Circle Road
NASHVILLE, TENNESSEE 37243

May 30, 2014

Lucian Geise, Director

Fiscal Review Committee

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

Attention: Ms. Leni Chick

RE: Managed Care Contract Amendments (7)
Health Management Systems, Inc. — Amendment #3
Magellan Medicaid Administration, Inc. — Amendment #1

Dear Mr. Geise:

The Department of Finance and Administration, Division of Health Care Finance and Administration
(HCFA), is submitting for consideration by the Fiscal Review Committee amendments to the Managed
Care Organization (MCO) contracts. These contracts provide medical and behavioral health services
to eligible TennCare enrollees. The proposed amendments contain language necessary for clarification
regarding the Health Insurer Fee (HIF), under section 9010 of the Patient Protection and Affordable Care
Act of 2010. This fee will come due in September each year for the premiums paid the previous calendar
year. No additional funding is required to support the amended language. TennCare released a request
for Proposal and new statewide contracts for managed care services have been identified with
implementation scheduled to begin January 1, 2015.

Volunteer State Health Plan, Amendment #34 — TennCare Select
AMERIGROUP Tennessee, Inc., Amendment #17 - Middle
UnitedHealthCare Plan of the River Valley, Inc., Amendment #17— Middle
UnitedHealthCare Plan of the River Valley, Inc., Amendment #14 — West
Volunteer State Health Plan, Amendment #14 — West

UnitedHealthCare Plan of the River Valley, Inc., Amendment #14 — East
Volunteer State Health Plan, Amendment #14 — East

In addition to the MCO amendments, we are submitting amendment #1 to the contract with
Magellan Medicaid Administration, Inc., HCFA's competitively procured contract for Pharmacy
Benefits Management for the TennCare population. The existing Pharmacy Management contract
for the CoverRx Program is ending December 31, 2014 and this amendment adds this population
of approximately 63,000 eligible CoverRx participants aged 19 — 64, needing access to prescription
drugs for acute care and ongoing disease management into the Magellan contract. Due to
Magellan’s existing capabilities to support approximately 1.2 million TennCare enroliees, it has
been determined to be in the best interest and most cost effective to the State to add the CoverRx
population to this existing contract.



Page 2
Mr. Lucien Giese
May 30, 2014

Additionally, we are submitting amendment #3 to Health Management Systems, Inc., a competitively
procured contract providing Third Party Liability Services. This amendment provides language
designating the Contractor to directly pay required court filing fees incurred for the Estate Recovery
project, which shall be reimbursed by the State for actual expenses incurred, resulting in a reduction in
time currently necessary to file claims.

The Department of Finance and Administration, Division of Health Care Finance and Administration,
respectfully submits the above referenced contract amendments for consideration and approval by the
Fiscal Review Committee.

Sincerely,

-~

asey Purigan  \_
Chief Financial Offici

cc! Darin J. Gordon, Deputy Commissioner
Alma Chilton, Director of Contracts



Supplemental Documentation Required for

Fiscal Review Committee

*Contact Name: | Alma Chilton

*Contact

-507-6384
Phone: 615-507-638

*Presenter’'s Name: | Casey Dungan, Chief Financial Officer

Edison Contract

RFS Number:
2 31866-00051
Number: (f applicable) a4 (tf applicable)
*QOriginal Contract *Current End
y D ber 31,2014
Begin Date: August 15, 2006 Date: ecember 0

Current Request Amendment Number: 17

(if applicable)

Proposed Amendment Effective Date: August 1,2014

(f applicable)

*Department Submitting: | Department of Finance and Administration

*Division: | Health Care Finance and Administration

*Date Submitted: | May 30, 2014

*Submitted Within Sixty (60) days: | Yes

If not, explain: | N/A

*Contract Vendor Name:

UnitedHealthCare Plan of the River Valley,
Inc. (Middle Region)

*Current Maximum Liability: | $6,808,170,129.00

*Estimated Total Spend for Commodities: | N/A

*Current Contract Allocation by Fiscal Year:

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

FY:2007 FY:2008 FY:2009 FY:2010 FY2011 FY 2012
$174,870,888 $699,483,574 $699,483,574 $782,905,835 | $989,205,835 | $989,205,835.00
FY: 2013 FY: 2014

$989,205,835.00 $989,205,835.00

*Current Total Expenditures by Fiscal Year of Contract:
(attach backup documentation from Edison report)

FY: 2007 FY: 2008 FY: 2009 FY: 2010 FY 2011 FY 2012
$ 108,816,203.00 $526,120,392.00 $ 573,634,106.00 $729,187,454.49 | $1,051,885,932.05 $848,507,847.90
FY: 2013 FY: 2014
$883,915,694.92
$932,619,369.48 | (through May
16, 2014)

IF Contract Allocation has been greater
than Contract Expenditures, please give
the reasons and explain where surplus
funds were spent:

The reason that allocations for the full-risk Managed
Care Contractor contract exceeds the contract
expenditures are that the contract maximum liability
must be estimated prior to delivery of services using
current enrollment and medical/behavioral claims
cost. If the program’s enrollment were to vary
significantly from the original estimate, allocation
could be higher than actual expenditures.

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

If the amount spent on this contract is less than the
budgeted amount and contributes to a net surplus for
the bureau, surplus funds would be carried forward
subject to authority granted in Section 48, Item 3 of




Supplemental Documentation Required for

Fiscal Review Committee

the General Appropriations Act.

IF Contract Expenditures exceeded
Contract Allocation, please give the

reasons and explain how funding was A
acquired to pay the overage:
= 2
Contract Funding | g | g5 940 506,575.00 Federal: |  $4, 567,663,554.00
Source/Amount:
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 — 1/1/2007

Scope clarification relating to service thresholds, fraud and
abuse compliance, semi-annual reporting timelines, and
quarterly reporting of PCP visits per member. Language
added to address requirements for Notification of Legal
Action Against the Contractor and Prohibition of Illegal
Immigrants

Amendment #2 — 7/1/2007

Contract language modifications and/or clarification relating
to National Provider Identification requirements; Department
of Education Project TEACH policies update; LEP provisions
and Teen Newsletter requirements; PCP and emergency room
visits reporting; emergency department utilization, disease
management and case management, nurse triage 24/7 line and
NCQA reporting; NCQA requirements; and general
housekeeping revisions.

Amendment #3 —4/1/2008

Add funding for FY 2009. Contract language modifications
and/or clarification relating to quality standards of Non
Emergency Medical Transportation; Cost Effective
Alternative Services; Pay for Performance Incentives;
EPSDT/Prenatal Notification; Reporting requirements for
provider networks; NCQA requirements; requirements for
weekly reporting; update risk targets; and Obesity DM
program. Update to the rates for individual services to reflect
a change in rate tables beginning April 1, 2008.

Amendment #4 — 09/01/2009

Provided language to implement the Long-Term Care Choices
Act 0of 2008, complied with Mental Health Parity Act,
provides clarification language to the contract, streamline
reporting to enhance timeframes as well as review and
analysis for consistency with NCQA reporting requirements.

Amendment #5 — March 1, 2010

Provided language changes to effectively
implement the Long-Term Care Choices Act of
2008, and provide term extension and funding to
support the extension.

Amendment #6 — July 1, 2010

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

Amendment #7 — January 1, 2011

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

Amendment #8 — July 1, 2011

Clarification of CHOICES Requirements and credentialing
Requirements; Clarification of Disease Management and
NCQA Requirements; Revise Behavioral Health Monitoring




Supplemental Documentation Required for

Fiscal Review Committee

Reports; Update Capitation Rates, and Term Extension and
provide funding to support the term extension for FY *12.

Amendment #9 — October 1, 2011

Inclusion of Money Follows the Person Rebalancing
Demonstration Grant. No funding.

Amendment #10 — January 1, 2012

Program Integrity Updates, HIPAA/HITECH clarifications;
CHOICES updates; Quality Clarifications regarding the
use of Hybrid methodology for HEDIS and Outreach
Activity planning and reporting; Increase funding to
support the services for this contract for FY 12 and FY
’13 based on actual expenditures

Amendment #11 — March 1, 2012

Added language to clarify that Managed Care
Organizations (MCO) will receive full risk capitation
payments for up to 12 months prior the member’s
enrollment in the plan for members who are determined to
get retro eligibility.

Amendment #12 — July 1, 2012

Added requirements for the Contractor regarding the
implementation and operation of CHOICES Group 3,
language to clarify that QM/QI reporting must be specific to
TennCare and not combined with other state or commercial
programs, Program Integrity language to clarify PI
Investigators be designated by plan, SSA Data Security
language added in accordance with our agreement with SSA,
and Subcontract termination requirements added to provide an
MCO with an avenue to discontinue an agreement with a
company when it is in the best interest of TennCare and its
enrollees. No additional funding is required relative to this
amendment.

Amendment #13 — January 1, 2013

(1) Replaces Disease Management requirements with
Population Health requirements; (2) Clarification regarding
the implementation of CHOICES 3 requirements; (3)
Clarification language as requested by CMS regarding TPL
and PETI; (4) Include requirement to support CMS require
PCP rate increase for 2013/2014; (5) Include requirement to
participate and implement initiatives to capture Prenatal and
Postnatal visit data; (6) Coordination requirements for MCOs
regarding DSNPs; (7) Updates the transportation
requirements to reflect current reporting needs and support
audit efforts, and (8) provides contract funding for FY ’14.

Amendment #14 — March 15, 2013

Added language requested by the Center for Medicare and
Medicaid Services (CMS) regarding the Primary Care Rate
Bump Final Rule as required by the Affordable Care Act.

Amendment #15 — June 1, 2013

Added language requirements surrounding CHOICES,
member material and Outreach Evaluation of MCO outreach
plans, and additional changes to update references regarding
Individuals with Developmental Disabilities.

Amendment #16 — January 1, 2014

Added CHOICES language, term extension and funding
through 12/31/2014.

Method of Original Award: (if applicable) | RFP

*What were the projected costs of the service for | The costs associated with this contract are based




Supplemental Documentation Required for

Fiscal Review Committee

the entire term of the contract prior to contract
award?
How was this cost determined?

on actuary established rates for behavioral and
medical services to the TennCare population. This
contract was competitively procured and all
documents are available for inspection upon
request..

*List number of other potential vendors who
could provide this good or service; efforts to
identify other competitive procurement
alternatives; and the reason(s) sole source
contract is in the best interest of the State.

This contract was a competitively procured
contract that ends 12/31/2014. An RFP was
released by the State in fall of 2013 and new
competitive contracts were awarded in December,
2013, with a go live date of January 1, 2015.




UnitedHealthCare Plan (Americhoice) - Middle

Edison Contract ID: 29634

CONTRACT EXPENDITURES BY FISCAL YEAR

(Payment Detail Attached)

FY 2007
FY 2008
FY 2009
FY 2010
FY 2011
FY 2012
FY 2013
FY 2014

$108,816,203.67
$526,120,392.97
$573,634,106.80
$729,187,454.49
$1,051,885,932.05
$848,507,847.90
$932,619,369.48
$883,915,694.92

TOTAL

$5,654,687,002.28

{Expenditures through May 16, 2014)



UnitedHealthCare Plan (Americhoice) - Middle - Edison #29634

FY 2014

Unit Voucher ID Vendor ID Amount Pd Pymnt Date

31865 00731845 0000021799 76,097,143.68 7/5/2013

31865 00747060 0000021799 90,305,323.97 8/2/2013

31865 00765535 0000021799 78,244,858.91 9/6/2013
244,647,326.56

31865 00780227 0000021799 77,350,495.86 10/4/2013

31865 00795099 0000021799 78,010,393.36 11/1/2013

31865 00814389 0000021799 78,943,546.52 12/6/2013
234,304,435.74

31865 00829523 0000021799 77,778,200.11 1/3/2014

31865 00849971 0000021799 87,225,839.86 2/7/2014

31865 00869015 0000021799 79,930,758.78 3/7/2014
244,934,798.75

31865 00887176 0000021799 78,657,876.81 4/4/2014

31865 00904008 0000021799 81,188,366.56 5/2/12014

31865 00913480 0000021799 182,890.50 5/16/2014
160,029,133.87

FY 2014 TOTAL $ 883,915,694.92



UnitedHealthCare Plan (Americhoice) - Middle - Edison #29634

FY 2013
[[Unit [| Voucher ID || Vendor ID Amount Pd Pymnt Date
31865 101696065 0000021799 $ 77,600,771.38 7/6/2012
31865 101723402 0000021799 $ 79,380,930.51 8/3/2012
31865 101758287 0000021799 $ 77,957,765.92 9/7/2012
234,939,467.81
31865 00583536 0000021799 77,555,656.30 10/5/2012
31865 00590779 0000021799 44,000.00 10/19/2012
31865 00598074 0000021799 78,885,213.03 11/2/2012
31865 00615111 0000021799 77,726,345.44 12/7/2012
234,211,214.77
31865 00628398 0000021799 77,085,082.13 1/4/2013
31865 00643397 0000021799 75,386,077.57 2/1/2013
31865 00660941 0000021799 77,184,578.15 3/1/2013
31865 00665243 0000021799 85,000.00 3/8/2013
229,740,737.85
31865 102003906 0000021799 26,500.00 5/31/2013
31865 101950975 0000021799 76,532,533.66 4/5/2013
31865 102010616 0000021799 76,863,800.33 6/7/2013
31865 101976788 0000021799 80,305,098.14 5/3/2013
31865 2013-01M 0000021799 16.92 4/3/2013
233,727,949.05
FY 2013 TOTAL $ 932,619,369.48



UnitedHealthCare Plan (Americhoice) - Middle - Edison #29634

FY 2012
Unit Voucher ID | Vendor ID || Amount Pd Pymnt Date
31865 00357932 0000021799 80,164,116.78 8/1/2011
31865 00357935 0000021799 1,749.12 8/1/2011
31865 00373132 0000021799 66,259,994.41 9/2/2011
31865 00373135 0000021799 4,290.68 9/2/2011
146,430,150.99
31865 00390204 0000021799 68,500,422.24 10/7/2011
31865 00390207 0000021799 1,970.72 10/7/2011
31865 00396234 0000021799 16,338,030.88 10/17/2011
31865 00396235 0000021799 189,155.42 10/17/2011
31865 00404008 0000021799 77,882,668.64 11/4/2011
31865 00404011 0000021799 1,159.98 11/4/2011
31865 00417176 0000021799 66,848,857.76 12/5/2011
31865 00417179 0000021799 37.42 12/5/2011
229,762,303.06
31865 101519377 0000021799 76,652,274.04 1/6/2012
31865 101547443 0000021799 84,528,169.47 2/3/2012
31865 101574349 0000021799 78,374,720.09 3/2/2012
31865 101538873 0000021799 12,350.00 2/1/2012
239,567,513.60
31865 101608051 0000021799 77,495,120.45 4/5/2012
31865 101621414 0000021799 1,300.00 4/23/2012
31865 101628167 0000021799 12,000.00 4/27/2012
31865 101635082 0000021799 79,019,045.16 5/4/2012
31865 101662448 0000021799 76,220,414.64 6/1/2012
232,747,880.25
FY 2012 TOTAL $ 848,507,847.90




UnitedHealthCare Plan (Americhoice) - Middle - Edison #29634

FY 2011

Unit Voucher ID Vendor ID Amount Pd Pymnt Date
31865 00158201 0000021799 70,740,671.09 7/2/2010
31865 00158204 0000021799 6,263,040.64 7/2/2010
31865 00173116 0000021799 71,151,938.06 8/6/2010
31865 00173119 0000021799 6,359,961.93 8/6/2010
31865 00181526 0000021799 11,836,788.90 8/23/2010
31865 00181527 0000021799 6,909,314.39 8/23/2010
31865 00178460 0000021799 61,911.29 8/31/2010
31865 00178459 0000021799 61,971.52 9/1/2010
31865 00178462 0000021799 72,814.47 9/1/2010
31865 00186274 0000021799 74,918,007.33 9/3/2010
31865 00186277 0000021799 6,220,403.67 9/3/2010

254,596,823.29
31865 00199537 0000021799 73,251,566.34 10/1/2010
31865 00199540 0000021799 6,461,845.29 10/1/2010
31865 00217255 0000021799 76,597,272.92 11/5/2010
31865 00217258 0000021799 6,994,599.71 11/5/2010
31865 00230054 0000021799 71,853,299.66 12/3/2010
31865 00230057 0000021799 6,850,120.36 12/3/2010
31865 00243065 0000021799 73,232,783.15 12/30/2010
31865 00243068 0000021799 6,584,392.18 12/30/2010
321,825,879.61

31865 00245567 0000021799 24.30 1/10/2011
31865 00248818 0000021799 605,600.00 1/14/2011
31865 00260938 0000021799 72,718,947.87 2/2/2011
31865 00260941 0000021799 6,623,413.09 2/2/2011
31865 00264738 0000021799 4,500.00 2/11/2011
31865 00277667 0000021799 72,658,495.99 3/4/2011
31865 00277670 0000021799 6,010,297.46 3/4/2011
31865 00285815 0000021799 500.00 3/18/2011

158,621,778.71



UnitedHealthCare Plan (AmeriChoice) - Middle FY 2011 (Continued)

Unit Voucher ID Vendor ID Amount Pd Pymnt Date

31865 00297109 0000021799 77,226,527.58 4/1/2011
31865 00313437 0000021799 82,229,831.05 5/6/2011
31865 00313440 0000021799 18,698.13 5/6/2011
31865 00320306 0000021799 26,458.03 5/20/2011
31865 00320307 0000021799 (16,360.18) 5/20/2011
31865 00327196 0000021799 78,181,173.95 6/3/2011
31865 00327199 0000021799 2,157.82 6/3/2011
31865 00341555 0000021799 79,171,380.00 6/30/2011
31865 00341557 0000021799 1,584.06 6/30/2011

FY 2011 TOTAL

$

316,841,450.44

1,051,885,932.05




UnitedHealthCare Plan (Americhoice) - Middle - Edison #29634

FY 2010

Pre-Edison Payments:

Vendor Invoicel Invoice Date Voucher TCS 18A Total
BHO MCO
PAYMENTS PAYMENTS

RA100650630 [6/29/2009  [100650630 44.878.431.47 44,878.431.47
RA100650633 16/29/2009 100650633 4,890,269.85 4,890,269.85
RA100686183 |8/4/2009 100686183 43,511,135.30 43,511,135.30
RA100686186 |[8/4/2009 100686186 6,752,286.18 6,752,286.18
RA100714797 19/1/2009 100714797 6,463,994.29 6,463,994.29
RA 100714794 19/1/2009 100714794 42,681,316.13 42,681,316.13

18,106,550.32 131,070,882.90 149,177,433.22
Edison Payments:

Unit Voucher ID Vendor ID Amount Pd Pymnt Date
31865 00006784 0000021799 48,582,237.33 10/5/2009
31865 00006787 0000021799 6,193,643.53 10/5/2009
31865 00015655 0000021799 44,267,315.17 11/6/2009
31865 00015658 0000021799 5,480,859.10 11/6/2009
31865 00022040 0000021799 42,961,566.23 12/7/2009
31865 00022043 0000021799 5,449,527.21 12/7/2009
31865 00038454 0000021799 40,000.00 12/24/2009
1562,975,148.57

31865 00051202 0000021799 44,449,762.28 1/8/2010
31865 00051205 0000021799 5,997,241.10 1/8/2010
31865 00068252 0000021799 44,025,304.75 2/5/2010
31865 00068255 0000021799 5,514,146.11 2/5/2010
31865 00086763 0000021799 62,590,461.23 3/56/2010
31865 00086766 0000021799 5,701,541.32 3/5/2010

168,278,456.79




UnitedHealthCare Plan (AmeriChoice) - Middle FY 2010 (Continued)

Unit Voucher ID || VendorID | Amount Pd Pymnt Date
31865 00104917 0000021799 82,612,990.02 4/2/2010
31865 00104920 0000021799 8,643,743.79 4/2/2010
31865 00108122 0000021799 21,000,580.09 4/2/2010
31865 00103799 0000021799 352,048.25 4/6/2010
31865 00125595 0000021799 69,049,286.19 5/7/2010
31865 00125598 0000021799 6,310,699.70 5/7/2010
31865 00141601 0000021799 70,623.80 6/3/2010
31865 00141602 0000021799 64,266.91 6/3/2010
31865 00141603 0000021799 72,129.62 6/3/2010
31865 00142689 0000021799 64,652,898.59 6/4/2010
31865 00142692 0000021799 5,927,148.95 6/4/2010
258,756,415.91
FY 2010 TOTAL $  729,187,454.49




UnitedHealthCare Plan (Americhoice) — Middle

Edison # 29634 !

FY2007 - FY2008 - FY2009

PAYMENT.DATE | NET PAYMENT NET PAYMENT Total Capitation

: ‘ 6-hpr-07 130,193,652.12 5,430,628.21 35,624,280.33
5 : 4-May-07 :30,721,894.62 5,360,972.80  36,082,867.42
|- 1-Jun-07 ‘31,906,666.23 5,202.389.69  37,109,055.92
? Total 2007 _192,822,212.97  15,993,990.70  108,816,203.67

37,011,638.66

6,366,817.67

43,378,456.33

1-Aug-07 135,773,103.93 5,970,399.80 41,743,503.73
; 4-Sep-07 140,404,514.38 6,498,725.08  46,903,239.46

5-Oct-07 140,540,348.60 6,468,428.96  47,008,777.56

2-Nov-07 133,228,076.44 5025,243.19  38,253,319.63

7-qec-o7 '37.420,468.70 5,594,292.89  43,014,761.59

P 4-Jan-08 i37,087,078.05 5,454,825.02 42,541,903.07
' 1-Heb-08 140,613,916.28 5,451,570.40  46,065,486.68
| '_ 7-Mar-08 :37,381,759.21 5,465,284.61 42,847,043.82
: 4-Apr-08 37,136,982.18 5,499,941.03  42,636,923.21
; : 2-May-08 36,940,920.21 5,438,121.33  42,379,041.54
! 6-Jun-08 47,269,283.53 2,078,652.82 49,347,936.35
a ,808,090.17 65,312,302.80  526,120,392.97
_ 1-Jul-08 A40,605,157.30 © 3,774,763.34  44,379,920.64
i 30-gul-08 42,730,129.87 < 5,405,192.41 48,135,322.28

: 3-Sep-08 42,767,588.09 5.187,203.36  47,954,791.45
: 3-Qct-08 44,172,210.27 5,567,452.59  49,739,662.86
! 4-Nov-08 44,156,027.18 5,138,714.33  49,294,741.51
: 5-Oec-08 A42,743,793.20 5,063,075.96  47,806,869.16
1-Jan-09 42,525,614.26 4,122,295.88 46,647,910.14

3-Feb-09 42,784,950.71 4,063,624.08  46,848,574.79

6-Mar-09 43,214,522.60 4,115,450.13  47,329,972.73

i 1-Apr-09 43,077,357.48 4,241,850.13  47,319,207.61

- 28-Apr-09 43,307,855.18 4,589,613.88  47,897,469.06

| 2-Jun-09 44,477,413.45 5,802,251.12 50,279,664.57

Total 2009 516,562,619.59 57,071,487.21  573,634,106.80




Amendment Request

Route a completed request, as one file in PDF format, via e-mail attachment sent to: Agsprs.Agsprs@state.tn.us

APPROVED

CENTRAL PROCUREMENT OFFICE DATE

Request Tracking #

31866-00051

1. Procuring Agency

Department of Finance and Administration
Bureau of TennCare

2. Contractor

UnitedHealthCare Plan of the River Valley, Inc.

3. Contract #

FA-07-16937-00

4. Proposed Amendment #

17

5. EdisonID #

29634

6. Contract Begin Date

August 15, 2006

7. Current Contract End Date
— with ALL options to extend exercised

December 31, 2014

8. Proposed Contract End Date
— with ALL options to extend exercised

December 31, 2014

9. Current Maximum Contract Cost

— with ALL options to extend exercised

$6,808,170,129.00

10. Proposed Maximum Contract Cost

— with ALL options to extend exercised

$6,808,170,129.00

11. Office for Information Resources Endorsement

— information technology service (N/A to THDA) X Not Applicable D Attached

12. eHealith Initiative Support

- health-related professional, pharmaceutical, laboratory, or imaging service X Not Applicable [ ] Attached

13. Human Resources Support
— state employee training service

X Not Applicable [ | Attached

14. Explanation Need for the Proposed Amendment

This competitively procured contract provides medical and behavioral health services to TennCare
enrollees. This proposed amendment is necessary to provide necessary language clarification
regarding the Health Insurer Fee (HIF), under section 9010 of the Patient Protection and Affordable Care
Act of 2010. This fee will come due in September each year for the premiums paid the previous calendar
year. This language provides TennCare a mechanism to reimburse the Contractor the full cost of the HIF
that the Contractor incurs and becomes obligated to pay due to its receipt of TennCare premiums

10f3




Request Tracking # 31866-00051

pursuant to this Contractor Risk Agreement. The full cost of the Health Insurer Fee will include both the
HIF and the allowance to reflect any tax liabilities related to the corresponding HIF Contractor’s
obligation. This amount will be calculated in an actuarially sound manner consistent with the
requirements of 42 CFR 438.6 (c ). To facilitate this payment the Contractor shall provide TennCare with
the HIF assessment received from the Internal Revenue Service (IRS) and the pro rata portion attributed
to the Contractor’s capitation payments under its contracts(s) for the preceding calendar year.
Additionally, the Contractor will provide TennCare either a copy of its Federal tax filing for the year of the
HIF in question or a certified statement from its Chief Financial Officer as to its effective Federal Tax Rate
for the past three periods. The State’s share of the HIF and the Contractor’s federal tax information shall
be submitted to TennCare as soon as practicable but in no event not more than fourteen (14) days after
receipt of the IRS final fee calculation for each year the HIF is assessed. TennCare will make a one-time
payment to the Contractor for the State’s share of the HIF and the allowance to reflect the federal income
tax liability related to the corresponding HIF Contractor’s obligation within 30 days of the receipt of their
tax information. No additional funding is required to support the amended language.

15. Name & Address of the Contractor’s Principal Owner(s) — NOT required for a TN state education institution

Richard L. Bartsh, M.D.

President

United Healthcare Plan of River Valiey, Inc.
1300 River Drive

Moline, IL 61265

16. Evidence Contractor's Experience & Length Of Experience Providing the Goods or Services

UnitedHealthcare Plan of the River Valley, Inc. is an operating division of UnitedHealth Group, the largest
single health carrier in the United States. They are a recognized leader in the health and well-being
industry, and deliver products and services to approximately 73 million Americans. UHC'’s nationwide
network includes 570,000 physicians (and other care professionals), 4,800 hospitals and their
pharmaceutical management programs which provide more affordable access to drugs for 15 million
people. UnitedHealth Group made significant investments in research and development, technology and
business process improvements, which led to changes that are improving the way care is delivered and
administered across the entire industry. The Bureau of TennCare released an RFP and identified
UnitedHealthCare Plan of the River Valley, Inc. as one of two (2) health care plans to provide services to
TennCare enrollees in the Middle Tennessee Region.

17. Efforts to Identify Reasonable, Competitive, Procurement Alternatives

The Bureau of TennCare released a Request for Proposal which resulted in a competitively procured
contract to integrate the provision of both Physical and Behavioral Health services to TennCare Enrollees
in the Middle Tennessee Region.

18. Justification

This competitively procured contract provides medical and behavioral health services to TennCare
enrollees. This competitively procured contract provides medical and behavioral health services to
TennCare enrollees. This proposed amendment is necessary to provide language clarification to those
terms under which the State will make health insurer payments to the MCOs, as required by the Health
Insurer Fee (HIF), under section 9010 of the Patient Protection and Affordable Care Act of 2010. No
additional funding is required to support the amended language. TennCare released a Request for
Proposal and new statewide contracts for these managed care services have been identified and
implementation will begin January 1, 2015. The Bureau of TennCare respectfully requests review and
approval of this contract amendment.

20f3




Request Tracking #

31866-00051

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
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31866-00051

|l‘v e/

CONTRACT SUMMARY S
_ |Edison# | Contract#

29634

.

[ State AgencyDivision

Department of Flnance and Admmlstranon Bureau of TennCare

HEET

FA-07-16937-17

[GontractoR anmaiisl _ [ Contr ;....J 1D # FEINor SSN)_ T el
+| rice C esc IT'IIIT } L VN o (W TV oyl __.___I._- ..-__‘,:,_‘L:;___ ;-1.-_
Provision of Physical and Behavnoral Health Servrces to TennCare Enrollees in the Middle Tennessee Reg|on

( .-.lH'« 1C

IIHI

t BEGIN Dat

n L '|HI IuI

|

' ‘-Il"‘,l"'

|

» ONLr;

Subrecipient or Vendor?

August 15, 2006 December 31, 2014 Subrecipient

ach TRU!

A= . AHIIST
93.778 Dept. of Health and Human
Serwces/TltIe XIX

e = ,..ﬂ‘

4 3 i
F ey

-- Cantractor is on STARS - Contractor s Form W 9 is on flle in Accounts

(lotment Cod st Center Fund | Funding Grant Code [ Funding Subgr
——
. State : || Interdepartmental [ Other ' |'TOTAL Contract Amount
2007 $ 63 416, 928 00 $ 111 453 960.00 $ 174,870,888. 00
2008 $ 253,667,718, 00 $ 445 815,856.00 $ 699,483,574.00
2009 $ 253,667,718.00 | $ 445 815,856.00 $ 699,483,574.00
2010 3 195,060,989.00 | $ 587,844,846.00 $ 782,905,835.00
2011 $ 292,112,483.00 | $ 697,093,352.00 $ 989,205,835.00
2012 $ 334,025,135.00 | $ 655,180,700.00 $ 989,205,835.00
2013 | $ 334,490,061.00 | $ 654,715,774.00 $ 989,205,835.00
2014 $ 341,276,013.00 | $ 647,929,822.00 $ 989,205,835.00
2015 $ 172,789,530.00 | $ 321,813,388.00 $ 494,602,918.00
$ 2,240,506,575.00 | $ 4,567,663,554.00 | $ " $ - $ 6,808,170,129.00
Casey Dungan 507-6482
2007 $ 174,870,888.00
2008 $ 699,483,574.00
2009 $ 699,483,574.00 —
2010 $ 782,905,835.00
2011 $ 989,205,835.00
2012 $ 989,205,835.00
2013 $ 989,205,835.00
2014 $ 989,205,835.00
2015 $ 494,602,918.00
$ 6,808,170,129.00 | $ -

December 31, 2014

Asian

RFP

African American

Non-Competitive Negotiation

Person w/ Disability Hispanic

Female

Native American

Competitive Negotiation

Negotiation w/ Government(cg,ID.GG,GU)

Small Business x [NOT disadvantaged

OTHER minority/disadvantaged—

Alternative Competitive Method
Other




AMENDMENT NUMBER 17
MIDDLE GRAND REGION
CONTRACTOR RISK AGREEMENT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
UNITEDHEALTHCARE PLAN OF THE RIVER VALLEY, INC.

CONTRACT NUMBER: FA-07-16937-00

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 parties agree to clarify anid/or amend the Contractor
Risk Agreement (CRA) by and between the State of Tennessee TennCare Bureau, hereinafter referred to as
TENNCARE, and UNITEDHEALTHCARE PLAN OF THE RIVER VALLEY, 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 construed to infer a contractual construction of language.

li

3.14

3.14.1

3.142

3.143

Section 3 shall be amended by adding a new Section 3.14 as follows, renumbering the
remaining Section 3 accordingly and updating any references thereto:

HEALTH INSURER FEE

The Health Insurer Fee (HIF), under section 9010 of the Patient Protection and Affordable Care Act of
2010, will come due in September each year for the premiums paid the previous calendar year.
TENNCARE will reimburse the CONTRACTOR the full cost of the HIF that the CONTRACTOR incurs
and becomes obligated to pay due to its receipt of TennCare premiums pursuant to this Agreement. The
full cost of the Health Insurer Fee will include both the HIF and the allowance to reflect any tax liabilities
related to the corresponding HIF CONTRACTOR’s obligation. This amount will be calculated in an
actuarially sound manner consistent with the requirements of 42 CFR 438.6(c).

To facilitate this payment the CONTRACTOR shall providle TENNCARE with the HIF assessment
received from the Internal Revenue Service (IRS) and the pro rata portion attributed to the
CONTRACTOR’s capitation payments under its contracts(s) for the preceding calendar year. In addition
the CONTRACTOR will provide TENNCARE either a copy of its Federal tax filing for the year of the
HIF in question or a certified statement from its Chief Financial Officer as to the Federal Tax Rate that
the CONTRACTOR incurred on taxable income for the past three years.

The State’s share of the HIF and the CONTRACTOR's federal tax information shall be submitted to
TENNCARE as soon as practicable but in no event more than fourteen (14) days after receipt of the IRS
final fee calculation for each year the HIF is assessed. TENNCARE will make a one-time payment to the
CONTRACTOR for the State’s share of the HIF and the allowance to reflect the federal income tax

liability related to the corresponding HIF CONTRACTOR’s obligation within thirty (30) days of the
receipt of the CONTRACTOR’s tax information.



Amendment 17 (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 effective date, for
purposes of the provisions contained herein, this Amendment shall become effective August 1, 2014.

The State is not bound by this Amendment until it is signed by the contract parties and approved by appropriate
officials in accordance with applicable Tennessee laws and regulations (depending upon the specifics of this
Agreement, said officials may include, but are not limited to, the Commissioner of Finance and Administration, the
Commissioner of Human Resources, and the Comptroller of the Treasury).

The CONTRACTOR, by signature of this Amendment, hereby affirms that this Amendment has not been altered
and therefore represents the identical document that was sent to the CONTRACTOR by TENNCARE.,

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

STATE OF TENNESSEE

DEPARTMENT OF FINANCE UNITEDHEALTHCARE PLAN OF THE
AND ADMINISTRATION RIVER VALLEY, INC. o

. Lo B Mot/ '\

Larry B. Martin) Scott A. Bowers

Commissioner Chief Executive Officer, TennCare

DATE: __G/2o/20lY DATE: __ ~ |3/}




GENERAL ASSEMBLY OF THE STATE OF TENNESSEE
FISCAL REVIEW COMMITTEE

320 Sixth Avenue, North — 8th Floor
NASHVILLE, TENNESSEE 37243-0057
615-741-2564

Sen. Bill Ketron, Chairman Rep. Mark White, Vice-Chairman
Senators Representatives
Douglas Henry Reginald Tate Charles Curtiss Pat Marsh
Brian Kelsey Ken Yager Jeremy Faison Mark Pody
Steve Southerland Brenda Gilmore David Shepard
Randy McNally, ex officio Matthew Hill Tim Wirgau
Lt. Governor Ron Ramsey, ex officio Charles Sargent, ex officio

Speaker Beth Harwell, ex officio

MEMORANDUM

TO: Mike Perry, Chief Procurement Officer
Department of General Services

FROM: Senator Bill Ketron, Chairman /\%XL \5
Representative Mark White, Vice-Chairman“

DATE: November 13, 2013

SUBJECT: Contract Comments

(Fiscal Review Committee Meeting 11/12/13)

RFS# 318.66-051 (Edison # 29634)

Department: Finance and Administration

Division: Health Care Finance and Administration/Bureau of TennCare
Vendor: UnitedHealthCare Plan of the River Valley, Inc.

Summary: The vendor is responsible for physical and behavioral
health services for TennCare enrollees in the Middle Tennessee
region. The proposed amendment contains several language updates,
clarifications, and deletions; adds payment reform requirements;
includes current capitation rates; and increases maximum liability by
$494,602,918.

Current maximum liability: $6,313,567,211

Proposed maximum liability: $6,808,170,129

After review, the Fiscal Review Committee voted to recommend approval of
the contract amendment.

cc: The Honorable Darin Gordon, Deputy Commissioner



STATE OF TENNESSEE
DEPARTMENT OF FINANCE AND ADMINISTRATION
DIVISION OF HEALTH CARE FINANCE AND ADMINISTRATION

BUREAU OF TENNCARE
310 Great Circle Road
NASHVILLE, TENNESSEE 37243

October 31, 2013

Lucian Geise, Director

Fiscal Review Committee

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

Attention: Ms. Leni Chick

RE: Managed Care Contract Amendments (7)
BlueCross Blue Shield —~ Cover Tennessee Contract
Policy Studies, Inc, Amendment #9 — Cover Tennessee Contract

Dear Mr. Geise:

The Department of Finance and Administration, Division of Health Care Finance and Administration
(HCFA), is submitting for consideration by the Fiscal Review Committee amendments to the Managed
Care Organization (MCO) contracts. These contracts provide medical and behavioral health services
to eligible TennCare enrollees. The proposed amendments contain language changes regarding the role
of the Fiscal Employer Agent, the Supports Broker, and the MCO for CHOICES members participating in
Consumer Direction, as well as clarifications regarding the CHOICES program and updates the contract
to include current capitation rates. The term for the East/West and Volunteer State Health Plan -
TennCare Select contracts have been extended and funding added to all amendments to support the
continuation of services through current end date. TennCare has released a Request for Proposal to
competitively procure statewide MCO contracts with a projected award date of late December.

Volunteer State Health Plan — TennCare Select
AMERIGROUP Tennessee, Inc

UnitedHealthCare Plan of the River Valley, Inc. — Middle
UnitedHealthCare Plan of the River Valley, inc. —~ West
Volunteer State Health Plan — West

UnitedHealthCare Plan of the River Valley, Inc. — East
Volunteer State Health Plan — East

In addition to the MCO amendments, HCFA is submitting amendment #9 to Policy Studies, Inc.,
the competitively procured contract for eligibility determination, application processing, applicant
outreach and enrollee retention services for the CoverKids program. The eligibility determination
services provided by this Contractor will be transitioning through Calendar year 2014 to the new
competitively procured TennCare Eligibility Determination System (TEDS). This amendment provides a
mechanism for the State to ensure the continuation of eligibility services for an additional period of
time to allow sufficient time for transition to TEDS.



Page 2
Mr. Lucien Giese
October 31, 2013

Additionally, we are submitting a new contract with BlueCross Blue Shield for the delivery of CoverKids
and AccessTN, collectively “Cover Tennessee,” the self-funded health plan services. These
services include administrative services, provider network development and maintenance, eligibility
and enroliment, premium equivalent billing and collections, case and care management, disease
management, medical benefits, pharmacy benefits, behavioral health benefits customer service,
claims adjudication and adjustment, appeals services and financial and program reporting for both
programs. The Cover Tennessee Program results from State law requiring provision of health care
services to certain populations of the State, including AccessTN (state high risk pool) and
CoverKids (federal Children’s Health Insurance Program).

The Department of Finance and Administration, Division of Health Care Finance and Administration,
respectfully submits the above referenced amendments and new contract for consideration and approval
by the Fiscal Review Committee.

Sincerely,

)
Casey Dungan _
Chief Financial Officer

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



Supplemental Documentation Required for

Fiscal Review Committee

*Contact Name: | Casey Dungan *nggzgt 615-507-6482
*Original Contract | FA-07-16937-00 *QOriginal RFS | 318.66-051
Number: Number:
. Edison RFS
Edison Contract
Number: (if applicable) | = - N‘;;’:;iizz g N/A
*O“gmgég?gnlgi‘: August 15, 2006 *C““en%}';?ed: December 31, 2014
Current Request Amendment Number: 16
(if applicable)
Proposed Amendment Effective Date: December 31. 2013
(tf applicable) ’
*Department Submitting: | Department of Finance and Administration
*Division: | Bureau of TennCare
*Date Submitted; | October 31, 2013
*Submitted Within Sixty (60) days: | Yes
If not, explain: | NA

*Contract Vendor Name:

UnitedHealthCare Plan of the River Valley,
Inc. (Middle Region)

*Current Maximum Liability:

$6,313,567,211.00

*Current Contract Allocation by Fiscal Year:

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

FY:2007 FY:2008 FY:2009 FY:2010 FY2011 FY 2012
$174,870,888 $699,483,574 $699,483,574 $782,905,835 | $989,205,835 | $989,205,835.00
FY: 2013 FY: 2014

$989,205,835.00 | $989,205,835.00

*Current Total Expenditures by Fiscal Year of Contract:

(attach backup documentation from STARS or FDAS report

FY: 2007 FY: 2008 FY: 2009 FY: 2010 FY 2011 FY 2012

$ 108,816,203.00 | $526,120,392.00 $573,634,106.00 | $729,187,454.49 | $1,051,885,932.05 $848,507,847.90
FY: 2013 FY: 2014

$932,619,369.48

$321,997,822.42

IF Contract Allocation has been greater
than Contract Expenditures, please give
the reasons and explain where surplus

funds were spent:

The reason that allocations for the full-risk Managed
Care Contractor contract exceeds the contract
expenditures are that the contract maximum liability
must be estimated prior to delivery of services using
current enrollment and medical/behavioral claims
cost. If the program’s enrollment were to vary
significantly from the original estimate, allocation
could be higher than actual expenditures.

IF surplus funds have been carried
forward, please give the reasons and
provide the authority for the carry forward

provision:

If the amount spent on this contract is less than the
budgeted amount and contributes to a net surplus for
the bureau, surplus funds would be carried forward
subject to authority granted in Section 48, Item 3 of
the General Appropriations Act.




Supplemental Documentation Required for

Fiscal Review Committee

IF Contract Expenditures exceeded
Contract Allocation, please give the

reasons and explain how funding was N/A
acquired to pay the overage:
" -
Contract Funding | g0 | g9 067,717,045.00 Federal: |  $4,245,850,166.00
Source/Amount:
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 — 1/1/2007

Scope clarification relating to service thresholds, fraud and
abuse compliance, semi-annual reporting timelines, and
quarterly reporting of PCP visits per member. Language
added to address requirements for Notification of Legal
Action Against the Contractor and Prohibition of Illegal
Immigrants

Amendment #2 — 7/1/2007

Contract language modifications and/or clarification relating
to National Provider Identification requirements; Department
of Education Project TEACH policies update; LEP provisions
and Teen Newsletter requirements; PCP and emergency room
visits reporting; emergency department utilization, disease
management and case management, nurse triage 24/7 line and
NCOQA reporting; NCQA requirements; and general
housekeeping revisions.

Amendment #3 — 4/1/2008

Add funding for FY 2009. Contract language modifications
and/or clarification relating to quality standards of Non
Emergency Medical Transportation; Cost Effective
Alternative Services; Pay for Performance Incentives;
EPSDT/Prenatal Notification; Reporting requirements for
provider networks; NCQA requirements; requirements for
weekly reporting; update risk targets; and Obesity DM
program. Update to the rates for individual services to reflect
a change in rate tables beginning April 1, 2008.

Amendment #4 —- 09/01/2009

Provided language to implement the Long-Term Care Choices
Act 0of 2008, complied with Mental Health Parity Act,
provides clarification language to the contract, streamline
reporting to enhance timeframes as well as review and
analysis for consistency with NCQA reporting requirements.

Amendment #5 — March 1, 2010

Provided language changes to effectively
implement the Long-Term Care Choices Act of
2008, and provide term extension and funding to
support the extension.

Amendment #6 — July 1, 2010

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

Amendment #7 — January 1, 2011

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

Amendment #8 — July 1, 2011

Clarification of CHOICES Requirements and credentialing
Requirements; Clarification of Disease Management and
NCQA Requirements; Revise Behavioral Health Monitoring
Reports; Update Capitation Rates, and Term Extension and
provide funding to support the term extension for FY "12.




Supplemental Documentation Required for

Fiscal Review Committee

Amendment #9 — October 1, 2011

Inclusion of Money Follows the Person Rebalancing
Demonstration Grant. No funding.

Amendment #10 — January 1, 2012

Program Integrity Updates, HIPAA/HITECH clarifications;
CHOICES updates; Quality Clarifications regarding the
use of Hybrid methodology for HEDIS and Outreach
Activity planning and reporting; Increase funding to
support the services for this contract for FY *12 and FY
’13 based on actual expenditures

Amendment #11 — March 1, 2012

Added language to clarify that Managed Care
Organizations (MCO) will receive full risk capitation
payments for up to 12 months prior the member’s
enrollment in the plan for members who are determined to
get retro eligibility.

Amendment #12 — July 1, 2012

Added requirements for the Contractor regarding the
implementation and operation of CHOICES Group 3,
language to clarify that QM/QI reporting must be specific to
TennCare and not combined with other state or commercial
programs, Program Integrity language to clarify Pl
Investigators be designated by plan, SSA Data Security
language added in accordance with our agreement with SSA,
and Subcontract termination requirements added to provide an
MCO with an avenue to discontinue an agreement with a
company when it is in the best interest of TennCare and its
enrollees. No additional funding is required relative to this
amendment.

Amendment #13 — January 1, 2013

(1) Replaces Disease Management requirements with
Population Health requirements; (2) Clarification regarding
the implementation of CHOICES 3 requirements; (3)
Clarification language as requested by CMS regarding TPL
and PETI; (4) Include requirement to support CMS require
PCP rate increase for 2013/2014; (5) Include requirement to
participate and implement initiatives to capture Prenatal and
Postnatal visit data; (6) Coordination requirements for MCOs
regarding DSNPs; (7) Updates the transportation
requirements to reflect current reporting needs and support
audit efforts, and (8) provides contract funding for FY ’14.

Amendment #14 — March 15, 2013

Added language requested by the Center for Medicare and
Medicaid Services (CMS) regarding the Primary Care Rate
Bump Final Rule as required by the Affordable Care Act.

Amendment #15 — June 1, 2013

Added language requirements surrounding CHOICES,
member material and Outreach Evaluation of MCO outreach
plans, and additional changes to update references regarding
Individuals with Developmental Disabilities.

Method of Original Award: (if applicable) | RFP

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

contract 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 contract 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.

Planned 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.

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.




Supplemental Documentation Required for
Fiscal Review Committee

Comparison of cost per fiscal year of obtaining this service through the proposed
contract or amendment vs. other options. 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 necessary 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 SUMMARY SHEET

RFS# . iEdisond © iContract #
31866-00051 29634 FA-07-16937-15
Department of Finance and Administration Bureau of TennCare

Contracior Name ' ‘ Contractor 1D § (FEIN of 85M)

UntedHasithCare Plan of the River Vatisy, Inc. JC. or f X V. UlSson vendoe sULEnLZYTE2

Service Description '
vammn of Physical and Behavioral Health Services to TeanCara Enriless in the M«idle Tannessea Req:m

" Contract BEGIN Dats Contract END Date | Subreciplent or Vendor? | CFDA#
August 15. 2008 Cocember 31,2014 | Subracipient 33018 C;’g‘yﬁgﬁ;‘::{;" Human |
Contractor is on STARS | ] Contractor's Form W-9 is on file in Accounts ;
Aflcament Code | Cost Center | Objact Code Fund " Funding Grant Code [rm Subgrant Code |
318.66 amM9 134 11 !

i _ State Faderal intardepartrmerial _ Other | TOTAL Contract Amount
2007 { § 63416,92800 | §  111,453,960.00 $ 174,870,888.00
2008 | $ 253,667,71800]| $  445,815,856.00 $ 699,483,574.00
2009 | § 253667,718.00{ $ 445815,856.00 $ 699,483,574.00
2010 | & 19506098900 $ 587,844.846.00 3 782,905,835.00
2011 | $  292,112,48300{ &  697,093,352.00 $ 989,205,835.00
2012 | $ 334025135001 3 655,180,700.00 3 489,205 .835.00
2013 |'$ 33449006100 § 654,715774.00 $ 489,205 835.00
2014 | §  341.276,013001 § 647,929.822.00 $ 989,205,835.00

TOTAL:] § 206771704500 | § 424585016600 | § | B | -4 6.313,567.211.00

~ COMPLETE FOR AMENDMENTS ONLY — State Agency Fiscal Contact & Telephone # o
FY '::ow L THIS m&m Casey Cungan 5075482
2007 | § 174 B70 888 00 State Agency SBudget Gfficer Approval
2008 | 5 sweesdstavo| ~ LA TR
2009 (1 400 483,574 00 s ,’,(-i

D10 5 TA2 905 838 00

— {Funding Centification (certScetion _ssqured by T.CA. § 34-511]1, that here is

011 | § 58920581500 l’n-wnummmmnmmamiudm

12 1§ 89 208 815 00 puc Tal s ot othenwise encumbersd 10 Day oLAGEIONS crevicuYly neLrad)

;.n | §  989.205.835 00 | ' 2%
2014 5 W9 205 815 00 \ Tk

TOTAL:] ¢ 631358721100 §

F“H Jecamber 112014 §
| Cantractor Ownership (compiete orly lor Base “Oracss e ~owract # preha FA or GR) e
African Amencan Parson wi Disatuiity Mispanic ISmall Business I_-PUOT disadvantaged
Amian lrtmoh Native Amencan OTHER minority/disadvantaged—
‘ Contractor Selection Method (compists "o ALL bate cortracty— N/A 1o ghencments of dwegated mahortos) 3
X |RFP Competmive Negotiation Altarnative Compatitive Mathod
Non-Competrttve Negotiation Negotiation & Government e U ¥ IO!h-r
Procurament Process Summary comuate fur Alermal e ! lethod. Compettm Megotation Non-Competiows Negotation, OR Other)




UnitedHealthCare Plan (Americhoice) - Middle - Edison #29634
FY 2014

llUnit | voucherID || VendorID || Amount Pd | PymntDate |

31865 00731845 0000021799 76,097,143.68 7/5/2013

31865 00747060 0000021799 90,305,323.97 8/2/2013

31865 00765535 0000021799 78,244,858.91 9/6/2013
244,647,326.56

31865 00780227 0000021799 77,350,495.86 10/4/2013

77,350,495.86

FY 2014 TOTAL $ 321,997,822.42




UnitedHealthCare Plan (Americhoice) - Middle - Edison #29634

FY 2013

flunit Voucher ID || Vendor ID Amount Pd | PymntDate |
31865 101696065 0000021799 77,600,771.38 7/6/2012
31865 101723402 0000021799 $ 79,380,930.51 8/3/2012
31865 101758287 0000021799 $ 77,957,765.92 9/7/2012

234,939,467.81

31865
31865
31865
31865

00583536
00590779
00598074
00615111

0000021799
0000021799
0000021799
0000021799

77,655,656.30
44,000.00
78,885,213.03
77,726,345.44
234,211,214.77

10/6/2012
10/19/2012
117212012
12/7/2012

31865
31865
31865
31865

00628398
00643397
00660941
00665243

0000021799
0000021799
0000021799
0000021799

77,085,082.13
75,386,077.57
77,184,578.15
85,000.00
229,740,737.85

1/4/2013
21172013
3/1/2013
3/8/2013

31865
31865
31865
31865
31865

102003906
101950975
102010616
101976788
2013-01M

0000021799
0000021799
0000021799
0000021799
0000021799

26,500.00
76,532,533.66
76,863,800.33
80,305,098.14
16.92
233,727,949.05

5/31/2013
4/5/2013
6/7/2013
5/3/2013
4/3/2013

FY 2013 TOTAL

932,619,369.48




UnitedHealthCare Plan (Americhoice) - Middie - Edison #29634

FY 2012

lunit Voucher ID || VendorID || Amount Pd Pymnt Date ||
31865 00357932 0000021799 80,164,116.78 8/1/2011
31865 00357935 0000021799 1,749.12 8/1/2011
31865 00373132 0000021799 66,259,994 .41 9/2/2011
31865 00373135 0000021799 4,290.68 9/2/2011

146,430,150.99

31865
31865
31865
31865
31865
31865
31865
31865

00390204
00390207
00396234
00396235
00404008
00404011
00417176
00417179

0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799

68,500,422.24
1,970.72
16,338,030.88
189,155.42
77,882,668.64
1,159.98
66,848,857.76
37.42
229,762,303.06

10/7/2011
10/7/2011
10/17/2011
10/17/2011
11/4/2011
11/4/2011
12/5/2011
12/5/2011

31865
31865
31865
31865

101519377
101547443
101574349
101538873

0000021799
0000021799
0000021799
0000021799

76,652,274.04
84,528,169.47
78,374,720.09
12,350.00
239,567,513.60

1/6/2012
2/3/2012
3/2/2012
211712012

31865
31865
31865
31865
31865

101608051
101621414
101628167
101635082
101662448

0000021799
0000021799
0000021799
0000021799
0000021799

77,495,120.45
1,300.00
12,000.00
79,019,045.16
76,220,414.64
232,747,880.25

4/5/2012
4/23/2012
4/27/2012

5/4/2012

6/1/2012

FY 2012 TOTAL

848,507,847.90




UnitedHealthCare Plan (Americhoice) - Middle - Edison #29634

FY 2011
lunit Voucher ID || VendorID || Amount Pd PymntDate |
31865 00158201 0000021799 70,740,671.09 7/2/2010
31865 00158204 0000021799 6,263,040.64 7/2/2010
31865 00173116 0000021799 71,151,938.06 8/6/2010
31865 00173119 0000021799 6,359,961.93 8/6/2010
31865 00181526 0000021799 11,836,788.90 8/23/2010
31865 00181527 0000021799 6,909,314.39 8/23/2010
31865 00178460 0000021799 61,911.29 8/31/2010
31865 00178459 0000021799 61,971.52 9/1/2010
31865 00178462 0000021799 72,814.47 9/1/2010
31865 00186274 0000021799 74,918,007.33 9/3/2010
31865 00186277 0000021799 6,220,403.67 9/3/2010
254,596,823.29

31865
31865
31865
31865
31865
31865
31865
31865

31865
31865
31865
31865
31865
31865
31865
31865

00199537
00199540
00217255
00217258
00230054
00230057
00243065
00243068

00245567
00248818
00260938
00260941
00264738
00277667
00277670
00285815

0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799

0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799

73,251,566.34
6,461,845.29
76,5697,272.92
6,994,599.71
71,853,299.66
6,850,120.36
73,232,783.15
6,584,392.18
321,825,879.61

24.30
605,600.00
72,718,947.87
6,623,413.09
4,500.00
72,658,495.99
6,010,297.46
500.00
158,621,778.71

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

1/10/2011
171472011
2/2/2011
21212011
2/11/2011
3/4/2011
3/4/2011
3/18/2011



UnitedHealthCare Plan (AmeriChoice) - Middle FY 2011 (Continued)

[[onit Voucher ID || VendorID || Amount Pd |  PymntDate |
31865 00297109 0000021799 77,226,527.58 4/1/2011
31865 00313437 0000021799 82,229,831.05 5/6/2011
31865 00313440 0000021799 18,698.13 5/6/2011
31865 00320306 0000021799 26,458.03 5/20/2011
31865 00320307 0000021799 (16,360.18) 5/20/2011
31865 00327196 0000021799 78,181,173.95 6/3/2011
31865 00327199 0000021799 2,157.82 6/3/2011
31865 00341555 0000021799 79,171,380.00 6/30/2011
31865 00341557 0000021799 1,584.06 6/30/2011

316,841,450.44

FY 2011 TOTAL $ 1,051,885,932.05




UnitedHealthCare Plan (Americhoice) - Middle - Edison #29634

FY 2010

Pre-Edison Payments:

Vendor lnvoicel Invoice Date Voucher TCS 18A Total
BHO MCO
PAYMENTS PAYMENTS
RA 100650630 16/29/2009 100650630 44,878.431.47 44,878,431.47
RA 100650633 [6/29/2009 1100650633 4,890,269.85 4,890,269.85
RA100686183 {8/4/2009 100686183 43,511,135.30 43,511,135.30
RA 100686186 18/4/2009 100686186 6,752,286.18 6,752,286.18
RA100714797 [9/1/2009 100714797 6,463,994.29 6,463,994.29
RA100714794 [9/1/2009 100714794 42,681,316.13 42,681,316.13
18,106,550.32 131,070,882.90 149,177,433.22
Edison Payments:
I Unit Voucher ID || VendorID || Amount Pd Pymnt Date
31865 00006784 0000021799 48,582,237.33 10/56/2009
31865 00006787 0000021799 6,193,643.53 10/5/2009
31865 00015655 0000021799 44,267,315.17 11/6/2009
31865 00015658 0000021799 5,480,859.10 11/6/2009
31865 00022040 0000021799 42,961,566.23 12/7/2009
31865 00022043 0000021799 5,449,527.21 12/7/2009
31865 00038454 0000021799 40,000.00 12/24/2009

31865
31865
31865
31865
31865
31865

00051202
00051205
00068252
00068255
00086763
00086766

0000021799
0000021799
0000021799
0000021799
0000021799
0000021799

152,975,148.57

44,449,762.28
5,997,241.10
44,025,304.75
5,514,146.11
62,590,461.23
5,701,541.32
168,278,456.79

1/8/2010
1/8/2010
2/5/2010
2/512010
3/5/2010
3/5/2010




UnitedHealthCare Plan (AmeriChoice) - Middle FY 2010 (Continued)

lunit Voucher ID || VendorID || Amount Pd | PymntDate

31865 00104917 0000021799 82,612,990.02 4/2/2010
31865 00104920 0000021799 8,643,743.79 4/2/2010
31865 00108122 0000021799 21,000,580.09 4/2/2010
31865 00103799 0000021799 352,048.25 4/6/2010
31865 00125595 0000021799 69,049,286.19 5/7/2010
31865 00125598 0000021799 6,310,699.70 5/7/12010
31865 00141601 0000021799 70,623.80 6/3/2010
31865 00141602 0000021799 64,266.91 6/3/2010
31865 00141603 0000021799 72,129.62 6/3/2010
31865 00142689 0000021799 64,652,898.59 6/4/2010
31865 00142692 0000021799 5,927,148.95 6/4/2010

258,756,415.91

FY 2010 TOTAL

$

729,187,454 .49




UnitedHealthCare Plan (Americhoice) — Middle

Edison # 29634

FY2007 - FY2008 - FY2009

PAYMENT DATE |

NET PAYMENT  NET PAYMENT Total Capitation
6-Apr-07 30,193,652.12 5430,628.21  35,624,280.33
4-May-07 30,721,894.62 6360,972.80  36,082,867.42
1-Jun-07 31,906,666.23 5202,389.69 _ 37,109,055.92

Total 2007 '92,822,212.97 15,993,990.70 _ 108,816,203.67
2-Jul-07 ;37,011,638.66 6,366,817.67  43,378,456.33
1-Aug-07 '35,773,103.93 5.970,399.80  41,743,503.73
4-Sep-07 40,404,514.38 6,498,725.08  46,903,239.46
5-Oct-07 40,540,348.60 6.468,428.96  47,008,777.56
2-Nov-07 33,228,076 .44 502524319  38,253,319.63
7-Dec-07 37,420,468.70 5594,292.89  43,014,761.59
4-Jan-08 37,087,078.05 5454,825.02  42,541,903.07
1-Feb-08 40,613,916.28 5451570.40  46,065,486.68
7-Mar-08 37,381,759.21 5465284.61  42,847,043.82
4-Apr-08 37,136,982.18 5499,941.03  42,636,923.21
2-May-08 36,940,920.21 5438,121.33  42,379,041.54
6-Jun-08 47,269,283.53 2.078,652.82 _ 49,347,936.35
Total 2008 460,808,090.17 65,312,302.80 _ 526,120,392.97
1-Jul-08 40,605,157.30 377476334  44,379,920.64
30-Jul-08 42,730,129.87 540519241  48,135,322.28
3-%p-oa 42,767,588.09 5187.203.36  47,954,791.45
3-Oct-08 44,172,210.27 5567.452.59  49,739,662.86
4-Nov-08 44,156,027.18 6138,714.33  49,294,741.51
5-Dec-08 42,743,793.20 506307596  47,806,869.16
1-Jan-09 42,525,614.26 412229588  46,647,910.14
3-Feb-09 42,784,950.71 4,063,624.08  46,848,574.79
6-Mar-09 43,214,522.60 411545013 47,329,972.73
1-Apr-09 43,077,357.48 4241850.13  47,319,207.61
28-Apr-09 43,307,855.18 4,589,613.88  47,897,469.06
2-Jun-09 44,477.413.45 580225112 50,279,664.57
Total 2009 516,562,619.59 57,071,487.21 _ 573,634,106.80




cyl3-2795

2.36-10 REQUEST-HOH-AMEND

Non-Competitive Amendment Request

NOT required for a contract with 2 federal, Teanassee, of Tennessee 10cal govamment eatity ar a grand.
Route a completed request, as one file in PUF format, yvia e-raall attachment sent to: Apspis Adsprs@siate to us

APPROVED )
, =
; W d@ @»/V
CENTRAL PROCUREMENT OFFICE {
Request Tracking # 31866-00051
-Procuring-Agency - ‘Department of Finance and Administration
Bureau of TennCare ) - - e
Contractor UnitedHealthCare Plan of the River Valley, Inc.
Contract # FA-07-16937-00

Proposed Amendment # 16

Edlson iD # 29634
Contract Begin Date August 15, 2006
Current Contract End Date December 31, 2014

—~ with ALL options 1o extend exascised

Proposed Contract End Dale
~ with ALL options lo extend exercised December 31, 2014

Current Maximum Contract Cost
~ with ALL options o extend exercised 86,31 3,667,211 .00

Proposed Maxiroum Contract Cost
~ with ALL aplions to extend exgrcised $6,808,170,1 29.00

Ofilce for Information Resources Endorsement
- intaimatlon techaiofogy service {N/A ta THOA) X Not Applicable D Attached

aHealth initiatlve Support
_ health-related professional, pharmaceutical, labaralary. of imaging service X Not Applicable ] attached

Human Resources Support
~ siate employea Iraining seivice X Not Applicable D Attached

Explanation Need tor the Proposed Amendment

This compelitively procured conlract pravides medical and behavioral health services to TennCare
enrollees. The proposed amendment conlains the foliowing fanguage updates: {1} Clarificalions
regarding the role of the Fiscal Employer Agent, the Supports Broker, and the MCO for CHOICES
members participating in Consumer Direction, (2} Deletion of ait CHOICES language pertaining to
immediate Eligibility, (3) Clarifications regarding MCO responsibilities conceiring member transitions

tot2



3-16- 10 REQUEST-HON- AMEND

Aequest Tracking # 31866-00051

betwean GHOIGES groups, and when a member is admilted for short-lerm nursing facilily stay or has an
approved Pra-Admission Evaluation {level of care determination) with an end date, (4) Clarily
coordination requirement with OBM for Wavier Programs {5) Quality Clarifications (Poputation Health,
Outreach reporting, timelrame clarification for loading providers/delegated credentialing, (6) Payment
Reform Requirements, (7) Update coniract to include current capitation rates, (8} Housekeeping
(appropriate references to Family Support Services/Peer Recovery Services, elc.), and (9) provide FY 15
{unding for final six (6) months of contract term,

Name & Address of the Conlractor's Principal Ownsr{s) ~ NOT required for a TN slate education institulion

Hichard L. Bartsh, M.D.

President

United Healthcara Plan of River Valley, Inc.
1300 River Drive

Moline, L. 61265

Evidence Gonlractor's Exjparience & Length Of Experlence Providing the Service

UnitedHoaalthcare Plan of the River Yalley. lne. s an aperating divisian of UnitedHealth Group, the targest
single health carier m the Uniled Slates. They are a recagrized leader i the healih and weli-being
industry, and detiver products and services to approximately 73 milion Americans. UHC's nationwide
network includes 570,000 physicians {and olher care professionals). 4,800 hospilals and their
pharnaceutical managemaent plograms which provide more atfordable access to drugs for 15 mullion
peopio. UnitedHwaith Group made significant mvestments in research and development. technology and
business process unprovaments, which fed to changes thal ara improving the way care is delivered and
adminiatorad across the enlire induslry. The Bureau of TennCare releasad an RFP and identifiad
UnitedHaalihCare Plan of the River Vallay, Ing, as one of wo (2) nealth cate plans 1o grovico sarvices @
TennCare enrolleas in the Middle Tennessee Region.

Efforts to Identily Reasonabls, Competitive, Procurement Alternatives

The Bureau of TennCare released a Hequest for Proposal which resulted In a competilively procured
contract 10 inlegrate the provision of both Physical and Behavioral Health services 10 TennCare Enioliees

in the Middle Tennessee Reglon,

Justification - specilically expiain why non-compatitive negotiation is in the best intecest of the state

This competitively procured contract provides medical and behavioral heallh services fo TennCare
enrollees. The proposed amendment contains language changes regarding the roie of the Fiscal
Employer Agent, the Supporls Broker, and the MCO for CHOICES members participating in Consumer
Direction, clarifications regarding the CHOICES program. othar conlract clarifications regarding MCO
responsibilities , update the contract o include current capitalion rates, and provide funding provided for
final six. (8) months of contract term. TennCare has released a Request for Proposal lo identily new MCO
contracts statewide. The Bureau of TennCare raspectlully requests review and approval of this contract

amendment.

Agency Head Signature and Date - MUST ba signed by the ACTUAL agency head as delailed on the current
Signature Cetilication. Signatue by an authorized signatory is acceplable only in doauneniad exigent citgumstances

f“ﬂgm’\‘\-g =

202




Date| December 31, 2014

CONTRACT SUMMARY SHEET 021406
RFS# Edison # Contract #
31866-00051 29634 FA-07-16937-16
State Agency State Agency Division
Department of Finance and Admnistration Bureau of TennCare
Contractor Name Contractor ID # (FEIN or SSN)
UnitedHeatthCare Plan of the River Valley, inc. lc. or | X |V- Edison Vendor #0000021792
Service Description
Provision of Physical and Behavioral Health Services to TennCare Enrollees in the Middle Tennessee Region
Contract BEGIN Date Contract Date Subrecipient or Vendor? CFDA #
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AMENDMENT NUMBER 16
MIDDLE GRAND REGION
CONTRACTOR RISK AGREEMENT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
UNITEDHEALTHCARE PLAN OF THE RIVER VALLEY, INC.

CONTRACT NUMBER: FA-07-16937-00

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 parties agree to clarify and/or amend the Contractor
Risk Agreement (CRA) by and between the State of Tennessee TennCare Bureau, hereinafter referred to as
TENNCARE, and UNITEDHEALTHCARE PLAN OF THE RIVER VALLEY, 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 construed to infer a contractual construction of language.

1.

Section 1 shall be amended by modifying and adding the following definitions and deleting
the definition for Immediate Eligibility:

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 applicable) 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 are 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 services. 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. The FEA will assist as needed with
the development and verification of the initial back-up plan for consumer direction. The care coordinator
shall be responsible for assistance as needed with implementing the back-up plan and for updating and
verifying the back-up plan on an ongoing basis.

Supports Broker — An individual assigned by the FEA to each CHOICES member participating in
consumer direction who assists the member/representative as needed in performing certain employer of
record functions as follows: developing job descriptions; recruiting, interviewing, and hiring workers;
member and worker enrollment in consumer direction and consumer direction training; and developing
(as part of the onboarding process for new workers) a schedule for the member’s workers that comports
with the schedule at which services are needed by the member as reflected in the plan of care. . The
supports broker shall also assist the member as needed with developing and verifying the initial back-up
plan for consumer direction. The supports broker collaborates with the member’s care coordinator, as
appropriate. 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.




Amendment 16 (cont.)

Wellness — An approach to health care that emphasizes not merely the absence of disease or infirmity but
the pursuit of optimum health. It is an active process of helping members become aware of and make
choices that will help them to achieve a healthy and more fulfilling life. Wellness includes preventing
illness, prolonging life, and improving quality of life, as opposed to focusing solely on treating diseases.
Wellness is a condition of good physical and mental health, especially when accomplished and
maintained by personal choice and action, including proper diet, exercise, and health habits.

