CONTRACT #16
RFS # 318.66-054
FA # 08-24984
Edison # 29584

Finance and Administration
Division of Health Care Finance
and Administration
Bureau of TennCare

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



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

BUREAU OF TENNCARE
310 Great Circle Road
NASHVILLE, TENNESSEE 37243

January 9, 2013

Lucian Geise, Director

Fiscal Review Committee

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

Attention: Ms. Leni Chick

RE: Department of Finance and Administration
Division of Health Care Finance and Administration (HCFA) Contract Amendments (7)

Dear Mr. Geise:

The Department of Finance and Administration, Division of Health Care Finance and Administration, is
submitting for consideration by the Fiscal Review Committee the following Managed Care Organization
(MCO) amendments. The MCO contracts provide medical and behavioral health services to TennCare
enrollees. The proposed amendment adds language requested by the Center for Medicare and Medicaid
Services (CMS) regarding the Primary Care Rate Bump Final Rule as required by the Affordable Care
Act. This added language better reflects the requirements set forth in 42 CFR and the Final Rule as
published by CMS.

Volunteer State Health Plan (TennCare Select) FA-02-14632-31
AMERIGROUP Tennessee, Inc. FA-07-16936-14
UnitedHealthCare Plan of the River Valley, Inc. FA-07-16937-14
UnitedHealthCare Plan of the River Valley, Inc FA-08-24979-11
(West Region)
Volunteer State Health Plan FA-08-24978-11
(West Region)
UnitedHealthCare Plan of the River Valley, Inc. FA-08-24984-11
(East Region)
Volunteer State Health Plan FA-08-24983-11
(East Region)

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

LI

Casey Dungan
Chief Financial Offlcer

Sincerely

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



Supplemental Documentation Required for

- Fiscal Review Committee

*Contact
* .
Contact Name: | ouq00 Dungan Phone: | 615-507-6482
*Qriginal Contract | FA-08-24984-00 *Original RFS | 318.66-054-08
Number: Number:
. Edison RFS
Ed tract
Numbeﬁ?:; f 02 Z?lc ) 29584 Number: (if | N/A
) PpRCadee applicable)
*QOriginal Contract *Current End
Begin Date: | May 19, 2008 Date: | June 30, 2014
Current Request Amendment Number: | 11
Gf applicable)
Proposed Amendment Effective Date: | March 15, 2013
(if applicable)
*Department Submitting: | Department of Finance & Administration

*PDivision:

Bureau of TennCare

*Date Submitted:

January 11, 2013

*Submitted Within Sixty (60) days: | Yes

If not, explain: | NA

UnitedHealthCare Plan of the River

% .
Contract Vendor Name: Valley. Inc. (East Region)

*Current Maximum Liability: | $4.413,522.,400.00

*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 FY

$ 295,236,000 $590,472,000 | $ 787,372,000 $828,249,299 $956,096,600 | §

*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

$ 208,089,186.00 | $ 485,747,585.61 | $901,212,823.91 | $804,764,212.37 $443,790,5682.63 | $

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

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

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

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

IF Contract Expenditures exceeded

Contract Allocation, please give the N/A




Supplemental Documentation Required for

Fiscal Review Committee

reasons and explain how funding
was acquired to pay the overage:

*Contract
Funding | State: $1,418,327,324.00 Federal: $2,995,195,076.00
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 1, 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.

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 1, 2012

Added requirements for the Contractor regarding the
implementation and operation of CHOICES Group 3,
language to clarify that QM/QI reporting must be specific to
TennCare and not combined with other state or commercial
programs, Program Integrity language to clarify PI
Investigators be designated by plan, SSA Data Security
language added in accordance with our agreement with
SSA, and Subcontract termination requirements added to
provide an MCO with an avenue to discontinue an




Supplemental Documentation Required for
Fiscal Review Committee

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 Updated language revisions, term extension, and funding
for FY *14.

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.
(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 021908
RFS # Edison # Contract #
31866-00054 29584 FA-08-24984-10
State Agency State Agency Division =
Department of Finance and Administration Bureau of TennCare
 Contractor Name Contractor ID # (FEIN or SSN)
UnitedHealthCarePlén of the River Valley, Inc. D C~ or @ h Edison Vendor #0000021792
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 93.778 Dant of rlealin & Human
| Mark Each TRUE Statement ‘ '
D Contractor is on STARS D Contractor’s Form W-9 is on file in Accounts
AllotmentCode | CostCenter | ObjectCode Fund Funding Gran | 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 $232,510,952.00 $554,861,048.00 $787,372,000.00
2012 $279,674,907.00 $548,574,293.00 $828,249,200.00
2013 $323,294,504.00 $632,802,096.00 $956,086,600.00
2014 $329,863,327.00 $626,243,273.00 $956,096,600.00
TOTAL: $1,418,327,324. OO $2,995,195,076.00 $4,413,522,400.00

— COMPLETE FOR mmm ONLY —

State Agency Fiscal Contact & Telephone #

Casey Dungan

310 Great Circle Road
§ Nashville, TN 137243

1 (615)507-6482

Base Contract &
Prior Amendments

JHIS Amendment
ONLY

FY

0.00 0.00 |

State Agency Budget Officer Approval

.00
0.00 |

$265,236,000.00
$580,472,000.00

$787,372,000.00
$828,249,200.00

0.00 §
0.00

000

$956,096 600.00

$956.006,600.00

$3,457,425,800.00 $856,086,600.00
6/30/2013 6/30/2014

Contractor Ownership (complete for ALL base contracts— NJA to amendments or del

[:] African American D Person w/ Disability D Hispanic
D Asian [_—_] Female D Native American

D Small Business
[X] NOT Minority/Disadvantaged [ ] other

D Government

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

[_—__| Competitive Negotiation *
D Negotiation w/ Government (ID, GG, GU)

X rep

[:] Non-Competitive Negotiation *

D Alternative Competitive Method *

D Other *

* Procurement Process Summary (complete for selection by Non-Competitive Negotiation, Competitive N

ation, OR Altemative M‘mﬂ ,’




UnitedHealthCare Plan (Americhoice) - East

FY 2010

Pre-Edison Payments:

31865
31865
31865
31865
31865
31865

00051200
00051203
00068250
00068253
00086761
00086764

0000021799
0000021799
0000021799
0000021799
0000021799
0000021799

113,779,727.17

35,759,344.18
3,0565,637.44
46,818,654.92
2,857,036.76
37,188,364.64
3,252,427.73
128,931,365.67

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

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

RA 100650628 6/29/2009 100650628 37,241,817.68 37,241,817.68
RA100650631 16/29/2009 100650631 2,536,464.62 2,536,464.62
RA100686181 8/4/2009 100686181 36,278,717.70 36,278,717.70
RA100686184 |8/4/2009 100686184 4,005,759.63 4,005,759.63
RAT100714795 19/1/2009 100714795 2,987,309.94 2,987,309.94
RA100714792 |9/1/2009 100714792 35,123,273.75 35,123,273.75

9,529,534.19 108,643,809.13 118,173,343.32

Edison Payments:

