CONTRACT #11
RFS # 318.66-00053
Edison # 29621

Department of Finance and
Administration
Division of Health Care Finance
and Administration

VENDOR:
Volunteer State Health Plan,
Inc.

(East Region)



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, 2014

Senator Bill Ketron, Chairman
Fiscal Review Committee

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

Attention: Ms. Leni Chick

RE: MCO Contract Amendments (Regional)
MCO Contract Amendments (Statewide)
Aon Consulting, Inc., #4
Health Management, Inc., #4
National Guardian Life Insurance Company, #5
BlueCross BlueShield of Tennessee, Inc. #1

Dear Chairman Ketron:

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 regional
Managed Care Organization (MCO) contracts. These contracts currently provide medical and
behavioral health services to eligible TennCare enrollees. This proposed amendment is necessary to
provide updated capitation rates for calendar year 2014 to reflect the implementation of the Primary Care
Provider Enhanced Rate Payments as required by ACA. No additional funding is added to the contract
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.

AMERIGROUP Tennessee, Inc., Amendment #19 - Middle
UnitedHealthCare Plan of the River Valley, Inc., Amendment #19- Middle
UnitedHealthCare Plan of the River Valley, Inc., Amendment #16 — West
Volunteer State Health Plan, Amendment #16 West

UnitedHealthCare Plan of the River Valley, Inc., Amendment #16 East
Volunteer State Health Plan, Amendment #16 East

The following new competitively procured MCOs for statewide medical and behavioral health services
to TennCare enrollees were awarded in December, 2013. Since the January 1, 2014 contract start
date, they have been undergoing a transition period from regional benefits to statewide, with actual
delivery of services to begin January 1, 2015. This proposed amendment is necessary to provide
specific language changes that have occurred since the contract was awarded, including changes
regarding LTSS, Quality Oversight, minimum net worth requirements, CMS Health Insurer Fee
requirements, and transportation clarifications. These amendments are language changes only and do
not require additional funding nor a term extension.
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Volunteer State Health Plan, Amendment #1
Unitedhealthcare Plan of the River Valley, Amendment #1
AMERIGROUP Tennessee, Amendment #1

Also submitted for review is amendment #36 to VSHP (TennCare Select), the current contractor
providing a statewide network of medical and behavioral services for the TennCare program for
children in State custody and other high risk populations. This proposed amendment is necessary to
provide specific language changes including regarding LTSS, Quality Oversight, transportation
clarifications, requirements regarding TCA 71-5-106 (r) for persons who are incarcerated, and term
extension and funding for an additional year.

HCFA is also submitting amendment #4 to Aon Consulting, Inc., the competitively procured contract for
actuarial services relevant to managed care organization rate structure in the TennCare program,
as well as provision of federally required independent audits of Disproportionate Share Hospital
(DSH) payments and actuarial services for the Cover Tennessee program. This amendment is
necessary to provide sufficient funding to cover projected expenses for the remainder of the
contract period of this competitively procured contract. The existing maximum liability and payment
structure of this contract is based on hourly rates submitted in the competitive Cost Proposal.

Health Management Services, Inc. is the competitively procured contract for the provision of Third
Party Liability recovery services. Per RFP and current contract language and associated rates, the
Contractor is paid a percentage of all funds that are recovered on behalf of the state. This
amendment provides continuation of services through term extension of the final one year period
on this contract, at rates established in the RFP Cost Proposal. Additional funding is not being
added to the contract at this time.

National Guardian Life Insurance is the current contractor for the provision of dental services for
the Cover Kids program. This contract is being amended to extend the contract term for an
additional six (6) month period of time and provide funding and rates for the continuation of dental
services for this program until a new competitively procured contractor can assume delivery of
services on July 1, 2015.

BlueCross BlueShield of Tennessee, Inc. is the current contractor for provision of CoverKids and
AccessTN benefits. This amendment is necessary for the Contractor to transition AccessTN program
members in order to provide services through policies of insurance for health insurance coverage for the
program members who elect to participate in the AccessTN program. AccessTN members are typically
suffering from high-risk, high-cost medical conditions. Transitioning members to individual coverage will
also lower their out of pocket maximum, will allow members to stay on their same provider network, and
will ensure members have minimum essential coverage to meet federal requirements. Current AccessTN
coverage will not be designated minimum essential coverage after January 1, 2015.

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.

7%

Casey Dungan
Chief Financial Officer

cc: Darin J. Gordon, Deputy Commissioner
Alma Chilton, Director of Contracts
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*Contact Name: ma Chilton

*Contact
Phone: | 615-607-6384

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

Edison Contract
Number: (if applicable) | 29621

RFS Number:
(if applicable) | 31866-00053

*Qriginal Contract
Begin Date: | May 19, 2008

*Current End
Date: | December 31, 2014

Current Request Amendment Number:

(if applicable) | 16
Proposed Amendment Effective Date: | December 31, 2014
(tf applicable)
*Department Submitting: Kflfnaiztx?;;ﬁiizfr‘l lanceiand
*Division: | Health Care Finance and Administration
*Date Submitted: | October 31, 2014
*Submitted Within Sixty (60) days: | Yes
If not, explain: | N/A

*Contract Vendor Name:

Volunteer State Health Plan (East Region)

*Current Maximum Liability:

$5,281,001,575.00

*Current Contract Allocation by Fiscal Year:

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

FY: 2009 FY: 2010 FY: 2011 FY: 2012 FY 2013
$295,236,000.00 $590,472,000.00 $885,772,000 | $981,684,075 $1,011,135,000
FY: 2014 FY: 2015

$1,011,135,000.00 $505,567,500.00

*Current Total Expenditures by Fiscal Year of Contract:

(attach backup documentation from Edison) Attached

FY: 2009 FY: 2010 FY: 2011 FY:2012 FY 2013
$ 328,230,257.51 $712,601,467.16 | $953,091,918.65 | $907,675,407.50 $934,162,711.10
FY 2014 FY: 2015

$336,702,847.81

$954,545,420.01 (thru 10/3/14)

IF Contract Allocation has been greater
than Contract Expenditures, please give

the reasons and explain where surplus BUA
funds were spent:
IF surplus funds have been carried
forward, please give the reasons and N/A
provide the authority for the carry forward
provision:
The reason that Fiscal Year expenditures for the

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

full-risk Managed Care contract exceeds the
contract allocation are that the contract maximum
liability must be estimated before the first year of
the contract using current enrollment and
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medical/behavioral claims cost. If the program’s
enrollment were to vary significantly from the
original estimate, expenditures could be higher
than actual allocations, however, the expenditures
do not exceed the maximum liability of the contract.

= >
Contract Funding State: $1,713,414,138.00 Federal: $3,567,5687,437.00
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 — September, 2009

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

Amendment #2 — March 1, 2010

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

Amendment #3 — July 1, 2010

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

Amendment #4 — January 1, 2011

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

Amendment #5 — July 1, 2011

Clarification of CHOICES Requirements and
Credentialing Requirements; Clarification of Disease
Management and NCQA Requirements; Revise
Behavioral Health Monitoring Reports, and provides
funding to support services for FY ’12.

Amendment #6 — October 1, 2011

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

Amendment #7 — 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 #8 — 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 #9 — July, 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




Supplemental Documentation Required for

Fiscal Review Committee

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 #10 — January 1, 2013

Replaces Disease Management requirements with
Population Health Requirements, clarifies CHOICES 3
requirements, CMS TPL language, extends term and
provides funding for FY *14,

Amendment #11 — 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 #12 — 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 #13 — January 1, 2014

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

Amendment #14 — August 1,2014

Health Insurer Fee (HIF) Language

Amendment #15 — September, 2014

Health Insurer Fee (HIF) Language (Revised)

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

*What were the projected costs of the service for | The costs associated with this contract are based
the entire term of the contract prior to contract | on actuary established rates for behavioral and

award?
How was this cost determined?

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.




VSHP - East
Edison Contract ID: 29621

CONTRACT EXPENDITURES BY FISCAL YEAR
(Payment Detail Attached)

FY 2009 $328,230,257.51
FY 2010 $712,601,467.16
FY 2011 $953,091,918.65
FY 2012 $907,675,407.50
FY 2013 $934,162,711.10
FY 2014 $954,545,420.01
FY 2015 $336,702,847.81

TOTAL $5,127,010,029.74

(Expenditures through October 3, 2014)



VSHP —-East

Edison # 29621
FY2009
PAYMENT NET PAYMENT NET PAYMENT Total Capitation
1-dan-09 41,449,321.67 3,854,347.47  45,803,669.14
3-Feb-09 51,353,117, 4.614,834.22  55,967,952.10
6-Mar-09 52,188,503.48 452361842  56,712,121.90
1-Apr-09 51,526,060.46 630,223.42  56,156,283.88
28-Apr-09 52.346.931.2E 3.226,695.63 56,573,626.91
2-Jun-09 52,379,941.4 636,662.17 _ 57,016,603.58
Total 2009 301,743,876.18 26,486,381.33  328,230,257.51




VSHP - East - Edison #29621

FY 2010

Pre-Edison Payments;

Vendor Invoice |Invoice Date |Voucher TCS 18A Total
INTEGRATED
MCOS-FULLY
BHO PAYMENTS CAPPED
RA100653959 [6/29/2009 100653959 56,012,619.96 56,012,619.96
RA 100653960 |6/29/2009 100653960 5,314,498.56 5,314,498.56
2010-03-BCE  |7/14/2009 071409NR1 1,224.71
2010-04-BCE  |7/21/2009 072109NR7 4,866.35
2010-05-BCE  |7/28/2009 072809NR4 17,509.26
2010-02-BCE  |7/7/2009 070709NR3 9,454.42
2010-07-BCE  [8/11/2009  |081109NRS 19,256.96
2010-08-BCE  |8/18/2009 081809NR6 28,625.63
2010-09-BCE  |8/25/2009 082509NRS 7,559.20
RA100689585 |8/4/2009 100689585 63,746,780.95 63,746,780.95
RA100689586 |8/4/2009 100689586 6,562,288.27 6,562,288.27
2010-06-BCE  |8/7/2009 080709NR1 9,066.80
2010-10-BCE  |9/1/2009 090109NR6 6,004.70
RA100718547 |9/1/2009 100718547 54,010,268.30 54,010,268.30
RAI100718548 |9/1/2009 100718548 4,862,948.68 4,862,948.68
16,739,735.51 173,769,669.21 190,612,972.75
Edison Payments:
Unit [| Voucher ID || Vendor ID Amount Pd Pymnt Date
31865 00007042 0000071694 51,396,622.70 10/5/2009
31865 00007043 0000071694 4,465,519.18 10/5/2009
31865 00015918 0000071694 51,267,043.72 11/6/2009
31865 00015919 0000071694 4,452,613.38 11/6/2009
31865 00023041 0000071694 50,621,144.72 12/7/2009
31865 00023042 0000071694 6,117,029.38 12/7/2009
31865 00000010 0000071694 8,615.51 9/11/2009
31865 00001325 0000071694 3,081.90 9/18/2009
31865 00003263 0000071694 8,610.11 9/28/2009
31865 00004792 0000071694 1,336.62 10/2/2009
31865 00007991 0000071694 1,332.63 10/8/2009
31865 00009746 0000071694 5,760.28 10/15/2009
31865 00011452 0000071694 11,462.49 10/22/2009
31865 00013105 0000071694 2,806.26 10/29/2009
31865 00015244 0000071694 1,979.37 11/5/2009




VSHP - East FY 2010 (Continued)

funit Voucher ID || Vendor ID Amount Pd Pymnt Date ||
31865 00016962 0000071694 14,920.21 11/17/2009
31865 00018459 0000071694 1,952.79 11/20/2009
31865 00020200 0000071694 1,796.84 12/1/2009
31865 00020325 0000071694 7,952.87 12/7/2009
31865 00026847 0000071694 56.23 12/11/2009
31865 00032514 0000071694 4,011.63 12/23/2009
168,395,648.82
31865 00046958 0000071694 58.78 1/6/2010
31865 00051834 0000071694 50,439,367.41 1/8/2010
31865 00051835 0000071694 4,991,161.42 1/8/2010
31865 00054508 0000071694 3,072.20 1/15/2010
31865 00068271 0000071694 3,624.07 1/25/2010
31865 00062493 0000071694 570.17 2/1/2010
31865 00068933 0000071694 65,321,692.28 2/5/2010
31865 00068934 0000071694 4,561,296.32 2/5/2010
31865 00067108 0000071694 24,585.83 2/5/2010
31865 00071794 0000071694 10,228.97 2/12/2010
31865 00076292 0000071694 5,264.18 2/19/2010
31865 00081232 0000071694 41.01 2/26/2010
31865 00085544 0000071694 864,869.64 3/3/2010
31865 00087408 0000071694 51,810,796.04 3/5/2010
31865 00087409 0000071694 4,765,090.22 3/5/2010
31865 00085610 0000071694 519.61 3/5/2010
31865 00090186 0000071694 2,160.33 3/12/2010
31865 00094559 0000071694 145.82 3/19/2010
182,804,544.30
31865 00105524 0000071694 51,852,461.66 4/2/2010
31865 00105525 0000071694 4,801,093.49 4/2/2010
31865 00126046 0000071694 52,612,221.11 5/7/2010
31865 00126047 0000071694 4,883,681.97 5/7/2010
31865 00128045 0000071694 60.28 5/11/2010
31865 00137426 0000071694 10,046.71 5/28/2010
31865 00141647 0000071694 349.84 6/4/2010
31865 00143234 0000071694 51,850,828.28 6/4/2010
31865 00143235 0000071694 4,692,661.66 6/4/2010
31865 00145659 0000071694 63,425.12 6/11/2010



VSHP - East FY 2010 (Continued)

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

170,788,301.29
FY 2010 TOTAL $712,601,467.16




VSHP - East - Edison #29621

FY 2011

Unit Voucher ID || Vendor ID Amount Pd Pymnt Date
31865 00157398 0000071694 282.53 7/2/2010
31865 00158626 0000071694 51,267,070.38 7/2/2010
31865 00158627 0000071694 4,734,212.82 7/2/2010
31865 00164532 0000071694 77.87 7/16/2010
31865 00165967 0000071694 379.67 7/23/2010
31865 00173683 0000071694 71,408,603.51 8/6/2010
31865 00173684 0000071694 4,738,714.34 8/6/2010
31865 00176098 0000071694 274.59 8/13/2010
31865 00186741 0000071694 72,453,026.55 9/3/2010
31865 00186742 0000071694 4,623,926.49 9/3/2010

209,226,568.75
31865 00200080 0000071694 90,768,953.66 10/1/2010
31865 00200081 0000071694 2,260,930.49 10/1/2010
31865 00209570 0000071694 2,138,144.44 10/20/2010
31865 00209571 0000071694 31,122.72 10/20/2010
31865 00217695 0000071694 76,589,841.43 11/5/2010
31865 00217696 0000071694 4,117,601.84 11/5/2010
31865 00230497 0000071694 67,263,929.07 12/3/2010
31865 00230498 0000071694 3,665,303.45 12/3/2010
31865 00234012 0000071694 503,500.00 12/10/2010
31865 00243516 0000071694 76,160,348.81 12/30/2010
31865 00243517 0000071694 4,021,629.34 12/30/2010
327,521,305.25

31865 00261384 0000071694 58,603,666.74 2/2/2011
31865 00261385 0000071694 2,637,366.22 2/2/2011
31865 00263659 0000071694 563.76 2/11/2011
31865 00263660 0000071694 90.08 2/11/2011
31865 00278228 0000071694 52,656,485.70 3/4/2011
31865 00278229 0000071694 2,384,650.04 3/4/2011
31865 00284918 0000071694 89.65 3/18/2011
31865 00293284 0000071694 192.23 3/31/2011

116,283,104.42



VSHP - East FY 2011 (Continued)

Unit Voucher ID || Vendor ID Amount Pd [ PymntDate

31865 00297111 0000071694 82,486,368.92 4/1/2011
31865 00313922 0000071694 73,761,596.41 5/6/2011
31865 00313923 0000071694 10,482.26 5/6/2011
31865 00320324 0000071694 7,764.61 5/20/2011
31865 00320325 0000071694 3,419.28 5/20/2011
31865 00322848 0000071694 46.01 5/27/2011
31865 00327661 0000071694 72,321,344.49 6/3/2011
31865 00327662 0000071694 10,110.47 6/3/2011
31865 00341955 0000071694 71,457,311.20 6/30/2011
31865 00341956 0000071694 2,496.58 6/30/2011

300,060,940.23

FY 2011 TOTAL $953,091,918.85



VSHP - East - Edison #29621

FY 2012
f[Unit Voucher ID || Vendor ID Amount Pd Pymnt Date ||
31865 00343828 0000071694 14.15 7/7/2011
31865 00358100 0000071694 66,670,669.83 8/1/2011
31865 00358101 0000071694 740,725.26 8/1/2011
31865 00358905 0000071694 49,985,164.12 8/1/2011
31865 00373593 0000071694 75,647,550.44 9/2/2011
31865 00373594 0000071694 3,348.22 9/2/2011
193,047,472.02
31865 00390591 0000071694 78,594,308.93 10/7/2011
31865 00390592 0000071694 1,300.90 10/7/2011
31865 00404364 0000071694 79,800,808.11 11/4/2011
31865 00404365 0000071694 1,030.37 11/4/2011
31865 00407336 0000071694 4,649,578.83 11/14/2011
31865 00407337 0000071694 67,541.41 11/14/2011
31865 00417725 0000071694 72,441,265.13 12/5/2011
31865 00417726 0000071694 409.42 12/5/2011
31865 00392593 0000071694 4,289.01 10/13/2011
31865 00429420 0000071694 378,445.33 12/28/2011
235,938,977.44

31865 101520292 0000071694 78,926,658.69 1/6/2012
31865 101539790 0000071694 21,500.00 2/1/2012
31865 101548343 0000071694 89,829,654.11 2/3/2012
31865 101675222 0000071694 78,876,286.23 3/2/2012

247,654,099.03



VSHP - East FY 2012 (Continued)

[[Unit Voucher ID || Vendor ID Amount Pd Pymnt Date
31865 101608904 0000071694 78,500,305.24 4/5/2012
31865 101629130 0000071694 5,100.00 4/27/2012
31865 101635998 0000071694 75,965,740.45 5/4/2012
31865 101663373 0000071694 76,563,658.32 6/1/2012
31865 4941 0000071694 55.00 5/31/2012

231,034,859.01
FY 2012 TOTAL $ 907,675,407.50




VSHP - East - Edison #29621

FY 2013

Unit Voucher ID || Vendor ID | Amount Pd Pymnt Date
31865 101696907 0000071694 77,071,496.76 7/6/2012
31865 101724293 0000071694 82,912,604.85 8/3/2012
31865 101759218 0000071694 78,349,322.51 9/7/12012
31865 2013-01-BCE 0000071694 4,475.22 7/12/2012
31865 2013-02-BCE 0000071694 4,026.37 9/6/2012
31865 5837reimburs: 0000071694 46.44 8/31/2012

238,341,972.15
31865 00583994 0000071694 78,498,581.69 10/5/2012
31865 00591211 0000071694 35,000.00 10/19/2012
31865 00598533 0000071694 77,013,587.81 11/2/2012
31865 00615547 0000071694 77,791,460.66 12/7/2012
31865 00621131 0000071694 584,755.79 12/20/2012
233,923,385.95

31865 00628848 0000071694 76,515,603.05 1/4/2013
31865 00631266 0000071694 51,558.19 1/11/2013
31865 00642478 0000071694 28,224.29 1/28/2013
31865 00643860 0000071694 75,784,983.60 2/1/12013
31865 00659855 0000071694 38,698.59 2/26/2013
31865 00661460 0000071694 74,991,062.78 3/1/2013
31865 00665753 0000071694 78,822.00 3/8/2013
31865 00676680 0000071694 108,133.95 3/25/2013

227,597,086.45




VSHP - East FY 2013 (Continued)

Unit || Voucher ID || Vendor ID Amount Pd Pymnt Date
31865 00716985 0000071694 76,292,117.86 6/7/2013
31865 00681010 0000071694 77,873,640.93 4/5/2013
31865 00696732 0000071694 79,787,906.82 5/3/2013
31865 00691286 0000071694 171,052.40 4/25/2013
31865 00707528 0000071694 132,898.03 5/23/2013
31865 00726806 0000071694 13,280.51 6/27/2013
31865 00708863 0000071694 29,370.00 5/24/2013
234,300,266.55
FY 2013 TOTAL $ 934,162,711.10




VSHP - East - Edison #29621

FY 2014
[[Unit Voucher ID || Vendor ID Amount Pd Pymnt Date
31865 00732268 0000071694 75,348,312.53 7/5/2013
31865 00747497 0000071694 91,199,827.39 8/2/2013
31865 00766008 0000071694 78,881,230.31 9/6/2013
31865 00742684 0000071694 7,076.61 7/26/2013
31865 00757135 0000071694 34,303.09 8/23/2013
31865 00775705 0000071694 30,336.48 9/30/2013
245,501,086.41
31865 00780669 0000071694 77,731,213.58 10/4/2013
31865 00795520 0000071694 77,313,595.32 11/1/2013
31865 00814936 0000071694 80,960,084.45 12/6/2013
31865 00790546 0000071694 35,415.23 10/24/2013
31865 00825632 0000071694 37,129.34 12/27/2013
236,077,437.92

31865 00829956 0000071694 78,356,103.08 1/3/2014
31865 00850549 0000071694 78,989,665.79 2/7/2014
31865 00869569 0000071694 77,922,940.92 3/7/2014
31865 00840234 0000071694 77,280.33 1/23/2014
31865 00881585 0000071694 78,799.69 3/26/2014
31865 00868089 0000071694 46,718.65 3/6/2014

235,471,508.46




VSHP - East FY 2014 (Continued)

Unit Voucher ID | Vendor ID Amount Pd Pymnt Date
31865 00887695 0000071694 77,894,061.92 4/4/2014
31865 00904508 0000071694 78,849,915.45 5/2/2014
31865 00913948 0000071694 91,178.50 5/16/2014
31865 00916865 0000071694 63,024.01 5/23/2014
31865 00926492 0000071694 80,552,866.37 6/6/2014
31865 00937324 0000071694 44,340.97 6/26/2014
237,495,387.22
FY 2014 TOTAL $ 954,545,420.01



VSHP - East - Edison #29621

FY 2015
[[Unit Voucher ID || Vendor ID Amount Pd Pymnt Date
31865 00943261 0000071694 80,450,803.09 7/7/2014
31865 00954500 0000071694 45,065.84 7/24/2014
31865 00960163 0000071694 79,276,103.55 8/1/2014
31865 00068522 0000071694 26,000.00 8/15/2014
31865 00975435 0000071694 222,750.75 8/27/2014
31865 00980950 0000071694 78,291,5673.40 9/5/2014
31865 00995866 0000071694 168,641.87 9/30/2014
238,480,938.50
31865 00997352 0000071694 98,221,909.31 10/3/2014
FY 2015 TOTAL § 336,702,847.81




cyl4-4254

Amendment Request

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

APPROVED

w\ t;(w_ k T {i,\‘ €

CENTRAL PROCUREMENT OFFICE DATE

Request Tracking #

31866-00053

Procuring Agency

Department of Finance and Administration

Bureau of TennCare

1. Contractor

Volunteer State Health Plan

2, Contract #

FA-08-24983-00

3. Proposed Amendment #

16

4. EdisonID #

29621

§. Contract Begln Date

May 19, 2008

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

December 31, 2014

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

December 31, 2014

8. Current Maximum Contract Cost

— with ALL options to extend exercised

$5,281,001,575.00

9. Proposed Maximum Contract Cost

— with ALL oplions to extend exerclsed

$5,281,001,575.00

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

X Not Applicable DAttached

11. eHealth Initiative Support

— health-related professional, pharmaceutical, laboratory, or imaging service

X Not Applicable [_] Attached

12. Human Resources Support
~ state employee training service

X Not Applicable [_] Attached

13. 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 updated capitation rates for calendar
year 2014 to reflect the implementation of the Primary Care Provider Enhanced Rate Payments as
required by ACA. No additional funding is added to the contract to support the amended language.

10f2

4



Request Tracking # 31866-00053

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

Scott Pierce

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

801 Pine Street

Chattanooga, Tennessee 37402-2555

156, Evidence Contractor's Experlence & Length Of Experience Providing the Goods and Services

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

16. 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 East Tennessee Region.

17, Justification -

This competitively procured contract provides medical and behavioral health services to TennCare
enrollees. This proposed amendment is necessary to provide updated capitation rates for calendar year
2014 to reflect the implementation of the Primary Care Provider Enhanced Rate Payments as required by
ACA. 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 signatary is acceptable only in documented exigent circumstances

A"'{:B /1/‘___,4\,‘,\ r/2¢/z0tY
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CONTRACT SUMMARY SHEET

021908

RFS #

Edison #

Contract #

31866-00053

29621

FA-08-24983-16

State Agency

State Agency Division

Department of Finance and Administration

Bureau of TennCare

Contractor Name

Contractor ID # (FEIN or SSN)

Volunteer State Health Plan

[ lc- or X v- Edison Vendor #0000071694

Service Description

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

Contract Begin Date Contract End Date SUBRECIPIENT or VENDOR? CFDA #
- 93.778 Dept of Health & Human
May 19, 2008 December 31, 2014 Subrecipient Services/Title XIX

Mark Each TRUE Statement

D Contractor is on STARS

D 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 11

FY State Federal Interdepartmental Other TOTAL Contract Amount
2008 0.00
2009 $105,877,534.00 $189,358,466.00 $295,236,000.00
2010 $147,116,100.00 $443,355,900.00 $590,472,000.00
2011 $261,568,472.00 $624,203,528.00 $885,772,000.00
2012 $331,485,262.00 $650,198,813.00 $981,684,075.00
2013 $341,905,189.00 $669,229,811.00 $1,011,135,000.00
2014 $348,841,575.00 $662,293,425.00 $1,011,135,000.00
2015 $176,620,006.00 $328,947,494.00 $505,567,500.00
TOTAL: $1,713,414,138.00 $3,567,587,437.00 $5,281,001,575.00

— COMPLETE FOR AMENDMENTS ONLY —

State Agency Fiscal Contact & Telephone #

Casey Dungan
FY Base Contract & THIS Amendment J 310 Great Circle Road
Prior Amendments ONLY Nashville, TN 37243

(615) 507-6482

2008 $.00 $.00 || State Agency Budget Officer Approval

2009 $295,236,000.00 $.00

2010 $590,472,000.00 $.00

2011 $885,772,000.00 $.00 §| Funding Certification (certification, required by T.C.A., § 9-4-5113, that there is
a balance in the appropriation from which the obligated expenditure is required to be

2012 $981,684,075.00 $.00 || paid that is not otherwise encumbered to pay obligations previously incurred)

2013 $1,011,135,000.00 $.00

2014 $1,011,135,000.00 $.00

2015 $505,567,500.00 $0.00

TOTAL: $5,281,001,575.00 $0.00

End Date: 12/31/2014
— —

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

D African American |:| Person w/ Disability I:I Hispanic D Small Business [:l Government

l:, Asian |:| Female D Native American NOT Minority/Disadvantaged I:' Other

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

X rep

D Non-Competitive Negotiation *

D Alternative Competitive Method *

D Other *

D Competitive Negotiation *
D Negotiation w/ Government (ID, GG, GU)




AMENDMENT NUMBER 16
EAST GRAND REGION
CONTRACTOR RISK AGREEMENT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
VOLUNTEER STATE HEALTH PLAN, INC,,
d.b.a. BLUECARE
CONTRACT NUMBER: FA- 08-24983-00

For and in consideration of the mutual promises herein contained and other good and valuable consideration, the
receipt and sufficiency of which is hereby acknowledged, the 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” or “State” and Volunteer State Health Plan, Inc., hereinafter referred to as “the CONTRACTOR”
as specified below.

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

1. Attachment XII shall be amended by adding a new EXHIBIT J as follows:
EXHIBIT J - CAPITATION RATES

VSHP EAST
EFFECTIVE 1/1/2014

Per Member Per

Aid Category Age Group Month

Medicaid (TANF & Related) Age Under 1 $ 774.51
And Age1-13 $ 111.26
Standard Spend Down Age 14 - 20 Female $ 230.73
Age 14 - 20 Male $ 145.44

Age 21 - 44 Female $ 365.66

Age 21 - 44 Male $ 240.36

Age 45 - 64 $ 419.96

Age 65 + $  379.40

Uninsured/Uninsurable Age Under 1 $ 774.51
Agel-13 $ 132.99

Age 14 - 19 Female $ 196.69

Age 14 — 19 Male $ 185.38

Disabled Age <21 $ 2,591.59
Age 21 + $ 848.73

Duals/Waiver Duals All Ages $ 108.76
CHOICES Rate CHOICES 1 Duals $ 3,718.50
CHOICES 2 Duals $ 3,718.50

CHOICES 3 Duals $ 134115

CHOICES 1 Non-Duals $ 5,400.49

CHOICES 2 Non-Duals $ 540049

CHOICES 3 Non-Duals $ 3,472.30




Amendment 16 (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 December 31, 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 VOLUNTEER STATE HEALTH PLAN, INC.
AND ADMINISTRATION

BY: BY:

Larry B. Martin Amber Cambron

Commissioner President & CEO VSHP

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 EL \)
Representative Mark White, Vice-Chairman \X\

DATE: August 26, 2014

SUBJECT: Contract Comments

(Fiscal Review Committee Meeting 8/25/2014)

RFS# 318.66-053 (Edison # 29621)

Department: Finance and Administration

Division: Health Care Finance and Administration/Bureau of TennCare
Vendor: Volunteer State Health Plan, Inc.

Summary: The vendor is responsible for medical and behavioral
health services for TennCare enrollees in East Tennessee. The
proposed amendment adds language regarding the Health Insurer
Fee (HIF) imposed by the federal government under the Patient
Protection and Affordable Care Act of 2010.

Current maximum liability: $5,281,001,575

Proposed maximum liability: $5,281,001,575

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

ce: The Honorable Darin Gordon, Deputy Commissioner



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

| ilt
*Contact Name: rima Chilion

*Contact

Phone: | 615-607-6384

Presenter’s Name:

Casey Dungan, Chief Financial Officer

Edison Contract RFS Number:
Number: (if applicable) | 29621 (if applicable) | 31866-00053
*Original Contract *Current End
Begin Date: | May 19, 2008 Date: | December 31, 2014
Current Request Amendment Number:
(if applicable) | 15
Proposed Amendment Effective Date:
(if 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:

Volunteer State Health Plan (East Region)

*Current Maximum Liability:

$5,281,001,575.00

*Current Contract Allocation by Fiscal Year:

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

FY: 2009 FY: 2010 FY: 2011 FY: 2012 FY 2013
$295,236,000.00 $590,472,000.00 $885,772,000 $981,684,075 $1,011,135,000
FY: 2014 FY: 20156

$1,011,135,000.00 $505,567,600.00

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

FY: 2009 FY: 2010 FY: 2011 FY:2012 FY 2013
$ 328,230,257.00 $712,601,467.16 $953,091,918.65 | $907,675,407.50 $934,162,711.10
FY 2014

$954,545,420.01
(through June 26,
2014)

IF Contract Allocation has been greater
than Contract Expenditures, please give

the reasons and explain where surplus Ll
funds were spent:

IF surplus funds have been carried

forward, please give the reasons and N/A

provide the authority for the carry forward
provision:

IF Contract Expenditures exceeded

The reason that Fiscal Year expenditures for the

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

full-risk Managed Care contract exceeds the
contract allocation are that the contract maximum
liability must be estimated before the first year of




Supplemental Documentation Required for

Fiscal Review Committee

the contract using curtent enrollment and
medical/behavioral claims cost. If the program’s
enrollment were to vary significantly from the
original estimate, expenditures could be higher
than actual allocations, however, the expenditures
do not exceed the maximum liability of the contract.

*Contract Funding 5 e _ .
Source/Amount: State: $1,713,414,138.00 Federal: $3,567,587,437.00
Interdepartmental: Other:

If “other” please define:

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

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

Amendment #1 — September, 2009

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

Amendment #2 — March 1, 2010

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

Amendment #3 — July 1, 2010

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

Amendment #4 — January 1, 2011

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

Amendment #5 — July 1, 2011

Clarification of CHOICES Requirements and
Credentialing Requirements; Clarification of Disease
Management and NCQA Requirements; Revise
Behavioral Health Monitoring Reports, and provides
funding to support services for FY '12.

Amendment #6 — October 1, 2011

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

Amendment #7 — 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 #8 — 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 #9 — July, 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




Supplemental Documentation Required for

Fiscal Review Committee

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 #10 — January 1, 2013

Replaces Disease Management requirements with
Population Health Requirements, clarifies CHOICES 3
requirements, CMS TPL language, extends term and
provides funding for FY ’14.

Amendment #11 — 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 #12 — 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 #13 — January 1, 2014

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

Amendment #14 — August 1, 2014

Health Insurer Fee (HIF) Language

Method of Original Award: (f applicable)

Request for Proposal

*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.




VSHP - East
Edison Contract ID: 29621

CONTRACT EXPENDITURES BY FISCAL YEAR
(Payment Detail Attached)

FY 2009 $328,230,257.51
FY 2010 $712,601,467.16
FY 2011 $953,091,918.65
FY 2012 $907,675,407.50
FY 2013 $934,162,711.10
FY 2014 $954,545,420.01

TOTAL $4,790,307,181.93

(Expenditures through June 26, 2014)



VSHP -East

Edison # 29621
FY2009
PAYMENT NET PAYMENT  NET PAYMENT Total Capitation
1-Jan-09 41,949,321.67 3.854,347.47  45,803,669.14
3-Feb-09 51,353,117.88 4614,834.22  55,967,952.10
6-Mar-09 52,188,503.48 452361842  56,712,121.90
1-Apr-09 51,526,060.48 4.630,223.42  56,156,283.88
28-Apr-09 52.3#46,931.2ﬁ!_ 4226,695.63  56,573,626.91
2-Jun-09 52,379,941.41 4,636,662.17  57,016,603.58
Total 2009 ‘. 301,7' ,a7s.1?- 2q,m,3a1.m 328,230,257.51




VSHP - East - Edison #29621

FY 2010

Pre-Edison Payments:

Vendor Invoice [Invoice Date |Voucher TCS 18A Total
INTEGRATED
MCOS-FULLY
BHO PAYMENTS CAPPED
RA100653959 |6/29/2009 100653959 56,012,619.96 56,012,619.96
RA100653960 [6/29/2009 100653960 5,314,498.56 5,314,498.56
2010-03-BCE  [7/14/2009 071409NR 1 1,224.71
2010-04-BCE  |7/21/2009 072109NR7 4,866.35
2010-05-BCE  [7/28/2009  [072809NR4 17,509.26
2010-02-BCE  |7/7/2009 070709NR3 9,454.42
2010-07-BCE  [8/11/2009  [081109NRS5 19,256.96
2010-08-BCE  [8/18/2009 081809NR6 28,625.63
2010-09-BCE  |8/25/2009 082509NR5 7,559.20
RA100689585 |[8/4/2009 100689585 63,746,780.95 63,746,780.95
RA100689586 |8/4/2009 100689586 6,562,288.27 6,562,288.27
2010-06-BCE  [8/7/2009 080709NR1 9,066.80
2010-10-BCE  [9/1/2009 090109NR6 6,004.70
RA100718547 [9/1/2009 100718547 54,010,268.30 54,010,268.30
RA100718548 |9/1/2009 100718548 4,862,948.68 4,862,948.68
16,739,735.51 173,769,669.21 190,612,972.75
Edison Payments:
Unit Voucher ID || Vendor ID Amount Pd [ Pymnt Date
31865 00007042 0000071694 51,396,622.70 10/5/2009
31865 00007043 0000071694 4,465,519.18 10/5/2009
31865 00015918 0000071694 51,267,043.72 11/6/2009
31865 00015919 0000071694 4,452,613.38 11/6/2009
31865 00023041 0000071694 50,621,144.72 12/7/2009
31865 00023042 0000071694 6,117,029.38 12/7/2009
31865 00000010 0000071694 8,615.51 9/11/2009
31865 00001325 0000071694 3,081.90 9/18/2009
31865 00003263 0000071694 8,610.11 9/28/2009
31865 00004792 0000071694 1,336.62 10/2/2009
31865 00007991 0000071694 1,332.63 10/8/2009
31865 00009746 0000071694 5,760.28 10/15/2009
31865 00011452 0000071694 11,462.49 10/22/2009
31865 00013105 0000071694 2,806.26 10/29/2009
31865 00015244 0000071694 1,979.37 11/5/2009




VSHP - East FY 2010 (Continued)

Unit Voucher ID || Vendor ID Amount Pd Pymnt Date

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

168,395,648.82
31865 00046958 0000071694 58.78 1/6/2010
31865 00051834 0000071694 50,439,367.41 1/8/2010
31865 00051835 0000071694 4,991,161.42 1/8/2010
31865 00054508 0000071694 3,072.20 1/15/2010
31865 00058271 0000071694 3,624.07 1/25/2010
31865 00062493 0000071694 570.17 2/1/2010
31865 00068933 0000071694 65,321,692.28 2/5/2010
31865 00068934 0000071694 4,561,296.32 2/5/2010
31865 00067108 0000071694 24,585.83 2/5/2010
31865 00071794 0000071694 10,228.97 2/12/2010
31865 00076292 0000071694 5,264.18 2/19/2010
31865 00081232 0000071694 41.01 2/26/2010
31865 00085544 0000071694 864,869.64 3/3/2010
31865 00087408 0000071694 51,810,796.04 3/5/2010
31865 00087409 0000071694 4,765,090.22 3/5/2010
31865 00085610 0000071694 519.61 3/5/2010
31865 00090186 0000071694 2,160.33 3/12/2010
31865 00094559 0000071694 145.82 3/19/2010
182,804,544.30

31865 00105524 0000071694 51,852,461.66 4/2/2010
31865 00105525 0000071694 4,801,093.49 4/2/2010
31865 00126046 0000071694 52,612,221.11 5/7/2010
31865 00126047 0000071694 4,883,681.97 5/7/2010
31865 00128045 0000071694 60.28 5/11/2010
31865 00137426 0000071694 10,046.71 5/28/2010
31865 00141647 0000071694 349.84 6/4/2010
31865 00143234 0000071694 51,850,828.28 6/4/2010
31865 00143235 0000071694 4,692,661.66 6/4/2010
31865 00145659 0000071694 63,425.12 6/11/2010




VSHP - East FY 2010 (Continued)

[lunit [ VoucherID || Vendor ID | Amount Pd [ PymntDate |
31865 00149704 0000071694 111.74 6/18/2010
31865 00154054 0000071694 21,359.43 6/28/2010

170,788,301.29

FY 2010 TOTAL $712,601,467.16



VSHP - East - Edison #29621

FY 2011

Unit Voucher ID Vendor ID Amount Pd Pymnt Date
31865 00157398 0000071694 282.53 7/2/2010
31865 00158626 0000071694 51,267,070.38 7/2/2010
31865 00158627 0000071694 4,734,212.82 7/2/2010
31865 00164532 0000071694 77.87 7/16/2010
31865 00165967 0000071694 379.67 7/23/2010
31865 00173683 0000071694 71,408,603.51 8/6/2010
31865 00173684 0000071694 4,738,714.34 8/6/2010
31865 00176098 0000071694 274.59 8/13/2010
31865 00186741 0000071694 72,453,026.55 9/3/2010
31865 00186742 0000071694 4,623,926.49 9/3/2010

209,226,568.75
31865 00200080 0000071694 90,768,953.66 10/1/2010
31865 00200081 0000071694 2,260,930.49 10/1/2010
31865 00209570 0000071694 2,138,144.44 10/20/2010
31865 00209571 0000071694 31,122.72 10/20/2010
31865 00217695 0000071694 76,589,841.43 11/5/2010
31865 00217696 0000071694 4,117,601.84 11/5/2010
31865 00230497 0000071694 67,263,929.07 12/3/2010
31865 00230498 0000071694 3,665,303.45 12/3/2010
31865 00234012 0000071694 503,500.00 12/10/2010
31865 00243516 0000071694 76,160,348.81 12/30/2010
31865 00243517 0000071694 4,021,629.34 12/30/2010
327,521,305.25

31865 00261384 0000071694 58,603,666.74 2/2/2011
31865 00261385 0000071694 2,637,366.22 21212011
31865 00263659 0000071694 563.76 2/11/2011
31865 00263660 0000071694 90.08 2/11/2011
31865 00278228 0000071694 52,656,485.70 3/4/2011
31865 00278229 0000071694 2,384,650.04 3/4/2011
31865 00284918 0000071694 89.65 3/18/2011
31865 00293284 0000071694 192.23 3/31/2011

116,283,104.42




VSHP - East FY 2011 (Continued)

Unit Voucher ID Vendor ID Amount Pd Pymnt Date

31865 00297111 0000071694 82,486,368.92 4/1/2011
31865 00313922 0000071694 73,761,596.41 5/6/2011
31865 00313923 0000071694 10,482.26 5/6/2011
31865 00320324 0000071694 7,764.61 5/20/2011
31865 00320325 0000071694 3,419.28 5/20/2011
31865 00322848 0000071694 46.01 5/27/2011
31865 00327661 0000071694 72,321,344.49 6/3/2011
31865 00327662 0000071694 10,110.47 6/3/2011
31865 00341955 0000071694 71,457,311.20 6/30/2011
31865 00341956 0000071694 2,496.58 6/30/2011

300,060,940.23

FY 2011 TOTAL

$953,091,918.65




VSHP - East - Edison #29621

FY 2012

Unit Voucher ID Vendor ID Amount Pd Pymnt Date |
31865 00343828 0000071694 14.15 7/7/2011

31865 00358100 0000071694 66,670,669.83 8/1/2011

31865 00358101 0000071694 740,725.26 8/1/2011

31865 00358905 0000071694 49,985,164.12 8/1/2011

31865 00373593 0000071694 75,647,550.44 9/2/2011

31865 00373594 0000071694 3,348.22 9/2/2011

193,047,472.02

31865 00390591 0000071694 78,594,308.93 10/7/2011

31865 00390592 0000071694 1,300.90 10/7/2011

31865 00404364 0000071694 79,800,808.11 11/4/2011

31865 00404365 0000071694 1,030.37 11/4/2011

31865 00407336 0000071694 4,649,578.83 11/14/2011

31865 00407337 0000071694 67,541.41 11/14/2011

31865 00417725 0000071694 72,441,265.13 12/5/2011

31865 00417726 0000071694 409.42 12/5/2011

31865 00392593 0000071694 4,289.01 10/13/2011

31865 00429420 0000071694 378,445.33 12/28/2011

235,938,977.44

31865 101520292 0000071694 78,926,658.69 1/6/2012
31865 101539790 0000071694 21,500.00 2/1/2012
31865 101548343 0000071694 89,829,654.11 2/3/2012
31865 101575222 0000071694 78,876,286.23 3/2/2012

247,654,099.03




VSHP - East FY 2012 (Continued)

([Unit [| Voucher ID || Vendor ID || Amount Pd Pymnt Date ||
31865 101608904 0000071694 78,500,305.24 4/5/2012
31865 101629130 0000071694 5,100.00 4/27/2012
31865 101635998 0000071694 75,965,740.45 5/4/2012
31865 101663373 0000071694 76,563,658.32 6/1/2012
31865 4941 0000071694 55.00 5/31/2012

231,034,859.01

FY 2012 TOTAL $ 907,675,407.50




VSHP - East - Edison #29621

FY 2013

[Unit Voucher ID || Vendor ID Amount Pd Pymnt Date

31865 101696907 0000071694 77,071,496.76 7/6/2012
31865 101724293 0000071694 82,912,604.85 8/3/2012
31865 101759218 0000071694 78,349,322.51 9/7/2012
31865 2013-01-BCE 0000071694 4,475.22 711212012
31865 2013-02-BCE 0000071694 4,026.37 9/6/2012
31865 5837reimburs 0000071694 46.44 8/31/2012

238,341,972.15
31865 00583994 0000071694 78,498,581.69 10/5/2012
31865 00591211 0000071694 35,000.00 10/19/2012
31865 00598533 0000071694 77,013,587.81 11/2/2012
31865 00615547 0000071694 77,791,460.66 12/7/2012
31865 00621131 0000071694 584,755.79 12/20/2012
233,923,385.95

31865 00628848 0000071694 76,515,603.05 1/4/2013
31865 00631266 0000071694 51,5658.19 1/11/2013
31865 00642478 0000071694 28,224.29 1/28/2013
31865 00643860 0000071694 75,784,983.60 2/1/2013
31865 00659855 0000071694 38,698.59 2/26/2013
31865 00661460 0000071694 74,991,062.78 3/1/2013
31865 00665753 0000071694 78,822.00 3/8/2013
31865 00676680 0000071694 108,133.95 3/25/2013

227,597,086.45




VSHP - East FY 2013 (Continued)

Unit Voucher ID || Vendor ID || Amount Pd Pymnt Date ||
31865 00716985 0000071694 76,292,117.86 6/7/2013
31865 00681010 0000071694 77,873,640.93 4/5/2013
31865 00696732 0000071694 79,787,906.82 51312013
31865 00691286 0000071694 171,052.40 4/25/2013
31865 00707528 0000071694 132,898.03 5/23/2013
31865 00726806 0000071694 13,280.51 6/27/2013
31865 00708863 0000071694 29,370.00 5/24/2013
234,300,266.55

FY 2013 TOTAL

$

934,162,711.10




VSHP - East - Edison #29621

FY 2014
[[Unit Voucher ID || Vendor ID Amount Pd Pymnt Date
31865 00732268 0000071694 75,348,312.53 7/5/2013
31865 00747497 0000071694 91,199,827.39 8/2/2013
31865 00766008 0000071694 78,881,230.31 9/6/2013
31865 00742684 0000071694 7,076.61 7/26/2013
31865 00757135 0000071694 34,303.09 8/23/2013
31865 00775705 0000071694 30,336.48 9/30/2013
245,501,086.41
31865 00780669 0000071694 77,731,213.58 10/4/2013
31865 00795520 0000071694 77,313,595.32 11/1/2013
31865 00814936 0000071694 80,960,084.45 12/6/2013
31865 00790546 0000071694 35,415.23 10/24/2013
31865 00825632 0000071694 37,129.34 12/27/2013
236,077,437.92

31865 00829956 0000071694 78,356,103.08 1/3/2014
31865 00850549 0000071694 78,989,665.79 2/7/2014
31865 00869569 0000071694 77,922,940.92 3/7/2014
31865 00840234 0000071694 77,280.33 1/23/2014
31865 00881585 0000071694 78,799.69 3/26/2014
31865 00868089 0000071694 46,718.65 3/6/2014

235,471,508.46




VSHP - East FY 2014 (Continued)

[Unit Voucher ID || Vendor ID Amount Pd Pymnt Date
31865 00887695 0000071694 77,894,061.92 4/4/2014
31865 00904508 0000071694 78,849,915.45 5/2/2014
31865 00913948 0000071694 91,178.50 5/16/2014
31865 00916865 0000071694 63,024.01 5/23/2014
31865 00926492 0000071694 80,552,866.37 6/6/2014
31865 00937324 0000071694 44,340.97 6/26/2014

237,495,387.22
FY 2014 TOTAL $ 954,545,420.01




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 # 31866-00053

Procuring Agency
Bureau of TennCare

Department of Finance and Administration

1. Contractor Volunteer State Health Plan

2. Contract # FA-08-24983-00

3. Proposed Amendment # 15

4, EdisonID # 29621

5. Contract Begin Date

May 19, 2008

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

December 31, 2014

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

December 31, 2014

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

$5,281,001,575.00

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

$5,281,001,575.00

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

X Not Applicable |:|Attached

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

X Not Applicable [ | Attached

12. Human Resources Support
— state employee training service

X Not Applicable [ ] Attached

13. 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

10f 2




Request Tracking # 31866-00053

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. 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. No additional
funding is added to the contract to support the amended language.