Section 2.6.1.3 shall be amended by deleting and replacing the “SERVICE”/”BENEFIT
LIMIT” for Dental Services as follows:

Dental Dental Services shall be provided by the Dental
Services Benefits Manager or in some cases, through an HCBS
waiver program for persons with intellectual
disabilities (i.e., mental retardation).

However, the facility, medical and anesthesia services
related to the dental service that are not provided by a
dentist or in a dentist’s office shall be covered services
provided by the CONTRACTOR when the dental service
is covered by the DBM or though an HCBS waiver
program for persons with intellectual disabilities (i.e.,
mental retardation).

Section 2.6.1.5 shall be amended by deleting the existing Section 2.6.1.5.3 and renumbering
the remaining Section accordingly, including any references thereto.

The renumbered Section 2.6.1.5.3.1 shall be amended by adding the phrase “review all
requests for short-term NF stays and shall” as follows:

2.6.1.5.3.1 The CONTRACTOR shall review all requests for short-term NF stays and shall authorize
and/or reimburse short-term NF stays for Group 2 and Group 3 members only when (1) the
member is enrolled in CHOICES Group 2 or 3, as applicable, and receiving HCBS upon
admission; (2) the member meets the nursing facility level of care in place at the time of
admission; (3) the member’s stay in the facility is expected to be less than ninety (90) days;
and (4) the member is expected to return to the community upon its conclusion. The
CONTRACTOR shall monitor all short-term NF stays for Group 2 and Group 3 members and
shall ensure that the member is transitioned from Group 2 or Group 3, as applicable, to Group
1 at any time a) it is determined that the stay will not be short-term or the member will not
transition back to the community; and b) prior to exhausting the ninety (90)-day short-term
NF benefit covered for CHOICES Group 2 and Group 3 members.
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5. The renumbered Section 2.6.1.5.3.1.2 shall be deleted and replaced as follows:

2.6.1.5.3.1.2

The CONTRACTOR shall monitor, on an ongoing basis, members utilizing the short-
term NF benefit, and shall submit to TENNCARE on a monthly basis a member-by-
member status for each Group 2 and Group 3 member utilizing the short-term NF stay
benefit, including but not limited to the name of each Group 2 and Group 3 member
receiving short-term NF services, the NF in which s/he currently resides, the date of
admission for short-term stay, the number of days of short-term NF stay utilized for this
admission, and the anticipated date of discharge back to the community. For any member
exceeding the ninety (90)-day limit on short-term NF stay, the CONTRACTOR shall
include explanation regarding why the benefit limit has been exceeded, and specific
actions the CONTRACTOR is taking to facilitate discharge to the community or
transition to Group 1, as applicable, including the anticipated timeline.

6. Section 2.7.2.7 shall be deleted and replaced as follows:

2.7.2.7 Psychiatric Rehabilitation Services

The CONTRACTOR shall provide psychiatric rehabilitation services in accordance with the
requirements in Attachment 1. As described in Attachment I, the covered array of services available
under psychiatric rehabilitation are psychosocial rehabilitation, supported employment, peer recovery
services, family support services, illness management and recovery, and supported housing. An
individual may receive one or more of these services and may receive different services from
different providers.

7. Section 2.7.4.2.1 shall be deleted and replaced as follows:

2.74.2.1 The Annual Community Outreach Plan shall be written in accordance with guidance prepared
by TENNCARE. It shall include, but is not limited to: all proposed community/health
education events related to TENNderCare; all proposed community/health education events
unrelated to TENNderCare; and a system approved by TENNCARE for not only
documenting and evaluating their events within thirty (30) days of occurrence, but also
reporting on their evaluations in the TENNderCare/EPSDT Quarterly Reports. An Annual
Evaluation of the Plan shall be due no later than ninety (90) days following the end of a
calendar year in a format approved by TENNCARE. This evaluation must include an
appraisal of the objectives in the Plan and an assessment of the events conducted in the
previous year in a format approved by TENNCARE.

8. Section 2.7.6.2.10.2 shall be deleted and replaced as follows:

2.7.6.2.10.2

The CONTRACTOR shall participate in a minimum of fifteen (15) interagency meetings
with representatives from state agencies or community-based organizations per quarter,
to either educate them on services available through the CONTRACTOR or to develop
outreach and educational initiatives. Collaborative activities should include those
designed to reach enrollees with limited English proficiency, low literacy levels,
behavioral health needs and special health care needs or who are pregnant.
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Amendment 16 (cont.)

Section 2.8.2.1 shall be amended by adding a new Section 2.8.2.1.1 as follows and
renumbering the existing Sections accordingly.

2.8.2.1.1  The CONTRACTOR shall make reasonable attempts to assess member’s health risk utilizing
the appropriate common HRA approved by the Bureau and Population Health staff. The
information collected from these mini assessments will be used to align individual members
with appropriate intervention approaches and maximize the impact of the services provided.

The renumbered Section 2.8.2.1.3.1 shall be deleted and replaced as follows:

2.8.2.1.3.1 All members identified as Level 1, through predicative modeling, and not pregnant are
eligible for the Health Risk Management Program. At a minimum, the CONTRACTOR
shall enroll members with chronic diseases that are prevalent in a significant number of
members, or members with other chronic diseases utilizing significant health resources in
their regional population.

The renumbered Section 2.8.2.1.3 shall be amended by adding a new Section 2.8.2.1.3.3 as
follows:

2.8.2.1.33 The CONTRACTOR shall place all level 2 members who cannot be contacted by the
process referenced in Section 2.8.4.5.2 of this Agreement, or chose not to enroll in a level
2 program, in Level 1 programs.

The renumbered Section 2.8.2.1.4 shall be deleted and replaced as follows:

2.8.2.1.4 Level 2 — Members eligible to participate at this Level shall be determined by predictive
modeling identifying the top three percent (3%) of members, excluding level 2 maternity
members, to be most at risk for adverse health outcomes, and/or by referrals or health risk

assessments.

Section 2.8.4.6.1 shall be amended by deleting and replacing the reference to “Section
2.8.4.5.1” with “Section 2.8.4.5.2”.

Section 2.8.11.5 shall be deleted and replaced as follows:

2.8.11.5 The CONTRACTOR shall submit, through the current secure system, a list in Comma
Separated Value (CSV) format consisting of the name, ID, DOB, stratification or all risk
levels and the corresponding dates of eligibility for the level and program assignments for all
MCO members.

Section 2.8.12 shall be deleted and replaced as follows:

Special Projects

2.8.12.1 As appropriate, the CONTRACTOR’s Population Health staff shall participate in a
collaborative MCO/TennCare workgroup to evaluate the common standard new enroliee
assessments and address innovative ways to improve member completion rates.
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2.8.12.2

The CONTRACTOR shall conduct at least two rapid cycle improvement projects annually.
One rapid cycle improvement project shall address increasing member engagement rates in
the High Risk opt in level of Population Health programs. The second rapid cycle
engagement project shall address engaging members to make behavioral changes such as
weight loss, or smoking cessation. The project plans are to be reported in the quarterly report
before implementation. The projects should then be conducted with the results to be reported
in the next Population Health Quarterly Report.

16.  Sections 2.9.5 through 2.9.5.6 shall be deleted and replaced with “Left Blank Intentionally”

2.9.5 Left Blank Intentionally

17.  Section 2.9.6.2.4.1 shall be deleted and replaced as follows:

296241

For members enrolled in CHOICES Group 1, who are, upon CHOICES enrollment,
receiving nursing facility services, the CONTRACTOR shall reimburse such services in
accordance with the level of reimbursement for nursing facility services (Level I or Level
II) approved by TENNCARE (see Section 2.14.1.15), except that the CONTRACTOR
may reimburse a facility at the Level 1 per diem rate when such rate is billed by the
facility and there is an approved LOC eligibility segment for such level of
reimbursement. 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 enrollment 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 (¢) may continue to reimburse services
from the non-contract nursing facility in accordance with TennCare rules and regulations.

18.  Section 2.9.6.2.4.4 and 2.9.6.2.4.5 shall be deleted and replaced as follows:

29.6.2.4.4

29.6.2.4.5

For purposes 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 (i.e., reimbursement,
including the duration of such level of reimbursement) approved by TENNCARE (see
Section 2.14.1.15), except that the CONTRACTOR may reimburse a facility at the Level
I per diem rate when such rate is billed by the facility and there is an approved LOC
eligibility segment for such level of reimbursement.

For CHOICES members approved by TENNCARE for Level II reimbursement of
nursing facility services, the CONTRACTOR shall be responsible for monitoring the
member’s continued need for Medicaid reimbursed skilled and/or rehabilitation services,
promptly notifying TENNCARE when such skilled and/or rehabilitative services are no

5
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longer medically necessary, and for the submission of information needed by
TENNCARE to reevaluate the member’s level of care (i.e., reimbursement) for nursing
facility services (see also Section 2.14.1.15).

Sections 2.9.6.2.5.1, 2.9.6.2.5.2, 2.9.6.2.5.3, and 2.9.6.2.5.10 shall be deleted and replaced as
follows:
2.9.6.2.5.1 For members enrolled in CHOICES Group 2 who are, upon CHOICES enrollment,

296.2.52

2.9.6.2.53

29.6.2.5.10

receiving community-based residential alternative services that are covered in CHOICES,
the CONTRACTOR shall, immediately upon notice of the member’s enrollment in
CHOICES, authorize such services from the current provider as of the effective date of
CHOICES enrollment. The CONTRACTOR shall not transition members enrolled in
CHOICES Group 2 who are, upon CHOICES enrollment, receiving services in a
community-based residential alternative setting 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; or (3) the facility
where the member is residing is not a contract provider; if the facility is a non-contract
provider, the CONTRACTOR shall authorize medically necessary services from the non-
contract provider for at least thirty (30) days which shall be extended as necessary to
ensure continuity of care pending the facility’s enrollment with the CONTRACTOR or
the member’s transition to a contract provider.

For members in CHOICES Group 2 who upon CHOICES enrollment are receiving
services in a community-based residential alternative setting, within ten (10) business
days of notice of the member’s enrollment in CHOICES the care coordinator shall
conduct a face-to-face visit with the member, perform a comprehensive needs assessment
(see Section 2.9.6.5), develop a plan of care (see Section 2.9.6.6), and authorize and
initiate additional CHOICES HCBS specified in the plan of care (i.e., assistive
technology)..

The care coordinator shall, for all other CHOICES members in Groups 2 and 3 not
specified in 2.9.6.2.5.1 — 2.9.6.2.5.2 above, within ten (10) business days of notice of the
member’s enrollment in CHOICES, conduct a face-to-face visit with the member,
perform a comprehensive needs assessment (see Section 2.9.6.5), develop a plan of care
(see Section 2.9.6.6), and authorize and initiate CHOICES HCBS.

As part of the face-to-face visit for members in CHOICES Group 2 or Group 3, the care
coordinator shall review, and revise as necessary, the member’s risk assessment, and
develop a risk agreement, which shall document 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. The risk agreement shall be signed and
dated by the member and shall also be signed by the care coordinator, attesting that such
risks and strategies have been discussed with the member or his/her representative prior
to their decision to accept such risk.

Section 2.9.6.3.9 shall be amended by deleting and replacing the references to “DHS” with
“TENNCARE”.
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21. Sections 2.9.6.3.20.1, 2.9.6.3.20.2, and 2.9.6.3.20.3 shall be deleted and replaced as follows:

2.9.6.3.20.1

2.9.6.3.20.2

2.9.6.3.20.3

For purposes of the CHOICES program, service authorizations for CHOICES HCBS
shall include the amount, frequency, and duration of each 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 determine the duration of time for
which CHOICES HCBS will be authorized. However, the CONTRACTOR shall be
responsible for monitoring its authorizations and for ensuring that there are no gaps in
authorizations for CHOICES HCBS in accordance with the plan of care. The
CONTRACTOR shall further be responsible for ensuring that service authorizations are
consistent with the plan of care, including the schedule at which services are needed and
any updates to the plan of care and/or schedule, and except in the following circumstance,
for notifying providers in advance when a service authorization (including a schedule)
will be changed. Retroactive entry or adjustments in service authorizations for CHOICES
HCBS should be made only when required to accommodate payment of services that had
been authorized but an adjustment in the schedule of services was required based on the
member’s needs.

Notwithstanding the address and/or phone number in the 834 file, for purposes of the
EVV system (see Section 2.9.6.12.5.), the CONTRACTOR shall use the member’s
address or phone number or appropriate alternative phone number as confirmed during
the intake visit (see Section 2.9.6.3.9.) and updated (as applicable) during subsequent
care coordination contacts (see Section 2.9.6.9.2.1.5), through EVV alert monitoring or
other member contacts for all HCBS that will be logged into the EVV system,

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 Section 2.14.1.15), except that the
CONTRACTOR may reimburse a facility at the Level I per diem rate when such rate is
billed by the facility and there is an approved LOC eligibility segment for such level of
reimbursement. If the CONTRACTOR elects to authorize nursing facility services, the
CONTRACTOR may determine the duration of time for which nursing facility services
will be authorized. However, the CONTRACTOR shall be responsible for monitoring its
authorizations and for ensuring that there are no gaps in authorizations for CHOICES
nursing facility services in accordance with the level of care and/or reimbursement
approved by TENNCARE. Retroactive entry or adjustments in service authorizations for
nursing facility services should be made only upon notification of retroactive enrollment
into or disenrollment from CHOICES Group la or 1b via the outbound 834 file from
TENNCARE.

22.  Section 2.9.6.5.1.1 shall be amended by adding the words “overall wellness” as follows:

29.6.5.1.1

As part of the face-to-face intake visit for current members or face-to-face visit with new
members in CHOICES Group 1, as applicable, a care coordinator shall conduct any needs
assessment deemed necessary by the CONTRACTOR, using a tool prior approved by
TENNCARE and in accordance with protocols specified by TENNCARE. This
assessment may include identification of targeted strategies related to improving overall
wellness, health, functional, or quality of life outcomes (e.g., related to Population Health
or pharmacy management) or to increasing and/or maintaining functional abilities,

7
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including services covered by the CONTRACTOR that are beyond the scope of the
nursing facility services benefit. The care coordinator shall ensure coordination of the
member’s physical health, behavioral health, and long-term care needs and shall assess at
least annually the member’s potential for an interest in transition to the community. For
children under the age of 21 in nursing facilities, this shall include explanation to the
member or his parent or authorized representative, as applicable, of benefits available
pursuant to EPSDT, including medically necessary benefits such as home health or
private duty nursing that may be provided in the community as an alternative to nursing
facility care.

Section 2.9.6.5.2.2 shall be deleted and replaced as follows:

2.9.6.5.2.2

At a minimum, for members in CHOICES Group 2 and 3, the comprehensive needs
assessment shall assess: (1) the member’s overall wellness including physical, behavioral,
functional, and psychosocial needs, and an evaluation of the member’s financial health as
it relates to the member’s ability to maintain a safe and healthy living environment; (2)
the member’s natural supports, including care being provided by family members and/or
other caregivers, and long-term care services the member is currently receiving
(regardless of payor), and whether there is any anticipated change in the member’s need
for such care or services or the availability of such care or services from the current
caregiver or payor; and (3) the physical health, behavioral health, and long-term care
services and other social support services and assistance (e.g., housing or income
assistance) that are needed, as applicable, to ensure the member’s health safety and
welfare in the community and to delay or prevent the need for institutional placement.

Section 2.9.6.5.2.4 shall be amended by adding a new Section 2.9.6.5.2.4.1 as follows:

2.9.6.5.24.1

For CHOICES Group 3 members whose change in needs result in a transition to Group 2,
the CONTRACTOR shall request the transition by submitting a PAE to TENNCARE and
upon receiving approval for the member’s enrollment into Group 2, ensure that any
new service(s) specified in the plan of care are initiated within five (5) business days,
except when such service(s) may be initiated only upon completion of an adverse action
pertaining to another service such that advance notice is required. In such case, the new
service(s) shall be initiated upon expiration of the advance notice period or upon
resolution of any timely filed appeal requiring continuation of the existing benefits.

Section 2.9.6.6.1.1 shall be amended by adding the words “overall wellness,” as follows:

2.9.6.6.1.1

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 a
plan of care for the member; and (2) supplement the nursing facility plan of care as
necessary with the development and implementation of targeted strategies to improve
overall wellness, health, functional, or quality of life outcomes (e.g., related to Population
Health 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 CHOICES
file.
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Section 2.9.6.6.2.4 shall be deleted and replaced as follows:

296624

The plan of care developed for CHOICES members in Groups 2 and 3 prior to initiation
of CHOICES HCBS shall at a minimum include: (1) pertinent demographic information
regarding the member including the member’s current address and phone number(s), 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 long-term care) related
information and to assist with assessment, planning, 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 will be authorized by the CONTRACTOR,; (5) CHOICES HCBS that
will be authorized by the CONTRACTOR, including the amount, frequency, duration,
and scope (tasks and functions to be performed) of each service to be provided, the
schedule at which such care is needed, and the address or phone number(s) that will be
used to log visits into the EVV system, as applicable; (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 2.9.6.6.2.5.1 shall be amended by adding the words “overall wellness,” as follows:

2.9.6.6.2.5.1

Description of the member’s overall wellness, current physical and behavioral health
conditions and functional status (i.e., areas of functional deficit), and the member’s
physical, behavioral and functional needs;

Section 2.9.6.6.2.5.6 shall be amended by adding the word “wellness,” as follows:

2.9.6.6.2.5.6 A person-centered statement of goals, objectives and desired wellness, health, functional

and quality of life outcomes for the member and how CHOICES services are intended to
help the member achieve these goals;

Section 2.9.6.6.2.6.4 shall be deleted and replaced as follows:

2.9.6.6.2.6.4

Instances in which a member’s signature is not required are limited to: 1) member-
initiated schedule changes to the POC that do not alter the level of services (i.e. the
amount, duration or type of services) detailed in the current POC for the member; 2)
changes in the provider agency that will deliver services that do not alter the level of
services (i.e. the amount, duration or type of services) detailed in the current POC for the
member; however, all schedule changes must be member-initiated; 3) changes in the
member’s current address and phone number(s) or the phone number(s) that will be used
to log visits into the EVV system; 4) the end of a member’s participation in MFP at the
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conclusion of his 365-day participation period; or 5) instances as permitted pursuant to
TennCare policies and protocols. Documentation of such changes shall be maintained in
the member’s records.

Sections 2.9.6.6.2.8 and 2.9.6.6.2.8.1 shall be deleted and replaced as follows:

2.9.6.6.2.8

2.9.6.6.2.8.1

Within five (5) business days of completing a reassessment of a member’s needs, the
member’s care coordinator shall update the member’s plan of care as appropriate, and the
CONTRACTOR shall authorize and initiate CHOICES HCBS in the updated plan of
care, except when such service(s) may be initiated only upon completion of an adverse
action such that advance notice is required. In such case, HCBS in the updated plan of
care shall be initiated upon expiration of the advance notice period or upon resolution of
any timely filed appeal requiring continuation of the existing benefits. The
CONTRACTOR shall comply with requirements for service authorization in Section
2.9.6.2.5.12, change of provider in Section 2.9.6.2.5.13, and notice of service delay in
Section 2.9.6.2.5.14.

Within three (3) business days of updating the member’s plan of care, the member’s care
coordinator/care coordination team shall provide a copy of all relevant changes to the
FEA, as applicable, and to other providers authorized to deliver care to the member.
Relevant information shall include any information needed to ensure the provision of
quality care for the member and to help ensure the member’s health, safety, and welfare,
including but not limited to any changes in the tasks and functions to be performed.

Section 2.9.6.6.2.9 shall be deleted and replaced as follows:

2.9.6.6.2.9

The member’s care coordinator shall inform each member of his/her eligibility end date
and educate members regarding the importance of maintaining TennCare CHOICES
eligibility, that eligibility must be redetermined at least once a year, and that members
receiving CHOICES HCBS may be contacted by TENNCARE or its designee to offer
assistance with the redetermination process (e.g., collecting appropriate documentation
and completing the necessary forms), when such process has not been completed timely
and the member is at risk of losing eligibility.

Section 2.9.6.8.26 shall be amended by deleting the phrase “(e.g., DHS)”.

Section 2.9.6.8.26.2 shall be deleted and replaced as follows:

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

Section 2.9.6.9.1.1.5 shall be amended by deleting and replacing the word “DHS” with

“TENNCARE”,
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35.

36.

37.

38.

39.

Amendment 16 (cont.)

Section 2.9.6.9.1.1 shall be amended by adding a new Section 2.9.6.9.1.1.7 as follows:

2.9.6.9.1.1.7 Develop protocols and processes for care coordinators to escalate and report as
appropriate concerns regarding NF quality.

Section 2.9.6.9.2.1.5 shall be deleted and replaced as follows:

2.9.6.9.2.1.5 Document and confirm the applicant’s current address and phone number(s) or
appropriate alternative phone number(s) that the member’s service provider will use to
log visits into the EVV system, and assist the member in updating his or her address with
TENNCARE or the Social Security Administration, if applicable.

Section 2.9.6.9.2.1.17.2 shall be deleted and replaced as follows:

2.9.6.9.2.1.172  Significant change in health and/or functional status, including any change that
results in the member’s level of care and transition between CHOICES Groups, e.g.,
transitions from Group 2 to Group 3 or Group 3 to Group 2;

Section 2.9.6.9.2.1 shall be amended by adding a new Section 2.9.6.9.2.1.18 as follows and
renumbering the existing Section accordingly including any references thereto.

2.9.6.9.2.1.18 When, due to a change in circumstances, a member is approved for transition from
Group 2 to Group 3 or from Group 3 to Group 2, within five (5) business days of
scheduled initiation of new or modified 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 new or modified services are being
provided in accordance with the plan of care, and that the member’s needs are being
met (such initial contact may be conducted by phone).

Section 2.9.6.9.3.1 shall be amended by adding new Sections 2.9.6.9.3.1.2 and 2.9.6.9.3.1.7 as
follows and renumbering the remaining Sections accordingly including any references
thereto.

2.9.6.9.3.1.2 Track and monitor all members whose LOC eligibility has an expiration date and ensure
that a LOC reassessment (i.e., PAE) is completed and submitted to TENNCARE at least
eight (8) business days prior to expiration of the member’s current LOC eligibility
segment, including all required supporting documentation needed to appropriately
determine the member’s LOC eligibility going forward.

2.9.6.9.3.1.7  Assist members in establishing and achieving personal wellness goals.

11



Amendment 16 {cont.)

40.  The renumbered Section 2.9.6.9.3.1.11 shall be deleted and replaced as follows:

2.9.69.3.1.11

When the CONTRACTOR is facilitating a member’s admission to a nursing facility,
ensure that all PASRR requirements have been met prior to the member’s admission to a
nursing facility, including a PASRR level I screening and as applicable, a level Il PASRR
evaluation, whether the screening is completed by the nursing facility, the
CONTRACTOR, or another entity.

2.9.6.9.3.1.11.1 The CONTRACTOR shall coordinate with the nursing facility to help ensure that

current information regarding the member’s mental health or intellectual disabilities
needs (as available) is reflected in the PASRR screening in order to support an
appropriate PASRR determination.

41.  Section 2.9.6.9.4.3.5 shall be amended by adding a new Section 2.9.6.9.4.3.5.1 as follows:

2.9.6.94.35.1

When a member is approved for transition from Group 2 to Group 3 or from Group 3
to Group 2, within five (5) business days of scheduled initiation of new or modified
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 new or modified services are being provided in accordance with the plan of care,
and that the member’s needs are being met (such initial contact may be conducted by
phone).

42.  Section 2.9.6.9.4.3.9 shall be amended by deleted the phrase “or Group 3” so that the
amended Section reads as follows:

2.9.6.9.439

Members in CHOICES Group 2 participating in MFP shall, for at least the first ninety
(90) days following transition to the community, be visited in their residence face-to-face
by their care coordinator at least monthly with an interval of at least fourteen (14) days
between contacts 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 successfully transitioned
back to the community. Thereafter, for the remainder of the member’s MFP participation
period, minimum contacts shall be as described in 2.9.6.9.4.3.7 unless more frequent
contacts are required based on the member’s needs and circumstances and as reflected in
the member’s plan of care, or based on a significant change in circumstances (see
Sections 2.9.6.9.2.1.17. and 2.9.8.4.5) or a short-term nursing facility stay (see Sections
2.9.8.8.5and 2.9.8.8.7).

43.  Section 2.9.6.10.3.3 shall be amended by adding the phrase “or Group 3, as applicable” at
the end of the existing text.

2.9.6.10.3.3

If eligible CHOICES HCBS are not initiated within sixty (60) days following referral to
the FEA, the CONTRACTOR shall notify the member that eligible CHOICES HCBS
must be initiated by contract providers unless these HCBS are not needed on an ongoing
basis in order to safely meet the member’s needs in the community, in which case, the
CONTRACTOR shall submit documentation to TENNCARE to begin the process of
disenrollment from CHOICES Group 2 or Group 3, as applicable.

12



44.

45.

Amendment 16 (cont.)

Section 2.9.6.10.5 shall be amended by adding a new Section 2.9.6.10.5.1 as follows:

2.9.6.10.5.1 The member or member’s representative must retain authority and responsibility for
consumer direction.

Sections 2.9.6.10.7 through 2.9.10.6.13 shall be deleted and replaced as follows:

2.9.6.10.7 For members electing to participate in consumer direction, 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
applicable) for consumer direction to determine its adequacy to address the member’s
needs. The care coordinator shall assist the member in implementing the back-up plan as
needed, and shall monitor for late and missed visits and to ensure that the back-up plan
was implemented timely and that the member’s needs are being met.

2.9.6.10.8 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 or as frequently as needed, 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 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.

2.9.6.10.9 For members electing to participate in consumer direction, the member’s care coordinator
shall develop and/or update 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 his/her services, the potential
consequences of such risk, as well as measures to mitigate these risks. The member’s
representative (if applicable) shall participate in the risk assessment process. The new or
updated risk agreement, shall be signed by the member (or the member’s representative,
as applicable) and the care coordinator. The CONTRACTOR shall provide a copy of the
risk agreement 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 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 FEA is invited to participate in these meetings as appropriate.

2.9.6.10.11 Within three (3) business days of updating the member’s plan of care (see Section

2.9.6.6.2.8.1), the member’s care coordinator/care coordination team shall provide a copy
of all relevant changes to the FEA (see Section 2.9.6.6.2.8.1. of this Agreement).
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46.

47.

Amendment 16 (cont.)

2.9.6.10.12 Within two (2) business days of receipt of the notification from the FEA indicating that
all requirements have been fulfilled and the date that the consumer direction can begin for
a member, the CONTRACTOR shall forward to the FEA an authorization for consumer
directed services for that member. Each authorization for consumer directed 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).

2.9.6.10.13 The member’s care coordinator/care coordination team shall work with and coordinate
with the FEA in implementing consumer direction of eligible CHOICES HCBS (see
Section 2.9.7.3.4).

Section 2.9.6.10 shall be amended by adding a new Section 2.9.6.10.14 as follows and
renumbering the remaining Section accordingly, including any references thereto.

2.9.6.10.14  The member’s care coordinator shall monitor consumer direction of eligible CHOICES
HCBS.

The renumbered Section 2.9.6.10.17 shall be deleted and replaced as follows:

2.9.6.10.17  If at any time 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 allegation is in reference to a worker or representative, the FEA shall contact the
member/representative to immediately release 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 care 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 allegations are 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
assistance from the FEA as appropriate, 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 shall provide, at least annually, education of the member
and his/her representative of the risk of, and signs and symptoms of, abuse and neglect.
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 unreasonable risk such that the member’s needs can no longer be safely
and effectively met in the community while participating in consumer direction.
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48.

49.

50.

51.

Amendment 16 {(cont.)

Section 2.9.6.11.18.1 shall be deleted and replaced as follows:

2.9.6.11.18.1 The CHOICES program including a description of the CHOICES groups; eligibility for
CHOICES enrollment; enrollment in CHOICES; enrollment targets for Groups 2 and 3
(excluding Interim Group 3), including reserve capacity and administration of waiting
lists; and CHOICES benefits, including benefit limits, the individual cost neutrality cap
for Group 2, and the expenditure cap for Group 3;

Section 2.9.6.12.7 shall be deleted and replaced as follows:

2.9.6.12.7 Notwithstanding the address and/or phone number in the 834 file, the CONTRACTOR shall
use the member’s address or phone number or appropriate alternative phone number, as
confirmed during the intake visit (see Section 2.9.6.3.9.) and updated (as applicable) during
subsequent care coordination contacts (see Section 2.9.6.9.2.1.5.) for all HCBS that will be
logged into the EVV system.

Section 2.9.7.1.1 shall be amended by adding the phrase “in Group 2” to the second
sentence as follows:

29.7.1.1 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, in-home
respite, companion care services and/or any other service specified in TennCare rules and
regulations as available for consumer direction. (Companion care is only available for
persons in Group 2 electing consumer direction of eligible 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 elect to participate in or withdraw from consumer direction of
eligible CHOICES HCBS at any time, service 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
seamless transition to appropriate service delivery. TENNCARE may establish reasonable
limitations on the frequency with which members may opt into and out of consumer direction
of eligible CHOICES HCBS.

The title of Section 2.9.7.2 shall be amended to say “Representative for Consumer
Direction”.
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52.

53.

54.

5S.

56.

Amendment 16 (cont.)

Section 2.9.7.2.6 shall be deleted and replaced as follows:

2.9.7.2.6 A member may change his/her representative at any time. The member shall immediately
notify his/her care coordinator and the FEA when he/she intends to change representatives.
The care coordinator shall verify that the new representative meets the qualifications as
described above. A new representative agreement shall be completed and signed, in the
presence of a care coordinator, prior to the new representative assuming their respective
responsibilities. The care coordinator shall immediately notify the FEA in writing when a
member changes his/her representative and provide a copy of the representative agreement.
The CONTRACTOR shall facilitate a seamless transition to the new representative, and
ensure that there are no interruptions or gaps in services. As part of the needs assessment and
plan of care process, the care coordinator shall educate the member about the importance of
notitying the care coordinator prior to changing a representative.

Sections 2.9.7.3.2.1 and 2.9.7.3.2.2 shall be deleted and replaced as follows:

2.9.7.3.2.1 Assign a supports broker to each CHOICES member electing to participate in consumer
direction of eligible CHOICES HCBS. The supports broker shall be responsible for
assisting the member with enrollment into consumer direction and with the enrollment of
new workers;

29.73.2.2 Notify the member’s care coordinator upon becoming aware of any additional risk
associated with the member participating in consumer direction that may need to be
addressed in the risk assessment and plan of care processes;

Sections 2.9.7.3.2.9 shall be deleted and replaced as follows:

297329  Develop and implement a process to support members or their representatives in ensuring
that consumer directed workers maintain in the member’s home (or alternative location or
format approved by TENNCARE) documentation of service delivery to support
payments for services provided through consumer direction, and periodically monitor
such documentation;

Section 2.9.7.3.2.12 shall be amended by adding the word “and” to the end of the
paragraph, the existing Section 2.9.7.3.2.13 shall be deleted in its entirety and the
renumbered Section 2.9.7.3.2.13 shall be deleted and replaced as follows. All references
shall be updated accordingly.

29.73.2.13  Notify the CONTRACTOR within no more than twenty-four (24) hours of identification
of critical incidents (see Section 2.15.7).

Section 2.9.7.3.3.1 through 2.9.7.3.3.6 shall be deleted and replaced as follows:
2.9.7.3.3.1 As needed, assist the member and/or representative in developing job descriptions;

297332 As needed, assist the member and/or representative in locating and recruiting
workers;
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57.

58.

Amendment 16 (cont.)

297333

297334

297335

29.73.3.6

As needed, assist the member and/or representative in interviewing workers
(developing questions, evaluating responses);

Assist the member and/or representative in developing (as part of the onboarding
process for new workers) a schedule for the member’s workers that comports with
the schedule at which services are needed by the member as reflected in the plan
of care;

Assist the member and/or representative in managing and monitoring payments to
workers; and

Assist the member/representative in identification and training of new workers, as
needed.

Section 2.9.7.3.4 shall be deleted and replaced as follows:

29734

The CONTRACTOR’s care coordination functions shall not duplicate the supports brokerage
functions performed by the FEA or its subcontractor. A member’s care coordinator shall be
responsible for monitoring the member’s services through consumer direction.

Section 2.9.7.4.5 and 2.9.7.4.7 shall be deleted and replaced as follows:

29745

29.7.4.7

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 HCBS, based upon the
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 and provide a copy to the FEA.

Within two (2) business days of signing the representative agreement or completion of the
self-assessment instrument if the member has not designated a representative and the care
coordinator determines that the member does not require a representative to assist the
member in directing his/her care, the CONTRACTOR shall forward to the FEA a referral
initiating the member’s participation in consumer direction 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
telephone number (if applicable); member’'s MCO ID 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, the signed POC, and the
representative agreement, if applicable. Referrals shall be submitted electronically on a daily
basis using the agreed upon data interface (either a standard electronic file transfer or the
FEA’s web portal technology or both) and process. Referrals shall be submitted on a
member-by-member basis.



59.

Amendment 16 (cont.)

Sections 2.9.7.4.10.1, 2.9.7.4.10.4, 2.9.7.4.10.6, 2.9.7.4.10.7, 2.9.7.4.10.10. 2.9.7.4.10.11, and
2.9.7.4.10.13 shall be deleted and replaced as follows:

2.9.7.4.10.1

2.9.7.4.10.4

2.9.7.4.10.6

2.9.7.4.10.7

2.9.74.10.10

The member/representative (as applicable) shall have primary responsibility for the
development and implementation of the back-up plan for consumer directed services. The
FEA shall assist the member/representative as needed in developing and verifying the
initial back-up plan for consumer direction that adequately identifies how the
member/representative will address situations when a scheduled worker is not available
or fails to show up as scheduled. The care coordinator shall assist the member as needed
with implementing the back-up plan and shall update and verify the back-up plan
annually and as needed.

All persons and/or organizations noted in the back-up plan for consumer direction shall
be contacted by the member/representative to determine their willingness and availability
to serve as back-up contacts. For the initial back-up plan, the FEA shall confirm with
these persons and/or organizations 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 care coordinator shall be responsible for
updating and verifying the back-up plan on an ongoing basis.

The care coordinator shall assist the member or his/her representative (as applicable) in
implementing the back-up plan for consumer direction as needed, monitor to ensure that
the back-up plan is implemented and effectively working to meet the member’s needs,
and immediately address any concerns with the back-up plan or the member’s care.

The care coordinator 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 are 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 annual review of the back-up plan, the member or
his/her representative and the care coordinator shall confirm that each person specified in
the back-up plan continues to be willing and available to serve as back-up workers to
deliver needed care and to perform the tasks and functions needed by the member. Any
updates to the back-up plan for consumer direction shall be provided to the FEA.

The care coordinator shall develop and/or update 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 his/her services, the
potential consequences of such risks, as well as measures to mitigate these risks. The
member/representative shall participate in the process. The member’s representative (if
applicable) shall participate in the risk assessment process. The new or updated risk
agreement shall be signed by the member or his/her representative (as applicable) and by
the care coordinator. The CONTRACTOR, member/representative and FEA shall receive
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.
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Amendment 16 (cont.)

2.9.7.4.10.11  The FEA shall notify the member’s care coordinator immediately if they become aware

of 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.

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

updates to the plan of care occur per requirements specified in Sections 2.9.6.9 of this
Agreement. The care coordinator shall ensure that the FEA is invited to participate in
these meetings as appropriate.

60.  Sections 2.9.7.5.5 and 2.9.7.5.8 shall be deleted and replaced as follows:

29.7.5.5

29758

On a weekly basis the FEA shall 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 each
identified consumer directed service and any anticipated timeframes by which qualified
workers shall be secured and consumer directed services may begin.

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 assist the member or his/her
representative as needed in implementing the member’s back-up plan for consumer direction.

61.  Section 2.9.7.6.1.1 shall be deleted and replaced as follows:

29.76.1.1

A member cannot waive a background check for a potential worker. A background check
may reveal a potential worker’s past criminal conduct that may pose an unacceptable risk
to the member. The following findings may place the member at risk and may result in a
potential worker failing the background check, possibly disqualifying a person from
serving as a worker:
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62.

Amendment 16 (cont.)

Section 2.9.7.6.1.2 through 2.9.7.6.1.2.5 shall be deleted and replaced and Section 2.9.7.6.1
shall be amended by adding a new Sections 2.9.7.6.1.3, and 2.9.7.6.1.4 and 2.9.7.6.1.4.1 as

follows:

29.7.6.1.2

29.7.6.1.2.1

29.7.6.1.2.2

29.76.1.2.3

2976.13

29.76.14

29.7.6.14.1

If a potential worker fails the background check, the potential worker may request an
individualized assessment that will be conducted by the member with the help of the
FEA. The individualized assessment process will help determine whether the potential
worker may be excluded because of past criminal conduct. The individualized
assessment will provide the potential worker with notice that he/she has been screened
out because of criminal conduct and provide an opportunity for the potential worker to
explain why the exclusion should not be applied to his/her circumstances. The member,
with the assistance of the FEA will consider the following factors:

Whether or not the evidence gathered during the potential worker’s individualized
assessment shows that the criminal conduct is related to the job in such a way that could
place the member at-risk;

The nature and gravity of the offense or conduct, such as whether the offense is
related to physical or sexual or emotional abuse of another person, if the offense
involves violence against another person or the manufacture, sale or distribution
of drugs; and

The time that has passed since the offense or conduct and/or completion of the
sentence.

After considering the individualized assessment and any other evidence submitted by the
potential worker, the member can decide not to hire the potential worker or may request
from TENNCARE an exception to the potential worker’s possible disqualification,

If a member decides to request an exception to the possible disqualification of the
potential worker, the FEA shall assist the member in completing the exception request
Form and submitting the potential worker’s individualized assessment to TENNCARE.
TENNCARE shall review the exception request and determine whether or not the
potential worker’s possible exclusion from employment would be job related and
consistent with business necessity (i.e. the exclusion effectively links specific criminal
conduct and its dangers with the risks inherent in the duties of a particular position), the
nature and gravity of the criminal conduct, and the time that has passed since the criminal
conduct and or the completion of the sentence, and that applicable federal and state laws
do not prohibit the hiring of persons convicted of the criminal conduct in question.

TENNCARE approved exceptions to a potential worker’s disqualification shall only be
effective for a maximum of one (1) year from the approval date and may be revoked if
the member is at-risk. The member is responsible for requesting a renewal of the
worker’s exception to disqualification and the FEA shall assist the member with that
request. Renewals shall follow the exception to disqualification process outlined in
Section 2.9.7.6.1 4.
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64.

65.

66.

67.

Amendment 16 {cont.)

Section 2.9.7.7.2 shall be amended by adding a new Section 2.9.7.7.2.9 as follows:

29.7.7.2.9  Ensuring workers maintain daily communication notes for authorized services provided.

Section 2.9.7.7.4.4 shall be deleted and replaced as follows:

29.7.744  Fraud and abuse identification and reporting;

Section 2.9.7.7.4.7 shall be amended by deleting the word “and” from the end of the

paragraph, Section 2.9.7.7.4.8 shall be deleted and replaced, and Section 2.9.7.7.4 shall be

amended by adding a new Section 2.9.7.7.4.9 as follows:

29.7.74.8 As appropriate, administration of self-directed health care task(s). The member or his/her
representative shall be responsible for training the worker(s) regarding individualized
service needs and preferences and for specific training regarding health care tasks the
member or his/her representative elects to self-direct (as applicable); and

2.9.7.74.9 Universal precautions and blood borne pathogens training.

Section 2.9.7.7.7 shall be deleted and replaced as follows:

29.7.7.7

The FEA shall be responsible for verifying and validating the worker’s completion of
required CPR and First Aid training from an approved provider prior to initiation of services
and payment for services, Ongoing, the FEA shall ensure that workers maintain CPR and
first aid certification and receive required refresher training as a condition of continued
employment. The FEA may assist workers in locating appropriate courses for initial
certification and recertification as appropriate. Additional training components may be
provided to a worker to address issues identified by the FEA, care coordinator, member
and/or the representative or at the request of the worker.

Section 2.9.7.8.4 and 2.9.7.8.5 shall be deleted and replaced as follows:

2.9.7.8.4

29.7.8.5

The CONTRACTOR shall monitor implementation of the back-up plan by the member or
his/her representative.

The CONTRACTOR shall monitor a member’s participation in consumer direction of
eligible CHOICES HCBS to determine, at a minimum, the success and the viability of the
service delivery model for the member. The CONTRACTOR shall note any patterns, such as
frequent turnover of representatives or workers, habitual late and/or missed visits by workers,
unauthorized schedule changes, failure to cooperate with the FEA and changing between
consumer direction of eligible CHOICES HCBS and contract providers that may warrant
intervention by the CONTRACTOR. The CONTRACTOR may submit a request to
TENNCARE, pursuant to TennCare policy, to involuntarily withdraw the member from
consumer direction of eligible CHOICES HCBS if the CONTRACTOR has concerns about
its ability to protect the health, safety and welfare of the member (see Section 2.9.7.9.4). The
FEA may submit a request to the CONTRACTOR to involuntarily withdraw the member
from consumer direction of eligible CHOICES HCBS due to concerns regarding the
member’s health, safety and welfare if the member continues in consumer direction. The
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CONTRACTOR must submit copies of all such requests to TENNCARE with
documentation of its decision.

Section 2.9.8.4.5 shall be amended by deleting the reference “(see 2.9.6.9.2.1.16)” and
replacing it with (See Section 2.9.6.9.2.1.17)”.

Section 2.9.8.8.4 shall be deleted and replaced as follows:

2.9.8.8.4

If the short-term stay will exceed ninety (90) days, the CONTRACTOR shall facilitate
transition from CHOICES Group 2 to CHOICES Group 1. A transition from Group 2 to
Group 1will not necessitate a member’s disenrollment from MFP, regardless of the length of
stay in the facility, except in cases that care coordinator has assessed the reason for the re-
institutionalization and determined that the member is not an appropriate candidate for
continued enrollment in CHOICES Group 2 and MFP.

Section 2.9.8.5.2 shall be amended by adding the word “no” as follows:

2.9.8.5.2  Upon conclusion of the member’s 365-day participation period in MFP, the Plan of Care shall

be updated to reflect that he is no longer participating in MFP.

The opening paragraph of Section 2.9.12.2 shall be deleted and replaced as follows:

29.12.2

Services and Responsibilities

The CONTRACTOR shall coordinate with the DBM and/or the ID HCBS waiver contractor
for dental services. Coordination of dental services, at a minimum, includes establishing
processes for:

Section 2.9.12.3 shall be deleted and replaced as follows:

2.9.12.3

Operating Principles

Coordinating the delivery of dental services to TennCare members is the primary
responsibility of the DBM and/or the ID HCBS waiver contractor. However, the
CONTRACTOR shall provide coordination assistance and shall be responsible for
communicating the DBM/HCBS provider services, provider relations, and/or claim
coordinator contact information to all of its contract providers. With respect to specific
member issues, the CONTRACTOR shall work with the DBM/HCBS coordinator towards a
resolution. Should systemic issues arise, the CONTRACTOR shall meet and resolve the
issues with the DBM/HCBS waiver contractor. In the event that such issues cannot be
resolved, the MCO and the DBM/HCBS waiver contractor shall meet with TENNCARE to
reach final resolution of matters involved. Final resolution of system issues shall occur within
ninety (90) calendar days from referral to TENNCARE.
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Section 2.9.15.3 shall be amended by adding a new Section 2.9.15.3.1 which shall read as
follows:

2.9.15.3.1 If a member receiving home health or private duty nursing services will be subject to a
reduction in covered services provided by the CONTRACTOR upon turning twenty-one (21)
years of age and the member also receives HCBS Waiver services from DIDD, the
CONTRACTOR, DIDD, and the Independent Support Coordinator (ISC) as applicable shall,
pursuant to policies and processes established by TENNCARE, coordinate benefits to
implement any changes in HCBS Waiver Services at the same time that MCO services are
reduced to ensure as seamless a transition as possible.

Section 2.11.8 shall be amended by adding a new Section 2.11.8.1.3 as follows and
renumbering the existing Section accordingly, including any references thereto.

2.11.8.1.3 To the extent the CONTRACTOR has delegated credentialing agreements in place with any
approved delegated credentialing agency, the CONTRACTOR shall ensure all providers
submitted to the CONTRACTOR from the delegated credentialing agent is loaded to its
provider files and into its claims processing system within thirty (30) calendar days of receipt.

Section 2.11.8.4.1.2.4 shall be amended by adding a new Section 2.11.8.4.1.2.4.1 as follows:

2.11.8.4.1.2.4.1 Has a policy and process in place to address exception requests for workers who fail
a criminal background check (see Section 2.9.7.6);

Section 2.12.4 shall be deleted in its entirety and the existing Section 2.12.10 shall be deleted
and replaced by a new Section 2.12.8 as follows, the remaining Sections shall be
renumbered accordingly including any references thereto.

No other terms or conditions agreed to by the CONTRACTOR and the provider shall negate or supersede
the requirements listed in Section 2.12.9 below.

Section 2.12.9.66.1 shall be deleted and replaced as follows:

2.12.9.66.1 Language that no person on the grounds of handicap, and/or disability, age, race, color,
religion, sex, national origin, or any other classifications protected under federal or state laws
shall be excluded from participation in, except as specified in Section 2.3.5, or be denied
benefits of, or be otherwise subjected to discrimination in the performance of provider’s
obligation under its agreement with the CONTRACTOR or in the employment practices of
the provider.
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The renumbered Section 2.12.10.10 shall be deleted and replaced as follows:

2.12.10.10

Require the nursing facility to comply with federal Preadmission Screening and Resident
Review (PASRR) requirements applicable to all nursing facility residents, regardless of
payor source, including ensuring that a level I screening has been completed prior to
admission, a level II evaluation has been completed prior to admission when indicated by
the level I screening, and a review is completed based upon a significant physical or
mental change in the resident’s condition that might impact the member’s need for or
benefit from specialized services. The facility shall collaborate with the CONTRACTOR
and with other providers as needed to help ensure that current information regarding the
member’s mental health or intellectual disabilities needs (as available) is reflected in the
PASRR screening in order to support an appropriate PASRR determination.

Section 2.13.1.8 shall be deleted and replaced by new Sections 2.13.1.8 and 2.13.1.9 as

follows:

2.13.1.8

2.13.1.8.1

2.13.1.8.2

2.13.1.8.3

2.13.1.84

2.13.1.85

2.13.1.9

The CONTRACTOR agrees to implement retrospective episode based reimbursement and
PCMH strategies consistent with Tennessee’s multi-payer payment reform initiative in a
manner and on a timeline approved by TENNCARE. This includes:

Using a the retrospective administrative process that is aligned with the model designed by
TENNCARE;

Implementing key design choices as directed by TENNCARE, including the definition of
each episode and definition of quality measures;

Delivering performance reports with same appearance and content as those designed by the
state / payer coalition;

Implementation at a pace dictated by the State, likely 3-5 new episodes per quarter with
appropriate lead time to allow payers and provider contracting;

Participate in a State-led process to design and launch new episodes, including the seeking of
clinical input from payer medical teams and clinical leaders throughout Tennessee.

The CONTRACTOR shall implement State Budget Reductions and Payment Reform
Initiatives, including retrospective episode based reimbursement, as described by
TENNCARE. The CONTRACTOR’s failure to implement State Budget Reductions and/or
Payment Reform Initiatives as described by TENNCARE may, at the discretion of
TENNCARE, result in the CONTRACTOR forfeiting savings that would have been realized
based on the timely implementation, including the forfeiture of recoupment from providers.

Section 2.13.3.3 shall be deleted and replaced as follows:

2.13.33

If, prior to the end date specified by TENNCARE in its approval of Level II reimbursement
for nursing facility services, the CONTRACTOR determines that the member no longer
needs and/or the nursing facility is no longer providing the skilled and/or rehabilitative
services for which Level II reimbursement of nursing facility services was approved by
TENNCARE, the CONTRACTOR shall notify TENNCARE and, as appropriate, shall submit
a request to modify the member’s level of reimbursement for nursing facility services. The
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CONTRACTOR shall submit documentation as specified by TENNCARE to support the
request. The CONTRACTOR may reimburse the nursing facility at the Level 1 (rather than
Level 1I) per diem rate only when such rate is billed by the nursing facility and there is an
approved LOC eligibility segment for such level of reimbursement or upon approval from
TENNCARE of a reduction in the member’s level of care (i.e., reimbursement) as reflected
on the outbound 834 enrollment file.

81.  Section 2.14.1.15.1 shall be deleted and replaced as follows:

2.14.1.15.1

The CONTRACTOR shall ensure that level 11 reimbursement of nursing facility care is
provided for CHOICES members who have been determined by TENNCARE to be
eligible for Level II reimbursement of nursing facility care for the period specified by
TENNCARE, except when level I reimbursement is billed by the nursing facility and
there is an approved LOC eligibility segment for such level of reimbursement. The
CONTRACTOR shall monitor the member’s condition, and if the CONTRACTOR
determines that, prior to the end date specified by TENNCARE, the member no longer
requires and/or the facility is no longer providing the skilled and/or rehabilitative services
for which Level 11 reimbursement of nursing facility care was approved by TENNCARE,
the CONTRACTOR may submit to TENNCARE a request to modify the member’s level
of reimbursement for nursing facility services. The CONTRACTOR shall submit
documentation as specified by TENNCARE to support the request. The CONTRACTOR
may reimburse the nursing facility at the Level I (rather than Level 1) per diem rate only
when such rate is billed by the nursing facility and there is an approved LOC eligibility
segment for such level of reimbursement or upon approval from TENNCARE of a
reduction in the member’s level of care (i.e., reimbursement) as reflected on the outbound
834 enrollment file.

82.  Section 2.14.5.2 and Section 2.14.5.5 shall be deleted and replaced as follows:

2.14.5.2

2.145.5

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 (i.e., reimbursement, including the duration of such level of
reimbursement) approved by TENNCARE (see Section 2.14.1.15), except that the
CONTRACTOR may reimburse a facility at the Level I per diem rate when such lesser rate is
billed by the facility and there is an approved LOC eligibility segment for such level of
reimbursement,

The CONTRACTOR may determine the duration of time for which CHOICES HCBS will be
authorized. However, the CONTRACTOR shall be responsible for monitoring its
authorizations and for ensuring that there are no gaps in authorizations for CHOICES HCBS
in accordance with the plan of care. The CONTRACTOR shall further be responsible for
ensuring that service authorizations are consistent with the plan of care, including the
schedule at which services are needed and any updates to the plan of care and/or schedule,
and except in the following circumstance, for notifying providers in advance when a service
authorization (including a schedule) will be changed. Retroactive entry or adjustments in
service authorizations for CHOICES HCBS should be made only when required to
accommodate payment of services that had been authorized but an adjustment in the schedule
of services was required based on the member’s needs.

25



Amendment 16 (cont.)

83.  Sections 2.15.3.1 through 2.15.3.2.6 shall be deleted and replaced as follows:

2.153.1

2.153.1.1

2.153.1.2

2.153.2

The CONTRACTOR shall perform at least two (2) clinical and three (3) non-clinical PIPs.
Clinical PIPs include projects focusing on prevention and care of acute and chronic
conditions, high-volume setvices, high-risk services, and continuity and coordination of care;
non-clinical PIPs include projects focusing on availability, accessibility, and cultural
competency of services, interpersonal aspects of care, and appeals, grievances, and other
complaints.

The two (2) clinical PIPs shall include one (1) in the area of behavioral health that is relevant
to one of the Population Health programs for bipolar disorder, major depression, or
schizophrenia and one (1) in the area of either child health or perinatal (prenatal/postpartum)
health.

One (1) of the three (3) non-clinical PIPs shall be in the area of long-term care. The
CHOICES special study may not be used as a PIP. The CONTRACTOR shall use existing
processes, methodologies, and protocols, including the CMS protocols.

The CONTRACTOR shall ensure that CMS protocols for PIPs are followed and that all steps
outlined in the CMS protocols for performance improvement projects are documented.

84.  Section 2.15.6.2 shall be deleted and replaced as follows:

2.15.6.2

Annually, beginning in 2009, the CONTRACTOR shall conduct a CAHPS survey. The
CONTRACTOR shall enter into an agreement with a vendor that is certified by NCQA to
perform CAHPS surveys. The CONTRACTOR’s vendor shall perform the CAHPS adult
survey, CAHPS child survey and the CAHPS children with chronic conditions survey using
the most current CAHPS version specified by NCQA. Survey results shall be reported to
TENNCARE separately for each required CAHPS survey listed above. The survey results
shall be reported separately for each Grand Region in which the CONTRACTOR operates.
Survey results shall be submitted to TENNCARE, NCQA and TENNCARE’s EQRO
annually by June 15 of each calendar year beginning in 2009.

85. Section 2.15.7.1.4.3, 2.15.7.1.4.6, and 2.15.7.1.4.7 shall be deleted and replaced as follows:

2.15.7.14.3

2.157.14.6

Requiring that its staff and contract CHOICES HCBS providers immediately (which shall
not exceed twenty-four hours) take steps to prevent further harm to any and all members
and respond to any emergency needs of members. If the allegation is in reference to a
CHOICES HCBS worker, the worker shall be immediately released from providing
services to any TennCare member until the investigation is complete.

Defining the role and responsibilities of the fiscal employer agent (see definition in
Section 1) in reporting, any critical incidents, which shall include reporting incidents to
the CONTRACTOR using the process developed in a accordance with Section
2.15.7.1.4.1, and reporting to the CONTRACTOR within 24 hours in accordance with the
abuse and neglect plan protocols anytime there is a suspicion of abuse or neglect (see
Section 2.9.7.8.6); training employees, contractors of the FEA (including supports
brokers), and consumer-directed workers regarding reporting, and cooperating with the
investigation of any critical incidents; and training consumers and caregivers regarding
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2.15.7.1.4.7

critical incident reporting and management. Such role and responsibilities shall be
defined in a manner that is consistent with requirements in this Section 2.15.7.1.4 as well
as TENNCARE’s contract with the fiscal employer agent and the model contract between
the CONTRACTOR and the FEA.

Reviewing any FEA reports regarding critical incidents and investigate, as appropriate to
determine any necessary corrective actions needed by the member and/or his/her
representative to help ensure the member’s health and safety.

Section 2.15.7 shall be amended by adding a new Section 2.15.7.3 and renumbering the
remaining Section accordingly, including any references thereto.

2.15.7.3

2.157.3.1

Home Health Agency Critical Incident Reporting

The CONTRACTOR shall identify and track all significant Home Health Agency (HHA)
critical incidents involving non-CHOICES enrollees. A HHA critical incident shall include
those significant incidents that are reported to the CONTRACTOR from the HHA including
unexpected death, major/severe injury, safety issues, or suspected physical, mental or sexual
abuse or neglect. Each incident must be reported using the TENNCARE prescribed HHA
Critical Incident report template within twenty-four (24) hours of the CONTRACTOR
receiving information relative to such an incident. An updated report, including results of
investigation and next steps must be submitted to TENNCARE within thirty (30) calendar
days of notification of the incident.

Section 2.17.4.7.27 shall be amended by deleting the phrase “, and DHS” and deleting and
replacing the phrase “failure to notify DHS” with “failure to notify TENNCARE.

Section 2.17.5.3.5 shall be deleted and replaced as follows:

2.17.53.5

A notice of the right to file a discrimination complaint, as provided for by applicable federal
and state civil rights laws, including, but not limited to Title VI of the Civil Rights Act of
1964, the Age Discrimination Act of 1975, Title IX of the Education amendments of 1972,
Section 504 of the Rehabilitation Act of 1973, and Titles IT and III of the Americans with
Disabilities Act of 1990 that includes a phone number for assistance and a website link to the
complaint form. The notice shall be considered a Vital Document and shall be available at a
minimum in the English and Spanish languages;

Section 2.18.10.2 shall be deleted and replaced as follows:

2.18.10.2

The CONTRACTOR shall provide an education plan for all members with behavioral health
issues; education shall occur on a regular basis. At a minimum, educational materials shall
include information on medications and their side effects; behavioral health disorders and
treatment options; self-help groups, peer recovery services, family support services, and other
community support services available for members and families.
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90.  Section 2.19.3.18 shall be deleted and replaced as follows:

2.19.3.18 Member TennCare eligibility and eligibility-related grievances and appeals (including but not

limited to long-term care eligibility and enrollment), including termination of eligibility,
effective dates of coverage, and the determination of premium, copayment, and patient
liability responsibilities shall be directed to TENNCARE.,

91.  Section 2.20.1.8 shall be amended by deleting the word “repayment” and replacing it with
the phrase “recoupment or withhold” as follows:

2.20.1.8

This prohibition described above in Section 2.20.1.7 shall be limited to a specific provider(s),
for specific dates, and for specific issues, services or claims. The CONTRACTOR shall
check with the Bureau of TennCare, Program Integrity Unit before initiating any recoupment
or withhold of any program integrity related funds (See Section 2.20.1.7) to ensure that the
recoupment or withhold is permissible. In the event that the CONTRACTOR obtains funds in
cases where recoupment or withhold is prohibited under this section, the CONTRACTOR
will return the funds to the provider.

92.  Section 2.20.2.11 shall be amended by adding a new sentence as follows:

2.20.2.11

The CONTRACTOR, subcontractor and providers, whether contract or non-contract, shall,
upon request and as required by this Agreement or state and/or federal law, make available to
the TBI MFCU/OIG any and all administrative, financial and medical records relating to the
delivery of items or services for which TennCare monies are expended. Such records will be
made available at no cost to the requesting agency. In addition, the TBI MFCU/OIG shall, as
required by this Agreement or state and/or federal law, be allowed access to the place of
business and to all TennCare records of any contractor, subcontractor or provider, whether
contract or non-contract, during normal business hours, except under special circumstances
when after hour admission shall be allowed. Special circumstances shall be determined by the
TBI MFCU/OIG.

93.  Section 2.22.5 shall be amended by adding a new Section 2.22.5.4 as follows:

22254

The CONTRACTOR shall monitor, on an at least a monthly basis, the number of each long-
term care provider’s denied claims for long-term care services (NF and CHOICES HCBS),
and shall initiate training and technical assistance as needed to any long-term care provider
whose monthly volume of denied claims for long-term care services exceeds twenty percent
(20%). The CONTRACTOR shall submit to TENNCARE on a quarterly basis, a report of all
long-term care contractors for whom the number of denied claims for long-term care services
exceeded twenty percent (20%) of the total number of claims for long-term care services
submitted during any month, the total number and percent of denied claims for long-term care
services for that month, the total dollar value of denied claims for long-term care services, the
type of intervention (e.g., training or technical assistance) determined to be needed and
provided by the CONTRACTOR, and the current status of such denied claims (e.g.,
resubmitted, pending action by the provider, determined to be duplicate claims, etc.).
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Section 2.24.4.3 shall be deleted and replaced as follows:

22443

The CONTRACTOR’s abuse and neglect plan shall also define the role and responsibilities
of the FEA and supports broker (see definition in Section 1) in assessing and reducing a
member’s risk of abuse and neglect, identifying and reporting abuse and neglect, protecting a
member if abuse and/or neglect is suspected; training employees, contractors of the FEA
(including supports brokers), and consumer-directed workers regarding the protocols
identified in Sections 2.24.4.2.1 through 2.24.42.6 above; and training members and
caregivers regarding identification and reporting of suspected abuse and/or neglect. Such role
and responsibilities shall be defined in a manner that is consistent with requirements in this
Section 2.24.4 as well as TENNCARE’s contract with the fiscal employer agent and the
model contract between the CONTRACTOR and the FEA.

Sections 2.27.5.14, 2.27.5.20 and 2.27.5.24 shall be deleted and replaced as follows:

2.27.5.14

2.27.5.20

2.27.5.24

Create and implement policies and procedures to address present and future HIPAA/HITECH
regulatory requirements as needed, including, but not limited to: use and disclosure of data;
de-identification of data; minimum necessary access; accounting of disclosures; enrollee’s
right to amend, access, request restrictions; notice of privacy practices and right to file a
complaint, and breach notification;

Continue to protect and secure PHI AND personally identifiable information relating to
enrollees who are deceased for fifty (50) years following the date of an enrollee’s death,
effective September 23, 2013;

Obtain a third (3rd) party certification of their HIPAA standard transaction compliance ninety
(90) calendar days before the start date of operations, if applicable, and upon request by
TENNCARE.

Section 2.27.9.4.7 shall be deleted and replaced as follows:

2.27.9.477 1f a court issues a subpoena for a case record or for any CONTRACTOR representative to

testify concerning an applicant or beneficiary, the CONTRACTOR must notify the State at
least ten (10) days prior to the required production date so the State may work with the
CONTRACTOR regarding CONTRACTORs informing the court of the applicable statutory
provisions, policies, and regulations restricting disclosure of information, effective until Jan.
1, 2014; and

Sections 2.27.10.11.2, 2.27.10.11.3, and 2.27.10.11.4 shall be deleted and replaced as follows:

2.27.10.11.2  “Protected Health Information/Personally Identifiable Information” (PHI/PII) (45 C.F.R.

§ 160.103; OMB Circular M-06-19) — “Protected health information” or “PHI” means
individually identifiable health information that is: (i) Transmitted by electronic media;
(ii) Maintained in electronic media; or (iii) Transmitted or maintained in any other form
or medium.

227.10.11.3  “Personally Identifiable information” or “PII” refers to any information about an

individual maintained by an agency, including, but not limited to, education, financial
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transactions, medical history, and criminal or employment history and information which
can be used to distinguish or trace an individual’s identity, such as their name, social
security number, biometric records, etc., alone, or when combined with other personal or
identifying information which is lined or linable to a specific individual, such as date and
place of birth, mother’s maiden name, etc.

227.10.11.4  “Individually Identifiable Health Information” — information that is a subset of health

information, including demographic information collected from an individual, and: (O is
created or received by a health care provider, health plan, employer, or health care
clearinghouse; and (2) relates to the past, present, or future physical or mental health or
condition of an individual; the provision of health care to an individual; or the past,
present, or future payment for the provision of health care to an individual; and (i)
identifies the individual; or (ii) with respect to which there is a reasonable basis to believe
the information can be used to identify the individual.

Sections 2.27shall be amended by adding new Sections 2.27.11 through 2.27.13 as follows:

Sensitive Data Related to Alcohol and Drug Abuse Enrollee Records for Substance Abuse Treatment.

227111

227.11.2

This information has been disclosed to you from records protected by Federal confidentiality
rules (42 CFR part 2). The Federal rules prohibit you from making any further disclosure of
this information unless further disclosure is expressly permitted by the written consent of the
person to whom it pertains or as otherwise permitted by 42 CFR part 2.

A general authorization for the release of medical or other information is NOT sufficient for
this purpose. The Federal rules restrict any use of the information to criminally investigate or
prosecute any alcohol or drug abuse patient. 42 C.F.R. § 2.32 (SAMHSA)

Federal Tax Information (FTI).

227121

2.27.12.2

Any FTI made available shall be used only for the purpose of carrying out the provisions of
this Agreement.

Information contained in such material shall be treated as confidential and shall not be
divulged or made known in any manner to any person except as may be necessary in the
performance of this Agreement. Inspection by or disclosure to anyone other than an officer of
employer of the Grantee is strictly prohibited.

Failure to comply with federal regulations regarding HIPAA/HITECH, SSA, Medicaid. CHIP,
SAMHSA, and FTI data may result in criminal and civil fines and penalties.

Sections 2.28.3, 2.28.6.2, and 2.28.7 shall be deleted and replaced as follows:

The CONTRACTOR’s non-discrimination compliance plan shall include written policies and
procedures that demonstrate non-discrimination in the provision of services to members. The policy
shall also demonstrate non-discrimination in the provision of language assistance services for
members with Limited English Proficiency and those requiring communication assistance in
alternative formats (see Section 2.18.2). These policies and procedures shall be prior approved in
writing by TENNCARE.
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Discrimination Complaints against the CONTRACTOR’s Providers, Provider’s Employees and/or
Provider’s Subcontractors. Should complaints concerning alleged acts of discrimination committed
by the CONTRACTOR’s providers, provider’s employees and/or subcontractors related to the
provision of and/or access to TennCare covered services be reported to the CONTRACTOR, the
CONTRACTOR’s nondiscrimination compliance officer shall inform TENNCARE of such
complaints within two (2) business days from the date CONTRACTOR learns of such complaints. If
TENNCARE requests that the CONTRACTOR’S nondiscrimination compliance officer assist
TENNCARE with conducting the initial investigation, the CONTRACTOR’S nondiscrimination
compliance officer within five (5) business days from the date of the request shall start the initial
investigation. Once an initial investigation has been completed, the CONTRACTOR’s
nondiscrimination compliance officer shall report his/her determinations to TENNCARE. At a
minimum, the CONTRACTOR’s nondiscrimination compliance officer’s report shall include the
identity of the party filing the complaint; the complainant’s relationship to the CONTRACTOR; the
circumstances of the complaint; date complaint filed; and the CONTRACTOR s suggested resolution.
TENNCARE shall review the CONTRACTOR’s initial investigations and determine the appropriate
resolutions for the complaints as set forth in Section 2.28.6.3 below. TENNCARE reserves the right
to investigate and resolve all complaints concerning alleged acts of discrimination committed by the
CONTRACTOR’s providers, and subcontractors.

The CONTRACTOR shall use and have available to TennCare enrollees, TennCare’s Discrimination
complaint form Jocated on TennCare’s website under the nondiscrimination link at
http://www.tn.gov/tenncare/members.shtml. The discrimination complaint form shall be provided to
TennCare enrollees upon request and in the member handbook. This complaint form shall be
considered a Vital Document and shall be available at a minimum in the English and Spanish
languages. When requests for assistance to file a discrimination complaint are made by enrollees, the
CONTRACTOR shall assist the enrollees with submitting complaints to TENNCARE. In addition,
the CONTRACTOR shall inform its employees, providers, and subcontractors how to assist
TENNCARE enrollees with obtaining discrimination complaint forms and assistance from the
CONTRACTOR with submitting the forms to TENNCARE and the CONTRACTOR.

Section2.29.1.3 shall be amended by adding a new Section 2.29.1.3.19 as follows and the
remaining Section shall be renumbered accordingly, including any references thereto.

2.29.1.3.19 A staff person to serve as the Litigation Hold Contact. This individual shall be responsible
for responding to all litigation hold requests from TENNCARE;

Section 2.30.1 shall be amended by adding a new Section 2.30.1.8 which shall read as
follows:

2.30.1.8 In accordance with the requirements set forth in 42 U.S.C. § 300kk, the CONTRACTOR
must develop and maintain the ability to collect and report data on race, ethnicity, sex,
primary language, and disability status for applicants and members and from applicants’ and
members’ parents or legal guardians if applicants or members are minors or legally
incapacitated individuals. In collecting this data the CONTRACTOR shall use the Office of
Management and Budget (OMB) standards, at a minimum, for race and ethnicity measures.
Race and Ethnic Standards established for Federal Statistics and Administrative Reporting
include the following categories as defined by the OMB:
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2.30.1.8.1 Race — American Indian or Alaska Native, Asian, black or African American, native

Hawaiian or other Pacific Islander, white;

2.30.1.8.2  Ethnicity — Hispanic or Latino, Not Hispanic or Latino.

Section 2.30.5 through 2.30.5.3 shall be deleted and replaced as follows:

Population Health Reports

2.30.5.1

23052

23053

2.30.54

The CONTRACTOR shall submit a quarterly Population Health Update Report addressing
all seven (7) Population Health Programs (see Section 2.8.4 of this Agreement). The report
shall include process and operational data and any pertinent narrative to include any staffing
changes, training or new initiatives occurring in the reporting period.