[lunit Voucher ID  [[Vendor ID Amount Pd [[Pymnt Date I
31865 00006782 0000021799 34,796,230.85 10/5/2009
31865 00006785 0000021799 2,862,044.23 10/5/2009
31865 00015653 0000021799 35,378,711.75 11/6/2009
31865 00015656 0000021799 2,861,559.60 11/6/2009
31865 00022038 0000021799 34,926,556.05 12/7/2009
31865 00022041 0000021799 2,954,624.69 12/7/2009




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

"Unit Voucher ID Vendor 1D Amount Pd Pymnt Date ”
31865 00104915 0000021799 37,598,852.04 4/2/2010
31865 00104918 0000021799 3,305,002.78 4/2/2010
31865 00125593 0000021799 39,138,729.08 5/7/2010
31865 00125596 0000021799 3,372,421.89 5/7/2010
31865 00142687 0000021799 38,205,430.83 6/4/2010
31865 00142690 0000021799 3,242,712.83 6/4/2010

FY 2010 TOTAL

124,863,149.45

$485,747,585.61



UnitedHealthCare Plan (Americhoice) - East

FY 2011
flunit Voucher ID || Vendor ID Amount Pd Pymnt Date |
31865 00158199 0000021799 37,942,841.65 7/2/12010
31865 00158202 0000021799 3,296,216.14 7/2/2010
31865 00173114 0000021799 60,783,673.36 8/6/2010
31865 00173117 0000021799 3,312,019.94 8/6/2010
31865 00186272 0000021799 62,849,295.17 9/3/2010
31865 00186275 0000021799 3,193,163.06 9/3/2010

171,377,209.32

31865
31865
31865
31865
31865
31865
31865
31865
31865
31865

00199535
00199538
00209568
00209569
00217253
00217256
00230052
00230055
00243063
00243066

0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799

81,137,598.71

1,920,796.94
7,585,189.58
259,930.00

67,910,429.31

3,097,333.39

67,722,982.97

3,106,589.63

67,590,159.24

3,099,374.95

303,430,384.72

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

31865
31865
31865
31865

00260936
00260939
00277665
00277668

0000021799
0000021799
0000021799
0000021799

69,145,763.15
2,944,094.56
70,458,249.65
2,671,827.60
145,219,934.96

2/2/2011
2/2/2011
3/4/2011
3/4/2011




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

lunit Voucher ID || Vendor ID || Amount Pd Pymnt Date |
31865 00297107 0000021799 61,520,373.06 4/1/2011
31865 00313435 0000021799 74,208,748.03 5612011
31865 00313438 0000021799 10,821.41 5/6/2011
31865 00327194 0000021799 72,454,5678.24 6/3/2011
31865 00327197 0000021799 5,813.38 6/3/2011
31865 00330700 0000021799 1,000.00 6/10/2011
31865 00341553 0000021799 72,983,960.79 6/30/2011

281,185,294.91

FY 2011 TOTAL $901,212,823.91




UnitedHealthCare Plan (Americhoice) - East

FY 2012
flunit Voucher ID || Vendor ID || Amount Pd | PymntDate |

31865 00357930 0000021799 73,917,507.71 8/1/2011
31865 00357933 0000021799 2,258.20 8/1/2011
31865 00373130 0000021799 76,097,520.48 9/2/2011
31865 00373133 0000021799 3,070.65 9/2/2011
31865 00362002 0000021799 (64,120.24) 8/16/2011
31865 00362003 0000021799 (13,293.33) 8/16/2011
31865 00362007 0000021799 9,309.10 8/16/2011
31865 00362009 0000021799 341,421.31 8/17/2011
31865 00362004 0000021799 (242,507.53) 8/16/2011
31865 00362010 0000021799 264,689.47 8/16/2011
31865 00362005 0000021799 29,733.10 8/16/2011
31865 00362011 0000021799 148,353.84 8/16/2011
31865 00362006 0000021799 (88,185.10) 8/16/2011
31865 00362012 0000021799 688,758.72 8/16/2011

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

00390202
00390205
00393444
00404006
00404009
00406907
00406908
00417174
00417177
00403390
00403391
00426310

0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799

151,094,516.38

67,933,020.31
553.61
1,000.00
76,576,651.97
475.46
14,177,948.94
206,176.97
68,539,913.81
204.71
(1,337.20)
3,928.83
598,006.55
228,036,543.96

10/7/12011
10/7/2011
10/14/2011
11/4/2011
11/4/2011
11/14/2011
11/14/2011
12/5/2011
12/5/2011
11/1/2011
11/1/2011
12/21/2011



UnitedHealthCare Plan (AmeriChoice) - East FY 2012 (Continued)

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

31865 101519375 0000021799 75,174,034.58 1/6/2012
31865 101547441 0000021799 61,001,622.58 2/3/2012
31865 101574347 0000021799 70,910,813.77 31212012
31865 101538871 0000021799 19,000.00 2/1/2012

207,105,470.93

31865
31865
31865
31865
31865

101608049
2012-01

101628165
101635080
101662446

0000021799
0000021799
0000021799
0000021799
0000021799

73,371,028.07
3,940.89
14,000.00
73,712,457.06
71,426,255.08
218,5627,681.10

4/5/2012
4/5/2012
4/2712012
5/4/2012
6/1/2012

FY 2012 TOTAL

$

804,764,212.37




UnitedHealthCare Plan (Americhoice) - East

FY 2013
[Unit I voucher D || Vendor D | Amount Pd | PymntDate |
31865 101696063 0000021799 72,492,163.67 7/6/2012
31865 101723400 0000021799 76,071,989.28 8/3/2012
31865 101758285 0000021799 74.669,384.59 9/7/2012

223,233,537.54

31865 00583534 0000021799 73,277,893.94 10/5/2012

31865 00590777 0000021799 74,000.00 10/19/2012

31865 00598072 0000021799 74,066,517.80 11/2/2012

31865 00615109 0000021799 73,138,633.35 12/7/2012
220,557,045.09

FY 2013 TOTAL $  443,790,582.63




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
UnitedHealthCare
EFFECTIVE July 1, 2011
Per Member
Aid Category Age Group Per Month

Medicaid (TANF & Related) Age Under 1 $ 573.78
And Age 1-13 $ 9513
Standard Spend Down Age 14 - 20 Female $ 229.79

Age 14 - 20 Male $ 13596

Age 21 - 44 Female $ 33575

Age 21 - 44 Male $ 22992

Age 45 - 64 $ 39247

Age 65 + $ 49282
Uninsured/Uninsurable Age Under 1 $ 57226

Agel-13 $ 8281

Age 14 - 19 Female $ 131.15

Age 14 — 19 Male $ 120.21
Disabled Age<21 $ 2,650.48

Age 21 + $ 759.26
Duals/Waiver Duals All Ages $ 120.79
CHOICES Rate CHOICES Duals $ 3,867.30

CHOICES Non-Duals $ 5,163.74

74



Amendment 10

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

Medicaid (TANF & Related) Age Under 1 $ 572.10
And Age1-13 $ 94.69
Standard Spend Down Age 14 - 20 Female $ 228.38

Age 14 - 20 Male $ 135.31

Age 21 - 44 Female $ 333.65

Age 21 - 44 Male $ 228.62

Age 45 - 64 $ 390.07

Age 65 + $ 489.18
Uninsured/Uninsurable Age Under 1 $ 570.59

Agel-13 $ 82.38

Age 14 - 19 Female $ 130.31

Age 14 - 19 Male $ 119.17
Disabled Age <21 $ 2,634.14

Age 21 + $ 754.63
Duals/Waiver Duals All Ages $ 119.37
CHOICES Rate CHOICES Duals $ 3,784.91

CHOICES Non-Duals $ 5,082.26

75



Amendment 7 (cont.)