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

Scott Pierce

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

801 Pine Street

Chattanooga, Tennessee 37402-2555

15. Evidence Contractor’s Experience & Length Of Experience Providing the Goods and Services

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

16. 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 Enroliees
in the East Tennessee Region.

17. 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

Lamg A, Ma/\‘ﬁ/-//wl\
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CONTRACT SUMMARY SHEET

ontractit:

FA-08-24983-15

State Agency Division

Bu:eau of TennCare

93.778 Dept Gf Health & Hum'm
ServicesTitle XIX

unding: Subgrant Code

OTAL Contract Amount .

2008 0.00
2009 $105,877,534.060 $189,358,466.00 $205,236,000.00
2010 $147,116,100.00 $443,355,900.00 $590,472,000.00
2011 $261,568,472.60 $624,203,528.00 $885,772,000.00
2012 $331,485,262.00 $650,198,813.00 $981,684,075.00
2013 $341,905,189.00 $669,229,811.00 $4.011,135,000.00
2014 $348,841,575.00 $662,203,425.00 $1.011,135,000.00
2015 $176,620,006.00 $328,947 494.00 $505,567 500.00

$1,713,414,138.00

$3,567,587,437.00

$5,281,001,575.00

Casey Dungan
310 Great Circle Road
Nashville, TN 37243

615) 507-6482

2008 $.00
2009 $295,236,000.00 $.00
2010 $590,472,000.00 $.00
2011 $885,772,000.00 $.00 |
2012 $981,684,075.00 $.00
2013 $1,011,135,000.00 $.00
2014 $1,011,136,000.00 $.00
2015 $505,567,500.00 $0.00
$5,281,001,575.00 $0.00
12131/2014

D African American

E[ Asian

D Person wi Disabllity

D Hispanic

D Native Amerlcan

D Small Business D Government

W1 E—

acts— NIA 1o amendmsnts or gelegated-alihorities)

. NOT Minorltlelsadvantaged L] Other

B wee

D Non-Competitive Negotiation *

I::] Competitive Negotiation *

[] Neagotiation w/ Government (1D, GG, GU)

L_] Alternative Competitive Method *

D Other ™




AMENDMENT NUMBER 15
EAST GRAND REGION
CONTRACTOR RISK AGREEMENT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
VOLUNTEER STATE HEALTH PLAN, INC,,
d.b.a. BLUECARE
CONTRACT NUMBER: FA- (08-24983-00

For and in consideration of the mutual promises herein contained and other good and valuable consideration, the
receipt and sufficiency of which is hereby acknowledged, the parties agree to clarify and/or amend the Contractor
Risk Agrcement (CRA) by and between the State of Tennessee TennCare Bureau, hereinafter referred to as
“FENNCARE” or “State” and Volunteer Siate Health Plan, Inc., hereinafter referred to as “the CONTRACTOR”
as specified below.

Titles and numbering of paragraphs used herein ate for the purpose of facilitating use of reference only and shall
not be construed to infer a contractual construction of language,

1.

114

3.14.1.

3.14.2,

3.14.3.

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

HEALTH INSURER FEE

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 A ffordable 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.

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 refmburse 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.

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 ay
a percent of the capitaiion 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 {iscal 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
gingle 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 15 (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 {inal notification and supporting documentation from the CONT RACTOR.
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 [nsurer Fee.

All of the provisions of the original Agreement not specifically deleted or modified herein shall remain in fulf force
and cffect. Unless a provision contained in this Amendment specifically indicates a different effective date, for
purposes of the provisions contained herein, this Amendment shall become effeciive 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 dul y authorized representatives set their signatures.

STATE OF TENNESSEE

DEPARTMENT OF FINANCE VOLUNTEER STATE HEALTH PLAN, INC.
AND ADMINISTRATION .

/.,jm %//’? -
BY: Z‘*—-\?ﬂ%&:ﬁx Ajb BY: X‘f" i
Larry B. Martin) Scotl €. Pierce
Commiissioner President & C/‘O VSHP
DATE:___9/S/lary DATE: L / I+




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. 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

Representative Mark White, Vice-Chairman

FROM: Senator Bill Ketron, Chairman /?)\\ Nj

DATE: June 11, 2014

SUBJECT: Contract Comments
(Fiscal Review Committee Meeting 6/9/2014)

RFS# 318.66-053 (Edison # 29621)

Department: Finance and Administration

Division: Health Care Finance and Administration/Bureau of TennCare
Vendor: Volunteer State Health Plan, Inc.

Summary: The vendor is responsible for medical and behavioral
health services for TennCare enrollees in East Tennessee. 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: $5,281,001,575

Proposed maximum liability: $5,281,001,575

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

Al hilt
*Contact Name: S Cion

*Contact

Phone: | 615-607-6384

Presenter’s Name:

Casey Dungan, Chief Financial Officer

Edison Contract RFS Number:
Number: (if applicable) | 29621 (if applicable) | 31866-00053
*QOriginal Contract *Current End
Begin Date: May 19, 2008 Date: | December 31, 2014

Current Request Amendment Number:

(if applicable) | 14

Proposed Amendment Effective Date:
(if applicable)

August 1, 2014

*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:

Volunteer State Health Plan (East Region)

*Current Maximum Liability:

$5,281,001,575.00

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

FY: 2009 FY: 2010 FY: 2011 FY: 2012 FY 2013
$295,236,000.00 $590,472,000.00 $885,772,000 $981,684,075 $1,011,135,000
FY: 2014 FY: 2015

$1,011,135,000.00 $505,567,5600.00

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

FY: 2009 FY: 2010 FY: 2011 FY:2012 FY 2013
$ 328,230,257.00 $712,601,467.16 | $953,091,918.65 | $907,675,407.50 $934,162,711.10
FY 2014

$873,885,188.86
(through May 16,
2014)

IF Contract Allocation has been greater
than Contract Expenditures, please give

the reasons and explain where surplus BA
funds were spent:

IF surplus funds have been carried

forward, please give the reasons and N/A

provide the authority for the carry forward
provision:

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

The reason that Fiscal Year expenditures for the
full-risk Managed Care contract exceeds the
contract allocation are that the contract maximum
liability must be estimated before the first year of




Supplemental Documentation Required for

Fiscal Review Committee

the contract using current enrollment and
medical/behavioral claims cost. If the program’s
enrollment were to vary significantly from the
original estimate, expenditures could be higher
than actual allocations, however, the expenditures
do not exceed the maximum liability of the contract.

- :
Contract Funding State: $1,713,414,138.00 Federal: $3,5667,587,437.00
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 — September, 2009

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

Amendment #2 — March 1, 2010

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

Amendment #3 — July 1, 2010

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

Amendment #4 — January 1, 2011

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

Amendment #5 — July 1, 2011

Clarification of CHOICES Requirements and
Credentialing Requirements; Clarification of Disease
Management and NCQA Requirements; Revise
Behavioral Health Monitoring Reports, and provides
funding to support services for FY ’12.

Amendment #6 — October 1, 2011

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

Amendment #7 — 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 #8 — 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 #9 — July, 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




Supplemental Documentation Required for

Fiscal Review Committee

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 #10 — January 1, 2013

Replaces Disease Management requirements with
Population Health Requirements, clarifies CHOICES 3
requirements, CMS TPL language, extends term and
provides funding for FY ’14,

Amendment #11 — 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 #12 — 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 #13 — January 1, 2014

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

Method of Original Award: (if applicable)

Request for Proposal

*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.




VSHP - East
Edison Contract ID: 29621

CONTRACT EXPENDITURES BY FISCAL YEAR
(Payment Detail Attached)

FY 2009 $328,230,257.51
FY 2010 $712,601,467.16
FY 2011 $953,091,918.65
FY 2012 $907,675,407.50
FY 2013 $934,162,711.10
FY 2014 $873,885,188.66

TOTAL $4,709,646,950.58

(Expenditures through May 16, 2014)



VSHP - East - Edison #29621

FY 2014
[[Unit Voucher ID || Vendor ID Amount Pd Pymnt Date
31865 00732268 0000071694 75,348,312.53 7/5/2013
31865 00747497 0000071694 91,199,827.39 8/2/2013
31865 00766008 0000071694 78,881,230.31 9/6/2013
31865 00742684 0000071694 7,076.61 7/26/2013
31865 00757135 0000071694 34,303.09 8/23/2013
31865 00775705 0000071694 30,336.48 9/30/2013
245,501,086.41
31865 00780669 0000071694 77,731,213.58 10/4/2013
31865 00795520 0000071694 77,313,595.32 11/1/2013
31865 00814936 0000071694 80,960,084.45 12/6/2013
31865 00790546 0000071694 35,415.23 10/24/2013
31865 00825632 0000071694 37,129.34 12/27/2013
236,077,437.92
31865 00829956 0000071694 78,356,103.08 1/3/2014
31865 00850549 0000071694 78,989,665.79 2/7/2014
31865 00869569 0000071694 77,922,940.92 3/7/2014
31865 00840234 0000071694 77,280.33 1/23/2014
31865 00881585 0000071694 78,799.69 3/26/2014
31865 00868089 0000071694 46,718.65 3/6/2014
235,471,508.46
31865 00887695 0000071694 77,894,061.92 4/4/2014
31865 00904508 0000071694 78,849,915.45 5/2/2014
31865 00913948 0000071694 91,178.50 5/16/2014
156,835,155.87
FY 2014 TOTAL $ 873,885,188.66




VSHP - East - Edison #29621

FY 2013

Unit || Voucher ID || Vendor ID Amount Pd Pymnt Date ||
31865 101696907 0000071694 77,071,496.76 7/6/2012
31865 101724293 0000071694 82,912,604.85 8/3/2012
31865 101759218 0000071694 78,349,322.51 9/7/2012
31865 2013-01-BCE 0000071694 4,475.22 7/12/2012
31865 2013-02-BCE 0000071694 4,026.37 9/6/2012
31865 5837reimburs 0000071694 46.44 8/31/2012

238,341,972.15
31865 00583994 0000071694 78,498,581.69 10/5/2012
31865 00591211 0000071694 35,000.00 10/19/2012
31865 00598533 0000071694 77,013,587.81 11/2/2012
31865 00615547 0000071694 77,791,460.66 12/7/2012
31865 00621131 0000071694 584,755.79 12/20/2012
233,923,385.95

31865 00628848 0000071694 76,515,603.05 1/4/2013
31865 00631266 0000071694 51,558.19 1/11/2013
31865 00642478 0000071694 28,224.29 1/28/2013
31865 00643860 0000071694 75,784,983.60 2/1/2013
31865 00659855 0000071694 38,698.59 2/26/2013
31865 00661460 0000071694 74,991,062.78 3/1/2013
31865 00665753 0000071694 78,822.00 3/8/2013
31865 00676680 0000071694 108,133.95 3/25/2013

227,597,086.45



VSHP - East FY 2013 (Continued)

Unit Voucher ID || Vendor ID Amount Pd Pymnt Date
31865 00716985 0000071694 76,292,117.86 6/7/2013
31865 00681010 0000071694 77,873,640.93 4/5/2013
31865 00696732 0000071694 79,787,906.82 5/3/2013
31865 00691286 0000071694 171,052.40 4/25/2013
31865 00707528 0000071694 132,898.03 5/23/2013
31865 00726806 0000071694 13,280.51 6/27/2013
31865 00708863 0000071694 29,370.00 5/24/2013
234,300,266.55
FY 2013 TOTAL $ 934,162,711.10




VSHP - East - Edison #29621

FY 2012

Unit Voucher ID || Vendor ID Amount Pd Pymnt Date
31865 00343828 0000071694 14.15 7/7/2011
31865 00358100 0000071694 66,670,669.83 8/1/2011
31865 00358101 0000071694 740,725.26 8/1/2011
31865 00358905 0000071694 49,985,164.12 8/1/2011
31865 00373593 0000071694 75,647,550.44 9/2/2011
31865 00373594 0000071694 3,348.22 9/2/2011

193,047,472.02
31865 00390591 0000071694 78,594,308.93 10/7/2011
31865 00390592 0000071694 1,300.90 10/7/2011
31865 00404364 0000071694 79,800,808.11 11/4/2011
31865 00404365 0000071694 1,030.37 11/4/2011
31865 00407336 0000071694 4,649,578.83 11/14/2011
31865 00407337 0000071694 67,541.41 11/14/2011
31865 00417725 0000071694 72,441,265.13 12/5/2011
31865 00417726 0000071694 409.42 12/5/2011
31865 00392593 0000071694 4,289.01 10/13/2011
31865 00429420 0000071694 378,445.33 12/28/2011
235,938,977.44

31865 101520292 0000071694 78,926,658.69 1/6/2012
31865 101539790 0000071694 21,500.00 2/1/2012
31865 101548343 0000071694 89,829,654.11 2/3/2012
31865 101575222 0000071694 78,876,286.23 3/2/2012

247,654,099.03




VSHP - East FY 2012 (Continued)

Unit Voucher ID || Vendor ID Amount Pd Pymnt Date
31865 101608904 0000071694 78,500,305.24 4/5/2012
31865 101629130 0000071694 5,100.00 4/27/2012
31865 101635998 0000071694 75,965,740.45 5/4/2012
31865 101663373 0000071694 76,563,658.32 6/1/2012
31865 4941 0000071694 55.00 5/31/2012
231,034,859.01
FY 2012 TOTAL $ 907,675,407.50



VSHP - East - Edison #29621

FY 2011

Unit Voucher ID Vendor ID Amount Pd Pymnt Date
31865 00157398 0000071694 282.53 7/2/2010
31865 00158626 0000071694 51,267,070.38 7/2/2010
31865 00158627 0000071694 4,734,212.82 7/2/2010
31865 00164532 0000071694 77.87 7/16/2010
31865 00165967 0000071694 379.67 7/23/2010
31865 00173683 0000071694 71,408,603.51 8/6/2010
31865 00173684 0000071694 4,738,714.34 8/6/2010
31865 00176098 0000071694 274.59 8/13/2010
31865 00186741 0000071694 72,453,026.55 9/3/2010
31865 00186742 0000071694 4,623,926.49 9/3/2010

209,226,568.75
31865 00200080 0000071694 90,768,953.66 10/1/2010
31865 00200081 0000071694 2,260,930.49 10/1/2010
31865 00209570 0000071694 2,138,144.44 10/20/2010
31865 00209571 0000071694 31,122.72 10/20/2010
31865 00217695 0000071694 76,589,841.43 11/5/2010
31865 00217696 0000071694 4,117,601.84 11/5/2010
31865 00230497 0000071694 67,263,929.07 12/3/2010
31865 00230498 0000071694 3,665,303.45 12/3/2010
31865 00234012 0000071694 503,500.00 12/10/2010
31865 00243516 0000071694 76,160,348.81 12/30/2010
31865 00243517 0000071694 4,021,629.34 12/30/2010
327,521,305.25

31865 00261384 0000071694 58,603,666.74 2/2/2011
31865 00261385 0000071694 2,637,366.22 2/2/2011
31865 00263659 0000071694 563.76 2/11/2011
31865 00263660 0000071694 90.08 2/11/2011
31865 00278228 0000071694 52,656,485.70 3/4/2011
31865 00278229 0000071694 2,384,650.04 3/4/2011
31865 00284918 0000071694 89.65 3/18/2011
31865 00293284 0000071694 192.23 3/31/2011

116,283,104.42



VSHP - East FY 2011 (Continued)

([Unit Voucher ID | Vendor ID Amount Pd Pymnt Date
31865 00297111 0000071694 82,486,368.92 4/1/2011
31865 00313922 0000071694 73,761,596.41 5/6/2011
31865 00313923 0000071694 10,482.26 5/6/2011
31865 00320324 0000071694 7,764.61 5/20/2011
31865 00320325 0000071694 3,419.28 5/20/2011
31865 00322848 0000071694 46.01 5/27/2011
31865 00327661 0000071694 72,321,344.49 6/3/2011
31865 00327662 0000071694 10,110.47 6/3/2011
31865 00341955 0000071694 71,457,311.20 6/30/2011
31865 00341956 0000071694 2,496.58 6/30/2011

300,060,940.23

FY 2011 TOTAL

$953,091,918.65




VSHP - East - Edison #29621

FY 2010

Pre-Edison Payments:

Vendor Invoice |Invoice Date |Voucher TCS 18A Total
INTEGRATED
MCOS-FULLY
BHO PAYMENTS CAPPED
RA100653959 [6/29/2009 100653959 56,012,619.96 56,012,619.96
RA 100653960 [6/29/2009 100653960 5,314,498.56 5,314,498.56
2010-03-BCE  |7/14/2009 071409NR1 1,224.71
2010-04-BCE  [7/21/2009 072109NR7 4,866.35
2010-05-BCE  |7/28/2009 072809NR4 17,509.26
2010-02-BCE  |7/7/2009 070709NR3 9,454.42
2010-07-BCE  [8/11/2009 081109NR5S 19,256.96
2010-08-BCE |8/18/2009 081809NR6 28,625.63
2010-09-BCE  |8/25/2009  |082509NR5 7,559.20
RA100689585 |8/4/2009 100689585 63,746,780.95 63,746,780.95
RA100689586 [8/4/2009 100689586 6,562,288.27 6,562,288.27
2010-06-BCE  |8/7/2009 080709NR1 9,066.80
2010-10-BCE  |9/1/2009 090109NR6 6,004.70
RA100718547 [9/1/2009 100718547 54,010,268.30 54,010,268.30
RA100718548 [9/1/2009 100718548 4,862,948.68 4,862,948.68
16,739,735.51 173,769,669.21 190,612,972.75
Edison Payments:
Unit Voucher ID || Vendor ID Amount Pd Pymnt Date
31865 00007042 0000071694 51,396,622.70 10/5/2009
31865 00007043 0000071694 4,465,519.18 10/5/2009
31865 00015918 0000071694 51,267,043.72 11/6/2009
31865 00015919 0000071694 4,452,613.38 11/6/2009
31865 00023041 0000071694 50,621,144.72 12/7/2009
31865 00023042 0000071694 6,117,029.38 12/7/2009
31865 00000010 0000071694 8,615.51 9/11/2009
31865 00001325 0000071694 3,081.90 9/18/2009
31865 00003263 0000071694 8,610.11 9/28/2009
31865 00004792 0000071694 1,336.62 10/2/2009
31865 00007991 0000071694 1,332.63 10/8/2009
31865 00009746 0000071694 5,760.28 10/15/2009
31865 00011452 0000071694 11,462.49 10/22/2009
31865 00013105 0000071694 2,806.26 10/29/2009
31865 00015244 0000071694 1,979.37 11/5/2009




VSHP - East FY 2010 (Continued)

Unit Voucher ID | Vendor ID Amount Pd Pymnt Date

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

168,395,648.82
31865 00046958 0000071694 58.78 1/6/2010
31865 00051834 0000071694 50,439,367.41 1/8/2010
31865 00051835 0000071694 4,991,161.42 1/8/2010
31865 00054508 0000071694 3,072.20 1/15/2010
31865 00058271 0000071694 3,624.07 1/25/2010
31865 00062493 0000071694 570.17 2/1/2010
31865 00068933 0000071694 65,321,692.28 2/5/2010
31865 00068934 0000071694 4,561,296.32 2/5/2010
31865 00067108 0000071694 24,585.83 2/5/2010
31865 00071794 0000071694 10,228.97 2/12/2010
31865 00076292 0000071694 5,264.18 2/19/2010
31865 00081232 0000071694 41.01 2/26/2010
31865 00085544 0000071694 864,869.64 3/3/2010
31865 00087408 0000071694 51,810,796.04 3/5/2010
31865 00087409 0000071694 4,765,090.22 3/5/2010
31865 00085610 0000071694 519.61 3/5/2010
31865 00090186 0000071694 2,160.33 3/12/2010
31865 00094559 0000071694 145.82 3/19/2010
182,804,544.30

31865 00105524 0000071694 51,852,461.66 4/2/2010
31865 00105525 0000071694 4,801,093.49 4/2/2010
31865 00126046 0000071694 52,612,221.11 5/7/2010
31865 00126047 0000071694 4,883,681.97 5/7/12010
31865 00128045 0000071694 60.28 5/11/2010
31865 00137426 0000071694 10,046.71 5/28/2010
31865 00141647 0000071694 349.84 6/4/2010
31865 00143234 0000071694 51,850,828.28 6/4/2010
31865 00143235 0000071694 4,692,661.66 6/4/12010
31865 00145659 0000071694 63,425.12 6/11/2010



VSHP - East FY 2010 (Continued)

Unit Voucher ID || Vendor ID Amount Pd PymntDate |
31865 00149704 0000071694 111.74 6/18/2010
31865 00154054 0000071694 21,359.43 6/28/2010
170,768,301.29
FY 2010 TOTAL $712,601,467.16



VSHP -East

Edison # 29621
FY2009
PAYMENT NET PAYMENT = NET PAYMENT Total Capitation
1-Jan-09 41,949,321 67 3.854,347.47  46,803,669.14
3Feb-09 | - 51,353,117.88 1614,834.22  55,967,952.10
6-Mar-09 52,188,503.48 52361842  56,712,121.90
1-Apr-09 51,526,060.46 630,223.42  56,156,283.88
28-Apr-09 52.346.931.2L3_ 3.226.695.63 56,573,626.91
2-Jun-09 52,379,941.4) 636,662.17 ___ 57,016,603.58
Total 2009 301,71 ,am.ﬂlr 20.,438,381.33 328,230,257.51




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 # 31866-00053

Procuring Agency
Bureau of TennCare

Department of Finance and Administration

1. Contractor Volunteer State Health Plan

2. Contract # FA-08-24983-00

3. Proposed Amendment # 14

4. EdisonID# 29621

5. Contract Begin Date

May 19, 2008

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

December 31, 2014

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

December 31, 2014

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

$5,281,001,575.00

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

$5,281,001,575.00

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

X Not Applicable [ | Attached

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

X Not Applicable DAttached

12. Human Resources Support
— state employee training service

X Not Applicable DAttached

13. 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
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Request Tracking # 31866-00053

that the Contractor incurs and becomes obligated to pay due to its receipt of TennCare premiums
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.

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

Scott Pierce

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

801 Pine Street

Chattanooga, Tennessee 37402-2555

16. Evidence Contractor’s Experience & Length Of Experience Providing the Goods and Services

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

16. 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 East Tennessee Region.

17. 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.
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Request Tracking #

31866-00053

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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3of3




CONTRACT SUMMARY SHEET
'RFS # _Edison # Contract #
31866-00053 29621 FA-08-24983-14
State Agency State Agency Division

Bureau of TennCare
Contractor ID # (FEIN or SSN)

[ ]c- or V- | Edison Vendor #0000071694

Department of Finance and Administration
Contractor Name

Volunteer State Health Plan

Service Description

Provision of Physical and Behavioral Heaith Services to TennCare Enrollees in East Tennessee Region
Contract Begin Date | Contract End Date SUBRECIPIENT or VENDOR?

May 19, 2008 December 31, 2014 Subrecipient

Mark Each TRUE Statement
D Contractor is on STARS

CFDA #

93.778 Dept of Health & Human
Services/Title XIX

D 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 11

FY ~ State 'Federal Interdepartmental _Other . TOTAL Contract Amount
2008 0.00
2009 $105,877,534.00 $189,358,466.00 $295,236,000.00
2010 $147,116,100.00 $443,355,900.00 $590,472,000.00
2011 $261,568,472,00 $624,203,528.00 $885,772,000.00
2012 $331,485,262.00 $650,198,813.00 $981,684,075.00
2013 $341,905,189.00 $669,229,811.00 $1,011,135,000.00
2014 $348,841,575.00 $662,293,425.00 $1,011,135,000.00
2015 $176,620,006.00 $328,947,494.00 $505,567,500.00
TOTAL: $1,713,414,138.00 $3,567,587,437.00 $5,281,001,575.00

[,..;'.‘-7';‘COMEL'ET.EZ._F:ERlAMENDM_EM_S NLY — | State Agency Fiscal Contact & Telephone #

ba A RN ko P i (e Siie A | Casey Dungan
gy | BaseCc t& | THIS Amendment | 310 Great Circle Road
Tl ONLY Il Nashville, TN 37243
i)' s -}l (615) 507-6482
2008 $.00 J State Agency Budget Officer Approval
2009 $295,236,000.00 $.00 )
—
2010 $590,472,000.00 $.00
2011 $885,772,000.00 $.00 | Funding Certfication (centcation, required by T.C.A., § -4-5113, that there is
' a balance in the appropriation from which the obligated expenditure is required to be
2012 $981,684,075.00 $.00 | paid that is not otherwise encumbered to pay obligations previously incurred)
2013 $1,011,135,000.00 $.00
2014 $1,011,135,000.00 $.00
2015 $505,567,500.00 $0.00
TOTAL: $5,281,001,575.00 $0.00
End Date: 12/31/2014
==

Contractor Ownership (complete for ALL base contracts— N/A to amendments or deregaled authorities)
l:] African American I:l Person w/ Disability D Hispanic D Government

I:l Asian D Female D Native American IZ NOT Minority/Disadvantaged D Other
Contractor Selection Method (complete for ALL base contracts— N/A to amendments or delegated aulhorities)

X rep

‘:] Non-Competitive Negotiation *

I:l Small Business

]:I Alternative Competitive Method *

l:l Other *

D Competitive Negotiation *

|:| Negotiation w/ Government (ID, GG, GU)




AMENDMENT NUMBER 14
EAST GRAND REGION
CONTRACTOR RISK AGREEMENT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
VOLUNTEER STATE HEALTH PLAN, INC,,
d.b.a. BLUECARE
CONTRACT NUMBER: FA- 08-24983-00

For and in consideration of the mutual promises herein contained and other good and valuable consideration, the
receipt and sufficiency of which is hereby acknowledged, the 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” or “State” and Volunteer State Health Plan, Inc., hereinafter referred to as “the CONTRACTOR”
as specified below.

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

1&

3.14

3.141

3.14.2

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 14 (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 VOLUNTEER STATE HEALTH PLAN, INC.
AND ADMINISTRATION
7
) pm—
we [ B Mol oo . S
Larry B. Maréin Scall C. Pierce
Commissioner President & CEO VSHP
DATE: G (20(2014 DATE: c I'(’ M




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 /%k/
Representative Mark White, Vice-Chairman

DATE: November 13, 2013

SUBJECT: Contract Comments

(Fiscal Review Committee Meeting 11/12/13)

RFS# 318.66-053 (Edison # 29621)
Department: Finance and Administration

Division: Health Care Finance and Administration/Bureau of TennCare

Vendor: Volunteer State Health Plan, Inc.

Summary: The vendor is responsible for medical and behavioral
health services for TennCare enrollees in East Tennessee. The
proposed amendment contains several language updates,
clarifications, and deletions; adds payment reform requirements;
includes current capitation rates; extends the current contract an
additional six months through December 31, 2014; and increases
maximum liability by $505,567,500.

Current maximum liability: $4,775,434,075

Proposed maximum liability: $5,281,001,575

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

| Casey Dungan *Contact
*Contact Name: Phone: | 615-607-6482
*QOriginal Contract | FA-08-24983-00 *QOriginal RFS | RFS 318.66-053-08
Number: Number:
Edison Contract Edison RFS
Number: (if applicable) | > 02 Number: f | N/A
) PP applicable)
*Original Contract *Current End
Begin Date: | May 19, 2008 Date: | June 30,2014
Current Request Amendment Number:
(if applicable) | 13
Proposed Amendment Effective Date:
(if applicable) | December 31, 2013

*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:

Volunteer State Health Plan (East Region)

*Current Maximum Liability:

$4,775,434,075.00

*Current Contract Allocation by Fiscal Year:

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

FY: 2009 FY: 2010 FY: 2011 FY: 2012 FY 2013
$295,236,000.00 $590,472,000.00 $885,772,000 $981,684,075 $1,011,135,000
FY: 2014

$1,011,135,000.00

*Current Total Expenditures by Fiscal Year of Contract:
(attach backup documentation from STARS or FDAS report) Attached

FY: 2009 FY: 2010 FY: 2011

FY:2012 FY 2013

$ 328,230,257.00 $712,601,467.16

$953,091,918.65

$907,675,407.50 $934,162,711.10

FY 2014

$323,232,299.99

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

N/A

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

N/A

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

The reason that Fiscal Year expenditures for the
full-risk Managed Care contract exceeds the
contract allocation are that the contract maximum
liability must be estimated before the first year of




Supplemental Documentation Required for

Fiscal Review Committee

the contract using current enrollment and
medical/behavioral claims cost. If the program’s
enrollment were to vary significantly from the
original estimate, expenditures could be higher
than actual allocations, however, the expenditures
do not exceed the maximum liability of the contract.

" -
Contract Fundlng State: $1,536,794,132.00 Federal: $3,238,639,943.00
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 — September, 2009

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

Amendment #2 — March 1, 2010

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

Amendment #3 — July 1, 2010

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

Amendment #4 — January 1, 2011

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

Amendment #5 — July 1, 2011

Clarification of CHOICES Requirements and
Credentialing Requirements; Clarification of Disease
Management and NCQA Requirements; Revise
Behavioral Health Monitoring Reports, and provides
funding to support services for FY '12.

Amendment #6 — October 1, 2011

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

Amendment #7 — 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 #8 — 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 #9 - July, 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




Supplemental Documentation Required for

Fiscal Review Committee

language added in accordance with our agreement with
SSA, and Subcontract termination requirements added to
provide an MCO with an avenue fo 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 #10 — January 1, 2013

Replaces Disease Management requirements with
Population Health Requirements, clarifies CHOICES 3
requirements, CMS TPL language, extends term and
provides funding for FY ’14.

Amendment #11 — 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 #12 — 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) | Request for Proposal

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

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




Supplemental Documentation Required for
Fiscal Review Committee

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

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

= COMPLETE FOR AMENDMENTS ONLY —

RFS# Edison # Contract #
31866-00053 29621 FA-08-24983-12
Department of Finance and Administration Bureau of TennCare
Contractor Name Contractor 1D # {FEIN or SSN)
Volunteer State Heaith Plan [J¢- or DX V- | Edison Vendor #0000071694
Service Description
Provision of Physical and Behavioral Health Services to TennCare Enrollees in East Tennessee Region
Contract Begin Date Contract End Date SUBRECIWPIENT or VENDOR? CFDA S
May 19, 2008 June 30, 2014 Subrecipient B O riumean
Mark Each TRUE Statement
D Contractor is on STARS D Contractor's Form W-8 Is on file in Accounts
Allotrment Cods Cost Conter Object Code Fund Funding Grant Code | Funding Subgrant Code
318.66 11
FY State Federal Interdepartmental Other TOTAL Contract Amount
2008 0.00
2009 $105,877,534.00 $189,358.466.00 $295,236,000.00
2010 $147,116,100.00 $443,355,900.00 $580,472,000.00
2011 $261,568,472.00 $624,203,528.00 $885,772,000.00
2012 $331,485,262.00 $650,198,813.00 $981,684,075.00
2013 $341,905,189.00 $669,229,811.00 $1,011,135,000.00
2014 $348,841,575.00 $662,293,425.00 $1,011,135,000.00
TOTAL: $1,536,794,132.00 $3.238,639,943.00 $4,775,434,075.00

State Agency Fiscal Contact & Telephone #

Casey Dungan
FY Base Coniract & I Amendment 310 Great Circle Road
Prior Amendments ONLY Nashville, TN 37243
(615) 507-6482
2008 0.00 0.00 | State Agency Budget Officer Approval
2008 $295,236,000.00 0.00
2010 $500,472,000.00 0.00 M
T,
2011 $885,772,000.00 .00 WW(@U‘MWMTCAJMH&MM&
a batance in the appropriaion from which the obligsied expendiiure is requined ©© be
2012 $981,584.075.00 0.00 § paid that is not otherwiss encumbered 1o pey obiigetions previously incurred)
2013 $1,011,135,000.00 0.00
2014 $1,011,135,000.00 0.00
YOTAL: $4,775,434,075.00 0.00
6/30/2014

Contractor Ownership (compiets for ALL base comtracts— N/A ¥ amendments or delegated authorities)

D African American

[ ] Asian

D Person w/ Disability

D Female

[

[ ] native American

Hispanic

[ smatt Business

@ NOT Minority/Disadvantaged D Other

D Government

| Contractor Selection Method (compists for ALL base contracts— N/A to amendmants or delegated authorites)

X rep

[] Non-Competitive Negotiation *

D Compatitive Negotiation ”
D Negotiation w/ Government (1D, GG, GU)

[] Atternative Competitive Method *

DOﬂ'nz

* Procurement Process Summary (compiets for selection by Non-Competitve Negotiation, memm




VSHP - East - Edison #29621

FY 2014

Unit [ voucher D || VendoriD | Amount Pd Pymnt Date
31865 00732268 0000071694 75,348,312.53 7/5/2013
31865 00747497 0000071694 91,199,827.39 8/2/2013
31865 00766008 0000071694 78,881,230.31 9/6/2013
31865 00742684 0000071694 7,076.61 7/26/2013
31865 00757135 0000071694 34,303.09 8/23/2013
31865 00775705 0000071694 30,336.48 9/30/2013

245,501,086.41

31865 00780669 0000071694 77,731,213.58 10/4/2013

77,731,213.58

FY 2014 TOTAL $ 323,232,299.99




VSHP - East - Edison #29621

FY 2013

Unit || Voucher ID || Vendor ID Amount Pd Pymnt Date
31865 101696907 0000071694 77,071,496.76 71612012
31865 101724293 0000071694 82,912,604.85 8/3/2012
31865 101759218 0000071694 78,349,322.51 9/7/2012
31865 2013-01-BCE 0000071694 4,475.22 7/12/2012
31865 2013-02-BCE 0000071694 4,026.37 9/6/2012
31865 5837reimburs: 0000071694 46.44 8/31/2012

31865
31865
31865
31865
31865

31865
31865
31865
31865
31865
31865
31865
31865

00583994
00591211
00598533
00615547
00621131

00628848
00631266
00642478
00643860
00659855
00661460
00665753
00676680

0000071694
0000071694
0000071694
0000071694
0000071694

0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694

238,341,972.15

78,498,581.69
35,000.00
77,013,587.81
77,791,460.66
584,755.79
233,923,385.95

76,515,603.05
51,558.19
28,224.29
75,784,983.60
38,698.59
74,991,062.78
78,822.00
108,133.95
227,597,086.45

10/5/2012
10/19/2012
11/2/2012
12/7/2012
12/20/2012

1/4/2013
1/11/2013
1/28/2013

2/1/2013
2/26/2013

3/1/2013

3/8/2013
3/25/2013




VSHP - East FY 2013 (Continued)

Unit [ Voucher D || VendorID |l Amount Pd | PymntDate ||
31865 00716985 0000071694 76,292,117.86 6/7/2013
31865 00681010 0000071694 77,873,640.93 4/5/2013
31865 00696732 0000071694 79,787,906.82 5/3/2013
31865 00691286 0000071694 171,052.40 4/25/2013
31865 00707528 0000071694 132,898.03 5/23/2013
31865 00726806 0000071694 13,280.51 6/27/2013
31865 00708863 0000071694 29,370.00 5/24/2013
234,300,266.55

FY 2013 TOTAL

$

934,162,711.10




VSHP - East - Edison #29621

FY 2012
([Unit |l Voucher ID || Vendor ID Amount Pd Pymnt Date ||
31865 00343828 0000071694 14.15 7/7/2011
31865 00358100 0000071694 66,670,669.83 8/1/2011
31865 00358101 0000071694 740,725.26 8/1/2011
31865 00358905 0000071694 49,985,164.12 8/1/2011
31865 00373593 0000071694 75,647,550.44 9/2/2011
31865 00373594 0000071694 3,348.22 9/2/2011
193,047,472.02

31865
31865
31865
31865
31865
31865
31865
31865
31865
31865

31865
31865
31865
31865

00390591
00390592
00404364
00404365
00407336
00407337
00417725
00417726
00392593
00429420

101520292
101539790
101548343
101575222

0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694

0000071694
0000071694
0000071694
0000071694

78,594,308.93
1,300.90
79,800,808.11
1,030.37
4,649,578.83
67,541.41
72,441,265.13
409.42
4,289.01
378,445.33
235,938,977.44

78,926,658.69
21,500.00
89,829,654.11
78,876,286.23
247,654,099.03

10/7/2011
10/7/2011
11/4/2011
11/4/2011
11/14/2011
11/14/2011
12/5/2011
12/5/2011
10/13/2011
12/28/2011

1/6/2012
21172012
2/3/2012
3/2/2012




VSHP - East FY 2012 (Continued)

Unit Voucher ID Vendor ID Amount Pd Pymnt Date
31865 101608904 0000071694 78,500,305.24 4/5/2012
31865 101629130 0000071694 5,100.00 4/27/2012
31865 101635998 0000071694 75,965,740.45 5/4/2012
31865 101663373 0000071694 76,563,658.32 6/1/2012
31865 4941 0000071694 55.00 5/31/2012
231,034,859.01
FY 2012 TOTAL $  907,675,407.50




VSHP - East - Edison #29621

FY 2011

Unit Voucher ID || Vendor ID Amount Pd Pymnt Date
31865 00157398 0000071694 282.53 7/2/2010
31865 00158626 0000071694 51,267,070.38 7/2/2010
31865 00158627 0000071694 4,734,212.82 7/2/12010
31865 00164532 0000071694 77.87 7/16/2010
31865 00165967 0000071694 379.67 7/23/2010
31865 00173683 0000071694 71,408,603.51 8/6/2010
31865 00173684 0000071694 4,738,714.34 8/6/2010
31865 00176098 0000071694 274.59 8/13/2010
31865 00186741 0000071694 72,453,026.55 9/3/2010
31865 00186742 0000071694 4,623,926.49 9/3/2010

209,226,568.75
31865 00200080 0000071694 90,768,953.66 10/1/2010
31865 00200081 0000071694 2,260,930.49 10/1/2010
31865 00209570 0000071694 2,138,144 .44 10/20/2010
31865 00209571 0000071694 31,122.72 10/20/2010
31865 00217695 0000071694 76,589,841.43 11/5/2010
31865 00217696 0000071694 4,117,601.84 11/5/2010
31865 00230497 0000071694 67,263,929.07 12/3/2010
31865 00230498 0000071694 3,665,303.45 12/3/2010
31865 00234012 0000071694 503,500.00 12/10/2010
31865 00243516 0000071694 76,160,348.81 12/30/2010
31865 00243517 0000071694 4,021,629.34 12/30/2010
327,521,305.25

31865 00261384 £000071694 58,603,666.74 2/2/2011
31865 00261385 0000071694 2,637,366.22 2/2/2011
31865 00263659 0000071694 563.76 2/11/2011
31865 00263660 0000071694 90.08 2/11/2011
31865 00278228 0000071694 52,656,485.70 3/4/12011
31865 00278229 0000071694 2,384,650.04 3/4/12011
31865 00284918 0000071694 89.65 3/18/2011
31865 00293284 0000071694 192.23 3/31/2011

116,283,104.42




VSHP - East FY 2011 (Continued)

(lUnit Voucher ID || Vendor ID Amount Pd Pymnt Date ||
31865 00297111 0000071694 82,486,368.92 4/172011
31865 00313922 0000071694 73,761,596.41 5/6/2011
31865 00313923 0000071694 10,482.26 5/6/2011
31865 00320324 0000071694 7,764.61 5/20/2011
31865 00320325 0000071694 3,419.28 5/20/2011
31865 00322848 0000071694 46.01 5/27/2011
31865 00327661 0000071694 72,321,344 .49 6/3/2011
31865 00327662 0000071694 10,110.47 6/3/2011
31865 00341955 0000071694 71,457,311.20 6/30/2011
31865 00341956 0000071694 2,496.58 6/30/2011

300,060,940.23

FY 2011 TOTAL

$953,091,918.65




VSHP - East - Edison #29621

FY 2010

Pre-Edison Payments:

Vendor Invoice |Invoice Date |Voucher TCS 18A Total
INTEGRATED
MCOS-FULLY
BHO PAYMENTS CAPPED
RA100653959 16/29/2009 100653959 56,012,619.96 56,012,619.96
RA100653960 [6/29/2009  |100653960 5,314,498.56 5,314,498.56
2010-03-BCE  |7/14/2009 071409NR1 1,224.71
2010-04-BCE  [7/21/2009  |072109NR7 4,866.35
2010-05-BCE  [7/28/2009  [072809NR4 17,509.26
2010-02-BCE  |7/7/2009 070709NR3 9,454.42
2010-07-BCE  18/11/2009 081109NRS 19,256.96
2010-08-BCE  [8/18/2009  |081809NR6 28,625.63
2010-09-BCE  |8/25/2009 082509NRS5 7,559.20
RA100689585 |8/4/2009 100689585 63,746,780.95 63,746,780.95
RA 100689586 {8/4/2009 100689586 6,562,288.27 6,562,288.27
2010-06-BCE  [8/7/2009  |080709NRI 9,066.80
2010-10-BCE  19/1/2009 090109NR6 6,004.70
RA100718547 19/1/2009 100718547 54,010,268.30 54,010,268.30
RA100718548 19/1/2009 100718548 4,862,948.68 4,862,948.68
16,739,735.51 173,769,669.21 190,612,972.75
Edison Payments:
(|Unit Voucher ID || Vendor ID Amount Pd Pymnt Date
31865 00007042 0000071694 51,396,622.70 10/5/2009
31865 00007043 0000071694 4,465,519.18 10/5/2009
31865 00015918 0000071694 51,267,043.72 11/6/2009
31865 00015919 0000071694 4,452 613.38 11/6/2009
31865 00023041 0000071694 50,621,144.72 12/7/2009
31865 00023042 0000071694 6,117,029.38 12/7/2009
31865 00000010 0000071694 8,615.51 9/11/2009
31865 00001325 0000071694 3,081.90 9/18/2009
31865 00003263 0000071694 8,610.11 9/28/2009
31865 00004792 0000071694 1,336.62 10/2/2009
31865 00007991 0000071694 1,332.63 10/8/2009
31865 00009746 0000071694 5,760.28 10/15/2009
31865 00011452 0000071694 11,462.49 10/22/2009
31865 00013105 0000071694 2,806.26 10/29/2009
31865 00015244 0000071694 1,979.37 11/5/2009




VSHP - East FY 2010 (Continued)

Unit || Voucher ID || Vendor ID Amount Pd Pymnt Date

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

168,395,648.82
31865 00046958 0000071694 58.78 1/6/2010
31865 00051834 0000071694 50,439,367 .41 1/8/2010
31865 00051835 0000071694 4,991,161.42 1/8/2010
31865 00054508 0000071694 3,072.20 1/156/2010
31865 00058271 0000071694 3,624.07 1/25/2010
31865 00062493 0000071694 570.17 2/1/2010
31865 00068933 0000071694 65,321,692.28 2/5/2010
31865 00068934 0000071694 4,561,296.32 2/512010
31865 00067108 0000071694 24,585.83 2/5/2010
31865 00071794 0000071694 10,228.97 2/12/2010
31865 00076292 0000071694 5,264.18 2/19/2010
31865 00081232 0000071694 41.01 2/26/2010
31865 00085544 0000071694 864,869.64 3/3/2010
31865 00087408 0000071694 51,810,796.04 3/672010
31865 00087409 0000071694 4,765,090.22 3/5/2010
31865 00085610 0000071694 519.61 3/512010
31865 00090186 0000071694 2,160.33 3/12/2010
31865 00094559 0000071694 145.82 3/19/2010
182,804,544.30

31865 00105524 0000071694 51,852,461.66 4/2/2010
31865 00105525 0000071694 4,801,093.49 4/2/2010
31865 00126046 0000071694 52,612,221.11 57712010
31865 00126047 0000071694 4,883,681.97 5/7/2010
31865 00128045 0000071694 60.28 5/11/2010
31865 00137426 0000071694 10,046.71 5/28/2010
31865 00141647 0000071694 349.84 6/4/2010
31865 00143234 0000071694 51,850,828.28 6/4/2010
31865 00143235 0000071694 4,692,661.66 6/4/2010
31865 00145659 0000071694 63,425.12 6/11/2010




VSHP - East FY 2010 (Continued)

[[Unit | VoucherID || Vendor ID Amount Pd Pymnt Date ||
31865 00149704 0000071694 111.74 6/18/2010
31865 00154054 0000071694 21,359.43 6/28/2010

170,788,301.29

FY 2010 TOTAL $712,601,467.16




VSHP -East

Edison # 29621
FY2009
PAYMENT NET PAYMENT NET PAYMENT Total Capitation
1-Jan-09 41,949,321.67 3,854,347.47  45,803,669.14
3-Feb-09 51,353,117.88 4614,83422  55,967,952.10
6-Mar-09 52,188,503.48 452361842  56,712,121.90
1-Apr-09 51,526,080.46 4,630,223.42 56,156,283.88
28-Apr-09 52,346,931.28 4,226,695.63  56,573,626.91
2-Jun-09 52,379,941.41 4,636,662.17 __ 57,016,603.58
Total 2009 301,743,876.1% 26,486,381.33  328,230,257.51
e '
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816 10 REGUEST- HOR AMEND

Non-Competitive Amendment Request

NOT requirad for 2 confeact with a federal, Teanessee, or Tennessee lacal government entity of a grant.
Route o completed request, as one file in PDF furmat, via e-mall attaghment sent 1o! Agspry Arsprsi@state tn.us

APPROVED

Mokl 501 /117

CENTRAL PROCUREMENT OFFICE

Request Tracking # 31466-00053

Procuring Agency . | Department of Finance and Administration
Bureau of TennCare N

Contractor Volunteer State Health Plan

Conteact # FA-08-24983-00

Proposed Amendment # 13

EdisontD & 29621
Contract Begin Date May 19, 2008
Current Contract End Dale ’ June 20, 2014

- wilht ALL options lo extend exercised

Propused Contract End Date
 with ALL options 1o extend exercised December 31, 2014

Currsnt Maximum Conptract Cost 4
~ with ALL options to extend exercised $4,775,434,075.00

Proposed szx!mum Contract Qos! $6,281,001,676.00
~ with ALL gptions 1o extend exercisad

Otfice for information Resources Endorsement
~ information technalogy sarvice (N/A to THDA) X Not Appiicable D Attachad

eHaalth Inltiative Suppont
- haaltii-related professional, pharmaceulical, laboratary, of imaging seivice X Not Applicable D Attached

Human Resources Support
- siate enployee leaining service X Net Applicable ] Attached

Explanation Need tor the Proposed Amendment This competitively procured contract provides medical
and behavioral health services fo TennCare enrollees. The proposed amendment conlains the
following fanguage updates: (1) Clarificalions regarding the role of the Fiscal Employer Agent, the
Supports Broker, and the MCO for CHOIGES members participaling in Consumer Direction, {2) Deletion
of all CHOICES language peifaining to Immediate Eligibility, (3) Charifications regarding MCO
responsibilities concerning member transitions yetween CHOICES groups, and when a member is
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3-16-10 REQUEST-NON-AMEND

Request Tracking 4 31866-00053

admilled for shont-term nursing facility stay or has an approved Pre-Admission Evaluation {level of care
determination) with an end date, (4) Clarify coordinalion requirement with DBM for Wavier Programs (8}
Quatity Clarifications (Popuiation Heallh, Oulreach reporting, timelrame clarification for loading
providers/delegated credentialing, (6) Payment Relorm Requirements, (7) Updale contract to include
current capltation rates, (8) Housekeeping (appropriate references to Family Support Services/Peer
Recovery Services, elc), {9) Extend Term of the Conlract. and (10} provide funding to support the term
axtension.