The CONTRACTOR shall submit a quarterly Population Health Stratification Data Report,
through the current secure system, which shall include a list in Comma Separated Value
(CSV) format consisting of the name, ID, DOB, stratification or all risk levels and the
corresponding dates of eligibility for the level and program assignments for all of the
CONTRACTOR’s members (see Section 2.8.11.5).

The CONTRACTOR shall submit annually, on December 1 after the close of the state fiscal
year, a Population Health Annual Report in the format described in the annual report
template provided by TENNCARE. The report shall include active participation rates, as
designated by NCQA, for programs with active interventions. Short term and intermediate
outcome data reporting is required. Member satisfaction shall be reported based upon NCQA
requirements along with functional status for members in the Chronic Care Management and
Complex Case Management programs.

The CONTRACTOR shall submit annually on March 30, a Population Health Program
Description following the guidance provided by TENNCARE addressing Section 2.8 of this
Agreement. The program description shall include a written description of how the plan
assures that members less than 21 years of age will have their health risks identified and their
health needs met at the appropriate risk Level. The program description shall also include a
CHOICES narrative as outlined in Section 2.8.11 of this Agreement and address the Clinical
Practice Guidelines reference in Section 2.8.6 of this Agreement.

Sections 2.30.6.1 and 2.30.6.1.1 shall be deleted in its entirety and the remaining Sections
shall be renumbered accordingly, including any references thereto.

Section 2.30.6 shall be amended by adding a new Section 2.30.6.4 as follows and
renumbering the remaining Sections accordingly.

2.30.6.4

The CONTRACTOR shall submit a monthly Nursing Facility Short-Term Stay Report in a
format specified by TENNCARE that includes but it not limited to, for each Group 2 and
Group 3 member utilizing the short-term NF stay benefit, the name of each Group 2 and
Group 3 member receiving short-term NF services, the NF in which s/he currently resides,
the date of admission for short-term stay, the number of days of short-term NF stay utilized
for this admission, and the anticipated date of discharge back to the community. For any
member exceeding the ninety (90)-day limit on short-term NF stay, the CONTRACTOR shall
include explanation regarding why the benefit limit has been exceeded, and specific actions
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the CONTRACTOR is taking to facilitate discharge to the community or transition to Group
1, as applicable, including the anticipated timeline.

Section 2.30.12 shall be amended by adding back Section 2.30.12.9 as follows which was
previously deleted in error.

2.30.12.9 The CONTRACTOR shall submit a quarterly Behavioral Health Adverse Occurrences Report
in accordance with Section 2.15.7.2 that provides information, by month regarding specified
measures, which shall include but not be limited to the following:

2.30.12.9.1 The number of adverse occurrences, overall and by:
2.30.12.9.1.1  Date of occurrence

2.30.12.9.1.2  Type of adverse occurrence;

2.30.129.1.3  Location;

2.30.12.9.14  Provider name; and

2.30.12.9.1.5  Action Taken by Facility/Provider.
Section 2.30.17 shall be amended by adding a new Section 2.30.17.6 as follows:

2.30.17.6 The CONTRACTOR shall submit to TENNCARE on a quarterly basis, a Denied Claims
Report on all long-term care contractors (NF and HCBS) for whom the number of denied
claims for long-term care services exceeded twenty percent (20%) of the total number of
claims for long-term care services submitted during any month. The report shall include the
name and provider number of the long-term care contractor, the total number and percent of
denied claims for long-term care services for that month, the total dollar value of denied
claims for long-term care services, the type of intervention (e.g., training or technical
assistance) determined to be needed and provided by the CONTRACTOR, and the current
status of such denied claims (e.g., resubmitted, pending action by the provider, determined to
be duplicate claims, etc.).

Section 3.4.8 shall be deleted and replaced as follows:
In the event the amount of the five and one half percent (5.5%) premium tax is increased or decreased

during the term of this Agreement, the payments shall be increased or decreased by an amount equal to
the increase/decrease in premium payable by the CONTRACTOR.

Section 3.16.1.1 shall be deleted and replaced as follows:
3.16.1.1.  In no event shall the maximum liability of the State under this Agreement during the original

term of the Agreement exceed six billion, eight hundred eight million, one hundred seventy
thousand, one hundred twenty nine dollars ($6,808,170,129.00).
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109.  Section 4.4.8.2.12 shall be deleted and replaced as follows:

4.4.82.12 File all reports concerning the CONTRACTOR’s operations during the term of the
Agreement in the manner described in this Agreement. Required reporting shall include, but
not be limited to any necessary data and/or reporting required to comply with the Medicaid
Payment for Primary Care as required in Section 2.13.8 of this Agreement;

110.  Section 4.20.2.2.7 shall be amended by adding new PROGRAM ISSUES, LEVELs A.33

and A.34 as follows:

A33

Failure to ensure that a member
utilizing the short-term stay
benefit is transitioned from
Group 2 or Group 3, as
applicable, to Group 1 at any
time a) it is determined that the
stay will not be short-term or the
member will not transition back
to the community; and b) prior to
exhausting the ninety (90)-day
short-term NF benefit covered
for CHOICES Group 2 and
Group 3 members (see Section
2.6.1.5.3.1)

$500 per day, per occurrence for each calendar day
that a member exceeds the ninety (90) day benefit
[imit in accordance with this agreement. These
amounts shall be multiplied by two (2) when the
CONTRACTOR has not complied with the Caseload
and Staffing recommendations as specified in Section
2.9.6.11.9 of this Agreement

A34

Failure to complete and submit to
TENNCARE at least eight (8)
business days prior to expiration
of a member’s current LOC
eligibility segment, a new LOC
assessment, including all required
supporting documentation needed
to appropriately determine the
member’s LOC eligibility going
forward (see Section
2.9.6.93.1.2)

$500 per day, per occurrence for each calendar day
beyond eight (8) business days prior to expiration of
the member’s current LOC eligibility segment. These
amounts shall be multiplied by two (2) when the
CONTRACTROR has not complied with the Caseload
and Staffing recommendations as specified in Section
2.9.6.11.9 of this Agreement

111.  Section 4.32.1 shall be deleted and replaced as follows:

4.32.1 No person on the grounds of handicap, and/or disability, age, race, color, religion, sex, national origin, or
any other classifications protected under federal or state laws shall be excluded from participation in,
except as specified in Section 2.3.6 of this Agreement, or be denied benefits of, or be otherwise subjected
to discrimination in the performance of this Agreement or in the employment practices of the

CONTRACTOR.
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Mental Health Case Management Services in Attachment I shall be amended by deleting and
replacing the paragraphs labeled “Level 2a and Level 2b” as follows:

Level 2a and Level 2b

Level 2 mental health case management is a less intensive level of service than Level 1 and is focused on
resilience and recovery. The CONTRACTOR shall ensure that level 2 mental health case management is
provided to individuals whose symptoms are at least partially stabilized or reduced in order to allow
treatment and rehabilitation efforts,

Where available, peer recovery services and family support services may be used as an adjunct to the case
manager in monitoring the member prior to discharge from Level 2 case management. However, at no
time should peer recovery services and family support services in the form of Certified Peer Recovery
Specialist and/or Certified Family Support Specialists, or any other form, become a substitute for case
managers in the delivery of case management services.

Psychiatric Rehabilitation Services in Attachment I shall be amended by deleting and
replacing the paragraphs labeled “Peer Support” and adding new paragraphs labeled
Family Support Services as follows:

Peer Recovery Services

Peer recovery services allow individuals to direct their own recovery and advocacy process and are
provided by persons who are or have been consumers of the behavioral health system and are Certified
Peer Recovery Specialists. A Certified Peer Recovery Specialist is a person who has identified himself or
herself as having received or is receiving mental health, substance abuse or co-occurring disorder services
in his or her personal recovery process, has undergone training recognized by the Tennessee Department
of Mental Health and Substance Abuse Services on how to assist peers with the recovery process and
received certification.

These services include providing assistance with more effectively utilizing the service delivery system
(e.g. assistance in developing plans of care, accessing services and supports, partnering with
professionals) or understanding and coping with the stressors of the person’s illness through support
groups, role modeling, and mentoring. Activities which promote socialization, recovery, self-advocacy,
development of natural supports, and maintenance of community living skills are rendered so individuals
can educate and support each other in the acquisition of skills needed to manage their illnesses and access
resources within their communities. Services are often provided during the evening and weekend hours.

Family Support Services

Family support services are used to assist other caregivers of children or youth diagnosed with emotional,
behavioral, or co-occurring disorders, and are provided by persons who are a Certified Family Support
Specialist. A Certified Family Support Specialist is a person who has previously self-identified as the
caregiver of a child or youth with an emotional, behavioral or co-occurring disorder and who has
successfully navigated the child-serving systems to access treatment and resources necessary to build
resiliency and foster success in the home, school, and community. This individual has successfully
completed training recognized by TDMHSAS on how to assist other caregivers in fostering resiliency
in their child based on the principles of resiliency and  recovery.
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These services include assisting caregivers in managing their child’s illness and fostering resiliency  and
hope in the recovery process. These direct caregiver-to-caregiver support services include, but are not
limited to, developing formal and informal supports, assisting in the development of strengths-based
family and individual goals, serving as an advocate, mentor, or facilitator for resolution of issues that a
caregiver is unable to resolve on his or her own, or providing education on system navigation and skills
necessary to maintain a child with emotional, behavioral or co-occurring disorders in their home
environment,

The Definition under Crisis Services in Attachment I shall be deleted and replaced as
follows:

Definition

Behavioral health crisis services shall be rendered to individuals with a mental health or substance
use/abuse issue when there is a perception of a crisis by an individual, family member, law enforcement,
hospital staff or others who have closely observed the individual experiencing the crisis. Crisis services
are available twenty-four (24) hours a day, seven (7) days a week. Crisis services include twenty-four (24)
hour toll free telephone lines answered in real time by trained crisis specialists and face-to-face crisis
services including, but not limited to: prevention, triage, intervention, evaluation/referral for additional
services/treatment, and follow-up services. Certified Peer Recovery Specialists and/or Certified Family
Support Specialists shall be utilized in conjunction with crisis specialists to assist adults and children in
alleviating and stabilizing crises and promote the recovery process as appropriate. Behavioral health crisis
service providers are not responsible for pre-authorizing emergency involuntary hospitalizations.

The Mental Health Crisis Response Services - Community Face-to-Face Response Protocols provide
guidance for calls that are the responsibility of a crisis response service to determine if a Face-to-Face
evaluation is warranted and those that are not the responsibility of the crisis response service. These
Protocols were developed to ensure that consumers who are experiencing a behavioral health crisis and
have no other resources receive prompt attention. All responses are first determined by clinical judgment.

Guidance for All Calls:

* For calls originating from an Emergency Dept., telehealth is the preferred service delivery method for
the crisis response service

* After determining that there is no immediate harm, ask the person if he or she can come to the closest
walk-in center

e If a Mandatory Pre-screening Agent (MPA) not employed by a crisis response service is available,
there may be no need for a crisis evaluation by mobile crisis

e Forall other calls, unless specified in the Protocols, if a person with mental illness is experiencing the
likelihood of immediate harm then a response is indicated.
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115.  Attachment III shall be deleted and replaced as follows:

ATTACHMENT 111
GENERAL ACCESS STANDARDS

In general, contractors shall provide available, accessible, and adequate numbers of institutional facilities, service
locations, service sites, professional, allied, and paramedical personnel for the provision of covered services,
including all emergency services, on a 24-hour-a-day, 7-day-a-week basis. At a minimum, this shall include:

e Primary Care Physician or Extender:
(a) Distance Rural: 30 miles
(b) Distance Urban: 20 miles
(c) Patient Load: 2,500 or less for physician; one-half this for a physician extender.

(d) Appointment/Waiting Times: Usual and customary practice (see definition below), not to exceed
3 weeks from date of a patient’s request for regular appointments and 48 hours for urgent care.
Waiting times shall not exceed 45 minutes.

(e) Documentation/Tracking requirements:

+ Documentation - Plans must have a system in place to document appointment scheduling
times.

+ Tracking - Plans must have a system in place to document the exchange of member
information if a provider, other than the primary care provider (i.e., school-based clinic or
health department clinic), provides health care.

® Specialty Care and Emergency Care: Referral appointments to specialists (e.g., specialty physician
services, hospice care, home health care, substance abuse treatment, rehabilitation services, etc.) shall not
exceed 30 days for routine care or 48 hours for urgent care. All emergency care is immediate, at the
nearest facility available, regardless of contract. Waiting times shall not exceed 45 minutes.

e Hospitals

(a) Transport distance will be the usual and customary, not to exceed 30 miles, except in rural areas
where access distance may be greater. If greater, the standard needs to be the community standard
for accessing care, and exceptions must be justified and documented to the State on the basis of

community standards.

¢ Long-Term Care Services:

Transport distance to licensed Adult Day Care providers will be the usual and customary not to exceed 20
miles for TennCare enrollees in urban areas, not to exceed 30 miles for TennCare enrollees in suburban
areas and not to exceed 60 miles for TennCare enrollees in rural areas except where community standards
and documentation shall apply.
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General Optometry Services:

(a) Transport distance will be the usual and customary, not to exceed 30 miles, except in rural areas
where community standards and documentation shall apply.

(b) Appointment/Waiting Times: Usual and customary not to exceed 3 weeks for regular
appointments and 48 hours for urgent care. Waiting times shall not exceed 45 minutes.

All other services not specified here shall meet the usual and customary standards for the community as
determined by TENNCARE.

TENNCARE will evaluate the need for further action when the above standards are not met. At its sole
discretion TENNCARE may elect one of three options: (1) TENNCARE may request a Corrective
Action Plan (CAP), (2) a Request for Information (RFI), (3) or an On Request Report (ORR) depending
on the severity of the deficiency.

The requested CAP, RFI or ORR response shall detail the CONTRACTOR’s network adequacy
considering any alternate measures, documentation of unique market conditions and/or its plan for
correction. If TENNCARE determines the CONTRACTOR’s response demonstrates existence of
alternate measures or unique market conditions, TENNCARE may elect to request periodic updates from
the CONTRACTOR regarding efforts to address such conditions.

Attachment V shall be deleted and replaced as follows:

ATTACHMENT V
ACCESS & AVAILABILITY FOR BEHAVIORAL HEALTH SERVICES

The CONTRACTOR shall adhere to the following behavioral health network requirements to ensure access
and availability to behavioral health services for all members (adults and children). For the purpose of
assessing behavioral health provider network adequacy, TENNCARE will evaluate the CONTRACTOR s
provider network relative to the requirements described below. Providers serving adults will be evaluated
separately from those serving children.

Access to Behavioral Health Services

The CONTRACTOR shall ensure access to behavioral health providers for the provision of covered services.
At a minimum, this means that:

The CONTRACTOR shall have provider agreements with providers of the services listed in the table below
and meet the geographic and time for admission/appointment requirements.
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Service Type

Geographic Access Requirement

Maximum Time for
Admission/
Appointment

Psychiatric Inpatient Hospital
Services

Travel distance does not exceed 90
miles for at least 90% of members

4 hours (emergency
involuntary)/24 hours
(involuntary)/24 hours

(voluntary)

24 Hour Psychiatric Residential
Treatment

The CONTRACTOR shall contract
with at least one (1) provider of service
in the Grand Region for ADULT
members

Travel distance does not exceed 60
miles for at least 75% of CHILD
members and does not exceed 90 miles
for at least 90% of CHILD members

Within 30 calendar
days

Outpatient Non-MD Services

Travel distance does not exceed 30
miles for ALL. members

Within 10 business
days; if urgent, within
48 hours

Intensive OQutpatient (may
include Day Treatment (adult),
Intensive Day Treatment
(Children & Adolescent) or
Partial Hospitalization

Travel distance does not exceed 90
miles for at least 90% of members

Within 10 business
days; if urgent, within
48 hours

Inpatient Facility Services
(Substance Abuse)

Travel distance does not exceed 90
miles for at least 90% of members

Within 2 calendar days;
for detoxification -
within 4 hours in an
emergency and 24
hours for non-
emergency

24 Hour Residential Treatment
Services (Substance Abuse)

The CONTRACTOR shall contract
with at least one (1) provider of service
in the Grand Region for ADULT
members

The CONTRACTOR shall contract
with at least one (1) provider of service
in the Grand Region for CHILD
members

Within 10 business
days

Outpatient Treatment Services
(Substance Abuse)

Travel distance does not exceed 30
miles for ALL members

Within 10 business
days; for detoxification
— within 24 hours

Mental Health Case
Management

Not subject to geographic access
standards

Within 7 calendar days

Psychosocial Rehabilitation
(may include Supported
Employment, Iliness Management

Not subject to geographic access
standards

Within 10 business
days
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& Recovery, Peer Recovery
services or Family Support
service
Supported Housing Not subject to geographic access | Within 30 calendar
standards days
Crisis Serviees (Mobile) Not subject to geographic access Face-to-face contact
standards within 1 hour for
emergency situations
and 4 hours for urgent
situations
Crisis Stabilization Not subject to geographic access Within 4 hours of
standards referral

TENNCARE will evaluate the need for further action when the above standards are not met. At its sole
discretion TENNCARE may elect one of three options: (1) TENNCARE may request a Corrective Action
Plan (CAP), (2) a Request for Information (RFI), (3) or an On Request Report (ORR) depending on the
severity of the deficiency.

The requested CAP, RFI or ORR response shall detail the CONTRACTOR’s network adequacy considering
any alternate measures, documentation of unique market conditions and/or its plan for correction. If
TENNCARE determines the CONTRACTOR’s response demonstrates the existence of alternate measures or
unique market conditions, TENNCARE may elect to request periodic updates from the
CONTRACTOR regarding efforts to address such conditions.

At a minimum, providers for the following service types shall be reported on the Provider Enrollment File:

Service Code(s) for use in
Service Type position 330-331 of the
Provider Enroliment File

Psychiatric Inpatient Hospital Services Adult- 11,79, 85

Child— A1 or H9
24 Hour Psychiatric Residential Treatment Adult - 13, 81, 82

Child — A9, H1, or H2
Outpatient MD Services (Psychiatry) Adult- 19

Child - B5
Outpatient Non-MD Services Adult-20

Child - B6
Intensive Outpatient/ Partial Hospitalization Adult - 21, 23, 62

Child - B7, C2, C3
Inpatient Facility Services Adult-15,17
(Substance Abuse) Child ~ A3, A5
24 Hour Residential Treatment Services Adult - 56
(Substance Abuse) Child - F6
Outpatient Treatment Services Adult—27 or 28
(Substance Abuse) Child —~ D3 or D4
Mental Health Case Management Adult - 31, 66, or 83

Child - C7, D7, G2, G6, or

K1
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Psychiatric Rehabilitation Services:
Psychosocial Rehabilitation 42
Supported Employment 44
Peer Recovery Services 88
Family Support Services 49
lllness Management & Recovery 91
Supported Housing 32 and 33
Crisis Services (Mobile) Adult - 37, 38, 39
Child - D8, D9, El
Crisis Respite Adult —40
Child - E2
Crisis Stabilization Adult 41

117.  Attachment VIII shall be amended by deleting and replacing Items 113 and 114 with new
Items 113, 114 and 115, adding a new Item 119 and by deleting and replacing the
renumbered Items 179 through 181 with new Items 179 through 183 as follows:

113. Population Health Stratification Data Report (see Section 2.30.5.2)
114. Population Health Annual Report (see Section 2.30.5.3)

115. Population Health Program Description (see Section 2.30.5.4)

119. Monthly Nursing Facility Short-Term Stay Report (see Section 2.30.6.4)

179. Monthly Focused Claims Testing Report (see Section 2.30.17.2)

180. EOB Report (see Section 2.30.17.3)

181. Claims Activity Report (see Section 2.30.17.4)

182. CHOICES Cost Effective Alternatives Report (see Section 2.30.17.5)

183. Quarterly Denied Claims Report (See Section 2.30.17.6)

118.  Exhibit B of Attachment IX shall be amended by deleting the word “Peer Support” and
replacing it with “Peer Recovery Services and Family Support Services”.
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119.  Attachment XII shall be amended by adding new Exhibits I, J and K as follows:

EXHIBIT I
CAPITATION RATES - Annual Risk Adjusted
MIDDLE
UnitedHealthcare
EFFECTIVE July 1, 2012
Per Member Per
Aid Category Age Group Month
Medicaid (TANF & Related) Age Under 1 $ 58337
And Agel-13 $ 102.84
Standard Spend Down Age 14 - 20 Female $ 23412
Age 14 - 20 Male $ 147.86
Age 21 - 44 Female $ 390.38
Age 21 - 44 Male $ 25473
Age 45—~ 64 $ 42978
Age 65 + $ 44659
Uninsured/Uninsurable Age Under 1 $ 583.37
Age1-13 $ 9259
Age 14 - 19 Female $ 14870
Age 14 — 19 Male $ 135.60
Disabled Age <21 $ 222576
Age 21 + $ 1,038.01
Duals/Waiver Duals All Ages $ 22417
CHOICES Rate CHOICES 1 Duals $ 3,741.80
CHOICES 2 Duals $ 374180
CHOICES 3 Duals $ 144203
CHOICES 1 Non-Duals $ 564180
CHOICES 2 Non-Duals $ 5641.80
CHOICES 3 Non-Duals $ 4,167.38
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EXHIBIT J
CAPITATION RATES includes

One Time Adjustment CHOICES Acuity Based Funding

MIDDLE
UnitedHealthecare
EFFECTIVE July 1, 2012
Per Member Per
Aid Category Age Group Month
Medicaid (TANF & Related) Age Under 1 $ 583.37
And Agel-13 $ 102.84
Standard Spend Down Age 14 - 20 Female $ 23412
Age 14 - 20 Male $ 147.86
Age 21 - 44 Female $ 39038
Age 21 - 44 Male $ 25473
Age 45— 64 $ 42978
Age 65 + $ 44659
Uninsured/Uninsurable Age Under 1 $ 583.37
Agel-13 $ 9259
Age 14 - 19 Female $ 148.70
Age 14— 19 Male $ 13560
Disabled Age <21 $ 222576
Age2] + $ 1.038.01
Duals/Waiver Duals All Ages $ 22417
CHOICES Rate CHOICES 1 Duals $ 3,820.56
CHOICES 2 Duals $ 3,82056
CHOICES 3 Duals $ 144203
CHOICES 1 Non-Duals $ 571769
CHOICES 2 Non-Duals $ 571769
CHOICES 3 Non-Duals $ 4,167.38
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EXHIBIT K
CAPITATION RATES - PCP Rate Bump Adjustment
MIDDLE
UnitedHealthcare
EFFECTIVE January 1, 2013
Per Member Per
Aid Category Age Group Month
Medicaid (TANF & Related) Age Under | $ 61592
And Age1-13 $ 11099
Standard Spend Down Age 14 - 20 Female $ 24153
Age 14 - 20 Male $ 15269
Age 21 - 44 Female $ 402.75
Age 21 - 44 Male $ 26417
Age 45 — 64 $  446.81
Age 65 + $ 459.08
Uninsured/Uninsurable Age Under | $ 61592
Agel-13 $ 100.53
Age 14 - 19 Female $ 156.26
Age 14 - 19 Male $ 14110
Disabled Age <21 $ 224064
Age 21+ $ 1.062.33
Duals/Waiver Duals All Ages $ 22417
CHOICES Rate CHOICES 1 Duals $ 3,820.56
CHOICES 2 Duals $ 382056
CHOICES 3 Duals $ 144203
CHOICES 1 Non-Duals $ 5770.38
CHOICES 2 Non-Duals $ 5770.38
CHOICES 3 Non-Duals $ 422868
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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 effective date, for
purposes of the provisions contained herein, this Amendment shall become effective January 1, 2014.

The State is not bound by this Amendment until it is signed by the contract parties and approved by appropriate
officials in accordance with applicable Tennessee laws and regulations (depending upon the specifics of this
Agreement, said officials may include, but are not limited to, the Commissioner of Finance and Administration, the
Commissioner of Human Resources, and the Comptroller of the Treasury).

The CONTRACTOR, by signature of this Amendment, hereby affirms that this Amendment has not been altered
and therefore represents the identical document that was sent to the CONTRACTOR by TENNCARE.

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

STATE OF TENNESSEE
DEPARTMENT OF FINANCE UNITEDHEALTHCARE PLAN OF THE
AND ADMINISTRATION RIVER VALL s

7. Vet 7 &
BY: B M. Ao/ BY: ﬁ )
Larry B. Martin Scott A. Bowers
Commissioner Chief Executive Officer, TennCare

APER

DATE: (2 /5/2003 DATE: '\ |7\ LoV
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GENERAL ASSEMBLY OF THE STATE OF TENNESSEE
FISCAL REVIEW COMMITTEE

320 Sixth Avenue, North — 8th Floor
NASHVILLE, TENNESSEE 37243-0057
615-741-2564

Sen. Bill Ketron, Chairman Rep. Mark White, Vice-Chairman
Senators Representatives
Douglas Henry Reginald Tate Charles Curtiss Pat Marsh
Brian Kelsey Ken Yager Jeremy Faison Mark Pody
Steve Southerland Brenda Gilmore David Shepard
Randy McNally, ex officio Matthew Hill Tim Wirgau
Lt. Governor Ron Ramsey, ex officio Charles Sargent, ex officio

Speaker Beth Harwell, ex officio

MEMORANDUM

TO: Jessica Robertson, Chief Procurement Officer
Department of General Services

FROM: Senator Bill Ketron, Chairman 19\(“ \‘3
Representative Mark White, Vice-Chairman \\

DATE: April 22, 2013

SUBJECT: Contract Comments

(Fiscal Review Committee Meeting 4/22/13)

RFS# 318.66-051 (Edison # 29634)

Department: Finance and Administration

Division: Health Care Finance and Administration/Bureau of TennCare
Vendor: UnitedHealthCare Plan of the River Valley, Inc.

Summary: The vendor is responsible for physical and behavioral health
services for TennCare enrollees in the Middle Tennessee region. The
proposed amendment contains several language updates including the
CHOICES Plan of Care, benchmarks, and pharmacy costs; and adds ADA
requirements.

Current maximum liability: $6,313,567,211

Proposed maximum liability: $6,313,567,211

After review, the Fiscal Review Committee voted to recommend approval of the
contract amendment with a recommendation that the trip manifests be provided to
non-emergency medical transportation (NEMT) providers two days prior to the
service and with the stipulation that the Bureau submit a monthly status report
relative to the NEMT.

cc: The Honorable Darin Gordon, Deputy Commissioner



STATE OF TENNESSEE
DEPARTMENT OF FINANCE AND ADMINISTRATION
DIVISION OF HEALTH CARE FINANCE AND ADMINISTRATION

BUREAU OF TENNCARE
310 Great Circle Road
NASHVILLE, TENNESSEE 37243

March 28, 2013

L.ucian Geise, Director

Fiscal Review Committee

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

Attention: Ms. Leni Chick

RE: MCO Contract Amendments - (7)
HP Enterprise Services, LLC (formerly EDS) - Amendment #1
Oregon Health and Science University — Center for Evidence Based Policy

Dear Mr. Geise:

The Department of Finance and Administration, Division of Health Care Finance and Administration, is
submitting for consideration by the Fiscal Review Committee the following Managed Care Organization
(MCO) amendments. The MCO contracts provide medical and behavioral health services to TennCare
enrollees. The proposed amendment contains the following language updates: (1) Revises
requirements around circumstances necessitating member signature on the CHOICES Plan of Care; (2)
Adds language regarding ADA requirements; (3) Clarifies Member Material Requirements and adds an
Annual Evaluation of MCO Outreach Plans; (4) Adds clarity around CHOICES requirements to secure
accurate address/contact information; (5) Adds clarity around emergency plans for CHOICES enroliees;
(6) Updates CHOICES Caseload requirements; (7) Updates language to refiect Group 3 CHOICES
members are not eligible for MFP; (8) Revises Pay for Performance Language to allow TennCare to
choose future benchmarks based on specific MCO needs for improvement; (9) Adds language to
facilitate pass-through of pharmacy costs to the pharmacy benefits manager, and (10) Additional
contract language clarifications to update references regarding Individuals with Intellectual Disabilities.
No funds are required to support the changes in this amendment.

Volunteer State Health Plan (TennCare Select) FA-02-14632-32
AMERIGROUP Tennessee, Inc. FA-07-16936-15
UnitedHealthCare Plan of the River Valiey, Inc. FA-07-16937-15
UnitedHealthCare Pian of the River Valley, Inc FA-08-24979-12
(West Region)

Volunteer State Health Plan FA-08-24978-12
(West Region)

UnitedHealthCare Plan of the River Valley, Inc. FA-08-24984-12
(East Region)

Volunteer State Health Plan FA-08-24983-12

(East Region)



Lucian Geise, Director
March 28, 2013
Page 2

Also submitted for review is amendment #1 to HP Enterprise Services, LLC (formerly EDS). This contract
is for the operation, management, and enhancement of the TennCare Management Information Systems.
This amendment is to continue system management by execution of term extension, provide new
enhancements and projects, and provide funding to support the term extension of the contract. These
projects include Service Oriented Architecture infrastructure, in support of Modularity (1 of the 7 new CMS
Standards and Conditions for enhanced Federal Financial Participation); Enterprise Provider Portal
framework to promote provider self-service and strengthen the framework for provider access security
management; extension of ICD-10 deployment project based on revised CMS schedule, and provide
supplemental support for extensive system changes related to federal mandates.

Finally, TennCare is requesting approval of a non competitive contract with Oregon Heaith and Science
University, Center for Evidence Based Policy. The Contractor organizes and administers the Medicaid
Evidence-Based Decisions (MED) Project and the Drug Effectiveness Review Project (DERP) to create
an effective collaboration among Medicaid programs and their state partners for the purpose of making
high quality evidence analysis available to support benefit design and coverage decisions made by state
programs to align goals and resources that enable states to achieve results and impact policy they may
be unable to achieve individually. Oregon Health & Science University, Center for Evidence-Based Policy
(CEBP), is the sole provider of Medicaid focused collaboratives, related to the specific areas of
diagnostics, devices, programs, procedures, and medications, founded to produce evidence reports for its
members and explicitly governed by the members themselves. Because of CEBP's status as the sole
provider of these unique services and the specific expertise and resources provided through this
collaboration, contracting with CEBP is considered to be in the best interest of the State.

The Department of Finance and Administration, Division of Health Care Finance and Administration,
appreciates consideration of these amendments by the Fiscal Review Committee and respectfully
requests approval.

Sincerely,
A7)
Casey’Dungan—

Chief Financial Officer

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



Supplemental Documentation Required for

Fiscal Review Committee

*
*Contact Name: | Casey Dungan Cgi;i‘: 615-507-6482
*Original Contract | FA-07-16937-00 *Original RFS | 318.66-051
Number: Number:
. Edison RFS
Edison Contract
Number: (if applicable) 29634 Ngj‘;];iec}z:bl(g N/A
e
Or‘glngig?zn&i‘;f August 15, 2006 *Currengi?: December 31, 2014
Current Request Amendment Number: 15
(if applicable)
Proposed Amendment Effective Date: June 1. 2013
(if applicable) i
*Department Submitting: | Department of Finance and Administration
*Division: | Bureau of TennCare
*Date Submitted: | March 28, 2013
*Submitted Within Sixty (60) days: | Yes
If not, explain: | NA

*Contract Vendor Name:

UnitedHealthCare Plan of the River Valley,

Inc. (Middle Region)

*Current Maximum Liability:

$6,313,567,211.00

*Current Contract Allocation by Fiscal Year:

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

FY:2007 FY:2008 FY:2009 FY:2010 FY2011 FY 2012
$174,870,888 $699,483,574 $699,483,574 $782,905,835 | $989,205,835 | $989,205,835.00
FY: 2013

$989,205,835.00

*Current Total Expenditures by Fiscal Year of Contract:

(attach backu

documentation from STARS or FDAS report

FY: 2007 FY: 2008 FY: 2009 FY: 2010 FY 2011 FY 2012

$ 108,816,203.00 $526,120,392.00 $573,634,106.00 $729,187,454.49 | $1,051,885,932.05 $848,507,847.90
FY: 2013

$698,891,420.43

IF Contract Allocation has been greater
than Contract Expenditures, please give
the reasons and explain where surplus
funds were spent:

The reason that allocations for the full-risk Managed
Care Contractor contract exceeds the contract
expenditures are that the contract maximum liability
must be estimated prior to delivery of services using
current enrollment and medical/behavioral claims
cost. If the program’s enrollment were to vary
significantly from the original estimate, allocation
could be higher than actual expenditures.

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

If the amount spent on this contract is less than the
budgeted amount and contributes to a net surplus for
the bureau, surplus funds would be carried forward
subject to authority granted in Section 48, Item 3 of
the General Appropriations Act.

[y




Supplemental Documentation Required for

Fiscal Review Committee

IF Contract Expenditures exceeded
Contract Allocation, please give the

reasons and explain how funding was NIA
acquired to pay the overage:
< -
Contract Funding | g 10 | 69 067,717,045.00 Federal: |  $4,245,850,166.00
Source/Amount:
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 — 1/1/2007

Scope clarification relating to service thresholds, fraud and
abuse compliance, semi-annual reporting timelines, and
quarterly reporting of PCP visits per member. Language
added to address requirements for Notification of Legal
Action Against the Contractor and Prohibition of Illegal
Immigrants

Amendment #2 — 7/1/2007

Contract language modifications and/or clarification relating
to National Provider Identification requirements; Department
of Education Project TEACH policies update; LEP provisions
and Teen Newsletter requirements; PCP and emergency room
visits reporting; emergency department utilization, disease
management and case management, nurse triage 24/7 line and
NCQA reporting; NCQA requirements; and general
housekeeping revisions.

Amendment #3 — 4/1/2008

Add funding for FY 2009. Contract language modifications
and/or clarification relating to quality standards of Non
Emergency Medical Transportation; Cost Effective
Alternative Services; Pay for Performance Incentives;
EPSDT/Prenatal Notification; Reporting requirements for
provider networks; NCQA requirements; requirements for
weekly reporting; update risk targets; and Obesity DM
program. Update to the rates for individual services to reflect
a change in rate tables beginning April 1, 2008.

Amendment #4 — 09/01/2009

Provided language to implement the Long-Term Care Choices
Act 0f 2008, complied with Mental Health Parity Act,
provides clarification language to the contract, streamline
reporting to enhance timeframes as well as review and
analysis for consistency with NCQA reporting requirements.

Amendment #5 — March 1, 2010

Provided language changes to effectively
implement the Long-Term Care Choices Act of
2008, and provide term extension and funding to
support the extension.

Amendment #6 — July 1, 2010

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

Amendment #7 — January 1, 2011

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

Amendment #8 — July 1, 2011

Clarification of CHOICES Requirements and credentialing
Requirements; Clarification of Disease Management and
NCQA Requirements; Revise Behavioral Health Monitoring
Reports; Update Capitation Rates, and Term Extension and
provide funding to support the term extension for FY *12.




Supplemental Documentation Required for

Fiscal Review Committee

Amendment #9 - October 1, 2011

Inclusion of Money Follows the Person Rebalancing
Demonstration Grant, No funding.

Amendment #10 — January 1, 2012

Program Integrity Updates, HIPAA/HITECH clarifications;
CHOICES updates; Quality Clarifications regarding the
use of Hybrid methodology for HEDIS and Outreach
Activity planning and reporting; Increase funding to
support the services for this contract for FY *12 and FY
’13 based on actual expenditures

Amendment #11 — March 1, 2012

Added language to clarify that Managed Care
Organizations (MCO) will receive full risk capitation
payments for up to 12 months prior the member’s
enrollment in the plan for members who are determined to
get retro eligibility.

Amendment #12 — July 1, 2012

Added requirements for the Contractor regarding the
implementation and operation of CHOICES Group 3,
language to clarify that QM/QI reporting must be specific to
TennCare and not combined with other state or commercial
programs, Program Integrity language to clarify Pl
Investigators be designated by plan, SSA Data Security
language added in accordance with our agreement with SSA,
and Subcontract termination requirements added to provide an
MCO with an avenue to discontinue an agreement with a
company when it is in the best interest of TennCare and its
enrollees. No additional funding is required relative to this
amendment.

Amendment #13 — January 1, 2013

(1) Replaces Disease Management requirements with
Population Health requirements; (2) Clarification regarding
the implementation of CHOICES 3 requirements; (3)
Clarification language as requested by CMS regarding TPL
and PETI; (4) Include requirement to support CMS require
PCP rate increase for 2013/2014; (5) Include requirement to
participate and implement initiatives to capture Prenatal and
Postnatal visit data; (6) Coordination requirements for MCOs
regarding DSNPs; (7) Updates the transportation
requirements to reflect current reporting needs and support
audit efforts, and (8) provides contract funding for FY ’14.

Amendment #14 - March 15, 2013

Added language requested by the Center for Medicare and
Medicaid Services (CMS) regarding the Primary Care Rate
Bump Final Rule as required by the Affordable Care Act.

Method of Original Award: (if applicable) | RFP

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

contract 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 contract 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.

Planned 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).

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.

| | | |




Supplemental Documentation Required for
Fiscal Review Committee

Comparison of cost per fiscal year of obtaining this service through the proposed
contract or amendment vs. other options. 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 necessary 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 SUMMARY SHEET

s # Edison # Contract #
31866-00051 29634 FA-07-16937-14

State Agency State Agency Division
Department of Finance and Administration Bureau of TennCare

Contractor Name Contractor ID # (FEIN or SSN)

_ UnitedHealthCare Plan of the River Valley, Inc, = _ JC- or | X]V- Edison vendor 80000021792

Serv o8 Description
Provision of Physical and Behavioral Health Services to TennCare Enrollees in the Middle Tennessee Region

Contract BEGIN Date Contract END Date Subrecipient or Vendor? CFDA#
August 15, 2006 December 31, 2014 Subrecipient el D;:&g;?/ﬁ::;&d ARy
| Contractor is on STARS | ! Contractor's Form W-9 is on flle in Accounts
Code | CostCenter | Object Code Funding Grant Code | Funding Subgrant Code
318.66 M9 134 "

A State “Feceral intardepartmental Other TOTAL Contract Amount
2007 |$ 6341692800 111,453,960.00 $ 174,870,888.00
2008 |$ 253667,718.00 445,815,856.00 $ 699,483,574.00
2009 |$ 253.667,718.00 445,815 856.00 $ 699,483,574.00
2010 | $  195,060,989.00 587,844,846.00 $ 782,905,835.00
2011 | §  292,112,483.00 697,093,352.00 $ 989,205,835.00
2012 |$ 33402513500 655,180,700.00 $ 989,205,835.00
2013 | $  334,490,061.00 654,715,774.00 $ 989,205,835.00
2014 |$ 341,276,013.00 647,929,822.00 $ 989,205,835.00

$ 2,087,717.045.00 4.245850,186.00 | § - $ . $ 6313,567,211.00
"~ — Y — | State Agency Fiscal Contact & Telephone bt
oy [ Base Contract® | THIS Amendment Conoy Oungan 8079082
Prior Amendments ONLY
2007 |$ 17487088800 Stato Agency Budget Officer Approval
2008 |$S 69948357400 2@&\/
o5 [0 s Py
e s Cortification (carsicaton, moured by T.CA. § 845113, tet Srere s
2011 |S  ©989,205,835.00 balance in e appropnaton Hom which e obhgated axpenditure i required 1o be
2012 | $  989.205.835.00 O1 8 ol afharwive sncumbered o pey cbilgetions sreviously houmed)
2013 |$  989.205.83500 AR
2014 | § 960.205,835.00 P
] 8 6.313,567,211.00 -
December 31, 2014 5
(Complate onty for base contracts with contract # profix FA o GR) g
Amecican _hum _t. _t:::uums E}amaw
American minorityldisadvantaged—
Method (compiete fox ALL base conracts— N/A 10 smendments or Sbolies)
Negotiation Alternative Compaetitive Method
Negotiation I w/ Governmenteg 1D GG GU)
e Process (compiete for Aemative Methord  Compatitve Negotation Non-Competitve OR Othen)




UnitedHealthCare Plan (Americhoice) - Middle

FY 2010

Pre-Edison Payments:

Vendor Invoice| Invoice Date Voucher TCS 18A Total
BHO MCO
PAYMENTS PAYMENTS

RA100650630 {6/29/2009 100650630 44,878,431.47 44,878,431.47
RA100650633 |6/29/2009  |100650633 4,890,269.85 4,890,269.85
RA100686183 18/4/2009 100686183 43,511,135.30 43,511,135.30
RA100686186 |8/4/2009  |100686186 6.752,286.18 6,752,286.18
RA100714797 9/1/2009 100714797 6,463,994.29 6,463,994.29
RA100714794 |9/1/2009 100714794 . 42,681,316.13 42,681,316.13

18,106,550.32 131,070,882.90 149,177,433.22

Edison Payments:

I Unit Voucher ID || Vendor ID || Amount Pd Pymnt Date ||
31865 00006784 0000021799 48,582,237.33 10/5/2009
31865 00006787 0000021799 6,193,643.53 10/5/2009
31865 00015655 0000021799 44,267,3156.17 11/6/2009
31865 00015658 0000021799 5,480,859.10 11/6/2009
31865 00022040 0000021799 42,961,566.23 12/7/2009
31865 00022043 0000021799 5,449,527.21 12/7/2009
31865 00038454 0000021799 40,000.00 12/24/2009

31865
31865
31865
31865
31865
31865

00051202
00051205
00068252
00068255
00086763
00086766

0000021799
0000021799
0000021799
0000021799
0000021799
0000021799

152,975,148.57

44,449,762.28
5,997,241.10
44,025,304.75
5,514,146.11
62,590,461.23
5,701,541.32
168,278,456.79

1/8/2010
1/8/2010
2/5/2010
2/5/2010
3/5/2010
3/5/2010




UnitedHealthCare Plan (AmeriChoice) - Middle FY 2010 (Continued)

HUnit Voucher ID n Vendor iD Amount Pd Pymnt Date
31865 00104917 0000021799 82,612,990.02 4/2/2010
31865 00104920 0000021799 8,643,743.79 4/2/2010
31865 00108122 0000021799 21,000,580.09 4/2/2010
31865 00103799 0000021799 352,048.25 4/6/2010
31865 00125595 0000021799 69,049,286.19 5/7/2010
31865 00125598 0000021799 6,310,699.70 5/7/2010
31865 00141601 0000021799 70,623.80 6/3/2010
31865 00141602 0000021799 64,266.91 6/3/2010
31865 00141603 0000021799 72,129.62 6/3/2010
31865 00142689 0000021799 64,652,898.59 6/4/2010
31865 00142692 0000021799 5,927,148.95 6/4/2010

258,756,415.91

FY 2010 TOTAL $729,187,454.49




UnitedHealthCare Plan (Americhoice) - Middle

FY 2011
ugnit Voucher ID Vendor ID Amount Pd ]] Pymnt Date "

31865 00158201 0000021799 70,740,671.09 7/2/2010
31865 00158204 0000021799 6,263,040.64 7/2/2010
31865 00173116 0000021799 71,151,938.06 8/6/2010
31865 00173119 0000021799 6,359,961.93 8/6/2010
31865 00181526 0000021799 11,836,788.90 8/23/2010
31865 00181527 0000021799 6,909,314.39 8/23/2010
31865 00178460 0000021799 61,911.29 8/31/2010
31865 00178459 0000021799 61,971.52 9/1/2010
31865 00178462 0000021799 72,814.47 9/1/2010
31865 00186274 0000021799 74,918,007.33 9/3/2010
31865 00186277 0000021799 6,220,403.67 9/3/2010

31865
31865
31865
31865
31865
31865
31865
31865

31865
31865
31865
31865
31865
31865
31865
31865

00199537
00199540
00217255
00217258
00230054
00230057
00243065
00243068

00245567
00248818
00260938
00260941
00264738
00277667
00277670
00285815

0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799

0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799

254,506,823.29

73,251,566.34
6,461,845.29
76,697,272.92
6,994,599.71
71,853,299.66
6,850,120.36
73,232,783.15
6,584,392.18
321,825,879.61

2430
605,600.00
72,718,947.87
6,623,413.09
4,500.00
72,658,495.99
6,010,297.46
500.00
158,621,778.71

10/1/2010
10/1/2010
11/56/2010
11/56/2010
12/3/2010
12/3/2010
12/30/2010
12/30/2010

1/10/2011
1/14/2011
2/12/2011
2/2/2011
2/11/2011
3/4/2011
3/4/2011
3/18/2011




UnitedHealthCare Plan (AmeriChoice) - Middle FY 2011 (Continued)

flUnit | Voucher ID || Vendor ID || Amount Pd | PymntDate |
31865 00297109 0000021799 77,226,527.58 4/1/2011
31865 00313437 0000021799 82,229,831.05 5/6/2011
31865 00313440 0000021799 18,698.13 5/6/2011
31865 00320306 0000021799 26,458.03 5/20/2011
31865 00320307 0000021799 (16,360.18) 5/20/2011
31865 00327196 0000021799 78,181,173.95 6/3/2011
31865 00327199 0000021799 2,157.82 6/3/2011
31865 00341555 0000021799 79,171,380.00 6/30/2011
31865 00341557 0000021799 1,584.06 6/30/2011

316,841,450.44

FY 2011 TOTAL $1,051,885,932.05




UnitedHealthCare Plan (Americhoice) - Middle

FY 2012

Iﬂlnit Voucher 1D Vendor 1D Amount Pd Pymnt Date H
31865 00357932 0000021799 80,164,116.78 8/1/2011
31865 00357935 0000021799 1,749.12 8/1/2011
31865 00373132 0000021799 66,259,994 .41 9/2/2011
31865 00373135 0000021799 4,290.68 9/2/2011

146,430,150.99

31865
31865
31865
31865
31865
31865
31865
31865

00320204
00390207
00396234
00396235
00404008
00404011
00417176
00417179

0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799

68,500,422.24
1,970.72
16,338,030.88
189,155.42
77,8682,668.64
1,159.98
66,848,857.76
37.42
229,762,303.06

10/7/2011
10/7/2011
10/17/2011
10/17/2011
11/4/2011
11/4/2011
12/5/2011
12/5/2011

31865
31865
31865
31865

101519377
101547443
101574349
101538873

0000021799
0000021799
0000021799
0000021799

76,652,274.04
84,528,169.47
78,374,720.09
12,350.00
239,567,513.60

1/6/2012
2/3/2012
3/2/2012
2/1/2012

31865
31865
31865
31865
31865

101608051
101621414
101628167
101635082
101662448

0000021799
0000021799
0000021799
0000021799
0000021799

77,495,120.45
1,300.00
12,000.00
79,019,045.16
76,220,414.64
232,747,880.25

4/5/2012
4/23/2012
4/27/2012

5/4/2012

6/1/2012

FY 2012 TOTAL

848,507,847.90




UnitedHealthCare Plan (Americhoice) - Middle
FY 2013

[[Unit | Voucher ID || Vendor ID Amount Pd Pymnt Date ||
31865 101696065 0000021799 $ 77,600,771.38 71612012
31865 101723402 0000021799 $ 79,380,930.51 8/3/2012
31865 101758287 0000021799 $ 77,957,765.92 9/7/2012

234,939,467.81

31865 00583536 0000021799 77,555,656.30
31865 00590779 0000021799 44,000.00
31865 00598074 0000021799 78,885,213.03
31865 00615111 0000021799 77,726,345.44

234,211,214.77

10/5/2012
10/19/2012
11/2/2012
12/7/2012

31865 00628398 0000021799 77,085,082.13
31865 00643397 0000021799 75,386,077.57
31865 00660941 0000021799 77,184,578.15
31865 00665243 0000021799 85,000.00

229,740,737.85

1/4/2013
2/112013
3/1/2013
3/8/2013

FY 2013 TOTAL $ 698,891,420.43




816 10 REQUEST NOR-AMEND

Non-Competitive Amendment Request

NOT required for 3 contract with a federal, Tennessee, or Tennessee local government entity or a grant.
Route a completed request, as one file in PDF format, via e-mail attachment sent to: Agsprs.Agsprs@state.tn.us

APPROVED

CENTRAL PROCUREMENT OFFICE

Request Tracking # 31866-00051

Procuring Agency Cepartment of Finance and Administration
Bureau of TennCare

Contractor UnitedHealthCare Plan of the River Valley, Inc.

Contract # FA-07-16837-00

Proposed Amendment ¥ 15

Edison ID # 29634

Contract Begin Date

August 15, 2006

Current Contract End Date
— with ALL options to exlend exercised

December 31, 2014

Proposed Contract End Date
- with ALL options lo extend exercised

December 31, 2014

Current Maximum Contract Cost
— with ALL options to exlend exercised

$6,313,567,211.00

Proposed Maximum Contract Cost
— with ALL options to extend exercised

$6,313,667,211.00

Office for Information Resources Endorsement
- information technology service (N/A to THDA}

X Not Applicable | ] Attached

a@Health Initiative Support

— health-retated professional, pharmacsutical, laboratory, or imaging service

X Not Applicable [ ] Attached

Human Resources Support
- state employee training service

X Not Applicable DAttached

Explanation Need for the Proposed Amendment

This competitively procured contract provides medical and behaviorai health services to TennCare
entollees. The proposed amendment contains the following langquage updates: (1) Revises
requirements around circumstances necessitating member signature on the CHOICES Plan of Care; (2)
Adds language regarding ADA requirements; (3} Clarifies Member Material Requirements and adds an
Annual Evaluation of MCO Qutreach Plans,; {4) Adds clarity around CHOQICES requirements to secure

10f2




2-16-10 REQUEST-RON AMEND

Request Tracking # 31866-00051

accurate addressi/contact information; (5) Adds clarity around emergency plans for CHOICES enroilees;
(6) Updates CHOICES Caseload requirements; (7) Updates language to reflect Group 3 CHOICES
members are not eligible for MFP; (8) Revises Pay for Performance Language to allow TennCare to
choose future benchmarks based on specific MCO needs for improvement; (9) Adds language to
faciitate pass-tnrough of pharmacy costs to the pharmacy benefits manager, and (10 Additionat
housekeeping changes to update references regarding Individuals with Intellectual Disabilities. No funds
are required to support the changes in this amendment,

Name & Address of the Contractor’'s Principal Owner(s) - NOT required for a TN state education institution

Richard L. Bartsh, M.D.

President

United Healthcare Plan of River Valley, Inc.
1300 River Drive

Moling, IL 61265

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

UnitedHealthcare Plan of the River Valley, Inc. is an operating division of UnitedHealth Group, the largest
single heaith carrier in the United States. They are a recognized leader in the health and well-being
industry, and deliver products and services to approximately 73 million Americans. UHC’s nationwide
network includes 570,000 physicians (and other care professionals), 4.800 hospitals and their
pharmaceutical management programs which provide more affordable access to drugs for 15 million
people. UnitedHealth Group made significant investments in research and development, technology and
business process improvements, which led to changes that are improving the way care is delivered and
administered across the entire industry. The Bureau of TennCare released an RFP and identified
UnitedHealthCare Plan of the River Valley, Inc. as one of two (2) health care plans to provide services to
TennCare enrollees in the Middle Tennessee Region.

Efforts to ldentify Reasonable, Competitive, Procurement Alternatives

The Bureau of TennCare released a Request for Proposal which resulted in a competitively procured
contract to integrate the provision of both Physical and Behavioral Health services to TennCare Enrollees
in the Middle Tennessee Region.

Justification - specifically expiain why non-competitive negotiation is in the best interest of the state

This competitively procured contract is being amended to provide language requirements surrounding
the CHOICES Plan of Care, CHOICES caseload requirements, member material and Qutreach
Evaluation of MCO outreach plans, revise Pay for Performance, add fanguage to facilitate pass-thru of
Pharmacy costs to the PBM and additional housekeeping changes to update references regarding
Individuals with Developmental Disabilities. No funds are required to support the changes in this
amendment. The Bureau of TennCare respectfully requests review and approvat of this contract
amendment.

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 documentad exigent circumstances

Dk L. :»:y éﬁ y; é 67
o

20f2




T

CONTRACT SUMMARY SHEET
S ey e e

31866-00051

29634

FA-07-16837-15

L St Aoy Divign

Depariment of Finance and Admmlstratron

hmr)au <3f TannCare

.mﬁ‘ ﬁﬁ%

“Caniactor iﬁ&i?ﬁiﬁ ot &;‘3 Ny

X:

T BEaN &m

iﬁzzmssm ﬂ?%ﬁ T

August 15, 2006

Docember 31, 2014

GostGenter 1 Objest G o000

66 4M9 134
B St o ] Federst o ] ot Amennt
2007 | § 6341692800 | 5  111,453,960.00 $ 174,870,888.00
2008 | 253667,71800 | §  445.815,856.00 $ 699,483,574.00
2000 | $ 25366771800 | §  445815,856.00 $ 699.483,574.00
2010 | §  195060,989.00 | §  567,844,846.00 $ 782,905,835.00 |
2011 | § 20211248300 | §  697,003,352.00 $ 989,205,835.00
2012 | § 33402513500 $  655,180,700.00 $ $89.205,835.00
2013 | §  334,490,061.00 | §  654,715,774.00 $ 489,205,635.00
2014 | § 34127601300 | §  647,929,82200 $ 989,205,835.00

5 ODOETTITOA500 | § 34245800 1610 5 G313.567,211.00

e 1%
v s i 1 f;fjﬁ 4&‘3 i‘m oy
%z:m & a%@i% mmm i |
A0k b
R
kv I
0% 1% oeRsUs a;é.:»sm
$ 8MLE87.019 zw

 iadrican American
Jhsian.

| jHisganic

- Hative Aaerican

~ {Small Business ﬁO_T disadvantagad
_ OTHER minerityldisadvantaged-—

_ Qmmmm Hagatiatian.
Negetiation wi Goversimeniis i

Altarnative Compatitive Method




AMENDMENT NUMBER 15
MIDDLE GRAND REGION
CONTRACTOR RISK AGREEMENT
BETWEEN
THE STATE OF TENNESSEE,
Lb.a. TENNCARE
AND
UNITEDHEALTHCARE PLAN OF THE RIVER VALLEY, INC.

CONTRACT NUMBER: FA-07-16937-00

For and in consideration of the mutual promises herein contained and other good and vatuable consideration, the
receipt and sufficiency of which is hereby acknowledged, the parties agree to clarify and/or amend the Contractor
Risk Agreement (CRA) by and between the State of Tennessee TenaCare Burean, lereinafier referred to as
TENNCARE, and UNITEDHEALTHCARE PLAN OF THE RIVER VALLEY, INC.. hereinafter referred fo as
the CONTRACTOR as specified below,

Titles and numbering of paragraphs vsed heretu are for the purpose of facititating use of reference only amd shall
not be construed to infer a contractual construction of language.

I. Section 1 shall be amended by adding the following definitions:

Individuals with Limited English Proticiency (LEP) — Individuals who do not speak English as their primary
language and who have 4 tiniled ability to read, write, speak, or understand the English language.

Qral Interpretation - Is the act of listening to something in one language (source language) and orally translating #

into another fanguage {target language).

Vital Documents - Vital Documents may include, but are not limited 1o, consent and complaint forms, infake and
application forms with the potential for important consequences. notices pertaining to the reduction, denial, delay,
suspension or termination of services, certain critical outreach documents (i.e. case management and Population
Health documents) and any other documents designated by the State. At a minimum, al! Vital Documents shall be

available in the Spanish language.

Written Trapslation - Is the replacement of a written text from one fanguage (source language) info an equivalent
written text in another language (target language).

2. Section 1 shalf be amended by deleting the definition for “Vital MCO Documents™.

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

Eligible Individual ~ With respeet to Tennessee’s Mouey Follows the Person febalancing Demonstration
(MFP) and pursuant to Scction 6071(b}2) of the Deficit Reduction Act of 2005 ( DRA), (Pub. L. 109-171
(5. 1932)) (Feb. 8, 2006} ag amended by Section 2403 of the Patient Protection and A ffordable Care Act
of 2010 (ACA), (Pub. L. 111-148) (May 1, 2010), the State's appraved MFI* Operational Protocol and
TennCare Rules, a member who qualifies to participate in MFP.  Such person, immediately before
beginning participation in the MFP demonstration project, shall;




Amendment 13 (cont.}

L. Reside in a Nursing Factlity (NI or anp Intermediate Care Facility for Individuals with
tareilectual Disabilities ([CF/IH3) and have resided for a period of not less than ninety (90)
consecutive days in a Qualified Institution.

a. lnpatient days 1o an institution for memal discascs (IMDS) which includes Psychiatric
Hospitals and Psychiatric Residential Treatment Facilitics (PRTEF) may be counted only to the
extent that Medicaid reimbursement is available under the State Medicaid plan for services
provided by such institutien. Medicaid payments may only be applied o porsons i IMDs
who are over 63 or under 21 years of age.

b Any days that an individual resides in a Medicare certified Skitled Nursing Facility (SNF) on
the basis of having been admitted solely for purposes of receiving post-hospital short-teri
rehabilitative services covered by Medicare shall not be counted for purposes of meeting rhe
ninety (90)-day mintmum stay in a Quakified [nstituiion established under ACA.

Short-term continuons care in a norsing facility, o include Level 2 nursing facility
reimbursement, for episodic conditions to stabilize a condition rather than admit to hospital or
to facilitate hospital discharge, and inpatient rehabifitation facility services reimbursed by the
CONTRACTOR (i.e, not covered by Medicare) as a cost-etfective alternative (see Sectjon
2.6.5) and provided in a Qualitied Institution shall be counted for purposes of meeting the
ninety (90) day minimum stay in a Qualified lnstitution established under ACA,

[

Be eligible for and receive Medicaid benefits for inpatient services furnished by the nursing
facility or ICF/ID for at least one (1) day. For purposes of this Agreement, an Eligible
Individual must reside in a nursing facility and be envolled in CHOWCES Group | for a minimum
of one (1) day and must be eligible to enroll and transition seamiessly into CHOICES Group 2
without delay or interruption.

td

ok

3. Meet nursing facility or FCE/HD level of care, as applicable, and, but for the provision of ongoing
CHOICES HCBS, continue to require such level of care provided in an inpatient facility.

Home and Community-Based Services (HCBS) — Services that are provided pursuant to a Section
1935(c) waiver or the CHOICES program as an alternative to long-ternt care istitutional services in a
nursing facility or an [ntermediate Care Facility for Individuals with Intellectoal Disabilities (ICF/ID) or
to delay or prevent placement in a nursing facility. HCBS may also include optional or mandatory
setvices that are covered by Tennessee’s Tite XIX state plan or under the TennCare demonstration for atl
eligible enrollees, including home health or private duty nursing, However, only CHOICES HCBS are
etigible 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 XIX state plan or under the TennCare
demonstration for all eligible enrollees, although such services are subject 1o 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 neutrality cap.

Long-Term Care (LTC) - The services of a mursing facility (NF), an Intenmediate Care Facility for
fndividuals with InteBectual Disabilities (JCF/AID), or Home and Community-Based Services (HCRS).
These services may also be called Long-Term Services and Supports (L7158,

Money Follows the Person Rebalancing Demonstration (MEP) ~ A federal grant established under the
Deficit Reduction Act and extended under the Affordable Care Acl thar will assist Tennessee in
ransitioning Eligible Individuals from a nursing facility or [CFAID into a Qualified Residence in the

b
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Amendment 13 (coni}

community and in rebalancing long-term care expenditures.  The grant provides enhanced mateh for

HCBS provided during the first 363 days of community living following transition.

Qualified Institation - With respect to Tennessee’s MIP Rebalancing Demonstration, and pursuant o

Section 607 1(b)(3) of the DRA, a hospital, nursing tacility, or fCF/HD.

Lo An instituntion for mental diseases (IMDs) which includes Psycliatric Hospitals and Psychiatric
Residential Treatment Facilities (PRTF) shall be a Qualified Institution only to rhe extent that
Medicaid reimbursement is available under the State Medicaid plan for services provided by such
institution. Medicaid payments may only be applied fo persons in IMDs who are over 65 or under 21

years of age.

Any days that an individual resides iy # Medicare certified Skitled Nursing Facility (SNFY on the
hasis of having been admitted solely for purposes of receiving post-hospital short-term rehabilitative
services covered by Medicare shall not be counted for purposes of meeting the ninety (90)-day
minimum stay o a Qualified Institution established under the Affordable Care Act.

2

Section 2.2.3 shall be deleted and replaced as follows:

If the CONTRACTOR is part of 2 health maintenance organization holding company system as defined
by TCA 36-11-101{b)3), the CONTRACTOR agrees to comply with the Insurance Holding Company
System Act of 1986 as set forth in TCA 56-11-101 ot seq. The CONTRACTOR agrees to comply with ihe
requirements of TCA 36-11-101 et seq. whether the CONTRACTOR is domiciled in Tennessee or is a
foreign health maintenance organization subject to registration requirements and standards adopted by
statute or regulation in the jurisdiction of its domicile that are substantially similar to this cantained in
TCA 36-11-101 et seq. If the CONTRACTOR is 2 foreign domiciled health maintenance organization,
the manner in which the CONTRACTOR shall comply with the requirements of TCA 56-11-101 et seq.
are oultined i a Memorandum of Understanding between the CONTRACTOR and the Tennessee
Department of Conmerce and [psurance, TennCare Oversight Division, which is incorporated herein by
reference. The information disclosed or filed in accordance with the requirements of TCA 56-11-101 eot,
seq. shall be considered Confidential Information pursuant wo TCA 36-11-108.

Section 2.4.6.1 shall be amended by adding a new seutence 1o the end of the existing lext as follows:

2.4.6.1 The CONTRACTOR shall receive, process, and updaie outbound 834 etrollment files from
TENNCARE. Horollment data shall be updated or uploaded svstematically to the
CONTRACTOR s eligibifity/enroliment database(s) within twenty-four (243 hours of receipt
from TENNCARE. Any outbound 834 transactions which fail to update/load systematically
must be manually updated within twemty-four (24) hours of receipt. The CONTRACTOR
shall report to TENNCARE, in a form and format to be provided by TENNCARE, outbound
834 transactions that are not processed within these time frames and inchude information
regarding when the wansactions were completed. Any transactions that are not
updated/loaded within twenty-four (24) hours of receipt from TENNCARE and/or persistent
issues with high volumes of transitions that require manual upload may require the
CONTRACTOR 1o initiate a Corrective Action Plan for resolution of the issues preventing
compliance. If the CONTRACTOR has reason o belisve they may not meet this requirement
based on unussal circumstances, the CONTRACTOR must notify TENNCARE and
TENNCARE may make an exeception without requiring a Corrective Action Plan.

Lt
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Amendiment {5 {eont.)

Section 2,6.1.5.4 shall be amended by adding new Section 2.6.1.5.4.1 thr ough 2.6.1.3.4.1.2 ay
follows:

20,1540 he CONTRACTOR shall asthorize and/or reimburse short-term NF stays for Group 2
and Group 3 members only when (1) the member iy earoiled in CHOICES Crroup 2 or 3,
as applicable, and receiving HCBS upon admission: (2) the member meets 1he nursing
facility level of care in place at the time of admission: (3) the member's stay in the
facility is expected 10 be fess than ninety (90) days: and (4} the member is expected to
return o the community upon s conclusion.  The CONTRACTOR shalt monitor afl
short-term N stays for Group 2 and Group 3 members and shall ensure that the mentber
is transitioned from Group 2 or Group 3, a5 applicable. o Group | at any time a) it is
determined that the stay will not be short-terin or the member wit] not transition hack to
the community: and b) prior to exhausting the ninety (90)-day short-term NF benefit
covered for CHOICES Group 2 and Group 3 members.

2615401 The ninety (90) day limit shall be applied on a per admission (and not a per year) basis, A
member may receive more than one short-term stay during the year. However, the
CONTRACTOR shall be responsible for carefully reviewing any instance in which a
member receives multiple short-term stays during the year or across multiple years,
including & review of the circumstances which resulied in each rursing facility
admission, and shall evalvate whether the services and supports provided 10 the member
are sufficient to safely meet his needs in the community suel that transition back to
CHOICES Group 2 or Group 3 (as applicable) is appropriate.

2685402 Upon request, the CONTRACTOR shall provide to TENNCARE a member-by-member
stagus for cacl Group 2 and Group 3 member wilizing the short-term NF stay benefit,
including but not limited to the name of each Group 2 and Group 3 member receiving
short-term NF services, the NF in which s/he currently resides, the date of admission for
short-term stay, and the anticipated date of discharge back to the community,

Section 2.6.2.3 shall be amended by delefing and replacing the reference “ICF/MR” with
SEHCFAIDY, replacing the reference “Intermediate Care Fuaetlity for the Mentally Retarded
(ICF/MR)™ with “Intermediate Care Facility for Individuals with Intellectual Disabilities
(FCFAIDY” and deleting the phrase “(i.e., mental retardation)”.

Seetion 2.7.4.1.12 shall be amended by adding the phrase “, at least annually,” as follows:

2.7.4.1.12  Education, at least anmually, for members and caregivers about ideatification and reporting
of suspected abuse and neglect;

Seetion 2.7.4.2.1 shall be deleted and replaced as follows:

27424 The Annuat Community Outreach Plan shall be written in accordance with gaidance prepared
by TENNCARE. I shall include, but is not limited to: all proposed conynunity/heaith
cchication events related to TENNderCare; all proposed community/health education events
virelated 1o TENNderCare; and a process for evaluating the benefits of the events. An
Annual Evaluation of the Plan shall be due no later than ninety (90) days following the end of
a calendar year in a format approved by TENNCARE.
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Amendment 15 {cont)

Section 2.7.4.2 shall be amended by adding a new Scetion 2.7.4.2.4 a5 follows:

279424 The CONTRACTOR shall submit an Annmual Comprunirg Onmreacl Evalvation of the
approved Annual Community Outreach Plan no later than ninety (90) days following the end
of a calendar vear. The Evaluation shall include, but is not limited (o, an assessment of the
cvents that were conducted i the previous year as well a5 of the objectives that were
wentified in the CONTRACTORS Conununity Quireach Plan,

Scetion 2.7.6.3.3.5 shall be amended by deleting and replacing the phrase “ten (10) ug/dL”
with the phease “five (5) ug/dL” as follows:

2.7.6.3.33 Appropriate laboratory tests (including Jead toxicity screening appropriate for age and
risk tactors). All children are considered at risk and shall be screened for lead poisoning,
All children shall receive a screening blood lead test at twelve (12) and vwenty-four (24)
months of age. Children between the ages of thirty-six (36) months and seventy-two (72)
manths of age shall receive a screening blood lead test if they have not been previously
screened for lead poisoning. A blood fead test shall be used when sereening Medicaid-
eligible children. A blood lead test equal to or greater than five (5) ug/dl. obtained by
capillary specimen (fimger stick) shall be confirnied by using a venous blood sample: and

Section 2.7.6.4.7.1 shall be deleted and replaced as follows:

2.7.6.4.7.1 The CONTRACTOR shalt provide follow up for elevated blood lead fevels. Determining
clevated blood levels requiring follow-up shall be in gccordance with current CDC
guidelines, Elevated blood lead follow up guidelines include follow up blood tests and
investigations (o determine the source of lead, when indicated.