79.

80.

81.

82.

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:

83.

14. Tennessee Department of Intellectual and Developmental Disabilities (DIDD): The state
agency responsible for providing services and supports to Tennesseans with mental retardation.
DIDD is a division of the Tennessee Department of Finance and Administration.

Attachment XII shall be amended by adding a new Exhibit E as follows:

EXHIBIT E
CAPITATION RATES
EAST
UnitedHealthCare
EFFECTIVE July 1, 2011

Per Member

Aid Category Age Group Per Month
Medicaid (TANF & Related) Age Under | $ 572.26
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 4564 $ 404.31

Age 65 + $ 505.82

Uninsured/Uninsurable Age Under 1 $ 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
CHOICES Non-Duals $ 5,163.74

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 Age1-13 $ 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

Agel-13 $ 90.60

Age 14 - 19 Female $ 14698

Age 14 — 19 Male $ 13038
Disabled Age <21 $ 294985

Age 2l + $ 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 X1I shall be amended by adding a new Exhibit C and D as follows:

EXHIBIT C
CAPITATION RATES
EAST
VSHP
EFFECTIVE July 1, 2010 (Except CHOICES Rates as described below)
Per Member Per

Aid Category Age Group Month
Medicaid (TANF & Related)  Age Under 1 $ 57404
And Agel-13 $ 9706
Standard Spend Down Age 14 - 20 Female $ 23281

Age 14 - 20 Male $ 12273

Age 21 - 44 Female $ 36215

Age 21 - 44 Male $ 23861

Aged5-64 $ 41159

Age 65+ $ 51168
Uninsured/Uninsurable Age Under 1 $ 57514

Agel-13 $ 83.77

Age 14 - 19 Female $ 13563

Age 14 - 19 Male $ 11668
Disabled Age<21 $ 2,882.89

Age 21 + $ 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 | - |3 $ 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 3 404.31

Age 65 + 5 505.82

Uninsured/Uninsurable Age Under | 3 572.26
Age 1-13 $ 87.16

Age 14 - 19 Female 3 141.75

Age 14 - 19 Male $ 124.55

Disabled Age < 2] & 2.819.64
Age 21 + $ 787.73

Duals/Waiver Duals All Ages § 114.32
CHOICES Rate CHOICES Duals $ 3,867.30
] [ CHOICES Non-Buals - 5 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

Agel-13 1 $ 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 Nen-Duals To 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).

Page 354 of 355 -



Amendment Number 3 {cont.)

26.  Attachment I1I 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 areas, not to exceed 30 miles for TennCare
cnroliees 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 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 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 (see Section 2.30. 14.4)
167.  Program Integrity Exception List Report (see Section 2.30. 14.5)
168, Listof 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 X1I

Eriority Add-On

CAPITATION RATES
EAST
EFFECTIVE January 1, 2009 through June 30, 2010
L 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 $ 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
)itate Only & Judicials All Ages $468.19
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 # 31866-00054

Procuring Agency Department of Finance and Administration
Bureau of TennCare

Contractor UnitedHealthCare Plan of the River Valley, Inc.

Contract # FA-08-24984-00

Proposed Amendment # 11

Edison ID # 29584
Contract Begin Date May 19, 2008
Current Contract End Date June 30. 2014

= 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 $4,413,522,400.00

Proposed Maximum Contract Cost
— with ALL options to extend exercised $4,413,522,400.00

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 Ap plicable 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 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 Finai Rule as
published by CMS.

10f2




8-16-10 REQUEST-NON-AMEND

Request Tracking # 31866-00054

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

Richard L. Bartsh, M.D.

President

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

Moline, IL 61265

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

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

s
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CONTRACT SUMMARY SHEET

021908

RFS # Edison # Contract #
31866-00054 29584 FA-08-24984-11
State Agency ] State Agency Division

Department of Finance and Administration Bureau of TennCare

Contractor Name Contractor ID # (FEIN or SSN)

UnitedHealthCarePlan of the River Valley, Inc.

[:I C- or & V- | Edison Vendor #0000021792

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 gjﬁcfs‘/‘ﬁ?'e";(f‘x““’"a"
Mark Each TRUE Statement

[:] Contractor’s Form W-9 is on file in Accounts

[:I Contractor is on STARS

Allotment Code Cost Center Object Code Fund Fundci;r;%:;rant Funding Subgr'ant 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 $232,510,952.00 $554,861,048.00 $787,372,000.00
2012 $279,674,907.00 $548,574,293.00 $828,249,200.00
2013 $323,294,504.00 $632,802,096.00 $956,096,600.00
2014 $329,853,327.00 $626,243,273.00 $956,096,600.00
TOTAL: $1,418,327,324.00 $2,995,195,076.00 $4,413,522,400.00
— 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 § State Agency Bcher Approval -
295,236,000.00 ) g
2009 $295,236 0.00 s
2010 $590,472,000.00 0.00 '
2011 $787,372,000.00 0.00 | Funding Certification{(c&vtification, 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 $828,249,200.00 0.00 ¥ paid that is not otherwise encumbered to pay obiigations previousty incurred)
2013 $956,096,600.00 0.00
2014 $956,096,600.00 0.00
TOTAL: $4,413,522,400.00 0.00
End Date: 6/30/2014
e - —

Contractor Owne\rsh‘ip {complete for ALL base coniracts— N/A to amendments or delegated aumoﬁﬁés)

l:l Government

D African American D Person w/ Disability l:l Hispanic l:l Small Business
D Asian D Female D Native American & NOT Minority/Disadvantaged D Other

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

@ RFP D Alternative Competitive Method *

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

D Competitive Negotiation *

* Procurement Process Summary (complete for selection by Non-Competitive Negotiation, Competitive Negotiation, OR Altenative Method)




AMENDMENT NUMBER 11
EAST GRAND REGION
CONTRACTOR RISK AGREEMENT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
UNITEDHEALTHCARE PLAN OF THE RIVER VALLEY, INC.

CONTRACT NUMBER: FA- 08-24984-00

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 2.13.8 shall be deleted and replaced as follows:

2.13.8 Medicaid Payment for Primary Care

2.13.8.1

2.13.8.2

2.13.8.2.1

2.13.8.2.2

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) 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
January 1, 2013. Should retroactive payments be necessary due to the timing of the
implementation of this requirement, the CONTRACTOR shall make adjustments to
previously paid claims for the enhanced payment to eligible primary care providers without
any effort from the provider.

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 shall be sufficient to
accomplish the following:

Submit 2009 payment data on primary care services which qualify for payment under this
rule;

Assure payments made to specified primary care providers are at the minimum Medicare
primary care payment levels as required by 42 CFR 447, subpart G. This includes the
assurance that eligible providers receive direct and full benefit of the payment increase for
each of the primary care services specified in the final rule implementing this section of The
Affordable Care Act regardless of whether the provider is paid directly or through a capitated
arrangement;



Amendment 11

2.13.8.2.3 Submit any documentation to TENNCARE, sufficient to enable TENNCARE and CMS to
ensure that provider payments increase as required by 42 CFR 438.6(c)(5)(vi)(A) are made
and to adequately document expenditures eligible for 100% FFP and to support all audit or
reconciliation processes. TENNCARE shall report these data to CMS.