Name & Address of the Contractor's Principal Qwner{s) - NOT required for & TN state education institution

Scott Plerce

President and Chief Executive Officer
Volunteer State Health Plan, inc.

801 Pine Street

Chattanooga, Tennessee 37402-2565

Evidence Contractor's Experience & Length Of Experience Providing he Sevice — 7 oo
Volunteer State Health Plan (VSHP) is a licensed healthcare maintenance organization (HMO) and wiholly
owned subsidiary of BlueGross BlueShield of Tennessee (BCBS). BCBS, the state’s oldest and larges!
not-dor-profit health plan, was founded in 1945 and has a network of 146 hospltals (acule care tacilities},
1,537 other facililies, 18,920 doctors and specialists, and serves nearly 3 miflion Tennesseans. In
meeling or exceeding nationwide standards, BlugCross BlueShield of Tennessee has eamed the nationat
health plan accreditation from URAC, in addition to accreditation for Quality Managed Care Services,
HIPAA Privacy Initiatives, Heallh Web Site Standards and Cominitment to Consumerism, Education and
Support. The Bureau of TennCare released an RFP and identified VSHP as one of o (2) health care
plans to provide services lo TennCare enrollees in the East Tennessee Region.

EHorts to Identily Reasgnable, Competitive, Procurement Alternatives

The Bureau of TennCare released a Reques! for Proposal which resulted in a competilively procured
contract to integrate the provision of both Physical and Behavioral Health services to TennCare Enroliees
in the East Tennesses Region,

Justification - specifically explain why aon-compelilive negotiation is in the best interest of the state

This competitively procured contract provides medical and behavioral heallh services to TennCare
enrollees. The proposed amendment contains language changes regarding the role of the Fiscal
Employer Agent, the Supports Braker, and the MCO for CHOICES members participating in Consumer
Direction, clatifications regarding the CHOICES program, other conlract clarifications regarding MCO
responsibilities as well as update the contract to include current capitation rates. The term for the
contract has bean extended and funding provided to support the term exlansion. TennCare has released
a Request for Proposat 1o identify new MCO conteacts statewide. The Bureau of TennCare respectiully
requests review and approval of this conlract amendment.

Agency Head Slignature and Date - MUST be signed by the ACTUAL agency head as delailed on the current
Signature Certificalion. Sigrature by an avthonized signatary is aceeplable only ia documented exigent clrcwinstances
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CONTRACT SUMMARY SHEET 021908 |
RFS# Edison # Contract #
31866-00053 29621 FA-08-24983-13
State Agency State Agency Division
Department of Finance and Administration Bureau of TennCare
Contractor Name ‘ Contractor ID # (FEIN or SSN)
Volunteer State Health Plan [:] C- orJ V- Edison Vendor #0000071694
Service Description
Provision of Physical and Behavioral Health Services to TennCare Enrollees in East Tennessee Region
Contract Begin Date Contract End Date SUBRECIPIENT or VENDOR? CFDA #
May 19, 2008 December 31, 2014 Subrecipient 93.778 S[’:r{’fic"ef;‘xg"xf‘x**“ma“
Mark Each TRUE Statement
D Contractor is on STARS D 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 11
FY State Federal Interdepartmental Other TOTAL Contract Amount
2008 0.00
2009 $105,877,534.00 $189,358,466.00 $295,236,000.00
2010 $147,116,100.00 $443,355,900.00 $590,472,000.00
2011 $261,568,472.00 $624,203,528.00 $885,772,000.00
2012 $331,485,262.00 $650,198,813.00 $981,684,075.00
2013 $341,905,189.00 $669,229,811.00 $1,011,135,000.00
2014 $348,841,575.00 $662,293,425.00 $1,011,135,000.00
2015 $176,620,006.00 $328,947,494.00 $505,567,500.00
TOTAL: $1,713,414,138.00 $3,567,587,437.00 $5,281,001,575.00

| — COMPLETE FOR AMENDMENTS ONLY —

lk State Agency Fiscal Contact & Telephone #

: e L Casey Dungan
RY Base Contract & THIS Amendment ] 310 Great Circle Road
; - Prior Amendments ONLY Nashville, TN 37243
; , g ‘ (615) 507-6482
2008 $.00 $.00 § State Agency Budget Off' icer Approval
2009 $295,236,000.00 $.00
2010 $590,472,000.00 $.00 %
2011 $885,772,000.00 $00 Funding Ce(rﬁf’matlon (chrtification. required by T.C.A., § 9-4-5113, that there'is
a balance in the appropnauon which the obligated expenditure is required to be
2012 $981,684,075.00 $.00 § paid that is not otherwise encumbered to pay obligations previously incurred)
2013 $1,011,135,000.00 $.00
2014 $1.011,135,000.00 $.00
2015 $.00 $505,567,500.00
TOTAL: $4,775,434,075.00 $505,567,500.00
End Date: 6/30/2014 12/31/2014

Contractor Ownership: (complete for ALL base contracts~— N/A to amendments or delegated authorities)

D Asian

D African American

D Person w/ Disability

D Female

D Hispanic

D Native American

D Government
E} NOT Minority/Disadvantaged D Other

D Smail Business

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

RFP

D Non-Competitive Negotiation *

D Competitive Negotiation *
D Negotiation w/ Government (ID, GG. GU)

D Alternative Competitive Method *

D Other *




AMENDMENT NUMBER 13
EAST GRAND REGION
CONTRACTOR RISK AGREEMENT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
VOLUNTEER STATE HEALTH PLAN, INC,,
d.b.a. BLUECARE
CONTRACT NUMBER: FA- 08-24983-00

For and in consideration of the mutual promises herein contained and other good and valuable consideration, the
receipt and sufficiency of which is hereby acknowledged, the 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” or “State™ and Volunteer State Health Plan, Inc., hereinafter referred to as “the CONTRACTOR”

as specified below.

Titles and numbering of paragraphs used herein are for the purpose of facilitating use of reference only and shall
not be 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 13 (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.



Amendment 13 (cont.)

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.



10.

11.

12.

13.

14.

15.

2.8.12

Amendment 13 (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:

2.82.1.3.1 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:

28214 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 enrollee
assessments and address innovative ways to improve member completion rates.



Amendment 13 (cont.)

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”

295 Left Blank Intentionally

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

29.6.2.4.1

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 (sce 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. 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 (c) 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:

296244

29.6.245

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



19.

20.

Amendment 13 (cont.)

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

296252

296253

2.9.6.2.5.10

For members enrolled in CHOICES Group 2 who are, upon CHOICES enrollment,
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, teceiving 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 enroliment 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”.



Amendment 13 (cont.)

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

296.3.203

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 [ 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:

2.9.6.5.1.1

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



Amendment 13 (cont.)

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.

23.  Section 2.9.6.5.2.2 shall be deleted and replaced as follows:

2.9.652.2

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.

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

29.6524.1

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.

25.  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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27.

28.

29.

Amendment 13 (cont.}

Section 2.9.6.6.2.4 shall be deleted and replaced as follows:

296.62.4

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 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:

29.6.6.2.6.4

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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31.

32.

33.

34.

Amendment 13 (cont.)

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:

29.6.6.2.8

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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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:

2.9.6.9.2.1.17.2  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.

2969.2.1.18 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.

2.9.6.93.1.2 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 13 (cont.)

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

2.9.6.9.3.1.11

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.

2.9.6.93.1.11.1 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:

29694351

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:

2969439

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
2.9.8.8.5 and 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.

2.9.6.103.3

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
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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).

13



46.

47.

Amendment 13 (cont.)

2.9.6.10.12

29.6.10.13

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).

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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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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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
notifying 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;

29.73.22 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:
2.9.7.33.1 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 13 (cont.)

29.73.33

29.73.3.4

29.7335

29.733.6

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:

29.734

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:

2.9.74.5

29.74.7

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.
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59.

Amendment 13 (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

29.74.104

2.9.7.4.10.6

29.7.4.10.7

2.9.7.4.10.10

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 13 (cont.)

2.9.74.10.11 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:

2.9.7.55

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 13 (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

29.7.6.1.23

29.7.6.13

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 13 (cont.)

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

297729 Ensuring workers maintain daily communication notes for authorized services provided.

Section 2.9.7.7.4.4 shall be deleted and replaced as follows:

297744 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:

297748 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

29.7.7.4.9 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:

29.78.4

29.7.85

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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69.

70.

71.

72.

Amendment 13 (cont.)

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:

29884

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:

29.122

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:

29.12.3

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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74.
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76.

2.12.8

77.

Amendment 13 (cont.)

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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79.

80.

Amendment 13 (cont.)

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

2.13.1.83

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:

2.1333

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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Amendment 13 (cont.)

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 II) 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 II 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 II 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 II) 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:

2.145.2

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

2.15.3.1

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 services, 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:

2.15.7.1.43

2.15.7.14.6

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.

2.15.73

2.15.7.3.1

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:

2.17.535

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 II 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:

2.2443

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 2.24.4.2.6 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:

2.27.9.47 1If 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 CONTRACTOR s 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;
(i) Maintained in electronic media; or (iii) Transmitted or maintained in any other form
or medium.

2.27.10.11.3  “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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2.27.10.11.4

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.

“Individually Identifiable Health Information” — information that is a subset of health
information, including demographic information collected from an individual, and: (1) 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.

2.27.11.1  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.

2.27.11.2 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).

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

2.27.12.2 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 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
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

101.

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

23054

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 s 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

2.30.129.1.2  Type of adverse occurrence;

2.30.129.1.3  Location;

2.30.12.9.1.4  Provider name; and

2.30.129.1.5  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 3.15.1.1 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 five billion, two hundred eighty one million, one thousand,
five hundred seventy five dollars ($5,281,001,575.00).
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109. Section 4.2.1 shall be amended by deleting and replacing “June 30, 2014” with “December
31, 2014” as follows:

42.1 Term of the Agreement

This Agreement, including any amendments and any changes made by notice to adjust the capitation
rates, shall be effective commencing on May 19, 2008 and ending on December 31, 2014.

110.  Section 4.4.8.2.12 shall be deleted and replaced as follows:
5.4.8.2.12 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;

111.  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
2.6.1.53.1)

$500 per day, per occurrence for each calendar day
that a member exceeds the ninety (90) day benefit
limit 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

A4

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
29.693.1.2)

$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
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Section 4.32.1 shall be deleted and replaced as follows:

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.

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
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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.

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

» 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

* For all 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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116. Attachment III shall be deleted and replaced as follows:

ATTACHMENT 11
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:

®  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.

e 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.

¢ 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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Amendment 13 (cont.)

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 Within 30 calendar
Treatment The CONTRACTOR shall contract | days

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

Outpatient Non-MD Services

Travel distance does not exceed 30
miles for ALL members

Within 10 business
days; if urgent, within
48 hours

Intensive Outpatient (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

Travel distance does not exceed 30

Within 10 business

(Substance Abuse) miles for ALLLL members days; for detoxification

— within 24 hours
Mental Health Case Not subject to geographic access Within 7 calendar days
Management standards

Psychosocial Rehabilitation
(may include Supported
Employment, Illness Management

Not subject to geographic access
standards

Within 10 business
days
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Amendment 13 (cont.)

& Recovery, Peer Recovery
services or Family Support
service
Supported Housing Not subject to geographic access | Within 30 calendar
standards days
Crisis Services (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:

1 Service Code(s) for use in
Service Type : 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, H1, or H2
Outpatient MD Services (Psychiatry) Adult - 19

Child - B5
Outpatient Non-MD Services Adult ~ 20

Child - B6
Intensive Qutpatient/ 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

40



Amendment 13 (cont.)

Psychiatric Rehabilitation Services:
Psychosocial Rehabilitation 42
Supported Employment 44
Peer Recovery Services 88
Family Support Services 49
Hllness Management & Recovery 91
Supported Housing 32 and 33
Crisis Services (Mobile) Adult - 37, 38, 39
Child - D8, D9, E1l
Crisis Respite Adult - 40
Child - E2
Crisis Stabilization Adult 41

118. 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)

119. 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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Amendment 13 (cont.)

120.  Attachment XII shall be amended by adding new Exhibits G, H and I as follows:

EXHIBIT G
CAPITATION RATES — Annual Risk Adjusted
EAST
VSHP
EFFECTIVE July 1, 2012
Per Member Per
Aid Category Age Group Month
Medicaid (TANF & Related) Age Under 1 $ 652.81
And Agel-13 $ 104.66
Standard Spend Down Age 14 - 20 Female $ 236.08
Age 14 - 20 Male $ 142092
Age 21 - 44 Female $ 363.33
Age 21 - 44 Male $ 23585
Aged5 - 64 $ 40747
Age 65 + $ 456.21
Uninsured/Uninsurable Age Under 1 $ 65281
Agel1-13 $ 113.02
Age 14 - 19 Female $ 14451
Age 14 — 19 Male $ 139.36
Disabled Age <21 $ 274075
Age 21+ $ 837.51
Duals/Waiver Duals All Ages $ 118.35
CHOICES Rate CHOICES 1 Duals $ 3,554.46
CHOICES 2 Duals $ 3,554.46
CHOICES 3 Duals $ 121033
CHOICES 1 Non-Duals $ 489297
CHOICES 2 Non-Duals $ 489297
CHOICES 3 Non-Duals $ 3,337.36
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Amendment 13 (cont.)

EXHIBIT H
CAPITATION RATES includes

One Time Adjustment CHOICES Acuity Based Funding

EAST
VSHP
EFFECTIVE July 1, 2012
Per Member Per
Aid Category Age Group Month
Medicaid (TANF & Related) Age Under 1 $ 652.81
And Agel-13 $ 104.66
Standard Spend Down Age 14 - 20 Female $ 236.08
Age 14 - 20 Male $ 14292
Age 21 - 44 Female $ 363.33
Age 21 - 44 Male $ 23585
Age 45— 64 $ 40747
Age 65 + $ 456.21
Uninsured/Uninsurable Age Under 1 $ 652.81
Age1-13 $  113.02
Age 14 - 19 Female $ 14451
Age 14 — 19 Male $ 139.36
Disabled Age <21 $ 2,740.75
Age21+ $ 837.51
Duals/Waiver Duals All Ages $ 118.35
CHOICES Rate CHOICES 1Duals $ 3,638.71
CHOICES 2 Duals $ 3,638.71
CHOICES 3 Duals $ 121033
CHOICES 1 Non-Duals $ 4965.18
CHOICES 2 Non-Duals $ 4965.18
CHOICES 3 Non-Duals $ 3,337.36

43




Amendment 13 (cont.)

EXHIBIT I
CAPITATION RATES - PCP Rate Bump Adjustment
EAST
VSHP
EFFECTIVE January 1, 2013
Per Member Per
Aid Category Age Group Month
Medicaid (TANF & Related) Age Under 1 $ 688.00
And Agel-13 $  113.11
Standard Spend Down Age 14 - 20 Female $ 24362
Age 14 - 20 Male $ 147.91
Age 21 - 44 Female $ 373.57
Age 21 - 44 Male $ 24313
Ageds5 - 64 $ 420.16
Age 65 + $ 460.92
Uninsured/Uninsurable Age Under 1 $ 688.00
Agel-13 $ 12168
Age 14 - 19 Female $ 15273
Age 14— 19 Male $ 14524
Disabled Age <21 $ 2,77412
Age 21 + $ 858.41
Duals/Waiver Duals All Ages $ 11835
CHOICES Rate CHOICES 1 Duals $ 3,638.71
CHOICES 2 Duals $ 363871
CHOICES 3 Duals $ 1,210.33
CHOICES 1 Non-Duals $ 5,006.30
CHOICES 2 Non-Duals $ 5,006.30
CHOICES 3 Non-Duals $ 338495
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Amendment 13 (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 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 VOLUNTEER STATE HEALTH PLAN, INC.
AND ADMINISTRATION

BY: 5’ 5%&%& {/i:§ BY:

Larry B. Martin Scoti Aierce

Commissioner President & CEO VSHP

DATE: /2757013 DATE: -19-12
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GENERAL ASSEMBLY OF THE STATE OF TENNESSEE
FISCAL REVIEW COMMITTEE

320 Sixth Avenue, North — 8 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 ’\5\—
Representative Mark White, Vice-Chairman $\

DATE: April 22, 2013

SUBJECT: Contract Comments

(Fiscal Review Committee Meeting 4/22/13)

RFS# 318.66-0563 (Edison # 29621)

Department: Finance and Administration

Division: Health Care Finance and Administration/Bureau of TennCare
Vendor: Volunteer State Health Plan, Inc.

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

Current maximum liability: $4,775,434,075

Proposed maximum liability: $4,775,434,075

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 Commaissioner



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 Commaittee

Casey Dungan *Contact
*Contact Name: 4 8 Phone: | 615-607-6482
*Qriginal Contract | FA-08-24983-00 *QOriginal RFS | RFS 318.66-053-08
Number: Number:
Edison Contract 29621 I%?;igg::ﬁi N/A
Number: (if applicable) applica})le)
*QOriginal Contract *Current End
Begin Date: May 19, 2008 Date: | June 30, 2014
Current Request Amendment Number:
(if applicable) | 12
Proposed Amendment Effective Date:
(f applicable) | June 1, 2013
*Department Submitting: ngnair;rslf;iiziﬁnance and
*Division: | Bureau of TennCare
*Date Submitted: | March 28, 2013
*Submitted Within Sixty (60) days: | Yes
If not, explain: | NA
*Contract Vendor Name: | Volunteer State Health Plan (East Region)
*Current Maximum Liability: | $4,775,434,075.00
*Current Contract Allocation by Fiscal Year:
(as Shown on Most Current Fully Executed Contract Summary Sheet)
FY: 2009 FY: 2010 FY: 2011 FY: 2012 FY 2013 o
$295,236,000.00 | $590,472,000.00 $885,772,000 | $981,684,075 $1,011,135,000 $
*Current Total Expenditures by Fiscal Year of Contract:
(attach backup documentation from STARS or FDAS report) Attached
FY: 2009 FY: 2010 FY: 2011 FY:2012 FY 2013 FY
$ 328,230,257.00 | $712,601,467.16 | $953,091,918.65 | $907,675,407.50 | $699,862,444.55 | $

IF Contract Allocation has been greater
than Contract Expenditures, please give

the reasons and explain where surplus N/A
funds were spent:

IF surplus funds have been carried

forward, please give the reasons and N/A

provide the authority for the carry forward
provision:

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

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




Supplemental Documentation Required for

Fiscal Review Committee

l do not exceed the maximum liability of the contract.

< -
Contract Funding State: $1,536,794,132.00 Federal: $3,238,639,943.00
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 — September, 2009

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

Amendment #2 — March 1, 2010

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

Amendment #3 — July 1, 2010

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

Amendment #4 - January 1, 2011

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

Amendment #5 — July 1, 2011

Clarification of CHOICES Requirements and
Credentialing Requirements; Clarification of Disease
Management and NCQA Requirements; Revise
Behavioral Health Monitoring Reports, and provides
funding to support services for FY ’12.

Amendment #6 — October 1, 2011

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

Amendment #7 — 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 #8 — 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 #9 - July, 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 P1
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.




Supplemental Documentation Required for

Fiscal Review Committee

Amendment #10 — January 1, 2013 Replaces Disease Management requirements with

Population Health Requirements, clarifies CHOICES 3
requirements, CMS TPL language, extends term and
provides funding for FY ’14.

Amendment #11 — 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: (f applicable)

Request for Proposal

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

The costs associated with this contract were
predicated on the cost proposals submitted in
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.

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 # Edison # Contract #
31866-00053 29621 FA-08-24983-11
Stats Agency State Agency Division
Department of Finance and Administration Bureau of TennCare
Contractor Name Contractor ID # (FEIN or SSN)
Volunteer State Heaith Plan D C- or E V- | Edison Vendor #0000071694
Service Description
Provision of Physical and Behavioral Health Services to TennCare Enroliees in East Tennessee Region
- Contract Begin Date Contract End Date SUBRECIPIENT or VENDOR? CFDA #
May 19, 2008 June 30, 2014 Subrecipient S S L
Mark Each TRUE Statemaent '
D Contractor is on STARS D Contractor's Form W-3 is on file in Accounts
Allotrvent Code Coat Center Objsct Code Fund Funding Grant Code | Funding Subgrant Code
318.66 11
FY State Federal Interdepartmental Other TOTAL Contract Amount
2008 0.00
2009 $105,877,534.00 $189,358,466.00 $295,236,000.00
2010 $147,116,100.00 $443,355,900.00 $590,472,000.00
2011 $261,568,472.00 $624,203,528.00 $885,772,000.00
2012 $331,485,262.00 $650,198,813.00 $981,684,075.00
2013 $341,905,189.00 $669,229,811.00 $1.011,135,000.00
2014 $348,841,575.00 $662,293,425.00 $1,011,135,000.00
TOTAL: $1,536,794,132.00 $3,238,639,943.00 $4,775,434,075.00
— COMPLETE FOR AMENDMENTS ONLY — Stats Agency Fiscal Contact & Telephone #
Casey Dungan
¥ Base Contract & THIS Amendment | 310 Great Circle Road
Prior Amendments ONLY Nashville, TN 37243
615) 507-6482
2008 000 0.00 § State Agency Budget Officer Approval
2009 $295,236,000 00 0.00 |
2010 $500,472,000.00 &fﬁ/«/
2011 $885,772,000.00 0.00 | Funding Certificatiohcertfication, required by T.C.A., § 945113, thel there &5
2012 | so81.68407500 000 | o s o o b skt pandels rigad o be
Fﬂ13 l1.mi,135,ooooo 000
2014 $1,011,135,000.00 OOOI
$4.775,434,075.00 0.00
8/30/2014

Ownership (complete for ALL base contracts— N/A o amendments or delegated auﬂtoﬂﬂes)

[T African American

[] Person wiDisabitty || Hispanic

[] sman Business

D Government

[] asian [ Femate [] Native American D nor MinorityDisadvantaged [ | Other
_Contrmetor Selection Method (complete for ALL base contracts— N/A to amendments or authorities) ST, [
E RFP D Compaetitive Negotiation * D Alternative Competitive Method *

D Non-Competitive Negotiation * D Negotiation w/ Government (ID, GG, GU) D Other *

[+ Proo mmnt Process Summary (complete for selection by Non-Comptitive Negotiation, Competitiva Negokiation, OR Altemwtive M-mou)




VSHP - East

FY 2010

Pre-Edison Payments:

Edison Payments:

Vendor Invoice |Invoice Date |Voucher TCS 13A Total
INTEGRATED
MCOS-FULLY
BHO PAYMENTS CAPPED
RA100653959 16/29/2009 100653959 56,012,619.96 56,012,619.96
RA100653960 [6/29/2009  |100653960 5,314,498.56 5,314,498.56
2010-03-BCE |7/14/2009 071409NR1 1,224.71
2010-04-BCE  [7/21/2009  |072109NR?7 4,866.35
2010-05-BCE  |7/28/2009 072809NR4 17,509.26
2010-02-BCE  |7/7/2009  |070709NR3 9,454.42
2010-07-BCE  {8/11/2009 081109NRS 19,256.96
2010-08-BCE  [8/18/2009  |081809NR6 28,625.63
2010-09-BCE |8/ 25/2009 082509NR5 7,559.20
RA100689585 {R/4/2009 100689585 63,746,780.95 63,746,780.95
RA100689586 {8/4/2009 100689586 6,562,288.27 6,562,288.27
2010-06-BCE  18/7/2009  |080709NR1 9,066.80
2010-10-BCE  19/1/2009 090109NR6 6,004.70
RA100718547 19/1/2009 100718547 54,010,268.30 54,010,268.30
RA100718548 {9/1/2009 100718548 4,862,948.68 4,862,948.68
16,739,735.51 173,769,669.21 190,612,972.75

"Unit Voucher ID " Vendor ID Amount Pd Pymnt Date
31865 00007042 0000071694 51,396,622.70 10/5/2009
31865 00007043 0000071694 4,465,519.18 10/5/2009
31865 00015918 0000071694 51,267,043.72 11/6/2009
31865 00015919 0000071694 4,452,613.38 11/6/2009
31865 00023041 0000071694 50,621,144.72 12/7/2009
31865 00023042 0000071694 6,117,029.38 12/7/2009
31865 00000010 0000071694 8,615.51 9/11/2008
31865 00001325 0000071694 3,081.90 9/18/2009
31865 00003263 0000071694 8,610.11 9/28/2009
31865 00004792 0000071694 1,336.62 10/2/2009
31865 00007991 0000071694 1,332.63 10/8/2009
31865 00009746 0000071694 5,760.28 10/15/2009
31865 00011452 0000071694 11,462.49 10/22/2009
31865 00013105 0000071694 2,806.26 10/29/2009
31865 00015244 0000071694 1,979.37 11/5/2009




VSHP - East FY 2010 (Continued)

HUnit " Voucher ID H Vendor ID H Amount Pd Pymnt Date H
31865 00016962 0000071694 14,920.21 11/17/2009
31865 00018459 0000071694 1,952.79 11/20/2009
31865 00020200 0000071694 1,796.84 12/1/2009
31865 00020325 0000071694 7,952.87 12/7/2009
31865 00026847 0000071694 56.23 12/11/2009
31865 00032514 0000071694 4,011.63 12/23/2009

168,395,648.82

31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865

00046958
00051834
00051835
00054508
00058271
00062493
00068933
00068934
00067108
00071794
00076292
00081232
00085544
00087408
00087409
00085610
00090186
00094559

0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694

58.78
50,439,367.41
4,991,161.42
3,072.20
3,624.07
570.17
65,321,692.28
4,561,296.32
24,585.83
10,228.97
5,264.18
41.01
864,869.64
51,810,796.04
4,765,090.22
519.61
2,160.33
145.82
182,804,544.30

1/6/2010
1/8/2010
1/8/2010
1/15/2010
1/25/2010
2/1/2010
2/5/2010
2/5/2010
2/5/2010
2/12/2010
2/19/2010
2/26/2010
3/3/2010
3/5/2010
3/5/2010
3/5/2010
3/12/2010
3/19/2010

31865
31865
31865
31865
31865
31865
31865
31865
31865
31865

00105524
00105525
00126046
00126047
00128045
00137426
00141647
00143234
00143235
00145659

0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694

51,852,461.66
4,801,093.49
52,612,221.11
4,883,681.97
60.28
10,046.71
349.84
51,850,828.28
4,692,661.66
63,425.12

4/2/2010
4/2/2010
51712010
5/7/2010
5/11/2010
5/28/2010
6/4/2010
6/4/2010
6/4/2010
6/11/2010




VSHP - East FY 2010 (Continued)

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

170,788,301.29

FY 2010 TOTAL $712,601,467.16




VSHP - East

FY 2011

funit || Voucher ID || Vendor ID Amount Pd Pymnt Date ||
31865 00157398 0000071694 282.53 7/2/2010
31865 00158626 0000071694 51,267,070.38 7/2/2010
31865 00158627 0000071694 4,734,212.82 7/2/2010
31865 00164532 0000071694 77.87 7/16/2010
31865 00165967 0000071694 379.67 7/23/2010
31865 00173683 0000071694 71,408,603.51 8/6/2010
31865 00173684 0000071694 4,738,714.34 8/6/2010
31865 00176098 0000071694 274.59 8/13/2010
31865 00186741 0000071694 72,453,026.55 9/3/2010
31865 00186742 0000071694 4,623,926.49 9/3/2010

209,226,568.75

31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865

00200080
00200081
00209570
00209571
00217695
00217696
00230497
00230498
00234012
00243516
00243517

0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071624
0000071694
0000071694

90,768,953.66
2,260,930.49
2,138,144.44
31,122.72
76,589,841.43
4,117,601.84
67,263,929.07
3,665,303.45
503,500.00
76,160,348.81
4,021,629.34
327,621,305.25

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

31865
31865
31865
31865
31865
31865
31865
31865

00261384
00261385
00263659
00263660
00278228
00278229
00284918
00293284

0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694

58,603,666.74
2,637,366.22
563.76

90.08
52,656,485.70
2,384,650.04
89.65

192.23
116,283,104.42

2/212011
2/2/2011
2/11/2011
2/11/2011
3/4/2011
3/4/2011
3/18/2011
3/31/2011




VSHP - East FY 2011 (Continued)

lUnit Voucher ID || Vendor ID Amount Pd Pymnt Date ||
31865 00297111 0000071694 82,486,368.92 4/1/2011
31865 00313922 0000071694 73,761,596.41 5/6/2011
31865 00313923 0000071694 10,482.26 5/6/2011
31865 00320324 0000071694 7,764.61 5/20/2011
31865 00320325 0000071694 ; 3,419.28 5/20/2011
31865 00322848 0000071694 46.01 5/27/2011
31865 00327661 0000071694 72,321,344.49 6/3/2011
31865 00327662 0000071694 10,110.47 6/3/2011
31865 00341955 0000071694 71,457,311.20 6/30/2011
31865 00341956 0000071694 2,496.58 6/30/2011

300,060,940.23

FY 2011 TOTAL $953,091,918.65




VSHP - East

FY 2012
[lUnit Voucher ID || Vendor ID Amount Pd Pymnt Date ||

31865 00343828 0000071694 14.15 71712011
31865 00358100 0000071694 66,670,669.83 8/1/2011
31865 00358101 0000071694 740,725.26 8/1/2011
31865 00358905 0000071694 49,985,164.12 8/1/2011
31865 00373593 0000071694 75,647,550.44 9/2/2011
31865 00373594 0000071694 3,348.22 9/2/2011

193,047,472.02

31865 00390591 0000071694 78,594,308.93 10/7/2011
31865 00390592 0000071694 1,300.90 10/7/2011
31865 00404364 0000071694 79,800,808.11 11/4/2011
31865 00404365 0000071694 1,030.37 11/4/2011
31865 00407336 0000071694 4,649,578.83 11/14/2011
31865 00407337 0000071694 67,541.41 11/14/2011
31865 00417725 0000071694 72,441,265.13 12/5/2011
31865 00417726 0000071694 409.42 12/5/2011
31865 00392593 0000071694 4,289.01 10/13/2011
31865 00429420 0000071694 378,445.33 12/28/2011
235,938,977.44

31865 101520292 0000071694 78,926,658.69 1/6/12012
31865 101539790 0000071694 21,500.00 21172012
31865 101548343 0000071694 89,829,654.11 2/3/2012
31865 101575222 0000071694 78,876,286.23 3/2/2012

247,654,099.03




VSHP - East FY 2012 (Continued)

[|Unit Voucher ID || Vendor ID Amount Pd | PymntDate |
31865 101608904 0000071694 78,500,305.24 4/5/2012
31865 101629130 0000071694 5,100.00 4/27/2012
31865 101635998 0000071694 75,965,740.45 5/4/2012
31865 101663373 0000071694 76,563,658.32 6/1/2012
31865 4941 0000071694 55.00 5/31/2012

231,034,850.01

FY 2012 TOTAL $ 907,675,407.50




VSHP - East

FY 2013
[lunit Voucher ID || Vendor ID || Amount Pd Pymnt Date ||
31865 101696907 0000071694 77,071,496.76 7/6/12012
31865 101724293 0000071694 82,912,604.85 8/3/2012
31865 101759218 0000071694 78,349,322.51 9/7/2012
31865 2013-01-BCE 0000071694 4,475.22 7/12/2012
31865 2013-02-BCE 0000071694 4,026.37 9/6/2012
31865 5837reimburs: 0000071694 46.44 8/31/2012

238,341,972.15

31865
31865
31865
31865
31865

00583994 0000071694
00591211 0000071694
00598533 0000071694
00615547 0000071694
00621131 0000071694

78,498,581.69
35,000.00
77,013,687.81
77,791,460.66
584,755.79
233,923,385.95

10/5/2012
10/19/2012
11/2/2012
12/7/2012
12/20/2012

31865
31865
31865
31865
31865
31865
31865
31865

00628848 0000071694
00631266 0000071694
00642478 0000071694
00643860 0000071694
00659855 0000071694
00661460 0000071694
00665753 0000071694
00676680 0000071694

76,515,603.05
51,658.19
28,224.29
75,784,983.60
38,698.59
74,991,062.78
78,822.00
108,133.95
227,597,086.45

1/4/2013
1/11/2013
1/28/2013

2/1/2013
2/26/2013

3/1/2013

3/8/2013
3/25/2013

FY 2013 TOTAL

$ 699,862,444.55




8-15-10 REQUEST-NON-AMEND

Non-Competitive Amendment Request

NOT required for a contract with a federal, Tennessee, or Tennessee local government entity or g 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 # 21866-00053

Procuring Agency Department of Finance and Administration
Bureau of TennCare

Contractor Volunteer State Health Plan

Contract # FA-08-24983-00

Proposed Amendment # 12

Edison D # 28621

Contract Begin Date

May 19, 2008

Current Contract End Date
- with ALL opticns to extend exercised

June 30, 2014

Proposed Contract End Date
- with ALL options to extend exercised

June 30, 2014

Current Maximum Contract Cost
- with ALL options to extend exercised

$4,775,434,075.00

Proposed Maximum Contract Cost
- with ALL options o extend exercised

$4,775,434,075.00

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

X Not Applicable [ | Attached

eHealth Initiative Support
— heaith-related professional, pharmaceutical, laboralory, or imaging service

X Not Applicable | ] Attached

Human Resources Support
- state empioyee training service

X Not Applicable D Attached

Explanation Need for the Proposed Amendment This competitively procured contract provides medical
and behavigorat heaith services to TennCare enroliees. 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 requirgments; {3) Clarifies
Member Material Requirements and adds an Annual Evaluation of MCO Outreach Pians; (4) Adds clarity
around CHOICES requirements to secure accurate address/contact information; (5) Adds clarity around
emergency plans for CHOICES enrollees; (6) Updates CHOICES Caseload requirements; (7) Updates

1o0f2




8-16-10 REQUEST NON-AMEND

Request Tracking # 31866-00053

fanguage 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 facilitate pass-through of pharmacy costs to the pharmacy
benefits manager, and {10} Additional 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 Principat Owner{s) - NOT required for & TN state education institution

Scott Pierce

President and Chief Executive Officer
Voluniteer State Health Plan, Inc.

801 Pine Street

Chattanooga, Tennessee 37402-2555

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

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

Justification - specifically explain why non-competilive negotigtion is in the best interest of the stale

This competitively procured contract is being amended to provide language requirements sufrounding
the CHOICES Plan of Care, CHOICES caseload requirements, member material and Qutreach
Evaluation of MCO outreach pians, revise Pay for Performance, add ianguage to facilitate pass-thru of
Pharmacy costs to the PBM and additional housekeeping changes to updale references regarding
Individuals with Developmentai Disabilities. No funds are required to support the changes in this
amendment. The Bureau of TennCare respectfuily 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

o

he b el /Z(;/c' 3

20f2




CONTRACT SUMMARY SHEET

RFS¥H T TEdisond Toad T
31866 00053 29621 FA 08 24983 12

ney Division

b s iemicr

bepartment_ of Fananoe_ and Administration

Bureau of TennCare

ContasrRame T

| Contractor I ¥ (FEIN or 55N}

Volunteer State Health Plan

Edison Vendor #0000071694

D.C- or X v ison Ve; '

Prowsmn of Physncal and Behavioral Health Services to TennCare

Errollees in East Tennessee Region

- ContractEnd Date [ SUBRECIPIENTor VENDORZ | GCFDAF L
June 30, 2014 Subrecipient 93.778§:£§$32hx?xnuman
[] Contractor’s Form W-8 is-on file in At:counts
. .DblectCode” """~ "Find | Funding Grant Code | Funding Subgran
T Federal nt-
8 0.00
2009 $105,877,534.00 $189,358,466.00 $205,236,000.00
2090 | $147,116,100.00 $443,355,900.00 $590,472,000.00
2011 | $261.568472.00 $624,203,528.00 $885,772,000.00
2012 . $331,485,262.00 $650,198,813,00 $981,684,075.00
2013 $341,905,18000 |  $669,229,811.00 $1,011,136,000.00
2014 $348,841,575.00 $662,293,425.00 $1,011,135,000.00
TOTAL: |  $1536794,132.00 |  $3,236,639,943.00 $4,775,434,075.00

1 Casey Dungan
4§ 310 Great Circla Road
¥ Nashville, TN 37243

; (615) 5076482

2000 | $285.236,000.00
2010 | 858047200000
2011 | $B85,772,000.00
2012 © $981,684,076.00
2013 $1,011,135,000.00

$1,011,135,000.00
$4,775,434,075.00
BI3012014

= /A 1o amendrients or delegated
D Hispanic | M Small Business ] Govemmant
L:I Native American B not mnomwmsadvama ed

5 N/A 10 #mencinienis or delegated ainx

E] Alternative Competitive Method *

[j Othor *

D *Perso.n wf nisability
Q Female

{:] Competitive Negotiation *

D Negotlation wi Government (10, GG, GU)

D_ﬁﬁcan American

X rep:

D Non:Competitive Negotiation®




AMENDMENT NUMBER 12
EAST GRAND REGION
CONTRACTOR RISK AGREEMENT
BETWEEN
THE STATE OF TENNESSEE,
d.bha TENNCARE
AND
VOLUNTEER STATE HEALTH PLAN, INC.,
d.b.a. BLUECARE
CONTRACYT NUMBER: FA- 08-24983-00

For and in consideration of the mutual promises herein contained and other good and valuable consideration, the
receipt and sufficiency of which is hereby acknowledged, the parties agree to clarify and/ar amend the Contractor
Risk Agreement (CR,A.) by and between the State of Temessee TennCare Bureau, hereinafier referred to as
“TENNCARE” or “State™ and Volunteer State Health Plan, Inc., hereinafier referred (o 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 kinguage.

1 Section 1 shali be amended by adding the following definitions:

lndividunds with Limited English Proficiency (LEPY ~ Individuals who do not speak English-as their primary
fanguage and who have a limited abiligy to read, write, speak, or understand the English language..

Oral Interpretation - Is the act of listening to something in one language (source fanguage) and omliy lmnshlmg i
into another language (target langaage).

Vital Documents - Vital Documents may-include, but are not limited (o, consent and complaint forms, intake and
application forms with the potential for important conscquences, notices pertaining 1o (the reduction, denial, delay,
suspension or termination of services, certain critical outreach documents (i, case managemen! and Population
Health {iocumemq) and any oiher documents designated by the State, Ata minimun, all Vital Documents shall be

available in the Spanish language,

Wrilten Hans[gium - Is the replacenient- of a writen text froin one language {source ldng,u'u,c) into an equivalent
written foxtin another language (target language).

2. Section 1 shall be amended by deicting the definition for “Vital MCO Documents”,
3. Section 1 shall be amended by deleting and repiacing the following definitions:

Eligible 1ndividual - With respect to Tennessee’s Money Follows the Person Rebalancing Demonstration
(MFP) and pursuant to Scetion 6071 (bY2) of the Deficit Reduction Act of 2005 (DRAY, (Pub. L. 109-171
{5, 1932)) (Feb. 8, 2006) as-aniended by Section 2403 of thé Pationt Protection wnd A ffordable Care Aot
of 2010 (ACA), (Pub. L. 111-148) (May 1, 2010), the State’s approved MFP Opérational Protocol and
TennCare Rules, a mcmber who qualifies 1o participate in MFP. ‘Such person, immediatcly before
begioning participation in the M¥FP-demonstration project, shall:




Amnensdioent 12 {conl.)