Section 2.8.2.1.1 shall be defeted and replaced as follows:

2.82.L1  Level 0- The members cligible to participate at this Level shall be determined by predictive
modeling to meet ALL of the following criteria: 1o identified health risks: no identified
chronic conditions [as identified by the Chronic Condition ol created by the Agency for
Healtheare Research and Quality's (AHRQ) HCUP database]l; and no indication of
pregnancy: or no claims history,

Section 2.8.4.6 shall be amended by deleting and replacing the reference from “Sections
2.8.2.3 and 2.8.2.3.1" to “Sections 2.8.2.2 and 2.8.2,2.1",

Section 2.8.11 shall be amended by adding a new Section 2,8.11.5 as follows:
280115 The CONTRACTOR shafl subwmit at the beginning of each quarter, through the current secure

system, a list in Comma Separated Value (CSV) format consisting of the name, 1D, DOB,
stratitication or 1isk level and dates of eligibifity for level for ali MCO members.



Amendment 13 {cont.)

16.  Section 2.8.13 through 2.8.13.6 shall be deleted and replaced as follows:

2.8.13 Milestones for the Sixth Month (January © to Juiy 1, 20013 Transition Period from Disease
Management to Population Health

28.83.1  The CONTRACTOR shall by July 1, 2013 have operationalized Population Health to provide
all minimum interventions 10 enrollees who are not participating in a medical home lock in
project, in the appropriate programs.

17.  Section 2.9.6,2.3.4 shall be deleted and replaced as follows:

296234 As part of the intake visit, TENNCARE or its designee shall: (1) document and contirm
the applicant’s current address and phone number(sy, (2) provide general CHOICES
education and information, as specified by TENNCARE, and assist in answering any
questions the applicant may have: (3) provide information about estate recovery; ()
complete Medicaid and level of care (i.e., PAL) applications and provide agsistance, as
neeessary, in gathering documentation needed by the Staie to determine TennCare
eligibility; (3) provide choice connseling and facilitute the selection of an MCO by the
applicant or histher representative; (6) for applicants seeking enroliment in CHOICES
Group 1 or Group 2, provide information regarding frecdom of choics of nursing faciiity
versus CHOICES HUBS, both verbally and in writing, and abtain a Freedom of Choice
form signed and dated by the applicant or histher represeniative; (7) provide detailed
information and obtain signed acknowiedgement of vnderstanding regarding & CHOICES
member’s responsibility with respect to payment of patient Hability amoungs, ncluding,
as applicable, the poiential consequences for non-payment of patient Hability which may
include loss of the member's current nursing facility or CBRA provider or MCO,
disenroliment from CHOICES, and v the extent the member’s eligibility is dependent on
receipt of long-term care services, possible loss of eligibifity for TennCare; (8) for
applicants whe want to receive NF services. provide information regarding the
completion of all PASRR requiremeius prior to nursing facility admission and conduet
the fevel | PASRR screening; (9) for applicants who are seeking CHOICES HCBS: (1)
conduct a risk assessment in accordance with protocols developed by TENNUARE and
discuss with the applicant identified risks of receiving care in the home or community-
based selting, the consequences of such risks, and strategies (o mitigate the identified
risks; and (b) provide information regarding consumer dircction and obtain signed
documentation of the applicant’s interest in participating in consanzer direction; and (10)
provide information regarding next steps in the process including the need for approval
by TENNCARE w enroll in CHOICES and the functions of the CONTRACTOR,
including that the CONTRACTOR will develop and approve a plan of care.

18.  Section 2.9.6.2.3.7 shall be amended by adding a new phrase as follows:

29.6.2.3.7 TENNCARE or its designee will make available to the CONTRACTOR the
documentation from the intake visit, including but not limited to the member’s cusrent
address and phone number(s), the member’s level of care and needs assessment, the
assessment of the member’s existing natural support system, the member's risk
assessment and documentation of the discussion regarding identified risk and mitigation
sfrategies.

6
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Amendment 13 {cont.}

Section 2.9.6.3.9 shall be deleted and replaced ag follows:

2.0.6.3.9

As part of the face-to-face intake visit, the care coordinator shall: (i) docament and contirm
the applicant’s current addeess and plrone number(s) and assist the member in updating his or
her address with DHS or the Soctal Seeurity Administration, it applicable: (2} provide
general CHOICES education and infermation, as specified by TENNCARE, w the member
and assist in answering questions the member may have: (3) provide information about estate
recovery: (4) provide agsistance, as necessary, in gathering documentation needed by DHS 1o
determing ¢ategorical/Ninancial cligihifity for 1.1°C; (3) for members seeking enrolliinent in
CHOICES Group 1 or Group 2, provide information regarding (reedom of chuice of nursing
lacility versus CHOICES HORS, both verbally and in writing, and obtain a Freedom of
Choice form signed and dated by the wmember or hisfher representative; (6) provide detaited
information and signed acknowledpement of understanding regarding a CHOICES member's
responsibility with respect (o payment of patient liability amounts, inchading, as applicable,
the potential consequences for non-payment of patient liabiltty which may include toss of the
member’s current nwsing {acility or CBRA provider or MCO, disenrollment from
CHOICES, and to the extent the mamber’s eligibility is dependent on receipt of long-term
eare services, possible doss of eligibility for TennCare: and (7) for members who want to
recefve nursing facility services, provide information regarding the completion of alt PASRR
requirements prior to nursing facility admission and conduct the level | PASRR sereening; (8)
for members who are secking CHOICES HCBS, the care coordinator, shall: (a) conduct a risk
assessment using a tool and protocol speeified by TENNCARE and shall develop, as
applicable, a risk agreement that shall be signed and dated by the member or histher
tepresentative and which shall document identified risks to the member, the ¢onsequences of
such risks, strategies Lo mitigate the identified risks, and the member's decision regarding
his/her acceptance of risk, and which shall also be signed by the care coordinator, aflesting
that such risks and strategies have been discussed with the member or hisfher representative
privr to their decision to accept such risk; and (b) provide information regarding consumer
direction and obfain writien confirmation of the member’s decision regarding participation in
consumer direction; (9} for members seeking enrolhnent in Group 2, make a determination
regarding whether the person’s needs can be safely and elfectively met in the community and
at a cost that does not exceed nursing factlity care, and provide explanation to the member
regarding the individual cost neutrality vap, including that a change in needs or circumstances
that would result in the cost neutrality cap being exceeded or that would result in the
CONTRACTORs 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 disenroilment from
CHOICES Group 2, in which case, the member’s care coordinator will assist with transition
10 a more appropriate care delivery setting; (10) for members seeking enrollment in Group 3,
provide explanation to the member regarding the fifteen thousand dollar ($1{3,000)
expenditure cap and make a determination whether the membet’s needs can be safely met
within the array of services and supports that wouold be available if the applicant was
enrolled in CHOICES Group 3, including CHOICES HCBS up to the expenditure cap of
$15.000, non-CHOICES HCBS avatlable through TennCare (e.g., home health), scrvices
available through Medicare, private insurance or other funding sources, and unpaid
supports provided by family members and other caregivers, and (1) for all members,
using current information reparding the CONTRACTOR’s network, provide information
regarding choice of contract providers, subject to the provider’s availability and willingness
o timely deliver services, and obtain signed documenfation of the member's choice of
confract providers,
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Aanendment 13 {cont)

Section 2.9.6.3.20 shall be amended by adding a new Section 2.9.6.3.201.2 and renumbering
the remaining Section accordingly, including any references thereto:

2.96.3202 Notwithstanding the phone number (n the 834 file, for purposes of the EVV sysiem (see
Section 2.9.6.12.5.), the CONTRACTOR shall use the member's phone number or
appropriate alternative phone number ag confirmed during the inake visit (see Section
2.9.6.3.9.) and updated (ax applicable) during subsequent care ¢coordination contacts (see
Section 2.9.6.9.2.1.5), through EVV alert monitoring or other meamber contacts for ali
HOBS that will be fogped to the EVV system,

The venumbered Section 2,9.6,3.20. shall be amended by adding a new Section 2.9.6.3.20.11

as follows:

19432011 Upon receiving notification from TENNCARFE that a member's cligibility has ended, the
CONTRACTOR shall within two (2} business days notify all providers of ongoing HCBS
that the member's CHOICES eligibility has ended. which may be accomplished by
satification in the EVY system. Such nottfication shail not be provided in advance of the
actual end date of member's CHOICES eligibility, as a prospective end date could be
extended.

Secetion 2.9.6.6.2.4 shall be deleted and replaced as follows:

2.9.6.6.2.4 The plan of care developed for CHOICES members in Groups 2 and 3 prior to initiation
of CHOICES HCBS shall at a minimum include: (1) pertinent demoegraphic information
regarding the member including the member’s current address and phone number(s), the
name and contact information of any representative dnd a lst of other persons autharized
by the member 1o have access to health care (including long-tern care) related
information and to assist with assessment, planning, and/or implementation of health care
{including long-term care) related services and supports; (2) care, inciuding specific tasks
and functions, that will be performed by family members and other caregivers; (3) home
health, private duty nursing, and long-lerm care sevvices the member will receive from
other payor sources ineluding the payor of such services: (4) home health and private
duty nursing that will be awthorized by the CONTRACTOR, except in the case of persons
enrolled in CHOICES Group 2 on the basis of Immediate Eligibility who shail have
access to services beyond the Hmited package of CHOICES HCBS (see Section 2.6.1.5.3)
anly upon determination of categorical and financial cligibility for TennCare: (5)
CHOICES HCBS that will be authorized by the CONTRACTOR, including the amoun,
frequency, duration, and scope (tasks and functions lo be perfermed) of each service to be
provided, the schadule at which such care is needed, and the phone number(s) that will be
used t log visits into the EVV system, as applicable; members enrolled in CHOICES
Group 2 on the basis of tnmediate Eligibility shall have access only to a limited package
of CHOICES HCBS (see Section 2.6.1.3.3) pending determination of categorical and
financial eligibility for TennCare CHOICES owever all identitied needed services shall
be listed in the plan of care; (6) a detailed back-up plan for situations when regularly
scheduled HOBS 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 telephione
mumbers of persons and agencies 10 contact and the services provided by fisted 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 antnuval cost of
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Amendment T3 (cont.)

CHOICES HOBS specified in {5) above, and for CHOICES Group 3 members, the
projected total cost of CHOICES HCBS specified in (3) above, excluding the cost of
minor home meditications.

Seetion 2.9.6.6.2.5.6 and 2.9.6.6.2.5.7 shall be deleted and replaced as follows and Section
2.9.6.6.2.5.8 shall be deleted in its entirety., The rvemaining Secetion 2.9.0.6.2.5 shali he
renumibered aceordingly, inchuding any references thereto,

29601056

2.9.6.0.2.5.7

A person-centered statement of goals, objectives and desired health, functional and
quality of life outcomes for the member and how CHOICES services are intended to help
the memrber achieve tiese goals:

Deseription of ather services that will be provided to the member, including (1) covered
physical heaith services, including population health services, that will be pravided by the
CONTRACTOR to help the member maintain or fmprove his or hev physical health
status or functional abifities and maximize independence; (2) coversd behavioral health
servives that will be provided by the CONTRACTOR to help the member maintzin or
imprave his or her behavioral health status or functipnal abilities and maximize
independence; (3) other psycho/social support services and ussistance needed in order 1o
ensute the member's health, safety and welfare, and as applicable, 10 delay or prevent the
need for more expensive institutiopal placernent; and (4) any non-covered services
inchuding services provided by other community resources, including plans to link the
member to tfinancial assistance programs including but not limited to housing, utifities
and food as needed;

The renumbered Section 2.9.6.6.2.5.12 shall be deleted and replaced as follpws:

2.9.6.6.2.5.12

29662512}

29.66.2.5.02.1.,
2.9.6.6.2.512.1.

2.9.6.6.2.5.12.1.

Any steps the member and/or representative should take in the event of an emergency
that differ lrom the standard emergency protocol;

Planning what to do during an emergency shall include, but may not be fimiied to the
following;

I Developing an emergency phan;
o5 = j’ 1 »

2 Creating a plan to have shelter in place when appropriate;

3 Creating a plan to get to another safe place when appropriate; and

2.9.6.6.2.512.1.4  Identifying, when possible, two ways out of every room in case of fire,

29.6.6.2.5.12.2

Identify any additional steps the member andfor representative should take in the
event of an emergency,

9
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5. Section 2.9.6.6.2.6 shall be amended by adding additional Ianguage as follows:

296026 lhe member’s care coordinator/care coordination team shall ensure that the member
reviews, signs and dates the plan of care as wetl as any substantive updates, including but
not limited to any changes in the amount, duration or type of HCBS that witl be provided.
The care coordinator shall also sign and date the plan of care. along with any substantive
updates. The plan of care shall he updated and signed by the member and the care
coordinator annually and any time the member experiences a significant change in needs
of cirgumstances {see Section 2.9.6.9.2.1.16).

26, Section 2.9.6.6.2.6 shall be amended by adding a new Section 2.9.6.6.2.6.4 which shall read
as follows:

2966264  Instances in which a member’s signature is not required are limited 10: 1) member.
initiated schedule changes 1o the POC that do not alier the level of services (i.e. the
amourtt, duration or type of serviees} detailed in the current POC for the member; 2
changes in the provider agency that will deliver services that do not alter the level of
services (L.e. the amount. duration or type of services) detatled in the current POC for the
memberhowever, all schedule changes must be member-initiated; 3} changes in the
member’s current address and phone number(s) or the phone number(s) that will be used
fo log visits into the EVV systemy; or 4instances as permitted pursuant © TennCare
policies and prolocols.  Documentation of such changes shall be maintained in the
member’s records,

27, Section 2.9.0.8.20.4 and 2.9.6.8.20.4.1 shall be deleted in their entirety and the remaining
Section 2.9.6.8 shall be renumbered accordingly, including any refercnces thereto.

28.  Section 2.9.6.9.2.1 shall be amended by adding a new Section 2.9.6.9.2.1.5 as follows and
renmmbering the remaining Section accordingly, including any references thereto.

29692105 Document and confirm the applicant’s current address and phone number(s) or
appropriate alternative phone number(s) that the member's servige provider will use to
cafl infout for the purpuse of logging visits into the EVV system, and assist the member
in updating his or her address with DHS or the Social Security Administration, if
applicable;

29, Section 2.9.6.9.4.3.7 shall be amended by deleting the phrase “or Group 37,

ML Scction 2.9.6.9.4.3 shall he amended by adding a new Section 2.9.6.9.4.3.8 as follows and
renumbering the remaining Section accordingly, including any references thereto,

2969438  Members in CHOICES Group 3 shall be contacted by their care coordinator at least
quarterly (imore Frequently when appropriate based on the member’s needs and/or request
which shall be decumented in the plan of care). Such contacts shall be either in person or
by telephone with an interval of at east sixty (60) days between contacts, These members
shall be visited in their residence face-to-face by their care coordinator at least semi-
annually (more frequently when appropriate based on the member’s needs and/or request
which shall be documented in the plan of care) with an interval of at least one hundred-
twenty (1207 days hetween visits,
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Seetion 2.9,6.10.16 shall be deleted and replaced as follows:

29.6.10.16

I at anvtime abuse or neglect iy suspected, the member's care coordinator or the FEA shail
report the allegations 1o the CONTRACTOR within 24 hours in aecordance with the
CONTRACTOR's abuse and neglect plan protocels. The notification shall include at a
minimum: the member name: date of allegatdon reported and/or identified; descripiion of
issue; measures taken to mitigate risk: status of reporting o CPS or APS, as appropriate. if
the allegation is in reference o a worker or representative, the FEA shall contact 1he
member/representative o innacdiately release the worker or representative from hissher
duties until the investipation is complete. The FEA shall notify the CONTRACTOR
regarding  this conununication  with the member/representative and the member or
representative’s decision. The care coordinator shall work with the member to find a new
representative and the FEA shall work witl the member to find a suitable replacement
worker, if applicable. If the allegations are substantiated as a result of the investigation, the
representative or warker shall oo longer be allowed to participate in the CHOICES program
as 4 ropresentative or worker, If the investigation is inconclusive, the member may ¢lect ©
retain the worker or representative, The member's care coordmator. with appropriate
assistance from the FEA, shall iake any updates to the member's plan of care and/or risk
assessment/risk agreement deemed necessary {o help ensure the member's heaith and safety,
and shall provide, at least annuaily, education of the member and his/her representative of the
risk of, and signs and symptoms of, abuse and weglect. The CONTRACTOR may initiate
action to involuntary disenroll the wember from consumer direction at any lime the
CONTRACTOR feels that the member’s decisions or actions constitute unrcasonable risk
such that the member’s needs can ne onger be safely and effectively met in the community
while participating in consuner diregtion,

Section 2.9.6.11.6.2 through 2.9.6.11.6.4 shall be deleted and replaced as follows and the

remaining
thereto,

2.9.6.11.6.2

1.9.6.11.6.3

2961164

Section 2.9.6.11.6 shail be renumbered aceordingly, including any references

Each CHOICES Group 2 member shall be factored info the weighted cascload and
staffing ratio caleulations utilizing an acuity level of two and one-half (2.5);

fach CHOICES Group 3 member shall be factored into the weighted caseload and
staffing ratio caleulations utilizing an acuity level of one and three quarters (1.73),

Using the delineated acuity {actors, the following provides examples of the cemposition
of caseloads with a weighted valug of 125
CHOICES CHOICES CHCHCES Total CHOICES
Group | Group 2 Group 3 Members on
Caseload
125 0 25
100 10 i1
30 5 30 34
25 26 20 71
G 30 S0




33

Amendiment 13 {cont)

29.611.65

Using the delineated acuity faclors, the following delineates the composition of caseloads
with a weighied value of 173:

CHOICES CTIOICES CHOKES L Total CHOICES
Group | Group 2 Group 3 Members on
Caseload,
5 25 10 , H— L0
73 19 i 30 124
50 36 20 106
g 70 70

Section 2.9.6.12 shall be amended by adding new Scetions 2.9.6.12.3 through 2.9.6.12.4.4 as
follows and renumbering the remaining Secetion accordingly, including any references

thereto,

296123

2.96.12.4

2961242

2.9.6.124.3

2961244

The CONTRACTOR shafl oversee its selected EVV vendor 1o ensure the EVV system
operates in compliance with this Agreement, and with policies and protocols established by
TENNCARE. The CONTRACTOR shali notify TENNCARE within five (3} business days
of the identification of any issue affecting EVV system operation which impacts the
CONTRACTOR s performance of this Agreement, including actions that will be taken by the
CONTRACTOR to resolve the issue and the specific timeframes within which such actions
will be completed,

The CONTRACTOR shail establish business provesses and procedures which shail include a
standard process by whiel providers may notify the CONTRACTOR of exceptions for which
an action by the CONTRACTOR is required for resolution and shall maintain an adequate
number of qualified, trained staft (o support the operation of the EVV system. These staff
will ensure that:

Authorizations as defined pursuant to 2.9.6.2.5.12. are entered into the BVY system
timely and accurately, including any changes in such authorizations based on changes in
the member’s plan of care.

Authorizations provided by the CONTRACTOR owside the EVV system are consistent
with authorizations entered by the CONTRACTOR into the EVV system and with the
member’s currently approved plan of care. .

Any actions required by the CONTRACTOR 1o resofve exceptions in the EVV system,
&8, a change in the service authorization, are compleied withie three (3) business days
su that claimss {or services can be submitted for payment.

The CONTRACTOR monitors on an ongoing basis and reports to TENNCARE upon
request, the total volume of CHOICES HCBS that have been provided but not reimbursed
due to issues with the EVV system or due 10 individual exceptions, and proactively works
with providers and the FEA to ensure that issues are corrected and exceptions arc
resolved as expeditiously as possible and within the timeframes specified above in order
to provide payment as appropriate for services delivered.
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The remumbered Sceetion 2.9.6.12.5 shall be amended by deleting the phrase “homemaker

services™,

Section 2.9.6.12 shall be amended by adding 2 now Section 2.9.6.12.7 as follows and
renuntbering the remaining Section accordingly, including any references thereto.

226127 Notwithstanding the phone number i the §34 file. the CONTRACTOR shall use the
member’s phone number or appropriate alternative phone number as confirmed during 1he
intke visit (see Scction 2.9.63.9) and updated (as applicable) during subsequent care
coardination contacts ($ee Section 2.9.6.9.2.1.5.) for all HCUBS that will be loaged into the
EVV systent

Seetion 2.9.7.1.1 shall be amended by deleting “homemaker,” in the first sentence.
Section 2.9.8 shall be deleted and replaced as follows:
Muoney Follows the Person (MEP) Rebalancing Demonstration

2.9.8.1 General

29811 The CONTRACTOR shalf, in accordance with this Agreoment and federal and State faws,
regulations, policies and protocols, assist Eligible Individuals Fving in a Qualified Institution
ur fransitioning to a Qualified Residence in the community under the Swte’s MEP
Rebalancing Demonstration (MF™,

2.98.1.2  Eligible fodividuals transitioning to a Qualified Residence in the community and consenting
to participate in MFP shall be transitioned from CHOICES Group 1 into CHOICES Group 2
purseant to TennCare policies and protocols for Nursing Facility-to-community transitions
and shall also be enrolled into MFP. For persons enrolled in CHOICFS who are also
participating in MFP, the CONTRACTOR shall comply with all applicable provisions of this
Agreement periaining to the CHOICES program. This section sets forth additional
requirements pertaining to the CONTRACTOR s responsibilities specifically as it relates to
MFP,

29.8.1.3  For CHOICES Group 1 members not eligible to participate in MFP or who elect not to
participate in MFEP, the CONTRACTOR shall nonetheless facilitate transition {o the
community as appropriate and in accordance with 2.9.6.8.

29814  The CONTRACTOR shall not delay a CHOICES Group 1 member's (rangition to the
community in order to meet the ninety (90)-day minimum stay in a Qualified Institation

established wnder ACA and envoll the person into MFP.

2.9.8.2 Identification of MFPP Participants

29821 The CONTRACTOR shall ideatify members who may have the ability and/or desise to

transition from a nursimg facility to the community in accordance with Section 2.9.6.8

29822 The CONTRACTOR shall assess all nursing Facility residents fransitioning from the NF to
CHOICES Group 2 for participation in MFP. This includes CHOICES Group | members
referred for transition, as well as nursing facility residents referred for CHOICES who are not
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29823

vetenrolled in CHORCES Group 1 but may be determined eligible for Group [, and whe have
expressed a desire to move back into the community. However, the resident must actually be
enrotled Into Group L in order (o qualify for MEP,

Members may only elect 1o participate in MFP and the CONTRACTOR may only enroll a
member imto MFP prior 1o the member’s transition from the nwsing lacility o the
conmmunity. Members will not be eligible to enroll in MEP i they have already transitioned
out of the nursing facility,

2.9.8.3 Clipihilinv/Enrollment into MFP

19831

2.9.835.2

20833

29834

o]
=
e
Lot
L

219836

29.8.3.7

Member participation in MFP is voluntary, Members may deny consent 1o participate in MEP
or may withdraw consent to participate in MFP al any time without afteeting their enrolhment
in CHOICES.

If a member withdraws from MEP, he cannot participate in MFP again withoul mecting the
cligibility requirements for enroliment into MFP (e.g., fotlowing a ninety (90)-day stay in a
Gualificd Institution).

Only CHOICES Group | members who qualify w entoll in CHOICES Group 2 shall be
eligible to transition o Group 2 and enroll into MFP.

b addition 1o facilitating transition from CHOICES Group | to CHOKCES Group 2 pursiant
to Section 2.9.0.8 of this Agreement and TENNCARE’s policies and protocsls, the
CONTRACTOR shall fucilitate the enroliment of Lligible Individuals who consent into MFP.

The member’s care coordinator or, if the CONTRACTOR elects to use transition teams, a
person who meets the qualifications of a care coordinator shall, using information provided
by TENNCARE, provide each potemial MIP participant with an overview of MFP and
answer any questions the participant has, The CONTRACTOR shall have each potential
MFP participant or his authorized represemtative, as applicable, sign an MFP Iaformed
Consent Form affirming that such overview has been provided by the CONTRACTOR and
documenting the member®s decision regarding MFP participation.

Once a potential MEFP participant has consented to participate in MIP, the CONTRACTOR
shall notify TENNCARE within two (2} business days via the TENNCARE PreAdmission
Evaluation System (TPAES) unless otherwise directed by TENNCARE, and shall maintain
supporting documentation as specified by TENNCARE thar shall be made availabie to
TENNCARE upon reguest.

The CONTRACTOR shall verify that cach potettial MFP participant is an Eligible Individual
and shall provide attestation thercof to TENNCARE. The CONTRACTOR shall enter afl
reuired data elements into TPAES unless otherwise directed by TENNCARE, and shall
naintain supporting docwmentation as specified by TENNCARE that shall be made available
to TENNCARE upon request,

The CONTRACTOR shall verify that cach potential MFP participant will transition into a
Qualified Residence in the community and shall provide attestation thereof 10 TENNCARE,
The CONTRACTOR shall enter all required data clements into TPAES unless otherwise
directed by TENNCARE and shall maintain supporting documentation as specified by
TENNCARE that shall be made available to TENNCARE upon request,

14
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29839

Fimal determinations regarding whether a member can enroll inte MFP shail be made by
TENNCARI based on iformation provided by the CONTRACTOR.

TENNCARE may request and the CONTRACTOR shall submit in s dmely manner
additional documentation as necded 1o make such determination.  Docwmentation submitted
by the CONTRACTOR may be verified. 1o the exteni practicable, by other information,
either prior or subsequent fo enrellment in MFP, including eligibility, claims and encounter

data.

2.9.8.4 Participation in MIP

2.984.1

19842

[

9.84.3

29844

29843

29846

2.9.8.4.7

The participation period tor MEP is 365 days, This includes all davs during which ihe
member resides in the conmunity, regardiess of whether CHOICES FICBS are received each
day.  Days are counted consecutively except for days during which the member is admitted
to an inpatient facitiy.

The participation period for MEP does not include any days during which the member is
admitted 1o an inpatient facility.

MEP participation will be “suspended” in the event a member is re-admitted for a short-term
inpatient facility stay. Member wili not have to re-qualify for MEP regardless of the number
of days the member is in the mpatient facility, and shall be re-instated in MFP upou return to
4 Qualified Residence in the community.

o may take longer than 363 calendar days to complete the 365-day MFP participation period
days since a wember’s participation period may be interrupted by one or more mpatient
tacility stays.

For MFP parficipants, a significant change i circumstances (see 2.9.6.9.2.1.16.) shall include
any admission to an inpatient facility, including a hospital, psychiatric hospital, PRTF,
nursing facility or Moedicare-certified  Skilled Nursing Facility.  The member’s Carc
Coordinator shail (pursvant to 2.9.6.2.4) visit the member face-to-fuce within five (5)
business days of any topatient facility admission and shall assess the member’s necds,
conduet a comprehensive needs assessiment and update the member’s plan of care, including
the member’s Risk Agreement, as deemed necessary based on the member's needs and
circumstances, I the visit is conducted in the inpatient facility, the CONTRACTOR may
clect 1o have someone who meets the qualifications of a Care Coordinator complete the
required fhee-lo-face visit and conduct a comprehensive needs assessment, in which case. the
qualified individual conducting the face-to-face visit shall coordinate with the member®s Care
Coordinator 1o update the member’s plan of care, including the member’s Risk Agreement, as
deemed necessary based on the member’s needs and circumstances.

‘The CONTRACTOR shall review the circumstances which resulted in the inpatient facility
admisston and shall evaluate whether the services and supports provided o the member are
sufficient to safely meet his needs in the community such that continued participation in
CHOICES Group 2 and in MFP is appropriate,

The CONTRACTOR shall notify TENNCARE within five (5) business days of admission
any thne a member is admitted to an inpatient facility. Such notification shall be made via
TPAES unless otherwise directed by TENNCARE., The CONTRACTOR shall maintain
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supporting documentation as specificd by TENNCARIE that shall be made available to
TENNCARE upon request.

2484710 For purposes of MEP, admission for observation {which is not considercd inpatient care)

20848

29849

2.9.84.10

2.9.84.11

2.9.8.4.12

2984.43

298414

shall not be considered admission to an inpatient facility, Nor shall participalion in MFP
be suspended during observation days.

The CONTRACTOR shall be invobved in discharge planning on behalf of any MEP
participant admitied e an inpatient {acility.

Fhe CONTRACTOR shall notify TENNCARI within two (2) business days when an MFP
participant is discharged from a short-term stay i an inpatient freility,  Such notitication
shall include whether the member &5 retwrning 1o the same Qualified Residence in which he
Hived prior to the inpatient stay, or a differemt residence which shall also be a Qualified
Residence. Such notification shall be made via TPALS unless otherwise directed by
TENNCARLE. The CONTRACTOR shall maintain supporting documentation as specificd by
TENNCARE that shall be made available to TENNCARE upon request,

If ar any time during the member's participation in MFP, the member changes residences,
including instances in which the change in residences occurs upon discharge [rom an
mpatient facility stay, the CONTRACTOR shall: 1) notify TENNCARE within two (2)
business days of the change in residence; 2} verify that the new residence is a Qualified
Residence: and 3) provide attestation thergof to TENNCARE., The CONTRACTOR shail
enter all required data elentents inte TPAES unless otherwise directed by TENNCARE, and
shall maintain supporting documentation as specified by TENNCARE that shall be made
available 1o TENNCARE upon request,

The CONTRACTOR shall track the member’s residency throughout the 363-day MFEFP
participation period.  In addition, the CONTRACTOR shail, for purposes of facilitating
completion of Quality of Life surveys, continue to track MEP participants™ residency for two
{2) years following transition to the community which may be up to one (1} year following
completion of the MFP participation period, or until the member is no fonger enrolied in the
CONTRACTORs health plan.

The CONTRACTOR shall, using a template provided by TENNCARE, issue a wrilten notice
of MFP participation to cach member enrolied in MFP which shall not occur prior to
transition rovy CHOICES Group 1 to CHOICES Group 2. Such notice shall be {ssued within
ten (10} business days of netilication from TENNCARE via the outbound 834 enroilment file
furnished by TENNCARE to the CONTRACTOR that the member is enrofled in MFP,

The CONTRACTOR shall, using a template provided by TENNCARE, issue a written notice
to each member upon conclusion of the 363-day participation period. Such notice shall be
issued within ten (10) business days of notification from TENNCARE via the outbound 8§34
encolhment file fumished by TENNCARE to the CONTRACTOR that the member is no
longer enrolled in MEP. _

A member who successfully completes 365-day participation period for MFP and s
subsequently re-institutionalized may qualify o participate in MEP sgain but must fiest meet
the “Eligible Individual” criteria. There shall be a minimun of ninety (90) days between
MFP participation occutrences.  Prior to enrollment in a second MFF oceurrence, the care
coordinator shall assess the reason for the re-institutionalization o determine if the member is

16
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an appropriate canclidate for re-enrollment i MEP and if so. shall develop a plan of care
(inciuding g Risk Agreement) thay will help to ensure that appropriste supports and servicas
are in phce to support suceessful transition and permanency in the conmuniry.

2.9.8.5 Plap of Case

298351 For members participating in the MFP, the Plan of Care shall reflect that the member is an
MEP participant, including the date of enrollment into MFP (ie., date ol wansition from
CHOICES Group | to CHOICES Group 2).

29852 Upon conclusion of the member’s 363-day participation period i MFP, the Plan of Care shall
be updated to reflect that he s longer participating in MFP.

2.9.8.6 Services

29861 A member enrolled in MFP shall be simultaneously enrolled in CHOICES Group 2 and shall
be eligible to recetve covered benefits as described 1n 2.6.1,

2.9.8.7 Continuity of Care

2.98.7.1  Upon completion of a person’s 365-day participation in MFP, servicey (including CHOICES
HCRS)Y shall continue to be provided in accordance with the covered benefits deseribed in
2.6.1 and the member's plan of care.  Transition from parkicipation in MFP and CHOICES
Group 2 to participation ondy in CHOICES Group 2 shall be scamless to the member, except
that the CONTRACTOR shall be required to issue notice of the member's conelusion of his
365-day MFP participation period.

2.9.8.8 Level of Care and Short-Tern Nursine Facility Stay in MEP

2.98.8.1 Inorder o enrol in MEP, a member must meet NF LOC. Group 3 members are not eligible
for MFP.

29882 A CHOICES Group 2 member participaling in MFP who mects the nursing facility tevel of
care in place at the time of admission may be admitted for an inpatient short-ferm nursing
factlity stay during his 365-day participation period and remain enrolled in MFP repardless of
the number of days the member 13 admitted for inpatient facility care.

2.9.8.8.3  MFP participants admitted for shori-term nursing facitity stays shall be re-instated in MFP
upon discharge and returt to a Qualificd Residence in the community, The member is not
required to meet the ninety (90) day residency requirement eriteria for re-instatemient into
MFP.

29884  If the short-term stay will exceed ninety (90} days, the CONTRACTOR shalt facilirate
transition from CHOICES Group 2 to CHOICES Group 1,

2.9.8.8.5  The member’s care coordinator shall monitor the member’s inpatient stay and shall visit the
member face-to-face at least monthly during the inpatient stay or more frequently as
necessary to facilitate Himely and appropriate discharge planning,

29886  The CONTRACTOR shall conduet a Transition Assessiment and develop a Transition Plan
(see Section 2.9.0.8) as necessary to facilitate the member’s return {0 ihe community, Such

i7
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29887

19888

29889

assessmant shall include a review of the circumstances which resufted in the nursing facility
admission and shall evaluate whether the serviees ad supports provided 10 the member are
sutficient to safely meet his needs e the comnumity such that wansition back w CHOICES
Group 2 and continued participation in MEFP 18 appropriate.  The CONTRACTOR shall
update the member’s plan of care, including the member’s Risk Agreement, ax deemned
necessary based on the member’s neads and circumstances.

tipon discharge from the short-term stay, within one (1} business day, the care coordinator
shall visit the member in his/her Qualified Residence. During the ninety (90} days following
transition and re-instatement into MFP, the care coordinator shall conduct monthly face-to-
face in-heme visits Lo ensure that the plan of care is being followed, that the plan of care
comtinges 1o meet the member’s needs, and the member has successfully transitioned back to

the community,

MEFP parficipants admitted for short-term nursing {acitity stays shall be re-instated in MFP
upon discharge and return fo a Qualified Residence in the community. The member i3 not
required to meet the ninety (90) day residency requirement criteria for re-instatement into
MFP,

Days that are spent in au inpatient facility, including short-ferm narsing facility stays, do not
count as part o the member's 365-day MEFP participation period.

1989 TPALS

[3¥

9.8.9.1

2.9.8.19

208101

29.8.H

298111

The CONTRACTOR shall use the TENNCARE PreAdmission Evaluation System (TPAES)
0 facilitate enrothnents into and transitions between LTC programs, inchuding CHOICES
and the State’s MEPP Rebalancing Demonstration (MIP), and shall comply with alf data
collection processes and limelines established by TENNCARE in policy or protocol in order
to gather data required to comply with tracking and reporting requirements pertaining to
MEP. This shall include (but is not fimited to} attestations pertaining to Eligible Individual
and Qualified Residence, changes of residence, inpatient fueility admissions and discharges,
reasons for re-institutionalization, and reasons for disenroliment from MFP,

1T requireiments

Pursuant to Section 2.23 of this Agreement, the CONTRACTOR shall medify its information
sysfems to dccommodate, accept, oad, wtilize and facilitate accurate and timely reporting on
information submitted to by TENNCARE via the cutbound 834 file that will identify MPP
participants, as well as those MFP participants in suspended sistus during an inpatient
admission,

Case Management Svstem

The CONTRACTOR®s case management system (see Section 2.9.6.12.7) shail identify
persons enrolfed in MEPP and shall generate reports and management tools as needed to
facilitate and monitor compliance with contract requirements and timelines.
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29812

298121

298122

298123

2.9.8.13

298134

2981311

2981311

29.8.13.1.1.

MIEIP Readiness Review

Prior to implementation of MFP. as detennined by TENNCARLE, the CONTRACTOR shall
demaonstrate to TENNCARE s satisfaction that the CONTRACTOR is able 1o meet all of the
requirements pertaining to MITP set forth in this Agreemoent.

The CONTRACTOR shall cooperate in a “readiness review” conducied by FENNCARE
review the CONTRACTOR s readiness 1o fulfill its obligations regarding MFP in accordance
with the Agreement. This review may include, but is not Hmited to, desk and on-site review
ol documents provided by the CONTRACTOR, a wulk-through of the CONTRACTOR s
eperations, systemn demonstrations {including systems connectivity testingy, and inlerviews
with CONTRACTOR s staff. The scope of the review may include any and all MFp
recquirements of the Agreement ay determined by TENNCARE,

Rased on the resulis of the review activities, TENNCARE will issue a letter of findings and,
if needed, wifl request a corrective action plan from the CONTRACTOR,

MER, Benchmarks

The CONTRACTOR shall assist TENNCARE in meeting the five (5) annual benchmarks
established for the MFP Rebalancing Demonstration which are described below in Scetions
29.8.13.1.] through 2.9.8.13.1.5.

Benclhmark # 1: Number of" Persons Transitioned

.1 Assist the projected number of eligible individuals in each target group in soceesstully

transtiioning from an inpatient facility to a qualified residence during cach year of the
demonstration.  Projected numbers:

Calendar # of Elderly # of Disabled Adults
Year Transitioned Transitioned

2001 27 23

2012 200 | 69

20103 234 (93

2014 2061 214

2015 234 191

2006 206 169

2 Immediately prior to implementation of MFP and at the beginning of each calendar year
thereafter, statewide calendar year numbers for beachmark #1 will be allocated on a
regronal basis to each MCO operating in the region, based on the number of persons in
CHOICES Group |, For purposes of incentive payments {see Section 3.11), achievement
of this benchmark shall be determined on a regional basis by MCQ.
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Benctunark 22: Qualifiod fxpenditres jor TICBS

Increage the amount and percentage of Medicaid spending for qualified home and
connmunity based long-ferm care services during each vear of the demonstration,

For purposes of incentive payments (sce Section 3,111 achievement of this benchmark
shat! be determined on a statewide basis.

Henclmark 830 Inereased Amownt and Percemage of HORS Participants

tnerease the number and pereentage of individuals who are elderly and adults with
physical disabilitics receiving Medicaid-reimbursed long-term care services in home and
community based (versus instictional) seftings during each year of the demonstration,

For purposes of incentive payments (see Section 3.11), schisvement of this benchmark
shall be determined on a regional basis by MCO,

Benchmark 84 Increase Unduplicated  Contracted  Commumity  Based  Residential
Abternative

tnerease the number of unduplicated ficensed CBRAS contracted with MCOs Statewide
to provide HCBS in the CHOICES progeam during cach year of the demonstration,
Providers enrolled with more than one (MCO) or in more than one region shall only be
counted once. Proposed numbers;

Calendar # of MCO Contracted
Year CBRAs Statewide
2011 7H)

2012 74

2013 78

20104 82

2015 26

2016 a0

For purposes of Incentive payments {(See Section 3.01), achievement of this benchmark
shall be determined on a statewide basis.
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2981315

29813035

Benclmark £3. Derease Parficipation in Conswner Directiva

b Increase the mumber of persons recelving Medicald-reimbursed HCBS participating in

consumer direction for some or all services during cach vear of the demonsteation.
Projected numbers:

Calendar # in Cansumer
Year Direction
2011 600
2002 906G »
2013 1,150
214 1,400
» 2015 1,550
2016 1,630 i

2 Imunediately prior ta implementation of MEP and at the beginning of each calendar year
thereafier, statewide calendar year numbers for benchmark #35 will be allocated on a
regional Dasis to each MCCQ operating in the region, based on the number of persons in
CHOICES Group 2 and Group 3. For purposes of in¢entive payments (see Section 3.11),
achievement of this benchmark shall be determined on a regional basis by MCO.

38, Section 2.9.11.1 shall be deleted and replaced as follows:

29111

Except as provided in Section 2.6.1.3. the CONTRACTOR is not responsible for the
provision of pharmacy benefits: TENNCARE contracts with a pharmiacy beneiilts manager
(PBM) to provide these services. However, the CONTRACTOR shall maintain an agreement
with the PBM for the purpose of making payment to the PBM on behalf of TENNCARE for
TennCare covered services. This requirement does not impose any further responsibilitics on
the CONTRACTOR regarding the provider’s and/or provider's claims that are reimbursed
throagh this payment structure. The CONTRACTOR shall not be at risk for payment made to
the TennCare contracted PBM (see Section 3). The CONTRACTOR shall coordinate with the
PBM as necessary to ensure that members receive appropriate pharmacy services without
interruption. The CONTRACTOR shall monitor and manage ils contract providers as it
refates to preseribing patterns and its members as it relates w utilization of preseription drugs.
The CONTRACTOR shall participate in regularly scheduled meetings with the PBM and
TENNCARE 10 discuss operational and programmatic issues.

39, Section 2.9.15 through 2.9.15.3 shall be deleted and replaced as follows:

2915 ICFAID Services and Alternatives to WOFNAID Services

29151

The CONTRACTOR is not responsible for services in an Intertnedinte Care Facility for
Individuals with Inteltectual Disabilities (ACF/AID) or for services provided through Home
and Community Based Services (HCBS) walvers as an aliernative to ICF/ID services
(hereinafier referred to a5 “HCBS D waiver”). However, fo the extent that services available
o & member through a HCBS 1D waiver are also covered services purguant to this
Agreement, the CONTRACTOR shall be responsible for providing all medically necessary
covered services. HCDS 1D waiver services may supplement, but not supplant, medically
necessary covered services. ICE/IID services and HCBS 1D waiver services shail be provided

21
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between TENNCARE and appropriate providers,

qualified members as deseribed in FeonCare rules and regolations thraugh contracts

e CONTRACTOR & responsible for covered serviees for members residing s an KCEAID
or enrolled g HOEBS T waiver. For maabers residing i an ICFID, the CONTRACTOR
s responsible for providing covered services that are not included in the per diem
setmbursement for institutional services (., prosthetics, some items of durable medical
cquipment, nor-ensergency ambulance ransportation, and non-emergency fransportation).
Except as provided below tor NEMT, for members carolled in a HCBS 1D waiver, the
CONTRACTOR shall provide all medicatly necessary covered services, including covered
services that miay also be provided through the HCBS 1D waiver. The HOBS 1D waiver is the
payor of last resort, Mowever, the CONTRACTOR is not responsible (or providing non-
emergeney inedical transportation (NEMT) @ any service that s heipg provided 1o the
member through the HOBS 11 waiver,

The CONTRACTOR shall coordinate the provision of coveeed services with services
provided by ICFAID and HCBS 1D waiver providers o minimize disruption and duplication
of services,

46, Seetion 211110 shall he deleted and replaced as foltows:

200110

The CONTRACTOR shall monitor provider compliance with aceess requirements specified
i Auachment [, including but not fimited to appointment and wait times and take corrective
action for failure to comply. The CONTRACTOR shall maintain an emergency/contingency
phan in the event that a large provider of services collapses or is otherwise unable (o provide
needed services and_shall conduct surveys and office visits 1o monitor complisnee with
appeinument waiting time standards and shall report findings and corrective actions 10
TENNCARE in sccordance with Section 2.30.8.2,

41, Section 2,12.9.15 shall be amended by adding a new sentence to the end of the existing text

as follows:

2128.15

lnclude a statement that ss a condition of participation in TernCare, enrollees and providers
shall give TENNCARE or its authorized representative, the Office of the Comprroller of the
Treasury, and any health oversight agency, such as OIG, TBI MPCLU, DHHS Office of
lnspector General (DHHS OIG), and DOJ, and any other authorized state or (ederal ageney,
accesy o their records. Said records shall be made aveilable and furnished fmmediately upon
request by the provider for fiscal audit, medical audit, medical review, utilization review, and
other periodic monitoring as well as for administrative, civil and criminal investigations or
prosecutions upon the request of an authorized representative of the CONTRACTOR,
TENNCARE or aothorized federal, state and Office of the Comptrolier of the Treasury
personned, focluding, but ot Himited fo, the QIG, the TBI MFCU, the DHHS OIG and the
PXOJ. Said records are to he provided by the provider at no cost to the requesting ageney;
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Section 2.12 shall be amended by adding & new Section 2.12.15 as follows and renumbering
the remaining Sections accordingly, including any references thereto.

The CONTRACTOR shall mainiain an agrecment with the PBM for the purpese of making payment
1o the PBM on behalt of TENNCARE for TennCare covered services.  The agreement shall be in
accordance with an approved template provided by TENNCARE. The CONTRACTOR shail not be
at risk for payment made to the TemCare contracted PBM (see Section 3

Section 2.13 shall be amended by adding a new Section 2.13.9 as follows and reunumbering
the remaining Sections accordingly, including any refercces thereto.

24858 Payment to TennCare PBM

A39.0 0 The CONTRACTOR shall make payment (o the PBM on belwff of TENNCARE for
TennCare coverad services, The CONTRACTOR shall not be at risk for payment made to
the TennCare contracted PBM (see Section 3% The CONTRACTOR shall adhere to the
following process for payments (o the PRM:

[

3901 The CONTRACTOR shall maintain a separate bank account for the tunds pansfer from
TENNCARE for purposes of paymest {o the PBM.

3%

A3.9.0.2 The CONTRACTOR shall receive a weekly involce from the PBM for servicus rendered by
the PBM.

Jd

13903 The CONTRACTOR shall invoive TENNCARE for the cost of the payments to be made to
the PBM based on the weekly PBM invoice as well as any associated regulatory costs,

]

213814 The CONTRACTOR shall make payment (o the PBM in the full amount of the funds wransfer
from TENNCARE no later than the Friday following reciept of the funds {rom THNNCARE
unless extended by TENNCARE due 1o unforeseen circumstances or bank holidays.

Section 2.15.1.1 shall be deleted and replaced as follows:

20501 The CONTRACTOR shall have a written Quality Management/Quality Improvement
{(OM/QH) program that clearty defines its gualify improvement structures and processes apd
assigas responsibility to appropriate individuals, Program documents must inclode all of the
elements listed below and shall include & separate section on CHOICES caré coordination.
This QM/OQI program shall use as a guideline the current NCQA Standards and Guidelines lor
the Accreditation of MCOs and shall include the CONTRACTOR's plan for improving
patient safety. This means at a minimum that the QM/Q! program shali:

Section 2.15.2.1 sleall be amended by adding the words “, annual evaluation” in the last
sentence as follows:

21321 The CONTRACTOR shall have a QM/QI committce which shall include medical, behavioral
health, and long-term care stalt and contract providers (inctuding medical, behavioral health,
and long-term care providers). This committee shall analyze and evaluate the results of
OQM/OI activities, recommend policy decisions, ensure that providers are involved in the
QML program, institute needed action, and ensure that appropriate follow-up occurs. This
conuniltee shail also review and approve the QM/QI program description, annual evatuation

23



46.

47,

48,

Amendment 13 (cont.}

and assoctated work plan prior to submission o TENNCARE as required in Section
230200, Reporting Requirements.

Section 2,17 1.1 shall be deleted and repluced as follows:

FUELL 0 The CONTRACTOR shatl submit to TENNCARLE for review and prior written approval all
araterials that will be distributed to members {referred 10 a8 member materials), Should 1he
CONTRACTOR decide 1o contraet with cither a subcontractor or ifs providers o greate
and/or distribute member materials, the materials shail not be distributed 10 members unless
the materials have been submitted to TENNCARYE by the CONTRACTOR for review and
prior writlen approval, Moember Materials inelude, buf are vot limited to member handbooks,
provider direciories, member newsletters, idemification cards, fact sheets, notices, brochures,
form letters, mass mailings, system generated letters and any other additionsl, but not
required, materinds and information provided 10 members designed to promete health andsor

edueate members,

Seetion 2.17.2 shall be amended by adding 2 new Section 2.17.2.3 and renumbering the
remaining Section 2.17.2 as follows, including any reference thercto,

2,07.2.5 Articles and/or intormational material included in written materials such as newsletters,
brochures, ete. shalk be limited to approximately 200 words for purposes of readability uitless
otherwise approved in writing by TENNCARE;

Section 2.17.4.7.18 shall be defeted and replaced as follows;

2474718 Shall include notice of the right to file a discrimination complaint as provided for by
applicable federal and state civil vights aws, including but not limited to, Titie VI of the Civil
Rights Act of 1904, the Age Discrimination Act of 1973, Title 1X of the Education
Amendments of 1972, Section S84 of the Rehabilitation Act of 1973, and Tides U and (1 of
the Americans with Disabilities Act of 1990, and a complaint form on which to do so. The
notice shall be considered a Vital Document and shall be available at & minimum in the
Lnglish and Spanish languages;

Section 2.17.5.3.5 shall be deleted and replaced as follows:

2,17.53.5 A nolice of the right to file a discrimination complaint, as provided for by applicable federal
and state civil rights laws, including, but not Himited to Title VI of the Civil Rights Act ot
1964, the Age Discrimination Act of 1973, Title X of the Education amendments of 1972,
Seciton 304 of the Rehabiliation Act of 1973, and Titles It and T of the Americans with
Disabilities Act of 1990 and a complaiint form on which to do so. The notice shall be
considered a Vital Document and shall be available at a minimum in the English and Spanish
languages;

Section 2.18.1.3 shall be dcleted and replaced as follows:
2.18.1.3 The member services information tine shall handle calls from individuals with LEP and

individuals with disabilitics, including, but not limied to individuals with hearing and/or
speech disabilities.
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Seetions 2.20.1L.7 through 2.20.1.7.3 shall be deleted and replaced as follows:

2240007 The CONTRACTOR is prohibited from aking any actions 1o recoup or withhold improperly
i ) I properiy

paid funds already paid or potentially due 10 a provider when the issues, services or claims

upon which the recoupment or withbold are based meet one or more of the following criteria:

220071 The improperly paid funds have already been recovered by the State of Tennessee, either by
TENNCARE directly or as part of a resolition of a state or federal investigation and/or
lawsuit, including but not Himited o false claims act cases: or

20.1.7.2 [he fmproperdy paid funds have alicady been recovercd by the States Recovery Audit
Coniractor { RAC) contractor; or

)

20.1.75  When the issues, services or claims that are the basis of the recoupment or withhold are
currently being investipated by the State of Tennessce, are the subject of pending Federal or
State litigation or investipation, or are being gudited by the TennCare RAC.

£

Section 2.21.6.1.4 shall be deleted and veplaced as follows:

2.21.6.1.4 Uxceept for those payments deseribed in Section 315, any and all payments made by
TENNCARE, including capitation payments, any payments related 10 processing claims for
services incutred prior to the start date of operations pursuant o Seetion 3.7.1.2.1, as well as
incentive payments (it applicable) to the CONTRACTOR shall be considered “Premium
revenue” tor the purpose of caleuliting the minimum aet worth required by FCA 56-32-112.

Section 2.23.5.2 shall be amended by adding a new sentence o the end of the existing text
ay follows:

22332 The CONTRACTOR shall systematically update its eligibility/enrollment databases within
twenty-four (243 hours of receipt of said files. Any owtbound 834 transactions which fail 10
updaie/load systematically must be manually updated within twenty-four (24) hows of
receipt, The CONTRACTOR shall report 10 TENNCARE, in a form and format w be
provided by TENNCARE, owtbaund 834 sransactions that are not processed within these time
frames and include information regarding when the yansactions were completed, Any
transaefions that are not updated/loaded within fwenty-four (24) hours of receipt from
TENNCARE and/or persistent issues with bigh volumes of fransitions that require manual
upload may require the CONTRACTOR to nitiate a Correclive Action Plan for resolution of
the issues preventing compliance. If the CONTRACTOR has reason 1o believe they may not
meet this requirement based on unusual circumstances, the CONTRACTOR must notify
TENNCARE and TENNCARE may make an exception without requiring a Corrective
Action Plan.
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Section 2.24.4.1 shall be amended by adding the phrase “on at least an annual basis” after
the phrase “and a plan for training” as follows:

22441

The CONTRACTOR shall develop and implement an abuse and ncgiect plan that includes
protocols for preventing, ideitifying. and reporting suspecied abuse, neglect. and exploitation
of CHOICES members who are adults (see TCA 71-6-101 et seq.) and suspected brutality,
abuse, or neglect of CHOTICES members who are children (see TCA 37-1-401 of seq. and
TCA 37-1-601 ef seq.); # plan for eduenting and training providers, subeontractors, care
coordinators, and other CONTRACTOR staff reparding the protocols: and a plan for training
on at least an annual basis members, representatives, and caregivers reparding identification
and reporting of suspected abuse andfor neglect.

Section 2.27 shall be amended by adding new Sections 2.27.9 and 2.27.10 as follows:

Medicaid and CIHIP - Verification of Income and ligihility,  The CONTRACTOR must provide

safeguards that restriet the use or disclosure of itlormation concerning apphicants and beneticiaries to

purposes directly connected with the administration of the plan:

2.27.9.1

227910

1.2
2

27.8.0.

]

279,

-t

2

27914

-0

27492

[ o]

27921

{F

27932

22795

227931

227932

Purposes divectly related to the administration of Modicaid and CHIP include:
Establishing eligibility;

Determining the amount of medical assistance:

Providing services for beneficiaries; and

Condueting or assisting an investigation, prosecution, or ¢ivil or eriminal proceeding

related 1o Medicaid or CHIP adninistration.

The CONTRACTO must have adequate safeguards to assure that;

tnformation is made available only to the extent necessary 1o assist in the valid administrative
parposes of those receiving the information, and information received under 26 USC §
G6103¢1) 15 exchanged only with parties authorized to receive that information under thai

section of the Code; and

The information & adequately stored and processed so that it is protected against
vnauthorized disclosure for other purposes.

The CONTRACTOR must have criteria that govern the types of information about
applicants and beneficiaries that are safeguarded. This information must include af least:

Names and addresses;
Medical services provided;
Social and economic conditions or circumstances;

CONTRACTOR evaluation of personal information:

26



Amendment 13 {eont.)

227935 Medical data, including diagnosis and past history of disease or disabiliy,

H¥)

27956 Any information reecived Tor verifving income oligibility and amount of medical assistance

payments, including income information received lrom $SA or the Internal Revenue Service:
227937 Any information received for vertfying income cligibility and amount of medical assistance
payments;

27,438 Income information received {rom SSA or the Internal Revenue Service must be safeguarded
according to Medicaid and CHIP requirements;

b2

27.9.3.9  Apy mformation received in connection with the identificntion of legally lable third parey

_h)

resources; and

Favs

279310 Social Security Numbers,

2194 The CONTRACTOR must have criteria approved by the State specifying:

3

27940 The conditions for release and use of information about applicants and beneficiaries;

[Re)

Access to information concerning applicaats or beneficlaries must be restricted fo persons or
CONTRACTOR representatives who are subject w0 standards of confidentiality thay are

2]

2T0.4,2

comparable 1o those of the State;

27943 The CONTRACTOR shall not publish names of applicanis or beneficiaries:

2

27944 The CONTRACTOR shail obtain permission trom a family or individual, whenever possible,
before responding to & request for infopmation from an outside source, unless the information
is to be used to verity income, eligibility and the amount of medical assistance payment to an
atthorized individual or entity;

[

ro

27945 I, because of an emergency situation, time does noi permif oblaining consent before release,
the CONTRACTOR shall notify the State, the family or individual immediately after
supply ing the information,

227946 The CONTRACTOWR's policies must apply 10 all requests for information frem outside
sources, including governmental bodies, the courts, or law enforcement officials:

279.4.6.1 The CONTRACTOR shall notify the State of any requests for information on applicants
or beneficiaries by other povernmental bodies, the courts or law enforcement officials ten
{10} days prior to releasing the requested information.

b

227.9.4.7 1f @ court issues a subpoena for a case record or for any CONTRACTOR representative 10
testity concerning an applicant or beneficiary, the CONTRACTOR must notify the State at
feast ten (FO) days prior 1o the requited production date so the Siate may inform the court of
the applicable statutory provisions, policles, and regulations réstricting  disclosure of
information, effective until Jan. 1, 2014; and

7.9.4.8 The CONTRACTOR shall not request or release information to other partics to verify
income, eligibility and the amount of assistance under Muedicaid or CHIP, prior 1o express

)

2,

approval from the State,
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coSeeurity  Administration  (SSA) Required  Provigions  for Data Security. Ihe
CONTRACTOR shall wmply with limitations on use, treatment, and safeguarding of data under
the Privacy Act ol 1974 (5 11.5.C. § 552a), as amended by the Compuier Matching and Privacy
Protection Act of 1988, related Office of Management and Dudget guidelines, (he Federal
Enfommation Security Management Act of 2002 (44 US.CL § 3541, v ceg), and related National
Institute of Standards and Technology guidelines, I addition, the CONTRACTOR shall have in
place administrative, physical, and toechnical safeguards for data,

12700

227.10.1 The CONTRACTOR shall not duplicate in a separate file or disseminate, without prior
written permission from TENNCARE, the data governed by the Agreement for any purpose
other than that set forth in this Agroeement for the administration of the TennCare program,
Should the CONTRACTOR propose a redisclosure of said data, the CONTRACTOR must
speciy in writing te TENNCARE the data the CONTRACTOR proposes to redisclose, 1o
whom, and the reasons that justify the redisclosure. TENNCARE will not give permission for
such redisclosure unless the redisclosure is required by law or essential 1o the administration
of the TennCare program.

227102 The CONTRACTOR agrees 10 abide by all relevant federal laws, restrictions on ACCESS, s,
and disclosure, and security requirenients in this Agreement.

227103 The CONTRACTOR shalt provide a current. list of the employees of such CONTRACTOR
with access to SS5A data and provide such Hsts o TENNCARE,

227104 The CONTRACTOR shall restrict access to the data obtained from TENNCARE to only
those authortzed employees who need sueh data to perform their official duties in connection
with purposes identifted in this Agreement. The CONTRACTOR shall not turther duplicate,
disseminate, or disclose such data without obtaining TENNCARE's prior written approval.

2.27.16.5  The CONTRACTOR shall ensure that its employees:

227.10.5.1 Properly safeguard PHLPH furnished by TENNCARE under this Agreement from loss, thefl
or inadvertent disclosure;

2.27.10.5.2 Understand that they are responsible for sateguarding this information at al] times, regardless
of whether or not the CONTRACTOR criployec is at his or her regular duty station:

2.27.10.5.3 Ensure that lapiops and other clectranic devices/ miedia containing PHUYPH are encrvpted
andfor passward protected;

2270054 Send emailg containing PHIPIL only if encrypled or it to and from addiesses that are secure;
and
2.27.10.5.3 Limit disclosure of the information and details relating to a PHUPH loss only to those with a

need 1o Kiow,

2.27.10. 6 CONTRACTOR employees who access, use, or disclose TENNCARE or TermCare SSA
supplied data in a manner oF purpese not authorized by this Agrecment may he subject fo
civil and criminal sanctions pursuant o applicable tederat siatutes,
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22710, 7 Lossor Suspected Loss of Data - e employee of the CONTRACTOR becomes aware of
suspeeted or actual toss of PHUPUHL the appropriate desigoee of the CONTRACTOR must
immedialely contact TENNCARE upon becoming aware 1o report he aclual or suspected
loss.  The  CONTRACTOR  will  wse  the  Loss  Worksheet  localed

v £ to quickly aather and organise
information about the fogcident. The CONTRACTOR must provide TENNCARE with tinely
updates as any additional information about the foss of PHEPIE becomes avairlalle,

By

2.27.00.7.0 1 the CONTRACTOR experiences a loss or Dreach of said data, TENNCARLE will determine
whethver or not notice o individuals whose data has been fost or breached shall be provided
and the CONTRACTOR shall bear any casts associated with the notice or any mitigation,

227008 TENNCARE may immediately and unilsterally suspend the dala flow under this Agreement,
or termisate this Agreement, If TENNCARE, in its sole discretion, determines that the
CONTRACTOR has: (1) made an unputhovized vse or disclosure of TeanCare SSA-supplied
data; or (2) vielated or failed to follow the terms apd conditions of this Agreement,

2.27.10.9  In arder to moet certain requirements set forih in the State’s Computer Maiching and Privacy
Protection Act Agreement {CMPPA) with the SSA, the Parties acknowledpe that this Section
shall be included o all agreements execnted by or on behalf of the State, The Parties further
agree that FISMA and NIST do not apply in the context of data use and disclosure under this
Agreemient as the Parties shall neither ase nor operate a federal information system on behalf
of a federal executive agency. Further, NIST 1s applicable fo federal information systems;
therefore, although encouraged (o do s, the State, its CONTRACTORs, agents and providers
are nol reguired to abide by the NiST puidelines,

o

I

2.27.10.1G This Section further carries out Section 1106(a) of the Act (42 ULS.C. § 1306), the regulations
promutlgated pursuant to that section (20 C.F.R. Part 401), the Privacy Act of 1974 (5 11.8.C.
§ 552a), as amended by the Camputer Matehing and Privacy Protection Act of 1988, related
Office of Managemest and Bodget ("OMB™) guidelines, the Federal Information Security
Management Act of 2002 ("FISMA™) (44 U.S.C. § 3541, er seq.), and related National
Institwte of Standards and Technology ("NIST™) guidelines, which provide the requirements
that the S8A stipulates that the CONTRACTOR must follow with regard to use, treatment,
and safeguarding data in the event dafa is exchanged with a federal information system.

2.27.10.11 Definitions

22700011 “SSA-supplied data™ - information, such as an wdividual’s social sccurity number,
supplicd by the Social Security Administration o TENNCARE to determine entitlement
or eligibility for federally-funded programs (CMPPA belween SSA and F&A; 1EA
between S8A and TENNCARE).

22710112 “Protected Health Information/Personally [dentifiable Information®™ (PHEPID (45 CR.R.
§ 160.103; OMB Circular M-06-19) — Protected health information means individually
identifiable health information that is: (i) Transmitted by electronic media; (if)
Maintained in electronic nedia; or {iii) Transmitted or maintained it any other form or
medium,

22710413 - “Individoally Identifiable Health Information™ ~ information that is a subset of health
information, incleding demographic information collected from an individual, and: (1) Is

created or received by a health care provider, health plan, emplover, or health care

29
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clearinghouse; and (2) relates 1o the past, present, or future physical or mental health or
condition of an individuall the provision wf health care o an individual: or the past,
present, or future payment for the provision of health care o an individual, and (i)
weattfies the individual; or (1) with respect to which there is a reasouabie basis to belisve
the information can be used o identify the individual.

227100014 “Personally ldentifiable Information”™ - any information about an individual maintained

by an agency, mcloding, but not limited fo, educarion, financial transactions. medical
history, and criminal or emplovment history and information which can be used 1o
distinguish or trace an individual's wWentity, such as their vame, Social Security Number,
date ind place of birth, mother's maiden name, biometric records. including any other
personal information which can be linked 1o an individual,

Section 2.29.1,3.9 shall be deleted and replaced as follows:

229059 A siff person to serve as the CONTRACTOR's Non-discrimination  Compliance

Coordinator, This person shall be responsible for the CONTRACTOR’s compliance with
applicable federal and state civil rights laws. regulations, rules and policies, including but not
limited to, Title V1 of" the Civil Rights Aci of 1964, Section 304 of the Rehabilitation Act of
1973, Titdes 11 and 1L of the Americans with Disabilities At of 1990, and the Age
Discrimination Act of 1975, The CONTRACTOR shall report to TENNCARE in writing, to
the attention of the Director of Non-diserimination Compliance, within ten (10) calendar days
of the commencement of any period of time that the CONTRACTOR does not have a
designafed stalf person for non-discrimination compliance, The CONTRACTOR shall report
to TENNCARI at such time that the {unction is redirected as required in Section 2.29.1.2;

Section 2.30.3 shkall be deleted and replaced as follows:

Community Outreach

23038

The CONTRACTOR shtall submit an Aonwad Commumity Outreach Plan no later than
November 30 of cach year for review and approval by TENNCARE, The Anouat Community
Outreach Plan shall be written in accordance with guidance prepared by TENNCARE. It shall
inchude, but is not dmited w: all proposed community/health education events related to
TENNderCare; community/health education events unrelated to TENNderCare; and a process
for evaluating the berefits of the events.

The CONTRACTOR shall subimit an Adantcd Conmunity Outreach Evaluation, in a format
speeified by TENNCARE, of its approved Annual Community Qutreach Plan no later than
ninety (90} days following the end of a catendar year.

Sections 2.30.6.5 and 2.30.6.6 shall be amended by deleting the references to “homemaker”
and “homemaker services™,

Section 2.30.8.2 shall be deleted and replaced as follows:

230.8.2

The CONTRACTOR shall submit av aunual Provider Compliance with Aecess Requirements
Report  lhat summarizes the CONTRACTOR’s wmonitoring activities, findings, and
opporiunities for improvement regarding provider compliance with applicable access

3



Amendment 13 (cont.)

standards as well a8 an entergencylcontingency plans i the event that a farge provider of
services collapses or is otherwise unable 1o provide needed services. This report/plan shall
also be available upon request. (See Section 2.11.7.10.)

60, Section 3.10 shall be deleted and replaced as follows:
310 PAY-FOR-PERFORMANCE QUALITY INCENTIVE PAYMENTS

30100 General

AT TENNCARE will make incentive payments o the CONTRACTOR in accordance with this
Section 3.10.

AL Pursuant fo 42 CFR 438.6, the total of all payments made to the CONTRACTOR for a year
shail ot exceed one hundred and five percent (103%) of capitation payments made to the
CONTRACTOR.

F10.13 Ta the first year that the incentives specified in Sections 3.10.2 are available, the TennCare
regional average HEDIS score {as calenlated by TENNCARE using audited MCO HEDIS
results) for cach of the measures specified in Sections 3.10.2 tor the last fufl calendar year
prior 1o the year that the CONTRACTOR began operating under this Agreement will serve as
the baseline. If complets TennCare FIEDIS data for these measures is vot available lor the
region {or the year prior {0 the year that the CONTRACTOR began operating under this
Apgreement, then the last yoar for which complete data is available will serve as the baseline.

31004 Beginning on July 1, 20135, the CONTRACTOR shall be eligible for incentives in
accordance with Section 3,10.4 below and the incentives deseribed in Sections 3.10.2
and 3.10.3 shall no longer apply.

315 I NCOA makes changes in any of the measwres selected by TENNCARE, such that valid
comparison to prior years will not be possible, TENNCARE, at its sole diseretion, may elect
to ¢ither eliminate the measure from pay~for-performance incentive eligibility or replace it
with another measure,

3.10.2 Physical Health HEDIS Measures

30020 Beginning on fuly 1, 2010, on July 1 of each vear through July 1, 2014, the
CONTRACTOR will be cligible for a $.03 PMPM payment, applicd to member
months from the preceding calendar year, for cach of the sudited HEDIS measures
specified in Section 3.10.2.2 below (calculated from the preceding calendar year's
data} for which significant improvement has been  demonsirated.  The
CONTRACTOR"s HEDIS result for the reporting period prior to the current reporting
period will serve as the baseline. Significant improvement is defined using NCQA’s
minimum effect size change methodology (see Section 3.10.5 below).