Amendment 11

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 March 15, 2013.

The State is not bound by this Amendment until it is signed by the contract parties and approved by appropriate
officials in accordance with applicable Tennessee laws and regulations (depending upon the specifics of this

contract, said officials may include, but are not limited to, the Commissioner of Finance and Administration, the
Commissioner of Human Resources, and the Comptroller of the Treasury).

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

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

STATE OF TENNESSEE

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

Mark Emkes Scott A. Bowers

Commissioner Chief Executive Officer, TennCare

DATE: DATE:




GENERAL ASSEMBLY OF THE STATE OF TENNESSEE
FISCAL REVIEW COMMITTEE

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

Sen. Bill Ketron, Chairman Rep. 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
Representative Curtis Johnson, Vice- Chauman
DATE: November 27, 2012
SUBJECT: Contract Comments

(Fiscal Review Committee Meeting 11/26/12)

RFS# 318.66-054 (Edison # 29584)

Department: Finance & Administration

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

Summary: The vendor is responsible for medical and behavioral health
services to TennCare enrollees in East Tennessee. The proposed
amendment provides critical updates and clarifications to ensure
optimal performance; updates capitation rates; increases maximum
liability by $956,096,600; and extends current contract one year.
Current maximum liability: $3,457,425,800

Proposed maximum liability: $4,413,522,400

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

cc: The Honorable Darin Gordon, Deputy Commissioner



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

BUREAU OF TENNCARE
310 Great Circle Road
NASHVILLE, TENNESSEE 37243

October 31, 2012

Lucian Geise, Director

Fiscal Review Committee

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

Attention: Ms. Leni Chick

RE: Department of Finance and Administration
Division of Health Care Finance and Administration (HCFA)
Contract Amendments (12)

Dear Mr. Geise:

The Department of Finance and Administration, Division of Health Care Finance and
Administration, is submitting for consideration by the Fiscal Review Committee the following
Managed Care Organization (MCO) amendments. The MCO contracts provide medical and
behavioral health services to TennCare enrollees. The proposed amendments provide the
following updates: (1) Replaces Disease Management requirements with Population Health
requirements; (2) Clarification regarding the implementation of CHOICES 3 requirements; (3)
Clarification language as requested by CMS regarding TPL and PETI; (4) Includes requirement to
support CMS required PCP rate increase for 2013/2014; (5) Includes requirement to participate in
and implement initiatives to capture Pre-natal and Post-natal visit data; (6) Coordination
requirements for MCOs regarding DSNPs; (7) Updates the transportation requirements to reflect
current reporting needs and support audit efforts; (8) Updates contract to include current
capitation rates, (9) extends contract term for East/West Regions and VSHP Select, and (10)
provides funding for FY '14.

Volunteer State Health Plan (TennCare Select) FA-02-14632-30
AMERIGROUP Tennessee, Inc. FA-07-16936-13
UnitedHealthCare Plan of the River Valley, Inc. FA-07-16937-13
UnitedHealthCare Plan of the River Valley, Inc FA-08-24979-10
(West Region)

Volunteer State Health Plan FA-08-24978-10
(West Region)

UnitedHealthCare Plan of the River Valley, Inc. FA-08-24984-09
(East Region)

Volunteer State Health Plan FA-08-24983-09

(East Region)



Lucian Geise, Director
October 31, 2012
Page 2

Additionally, we are submitting for consideration amendment #1 to the existing competitively
procured contract with QSource, the competitively procured contractor for the provision of
TennCare’s External Quality Review. This amendment, pursuant to RFP and contract language,
provides for term extension and extension funding based on competitive rates submitted in the
Cost Proposal. Additional CHOICES scope of work and monthly rates are being added to the
contract to provide an annual CHOICES survey and corresponding written evaluations regarding
CHOICES member participation and satisfaction.

The following contract amendments are being submitted for the HCFA Cover Tennessee
Program for contract amendments that extend the term for the final year and provide funding to
support the continuation of services.

Policy Studies, Inc. FA-07-20295-08
National Guardian Life Insurance Company FA-08-23921-03
BlueCross Blue Shield of Tennessee, Inc. FA-12-37367-01
QSource FA-10-30464-02

The Department of Finance and Administration, Division of Health Care Finance and
Administration, would greatly appreciate the consideration and approval of these amendments by
the Fiscal Review Committee.

Sincerely,

7 \4&2‘\_/
O\
Casey.Dungan “_

Chief Financial Officer

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



Supplemental Documentation Required for

Fiscal Review Committee

*Contact
w .
Contact Name: | ¢, .. pungan Phone: | 615-507-6482
*Original Contract | FA-08-24984-00 *Original RFS | 318.66-054-08
Number: Number:
Edison Contract 29584 EI:\?ISO}I; RFS N/A
Number: (if applicable) Iclz;liizél(g
*Original Contract *Current End
Begin Date: | May 19, 2008 Date: | June 30, 2013
Current Request Amendment Number: | 10
(f applicable)
Proposed Amendment Effective Date: | January 1, 2013
(if applicable)
*Department Submitting: | Department of Finance & Administration

*Division: | Bureau of TennCare
*Date Submitted: | October 31, 2012
*Submitted Within Sixty (60) days: | Yes
If not, explain: | NA

*Contract Vendor Name:

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

*Current Maximum Liability:

$3,457.425,800.00

*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 FY

$ 295,236,000 $590,472,000 | § 787,372,000

$828,249,299 $956,096,600 | $

*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

$ 208,089,186.00 | $ 485,747,585.61 | $901,212,823.91

$804,764,212.37 $223,233,537.54 | §

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

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

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

carry forward provision: ot
CC.

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

IF Contract Expenditures exceeded

Contract Allocation, please give the N/A




Supplemental Documentation Required for

Fiscal Review Committee

reasons and explain how funding
was acquired to pay the overage:

*Contract
Funding | State: $1,088,473,997.00 Federal: $2,368,951,803.00
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 1, 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.

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 Qutreach
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 1, 2012

Added requirements for the Contractor regarding the
implementation and operation of CHOICES Group 3,
language to clarify that QM/QI reporting must be specific to
TennCare and not combined with other state or commercial
programs, Program Integrity language to clarify PI
Investigators be designated by plan, SSA Data Security
language added in accordance with our agreement with
SSA, and Subcontract termination requirements added to
provide an MCO with an avenue to discontinue an




Supplemental Documentation Required for

Fiscal Review Committee

agreement with a company when it is in the best interest of
TennCare and its enrollees. No additional funding is
required relative to this amendment.