. Reside in @ Nursing Facility (NF) or an Intermediate Care Facility for Individuals with
Intellectual Disabilities (ICF/IID) and have resided for a period of not less than ninety (903
consecutive days in a Qualitied Institution.

a. Inpatient days in an institution for mental diseases (IMI)s) which includes Psychiatric
Hospitals and Psychiatric Residential Treatment Facitities (PRTF) may be counted only to the
extent that Medicaid reimbursement is available underthe State Medicaid plan for services
provided by such institution. Medicaid paymenis may- only be applied to persons iy IMDs
who are over 65 or under 21 years of age.

b. Any days that an individual resides in a Medicare certified Skilled Nursing Facitity {SNF).on
the basis of having been admilled solely for purposes of recéiving post-hospital shori-term
rehabilitative services covered by Medicare shall not be counted for purposes of mreeting the
ninety (90)-day minimum stay.in a Qualified Institution established under ACA.

¢ Short-term contimtous care in a mursing facility, fo include Level 2 musing  facility
reimbursement, for episodic conditions to stabitize & condition rather than admit to hospifal or
to facilitate hospital discharge, and inpatient rehabilitation facility services reimbursed by the
CONTRACTOR (i.e., not covered by Medicare) as a cost-effective alternative {see Section
2.6.5) and provided in a Qualified Institution shall be counted for purposes of mecting the
ninety {90) day miniuun stayin a Qualified Leslitution establishied under ACA.

2. Be cligible for and reecive Medicaid benefits for inpatient sérvices furnished by the nursing
facility or ICFAID for at least :ong (1) day. For purposes of this Agreement, an Eligible
Individual must reside in a nursing facility and be enrolled in CHOICES Group | for a4 minimum
of ome (1) day amd must be eligible o eoroll and ransition seamlessly inw CHOICES Group 2
without delay or interruption,

3. Mect nursing facility or ICF/ID fevel of Care, as applicable, and; but for the provision of ongoing
CHOICES HCBS, continue to require such level of carc provided in an inpatient facility.

Home and Community-Based Services (HCBS) - Services that wre: provided pursuant (0 a Section
1915(¢) waiver or the CHOICIES program as an altemative. 1o long-termy-care institutional services 'in a
nursing facility or-an Intermediate Care Facility for Individuals with Inteliectual Disabilities (ICFAIDY.or
to delay ‘or prevent placement in-a nursing - facility. HCBS may ‘also include optional or mandatory
services that are covered by Tennessee’s Titde X1X. state plan or imder the TennCare demaonstration Tor all
eligible enrollees, including home health or private duty nursing.  However, only CHOICES HCBS are
eligible for Consumer Direction. CHOICES HCBS do not include hoimne health or private duly nursiig
services o any other HCBS that are covered by Tennessee’s Title X1X state plan or under the TennCare
dentonstration Tor all eligible enrollees, alihough such services are subject to-estate recovery and shall be
counted for purposes of determining whethera CHOICES member’s needs can be safely met in the
community within his or her individual cost neutratity cap,

Long-Term: Cave (LTC) -~ The services of 4 nursing -facility (NF), an Intermediate Care Facility for
Individuals with Intellectual Disabilities (ICF/IID), or Home and Community Based Services (FCBS).
These servicesmay also be-called Long-Term Services and Supports (LTSS).

Money Follows the Person Rebalancing Demonstration (MEP) - A federal grant established under the
Detieit Redoction Act and extended wrider the Affordable: Care Act that will assist Tennessee in
transitioning Eligible Individuals from a nursing facility. or ICFAID into a Qualified Residence in the




4.

2.2.3

Amendment 12 (cont)

community and in rebalancing long-tenm care cxpenditures,  The grant provides eohanced match for
HCBS provided during the first 365 days of community living following transition.

Qualified Institution ~ With respect te Tennessees MFP Rebalancing Demonstration, and pursuant to
Seetion 6071¢b)(3) of the DRA, a hospital, nursing facility, or WCFAID.

L. An institation for mental diseases (IMPs) which includes Psychiatric Hospitals and Psychiatric
Residential Treatment Facilities (PRTF) shalt be a Qualified Institution only to the extent that
Medicaid reimbursement is available wnder the State Medicaid plan for services provided by such
institution. Medicaid payments may only be applied o persons in IMDs who are over 65 or under 21
years.of age.

2. Any days that'an individual resides in o Medicare certified Skilled Nursing Facility (SNF) on the
basis of having been admiited 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 in a Qualified Institution cstablished under the Affordable Care Act.

Section 2.2.3 shatl be deleted and repiaced as follows:

If-the CONTRACTOR -is part of a health maintenance organization holding company system as defined
by TCA 36-11- ~T01(bY}5), the CONTRACTOR agrees to comply with the Insurance Holding Company
System Act of T986 as set forth in TCA 56-11-101 et seq. The CONTRACTOR: d{,l‘(ﬂ:\ to comply with the
requirements of TCA $6-11-101 et seq. whether the CONTRACTOR is domijciled in Tennessee or is a
foreign health mainteninee organization subject to registration requirements and standards adopied by
statute or regulation i -the jurisdiction of its domicile that are substasitially similar {o this contained in
TCA 56-11-101 et seq. i .the CONTRACTOR -is a foreign domiciled health main{enance organization,
the manner in which the CONTRACTOR shall comply with the requirements of TCA 56-11-101 et seq.
are-outlined in a Memorandum of Understanding between the CONTRACTOR and the Tennessec
Departinent of Commerce and Insurance, TennCare Oversight Division, which is incorporated herein by
reference. The information disclosed or filed in accordance with the requirements of TCA 36-11-101 et
seq. shall be considered Confidential Information pursuant to TCA 56-11-108,

Section 2.4:6.1 shall be amended by adding a new sentence o the end of ihe existing text as follows:

2.4.0.1 The CONTRACTOR 'shall receive, process, and update outbound 834 enroliment files from
TENNCARE. Enrollment data shall be updated or uploaded sysiematically o the
CONTRACTOR s eligibility/enrolimient databasefs) within twenty-four (24) hours of receipt
from TENNCARE. Any ontbound 834 transactions which fail to updalcﬂoad systematically
must be mmuaﬂy ppdated within twenty-four {24) hours of: seeipt. The CONTRACTOR
shall reportto TENNCARE, in a form and format fo be provided by TENNCARE, outbound
834 transactions:that are not processed within these time: frames and. include information
regarding when the wansactions were completed.  Any {ransactions: that are. not
updaudfioadud within-tweniy-four (24) howrs of receipt from TENNCARE andfor persisient
issnes. with high volumes of transitions that require manual upload may requive the
CONTRACTOR to initiate a Corrective Action Plan for resolution of the issues preventing
complignee: If the CONTRACTOR has reason to believe they may not incet this requirement.
b’t%d on amusual circwmstances, the CONTRACTOR anust notify TENNCARE and
TENNCARE may make an exception without requiring a Corrective Action Plan.
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Amendment 12 (cont.)

Section 2.6.1.5.4 shall he amended by adding new Section 2.6,1.5.4.1 through 2.6,1,5.4.1.2 as

Toliows:

2.0.1.54.1 The CONTRACTOR 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 IICBS upon admission; (2) the member meets the nursing
facitity 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-térm 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 shmt texm or the member will not transition back o
the community; and &) prior to exhausting the ninety (Y0)-day shori-teim NF benefit
covered for CHOICES Group 2 and Gro up_3 meinbers.

2615481 The ninety (90) day it shall be. Applied on-a per admission (and not a per year) basis, A
member may receive more than one short-term. stay dlumg the year. However, the
CONTRACTOR shall be.responsible for carefully revicwing any instance in which a
member receives multiple shoit-tern: stays during the year or across multiple years,
inchuding a revicw of the circumstances which resulted in cach mirsing  facility
admission, and shall evaluate whether the seevices and supports provided to the member
are sufficient to safely meet his needs in ‘the community such (hal transition back to
CHOICES Group 2 or Giroup 3 {as applicable) is appropriate,

2.6.1.54.1.2  Upon request, the CONTRACTOR shall provide o TENNCARE a member-by-member
status for cach Group 2 and Group 3 member wilizing the short-terin NF stay benefit,
including but not limited to the name of each:Group 2 and Group 3 micmiber receiving
short-terin NF services, the NIV in which s/he currently resides, the date of admission for
short-term stay, and the antivipated date of discharge back to the community:

Section 2.6.2.3 shall be amended by -deleting and- replacing the reference “ICF/MR” with
“ICE/HD™; replacing the refercnce “Inter mediate Care Eacility for the Mentally Retarded
(JCF/MR)” with “Intermediate Care Facility for Individuals with Intellectual Disabilities
(ICE/HD)Y” and deleting the phrase “(i.c., mental retardation)”.

Section 2.7.4.1.12 shail be amended by adding the phrase “_at least annually,” as follows:

2.7.4.1.12 RBEducation, at least annually, for members and carcgivers about identification and reporling
of suspeeted atuse and neglect:

Section'2.7.4.2.1 shall be deleted and replaced as follows:

27420 The Annual Conunumity Outreach Plan shall he writtéir in accordance with guidance prepared
by TENNCARE. It shall include, but s not Hmited to: all proposed community/health
education events related to Ii,NNcicx(,drs, all pxopos»:,d conmnlm{yfhtahh educdtion events
unrclated to TENNderCare; and a process for ovaluating the benefils of the events. An
Annual Bvaluation of the Plan shall be due. no later than npinety (90) days following the end of
a calendar year in a formal approved by TE NNCARE,
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Amendment 12 (cont)

Section 2.7.4.2 shall he amended by adding a new Section 2.7.4.2.4 as folows:

21424  The CONTRACTOR shall submit an Aunual Comnnunity Qutreach Evahsation of the
approved Amual Community Outreach Plan sio later than ninety (90) days following the end
of a calendar year. The Lvaluation shall inelude, but is 1ot fimited to, an assessment of the
events that were conducted in the previous year as well as of the objectives thal were
tdentified in the CONTRACTOR'S Community Owtreach Plan.

Section 2.7.6.3.3.5 shall be amended by deleting and replacing the phrase “fen (10) ug/dL”
with the phrase “five (5) ug/dL” as follows:

276335 Appropriate laboratory tests (including lead toxicily screening appropriate for age and
risk factors), ANl children are considered at risk and shall be screened for lead poisoning.
Al children shall receive a screéning blood lead test at tivelve (12) and twenty-four (34)
monihs of age. Children between the ages of thirty-six (36) months and seventy-two {72
months of age shall receive a sereening blood lead test if they have not been previousty
sereened for fead poisoning. A blood lead test shall be used when screening Medicaid-
eligible children. A blood lead test equal to or greater than five (5) up/dL obtained by
capillary specimen (finger stick) shall be confirmed by using a venous bood sample; and

Section 2.7.6.4.7.1 shall be deleted and replaced as follows:

2.7.64.7.1 The CONTRACTOR shall provide follow up for elevated blood lead levels. Detenmining
clevated blood levels requiring follow-up shall be in accordance with current CDC
guidetines, Elevated blood lead follow up guidelines include follow up blood tests and
investigations to determine thé surce of lead, when indicated.

Section 2.8.2.1.1 shall be deleted and replaced as follows:

28211 Level 8- The members eligible to participate at this Level shall be determined by predictive
modeling 1o meet ALL of the following criteria: no identified health risks; no idemified
chronic conditions [as identified by the Chronic Condition tgol created by the Agency for
Healtheare Research and Quality’s (AHRQ) HCUP database]s and no indication of
pregrancy; or no claims history.

Section 2:8.4.6 shall be amended by deleting and replacing the. reference from “Seclions

2.8.2.3 and 2.8.2.3.1" 0 “Sections 2.8.2.2 and 2.8.2.2.1".

Section 2.8,11 shall he amended by adding a new Seetion 2.8.11.5'as follows:

2815 The CONTRACTOR shall submit at the beginning of each quarter, through the current seoure
sysiem, a Hs{ in Comma Sepavated Value (CSV) format consisting of the name, 1D, DOB,
stratification or risk level and dates of eligibilily for level for all MCO members.




Anendiment 12 (cont,)
16.  Scction 2.8.13 through 2.8,13.6 shall be deleted and replaced as follows:
28.13 Milestones for the Sixth Month (Jamnary 1 te July ‘1, 2013) Transition Period from Disease
Management to Population Health

281301 The CONTRACTOR shall by July 1, 2013 have operationatized Population Health 10 provide
all myinimuun interventions to envollees 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 foltows:

29.6.2.34 As part of the intake visit, TENNCARE or its designee shall: (1) document and confinm
the applicant’s -current address and phone number(s); (2) provide general CHOICES
education and. information, as specified by TENNCARE, and assist in answering any
questions the applicant may have; (3) provide information aboul estate recovery: (4)
somplete Medicaid and level of care (., PAR) applicaiions and provide assistance, as
neeessary, in gathering . documeritation. needed by the State 10 determine TennCare
cligibility; (5} provide choice counseling and facilitate the selection of an MCO by the
apphicant .or histher representative; (6) for applicants seeking enroliment in CHOICES
Group [-or-Group 2, provide information regarding freedom of choice of nursing facitity
versus CHOICES HOBS, both verbally and in writing, and obtain a Freedom of Choice
form signed and dated by the applicant or his/her representative; ) provide detailed
information and obtain signed acknowledgement of understanding regarding a CHOICES
member’s responsibility with respect o payment of patient liability amounts, including,
as applicable, the potential consequences for non-payment of patient Tiability which may
include loss of the member's -cufrent nursing fucility or CBRA provider or MCO,
disenroliment from CHOICES, and (o the extent the merber's eligibifity is dependent on
receipt of long-fenm care services, possible loss of eligibility for TennCare; (8) for
applicands, who want {0 receive NF services, pumdc information regarding the
completion. of all. PASRR sequirements prior to nursing facility admission and conduet
the Ievel I PASRR screening; (9) for-apphcants who are seeking CHOICES HCBS: (a)
conduct a yisk assessment in_accordanie with protocols developed.by TENNCARE and
discuss With the applicant identified risks of receiving care in the home or community-
based ‘setting, the conscquences of-such risks, and strategies to mitigate the identified
visks; -and (b} provide information regarding consumeér direction and obtain signed
dnwim,nta{wn of the appl!vmt & inlergst in pmttcapntmg, in consumer diyection; and (19)
provide mformation !Lbrlldlﬂg nexi steps in the process 1m£u<{mg ihe 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,

18.  Section 2.9.6.2.3.7 shall be amended by adding a new phrase as follows:

2.9.6.2.3.7 TENNCARE or its designec will make available 1o the CONTRACTOR the
dncumentation from the intake visit, inecluding but not lmited {o the member’s gumnt
address and phone number(s), the member's level of care and needs aqscsqmem the
assesyment- of the member’s existing natural support sysitens, the member’s risk
assessment and documentation of the discussion. regarding identitied risk and mitigation
siralegics.

b
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Amenduient 12 (cont,)

Soction 2,9,6.3.9 shall be deleted and replaced as follows:

29639

As part of the face-to-face intake visit, the care coordinator shall: (1) document and confirm
the applicont’s current address and phone number(s) and assist the member in updating his oy
her addiess with DIS or the Social Secuwrity Administration, if applicable; (2) provide
general CHOICES education and information, as specified by TENNCARE, to the member
and agsist in answering questions the member may have; (3} provide information about estate
recavery; (4} provide assistance, as necessaty, in gathering decimentation needed by PHS 10
determine categorical/financial eligibility for LTC; (5) for members seeking enroliment 1n
CHOICES Group | 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 sismed and dared by the member or hig/her representative; (6) provide detailed
information and signed acknowledgement of unlerstanding regarding a CHOICES members
responsibility with respect to payment of patient liability amounts, tncluding, as applicable,
the potential consequences for non-payment of patierit Hability which may include loss of the
member’s current nursing facility or CBRA providér or MCO, discnrollment from

CHOICES, and 10 the extent the member's eligibility is dependent on receipt of long-term

tare services, possible loss of eligibility for TennCare; and (7Y for memboers, who want (o
receive nursing facility services, provide information regarding the completion of all PASRR

requirements prior to nursing facility adimission and conduct the Jevel | PASRR screening; )

for members who are seeking CHOICES HCBS, the care coordingtor, shall: (2} conduct.a risk
assessment using a tool and protacol specified by TENNCARE and shall develop, as
applicable, a visk agreement that shall be signed and dated by the amember or hisfher
tepresemtative and whiclsshall document identified risks to the member, the. consequences of
sucht risks, strategies 10 mitigate the idendfied risks, and the member's decision regarding
his/her aceeptance of risk, and which shall also be signed by the care ¢coordinalor, attesting
that sueh risks and strategies have been discussed with the member or histher representative
prior o their decision to aceept such risk; and (b) provide information regarding consumer
direction and obtain written confirmation of fhe member’s deciston regarding participation in
consumer direction; (9) for members seeking enrollment-in Group 2, make a determination
regarding whether the person’s needs can be safely and effectively met in (e comumunity and
at a cost that docs not exceed nursing facility care, and provide explanation 1o the member
regaiding the individual cost newtrality cap, including that'a change in needs o circumstances
that would result in’ the: cost neutrality cap being exceeded or that would result in the
CONTRACTOR's inability i safely and effectively meet the member’s needs in the
community.and within the cost neutrality cap may resull in the member’s disenrollment from
CHOICES Group 2, in which case, the member's care coordinator will assist with wansition
to a more appropriate care delivery setting; (10) for members secking enrollment in Group 3,
provide explanation to the ‘member regarding {he fiffeen thowsand dollar. {($15,000)
expenditure cap and make a determination whether the member’s nieeds éan he safely ‘met
within the array of services and supports that waould be available i the applicant was
enrolied in.'(L‘HO.I.C_IES-:G_rmxp_3', weliding CHOICES HOUBS up to ihe expenditure-cap of
£15,000, non-CHOICES HORS available, througli TennCare (e.g:, home health), services
available through ‘Medicare, privafe inswiaiicé or other funding ‘sources, ‘and unpaid
supports provided by family ‘members and other caregivers; and (11) for all menbers,
using curreny ..inﬁ)rmnii(}n,-:regm'ding-iht‘. CONTRALTORs network, providé information
regarding choice of contract providers, subject to the. provider’s availabilify and willinpness
to timely: deliver services, and oblain signed documenitation of the member’s. choice of
CORtEACt providers., '
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Amendment 12 {gont.)

Section 2.9.6.3.20 shall be amended by adding a new Section 2.9.6.3.20.2 and renumbering

the remaining Section accordingly, including any references thereto:

2.9.60,3.20.2

Notwithstanding the phone number in the 834 file, for puiposes of the EVV system (sew
Scetion 2.9.6.12.5.), the CONTRACTOR shall uwsc the meémber’s phone number or
appropriate altemative phone number as confirmed during the intake visil (see Scetion
2.9.6.3.9.) and updated (as applicabley during subsequent ¢are coordination contacts (see
Section 2.9.6.9.2.1.5), through EVV alerl monitoring or other member confacts for ail
HCBS that will be logged into the EVV system.

The renumbered Seetion 2.9.6.3.20. shall be amended by adding a new Scetion 2.9.6.3.20,11

as follows:

29632011

Upon receiving notification from TENNCARE that a member’s eligibility has ended, the
CONTRACTOR shall within two (2) busincss days notify all providers of ongoing HCBS
that. the. member's CHQICES eligibility has ended, which may be accomplished by
notification in the EVV system. Such notification shall 1ot be provided in advance of the
acteal end date of member’s CHOICES ¢ligibility, as a prospective end date could be-
axtended.

Section 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 shali at a minimum include: (1) pertinent demographic information
regarding the member including the member™s current address and phone number(s), the
hame and conlact information of any representative and a Jist of other persons authorized
by the .member to have access to health care {mcludmk, fong-term care) related
mtm mration and to assist with asscssment, planning, and/or tmplementation of health vare
(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 heaith and private
duty nursing (hat will be authorized by the CONT l"U\L"I UR excepl in the case of persons
enrofled in CHOICES Cmup 2 on the basis of Immtdmtc Eligibility who shall have
access to services beyond the limited package of CHOICES HCRS (see Sccnon 2.6.1.5.3)
only upon detertnimution of cdieporical and financial eligibitity for TennCare; (5)
CHOICES HCBS that will be authorized by the CONTRACTOR, including the sunount,

fréfuenty, duration, and scope {tasks and functions to be pmfonmd) of cach service 10 be
provided, the schedule at which such care is needed, and the phone number(s) that will be
tsed to log visits into the BEVV system, as applicable; meémbers envolled in CIHOICES
(ﬂ'{)up 2 on_the basis of lmmediate I"hybthty shall have access only to a Hinited package
of CHOICES HCBS {see Section 2.6.1.5.3) pending determination of calbg,encal and
finangial btlglblhly for TennCare (‘IIOI-(LL $ however all identified needed services shall
be listed in the plan of care; (6) a detailed back-up plan for-situations when regulirly
scheduled HCRS pr oviders are uoavailable or do not arive as scheduled; the back-up
plan may include paid afid unpaid supports and shall include the names and telephone
numbers ol persons and agencies-to contact and the services provided by listed contacts;
ihe 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 musing identifted in (4) above, and the prviected monthly and annual cost of
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Amendment 12 (conl)

CHOICES HCBS specified in (3} 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 2.9.6.6.2.5.6 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 remaining Section 2.9.6.6.2.5 shall De
renumbered accordingly, including any references thereto,

29.6.62.56 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 1o help
the member achieve these goals;

29.6.6.2.5.7  Description of other services that will be provided to the member, including (1) covered
physical health services, inchuding population health services, that will be provided by the
CONTRACTOR to help the member maintain or fmypwove his or her physical health
status or functional abilitics and makimize independence; (2) covered behavioral health
services that will be provided by the CONTRACTOR to help the member maintain or
inprove his. or her behavioral health status or functional abilities and maximize
independence; £3) other psychofsocial support services and assistance needed in order 1©
ensure the member™s health, safety and welfare, and as applicable, 1o delay or prevent the
need for more expensive ipstitutional placement; and {4) any non-covered services
including services provided by other community resources, ineluding plans o link the
member 0 financial assistance programs: including but not timited .to housing, utilities
and fond as needed;

The renumbered Section 2.9.6.6.2.5.12 shall be deleted and replaced as follows:

29662512 Any sieps the member and/or representative should take i the event of an emergency
that differ from the standard emergency profocol;

296625121 Planning what to do during an emergency shall include, but may not be limited io the
following:

2.9.6.6.2,5.12.1.1  Developing an emergerncy plan;

29.6.6.2:5.12.1.2  Créating a plan to have shelter in'place when appropriate;
296.6:2.512.1.3  Creatinga plan (o get to another safe place when appropriate; and
2.9.6.62512.1.4 ldentifying, when possible, 1wo ways oul of evéry room in case of fire.

29.6.6.2.5.12.2 Identily any ‘additional steps the miember and/or representative ‘should take in the
event of an emergency.




Amendment 12 (conl.)

25, Section 2.9.6.6.2.6 shall be amcnded by adding additional language as follows:

26.

2%

28.

2.9.6.6,2.6

The member’s care coordinator/care coordination team shall ensure that the member
reviews, signs and dates the plan of care as well as any substantive updates, including but
not fimited toany changes in the amount, duration or type of HCBS that will be provided.
The care coordinator shall also sign and date the plan of care, along with any substantive
updates. The plan of care shall be updated and signed by the member and the care
coordinator annually and any time the member experiences a significant change in needs
or circumstances (see Section 2.9.6.9.2,1.16),

Section 2.9.6.6.2.6 shal be amended by adding a new Section 2.9.6.6.2.6.4 which shall read

as {ollows:

2.9.0.6.2:04

Instances in which a member's signature is not required are limited to: 1) member-
iitiated schedule changes to the POC that do not alter the level of sérvices (i.e the
amount, duration or-type of services) detailed in the cument POC for the member; 2)
changes in the provider agency thar will deliver services that do not alter the fevel of
services (i.e, the amount, duration or type of servicesy detailed 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
to log: visits into the EVV system; or 4)instances as permitted pursnant to TennCare
policies and protocols. Documentation of such. changes shall be muinigined in the
member’s records,

Section 2.9.6.8.26.4 and 2.9.6.8.26.4.1 shall be delcted in their entivety and the remaining
Section 2.9.6.8 shall be renumbered accordingly, including any references thereto,.

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
renunibering the remaining Section accordingly, including any references thereto.

2969243

Document and confirm the applicant’s cwrrem addyess and phone number(s) or
appropriate alternativé phone number(s) that the member’s service provider will use 10
call infont for the puirpose of logging visits into the EVV system, and assist the imember
in updating his or her address with DHS or the Social Security Administration, if
applicable;

Section 2.9,6.9.4.3.7 shall he amended by deleting the phirase “or Group 3%,

Section 2.9.6.9.4.3 shall be amended by adding a new Section 2.9.6.9.4.3.8 as follows and

2069438

rénumbering the remaining Section accordingly, including any references therefo,

Members in CHOICES Group 3 shall be contacted by their care coordinator -al least

Quarterly (more frequently when appropriate based on the member’s needs and/or request

which shatl be documented in tie plan of care). “Such countacts shiall bi ¢ither in person o
by telephione with an interval of at least sixty (60} days between contacis, 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 memiber’s needs wnd/or request
which shall be documented in the plan of care) with an interval.of at least.one bundred-
twenty (120 days between visils,

1
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Amendment 12 {cont.)

Scction 2.9.6,10.16 shall be deleted and replaced as follows:

2.9.6.10.16

[f at anytime abuse or neglect is suspected, the member’s care coordingtor or the FEA shall
report the alicgations to the CONTRACTOR within 24 hours in accordance with the
CONTRACTOR’s abuse and negleet plan prolocols, The notification shall include at a
ninimumn: the member name; date ‘of allegation reported and/or identified; deseription of
issue; measures taken to mifigate risk; status of reporting to CPS or APS, as appropriate. I
the allegation is in reference to a worker or representative, the FEA shall contact' the
memberfrepresentative fo immediately release the waorker o representative from histher
duties wntil 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 o find a new
representative and the FEA shall work with {he member 1o find a suitable replacement
worker, il applicuble. If the-allegations are substantiated as a result of the investigation, the
representalive or worker shall s longer be allowed to participaie in the CHOICES program
as a representative or worker. If the investigation is eonclusive, the member may elect 10
retain the worker or representative. The member’s care: coordinator, with appropriate

agsistance from the FEA, shall make any updates to the member’s plan of care and/or risk

assessmentrisk agreement deemed necessary 10 help ensure the member’s health and safety,
and shall provide, at least annually, education of the imembor and his/her representative of the
risk ‘of; and $igns and symptoms of, abuse and neglect. The CONTRACTOR may initiate
astion 0 involustary disenroll the member fron consumer divcetion al any lime the
CONTRACTOR feels that the member’s decisions or actions constitute unreasonable risk
such that the member’s needs.can no Jonger be-safely and effectively met in the communjiy
while participating in consumer direction,

Section 2.9.6,11.6.2 through 2.9.6.11.6.4 shall be deieted and replaced as follows and the
remaining Section 2.9.6.11.6 shall be renumbered accordingly, inclnding any references

thereto.

29.6.11.6.2

2961163

2.0.6.11:6.4

Each CHOICES Group 2 member. shall be factored ‘nto the: weiphted caselowd . wixd
staffing ratio caleulations utilizing an acuity level of two and enc-half (2.5);

Each CHOICES Group' 3 ‘meinber shall be factored info the weighted cascload -arid
staffing ratio-caleulations utilizing an.acuity level of one and three quarters (1.75);

Using the delineated acuity factors, the following providis examples of the composition
of caseloads with 1 weighted value ot 123;
CHOICES ] CHOICES b CHOIeES Fowl CHOICES
Gronp 1 Group 2 Group-3 Membirs on’
Caseload
125 { 125
100 10 ' 110
50 9 ' 30 89
25 26 20 71

11
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Amendment 12 (cont.)

29611035

Using the delineated acuity factors, the following delincates the composition of cascloads
with o weighted value of 175:

CHOICES CHOICES CHOICES Total CHOICES
Group | Group 2 Group 3 Members on
Caseload

175 Y 175

125 114 P10

15 9 30 124

30 36 20 106

0 70 70

Section 2.9.6.12 shall be amended by adding new Sections 2.9.6.12.3 through 2.9.6.12.4.4 as
follows and renumbering: the remaining Section accordingly, including any references

thereto.

2.9.06.12.3

29.6.12.4

29.6.12.4.1

2.9.6.12.4.2

2961243

29.6.12.4.4

The CONTRACTOR shall oversee its selected EVV vendor to ensure the EVV system
operates in compliance with this Agreement, and with policies and protocols established by
T NNCA!(I The CONTRACTOR shall notify TENNCARE withinfive (5) business days
of the idemification of any issuc affecting. BVV systom operation which impacts the
CONTRACTOR s s performance of this Agreement, inchuding 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 shall establish business processes and progedures which shall include a
standard process by which pu)v:ciu\ may notify the CONTRACTOR of exceptions for which
an getion by the CONTRACTOR is required for resolution and shall mainfain an adequate
number of qualified, wained staff 10 support the operation of the BVV system, ‘These stalf
will ensure that: '

Authorizations as defined pursuant-to 2.9.6.2.3.12, are entered inte the EVV system
timiely ‘and accurately, inchuding any changés in such authorizations baséd on changes in
{he mémber's plan.of care.

Authorizations provided by the CONTRACTOR cutside the EVV system are consistemt
with_ authorizations ¢ntered by the CONTRACTOR into the EVV system and with the
member’s carrently approved plan-of care,

Any actions required by the CONTRACTOR fo resolve exceptions in the EVV system,
¢.2., 4 change in the service authorization, are completed within thice (3) buginess days
s0 that clabms Tor services can besubmitted for payment,

The CONTRACTOR monitors on an omgaing basiy and reports fo TENNCARE upon
request, the otal volume of CHOICES HICBS that have been provided but not reimbursed
due to issues with the EVV system-or due to individual exceptions, and proactively works
with providers and the FEA o ensuie that issues are corfeeted and exceptions are
resolved as expeditiously as possible and within the timéframes spevified above in order
1o provide payment as appropriate for services delivered.




34,

fad
h

Amendment 12 (comt.)

The resumbered Section 2.9.6.12.5 shafl be amended by deleting the phrase “homemaker

services”.

Section 2.9.6.12 shall be amended by adding a new Section 2.9.6.12.7 as follows and
renumbering the remaining Section accordingly, including any references thereto.

29.6.127 Notwithstanding the phone number in the 834 file, the CONTRACTOR shall nse the

member's 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 comtacts {see Section 2.9.6.9.2.1.5.) for all HOBS that will be logged info the
EVV gystem,

Seetioit 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:

Meney Follows the Person (MEFP) Rebalancing Demonstration

29.8.1 General

29811

2.0.8.1.2

29813

29814

The CONTRACTOR shall, in accordance with this Agreement and f{ederal and State laws,
regulations, policies and profocols, assist Bligible Individuals living in a Qualitied Institution
in transitioning {o a Qualified Residence in the community under the State’s MEFP
Rebalancing Demonstration (MEP),

Eligible Individuals transitioning to & Qualified Residence in the cormmmunity and consenting
to participate in MFP shal] be transitioned from CHOICES Group 1 ito CHOICES Group 2
purstant to TennCare policies and protocols for Nursing Faeility-to-community transitions
and shall also be enrolicd into MEP., For persons emrolled in CHOICES who are also
participating in MEFP, the CONTRACTOR shall comply with all applicable provisions of this
Agreenient pertaitiing to the CHOICES program. "This section sets forth additional
fequircments pertaining 1o the CONTRACTOR s responsibilities specifically as it relates (o
Mip, '

For CHOICES Group | members not eligible to participate in MFP or who elect not to
participate in MFP, the CONTRACTOR shall nonetheless facilifate transition to the
contmunily as appropriate and in actordance with 2.9.6.8.

The CONTRACTOR shall not delay a CHOICES Group | members transition to the

community in’ order to meet the ninely (90)-day minimum stay in a Qualificd Institution

established under ACA and enrol] the person’ into MFP,

2.9.8.2 Identification of MEP Parficipants

29821

29822

The CONTRACTOR: shall identify members who may have the ability andfor desire 1o
transition from a nursing facility to the community in accordance with Section 2.9.6.8.

The. CONTRACTOR shall assess all nursing facility residents transitioning from the NF to
CHOICES Group 2 for participaiion in MIPP. This includes CHOICES ‘Group 1 members
veferred for transition, as well ay nursing facility residents referred for CHOICES who are not
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29823

yet enrolled in CHOICES Group 1 butmay be determined eligible for Group 1, and who have

expressed a desire 10 move back into the community. However, the resident must actually be
cirolted into Group 1 in order to qualify for MEP,

Members may only elect 1o participate in MFP and the CONTRACTOR may only enroll a
member into MFP prior fo the member’s transition from the nursing facility to the
community. Members will not be eligible (o enroll in MFP if they have already transitioned
out of the nursing facility.

2983 Lhgibility/Bprolinent into MFP

29831

29832

29833

29834

298335

398237

Member participation in MFP is voluntary. Members may deny consentto participate in MFP
or may withdraw consent to participaie in MIP at any time without affecting their enrollment
in CHOICES.

If' a member withdraws rom MIEP, he cannot participate in MEP again without meeting the
cligibility requirements for eorollment into MEP (c.g., fullowing a ninety (90)- ~day stay in a
Qualified Institution).

Onty CHOICES Group 1 members who qualify to enroll in CHOICES Group 2 shall be
eligible to {ransition to Group 2 and enrol] into MFP,

In addition o facilitating transition from CHOICES Group 1 to CHOICES Group 2 pursuant
to Section 2.9.68 of this Agreement and TENNCARFE's policies and protocols, the
CONTRACTOR shatl facititate the enrollment of Eligible Individuals who consent into MEP,

The member’s care coordinator or, if the CONTRACTOR eléets to use transition tcams, a
person who meets the qualifications of a care coordinator 'shall, using information provided
by THE NNCARL, provide cach potential MFP participant with an overview of MFP and
answer any questions the pacticipant has.  The CONTRACTOR shall have each potential
MFEP participant or his authorized representative, as applicable, sign an MFP informed
Consent Form affirming that such overview has been provided by the CONTRACTOR and
(!ecumuﬂm&, the member's deeision regarding MEP mimpanou

Once a potential MFP participant has consentéd to participate in MEP, the CONTRACTOR

shiall notify TENNCARE within two (2) business days via the TENNCARYE PréAdmission

Evaluation System (TPAES) unless ofidrwise directed by TENNCARE, and shali maintain
supporting’ documentation as specified by TENNCARE ‘that shall- hc., made available to
TENNCARL upon request,

“The CONTRACTOR shall verify that each potential MEP pmumpam is-an Eligible ndividual
and shall provide attestation thereof to TENNCARE, The CONTRACTOR shall enter all

required data ¢lements into TPAES unless otherwise directed by TENNCARE, and shall
saisntain supporting documentation as specified by TENNCARI that-shall be made available
o TENNCARE upon request.

The CONTRACTOR shall verify that each potential MFP participant will transition into a
Qualified Residence in the community and shall provide attestation thereof to 1 ENNCARE.
The CONTRACTOR shall enter all required data-clements into TPAES unless otherwise
directed by TENNCARE and shall maintain supporting documentation as specilied by
TENNCARE that shall be made-available to TENNCARE ypon request.

4




Amendment 12 {cont)

29.83.9  Vinal determinations regarding whether @ member can ¢nroll inte MFP shall be made by
TENNCARE based on information provided by the CONTRACTOR.

298310 TENNCARE may request and the CONTRACTOR shall submit in a timely mianner
additional docwmentation as needed to nwke such determination, Documentation submitted
by the CONTRACTOR may be verified, to the extent practicable, by other information,
either prior or subsequent to enrelliment in MFP, including eligibility, clabms and encounter
data.

2.9.8.4 Patticipation in MFP

2984.1  The patticipation period for MFP is 365 days. This includes all days during which the
member resides jn the conmmunity, regardless of whether CHOICES HCBS are received each
day. Days are:counted consccutively except for days during which {he member is admitied
10 an mpatient {acility,

29842 The p‘ut;cqmmn period for MFP does notinclade any days during which the member is
admitted to an inpatient facility.

29.84.3  MFP participation will be “suspended” in the event a member is re-admiticd for a short-term
inpatient facility stay. Member-will not have.1o re-qualily for MFP u,gardkss of the number
of days the member is in the npatient ﬁacxl:ty, and shall be re-instatid in MEPP upon retunt to
a Qualified Residenee in-the community,

29844 It may. take longer than 365 calendar days to complete the 365-day MEP participation period
days since a member’s participation period may be interrupled by one or more inpatient
facility stays.

29845 For MFP participants, o significant change'in 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 Medicare-certificd Skitled Nursing Facitity,  The member's Care
Coordinator shall (pursuant to 2.9.6.2:4) visit the member face-to-face within five (5
business days” of ‘aity inpatient facility admission and shall assess the member’s needs,
conduct a-comprehensive needs assessment.and update the yember’s plan of care, including
the member’s ‘Risk. Agreement, as deemed necessary based on the member’s needs and
circumstances.  IF the vizit is conducied in the inpatient facility, the CONTRACTOR may
clect to have someone who. meels the quahhca(mm of a Care Coordinator. complete the
u,qum,d face-to-face visit-and conduct a comprehensive needs assessment, in which case, the
qualified individial conducting the face-to-face visit shall coordinate with the member’s Care
Coordinator o update the member’s plan of care, including the member’s Risk Agreement, as
deemed necessary based on the wmember’s needs and circumstances,

29846 The CONTRACTOR shall review.the circumstances which resulted inthe inpatient facility
admission and shall evaluate whether the services and supporis provided to the member are
sufficient to safely meet bis needs in-the community such that continucd participation in

CHOICES Group 2:and in MFP is ¢ appropriaie.

29847  The CONTRACTOR shall uon!y TENNCARE within five (3) business days of adnission
any e a meniber s admitcd o an inpatient facility. Such notification shall ‘be made via
TPAES unless otherwise directed by TENNCARE. The CONTRACTOR: shall muintain
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supporting documentation as specificd by TENNCARE that shall be made available to
TENNCARE upon request,

2.9.84.7.1 For purposes of MFP, admission for observation {(which is not considered inpaticnt care)

29.84.8

29849

298410

2938411

298442

2984.13

298414

shall not be considered admission o an inpatient factlity. Nor shalf participation in MEP
be suspended during observation days.

The CONTRACTOR shall be involved in discharge planning on behalf of any MIEP
participant admitted 1o an inpatient facility,

The CONTRACTOR shall notity TENNCARE within two {2) business days when an MFP
participant is discharged from. a shovt-term stay in an inpatient facility.  Such notification
shall include whether the member is returning to the same Qualified Residence in which he
Hved prior to the inpatient stay, or a different residence which shall also be a Qualified
Residence, Such notification shall be made via TPAES unless otherwise directed by
TENNCARE. The CONTRACTOR shall maintain supperting documentation as-specified by
TENNCARE that shall be made avaiable 10 TENNCARE upon request.

If atany tme duwring the member’s participation in MFP, the member changes residences,
mchuding stances in which the change in residences ogeurs upon discharge from an
inpatiemt facility stay, the CONTRACTOR shall: 1) notify TENNCARE within two (2)
business days of the change in rvesidence; 2) verify that the new residence is a ‘Qualified
Residence; and 3) provide attestation thereof to TENNCARE, The CONTRACTOR shall
enter-all requited data ¢lements into TPAES unless otherwise direcied by TENNCARE, and
shail maintain supporting documentation as specified by TENNCARE ‘that shall be made
available to TENNCARE upon request.

The CONTRACTOR shall track the member's residency throughout the 365-day MFP
participation period,  In addition, the CONTRACTOR shall, 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 ia[lnwmg:,
completion of the MEP participation period, or until the: member is no longer enrolled in the
CONTRACTOR s health plai.

The CONTRACTOR shall, using a template provided by TENNCARE, issue a written notice
of MFP participation to each member enrolled in MFP which shall not occur prior to
transifion from CHOICES Group 1 to CHOICES Group 2, Such notice shall be fssued witlin
ten {10) business days of notification from i‘i*I\NCARL vig-the outbound 8§34 enrollment fije
funished by TENNCARE to the CONTRACTOR that the member is enrolled in MFP.

The CONTRACTOR shall, using a template provided by TENNCARE, issue a writien 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 834
enrollment file furnished by TENNCARE 1o the CONTRACTOR that the member is no
fonger enrolled in MFP,

A ‘member. who successfully ‘completes 365-day™ participation period for MFP and is
subsequently re-institutionalized may qualify to participate in MFJ* again but must first nmeet
the “Eligible Individual™ criteria. There shall be-a minimum of ninety (90) days between
MIP participation occumrences.  Prior (o enrollment ina. second MFF oceurrence, the care
coordinator shall assess the reason for the re-institutionalization to determine if the member is
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an appropriate candidate for re-onrollment in MUP and if so, shall develop a plan of care
(nm]udmg a Risk Agreement) that will help to ensure that appropt fate supports and services
are in place {o support successful transition and permanency in the community.

2985 Plan of Care

29.8.5.1

29852

For members participating in the MFP, the Plan of Care shall reflect that the member is an
MIP patticipant, including the date.of enrolhment imo MIP (je, date of transition from

CHOICES Group 1 1 CHOICES Group 2).

Upon conclusion of the member’s. 365-day participation period in MFP, the Plan of Care shall
be updated 1o reflect that Tie is longér participating in MTP,

29.8.6 Services

29.8.6.1

A member enrotled in MEP shall be simultancously enrolled in CHOICES Group 2 and shall
be ¢ligible 10 receive covered benetits as deseribed in 2.6.1.

298.7 Contipuity of Care

2.938.7.1

Upott completion of a person's 365-day participation in MFP, seivices {including CHOICES
HCBS) shall continue to be provided in accordance with the covered benefits deseribed in
2.6.1 and the member’s plan of cate. Transition from participation in MEP and CHOICES
Group 2 to participation onfy in CHOICES (nuup 2 shall be seamiess (o the ‘member, excepl
that the CONTRACTOR shall be required to issue notice of the-member’s conclusion of his
365-day MFP participation period.

2988 Lovel of Care and Shout-Term Wursing Facility Stay in MFP

29.88.1

29882

29883

2.98.8.4

2,9.8.8.5

2.9.88.6

In order to enroll in MEPR, 2 member:must meet NF LOC. Group '3 members are not eligible
for MEP.

A CHOICES Group 2 member participating in MEP whe meets: the: nursmg facility level of
care in place at the time of admission mray be admitted for an inpatient short-term nursing
tacility stay during his 365-day participation period and remain ¢nvolled in MEP regardiess'of
the smimberof days the member isadmitted for inpatient fam[uy care:

MFP participants -adnyitted for short-tesm nursing fae:iuy stays shall be re-insiated in MPP
upon dlkbhar}z& and rénnn 0.4 Otalificd Residence in the community.  The member is.nof
required o meet Jue ninety (90) diy ru,[du:c\ reguirement eriteria’ {or re-instatement o

MEP,.

H the shoftterm stay will exceed ninety (90) days, the CONTRACTOR shall facilitate
transition from CHOICES Group 2 to CHOQICES Group .

The.member’s vare coordinator shall monitor the member’s inpatient stay and shall visit-the.
member face-to-face at- least monthly during the ippatient stay or more frequently as
necessaty. to Tacilitate timely and appropriate discharge planning.

The CONTRACTOR shall conduet a Transition Assessment and. develap a Transition Plan
{su, Bection :2/9:6.8) as necessary 1o Tacilitate the members retum {o e community, Such
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2.9.88.7

19888

20889

assessment shall include o review of the circumstances which resulled in the nursing facility
admission and shall evaluate whether the services and supports provided to the member are
sufficient to safely meet his nceds in the community such that transition back to CHOICES
Group 2 and continued participation in MFP is appropriate.  The CONTRACTOR shal)
update the member’s plan of core, including the member's Risk Agreeiment, as deemed
necessary based on the member's needs and circumstances.

Upon discharge from the short-termy stay, within one (1) business day, the care coordinaior
shall visit the member in his/her Qualified Residence. During the ninety (90) days fullowing
iransition and re-instatement into MEP, the care coardinator shall conduct monthly face-to-
face in-home visits to ensure that the plan of care is being lollowed, that the plan of care
continues to meet the member’s needs, and the member has successfully transitioned back 1o
tie community,

MFP participants:admitted for short-terny nuesing facility stays shall be re-insiated in MEFP
upon discharge and return fo 2 Qualified Residence in the community. The member is not
required to meet the ninety (90} day residency requirement criteria for re-instatement into
MEP.

Days that are spent in an inpatent facility, including short-term nursing facility siays, do not
count as part of the membei’s 363-day MFP participation period.

2089 TPAES

2.8.8.9:1

29.8.10

298,101

2.9.8.11

29.8.11.1

The CONTRACTOR shall use the TENNCARE P-re_AdmiSSion Evaluation System (TPAIS)
to facilitate enrollments into and transitions between LTC programs, including CHOICES
and the Siate’s MEP Rebalancing Dumn:ﬂimtmu {MEP), and shall comply with all data
collection processes and timelines established by TENNCARE in policy or protocol in order
to gather data yequired to comply with tracking and reporting requirements pertaining to
MEP. This shail include {but is net limited 10) attestations pertaining o Eligible Individual
and Qualified Residence, changes of residence, inpatient facility admissions and discharges,
reasons for re-instittionatization, and reasons Tor disenrollment from MEP.