30022 Incentive payments will be available for the following audited HEDIS measures:

340.2.2.]  HbALC Testing ~ Diabetes measure:
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3.10.3

3104

Amendment 13 (cont.)
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HOALC Control - Digbetes measire;

LIL-C Sereeming Performed - Digbetes measure:

Adolescent Well-Care Visits;

Breast Cancer Screening; and

Controlling High Bload Pressure.

For HBATC control, the reverse of the HIDIS measure {i.e. 100 minus the percentage of

individuals with poorly controlled HbATC) will serve as the measure for purposes of this

section,

Behavioral Health HEDIES Measures

31031

Beginning on July 1, 2010, on July t of each vear through July 1. 2014, the
CONTRACTOR will be eligible for a $.03 PMPM payment, applied to member months from
the preceding calendar year, for each of the following audited HEDIS measures {calculated
from the preceding calendar year’'s dafa) for which significant hmprovement has been
demonstrated. The CONTRACTOR s HEDIS result for the reporting period prior to the
current reporting period will serve as the basefine. To be eligible for incentive payment for a
measure, the CONTRACTOR must demonstrate significant improvement for both rates
comprising the measure. Sigaificant improvement is detined using NCQA's minimum effect
size change methodology (see Section 3.10.5 below).

Audited HEDIS Measures:
Antidepressant Medication Management;
Fallow-up Care for Children Prescribed ADHD Medication; and

Follow-Up After Hospitalization for Manal llaess.

HEDIS Measures (Beginning July 1, 2015)

3.0e4.0

3.10.4.2.1

On July I of each year, the CONTRACTOR will be eligible for a $.03 PMPM
payment, applied to member months from the preceding calendar year, for cach of the
audited HEDIS measures in accordance with Scction 3.10.4.2 below (caleulated from
the preceding calendar year's dara) for which significant improvement has been
demonstrated. Significant improvement is defined using NCQA's minimum effect
size change methodology (see Section 3.10.5 below).

Incentive payments will be available for selected audited HEDIS measures as determined by
TENNCARE following review and analysis of HEDIS plan-specific rates.

Beginning calendar year 2014, in August of cach year TENNCARE will notify the
CONTRACTOR of the audited HEDIS measures that have been selected for
cligibility for the following calendar year’s Pay-For-Performance Quality Incentive
Measures in cach region for which the CONTRACTOR serves.
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Amendsent 15 {cont.)

310422 Fhe annual votitleation will advise the CONTRACTOR of the specifics that TENNCARE
H
will use to determine eligibility for the Pay-For-Performance Quality Incentive Pavinents.

NCQA Minimum Effect Size Change Methodolopy

Phe NCQA minimuwm effect sive change methodology is as follows:

hi-_&‘l;':'_R}'dfd o Iy
At le ast i 6 ;\Li‘CL!]Ed"C pmnt change

6074 _ A Ecasla 3 percetage point ghanm,
7584 At Ie;,‘.u,t # 4 percentage point Llwwé
35-‘)_2 o _ A lmst 4 puu,nms,u pomi Limng,p
9396 At Iea«l a 2 pereentage point change :

- 1‘)7-‘.)‘);. o - ..\-At |Ld§! a l percentage pmnt c]mllﬂ@ o

Sections 3113 through 3.11.5 shiall be deleted and replaced as follows:

MIP incentive payments pertaining to benchmark #1 shall be payable within gixty (60) days fotlowing,
the end of each ealendar quarter for activities performed during the quarter.

‘The MFP incentive payments pertaining to benchmark ffs 3-3 (which shall depend on the towl number of
these benchmarks which the CONTRACTOR meets or exceeds) shall be payable within sixty (60) days
following the end of each calendar year for activilies performed during the vear.

Any additional MFP incentive payment pertaining to achievement of benchmark #2, which shall reflect
the difference between the total incentive payment dac the CONTRACTOR for benclimarks #5 2-5 and
the incentive payment already made in Section 3.11.4 above (see Section 3.11.2), shatl be due by August
Ifollowing the close of the catendar year to permit adequate fime for any lay in claims and encounter
submission.

Section 3.13 shall be amended by adding the phrase “for all payments received under this
Agreement” as follows:

HMO PAYMENT TAX

The CONTRACTOR shall be responsibie for payment of applicable taxes for all payments received under
this Agreement purseant 10 TCA 56-32-124. I the event the smount due pursuant to TCA 56-32-124 is
mereased during the term of this Agreement, the payments to the CONTRACTOR shall be increased by
an amount equal to the increase in the amount due by the CONTRACTOR.



Amendment 15 {cont)

63, Section 3 shall be wmended by adding @ new Seetion 3,15 as follows and venumbering the
remaiping Section sccordingly, including any references thereto,
IS5 PAYMENT FOR DISTRIBUTION TO TENNCARE'S PBM
3030 TENNCARE shall make a payment (0 the CONTRACTOR in an amount cqual o the inveice that is
billed to the CONTRACTOR by the TennCare PBM. The CONTRACTOR shafl make payment to the
TennCare PBM no later than the Friday tollowing seciept of the pavment from TENNCARE unless
extended by TENNCARIE due o unforeseen circumstances or bank holidays, This pavment is not
considered a part of the CONTRACTOR s capitation payment and shall not be subject 1o the withhold
deseribed in Section 3.9 of this Agrsement,
64, Section 4.3.10 shall be deleted and replaced as follows:
4.3.10 A2 US.C 18110,
65.  The Program Issue in Level A.L7 of Section 4.20.2.2.7 shall be amended by deleting
“fiymemaker,”,
66,  The Program Issue in Level B.21 of Section 4.20.2.2.7 shall be amended by adding the
fellowing references: “2,.9.0.2.3.4(4), 2.9.6.5.1.1, 2.9.6.9.2.1.2, 2.9.6.9.3, and 2.24.4.2.1.
67.  Attachment HI shall be amended by deleting and replacing the East bullet point hefore the
final 2 paragraphs as follows:
* Al other services not specified here shall meet the usual and customary standards for the comununity as
determined by TENNCARI.
68.  Attachment V shall be amended by deleting and replacing the Geographic Aceess
Requirement for Psychiatric Inpatient Hospital Services as follows:
Psychiatric InpatiehrHospital Travel distunce does not exceed 90 | 4 hours (emergency
Services niifes for at least 90% of members involuntary /24 funus
tinvoluntary /24 hours
(voluntary)
69.  Attachment VEI shall be amended by deleting and replacing Item 106, adding a new 107 as
follows and renumbering the remaining [tems accordingly.
106, Annual Community Outreach Plan (see Section 2.30.3.1)
107, Annual Community Qutreach Evalvation (see Section 2.30.3.2)
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S o the provisiens of the Gripinal Agreement not speeificaily deleted or modified hervin shall femain i full
and oot Ealess g provision contained in thls Amendment speciiically indicates o difforem erlfective e,
A

Assendment shadl bevome ellevtive June 1, 2000
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aiseh therelore represents the identical document that was sent to the CONTRATTOR by TENNCAR

IN WITNDSS WHEREGE, the partivs have by their duly autharized represciiatives sei their siunatures,

STATE OF TENNESSEER
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GENERAL ASSEMBLY OF THE STATE OF TENNESSEE
FISCAL REVIEW COMMITTEE

320 Sixth Avenue, North — 8th Floor
NASHVILLE, TENNESSEE 37243-0057
615-741-2564

Sen. Bill Ketron, Chairman Rep. Mark White, Vice-Chairman
Senators Representatives
Douglas Henry Reginald Tate Charles Curtiss Pat Marsh
Brian Kelsey Ken Yager Jeremy Faison Mark Pody
Steve Southerland Brenda Gilmore David Shepard
Randy McNally, ex officio Matthew Hill Tim Wirgua
Lt. Governor Ron Ramsey, ex officio Charles Sargent, ex officio

Speaker Beth Harwell, ex officio

MEMORANDUM

TO: Jessica Robertson, Chief Procurement Officer
Department of General Services

FROM: Senator Bill Ketron, Chairman ’%\L QNJ)
Representative Mark White, Vice-Chairman

DATE: February 5, 2013

SUBJECT: Contract Comments

(Fiscal Review Committee Meeting 2/4/13)

RFS# 318.66-051 (Edison # 29634)

Department: Finance and Administration

Division: Health Care Finance and Administration/Bureau of TennCare
Vendor: UnitedHealthCare Plan of the River Valley, Inc.

Summary: The vendor is responsible for physical and behavioral health
services for TennCare enrollees in the Middle Tennessee region. The
proposed amendment adds language requested by CMS regarding the
Primary Care Rate Bump Final Rule as required by the Affordable Care
Act.

Current maximum liability: $6,313,567,211

Proposed maximum liability: $6,313,567,211

After review, the Fiscal Review Committee voted to recommend approval of the
contract amendment.

cc: The Honorable Darin Gordon, Deputy Commissioner



STATE OF TENNESSEE
DEPARTMENT OF FINANCE AND ADMINISTRATION
DIVISION OF HEALTH CARE FINANCE AND ADMINISTRATION

BUREAU OF TENNCARE
310 Great Circle Road
NASHVILLE, TENNESSEE 37243

January 9, 2013

Lucian Geise, Director

Fiscal Review Committee

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

Attention: Ms. Leni Chick

RE: Department of Finance and Administration
Division of Health Care Finance and Administration (HCFA) Contract Amendments (7)

Dear Mr. Geise:

The Department of Finance and Administration, Division of Health Care Finance and Administration, is
submitting for consideration by the Fiscal Review Committee the following Managed Care Organization
(MCO) amendments. The MCO contracts provide medical and behavioral health services to TennCare
enrollees. The proposed amendment adds language requested by the Center for Medicare and Medicaid
Services (CMS) regarding the Primary Care Rate Bump Final Rule as required by the Affordable Care
Act. This added language better reflects the requirements set forth in 42 CFR and the Final Rule as
published by CMS.

Volunteer State Health Plan (TennCare Select) FA-02-14632-31
AMERIGROUP Tennessee, Inc. FA-07-16936-14
UnitedHealthCare Plan of the River Valley, Inc. FA-07-16937-14
UnitedHealthCare Plan of the River Valley, Inc FA-08-24979-11
(West Region)
Volunteer State Health Plan FA-08-24978-11
(West Region)
UnitedHealthCare Plan of the River Valley, Inc. FA-08-24984-11
(East Region)
Volunteer State Health Plan FA-08-24983-11
(East Region)

The Department of Finance and Administration, Division of Health Care Finance and Administration,
appreciates consideration of these amendments by the Fiscal Review Committee and respectfully
requests approval.

LI

Casey Dungan
Chief Financial Offlcer

Sincerely

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



Supplemental Documentation Required for

Fiscal Review Committee

%
*Contact Name: | Casey Dungan Contact | (< 547 6480
Phone:
*Qriginal Contract | FA-07-16937-00 *Qriginal RFS | 318.66-051
Number: Number:
. Edison RFS
N Edu’sop Cogtract 29634 Number: Gf | N/A

umber: (if applicable) applicable)
*Original Contract *Current End

. 15,20 1,

Begin Date: August 06 Date: December 31, 2014

Current Request Amendment Number: 14

(if applicable)

Proposed Amendment Effective Date: March 15. 2013

(if applicable)

*Department Submitting: | Department of Finance and Administration

*Division: | Bureau of TennCare

*Date Submitted: | January 11, 2013

*Submitted Within Sixty (60) days: | Yes

If not, explain: | NA

UnitedHealthCare Plan of the River Valley,

*Contract Vendor Name: fnc. (Middle Region)

*Current Maximum Liability: | $6,313,567,211.00

*Current Contract Allocation by Fiscal Year:

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

FY:2007 FY:2008 FY:2009 FY:2010 FY2011 FY 2012
$174,870,888 $699,483,574 $699,483,574 $782,905,835 | $989,205,835 | $989,205,835.00
FY: 2013

$989,205,835.00

*Current Total Expenditures by Fiscal Year of Contract:
(attach backup documentation from STARS or FDAS report

FY: 2007 FY: 2008 FY: 2009

FY: 2010 FY 2011 FY 2012

$ 108,816,203.00 $526,120,392.00 $ 573,634,106

00 $729,187,454.49 | $1,051,885,932.05 $848,507,847.90

FY: 2013

$469,150,682.58

IF Contract Allocation has been greater
than Contract Expenditures,; please give
the reasons and explain where surplus
funds were spent:

The reason that allocations for the full-risk Managed
Care Contractor contract exceeds the contract
expenditures are that the contract maximum liability
must be estimated prior to delivery of services using
current enrollment and medical/behavioral claims
cost. If the program’s enrollment were to vary
significantly from the original estimate, allocation
could be higher than actual expenditures.

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

If the amount spent on this contract is less than the
budgeted amount and contributes to a net surplus for
the bureau, surplus funds would be carried forward
subject to authority granted in Section 48, Item 3 of
the General Appropriations Act.




Supplemental Documentation Required for

Fiscal Review Committee

IF Contract Expenditures exceeded
Contract Allocation, please give the

reasons and explain how funding was N/A
acquired to pay the overage:
" -
Contract Funding | g 00 | 49 067,717,045.00 Federal: |  $4,245,850,166.00
Source/Amount:
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 — 1/1/2007

Scope clarification relating to service thresholds, fraud and
abuse compliance, semi-annual reporting timelines, and
quarterly reporting of PCP visits per member. Language
added to address requirements for Notification of Legal
Action Against the Contractor and Prohibition of Illegal
Immigrants

Amendment #2 — 7/1/2007

Contract language modifications and/or clarification relating
to National Provider Identification requirements; Department
of Education Project TEACH policies update; LEP provisions
and Teen Newsletter requirements; PCP and emergency room
visits reporting; emergency department utilization, disease
management and case management, nurse triage 24/7 line and
NCQA reporting; NCQA requirements; and general
housekeeping revisions.

Amendment #3 — 4/1/2008

Add funding for FY 2009. Contract language modifications
and/or clarification relating to quality standards of Non
Emergency Medical Transportation; Cost Effective
Alternative Services; Pay for Performance Incentives;
EPSDT/Prenatal Notification; Reporting requirements for
provider networks; NCQA requirements; requirements for
weekly reporting; update risk targets; and Obesity DM
program. Update to the rates for individual services to reflect
a change in rate tables beginning April 1, 2008.

Amendment #4 — 09/01/2009

Provided language to implement the Long-Term Care Choices
Act of 2008, complied with Mental Health Parity Act,
provides clarification language to the contract, streamline
reporting to enhance timeframes as well as review and
analysis for consistency with NCQA reporting requirements.

Amendment #5 — March 1, 2010

Provided language changes to effectively
implement the Long-Term Care Choices Act of
2008, and provide term extension and funding to
support the extension.

Amendment #6 — July 1, 2010

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

Amendment #7 — January 1, 2011

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

Amendment #8 — July 1, 2011

Clarification of CHOICES Requirements and credentialing
Requirements; Clarification of Disease Management and
NCQA Requirements; Revise Behavioral Health Monitoring
Reports; Update Capitation Rates, and Term Extension and
provide funding to support the term extension for FY 12,




Supplemental Documentation Required for

Fiscal Review Committee

Amendment #9 — October 1, 2011

Inclusion of Money Follows the Person Rebalancing
Demonstration Grant. No funding.

Amendment #10 — January 1, 2012

Program Integrity Updates, HIPAA/HITECH clarifications;
CHOICES updates; Quality Clarifications regarding the
use of Hybrid methodology for HEDIS and Outreach
Activity planning and reporting; Increase funding to
support the services for this contract for FY *12 and FY
’13 based on actual expenditures

Amendment #11 — March 1, 2012

Added language to clarify that Managed Care
Organizations (MCO) will receive full risk capitation
payments for up to 12 months prior the member’s
enrollment in the plan for members who are determined to
get retro eligibility.

Amendment #12 — July 1, 2012

Added requirements for the Contractor regarding the
implementation and operation of CHOICES Group 3,
language to clarify that QM/QI reporting must be specific to
TennCare and not combined with other state or commercial
programs, Program Integrity language to clarify PI
Investigators be designated by plan, SSA Data Security
language added in accordance with our agreement with SSA,
and Subcontract termination requirements added to provide an
MCO with an avenue to discontinue an agreement with a
company when it is in the best interest of TennCare and its
enrollees. No additional funding is required relative to this
amendment.

Amendment #13 — January 1, 2013

(1) Replaces Disease Management requirements with
Population Health requirements; (2) Clarification regarding
the implementation of CHOICES 3 requirements; (3)
Clarification language as requested by CMS regarding TPL
and PETI; (4) Include requirement to support CMS require
PCP rate increase for 2013/2014; (5) Include requirement to
participate and implement initiatives to capture Prenatal and
Postnatal visit data; (6) Coordination requirements for MCOs
regarding DSNPs; (7) Updates the transportation
requirements to reflect current reporting needs and support
audit efforts, and (8) provides contract funding for FY ’14.

Method of Original Award: (if applicable) | RFP

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

contract 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 contract 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.

Planned 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).

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.

| | | ]




Supplemental Documentation Required for
Fiscal Review Committee

Comparison of cost per fiscal year of obtaining this service through the proposed
contract or amendment vs. other options. 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 necessary 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 SUMMARY SHEET 021406
RFS # Edison # Contract #
31866-00051 29634 FA-07-16937-13
State Agency mwm
Department of Finance and Administration Bureau of TennCare
Contractor Name Contractor ID # or SSN)
UnitedHealthCare Plan of the River Valley, Inc. C- or ]| X|V- Edison Vendor #0000021792
Service Description
Provision of Physical and Behavioral Health Services to TennCare Enrollees in the Middle Tennessee Region
Contract BEGIN Date Contract END Date Subrecipient or Vendor? CFDA #
August 15, 2006 December 31, 2014 Subrecipient 93.778 Dept. _of Hezlsr:;;(d Human
Contractor is on STARS Contractor's Form W-g8 is on file in Accounts
31866 4mM9 134 1
FY State Federal Interdepartmental Other TOTAL Contract Amount
2007 | §$ 63,416,928.00 | $§  111,453,960.00 $ 174,870,888.00
2008 | § 253667,718.00 | $ 445,815,856.00 $ 699,483,574.00
2009 | § 253667,71800| $ 445,815,856.00 $ 699,483,574.00
2010 | § 195,060,989.00 | § 587,844,846.00 $ 782,905,835.00
2011 | $ 292,112,483.00 | § 697,093,352.00 $ 989,205,835.00
2012 | § 33402513500 | $ 655,180,700.00 $ 989,205,835.00
2013 | $ 334,490,061.00 | $ 654,715,774.00 $ 989,205,835.00
2014 | $ 34127601300 $ 647,929,822.00 $ 989,205,835.00
TOTAL:| § 2067,717,04500 | § 4,245.850,166.00 | $ - |8 - | $ 6,313,567,211.00
| — COMPLETE FoR ONLY — | State Agency Fiscal Contact & Telephone PR
Fy ':: Contract & THIS munt Casey Dungan 507-6482
2007 | § 174,870,888.00 State Agency Budget Officer Approval
2008 | § 699.483.574.00
2009 | § 699,483574.00 -
2010 | §  782,905.835.00 , :nqurna..smm.MMb
2011 | §  989,205835.00 balance in the appropriation from which the obligated expenditure is required fo be
2012 | §  989.205,835.00 8418 not ofterwive srmbered 5 pay ctigatern prevousty ncuved)
2013 | $  989,205,835.00 T e o
2014 | $ - | $ 989.205835.00 gy <L : 3 £
TOTAL:| § 5324,361,376.00 | $§  989,205,835.00
December 31, 2014 | December 31, 2014
(complete only for base contracts with contract # prefix. FA or GR) it L
American Person wi Disability Hispanic Smali Business x |NOT disadvantaged
Female American OTHER minority/disadvantaged—
Selection Method (complets for ALL base contracts— N/A 1o amendments or suthorites) .
X P Negotiation Alternative Competitive Method
%mm Negotiation Negotiation w/ Government(eg ID.GG.GU) Other




UnitedHealthCare Plan (Americhoice) - Middle

FY 2010

Pre-Edison Payments:

Edison Payments:

Vendor Invoice| Invoice Date Voucher TCS 18A Total
BHO MCO
PAYMENTS PAYMENTS

RA 100650630 [6/29/2009 100650630 44,878,431.47 44,878,431.47
RA100650633 16/29/2009 1100650633 4,890,269.85 4,890,269.85
RA100686183 18/4/2009 100686183 43,511,135.30 43,511,135.30
[RA100686186 |8/4/2009 100686186 6,752,286.18 6,752,286.18
RA100714797 [9/1/2009 100714797 6,463,994.29 6,463,994.29
RA100714794 [9/1/2009 100714794 42,681,316.13 42,681,316.13

18.106,550.32 131,070,882.90 149,177,433.22

f Unit Voucher ID || Vendor ID Amount Pd Pymnt Date
31865 00006784 0000021799 48,5682,237.33 10/5/2009
31865 00006787 0000021799 6,193,643.53 10/5/2009
31865 00015655 0000021799 44,267,315.17 11/6/2009
31865 00015658 0000021799 5,480,859.10 11/6/2009
31865 00022040 0000021799 42,961,566.23 12/7/2009
31865 00022043 0000021799 5,449,527 .21 12/7/2009
31865 00038454 0000021799 40,000.00 12/24/2009

31865
31865
31865
31865
31865
31865

00051202
00051205
00068252
00068255
00086763
00086766

0000021799
0000021799
0000021799
0000021799
0000021799
0000021799

152,975,148.57

44,449,762.28
5,997,241.10
44,025,304.75
5,514,146.11
62,590,461.23
5,701,541.32
168,278,456.79

1/8/2010
1/8/2010
2/5/2010
2/5/2010
3/56/2010
3/5/2010




UnitedHealthCare Plan (AmeriChoice) - Middle FY 2010 (Continued)

lunit Voucher ID || Vendor ID Amount Pd | PymntDate |
31865 00104917 0000021799 82,612,990.02 4/2/2010
31865 00104920 0000021799 8,643,743.79 4/2/2010
31865 00108122 0000021799 21,000,580.09 4/2/2010
31865 00103799 0000021799 352,048.25 4/6/2010
31865 00125595 0000021799 69,049,286.19 5/7/2010
31865 00125598 0000021799 6,310,699.70 5/7/2010
31865 00141601 0000021799 70,623.80 6/3/2010
31865 00141602 0000021799 64,266.91 6/3/2010
31865 00141603 0000021799 72,129.62 6/3/2010
31865 00142689 0000021799 64,652,898.59 6/4/2010
31865 00142692 0000021799 5,927,148.95 6/4/2010
258,756,415.91

FY 2010 TOTAL $729,187,454.49




UnitedHealthCare Plan (Americhoice) - Middle

FY 2011
lunit Voucher ID || Vendor ID || Amount Pd Pymnt Date
31865 00158201 0000021799 70,740,671.09 7/2/2010
31865 00158204 0000021799 6,263,040.64 7/2/2010
31865 00173116 0000021799 71,151,938.06 8/6/2010
31865 00173119 0000021799 6,359,961.93 8/6/2010
31865 00181526 0000021799 11,836,788.90 8/23/2010
31865 00181527 0000021799 6,909,314.39 8/23/2010
31865 00178460 0000021799 61,911.29 8/31/2010
31865 00178459 0000021799 61,971.52 9/1/2010
31865 00178462 0000021799 72,814.47 9/1/2010
31865 00186274 0000021799 74,918,007.33 9/3/2010
31865 00186277 0000021799 6,220,403.67 9/3/2010

254,596,823.29

31865 00199537 0000021799 73,251,566.34 10/1/2010
31865 00199540 0000021799 6,461,845.29 10/1/2010
31865 00217255 0000021799 76,597,272.92 11/5/2010
31865 00217258 0000021799 6,994,599.71 11/5/2010
31865 00230054 0000021799 71,853,299.66 12/3/2010
31865 00230057 0000021799 6,850,120.36 12/3/2010
31865 00243065 0000021799 73,232,783.15 12/30/2010
31865 00243068 0000021799 6,584,392.18 12/30/2010

321,825,879.61

31865 00245567 0000021799 24.30 1/10/2011
31865 00248818 0000021799 605,600.00 1/14/2011
31865 00260938 0000021799 72,718,947.87 2/2/2011
31865 00260941 0000021799 6,623,413.09 2/2/2011
31865 00264738 0000021799 4,500.00 2/11/2011
31865 00277667 0000021799 72,658,495.99 3/4/2011
31865 00277670 0000021799 6,010,297.46 3/4/2011
31865 00285815 0000021799 500.00 3/18/2011

158,621,778.71




UnitedHealthCare Plan (AmeriChoice) - Middle FY 2011 (Continued)

lunit {| Voucher ID || VendorID || Amount Pd Pymnt Date ||
31865 00297109 0000021799 77,226,527.58 4/1/2011
31865 00313437 0000021799 82,229,831.05 5/6/2011
31865 00313440 0000021799 18,698.13 5/6/2011
31865 00320306 0000021799 26,458.03 5/20/2011
31865 00320307 0000021799 (16,360.18) 5/20/2011
31865 00327196 0000021799 78,181,173.95 6/3/2011
31865 00327199 0000021799 2,157.82 6/3/2011
31865 00341555 0000021799 79,171,380.00 6/30/2011
31865 00341557 0000021799 1,584.06 6/30/2011

316,841,450.44

FY 2011 TOTAL $1,051,885,932.05




UnitedHealthCare Plan (Americhoice) - Middle

FY 2012

flunit | Voucher ID ]| Vendor ID || Amount Pd Pymnt Date
31865 00357932 0000021799 80,164,116.78 8/1/2011
31865 00357935 0000021799 1,749.12 8/1/2011
31865 00373132 0000021799 66,259,994 .41 9/2/2011
31865 00373135 0000021799 4,290.68 9/2/2011

146,430,150.99

31865
31865
31865
31865
31865
31865
31865
31865

00390204
00390207
00396234
00396235
00404008
00404011
00417176
00417179

0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799

68,500,422.24
1,970.72
16,338,030.88
189,155.42
77,882,668.64
1,159.98
66,848,857.76
37.42
229,762,303.06

10/7/2011
10/7/2011
10/17/2011
10/17/2011
11/4/2011
11/4/2011
12/5/2011
12/5/2011

31865
31865
31865
31865

101519377
101547443
101574349
101538873

0000021799
0000021799
0000021799
0000021799

76,652,274.04
84,528,169.47
78,374,720.09
12,350.00
239,567,513.60

1/6/2012
2/3/2012
31212012
2/1/2012

31865
31865
31865
31865
31865

101608051
101621414
101628167
101635082
101662448

0000021799
0000021799
0000021799
0000021799
0000021799

77,495,120.45
1,300.00
12,000.00
79,019,045.16
76,220,414.64
232,747,880.25

4/5/2012
4/23/2012
4/27/2012

5/4/2012

6/1/2012

FY 2012 TOTAL

848,507,847.90




UnitedHealthCare Plan (Americhoice) - Middle
FY 2013

lunit Voucher ID || Vendor ID || Amount Pd Pymnt Date ||
31865 101696065 0000021799 $ 77,600,771.38 7/6/2012
31865 101723402 0000021799 $ 79,380,930.51 8/3/2012
31865 101758287 0000021799 $ 77,957,765.92 9/7/2012

234,939,467.81

31865 00583536 0000021799 77,555,656.30
31865 00590779 0000021799 44,000.00
31865 00598074 0000021799 78,885,213.03
31865 00615111 0000021799 77,726,345.44

234,211,214.77

10/5/2012
10/19/2012
11/2/2012
12/7/2012

FY 2013 TOTAL $ 469,150,682.58




Amendment 13

129. Attachment XII shall be amended by deleting and replacing EXHIBIT G and adding a new

EXHIBIT H as follows:
EXHIBIT G
CAPITATION RATES
MIDDLE
UnitedHealthCare
EFFECTIVE July 1, 2011
Per Member
Aid Category Age Group Per Month

Medicaid (TANF & Related) Age Under 1 $ 580.21
And Agel-13 $ 96.79
Standard Spend Down Age 14 - 20 Female $ 237.27

Age 14 - 20 Male $ 14469

Age 21 - 44 Female $ 399.51

Age 21 - 44 Male $ 251.34

Age 45— 64 $ 418.83

Age 65+ $ 484.02
Uninsured/Uninsurable Age Under 1 $ 579.73

Agel-13 $ 87.13

Age 14 - 19 Female $ 12142

Age 14— 19 Male $ 127.39
Disabled Age <21 $ 1,374.26

Age 21+ $ 996.91
Duals/Waiver Duals All Ages $ 21865
CHOICES Rate CHOICES Duals $ 4,077.79

CHOICES Non-Duals $ 5,667.52

74




Amendment 13

EXHIBIT H
CAPITATION RATES
MIDDLE
UnitedHealthCare
EFFECTIVE January 1, 2012
Per Member
Aid Category Age Group Per Month

Medicaid (TANF & Related) Age Under 1 $ 578.51
And Age1-13 $ 96.35
Standard Spend Down Age 14 - 20 Female $ 23593

Age 14 - 20 Male $ 143.93

Age 21 - 44 Female $ 397.23

Age 21 - 44 Male $ 250.00

Age 45 - 64 $ 416.37

Age 65 + $ 48223
Uninsured/Uninsurable Age Under 1 $ 578.03

Agel-13 $ 86.69

Age 14 - 19 Female $ 120.59

Age 14 — 19 Male $ 126.84
Disabled Age <21 $ 1,365.38

Age 21 + $ 990.79
Duals/Waiver Duals All Ages $ 215.96
CHOICES Rate CHOICES Duals $ 3,991.51

CHOICES Non-Duals $ 5,578.98

75




Amendment 10 (cont.)

78.

79.

80.

81.

Attachment VI shall be amended by deleting the performance standard for Non-IMD
Inpatient Use in its entirety.

Attachment IX, Exhibit I shall be deleted and replaced with “LEFT BLANK
INTENTIONALLY”.

The first two populations listed in Attachment IX, Exhibit K shall be deleted and replaced
as follows:

Medicaid (Child and Adult)
Uninsured (Child and Adult)

Item 14 of Exhibit A of Attachment XI shall be deleted and replaced as follows:

82.

14. Tennessee Department of Intellectual and Developmental Disabilities (DIDD): The state
agency responsible for providing services and supports to Tennesseans with mental retardation.
DIDD is a division of the Tennessee Department of Finance and Administration.

Attachment XII shall be amended by adding a new Exhibit G as follows:

EXHIBIT G
CAPITATION RATES
UnitedHealthCare
EFFECTIVE July 1, 2011
Per Member
Aid Category Age Group Per Month
Medicaid (TANF & Related) Age Under 1 $ 579.73
And Agel-13 $ 94.98
Standard Spend Down Age 14 - 20 Female $ 231.61
Age 14 - 20 Male $ 141.55
Age 2] - 44 Female $ 385.02
Age 21 - 44 Male $ 241.91
Age 45— 64 $ 400.35
Age 65 + $ 470.88
Uninsured/Uninsurable Age Under 1 $ 579.73
Agel-13 $ 85.04
Age 14 - 19 Female $ 119.19
Age 14 - 19 Male $ 124.86
Disabled Age<21 $ 1,322.00
Age 21 + $ 956.64
Duals/Waiver Duals All Ages $ 206.01
CHOICES Rate CHOICES Duals $ 4,077.79
CHOICES Non-Duals $ 5,667.52

55




Amendment Number 8 (cont.)

136.

Attachment XII shall be amended by adding a new Exhibit E and F as follows:

EXHIBITE
CAPITATION RATES
UnitedHealthCare
EFFECTIVE July 1, 2010
Per Member
Aid Category Age Group Per Month
Medicaid (TANF & Related) Age Under | $ 52353
And Age 1-13 3 85.18
Standard Spend Down Age 14 - 20 Female $ 232,03
Age 14 - 20 Male $ 128.74
Age 21 - 44 Female $ 380.65
Age 2| - 44 Male $ 243.95
Age 45 - 64 $ 45467
Age 65 + $ 44340
Uninsured/Uninsurable Age Under 1 $ 52322
Agel-13 3 77.66
Age 14 - 19 Female $ 108.26
Age 14 - 19 Male $ 97.53
Disabled Age <21 $ 1,441.01
Age 21+ $ 95597
Duals/Waiver Duals All Ages $ 187.78
Priority Add-On Age <21 $ 386.66
Age 2l + $ 386.66
CHOICES Rate (Effective upon CHOICES Duals $ 428162
the CHOICES Implementation CHOICES Non-Duals $ 5,625.27

Date)

67




Amendment Number 8 (cont.)

EXHIBIT F
CAPITATION RATES
UnitedHealthCare
EFFECTIVE January 1, 2011
Per Member
Aid Category Age Group Per Month
Medicaid (TANF & Related) Age Under 1 $ 52352
And Agel-13 $ 94.47
Standard Spend Down Age 14 - 20 Female $ 25148
Age 14 - 20 Male $ 165860
Age 21 - 44 Female $ 40087
Age 21 - 44 Male $ 26292
Age 45— 64 $ 47475
Age 65 + $ 446.29
Uninsured/Uninsurable Age Under 1 $ 52324
Agel-13 $ 84.00
Age 14 - 19 Female $ 11917
Age 14 - 19 Male $ 117.86
Disabled Age <21 $ 162760
Age2l + $ 1,080.82
Duals/Waiver Duals All Ages $ 235867
CHOICES Rate (Effective upon CHOICES Duals $ 4,281.62
the CHOICES Implementation CHOICES Non-Duals $ 562527

Date)

68




Amendment Number 5 (cont.)

EXHIBIT D
CAPITATION RATES
EFFECTIVE July 1, 2009 (Except CHOICES Rates as described below)
Per Member
Aid Category Age Group Per Month
Medicaid (TANF & Related) Age Under | $523.22
And Agel-13 $ 85.08
Standard Spend Down Age 14 - 20 Female $ 230.84
Age 14 - 20 Male $ 126.19
Age 21 - 44 Female $377.73
Age 21 - 44 Male $241.56
Age 45 -64 $451.29
Age 65+ $ 440.92
Uninsured/Uninsurable Age Under 1 $523.22
Agel-13 $ 7748
Age 14 - 19 Female $107.50
Age 14 — 19 Male $ 9740
Disabled Age <21 $1,433.96
Age 2l + $ 944.45
Duals/Waiver Duals All Ages $ 183.80
Priority Add-On Age <2l $ 386.66
Age 21 + $ 386.66
CHOICES Rate (Effective upon CHOICES Duals $4,281.62
the CHOICES Implementation CHOICES Non-Duals $5,625.27
Date)

128.  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)”.

94




ATTACHMENT X

CAPITATION RATES
EFFECTIVE APRIL 1, 2007 THROUGH JUNE 30, 2008

Per Member Per

Aid Category Age Group Month
Medicaid (TANF & Related) ~ Age Under 1 $ 431.76
Age 1-13 $ 75.52
Age 14 - 20 Female | $ 207.32
Age 14 - 20 Male $ 96.29
Age 21-44 Female | $ 327.13
Age 21 - 44 Male $ 283.06
Age 45 - 64 $ 547.63
Age 65+ $ 306.81
Uninsured/Uninsurable Age Under 1* $ 431.76
Age 1-13 $ 64.99
Age 14 - 19 Female | $ 105.69
Age 14 - 19 Male $ 90.59
Disabled Age <21 $ 574.14
Age 21+ $ 648.55
Medicaid/Medicare Duals All Ages $ 67.82
Waiver/Medicare Duals All Ages $ 18.11
State Only & Judicials All Ages $ 451.54
Priority Add-On Age <21 $ 384.28
Age 21+ $ 474.73

327 of 327



Amendment Number § (cont.)

125,

126.

127,

Attachment XI, NEMT Requirements, Section A.19.6.4.2 shall be amended by deleting the
reference to “Section A.14.4” and replacing it with the reference “Section A.14.3”,

Attachment XI, NEMT Requirements, Exhibit B, Item 4 shall be amended by deleting the
text “/BHO”.

Attachment XII, CAPITATION RATES, shall be amended by deleting and replacing the
existing Exhibit C and adding a new Exhibit D to read as follows:

EXHIBIT C
CAPITATION RATES
EFFECTIVE July 1, 2008 - June 30, 2009
: Per Member
Aid Category Age Group Per Month

Medicaid (TANF & Related) Age Under 1 $564.71
And Agel-13 $ 87.01
Standard Spend Down Age 14 - 20 Female $186.21
Age 14 - 20 Male $ 96.93

Age 21 - 44 Female $317.51

Age 21 - 44 Male $ 174.03
Age 45 — 64 $343.00
Age 65 + $354.29

Uninsured/Uninsurable Age Under 1 $564.71
Age 1-13 $ 65.49

Age 14 - 19 Female $ 9791

Age 14 - 19 Male $ 74.66
Disabled Age <21 $732.18
Age 21 + $ 735.43

Duals/Waiver Duals All Ages $214.22
State Only & Judicials All Ages $557.42
Priority Add-On Age <21 $354.55
Age2l + $354.55

93



Amendment Number 8§ (cont.)

EXHIBIT F
CAPITATION RATES
UnitedHealthCare
EFFECTIVE January 1, 2011
Per Member
Aid Category Age Group Per Month
Medicaid (TANF & Related) Age Under 1 $ 52352
And Agel-13 $ 94.47
Standard Spend Down Age 14 - 20 Female $ 25148
Age 14 - 20 Male $ 16560
Age 2! - 44 Female $ 400.87
Age 2] - 44 Male $ 26292
Age 45 - 64 $ 47475
Age 65 + $ 448.29
Uninsured/Uninsurable Age Under 1 $ 52324
Agel-13 $  84.00
Age 14 - 19 Female $ 11917
Age 14 - 19 Male $ 117.86
Disabled Age <21 $ 1.627.60
Age2l + $ 1,080.82
Duals/Waiver Duals All Ages $ 23567
CHOICES Rate (Effective upon CHOICES Duals $ 428162
the CHOICES Implementation CHOICES Non-Duals $ 562527

Date)

68




EXHIBIT G

CAPITATION RATES
UnitedHealthCare
EFFECTIVE July 1, 2011
Per Member
Aid Category Age Group Per Month
Medicaid (TANF & Related) Age Under 1 $ 579.73
And Agel-13 $ 94.98
Standard Spend Down Age 14 - 20 Female $ 231.61
Age 14 - 20 Male $ 141.55
Age 21 - 44 Female $ . 385.02
Age 21 - 44 Male $ 241.91
Age 45 - 64 $ 400.35
Age 65 + $ 470.88
Uninsured/Uninsurable Age Under 1 $ 579.73
Agel-13 $ 85.04
Age 14 - 19 Female $ 119.19
Age 14 - 19 Male $ 124.86
Disabled Age <21 $ 1,322.00
Age2l + $ 956.64
Duals/Waiver Duals All Ages $ 206.01
CHOICES Rate CHOICES Duals $ 4,077.79
CHOICES Non-Duals $ 5,667.52

55




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 a completed request, as one file in PDF format, via e-mail attachment sent to: Agsprs.Agsprs@state.tn.us

APPROVED

CENTRAL PROCUREMENT OFFICE

Request Tracking # 31866-00051

Procuring Agency Department of Finance and Administration
Bureau of TennCare

Contractor UnitedHealthCare Plan of the River Valley, Inc.

Contract # FA-07-16937-00

Proposed Amendment # 14

Edison ID # 29634
Contract Begin Date August 15, 2006
Current Contract End Date December 31. 2014

- with ALL options to extend exercised

Proposed Contract End Date
— with ALL options to extend exercised December 31 , 2014

Current Maximum Contract Cost
= with ALL options to extend exercised $6,313,567,211.00

Proposed Maximum Contract Cost
— with ALL options to extend exercised $6,313,567,211.00

Office for Information Resources Endorsement .
— information technology service (N/A to THDA) X Not Applicable D Attached

eHealth Initiative Support .
~ health-related professional, pharmaceutical, laboratory, or imaging service X Not Applicable I:l Attached

Human Resources Support \ )
- state employee training service X Not Applicable D Attached

Explanation Need for the Proposed Amendment

This competitively procured contract provides medical and behavioral health services to TennCare
enrollees. The proposed amendment adds language requested by the Center for Medicare and Medicaid
Services (CMS) regarding the Primary Care Rate Bump Final Rule as required by the Affordable Care
Act. This added language better reflects these requirements set forth in 42 CFR and the Final Rule as
published by CMS.

10f2




8-16-10 REQUEST-NON-AMEND

Request Tracking # 31866-00051

Name & Address of the Contractor’s Principal Owner(s) ~ NOT required for a TN state education institution

Richard L. Bartsh, M.D.

President

United Healthcare Plan of River Valley, Inc.
1300 River Drive

Moline, IL 61265

Evidence Contractor’s Experience & Length Of Experience Providing the Service

UnitedHealthcare Plan of the River Valley, Inc. is an operating division of UnitedHealth Group, the largest
single health carrier in the United States. They are a recognized leader in the health and well-being
industry, and deliver products and services to approximately 73 million Americans. UHC's nationwide
network includes 570,000 physicians (and other care professionals), 4,800 hospitals and their
pharmaceutical management programs which provide more affordable access to drugs for 15 milfion
people. UnitedHealth Group made significant investments in research and development, technology and
business process improvements, which led to changes that are improving the way care is delivered and
administered across the entire industry. The Bureau of TennCare released an RFP and identified
UnitedHealthCare Plan of the River Valley, Inc. as one of two (2) health care plans to provide services to
TennCare enrollees in the Middle Tennessee Region.

Efforts to Identify Reasonable, Competitive, Procurement Alternatives

The Bureau of TennCare released a Request for Proposal which resulted in a competitively procured
contract to integrate the provision of both Physical and Behavioral Health services to TennCare Enrollees
in the Middle Tennessee Region.

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

This competitively procured contract is being amended to provide language requested by the Center
for Medicare and Medicaid Services (CMS) regarding the Primary Care Rate Bump Final Rule as required
by the Affordable Care Act. This added language better reflects the requirements set forth in 42 CFR
and the Final Rule as published by CMS. The Bureau of TennCare respectfully requests review and
approval of this contract amendment.

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
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e CONTRACT SUMMARY SHEET
RFE # |Edison # Contract® - -
31866-00051 29634 FA-07-16937-14
Deprartiment of Finance and Adnynistration Buraau of TennCare
Contracior Name Contracior 10 # (FEIN or B8H) |
UnitedHealthCare Plan of the River Valley, lnc G- or[ XV Edsson Vendor #000002! 102
Provision of Physical ang Behavioral Health Services to TennCare Enrolless in the Middle Tannessee Reagéon
“Contract BEGIN Date ‘Contract END Dute Subrecipientor Vendor? | GIDAR
August 15, 2006 December 31, 2014 Subrecipient 93.778 D;:L,g;:ﬁi{g‘;;" Human
Contractor is on STARS l Contractor's Form W79 is on flle in Accounts
Crent Code | Cost Center | Object Code _Fund Funding Grant Cods Funding Subgrant Code
31866 4MG 134 11
2007 | § 63416828001 % 111,453,860.00 5 174,870,888.00
2008 |5 25366771800 | § 445,815 856.00 $ 699,483,574.00
2009 |'$ 253667,718.001 § 445,815,856.00 $ 699,483,574.00
i 2010 | §  195060,989.00 $  587,844,846.00 § 782,805,835.00
2011 $ 20211248300 $  697,093,352.00 $ 989,205,835.00
2012 | $  334,025,135.00 $  655,180,700.00 $ 989,205,835.00
2013 {$  234,490,061.00 §  654.715774.00 $ 989,205,835.00
2014 |'§  341,276,013.00 | § 647,929,822.00 $ _ 989,205,835.00
TOYAL:| $ 2067.717.04500 ] § 4245359 waoo $ § - | 6,313,567,211.00
_§. Prior Amendrwnts omv
$ 17487088800
8 89948357400
2000 1§ 699‘*}83.574‘00
2010 |$ 78290583500
2011 1§ G8D.205.835.00
20012 £ % 98920583500
20013 1§ 089205083500
2014 1§ 098920583500
YOTAL:] § 6.313,567,211.00 | § .
mwwmwmmsmmﬂm i S
Paraon wi Dissbitity Hispanic Small Business ¥ INOT disadvantaged
Famale _'Nm\m Amarican THER mlnorityfdlsadvamagedm
r mm {complate for ALL base contracit—- WA 10 armsndments o Aoigsed SuM
1 ampetitive Negotiation lomatlvn Compu!mve mma
| JNon-Competitive Nagatistion Negotiation wi Governmentiss 0,66 51 Other

it Process Summary {conmpiess for Atomuive Mettion, Compebtva Negobation,




AMENDMENT NUMBER 14

MIDDLE GRAND REGION
CONTRACTOR RISK AGREEMENT
S BETWEEN :

THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
UNITEDHEALTHCARE PLAN OF THE RIVER VALLEY, INC.

CONTRACT NUMBER: FA-07-16937-00

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 parties agree to clarify and/or amend the Contractor
Risk Agreement (CRA) by and between the State of Tennessee TennCare Bureau. hereinafter referred (o as
TENNCARE. and NAME. hereinafier referred to as the CONTRACTOR as specified below,

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

I. Section 2.13.8 shall be deleted and replaced as follows:

2.13.8 Medicaid Payment for Primary Care

2.13.8.1

2.138.2

In accordance with the Patient Protection and Alffordable Care Act of 2010 (The Affordable
Care Act), for calendar years 2013 and 2014, the CONTRACTOR shall make payments for
certain primary care services (as described by CMS) and furnished by primary care providers
(as deseribed by CMS} in an amount that has been determined by CMS. Paymcntb and
reporting as required by this Section 2.13.8 shall be effective for dates of service beginning
January 1, 2013, Should refroactive paymenms be necessary due lo the timing of the
nnplumnlai:on of this requirement, the CONTRACTOR shall make adjustments 1o
previousty paid claims for the enhanced payment to eligible primary care providers without
any cffort from the provider.

In addition 10 the routine claims payment reports required by this Agreement, the
CONTRACTOR shail report to TENNCARE any information related to this requirement in a
format described by TENNCARE. At a minimum, the reports shalf be sufficient to

accomplish the following:

Submiit 2009 payment data on primary care services which qualify for pavment under this
rule;

Assure payments made to specified primary care providers are at the minimum Medicare
primary care payment levels as required by 42 CFR 447, subpart G. This fncludes the
assurance that cligible providers receive direct and full benefit of the payment increase for
cach of the primary care services specified in the final rule implementing this section of The
Affordable Care Act regardless of whether the provider is paid dircctly or through a capitated
arrangement;



Amendment 14

213.8.2.3 Submit any documentation to TENNCARE, sufficient fo enable TENNCARE and CMS (o
enswre that provider payments increase as required by 42 CFR 438.6(c)5)ViXA) are made
and 1o adequately document expenditures eligible for 100% FFP and to support all audit or
reconciliation  processes.  TENNCARE  shall  report these  data o CMS.



Amendment 14

All of the provisions of the original Agreement niot specifically deleted or modified hercin shall remain in full force
and effect. Unless a provision comtained in this Amendment specifically indicates a different effective date, for
purposes of the provisions contained herein, this Amendment shall become effective March 15, 2013,

The State is not bound by this Amendment until it is signed by the contract parties and approved by appropriate
officials in accordance with applicable Tennessee laws and regulations (depending upon the specifics of this

contract, said officials may include, but are not limited to, the Commissicner of Finance and Adtninistration, the
Commissioner of Human Resources, and the Comptroller of the Treasury).

The CONTRACTOR, by signature of this Amendment, hereby affivms that this Amendment has not been altered
and therefore represents the identical document that was sent to the CONTRACTOR by TENNCARE,

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

STATE OF TENNESSEE

DEPARTMENT OF FINANCE ‘ UNITEDHEALTHCARE PLAN OF THE
AND ADMINISTRATION RIVER VALLEY, NG » J
-
BY: M}J QZ, Ai\ BY: ;W/
Mark Embkes Scott A, Bowers
Conmnissioner Chief Execative Officer, TennCare
DATE: _ 2. /1¥/7043 pare: 02|\ \i3




GENERAL ASSEMBLY OF THE STATE OF TENNESSEE
FISCAL REVIEW COMMITTEE

320 Sixth Avenue, North — 8th Floor
NASHVILLE, TENNESSEE 37243-0057
615-741-2564

Sen. Bill Ketron, Chairman Rep. Curtis Johnson, Vice:Chairman
Senators Representatives
Douglas Henry Reginald Tate Tommie Brown David Shepard
Brian Kelsey Ken Yager Jim Coley Tony Shipley
Eric Stewart Charles Curtiss Curry Todd
Randy McNally, ex officio Johnny Shaw Mark White
Lt. Governor Ron Ramsey, ex officio Charles Sargent, ex officio

Speaker Beth Harwell, ex officio

MEMORANDUM

TO: Jessica Robertson, Chief Procurement Officer
Department of General Services

FROM: Senator Bill Ketron, Chairman (a/ QS
Representative Curtis Johnson, Vice-Chairman

DATE: November 27, 2012

SUBJECT: Contract Comments
(Fiscal Review Committee Meeting 11/26/12)

RFS# 318.66-051 (Edison # 29634)

Department: Finance and Administration

Division: Health Care Finance and Administration/Bureau of TennCare
Vendor: UnitedHealthCare Plan of the River Valley, Inc.

Summary: The vendor is responsible for physical and behavioral health
services for TennCare enrollees in the Middle Tennessee region. The
proposed amendment provides critical updates and clarifications to
ensure optimal performance; updates capitation rates; and increases
maximum liability by $989,205,835.

Current maximum liability: $5,324,361,376

Proposed maximum liability: $6,313,567,211

After review, the Fiscal Review Committee voted to recommend approval of the
contract amendment.

cc: The Honorable Darin Gordon, Deputy Commissioner



DEPARTMENT OF FINANCE AND ADMINISTRATION
DIVISION OF HEALTH CARE FINANCE AND ADMINISTRATION

BUREAU OF TENNCARE
310 Great Circle Road
NASHVILLE, TENNESSEE 37243

October 31, 2012

Lucian Geise, Director

Fiscal Review Committee

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

Attention: Ms. Leni Chick

RE: Department of Finance and Administration
Division of Health Care Finance and Administration (HCFA)
Contract Amendments (12)

Dear Mr. Geise:

The Department of Finance and Administration, Division of Health Care Finance and
Administration, is submitting for consideration by the Fiscal Review Committee the following
Managed Care Organization (MCO) amendments. The MCO contracts provide medical and
behavioral health services to TennCare enrollees. The proposed amendments provide the
following updates: (1) Replaces Disease Management requirements with Population Health
requirements; (2) Clarification regarding the implementation of CHOICES 3 requirements; (3)
Clarification language as requested by CMS regarding TPL and PETI; (4) Includes requirement to
support CMS required PCP rate increase for 2013/2014; (5) Includes requirement to participate in
and implement initiatives to capture Pre-natal and Post-natal visit data; (6) Coordination
requirements for MCOs regarding DSNPs; (7) Updates the transportation requirements to reflect
current reporting needs and support audit efforts; (8) Updates contract to include current
capitation rates, (9) extends contract term for East/West Regions and VSHP Select, and (10)
provides funding for FY '14.

Volunteer State Health Plan (TennCare Select) FA-02-14632-30
AMERIGROUP Tennessee, Inc. FA-07-16936-13
UnitedHealthCare Plan of the River Valley, Inc. FA-07-16937-13
UnitedHealthCare Plan of the River Valley, Inc FA-08-24979-10
(West Region)

Volunteer State Health Plan FA-08-24978-10
(West Region)

UnitedHealthCare Plan of the River Valley, Inc. FA-08-24984-09
(East Region)

Volunteer State Health Plan FA-08-24983-09

(East Region)



Lucian Geise, Director
October 31, 2012
Page 2

Additionally, we are submitting for consideration amendment #1 to the existing competitively
procured contract with QSource, the competitively procured contractor for the provision of
TennCare’s External Quality Review. This amendment, pursuant to RFP and contract language,
provides for term extension and extension funding based on competitive rates submitted in the
Cost Proposal. Additional CHOICES scope of work and monthly rates are being added to the
contract to provide an annual CHOICES survey and corresponding written evaluations regarding
CHOICES member participation and satisfaction.

The following contract amendments are being submitted for the HCFA Cover Tennessee
Program for contract amendments that extend the term for the final year and provide funding to
support the continuation of services.

Policy Studies, Inc. FA-07-20295-08
National Guardian Life Insurance Company FA-08-23921-03
BlueCross Blue Shield of Tennessee, Inc. FA-12-37367-01
QSource FA-10-30464-02

The Department of Finance and Administration, Division of Health Care Finance and
Administration, would greatly appreciate the consideration and approval of these amendments by
the Fiscal Review Committee.

Sincerely,

7 \4&2‘\_/
O\
Casey.Dungan “_

Chief Financial Officer

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



Supplemental Documentation Required for

Fiscal Review Committee

*
*Contact Name: | Casey Dungan C;Egi? 615-507-6482
*Original Contract | FA-07-16937-00 *Original RFS | 318.66-051
Number: Number:
. Edison RFS
Edlsop Cogtract 29634 Number: Gf | N/A
Number: (if applicable) applicable)
*Original Contract *Current End
. 1,2014
Begin Date: August 15, 2006 Date: December 31, 20
Current Request Amendment Number: 13
(ef applicable)
Proposed Amendment Effective Date: January 1. 2013
(if applicable) v

*Department Submitting:

Department of Finance and Administration

*Division;

Bureau of TennCare

*Date Submitted:

October 31,2012

*Submitted Within Sixty (60) days: | Yes

If not, explain. | NA

*Contract Vendor Name:

UnitedHealthCare Plan of the River Valley,
Inc. (Middle Region)

*Current Maximum Liability:

$5,324,361,376.00

*Current Contract Allocation by Fiscal Year:

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

FY:2007 FY:2008 FY:2010 FY2011 FY 2012
$174,870,888 $699,483,574 $699,483,574 $782,905,835 | $989,205,835 | $989,205,835.00
FY: 2013

$989,205,835.00

*Current Total Expenditures by Fiscal Year of Contract:

(attach backup documentation from STARS or FDAS report

FY: 2007 FY: 2008 FY: 2010 FY 2011 FY 2012
$108,816,203.00 | $526,120,392.00 $573,634,106.00 | $729,187,454.49 | $1,051,885,932.05 $848,507,847.90
FY: 2013

$234,939,467.81

IF Contract Allocation has been greater
than Contract Expenditures, please give
the reasons and explain where surplus

funds were spent:

The reason that allocations for the full-risk Managed
Care Contractor contract exceeds the contract
expenditures are that the contract maximum liability
must be estimated prior to delivery of services using
current enrollment and medical/behavioral claims
cost. If the program’s enrollment were to vary
significantly from the original estimate, allocation
could be higher than actual expenditures.

IF surplus funds have been carried
forward, please give the reasons and
provide the authority for the carry forward

provision:

If the amount spent on this contract is less than the
budgeted amount and contributes to a net surplus for
the bureau, surplus funds would be carried forward
subject to authority granted in Section 48, Item 3 of
the General Appropriations Act.




Supplemental Documentation Required for

Fiscal Review Committee

IF Contract Expenditures exceeded
Contract Allocation, please give the

reasons and explain how funding was N/A
acquired to pay the overage:
T ;
Contract Funding | = g | g1 796 441,032.00 Federal: |  $3,597,920,344.00
Source/Amount:
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 — 1/1/2007

Scope clarification relating to service thresholds, fraud and
abuse compliance, semi-annual reporting timelines, and
quarterly reporting of PCP visits per member. Language
added to address requirements for Notification of Legal
Action Against the Contractor and Prohibition of lilegal
Immigrants

Amendment #2 — 7/1/2007

Contract language modifications and/or clarification relating
to National Provider Identification requirements; Department
of Education Project TEACH policies update; LEP provisions
and Teen Newsletter requirements; PCP and emergency room
visits reporting; emergency department utilization, disease
management and case management, nurse triage 24/7 line and
NCQA reporting; NCQA requirements; and general
housekeeping revisions.

Amendment #3 —4/1/2008

Add funding for FY 2009. Contract language modifications
and/or clarification relating to quality standards of Non
Emergency Medical Transportation; Cost Effective
Alternative Services; Pay for Performance Incentives;
EPSDT/Prenatal Notification; Reporting requirements for
provider networks; NCQA requirements; requirements for
weekly reporting; update risk targets; and Obesity DM
program. Update to the rates for individual services to reflect
a change in rate tables beginning April 1, 2008.

Amendment #4 — 09/01/2009

Provided language to implement the Long-Term Care Choices
Act of 2008, complied with Mental Health Parity Act,
provides clarification language to the contract, streamline
reporting to enhance timeframes as well as review and
analysis for consistency with NCQA reporting requirements.

Amendment #5 — March 1, 2010

Provided language changes to effectively
implement the Long-Term Care Choices Act of
2008, and provide term extension and funding to
support the extension.

Amendment #6 — July 1, 2010

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

Amendment #7 — January 1, 2011

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

Amendment #8 — July 1, 2011

Clarification of CHOICES Requirements and credentialing
Requirements; Clarification of Disease Management and
NCQA Requirements; Revise Behavioral Health Monitoring
Reports; Update Capitation Rates, and Term Extension and
provide funding to support the term extension for FY 2.




Supplemental Documentation Required for

Fiscal Review Committee

Amendment #9 — October 1, 2011

Inclusion of Money Follows the Person Rebalancing
Demonstration Grant. No funding,.

Amendment #10 — January 1, 2012

Program Integrity Updates, HIPAA/HITECH clarifications;
CHOICES updates; Quality Clarifications regarding the
use of Hybrid methodology for HEDIS and Outreach
Activity planning and reporting; Increase funding to
support the services for this contract for FY *12 and FY
"13 based on actual expenditures

Amendment #11 — March 1, 2012

Added language to clarify that Managed Care
Organizations (MCO) will receive full risk capitation
payments for up to 12 months prior the member’s
enrollment in the plan for members who are determined to
get retro eligibility.

Amendment #12 — July 1, 2012

Added requirements for the Contractor regarding the
implementation and operation of CHOICES Group 3,
language to clarify that QM/QI reporting must be specific to
TennCare and not combined with other state or commercial
programs, Program Integrity language to clarify Pl
Investigators be designated by plan, SSA Data Security
language added in accordance with our agreement with SSA,
and Subcontract termination requirements added to provide an
MCO with an avenue to discontinue an agreement with a
company when it is in the best interest of TennCare and its
enrollees. No additional funding is required relative to this
amendment.

Method of Original Award: (if applicable) | RFP

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

contract 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 contract 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.

Planned 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).

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.

| | | |




Supplemental Documentation Required for
Fiscal Review Committee

Comparison of cost per fiscal year of obtaining this service through the proposed
contract or amendment vs. other options. 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 necessary 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.



UnitedHealthCare Plan (Americhoice) - Middle

FY 2010

Pre-Edison Payments:

Vendor Invoice| Invoice Date Voucher TCS 18A Total
BHO MCO
PAYMENTS PAYMENTS

RA100650630 [6/29/2009 100650630 44.878,431.47 44,878,431.47
RA100650633 [6/29/2009  |100650633 4,890,269.85 4,890,269.85
RA100686183 18/4/2009 100686183 43,511,135.30 43,511,135.30
RA100686186 |8/4/2009 100686186 6,752,286.18 6,752,286.18
RA100714797 19/1/2009 100714797 6,463,994.29 6,463,994.29
RA100714794 19/1/2009 100714794 42,681,316.13 42,681,316.13

18.106.550.32 131,070,882.00| _ 149,177,433.22
Edison Payments:
I Unit Voucher ID || Vendor ID Amount Pd | PymntDate
31865 00006784 0000021799 48,582,237.33 10/5/2009
31865 00006787 0000021799 6,193,643.53 10/5/2009
31865 00015655 0000021799 44,267,315.17 11/6/2009
31865 00015658 0000021799 5,480,859.10 11/6/2009
31865 00022040 0000021799 42,961,566.23 12/7/2009
31865 00022043 0000021799 5,449,527.21 12/7/2009
31865 00038454 0000021799 40,000.00 12/24/2009

152,975,148.57

31865 00051202 0000021799 44,449,762.28 1/8/2010
31865 00051205 0000021799 5,997,241.10 1/8/2010
31865 00068252 0000021799 44,025,304.75 2/5/2010
31865 00068255 0000021799 5,514,146.11 2/5/2010
31865 00086763 0000021799 62,590,461.23 3/5/2010
31865 00086766 0000021799 5,701,541.32 3/5/2010

168,278,456.79




UnitedHealthCare Plan (AmeriChoice) - Middle FY 2010 (Continued)

Unit Voucher ID || Vendor ID Amount Pd Pymnt Date H
31865 00104917 0000021799 82,612,990.02 4/2/2010
31865 00104920 0000021799 8,643,743.79 4/2/2010
31865 00108122 0000021799 21,000,580.09 4/2/2010
31865 00103799 0000021799 352,048.25 4/6/2010
31865 00125595 0000021799 69,049,286.19 5/7/2010
31865 00125598 0000021799 6,310,699.70 5/7/2010
31865 00141601 0000021799 70,623.80 6/3/2010
31865 00141602 0000021799 64,266.91 6/3/2010
31865 00141603 0000021799 72,129.62 6/3/2010
31865 00142689 0000021799 64,652,898.59 6/4/2010
31865 00142692 0000021799 5,927,148.95 6/4/2010
258,756,415.91

FY 2010 TOTAL $729,187,454.49




UnitedHealthCare Plan (Americhoice) - Middie

FY 2011
“Unit [l Voucher ID Vendor 1D Amount Pd Pymnt Date
31865 00158201 0000021799 70,740,671.09 7/2/2010
31865 00158204 0000021799 6,263,040.64 71212010
31865 00173116 0000021799 71,151,938.06 8/6/2010
31865 00173119 0000021799 6,359,961.93 8/6/2010
31865 00181526 0000021799 11,836,788.90 8/23/2010
31865 00181527 0000021799 6,909,314.39 8/23/2010
31865 00178460 0000021799 61,911.29 8/31/2010
31865 00178459 0000021799 61,971.52 9/1/2010
31865 00178462 0000021799 72,814 .47 9/1/2010
31865 00186274 0000021799 74,918,007.33 9/3/2010
31865 00186277 0000021799 6,220,403.67 9/3/2010
254,596,823.29
31865 00199537 0000021799 73,251,566.34 10/1/2010
31865 00199540 0000021799 6,461,845.29 10/1/2010
31865 00217255 0000021799 76,597,272.92 11/5/2010
31865 00217258 0000021799 6,994,599.71 11/5/2010
31865 00230054 0000021799 71,853,299.66 12/3/2010
31865 00230057 0000021799 6,850,120.36 12/3/2010
31865 00243065 0000021799 73,232,783.15 12/30/2010
31865 00243068 0000021799 6,584,392.18 12/30/2010
321,825,879.61

31865 00245567 0000021799 24.30 1/10/2011
31865 00248818 0000021799 605,600.00 1/14/2011
31865 00260938 0000021799 72,718,947.87 21212011
31865 00260941 0000021799 6,623,413.09 21212011
31865 00264738 0000021799 4,500.00 2/11/2011
31865 00277667 0000021799 72,658,495.99 3/4/2011
31865 00277670 0000021799 6,010,297.46 3/4/2011
31865 00285815 0000021799 500.00 3/18/2011

168,621,778.71




UnitedHealthCare Plan (AmeriChoice) - Middle FY 2011 (Continued)

[lunit Voucher ID || Vendor ID | Amount Pd | PymntDate
31865 00297109 0000021799 77,226,527.58 4/1/2011
31865 00313437 0000021799 82,229,831.05 5/6/2011
31865 00313440 0000021799 18,698.13 5/6/2011
31865 00320306 0000021799 26,458.03 5/20/2011
31865 00320307 0000021799 (16,360.18) 5/20/2011
31865 00327196 0000021799 78,181,173.95 6/3/2011
31865 00327199 0000021799 2,157.82 6/3/2011
31865 00341555 0000021799 79,171,380.00 6/30/2011
31865 00341557 0000021799 1,584.06 6/30/2011

316,841,450.44

FY 2011 TOTAL $1,051,885,932.05




UnitedHealthCare Plan (Americhoice) - Middle

FY 2012

"Unit Voucher ID [l Vendor 1D Amount Pd Pymnt Date
31865 00357932 0000021799 80,164,116.78 8/1/2011
31865 00357935 0000021799 1,749.12 8/1/2011
31865 00373132 0000021799 66,259,994.41 9/2/2011
31865 00373135 0000021799 4,290.68 9/2/2011

146,430,150.99

31865
31865
31865
31865
31865
31865
31865
31865

00390204
00390207
00396234
00396235
00404008
00404011
00417176
00417179

0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799

68,500,422.24
1,970.72
16,338,030.88
189,155.42
77,882,668.64
1,159.98
66,848,857.76
37.42
229,762,303.06

10/7/2011
10/7/2011
10/17/2011
10/17/2011
11/4/2011
11/4/2011
12/5/2011
12/5/2011

31865
31865
31865
31865

101519377
101547443
101574349
101538873

0000021799
0000021799
0000021799
0000021799

76,652,274.04
84,528,169.47
78,374,720.09
12,350.00
239,567,513.60

1/6/2012
2/3/2012
3/212012
2/1/2012

31865
31865
31865
31865
31865

101608051
101621414
101628167
101635082
101662448

0000021799
0000021799
0000021799
0000021799
0000021799

77,495,120.45
1,300.00
12,000.00
79,019,045.16
76,220,414.64
232,747,880.25

4/5/2012
4/23/2012
4/27/2012

5/4/2012

6/1/2012

FY 2012 TOTAL

848,507,847.90



UnitedHealthCare Plan (Americhoice) - Middle
FY 2013

flunit Voucher ID || Vendor ID Amount Pd Pymnt Date
31865 101696065 0000021799 $ 77,600,771.38 7/6/2012
31865 101723402 0000021799 $ 79,380,930.51 8/3/2012
31865 101758287 0000021799 $ 77.957,765.92 9/7/2012

234,939,467.81

FY 2013 TOTAL $ 234,939,467.81




Amendment 10 (cont.)

78.

79.

80.

81.

Attachment VI shall be amended by deleting the performance standard for Non-IMD
Inpatient Use in its entirety.

Attachment IX, Exhibit I shall be deleted and replaced with “LEFT BLANK
INTENTIONALLY”.

The first two populations listed in Attachment IX, Exhibit K shall be deleted and replaced
as follows:

Medicaid (Child and Adult)
Uninsured (Child and Adult)

Item 14 of Exhibit A of Attachment XI shall be deleted and replaced as follows:

82.

14. Tennessee Department of Intellectual and Developmental Disabilities (DIDD): The state
agency responsible for providing services and supports to Tennesseans with mental retardation.
DIDD is a division of the Tennessee Department of Finance and Administration.