Method of Original Award: (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 # —
31866-00054 29584 FA-08-24984-09

State Agency State Agency Divislon ' L
Department of Finance and Administration Bureau of TennCare

Contractor Name Contractor ID # (FEIN or SSN})
UnitedHealthCarePlan of the River Valley, Inc. []¢- or [ V- | Edison Vendor #0000021792

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?
June 30, 2013 Subrecipient

CFDA#

93.778 Dept of Health & Human
Services/Title XIX

May 19, 2006

Mark Each TRUE Staterent
D Contractor is on STARS D Contractor’s Form W-9 is on file in Accounts
Allotment Code Cost Center Object Code Fund Fundérg: ant 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 $232,510,952.00 $554,861,048.00 $787,372,000.00
2012 $279,674,907.00 $54,857,4293.00 $828,249,200.00
2013 $323,294,504.00 $632,802,096.00 $956,096,600.00

TOTAL: $1,088,473,.997.00 $2,368,951,803.00 $3,457,425,800.00
— COMPLETE FOR AMENDMENTS ONLY -~ State Agency Fiscal Contact & Telephone #
Casey Dungan
FY Base Contract & THIS Amendment ] 310 Great Circle Road
Prior Amwndmants ONLY Nashville, TN 37243
{615) 507-6482
2008 .00 .00 State Agency Budget Officer Approval
2009 $295.236.000.00 0.00 )
2010 $580,472,000.00 0.00 =y N
2011 $787,372.000.00 0.00 | Funding Celtification (cericatdn, required by TC.A. § 945113, hat there is
; amm&mmmmmmmmmmmammwm
2012 0.00 mmwmmmmammwmmmmmmm;
2013 Q.00
TOTAL: | $3.457,425 800.00 $0.00 FA0824984-09
; End Date: 8/30/2013 6/30/2013
Contractor Ownership (compiete for ALL base convacts— N/A to amendments or ’W&s authorities )

D African American

D Asian

[ Person wi Disability
i::f Famale

D Hispanic

D Native American

D Small Business
@ NOT Minority/Disadvantaged D Other

D Government

Contractor Selection Method {compi

ete for ALL base contracts— N/A to amendments or delegated suthorities)

B< ree

B Non-Competitive Negotiation *

D Competitive Negotiation *

D Negotiation w/ Government (D, GG, GU)

D Alternative Competitive Method *

D Other *

* Procurement Procass Surwnary {complete for selsction by Non-Competitive Megotiation, Competitive Negotiation, OR Altemative Method)




UnitedHealthCare Plan (Americhoice) - East

FY 2010

Pre-Edison Payments:

Vendor Invoice| Invoice Date |  Voucher TCS 18A Total
BHO MCO
PAYMENTS PAYMENTS
RA100650628 [6/29/2009 100650628 37,241,817.68 37,241,817.68
'RA100650631 6/29/2009 100650631 2,536,464.62 2,536,464.62
RA100686181 18/4/2009 100686181 36,278,717.70 36,278,717.70
RA100686184 |8/4/2009 100686184 4,005,759.63 4,005,759.63
RA100714795 |9/1/2009 100714795 2,987,309.94 2,987,309.94
RA100714792 [9/1/2009 100714792 35,123,273.75 35,123,273.75
9,529,534.19 108,643,809.13 118,173,343.32}.

Edison Payments:
"Unit Voucher ID |[Vendor ID Amount Pd "Pymnt Date

31865 00006782 0000021799 34,796,230.85 10/5/2009

31865 00006785 0000021799 2,862,044.23 10/5/2009

31865 00015653 0000021799 35,378,711.75 11/6/2009

31865 00015656 0000021799 2,861,559.60 11/6/2009

31865 00022038 0000021799 34,926,556.05 12/7/2009

31865 00022041 0000021799 2,954,624.69 12/7/2009

113,779,727.17

31865 00051200 0000021799 35,759,344.18 1/8/2010

31865 00051203 0000021799 3,055,537.44 1/8/2010

31865 00068250 0000021799 46,818,654.92 2/5/2010

31865 00068253 0000021799 2,857,036.76 2/5/2010

31865 00086761 0000021799 37,188,364.64 3/5/2010

31865 00086764 0000021799 3,252,427.73 3/5/2010

128,931,365.67




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

flunit Voucher ID || Vendor ID | Amount Pd Pymnt Date ||
31865 00104915 0000021799 37,598,852.04 4/2/2010
31865 00104918 0000021799 3,305,002.78 4/2/2010
31865 00125593 0000021799 39,138,729.08 5/7/2010
31865 00125596 0000021799 3,372,421.89 5/7/2010
31865 00142687 0000021799 38,205,430.83 6/4/2010
31865 00142690 0000021799 3,242,712.83 6/4/2010

124,863,149.45

FY 2010 TOTAL $485,747,585.61




UnitedHealthCare Plan (Americhoice) - East

FY 2011
(lUnit Voucher ID || Vendor ID Amount Pd Pymnt Date |
31865 00158199 0000021799 37,942,841.65 7/2/2010
31865 00158202 0000021799 3,296,216.14 7/2/2010
31865 00173114 0000021799 60,783,673.36 8/6/2010
31865 00173117 0000021799 3,312,019.94 8/6/2010
31865 00186272 0000021799 62,849,295.17 9/3/2010
31865 00186275 0000021799 3,193,163.06 9/3/2010
171,377,209.32
31865 00199535 0000021799 81,137,598.71 10/1/2010
31865 00199538 0000021799 1,920,796.94 10/1/2010
31865 00209568 0000021799 7,685,189.58 10/20/2010
31865 00209569 0000021799 259,930.00 10/20/2010
31865 00217253 0000021799 67,910,429.31 11/5/2010
31865 00217256 0000021799 3,097,333.39 11/56/2010
31865 00230052 0000021799 67,722,982.97 12/3/2010
31865 00230055 0000021799 3,106,589.63 12/3/2010
31865 00243063 0000021799 67,590,159.24 12/30/2010
31865 00243066 0000021799 3,099,374.95 12/30/2010

31865
31865
31865
31865

00260936
00260939
00277665
00277668

0000021799
0000021799
0000021799
0000021799

303,430,384.72

69,145,763.15
2,944,094.56
70,458,249.65
2,671,827.60
145,219,934.96

2/212011
2212011
3/4/2011
3/4/2011



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

Unit Voucher ID Vendor D Amount Pd Pymnt Date

31865 00297107 0000021799 61,520,373.06 4/1/2011
31865 00313435 0000021799 74,208,748.03 516/2011
31865 00313438 0000021799 10,821.41 5/6/2011
31865 00327194 0000021799 72,454,578.24 6/3/2011
31865 00327197 0000021799 5,813.38 6/3/2011
31865 00330700 0000021799 1,000.00 6/10/2011
31865 00341553 0000021799 72,983,960.79 6/30/2011

FY 2011 TOTAL

281,185,294 .91

$901,212,823.91




UnitedHealthCare Plan (Americhoice) - East

FY 2012
][Unit Voucher ID Vendor ID Amount Pd H Pymnt Date

31865 00357930 0000021799 73,917,507.71 8/1/2011
31865 00357933 0000021799 2,258.20 8/1/2011
31865 00373130 0000021799 76,097,520.48 9/2/2011
31865 00373133 0000021799 3,070.65 9/2/2011
31865 00362002 0000021799 (64,120.24) 8/16/2011
31865 00362003 0000021799 (13,293.33) 8/16/2011
31865 00362007 0000021799 9,309.10 8/16/2011
31865 00362009 0000021799 341,421.31 8/17/2011
31865 00362004 0000021799 {(242,507.53) 8/16/2011
31865 00362010 0000021799 264,689.47 8/16/2011
31865 00362005 0000021799 29,733.10 8/16/2011
31865 00362011 0000021799 148,353.84 8/16/2011
31865 00362006 0000021799 (88,185.10) 8/16/2011
31865 00362012 0000021799 688,758.72 8/16/2011