I requiremetits

Pursuant te Section.2.23 of this Agreement, the CONTRACTOR shall modify its information
systems 1o acconunodate, accept, Joad, utilize and facilitate accurate and thmely reporting on
mformation submitted to by TENNCARE via the outbound 834 file that will identify MFP
participants, as well ‘as those MFP partcipants in suspended siatus during an npatient
admission.

Case Management System

The CONTRACTOR’s case management system (see Section 2.9.6.12.7) shall identify
persons enrolled in MFEP and shall_generate reports and management tools as needed 1o
facilitate and monitor compliance with contractrequirements and timelines.

18




Amendment 12 {cont.)

29812 MFP Readiness Review

298121 Prior wo implementation of MFP, as detenmined by TENNCARE, the CONTRACTOR shall
demonstrate to TENNCAREs satisthction that the CONTRACTOR is able to meet all of the
Fequirements pertaining to MFP set forth in this Agreement,

29.8.12.2 The CONTRACTOR shall cooperate it a “readiness review™ conducted by TENNCARE (o
review the CONTRACTOR s readiness o Fulfil] its obligations regarding MEP i accordance
with the Agrecmient, This review may include, but is not limited fo, desk and on-site review
of documents provided by the CONTRACTOR, a walk-through of the CONTRACTOR s
operafions, sysiem demonstrations (including systems connectivity testing), and interviews
with CONTRACTOR’s staff. The scope of the review may inclade any and all MEP
requirements of the Agreement as determined by TENNCARE,

2.9.8.12.3 Based on the resulis of the review activitics, TENNCARE will issue a letter of findings and,
if needed, will request a corrective action plan from the CONTRACTOR.

29813 MFP Benchmarks

29.8.13.1 The CONTRACTOR shall assist TENNCARE in meeting the five (5) annual besichmarks
established for the MFP Rebylancing Demonstration which are desuribed below i Sections
2.9.8.13.L1 through 2.9.8.13.1.5,

2980301 Benchmark § 1 Number-of Persons Transitioned

29813111 Assist the projected number of cligible individuals in cach target groupy: in successfully

transiioning from au inpatient facility o a qualified residence during each yeai of the
demonstration. . Projecied nunbers:

Calendar: # of Elderly " # of Disabled Adults
Nem . Transitioned ] . Transitioned

2001 27 23

2012 ' 206 169

2013 234 193

2014 261 214

2015 234 191

2016 ‘ 206 169

2.98.13.1.12  Immediately prior to implementation of MFP and at the beginning of each caléndar year
thereafier, statewide calendar year numbers: for benchmark #1 will be allocdted on a
regional basis to each MCO operating in the region, based on the number of persons in
CHOICES Group: 1. For purposes of incentive payments (see Section 3.1 1), achievement
of this besichmark:shall he determined on a regional basis by MCO.
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2981312

2.9.8.13.1.21
28813122
2981313
298.13.1.3.1
20813132
2981314

29813141

19.8.13.1.42

Benchmark #2: Qualified Expenditures for HOBS

Increase the amount and pereentage of Medicaid spending for qualified home and
community based long-ler care services during each year of the damnonstration.

Far purposes of incentive payments (see Section 3.11), achievement of this benchmark
shall be determined on a statewide basis.

Benchmark §3. Increased Amount and Percentage of HCBS Participants

nerease the number and percentage of individuals who are elderly and adults with
physical disabilities receiving Medicaid-reimbursed long-lenm care services in home and
community based (versus institutional) settings during each year of the demonstration.

For purposes of incentive payments (see Section 3,11), achievement of this benchmark
shall be determined on  regional basis by MCO.

Benchimark ii4; fncrease Undupliceted Contracied Conmmnunity Based Kesidentiir!
& 5
Alernative

Inerease the number of unduplicated licensed CBRAs contsacted with MCOs Statewide
{o provide HCBS in the CHOICES program during each year of the demonstration.
Providers enrolled with more than one (MCO) or in more than ong region shall only be
counted once. Proposed numbers:

Catendar # of MCO Contracted
Year o CBRAS Sintewide
2011 70

2012 )

2013 78

2014 82

2015 86

2016 90

For purposes of incentive payments {See Section 3.11), achievement of this benchmark
shall be determined on a statewide basis,
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2.9.8.13.1.5 Benchmark #3: Increase Participation in Conswmer Direction

2.9.8.13.1.5.1  Increase the number of persons receiving Medicaid-reimbursed HCRS patticipating in

consumer direction for some or all services during each year of the demonstration,
Projected numbers;

Calendar # in Conswmer
Year Direction

2011 600

2012 900

2003 1,150

2014 1,400

2015 1,550

2016 1,650

2.9.813.1.52  Immediately prior to implementation of MEP and ai the beginning of each calendar year

thereadier, statewide calenday vear numbers for benchmark #5 will be allocated o1 a
regional basis to cach MCO operating in the tegion, based on the numiber of persons in
CIROICLS Group 2 and Group 3. For purposes of incentive payments {s¢e Section 3.11),
achicvement of this benchmark shall be determined on a regional basis by MCO.

38.  Scction 2.9.11.1 shall be deleted and repiaced as follows:

29111

Excepl as provided in Section 2.6.1.3, the CONTRACTOR is nof responsible for the
provision of pharmacy benefits; TENNCARE contracts with a pharmacy benefits: manager
(PBM) to provide these services. However, the CONTRAT TOR shall mainfain an agreement
with the PBM for the purpose of making payient 1o:the PBM on beballof TENNCARE for
TemnCare covered services, This requirement does not impose any {urther responsibilities on
the CONTRACTOR regarding the providees andfor provider’s cldims thal are reimbursed
through this payment-structure. The CONTRACTOR: shall not be af fisk:for paymeént made (o
the TeanCare contracted PBM (sce Section 3). The CONTRACTOR shall coordinate with the
PBM a3 necessary to ensure that members receive appropriate pharmacy- scrvices without
interruption. The CONTRACTOR shall monitor and manoge ils contract providers as it
refates to prescribing patterns and its members as it relates to utilization of prescription drugs.
The CONTRACTOR shall partivipate in regularly ‘scheduled meetings:with the PBM and
TEHNNCARE 10 discuss operational and progrannnatic issucs,

39, Section 2.9.15 through 2.9.15.3 shall be deleted and replaced as follows:

2945 ICEAID Sefvices and Alteérnatives to ICI/HD Services

29151

The CONTRACTOR is not responsible. for services in an Intermediate Care Facility for
Individuals with Intellectual Disabilities (ICT/HD)Y or for services provided through Home
and Community Based Services (HCRS) waivers as an aliornative 1o ICEHD services
(hereinafter veferred fo as “HOBS 1D waiver™). However, 10 the extent that servires available
to-a member through a HCBS ID waiver are also covered serviees pursuant to ihis
Agreement; the CONTRACTOR shall be'résponsible for providing all medically necessary
covered services, HCBS 1D waiver ‘services may supplement, but not supplant, medically
necessary. covered seivices, ICFID services and HCBS 1D waiver services shall be provided

21




44,

41.

Amendmet 12 {eont,)

to qualified members as deseribed in TennCare rules and regulations through conlracis
between TENNCARE and appropriate providers.

29152 The CONTRACTOR is responsible for covered services for members residing in an 1C1/1D
or earolled in 2 HCBS 1D waiver. For members residing in an ICFAID, the CONTRACTOR
is responsible for providing covered services that are not included in the per diem
reimbursement for institutional services (e, prosthetics, some fiems of durable medical
eqqutprizat, non- CHERCICY duli)uiauu. fransporlation, and non-emer Heney mmspm talion}.
Lxcept as provided below for NEMT, for members enrolled in a HCBS 1D waiver, the
CONTRACTOR shall provide all mediull]y necessary covered services, inchuding covered
services that may akso be provided through the HCBS 1D waiver. The HCBS ID waiver is the.
payor of Iast resort. However, the CONTRACTOR is not responsible for providing non-
emergency medical transportation (NEMT) to any service (hat is being provided to the
meimber through the HCBS 1D waiver,

29483 The CONTRACTOR shall coordinate the provision of covered services with services
provided by TCF/AID and HCBS 113 waiver providers o minimize disruplion and duplication
ol services,

Section 2.11.1.10 shall be deléted and yeplaced as follows:

211,110 The CONTRACTOR shall monitor provider compliance with aceess requirements speeified
in-Attachment L, including bt not Lunited to appointment and walit times and (ake corrective
action for failure to comply. The CONTRACTOR shall Maintain an emergency/contingency
plan-in the event that a large pmvadu of services collapses or is otherwise unable to provide
needed services and_shall conduct surveys and office visifs to monitor wmp]mnw with
‘cppom(mr:m waiting time standards and shall report findings and corrective. actions 1o
TENNCARE in accordance with Section 2.30.8; 2.

Section 2.12.9.15 shall be amended by adding a new sentence to the end of the existing toxt.
as follows:

2142915 Inelude a statement that as a condition of par ticipation in TennCare, enrollees and providers
shall give TENNCARE or'its authorized. representative, the Office of the Comptroller of the
Treasury, and -any - bealth-oversight agency, such as ‘OIG, TB!I MFCU, DHHS Office of
Inspector General (DHHS OIG), and DOJ, and any ‘other aithorized state or federal agency,
aceess to their records. Said vecords shall be imade available and furnished immediately upon
request by the providerfor fiscal audit, medical audit, medical review, utilization review, and
other perjodic monitoring as well as for administrative, civil and criminal investigations o
prosecutions upon. the feguest of an authorized: represtritative of the CONTRACTOR,
TENNCARE or authorized federal, stale and Olfice of the Comptrolier of the Treasury
personnel, including, but.not timited 1o, the OIG, tie THBI MFCU, the D} TH8 OIG and the
DOJ. Said records arg-to be provided by the provider at no cost to the requesting agency,
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42.  Scction 2,12 shall be amended by adding a siew Section 2.12.15 as follows and rei mbering
the remaining Sections accordingly, including any references therceto.

212,13 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 servides, The agreemen! shall be in
accordance. with-an approved template provided by TENNCARE, The CONTRACTOR shall not be
at risk for payment inade to the TeonCare contracted PBM (sce Section 3.

43, Scetion 2.13 shall be amended by adding a new Scction 2.13.9 as follows and reunumbering
the remaining Sections accordingly, inchuding any refereces thereto.

2139 Payment to TennCare PBM

24391 The CONTRACTOR shall make payment to the 'BM on behalf of TENNCARIE for
TennCare covered services, The CONTRACTOR shall not be ot risk for payment made to
the - TennCare contracied PBM (see Section 3). The CONTRACTOR shall adhere to the
following process for payments to the PRM;

213.9.1.1 "t"h_ed CONTRACTOR shall maintain a separate bank accouny for the funds tansfer from
TENNCARE for purposes of payment to. the FEM.

2.13.8.1:2 The CONTRACTOR shall receive a weekly invoice from the PBM for services rendered by
the PBM.

213913 The CONTRACTOR shall invoice TENNCARE for the cost of the paymestts to be made to
the PBM based on the weekly PBM invoice as well as any associated regulalory cosls.

213944 The CONTRACTOR shull make payment (o the PBM in the full amowunt of the funds tansfer
from TENNCARE no fater than the Friday following recieptof the funds: from TENNCARE
unless:extended by TENNCARE due to unforeseen cireunistances of bank holidays.

44.  Scction 2.15.1:.1:shall be deleted and replaced as follows:

2.45.1.) The: CONTRACTOR shall have a wiitten Quality Manageinient/Quality  Tinprovement
(OMAQD) program that clearly defines its quality improvement structures, ang processes and
assigns-respansibility (o appropriatc individuals. Program documents gnust include all of the
elements listed below. and shall include a separate section on CHOICES care. coordination.
This QM/QI program shall use asa guideline the current NCQA Standaids and Guidelines for
the, Accreditation of MCOs and: shall include the CONTRACTOR’s plan for improving
patient safety. This means at a minimum that the OM/OT prograint shall;

45, Section 2.15.2.1 shall be amended by adding the words ¢, annual evaluation” in the last
sentence:ds follows;

21521 The CONTRACTOR shall have a QM/QI committee which shall include medical, behavioral
health, and fong-term care staff and contract providers {including medical, behaviotal health,
and long-ter carve providers), This. cominittee. shall analyze and cvaluawe the results of
QMYQI activities, recommend policy decisions, ensure that providérs. are involved in the
QM/QI program, institute needed action, and ensure that appropiiate follow-up occurs, This
commities shall also review and approve the QM/QI program description, annual evaluation
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and associated work plan prior to submission to TENNCARIL as required in Section
2.20.12.1, Reporting Reguiraments,

Section 2,17.1.1 shall be deleted and replaced as follows:

2143 The CONTRACTOR shall submit 1o TENNCARIE for veview and prior writien approval all
materials that will be distributed to members (refereed to as member materials). Should the
CONTRACTOR decide 10 contract with ¢ither a subcontractor or its providers o create
andfor distribute member materials, the marerials shall not be distributed 1o members unless
the materials have been submitted to TENNCARE by (he CONTRACTOR, for review and
prior written approval. Member Materials include, but are not limited to member handbooks,
provider directories, member newsletters, identification cards, fact sheets, notices, brochures,
form letters, mass: mailings, system generated Jetters and any other additional, but not
required, materials and information provided to members designed to promote healib and/or
educate members,

Seetion 2.17.2 shall be amended by adding a new Scetion 2.17.2.3 and renambering the
remaining Section 2.17.2 as follews, including any reference thereto,

21723 Anticles and/or informational material included in written materials such as newsleuers,
brochures, efe. shall be limited to approximately 200 words for purposes of readability unless
otherwise approved. in. writing by TENNCARL,

Section 2.17.4.7.18 shall be deleted and replaced as follows:

2.17.4.7.18 Shall include notice of the right o file a diserimination complaint as provided for by
applicable federal anid state civilvights faws, including but not limited fo, Titde V1 of the Civil
Rights Act of 1964, the Age Discrimination Act of 1975, Tide IX of the Education
Amendments of 1972, Section 504.-of the Rehabifitation Act of 1973, and Titles 11 and I of
the Awmericans with Disabilities Ast of 1990, and a complaint form on which to do so. The
notice shall be considered a Vital Document and shall be available at a winimum in the
inglish and Spanish languages;

Section 2,17.5.3:5 shall be deleted and yeplaced as Tollows:

217535 A notice of the right 1o file a discrimination complaint, as provided for by applicable federai
and state civil rights laws; including, but not limited to Title VI of the Civil Rights Act of
1964, the Age Discrimination’ Act of {975, Title IX of the Bducation amendments of 1972,
Scetion 504 of the Rehabilitation Act of 1973, and Titles I1 and HI of the Américans with
Disabilitics Act of 1990 and a complaint. form on which (o 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 deletéd and replaced as follows;
21813 The member sérvices information line shall handle calls from individuals with LEP and

individuals. with disabilities, inchiding, but not limitéd to individuals with hearing_ and/or
speech disabilities,:
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Sections 2.20.1.7 through 2.20.1.7.3 shall be deleted and replaced as foliows:

220.1.7  The CONTRACTOR is prohibited from taking any actions o recoup ot withhold improperly
paid funds already paid or potentially due to a provider when the issues, services or claims
upon which the recoupment or withhold are based meet one or miore of e following criteria:

220.1.7.1 The improperly paid funds have already been recovered by the State of Tennessee, either by
TENNCARE directly or as part of a resolution of a state or federal investigation and/or
lawsuit, including but not mited o false claims act cases; or

2.20.1.7.2 The improperly paid funds have already been recavered by the Siates Recovery Audit
Contractor (RAC) contractor; or

2.20.1.7.3  When the issues, services or claims that are the basis of the recoupment or withhold are
currently being investigated by the State of Tennessee, are the subject of pending Federal or
State litigation or investigation, or are being audited by the TennCare RAC.

Section 2.21:6.1.4 shall be deleted and replaced as follows:

2.21.6.1.4 Except for those payments deseribed in Section 3.14; any and all payments made by
TENNCARE, including capitation payments, any payments related to processing claims for
services incaryed prior to the start date of operations pursuant to Section 3.7.1.2.1, as well as
incentive payments (if applicable) 1o the CONTRACTOR shail be considered “Premium
revenue” for the purpose of caleulating the minimum nét worth required by TCA 56-32-112,

Scction 2.23.5.2 shall be amended by adding a new sentence to the end of the existing text
as follows:

22352 The CONTRACTOR shall systematically update its eligibitity/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; 4 a form and formal to ‘be
provided by TENNCARE; outbound 834 transactions that'are not processed within thése time
framies and include information regarding when the transactions were completed. Any
fransactions that are not updaled/loaded within tweniy-Tour {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 fssucs preventing compliance. £ the CONTRACTOR has reason 1o believe they iy not
meet this requirenient based on upusual cirewmstances, the CONTRACTOR must notify
TENNCARE and TENNCARE may make an excéption without requiring a Correetive
“Action Plan.




55,

2279

Amendment 12 {cont)

Scction 2,24.4.1 shall be amended by adding the plase “on at least an annmual basis”™ after
the phrase “and a plan for training” as foilows:

2.24.4.1

The CONTRACTOR: shall develop and implement an abuse and neglect plan that includes
protocols for preventing, identifying, and reporting suspected abusc, neglect, and exploitation
of CHOICES members who are adults (see TCA 71-6-101 ef seq.) and suspected bratality,
sbuse, or neglect of CHOICES members who are children (see TCA 37-1-401 ef sey. and
TCA 37-1-601 et 3¢¢.); a plan for educating and training providers, subcontractors, care
coprdinators, and other CONTRACTOR staff reparding the protocols; and a plan for training
on at least an annnal basis members. representatives, and caregivers regarding identification
and reporting of suspected abuse and/or neglect.

Section 2.27 shall be amended by adding new Sections 2.27.9 and 2.27.10 as follows:

Medicaid_and CHIP ~ Verification of Income and Eligibility. The CONTRACTOR must provide

safeguards that restrict the use or disclosure of infonmation concerning applicants and beneliciaries to
purposes directly connected with the administration of the plan:

2279

22791}
227012
227913

227914

2.27.9.2

2.27.9.2.1

2.27.9.3.1
2.27.9.3.2
227933

227934

Purposes directly related (o the administration of Medicaid and CHI® include:
Establishing eligibility;

Determining the amount of medical assistance;

Providing services for beneficiaries; and

Conducting or assisting an investigation, prosecution, or civil.or criminal procecding

related to Medicaid or CHIP administration,

The CONTRACTOR must have adequate sa feguards to assure that:

Information is made available only 'to the extent necessaryito assist in the valid administrative
purposes- of those receiving the-information, and information: received -under 26 USC- §
6103(1). is exchanged only with parties authorized to receive that inforimation. under that

sectionof the Code; and.

The information is. adequaiely stored and processed so thal it s profected  against
unauthorized disclosure for dther purposes,

The CONTRACTOR. must have criteria {bal govern the types of inlonastion about
applicants and beneficiaries that are safeguarded, This information mwust include-at least:

Names and addresses;
Medical segvices provided;
Social and ¢¢onomic sonditions or cifcumstances;

CONTR {-f\,(,.»‘:',i'()l( evalpaiion ol pt‘:r:‘;(‘mﬂi mfdnnation;
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227.9.3.5 Medical data, including diagnosis and past history of discase or disability;

227.93.6 Ay information received for verifying income eligibility and amount of medical assistance
payments, inchuding income information received from SSA or the Internal Revenue Service;

239937  Any information received for verifymg income eligibility and amount of medical assistance
payments,

2.27.93.8 Income information received from SSA or the.Internal Revenue Service imust be safeguasded
according to Medicaid and CHIP requirements;

2,27.9.39  Any informalion received in connection with the ideatification of fegally tiable third party
resources; and

2.27.9.3.10 Socinl Security Minnbers.
22794  The CONTRACTOR must have criteria approved by the State specifying:
227941 The conditions for release and vse of information about applicants and beneficiaries;

227942 Access to infoymation concerning applicants or beneficiaries must be resfricted to persons or
CONTRACTOR tepresentatives who are: subject to standards of confidentiality that arc
comparable to those of the State;

227943 The CONTRACTOR shall not publish names of ap;.ﬂic-ants or beneficiaries;

127944 The CONTRATTOR $hall obtain permission fiom a-family-of individual, whenever possible,
before respoinding 10 4 reduest for informiation from au olutside soree, ualess the infonnation
is to be used to verify income, eligibility. and ihie amount of 1uedical assistande payment to an
authorized individual or entity;

227945 If, becayse of an airergency situation, titme does not permit obiaining consent before release,
the CONTRACTOR shall notify the State; the family or individual inmediately after
supplying the information;

227946 The CONTRACTOR s policies must apply “to all requests for information from owside
sources, inchiding governmental bodies, ihc mum. OF law enforcement officials,

2279461  The CONTRACTOR shall notify the State of any requests for information on applicants
or beneficigries by other governmenial bodies, (he cowrts or law enforcement officials ten
(10) ddyb prior 1o seleasing the m;uwind information, .

227:9.4.7 1f a court issues a subpocna for a case record or for any CONTRACTOR representative to
testify coneerning an applicant or bcnc,ﬂcmry, the CONTRACTOR must notify the State at
ledst ten (10) days prior to the required production date so the State iy inform the court of
the -applicable: statutory provisions, ‘policies, and regulations vestricting disclosure of
information, effective until. Jan. 1, 2014; and

227948 The C“ONIRACIOR shall ot request or refease information to other partics. to verify
income, eligibility and.the amount of assistance ‘tunder Medicaid or € HIP, prior 10 express.

approval frony the State:
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2.27.10 Social _Secwrity Administration  (SSA)_Required  Provisions for Data Seourity. The
CONTRACTOR shall comply with limitations on use, treatment, and safeguarding of data under
the Privacy Act of 1974 (5 U.S.C. § 552a), as amended by the Computer Matching and Privacy
Protection Act of 1988, related Office of Management and Budget guidelines, the Federsl
Information Security Management Act of 2002 (44 U.S.C. § 3541, ef seq.), and refated Natiohal
Institute of Standards and Téchnology guidelines. In addition, the CONTRACTOR shall have in
place administrative, physical, and technical safeguards for data,

227301 The CONTRACTOR shall not duplicate it a separate file or disseminate, without prior
written permission. from TENNCARE, the data govemned by the Agreement for any purpose
other than that sct foith jo this Agreement for the administration of the FernCare program.
Should the CONTRACTOR propose 4 redisclosure of said data, the CONTRACTOR must
specify in wiiling 10 TENNCARE the data the CONTRACTOR proposes to redisclose, to
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 to the administration
of the TennCare program,

227102 The CONTRACTOR agrees 1o abide by all relevant federal laws, resirictions an access, nse,
and disclosure, and security requirements in this Agreement.

227.10.3  The CONTRACTOR shall provide a current list of the employees of such CONTRACTOR
with access to 88A data and provide such lists 1o TENNCARE.

2.27.104. The CONTRACTOR. shall restrict access 1o the data obtained from TENNCARE to only
those authorized employees who need such data 10 perform their.official dutics in comhection
with purposes identified in this Agreement. The CONTRACTOR shall not further duplicate,
disseminate, of disclose such data without obuining TENNCARE s prior written approval.

227105 The CONTRACTOR shalt ensure that its ecmployecs:

2.27.10.5:1 Property safeguard PHYPH furnished by TENNCARE under this Agreement from loss, theft
orinadvertent diselosure:

2.27.10.5.2. Undesstand that they are vesponsible for safeguarding this iivformation at all times, regaidless
of whether or not the CONTRACTOR employee is at his or her repolar duty station

2.27.10.5.3 Ensure that laptops and -other electronic devices! media containing PHI/PIL are enerypied
andfor password profected;

2.27:10.5.4 Send-emails comaining PHIA onty if encrypted-or if to and from addresses that are secwre;
and

2.27.10.5.5 Limif disclosure of the information and details relating 1o’ a. PHI/PI Joss only 10 those with's
need 10 kiow,

2.27.10.6 CONTRACTOR employees who, access, use, or. disclose TENNCARE or TannCare SSA
supplied data in a wanner or purpose ot avthorized by this Agreement may be subject 1o
ewvil and criminal sanctions pursuant o applicable federal slatutes,
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22T 7

2.27.10.71

2.27.10.8

2201009

2.27.10.10

2.27.10.11

2.27.1011.1

2.27.10.11.2

22710113

Loss or Suspested Loss of Data — If an employes of the CONTRACTOR decomes aware of
suspected or actual loss of PHI/PIL, the appropriate designee of the CONTRACTOR must
immediately contact TENNCARE upon becoming aware to report the actual or suspected
loss.  The CONTRACTOR  will  wse the Loss  Worksheet  located  at
htipe/fwww tnpoviienncare/forms/phi_piiworksheetpdf 10 quickly gather and orpanize
mformation about the incident. The CONTRACTOR must provide TENNCARE with timely
updates as-any additional inforination about the loss of PHI/PIL becomes available,

I thie CONTRACTOR experiences a loss or breach of said dats, TENNCARE will deterniine
whether or nol notice to individuals whose data has been lost or bieached shall be provided
and the CONTRACTOR shall bear any costs associated with the notice or any mitigation.

TENNCARE may immediately and unilaterally sugpend the data flow under this Agreement,
or ferminate this Agreement, if TENNCARE, in its sole discretion, determines that the
CONTRACTOR has: (1) made an unauthorized use or disclosure of TennCare SSA-supplied
data; or (2) viclated or failed to follow the terms and condilions of this Agreement,

In order to meet certain requirements set forth in the State’s Computer Matching and Privacy
Protection Act Ag,:ucmenl {CMPPA) with the.SSA, the Partics acknowledge that this Section
shall be included in all agreements executed by or on behall of the State. The Parties further
agree that FISMA and NIST do not apply in.the context of data use and disclosute under this
Ayreemnent as the Parties shall neither use nor operate a federal information system on behalf
of a federal executive agency. Iau_th_g,x_ NIST is applicable to federal ‘information sysiems,;
therefore, although encouraged to-do so, the State, its CONTRACTORs, agents and providers
ar¢ not required 1o abide by the NIST guidelines.

This Seciion [urther carries out Section 110600) of the Act (42 U.8.C. § 1306), the regulation$
pronlgated pursuant to that sc‘:c.ti'on_(_ZO_(;‘.‘-.F.R. Part 401}, the Privacy. Act of 1974 (5 US.C,
§ 552a), as amended by the Comptiter Matching and Privacy Profection Act of 1988, rclated
Office of Management and Budget ("OMB”) guidelines, the: Federal Information Security
Management Act of 2002 ("FISMA™) (44 U.SIC. § 3541, ¢ seq.), and related National
Institute of Standards and }.t:dmol%_y__(“N{;)f_ | g;,mdc]_i_n_cs which provide the requirements
that-the S8A stipylates that the CONTRACTOR. must follow with regard (o use, trealment,
and safeguarding data in the event data'is exchanged with a federal information svsien,

Definitions

“ESA-supplied data™ - information, such’ as an. individeal's social security: number,
supplied by the. Social Security Administration to TENNCARE fo detennine entitlement
or eligibility for iedu‘ally-iundud programs (CMPPA between SSA and F&A; TEA
between SSA and TENNCARIT).

“Protected Health Information/Personally Tdentifiable Information” (PHIRI (45 CF.R.
§ 160:103; OMB Citcular M-06-19) — Protected health informiation means individually
identifiable health information that is: (i} Fransmitied by électronic media; (;1}
Maintained in electronic media; or-(iii) Transmitled or maintained in any other form or
sedimm. ' '

“hndividually 1dentifiable Healtly Information” -- fnformation that is-a subset of health
infrmation, including demographic infonmation collected from an individual, and: (1) Is
created or received by a health care pmwdcr héalth plan, émployer, or health care.
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clearinghouss; and (2) relates to the past, present, or {ature physical or mental health or
condition of an individual; the provision of bealth care to an individual; or the past,
present, or future payment for the provision of health care to an individual; and (i)
identifies the individoal; or (i} with regpect to which thére is a reasonable basis to believe
the information can be used to 1entify the individual.

22710414 “Posonally Identifiable Information™ — any information about an Individual maintained

by an agency, including, but not limited to, education, financial transactions, medical
bistory, and erimdnal or employment history and information which can be used o
distinguish or trace an individual's identity, such as their name, Social Security Number,
daté and place of birth, mother’s maiden name, biometric records, including any other
personal infortmation which can be linked to an individual.

Section 2.29.1.3.9 shall be deleted and replaced as follows:

229139 A staff person 0 serve as e CONTRACTOR's Non-discrimination Complhance

Coordinator, This person shall be responsible for the CONTRACTOR s compliance with
applicable federal and state civil rights Jaws, regulations, rules and policies, including but not
limited to, Title VI.of the Civil Rights Act of 1964, Secetion 504 of the Rehabilitation Act of
1973, Titles 1 and HI of the Americans with Disabilities Act of 1990; and the Age
Discrimination Act-of 1975, The CONTRACTOR shall report to TENNCARE in writing, to
the attention of the Director of Noo-discrimination Compliance, within ten (10) calendar days
of the comnmencernent of any period of lime that the CONTRACTOR does not have a
designated stalf person for non-diserimination compliance. The CONTRACTOR shall report
to TENNCARE at such time that the function is redirected as required in Section 2,29.1.2;

Section 2.30.3 shall be deleted and replaced as follows:

Commuaity Qutreach

2.30.3.1

The CONTRACTOR shall submit an Awnwal Community Outreach Plan 1o later than
November 30 of each year for review and approval by TENNCARE, The Annual Connnunity
Qutreach Plan shall be written in acemdance with guidance prepared by TENNCARE, It shall
include, bul is not limited to: all proposed. community/healih education evenls refated to
TENNderCare; community/health education events unrelatec to ‘TENNderCare: and a provess
for evaluating the benefits of the events..

The C()NTRAC_’i’.OR shall submit an Ansual Commmily Ouiréach Evaluation, in.a format
specified by TENNCARTL, of its approved Annval Comniunity Outeeach Plan no later than
ety {90) days fillowing the end of » calendar 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 shalt submit an anvual Provider Compliance with Accoss Requirements
Repore that summarizes the CONTRACTOR's monitoring -activities, {findings, and
opportunities “for improvement regarding provider complinnce withi  applicable. access
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standards as well as an emergency/contingency plans in the cvent that a large provider of
services collapses or is otherwige unable to provide needed services. This report/plan shall
also be available upon request. (See Section 2.11.1.10.)

Section 3,10 shall be deleted and replaced as follows:

PAY-FOR-PERFORMANCE QUALITY INCENTIVE PAYMENTS

General

KALIRN!

31012

340603

31014

310085

TENNCARE will make incentive payments to the CONTRACTOR in accordance with this
Section 3.10.

Pursuant 10 42 CFR 433.6, the total of all payments made to the CONTRACTOR for a year
shall pot exceed one hudred and five percent (105%) of vapitation paymen(s mide o the
CONTRACTOR,

In e first year that-the-incentives specified in Sections 3.10.2 are available, the TenmCare
regional average HEDIS score:(as caleulated by TENNCARE using audited MCO HEDIS
results) for cach of the ieasires specified in Sections. 3.10.2 for the last full calendar yeor
Prior to the year that the CONTRACTOR began operdting under this Agreement will serve as
the haseline, If complete TennCare HEDIS data for thess mcasures is not availablé for the'
region for the year prior to the year that the CONTRACTOR began operating under this
Agreement, ihen the last year for-which complete data is available will serve as the baseline.

Beginning on July 1, 2015, the CONTRACTOR shall be eligible for incentives in
accordance with Section 3.10.4-below and the incentives deseribed in Sections 3.70.2
and 3.10.3 shall no tongerapply.

I NCQA makes changes in any of the measwres selected by TENNCARE, such that valid
comparison 1o prior years will 5ot be possible, TENNCARE; at its sole discretion, may elect
fo- either eliminate the incasure fromi pay-for-performance incentive eligibility ‘or replace it
with another measure,

Physical Health HEDIS Measurcs

34021

310222

RBegmming July 1, 2001, an Juby 1 ol the year that the first HEDIS reports are due (see:Séotion
2.15:8), the CONTRACTOR will-be eligible for a $.03 PMPM payment, applied to mentber
months from the preceding calendar year, foreach’of the audited HEDIS measures specified.
in Section 3.10.2.2 below {caiculated from the preceding calendar year's datn) for wiich
significant improvement has been demonstrated. Significant huprovement is defined using
NCQA’s minimum. effect size change methodology (see Section 3,10.5 below),

Beginning on July 1, 2011, ou July 1 of cach year through July 1, 2014, the CONTRACTOR
will be cligible for a $.03 PMPM payment, applicd 10 member months from the preceding
calenddr yenr, for 'cach ofthe wudited HEDIS measurés specified in Scction 3.10.2:3. belaw
{calcutated from the preceding calendar year's data) for which significant improvément has
been demonstraied. The CONTRACTOR s HEDIS result for the reporting periad priorto the
eurrent reporting period will serve as ‘the baseline. Significant tmprovement s definéed usiig
NCQAs minimum effect size-change mefhodology (see Section 3. 10135 below?,

3l
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3.10.23
310230

310252

Incentive payments will be available for the following audited HEDIS measures:

HbATC Testing ~ Disbetes measure;

HbATC Control - Diabeles measure;

LDL-C Screening Perfornued - Diabetes measure;

Adolescont Well-Care Visily;

Breast Cancer Screening; and

Controffing High Blood Pressure,

For HLbALC control, the reverse of the HEIDIS measure (i.c. 100 minus the percentage of

individuals with poorly controfled HbATC) will serve as the measure for purposes of s
Section.

Behavioral Uealth HEDIS Measures

31031

31032

31033

3.00.3.3.1

310332

1.10.3.3.3

On. July ! of the year that the first HEDIS reports are due (see Section 2.15.6) the
CONTRACTOR will be cligible for 2 $.03 PMPM payment, applied to member manths from
the preceding calendar year, for vach of the following audited HEDIS measures {calculated
from the preceding calendar year's data) for which the CONTRACTOR scores at or above
the 75th national Medicaid percentile, as calewlated by NCQA. To be cligible for incentive
payment for a measure, the CONTRACTOR must score at or-above the 75(h percentile for
both rates comprising the measure,

Beginning July 1, 2011 through July },.2014, the PMPM payment will be applied to membes
months from the preceding calenrdar vear, foreach of the following audited YIFIMS measures

(caléulated from the preceding calendar year's data) for which significant improvement has

been demonstrated. The CONTRACTOR™S HEDIS resalt for the reporting period prior o the
current-reporting period will servé as the baseline, To be c]zgtblc for incendive payment fora

measyre, the CONTRACTOR  must demonstrate significant improvement for both rates

comprising the measure. Significant improvement is defined using NCOA’s minimum offect
size change methodology.

Audited HEDNS Measures:

Antidepressant Medication Management;

Follow-up Care for Children Preseribed ADHD Medication; and

Follow-Up After Hospitalization for Memtal Hiness;

HEDIS Measurc—s-(Begiﬁning Fuly 1, 2015)

3:10.4:1

On July 1 of cach year, the CONTRACTOR will be cligible for a §.03 PMPM payment,
applicd 40 meniber wnonths froni the pmcc.dmg calendar year, Tor each of the audited HEDIS
ragasures in-aceordance with Section 3.10.4.2 below (calculated from the preceding calendar
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year's data) for which significant improvenenl has been  danonsiraicd.  Significan(
improvement s defined using NCQA’s minimwuin cffect size change methodology {sce.
Seetion 3.10.5 below).

31042 Ilucentive payments will be available for sclected audited HEDIS measures as dotermined by
TENNCARE following review and analysis of HEDIS plan-specific rates,

310421 Begining calendar year 20014, in Angust of eich year TENNCARE will nolify the
CONTRACTOR of the dudited HEDIS measures that bave been selected For eligibility for the
following ¢alendar year's Pay-For-Performance Quality Incentive Measure$ in each region
for which the CONTRACTOR serves.

3.104.22 The annual potification will advise the CONTRACTOR of the specifics that TENNCARE
will use to determine eligibility for the Pay-For-Performance Quality Incentive Payments.

3.10.5 NCQA Minimum Effcct Size Change Methodology

The NCQA minimum cffect size change methodology is as follows:

Alleasta 6. percentage: point change.

AL !msi 4 5 percentage point change
Al ltdbl 4 4 péi Lenla;,e poinl change

‘ .‘"A easta 3 _percentage point change

93.96 ' At least a 2 percentage poing change |

' "‘)’? 09' I m luasla l petcenl.xg,e pmnl r.imng,c ;

61, Sections 3.11.3 through 3.11.5 shall be deleted and replaced as follows:

3.11.3 MFPincentive payments pertaining to benchmark #1 shall be payable within sixty (60Y days following
the end of cach calendar quarter foractivities performed during the guarter,

3114 The MFPP. incentive payments perlaiiing 1o benchmerk # 3-3 (which shall depend-on the 1wial number of
these benchmarks which the ' CONTRACTOR meets or exceeds) shali be payable- within:sixty (60) days
following the end of cach caiulddr “year 1or activifies performed during the year

3115 Auny additional MFP incentive puyment pertaining to achievement of benchmark #2, which shall reflect
the ditference between the tofal incentive payment due the: CONTRACTOR for benchmiarks #s 2-5 and
ihe-inéentive payment already made in Section 3.11.4 dbove (scc Seetion 3,11.2), shall be dug by August’
31 following the close of the Galendar year to perinit. adeqiate tine for any lag in claniis and esicounter
submiggion.
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62.  Section 3.13 shail be amended by adding the phrase “for all payments received under this
Agreement™ as follows:

313 HMO PAYMENT TAX
The CONTRACTOR shall be responsible for payment of applicable taxes for all payments received under
this Agreement pursuant to TCA 56-32-124. In the event the amount due pursuant to TCA 56-32-124 i
increased duting the term of this Agreeinent, the payments to the CONTRACTOR shall be increased by
an amount ¢qual to the increase in the amount due by the CONTRACTOR,

63.  Section 3 shall be amended by adding 2 new Section 3, 14 as follows and renumbering the
remaining Séction accordingly, including any references thercto.

A4 PAYMENTFOR DISTRIBUTION TO FTENNCARE'S PBM .

3141 TENNCARE shall make a payient o the CONTRACTOR in an-amownt equal to the invoice that is
billed to.the CONTRACTOR by the TehnCare PBM. The CONTRACTOR shall make payment to the
TennCare PBM no later than the Friday following reciept of the payment from TENNCARE unless
extended by TENNCARE due to unforeseen circumstances or bank holidays. This payment is not
considered a part of the CONTRACTOR s capitation payment and shall st be subject to the withhold
deseribed in Section 3.9 of this Agreement,

64, Section 4.3,10 shall be deleted and replaced as follows:

4310 42 U8.C. §18116.

65.  The Program Issne in Level A7 of Section 4.20.2.2.7 shall be amended by deleting
*hkomemaker,”.

66.  The Program: Issue in Level B.21 of Section 4.20.2.2.7 shall be amended by adding the
following references: “2.9.6.2.3.4(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.11] shall be amended by deleting and replacing the last bullet point before the
{inal 2 paragraphs as follows:

« Al other services not speeified here shall meet the usual and customary standards for the community as
determined by TENNCARE.

68, Attachment V shall be amended by deleting and replacing the Geographic: Access
Requicement for Psychiatric Inpatient Hospital Services as follows:

Psychiatric !npmién( Hospital Travel distance docs wol- exceed 00 { 4 hours {emergency
Services miles forat least 90% of members involuntary ¥24 hours

{involuntary)/24 hours
{voluntary)




~Amendment 12 {cont) -
69.  Attachment VI shall e amended by deleting and replacing Item 106, adding a new 107 as
follows and renumbering the remaining Items accordingly.
06, Annual Community Outreach Plan (see Seetion 2.30.3.1)

107.  Awmnual Community Outreach Evaluation (see Section 2.30.3.2)

R

70.  Section AS.5.1 of Attachment X1 shall be deleted replaced as foll

7. Section 2.12.9 shall be amended by adding a new Secction 2.12,9.60 and renumbering the
remaining Section accordingly, including any references thereto,

2.12.9.60 Speuify in applicable provider agreements Lhat all providers who panicipate in the federal
3408 programn give TennCare MCOs the benefit of 3408 pricing;

33

.51 The CONTRAGIOR shall provide g4%p manifest to the NEMT provider of w tﬁpsgc{;}
requested ater than four (4) buSmess days beforg #ic date of the NEMPService.

Q,{ 1%1&3-

t:;ﬁizajg



CUTAmEndhent 12 oty

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 June 1, 2013,

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

‘The CONTRACTOR, by signature of this Ainendment, hereby affirms that this Amendment has not been ahered
and therefore represents the idemical docuiment that was sent 1o the CONTRACTOR by TENNCARE,

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

STATE OF TENNESSER

DEPARTMENT OF FINANCE VOLUNTEER STATE HEALTH PLAN, INC.
AND ADMINISTRATION
| (P i - WL/—~ g \,
BY: _ﬁé /-‘Q»/fz_ /(/j I_'rn“?’l BY: . 3(" (9\‘% 9
Mark Emkes Scott € Fierce
Comunissianer Presidemt & CEO VSHP
paTE: /%2913 PATE: ____ )23 )4

¥
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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. 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 %‘(\ ‘\‘\\J

Representative Mark White, Vice-Chairman
DATE: February 5, 2013

SUBJECT: Contract Comments
(Fiscal Review Committee Meeting 2/4/13)

RFS# 318.66-053 (Edison # 29621)

Department: Finance and Administration

Division: Health Care Finance and Administration/Bureau of TennCare
Vendor: Volunteer State Health Plan, Inc.

Summary: The vendor is responsible for medical and behavioral health
services for TennCare enrollees in East Tennessee. 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: $4,775,434,075

Proposed maximum liability: $4,775,434,075

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

| Casey Dungan *Contact
*Contact Name: Phone: | 615-607-6482
*Original Contract | FA-08-24983-00 *Original RFS | RFS 318.66-053-08
Number: Number:
Edison Contract Edison RFS
Number: (f applicable) | > 0%\ Number: (if | N/A
! op applicable)
*Original Contract *Current End
Begin Date: May 19, 2008 Date: | June 30, 2014
Current Request Amendment Number:
(if applicable) | 11
Proposed Amendment Effective Date:
(if applicable) | March 15, 2013

*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

*Contract Vendor Name:

Volunteer State Health Plan (East Region)

*Current Maximum Liability:

$4,775,434,075.00

*Current Contract Allocation by Fiscal Year:

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

FY
FY: 2009 FY: 2010 FY: 2011 FY: 2012 FY 2013
$295,236,000.00 | $590,472,000.00 $885,772,000 | $981,684,075 $1,011,135,000 $
*Current Total Expenditures by Fiscal Year of Contract:
(attach backup documentation from STARS or FDAS report) Attached
FY: 2011 FY:2012 Fy 2013 FY

FY: 2009 FY: 2010

$ 328,230,257.00 | $712,601,467.16 | $953,091,918.65

$907,675,407.50 $472,265,358.10

IF Contract Allocation has been greater
than Contract Expenditures, please give

the reasons and explain where surplus N/A
funds were spent:

IF surplus funds have been carried

forward, please give the reasons and N/A

provide the authority for the carry forward
provision:

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

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




Supplemental Documentation Required for

Fiscal Review Committee

] do not exceed the maximum liability of the contract.

— :
Contract Funding State: $1,536,794,132.00 Federal: $3,238,639,943.00
Source/Amount:
Interdepartmental; Other-

If “other” please define:

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

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

Amendment #1 - September, 2009

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

Amendment #2 — March [, 2010

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

Amendment #3 — July 1, 2010

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

Amendment #4 — January 1, 2011

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

Amendment #5 — July 1, 2011

Clarification of CHOICES Requirements and
Credentialing Requirements; Clarification of Disease
Management and NCQA Requirements; Revise
Behavioral Health Monitoring Reports, and provides
funding to support services for FY ’12.

Amendment #6 — October 1, 2011

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

Amendment #7 — 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 #8 — 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 #9 — July, 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.




Supplemental Documentation Required for

Fiscal Review Committee

Amendment #10 — January 1, 2013 Replaces Disease Management requirements with

Population Health Requirements, clarifies CHOICES 3
requirements, CMS TPL language, extends term and
provides funding for FY °14,

Method of Original Award: (if applicable)

Request for Proposal

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

The costs associated with this contract were
predicated on the cost proposals submitted in
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 expendltures 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.