Attachment XII shall be amended by adding a new Exhibit G as follows:

EXHIBIT G
CAPITATION RATES
UnitedHealthCare
EFFECTIVE July 1, 2011
Per Member
Aid Category Age Group Per Month
Medicaid (TANF & Related) Age Under 1 $ 579.73
And Agel-13 $ 94.98
Standard Spend Down Age 14 - 20 Female $ 231.61
Age 14 - 20 Male $ 141.55
Age 21 - 44 Female $ 385.02
Age 21 - 44 Male $ 241.91
Age 4564 $ 400.35
Age 65 + $ 470.88
Uninsured/Uninsurable Age Under 1 $ 579.73
Agel-13 $ 85.04
Age 14 - 19 Female $ 119.19
Age 14~ 19 Male $ 124.86
Disabled Age <21 $ 1,322.00
Age2l + $ 956.64
Duals/Waiver Duals All Ages $ 206.01
CHOICES Rate CHOICES Duals $ 4,077.79
CHOICES Non-Duals $ 5,667.52

55



Amendment Number 8 (cont.)

136.

Attachment XII shall be amended by adding a new Exhibit E and F as follows:

EXHIBITE
CAPITATION RATES
UnitedHealthCare
EFFECTIVE July 1, 2010
Per Member
Aid Category Age Group Per Month
Medicaid (TANF & Related) Age Under | $ 523.53
And Agel-13 $ 85.18
Standard Spend Down Age 14 - 20 Female $ 23203
Age 14 - 20 Male $ 12874
Age 2] - 44 Female $ 38065
Age 21 - 44 Male $ 24395
Age 45 - 64 $ 454867
Age 65 + $ 44340
Uninsured/Uninsurable Age Under 1 $ 52322
Agel-13 3 77.66
Age 14 - 19 Female $ 108.26
Age 14~ 19 Male $ 97.53
Disabled Age <21 $ 1,441.01
Age 21+ $ 95597
Duals/Waiver Duals All Ages $ 187.78
Priority Add-On Age <2l $ 386.66
Age 2l + $ 38666
CHOICES Rate (Effective upon CHOICES Duals $ 4281862
the CHOICES Implementation CHOICES Non-Duals $ 562527

Date)

67




Amendment Number 8 (cont.)

EXHIBIT F
CAPITATION RATES
UnitedHealthCare
EFFECTIVE January 1, 2011
Per Member
Aid Category Age Group Per Month
Medicaid (TANF & Related) Age Under | $ 52352
And Agel-13 $ 9447
Standard Spend Down Age 14 - 20 Female $ 25148
Age 14 - 20 Male $ 16560
Age 21 - 44 Female $ 40087
Age 21 - 44 Male $ 26292
Age 45~ 64 $ 47475
Age 65 + $ 446.29
Uninsured/Uninsurable Age Under 1 $ 52324
Agel-13 $  84.00
Age 14 - 19 Female $ 11917
Age 14~ 19 Male $ 117.86
Disabled Age <21 $ 162760
Age?2l + $ 1,080.82
Duals/Waiver Duals All Ages $ 23567
CHOICES Rate (Effective upon CHOICES Duals $ 4,281.62
the CHOICES Implementation CHOICES Non-Duals $ 562527

Date)

68




Amendment Number 5 (cont.)

EXHIBIT D
CAPITATION RATES
EFFECTIVE July 1, 2009 (Except CHOICES Rates as described below)
Per Member
Aid Category Age Group Per Month
Medicaid (TANF & Related) Age Under 1 $523.22
And Age1-13 $ 8s5.08
Standard Spend Down Age 14 - 20 Female $ 230.84
Age 14 - 20 Male $ 126.19
Age 21 - 44 Female $377.73
Age 21 - 44 Male $241.56
Age 45 — 64 $451.29
Age 65 + $ 440.92
Uninsured/Uninsurable Age Under 1 $523.22
Agel-13 $ 7748
Age 14 - 19 Female $107.50
Age 14 - 19 Male $ 9740
Disabled Age <21 $1,433.96
Age2l + $ 944.45
Duals/Waiver Duals All Ages $ 183.80
Priority Add-On Age <21 $ 386.66
Age 2l + $ 386.66
CHOICES Rate (Effective upon CHOICES Duals $4,281.62
the CHOICES Implementation CHOICES Non-Duals $5,625.27
Date)

128.  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)”,

94



ATTACHMENT X

CAPITATION RATES
EFFECTIVE APRIL 1, 2007 THROUGH JUNE 30, 2008

Per Member Per
Aid Category Age Group Month
Medicaid (TANF & Related)  Age Under 1 $ 431.76
Age 1-13 $ 75.52
Age 14 - 20 Female | $ 207.32
Age 14 - 20 Male $ 96.29
Age 21-44 Female | $ 327.13
Age 21 - 44 Male $ 283.06
Age 45 - 64 $ 547.63
Age 65+ $ 306.81
Uninsured/Uninsurable Age Under 1* $ 431.76
Age 1-13 $ 64.99
Age 14 - 19 Female | $ 105.69
Age 14 - 19 Male $ 90.59
Disabled Age <21 $ 574.14
Age 21+ $ 648.55
Medicaid/Medicare Duals All Ages $ 67.82
Waiver/Medicare Duals All Ages $ 18.11
State Only & Judicials All Ages $ 451.54
Priority Add-On Age <21 $ 384.28
Age 21+ $ 474.73

327 of 327



Amendment Number S (cont.)

125,

126.

127,

Attachment XI, NEMT Requirements, Section A.19.6.4.2 shall be amended by deleting the
reference to “Section A.14.4” and replacing it with the reference “Section A.14.3”.

Attachment XI, NEMT Requirements, Exhibit B, Item 4 shall be amended by deleting the
text “/BHO”.

Attachment XII, CAPITATION RATES, shall be amended by deleting and replacing the
existing Exhibit C and adding a new Exhibit D to read as follows:

EXHIBIT C
CAPITATION RATES
EFFECTIVE July 1, 2008 - June 30, 2009
: Per Member
Aid Category Age Group Per Month
Medicaid (TANF & Related) Age Under 1 $564.71
And Agel-13 $ 87.01
Standard Spend Down Age 14 - 20 Female $186.21
Age 14 - 20 Male $ 96.93
Age 21 - 44 Female $317.51
Age 21 - 44 Male $174.03
Age 45 - 64 $343.00
Age 65 + $354.29
Uninsured/Uninsurable Age Under 1 $ 564.71
Age1-13 $ 65.49
Age 14 - 19 Female $ 9791
Age 14 - 19 Male $ 74.66
Disabled Age <21 $732.18
Age 21 + $735.43
Duals/Waiver Duals All Ages $214.22
State Only & Judicials All Ages $557.42
Priority Add-On Age <21 $354.55
Age 21 + $354.55
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EXHIBIT F
CAPITATION RATES
UnitedHealthCare
EFFECTIVE January 1, 2011
Per Member
Aid Category Age Group Per Month
Medicaid (TANF & Related) Age Under | $ 52352
And Agel -13 $ 94.47
Standard Spend Down Age 14 - 20 Female $ 25148
Age 14 - 20 Male $ 16560
Age 21 - 44 Female $ 400.87
Age 21 - 44 Male $ 26292
Age 45 - 64 $ 47475
Age 65 + $ 44629
Uninsured/Uninsurable Age Under | $ 523.24
Agel-13 $ 84.00
Age 14 - 19 Female $ 11917
Age 14~ 19 Male $ 11786
Disabled Age <21 $ 1,627.60
Age2l + $ 1,080.82
Duals/Waiver Duals All Ages $ 23567
CHOICES Rate (Effective upon CHOICES Duals $ 428182
the CHOICES Implementation CHOICES Non-Duals $ 562527

Date)
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EXHIBIT G

CAPITATION RATES
UnitedHealthCare
EFFECTIVE July 1, 2011
Per Member
Aid Category Age Group Per Month
Medicaid (TANF & Related) Age Under | $ §79.73
And Agel-13 $ 94.98
Standard Spend Down Age 14 - 20 Female $ 231.61
Age 14 - 20 Male $ 141.55
Age 21 - 44 Female $ £ 385.02
Age 21 - 44 Male $ 241.91
Age 45 - 64 8 400.35
Age 65 + $ 470.88
Uninsured/Uninsurable Age Under 1 $ 579.73
Agel-13 $ 85.04
Age 14 - 19 Female $ 119.19
Age 14 - 19 Male $ 124.86
Disabled Age <21 $ 1,322.00
Age2] + $ 956.64
Duals/Waiver Duals All Ages $ 206.01
CHOICES Rate CHOICES Duals $ 4,077.79
CHOICES Non-Duals $ 5,667.52

55




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 a completed request, as one file in PDE format, via e-mail attachment sent to: Agsprs Agsprs@state.tn.us

APPROVED

CENTRAL PROCUREMENT OFFICE

Request Tracking # 31866-00051

Procuring Agency Department of Finance and Administration
Bureau of TennCare

Contractor UnitedHealthCare Plan of the River Valley, Inc.

Contract # FA-07-16937-00

Proposed Amendment # 13

Edison ID # 29634

Contract Begin Date August 15, 2006

Current Contract End Date
~ with ALL options to extend exercised

December 31, 2014

Proposed Contract End Date
— with ALL options to extend exercised December 31,2014

Current Maximum Contract Cost
-~ with ALL options to extend exercised

$ 5,324,361,376.00

Proposed Maximum Contract Cost
—~ with ALL options to extend exercised

$6,313,567,211.00

Office for Information Resources Endorsement

- information technology service (N/A to THDA) X' Not Applicable D Attached

eHealth Initiative Support

— health-related professional, pharmaceutical, laboratory, or imaging service X Not Applicable D Attached

Human Resources Support

— state employee training service X Not Applicable D Attached

Explanation Need for the Proposed Amendment

This competitively procured contract provides medical and behavioral health services to TennCare
enrollees. The proposed amendment provides the following updates: (1) Replaces Disease
Management requirements with Population Health requirements; (2) Clarification regarding the
implementation of CHOICES 3 requirements; (3) Clarification language as requested by CMS regarding
TPL and PETI; (4) Include requirement to support CMS require PCP rate increase for 2013/2014; (5)
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8-16-10 REQUEST-NON-AMEND

Request Tracking # 31866-00051

Include requirement to participate and implement initiatives to capture Prenatal and Postnatal visit data;
(8) Coordination requirements for MCOs regarding DSNPs; (7) Updates the transportation requirements
to reflect current reporting needs and support audit efforts, and (8) provides contract funding for FY '13.

Name & Address of the Contractor's Principal Owner(s) - NCT required for a TN state education institution

Richard L. Bartsh, M.D.

President

United Healthcare Plan of River Valley, Inc.
1300 River Drive

Moline, IL 61265

Evidence Contractor’'s Experience & Length Of Experience Providing the Service

UnitedHealthcare Plan of the River Valley, Inc. is an operating division of UnitedHealth Group, the largest
single health carrier in the United States. They are a recognized leader in the health and well-being
industry, and deliver products and services to approximately 73 million Americans. UHC's nationwide
network includes 570,000 physicians (and other care professionals), 4,800 hospitals and their
pharmaceutical management programs which provide more affordable access to drugs for 15 million
people. UnitedHealth Group made significant investments in research and development, technology and
business process improvements, which led to changes that are improving the way care is delivered and
administered across the entire industry. The Bureau of TennCare released an RFP and identified
UnitedHealthCare Plan of the River Valley, Inc. as one of two (2) health care plans to provide services to
TennCare enroliees in the Middle Tennessee Region.

Efforts to Identify Reasonable, Competitive, Procurement Alternatives

The Bureau of TennCare released a Request for Proposal which resulted in a competitively procured
contract to integrate the provision of both Physical and Behavioral Health services to TennCare Enrollees
in the Middle Tennessee Region.

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

This competitively procured contract is being amended to provide requirements for the Contractor
regarding the following updates: (1) Replaces Disease Management requirements with Population Health
requirements; (2) Clarification regarding the implementation of CHOICES 3 requirements; (3) Clarification
language as requested by CMS regarding TPL and PETI; (4) Include requirement to support CMS require
PCP rate increase for 2013/2014; (5) Include requirement to participate and implement initiatives to
capture Prenatal and Postnatal visit data; (6) Coordination requirements for MCOs regarding DSNPs: (7)
Updates the transportation requirements to reflect current reporting needs and support audit efforts, and
(8) provides contract funding for FY '13. Al of these elements contained in this amendment are required
to enhance the medical and behavioral services provided by the Contractor for the benefit of the
TennCare population.
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8-16-10 REQUEST-NON-AMEND

Request Tracking # 31866-00051

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
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CONTRACT SUMMARY SHEET 021406
RFS # Edison # Contract #
31866-00051 29634 FA-07-16937-13
State Agency State Agency Division
Department of Finance and Administration Bureau of TennCare
Contractor Name Contractor ID # (FEIN or SSN)
UnitedHealthCare Plan of the River Valley, Inc. C- or| X|V- Edison Vendor #0000021792
Service Description
Provision of Physical and Behavioral Health Services to TennCare Enrollees in the Middle Tennessee Region
Contract BEGIN Date Contract END Date Subrecipient or Vendor? CFDA #
August 15, 2006 December 31, 2014 Subrecipient R sk S RS
Mark Each TRUE Statement
Contractor is on STARS Contractor's Form W-9 is on file in Accounts
Allotment Code | Cost Center Object Code Fund Funding Grant Code Funding Subgrant Code
318.66 4M9 134 11
EY State Federal Interdepartmental Other TOTAL Contract Amount
2007 | % 63,416,928.00 | $  111,453,960.00 $ 174,870,888.00
2008 | $ 253,667,718.00 | $  445,815,856.00 $ 699,483,574.00
2009 | $ 253,667,71800| $  445.815,856.00 $ 699,483,574.00
2010 | $ 195,060,989.00 } $ 587,844,846.00 $ 782,905,835.00
2011 |$ 292,112,483.00! $  697,093,352.00 $ 989,205,835.00
2012 | $ 334,025135.00| $  655,180,700.00 $ 989,205,835.00
2013 | $ 334,490,061.00 | $ 654,715,774.00 $ 989,205,835.00
2014 |'$ 341,276,013.001 $  647,929,822.00 $ 989,205,835.00
TOTAL:| § 2,067,717,045.00 | $ 4.245.850,166.00 | $ - $ - $ 6,313,567,211.00
— COMPLETE FOR AMENDMENTS ONLY — State Agency Fiscal Contact & Telephone #
FY P:t:. N‘::‘ldm THiS mm Casey Dungan 507-6482
2007 | § 174,870,888.00 State Agency Budget Officer Approval
2008 | $  699,483,574.00 )
2009 | $ 699,483,574.00 e
ol oLl Funding Certification (certification, m::md by T.CA., § 9-4-5113, that there is
2011 | § 989,205,835.00 balance in the appropriation from which the obligated expenditure is required to be
2012 | §  989,205,835.00 [Pt that s not othenwise encumbered 1o pay obigations previously Incurred)
2013 | $§ 989,205,835.00
2014 | § - $ 989,205,835.00
TOTAL:| $§ 5,324,361,376.00 | $§ 989,205,835.00
Date| December 31,2014 | December 31, 2014

Contractor Ownership (complete only for base contracts with contract # prefix: FA or GR)

African American

Asian

i

Person w/ Disability

Female

Hispanic
Native American

Small Business

X INOT disadvantaged

OTHER minority/disadvantaged—

mmwtmmummmmnmmumm;

X |rRFP

Non-Competitive Negotiation

Competitive Negotiation
Negotiation w/ Government(eg.ID.GG,GU)

Other

Alternative Competitive Method

Procurement Process Summary (complete for Alternative Method, Competitive Negotiation, Non-Competitive Negotiation, OR Other)




AMENDMENT NUMBER 13
MIDDLE GRAND REGION
CONTRACTOR RISK AGREEMENT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
UNITEDHEALTHCARE PLAN OF THE RIVER VALLEY, INC.

CONTRACT NUMBER: FA-07-16937-00

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 parties agree to clarify and/or amend the Contractor
Risk Agreement (CRA) by and between the State of Tennessee TennCare Bureau, hereinafter referred to as
TENNCARE, and NAME, 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 construed to infer a contractual construction of language.

1.

Section 1 shall be amended by adding the following new definitions:

Advance Determination- A decision made by the Bureau in accordance with the process and requirements
described in Rule 1200-13-01-.05(6) that an Applicant would not qualify to enroll in CHOICES Group 3
(including Interim CHOICES Group 3) when enrollment into CHOICES Group 3 has not actually been
denied or terminated, and which may impact the person’s NF LOC eligibility.

Chronic Condition — as defined by Population Health (and AHRQ) is a condition that lasts 12 months or
longer and meets one of both of the following tests: (a) it places limitation on self-care, independent
living, and social interactions; (b) it results in the need for ongoing intervention with medical products,
services, and special equipment (see Perrin et al., 1993)

Engaged — When a member consents to participate in a Population Health program, the member can be
determined to be engaged.

Health Coaching — A method of guiding and motivating members participating in Population Health
programs to address their health by engaging in self-care and, if needed, make behavioral changes to
improve their health. Health coaching operates on the premise that increasing a member’s confidence in
managing their health and achieving their own goals will have a more lasting effect on outcomes.

Interactive Intervention (Touch) — As it pertains to Population Health it is a two way interaction in which
the member receives self management support or health education by one of the following modes: an
interactive mail-based communication (i.e. mail-based support or education requested by the member,
communication in the form of a member survey, quiz or assessment of member knowledge gained from
reading the communication); an interactive telephone contact; including an interactive voice response
(IVR)module; an in person contact; and online contact including contact by an interactive web-based
module; live chat and secure e-mail. Interactive contacts do not include completion of a health risk
appraisal or contacts made only to make an appointment, leave a message, or acknowledge receipt of
materials.




Amendment 13

Medical Home — As defined by Population Health and per NCQA, the Medical Home is a model for care
provided by physician practices aimed at strengthening the physician-patient relationship by replacing
episodic care based on illnesses and patient complaints with coordinated care and a long-term healing
relationship,

Medical Home Lock-in Project — As referred to in CRA 2.8, the project combines the Patient Centered
Medical Home with an incentive program based upon quality care. In this project-members-will -only be
allowed to see their assigned PCP or another participating PCP within their group /same TIN, because no
other provider will be paid for providing services to them. The providers must agree with the health plan to
meet specific annual quality of care metrics in their practice. Member outcomes and utilization patterns will
be analyzed by the MCO to assess the effectiveness of the project. The primary care providers that meet all
specifications and improve quality of care and member outcomes are rewarded by the health plan.

Medical Necessity - Medical Necessity and Medically Necessary as used in this Agreement shall have the
meaning contained in Tenn. Code Ann. 71-5-144 and TennCare Rule 1200-13-16.

Non-Interactive Intervention (Touch) — As it pertains to Population Health it is a one way attempt to
interact or communicate with members. There is no confirmation of receipt. This does not include
completion of a health appraisal.

Plan of Care — As it pertains to Population Health it is a personalized plan to meet a member’s specific
needs and contains the following elements: prioritized goals that consider member and care giver needs
which are documented; a time frame for re-evaluation; the resources to be utilized; a plan for continuity
of care, including transition of care and transfers; and uses a collaborative approach including family
participation. The plan of care is built upon the information collected from the health assessment to
actively engage the member in developing goals and identifying a course of action to respond to the
members’ needs. The goals and actions in the plan of care must address medical, social, educational, and
other services needed by the member. Providing educational materials alone does not meet the intent of
this factor.

Population Health Care Coordination Program — The program addresses acute health needs or risks which
need immediate attention. Assistance provided to enrollees is short-term and time limited in nature.
Activities may include, but are not limited to, assistance with making appointments, transportation, social
services, etc. and should not be confused with activities provided through the CHOICES Care
Coordination Program.

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

Area Agency on Aging and Disability (AAAD) — Agencies designated by the Commission on Aging and
Disability or its successor organization to plan for and provide services to the elderly and disabled within
a defined geographic area as provided by T.C.A. Title 71, Chapter 2.

CHOICES At-Risk Demonstration Group — Individuals who are age 65 and older and adults age 21 and
older with physical disabilities who (1) meet nursing home financial eligibility for TennCare-reimbursed
long term services and supports, (2) meet the nursing facility level of care in place on June 30, 2012, but
not the nursing facility level of care criteria in place on July 1, 2012; and (3) in the absence of
TENNCARE CHOICES HCBS available through CHOICES Group 3, are At Risk for Institutionalization
as defined in TennCare Rules. The CHOICES At-Risk Demonstration Group is open only between July 1,
2012, through December 31, 2013. Individuals enrolled in the CHOICES At-Risk Demonstration Group
as of December 31, 2013, may continue to qualify in this group after December 3 1, 2013, so long as they
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(1) continue to meet Nursing Facility financial eligibility and the LOC criteria in place when they
enrolled; and (2) remain continuously enrolled in the CHOICES At-Risk Demonstration Group and in
CHOICES 3.

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

Group 1
Medicaid enrollees of all ages who are receiving Medicaid-reimbursed care in a nursing facility.

Group 2

Persons age sixty-five (65) and older and adults age twenty-one (21) and older with physical
disabilities who meet the nursing facility level of care, who qualify for TennCare either as SSI
recipients 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 eligible under 42 CFR 435.217 had the state continued its
1915(c) HCBS waiver for elders and/or persons with physical disabilities. TENNCARE has the
discretion to apply an enrollment target to this group, as described in TennCare rules and regulations.

Group 3

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 enrollment target to this group as described
in TennCare rules and regulations.

Interim Group 3 (open for new enrollment only between July 1, 2012, through December 31,
2013)

Persons age 65 and older and adults age 21 and older with physical disabilities who qualify for
TennCare as SSI eligibles or as members of CHOICES At-Risk Demonstration Group and who meet
the NF LOC criteria in place as of June 30, 2012. There is no enrollment target on Interim Group 3.

All requirements set forth is this agreement regarding Group 3 members are applicable to Interim Group 3
members, except as explicitly stated otherwise. Interim Group 3 members are not subject to an

enrollment target,

Risk Agreement — An agreement signed by a CHOICES Group 2 or 3 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
electing to participate in consumer direction, 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 his/her behalf. See Section 2.9.6 of this Agreement for related requirements.
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Subcontract — An agreement entered into by the CONTRACTOR with any other organization or person
who agrees to perform any administrative function or service for the CONTRACTOR specifically related
to securing or fulfilling the CONTRACTOR’s obligations to TENNCARE under the terms of this
Agreement (e.g., claims processing, Population Health) when the intent of such an agreement is to
delegate the responsibility for any major service or group of services required by this Agreement. This
shall also include any and all agreements between any and all subcontractors for the purposes related to
securing or fulfilling the CONTRACTOR’s obligations to TENNCARE under the terms of this

Agreement. Agreements to provide covered services as described in Section 2.6 of this Agreement shall
be considered provider agreements and governed by Section 2.12 of this Agreement.

Tennessee Department of Mental Health and Substance Abuse Services (TDMHSAS) — The state agency
having the authority to provide care for persons with mental illness, and /or substance abuse needs

Transition Allowance- A per member allotment not to exceed two thousand dollars ($2,000) per lifetime
which may, at the sole discretion of the CONTRACTOR, be provided as a cost-effective alternative to
continued institutional care for a CHOICES Group 1 member in order to facilitate transition from a
nursing facility to the community when such member will, upon transition to CHOICES Group 2 or
Group 3, receive more cost-effective non-residential home and community based services or companion
care. Items that may be purchased or reimbursed are only those items that the member has no other means
to obtain and that are essential in order to establish a community residence when such residence is not
already established and to facilitate the member’s safe and timely transition, including rent and/or utility
deposits, essential kitchen appliances, basic furniture, and essential basic household items, such as towels,
linens, and dishes.

Section 2.2 shall be amended by adding a new Section 2.2.3 as follows:

If the CONTRACTOR is part of a health maintenance organization holding company system as defined
by TCA 56-11-101(b)(5), the CONTRACTOR agrees to comply with the Insurance Holding Company
System Act of 1986 as set forth in TCA 56-11-101 et seq. The CONTRACTOR agrees to comply with the
requirements of TCA 56-11-101 et seq. whether the CONTRACTOR is domiciled in Tennessee or is a
foreign insurer or health maintenance organization subject to registration requirements and standards
adopted by statute or regulation in the jurisdiction of its domicile that are substantially similar to this
contained in TCA 56-11-101 et seq.

Section 2.4.6.1 shall be deleted and replaced as follows:

2.4.6.1 The CONTRACTOR shall receive, process, and update outbound 834 enrollment files from
TENNCARE. Enrollment data shall be updated or uploaded systematically to the
CONTRACTORs eligibility/enrollment database(s) within twenty-four (24) hours of receipt
from TENNCARE. Any outbound 834 transactions which fail to update/load systematically
must be manually updated within twenty-four (24) hours of receipt. The CONTRACTOR
shall report to TENNCARE, in a form and format to be provided by TENNCARE, outbound
834 transactions that are not processed within these time frames and include information
regarding when the transactions were completed. Any transactions that are not
updated/loaded within twenty-four (24) hours of receipt from TENNCARE and/or persistent
issues with high volumes of transitions that require manual upload may require the
CONTRACTOR to initiate a Corrective Action Plan for resolution of the issues preventing
compliance.
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Section 2.4.10 shall be deleted and replaced as follows:
Information Requirements Upon Enrollment

As described in Section 2.17 of this Agreement, the CONTRACTOR shall provide the following
information to new members: a member handbook, an identification card, and information regarding how
to access and/or request a general provider directory and/or a CHOICES provider directory. In addition,
the CONTRACTOR shall provide CHOICES members with CHOICES member education materials (see
Section 2.17.7).

Section 2.6.1.2.4 and 2.6.1.2.5 shall be deleted and replaced as follows:

2.6.1.2.4  Each of the CONTRACTOR s Population Health programs (see Section 2.8) shall address the
needs of members who have co-morbid physical health and behavioral health conditions.

2.6.1.2.5  As required in Section 2.9.5.2.2, the CONTRACTOR shall provide the appropriate level of
Population Health services (see Section 2.8.4 of this Agreement) to non-CHOICES members
with co-morbid physical health and behavioral health conditions. These members should have
a single case manager that is trained to provide Population Health services to enrollees with
co-morbid physical and behavioral health conditions. If a member with co-morbid physical
and behavioral conditions does not have a single case manager, the CONTRACTOR shall
ensure, at a minimum, that the member’s Population Health Care Manager collaborates on an
ongoing basis with both the member and other individuals involved in the member’s care. As
required in Section 2.9.6.1.9 of this Agreement, the CONTRACTOR shall ensure that upon
enroliment into CHOICES, the appropriate level of Population Health activities are
integrated with CHOICES care coordination processes and functions, and that the member’s
assigned care coordinator has primary responsibility for coordination of all the member’s
physical health, behavioral health and long-term care needs. The member’s care coordinator
may use resources and staff from the CONTRACTOR’s Population Health program,
including persons with specialized expertise in areas such as behavioral health, to supplement
but not supplant the role and responsibilities of the member’s care coordinator/care
coordination team. The CONTRACTOR shall report on its Population Health activities per
requirements in Section 2.30.6.1.

Section 2.6.5.2.5 shall be deleted and replaced as follows:

2.6.52.5  For CHOICES Group 1 members transitioning from a nursing facility to Group 2 or Group 3,
a one-time transition allowance, per member. The amount of the transition allowance shall
not exceed two thousand dollars ($2,000) and may be used for items such as, but not limited
to, the first month’s rent and/or utility deposits, kitchen appliances, furniture, and basic
household items. When the CONTRACTOR elects to provide a Transition Allowance to a
member transitioning to CHOICES Group 3, the amount of the Transition Allowance shall be
applied to the member’s Expenditure Cap.

Section 2.6.5.3 shall be amended by adding the phrase “or Group 3” in the last sentence as
follows:

2.6.53 If the CONTRACTOR chooses to provide cost effective alternative services to a CHOICES

member, in no case shall 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

5
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2.8

2.8.1
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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 elects to offer as a cost effective alternative to
nursing facility care for CHOICES Group 2 members 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 CHOICES Group 1 members who are transitioning to
CHOICES Group 2 or Group 3, and NEMT for Groups 2 and 3

Section 2.6.6.2 shall be amended by deleting and replacing the words “disease
management” with “Population Health” as follows:

2.6.6.2

The CONTRACTOR shall not offer or provide any services other than services covered by
this Agreement (see Section 2.6.1) or services provided as a cost effective alternative (see
Section 2.6.5) of this Agreement. However, the CONTRACTOR may provide incentives that
have been specifically prior approved in writing by TENNCARE. For example, TENNCARE
may approve the use of incentives given to enrollees to encourage participation in Population
Health programs.

Section 2.7.6.4.7.2 shall be deleted and replaced as follows:

2.7.64.7.2

The CONTRACTOR shall provide for any follow up service within the scope of the
federal Medicaid statute, including diagnostic or treatment services determined to be
medically necessary when elevated blood lead levels are identified in children. Such
services would include Population Health Care Coordination or Complex Case
management services and a one (1) time investigation to determine the source of lead.

Section 2.8 shall be deleted and replaced in its entirety as follows:

POPULATION HEALTH

General

2.8.1.1

2.8.1.1.1

2.8.1.1.2

2.8.1.1.3

The CONTRACTOR shall establish and operate an integrated Population Health Program
based upon risk stratification of the CONTRACTOR population. The Population Health
Model touches members across the entire care continuum, promoting healthy behaviors and
disease self management as well as providing care coordination and intense care management
as needed and supported by evidence-based medicine and national best practices. The
CONTRACTOR shall evaluate the entire enrollee population and identify enrollees for
specific programs according to risk rather than disease specific categories. This approach
shall include the following risk Levels and programs:

Risk Level 0: Wellness Program

Risk Level 1: Low Risk Maternity, Health Risk Management and Care Coordination

programs; and

Risk Level 2: Chronic Care Management, High Risk Pregnancy and Complex Case

Management programs
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Member Identification /Stratification Strategies

2.8.2.1 The CONTRACTOR shall utilize a combination of predictive modeling utilizing claims data,
pharmacy data, and laboratory results, supplemented by referrals, UM data, and/ or health
risk assessment results to stratify the member population into the following risk categories:

2.8.2.1.1 _ Level 0- The members eligible to participate-at this Level shall-be determined by predictive
modeling to meet ALL of the following: lack of any identified health risks; lack of any
identified chronic conditions [as identified by the Chronic Condition tool created by the
Agency for Healthcare Research and Quality’s (AHRQ)] HCUP database; no indication of
pregnancy; and lack of claims history.

2.8.2.1.2  Level 1- All members that do not meet the Level 0 or Level 2 criteria.

2.8.2.1.2.1 All members identified as Level 1, through predicative modeling, and not pregnant are
cligible for the Health Risk Management Program. At a minimum, the
CONTRACTOR shall enroll members with the following chronic diseases: Asthma,
Bipolar, Chronic Obstructive Pulmonary Disease, Coronary Artery Disease, Congestive
Heart Disease, Diabetes, Major Depression, and Schizophrenia. The CONTRACTOR
shall also provide this program for members they identify with other chronic diseases that
are prevalent in a significant number of members, or for members with other chronic
diseases utilizing significant health resources in their regional population.

2.8.2.1.2.1.1  The CONTRACTOR shall sub-stratify members identified for the Health Risk
Management program into high, medium and low categories based on criteria developed
by the CONTRACTOR and reported in the annual program description. The
CONTRACTOR shall provide the minimum interventions for each category as outlined
in Section 2.8.4.3 of this Agreement.

2.82.12.2 The CONTRACTOR shall identify members for the Level 1, Care Coordination
Program through referrals, hospital and ED face sheets, and any other means of
identifying members with acute health needs or risks which need immediate attention.
Members are identified for Care Coordination because their needs do not meet the
requirements for complex case management. Members, who have declined participation
in Complex Case Management, may also be enrolled in Care Coordination.

2.82.1.3 Level 2 — Members eligible to participate at this Level shall be determined by predictive
modeling identifying the top three percent (3%) of members to be most at risk for adverse
health outcomes, and/or by referrals or health risk assessments.

2.8.2.1.3.1 The CONTRACTOR shall identify members for the Chronic Care Management
Program from those Level 2 members that are not pregnant but have complex chronic
conditions with multiple identified health risks and or needs. This may include those
members with co-occurring mental illness and substance abuse and/or co-morbid physical
and behavioral health conditions. Members may also be identified for Chronic Care
Management by referrals and health risk assessments.

2.8.2.1.3.2 The CONTRACTOR shall identify members for Complex Case Management from
those Level 2 members that are not pregnant and have high risk, unique or complex
needs. These may include members with co-occurring mental illness and substance abuse
and/or co-morbid physical and behavioral health conditions. Members identified by

7
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utilization reports as high pharmacy user or those members which exceed the ED
threshold, as defined by TENNCARE shall be reviewed for need for case management.
Members may also be identified for Complex Case Management by referrals and health
risk assessments.

The CONTRACTOR shall systematically stratify newly enrolled members on a monthly

basis.

2.83

2.8.2.1.5

2.8.2.1.6

.
oo
to
to

2.82.2.1

The CONTRACTOR shall systematically re-stratify the entirr CONTRACTOR s population
to identify the top 3% as defined in section 2.8.2.1.3 of this agreement at a minimum of
quarterly intervals to insure members with increasing health risks and needs are identified for
level 2 programs.

The CONTRACTOR shall systematically re-stratify the entire CONTRACTOR’s population
at a minimum annually.

The CONTRACTOR shall identify pregnant members through claims, referrals, and the 834
nightly feed, as well as through any other method identified by health plan.

The CONTRACTOR will stratify pregnant members into either low or high risk maternity
programs based on the CONTRACTOR’s obstetrical assessment. Pregnant members
identified as substance abusers, including tobacco users, or who meet other high risk
indicators shall be stratified as high risk. Pregnant members who, through the OB
assessment, do not meet high risk needs and members who are identified for high risk
maternity but choose not to participate, shall be enrolled in the low risk maternity program.

Member Assessment/Identification

2.8.3.1

2.8.3.2

2834

At time of enrollment the CONTRACTOR shall make a reasonable attempt to assess the
member’s health.

For the Level 2 Population Health programs with a required Health Risk Assessment (HRA),
such HRA shall include screening for mental health and substance abuse, physical health
conditions, behavioral health conditions, recommended preventive health status and co-
morbid physical and behavioral health conditions.

For members considered high risk, the assessment shall include documenting the individual
health history, determining each member’s health literacy status, identifying substance abuse
and behavioral issues/problems, identifying needs and gathering information, when
appropriate, from other sources (e.g.. family members, medical providers, and educators).

For the voluntary programs of Chronic Care Management, Complex Case Management, or
High Risk Maternity Programs, for members considered to have high health risks, shall
include assessing the need for a face to face visit. If needed, such a visit shall be conducted
following consent of the member.
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Program Content and Minimum Interventions

The CONTRACTOR shall establish and implement program content and interventions, based on
program objectives, member assessments and risk stratification, for the seven (7) Population Health
Programs listed in Section 2.8.1 of this Agreement. Activities, interventions, and education objectives
appropriate for members will vary for each program with increasing engagement and intensity as level

of risk increases. Each program will have a minimum standard set of interventions and frequency of

touches but utilize varying modes of communication to attain the program objective.

2.8.4.1

2.84.1.1

2.84.1.2

2.8.4.2

2.84.2.1

2.84.22

Wellness program

For all eligible Level 0 members not pregnant the CONTRACTOR shall provide a Wellness
Program with the objective of keeping members healthy as long as possible.

The Wellness Program shall utilize educational materials and or activities that emphasize
primary and secondary prevention.

The CONTRACTOR shall provide to members eligible for the WELLNESS PROGRAM
the following minimum interventions:

Wellness Program Minimum Interventions

1. One non-interactive educational quarterly touch to address the
following within one year:

How to be proactive in their health

How to access a primary care provider

Preconception and interconception health, to include Dangers of
becoming pregnant while using narcotics

Age and/or gender appropriate wellness preventive health services
(e.g., “knowing your numbers™)

Assessment of special population needs for gaps in care (e.g.,
recommended immunizations for children and adolescents)

F. Health promotion strategies (e.g., discouraging tobacco use and/or
exposure, weight management, stress management, physical
activity, substance abuse prevention)

Healthy nutrition

Other healthy and safe life styles

S NEp

=

=0

Level 1: Low Risk Maternity Program

The CONTRACTOR shall provide a Level 1 Low Risk Maternity Program for eligible
members identified as described in Sections 2.8.2.4 and 2.8.2.5 of this Agreement. The goal
of the program is to engage pregnant women into timely prenatal care and to deliver a
healthy, term infant without complications.

The CONTRACTOR shall operate its Level 1 Maternity Program using an “Opt Out”
methodology. Maternity program services shall be provided to all eligible members unless
they specifically ask to be excluded.

The CONTRACTOR shall provide defined ongoing member monitoring for the need to move
these members into the Level 2 High Risk Maternity Program.

9
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2.8.423 The CONTRACTOR shall provide to members eligible for the LEVEL 1 MATERNITY
PROGRAM the following minimum standard interventions:
Maternity Program Minimum Interventions
1. Screening for risk factors to include screening for mental health and
substance abuse. This sereening shall follow the contact attempt protocol
referenced in Section 2.8.4.5.2 of this Agreement.
2. Prenatal packets (considered the one non-interactive intervention to the
member for the duration of the pregnancy) to include at a minimum:
A. Encouragement to access Text4Baby
B. Access number to maternity nurse/social worker if member would
like to engage in monthly maternity management
C. Preterm labor education
D. Breast feeding
E. Secondhand smoke
F. Safe sleep
G. Specific trimester health information
H. Importance of postpartum visit
L. Importance of screening for postpartum depression
J.  HUGS information
K. Inter-conception health, to include dangers of becoming pregnant
while using narcotics
3. Follow up as appropriate to determine the status of a prenatal visit to those
members who received an initial assessment but had not scheduled or
completed their first prenatal visit.
4. Follow-up to all eligible members, to assess the status of a post-partum visit
appointment and assist them with making their appointment if needed.
2.8.4.3 Health Risk Management Program
For eligible Level 1 members, who are not pregnant, identified as designated in Section
2.8.2.1.2.1 of this Agreement, the CONTRACTOR shall provide a Health Risk
Management Program designed to empower members to be proactive in their health and
support the provider-patient relationship. The interventions provided in this program shall
address the program’s goal of preventing, reducing or delaying exacerbation and
complications of a condition or health risk behavior.
2.8.4.3.1 Health coaching or other interventions for health risk management shall emphasize self
management strategies addressing healthy behaviors (i.e. weight management and tobacco
cessation), self-monitoring, co-morbidities, cultural beliefs, depression screening, and
appropriate communication with providers.
28432 The CONTRACTOR shall develop and operate the “opt out” health risk management

program per NCQA standard QI 8 for disease management. Program services shall be
provided to eligible members unless they specifically ask to be excluded.

10
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2.8433

2.843.5

2.8.43.6

2.84.3.7

28438

The CONTRACTOR, through a welcome letter, shall inform members how to access and use
services, and how to opt in or out of the program. The welcome letter may be used as the
required non-interactive intervention if it includes all the required elements as detailed in
Section 2.8.4.3.7 of this Agreement.

The CONTRACTOR shall provide, to members identified with weight management
problems, education -and-support to -address and improve - this health  risk. At " the
CONTRACTOR’s discretion the CONTRACTOR may also provide, as cost effective
alternatives, weight management programs for Level 1 or 2 members identified as overweight
or obese.

The CONTRACTOR shall provide, to members identified as users of tobacco, information on
availability of tobacco cessation benefits, support and referrals to available resources such as
the Tennessee Tobacco Quitline.

The CONTRACTOR shall sub-stratify populations within the Health Risk Management
Program (low, medium, high) based upon identified risk, life style choices (tobacco or
substance use), referrals, and identified needs. Interventions for each subpopulation shall be
based on risk level or the identified modifiable health risk behavior.

The CONTRACTOR shall provide to members, who are not participating in a Medical home
Lock-in project, in the lowest risk level of the Health Risk Management Program the
following minimum standard interventions:

Health Risk Management Program: Lowest Risk Level Minimum
Interventions

1. One documented non-interactive communication each year.  The
communication shall address self management education emphasizing the
following:

A. Increasing the members knowledge of their chronic condition
B. The importance of medication adherence

C. Appropriate lifestyle/behavioral changes

D. Management of the emotional aspect of their condition

E. Selfefficacy & support

2. Offering of individual support for self management if member desires to
become engaged.

3. Availability of 24/7 nurse line.

4, Availability of health coaching

5. Availability of weight management or tobacco cessation support as
applicable and as described in Sections 2.8.4.3.4 and 2.8.4.3.5 of this
Agreement.

The CONTRACTOR shall provide to members, who are not participating in a Medical Home
Lock-in project, in the medium risk level within the Health Risk Management Program the
following minimum standard interventions:

11
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Health Risk Management Program: Medium Risk Level Minimum
Interventions
I. Two documented non-interactive communications each year which shall
emphasize self management education addressing the following:
A. Members knowledge of their chronic condition
B ]mpnrmn(‘P of medication-adherence

C. Appropriate lifestyle/behavioral changes
D. Management of emotional aspects of their condition
E. Self efficacy & support

2. Offering of interactive communications for self management if need is
identified and member desires to become engaged.

Availability of 24/7 nurse line.

Lod

4. Health coaching to provide self management education and support if the
need is identified or as requested by eligible members.

5. Availability of weight management or tobacco cessation support as
applicable and as described in Sections 2.8.4.3.4 and 2.8.4.3.5 of this
Agreement.

2.8.43.9 The CONTRACTOR shall provide to members, who are not participating in a Medical Home
Lock-in project, in the highest risk level within the Health Risk Management Program the
following minimum interventions:

Health Risk Management Program: Highest Risk Level Minimum
Interventions
I. Four documented non-interactive communications each year which shall
emphasize the following:
A. Members knowledge of their chronic condition
B. Importance of medication adherence
C. Appropriate lifestyle/behavioral changes
D. Management of emotional aspects of their condition
E. Self efficacy & support

2. Offering of interactive communications for self management if need
is identified and member desires to become engaged which may
include;

A. Documented action plan as appropriate if the need is identified or
are requested by eligible members

B. Referrals and linkages to link the members with medical, social,
educational and/or other providers or programs and services to
address identified needs

C. Monitoring and follow up which shall consist of activities and
contacts that are necessary to ensure services, appointments and
community resources were furnished as planned and shall be
appropriately documented for reporting purposes

12



Amendment 13

D. Defined monitoring for gaps in care

Availability of 24/7 nurse line

(%)

4, Health coaching to provide self management education and support if the
need is identified or as requested by eligible members

2.84.4

2.8.4.5.

2.8.4.5.1

2.84.5.2

2.8.4.53

2.84.54

5 Availability ~of - weight “management ~or tobacco ~cessation  support as
applicable and as described in Sections 2.8.4.3.4 and 2.8.4.3.5

Care Coordination Program

For all eligible members the CONTRACTOR shall provide a Care Coordination Program
designed to help non-CHOICES members who may or may not have a chronic disease but
have acute health needs or risks that need immediate attention. The goal of the Care
coordination program is to assure members get the services they need to prevent or reduce an
adverse health outcome. Services provided are short-term and time limited in nature and
should not be confused with the CHOICES Care Coordination Program. Services may
include assistance in making and keeping needed medical and or behavioral health
appointments, hospital discharge instructions, health coaching and referrals related to the
members’ immediate needs, PCP reconnection and offering other resources or materials
related to wellness, lifestyle, and prevention. Members receiving care coordination may be
those members that were identified for, but declined complex case management

Chronic Care Management Program

For all eligible level 2 non-pregnant members the CONTRACTOR shall provide a Chronie
Care Management Program. The goal of the program is to improve the quality of life,
health status and utilization of services, of members with multiple chronic conditions, by
providing intense self management education and support.

The CONTRACTOR shall develop and operate the “opt in” chronic care management
program per NCQA standard QI 8 for disease management.

The CONTRACTOR shall make three outreach attempts to contact each newly identified
member as eligible for Chronic Care Management to offer the member enrollment in the
program. All eligible members must have three outreach attempts within three months of
their identification. For those members where contact failed but appear on the next refreshed
list the CONTRACTOR is not obligated to attempt another contact for one hundred and
eighty (180) days.

Engagement rates for the Chronic Care Management program will be monitored by
TENNCARE with baseline determined the first year with improvement from baseline
expected in subsequent years. The NCQA Significant Improvement Chart will serve as the
measurement of improvement in subsequent years.

The CONTRACTOR shall conduct a comprehensive Health Risk Assessment (HRA) for all
members enrolled in the Chronic Care management Program. The HRA should include
screening for mental health and substance abuse for all members and screening for physical
conditions when member condition is behavioral.
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2.84.5.5 The CONTRACTOR shall provide to members, who are not participating in a Medical Home
Lock-in project, enrolled in the CHRONIC CARE MANAGEMENT PROGRAM the
following minimum standard interventions:
Chronic Care Management Program Minimum Interventions
1. Monthly interactive contacts addressing the following with one face-to-face
visit as deemed appropriate by the CONTRACTOR:
A. Development of a supportive member and health coach relationship
B. Disease specific management skills such as medication adherence
and monitoring of the member’s condition
C. Negotiating with members for appropriate health and behavioral
changes
D. Problem solving techniques
E.  The emotional impact of member’s condition
F. Self efficacy
G. Referral and linkages to link the members with
medical, social, educational and/or other providers or programs and
services to address identified needs
H. Regular and sustained monitoring and follow-up
2. Clinical reminders related to gaps in care.
3. Suggested elements of the member’s plan of care.
4, Provision of after hour assistance with urgent or emergent needs.
2.8.45.6  The CONTRACTOR shall provide ongoing member assessment for the need to move these
members into a lower risk classification or to the complex case management program for
services.
2.8.4.6 High Risk Maternity
The CONTRACTOR shall provide a Level 2 High Risk Maternity Program for eligible
members identified as described in Sections 2.8.2.3 and2.8.2.3.1 of this Agreement. The goal
of the program is to engage pregnant women into timely prenatal care and aim for delivery of
a healthy, term infant without complications.
2.8.4.6.1 The CONTRACTOR shall provide screening for risk factors to include screening for mental
health and substance abuse. This screening shall follow the attempt protocol referenced in
Section 2.8.4.5.1 of this Agreement.
2.84.6.2 The CONTRACTOR shall operate its high risk maternity program using an “Opt In”

methodology. Program services shall be provided to eligible members that agree to
participate in the program.
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2.8.46.3 The CONTRACTOR shall provide to members enrolled in the Level 2 HIGH RISK
MATERNITY PROGRAM the following minimum standard interventions:

High Risk Maternity Program Minimum Interventions
1. One interactive contact to the member per month of pregnancy to provide
intense case management including the following:

Development-of member support relationship by face toface visit or other
means as appropriate.

Monthly interactive contacts to support and follow-up on patient self
management. If prenatal visits have not been kept more frequent calls are
required.

Comprehensive HRA to include screening for mental health and substance
abuse.

Development and implementation of individualized care plan.

Follow-up to assure member is established with a provider, receives
prenatal and postpartum visits, and postpartum depression screening. If
prenatal visits have not been kept more frequent calls are required.
Referrals to appropriate community—based resources and follow-up for
these referrals.

If applicable, provide information on availability of tobacco cessation
benefits, support and referrals to cessation services including TN tobacco
Quitline.

2. Provide prenatal packets including:

Encouragement to enroll in Text4Baby.

Encouragement (social marketing) to enroll in High Risk Maternity
progran.

Information on preterm labor education.

Information on breast feeding.

Information on secondhand smoke.

Information on safe sleep.

Trimester specific health information.

Information on importance of postpartum visit.

Information on post partum Depression.

Help Us Grow Successfully (HUGS) TDOH program information.
Information on inter-conception health, including dangers of

Becoming pregnant while using narcotics and long term

Contraception.

2.8.4.7 Complex Case Management

The CONTRACTOR shall provide a Complex Case Management Program (CCMP) for
eligible members, identified by criteria listed in Section 2.8.2 of this Agreement. The goal of
the program is to move members to optimal levels of health and well-being by providing
timely coordination of quality services and self management support.

2.84.7.1 The CONTRACTOR shall offer complex case management to all members identified as
eligible. Members will have the right to participate or decline participation.

2.84.7.2  The CONTRACTOR shall make three (3) outreach attempts as detailed in Section 2.8.4.5.2
of this agreement.
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2.84.73

28474

2.8.4.7.5

2.8.4.7.6

The CONTRACTOR shall develop and implement the Complex Case Management Program
according to NCQA standard QI 7 for complex case management.

The CONTRACTOR shall conduct a comprehensive Health Risk Assessment to assess
member’s needs to include screening for mental health and substance abuse for all members
identified with a physical condition and screening for physical conditions when member’s
condition is behavioral.

The CONTRACTOR shall provide defined ongoing member assessment for the need to move
these members into a lower risk classification or into the Chronic Care Management
Program.

The CONTRACTOR shall provide to members enrolled in the COMPLEX CASE
MANAGEMENT PROGRAM the following:

Complex Case Management Program Minimum Interventions

1. Monthly interactive member contacts to provide individual self
management support emphasizing the following:
One face ~to —face visit as deemed appropriate by MCO
Development of a supportive member and health coach relationship
Teaching disease specific management skills such as medication
adherence and monitoring of the member’s condition
Negotiating with members for appropriate health and behavioral
changes
Providing problem solving techniques
Assist with the emotional impact of the member’s condition
Self efficacy
Providing regular and sustained monitoring and
follow-up
Referral and linkages

[

Providing clinical reminders around HEDIS/gaps in care

3. Providing after hours assistance with urgent or emergent member needs

Program Description

The CONTRACTOR shall develop and maintain a Population Health Program Description addressing
all Sections of the CRA and following the guidance documents issued by the Bureau of TennCare,
Quality Oversight Division. The program description shall include a written description of how the plan
assures that members less than 21 years of age will have their health risks identified and their health needs
met at the appropriate risk level.

Clinical Practice Guidelines

Population Health programs shall utilize evidence-based clinical practice guidelines that have been
formally adopted and updated as described in current NCQA standards. A list of clinical practice
guidelines for conditions referenced in Section 2.8.2.1.2.1 of this Agreement, as well as Maternity,
Obesity, and Preventive Services must be submitted for review by TENNCARE on an annual basis. For
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conditions other than those referenced in this citation policies and procedures established addressing how
the health plan assures that information provided to member is based on current best practices.

Informing and educating Members

The CONTRACTOR shall inform all members of the availability of Population Heath Programs and how
to access and use the program services. The member shall be provided information regarding their
eligibility to participate, how to self refer, and how to either appropriately “opt in” or “opt out” of a
program.

Informing and Educating Practitioners

The CONTRACTOR shall educate providers regarding the operation and goals of all Population Health
programs. The providers should be given instructions on-how to access appropriate services as well as the
benefits to the provider. For members receiving interactive interventions, the CONTRACTOR shall
notify the practitioners by letter, email, fax, or via a secure web portal of their patient’s involvement.

System support and capabilities

The CONTRACTOR shall maintain and operate centralized information system necessary to conduct
population health risk stratification. Systems recording program documentation shall meet NCQA
Complex Case Management specifications and include the capability of collecting and reporting short
term and intermediate outcomes such as member behavior change. The system shall be able to collect and
query information on individual members as needed for follow-up confirmations and to determine
intervention outcomes.

CHOICES

The CONTRACTOR shall include CHOICES members and dual eligible CHOICES members when risk
stratifying its entire population.

2.8.102  The CONTRACTOR’s Population Health Program description shall describe how the
organization integrates a CHOICES member’s information with other CONTRACTOR
activities, including but not limited to, Utilization Management (UM), Health Risk
assessment information, Health Risk Management and Chronic Care Management programs
to assure programs are linked and enrollees receive appropriate and timely care.

2.8.103  The CONTRACTOR’s Population Health Program description shall address how the
CONTRACTOR  shall ensure that, upon enrollment into CHOICES, Health Risk
Management or Chronic Care Management activities are integrated with CHOICES care
coordination processes and functions. and that the member’s assigned care coordinator has
primary responsibility for coordination of all the member’s physical health, behavioral health,
and long-term care services, including appropriate management of chronic conditions. If a
CHOICES member has one or more chronic conditions, the member’s care coordinator may
use the CONTRACTOR’s applicable Population Health Program’s tools and resources,
including staff with specialized training, to help manage the member’s condition, and shall
integrate the use of these tools and resources with care coordination. Population Health staff
shall supplement, but not supplant, the role and responsibilities of the member’s care
coordinator/care coordination team.
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2.8.104

2.8.10.4.1

2.8.10.4.2

2.8.1043

2.8.10.4.4

2.8.104.5

2.8.10.4.6

2.8.10.5

2.8.10.5.1

2.8.10.6

2.8.10.7

The CONTRACTOR's program description shall also include the method for addressing the
following for CHOICES members:

Notifying the CHOICES care coordinator of the member’s participation in a Population
Health Program;

Providing-member-information-collected-to-the- CHOICES care-coordinator:

Provide to the CHOICES Care Coordinator any educational materials given to the member
through these programs;

Ensure that the care coordinator reviews Population Health educational materials verbally
with the member and with the member’s caregiver and/or representative (as applicable) and
Coordinate follow-up that may be needed regarding the Population Health program, such as
scheduling screenings or appointments with the CHOICES Care Coordinator;

Ensure that the Care Coordinator integrates into the member’s plan of care aspects of the
Population Health Program that would help to better manage the member’s condition; and

Ensure that the member’s care coordinator shall be responsible for coordinating with the
member’s providers regarding the development and implementation of an individualized
treatment plan which shall be integrated into the member’s plan of care and which shall
include monitoring the member’s condition, helping to ensure compliance with treatment
protocols, and to the extent appropriate, lifestyle changes which will help to better ensure
management of the member’s condition (see Section 2.9.6 of this Agreement).

As part of a Population Health Program, the CONTRACTOR shall place CHOICES members
into appropriate programs and/or stratification within a program, not only according to risk
Level or other clinical or member-provided information but also by the type of setting in
which long-term care services are delivered, i.e., nursing facility, community-based
residential alternative, or ~ home-based. The targeted interventions for CHOICES members
should not only be based on risk level but also based on the setting in which the member
resides.

Targeted methods for informing and educating CHOICES members shall not be limited to
mailing educational materials;

The CONTRACTOR shall include CHOICES process data in quarterly and annual reports as
indicated in Section 2.30.5 of this Agreement. CHOICES members will not be included in
outcome measures in annual Population Health reports.

The CONTRACTOR shall ensure that upon a member’s enrollment in CHOICES, if
applicable, all High Risk Population Health Management CONTRACTOR activities are
integrated with CHOICES care coordination processes and functions, and that the member’s
assigned care coordinator has primary responsibility for coordination of all the member’s
physical health, behavioral health, and long-term care needs. The care coordinator may use
resources and staff from the CONTRACTOR’s MCO Complex Case Management Program,
including persons with specialized expertise in areas such as behavioral health, to supplement
but not supplant the role and responsibilities of the member’s care coordinator/care
coordination team.
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2.8.10.8

2.8.10.8.1

2.8.11

2.8.12

2.8.10.8.2

2.8.10.8.3

2.8.10.8.4

2.8.10.8.5

Evaluation

2.8.11.1

2.8.11.2

2.8.113

2.8.11.4

The CONTRACTOR, in addition to requirements pertaining to nursing facility to community
transitions (see Section 2.9.6.8), members in CHOICES Group 1 who are under the age of 21
and who are residents of a nursing facility and have requested to transition home, shall
provide coordination of care by the CHOICES Care Coordinator and the Population Health
Complex Case Management staff:

The -member.will be..informed by CHOICES - Care - Coordinator - of - disenrollment - from
CHOICES upon discharge from Nursing Facility;

Within three (3) business days of a request to transition by or on behalf of a Group 1 member
under age 21, the member will be referred by the CHOICES Care Coordinator to MCO Case
Management for service identification and implementation in the home setting;

The Population Health Complex Case Manager will be responsible for developing a service
plan for the home setting;

The CHOICES Care Coordinator will communicate weekly via phone or face-to-face visits
with the Population Health Complex Case Management staff, the member and/or the
member’s parent or guardian (as applicable and appropriate), and the nursing facility staff to
ensure timely progression of the transition plan until it is determined that the transition is not
appropriate or until the plan is complete; and

Any EPSDT benefits needed by the child in the community as an alternative to nursing
facility care, including medically necessary home health or private duty nursing, as
applicable, shall be initiated immediately upon transition from a nursing facility (i.e.,
CHOICES Group 1) to the community and as of the effective date of transition with no gaps
between the member’s receipt of nursing facility services and EPSDT benefits.

The CONTRACTOR shall collect and report process and outcome data as indicated on
Population Health quarterly and annual report templates provided by TENNCARE. Outcome
data for these reports will include short, intermediate and long term measures.

The CONTRACTOR shall provide in the annual report for the programs, with interactive
interventions, an active participation rate as designed by NCQA.

The CONTRACTOR shall evaluate and report member satisfaction based upon NCQA
requirements, on Population Health programs with interactive interventions.

The CONTRACTOR shall assess member’s functional status, using the SF12 survey, or other
appropriate tool used for children or the intellectually disabled, for members in the high risk
Chronic Care Management program and the Complex Case Management program.

Special Projects

2.8.12.1

New Member mini Heath Risk Assessments. The CONTRACTOR shall make reasonable
attempts to assess member’s health risks. Information such as weight, nutrition, substance
abuse and physical inactivity collected from assessments will be used to align individual
members with appropriate intervention approaches and maximize the impact of the services
provided.
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2.8.12.1.1

2.8.12.1.2

2.8.12.2

During 2013, the first year of implementation, the CONTRACTOR shall continue to conduct
their current new member HRA and identify the method for incorporating HRA information
into the identification system for eligibility into Population Health programs.

As appropriate, the CONTRACTOR’s Population Health staff shall participate in a
collaborative MCO/TennCare workgroup to identify a common standard new enrollee HRA
and address innovative ways to improve member completion rates.

The CONTRACTOR shall conduct at least one rapid cycle improvement project annually.
The rapid cycle improvement projects shall address increasing member engagement rates in
the High Risk opt in level of Population Health programs. The project plan is to be reported
in the quarterly report before implementation. The project should then be conducted with the
results to be reported in the next Population Heaith Quarterly Report.

Milestones for the Sixth Month (January 1 te July 1, 2013) Transition Period from Disease
Management to Population Health

2.8.13.3

2.8.134

2.8.13.5

2.8.13.6

The CONTRACTOR shall by January 1, 2013 stratify all members into the three risk
categories described in Section 2.8.1.1.

The CONTRACTOR shall by March 31, 2013 have all disease management managed
members receiving services at the end of the fourth quarter of 2012 transitioned to the new
level 1 or level 2 Population Health programs.

The CONTRACTOR shall by January 31, 2013 have all members engaged in case
management, at the end of the fourth quarter of 2012, transitioned to the appropriate Level 2
Population Health program.

The CONTRACTOR shall by April 30, 2013 have submitted all required operational data for
the first three months of the transition period.

The CONTRACTOR shall by April 30, 2013 provide evidence in the quarterly Population
Heath Quarterly report, as cited above, that a method is in place to identify the targeted
population for prenatal visit verification. (see Section 2.8.4.2.3)

The CONTRACTOR shall by July 1, 2013 have operationalized Population Health to provide
all minimum interventions to enrollees who are not participating in a medical home lock in
project, in the appropriate programs.

Section 2.9.5.3 shall be deleted in its entirety and the remaining Section 2.9.5 shall be
renumbered accordingly, including any references thereto.

Section 2.9.6.1.4 shall be amended by adding new language to the end of the existing
language as follows:

296.14

Long-term care services identified through care coordination and provided by the
CONTRACTOR shall build upon and not supplant a member’s existing support system,
including but not limited to informal supports provided by family and other caregivers,
services that may be available at no cost to the member through other entities, and services
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that are reimbursable through other public or private funding sources. such as Medicare or
long-term care insurance. However, once a member qualifies for CHOICES, he is no longer
eligible to receive services under the State-funded Options program (see Rule 0030-2-1-.01),
and neither the State nor the CONTRACTOR can require that services available to a member
through CHOICES be provided instead through programs funded by Title Il of the Older
Americans Act.

14.

Section 2.9.6.1.6 shall be deleted and replaced as follows:

29.6.1.6

2.9.6.1.6.1

29.6.1.6.2

2.9.6.1.63

29.6.1.6.4

The CONTRACTOR shall compute Care Coordination CHOICES-related finelines as
follows;

The date of receipt of the referral by the CONTRACTOR (which shall not include any
additional days for the CONTRACTOR to process the referral or assign to appropriate
staff) shall be the anchor date for the referral process. The anchor date is not included in
the calculation of days.

The anchor date for the enrollment process shall be the latter of 1) the date the Bureau
transmits the 834 file to the CONTRACTOR; or 2) the date of CHOICES enrollment as
indicated on the 834 file. The anchor date is not included in the calculation of days.

The Business Day (see Section 1) immediately following the anchor date is day one (1)
of timelines utilizing business days. Each subsequent business day is included in the
computation.

The calendar day immediately following the anchor date is day one (1) of timelines
utilizing calendar days. Each subsequent calendar day is included in the computation.

Section 2.9.6.1.9 shall be deleted and replaced as follows:

2.9.6.1.9

The CONTRACTOR shall ensure that, upon enrollment into CHOICES, the appropriate level
of Population Health (see Section 2.8.4 of this Agreement) activities are integrated with
CHOICES care coordination processes and functions, and that the member’s assigned care
coordinator has primary responsibility for coordination of all the member’s physical health,
behavioral health, and long-term care needs. The care coordinator may use resources and staff
from the CONTRACTOR’s Population Health programs, including persons with specialized
expertise in areas such as behavioral health, to supplement but not supplant the role and
responsibilities of the care coordinator/care coordination team.
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Section 2.9.6.2.3 shall be deleted and replaced as follows and all references shall be updated
accordingly.

2.9.6.2.3  Functions of the Single Point of Entry (SPOE)

29.6.2.3.1 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 eligibility
criteria for CHOICES, and (2) whether the applicant appears to meet level of care
eligibility for enroliment in CHOICES.

2.9.6.2.3.2 For persons identified by TENNCARE or its designee as meeting the screening criteria,
or for whom TENNCARE or its designee opts not to use a screening 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; and assess the
member’s existing natural support system, including but not limited to informal supports
provided by family and other caregivers, services that may be available at no cost to the
member through other entities, and services that are reimbursable through other public or
private funding sources, such as Medicare or long-term care insurance.

2.9.6.2.3.3 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.

2.9.6.2.3.4 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
answering any questions the applicant may have; (2) provide information about estate
recovery; (3) complete Medicaid and level of care (i.e., PAE) applications and provide
assistance, as necessary, in gathering documentation needed by the State to determine
TENNCARE eligibility; (4) provide choice counseling and facilitate the selection of an
MCO by the applicant or his/her representative; (5) for applicants seeking enrollment in
CHOICES Group I or Group 2, provide information regarding freedom of choice of
nursing facility versus CHOICES HCBS, both verbally and in writing, and obtain a
Freedom of Choice form signed and dated by the applicant or his/her representative; (6)
provide detailed information and obtain 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 extent the member’s
eligibility is dependent on receipt of long-term care services, possible loss of eligibility
for TENNCARE; (7) for applicants who want to receive NF services, provide
information regarding the completion of all PASRR requirements prior to nursing facility
admission and conduct the level I PASRR screening; (8) for applicants who are seeking
CHOICES HCBS: (a) conduct a risk assessment in accordance with protocols developed
by TENNCARE and develop, as applicable, a risk agreement that shall be signed by the
applicant or his/her representative which shall include identified risks to the applicant, the
consequences of such risks, strategies to mitigate the identified risks, and the applicant’s
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decision regarding his/her acceptance of risk; and (b) provide information regarding
consumer direction and obtain signed documentation of the applicant’s interest in
participating in consumer direction; and (9) provide information regarding next steps in
the process including the need for approval by TENNCARE to enroll in CHOICES and
the functions of the CONTRACTOR, including that the CONTRACTOR will develop
and approve a plan of care.

17.

29.6.23.5

29.6.23.6

29.6.2.3.7

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

TENNCARE will notify the CONTRACTOR via the outbound 834 enrollment file when
a person has been enrolled in CHOICES, the member’s CHOICES Group, and any
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 (see definition in Section 1 and Section 2.6.1.5.2.3), which shall 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.

TENNCARE or its designee will make available to the CONTRACTOR the
documentation from the intake visit, including but not limited to the member’s level of
care and needs assessment, the assessment of the member’s existing natural support
system, the member’s risk assessment and documentation of the discussion regarding
identified risk and mitigation strategies.

Section 2.9.6.2.5 shall be amended by adding new Sections 2.9.6.2.5.8 through 2.9.6.2.5.9.2
as follows and the remaining Section shall be renumbered accordingly, including any
references thereto.

2.9.6.2.5.8

2.9.6.2.5.8.1

29.6.2.59

As part of the face-to-face visit for members in CHOICES Group 2, the Care Coordinator
shall 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 neutrality cap,
including that a change in 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
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 care delivery
setting;

If the Care Coordinator determines that the member’s needs cannot be safely met in the
community within the member’s individual cost neutrality cap, the Care Coordinator
shall assist the member in transitioning to a more appropriate care delivery setting, or if
the member refuses, proceed with disenrollment from CHOICES.

As part of the face-to-face visit for members in CHOICES Group 3, the Care Coordinator
shall provide explanation to the member regarding the fifteen thousand dollar ($15,000)
expenditure cap and make a determination whether the member’s needs can be safely met
within the array of services and supports that would be available if the applicant was
enrolled in CHOICES Group 3, including CHOICES HCBS up to the expenditure cap of
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$15,000, non-CHOICES HCBS available through TennCare (e.g., home health), services
available through Medicare, private insurance or other funding sources, and unpaid
supports provided by family members and other caregivers and make a determination
whether the member’s needs can be safely met within the array of services and supports
that would be available if the applicant was enrolled in CHOICES Group 3, including
CHOICES HCBS up to the expenditure cap of $15,000, non-CHOICES HCBS available
through TennCare (e.g., home health), services available through Medicare, private
insurance or other funding sources, and unpaid supports provided by family members and
other caregivers;

29.6.2.59.1  If the member has been conditionally enrolled into CHOICES Group 3 and is in a nursing
facility, the Care Coordinator shall work with the nursing facility to coordinate timely
transition to the community and initiation of CHOICES HCRS.

2.9.6.2.59.2 If the Care Coordinator determines that the member’s needs cannot be safely met in the
community within the array of services and supports that would be available as described
in 2.9.6.5.9, the Care Coordinator shall, pursuant to protocols established by
TENNCARE, coordinate with TENNCARE to review the member’s level of care, and if
nursing facility level of care is approved, to facilitate transition to CHOICES Group 1 or
2.

The renumbered Sections 2.9.6.2.5.10 and 11 shall be deleted and replaced as follows:

2.9.6.2.5.10 As part of the face-to-face visit for members in CHOICES Group 2 or Group 3, the care
coordinator shall review, and revise as necessary, the member’s risk assessment, develop
a risk agreement ,and have the member or his/her representative sign and date the risk
agreement.