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

00390202
00390205
00393444
00404006
00404009
00406907
00406908
00417174
00417177
00403390
00403391
00426310

0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0006021799
0000021799
0000021799
0000021799

161,094,516.38

67,933,020.31
553.61
1,000.00
76,576,651.97
475.46
14,177,948.94
206,176.97
68,539,913.81
204.71
(1,337.20)
3,928.83
598,006.55
228,036,543.96

10/7/2011
10/7/2011
10/14/2011
11/4/2011
11/4/2011
11/14/2011
11/14/2011
12/5/2011
12/5/2011
11/1/2011
11/1/2011
12/21/2011




UnitedHealthCare Plan (AmeriChoice) - East FY 2012 (Continued)

Unit Voucher |D Vendor 1D Amount Pd Pymnt Date

31865 101519375 0000021799 75,174,034.58 1/6/2012
31865 101547441 0000021799 61,001,622.58 2/3/2012
31865 101574347 0000021799 70,910,813.77 3/2/2012
31865 101538871 0000021799 19,000.00 2/1/2012

207,105,470.93

31865
31865
31865
31865
31865

101608049
2012-01

101628165
101635080
101662446

0000021799
0000021799
0000021799
0000021799
0000021799

FY 2012 TOTAL

$

73,371,028.07
3,940.89
14,000.00
73,712,457.06
71,426,255.08
218,627,681.10

804,764,212.37

4/5/2012
4/5/2012
4/27/2012
5/472012
6/1/2012




UnitedHealthCare Plan (Americhoice) - East
FY 2013

HUnit Voucher ID | Vendor ID Amount Pd Pymnt Date u
31865 101696063 0000021799 72,492,163.67 71672012
31865 101723400 0000021799 76,071,989.28 8/3/2012
31865 101758285 0000021799 74,669,384.59 91712012

223,233,537.54

FY 2013 TOTAL $  223,233,537.54




Amendment 7 (cont.)

79.

80.

81.

Attachment VI shall be amended by deleting the performance standard for Non-IMD
Inpatient Use in its entirety.

Attachment IX, Exhibit I shall be deleted and replaced with “LEFT BLANK
INTENTIONALLY?”.

The first two populations listed in Attachment IX, Exhibit K shall be deleted and replaced
as follows:

Medicaid (Child and Adult)
Uninsured (Child and Adult)

82.  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 is a division of the Tennessee Department of Finance and Administration.
83.  Attachment XII shall be amended by adding a new Exhibit E as follows:

EXHIBIT E
CAPITATION RATES
EAST
UnitedHealthCare
EFFECTIVE July 1, 2011

Per Member

Aid Category Age Group Per Month
Medicaid (TANF & Related) Age Under 1 $ 572.26
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 4564 $ 404.31

Age 65+ $ 505.82

Uninsured/Uninsurable Age Under 1 $ 572.26
Agel-13 $ 87.16

Age 14 - 19 Female $ 141.75

Age 14 - 19 Male $ 124.55

Disabled Age<21 $ 2,819.64
Age2l + $ 787.73

Duals/Waiver Duals All Ages $ 114.32
CHOICES Rate CHOICES Duals $ 3,867.30
CHOICES Non-Duals $ 5,163.74

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 Agel-13 $ 10371
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 Under 1 $ 57514

Agel-13 $ 90.60

Age 14 - 19 Female $ 14698

Age 14 — 19 Male $ 13038
Disabled Age <21 $ 2,949.85

Age 21 + $ 81473
Duals/Waiver Duals Al Ages $ 137
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 $ 57404
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 + $ 51168
Uninsured/Uninsurable Age Under 1 $ 57514

Agel-13 $ 8377

Age 14 - 19 Female $ 13563

Age 14 —- 19 Male $ 116.68
Disabled Age<21 $ 2,882.89

Age 21 + $ 75504
Duals/Waiver Duals All Ages $ 88.40
Priority Add-On All Ages $ 20471
CHOICES Rate (Effective CHOICES Duals $ 386542
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

Medicuid (TANF & Related) Age Under | 3 572.26
And Age |- 13 $ 99.74
Standard Spend Down Age 14- 20 Female $ 239.98
Age 4= 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 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 + 3 787.73

Duals/Waiver Duals All Ages $ 114.32
CHOWES Rate CHOICES Duals $ 3,867.30
LCHOICES Non-Duals |’ 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 $523.711
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 1§ 86.33

Age 14 - 19 Female $122.79

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

Age2l+ $ 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 111 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 foliows:

* 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 areas, not to exceed 30 miles for TennCare

cnrollees in suburban arcas and not to exceed 60 miles for TennCare 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 (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, Listof 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) 1 I




ATTACHMENT X1I

CAPITATION RATES
EAST
EFFECTIVE January 1, 2009 through June 30, 2010
| Per Member Per
LAid 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 $ 81.81
' Age 14 - 19 Female $116.99
L Age 14 - 19 Male $ 87.30
Disabled Age <21 $ 699.07
Age 21 + $ 588.88
t)uals/ Waiver Duals All Ages $107.69
LState Only & Judicials All Ages $468.19
triority 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 # 31866-00054

Procuring Agency Department of Finance and Administration
Bureau of TennCare

Contractor UnitedHealthCare Plan of the River Valley, Inc.

Contract # FA-08-24984-00

Proposed Amendment # 10

Edison ID # 29584

Contract Begin Date May 19, 2008

Current Contract End Date
- with ALL options to extend exercised

June 30, 2013

Proposed Contract End Date
— with ALL options to extend exercised

June 30, 2014

Current Maximum Contract Cost
- with ALL options to extend exercised

$ 3,457,425,800.00

Proposed Maximum Contract Cost
- with ALL options to extend exercised

$4,413,522,400.00

Office for iInformation Resources Endorsement

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

eHealth Initiative Support

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

Human Resources Support

- state employee training service X Not Applicable D Attached

Explanation Need for the Proposed Amendment

This competitively procured contract provides medical and behavioral health services to TennCare
enrollees. The proposed amendment provides the following updates: (1) Replaces Disease
Management requirements with Population Health requirements; (2) Clarification regarding the
implementation of CHOICES 3 requirements; (3) Clarification language as requested by CMS regarding
TPL and PETI, (4) Include requirement to support CMS require PCP rate increase for 2013/2014; (5)

1of3




8-16-10 REQUEST-NON-AMEND

Request Tracking # 31866-00054

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.

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

Richard L. Bartsh, M.D.

President

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

Moline, IL 61265

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

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

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

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.

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.
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8-16-10 REQUEST-NON-AMEND

Request Tracking # 31866-00054

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

N pL S |
sij/}j} b= Wé& (g ;éi g’f /7. >
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CONTRACT SUMMARY SHEET

021908

RFS # Edison # Contract #

31866-00054 29584 FA-08-24984-10
State Agency State Agency Division

Department of Finance and Administration Bureau of TennCare
Contractor Name Contractor ID # (FEIN or SSN)

[]c- or@V-

Edison Vendor #0000021792

UnitedHealthCarePlan of the River Valley, Inc.