Lo

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 competltlvely 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 021908
RFS # ; Edison # ‘ Contract # : ‘
31866- 00053 29621 FA- 08 24983 10
State Agency ‘ State Agency Division -
Department of Finance and Administration Bureau of TennCare
Contractor Name -| Contractor ID # (FEIN or SSN)
Volunteer State Health Pian D C- or Eﬂ V- | Edison Vendor #0000071694
Service Description ‘
Provision of Physical and Behavioral Health Services to TennCare Enrolless in East Tennessee Region
Contract Begin Date Contract End Date’ SUBRECIPIENT or VENDOR? | CFDA R
May 19, 2008 June 30, 2014 Subrecipient e e uman
Mark Each TRUE Statement ] ‘
D Contractor Is on STARS D Contractor’s Form W-3 Is on file in Accounts
Allotment Code |  Cost Center Object Code Fund Funding Grant Code | Funding Subgrant Code
318.66 11
FY State __Federal .Interdepartmental Other TOTAL Contract Amount
2008 0.00
2009 $105,877,534.00 $189,358,466.00 $295,236,000.00
2010 $147,116,100.00 $443,355,900.00 $590,472,000.00
2011 $261,568,472.00 $624,203,528.00 $885,772,000.00
2012 $331,485,262.00 $650,198,813.00 $981,684,075.00
2013 $341,905,189.00 $669,229,811.00 $1,011,135,000.00
2014 $348,841,575.00 $662,293,425.00 $1,011,135,000.00
TOTAL: $1,536,794,132.00 $3,238,639,943.00 $4,775,434,075.00
— COMPLETE FOR AMENDMENTS ONLY — State Agency Fiscal Contact & Telephone # ;
Casey Dungan
FY Base Contract & THIS Amendment | 310 Great Circle Road
Prior Amendments ONLY Nashville, TN 37243
(615) 507-6482
2008 0.00 0.00 | Stete Agency Budget OffScsr w X
2009 $205,236,000.00 0.00
I 2010 $590,472,000.00 oﬁl " C\"‘-—’-‘
2011 $885,772,000.00 0.00 Fundlng byT C.A., §9-4-5113, mm is
a balance in the appropriation from which the obiigated expendiiure is required 1o be
2012 $981,684,075.00 mm:hwommmmummmmm
I 2013 $1.011,135,000.00 OOOIV
| 2014 $1,011,135,000.00
| TovAL: | $376420007500 | $1,011,135,000.00 I
End Date: 6/30/2013 6/30/2014 I

Contractor Ownership (comglete fbrALLbaseconﬁact&—NJAwmdmmtsorWam) i

I___l Aslan

D African American

D Female

D Person w/ Disabiiity D Hispanic
I:] Native American

D Small Business

D Government

@ NOT Minoritleisadvantaged D Other

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

X rep

(] Non-Competitive Negotiation *

D Competitlve Negotiation *
I:l Negotiation w/ Government {ID, GG, GU)

DOther

D Alternative Competitive Method *

* Procurement Processamy (wmptatafommwumwm Negoﬁaﬁon cmmmmn mmvam)




VSHP - East

FY 2010

Pre-Edison Payments:

Vendor Invoice |Invoice Date |Voucher TCS 18A Total
INTEGRATED
MCOS-FULLY
BHO PAYMENTS CAPPED

RA100653959 16/29/2009 100653959 56,012,619.96 56,012,619.96
RA100653960 16/29/2009 100653960 5,314,498.56 5,314,498.56
2010-03-BCE  |7/14/2009  [071409NR1 1,224.71
2010-04-BCE  17/21/2009 072109NR7 4,866.35
2010-05-BCE  [7/28/2009  |072809NR4 17,509.26
2010-02-BCE  }7/7/2009 070709NR3 9,454.42
2010-07-BCE  |8/11/2009  |081109NR5 19,256.96
2010-08-BCE  [8/18/2009  [081809NR6 28,625.63
2010-09-BCE  {8/25/2009  |082509NR5 7,559.20
RA100689585 18/4/2009 100689585 63,746,780.95 63,746,780.95
RA100689586 |8/4/2009 100689586 6,562,288.27 6,562,288.27
2010-06-BCE 18/7/2009 080709NR1 9,066.80
2010-10-BCE  {9/1/2009 090109NR6 6,004.70
RA100718547 19/1/2009 100718547 54,010,268.30 54,010,268.30
RA100718548 [9/1/2009 100718548 4,862,948.68 4,862,948.68

16,739,735.51 173,769,669.21 190,612,972.75
Edison Payments:
[Unit Voucher ID || Vendor ID Amount Pd Pymnt Date
31865 00007042 0000071694 51,396,622.70 10/5/2009
31865 00007043 0000071694 4,465,519.18 10/5/2009
31865 00015918 0000071694 51,267,043.72 11/6/2009
31865 00015919 0000071694 4,452,613.38 11/6/2009
31865 00023041 0000071694 50,621,144.72 12/7/2009
31865 00023042 0000071694 6,117,029.38 12/7/2009
31865 00000010 0000071694 8,615.51 9/11/2009
31865 00001325 0000071694 3,081.90 9/18/2009
31865 00003263 0000071694 8,610.11 9/28/2009
31865 00004792 0000071694 1,336.62 10/2/2009
31865 00007991 0000071694 1,332.63 10/8/2009
31865 00009746 0000071694 5,760.28 10/15/2009
31865 00011452 0000071694 11,462.49 10/22/2009
31865 00013105 0000071694 2,806.26 10/29/2009
31865 00015244 0000071694 1,979.37 11/5/2009



- VSHP - East FY 2010 (Continued)

“Unit Voucher ID Vendor ID Amount Pd Pymnt Date “
31865 00016962 0000071694 14,920.21 11/17/2009
31865 00018459 0000071694 1,952.79 11/20/2009
31865 00020200 0000071694 1,796.84 12/1/2009
31865 00020325 0000071694 7,952.87 12/7/2009
31865 00026847 0000071694 56.23 12/11/2009
31865 00032514 0000071694 4,011.63 12/23/2009

168,395,648.82

31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865

00046958
00051834
00051835
00054508
00058271
00062493
00068933
00068934
00067108
00071794
00076292
00081232
00085544
00087408
00087409
00085610
00090186
00094559

0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694

58.78
50,439,367.41
4,991,161.42
3,072.20
3,624.07
570.17
65,321,692.28
4,561,296.32
24,585.83
10,228.97
5,264.18
41.01
864,869.64
51,810,796.04
4,765,090.22
519.61
2,160.33
145.82
182,804,544.30

1/6/2010
1/8/2010
1/8/2010
1/15/2010
1/25/2010
2/1/2010
2/5/2010
2/5/2010
2/5/2010
2/12/2010
2/19/2010
2/26/2010
3/3/2010
3/5/2010
3/5/2010
3/5/2010
3/12/2010
3/19/2010

31865
31865
31865
31865
31865
31865
31865
31865
31865
31865

00105524
00105525
00126046
00126047
00128045
00137426
00141647
00143234
00143235
00145659

0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694

51,852,461.66
4,801,093.49
52,612,221.11
4,883,681.97
60.28
10,046.71
349.84
51,850,828.28
4,692,661.66
63,425.12

4/2/2010
4/2/2010
5/7/2010
5/7/12010
5/11/2010
5/28/2010
6/4/2010
6/4/2010
6/4/2010
6/11/2010



VSHP - East FY 2010 (Continued)

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

170,788,301.29

FY 2010 TOTAL $712,601,467.16




VSHP - East

FY 2011
flunit Voucher ID || Vendor ID || Amount Pd Pymnt Date
31865 00157398 0000071694 282.53 7/2/2010
31865 00158626 0000071694 51,267,070.38 7/2/2010
31865 00158627 0000071694 4,734,212.82 7/2/2010
31865 00164532 0000071694 77.87 7/16/2010
31865 00165967 0000071694 379.67 7/23/2010
31865 00173683 0000071694 71,408,603.51 8/6/2010
31865 00173684 0000071694 4,738,714.34 8/6/2010
31865 00176098 0000071694 274.59 8/13/2010
31865 00186741 0000071694 72,453,026.55 9/3/2010
31865 00186742 0000071694 4,623,926.49 9/3/2010
209,226,568.75

31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865

00200080
00200081
00209570
00209571
00217695
00217696
00230497
00230498
00234012
00243516
00243517

0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694

90,768,953.66
2,260,930.49
2,138,144.44
31,122.72
76,5689,841.43
4,117,601.84
67,263,929.07
3,665,303.45
503,500.00
76,160,348.81
4,021,629.34
327,521,305.25

10/1/2010
10/1/2010
10/20/2010
10/20/2010
11/5/2010
11/56/2010
12/3/2010
12/3/2010
12/10/2010
12/30/2010
12/30/2010

31865
31865
31865
31865
31865
31865
31865
31865

00261384
00261385
00263659
00263660
00278228
00278229
00284918
00293284

0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694

58,603,666.74
2,637,366.22
563.76

90.08
52,656,485.70
2,384,650.04
89.65

192.23
116,283,104.42

21212011
2/2/2011
2/11/2011
2/11/2011
3/4/12011
3/4/2011
3/18/2011
3/31/2011




VSHP - East FY 2011 (Continued)

"Unit ” Voucher ID Vendor ID Amount Pd H Pymnt Date I]
31865 00297111 0000071694 82,486,368.92 4/1/2011
31865 00313922 0000071694 73,761,596.41 5/6/2011
31865 00313923 0000071694 10,482.26 5/6/2011
31865 00320324 0000071694 7,764.61 5/20/2011
31865 00320325 0000071694 3,419.28 5/20/2011
31865 00322848 0000071694 46.01 5/127/2011
31865 00327661 0000071694 72,321,344.49 6/3/2011
31865 00327662 0000071694 10,110.47 6/3/2011
31865 00341955 0000071694 71,457,311.20 6/30/2011
31865 00341956 0000071694 2,496.58 6/30/2011

300,060,940.23

FY 2011 TOTAL $953,091,918.65




VSHP - East

FY 2012
flunit Voucher ID || Vendor ID Amount Pd Pymnt Date ||
31865 00343828 0000071694 14.15 7/7/2011
31865 00358100 0000071694 66,670,669.83 8/1/2011
31865 00358101 0000071694 740,725.26 8/1/2011
31865 00358905 0000071694 49,985,164.12 8/1/2011
31865 00373593 0000071694 75,647,550.44 9/2/2011
31865 00373594 0000071694 3,348.22 9/2/2011
193,047,472.02

31865
31865
31865
31865
31865
31865
31865
31865
31865
31865

00390591
00390592
00404364
00404365
00407336
00407337
00417725
00417726
00392593
00429420

0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694

78,594,308.93
1,300.90
79,800,808.11
1,030.37
4,649,578.83
67.541.41
72,441,265.13
409.42
4,289.01
378,445.33
235,938,977.44

10/7/2011
10/7/2011
11/4/2011
11/4/2011
11/14/2011
11/14/2011
12/5/2011
12/5/2011
10/13/2011
12/28/2011

31865
31865
31865
31865

101520292
101539790
101548343
101575222

0000071694
0000071694
0000071694
0000071694

78,926,658.69
21,500.00
89,829,654.11
78,876,286.23
247,654,099.03

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




VSHP - East FY 2012 (Continued)

lUnit Voucher ID | VendorID || Amount Pd Pymnt Date ||
31865 101608904 0000071694 78,500,305.24 4/5/2012
31865 101629130 0000071694 5,100.00 4/27/2012
31865 101635998 0000071694 75,965,740.45 5/4/2012
31865 101663373 0000071694 76,563,658.32 6/1/2012
31865 4941 0000071694 55.00 5/31/2012

231,034,859.01

FY 2012 TOTAL $ 907,675,407.50




VSHP - East

FY 2013
lunit |l Voucher ID | Vendor ID || Amount Pd Pymnt Date ||
31865 101696907 0000071694 77,071,496.76 7/6/2012
31865 101724293 0000071694 82,912,604.85 8/3/2012
31865 101759218 0000071694 78,349,322.51 91712012
31865 2013-01-BCE 0000071694 4,475.22 7/12/2012
31865 2013-02-BCE 0000071694 4,026.37 9/6/2012
31865 5837reimburs 0000071694 46.44 8/31/2012

238,341,972.15

31865 00583994 0000071694 78,498,581.69 10/5/2012
31865 00591211 0000071694 35,000.00 10/19/2012
31865 00598533 0000071694 77,013,587.81 11/2/2012
31865 00615547 0000071694 77,791,460.66 12/7/2012
31865 00621131 0000071694 584,755.79 12/20/2012

233,923,385.95

FY 2013 TOTAL $ 472,265,358.10




Amendment 10

130. Attachment XII shall be amended by deleting and replacing EXHIBIT E and adding a new
EXHIBIT F as follows:

EXHIBIT E
CAPITATION RATES
EAST
VSHP
EFFECTIVE July 1, 2011
Per Member
Aid Category Age Group Per Month

Medicaid (TANF & Related) Age Under 1 $ 571.02
And Agel-13 $ 103.77
Standard Spend Down Age 14 - 20 Female $ 249.39

Age 14 - 20 Male $ 144.96

Age 21 - 44 Female $ 357.85

Age 21 - 44 Male $ 24451

Age 45 - 64 $ 41452

Age 65 + $ 518.93
Uninsured/Uninsurable Age Under 1 $ 57226

Agel -13 $ 90.76

Age 14 - 19 Female $ 149.60

Age 14 - 19 Male $ 127.58
Disabled Age <21 $ 2,932.68

Age 21 + $ 811.93
Duals/Waiver Duals All Ages $ 109.30
CHOICES Rate CHOICES Duals $ 3,867.30

CHOICES Non-Duals $ 5163.74
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Amendment 10

EXHIBIT F
CAPITATION RATES
EAST
VSHP
EFFECTIVE January 1, 2012
Per Member
Aid Category Age Group Per Month

Medicaid (TANF & Related) Age Under | $ 569.35
And Agel-13 $ 103.29
Standard Spend Down Age 14 - 20 Female $ 247.86

Age 14 - 20 Male $ 14427

Age 21 - 44 Female $ 355.61

Age 21 - 44 Male $ 243.13

Age 45 - 64 $ 411.99

Age 65 + $ 515.09
Uninsured/Uninsurable Age Under | $ 570.59

Agel-13 $ 90.29

Age 14 - 19 Female $ 148.64

Age 14 — 19 Male $ 126.48
Disabled Age <21 $ 2,914.60

Age 21+ $ 806.98
Duals/Waiver Duals All Ages $ 108.02
CHOICES Rate CHOICES Duals $ 3,784.91

CHOICES Non-Duals $ 5,082.26
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Amendment 7 (cont.)

80.

81.

82.

84.

Attachment VI shall be amended by deleting the performance standard for Non-IMD
Inpatient Use in its entirety.

Attachment 1X, 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:

14. Tennessee Department of Intellectual and Developmental Disabilities (DIDD): The state
agency responsible for providing services and supports to Tennesseans with mental retardation.
DIDD 1s a division of the Tennessee Department of Finance and Administration.

Attachment XII shall be amended by adding a new Exhibit E as follows:

EXHIBIT E
CAPITATION RATES

EAST
VSHP
EFFECTIVE July 1, 2011

Per Member

Aid Category Age Group Per Month
Medicaid (TANF & Related) Age Under 1 $ 57226
And Agel - 13 $ 99.74
Standard Spend Down Age 14 - 20 Female $ 239.98
Age 14 - 20 Male $ 140.63

Age 21 - 44 Female $ 348.28

Age 21 - 44 Male $ 237.87

Age 45 - 64 $ 404.31

Age 65 + $ 505.82

Uninsured/Uninsurable Age Under | $ 572.26
Agel-13 $ 87.16

Age 14 - 19 Female $ 141.75

Age 14 - 19 Male $ 124.55

Disabled Age < 2] $ 2,819.64
Age 21 + 3 787.73

Duals/Waiver Duals All Ages $ 114.32
CHOICES Rate CHOICES Duals 5 3,867.30

1 CHOICES Non-Duals $ 516374
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Amendment Number 5 (cont.)

EXHIBIT D
CAPITATION RATES
EAST
VSHP
EFFECTIVE January 1, 2011

Per Member Per
Aid Category Age Group Month
Medicaid (TANF & Related)  Age Under 1 $ 57415
And Age1-13 $ 103.71
Standard Spend Down Age 14 - 20 Female $ 248.29
Age 14 - 20 Male $§ 14549
Age 21 - 44 Female $ 36168
Age 21 - 44 Male $ 24623
Age 45 - 64 $ 42044
Age 65 + $ 51190
Uninsured/Uninsurable Age Under 1 $ 57514
Agel-13 $ 90.60
Age 14 - 19 Female $ 146.98
Age 14 — 19 Male $ 130.38
Disabled Age <21 $ 2,949.85
Age 21 + $ 81473
Duals/Waiver Duals All Ages $ 1137
CHOICES Rate CHOICES Duals $ 3,865.42
CHOICES Non-Duals $ 4,898.50

68




Amendment Number 5 (cont.)

135.

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

EXHIBIT C
CAPITATION RATES
EAST
VSHP
EFFECTIVE July 1, 2010 (Except CHOICES Rates as described below)
Per Member Per

Aid Category Age Group Month
Medicaid (TANF & Related)  Age Under 1 $ 574.04
And Agel-13 $ 97.06
Standard Spend Down Age 14 - 20 Female $ 23281

Age 14 - 20 Male $ 12273

Age 21 - 44 Female $ 35215

Age 21 - 44 Male $ 23861

Age 45 — 64 $  411.59

Age 65 + $ 51168
Uninsured/Uninsurable Age Under 1 $ 57514

Agel-13 $ 83.77

Age 14 - 19 Female $ 13563

Age 14 - 19 Male $ 116.68
Disabled Age <2} $ 2,882.89

Age 21 + $ 755.04
Duals/Waiver Duals All Ages $ 88.40
Priority Add-On All Ages $ 20471
CHOICES Rate (Effective CHOICES Duals $ 3,865.42
August 1, 2010) CHOICES Non-Duals $ 4,898.50
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EXHIBITE
CAPITATION RATES
EAST
VSHP
EFFECTIVE July 1, 2011

Per Member

Aid Category Age Group Per Month

Medicaid (TANF & Related) Age Under 1 $ 572.26
And Age ] -13 3 99.74
Standard Spend Down Age 14 - 20 Female $ 239.98
Age T4- 20 Male 3 140.63

Age 21 - 44 Female $ 348.28

Age 21 - 44 Male $ 237.87

Age 43 - 64 $ 404.31

Age 65 + $ 505.82

Uninsured/Uninsurable Age Under 1 $ 572.26
Age 1-13 $ 87.16

Age 14 - 19 Female $ 141.75

Age 14 - 19 Male $ 124.55

Disabled Age < 21 $ 2,819.64
Age 21 + $ 787.73

Duals:Waiver Duals All Ages $ 114.32
CHOICES Rate CHOICES Duals $ 3,867.30
LCHOICES Non-Duals | 8 5.163.74

30




Amendment 2 (continued)

50. Attachment XII shall be amended by labeling the existing Rate Chart as EXHIBIT A,
deleting and replacing the existing reference to “June 30, 2010” with “June 30, 2009” and
adding a new EXHIBIT B as follows:

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

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

Age 14 - 20 Male $ 115.52

Age 21 - 44 Female $317.86

Age 21 - 44 Male $ 184.62

Age 45— 64 $ 340.07

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

Agel-13 $ 86.33

Age 14 - 19 Female $122.79

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

Age 21+ $ 668.58
Duals/Waiver Duals All Ages $ 88.73
Priority Add-On All Ages $235.32
CHOICES Rate (Effective upon | CHOICES Duals To Be Provided
the CHOICES Implementation CHOICES Non-Duals To Be Provided
Date)

51.  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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Amendment Number 3 (cont.)

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

as follows:
* Long Term Care Services:
(@) Transport distance to licensed Adult Day Care providers will be the usual and customary not to

cxceed 20 miles for TennCare enrollees in urban areas, not to exceed 30 niles for TennCare
cnrollees in suburban arcas and not to excced 60 miles for TennCare enrollees in rural areas except

where community standards and documentation shall apply.

27.  Attachment V11 shall be amended by deleting references to reports “2.30.7.6” and
“2.30.7.7” and renumbering the remaining Items and references to the remaining reports

of Scction 2.30.7 as appropriate.

135, CHOICES Qualified Workforce Strategies Report (see Section 2.30.7.6)

136.  FQHC Reports (see Section 2.30.7.7)

137, Institutions for Mental Diseascs (IMD) Out-of-State Report (sce Section 2.30.7.8)

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

166.  Risk Assessment Report (see Section 2.30.14.4)
167.  Program Integrity Exception List Report (see Section 2.30.14.5)
168 List of Involuntary Terminations Report (sec Section 2.30.14.6)

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

follows:
CHOICES Rate (Effective upon | CHOICES Duals $ 3,865.42
the CHOICES Implementation CHOICES Non-Duals $ 4,898.50
Date)




ATTACHMENT X11

CAPITATION RATES
EAST
EFFECTIVE January 1, 2009 through June 30, 2010
Per Member Per

Aid Category Age Group Month
Medicaid (TANF & Related) Age Under 1 $ 504.49
And Agel-13 $ 94.56
Standard Spend Down Age 14 - 20 Female $ 204.60
Age 14 - 20 Male $ 110.31
Age 21 - 44 Female $302.31
Age 21 - 44 Male $183.37
Age 45 - 64 $ 336.56
Age 65 + $377.99
Uninsured/Uninsurable Age Under 1 $ 504.49
Agel1-13 $ 81.81
Age 14 - 19 Female § 116.99
Age 14 - 19 Male $ 87.30
Disabled Age <21 $ 699.07
Age 21 + $ 588.88
Duals/ Waiver Duals All Ages $107.69
LState Only & Judicials All Ages $468.19
LPriority Add-On All Ages $228.93
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8-16-10 REQUEST-NON-AMEND

Non-Competitive Amendment Request

NOT required for a contract with a federal, Tennessee, or Tennessee local government entity or a grant.
Route 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 # 31866-00053

Procuring Agency Department of Finance and Administration

Bureau of TennCare

Contractor Volunteer State Health Plan

Contract # FA-08-24983-00

Proposed Amendment # 11

Edison ID # 29621

Contract Begin Date

May 19, 2008

Current Contract End Date
— with ALL options to extend exercised

June 30, 2014

Proposed Contract End Date
— with ALL options to extend exercised

June 30, 2014

Current Maximum Contract Cost
— with ALL options to extend exercised

$4,775,434,075.00

Proposed Maximum Contract Cost
— with ALL options to extend exercised

$4,775,434,075.00

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

X Not Applicable [_] Attached

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

X Not Applicable DAttached

Human Resources Support
- State employee training service

X Not Applicable [_] 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 # 31866-00053

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

Scott Pierce

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

801 Pine Street

Chattanooga, Tennessee 37402-2555

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

Volunteer State Health Plan (VSHP) is a licensed healthcare maintenance organization (HMO) and wholly
owned subsidiary of BlueCross BlueShield of Tennessee (BCBS). BCBS, the state's oldest and largest
not-for-profit health plan, was founded in 1945 and has a network of 146 hospitals (acute care facilities),
1,637 other facilities, 18,920 doctors and specialists, and serves nearly 3 million Tennesseans. In
meeting or exceeding nationwide standards, BlueCross BlueShield of Tennessee has earned the national
health plan accreditation from URAC, in addition to accreditation for Quality Managed Care Services,
HIPAA Privacy Initiatives, Health Web Site Standards and Commitment to Consumerism, Education and
Support. The Bureau of TennCare released an RFP and identified VSHP as one of two (2) health care
plans to provide services to TennCare enrollees in the East 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 East 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

— T O [_ ],
/e ,%Q [ "= obe é.gg?f :f %
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CONTRACT SUMMARY SHEET
RFS # Edison # Contract # o
31866-00053 29621 FA-08-24983-11
S Agency State Agency Division ]
Department of Finance and Administration Bureau of TennCare
Contraictor Name Contractor 1D # (FEIN or SSN)
Volunteer State Health Plan [:] C- or & V. | Edison Vendor #0000071694
Service Description
Provision of Physical and Behavioral Heatth Services to TennCare Enrcllees in East Tennessea Region
- Contract Bagin Date Contract End Date SUBRECIPIENT or VENDOR? CFDA #
May 19, 2008 June 30, 2014 Subreciplent T o o & Human
Mark Each TRUE Statemaent N
E:l Contractor is on STARS l D Cantractor's Form W-9 is on flle in Accountis
Allotsmant Code Cost Center Object Code Fund Funding Grant Code | Funding Subgrant Code
318.66 11
FY State Federal Intardepartmental Other TOTAL Contract Amount
2008 0.00
2009 $1085,877.534.00 $189,358,466.00 $295,236,000.00
2010 $147,116,100.00 $443,355,900.00 $590,472,000.00
2011 $261,668,472.00 $624,203,528.00 $885,772,000.00
2012 $331,485.262.00 $650,198,813.00 $681,884,075.00
2013 $341,805,189.00 $669,229,811.00 $1,011,135,000.00
2014 $348,841,575.00 $662,293,425.00 $1,011,135,000.00
TOTAL: $1,536,794,132.00 $3,238,639,843.00 $4,775,434,075.00

wee COMPLEYE FOR AMENDMENTS ONLY | State Agency Fiscal Contact & Telephone #

Casey Pungan
Y Base Contract & DS Amendment § 310 Great Circle Road
_ Prior Amendments ONLY Nashville, TN 37243
, __§(615)507-6482
2008 0.00 0.00 § State Agency Budget Officer Approval
2009 $295,236,500 .00 0.00 .
2010 $590,472,000 00 0.00 - P
2011 $885.772.000.00 0.00 | Funding CertificationYoertification, required by T.C.A.. § 9-4-5113. that there s
a balance In the appropriation from which the obligated expenditure is réguired bh
012 $081.684.075.00 0.60 § paid that Is not otherwise encumbered to pay obligations praviously incurred) -
2013 $1.0 1,135 ,000.00 0.0
$1.011,135.000.00 0.00
$4,775,434,075.00 000
6/30/2014

_mawmrshlb' (complete for ALL base contracts— N/A to amendments of delegatéd authoritlas)
D African American D Person wi/ Disabifity D Hispanic D Smail Business D Government
D Agian [:I Female I:] Native American @ NOT Mmor!tnylsadvantaged L__i Otner

conmor Selection Method (complete for ALL base contracts— N/A to amendments or delegated authoritias) :

RFP D Competitive Negotiation * D Alternative Competitive Method *

D Non-Competitive Negotiation * D Negotiation w/ Government (D, GG, GU) D Other *
bl m.nunt Procasn Summary (complete for selection by Non-Competitive Negotiation, Compatitiva Nagoliation, OR Altecnative M




AMENDMENT NUMBER 11
EAST GRAND REGION
CONTRACTOR RISK AGREEMENT
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
VOLUNTEER STATE HEALTH PLAN, INC,,
d.b.a, BLUECARE
CONTRACT NUMBER: FA-08-24983-00

For and in consideration of the mutual promises herein contained and other good and valuable consideration, the
receipt and sulticiency of which is hereby acknowtedged, the parties agree to clarily and/or amend the Contractor
Risk Agreement (CRA) by and between the State of Teancssee TomCare Burcan, hereinalier referred to ag
TENNCARE, and NAME, hercinafter referred to as the CONTRACTOR as specified below.

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

I. Section 2.13.8 shall be deleted and replaced as follows:

2138 Medicaid Payment for Prinary Care

21381 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 primaty care services (as described by CMS) and furnished by primary care providers
{as described by CMS) in an amount that has been determined by CMS. Payments and
reporting as required by this Section 2.13.8 shall be effective for dates of service beginning
danuary 1, 2013, Should retroactive payments be necessary due to the liming of the
implementation of this requirement, the CONTRACTOR shall make adjustwients to
previously paid claims for the enhanced payment to cligible primary care providers without
any effort from the provider,

21382 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, At a minimum, the reports shalfl be sufficient to
aceomplish the following:

2.13.8.2.1 Submit 2009 payment data on primary care services which qualify for payment under this
rule;

2.13.8.2.2 Asgure payments made 1o specified primary core providers are at the minimum Medicare
primary care payment levels as required by 42 CFR 447, subpart G. This includes the
assurance that cligible providers veceive dircet and full benelit of the payment increase for
each of the primary care services specitied in the finat rule implementing this section of The
Affordable Care Act regardless of whether the provider is paid direetly or through a capitated
arrangement,



Amendment 1

2.13.8.23

Submit any documentation to TENNCARE, safficient to enabie TENNCARE and CMS o
ensure that provider payments inerease as requived by 42 CFR 438.6{C)SHvINA) are made
and 1o adequately document expenditures eligible for [00% FFP .md 0 suppml d]' audit or

reconiciliation processes. TENNCARSE shatlreport these data to CMS.-



Amendment 11

Al of the provisions of the original Agreement not specifically deleled or modified herein shall remain in {ull force
and cffect. Unless @ provision contained in this Amendment specifically indicates a different cffective date, for
purposcs of the provisions contained herein, this Amendment shall hecome eifective March 15, 2013,

The State is not bound by this Amendiment untit it is signed by the contract parties and approved by appropriate
officials in accordunce with applicable Tennessee laws and regulations (depending upon the specifics of this
contract, said officials may include, but are not Hmited to, the Commissioner of Finance and Administration, the
Conmmissioner of Human Resowrces, and the Comptroller of the Treasury},

The CONTRACTOR, by signalure of this Amendment, hereby affinms that this Amendmenl has not been aliered
and therefore represents e identical document that was sent to the CONTRACTOR by TENNCARILL

IN WITNIESS WHEREOF, the parties have by their doly autherized representatives set their signalures,

STATE OF TENNESSEE
DEPARTMENT OF FINANCE

AND ADMINISTRATION VOLUNTEER STATE HEALTH PLAN, INC,

BY: ’7’4«-&' /‘{ ch,- @/@ BY: ﬁ
Scotd-€ Pierce

Mark Embkes
Commissioner President & CEOQ VSHP

DATE: 2/ 2o0h pATE:  2-~({-(53




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: Jessica Robertson, Chief Procurement Officer
Department of General Services

FROM: Senator Bill Ketron, Chairman 'gk/ (%
n

Representative Curtis Johnson, Vice-Chairma
DATE: November 27, 2012

SUBJECT: Contract Comments
(Fiscal Review Committee Meeting 11/26/12)

RFS# 318.66-053 (Edison # 29621)

Department: Finance and Administration

Division: Health Care Finance and Administration/Bureau of TennCare
Vendor: Volunteer State Health Plan, Inc.

Summary: The vendor is responsible for medical and behavioral health
services for TennCare enrollees in East Tennessee. The proposed
amendment provides critical updates and clarifications to ensure
optimal performance; updates capitation rates; increases maximum
liability by $1,011,135,000; and extends current contract one year.
Current maximum liability: $3,764,299,075

Proposed maximum liability: $4,775,434,075

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

| Casey Dungan *Contact
*Contact Name: Phone: | 615-607-6482
*QOriginal Contract | FA-08-24983-00 *Original RFS | RFS 318.66-053-08
Number: Number:
Edison Contract Edison RF S
N o . 29621 Number: (7 | N/A
umber: (if applicable) applicable)
*QOriginal Contract *Current End
Begin Date: | May 19, 2008 Date: | June 30, 2013

Current Request Amendment Number:

(tf applicable)-| 10

Proposed Amendment Effective Date:
(if applicable)

January 1, 2013

*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:

Volunteer State Health Plan (East Region)

*Current Maximum Liability:

$3,764,299,075.00

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

FY: 2009 FY: 2010

FY: 2011

FY

FY: 2012 FY 2013

$295,236,000.00 $590,472,000.00

$885,772,000

$981,684,075 $1,011,135,000 $

*Current Total Expenditures by Fiscal Year of Contract:

(attach backup documentation

rom STARS or FDAS report) Attached

FY: 2009 FY: 2010

FY: 2011

FY:2012 FY 2013 FY

$ 328,230,257.00 | $712,601,467.16

$953,091,918.65

$907,675,407.50 $238,341,972.15 $

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

N/A

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

N/A

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

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




Supplemental Documentation Required for

Fiscal Review Committee

l do not exceed the maximum liability of the contract.

= -
Contract Funding State: $1,187,952.557.00 Federal: $2.576,346,518.00
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 — September, 2009

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

Amendment #2 - March 1, 2010

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

Amendment #3 — July 1, 2010

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

Amendment #4 — January 1, 2011

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

Amendment #5 — July 1, 2011

Clarification of CHOICES Requirements and
Credentialing Requirements; Clarification of Disease
Management and NCQA Requirements; Revise
Behavioral Health Monitoring Reports, and provides
funding to support services for FY "12.

Amendment #6 — October 1, 2011

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

Amendment #7 - 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 #8 — 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 #9 — July, 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.




Supplemental Documentation Required for

Fiscal Review Commaittee

Method of Original Award: (if applicable)

Request for Proposal

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

The costs associated with this contract were
predicated on the cost proposals submitted in
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.

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.




B CONTRACT SUMMARY SHEET
RFS # Edison # Contract # ]
31866-0005 29621 FA-08-24983-09
| State Agency -' ‘ State Agency Division -
Department of Finance and Administration Bureau of TennCare
Contractor Name Contractor ID # (FEIN or S8N)
Volunteer State Health Plan (]c- or B<) v- | Edison Vendor #0000071694
Service Description
Provision of Physical and Behavioral Health Services to TennCare Envollees in East Tennessee Region
Contract Begin Date Contract End Date SUBRECIPIENT or VENDOR? CFDA #
May 19, 2008 June 30, 2013 Subrecipient 93778 et of Hoalth & Human
Mark Each TRUE Statement
D Contractor is on STARS D Contractor's Form W-9 is on file in Accounts
Altotment Code Cost Center Object Code Fund_ Funding Grant Code | Funding Subgrant Code
318.66 11
FY State Federal interdepartmental Other TOTAL Contract Amount
2008 0.00
2009 $105,877,534.00 $189,358,466.00 $295,236,000.00
2010 $147,116,100.00 $443,355,900.00 $590,472,000.00
2011 $261,568,472.00 $624,203,528.00 $885,772,000.00
2012 $331,485,262.00 $650,198,813.00 $981,684,075.00
2013 $341,905,189.00 $669,229,811.00 $1,011,135,000.00
TOTAL: $1,187,952,557.00 $2,576,346,518.00 $3,764,299,075.00
' " AMEN u State Agency Fiscal Contact & Telaphone # T

Casey Dungan

310 Great Circle Road
Nashville, TN 37243
{615) 507-6482

$265 236,000 00 4
2010 $500.472.000.00 0.00 @M
2011 $BBS 777 000 00 ‘ tion iceigas
2012 $981 684,075 00 v oo
2013 %'i**?%’@’ﬁy{’i%ﬁ
TOTAL: |  $3764.299.075 00 $0.00
| End Date: | 6302013 8/30/2013 FA0824983-09 ]

Contractor Ownership (complats for ALL bese contracts— NA (o amendments or delegated authorities) |
D African American D Person w/ Disability D Hispanic D Small Business D Government
D Asian D Female D Native American !E NOT Minoﬁtylbisadvantaged v D Other
Contractor Selection iethod {camplete for ALL base contracts— N/A to amendments or delegated muthorities)
E RFP D Competitive Negotiation * D Alternative Competitive Method *
D Non-Competitive Msgotiation * D Negotiation w/ Government (ID. GG, GU) D Other *
* Procurement Process Summary (complete for selection by Non-Competitive Negotiation,

]

Compstitive Negotiation, OR Altsrmnative Method}




VSHP - East

FY 2010

Pre-Edison Payments:

Vendor Invoice |Invoice Date |Voucher TCS 18A Total
INTEGRATED
MCOS-FULLY
BHO PAYMENTS CAPPED
RA100653959 16/29/2009 100653959 56,012,619.96 56,012,619.96
RA100653960 16/29/2009 100653960 5,314,498.56 5,314,498.56
2010-03-BCE  |7/14/2009 071409NR1 1,224.71
2010-04-BCE  [7/21/2009  |072109NR?7 4,866.35
2010-05-BCE  |7/28/2009 072809NR4 17,509.26
2010-02-BCE  |7/7/2009 070709NR3 9,454.42
2010-07-BCE  {8/11/2009 081109NRS 19,256.96
2010-08-BCE  [8/18/2009  |081809NR6 28,625.63
2010-09-BCE  [8/25/2009  |082509NRS5 7,559.20
RA100689585 18/4/2009 100689585 63,746,780.95 63,746,780.95
RA100689586 |8/4/2009 100689586 6,562,288.27 6,562,288.27
2010-06-BCE  [8/7/2009  |080709NR1 9,066.80
2010-10-BCE  19/1/2009 090109NR6 6,004.70
RA100718547 19/1/2009 100718547 54,010,268.30 54,010,268.30
RA100718548 19/1/2009 100718548 4,862,948.68 4,862,948.68
16,739,735.51 173,769,669.21 190,612,972.75
Edison Payments:
]]Unit Voucher ID || Vendor ID Amount Pd Pymnt Date "
31865 00007042 0000071694 51,396,622.70 10/5/2009
31865 00007043 0000071694 4,465,519.18 10/5/2009
31865 00015918 0000071694 51,267,043.72 11/6/2009
31865 00015919 0000071694 4,452,613.38 11/6/2009
31865 00023041 0000071694 50,621,144.72 12/7/2009
31865 00023042 0000071694 6,117,029.38 12/7/2009
31865 00000010 0000071694 8,615.51 9/11/2009
31865 00001325 0000071694 3,081.90 9/18/2009
31865 00003263 0000071694 8,610.11 9/28/2009
31865 00004792 0000071694 1,336.62 10/2/2009
31865 00007991 0000071694 1,332.63 10/8/2009
31865 00009746 0000071694 5,760.28 10/15/2009
31865 00011452 0000071694 11,462.49 10/22/2009
31865 00013105 0000071694 2,806.26 10/29/2009
31865 00015244 0000071694 1,979.37 11/5/2009




VSHP - East FY 2010 (Continued)

[lunit Voucher ID || Vendor ID Amount Pd Pymnt Date ||
31865 00016962 0000071694 14,920.21 11/17/2009
31865 00018459 0000071694 1,952.79 11/20/2009
31865 00020200 0000071694 1,796.84 12/1/2009
31865 00020325 0000071694 7,952.87 12/7/2009
31865 00026847 0000071694 56.23 12/11/2009
31865 00032514 0000071694 4,011.63 12/23/2009

168,395,648.82

31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865

00046958
00051834
00051835
00054508
00058271
00062493
00068933
00068934
00067108
00071794
00076292
00081232
00085544
00087408
00087409
00085610
00090186
00094559

0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694

58.78
50,439,367.41
4,991,161.42
3,072.20
3.624.07
570.17
65,321,692.28
4,561,296.32
24,5685.83
10,228.97
5,264.18
41.01
864,869.64
51,810,796.04
4,765,090.22
519.61
2,160.33
145.82
182,804,544.30

1/6/2010
1/8/2010
1/8/2010
1/156/2010
1/25/2010
2/1/2010
2/5/2010
2/5/2010
2/5/2010
2/12/2010
2/19/2010
2/26/2010
3/3/2010
3/5/2010
3/5/2010
3/5/2010
3/12/2010
3/19/2010

31865
31865
31865
31865
31865
31865
31865
31865
31865
31865

00105524
00105525
00126046
00126047
00128045
00137426
00141647
00143234
00143235
00145659

0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694

51,852,461.66
4,801,093.49
52,612,221.11
4,883,681.97
60.28
10,046.71
349.84
51,850,828.28
4,692,661.66
63,425.12

4/2/2010
4/2/2010
5/7/2010
5712010
5/11/2010
5/28/2010
6/4/2010
6/4/2010
6/4/2010
6/11/2010



VSHP - East FY 2010 (Continued)

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

170,788,301.29

FY 2010 TOTAL

$712,601,467.16




VSHP - East

FY 2011

"Unit Voucher ID Vendor ID Amount Pd Pymnt Date "
31865 00157398 0000071694 282.53 7/2/2010
31865 00158626 0000071694 51,267,070.38 7/2/2010
31865 00158627 0000071694 4,734,212.82 7/2/2010
31865 00164532 0000071694 77.87 7/16/2010
31865 00165967 0000071694 379.67 7/23/2010
31865 00173683 0000071694 71,408,603.51 8/6/2010
31865 00173684 0000071694 4,738,714.34 8/6/2010
31865 00176098 0000071694 274.59 8/13/2010
31865 00186741 0000071694 72,453,026.55 9/3/2010
31865 00186742 0000071694 4,623,926.49 9/3/2010

209,226,568.75

31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865

00200080
00200081
00209570
00209571
00217695
00217696
00230497
00230498
00234012
00243516
00243517

0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694

90,768,953.66
2,260,930.49
2,138,144.44
31,122.72
76,589,841.43
4,117,601.84
67,263,929.07
3,665,303.45
503,500.00
76,160,348.81
4,021,629.34
327,521,305.25

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

31865
31865
31865
31865
31865
31865
31865
31865

00261384
00261385
00263659
00263660
00278228
00278229
00284918
00293284

0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694

58,603,666.74
2,637,366.22
563.76

90.08
52,656,485.70
2,384,650.04
89.65

192.23
116,283,104 .42

2/2/12011
21212011
2/11/2011
2/11/2011
3/4/2011
3/4/2011
3/18/2011
3/31/2011




VSHP - East FY 2011 (Continued)

[[Unit Voucher ID || Vendor ID Amount Pd Pymnt Date
31865 00297111 0000071694 82,486,368.92 4/1/2011
31865 00313922 0000071694 73,761,596.41 5/6/2011
31865 00313923 0000071694 10,482.26 5/6/2011
31865 00320324 0000071694 7,764.61 5/20/2011
31865 00320325 0000071694 3,419.28 5/20/2011
31865 00322848 0000071694 46.01 5/27/2011
31865 00327661 0000071694 72,321,344.49 6/3/2011
31865 00327662 0000071694 10,110.47 6/3/2011
31865 00341955 0000071694 71,457,311.20 6/30/2011
31865 00341956 0000071694 2,496.58 6/30/2011

300,060,940.23

FY 2011 TOTAL $953,091,918.65




VSHP - East

FY 2012
"Unit Voucher ID [ Vendor ID Amount Pd Pymnt Date "

31865 00343828 0000071694 14.15 7/7/2011
31865 00358100 0000071694 66,670,669.83 8/1/2011
31865 00358101 0000071694 740,725.26 8/1/2011
31865 00358905 0000071694 49,985,164.12 8/1/2011
31865 00373593 0000071694 75,647,550.44 9/2/2011
31865 00373594 0000071694 3,348.22 9/2/2011

193,047,472.02

31865
31865
31865
31865
31865
31865
31865
31865
31865
31865

00390591
00390592
00404364
00404365
00407336
00407337
00417725
00417726
00392593
00429420

0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694

78,594,308.93
1,300.90
79,800,808.11
1,030.37
4,649,578.83
67,541.41
72,441,265.13
409.42
4,289.01
378,445.33
235,938,977.44

10/7/2011
10/7/2011
11/4/2011
11/4/2011
11/14/2011
11/14/2011
12/5/2011
12/5/2011
10/13/2011
12/28/2011

31865
31865
31865
31865

101520292
101539790
101548343
101575222

0000071694
0000071694
0000071694
0000071694

78,926,658.69
21,500.00
89,829,654.11
78,876,286.23
247,654,099.03

1/6/2012
2/1/2012
2/3/2012
3/212012




VSHP - East FY 2012 (Continued)

flunit Voucher ID || Vendor ID Amount Pd Pymnt Date
31865 101608904 0000071694 78,500,305.24 4/5/2012
31865 101629130 0000071694 5,100.00 4/27/2012
31865 101635998 0000071694 75,965,740.45 5/4/2012
31865 101663373 0000071694 76,563,658.32 6/1/2012
31865 4941 0000071694 55.00 5/31/2012

231,034,859.01

FY 2012 TOTAL

$

907,675,407.50




VSHP - East

FY 2013
[lUnit Voucher ID || Vendor ID Amount Pd Pymnt Date

31865 101696907 0000071694 77,071,496.76 7/6/2012
31865 101724293 0000071694 82,912,604.85 8/3/2012
31865 101759218 0000071694 78,349,322.51 9/7/2012
31865 2013-01-BCE 0000071694 4,475.22 7/1212012
31865 2013-02-BCE 0000071694 4.026.37 9/6/2012
31865 5837reimburs: 0000071694 46.44 8/31/2012

238,341,972.15

FY 2013 TOTAL $ 238,341,972.15




Amendment 7 (cont.)

80.

81.

82.

84.

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:

14. Tennessee Department of Intellectual and Developmental Disabilities (DIDD): The state
agency responsible for providing services and supports to Tennesseans with mental retardation.
DIDD 1s a division of the Tennessee Department of Finance and Administration.

Attachment XII shall be amended by adding a new Exhibit E as follows:

EXHIBIT E
CAPITATION RATES
EAST
VSHP
EFFECTIVE July 1, 2011

Per Member

Aid Category Age Group Per Month

Medicaid (TANF & Related) Age Under 1 $ 572.26
And Age 1 -13 $ 99.74
Standard Spend Down Age 14 - 20 Female $ 239.98
Age 14 - 20 Male $ 140.63

Age 21 - 44 Female $ 348.28

Age 21 - 44 Male $ 237.87

Age 45 - 64 $ 404.31

Age 65+ $ 505.82

Uninsured/Unimsurable Age Under | 3 572.26
Agel-13 $ 87.16

Age 14 - 19 Female ) 141.75

Age 14 - 19 Male $ 124.55

Disabled Age <21 $ 2,819.64
Age 21 + $ 787.73

Duals/Waiver Duals All Ages $ 114.32
CHOICES Rate CHOICES Duals $ 3,867.30

1 CHOICES Non-Duals 3 516374

56



Amendment Number 5 (cont.)