2.9.6.2.5.11 As part of the face-to-face visit, for members determined to need eligible CHOICES
HCBS, the care coordinator shall verify the member's interest in participating in
consumer direction and obtain written confirmation of the member's decision. The care
coordinator shall also, using current information regarding the CONTRACTOR’s
network, 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.

Section 2.9.6.3.1.3 shall be amended by deleting the phrase “DM MCQO case management,”
and replacing it with “Population Health” as follows:

2.9.6.3.1.3 Referral from CONTRACTOR’s staff including but not limited to Population Health and
UM staff;

Section 2.9.6.3.1.5.4 shall be amended by deleting and replacing the word “DM” with the
words “Population Health” as follows:

2.9.6.3.1.5.4  Data collected through the Population Health and/or UM processes.

Section 2.9.6.3.2 shall be amended by deleting and replacing the acronym “MOE” with the
words “CHOICES At-Risk”.
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22.  Section 2.9.6.3.9 shall be deleted and replaced as follows:

2.9.63.9 As part of the face-to-face intake visit, the care coordinator shall: (1) provide general
CHOICES education and information, as specified by TENNCARE, to the member and assist
in answering questions the member may have; (2) provide information about estate recovery;
(3) provide assistance, as necessary, in gathering documentation needed by DHS to determine
categorical/financial-eligibility-for LTC; (4)-for-members-seeking enrollment in CHOICES
Group 1 or Group 2, provide information regarding freedom of choice of nursing facility
versus CHOICES HCBS, both verbally and in writing, and obtain a Freedom of Choice form
signed and dated by the member or his/her representative; (5) 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.. MCQO,.. disenrollment.. from
CHOICES, and to the extent the member’s eligibility is dependent on receipt 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 are seeking 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; and (b) provide information regarding consumer direction and
obtain written confirmation of the member’s decision regarding participation in consumer
direction; (8) for members seeking enrollment in Group 2, 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 neutrality cap, including that a change in 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 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 care delivery setting; (9) for members seeking enrollment in Group 3,
provide explanation to the member regarding the fifteen thousand dollar ($15,000)
expenditure cap and make a determination whether the member’s needs can be safely met
within the array of services and supports that would be available if the applicant was
enrolled in CHOICES Group 3, including CHOICES HCBS up to the expenditure cap of
$15,000, non-CHOICES HCBS available through TennCare (e.g., home health), services
available through Medicare, private insurance or other funding sources, and unpaid
supports provided by family members and other caregivers; and (10) for all members,
using current information regarding the CONTRACTOR’s network, 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.

23. Section 2.9.6.5.1.1 shall be amended by deleting and replacing the words “disease
management” with “Population Health”.
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Section 2.9.6.6.1.1 shall be amended by deleting and replacing the words “disease
management” with “Population Health”.

Section 2.9.6.8.2 shall be amended by deleting and replacing the words “MCO Case
Management” with “Population Health” and updating the reference to Section “2.9.5.4.1”

with “2.9.5.3.1”.

26.

27.

28.

29.

30.

The first sentence of Section 2.9.6.8.7 shall be amended by deleting the phrase “using a tool
and protocol specified” and replacing it with the phrase “in accordance with protocols

developed”.

Section 2.9.6.9.1.1.2 shall be amended by deleting and replacing the words “disease
management” with “Population Health”.

Section 2.9.6.9.3.1.1shall be amended by deleting and replacing Section 2.9.6.9.3.1.1.1 and
adding new Sections 2.9.6.9.3.1.1.3 through 2.9.6.9.3.1.1.3.2 as follows:

2.9.6.9.3.1.1.1 1If 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 caregiver or
another entity for a change in level of services, the level of care shall be forwarded to
TENNCARE for determination;

29.693.1.13 For all persons enrolled into the CHOICES program (CHOICES Group 1 or 2) prior
to implementation of the new NF Level of Care (LOC) criteria on July 1, 2012, the
CONTRACTOR shall be obligated to assess the person’s LOC as follows:

2.9.6.9.3.1.1.3.1 The CONTRACTOR shall, for purposes of LOC eligibility to remain in the
CHOICES Group in which the member is enrolled, assess the member’s LOC
eligibility be based on the criteria in place at the time of the member’s enrollment
into that CHOICES group.

2.9.6.93.1.1.3.2  The CONTRACTOR shall also, for purposes of complying with the Terms and
Conditions of the State’s Waiver, assess the member’s LOC eligibility based on the
new LOC criteria in place as of July 1, 2012, The CONTRACTOR shall report the
results of the LOC reassessment to TENNCARE. This information will be used by
the State in its expenditure reporting to CMS.

Section 2.9.6.9.3.3 shall be amended by deleting and replacing the words “disease
management” with “Population Health”.

The third sentence in Section 2.9.6.10.9 shall be amended by deleting the phrase “as
applicable,” between the words “agreement” and “shall” as follows:

2.9.6.10.9 For members electing to participate in consumer direction, the member’s care coordinator
shall develop and/or update 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 his/her services, the potential consequences of such risk, as
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well as measures to mitigate these risks. The member’s representative (if applicable) shall
participate in the risk assessment process. The new or updated risk agreement, shall be signed
by the member (or the member’s representative, as applicable). The CONTRACTOR shall
provide a copy of the risk agreement to the member/representative and the FEA.

31.  Section 2.9.6.11.18.21 shall be amended by deleting and replacing the words “disease

management” with “Population Health”.

32.  Section 2.9.6.11.18 shall be amended by adding new Sections 2.9.6.11.18.32 through
2.9.6.11.18.35 as follows:

2.9.6.11.18.32 The Care Coordinator’s role and responsibility in implementing the Advance
Determination process including qualifying criteria, when the process may be
implemented, and what documentation must be presented to support the determination
pursuant to TENNCARE rule 12 13 01-05.

2.9.6.11.18.33 The Care Coordinator’s role and responsibility in assessing members who have been
conditionally enrolled into CHOICES and coordination with the nursing facility to
facilitate timely transition, when appropriate.

2.9.6.11.18.34 The Care Coordinator’s role and responsibility in facilitating denial of enrollment into or
termination of enrollment from CHOICES Groups 2 or 3 when a determination has been
made that the applicant or member (as applicable) cannot be safely served within the
member’s cost neutrality cap (CHOICES Group 2) or Expenditure Cap (CHOICES
Group 3).

2.9.6.11.18.35 The Care Coordinator’s role and responsibility in facilitating access to other medically
TennCare covered benefits, including home health and behavioral health services.

33.  The fifth paragraph in Section 2.9.7.4.10.10 shall be amended by deleting the phrase “as
applicable,” between the words “agreement” and “shall” as follows:

2.9.74.10.10  The CONTRACTOR shall develop and/or update 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 his/her services, the
potential consequences of such risk. as well as measures to mitigate 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 activities whenever possible. The new or updated risk
agreement shall be signed by the member or his/her representative (as applicable). The
CONTRACTOR, member/representative and FEA shall receive 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

34.  Section 2.9.8.3.6 shall be amended by deleting and replacing the word “Tennessee” with the
word “TENNCARE”.
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35. Section 2.9.8.8.1 shall be amended by adding a new Section 2.9.8.8.1.1 as follows:

2.9.8.8.1.1

The ninety (90) day limit shall be applied on a per admission (and not a per year) basis.
A member may receive more than one short-term stay during the year. However, the
CONTRACTOR shall be responsible for carefully reviewing any instance in which a
member receives multiple short-term stays during the year or across multiple years,
including ~a review —of ~the circumstances ~which resulted ~ineach nursing facility
admission, and shall evaluate whether the services and supports provided to the member
are sufficient to safely meet his needs in the community such that transition back to
CHOICES Group 2 or Group 3 (as applicable) is appropriate.

36. Section2.9.9.1 shall be deleted and replaced as follows:

2991

General

As provided in Section 2.6.1 of this Agreement, the CONTRACTOR shall be responsible for
providing a full continuum of physical health, behavioral health, and long-term care services.
The CONTRACTOR shall also be responsible for ensuring continuity and coordination
between covered physical health, behavioral health, and long-term care services and ensuring
collaboration between physical health, behavioral health, and long-term care providers. The
CONTRACTOR shall develop policies and procedures that address key elements in meeting
this requirement. These elements include, but are not limited to, screening for behavioral
health needs (including the screening tool), referral to physical health and behavioral health
providers, screening for long-term care needs, exchange of information, confidentiality,
assessment, treatment plan and plan of care development and implementation, collaboration, ,
care coordination (for CHOICES members) and Population Health, provider training, and
monitoring implementation and outcomes.

37. Section 2.9.9.8 shall be deleted and replaced as follows:

2998

Population Health and CHOICES Care Coordination

The CONTRACTOR shall use its Population Health, and CHOICES care coordination
programs (see Sections 2.9.5, 2.8, and 2.9.6) to support the continuity and coordination of
covered physical health, behavioral health, and long-term care services and the collaboration
between physical health, behavioral health, and long-term care providers. The
CONTRACTOR has the option to allow members, e.g., members who have been determined
to be high risk based on Population Health stratification (see Section 2.8.3), to be enrolled in
an appropriate level Population Health Program (see Section 2.8.4 of this Agreement). For
CHOICES members, Population Health activities shall be integrated with the care
coordination process (see Sections 2.9.5.3, and 2.9.6.1.9).
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Section 2.9.11.3.1 shall be deleted and replaced as follows:

29.11.3.1

Analyzing prescription drug data and/or reports provided by the PBM or TENNCARE to
identify high-utilizers and other members who inappropriately use pharmacy services and
assign them to Population Health programs and/or refer them to CHOICES intake (see
Section 2.9.6) as appropriate; if a CHOICES member is identified as a high-utilizer or as
inappropriately using-pharmacy-services;-relevant-prescription-drug-data-and/or reperts
for the member shall be provided to the member’s care coordinator, and the care
coordinator shall take appropriate next steps, which may include coordination with the
member’s PCP

Section 2.9 shall be amended by adding a new 2.9.14 as follows and renumbering the
remaining Section accordingly, including any references thereto.

Coordination with Medicare Advantage Dual Eligible Special Needs Plans (D-SNPs) regarding the
CONTRACTOR’s Full Benefit Dual Eligible (FBDE) Members Enrolled in a D-SNP

2.9.14.1

2.9.14.2

2.9.14.2.1

29.14.2.2

29.1423

2.9.142.4

2.9.14.25

29.14.2.6

The CONTRACTOR shall modify its IT systems to accept Medicare enrollment data and to
load the data in the CONTRACTOR’s case management system for use by Care Coordinators
and case management, DM/Population Health and UM staff.

The CONTRACTOR shall coordinate with a FBDE member’s D-SNP regarding discharge
planning from any inpatient setting when Medicaid LTSS (NF or HCBS), Medicaid home
health or private duty nursing, or other Medicaid services may be needed upon discharge in
order to ensure that care is provided in the most appropriate, cost effective and integrated
setting.

The CONTRACTOR shall develop, for review and approval by TENNCARE, policies,
procedures and training for CONTRACTOR staff, including Care Coordinators, regarding
coordination with a FBDE member’s D-SNP in discharge planning from an inpatient setting
to the most appropriate, cost effective and integrated setting.

The CONTRACTOR shall receive and process in a timely manner a standardized electronic
Daily Inpatient Admissions, Census and Discharge Report, from each D-SNP operating in the
Grand Region served by the CONTRACTOR.

The CONTRACTOR shall provide a technical contact to address any technical problems in
the submission of the daily Report.

The CONTRACTOR shall establish processes to ensure that notifications of inpatient
admission are timely and appropriately triaged.

The CONTRACTOR shall establish tracking mechanisms to ensure that staff are timely and
appropriately engaged in discharge planning, and for CHOICES members, that Care

Coordinators are notified/engaged as appropriate.

The CONTRACTOR shall maintain daily reports for audit to determine appropriate and
timely engagement in discharge planning.
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2.9.143

291431

The CONTRACTOR shall coordinate with a FBDE member’s D-SNP regarding CHOICES
LTSS that may be needed by the member; however, the D-SNP shall remain responsible for
ensuring access to all Medicare benefits covered by the CONTRACTOR, including SNF and
home health, and shall not supplant such medically necessary covered services with services
available only through TennCare.

The CONTRACTOR shall develop, for review and approval by TENNCARE prior to their

29.14.4

2.9.14.4.1

29.14.5

29.14.5.1

29.14.6

29.14.6.1

29.14.7

29.14.7.1

29.14.7.2

implementation, policies, procedures and training for processing in a timely manner requests
for CHOICES LTSS from a FBDE member’s D-SNP, including communication with the
member’s Care Coordinator and/or UM staff, response to the D-SNP submitter, collaboration
between the Medical Director(s) of the D-SNP and MCO regarding medical necessity denials,
and escalation procedures/contacts.

The CONTRACTOR shall coordinate with a FBDE member’s D-SNP to ensure timely access
to medically necessary covered Medicare benefits needed by a FBDE member, including
members enrolled in the CHOICES program.

The CONTRACTOR shall develop, for review and approval by TENNCARE prior to their
implementation, policies, procedures and training for staff, including Care Coordinators,
regarding service requests to a FBDE member’s D-SNP for Medicare benefits needed by the
member.

The CONTRACTOR shall request, when appropriate, the D-SNP’s participation in needs
assessments and/or the development of an integrated person-centered plan of care for a
TennCare CHOICES member, encompassing Medicare benefits provided by the
CONTRACTOR as well as Medicaid benefits provided by the TennCare MCO.

The CONTRACTOR shall develop, for review and approval by TENNCARE prior to their
implementation, policies, procedures, and training for engaging D-SNP participation in the
CHOICES needs assessment/care planning process for a FBDE member, including the
roles/responsibilities of the TennCare MCO and the D-SNP.

The CONTRACTOR shall submit to a FBDE member’s D-SNP, as applicable and
appropriate, referrals for case management and/or disease management/Population Health.

The CONTRACTOR shall develop, for review and approval by TENNCARE prior to their
implementation, policies procedures and training for staff regarding the D-SNP case
management and/or disease management/Population Health referral process.

The CONTRACTOR shall coordinate with each D-SNP operating in the Grand Region
served by the CONTRACTOR and with the D-SNP’s providers (including hospitals and
physicians) in the CONTRACTOR’s implementation of its nursing facility diversion
program.

The CONTRACTOR shall provide to D-SNPs training on the CONTRACTOR’s NF
Diversion program, including the referral process.

The CONTRACTOR shall, pursuant to Section 2.9.6, accept and process from a member’s D-
SNP a referral for HCBS in order to delay or prevent NF placement.
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2.9.14.8

2.9.14.8.1

The CONTRACTOR shall, pursuant to Section 2.9.6 receive and process from a FBDE
member’s D-SNP a referral for transition from a SNF to the community, and shall coordinate
with the FBDE member’s D-SNP to facilitate timely transition, as appropriate, including
coordination of services covered by the CONTRACTOR and services covered by the D-SNP.

The CONTRACTOR shall provide to D-SNPs training on the CONTRACTOR’s NF-to-

community transition program, including the referral, qr-rpening and assessment process

2.9.14.9

The CONTRACTOR shall participate, as appropriate, in D-SNP training regarding D-SNP
responsibilities for coordination of Medicare and Medicaid benefits for FBDE members and
benefits covered under the TennCare program, including CHOICES.

40.  Section 2.11.1.3 shall be amended by adding a new Section 2.11.1.3.7 as follows:

2.11.1.3.7 Not discriminate against providers and entities in accordance with the federal prohibition

against discrimination as provided for under the collective “federal health care provider
conscience protection statutes,” referenced individually as the Church Amendments, 42
U.S.C. § 300a-7, section 245 of the Public Health Service Act, 42 U.S.C. § 238n, and the
Weldon Amendment, Consolidated Appropriations Act, 2010, Public Law 111-117, Div. D,
Sec. 508(d), 123 Stat. 3034, 3279-80.

41. Section 2.11.6.1 shall be deleted and replaced in its entirety.

2.11.6.1

The CONTRACTOR shall contract with all current nursing facilities (as defined in TCA 71-
5-1412(b)), that meet all CMS certification requirements, for a minimum of three (3) years
following the effective date of CHOICES implementation. Pursuant to Public Chapter 971,
such period is extended through June 30, 2015 if the facility is willing to contract with the
CONTRACTOR under the same terms and conditions offered to any other participating
facility; however this does not prevent the CONTRACTOR from enforcing the provisions of
its contract with the facility. Thereafter, the CONTRACTOR shall contract with a sufficient
number of nursing facilities in order to have adequate capacity to meet the needs of
CHOICES members for nursing facility services

42. Section 2.11.6 shall be amended by deleting and replacing Section 2.11.6.7 and by adding a
new Section 2.11.6.8 as follows:

2.11.6.7

The CONTRACTOR shall assist in developing an adequate qualified workforce for covered
long-term care services. The CONTRACTOR shall actively participate with TENNCARE,
other TennCare managed care contractors, and other stakeholders as part of a statewide
initiative to develop and implement strategies to increase the pool of available qualified direct
care staff and to improve retention of qualified direct care staff. The strategies may include,
for example, establishing partnerships with local colleges and technical training schools to
develop and implement training and/or certification programs for direct support staff; creating
a registry of trained and/or certified staff with the ability to match people who need assistance
with staff to provide such assistance based on individualized needs and preferences;
providing incentives for providers who employ specially trained and/or certified staff and
who assign staff based on member needs and preferences; and systems to encourage direct
support staff to engage as an active participant in the care coordination team. The
CONTRACTOR’s active participation in this statewide initiative shall fulfill its obligation
under this section; however the CONTRACTOR is not prohibited for pursuing additional
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workforce development activities. The CONTRACTOR shall report annually to TENNCARE
on the status of any additional qualified workforce development strategies it elects to

implement (see Section 2.30.8.7)

2.11.6.8 TENNCARE will evaluate the need for further action when the above standards are not met.
At its sole discretion TENNCARE may elect one of three options: (1) TENNCARE may

43.

44.

45.

equesta-Corrective Action Plan(CAPY;(2)a Request for-Information (RED;(3yoran On
Request Report {ORR) depending on the severity of the deficiency.

2.11.6.8.1 The requested CAP, RFI or ORR response shall detail the CONTRACTOR’s network
adequacy considering any alternate measures, documentation of unique market conditions
and/or its plan for correction. If TENNCARE determines the CONTRACTOR’s response
demonstrates the existence of alternate measures or unique market conditions, TENNCARE
may elect to request periodic updates from the CONTRACTOR regarding efforts to address
such conditions.

Section 2.12.9.4 shall be deleted and replaced as follows:

2.12.9.4  Failure by the provider to obtain written approval from the CONTRACTOR for a subcontract
that is for the purposes of providing TennCare covered services may lead to the contract
being declared null and void at the option of TENNCARE. Claims submitted by the
subcontractor or by the provider for services furnished by the subcontractor are considered to
be improper payments and may be considered false claims. Any such improper payments
may be subject to action under Federal and State false claims statutes or be subject to be
recouped by the CONTRACTOR and/or TENNCARE as overpayment;

Section 2.12.9.61 shall be amended by adding the words “public” and “in English and Spanish” as
follows:

2.12.9.61 Require that the provider display public notices of the enrollee’s right to appeal adverse
action affecting services in public areas of their facility(s) in accordance with TennCare rules
and regulations, subsequent amendments, or any and all consent decrees and court orders.
The CONTRACTOR shall ensure that providers have a correct and adequate supply of public
notices in English and Spanish;

Section 2.12.9.65 shall be deleted and replaced as follows:
2.12.9.65 Specify that the provider agreements include the following nondiscrimination provisions:

2.12.9.65.1 Language that no person on the grounds of handicap, and/or disability, age, race, color,
religion, sex, or national origin shall be excluded from participation in, except as specified in
Section 2.3.5, or be denied benefits of, or be otherwise subjected to discrimination in the
performance of provider’s obligation under its agreement with the CONTRACTOR or in

the employment practices of the provider.

2.12.9.65.2 Specify that the provider have written procedures for the provision of language interpretation
and translation services for any enrollee who needs such services, including but not limited

to, enrollees with Limited English Proficiency.
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2.12.9.65.3 Require the provider to agree to cooperate with TENNCARE and the CONTRACTOR during

discrimination complaint investigations.

2.12.9.65.4 Require the provider to assist TennCare enrollees in obtaining discrimination complaint forms

and contact information for the CONTRACTOR’s Nondiscrimination Office.

46.

2.13.8

47.

48.

49.

Section 2.13.8 shall be deleted and replaced in its entirety and shall read as follows:

Medicaid P

[\
(¥
o]
o

Sections 2.

2.14.1.16.2

2.14.1.16.5

ayment for Primary Care

In accordance with the Patient Protection and Affordable Care Act of 2010 (The Affordable
Care Act), for calendar years 2013 and 2014, the CONTRACTOR shall make payments for
certain primary care services (as described by CMS) and furnished by primary care providers
(as described by CMS and TENNCARE) in an amount that has been determined by CMS.

In addition to the routine claims payment reports required by this Agreement, the
CONTRACTOR shall report to TENNCARE any information related to this requirement in a
format described by TENNCARE.

14.1.16.2 and 2.14.1.16.5 shall be deleted and replaced as follows:

Enroll non-CHOICES members whose utilization exceeds the threshold of ED visits
defined by TENNCARE in the previous six (6) month period in the appropriate level of
Population Health services (see Section 2.8.4 of this Agreement) and may use the
information to identify members who may be eligible for CHOICES in accordance with
the requirements in Section 2.9.6.3 if appropriate;

Assess the most likely cause of high utilization and develop a Population Health
Complex Case Management (see Section 2.8.4 of this Agreement) plan based on results
of the assessment for each non-CHOICES member.

Section 2.14.2.3 shall be deleted and replaced as follows:

21423

Prior authorization requests shall be processed in accordance with 42 CFR § 438.210(d) and
the guidelines described in TennCare rules and regulations which include, but are not limited
to, provisions regarding decisions, notices, medical contraindication, and the failure of an
MCO to act timely upon a request. Instances in which an enrollee’s health condition shall be
deemed to require an expedited authorization decision by the CONTRACTOR shall include
requests for home health services for enrollees being discharged from a hospital or other
inpatient setting when such home health services are needed to begin upon discharge.

Section 2.14.3.5.2 shall be amended by adding the words “hard copy” as follows:

2.1435.2

The referral provider listing shall be in the format specified by TENNCARE for the hard
copy provider directory in Section 2.17.8.
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52.

53.

54.

2.15.4

Amendment 13

Section 2.14.5 shall be amended by adding a new Section 2.14.5.5 as follows and the
remaining Section shall be renumbered accordingly including any references thereto.

2.14.5.5 The CONTRACTOR may determine the duration of time for which CHOICES HCBS will be
authorized. However, the CONTRACTOR shall be responsible for monitoring its
authorizations and for ensuring that there are no gaps in avthorizations for CHOICES HCBS
in accordance with the plan of care. Retroactive entry or adjustments in service authorizations
for CHOICES HCBS should be made only when required to accommodate payment of
services that had been authorized but an adjustment in the schedule of services was required
based on the member’s needs.

Section 2.14.9.3 shall be deleted and replaced as follows:

2.14.9.3 Emergency Room Utilization

The CONTRACTOR shall maintain a procedure to identify and evaluate member emergency
room utilization by PCP panel. As provided in Section 2.14.1.16 of this Agreement, members
who establish a pattern of accessing emergency room services shall be referred to the
appropriate Population Health Program for follow-up services.

Section 2.15.1.6 shall be amended by adding a new Section 2.15.1.6.2 as follows and
renumbering the remaining Sections accordingly including any references thereto.

2.15.1.6.2 The CONTRACTOR shall participate in workgroups and agree to establish and implement
policies and procedures, including billing and reimbursement, that are agreed to and/or
described by TENNCARE in order to address specific quality concerns. These initiatives
shall include but not be limited to identification of prenatal and postpartum visits in a time
etffective manner especially when a provider bills for total obstetrical care using a global

billing code.
Section 2.15.3.1.1 shall be deleted and replaced as follows:

2.15.3.1.1 The two (2) clinical PIPs shall include one (1) in the area of behavioral health that is
relevant to one of the Population Health programs for bipolar disorder, major depression,
or schizophrenia and one (1) in the area of either child health or perinatal
(prenatal/postpartum) health.

Section 2.15.4 shall be deleted and replaced as follows:

Clinical Practice Guidelines

The CONTRACTOR shall utilize evidence-based clinical practice guidelines in its Population Health
Programs (see Section 2.8.6 of this Agreement). The guidelines shall be reviewed and revised whenever
the guidelines change and at least every two (2) years. The CONTRACTOR is required to maintain an
archive of its clinical practice guidelines for a period of five (5) years. Such archive shall contain each
clinical guideline as originally issued so that the actual guidelines for prior years are retained for Program
Integrity purposes.

34



55.

56.

57.

Amendment 13

Section 2.15.6.1.1 shall be amended by adding a new sentence at the end of the existing text
as follows:

2.15.6.1.1 Beginning with HEDIS 2012, the CONTRACTOR shall utilize the Hybrid methodology
(i.e., gathered from administrative and medical record data) as the data collection method
for any Medicaid HEDIS measure containing Hybrid Specifications as identified by
NCQA: ;i the-event the CONTRACTOR fails to pass-the medical record-review for
any given standard and NCQA mandates administrative data must be submitted instead
of hybrid, the administrative data may be used.

Section 2.15.7.1.3 shall be amended by deleting and replacing Section 2.15.7.1.3.3, adding a
new Section 2.15.7.1.3.4 and renumbering the existing Section accordingly including any
references thereto.

2.15.7.1.3.3  Theft against a CHOICES member;

2.15.7.1.3.4 Financial exploitation of a CHOICES member;

Section 2.17.5.2 through 2.17.5.2.1.1.3 shall be deleted and replaced as follows:
2.17.5.2  Teen Newsletter

The CONTRACTOR shall, at a minimum, distribute on a quarterly basis a newsletter to all
enrollees between the ages of 15 and 20 which is intended to educate the enrollee to the
managed care system, proper utilization of services, etc., with an emphasis on the
encouragement to utilize TENNderCare services.

2.17.5.2.1 The Teen Newsletter shall be a product of the TENNderCare MCC Collaborative. The MCOs
will agree on five required topics to include in each newsletter. MCOs may include additional
articles at their discretion; no deviation from the five agreed upon articles will be allowed
unless approved in writing by TENNCARE.

2.17.5.2.1.1 The CONTRACTOR shall include the following information in each newsletter:
2.17.5.2.1.1.1  The procedure on how to obtain information in alternative formats or how to access
interpretation services as well as a statement that interpretation and translation services

are free; and

2.17.5.2.1.1.2 TENNderCare information, including but not limited to, encouragement to obtain
screenings and other preventive care services.
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58. Section 2.17.8 shall be deleted and replaced as follows:

2.17.8 Provider Directories

2.17.8.1

2.17.8.2

2.17.8.3

2.17.8.4

The CONTRACTOR shall distribute information regarding general provider directories (see
Section 2.17.8.5 below) to new members within thirty (30) calendar days of receipt of
netificationof -enrollment -inthe -CONTRACTOR s - MCO-or-prior-to—the -member’s
enrollment effective date. Such information shall include how to access the provider
directory, including the right to request a hard copy and to contact the CONTRACTOR’s
member services line to inquire regarding a provider’s participation in the CONTRACTOR’s
network. Members receiving a hard copy of the provider directory shall be advised that the
CONTRACTOR’s network may have changed since the directory was printed, and how to
access current information regarding the CONTRACTOR’s participating providers.

The CONTRACTOR shall provide information regarding the CHOICES provider directory
(see Section 2.17.8.6 below) to each CHOICES member as part of the face-to-face visit (for
members enrolled through the SPOE) or face-to-face intake visit (for current members) as
applicable, but not more than thirty (30) days from notice of CHOICES enrollment. Such
information shall include how to access the CHOICES provider directory, including the right
to request a hard copy and to contact the CONTRACTOR’s member services line to inquire
regarding a provider’s participation in the CONTRACTOR’s network. Members receiving a
hard copy of the CHOICES provider directory shail be advised that the CONTRACTOR’s
network may have changed since the directory was printed, and how to access current
information regarding the CONTRACTOR s participating providers.

The CONTRACTOR shall also be responsible for maintaining updated provider information
in an online searchable electronic general provider directory and an online searchable
electronic CHOICES provider directory. A PDF copy of the hard copy version shall not meet
this requirement. The online searchable version of the general provider directory and the
CHOICES provider directory shall be updated on a daily basis during the business week. In
addition, the CONTRACTOR shall make available upon request, in hard copy format, a
complete and updated general provider directory to all members and an updated CHOICES
provider directory to CHOICES members. The hard copy of the general provider directory
and the CHOICES provider directory shall be updated at least on an annual basis. Members
receiving a hard copy and/or accessing a PDF version of the hard copy on the
CONTRACTOR’s website of the general provider directory or the CHOICES provider
directory shall be advised that the CONTRACTOR’s network may have changed since the
directory was printed, and how to access current information regarding the CONTRACTOR s
participating providers, including the searchable electronic version of the general provider
directory and the CHOICES provider directory and the CONTRACTOR’s member services
line.

Provider directories (including both the general provider directory and the CHOICES
provider directory), and any revisions thereto, shall be submitted to TENNCARE for written
approval prior to distribution to enrollees in accordance with Section 2.17.1 of this
Agreement. The text of the directory shall be in the format prescribed by TENNCARE. In
addition, the provider information used to populate the provider directory shall be submitted
as a TXT file or such format as otherwise approved in writing by TENNCARE and be
produced using the same extract process as the actual provider directory.
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2.17.8.5

2.17.8.6

The CONTRACTOR shall develop and maintain a general provider directory, which shall be
made available to all members. The provider directory shall be posted on the
CONTRACTOR’s website, and provided in hard copy upon request of the member.
Members shall be advised in writing regarding how to access the provider directory,
including the right to request a hard copy and to contact the CONTRACTOR’s member
services line to inquire regarding a provider’s participation in the CONTRACTOR s network.
Members-receiving —ahard--copy —of -the provider —directory —shalt—be advised that the
CONTRACTOR’s network may have changed since the directory was printed, and how to
access current information regarding the CONTRACTOR’s participating providers. The
online version of the provider directory shall be updated on a daily basis. The general
provider directory shall include the following: names, locations, telephone numbers, office
hours, and non-English languages spoken by contract PCPs and specialists; identification of
providers accepting new patients; and identification of whether or not a provider performs
TENNderCare screens; hospital listings, including locations of emergency settings and post-
stabilization services, with the name, location, and telephone number of each facility/setting;
and a prominent notice that CHOICES members should refer to the CHOICES provider
directory for information on long-term care providers.

The CONTRACTOR shall develop and maintain a CHOICES provider directory that includes
long-term care providers. The CHOICES provider directory, which shall be made available to
all CHOICES members, shall include the following: nursing facility listings with the name,
location, and telephone number of each facility; community-based residential alternatives, by
type, with the name, location, and telephone number of each facility; and a listing of other
(non-residential) CHOICES HCBS providers with the name, location, telephone number, and
type of services by county of each provider. The CHOICES provider directory shall be
posted on the CONTRACTOR’s website, and provided in hard copy upon request of the
member. Members shall be advised in writing regarding how to access the CHOICES
provider directory, including the right to request a hard copy and to contact the
CONTRACTOR’s member services line to inquire regarding a provider’s participation in the
CONTRACTOR’s network. Members receiving a hard copy of the CHOICES provider
directory shall be advised that the CONTRACTOR’s network may have changed since the
directory was printed, and how to access current information regarding the CONTRACTOR s
participating providers. The online version of the CHOICES provider directory shall be
updated on a daily basis.
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60.

Amendment 13

Section 2.18.2 shall be deleted and replaced as follows:

Interpreter and Translation Services

2.18.2.1

2.18.2.2

2.18.23

The CONTRACTOR shall develop written policies and procedures for the provision of
language-interpreter-and-translation services; including effective communication-assistance in
alternative formats, such as, auxiliary aids to any member who needs such services The
CONTRACTOR shall provide language and cultural competence training to subcontractors
and contracted providers which shall include the potential impact of linguistic and cultural
barriers on utilization, quality and satisfaction with care and how and when to access
interpreter services and to promote their appropriate use during the medical encounter.

The CONTRACTOR shall provide language interpreter and translation services including
effective communication assistance in alternative formats, such as, auxiliary aids free of
charge to members.

Interpreter services should be available in the form of in-person interpreters, sign language or
access to telephonic assistance, such as the ATT universal line.

Section 2.18.6 shall be amended by adding a new Section 2.18.6.13 and renumbering the
remaining Section accordingly, including any references thereto. The renumbered Section
2.18.6.14 shall be deleted and replaced as follows:

2.18.6.13

2.18.6.14

The CONTRACTOR shall submit all general correspondence intended for mass distribution
that affects provider reimbursement, claims processing procedures, or documents that are
referenced as a part of a CONTRACTOR’s provider agreement template(s) (see Section
2.12.2) to TDCI for review and approval or acceptance, as appropriate (e.g., provider
handbooks, newsletters, alerts, notices, reminders, other education material, etc.).

The CONTRACTOR’s provider relations staff shall contact all contract providers on a semi-
annual basis to update contract providers on CONTRACTOR initiatives and communicate
pertinent information to contract providers. For providers located in Tennessee and out-of-
state providers located in contigious counties, at least one of the two semi-annual contacts
made in a year shall be face-to-face with the provider. Semi-annual contacts that are not
conducted face-to-face shall be conducted via a phone conversation with the provider. The
CONTRACTOR shall maintain records that provide evidence of compliance with the
requirement in this Section 2.18.6.14, including when and how contact is made for each
contract provider. The CONTRACTOR may submit an alternative plan to accomplish the
intent of this requirement for review and approval by TENNCARE.
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Amendment 13

Section 2.20.2.4 shall be amended by adding the word “tips,” in front of the word
“confirmed” and by adding a new Section 2.20.2.4.1 and renumbering the remaining
Section accordingly, including any references thereto.

2.20.2.4

The CONTRACTOR shall report all tips, confirmed or suspected fraud and abuse to

TENNCARE and the appropriate agency as follows:

62.

2.20.2.4.1  All tips (any program integrity case opened within the previous two (2) weeks) shall be

reported to TennCare Office of Program Integrity and TBI MFCU;

Section 2.22.4 shall be amended by adding new Sections 2.22.4.11 through 2.22.4.12 as

follows:
222411
2224.11.1
2224112
2224113
2224114

For purposes of timely filing (see Section 2.12.9.28):

For institutional claims that include span dates of service (i.e., a 'From' and
"Through' date on the claim), the '"Through' date on the claim shall be used for
determining the date of service for claims filing timeliness. The CONTRACTOR
shall provide a minimum of sixty (60) days from the date of initial notice of an
invalid and/or insufficient claim or one hundred twenty (120) days from the date
of service or “Through” date on a span bill, whichever is later, for submission of a
valid, complete claim.

For claims submitted by physicians and other suppliers that include span dates of
service, the line item 'From' date shall be used for determining the date of service
for claims filing timeliness. The CONTRACTOR shall provide a minimum of
sixty (60) days from the date of initial notice of an invalid and/or insufficient
claim or one hundred twenty (120) days from the date of service or “Through”
date on a span bill, whichever is later, for submission of a valid, complete claim.

For claims submitted by physicians and other suppliers that do not include span
dates of service, the date of service shall be used for determining claims filing
timeliness. The CONTRACTOR shall provide a minimum of sixty (60) days
from the date of initial notice of an invalid and/or insufficient claim or one
hundred twenty (120) days from the date of service, whichever is later, for
submission of a valid, complete claim.

Beginning with claims for dates of service January 1, 2013 and following, except
for 1) recovery of overpayments as required pursuant to Section 6402 of the
Affordable Care Act and TENNCARE policy; and 2) retrospective adjustments of
a nursing facility’s per diem rate(s) (see Section 2.13.3.4), paid claims requiring
correction or resubmission must be submitted as adjustments to the paid claim
within 120 days of the date of payment notification. Corrections to a claim
should only be submitted if the original claim information was wrong or
incomplete.
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2.22.4.11.5  The provider has the right to file a dispute if he or she disagrees with a claim
decision regarding the denial or compensation of a claim in accordance with
section (2.12.9.)

2.22.4.11.6  The CONTRACTOR shall specify in its provider manual a period of time that is
consistent with these requirements and to the extent that this reflects a change in

the CONTRACTOR’s current provider manual, shall issue notification to
providers on or before January 2, 2013.

222412 The CONTRACTOR shall, for a period to be determined by TENNCARE, permit
CHOICES Nursing Facility and HCBS providers to resubmit and shall process
any institutional or HCBS claims for dates of service on or after March 1, 2010,
that were denied on the basis of timely filing when the claim was filed in
accordance with 2.22.4.11.1, 2.22.4.11.2, or 2.22.4.11.3, as applicable, or for
which the applicable minimum reprocessing time was not provided.

63.  Section 2.23.4.3.7 shall be amended by adding the phrase (see Section 2.30.18.3) in the last
sentence.

64.  Section 2.23.5.2 shall be deleted and replaced as follows:

2.23.5.2  The CONTRACTOR shall systematically update its eligibility/enrollment databases within
twenty-four (24) hours of receipt of said files. Any outbound 834 transactions which fail to
update/load systematically must be manually updated within twenty-four (24) hours of
receipt. The CONTRACTOR shall report to TENNCARE, in a form and format to be
provided by TENNCARE, outbound 834 transactions that are not processed within these time
frames and include information regarding when the transactions were completed. Any
transactions that are not updated/loaded within twenty-four (24) hours of receipt from
TENNCARE and/or persistent issues with high volumes of transitions that require manual
upload may require the CONTRACTOR to initiate a Corrective Action Plan for resolution of
the issues preventing compliance.

65.  Section 2.25.9.1 shall be amended by deleting and replacing the words “disease
management” with “Population Health”.

66.  Section 2.26.9 shall be amended by adding the words “and providers” as follows:

2.26.9 Interpretation/Translation Services and Limited English Proficiency (LEP) Provisions

The CONTRACTOR shall provide instruction for all direct service subcontractors and providers
regarding the CONTRACTOR’s written procedure for the provision of language interpretation and
translation services for any member who needs such services, including but not limited to, enrollees with
Limited English Proficiency.
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Amendment 13

Section 2.28.6 shall be deleted in its entirety and the remaining Section shall be
renumbered accordingly, including any references thereto.

The renumbered Sections 2.28.6 and 2.28.7 shall be deleted and replaced as follows:

All discrimination complaints against the CONTRACTOR, CONTRACTOR’s employees,

CONTRACTOR’s providers,  CONTRACTOR’s provider’s employées and  CONTRACTOR’s
subcontractors shall be resolved according to the provisions of this Section 2.28.6.

2.28.6.1 Discrimination Complaints against the CONTRACTOR and/or CONTRACTOR'’s
Employees. When complaints concerning alleged acts of discrimination committed by the
CONTRACTOR and/or its employees related to the provision of and/or access to TennCare
covered services are reported to the CONTRACTOR, the CONTRACTOR’s
nondiscrimination compliance officer shall send such complaints within two (2) business
days of receipt to TENNCARE. TENNCARE shall investigate and resolve all alleged acts of
discrimination committed by the CONTRACTOR and/or its employees. The
CONTRACTOR shall assist TENNCARE during the investigation and resolution of such
complaints. TENNCARE reserves the right to request that the CONTRACTOR’s
nondiscrimination compliance officer assist with conducting the initial investigations and to
suggest resolutions of alleged discrimination complaints. If a request for assistance with an
initial investigation is made by TENNCARE, the CONTRACTOR’s nondiscrimination
compliance officer shall provide TENNCARE with all requested information, including but
not limited to, the identity of the party filing the complaint; the complainant’s relationship to
the CONTRACTOR; the circumstances of the complaint; date complaint filed; and the
CONTRACTOR’s suggested resolution. TENNCARE shall review the CONTRACTOR’s
initial investigations and determine the appropriate resolutions for the complaints as set forth
in Section 2.28.6.3 below. Any documentation or materials related to such investigation shall
be considered confidential and not subject to disclosure to any third party, unless disclosure is
otherwise required by law.

2.28.6.2  Discrimination Complaints against the CONTRACTOR’s Providers. Provider’s Emplovees
and/or _Provider’s Subcontractors.  Should complaints concerning alleged acts of
discrimination committed by the CONTRACTOR’s providers, provider’s employees and/or
subcontractors related to the provision of and/or access to TennCare covered services be
reported to the CONTRACTOR, the CONTRACTOR’s nondiscrimination compliance officer
shall inform TENNCARE of such complaints within two (2) business days from the date
CONTRACTOR learns of such complaints. The CONTRACTOR’s nondiscrimination
compliance officer shall, within five (5) business days of receipt of such complaints, begin to
document and conduct the initial investigations of the complaints. Once an initial
investigation has been completed, the CONTRACTOR’s nondiscrimination compliance
officer shall report his’her determinations to TENNCARE. At a minimum, the
CONTRACTOR’s nondiscrimination compliance officer’s report shall include the identity of
the party filing the complaint; the complainant’s relationship to the CONTRACTOR; the
circumstances of the complaint; date complaint filed; and the CONTRACTOR’s suggested
resolution. TENNCARE shall review the CONTRACTOR’s initial investigations and
determine the appropriate resolutions for the complaints as set forth in Section 2.28.6.3
below. TENNCARE reserves the right to investigate and resolve all complaints concerning
alleged acts of discrimination committed by the CONTRACTOR’s providers, and
subcontractors.
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2.28.6.3  Corrective Action Plans to Resolve Discrimination Complaints. If a discrimination complaint
against the CONTRACTOR, CONTRACTOR’s employees, CONTRACTOR’s providers,
CONTRACTOR’s provider’s employees, or CONTRACTOR’s subcontractors is determined
by TENNCARE to be valid, TENNCARE shall, at its option and pursuant to Section 2.25.10,
cither (i) provide the CONTRACTOR with a corrective action plan to resolve the complaint,
or (ii) request that the CONTRACTOR submit a proposed corrective action plan to
TENNCARE - for-review-and--approval - that -specifies-what -actions -the - CONTRACTOR
proposes to take to resolve the discrimination complaint. Upon provision of the corrective
action plan to CONTRACTOR by TENNCARE, or approval of the CONTRACTOR’s
proposed corrective action plan by TENNCARE, the CONTRACTOR shall implement the
approved corrective action plan to resolve the discrimination complaint. TENNCARE, in its
sole discretion, shall determine when a satisfactory discrimination complaint resolution has
been reached and shall notify CONTRACTOR of the approved resolution. A discrimination
complaint. resolution corrective action plan may consist of approved nondiscrimination
training on relevant discrimination topics. Prior to use, the nondiscrimination training
material shall be reviewed and approved by TENNCARE. Time periods for the
implementation of the corrective action plan nondiscrimination training shall be designated
by TENNCARE.

2.28.7 The CONTRACTOR shall use and have available to TennCare enrollees, TennCare’s Discrimination

69.

70.

71.

complaint form located on TennCare’s website under the nondiscrimination link at
http://www.tn.gov/tenncare/members.shtml.  The discrimination complaint form shall be provided to
TennCare enrollees upon request and in the member handbook. This complaint form shall be available in
English and Spanish. When requests for assistance to file a discrimination complaint are made by
enrollees, the CONTRACTOR shall assist the enrollees with submitting complaints to TENNCARE. In
addition, the CONTRACTOR shall inform its employees, providers, and subcontractors how to assist
TENNCARE enrollees with obtaining discrimination complaint forms and assistance from the
CONTRACTOR with submitting the forms to TENNCARE and the CONTRACTOR.

Section 2.29.1.3.19 shall be deleted and replaced as follows:

2.29.1.3.19 A staff person responsible for all Population Health and related issues, including but not
limited to, Population Health activities and coordination between physical and behavioral
health services;

Section 2.29.1.4 shall be deleted and replaced as follows:

2.29.1.4  In addition to the key staff requirements described above, the CONTRACTOR shall have
sufficient full-time clinical and support staff to conduct daily business in an orderly manner.
This includes but is not limited to functions and services in the following areas:
administration, accounting and finance, fraud and abuse, utilization management including
prior authorizations, Population Health, care coordination, QM/QI, member education and
outreach, appeal system resolution, member services, provider services, provider relations,
claims processing, and reporting.

Section 2.29.1.9 shall be deleted and replaced as follows:

2.29.1.9  The CONTRACTOR’s project director, transition staff person, Medical Director, psychiatrist,
CHOICES senior executive, financial staff, member services staff, provider services staff,
provider relations staff, CHOICES provider claims education and assistance staff, UM staff,
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appeals staff, , Population Health Complex Case Management staff care coordination staff,
consumer advocate, and TENNderCare staff person shall be located in the State of Tennessee.
However, TENNCARE may authorize exceptions to this requirement. The CONTRACTOR
shall seek TENNCARE’s written prior approval to locate any of these staff outside of the
State of Tennessee. The CONTRACTOR s request to locate required in-state staff to an out-
of-state location shall include a justification of the request and an explanation of how services
will be. coordinated. I financial staff are not located. in Tennessee the CONTRACTOR shall

72.

2.30.5

73.

74.

have the ability to issue a check within five (5) calendar days of a payment directive from
TENNCARE.

Section 2.30.5 and 2.30.5.1shall be deleted and replaced as follows:

Disease Management/Population Health Reports

2.30.5.1 The CONTRACTOR shall submit a quarterly Population Health Update Repori addressing
all seven (7) Population Health Programs (see Section 2.8.4 of this Agreement). The report
shall include process and operational data and any pertinent narrative to include any staffing
changes, training or new initiatives occurring in the reporting period.

Section 2.30.5.3 shall be deleted and replaced as follows:

2.30.5.3  The CONTRACTOR shall submit on March 30, 2013, a Population Health Program
Description following the guidance provided by TENNCARE addressing Section 2.8
of this Agreement. The program description shall include a written description of
how the plan assures that members less than 21 years of age will have their health
risks identified and their health needs met at the appropriate risk Level. The program
description shall also include a CHOICES narrative as outlined in Section 2.8.11 of
this Agreement and address the Clinical Practice Guidelines reference in Section
2.8.6 of this Agreement.

Section 2.30.6.1 through 2.30.6.1.3 shall be deleted and replaced as follows:

2.30.6.1 MCO Case Management Reports

2.30.6.1.1 The CONTRACTOR shall submit an annual MCO Case Management Services Report that
addresses the activities in Section 2.9.5 of the prior Agreement by July 1 of 2013.

Section 2.30.8.1 shall be deleted and replaced as follows:

2.30.8.1 The CONTRACTOR shall submit a monthly Provider Enrollment File that includes
information on all providers of TennCare health services, including physical, behavioral health,
and long-term care providers (see Section 2.11). This includes but is not limited to, PCPs,
physician specialists, hospitals, home health agencies, CMHASs, nursing facilities, CHOICES
HCBS providers, and emergency and non-emergency transportation providers. For CHOICES
HCBS providers, the Provider Enrollment File shall identify the type(s) of CHOICES HCBS
the provider is contracted to provide and the specific counties in which the provider is
contracted to deliver CHOICES HCBS, by service type. The report shall include contract
providers as well as all non-contract providers with whom the CONTRACTOR has a
relationship. During any period of readiness review, the CONTRACTOR shall submit this
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report as requested by TENNCARE. Each monthly Provider Enroliment File shall include
information on all providers of covered services and shali provide a complete replacement for
any previous Provider Enrollment File submission. Any changes in a provider’s contract status
from the previous submission shall be indicated in the file generated in the month the change
became effective and shall be submitted in the next monthly file.

Section 2.30.8.7 shall be deleted and rpplm'pd as follows:

The CONTRACTOR shall submit an annual CHOICES Qualified Workforce Strategies
Report that describes any additional strategies the CONTRACTOR elects to undertake to
assist in the development of an adequate qualified workforce for covered long-term care
services, increase the available qualified direct care staff, and improve the retention of
qualified direct care staff (see Section 2.11.6.7). At a minimum, the report shall include a
brief description of each of any additional strategies the CONTRACTOR elects to undertake;
activities associated with each of the CONTRACTOR’s strategies, including associated
partnerships; timeframes for implementing each strategy and associated activities; the status
of each strategy and associated activities; and a brief summary of the current and anticipated
impact of each strategy and associated activities. Should the CONTRACTOR elect not to
pursue additional activities (beyond the statewide initiative), this report shall be submitted
timely and shall report that the CONTRACTOR has elected not to pursue additional activities
beyond the statewide initiative.

Section 2.30.12.6 shall be deleted and replaced by new Sections 2.30.12.6 and 7 and the
remaining Sections of 2.30.12 shall be renumbered accordingly, including any references

The CONTRACTOR shall submit an annual Report of Audited HEDIS Results by June 15 of
each year (see Sections 2.15.6).

The CONTRACTOR shall submit an annual Report of Audited CAHPS Results by June 15
of each year (see Sections 2.15.6).

The existing Section 2.30.12.9 shall be deleted in its entirety including any references

76

2.30.8.7
77.

thereto.

2.30.12.6

2.30.12.7
78.

thereto.
79.

Section 2.30.13.3 shall be deleted in its entirety and the renumbered Section 2.30.13.3 shall
be deleted and replaced by new Sections 2.30.13.3 and 4 as follows:

230.133

2.30.13.4

The CONTRACTOR shall submit an annual Provider Satisfaction Survey Report that
encompasses behavioral and physical health. The report shall summarize the provider survey
methods and findings and must provide an analysis of opportunities for improvement (see
Section 2.18.7.4) The report shall be submitted by July 1 each year.

The CONTRACTOR shall submit an annuval CHOICES Provider Satisfaction Survey Report
that addresses results for CHOICES long-term care providers. The report shall summarize the
provider survey methods and findings, must provide an analysis of opportunities for
improvement (see Section 2.18.7.5) in addition to CHOICES items specified in the protocols
provided by TENNCARE. The report shall be submitted by July 1 each year.
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80.  Section 2.30.16.2.1 shall be amended by deleting the reference to Section “2.30.17.3” and
replacing it with the reference to “2.30.18.3”.
81. Section 2.30.18 shall be amended by adding a new Section 2.30.18.4 as follows and
renumbering the remaining Section accordingly, including any references thereto.
2.30.18.4 The CONTRACTOR shall submit a quarterly Encounter/MLR Reconciliation Report and a
Companion Data File to demonstrate the reconciliations between the submissions of
encounter files and MLR Claim Triangle reports.
2.30.18.4.1 The companion data file shall be in an Excel format and shall represent a claim triangle report
in terms of claim counts and total payment based on all encounter batch files submitted to
TennCare EDI during the prior quarter with delineations by ‘paid month’, ‘incurred month’,
‘claim types (as it is defined in the MLR Triangle report)’, and ‘encounter batch file ID’.
2.30.18.4.2 The reconciliation report shall include an overall assessment of reporting integrities between
the two Claim Triangle reports in terms of counts and amount based on the common
delineations. When the two reports are not reconciling under the common delineations, the
CONTRACTOR shall address the root causes of the gaps with proposed corrective action
plans.
82.  Section 2.30.22.2 shall be deleted in its entirety and the remaining Section shall be
renumbered accordingly, including any references thereto.
83. The renumbered Section 2.30.22.2 shall be deleted and replaced as follows:
2.30.22.2 Annually, TENNCARE shall provide the CONTRACTOR with a Nondiscrimination
Compliance Plan Template. The CONTRACTOR shall answer the questions contained in the
Compliance Plan Template and submit the completed Compliance Plan to TENNCARE
within ninety (90) days of the end of the calendar year with any requested documentation,
which shall include, but is not limited to, the Assurance of Nondiscrimination. The signature
date of the CONTRACTOR’s Nondiscrimination Compliance Plan shall be the same as the
signature date of the CONTRACTOR’s Assurance of Nondiscrimination. These deliverables
shall be in a format specified by TENNCARE.
84.  The renumbered Section 2.30.22.3.2 shall be deleted and replaced as follows:

2.30.22.3.2 A listing of all complaints filed by employees, members, providers and subcontractors in
which discrimination is alleged related to the provision of and/or access to TennCare
covered services provided by the CONTRACTOR. Such listing shall include, at a
minimum: identity of the complaintant, complainant’s relationship to the
CONTRACTOR, circumstances of the complaint, type of covered service related to the
complaint, date complaint filed, the CONTRACTOR's resolution, date of resolution, and
the name of the CONTRACTOR staff person responsible for adjudication of the
complaint. For each complaint reported as resolved the CONTRACTOR shall submit a
copy of the complainant’s letter of resolution.
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Section 3.1.2 shall be amended by deleting the phrase “,any payments related to
FQHC/RHC costs” and by deleting the reference to “(see Section 3.15)” so that the
amended Section 3.1.2 shall read as follows:

The CONTRACTOR agrees that capitation payments, any payments related to processing claims for
services incurred prior to the start date of operations pursuant to Section 3.7.1.2.1, any payments for
claims-incurred-during-a-period-of retroactive-eligibility -greater-than-twelve-(12)-months-prior-to-the
member’s date of enrollment with the CONTRACTOR, any incentive payments (if applicable) and any
payments that offset the CONTRACTOR’s cost for the development and implementation of an electronic
visit verification system (EVV) 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 failure to timely pay any and all expenses, fees, taxes and other regulatory/ministerial
costs associated with the requirements.of operating as-an-HMO in this state. The taxes, fees, 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 ef seq. or any subsequent amendments thereto and/or the Tennessee Prepaid
Limited Health Services Act of 2000 codified at TCA 56-51-101 e¢f seq. or any subsequent amendments
thereto. TENNCARE shall not share with the CONTRACTOR any financial losses realized under this
Agreement.

Section 3.3.1 shall be deleted and replaced as follows:

The CONTRACTOR will be paid a base capitation rate for each enrollee based on the enrollee’s rate
category. Rate categories are based on various factors, including the enrollee’s enrollment in CHOICES,
category of aid, age/sex combination and the Grand Region served by the CONTRACTOR under this
Agreement. TENNCARE shall take Third Party Liability (TPL) into account in the development of
capitation rates consistent with this Agreement (Section 2.21.4 and the definition of Medical Expenses
described herein). This recognizes that it is the CONTRACTOR that is primarily responsible for TPL
recoveries and that medical claims experience used for rate setting is net of any TPL recoveries of
subrogation activities. The rate categories and the specific rates associated with each rate category are
specified in Attachment XII.

Section 3.4 shall be amended by adding a new Section 3.4.7 and renumbering the
remaining Section accordingly, including any references thereto.

With respect to Post Eligibility Treatment of Income (PETI), TENNCARE will perform a review of
patient liability experience to determine remaining liability that had not been addressed in the managed
care rate setting process. If additional adjustments are necessary, the adjustments will be made on a
periodic basis to assure the correct application of federal funds.

Section 3.7.1 shall be amended by adding a new Section 3.7.1.7 and renumbering the
existing Section accordingly, including any references thereto.

3.7.1.7 The CONTRACTOR shall, at TENNCARE’s discretion and pursuant to policies or protocols
established by TENNCARE, participate in a periodic capitation reconciliation process
regarding CHOICES capitation payments to verify the receipt of nursing facility services or
ongoing HCBS during each month that a CHOICES capitation payment was made, and to
adjust the capitation payment for all months during which such services were not provided to
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the member, except under specific circumstances defined by TENNCARE in policies and
protocols. Such reconciliation process shall be conducted based on encounters submitted to

TENNCARE by the CONTRACTOR pursuant to Section 2.23.4 of this Agreement.

89.  Section 3.12 shall be deleted in its entirety and the remaining Section 3 shall be
renumbered accordingly, including any references thereto.
90. The renumbered Section 3.15.1.1 shall be deleted and replaced as follows:
3.15.1.1 In no event shall the maximum liability of the State under this Agreement during the original
term of the Agreement exceed six billion, three hundred thirteen million, five hundred sixty
seven thousand, two hundred eleven dollars ($6,313,567,211.00).
91.  Section 4.20.2.2.7 shall be amended by adding a new Level A.32 Program Issue/Damage as
follows:
A.32 Failure to ensure that a level of $2,000 per occurrence
care (i.e., PAE) and supporting
documentation submitted with These amounts shall be multiplied by two (2) when
the level of care is accurate and the CONTRACTOR has not complied with the
complete, satisfies all technical Caseload and Staffing recommendations as specified
requirements specified by in Section 2.9.6.11.9 of this Agreement
TENNCARE, and accurately
reflects the member’s current
medical and functional status.
(see Section 2.9.6.3.14.)
92. Section 4.20.2.2.7 shall be amended by deleting and replacing the Program Issues/Damage
of Level B.2, adding additional language to the Damage Section of B.21., and adding a new
Level B.25 as follows:
B.2 Failure to provide a timely and $500 per calendar day for each day the corrective

acceptable corrective action plan
or comply with corrective action
plans as required by
TENNCARE

action plan is late, or for each day the CONTRACTOR
fails to comply with an accepted corrective action as
required by TENNCARE

$2000 for failure to provide an acceptable initial
corrective action plan as determined by TENNCARE
in addition to $500 per calendar day from the date of
notice of deficiency by TENNCARE for each day the
corrective action plan remains deficient

If subsequent corrective action plans are deficient, the
$500 per calendar day shall continue until an
acceptable plan as determined by TENNCARE is
received
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B.21 Failure to meet any timeframe $5.000 per month for each timeframe that the
regarding care coordination for CONTRACTOR’s performance is 85-89%
CHOICES members (see $10,000 per month for each timeframe that the

Lo CONTRACTOR s performance is 80-84%
2
Sections 2.9.2,2.9.3, and 2.9.6) $20,000 per month for each timeframe that the

other than the timeframes CONTRACTOR'’s performance is 75-79%
referenced in A.16 or A.17 $30,000 per month for cach timeframe that the

CONTRACTOR’s performance is 70-74%
$100,000 per month for each timeframe that the
CONTRACTOR’s performance is 69% or less

These amounts shall be multiplied by two (2) when
the CONTRACTOR has not complied with the
Caseload and Staffing recommendations as specified
in Section 2.9.6.11.9 of this Agreement.

In instances where the denominator is less than two
hundred (200), TENNCARE may opt, at its discretion,
to apply a $500 per occurrence assessment in lieu of
the methodology described above. This per
occurrence amount shall be multiplied by two (2),
totaling a $1,000 per occurrence assessment when the
CONTRACTOR has not complied with the Caseload
and Staffing recommendations as specified in Section
2.9.6.11.9 of this Agreement.

Failure to meet individual $5000 per occurrence for repeating a deficiency(ies) in
Annual Quality Survey subsequent years
standards in subsequent years

93.

Attachments IIT and IV shall be amended by adding the following language to the end of
the existing text:

TENNCARE will evaluate the need for further action when the above standards are not met. At its sole
discretion TENNCARE may elect one of three options: (1) TENNCARE may request a Corrective
Action Plan (CAP), (2) a Request for Information (RF1), (3) or an On Request Report (ORR) depending
on the severity of the deficiency.

The requested CAP, RF! or ORR response shall detail the CONTRACTOR’s network adequacy
considering any alternate measures, documentation of unique market conditions and/or its plan for
correction. If TENNCARE determines the CONTRACTOR’s response demonstrates existence of
alternate measures or unique market conditions, TENNCARE may elect to request periodic updates from
the CONTRACTOR regarding efforts to address such conditions.
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ATTACHMENT V

Attachment V shall be deleted and replaced in its entirety as follows:

ACCESS & AVAILABILITY FOR BEHAVIORAL HEALTH SERVICES

The-CONTRACTOR-shat-adhere-to-the-following-behaviorat-health-network requirements-to-ensure-access
and availability to behavioral health services for all members (adults and children). For the purpose of
assessing behavioral health provider network adequacy, TENNCARE will evaluate the CONTRACTOR’s
provider network relative to the requirements described below. Providers serving adults will be evaluated
separately from those serving children.

Access to Behavioral Health Services

The CONTRACTOR shall ensure access to behavioral health providers for the provision of covered services.

At a minimum, this means that:

The CONTRACTOR shall have provider agreements with providers of the services listed in the table below

and meet the geographic and time for admission/appointment requirements.

Service Type

Geographic Access Requirement

Maximum Time for
Admission/
Appointment

Psychiatric Inpatient Hospital
Services

Travel distance does not exceed 60
miles for at least 75% of members and
does not exceed 90 miles for at least
90% of members

4 hours (emergency
involuntary)/24 hours
(involuntary)/24 hours
(voluntary)

24 Hour Psychiatric Residential
Treatment

The CONTRACTOR shall contract
with at least one (1) provider of service
in the Grand Region for ADULT
members

Travel distance does not exceed 60
miles for at least 75% of CHILD
members and does not exceed 90 miles
for at least 90% of CHILD members

Within 30 calendar
days

Outpatient Non-MD Services

Travel distance does not exceed 30
miles for ALL members

Within 10 business
days; if urgent, within
48 hours

Intensive Qutpatient (may
include Day Treatment (adult),
Intensive Day Treatment
(Children & Adolescent) or
Partial Hospitalization

Travel distance does not exceed 90
miles for at least 90% of members

Within 10 business
days; if urgent, within
48 hours
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Inpatient Facility Services
(Substance Abuse)

Travel distance does not exceed 90
miles for at least 90% of members

Within 2 calendar days;
for detoxification -
within 4 hours in an
emergency and 24
hours for non-

in the Grand Region for ADULT
members

The CONTRACTOR shall contract
with at least one (1) provider of service
in the Grand Region for CHILD
members

emergency
24-Hour Residential Treatment | The ~CONTRACTOR —shall--contract-—Within 10-business
Services (Substance Abuse) with at least one (1) provider of service | days

QOutpatient Treatment Services
(Substance Abuse)

Travel distance does not exceed 30
miles for ALL members

Within 10 business
days; for detoxification
~ within 24 hours

Mental Health Case
Management

Not subject to geographic access
standards

Within 7 calendar days

Psychosocial Rehabilitation
(may includeSupported
Employment, lllness Management
& Recovery, or Peer Support

Not subject to geographic access
standards

Within 10 business
days

Supported Housing

Not subject to geographic access
standards

Within 30 calendar
days

Crisis Services (Mobile)

Not subject to geographic access
standards

Face-to-face contact
within 1 hour for
emergency situations
and 4 hours for urgent
situations

Crisis Stabilization

Not subject to geographic access
standards

Within 4 hours of
referral

TENNCARE will evaluate the need for further action when the above standards are not met. At its sole
discretion TENNCARE may elect one of three options: (1) TENNCARE may request a Corrective Action
Plan (CAP), (2) a Request for Information (RFI), (3) or an On Request Report (ORR) depending on the
severity of the deficiency.

The requested CAP, RFI or ORR response shall detail the CONTRACTOR’s network adequacy considering
any alternate measures, documentation of unique market conditions and/or its plan for correction. If
TENNCARE determines the CONTRACTOR s response demonstrates the existence of alternate measures or
unique market conditions, TENNCARE may elect to request periodic updates from the
CONTRACTOR regarding efforts to address such conditions.
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At a minimum, providers for the following service types shall be reported on the Provider Enrollment File:

Service Type

Service Code(s) for use in position
330-331 of the Provider Enrollment
File

Psychiatric Inpatient Hospital Services

Adult-11,79, 85
Child=Al or H9

24 Hour Psychiatric Residential Treatment

Adult - 13, 81, 82
Child — A9, HI, or H2

Qutpatient MD Services (Psychiatry) Adult— 19
Child - B5
Outpatient Non-MD Services Adult - 20
Child - B6

Intensive Outpatient/ Partial Hospitalization

Adult—-21, 23, 62
Child - B7, C2, C3

Inpatient Facility Services Adult—15, 17
(Substance Abuse) Child - A3, AS
24 Hour Residential Treatment Services Adult - 56
(Substance Abuse) Child - F6
Outpatient Treatment Services Adult—27 or 28
(Substance Abuse) Child - D3 or D4

Mental Health Case Management

Adult - 31, 66, or 83
Child - C7, D7, G2, G6, or K1

Psychiatric Rehabilitation Services:

Psychosocial Rehabilitation 42
Supported Employment 44
Peer Support 88
Illness Management & Recovery 91
Supported Housing 32 and 33

Crisis Services (Mobile)

Adult - 37, 38, 39
Child - D8, D9, E1

Crisis Respite Adult — 40
Child - E2
Crisis Stabilization Adult 41

51




Amendment 13

95.  Attachment VI shall be amended by adding a “MCE TIP SUBMISSION FORM” as
described below in front of the existing “POTENTIAL FRAUD ALLEGATION
REFERRAL FORM” and “REPORT TENNCARE RECIPIENT FRAUD OR ABUSE”

forms.

MCE TIP SUBMISSION FORM

related to
POTENTIAL PROVIDER FRAUD and PATIENT SAFETY
(template with sample data)
DATE: Month/Day/Y ear
TO: TBI, Medicaid Fraud Control Unit (MFCU)
TennCare, Office of Program Integrity

FROM: Your MCE Name

Contact Person: 1% & Last name; Telephone; EMail;

SOURCE OF TIP(s):

HOTLINE

INFORMATION OF TIP(s):

ABC Clinic, John Smith MD, Family Practice

Describtion of allegation of wrong doing: (example: Dr Smith is being reviewed for upcoding

E&M)

MCE CONTRACT PERSON ON THE TIP(s):
JOHN DOW

TennCare Recommended MCC TIP/Referral Protocol:

1) The submission of documents related to the provider fraud and abuse referral should be via TennCare SFTP
server (path: tncare.sftp.state.tn.us/tncare/MCC#3# # forr/OP1/in) with password protections on
Documents;

2) Concurrently, a notice of submission should be e-mailed to ProgramIntegrity. TennCare@tn.gov with a subject
line stating "MCC### Notice of Referral Submission via SFTP" along with password notices on opening
documents.

52



96.

Amendment 13

Attachment VIII shall be deleted and replaced as follows:

ATTACHMENT VIII
DELIVERABLE REQUIREMENTS

GENERAL

10.

11.

12.

13.

14.

This is a preliminary list of deliverables. The CONTRACTOR and TENNCARE shall agree to the
appropriate deliverables, deliverable format/submission requirements, submission and approval time
frames, and technical assistance as required. Deliverables shall be submitted to the TennCare Bureau

unless otherwise specified.