Service Description

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

— COMPLETE FOR AMENDMENTS ONLY —

State Agency Fiscal Contact & Telephone #

Contract Begin Date Contract End Date SUBRECIPIENT or VENDOR? __CFDA #
May 19, 2008 June 30, 2014 Subrecipient 93.778 Dept of Health & Human
Mark Each TRUE Statement ; :

I:I Contractor is on STARS D Contractor’s Form W-9 is on file in Accounts

Allotment Code Cost Center Object Code Fund Fundci;r;%fram Funding Subgrant Code
318.66 11

Ry 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 $232,510,952.00 $554,861,048.00 $787,372,000.00
2012 $279,674,907.00 $548,574,293.00 $828,249,200.00
2013 $323,294,504.00 $632,802,096.00 $956,096,600.00
2014 $329,853,327.00 $626,243,273.00 $956,096,600.00
TOTAL: $1,418,327,324.00 $2,995,195,076.00 $4,413,522,400.00

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 } State Agency Budget Officer Approval

2009 $295,236,000.00 0.00 z ’;

2010 $590,472,000.00 0.00 L mm¢ ——

2011 $787,372,000.00 0.00 § Funding Cortlﬁcmkm (carﬁﬁca}m.Jraquirod by T.CA., § 9-4-5113, tﬁal there is
a balance in the appropriation from which the obligated expenditure is required to be

2012 $828,249,200.00 0.00 § paid that is not otherwise encumbered to pay obligations previously incurred)

2013 $956,096,600.00 0.00

2014 $956,096,600.00

TOTAL: $3,457,425,800.00 $956,096,600.00

End Date: 6/30/2013 6/30/2014

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

I:I African American

I:I Asian

I:I Person w/ Disability

I:I Female

L]
L]

Hispanic I:I Small Business

Native American

I:I Government

E NOT Minority/Disadvantaged I:I Other

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

X rep

I:l Non-Competitive Negotiation *

I:I Competitive Negotiation *

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

|:] Alternative Competitive Method *

D Other *

* Procurement Process Summary (complete for selection by Non-Competitive Negotiation, Competitive Negotiation, OR Altemnative Method) :




AMENDMENT NUMBER 10
EAST GRAND REGION
CONTRACTOR RISK AGREEMENT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE

AND
UNITEDHEALTHCARE PLAN OF THE RIVER VALLEY, INC.

CONTRACT NUMBER: FA- 08-24984-00

For and in consideration of the mutual promises herein contained and other good and valuable consideration, the
receipt and sufficiency of which is hereby acknowledged, the parties agree to clarify and/or amend the Contractor
Risk Agreement (CRA) by and between the State of Tennessee TennCare Bureau, hereinafter referred to as
TENNCARE, and NAME, hereinafter referred to as the CONTRACTOR as specified below.

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

1.

Section 1 shall be amended by adding the following new definitions:

Advance Determination- A decision made by the Bureau in accordance with the process and requirements
described in Rule 1200-13-01-.05(6) that an Applicant would not qualify to enroll in CHOICES Group 3
(including Interim CHOICES Group 3) when enrollment into CHOICES Group 3 has not actually been
denied or terminated, and which may impact the person’s NF LOC eligibility.

Chronic Condition — as defined by Population Health (and AHRQ) is a condition that lasts 12 months or
longer and meets one of both of the following tests: (a) it places limitation on self-care, independent
living, and social interactions; (b) it results in the need for ongoing intervention with medical products,
services, and special equipment (see Perrin et al., 1993)

Engaged — When a member consents to participate in a Population Health program, the member can be
determined to be engaged.

Health Coaching — A method of guiding and motivating members participating in Population Health
programs to address their health by engaging in self-care and, if needed, make behavioral changes to
improve their health. Health coaching operates on the premise that increasing a member’s confidence in
managing their health and achieving their own goals will have a more lasting effect on outcomes.

Interactive Intervention (Touch) — As it pertains to Population Health it is a two way interaction in which
the member receives self management support or health education by one of the following modes: an
interactive mail-based communication (i.e. mail-based support or education requested by the member,
communication in the form of a member survey, quiz or assessment of member knowledge gained from
reading the communication); an interactive telephone contact; including an interactive voice response
(IVR)module; an in person contact; and online contact including contact by an interactive web-based
module; live chat and secure e-mail. Interactive contacts do not include completion of a health risk
appraisal or contacts made only to make an appointment, leave a message, or acknowledge receipt of
materials.




Amendment 10

Medical Home — As defined by Population Health and per NCQA, the Medical Home is a model for care
provided by physician practices aimed at strengthening the physician-patient relationship by replacing
episodic care based on illnesses and patient complaints with coordinated care and a long-term healing
relationship,

Medical Home Lock-in Project — As referred to in CRA 2.8, the project combines the Patient Centered
Medical Home with an incentive program based upon quality care. In this project members will only be

allowed to see their assigned PCP or another participating PCP within their group /same TIN, because no
other provider will be paid for providing services to them. The providers must agree with the health plan to
meet specific annual quality of care metrics in their practice. Member outcomes and utilization patterns will
be analyzed by the MCO to assess the effectiveness of the project. The primary care providers that meet all
specifications and improve quality of care and member outcomes are rewarded by the health plan.

Medical Necessity - Medical Necessity and Medically Necessary as used in this Agreement shall have the
meaning contained in Tenn. Code Ann. 71-5-144 and TennCare Rule 1200-13-16.

Non-Interactive Intervention (Touch) — As it pertains to Population Health it is a one way attempt to
interact or communicate with members. There is no confirmation of receipt. This does not include
completion of a health appraisal.

Plan of Care — As it pertains to Population Health it is a personalized plan to meet a member’s specific
needs and contains the following elements: prioritized goals that consider member and care giver needs
which are documented; a time frame for re-evaluation; the resources to be utilized: a plan for continuity
of care, including transition of care and transfers; and uses a collaborative approach including family
participation. The plan of care is built upon the information collected from the health assessment to
actively engage the member in developing goals and identifying a course of action to respond to the
members’ needs. The goals and actions in the plan of care must address medical, social, educational, and
other services needed by the member. Providing educational materials alone does not meet the intent of
this factor,

Population Health Care Coordination Program — The program addresses acute health needs or risks which
need immediate attention. Assistance provided to enrollees is short-term and time limited in nature.
Activities may include, but are not limited to, assistance with making appointments, transportation, social
services, etc. and should not be confused with activities provided through the CHOICES Care
Coordination Program.

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

Area Agency on Aging and Disability (AAAD) — Agencies designated by the Commission on Aging and
Disability or its successor organization to plan for and provide services to the elderly and disabled within
a defined geographic area as provided by T.C.A. Title 71, Chapter 2.

CHOICES At-Risk Demonstration Group — Individuals who are age 65 and older and adults age 21 and
older with physical disabilities who (1) meet nursing home financial eligibility for TennCare-reimbursed
long term services and supports, (2) meet the nursing facility level of care in place on June 30, 2012, but
not the nursing facility level of care criteria in place on July 1, 2012; and (3) in the absence of
TENNCARE CHOICES HCBS available through CHOICES Group 3, are At Risk for Institutionalization
as defined in TennCare Rules. The CHOICES At-Risk Demonstration Group is open only between July 1,
2012, through December 31, 2013. Individuals enrolled in the CHOICES At-Risk Demonstration Group
as of December 31, 2013, may continue to qualify in this group after December 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 of all ages who are receiving Medicaid-reimbursed care in a nursing facility.