EXHIBIT D
CAPITATION RATES
EAST
VSHP
EFFECTIVE January 1, 2011

Per Member Per
Aid Category Age Group Month
Medicaid (TANF & Related)  Age Under 1 $ 57415
And Agel1-13 $ 103.71
Standard Spend Down Age 14 - 20 Female $ 24829
Age 14 - 20 Male $ 14549
Age 21 - 44 Female $ 361.68
Age 21 - 44 Male $ 24623
Age 45 - 64 $ 42044
Age 65 + $ 51190
Uninsured/Uninsurable Age Under1 $ 57514
Age1-13 $ 90.60
Age 14 - 19 Female $ 146.98
Age 14 — 19 Male $ 130.38
Disabled Age <21 $ 2,949.85
Age 21 + $ 81473
Duals/Waiver Duals All Ages $ 11371
CHOICES Rate CHOICES Duals $ 3,865.42
CHOICES Non-Duals $ 4,898.50

68




Amendment Number 5 (cont.)

135, Attachment XII shall be amended by adding a new Exhibit C and D as follows:

EXHIBIT C

CAPITATION RATES

EAST
VSHP

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

Per Member Per

Aid Category Age Group Month
Medicaid (TANF & Related)  Age Under 1 $ 574.04
And Agel-13 $ 97.06
Standard Spend Down Age 14 - 20 Female $ 23281
Age 14 - 20 Male $§ 12273
Age 21 - 44 Female $ 35215
Age 21 - 44 Male $ 23861
Age 45 - 64 $ 41159
Age 65 + $ 511.68
Uninsured/Uninsurable Age Under 1 $ 567514
Agel-13 $ 8377
Age 14 - 19 Female $ 13563
Age 14 — 19 Male $ 116.68
Disabled Age <21 $ 2,882.89
Age 2] + $ 755.04
Duals/Waiver Duals All Ages $ 88.40
Priority Add-On All Ages $ 2047
CHOICES Rate (Effective CHOICES Duals $ 3,865.42
August 1, 2010) CHOICES Non-Duals $ 4,898.50

67




EXHIBIT E
CAPITATION RATES
EAST
VSHP
EFFECTIVE July 1, 2011

Per Member

Aid Category Age Group Per Month

Medicaid {TANF & Related) Age Under 1 $ 572.26
And Age 1 - 13 $ 99.74
Standard Spend Down Age 14 - 20 Female 5 239.98
Age 14220 Male $ 140.63

Age 21 - 4 Female 3 348.28

Age 21 - 44 Male $ 237.87

Age 45 - 64 $ 404.31

Age 65+ $ 506.82

Uninsured/Uninsurable Age Under 1 $ 572.26
Age1-13 $ 87.16

Age 14 - 19 Female $ 141.75

Age 14 - 19 Male $ 124.55

Disabled e < 2} $ 2,819.64
Age 21 + $ 787.73

Duals/Waiver Duals All Ages $ 114.32
CHOICES Rate CHOICES Duals $ 3.867.30
FCHOICES Non-Duals - | 8 516374

36




Amendment 2 (continued)

50. Attachment XII shall be amended by labeling the existing Rate Chart as EXHIBIT A,
deleting and replacing the existing reference to “June 30, 2010” with “June 30, 2009” and
adding a new EXHIBIT B as follows:

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

Aid Category Age Group Month
Medicaid (TANF & Related)  Age Under 1 $523.71
And Agel-13 $ 9949
Standard Spend Down Age 14 - 20 Female $216.08

Age 14 - 20 Male $115.52

Age 21 - 44 Female $317.86

Age 21 - 44 Male $ 184.62

Age 45— 64 $ 340.07

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

Age1-13 $ 86.33

Age 14 - 19 Female $122.79

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

Age 21+ $ 668.58
Duals/Waiver Duals All Ages $88.73
Priority Add-On All Ages $235.32
CHOICES Rate (Effective upon | CHOICES Duals To Be Provided
the CHOICES Implementation CHOICES Non-Duals To Be Provided
Date)

S1.  All references throughout the Agreement to the “Division of Mental Retardation
Services (DMRS)” shall be deleted and replaced with the reference “Division of

Intellectual Disabilities Services (DIDS).

Page 354 of 355 N



Amendment Number 3 (cont.)

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

as follows:
* Long Term Care Services:
(a) Transport distance to licensed Adult Day Care providers will be the usual and customary not to

exceed 20 miles for TennCare enrollees in urban arcas, not to exceed 30 miles for TennCare
cnrollees in suburban arcas and not to excced 60 miles for TennCarc enrollees in rural areas except

where community standards and documentation shall apply.

27. Attachment VIII shall be amended by deleting references to reports “2.30.7.6" and
“2.30.7.7” and renumbering the remaining Items and references to the remaining reports

of Section 2.30.7 as appropriate.

135, CHOICES Qualified Workforce Strategies Report (see Section 2.30.7.6)

136.  FQHC Reports (see Section 2.30.7.7)

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

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

166.  Risk Assessment Report (see Section 2.30.14.4)
167.  Program Integrity Exception List Report (see Section 2.30. 14.5)
168 List of Involuntary Terminations Report (sec Scction 2.30.14.6)

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

follows:
CHOICES Rate (Effective upon | CHOICES Duals $ 3,865.42
the CHOICES Implementation CHOICES Non-Duals $ 4,898.50
Date)
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CAPITATION RATES
EAST
EFFECTIVE January 1, 2009 through June 30, 2010
Per Member Per
Aid Category Age Group Month
Medicaid (TANF & Related) Age Under 1 $504.49
And Agel-13 $ %94.56
Standard Spend Down Age 14 - 20 Female $ 204.60
Age 14 - 20 Male $110.31
Age 21 - 44 Female $302.31
Age 21 - 44 Male $ 183.37
Age 45 - 64 $ 336.56
Age 65 + $377.99
Uninsured/Uninsurable Age Under 1 $ 504.49
Age1-13 $ 8181
Age 14 - 19 Female $116.99
Age 14 - 19 Male $ 8730
Disabled Age <21 $ 699.07 7
Age 21 + $ 588.88
Duals/ Waiver Duals All Ages $107.69
State Only & Judicials All Ages $468.19
Priority Add-On All Ages $228.93
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8-16-10 REQUEST-NON-AMEND

Non-Competitive Amendment Request

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

APPROVED

CENTRAL PROCUREMENT OFFICE

Request Tracking # 31866-00053

Procuring Agency Department of Finance and Administration
Bureau of TennCare

Contractor Volunteer State Health Plan

Contract # FA-08-24983-00

Proposed Amendment # 10

Edison ID # 29621
Contract Begin Date May 19, 2008
Current Contract End Date June 30, 2013

- with ALL options to extend exercised

Proposed Contract End Date
— with ALL options to extend exercised June 30, 2014

Current Maximum Contract Cost
-~ with ALL options to extend exercised $3’764’299’075'00

Proposed Maximum Contract Cost
- with ALL options to extend exercised

$4,775,434,075.00

Office for Information Resources Endorsement

— information technology service (N/A to THDA) X Not Applicable L_—] 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
enroliees. 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)

1of2




8-16-10 REQUEST-NON-AMEND

Request Tracking # 31866-00053

Inciude 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; (8) Update contract to include current
capitation rates, and (9) extends contract term for additional fiscal year and provides funding to support
term extension.

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

Scott Pierce

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

801 Pine Street

Chattanooga, Tennessee 37402-2555

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

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

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)
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; (8) Update contract to include current
capitation rates, and (9) extends contract term for additional fiscal year and provides funding to support
term extension.

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

ol L c . Le /52 le
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CONTRACT SUMMARY SHEET

RFS # ; Edison # Contract# ‘
31866- 00053 29621 FA- 08 24983 10
State Agency State Agency Division
Department of Finance and Administration Bureau of TennCare
Contractor Name Contractor ID # (FEIN or SSN)
Volunteer State Health Plan [:| C- or @ V- | Edison Vendor #0000071694
Service Description
Provision of Physical and Behavioral Health Services to TennCare Enrollees in East Tennessee Region
Contract Begin Date Contract End Date SUBRECIPIENT or VENDOR? _CFDA #
May 19, 2008 June 30, 2014 Subrecipient s
Mark Each TRUE Statement ‘ , ‘
D 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 11
FY State Federal _Interdepartmental Other TOTAL Contract Amount
2008 0.00
2009 $105,877,534.00 $189,358,466.00 $295,236,000.00
2010 $147,116,100.00 $443,355,900.00 $590,472,000.00
2011 $261,568,472.00 $624,203,528.00 $885,772,000.00
2012 $331,485,262.00 $650,198,813.00 $981,684,075.00
2013 $341,905,189.00 $669,229,811.00 $1,011,135,000.00
2014 $348,841,575.00 $662,293,425.00 $1,011,135,000.00
TOTAL: $1,536,794,132.00 $3,238,639,943.00 $4,775,434,075.00
— COMPLETE FOR AMENDMENTS ONLY — State Agency Fiscal Contact & Telephone #
Casey Dungan
FY Base Contract & THIS Amendment | 310 G(eat Circle Road
Prior Amendments ONLY Nashville, TN 37243
(615) 507-6482
2008 0.00 0.00 § State Agency Budget Officer Approval g
2009 $295,236,000.00 0.00 d
2010 $590,472,000.00 0.00 {/ e
2011 $885,772,000.00 0.00 | Funding Certiﬁcauo ification, ‘reqlnma by T.C.A. § 9-4-5113, that there is
a balance in the appropriation from which the obligated expenditure Is required to be
2012 $981,684,075.00 0.00 § paid that is not otherwise encumbered to pay obligations previously incurred)
2013 $1,011,135,000.00 0.00
2014 $1,011,135,000.00
TOTAL: $3,764,299,075.00 $1,011,135,000.00
End Date: 6/30/2013 6/30/2014

Contractor Ownership {complete for ALL base contracts— N/A to amendments or delegated authorities) '

D African American D Person w/ Disability D Hispanic D Small Business D Government
I___I Asian [_—_l Female I___I Native American & NOT Minority/Disadvantaged D Other

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

E RFP I:I Competitive Negotiation * I:I Alternative Competitive Method *

I___I Non-Competitive Negotiation * |:| Negotiation w/ Government (ID, GG, GU) |:| Other *

* Procurement Process Summary (complete for selection by Non-Competitive Negotiation, Competitive Negotiation, OR Alternative Method)




AMENDMENT NUMBER 10
EAST GRAND REGION
CONTRACTOR RISK AGREEMENT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
VOLUNTEER STATE HEALTH PLAN, INC.,
d.b.a. BLUECARE
CONTRACT NUMBER: FA- 08-24983-00

For and in consideration of the mutual promises herein contained and other good and valuable consideration, the
receipt and sufficiency of which is hereby acknowledged, the 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.
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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-cvaluation; 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 HCRBS 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 [,
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 31, 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 ofall-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 disabilitiecs. 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 enroliment 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 | 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. [tems 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:

24.6.1 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
enrollment 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:

2.6.5.2.5  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:

2,653 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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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

2.8.1.13

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 identitied 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.

282121 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 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.

2.82.1.2.1.1 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.

2.8.2.1.2.2 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.

2.8.2.1.3 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 identifted 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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28214

28215

28.2.1.6

2822

2.822.1

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.

The CONTRACTOR shall systematically re-stratify the entire 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

2.83.1

2.83.2

2833

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

28422

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

l. 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 awp

=

=8

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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28423

2.8.4.3

2.843.1

28432

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 screening 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
Preterm labor education
Breast feeding
Secondhand smoke
Safe sleep
Specific trimester health information
Importance of postpartum visit
Importance of screening for postpartum depression
HUGS information
Inter-conception health, to include dangers of becoming pregnant
while using narcotics

AETmZomEmEN

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-partuin visit
appointment and assist them with making their appointment if needed.

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.

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.

The CONTRACTOR shall develop and operate the “opt out” health risk management
program per NCQA standard QI § for disease management. Program services shall be
provided to eligible members unless they specifically ask to be excluded.
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28433

28434

2.8435

2.843.6

2.8.43.7

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. Self efficacy & 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
L. Two documented non-interactive communications each year which shall
emphasize self management education addressing 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.

3. 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.

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.

28.43.9 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
1. 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
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2.8.4.4

2.8.4.5.

2.84.5.1

2.8.4.5.2

2.8453

2.84.54

D. Defined monitoring for gaps in care

3. 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

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 Chronic
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.

13
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28455

28456

2.84.6

2.8.4.6.1

28462

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
Problem solving techniques
The emotional impact of member’s condition
Self efficacy
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

@mmg

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.

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.

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.

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.

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.

14
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2.84.63 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

l. 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 to face 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

program.

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.

284.7.1 The CONTRACTOR shall offer complex case management to all members identified as
eligible. Members will have the right to participate or decline participation.

2.84.72 The CONTRACTOR shall make three (3) outreach attempts as detailed in Section 2.8.4.5.2
of this agreement.
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2.8.4.73 The CONTRACTOR shall develop and implement the Complex Case Management Program
according to NCQA standard QI 7 for complex case management.

2.84.74 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.

2.8.4.7.5 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.

2.847.6 The CONTRACTOR shall provide to members enrolled in the COMPLEX CASE
MANAGEMENT PROGRAM the following:

Complex Case Management Program Minimum Interventions
I. 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

[N

3. Providing after hours assistance with urgent or emergent member needs

2.8.5 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.

2.8.6 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

16
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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.

2.8.10.2  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.

2.8.10.3  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

2.8.104.1

2.8.10.4.2

281043

2.8.1044

2.8.104.5

2.8.104.6

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 educationdl matérials given to the mémber
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, ie., 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

2.8.10.8.2

2.8.10.8.3

2.8.10.84

2.8.10.8.5

Evaluation

2.8.11.1

2.8.11.2

28113

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 Health Quarterly Report.

Milestones for the Sixth Month (January 1 to July 1, 2013) Transition Period from Disease
Management to Population Health

2.8.13.1

2.8.13.2

2.8.133

28.13.4

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 III of the Older
Americans Act.

Section 2.9.6.1.6 shall be deleted and replaced as follows:

296.1.6

29.6.1.6.1

29.6.1.6.2

2.9.6.1.6.3

296.1.6.4

The CONTRACTOR shall compute Care Coordination CHOICES-related timelines 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 8§34 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:

29.6.1.9

The CONTRACTOR shall ensure that, upon enrollment into CHOICES, the appropriate level
of Population Health (see Section 2.8.4 of this Agreement) activitics 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.

29.6.23  Functions of the Single Point of Entry (SPOE)

296231 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 enrollment in CHOICES.

296232 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.

296233 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.

296234 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 | 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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2.9.6.2.3.5

296.23.6

29.6.23.7

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.

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 I and Section 2.6.1.5.2.3), which shall be the average cost
of Level | 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.

2.9.6.258

29.6.258.1

296259

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;

2.9.6.2.59.1  Ifthe 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 HCBS.

2.9.6.259.2 [f 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 2.9.659, 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:

296.25.10 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.

296.25.11 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 MCO case management,”
and replacing it with “Population Health” as follows:

29.63.13 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:

29.639 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 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; 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 | 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 m 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”.

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:

29.693.1.1.1 Ifthe 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;

29693.1.13 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:

29693.1.13.1 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.

29.6.11.18.33 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 in each 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:

29938

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 reports
for the member shall be provided to the member’s care coordmator, 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

29.14.2.1

29.14.2.2

29.14.23

291424

29.14.2.5

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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29143

2.9.143.1

29.144

29.144.1

29.14.5

2.9.145.1

2.9.14.6

2.9.14.6.1

2.9.14.7

29.14.7.1

2.9.14.7.2

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
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

29.149

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, screening and assessment process.

The CONTRACTOR shall patticipate, 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
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.

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.

Section 2.13.8 shall be deleted and replaced in its entirety and shall read as follows:

Medicaid P

2.13.8.1

21382

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:

2.14.23

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:

2.143.52

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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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.

2.145.5 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 authorizations 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
effective 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:

2.153.1.1 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.
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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. If, in 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;

2.15.7.1.34 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:

21752 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

2.17.84

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
notification of enrollment in the CONTRACTOR’s MCO or prior to the member’s
earollment -effective date. Such information shall include how to access the provider

directory, including the right to request a hard copy and to contact the CONTRACTORs
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 shall be advised that the CONTRACTORs
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 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
accesscurrent “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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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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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.

2.20.24  The CONTRACTOR shall report all tips, confirmed or suspected fraud and abuse to
TENNCARE and the appropriate agency as follows:

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 For purposes of timely filing (see Section 2.12.9.28):

2.224.11.1 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.

2.22.4.11.2  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.

2.22.4.11.3  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.

2224114 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:

22352  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 2.259.1 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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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 employees 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
Emplovees. 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
mitial 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 Employees

and/or Provider’s Subcontractors.  Should complaints concemning 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 leams 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,
either (1) provide the CONTRACTOR with a corrective action plan to resolve the complaint,
or (i) 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. If financial staff are not located in Tennessee the CONTRACTOR shall
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 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.

Section 2.30.5.3 shall be deleted and replaced as follows:

23053

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

2.30.6.1.1

MCO Case Management Reports

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, CMHAs, 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 Enrollment File shall include
information on all providers of covered services and shall 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 replaced as follows:

230.8.7 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

thereto.

2.30.12.6  The CONTRACTOR shall submit an annual Report of Audited HEDIS Results by June 15 of
each year (see Sections 2.15.6).

2.30.12.7 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
thereto.

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:

2.30.13.3 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 | each year.

2.30.13.4  The CONTRACTOR shall submit an annual 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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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”.

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.

Section 2.30.22.2 shall be deleted in its entirety and the remaining Section shall be
renumbered accordingly, including any references thereto.

The renumbered Section 2.30.22.2 shall be deleted and replaced as follows:

230.22.2  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.

The renumbered Section 2.30.22.3.2 shall be deleted and replaced as follows:

230.22.3.2 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 CONTRACTORs 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 CONTRACTORs 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 et seq. or any subsequent amendments thereto and/or the Tennessee Prepaid
Limited Health Services Act of 2000 codified at TCA 56-51-101 et 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
carc 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.
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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

89.

90.

91.

4.2.1

92.

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.

Section 3.12 shall be deleted in its entirety and the remaining Section 3 shall be
renumbered accordingly, including any references thereto.

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

3.14.1.1 In no event shall the maximum liability of the State under this Agreement during the original
term of the Agreement exceed four billion, seven hundred seventy five million, four hundred
thirty four thousand, seventy five dollars ($4,775,434,075.00).

Section 4.2.1 shall be amended by deleting and replacing “June 30, 2013” with “June 30,
2014” as follows:

Term of the Agreement

This Agreement, including any amendments and any changes made by notice to adjust the capitation
rates, shall be effective commencing on May 19, 2008 and ending on June 30, 2014.

Section 4.20.2.2.7 shall be amended by adding a new Level A.32 Program Issue/Damage as
follows:

A32

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.)
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93.  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
acceptable corrective action plan
or comply with.corrective action

$500 per calendar day for each day the corrective
action plan is late, or for each day the CONTRACTOR

fails to.comply with an accepted corrective action as

plans as required by
TENNCARE

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

B.21

Failure to meet any timeframe
regarding care coordination for
CHOICES members (see
Sections 2.9.2, 2.9.3, and 2.9.6)
other than the timeframes
referenced in A.16 or A.17

$5,000 per month for each timeframe that the
CONTRACTOR’s performance is 85-89%
$10,000 per month for each timeframe that the
CONTRACTOR’s performance is 80-84%
$20,000 per month for each timeframe that the
CONTRACTOR s performance is 75-79%
$50,000 per month for each timeframe that the
CONTRACTOR’s performance is 70-74%
$100,000 per month for each timeframe that the
CONTRACTOR s performance 1s 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.

B.25

Failure to meet individual
Annual Quality Survey
standards in subsequent years

$5000 per occurrence for repeating a deficiency(ies) in
subsequent years
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Attachments III 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 (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 in its entirety 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 minimumn, 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.

Maximum Time for

Admission/
Service Type Geographic Access Requirement Appointment
Psychiatric Inpatient Hospital Travel distance does not exceed 60 | 4 hours (emergency
Services miles for at least 75% of members and | involuntary)/24 hours

does not exceed 90 miles for at least | (involuntary)/24 hours
90% of members (voluntary)

24 Hour Psychiatric Residential
Treatment The CONTRACTOR shall contract | days

Within 30 calendar

with at least one (1) provider of service
in the Grand Region for ADULT

members

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

Outpatient Non-MD Services

Travel distance does not exceed 30
miles for ALL members

Within 10 business
days; if urgent, within
48 hours

i

Intensive Outpatient (may
include Day Treatment (adult),

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

Within 10 business
days; if urgent, within

Intensive Day Treatment

(Children & Adolescent) or

Partial Hospitalization

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)

Outpatient 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

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, [llness 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
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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 position

Service Type 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, H1, or H2
Outpatient MD Services (Psychiatry) Adult - 19
Child - B5
Outpatient Non-MD Services Adult - 20
Child - B6
Intensive OQutpatient/ 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
[llness 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
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96.  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### /orr/OPI/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.
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Attachment VIII shall be deleted and replaced as follows:

ATTACHMENT VIII
DELIVERABLE REQUIREMENTS

GENERAL

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 self-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
274

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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Care coordination policies and procedures that ensure compliance with Section 2.9.6

Policies and procedures for consumer direction of eligible CHOICES HCBS that ensure compliance with
Section 2.9.7

Policies and procedures for coordination of physical health, behavioral health, and long-term care services

that ensure compliance with Section 2.9.9

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

Policies and procedures for coordination among behavioral health providers that ensure compliance with
Section 2.9.10

Policies and procedures for coordination of pharmacy services that ensure compliance with Section 2.9.11
Policies and procedures for coordination of dental services that ensure compliance with Section 2.9.12

Identification of members serving on the claims coordination committee in accordance with Section
2.9.12.53

Policies and procedures for coordination with Medicare that ensure compliance with Section 2.9.13
Policies and procedures for inter-agency coordination that ensure compliance with Section 2.9.16
Policies and procedures regarding non-covered services that ensure compliance with Section 2.10

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

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

Plan to identify, 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
Credentialing manual and policies and procedures that ensure compliance with Section 2.11.8
Policies and procedures that ensure compliance with notice requirements in Section 2.11.9

Notice of provider and subcontractor termination and additional documentation as required by Section
2.119.2

Provider agreement template(s) and revisions to TDCT as required in Section 2.12

Indemnity language in provider agreements if different than standard indemnity language (see Section
2.12.9.54)
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Intent to use a physician incentive plan (PIP) to TennCare Bureau and TDCI (see Section 2.13.9)

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)

Pricing policies for emergency services provided by non-contract providers that ensure compliance with
Section 2.13.10.1

Policies and procedures for PCP profiling to ensure compliance with Section 2.14.9

Information on PCP profiling as requested by TENNCARE (see Section 2.14.9)

QM/QI policies and procedures to ensure compliance with Section 2.15

Copy of signed contract with NCQA approved vendor to perform CAHPS as required by Section 2.15.5

Copy of signed contract with NCQA approved vendor to perform HEDIS audit as required by Section
2155

Evidence that NCQA accreditation application submitted and fee paid (Section 2.15.5.1)
HEDIS BAT as required by Section 2.15.6

Copy of signed NCQA survey contract as required by Section 2.15.5.1

Notice of date for ISS submission and NCQA on-site review as required by Section 2.15.5.1
Notice of final payment to NCQA as required by Section 2.15.5.1

Notice of submission of ISS to NCQA as required by Section 2.15.5.1

Copy of completed NCQA survey and final report as required by Section 2.15.5.1

Notice of any revision to NCQA accreditation status

Policies and procedures regarding critical incident management and reporting to ensure compliance with
Section 2.15.7.1

Policies and procedures regarding behavioral health adverse occurrence reporting to ensure compliance
with Section 2.15.7.2

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

Provider Preventable Conditions Reporting (see Section 2.15.8)

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
2.18.2

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
2.187.2

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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Internal claims dispute procedure (see Section 2.22.5)
EOB policies and procedures to ensure compliance with Section 2.22.8

Systems policies and procedures, manuals, etc. to ensure compliance with Section 2.23 (see Section
2.23.10)

Proposed approach for remote access in accordance with Section 2.23.6.10
Information security plan as required by Section 2.23.6.11

Notification of Systems problems in accordance with Section 2.23.7
Systems Help Desk services in accordance with Section 2.23.8
Notification of changes to Systems in accordance with Section 2.23.9

Notification of changes to membership of behavioral health advisory committee and current membership
lists in accordance with Section 2.24.2

Notification of changes to membership of CHOICES Advisory Group and current membership lists in
accordance with Section 2.24.3

An abuse and neglect plan in accordance with Section 2.24.4

Medical record keeping policies and procedures that ensure compliance with Section 2.24.6
Subcontracts (see Section 2.26)

HIPAA policies and procedures that ensure compliance with Section 2.27

Notification of breach and provisional breach in accordance with Section 2.27

Third (3rd) party certification of HIPAA transaction compliance in accordance with Section 2.27
Non-discrimination policies and procedures as required by Section 2.28

Names, resumes, and contact information of key staff as required by Section 2.29.1.2
Changes to key staff as required by Section 2.29.1.2

Staffing plan as required by Section 2.29.1.8

Changes to location of staff from in-state to out-of-state as required by Section 2.29.1.9

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)

57



Amendment 10

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 Enrollment File (see Section 2.30.8.1)

126. Provider Compliance with Access Requirements Report (see Section 2.30.8.2)
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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)

NCOQA 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)
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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)

155. 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 3.14.5
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.l of Attachment X1

NEMT Reports (see Section A.19 of Attachment XI)
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99,

A3l
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A4.2
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Amendment 10

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:

A4.22 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);

A424 That the enrollee is eligible in accordance with policies and procedures approved by the
Office of Contract Compliance regarding No-Shows; and

A4.25 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

A.4.6.1 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.

A.4.6.2 The CONTRACTOR may verify the need for an urgent trip with the provider prior to
approving the trip.

A463 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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A4.6.4 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 requircment.

A4.65 All pre-transportation validation checks shall be conducted within the timeframes specified in
Section A.5.1.4 of this Attachment.

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:

A5.5.1 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.

63



106.

107.

AL

108.

109.

A1

110.

Amendment 10

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.

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 shall 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

A83.7

A.83.8

A83.11

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
medical examination required by-the-United-States Department-of Transpeortation’s-Federal
Motor Carrier 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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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:

A83.12 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 minimum,
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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Section A.9.8 of Attachment XI shall be amended by adding additional language to the end
of existing text as follows:

If 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 call 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.133.9  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.

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 2 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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A.19.13

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

A.19.2.1

A.19.2.2

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 staft.

NEMT Provider Enrollment 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

A1932

A1933

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

A194.1

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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A19.4.2

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 all “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

A195.1

A.19.5.2

A1953

A.19.5.4

A.19.54.1

A.19.542

A19.55

A.19.5.6

A.19.5.6.1

A.19.5.6.2

A.19.5.6.3

Member NEMT Complaint Report. The CONTRACTOR shall submit a monthly member
complaints report (sece 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.[4.3 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 Montitoring 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.19.58 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)
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No.

PERFORMANCE STANDARD

LIQUIDATED DAMAGE

Comply with vehicle standards (see Section

A.7 of this Attachment)

$1,000 per calendar day per vehicle that
1s not in compliance with ADA
requirements

$1,000 per vehicle that is allowed into
service without an inspection in

accordance with the requirements of the
Agreement

$2,500 per calendar day per vehicle that
1s 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
1s 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




Amendment 10

No.

PERFORMANCE STANDARD

LIQUIDATED DAMAGE

Average hold time for calls to the NEMT
Call Center is no more than 3 minutes (see
Section A.9 of this Attachment)

For the first deficiency: $5,000 for each
10 seconds over 3 minutes per month
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
thirty (30) calendar days of the receipt of
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)

$10,000 for each month determined not
to be in compliance

[l

97% of NEMT claims are paid accurately
upon initial submission (see Section A.15.5
of this Attachment)

$5,000 for each full percentage point
accuracy is below 97% for each quarter

12

Failure by the CONTRACTOR to notify
TENNCARE of an Accident/Incident in
accordance with Section A.19.5.6 of this

Attachment

$1000 per occurrence
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130.  Attachment XII shall be amended by deleting and replacing EXHIBIT E and adding a new

EXHIBIT F as follows:
EXHIBIT E
CAPITATION RATES
EAST
VSHP
EFFECTIVE July 1, 2011
Per Member
Aid Category Age Group Per Month

Medicaid (TANF & Related) Age Under 1 $ 571.02
And Agel-13 $ 103.77
Standard Spend Down Age 14 - 20 Female $ 249.39

Age 14 - 20 Male $ 144.96

Age 21 - 44 Female $ 357.85

Age 21 - 44 Male $ 244.51

Age 45 - 64 $ 414.52

Age 65 + $ 518.93
Uninsured/Uninsurable Age Under 1 $ 572.26

Agel-13 $ 9076

Age 14 - 19 Female $ 149.60

Age 14 - 19 Male $ 127.58
Disabled Age <21 $ 2,932.68

Age 21 + $ 811.93
Duals/Waiver Duals All Ages $ 109.30
CHOICES Rate CHOICES Duals $ 3,867.30

CHOICES Non-Duals $ 5,163.74
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EXHIBIT F
CAPITATION RATES
EAST
VSHP
EFFECTIVE January 1, 2012

Per Member

Aid Category Age Group Per Month
Medicaid (TANF & Related) Age Under 1 $ 569.35
And Agel-13 $ 103.29
Standard Spend Down Age 14 - 20 Female $ 247.86
Age 14 - 20 Male $ 144.27
Age 21 - 44 Female $ 355.61
Age 21 - 44 Male $ 243.13
Age 45 - 64 $ 411.99
Age 65 + $ 515.09
Uninsured/Uninsurable Age Under | $ 570.59
Agel-13 $ 90.29
Age 14 - 19 Female $ 14864
Age 14 - 19 Male $ 126.48
Disabled Age <21 $ 2,914.60
Age 2l + $ 806.98
Duals/Waiver Duals All Ages $ 108.02
CHOICES Rate CHOICES Duals $ 3,784.91
CHOICES Non-Duals $ 5,082.26
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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

AND ADMINISTRATION VOLUNTEER STATE HEALTH PLAN, INC.
BY: /%.{/4/,@ ZaSé\ BY: Cﬂ%ﬁ\
Mark Emkes Scottd’. Pierce
Commissioner President & CEO VSHP
DATE: (2/12/2%9/2 DATE: (e-d -l
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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 %
Representative Curtis Johnson, Vice-Chairman

DATE: June 7, 2012

SUBJECT: Contract Comments

(Fiscal Review Committee Meeting 6/4/12)

RFS# 318.66-053 (Edison # 29621)

Department: Finance and Administration/Bureau of TennCare

Vendor: Volunteer State Health Plan, Inc.

Summary: The vendor is responsible for medical and behavioral health
services for TennCare enrollees in East Tennessee. 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: $3,764,299,875

Proposed maximum liability: $3,764,299,875

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

BUREAU OF TENNCARE
316 Great Circle Road
NASHVILLE, TENNESSEE 37243

April 27, 2012

Lucian Geise, Director

Fiscal Review Committee

8" Floor, Rachel Jackson Bidg.
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, (nc., Amendment #2

Dear Mr. Geise:

The Department of Finance and Administration, Bureau of TennCare, is submitting for
consideration 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 individuais 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 until
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 Intsgrity (Pl) language to clarify Pi 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 Health Plan (TennCare Select) FA-02-14632-28
AMERIGROUP Tennesses, Inc. FA-07-16836-12
UnitedHealthCare Plan of the River Valley, inc. FA-07-16937-12
UnitedHealthCare Plan of the River Valley, Inc FA-08-24979-09
(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 Health 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)

appropriate language in the new RFP. The rates that were submitted by KePro in their original
Cost Proposal will 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 consulting 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 Committee.

Sincerely, RS

- ’ (\/ )
Caséy-Bungan .\
Chief Financial Officer

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



Supplemental Documentation Required for

Fiscal Review Committee

Casey Dungan * ,
*Contact Name: Y & C;S;izt 615-607-6482
*Qriginal Contract | FA-08-24983-00 “Original RFS | RIS 318.66-053-08 |
Number; Number:
Edison R¥S

Edison Contract
Number: ¢ applicable)

29621

Number: ¢f | N/A

applicable)

*Original Contract

*Current End

Begin Date: | May 19, 2008 Date: | June 30, 2013
Current Request Amendment Number:
(if applicable) | 9

Proposed Amendment Effective Date:

(if applicable) | July 1, 2012

. Department of Finance and
3 .
Department Submitting: Administration

*Division:

Bureau of TennCare

*Date Submitted:

April 30, 2012

*Submitted Within Sixty (60) days:

Yes

If not, explain:

NA

*Contract Vendor Name:

Volunteer State Health Plan (East Region)

*Current Maximum Liability:

$3.764,299,075.00

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

FY: 2009 FY: 2010

FY: 2011

FY: 2012 FY 2013

$295,236,000.00

$690,472,000.00

$885,772,000

$981,684,075 | $1,011,135,000 | $

*Current Total Expenditures by Fiscal Year of Contract:

(attach backup documentation from STARS or FDAS report) Attached

FY: 2009

FY: 2010

FY: 2011

FY:2012 Yy ry

$ 328,230,257.00

$712,601,467.16

$953,091,918.65

$676,640,548.49 |8 |8

IF Contract Allocation has been greater
than Contract Expenditures, please give

the reasons and explain where surplus NIA
funds were spent;

IF surplus funds have been carried

forward, please give the reasons and N/A

provide the authority for the carry forward

provision;

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

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




Supplemental Documentation Required for

Fiscal Review Committee

than actual allocations, however, the expenditures

* . P ;
Contract Funding | g0 | g1 187 952,557.00 Federal: $2,576,346,518.00
Source/Amount; S
Interdepartmental: Other:
If “other” please define:
Dates of All Previous Amendments or Brief Description of Actions in Previous
Revisions: (if applicable) Amendments or Revisions: (if applicable)

Amendment #1 - September, 2009 This amendment provided compliance with Mental Health

Parity Act, provided clarification language to the contract,
streamlined reporting te enhance timeframes as welt as
review and analysis for consistency with NCQA reporting
requirements. No funds were associated with this
amendment.

Amendment #2 - March 1, 2010 This amendntent provided compliance with Long Term
Care Community Choices Act of 2008 for the provision of
home and community based services and restructuring the
long-term care system in Tennessee.

Amendment #3 — July 1, 2010 Provided language relating to enforcement of Annual
Coverage Assessment Act of 2010 and clarifications of

Long-Term care reporting,

Amendment #4 — Janvary 1, 2011 Address Program Integrity clarifications, Performance
measures, CHOICES requirement clarifications, and
update risk adjustment language moditications,

Amendment #5 - July 1, 2011 Clarification of CHOICES Requirements and
Credentialing Requirements; Clarification of Disease
Management and NCQA Requirements; Revise
Behavioral Health Monitoring Reports, and  provides
funding to support services for Y 12,

Amendment #6 — October 1, 2011 Inclusion of Money Follows the Person Rebalancing
Demonstration Grant. No funding,
Amendment #7 - 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 #8 — March |, 2012 Added language to clarify that Managed Care
Organizations (MCQ) will receive full risk capitation
payments for up to 12 months prior the member's
enrotlment in the plan {for members who are determined
to get retro eligibility.

Method of Original Award: (if applicable)

Request for Proposal

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

The costs associated with this contract were
predicated on the cost proposals submitted in
response to the RFP. These documents are
public information and available upon request.




Supplemental Documentation Required for
Fiscal Review Committee

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 hability. Add rows as necessary to
provide all information requested.

If 1t 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.

Comparison of cost per fiscal year of obtaining this service through the propesed
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 Tozie08
RFS § Edison # Contract # T
31866-00053 29621 FA-08-24983-08
State Agency State Apency Division _—H“ii
Department of Finance and Administration Bureau of TennCare
Contractor Nama Contractor iD # {FEIN or SSN) T
Volurteer State Heaith Plan Clc- o DX v | Edison Vendor HOD000T 1694 ]

Service Description

Provision of Physical and Behavioral Health Servicas 1o TennCare Enrollees in East Tennossee Region

Contract Begin Date Contract End Date SUBRECIPIENT or VENDOR? CFDA ¥ o
May 19, 2008 Juna 30, 2013 Subtecipient 93}78?:5}&55:22(&’4”””"
Mark Each TRUE Statement 1
D Contractor is on STARS l D Contractor's Form W-g is on file In Accounts
Allotment Code Cost Center | Object Code Fund Funding Grant Gode | Funding Subgrant Code
318.66 11
FY State Faderal intsrdepartmental Other YOTAL Contract Amount
2008 0.00
2006 $105,877,534.00 $189,358,466.00 $295,236,000.00
2010 l $147,116,100.00 $443,355,900.00 $590.472,000.00
2011 $261.568,472 00 $624,203,528.00 $885,772,000.00 ]
2012 $331,485,262.00 $650,198,813.00 $981,684,075.00
2013 $341,905,189.00 $669,229,811.00 $1.011.135,000.00
TOTAL: $1,187.952,557 00 $2,576,346,518.00 53.784.299,075.0—}
~— COMPLETE FOR AMENDMENTS ONLY - State Agency Flscal Gontact & Telephona # T
y HBass Contract & THI§ Amendment .‘?18 Os?rg;ngi?;e Road
FY Prior Amendments ONLY Nashville, TN 37243
(615} 507-6482
2008 0.00 0.00 § State Agency Budget Officer Approval 1
2000 $295.236.000.00 0.00 7 ’/‘\
2010 $550.472,000.00 0.00 4\ e s e
2011 $885.772.000.00 0.00 § Funding Certification {certification, required by T.C.A., § 045113, thet therg i
8 balance in the appropriation from M#mheoﬂba&dwmawmmw
2012 $981,684.075.00 0.00 ¥ paid that Is not otherwise encumberad 1o bay cbgations praviously ncumed) '
2013 $1,011,135.000.00 0.00
TOTAL: | $3.764.299.075.00 $0.00 %.»é G C; Ay ’
End Date; 8/30/2013 8/30/2013 20
Contractor Ownership (complate for ALL base Santracts-— NfA 1o amendments of delegatad authoritivs) . e '
D African American D Person wi Disability Ej Hispanic D Small Buginess D Government ]
D Aslan D Female D Mative American NOT Minarity/Disadvantaged L__] Other
Contractor Selection Mathod {comnpHate for ALL bage contracte— N/A 1o Bmandments or delegated suthorities) "
B ree [ compaiitive Negotiation * [ Atternative Competitive Mehod *

D Non-Competitive Negotiation *

D Negotiation wi Government (I, 6. G

D Other *

¥ Procurernent Process Summary (complete for s

etection by Nen-Compaetitive Negotiation, Competifive Negotiation, OR Altemabiva Mathod)

FA0824983-08



Amendment Number 5 (cont.)

EXHIBIT D
CAPITATION RATES
EAST
VSHP
_ EFFECTIVE January 1, 2011
Per Member Per

Aid Category Age Group Month
Medicaid (TANF & Related)  Age Under 1 $ 57415
And Age 1-13 &  103.71
Standard Spend Down Age 14 - 20 Female $ 24829

Age 14 - 20 Male $ 14549

Age 21 - 44 Female $ 36168

Age 21 - 44 Male $ 24823

Age 45 — 64 $ 42044

Age 65 + $ 511.90
Uninsured/Uninsurable Age Under 1 $ 57514

Agel-13 § 90.60

Age 14 - 19 Female $ 14698

Age 14 - 19 Male $ 130.38
Disabled Age <21 $ 2949.85

Age2] + $§ 81473
Duals/Waiver Duals All Ages 3 11371
CHOICES Rate CHOICES Duals $ 3,865.42

CHOICES Non-Duals $ 4,898.50
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Amendment Number 5 (cont,)

135,

Attachment XITI shall be amended by adding a new Exhibif C and D as follows:

EXHIBIT C
CAPITATION RATES
EAST
YSHP
EFFECTIVE July 1, 2010 (Except CHOICES Rates as described below)
Per Member Per

Aid Category Age Group Month
Medicaid (TANF & Related) Age Under | $ 57404
And Agel-13 $  97.06
Standard Spead Down Age 14 - 20 Female $  232.81

Age 14 - 20 Male $ 12273

Age 21 - 44 Female $ 35245

Age 21 - 44 Male $ 238.6t1

Age 45— 04 $ 41159

Age 65 + $ 511.68
Uninsured/Uninsurable Age Under 1 § 57514

Agel-13 3 83.77

Age 14 - 19 Female $ 13563

Age 14 19 Male $ 116.68
Disabled Age <21 $ 2,882.89

Age2l + $ 755.04
Duals/Waiver Duals All Ages 3 88.40
Priority Add-On All Ages $ 20471
CHOICES Rate (Effective CHOICES Duals $ 3,86542
August 1, 2010) CHOLICES Non-Duals $ 4,898.50
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EXINBITE
CAPETATION RATES
LAST
VSHP
EFFECTIVE July 1, 2011

Aid Category

Age Group

Per Member
Per Month

Meaedicaid {TANF & Relatedd Age Under | % 572.26
And Age ] - 13 3 99.74
Standard Spead Down Age 14 - 20 Female 3 239.98
Age 1420 Male $ 140.63

Ape 21 - 4d Female $ 348.28

Age 2| - 4 Male $ 237.87

Age 45 - 64 $ 404.31

Age 65 + $ 505.82

Uninsured Uninsurable Age Under 5 57226
Age 1 -13 3 87.16

Age 14 - 19 Female 3 141.75

Age 14 19 Male 5 124.535

Disabled Age 2] $ 281964
Age 21 + $ 787.73

Duals: Waiver Duals All Ages $ 114.32
CHOICES Rate CHOWCES Buals 5 3,867.30
PONOICES Non-Deals [ 8 5.163.74

30




Amendment 2 (continued)

50. Attachment XII shall be amended by labeling the existing Rate Chart as EXHIBIT A,
deleting and replacing the existing reference to “June 30, 2010” with “June 30, 2009” and

adding a new EXHIBIT B as follows:

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

Aid Category Age Group Month
Medicaid (TANF & Related) Age Under 1 $523.7
And Agel-1i3 $ 9949
Standard Spend Down Age 14 - 20 Female $216.08

Age 14 - 20 Male $115.52

Age 21 - 44 Female $317.86

Age 21 - 44 Male $ 184.62

Age 4564 $ 340.07

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

Age 1 - 13 $ 86.33

Age 14 - 19 Female 312279

Age 14 — 19 Male § 9.69
Disabled Age <21 $ 796.85

Age 2l + $ 668.58
Duats/Waiver Duals All Ages $88.73
Priority Add-On All Ages $235.32
CHOICES Rate (Effective upon | CHOICES Duals To Be Provided
the CHOICES Implementation CHOICES Non-Duals Te Be Provided
Date)

51. Al 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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Amendment Number 3 {cont.)

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

as follows:

» Long Term Care Services:

{a) Transport distance fo licensed Adult Day Care providers will be the usual and customary not to
exceed 20 miles for TennCare enrollees in urban areas, not 1o exceed 30 miles for TennCare

cenrollees in suburban arcas and not to exceed 60 miles for TennCare enroliees in rural areas exeept
where community standards and documentation shall apply.