TENNCARE will require that some or all deliverables be reviewed and/or approved by TENNCARE
during the readiness review and/or during operations. As specified by TENNCARE, material
modifications to certain deliverables must be reviewed and/or approved by TENNCARE.
DELIVERABLE ITEMS

Evidence of TDCI license for CONTRACTOR and subcontractors (as applicable) to ensure compliance
with Section 2.1.1

Notification that a member may satisfy any of the conditions for termination from the TennCare program in
accordance with Section 2.5.4

Request for prior approval/notice of use of cost effective alternative services in accordance with Section
2.6.5

Request for prior approval of incentives in accordance with Section 2.6.6
Policies and procedures for patient liability that ensure compliance with Section 2.6.7.2
Policies and procedures for seif-direction of health care tasks in accordance with Section 2.7.3

Description of health education and outreach programs and activities to ensure compliance with Section
2.7.4

TENNderCare policies and procedures that ensure compliance with the requirements of Section 2.7.6
Policies and procedures for advance directives that ensure compliance with Section 2.7.7

Population Health program policies and procedures that ensure compliance with Section 2.8

Service coordination policies and procedures that ensure compliance with Section 2.9.1

Policies and procedures for transition of new members that ensure compliance with the requirements of
Section 2.9.2

Policies and procedures for transition of member receiving long-term care services at the time of CHOICES
implementation that ensure compliance with Section 2.9.3

Transition of care policies and procedures that ensure compliance with Section 2.9.4
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15. Care coordination policies and procedures that ensure compliance with Section 2.9.6

16.  Policies and procedures for consumer direction of eligible CHOICES HCBS that ensure compliance with
Section 2.9.7

17. Policies and procedures for coordination of physical health, behavioral health, and long-term care services
that ensure compliance with Section 2.9.9

18. If CONTRACTOR subcontracts for the provision of behavioral health services, agreement with the
subcontractor in accordance with Section 2.9.9.2 to ensure compliance with Section 2.9.9

19.  Policies and procedures for coordination among behavioral health providers that ensure compliance with
Section 2.9.10

20. Policies and procedures for coordination of pharmacy services that ensure compliance with Section 2.9.11

21. Policies and procedures for coordination of dental services that ensure compliance with Section 2.9.12

22.  Identification of members serving on the claims coordination committee in accordance with Section
2.9.12.53

23. Policies and procedures for coordination with Medicare that ensure compliance with Section 2.9.13

24. Policies and procedures for inter-agency coordination that ensure compliance with Section 2.9.16

25. Policies and procedures regarding non-covered services that ensure compliance with Section 2.10

26. Policies and procedures to develop and maintain a provider network that ensure compliance with Section
2.11.1, including policies and procedures for selection and/or retention of providers

27. Policies and procedures for PCP selection and assignment that ensure compliance with Section 2.11.2,
including policies and procedures regarding change of PCP and use of specialist as PCP

28. Planto identity, develop, or enhance existing inpatient and residential treatment capacity for adults and
adolescents with co-occurring mental health and substance abuse disorders to ensure compliance with
Section 2.11.5.2

29. Credentialing manual and policies and procedures that ensure compliance with Section 2.11.8

30. Policies and procedures that ensure compliance with notice requirements in Section 2.11.9

31. Notice of provider and subcontractor termination and additional documentation as required by Section
2.11.9.2

32. Provider agreement template(s) and revisions to TDCI as required in Section 2.12

33. Indemnity language in provider agreements if different than standard indemnity language (see Section
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34. Intent to use a physician incentive plan (PIP) to TennCare Bureau and TDCI (see Section 2.13.9)

35.  Any provider agreement templates or subcontracts that involve a PIP for review as a material modification
(to TDCI) as required by (see Section 2.13.9)

36. Pricing policies for emergency services provided by non-contract providers that ensure compliance with
Section.2.13.10.1

37. Policies and procedures for PCP profiling to ensure compliance with Section 2.14.9

38. Information on PCP profiling as requested by TENNCARE (see Section 2.14.9)

39.  QM/QI policies and procedures to ensure compliance with Section 2.15

40. Copy of signed contract with NCQA approved vendor to perform CAHPS as required by Section 2.15.5

41.  Copy of'signed contract with NCQA approved vendor to perform HEDIS audit as required by Section
2.15.5

42.  Evidence that NCQA accreditation application submitted and fee paid (Section 2.15.5.1)

43. HEDIS BAT as required by Section 2.15.6

44.  Copy of signed NCQA survey contract as required by Section 2.15.5.1

45. Notice of date for ISS submission and NCQA on-site review as required by Section 2.15.5.1

46. Notice of final payment to NCQA as required by Section 2.15.5.1

47. Notice of submission of ISS to NCQA as required by Section 2.15.5.1

48. Copy of completed NCQA survey and final report as required by Section 2.15.5.1

49. Notice of any revision to NCQA accreditation status

50. Policies and procedures regarding critical incident management and reporting to ensure compliance with
Section 2.15.7.1

51.  Policies and procedures regarding behavioral health adverse occurrence reporting to ensure compliance
with Section 2.15.7.2

52.  Report critical incidents or adverse occurrences to TENNCARE within twenty-four (24) hours pursuant to
Sections 2.15.7.1,2.15.7.2, and 2.15.7.3

53. Provider Preventable Conditions Reporting (see Section 2.15.8)

54. If applicable, information on the use of the name of the CONTRACTOR’s TennCare MCO pursuant to

Section 2.16.3
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Member materials as described in Section 2.17, including but not limited to, member handbook, quarterly
member newsletters, identification card, and provider directory along with any required supporting
materials

Member services phone line policies and procedures that ensure compliance with Section 2.18.1

Policies and procedures regarding interpreter-and translation services that ensure compliance with-Section
2.182

Provider service and phone line policies and procedures that ensure compliance with Section 2.18.4
Description of 24/7 ED Assistance Line (see Section 2.18.4.7)

Provider handbook that is in compliance with requirements in Section 2.18.5

Provider education and training plan and materials that ensure compliance with Section 2.18.6
Provider relations policies and procedures in compliance with Section 2.18.7

Protocols regarding one-on-one assistance to long-term care providers that ensure compliance with Section
2.18.7.2

Policies and procedures to monitor and ensure provider compliance with the Agreement (see Section
2.18.7.3)

Policies and procedures for a provider complaint system that ensure compliance with Section 2.18.8
FEA education and training plan and materials that ensure compliance with Section 2.18.9

Policies and procedures regarding member involvement with behavioral health services that ensure
compliance with Section 2.18.10

Appeal and complaint policies and procedures that ensure compliance with Section 2.19

Fraud and abuse policies and procedures that ensure compliance with Section 2.20

Report all confirmed or suspected fraud and abuse to the appropriate agency as required in Section 2.20.2
Fraud and abuse compliance plan (see Section 2.20.3)

A risk assessment annually and “as needed” (see Section 2.20.3.2.2)

TPL policies and procedures that ensure compliance with Section 2.21.4

Accounting policies and procedures that ensure compliance with Section 2.21.7

Proof of insurance coverage (see Section 2.21.8)

Executed agreement for audit accounts that contains the required language (see Section 2.21.11)

Claims management policies and procedures that ensure compliance with Section 2.22
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78. Internal claims dispute procedure (see Section 2.22.5)

79.  EOB policies and procedures to ensure compliance with Section 2.22.8

80. Systems policies and procedures, manuals, etc. to ensure compliance with Section 2.23 (see Section
2:23:10)

81. Proposed approach for remote access in accordance with Section 2.23.6.10

82. Information security plan as required by Section 2.23.6.11

83. Notification of Systems problems in accordance with Section 2.23.7

84. Systems Help Desk services in accordance with Section 2.23.8

85. Notification of changes to Systems in accordance with Section 2.23.9

86. Notification of changes to membership of behavioral health advisory committee and current membership
lists in accordance with Section 2.24.2

87. Notification of changes to membership of CHOICES Advisory Group and current membership lists in
accordance with Section 2.24.3

88. An abuse and neglect plan in accordance with Section 2.24.4

89. Medical record keeping policies and procedures that ensure compliance with Section 2.24.6

90. Subcontracts (see Section 2.26)

91. HIPAA policies and procedures that ensure compliance with Section 2.27

92. Notification of breach and provisional breach in accordance with Section 2.27

93.  Third (3rd) party certification of HIPAA transaction compliance in accordance with Section 2.27

94. Non-discrimination policies and procedures as required by Section 2.28

95. Names, resumes, and contact information of key staff as required by Section 2.29.1.2

96. Changes to key staff as required by Section 2.29.1.2

97. Staffing plan as required by Section 2.29.1.8

98.  Changes to location of staff from in-state to out-of-state as required by Section 2.29.1.9

99. Background check policies and procedures that ensure compliance with Section 2.29.2.1

100. List of officers and members of Board of Directors (see Section 2.29.3)

101.

Changes to officers and members of Board of Directors (see Section 2.29.3)
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102. Eligibility and Enrollment Data (see Section 2.30.2.1)
103. Monthly Enrollment/Capitation Payment Reconciliation Report (see Section 2.30.2.2)

104. Quarterly Member Enrollment/Capitation Payment Report (see Section 2.30.2.3)

105. Information on members (see Section 2.30.2.4)

106. Annual Community Outreach Plan (see Section 2.30.3)

107. Psychiatric Hospital/RTF Readmission Report (see Section 2.30.4.1)

108. Post-Discharge Services Report (see Section 2.30.4.2)

109. Behavioral Health Crisis Response Report (see Section 2.30.4.3)

110. TENNderCare Report (see Section 2.30.4.4)

111. Population Health Update Report (see Section 2.30.5.1)

112. Population Health Report (see Section 2.30.5.2)

113. Population Health Program Description (see Section 2.30.5.3)

114, Status of Transitioning CHOICES Member Report (see Section 2.30.6.2)

115. CHOICES Nursing Facility Diversion Activities Report (see Section 2.30.6.3)
116. CHOICES Nursing Facility to Community Transition Report (see Section 2.30.6.4)
117. CHOICES HCBS Late and Missed Visits Report (see Section 2.30.6.5)

118. CHOICES Consumer Direction of eligible CHOICES HCBS Report (see Section 2.30.6.6)
119. CHOICES Care Coordination Report (see Section 2.30.6.7)

120. Monthly CHOICES Caseload and Staffing Ratio Report (see Section 2.30.6.8)

121. Quarterly MFP Participants Report (see Section 2.30.6.9)

122. Members identified as potential pharmacy lock-in candidates (see Section 2.30.6.10)
123. Pharmacy Services Report (see Section 2.30.6.11)

124. Pharmacy Services Report, On Request (see Section 2.30.6.12)

125. Provider Enroliment File (see Section 2.30.8.1)

126. Provider Compliance with Access Requirements Report (see Section 2.30.8.2)
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139.

140.

141.

142.

143,

144.

145.

146.

147.

148.

149,

150.

I51.

152.

Amendment 13

PCP Assignment Report (see Section 2.30.8.3)

Report of Essential Hospital Services (see Section 2.30.8.4)

. Annual Plan for the Monitoring of Behavioral Health Appointment Timeliness (see Section 2.30.8.5)
. Quarterly Behavioral Health Appointment Timeliness Summary Report (see Section 2.30.8.6)

. CHOICES Qualified Workforce Strategies Report (see Section 2.30.8.7)

. FQHC Reports (see Section 2.30.8.8)

. Related Provider Payment Report (see Section 2.30.10.1)

. Check Run Summaries Report (see Section 2.30.10.2)

. Claims Data Extract Report (see Section 2.30.10.3)

. Reconciliation Payment Report (see Section 2.30.10.4)

. Administrative Services Only Invoice Report (See Section 2.30.10.5)

. UM program description, work plan, and evaluation (see Section 2.30.11.1)

Cost and Utilization Reports (see Section 2.30.11.2)

Cost and Utilization Summaries (see Section 2.30.11.3)

Identification of high-cost claimants (see Section 2.30.11.4)

CHOICES Utilization Report (see Section 2.30.11.5)

Referral Provider Listing and supporting materials (see Section 2.30.11.6)

Emergency Department Threshold Report (see Section 2.30.11.7)

QM/QI Program Description, Associated Work Plan and Annual Evaluation (see Section 2.30.12.1)
Report on Performance Improvement Projects (see Section 2.30.12.2)

NCQA Accreditation Report (see Section 2.30.12.3)

NCQA revaluation of accreditation status based on HEDIS scores (see Section 2.30.12.4)
Medicaid HEDIS measures marked as “Not Reported” (see Section 2.30.12.5)

Reports of Audited HEDIS Results (see Section 2.30.12.6)

Reports of Audited CAHPS Results (see Section 2.30.12.7)

CHOICES HCBS Critical Incidents Report (see Section 2.30.12.8)

59



Amendment 13

153. Behavioral Health Adverse Occurrences Report (see Section 2.30.12.9)

154. Member Services, Provider Services, and Utilization Management Phone Line Report (see Section
2.30.13.1.1)

}55.-24/7- Nurse-Triage-Line-Report-(see-Section-2.30.13.1.2)

156. ED Assistance Tracking Report (see Section 2.30.13.1.3)

157. Provider Satisfaction Survey Report (see Section 2.30.13.3)

158. CHOICES Provider Satisfaction Survey Report (see Section 2.30.13.4)

159. Member Complaints Report (see Section 2.30.14)

160. Fraud and Abuse Activities Report (see Section 2.30.15.1)

161. Policies in compliance with Section 1902(a)(68) of the Social Security Act (see Section 2.30.15.3)
162. Disclosure Submission Rate Report (see Section 2.30.15.4)

163. Program Integrity Exception List Report (see Section 2.30.15.5)

164. List of Involuntary Terminations Report (see Section 2.30.15.6)

165. Recovery and Cost Avoidance Report (see Section 2.30.16.1.1)

166. Other Insurance Report (see Section 2.30.16.1.2)

167. Medical Loss Ratio (MLR) Report (see Section 2.30.16.2.1)

168. Ownership and Financial Disclosure Report (see Section 2.30.16.2.2)

169. Annual audit plan (see Section 2.30.16.2.3)

170. Financial Plan and Projection of Operating Results Report (to TDCI) (see Section 2.30.16.3.1)

171. Comparison of Actual Revenues and Expenses to Budgeted Amounts Report (to TDCI) (see Section
2.30.16.3.2)

172. Annual Financial Report (to TDCI) (see Section 2.30.16.4.3)
173. Quarterly Financial Report (to TDCI) (see Section 2.30.16.3.4)
174. Audited Financial Statements (to TDCI) (see Section 2.30.16.3.5)
175. Claims Payment Accuracy Report (see Section 2.30.17.1)

176. EOB Report (see Section 2.30.17.2)
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Claims Activity Report (see Section 2.30.17.3)

CHOICES Cost Effective Alternatives Report (see Section 2.30.17.4)

Systems Refresh Plan (see Section 2.30.18.1)
Encounter-Data-Files-(see-Section-2.30.18.2)

Electronic version of claims paid reconciliation (see Section 2.30.18.3)
Encounter/MLR Reconciliation Report (see Section 2.30.18.4)

Information and/or data to support encounter data submission (see Section 2.30.18.5)
Systems Availability and Performance Report (see Section 2.30.18.6)

Business Continuity and Disaster Recovery Plan (see Section 2.30.18.7)

Reports on the Activities of the CONTRACTOR’s Behavioral Health Advisory Committee (see Section
2.30.19.1)

Report on the Activities of the CONTRACTOR’s CHOICES Advisory Group (see Section 2.30.19.2)
Subcontracted claims processing report (see Section 2.30.20.1)
HIPAA/HITECH Report (Privacy/Security Incident Report) (see Section 2.30.21)

Non-discrimination policy (see Section 2.30.22.1)

Non-Discrimination Compliance Plan and Assurance of Non-Discrimination (see Section 2.30.22.2)

Non-Discrimination Compliance Report (see Section 2.30.22.3)

. Disclosure of conflict of interest (see Section 2.30.23.1)

Attestation Re: Personnel Used in Contract Performance (see Section 2.30.23.2)

Provider reimbursement rates for services incurred prior to the start date of operations in accordance with
Section 3.7.1.2.1

Return of funds in accordance with Section 3.15.5
Termination plan in accordance with Section 4.4.8.2.8

Policies and procedures for delivering NEMT services, including an operating procedures manual, as
provided in Section A.1 of Attachment X1

NEMT Reports (see Section A.19 of Attachment XI)
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A.13

99.

A4.2

100.

A.4.6

Amendment 13

Section A.1 of Attachment XI shall be amended by adding a new Section A.1.3 as follows:

The CONTRACTOR shall develop and submit to the Bureau of TennCare for approval, a policy
addressing No-Shows which limits the amount of trips a member can take when the CONTRACTOR has
determined that the member has missed scheduled trips for NEMT services for a designated number of
trips. Upon the approval of these policies by the Office of Contract Compliance, the CONTRACTOR
shall assure-all policies are implemented-and followed by their NEMT brokers and their providers

Section A.3.1 of Attachment XI shall be amended by adding additional language to the end
of the existing text as follows:

Members or their representatives shall be allowed to make requests for NEMT services on behalf of
members. For DCS enrollees (as defined in Exhibit A of this Attachment), representatives include the
member’s DCS liaison, foster parent, adoptive parent, or provider. For members enrolled in an HCBS
waiver for persons with Intellectual Disabilities, the member’s Independent Support Coordinator/Case
Manager or the member’s residential or day services provider may make requests for NEMT services,
even when the member’s residential or day services provider is also a the contract provider that will
deliver the NEMT services to the member.

Section A.4.2 of Attachment XI shall be deleted and replaced as follows:

Verifying Eligibility for NEMT Services

A4.2.1 The CONTRACTOR shall screen all requests for NEMT services to confirm each of the
following items:

A422 That the person for whom the transportation is being requested is a TennCare enrollee and
enrolled in the CONTRACTOR’s MCO;

A423 That the service for which NEMT service is requested is a TennCare covered service (as
defined in Exhibit A of this Attachment);

Ad24 That the enrollee is eligible in accordance with policies and procedures approved by the
Office of Contract Compliance regarding No-Shows; and

A425 That the transportation is a covered NEMT service (see Section 2.6.1.3 of the Agreement).
Section A.4.6 of Attachment XI shall be deleted and replaced as follows:

Validating Requests

A4d.6.1 The CONTRACTOR shall conduct random pre-transportation validation checks prior to
approving the request in order to prevent fraud and abuse. The amount validated shall be two
percent (2%) of NEMT scheduled trips per month.

A4.6.2 The CONTRACTOR may verify the need for an urgent trip with the provider prior to
approving the trip.

A.4.63 If requested by TENNCARE, the CONTRACTOR shall conduct pre-transportation validation
checks of trips requested by specified members and/or to specific services or providers.
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A.4.64 Focus of the Pre-Validations shall be, but may not be limited to, members who utilize NEMT
services frequently but do not have standing orders as well as members who routinely do not
adhere to the seventy-two (72) hour notice requirement.

A4.65 All pre-transportation validation checks shall be conducted within the timeframes specified in
Section A.5.1.4 of this Attachment

101.

102.

AS3

103.

AS4

104.

Section A.5.1 of Attachment XI shall be amended by adding a new Section A.5.1.2 as
follows and renumbering the remaining Section accordingly, including any references

thereto.

AS5.1.2 After approving a NEMT service to be provided by a NEMT provider (i.e., not fixed route),
the CONTRACTOR shall schedule and assign the trip to an appropriate NEMT provider (see
A.5.3 for persons enrolled in an HCBS waiver for persons with Intellectual Disabilities).

Section A.5.3 of Attachment XI shall be deleted and replaced as follows:

Choice of NEMT Provider

Except for persons enrolled in an HCBS waiver for persons with Intellectual Disabilities, the
CONTRACTOR is not required to use a particular NEMT provider or driver requested by the member.
However, the CONTRACTOR may accommodate a member’s request to have or not have a specific
NEMT provider or driver. If an HCBS waiver participant’s residential or day services waiver provider is
enrolled with the CONTRACTOR as an NEMT provider (pursuant to A.12.5), the CONTRACTOR
shall permit the residential or day services waiver provider to provide medically necessary, covered
NEMT services for waiver participants receiving HCBD ID waiver services from the provider, so long as
the provider is able to provide the appropriate mode and level of service in a timely manner.

Section A.5.4 of Attachment XI shall be deleted and replaced as follows:

Notifying Members of Arrangements

If possible, the CONTRACTOR shall inform the member of the transportation arrangements (see below)
during the phone call requesting the NEMT service. Otherwise, the CONTRACTOR shall obtain the
member’s preferred method (e.g.. phone call, email, fax) and time of contact, and the CONTRACTOR
shall notify the member of the transportation arrangements (see below) as soon as the arrangements are in
place (within the timeframe specified in Section A.5.1.4 of this Attachment) and prior to the date of the
NEMT service. Responsibility of determining whether transportation arrangements have been made shall
not be delegated to the member. Information about transportation arrangements shall include but not be
limited to the name and telephone number of the NEMT provider, the scheduled time and address of pick-
up, and the name and address of the provider to whom the member seeks transport.

Section A.5.5.1 of Attachment XI shall be amended by adding a new sentence to the end of
the existing language as follows:

AS.5.] The CONTRACTOR shall provide a trip manifest to the NEMT provider of all new trips
requested prior to 5 p.m. on the same business day.
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Section A.5.5.4 of Attachment XI shall be amended by deleting the word “or” and
replacing it with the word “and” as follows:

AS554 If the CONTRACTOR notifies a NEMT provider of a trip assignment after the timeframe
specified in Section A.5.5.1, the CONTRACTOR shall also contact the NEMT provider by
telephone and electronically to confirm that the trip will be accepted.

106.

AL

107.

108.

A1

109.

Section A.5.7 of Attachment XI shall be amended by adding a new second sentence in the
middle of existing language as follows:

Urgent Trips

For urgent trips (as defined in Exhibit A of this Attachment), the CONTRACTOR shall contact an
appropriate NEMT provider so that pick-up occurs within three (3) hours after the CONTRACTOR was
notified when the pick-up address is in an urban area and four (4) hours after the CONTRACTOR was
notified when the pick-up address is in a non-urban area. Trip mileage does not determine if a trip is
urban or non-urban. As provided in Section A.4.6.2 of this Agreement, the CONTRACTOR may verify
the need for an urgent trip. Failure to comply with requirements regarding urgent trips may result in
liquidated damages as provided in Section 4.20.2 of the Agreement, Section A.20 of this Attachment,
and/or Exhibit F of this Attachment.

Section A.5.10.1.2 of Attachment XI shall be amended by deleting and replacing the word
“category” with the word “level”.

Section A.7.1 of Attachment XI shall be amended by adding additional language to the end
of the existing text as follows:

The CONTRACTOR shail ensure that all vehicles meet or exceed applicable federal, state, and local
requirements and manufacturer’s safety, mechanical, operating, and maintenance standards while
maintaining proof of compliance as to allow for unscheduled file audits.

Section A.8.2.1 of Attachment XI shall be amended by adding a new sentence to the end of
the existing text as follows:

A8.2.1 The CONTRACTOR shall ensure that all drivers receive appropriate training prior to
providing services under the Agreement and annually thereafter. This shall include a
minimum of thirty-two (32) hours of training prior to providing services under the Agreement
and a minimum of fifteen (15) hours of annual training. Proof of all required training shall be
maintained as to allow for unscheduled file audits.
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Section A.8.3.6 through A.8.3.8 and Section A.8.3.11 of Attachment XI shall be deleted and
replaced as follows:

A83.6

The CONTRACTOR shall ensure that all drivers pass a physical examination prior to
providing services under the Agreement and have additional physical examinations as
necessary to ensure that a driver is qualified to drive a passenger vehicle (e.g., if the driver
has-a heart attack or stroke). The physical examination shall be at least as extensive as the

A.83.7

A.83.8

A.8.3.11

TS - 1oarv

medical examination required by the United States Department of Transportation’s Federal
Motor Cartier Safety Administration (FMCSA) for commercial drivers. Proof of exams shall
be maintained in the driver file as to allow for unscheduled file audits.

The CONTRACTOR shall ensure that all drivers pass a drug test prior to providing services
under the Agreement. In addition, the CONTRACTOR shall ensure that an alcohol or drug
test is conducted when a trained supervisor/employer of a driver has reasonable suspicion to
believe that the driver has violated the CONTRACTOR’s policies and procedures regarding
use of alcohol and/or controlled substances, that random drug and alcohol tests are conducted,
and that post accident drug and alcohol testing is conducted. Each driver must have at least
one (1) random drug and alcohol test per year. The CONTRACTOR’s policies and
procedures for drug and alcohol testing shall, at a minimum, meet the FMCSA’s alcohol and
drug testing requirements for motor carriers. Results of drug and alcohol testing shall be
maintained in the driver’s file as to allow for unscheduled file audits.

The CONTRACTOR shall ensure that criminal background checks pursuant to TCA 38-6-
109 as well as national criminal background checks are conducted for all drivers prior to
providing services under the Agreement and every five years thereafter. In addition, the
CONTRACTOR shall ensure that random national criminal background checks are
conducted. The CONTRACTOR shall develop a list of disqualifying criminal offenses, which
at a minimum shall include the permanent and interim disqualifying criminal offenses that
apply to applicants for a hazardous materials endorsement in Tennessee. Drivers that have
been convicted or found not guilty by reason of insanity of any of the disqualifying criminal
offenses shall not provide services under the Agreement. Results of background checks shall
be maintained in the drivers file as to allow for unscheduled file audits.

The CONTRACTOR shall verify that drivers are not listed on the Tennessee Sexual Offender
Registry or the equivalent registry in the state of the driver’s residence prior to providing
services under the Agreement and every year thereafter. This is in addition to the criminal
background check and results shall be maintained in the driver’s file as to allow for
unscheduled file audits.
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A93

115.

A%4

116.
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Section A.8.3.12 of Attachment XI shall be amended by adding the phrase “and annually
thereafter” and Section A.8.3.12.5 shall be amended by deleting and replacing the phrase
“thirty six (36)” with “twelve (12)” as follows:

A.8.3.12 The CONTRACTOR shall ensure that drivers pass a national driver license background
check prior to providing services under the Agreement and annually thereafter. This initial
national-driver license background- check shall;-at-a-minimum, show the following:

A.8.3.12.5 Conviction for no more than two (2) minor moving traffic violations such as speeding, failure
to stop, or improper operation of a motor vehicle within the previous twelve (12) months;

Section A.8.3.13 through A.8.3.13.6 of Attachment XI shall be deleted in its entirety and the
remaining Section shall be renumbered as appropriate, including any references thereto.

The renumbered Section A.8.3 of Attachment XI shall be amended by adding a new
Section A.8.3.17 as follows:

A.8.3.17  Proof of compliance of each driver requirement shall be maintained in the driver file as to
allow for unscheduled file audits.

Section A.9.3 of Attachment XI shall be deleted and replaced as follows:

Between the hours of 7:00 PM and 5:00 AM in the time zone applicable to the Grand Region served by
the CONTRACTOR (for example, in Middle, the applicable time zone shall be Central Time), the
CONTRACTOR may use alternative arrangements to handle NEMT calls so long as there is no additional
burden on the caller (e.g., the caller is not required to call a different number or to make a second call),
and the call is promptly returned by the CONTRACTOR.

Section A.9.4 of Attachment XI shall be amended by adding new language to the end of the
existing text as follows:

For hours that the CONTRACTOR is using alternative arrangements to handle NEMT calls (see Section
A.9.3 of this Attachment), the CONTRACTOR shall provide an afterhours message in, at a minimumn,
English and Spanish instructing the caller how to access the alternative arrangement (not requiring a
second call) and also offering the caller the opportunity to leave a message utilizing a process in which all
messages are returned within (3) three hours and efforts continue until the member is reached provided
that the message left by the enrollee is discernible and includes a valid phone number in which the
enrollee can be contacted. All efforts made to reach a member who has left a message shall be
documented in order to demonstrate compliance with this requirement.

Section A.9.7 of Attachment XI shall be amended by deleting A.9.7.1 in its entirey and
renumbering the remaining Section accordingly, including any references thereto and the
renumbered Section A.9.7.1 shall be amended by deleting and replacing the phrase “ninety
percent (90%)” with “eighty-five percent (85%)”.
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A98

118.

A9.12

119.

A9.14

120.

A.10.2

121.

Amendment 13

Section A.9.8 of Attachment XI shall be amended by adding additional language to the end
of existing text as follows:

It a NEMT call cannot be answered by a live voice within thirty (30) seconds, the CONTRACTOR shall
provide a message in, at a minimum, English and Spanish advising the caller that the call will not be
answered promptly and offering the caller the opportunity to leave a message. If the message requests the
CONTRACTOR to-return-the-call; the-CONTRACTOR-shall-promptly-return-the-calt-within-three-(3)
hours and continue the effort until the member is reached provided that the message left by the enrollee is
discernible and includes a valid phone number in which the enrollee can be contacted. All efforts made to
reach a member who has left a message shall be documented in order to demonstrate compliance with this
requirement.

Section A.9.12 of Attachment XI shall be amended by inserting the word “healthcare” in
between the words “provider” and “queue” as follows:

The CONTRACTOR shall route incoming calls to the NEMT Call Center to, at minimum, an English-
speaking member queue, a Spanish-speaking member queue, a NEMT provider queue, and a provider
healthcare queue.

Sections A.9.14 of Attachment XI shall be amended by adding the word “healthcare” in
front of the word “providers” as follows:

The CONTRACTOR shall develop NEMT Call Center scripts for calls requesting NEMT services that
include a sequence of questions and criteria that the NEMT Call Center representatives shall use to
determine the member’s eligibility for NEMT services, the appropriate mode of transportation, the
purpose of the trip and all other pertinent information relating to the trip (see Section A.4 of this
Attachment). The CONTRACTOR may develop additional scripts for other types of NEMT calls from
members, healthcare providers, and NEMT providers. Any script for use with an enrollee shall be written
at the sixth (6™) grade reading level and must be prior approved in writing by TENNCARE.

Section A.10.2 shall be deleted and replaced as follows:

The materials shall include, but not be limited to, information regarding eligibility for NEMT services,
what services are covered/not covered, and how to request NEMT services, including the number to call,
applicable timeframes, the approval and scheduling process, the use of fixed route, Standing Orders, and
No-Show policies.

Section A.12.5 of Attachment XI shall be deleted and replaced as follows:

A.12.5 Notwithstanding an adequate network of providers or anything in this Agreement to the contrary,
the CONTRACTOR shall provide Department of Intellectual and Developmental Disabilities (DIDD)
residential and day service waiver providers the opportunity to become a NEMT provider if the provider
is qualified to provide DIDD 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 DIDD 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 DIDD
waiver. The CONTRACTOR shall reimburse these providers in accordance with rates paid to other
NEMT providers for the provision of NEMT services.
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Section A.13.3 of Attachment XI shall be amended by adding a new Section A.13.3.9 as
follows:

A.13.3.9  Require the NEMT provider to comply with all of the CONTRACTOR’s NEMT policies and
procedures, including but not limited to those policies regarding No-Shows.

123.

A135

124.

125.

126.

A19

A.19.1

Section A.13 of Attachment XI shall be amended by adding a new Section A.13.5 and
renumbering the remaining Section accordingly, including any references thereto.

The CONTRACTOR shall develop and implement, subject to prior approval by TENNCARE, a template
provider agreement specifically for DIDD waiver residential or day services provider which reflects only
those NEMT requirements that are applicable to such providers, as may be further clarified by

TENNCARE in policy or protocol.
Section A.14.3.1 of Attachment XI shall be deleted and replaced as follows:

A.143.1  The CONTRACTOR shall conduct post validation checks by matching NEMT billed claims
to Healthcare provider billed claims validating two percent (2%) of NEMT claims received in
a month and if the CONTRACTOR determines that transportation for a particular member
was not to a TennCare covered service, the CONTRACTOR validates the next three (3)
requests for that member before approving the requested trip (see Section A.4.6 of this
Attachment)). If the CONTRACTOR suspects fraud or abuse, it shall comply with the fraud
and abuse requirements of the Agreement.

Section A.17.6.1 of Attachment XI shall be deleted and replaced in its entirety.

A.17.6.1  The CONTRACTOR shall conduct a comprehensive inspection of all NEMT providers’
vehicles prior to the implementation of NEMT requirements in this Attachment. Thereafter,
the CONTRACTOR shall conduct a comprehensive inspection of all vehicles at least
annually. The CONTRACTOR is not required to inspect fixed route vehicles, invalid
vehicles, ambulances, DIDD residential or day services providers enrolled to provide NEMT
for the waiver participants they serve, or vehicles for NEMT providers with which the
CONTRACTOR does not have a provider agreement (see Section A.13.2 of this Attachment).

Section A.19 of Attachment XI shall be deleted and replaced as follows:

NEMT REPORTING

Approval and Utilization Reports

A.19.1.1  Approval Report. The CONTRACTOR shall submit a quarterly approval report that
summarizes transportation requested, approved, modified and denied, including the
modification and denial reason. The report shall provide this information by month and mode

of transportation.

A.19.1.2  Pick-up and Delivery Standards Report. The CONTRACTOR shall submit a monthly report
that documents the number of pick-ups that were late by a NEMT provider, and drop-offs
where the member either missed or was late to an appointment and provides the average
amount of time that the pick-ups or drop-offs were late.
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A193

A.19.4

Amendment 13

A19.13

Utilization Report. The CONTRACTOR shall submit a monthly utilization report that
provides a summary of information on NEMT services provided to members. The report shall
include, at minimum, by mode of transportation: the number of trips, number of unduplicated
members, and number of miles.

NEMT Call Center Reports

A19.2.1

A.192.2

The CONTRACTOR shall submit a monthly report that provides a summary and detail
statistics on the NEMT Call Center telephone lines/queues and includes calls received, calls
answered, total calls received during regular business hours and total calls received after
business hours.

The CONTRACTOR shall submit a monthly report listing the name, position title and the
identification code for all members of the call center staff.

NEMT Provider Enroliment File

The CONTRACTOR’s monthly provider enrollment file shall include NEMT providers. In addition, the
CONTRACTOR shall provide the following information to TENNCARE within timeframes described

below:

A.19.3.1

A.193.2

A.1933

Driver Roster. The CONTRACTOR shall provide a monthly driver roster for each NEMT
provider that includes, at minimum: the driver’s name, license number, and social security
number.

Vehicle Listing. The CONTRACTOR shall provide a monthly vehicle listing for each NEMT
provider that includes, at minimum: the type of vehicle and the vehicle’s manufacturer,
model, model year, and vehicle identification number.

NEMT Provider Listing. The CONTRACTOR shall provide a monthly provider listing,
identifying the providers utilized during the reporting period listing the name, whether the
provider is a participating or non-participating provider, mode of transportation and the
county and state of the pick-up location. This report shall give the number of participating
and non-participating providers as well as a grand total of all NEMT providers.

NEMT Claims Management Reports

A.19.4.1

The CONTRACTOR shall submit a monthly NEMT prompt payment report. The report shall
include the number and percentage of clean NEMT claims that are processed within thirty
(30) calendar days of receipt, the number and percentage of NEMT claims that are processed
within sixty (60) calendar days of receipt, the number and percentage of NEMT claims and
the dollar value and percentage of dollars associated with claims that are processed within the
timeframes specified by TENNCARE (e.g., fifteen (15) days, thirty (30) days, etc.), and the
average time (number of days) that it takes to process NEMT claims.
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A.194.2

The CONTRACTOR shall submit a monthly NEMT claims payment accuracy report. The
report shall be based on an audit conducted by the CONTRACTOR in accordance with
Section 2.22.6 of the Agreement using a random sample of ail “processed or paid” NEMT
claims. The report shall include the number and percentage of NEMT claims that are paid
accurately for each month.

NEMT Quality-Assurance-and-Monitoring Reports

A19.5.1

A1652

A1953

A1954

A.19.5.4.1

A19.5.4.2

A.19.5.5

A.19.5.6

A19.5.6.1

A19.56.2

A195.63

Member NEMT Complaint Report. The CONTRACTOR shall submit a monthly member
complaints report (see Section 1 of the Agreement for the definition of complaint, which
includes both written and verbal statements) that details the date which the complaint was
reported, the date the issue occurred, who reported the complaint, the members name,
transportation provider, complaint details, date of resolution and detail of the resolution. This
report shall detail complaints received about the NEMT provider.

NEMT Provider Complaint Report. The CONTRACTOR shall submit a monthly
NEMT provider complaints report that details the number of verbal and written
complaints from the transportation provider about a member.

NEMT Quality Assurance Plan. As part of its annual QM/QI reporting required by the
Agreement, the CONTRACTOR shall submit an annual NEMT quality assurance plan (see
Section A.17.1 of this Attachment).

NEMT Validation Checks.

The CONTRACTOR shall submit a quarterly report summarizing the pre-transportation
validation checks (see Section A.4.6 of this Attachment) conducted by the CONTRACTOR..

The CONTRACTOR shall submit a quarterly report summarizing the post-transportation
validation checks (see Section A.14.3 of this Attachment) conducted by the

CONTRACTOR..

Post-Payment Review Report. The CONTRACTOR shall submit an annual report
summarizing the methods and findings for the post-payment review (see Section A.17.1.2.2
of this Attachment) and identifying opportunities for improvement.

Accidents and Incidents.

Immediately upon the CONTRACTOR or the subcontracted vendor becoming aware of any
accident resulting in driver or passenger injury or fatality or incidents involving abuse or
alleged abuse by the driver that occurs while providing services under the Agreement, the
CONTRACTOR shall notify TENNCARE. The CONTRACTOR shall submit a written
accident/incident report within five (5) business days of the accident/incident and shall
cooperate in any related investigation. A police report shall be included in the
accident/incident report or provided as soon as possible.

The CONTRACTOR shall submit a monthly report of all accidents, moving traffic violations,
and incidents.

Failure by the CONTRACTOR to comply with Section A.19.5.6 shall result in the
application of liquidated damages as described in Exhibit F.
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A.19.5.7  Monitoring Plan.

A.19.5.7.1 The CONTRACTOR shall submit an annual NEMT provider monitoring plan (see Section
A.17.3 of this Attachment).

A.19.5.7.2 The CONTRACTOR shall submit an annual report summarizing its monitoring activities, the
findings, corrective actions, and improvements for NEMT services provided under the
Agreement.

A.19.5.8  Satisfaction Survey Report. The CONTRACTOR shall submit a report (three months after the
initial survey period and then annually) summarizing the member survey methods and
findings and identifying opportunities for improvement.

Exhibit A of Attachment XI shall be amended by adding a new sentence to the end of the
renumbered Item 18 and adding new Definitions for the terms “Urban Trip” and Non-
Urban Trip” as follows:

10. Non-Urban Trip: Covered NEMT service not within a city and considered less populated, (rural as
described by the US Census Bureau).

17. Urban Trip: Covered NEMT service within a city or a more populated area (not rural as described
by the US Census Bureau)

18. Urgent Trip: Covered NEMT services required for an unscheduled episodic situation in which there
is no immediate threat to life or limb but the enrollee must be seen on the day of the request (can be
one (1) or multiple trip legs). A hospital as well as a Crisis Stabilization Unit discharge shall be an
urgent trip.

The PERFORMANCE STANDARD/LIQUIDATED DAMAGE Chart in Exhibit F of

Attachment XI shall be deleted and replaced as follows:

No. PERFORMANCE STANDARD LIQUIDATED DAMAGE

1 Ensure that members receive the appropriate $500 per deficiency

level of service (see Section A.4.4 of this
Attachment)
2 Comply with the approval and scheduling $1,000 per deficiency
timeframes (see Section A.5.1.3 of this
Attachment)
3 Comply with requirements regarding urgent $1500 per deficiency

trips (see Section A.5.7 of this Attachment)

4 Comply with pick-up and delivery standards $500 per deficiency

(see Section A.6 of this Attachment)

71



Amendment 13

PERFORMANCE STANDARD

LIQUIDATED DAMAGE

wh

Comply with vehicle standards (see Section

A.7 of this Attachment)

$1,000 per calendar day per vehicle that
is not in compliance with ADA
requirements

$1.000 pervehicle that is-allowed-into

dydvd-per-vemete-th

service without an inspection in
accordance with the requirements of the
Agreement

$2,500 per calendar day per vehicle that
is not in compliance with a vehicle
standard that would endanger health or
safety for vehicle occupants

$500 per calendar day per vehicle that
is not in compliance with a vehicle
standard that creates passenger
discomfort or inconvenience

$100 per calendar day per vehicle that
is not in compliance with an
administrative vehicle standard

Comply with driver training requirements

and driver standards (see Section A.8 of this

Attachment)

$2.500 per calendar day per driver for
each calendar day that a driver is not in
compliance with the driver standards

85% of all calls to the NEMT Call Center
are answered by a live voice within thirty
(30) seconds (see Section A.9 of this
Attachment)

For the first deficiency: $5,000 for each
full percentage point below 85% per
month per line/queue

For the second deficiency: $10,000 for
each full percentage point below 85%
per month per line/queue

For the third and subsequent
deficiencies: $15,000 for each full
percentage point below 85% per month
per line/queue

Less than 5% of calls to the NEMT Call
Center are abandoned (see Section A.9 of
this Attachment)

For the first deficiency: $5,000 for
each full percentage point above 5% per
month per line/queue

For the second deficiency: $10,000 for
each full percentage point above 5% per
month per line/queue

For the third and subsequent
deficiencies: $15,000 for each full
percentage point above 5% per month
per line/queue
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No. PERFORMANCE STANDARD LIQUIDATED DAMAGE

9 Average hold time for calls to the NEMT For the first deficiency: $5,000 for each
Call Center is no more than 3 minutes (see 10 seconds over 3 minutes per month
Section A.9 of this Attachment) per line/queue

For the second deficiency: $10,000 for
each-10-seconds-over-3-minutes.per
month per line/queue

For the third and subsequent
deficiencies: $15,000 for each 10
seconds over 3 minutes per month per
line/queue

10 Process 90% of clean NEMT claims within $10,000 for each month determined not
thirty (30) calendar days of the receipt of to be in compliance
the claim and process 99.5% of claims
within sixty (60) calendar of receipt (see
Section A.15.3 and Section A.15.4 of this
Attachment)

11 97% of NEMT claims are paid accurately $5,000 for each full percentage point
upon initial submission (see Section A.15.5 accuracy is below 97% for each quarter
of this Attachment)

12 Failure by the CONTRACTOR to notify $1000 per occurrence

TENNCARE of an Accident/Incident in
accordance with Section A.19.5.6 of this
Attachment
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129. Attachment XII shall be amended by deleting and replacing EXHIBIT G and adding a new

EXHIBIT H as follows:
EXHIBIT G
CAPITATION RATES
MIDDLE
UnitedHealthCare
EFFECTIVE July 1, 2011
Per Member
Aid Category Age Group Per Month

Medicaid (TANF & Related) Age Under 1 $ 58021
And Age 1-13 $ 9679
Standard Spend Down Age 14 - 20 Female $ 23727

Age 14 - 20 Male $ 144.69

Age 21 - 44 Female $ 399.51

Age 21 - 44 Male $ 251.34

Age 45— 64 $ 41883

Age 65+ $ 484.02
Uninsured/Uninsurable Age Under 1 $ 579.73

Age1-13 $ 87.13

Age 14 - 19 Female $ 12142

Age 14— 19 Male $ 127.39
Disabled Age <21 $ 137426

Age 21+ $ 996.91
Duals/Waiver Duals All Ages $ 21865
CHOICES Rate CHOICES Duals $ 4,077.79

CHOICES Non-Duals $ 5,667.52
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EXHIBITH
CAPITATION RATES
MIDDLE
UnitedHealthCare
EFFECTIVE January 1, 2012
Per Member
Aid Category Age Group Per Month

Medicaid (TANF & Related) Age Under | $ 578.51
And Age1-13 $ 96.35
Standard Spend Down Age 14 - 20 Female $ 23593

Age 14 - 20 Male $ 14393

Age 21 - 44 Female $ 397.23

Age 21 - 44 Male $ 250.00

Age 4564 $ 416.37

Age 65+ $ 48223
Uninsured/Uninsurable Age Under 1 $ 578.03

Agel-13 $ 86.69

Age 14 - 19 Female $ 12059

Age 14 — 19 Male $ 126.84
Disabled Age <21 $ 1,365.38

Age 21 + $ 990.79
Duals/Waiver Duals All Ages $ 21596
CHOICES Rate CHOICES Duals $ 3,991.51

CHOICES Non-Duals $ 557898
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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 effective date, for
purposes of the provisions contained herein, this Amendment shall become effective January 1, 2013.

The State is not bound by this Amendment until it is signed by the contract parties and approved by appropriate
officials in accordance with applicable Tennessee laws and regulations (depending upon the specifics of this

contract, said officials may include; but are not limited to; the Commissioner of Finance and-Administration; the
Commissioner of Human Resources, and the Comptroller of the Treasury).

The CONTRACTOR, by signature of this Amendment, hereby affirms that this Amendment has not been altered
and therefore represents the identical document that was sent to the CONTRACTOR by TENNCARE.

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

STATE OF TENNESSEE
DEPARTMENT OF FINANCE UNITEDHEALTHCARE PLAN OF THE
AND ADMINISTRATION RIVER VALLE -y ,
g’f s é {

ov: Mk Abtes/os BY: vy

Mark Emkes Scott A. Bowers

Commissioner Chief Executive Officer, TennCare
DATE: 12 /17 /2017 DATE:  |7.-1%-\2%
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GENERAL ASSEMBLY OF THE STATE OF TENNESSEE
FISCAL REVIEW COMMITTEE

320 Sixth Avenue, North — 8t Floor
NASHVILLE, TENNESSEE 37243-0057
615-741-2564

Sen. Bill Ketron, Chairman Rep. Curtis Johnson, Vice-Chairman
Senators Representatives
Douglas Henry Reginald Tate Tommie Brown David Shepard
Brian Kelsey Ken Yager Jim Coley Tony Shipley
Eric Stewart Charles Curtiss Curry Todd
Randy McNally, ex officio Johnny Shaw Mark White
Lt. Governor Ron Ramsey, ex officio Charles Sargent, ex officio

Speaker Beth Harwell, ex officio

MEMORANDUM

TO: The Honorable Mark Emkes, Commissioner
Department of Finance and Administration

FROM: Senator Bill Ketron, Chairman y
Representative Curtis Johnson, Vice-Chair

DATE: June 7, 2012

SUBJECT: Contract Comments

(Fiscal Review Committee Meeting 6/4/12)

RFS# 318.66-051 (Edison # 29634)

Department: Finance and Administration/Bureau of TennCare

Vendor: UnitedHealthCare Plan of the River Valley, Inc.

Summary: The vendor is responsible for physical and behavioral health
services for TennCare enrollees in the Middle Tennessee region. The
proposed amendment adds requirements regarding the implementation
and operation of CHOICES 3; adds reporting and Program Integrity
language; and adds subcontract requirements.

Current maximum liability: $5,324,361,376

Proposed maximum liability: $5,324,361,376

After review, the Fiscal Review Committee voted to recommend approval of the
contract amendment.

cc: The Honorable Darin Gordon, Deputy Commissioner
Ms. Jessica Robertson, Chief Procurement Officer



STATE OF TENNESSEE
DEPARTMENT OF FINANCE AND ADMINISTRATION
DiVISION OF HEALTH CARE FINANCE AND ADMINISTRATION

BUREALU OF TENNCARE
310 Great Circle Road
NASHVILLE, TENNESSEE 37243

April 27, 2012

Lucian Geise, Director

Fiscal Review Committee

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

Attention: Ms. Leni Chick

RE:  Bureau of TennCare Managed Care Organization Contract Amendments {7)
Keystone Peer Review, Inc. (KePro) Amendment #3
Public Consulting Group, inc., Amendment #2

Dear Mr. Geise:

The Department of Finance and Administration, Bureau of TennCare, is submitting for
censideration by the Fiscal Review Committee the following Managed Care Organization (MCO)
amendments. The managed care contracts provide medical and behavioral health services to
TennCare enrollees. The proposed amendment provides requirements for the Contractor
regarding: (1) the implementation and operation of CHOICES Group 3, the portion of the
CHOICES program that extends limited Home and Community Based Services (HCBS) benefits
to individuals at risk of nursing facility placement. CHOICES Group 3 was not implemented with
CHOICES Groups 1 and 2 due to the Maintenance of Effort (MOE) requirements included in the
Affordable Care Act. Since that time, CMS and the State have identified a strategy that allows
the State to implement CHOICES Group 3 and be in compliance with the MOE requirements unti
they expire on January 1, 2014; (2) language to clarify that Quality Management/Quality
Improvement reporting must be specific to TennCare and not combined with other state or
commercial programs; (3) Program Integrity (P} language to clarify Pl Investigators be
designated by plan; (4) Social Security Administration (SSA) Data Security language added in
accordance with our agreement with SSA, and (5) Subcontract termination requirements added to
provide an MCO with an avenue to discontinue an agreement with a company when it is in the
best interest of TennCare and its enrollees. These amendments do not represent an increase

in contract funding.

Volunteer State Heaith Plan (TennCare Select) FA-02-14632-28
AMERIGROUP Tennessee, Inc. EA-07-16936-12
UnitedHealthCare Plan of the River Valley, Inc. FA-O?-1693?-12/
UnitedHealthCare Plan of the River Valley, Inc FA-08-24579-09
{West Region}

Volunteer State Health Plan FA-08-24978-09

(West Region)



Lucian Geise, Director

April 27, 2012

Page 2
UnitedHealthCare Plan of the River Valley, inc. FA-08-24984-09
(East Region)
Volunteer State Heaith Plan FA-08-24983-09
(East Region)

Additionally, we are submitting amendment #3 to the existing contract with Keystone Peer
Review, Inc. KePro is the competitively procured contract for the provision of TennCare's
recipient appeals process and is being amended to extend the term for an additional four (4)

constitutional due process for TennCare recipients as well as complies with applicable state and
federal laws. The Bureau of TennCare has prepared an RFP o compeltitively identify a

appropriate language in the new RF P. The rates that were submitted by KePro in their original
Cost Proposal witl still be in effect for this short term extension.

Finally, we are submitting  amendment #2 to Public Consulting Group, Inc. The State is
amending this competitively-procured contract to provide additional funding for policy and
operational consuiting services regarding health insurance exchanges and for making
evidence-based recommendations to the State, The State has received additional planning
funds to analyze evolving federal guidance regarding the exchange marketplaces.
Because of the continuing policy changes at the federal level and the magnitude of the
market impacts in Tennessee, we sought additional planning funds (which we were
awarded in November, 2011 and February, 2012), and we now need the corresponding
technical assistance to analyze the emerging issues in the market and revise our
recommendations if and as appropriate.

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

Sincerely, -
7 %

&-.Eé S

Caséy— ungan "--\_\_.\B

Chief Financiai Officer

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



Supplemental Documentation Required for

I"iscal Review Committee

*Contact Name: | Casey Dungan “Contact | 15 557 6ugo
' Phone:
*Original Contract ; FA-07-16937-00 *Original RFS | 318.66-051
Number: Number:
. Edison RFS
Edison Contract
Number: (f applicable) | > 0> Number: 7| NiA
*01-1g1n§ég?gn5§2 August 15, 2006 *C“rreng‘;i‘e‘{ December 31, 2014
Current Request Amendment Number; 12
(if applicable)
Proposed Amendment Effective Date: July 1, 2012
(if applicable) ’
*Department Submitting: | Department of Finance and Administration
*Division; | Bureau of TennCare
*Date Submitted: | April 30, 2012
*Submitted Within Sixty (60) days: | Yes
If not, explain: | NA

" *Contract Vendor Name:

UnitedHealthCare Plan of the River Valley,
Inc. (Middle Region)

*Current Maximum Liability:

$5,324,361,376.00

*Current Contract Allocation by Fiscal Year:

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

FY:2007 FY:2008 FY:2009 FY:2010 FY2011 FY 2012
$174,870,888 $699,483,674 "$699,483,574 $782,905,835 | $989,205,835 | $989,205,835.00
FY: 2013
$989,206,835.00
*Current Total Expenditures by Fiscal Year of Contract;
(attach backup documentation from STARS or FDAS report

FY: 2010 FY 2011 FY 2012

FY: 2007 FY: 2008 FY: 2009

$ 573,634,106.00

$729,187,454.49 { B1.051,885,932.05 $615,759,967.55

$ 108,816,203.00 $526,120,392.00

IF Contract Allocation has been greater

than Contract Expenditures, please give

the reasons and explain where sur plus
funds were spent:

The reason that allocations for the full-risk Managed
Care Contractor contract exceeds the contract
expenditures are that the contract maximum liability
must be estimated prior to delivery of services using
current enrollment and medical/behavioral claims

| cost. If the program’s enrollment were to vary

significantly from the original estimate, allocation
could be higher than actual expendituves,

IF surplus funds have been carried - -
forward, please give the reasons and
provide the authority for the carry forward
provision:

If the amount spent on this contract is less than the
budgeted amount and contributes to a net surplus for
the bureau, surplus funds would be carried forward
subject to authority granted in Section 48, [tem 3 of
the General Appropriations Act.

IF Contract Expenditures exceeded
Contract Allocation, please give the

N/A




Supplemental Documentation Required for

Fiscal Review Committee

reasons and explain how funding was
acquired to pay the overage:

¥ .. H
Contract Funding State: | $1,726,441,032.00 Federal: $3,597.920,344.00
Source/Amount:
Interdepartmental: Other:

If “other” please define:

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

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

Amendment #1 - 1/1/2007

Scope clarification relating to service thresholds, fraud and
abuse compliance, semi-annual reporting timetines, and
quarterly reporting of PCP visits per member. Language
added to address requirements for Notification of Legal
Action Against the Contractor and Prohibition of 11legal
immigrants

Amendment #2 — 7/1/2007

Contract language modifications and/or clarification relating
to National Provider Identification requirements; Department
of Education Project TEACH peolicies updale; LEP provisions
and Teen Newsletter requirements; PCP and emergency room
visits reporting; emergency department utilization, disease
management and case management, nurse triage 24/7 line and
NCQA reporting, NCQA requirements; and general
housekeeping revisions.

Amendment #3 — 4/1/2008

Add funding for FY 2009, Contract Janguage modifications
and/or ¢larification relating to quality standards of Non
Emergency Medical Transportation; Cost Effective
Alternative Services; Pay for Performance Incentives;
EPSDT/Prenatal Notification; Reporting requirements for
provider networks; NCQA requirements; requirements for
weekly reporting; update risk targets; and Obesity DM
program. Update to the rates for individual services to reflect
a change in rate tables beginning April I, 2008.

Amendment #4 - 09/01/2009

Provided language to implement the Long-Term Care Choices
Act of 2008, complied with Mental Health Parity Act,
provides clarification language fo the contract, streamline
reporting to enhance timeframes as well as review and
analysis for consistency with NCQA reporting requirements.

Amendment #5 — March 1, 2010

Provided language changes to effectively
implement the Long-Term Care Choices Act of
2008, and provide term extension and funding to
support the extension.

Amendment #6 — July |, 2010

Provided language relating to enforcement of Annuai
Coverage Assessment Act of 2010 and ciarifications of Long-
Term care reporting.

Amendment #7 — January 1, 2011

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

Amendment #8 - July 1, 2011

Clarification of CHOICES Regquirements and credentialing
Requirements; Clarification of Disease Management and
NCQA Requirements; Revise Behavioral Health Menitoring
Repaorts; Update Capitation Rates, and Term Extension and
provide funding to support the term extension for FY *12.




Supplemental Documentation Required for

Fiscal Review Committee

Amendment #9 — October |, 2011

Inclusion of Money Follows the Person Rebalancing
Demonstration Grant. No funding,

Amendment #10 — January [, 2012

Program Integrity Updates, HIPAA/HITECH clarifications;
CHOICES updates; Quality Clarifications regarding the
use of Hybrid methodology for HEDIS and Outreach
Activity planning and reporting; [ncerease funding to
support the services for this contract for FY "{2 and FY
'13 based on actual expenditures

Amendment #11 — March 1, 2012

Added language to clarify that Managed Care
Organizations (MCQO) will receive full risk capitation
payments for up to 12 months prior the member’s
enroliment in the plan for members who are determined to
get retro eligibility.

Method of Original Award: (if applicable) i RFP

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

contract award?

response to the RFP. These documents are public
information and avaitable upon request.




Supplemental Documentation Required for
Fiscal Review Commattee

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 contract 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.

Planned expenditures by fiscal year by deliverable. Add rows as necessary to indicate
all estimated confract expenditures.. .

Actual expenditures are based on full-risk capitation rates mcorporated into the contract.
(Attached) - '

Proposed savings to be realized per. fiscal year by entering info this contract. 1f
amendment to an existing contract, please indicate the proposed savmgs to be reailzed
by the amendment, Add rows as necessary to define all potent:al savings per

deliverable.

This contract represents the Bureau of TennCarc s competltively 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 benehts in a cost efficient manner by

puiting risk on contractor and not the state.

| ! |




Supplemental Documentation Required for
Fiscal Review Committee

Comparison of cost per fiscal year of obtaining this service through the proposed
contract or amendment vs, other options. 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 necessary 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.



Amendment Number 8 (cont.)

136.

Attachment X1I shall be amended by adding a new Exhibit E and F as follows:

EXHIBIT E

CAPITATION RATES
UnitedHealthCare
EFFECTIVE July 1,2010

Date)

Per Member
Aid Category Age Group Per Month
Medicaid (TANF & Related) Age Under ) $ 523.53
And Age | - 13 5 85.18
Standard Spend Down Age 14 - 20 Female $ 23203
Age 14 - 20 Male $ 12674
Age 2] - 44 Female $ 3B0.65
Age 21 - 44 Male $ 24395
Age 45 - 64 $ 45467
Age 65 + § 44340
Uninsured/Uninsurable Age Under | $ 52322
Age | -13 $  77.66
Age 14 - 19 Female $ 10828
Age 14 - 19 Male $ 87.53
Disabled Age <21 $ 1,441.01
Age 21 + § 95597
Duals/Waiver Duals All Ages $ 187.78
Priority Add-On Age <2] $ 386.66
Age 21 + $ 38666
CHOICES Rate (Effective upon CHOICES Duals $ 428182
the CHOICES Implementation CHOICES Non-Duals $ 562527
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Amendment Number 8 (cont.)

EXHIBIT ¥
CAPITATION RATES
UnitedHealthCare
EFFECTIVE January 1, 2011
' Per Member
Aid Category Age Group Per Month
Medicaid (TANF & Related) Age Under 1 $ 52352
And Agel - 13 $ 94.47
Standard Spend Down Age 14 - 20 Female $ 25148
Age 14 - 20 Male $ 16560
Age 21 - 44 Female $ 400.87
Age 21 - 44 Male $ 26292
Age 45 - 64 $ 47475
Age 65 + $ 446.29
Uninsured/Uninsurable Age Under | $ 52324
Agel-13 $ 84.00
Age 14 - 19 Female $ 11917
Age 14 - 19 Male $ 117.86
Disabled Apge <21 $ 1,627.60
Age 21+ $ 1,080.82
Duals/Waiver Duals All Ages $ 23567
CHOICES Rate (Effective upon CHOICES Duals ¥ 428162
the CHOICES Implementation CHOICES Non-Duals $ 562527

Date)
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Amendment Number 5 (cont.)

EXHIBIT D
CAPITATION RATES
EFFECTIVE July 1, 2009 (Except CHOICES Rates as described below)
Per Member
Aid Category Age Group Per Month
Medicaid (TANF & Related) Age Under | $523.22
And Agel-13 § 85.08
Standard Spend Down Age 14 - 20 Female § 230.84
Age 14 - 20 Male % 126.19
Age 2] - 44 Female $377.73
Age 21 - 44 Male $241.56
Age 4564 $451.29
Age 65+ $ 440,92
Uninsured/Uninsurable Age Under | $523.22
Agel-13 $ 7748
Age 14 - 19 Female $107.50
Age 14 - 19 Male $ 9740
Disabled Age <21 $1,433.96
Age2l + $ 944.45
Duals/Waiver Duals All Ages $ 183.80
Priority Add-On Age <21 $ 386,66
Age 21 + $ 386.66
CHOICES Rate (Effective upon CHOICES Duals $4,281.62
the CHOICES Implementation CHOICES Non-Duals $5,625.27
Date)

128,  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)”.
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ATTACHMENT X

CAPITATION RATES
EFFECTIVE APRIL, 1, 2007 THROUGH JUNE 36, 2008

Per Member Per
Aid Category Age Group Month

Medicaid (TANF & Related)  Age Under 1 $ 431.76
Age 1-13 $ 75.52

Age 14-20 Female | § 207.32

Age 14 - 20 Male $ 96.29

Age 21 - 44 Female | $ 327.13

Age 21 - 44 Male $ 283.06

Age 45 - 64 $ 547.63

Age 65+ $ 306.81

Uninsured/Uninsurable Age Under 1* $ 431.76
Age 1-13 $ 64.99

Age 14 - 19 Female | § 105.69

Age 14 - 19 Male $ §0.59

Disabled Age <21 % 574.14
Age 21+ 3 648.55

Medicaid/Medicare Duals All Ages $ 67.82
Waiver/Medicare Duals All Ages $ 18.11
State Only & Judicials All Ages $ 451,54
Priority Add-On Age <21 $ 384,28
Age 21+ $ 474.73
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Amendment Number § (cont.)

125,

126.

127.

Attachment XI, NEMT Requirements, Section A.19.6.4.2 shall be amended by deleting the
reference to “Section A.14.4” and replacing it with the reference “Section A.14.3”,

Attachment XI, NEMT Requirements, Exhibit B, Item 4 shall be amended by deleting the
text “/BHO”,

Attachment X11, CAPITATION RATES, shall be amended by deleting and replacing the
existing Exhibit C and adding a new Exhibit D to read as follows:

EXHIBIT C
CAPITATION RATES
EFFECTIVE July 1, 2008 — June 30, 2009
Per Member
Aid Category Age Group Per Month
Medicaid (TANF & Related) Age Under 1 $564.71
And Agel-13 $ 87.01
Standard Spend Down Age 14 - 20 Female $186.21
Age 14 - 20 Male $ 96,93
Age 2] - 44 Female $317.51
Age 21 - 44 Male $174.03
Age 45 - 64 $343.00
Age 65+ $354.29
Uninsured/Uninsurable Age Under | $564.71
Age1-13 % 65.49
Age 14 - 19 Female $ 9791
Age 14 - 19 Male $ 74.66
Disabled Age <2} $732.18
Age 21 + $735.43
Duals/Waiver Duals All Ages $214.22
State Only & Judicials All Ages $557.42
Priority Add-On Age <21 $354.55
Age 21 + $354.55
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Amendment Number 8 (cont.)

EFFECTIVE January 1, 2011

EXHIBIT F
CAPITATION RATES
UnitedHealthCare

Per Member

Aid Category Age Group Per Month
Medicaid (TANF & Related) Age Under | $ 52352
And Agel-13 5 94.47
Standard Spend Down Age 14 - 20 Female $ 251.48
Age 14 - 20 Male $ 16580
Age 21 - 44 Female $ 40087
Age 21 - 44 Male $ 26292
Age 45 - 64 $ 47475
Age 65 + $ 448.29
Uninsured/Uninsurable Age Under 1 $ 52324
Agel-13 $ 84.00
Age 14 - 19 Female $ 11917
Age 14 -- 19 Male $ 11786
Disabled Age <21 $ 182760
Age2l + $ 1,08082
Duals/Waiver Duals All Ages $ 23567
CHOICES Rate (Effective upon CHOICES Duals $ 428162
the CHOICES Implementation CHOICES Non-Duals § 562527

Date)
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EXHIBIT G
CAPITATION RATES
UnitedHealthCare
EFFECTIVE July 1, 2011

Per Member
Aid Category Age Group Per Month
Medicaid {TANF & Related) Age Under | $ 579.73
And Agel-13 $ 94.98
Standard Spend Down Age 14 - 20 Female $ 231.61
Age 14 - 20 Male $ 141.55
Age 21 - 44 Fernale $ 385.02
Age 21 - 44 Male $ 241,91
Age 45 - 64 $ 400.35
Age 65 + 3 470.88
Uninsured/Uninsurable Age Under 1 $ 579.73
Agel-13 3 85.04
Age 14 - 19 Female $ 119.19
Age 14 - 19 Male $ 124.86
Disabled Age <21 $ 1,322.00
Age 21 + $ 956.64
Duals/Waiver Duals All Ages 3 208.01
CHOICES Rate CHOICES Duals $ 4,077.79
CHOICES Non-Duals b 5,667.52
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UnitedHeaithCare Plan (Americhoice) - Middle

FY 2012
Unit Voucher ID Vendor {D Amount Pd Pymnt Date
31865 00357932 0000021799 3 80,164,116.78 8/1/2011
31865 00357935 0000021799 % 1,749,412 8/1/2011
31865 00373132 000021799 3 66,259,904 41 9/2/12011
318865 00373135 0000021799 3 4,290.68 9/212011
$ 146,430,150.99
31865 (0390204 0000021799 $ 68,500.422.24 10/7/2011
31865 00390207 0000021799 $ 1,970.72 10/7/2011
31865 00396234 0000021799 % 16,338,030.88 10M17/2011
31865 00396235 0000021799 $ 189,155.42 10/17/2011
31865 00404008 0000021799 $ 77.882.668.64 11/4/2011
31865 00404011 0000021799 3 1,159.98 11412011
31865 00417178 0000021799 $ 66,848,857.76 12/5/2011
31865 00417179 0000021799 $ 37.42 12/5/2011
$ 229,762,303.06
31865 101519377 0000021799 b 76,652,274.04 162012
31865 101547443 0000021799 $ 84,528,169.47 21312012
31865 101574349 0000021799 3 78,374,720.09 3212012
31865 101538873 0000021799 $ 12,350.00 2112012
$ 239,567,513.60

FY 2012 TOTAL

615,759,967.65




UnitedHealthCare Plan (Americhoice) - Middle

254,596,823.29

FY 2011
jUnit Voucher ID Vendor ID ” Amount Pd Pymnt Date

31865 00158201 0000021729 70,740,671.09 71212010
31865 00158204 0000021798 6,263,040.64 7/2/2010
31865 00173116 0000021799 71,151,938.06 8/6/2010
31865 00173119 0000021799 6,359,961.93 8/6/2010
31865 00181526 0000021799 11,836,788.90 8/23/2010
31865 00181527 0000021799 6,909,314.39 82372010
31865 00178460 0000021799 61,911.29 8/31/2010
31865 00178459 0000021799 61,971.52 5/1/2010
31865 00178462 0000021799 72,814.47 9/1/2010
31865 00186274 0000021799 74,918,007.33 9/3/2010
31865 00186277 0000021729 6,220,403.67 9/3/2010

31865
31865
31865
31865
31865
31865
31865
318656

00199537
00199540
00217255
00217258
00230054
00230057
00243065
00243068

0000021799
0000021798
0000021789
0000021799
0000021799
0000021799
0000021799
0000021799

73,251,566.34
6,461,845.29
76,697,272.92
6,994,589.71
71,853,209.66
5,850,120.36
73,232,783.15
6,584,392.18
321,825,879.61

10/1/2010
10/1/2010
11/5/2010
11/5/2010
121312010
12/3/2010
12/30/2010
12/30/2010

31865
31865
31865
318656
31865
31865
31865
31865

00245567
00248818
00260938
00260941
00264738
00277667
00277670
00285815

0000021798
0000021799
0000021799
0000021799
0000021798
0000021799
0000021799
0000021799

24.30
605,600.00
72,718,947.87
6,623,413.09
4,500.00
72,658,495.99
6,010,297 46
500.00
158,621,778.71

171072011
11472011
21212011
21212011
201172011
3/412011
3/4/2011
3/18/2011




UnitedHealthCare Plan (AmeriChoice) - Middle FY 2011 (Continued)

FY 2011 TOTAL

316,841,450.44

flunit || Voucher ID ]| Vendor ID Amount Pd i PymntDate
31865 00297109 0000021799 17,226,527.58 41172011
31865 00313437 0000021799 82,229,831.05 5/6/2011
31865 00313440 0000021799 18,698.13 562011
31865 00320306 00600021799 26,458.03 5/20/2011
31865 00320307 0000021799 (16,360.18) 51202011
31865 00327196 0000021799 78.181,173.95 6/3/2011
31865 00327199 0000021799 2,157.82 6312011
31865 00341555 0000021799 79,171,380.00 6/30/2011
31865 00341557 0000021799 1,584.06 6/30/2011