27. Attachment VIl shail be amended by deleting references to reports “2.30.7.6" and
*2.30,7.7" and renumbering the remaining Items and references to the remaining reports

of Scction 2.30.7 as appropriate.
135, CHOICES Qualified Workforce Strategies Report (see Section 2.30.7.6)
136, FQHC Reports (sec Section 23077

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

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

166.  Risk Assessment Report (sce Section 2.30.14.4)
167 Program Integrity Exception List Report (see Section 2.30.14.5)
168, List of Involuntary Terminalions Report (sec Scction 2.30.14.6)

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

follows:
CHOICES Rate (Effective upon | CHOICES Duals $ 3,865.42 )
the CHOICES implementation I'CHOICES Non-Duals $ 4,898.50 ]
Date)
1 ]




ATTACHMENT X11

CAPITATION RATES

EAST
EXFECTIVE January 1, 2009 through June 30, 2010
] Per Member Peﬂ

Aid Category Age Group Month
Medicaid (TANF & Related) Ape Under | 3 504.49
And Agel-13 § 94.56
Standard Spend Down Age 14 - 20 Female $ 204.60
Age 14 - 20 Male §110.31
Age 21 - 44 Female $302.31
Age 21 - 44 Male $183.37
Age 45 - 64 $ 336.56
Age 65+ $377.99
Uninsured/Uninsurable Age Under 1 $ 504.49
Age1-13 $ 81.81
Age 14 - 19 Female $116.99
Age 14 19 Male $ B7.30
Disabled Age <21 $ 699.07
Age 21 + $ 588.88
Duals/ Waiver Duals All Ages §107.69
State Only & Judicials All Ages $468.19
LPriority Add-On All Ages $228.93
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VSHP - East

FY 2012
“Unit ' Voucher 1D Vendor 1D Amount Pd Pymnt Date
31865 00343828 0000071694  § 14.15 71712011
31865 00358160 0000071694 % 66,670,669.83 8/1/2011
31865 00358101 0000071694  § 740,725.26 8/1/2011
31865 00358905 0000071694 % 49,985 164.12 8/1/2011
31865 00373593 0000071694 & 75,647.550.44 922011
31865 00373594 0000071694 $ 3,34B.22 8/2/2011
$ 193,047,472.02
31865 00390591 0000071694 3 78,594,308.93 10/7/2011
31865 00380592 0000071694 & 1,300.90 10/7/2011
31865 00404364 0000071624 % 79,800,808.11 11/4/2011
31865 00404365 0000071694 & 1,030.37 11472011
31865 00407338 0000071694 & 4,649,578.83 11/14/2011
31865 00407337 0000071694 % 67,541.41 111412011
31865 00417725 0000071694 8§ 72,441,285.13 12/5/2011
31865 00417726 0000071694 & 409.42 12152011
31865 00392593 0000071694 $ 4,289.01 10/13/2011
31865 00429420 0000071694 % 378,445.33 12/28/2011
$ 235,938,977.44

31865
31865
31865
31865

101520282
101539790
101548343
101575222

0000071694
0000071694
0000071694
0000071694

§
$
$
$
$

78,926,658.69
21,500.00
89,828,654.11
78,876,286.23
247,654,099.03

1/6/2012
27112012
21312012
37212012

FY 2012 TOTAL

676,640,548.49




VSHP - East

FY 2011
"Unit || Voucher ID || Vendor ID Amount Pd Pymnt Date

31865 00157398 0000071694 282 53 71212010
31865 00158626 0000071694 51,267,070.38 71212010
31865 00158627 0000071694 4,734,212.82 71212010
31865 00164532 0000071694 77.87 771612010
318865 00165967 0000071694 379.67 712312010
31865 00173683 0000071694 71,408,603.51 8/6/2010
318865 00173684 0000071694 4,738,714.34 8/6/2010
31865 00176098 0000071694 274.59 8/13/2010
31865 00186741 0000071694 72,453,026.55 9312010
31865 00186742 0000071694 4.623,926.49 91312010

209,226,568.75

31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865

00200080
00200081
00208570
00209571
00217695
00217696
00230497
00230498
00234012
00243516
00243517

0000071694
000007 1694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694

90,768,953.66
2,260,930.49
2,138,144.44
3112272
76,589,841.43
4,117,601.84
67,263,929.07
3,665,303.45
503,500.00
76,160,348.81
4,021,629.34
327,521,305.25

10/1/2010
10/1/2010
10/20/2010
10/20/2010
11/5/2010
11/5/2010
12/3/2010
12/3/2010
12/10/2010
12/30/2010
1213012010

31865
31865
31865
31865
31865
31865
31865
31865

60261384
00261385
00263659
00263660
00278228
00278229
00284918
002923284

0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694

58,603,666.74
2,637,366.22
563.76

90.08
52,656,485.70
2,384,650.04
§9.65

192.23
116,283,104.42

21212011
21212011
211172011
211172011
31412011
3/4/2011
3/18/2011
313172011




VSHP - East FY 2011 (Continued)

. Unit Voucher 1D [ Vendor D Amount Pd Pymnt Date
31865 00297111 0000071694 82,486,368.92 4/1/2011
31865 00313922 0000071694 - 73.761,596.41 51612011
31865 00313923 0000071694 10,482.26 51612011
31865 00320324 0000071694 7.764.61 512072011
31865 00320325 0000071694 3,419.28 5/20/2011
31865 00322848 0000071694 46.01 512712011
31865 (0327661 0000071694 72,321,344 49 6/3/2011
31865 00327662 0000071694 10,110.47 6/3/2011
31865 00341955 0000071694 71,457,311.20 6/30/2011
31865 00341958 0000071694 2,496.58 6/30/2011

300,060,940.23

FY 2011 TOTAL $953,091,918.65




VSHP - East

FY 2010

Pre-Edison Payments;

Vendor Invoice [Invoice Date |Voucher TCS 18A Total
INTEGRATED
MCOS-FULLY
BHO PAYMENTS CAPPED
RAT00653959  |6/29/2009 100653959 56,012,619.96 56,012,619.96
RA100653960  |6/29/2009 100653960 5,314,498.56 5,314,498.56
201003-BCE 17/14/2009  |0T1409NR1 1,224.71
2010-04-BCE  [7/21/2000  |072109NR7 4,866.35
2010-05-BCE  {7/28/2009  |072809NR4 17,509.26
2010-02-BCE  [7/7/2009  {070709NR3 9,454.42
2010-07-BCE  |8/11/2009  [081109NR5 19,256.96
2010-08-BCE  [8/18/2009 O81809NR6 28,625.63
2010-09-BCE  {8/25/2009  |082509NRS 7,559.20
RAI00689585 [8/4/2009 1100689585 63,746,780.95 63,746,780.95
RAI100689586 {8/4/2009  [100689586 6,562,288.27 6,562,288.27
2010-06-BCE  18/7/2009 JO8OT09NRI 9,066.80
2010-10-BCE _[9/1/2009  |090109NRG 6,004.70
RAI00718547 {91172000 1100718547 54,010,268.30 54,010,268.30
RAJ00718548 |9/1/2009 100718548 4,862 948.68 4,862,948.68
16,739,735.51 173,769,669.21 190,612,972.75
Edison Payments:
Unit Voucher ID Vendor 1D Amount Pd Pymnt Date
31865 00007042 0000071694 51,396,622.70 107612009
31865 00007043 0000071684 4,465,619.18 10/6/2009
31865 00015918 0000071694 51,267,043.72 111612009
31865 00015919 0000071694 4,452,613.38 11/6/2009
31865 00023041 0000071694 50,621,144.72 121712008
31865 00023042 0000071694 6,117,029.38 12/7/2009
31865 00000010 0000071694 8,615.51 9/11/2009
31865 00001325 0000071694 3,081.90 8/18/2009
31865 00003263 0000071694 8,610,114 9/28/2009
31865 00004792 0000071694 1,336.62 10/2/2009
31865 00007991 0000071694 1,332.63 10/8/2009
31865 00009746 0000071694 5,760.28 10152009
31865 00011452 0000071694 11,462.49 10/22/2009
31865 00013105 0000071694 2,806.26 10/28/2009
31865 00015244 00000716594 1,979.37 11/5/2008




VSHP - East FY 2010 (Continued)

[Unit Voucher ID || Vendor ID Amount Pd Pymnt Date

31865 00016962 0000071694 14,920.21 11/17/2009
31865 00018459 0000071694 1,852.79 11/20/2009
31865 00020200 0000071694 1,796.84 12112009
31865 00020325 0000071694 7,952.87 12/7/2009
31865 00026847 0600071624 56.23 12/11/2009
31865 000632514 0000071694 4,011.63 12/23/2009

168,395,648.82

31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865
31865

00046958
00051834
00051835
00054508
00058271
00062493
00068933
00068934
00067108
00071794
00076292
00081232
00085544
00087408
00087409
00085610
00090186
00094559

0000071694
0000071694
0003071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
500007 1694
0000071694
0000071694
0000071694

58.78
50,439,367 .41
4,991,161.42
3,072.20
3.624.07
570.17
65,321,692.28
4,561,296.32
24,585.83
10,228.97
5,264.18
41.01
864,869.64
51,810,796.04
4,765,090.22
519.61
2,160.33
145.82
182,804,544.30

1/6/2010
11812010
1/8/2010
1/16/2010
1/25/2010
21172010
21612010
21512010
2/5/2010
2/12/2010
211972010
2/26/2010
3/3/2010
3/5/2010
3/5/2010
3/5/2010
3/12/2010
3/19/2010

31865
31865
31865
31865
31865
31865
31865
31865
31865
31865

00105524
00105525
00126046
00126047
00128045
00137426
00141647
00143234
00143235
00145659

0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
0000071694
000007 1694
0000071624

51,852,461.86
4,801,093.49
52,612,221.11
4,883,681.97
60.28
10,046.71
349.84
51,850,828.28
4,692,661.66
63,425.12

4/2/2010
4/212010
5712010
57/2010
5/11/2010
5128/2010
6/4/2010
6/4/2010
6/4/2010
6/11/2010



VSHP - East FY 2010 (Continued)

Unit Voucher ID || Vendor ID Amount Pd |__Pymnt Date
31865 00149704 0000071694 111,74 6/18/2010
31865 00154054 0000071694 21,359.43 6/28/2010

170,788,301.29

FY 2010 TOTAL $712,601,467.16
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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

COMMISSIONER OF FINANCE & ADMINISTRATION

Request Tracking # 31866-00053

Procuring Agency Department of Finance and Administration
Bureau of TennCare

Contractor Volunteer State Health Plan

Contract # FA-08-24983-00

Proposed Amendment # 9

Edison ID # 29621

Contract Begin Date May 19, 2008
Current Contract End Date June 30, 2013

— with ALL oplions to extend exercised

Proposed Contract End Date
- with ALL options to extend exercised June 30, 2013

Current Maximum Contract Cost
— with ALL options to extend exercised $3,764,299,075.00

Proposed Maximum Contract Cost
- with ALL options fo extend exercised $3,764,299,075.00

Office for Information Resources Endorsement .
- information technology service {N/A to THDA) X Not Applicable [ ] Attached

eHealth Initiative Support .
— health-related professional, pharmaceutical, faboratory, or imaging service X Not Applicable D Attached

Human Resources Support .
— state employee training service X Not Applicabie D Attached

Explanation Need for the Proposed Amendment

This competitively procured contract provides medical and behavioral health services to TennCare
enrofiees. 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

10f3




8-16-10 REQUEST-NON-AMEND

Request Tracking # 31866-00053

Maintenance of Effort (MOE) requirements included in the Affordabte Care Act. Since that time, CMS and
the State have identified a strategy that allows the State to imptement CHOICES Group 3 and be in
compliance with the MOE requirements until they expire on January 1, 2014; (2) language to clarify that
QM/QI reporting must be specific to TennCare and not combined with ather state or commercial
programs; (3) Program Integrity tanguage to clarify Pl investigators be designated by plan; (4) SSA Data
Security language added in accordance with cur agreement with SSA, and (5) Subcontract termination
requirements added to provide an MCQ with an avenue to discontinue an agreement with @ company
when it is in the best interest of TennCare and its enrollees. No additional funding is required relative to

this amendment.

Name & Address of the Contractor's Principal Owner{s) - NOT required for a TN state sducation institution

Scolt Pierce

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

801 Pine Street

Chattancoga, Tennessee 37402-2555

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

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

Justification — specifically explain why non-competitive negotiation is in the bast interest of the state

This competitively procured contract is being amended to provide 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 fo the Maintenance of Effort (MOE) requirements inciuded 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 until they expire on January 1, 2014; (2) language to
clarify that QM/Q! reporting must be specific to TennCare and not combined with other state or
commercial programs; (3) Program integrity language to clarify P! Investigators be designated by plan; (4)
S8A 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. All 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.

20f3



8-16-10 REQUEST-NON-AMEND

Request Tracking # 31866-000563

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

M)’lf") MQ !/1 rg (4( Ly /Z.w /l F
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CONTRACT SUMMARY SHEET

021908 |

RF8# Edison # Contract # T
31866- 00053 29621 FA-08-24983-09

State Agancy - State Agency Division 7
Department of Finance and Administration Bureau of TennCare

Contractor Neme Contractor ID # (FEIN or S$8N) ~
Voluniteer State Health Plan [71¢- or [X] V- | Edison Vendor #0000071694

Service Description

Provision of Physicai and Behavioral Heaith Services to TennCare

Enrollees in East Tennessee Region

Contract Begin Date Contract End Date SUBRECIPIENT or VENDOR? CFDA
May 19, 2008 June 30, 2013 Subrecipient 93778 Dot of Healih & Human
Mark Each TRUE Statement
D Contractor Is on STARS ' [:] Contractor's Form W-9 is on file in Accounts
Aliotment Code Cost Conter Object Code Fund Funding Grant Cods Funding Subgrant Code _

318.66 ‘ 11
FY 1 Btate Federal interdepartmental TOTAL Contract Amount
2008 0.00
2009 $105,877.534.00 $189,358,466.00 $296,236,000.00
2010 $147.116,100.00 $443,355,900.00 $590,472,000.00

$885,772,000.00

2011 $261,568,472.00 $624,203,528.00
2012 $331,485,262.00 $650,198,813.00 $981,684,075.00
2013 $341,905,180.00 $669,229,811.00 $1.011,135,000.00

$1,187,952,557.00

$

2,576,346,518,00

$3,764,299,075.00

Stata Agency Fiscal Contact & Telephons #

e YO bt uibcocacmrtem
T L PSR r P Sldnibirenpar et

Casey Dungan
310 Great Circle Road

Contractor Ownership

8/30/2013

8/36/2013

FA0824983- 09

[ Nashville, TN 37243
(615) 507-6482
I . _ State Agancy Budget-OMcer Approvel
[ 2000 $295.236,000.00 0.00 / ’Q 4‘2
2010 $500,472,000.00 0.00
2011 $885,772,000,00. opof ;mmbytmag%m&mwm“u
\ ahﬂmahmmﬁaﬁmfrmmmmmmmhmmwm
l 2012 5981 .684,0758.00 0.00 § paid that is not otherwise encumbarad to pay obligatiorts previously incured)
2013 $1.011,135,000.00 0.00
TOTAL: | $3,784,209,075.00 | $0.00

{vompiate for ALL bese contracts-— N/A to amendmenis or dahgated aubrition)

D Asian

D African American

D Person
D Female

wi Disability

D Hispanic

D Native American

D Small Business
X nor MinorityDisadantaged I:f Other

D Governmant

Contractor Selection Mathod (complete for ALL base contracts— N/A lo amendments or

delaguied suthories)

X ree

D Non-Competitive Negotiation *

D Compstitive Negotiation *
D Negotiation w/ Government (D, GG, GU)

D Altarnative Competitive Method *

* Procurement Process Summary (complete for selection by Non-Competitive Negotiation, Compstitive

Negotiation, OR Altsimativa Method)




AMENDMENT NUMBER 9
EAST GRAND REGION
CONTRACTOR RISK AGREEMENT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
VOLUNTEER STATE HEALTH PLAN, INC.,
d.b.a. BLUECARE
CONTRACT NUMBER: FA- 08-24983-00

For and in consideration of the mutual promises herein contained and other good and valuable
consideration, the receipt and sufficiency of which is hereby acknowledged, the 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” or “State” and Volunteer State Health Plan, Inc.,
hereinafter referred to as “the CONTRACTOR™ as specificd 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.

Scction 1 shall be amended by deleting and replacing the following definitions:

At-Risk — As it relates to the CHOICES program, $S] eligible adults age sixty-five (65) and older or age
twenty-one (21) or older with physical disabilities, who do not meet the established level of care criteria
for nursing facility services, but have a lesser number or level of functional deficits in activities of daily
living as defined in TennCare rules and regulations, such that, in the absence of the provision of a
moderate level of home and community based services, the individual's condition and/or ability to
continue living in the community wilt likely deteriorate, resulting in the need for more expensive
institutional placement. As it relates to Interim CHOICES Group 3, open for enroliment only between
July 1, 2012 and December 31, 2013, "at'risk" is defined as adults age sixty-five (65) and older or age
twenty-one (21) or older with physical disabilities who receive $ST or meet Nursing Financial eligibility
criteria, and also meet the Nursing Facility level of care in effect on June 30, 2012,

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

I. Groupl
Medicaid enrollees of all ages who are receiving Medicaid-reimbursed care in a nursing facility.

2. Group 2
Persons age sixty-five (65) and older and adults age twenty-one (21) and older with physical

disabilities who meet the nursing facility level of care, who qualify for TennCare cither as $SI
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.



Amendment 9 {cont,)

3. Group3
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.

4. Interim Group 3 (open for new enrollment only between July 1, 2012, through December 31, 2013)
Persons age 65 and older and aduits age 21 and older with physical disabilities who qualify for
TennCare as SSI eligibles or as members of MOE Demonstration Group and who meet the NF LOC
criteria in place as of Jume 30, 2012. There is no emrollment target on Interim Group 3.

All requirements set forth is this agreement regarding Group 3 members are applicable to Interim Group 3
metnbers, except as explicitly stated otherwise, Interim Group 3 members are not subject to an

enrollment target,

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

Cost Neutrality Cap ~ The requirement that the cost of providing care to a member in CHOICES Group 2,
including CHOICES HCBS and Medicaid reimbursed home health and private duty nursing, shall not
exceed the cost of providing nursing facility services to the member, as determined in accordance with
TennCare policy. A member's individual cost neutrality cap 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 application.

Eligible CHOICES HCBS - Attendant care, personal care, in-home respite, companion care services
and/or any other CHOICES HCBS specifted in TennCare rules and regulations as eligible for consumer

direction for which a CHOICES member is determined to need and clects to direct and manage (or have a
representative direct and manage) certain aspects of the provision of such services - primarily the hiring,
firing and day-to-day supervision of consumer-directed workers delivering the needed service(s). Eligible
CHOICES HCBS do not include home health or private duty nursing services,
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Eligible Individual — With respect to Tennessee’s Money Follows the Person Rebalancing Demonstration

(MFP) and pursuant to Section 6071()(2) of the Deficit Reduction Act of 2005 (DRA), (Pub. L. 109-171
(8. 1932)) (Feb. 8, 2006) as amended by Section 2403 of the Patient Protection and Afflordable Care Act
of 2010 (ACA), (Pub. L. 111-148) (May 1, 2010), the State’s approved MFP 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:

I.

Reside in a Nursing Facility (NF) or an Intermediate Care Facility for persons with Mental
Retardation (ICF/MR} and have resided for a period of not less than nincty (90) consecutive days in a
Qualified Institution.

a. Inpatient days in an institution for mental diseases (IMDs) which includes Psychiatric Hospitals
and Psychiatric Residential Treatment Facilities (PRTF) may be counted only to the extent that
Medicaid reimbursement is available under the State Medicaid plan for services provided by such
institution. Medicaid payments may only be applied to persons in IMDs who are over 65 or under
21 years of age.

b. Any days that an individual resides in a Medicare certified Skilled Nursing Facility (SNF) on the
basis of having been admitted solely for purposes of receiving post-hospital short-term
rehabilitative services covered by Medicare shall nol be counted for purposes of meeting the
ninety {90)-day minimum stay in a Qualified Institution established under ACA.

c. Short-term continuous care in a nursing facility, to 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 rehabilitation facility services reimbursed by the
CONTRACTOR (i.e., not covered by Medicare) as a cost-effective alternative (see Section 2.6.5)
and provided in a Qualified Institution shall be counted for purposes of meeting the ninety (90)
day minimum stay in a Qualified Institution established under ACA.

Be eligibie for and receive Medicaid benefits for inpatient services furnished by the nursing facility or
ICF/MR for at least one (1) day. For purposes of this Agreement, an Eligible Individual must reside
in a nursing facility and be enrolled in CHOICES Group 1 for a minimum of one (1) day and must be
eligible to enroll and transition seamlessly into CHOICES Group 2 or CHOICES Group 3 (without
delay or interruption).

Meet nursing facility or ICF/MR 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 or meet at-
risk level of care such that, in the absence of the provision of a moderate level of home and
community based services, the individual’s condition and/or ability to live in the community will
likely deteriorate and result in the need for institutional placement,
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Home and Community-Based Services (HCBS) - Services that are provided pursuant fo a Section

1915(c) waiver or the CHOICES program as an alternative to long-lerm care inslitutional services in a
nursing facility or an lntermediate Care Facility for the Mentally Retarded (ICF/MR) or to delay or
prevent placement in a nursing facility. HCBS may also include optional or mandatory services that are
covered by Tennessee’s Title XIX state plan or under the TennCare demonstration for all eligible
enroliees, including home health or private duty nursing. However, only CHOICES HCBS are eligible
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 TemnCare
demonstration for all eligible enrollecs, although such services are subject to estate recovery and shall be
counted for purposes of determining whether a CHOICES member’s nceds can be safely met in the

community within his or her individual cost neutrality cap.

Long-Term Care (LTC)- The services of a nursing facility (NF), an Intermediate Care Facility for the
Mentally Retarded (ICF/MR), or Home and Community-Based Services (HCBS). These services may

also be called Long-Term Services and Supports (LTSS).

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

and/or adult day care,

Qualified Institution — With respect to Tennessee’s MFP Rebalancing Demonstration, and pursuant to
Section 6071(b)(3) of the DRA, a hospital, nursing {acility, or [CF/MR.

. An institution for mental diseases (IMDs) which includes Psychiatric Hospitals and Psychiatric
Residential Treatment Facilities (PRTF) shall be a Qualified Institution only to the extent that
Medicaid reimbursement is available under the State Medicaid plan for services provided by such
institution. Medicaid payments may only be applied to persons in IMDs who are over 65 or under 21

years of age.

2. Any days that an individual resides in a Medicare certified Skilled Nursing Facility (SNF) on the
basis 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 in a Qualified Institution established under the Affordable Care Act.

TENNCARE PreAdmission Evaluation System (TPAES) ~ A_component of the State’s Medicaid
Management Information System and the sysiem of record for all PreAdmission Evaluation (i.e., level of
care) submissions and level of care determinations, as well as enrollments into and transitions between
LTC programs, including CHOICES and the State’s MFP Rebalancing Demonstration (MFP), and which
shall also be used to gather data required to comply with tracking and reporting requirements pertaining to

MFP.
Tennessee Department of Mental Health and Substance Ahuse Services (TDMHSAS) — The state agency
having the authority to provide care for persons with mental illness, substance abuse, and/or developmental

disabilities.
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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-cifective alternative to
continued institutional care for a CHOICES Group | member in order to facilitate transition from a
nursing facility to the community when such member will, upon transition to CHOICES Group 2, receive
more cost-effective non-residential home and cominunity 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 furnifure, and essential basic household items, such as towels, linens,
and dishes. A Transition Allowance shall not be provided to members that no longer meet nursing facility
level of care and are transitioning to CHOICES Group 3.

Section 1 shall be amended by adding the following new definitions:

Maintenance of Effort (MOE) — Provisions in the American Recovery and Reinvestment Act (ARRA)
(Pub. L. 111-5) (Feb. 17, 2009) and the Affordable Care Act (ACA) to ensure that States’ coverage for
adults under the Medicaid program remains in place and that “eligibility standards, methodoiogies, and
procedures” are not more restrictive than those in place as of July 1, 2008 for purposes of the ARRA and
March 23, 2010, for purposes of the ACA pending the establishment of specific provisions of ACA (i.e., a
fully operational Exchange) on January 1, 2014.

MOE Demonstration Group —~ Individuals who are age 65 and older and adults age 21 and older with
disabilities who (1) meet nursing home financial eligibility, (2} do not meet the nursing facility level of
care criteria in place on July I, 2012; and (3) in the absence of TennCare CHOICES services, are “at risk”
of institutionalization. The MOE Demonstration Group is open only between July 1, 2012, through
December 31, 2013, Individuals enrclled in the MOE Demonstration Group as of December 31, 2013,
may continue to qualify in this group after December 31, 2013, so long as they (1) continue to meet
Nursing Facility financial eligibility and the LOC criteria in place when they enrolled; and (2) remain
continuously enrolied in the MOE Demonstration Group and in CHOICES 3.

Section 2.6.1.5.2.5 shall be amended by adding the phrase “but excluding Interim Group 3,” in the
first sentence immediately following “3,”,

2.6.1.5.2.5 For Groups 2 and 3, but excluding Interim Group 3, if there is an enrollment target,
TENNCARE determines that the enrollment target has not been met or, for Group 2,
approves the CONTRACTOR s request to provide CHOICES HCBS as a cost effective
alternative (see Section 2.6.5). Enrollees transitioning from a nursing facility to the
commumity will not be subject to the enrollment target for Group 2 but must meet
categorical and financial eligibility for Group 2.
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Section 2.6.1.5.3 and 2.6.1.5.4 shall be deleted and replaced as follows:

2.6.1.5.3

26.1.54

For persons determined to be eligible for enrollment in Group 2 as a result of Immediate
Eligibility (as defined in Section 1 of this Agreement), the CONTRACTOR shall provide
a limited package of CHOICES HCBS (personal care, attendant care, home-delivered
meals, PERS, adult day care, and/or any other services as specified in TennCare rules and
regulations) as identified through a needs assessment and specified in the plan of care.
Upon notice that the State has determined that the member meets categorical and
tinancial eligibility for TennCare CHOICES, the CONTRACTOR shall authorize
additional services in accordance with Section 2.9.6.2.5. For members residing in a
community-based residential alternative at the time of CHOICES enrollment,
authorization for community-based residential alternative services shall be retroactive to
the member’s effective date of CHOICES enrollment.

The following long-term care services are available to CHOICES members, per Group,
when the services have been determined medically necessary by the CONTRACTOR.

- Service and Benefit Limit -

L Group 2l Group 3
Nursing facility care X Short-term Short-term
only (up to 90 only
days) {up to 90 days)
Community-based residential X
alternatives
Personal care visits (up to 2 X X

visits per day at intervals of no
less than 4 hours between visits)

Attendant care (up to 1080 X X
hours per calendar year, up to
1400 hours per full calendar
year only for persons who
require covered assistance with
household chores or errands in
addition to hands-on assistance
with self-care tasks)

Home-delivered meals {up to 1 X
meal per day)

>
bad

Personal Emergency Respounse
Systems (PERS)

>

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

In-home respite care {up io 216
hours per calendar year)

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

o3 B B

o] I -

Assistive technology {up to
$900 per calendar year)
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* Service and Benefit Limit. |

Minor home maodifications (up
to $6,000 per project; $10,000
per calendar year; and $20,000
per lifetime)

Pest control (up to 9 units per X X
calendar year)

S, Section 2.6.5.2.5 shall be deleted and replaced as follows:

2.6.5.2.5

For CHOICES Group | members transitioning from a nursing facility to Group 2, a one-
time transition allowance, per member. The amount of the transition allowance shall not
exceed two thousand dollars (32,000) 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. A Transition Allowance shall not be provided to members that no
longer meet nursing facility level of care and are transitioning to CHOICES Group 3.

6. Section 2.6.5.3 shall be deleted and replaced as follows:

26353

If the CONTRACTOR chooses to provide cost effective alternative services o 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 HCBS, excluding minor home modifications, for members in Group 3
cxceed 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 | members who are transitioning to CHOICES Group 2, and NEMT for Groups 2

and 3.

7. Sections 2.6.7.2.2.3 shall be amended by deleting the reference to Section “2.9.6.3” and replacing it
with “2.9.6.8”.

267223

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

2.9.6.8).
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Sections 2.6.7.2.3.2 through 2.6.7.2.3.2.2 shall be deleted and replaced as follows:

267232

The CONTRACTOR shall collect patient liability from CHOICES Group 2 and Group 3
members (as applicable) who receive CHOICES HCBS in histher own home or who
receive adult day care services and from Group 2 members who receive Companion Care.

2672321 The CONTRACTOR shall use calculated patient liability amounts to offset the cost of
CHOICES Group 2 or CHOICES Group 3 benefits {or CEA services provided as an
alternative to covered CHOICES Group 2 or Group 3 benefits) reimbursed by the
CONTRACTOR for that month.

2.6.7.23.2.2  The CONTRACTOR shall not collect patient liability that ¢xceeds the cost of CHOICES
Group 2 or CHOICES Group 3 benefits (or CEA services provided as an alternative to
CHOICES Group 2 or Group 3 benefits) reimbursed by the CONTRACTOR for that
month,

Section 2.6.7.2.3.3 shall be amended by adding the phrase “or Group 3” after “If a Group 2" as

follows:

26.72.33 If a Group 2 or Group 3 member fails to pay required patient liability, pursuant to Section

2.6.1.5.8.6, the CONTRACTOR may request to no longer provide long-term care
services to the member.

The last sentence of Seetion 2.7.1.3 shall be amended by deleting the space between the word “non-

emergency”.
Sections 2.9.2.1.4.6.2 through 2.9.2,1.4.6.4 shall be deleted and replaced as follows:
2921462 Transition Group | members to CHOICES HCBS unless the member chooses to receive

2.9.2.1.4.63

29.2.14.6.4

CHOICES HCBS as an alternative to nursing facility care and is enrolled in CHOICES
Group 2 or the member meets the at-risk level of care and is enrolled in CHOICES Group
3 (see Section 2.9.6.8 for requirements regarding nursing facility to community
transition);

Admit a member in CHOICES Group 2 to a nursing facility unless the member meets the
nursing facility level of care in place at the time of admission and (1) is expected to
require short-term nursing facility services for ninety (90) days or less; (2) the member
chooses to transition to a nursing facility and enroll in Group 1, or {3) the
CONTRACTOR determines that it cannot safely and effectively meet the needs of the
member and within the member’s cost neutrality cap, and the member agrees to transition
to a nursing facility and enroll in Group |;

Admit a member enrolled in CHOICES Group 3 to a nursing facility unless the member
meets the nursing facility level of care in place at the time of admission and (1) is
expected to require short-term nursing facility services for ninety (90) days or less; or (2)
the member chooses to transition to a nursing facility and enroll in Group {; or
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12.  Section 2.9.6.1.6.1 shail be deleted and replaced as follows:

29.6.1.6.1

The day of the initiating event (e.g., receipt of a referral for CHOICES screening and
intake or netification of a new CHOICES member on the outbound 834 enroliment file)
shall be the anchor date and is not to be included in the timeline computation;

13, Section 2.9.6.2.3.1 shall be deleted and replaced as follows:

2.9.6.2.3.1

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; (2) whether the applicant appears to meet level of care eligibility
for enroilment in CHOICES; and (3) for applicants seeking access to CHOICES HCBS
through enrollment in CHOICES Group 2, whether it appears that the applicant’s needs
can be safely and effectively met in the community and at a cost that does not exceed

nursing facility care.

14, Section 2.9.6.2.3.4 and 2.9.6.2.3.5 shall be deleted and replaced as follows:

296.234

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 (ie., PAE) applications and provide
assistance, as necessary, in gathering documentation needed by the State to determine
TennCarce cligibility; {(4) provide choice counseling and facilitate the selection of an
MCO by the applicant or his‘her representative; (5) for applicants seeking enroliment 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 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 liabilily which may include loss of the member’s current nursing facility or
CBRA provider or MCO, discnroliment from CHOICES, and to the extent the member’s
eligibility is dependent on receipt of long-terin 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 | PASRR screening; (8) for applicants who are seeking CHOICES
HCBS: (a) conduct a risk assessment using a tool and protocol specified by TENNCARE
and develop, as applicable, a risk agreement that shall be signed by the applicant or
hisfher representative and which shall include identified risks to the applicant, the
consequences of such risks, strategies to mitigate the identified risks, and the applicant’s
decision regarding his/her acceptance of risk; and (b} provide information regarding
consumer direction and obtain signed documentation of the applicant’s interest in
parlicipating in consumer direction; (9) for applicants who are seeking enrollment in
Group 2, identify the services that may be needed by the applicant upon enrollment in
Group 2, make a determination regarding whether the applicant’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 applicant regarding the individual cost neutrality cap,
including that a change in a member’s needs or circumstances that would result in the

9
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cost neutrality cap being exceeded or that would result in the MCQ’s inability to safely
and effectively meet a 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 care coordinator will assist with transition to a more appropriate care delivery setting;
(10) for applicants who are seeking enrollment in Group 3, identify the covered HCBS
that may be needed by the applicant upon enrollment in Group 3 and provide explanation
to the applicant regarding the fifteen thousand dollars ($15,000) expenditure cap; and
(11) for all applicants, provide infermation 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.

29.6.2.3.5 The listing of CHOICES HCBS and home health and/or private duty nursing services the
member may need shall be used by TENNCARE or its designee to determine whether
services can be provided within the member’s cost neutrality cap (applicable only for
Group 2) and may be further refined based on the CONTRACTOR’s comprehensive
needs assessment and plan of care development processes,

Section 2.9.6.2.4.3 shall be amended by adding new language to the end of the existing language as

follows:

29.62473 The CONTRACTOR shall not transition members in Group 1 to CHOICES HCBS unless

the member chooses to receive CHOICES HCBS as an allernative to nursing facility and
is enrolled in Group 2 or a member enrolled in CHOICES on or after July 1, 2012 no
longer meets nursing facility level of care but does meet the at-risk level of care and is
enrolled in Group 3.

Section 2.9.6.2.5.3 shall be amended by adding the phrase “in Group 2” after the word “enrolled”
in the first sentence.

2.9.6.2.5.3

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 enrolhment 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, except in the case of
members enrolled in Group 2 on the basis of Immediate Eligibility in which case only the
limited package of CHOICES HCBS shall be authorized and initiated. Members enrolled
on the basis of Immediate Eligibility shall have access only to a limited package of
CHOICES HCBS (see Section 2.6.1.5.3) pending determination of categorical and
financial eligibility for TennCare CHOICES, however all needed services shall be listed
in the plan of care, and the CONTRACTOR shall immediately revise the setvice
authorizations as necessary upon notice that the State has determined that the member
meets categorical and financial eligibility for TennCare CHOICES and initiate services
within fen (10) business days of notice.

10
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17. Sections 2.9.6.2.5.5 and 2.9.6.2.5.6 shall be delcted and replaced as follows:

2.9.6.2.55

29.6.2.5.6

The CONTRACTOR shall not admit a member enrolled in CHOICES Group 2 to a
nursing facility unless the member meets nursing facility level of care in place at the time
of admission and (1) is expected to require short-term nursing facility services for ninety
(90} days or less; (2) chooses to transition to a nursing facility and enroll in Group 1; or
(3) the CONTRACTOR determines that it cannot safely and effectively meet the needs of
a Group 2 member and at a cost that is less than the member’s cost neutrality cap and the
member agrees to transition to a nursing facility and enroll in Group 1.

The CONTRACTOR shall not admit a member enrolled in CHOICES Group 3 to a
nursing facility unless the member meets nursing facility level of care in place at the time
of admission and: (1) is expected to require short-term nursing facility services for ninety
(90) days or less; or (2) chooses to transition to a nursing facility and enroll in Group |.

18, Section 2,9.6.3.2 shali be deleted and replaced as follows:

29.63.2

As part of its identification process for members who may be eligible for CHOICES, the
CONTRACTOR may initiate a telephone screening process, using the tool and protocols
specified by TENNCARE. Such screening process shatl: (1) verify the member’s current
eligibility category based on information provided by TENNCARE in the outbound 834
enrollinent file; for persons seeking access to CHOICES HCBS through enrollment in
CHOICES Groups 2 or 3, identify whether the member meets categorical eligibility
requirements for enrollment in such group based on his‘her current eligibility category,
and if not, whether the member appears t0 meel calegorical and financial eligibility
criteria for the Institutional (i.e., CHOICES 217-Like HCBS or MOE Demonstration)
calegory; (2) detennine whether the member appears to meet level of care eligibility for
CHOICES; and (3) for members seeking access to CHOICES HCBS through enrollment
in CHOICES Group 2, determine whether it appears that the member’s needs can be
safely and effectively met in the community and at a cost that does not exceed nursing
facility care. Such telephone screening shall be conducted at the time of the initial call by
the CONTRACTOR unless the member requests that the screening be conducted at
another time, which shall be documented in writing in the CHOICES intake record.

19, Section 2.9.6.3.9 shall be deleted and replaced as follows:

29639

As part of the face-to-face intake visit, the care coordinator shall: (1) provide general
CHOICES education and information, as specified by TENNCARE, to the member and
assist i 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 {reedom 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 Hability amounts, including, as applicable, the potential consequences for non-
payment of patient liability which may include loss of the member’s curent nursing
facility or CBRA provider or MCO, disenrollment froin CHOICES, and to the extent the
member’s eligibility is dependent on receipt of long-term care services, possible loss of
eligibility for TennCarc; and (6) for members who want to receive nursing facility

11
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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 secking CHOICES HCBS, the care coordinator, shall: (a) conduct a risk
assessment using a tool and protocol specified by TENNCARE and shall develop, as
applicable, a risk agreement that shall be signed and dated by the member or his/her
representative and which shall include identified risks to the member, the consequences
of such risks, stralegies 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 (hat 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 secking enrollment in Group 3, provide explanation to the member
regarding the fifteen thousand dollar ($15,000) expenditure cap; ; and (10) for all
members, provide information regarding choice of contract providers, subject to the
provider’s availability and willingness to timely deliver services, and obtain signed
decumentation of the member’s choice of contract providers,

20. Section 2.9.6.3.14 shall be deleted and replaced as foilows:

29.6.3.14

Once completed, in the manner prescribed by TENNCARE the CONTRACTOR. shall
submit the level of care and, for members requesting CHOICES Group 2 HCUBS,
documentation, as specified by TENNCARE, to verify that the member’s needs can be
safely and effectively met in the community and within the cost neutrality cap to
TENNCARE as soon as possible but no later than {ive (5) business days of the face-to-
face visit. The CONTRACTOR shall make every effort to obtain supporting
documentation required for the level of care in a timely manner and shall document in
writing the cause of any delay in the submission of the required documentation to
TENNCARE, including the CONTRACTOR’s actions to mitigate such delay. The
CONTRACTOR shall be responsible for ensuring that the level of care is accurate and
compiete, satisfies all technical requirements specified by TENNCARE, and accurately
reflects the member’s current medical and functional status based on information
gathered, at a minimum, from the member, his or her representative, the Care
Coordinator’s direct observations, and the history and physical or other medical records
which shall be submitted with the application. The CONTRACTOR shall note in the
level of care any discrepancies between these sources of information, and shall provide
explanation regarding how the CONTRACTOR addressed such discrepancies in the level

of care.

21. Section 2.9.6.3.16 shall be deleted and replaced as folows:

29.63.16

The CONTRACTOR shall be responsible for (1) advising members who appear to meet
the nursing facility level of care that are secking access to CHOICES HCBS through
enrollment in CHOICES Group 2 when an enroliment target has been (or will soon be)
reached; (2) advising such persons that they may choosc to receive nursing facility
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22,

23.

24.

Amendment 9 (cont.}

services if CHOICES Group 2 HCBS are not imunediately available; (3) determining
whether the person wanls nursing facility services if CHOICES Group 2 HCBS are not
immediately avaitable; and (4) at the CONTRACTOR’s sole discretion, making a
determination regarding whether enroltment in Group 2 constitutes a CEA because the
immediate provision of nursing facility services will otherwise be required and
submitting appropriate documentation to TENNCARE if there is a wailing list for
CHOICES Group 2 but the CONTRACTOR chooses Lo enroll a member in Group 2 as a
CEA (see Section 2.9.6.3.15.1).

Section 2.9.6.3.20 shall be deleted and repiaced as follows:

2.9.63.20

For the CONTRACTOR s current members enrolled into CHOICES Group 2 or Group 3,
the member's Care Coordinator shall within ten (10) business days of notice of the
member's enrollment in CHOICES Group 2 or Group 3, authorize and initiate CHOICES
HCBS.

Section 2.9.6.3.20.3 shall be deleted and replaced as follows:

2.9.63.203

The CONTRACTOR shall provide at least verbal notice to the member prior to initiation
of CHOICES HCBS identified in the plan of care regarding any change in providers
selected by the member for cach CHOICES HCBS; including the reason such change has
been made. If the CONTRACTOR is unable to place a CHOICES Group ! or 2 member
in the nursing facility or community-based residential alternative setting requested by the
member, the care coordinator shall meet with the member and his/her representative to
discuss the reasons why the member cannot be placed with the requested facility and the
available options and identify an alternative facility,

Sections 2.9.6.3.20.7 through 2.9.6.3.20.9 shall be deleted and replaced as follows:

2.9.63.20.7

2.9.6.3.20.8

2963209

The CONTRACTOR shall not divert or transition members in CHOICES Group 1 to
CHOICES HCBS unless the member chooses to receive CHOICES HCBS as an
alternative to nursing facility and is enrolled in Group 2 or a member enrolled in
CHOICES on or after July 1, 2012 no longer meets nursing facility level of care bul does
meet the at-risk level of care and is enrolled in Group 3.

The CONTRACTOR shall not admit 2 member enrolled in CHOICES Group 2 (o a
nursing facility unless the member meets the nursing facility level of care in place at the
time of admission and : (1) is expected to require a short-fern nussing facility care stay
for ninety (%0) days or less; (2) chooses to transition to a nursing facility and enroll in
Group 1; or (3) the CONTRACTOR determines that it cannot safety and effectively meet
the needs of the member and at a cost that is less than the member’s cost neutrality cap
and the member agrees to transition to a nursing facility and enroll in Group 1.

The CONTRACTOR shall not admit a member enrolled in CHOICES Group 3 to a
nursing facility unless the member meets the nursing facility Ievel of care in place at the
time of admission and: (1) is expected to require short-term nursing facility services for
ninety (90) days or less; or (2) chooses to transition to a nursing facility and enroll in
Group 1.



25.

206.

Amendment 9 (cont.)

Section 2.9.6.4.3.2 shall be amended by deleting the reference to Section “2.9,6.3.19” and replacing
it with “2.9.6.3.20".

296432 For CHOICES members who, upon enrollment in CHOICES, are not receiving services
in a nursing facility or a community-based residential alternative setting, the
CONTRACTOR shall assign a specific care coordinator and shall advise the member of
the name of his/her care coordinator and provide contact information prior lo the
initiation of services (see Section 2.9.6.2.5.3 and 2.9.6.3.20), but no more than ten {10)
calendar days following CHOICES enrollment.

Section 2.9.6.6.2.4 shali be amended by adding the phrase “in CHOICES Group 2 in items (4) and
(5) as follows:

29.6.6.24 The plan of care developed for CHOICES members in Groups 2 and 3 prior to inifiation
of CHOICES HCBS shall at a minimum include: (1) pertinent demographic information
regarding the member including the name and contact information of any representative
and a list of other persons authorized by the member to have access to health care
{(including 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, except in the case of persons enrolled in CHOICES Group 2 on the
basis of Immediate Eligibility who shall have access to services beyond the limited
package of CHOICES HCBS (see Section 2.6.1.5.3) only upon determination of
categorical and financial eligibility for TennCare; (5) CHOICES HCBS that will be
authorized by the CONTRACTOR, including the amount, frequency, duration, and scope
(tasks and functions to be performed) of each service to be provided, and the schedule at
which such care is needed, as applicable; members enrolled in CHOICES Group 2 on the
basis of linmediate Eligibility shall have access only to a limited package of CHOICES
HCBS (see Section 2.6.1.5.3) pending determination of categorical and financial
eligibility for TennCare CHOICES however all identified needed services shall be listed
in the plan of care; {6) a detailed back-up plan for situations when regularly scheduled
HCBS providers are unavailable or do not arrive as scheduled; the back-up plan may
include paid and unpaid supports and shall include the names and telephone numbers of
persons and agencies to contact and the services provided by listed confacts; 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
miner home modifications.
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Amendment 9 (conl.)

Section 2.9.6.8 shall be deleted and replaced as follows:

2968

2.9.68.1

2.9.6.8.1.1

2.9.68.1.2

29682

29683

29684

2.9.6.8.5

Nursing Facility-to-Community Transition

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

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

[dentification through the care coordination process, including but not limited to:
assessments, information gathered from nursing facility stafl, participation in Grand
Rounds (as defined in Section 1) or review and assessment of members whose nursing
facility level of care is ending and who appear to meet the at-risk level of care for Group
3.2.9.6.8.1.3 Review and analysis of members identified by TENNCARE based on
Minimum Data Set (MDS) data from nursing facilities.

Members in CHOICES Group 1 (who are residents of a nursing facility) and who are under
the age of twenty-one (21} and have requested to transition home will be provided
coordination of care by the CONTRACTOR’s CHOICES and MCO Case Management staff

(see Section 2,9.5.4.1).

Notwithstanding the nursing facility-to-community transition requirements set forth in this
section (2.9.6.8)), the CONTRACTOR shall be responsible for monitoring all Group 1
members” level of care eligibility (see Scetion 2.9.6.8.1.2.) and for completing the process to
re-establish nursing facility level of care or transition to Group 3 HCBS, as appropriate, prior
lo expiration of nursing flacility level of care.

For transition referrals by or on behalf of a nursing facility resident, regardiess of referral
source, the CONTRACTOR shall ensure that within fourtcen (14) days of the referral a care
coordinator conducts an in-facility visit with the member to determine the member’s interest
in and potential ability to fransition (o the community, and provide orientation and
information to the member regarding transition activities. ‘The member’s care
coordinator/care coordination team shall document in the member’s case file that transition
was discussed with the member and indicate the member’s wishes as well as the member’s
potential for transition. The CONTRACTOR shall not require a member to transition from
Group 1 to Group 2 when the member expresses a desire to continue receiving nursing

facility services,

For identificaion by the CONTRACTOR by means other than referral or the care
coordination process of a member who may have the ability and/or desire to ransition from a
nursing facility to the community, the CONTRACTOR shall ensure that within ni