Group 2

Persons age sixty-five (65) and older and adults age twenty-one (21) and older with physical
disabilities who meet the nursing facility level of care, who qualify for TennCare either as SSI
recipients or as members of the CHOICES 217-Like HCBS Group, and who need and are receiving
CHOICES HCBS as an alternative to nursing facility care. The CHOICES 217-Like HCBS Group
includes persons who could have been eligible under 42 CFR 435.217 had the state continued its
1915(c) HCBS waiver for elders and/or persons with physical disabilities. TENNCARE has the
discretion to apply an enrollment target to this group, as described in TennCare rules and regulations.

Group 3

Persons age sixty-five (65) and older and adults age twenty-one (21) and older with physical
disabilities who qualify for TennCare as SSI recipients, who do not meet the nursing facility level of
care, but who, in the absence of CHOICES HCBS, are “at-risk™ for nursing facility care, as defined
by the State. TENNCARE has the discretion to apply an enrollment target to this group as described
in TennCare rules and regulations.

Interim Group 3 (open for new enrollment only between July 1, 2012, through December 31,
2013)

Persons age 65 and older and adults age 21 and older with physical disabilities who qualify for
TennCare as SSI eligibles or as members of CHOICES At-Risk Demonstration Group and who meet
the NF LOC criteria in place as of June 30, 2012. There is no enrollment target on Interim Group 3.

All requirements set forth is this agreement regarding Group 3 members are applicable to Interim Group 3
members, except as explicitly stated otherwise. Interim Group 3 members are not subject to an

enrollment target.

Risk Agreement — An agreement signed by a CHOICES Group 2 or 3 member who will receive
CHOICES HCBS (or his/her representative) that includes, at a minimum, identified risks to the member
of residing in the community and receiving HCBS, the possible consequences of such risks, strategies to
mitigate the identified risks, and the member’s decision regarding his/her acceptance of risk. For members
electing to participate in consumer direction, the risk agreement must include any additional risks
associated with the member’s decision to act as the employer of record, or to have a representative act as
the employer of record on his/her behalf. See Section 2.9.6 of this Agreement for related requirements.
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Subcontract — An agreement entered into by the CONTRACTOR with any other organization or person
who agrees to perform any administrative function or service for the CONTRACTOR specifically related
to securing or fulfilling the CONTRACTOR’s obligations to TENNCARE under the terms of this
Agreement (e.g., claims processing, Population Health) when the intent of such an agreement is to
delegate the responsibility for any major service or group of services required by this Agreement. This
shall also include any and all agreements between any and all subcontractors for the purposes related to
securing or fulfilling the CONTRACTOR’s obligations to TENNCARE under. the terms. of this
Agreement. Agreements to provide covered services as described in Section 2.6 of this Agreement shall
be considered provider agreements and governed by Section 2.12 of this Agreement.

Tennessee Department of Mental Health and Substance Abuse Services (TDMHSAS) — The state agency
having the authority to provide care for persons with mental illness, and /or substance abuse needs

Transition Allowance— A per member allotment not to exceed two thousand dollars ($2,000) per lifetime
which may, at the sole discretion of the CONTRACTOR, be provided as a cost-effective alternative to
continued institutional care for a CHOICES Group 1 member in order to facilitate transition from a
nursing facility to the community when such member will, upon transition to CHOICES Group 2 or
Group 3, receive more cost-effective non-residential home and community based services or companion
care. Items that may be purchased or reimbursed are only those items that the member has no other means
to obtain and that are essential in order to establish a community residence when such residence is not
already established and to facilitate the member’s safe and timely transition, including rent and/or utility
deposits, essential kitchen appliances, basic furniture, and essential basic household items, such as towels,
linens, and dishes.

Section 2.2 shall be amended by adding a new Section 2.2.3 as follows:

If the CONTRACTOR s part of a health maintenance organization holding company system as defined
by TCA 56-11-101(b)(5), the CONTRACTOR agrees to comply with the Insurance Holding Company
System Act of 1986 as set forth in TCA 56-11-101 et seq. The CONTRACTOR agrees to comply with the
requirements of TCA 56-11-101 et seq. whether the CONTRACTOR is domiciled in Tennessee or is a
foreign insurer or health maintenance organization subject to registration requirements and standards
adopted by statute or regulation in the jurisdiction of its domicile that are substantially similar to this
contained in TCA 56-11-101 et seq.

Section 2.4.6.1 shall be deleted and replaced as follows:

2.4.6.1 The CONTRACTOR shall receive, process, and update outbound 834 enrollment files from
TENNCARE. Enrollment data shall be updated or uploaded systematically to the
CONTRACTOR’s 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:

2.6.1.24  Each ofthe 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:

2.6.5.3 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



Amendment 10

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

10.

11.
2.8

2.8.1

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:

276472

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 The CONTRACTOR shall establish and operate an integrated Population Health Program

2.8.1.1.1

2.8.1.1.2

2.8.1.1.3

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

2.8.2.1.1

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:

Level 0- The members eligible to participate at this Level shall be determined by predictive

2.82.1.2

2.8.2.1.2.1

2.8.2.1.2.1.1

2.82.1.2.2

28213

2.8.2.1.3.1

2.82.13.2

modeling to meet ALL of the following: lack of any identified health risks; lack of any
identified chronic conditions [as identified by the Chronic Condition tool created by the
Agency for Healthcare Research and Quality’s (AHRQ)] HCUP database; no indication of
pregnancy; and lack of claims history.

Level 1- All members that do not meet the Level 0 or Level 2 criteria.

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.

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.

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.

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.

The CONTRACTOR shall identify members for the Chronic Care Management
Program from those Level 2 members that are not pregnant but have complex chronic
conditions with multiple identified health risks and or needs. This may include those
members with co-occurring mental illness and substance abuse and/or co-morbid physical
and behavioral health conditions. Members may also be identified for Chronic Care
Management by referrals and health risk assessments.

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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2.82.14

utilization reports as high pharmacy user or those members which exceed the ED
threshold, as defined by TENNCARE shall be reviewed for need for case management.
Members may also be identified for Complex Case Management by referrals and health
risk assessments.

The CONTRACTOR shall systematically stratify newly enrolled members on a monthly
basis.

2.83

2.8.2.1.5

2.8.2.1.6

2.8.2.2

2.82.2.1

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

2.832

2.83.3

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.

2.84.1

2.84.1.1

2.84.1.2

2.8.4.2

2.8.4.2.1

2.84.22

Wellness program

For all eligible Level 0 members not pregnant the CONTRACTOR shall provide a Wellness
Program with the objective of keeping members healthy as long as possible.

The Wellness Program shall utilize educational materials and or activities that emphasize
primary and secondary prevention.

The CONTRACTOR shall provide to members eligible for the WELLNESS PROGRAM
the following minimum interventions:

Wellness Program Minimum Interventions

1. One non-interactive educational quarterly touch to address the
following within one year:

How to be proactive in their health

How to access a primary care provider

Preconception and interconception health, to include Dangers of
becoming pregnant while using narcotics

Age and/or gender appropriate wellness preventive health services
(e.g., “knowing your numbers”)

Assessment of special population needs for gaps in care (e.g.,
recommended immunizations for children and adolescents)

F. Health promotion strategies (e.g., discouraging tobacco use and/or
exposure, weight management, stress management, physical
activity, substance abuse prevention)

Healthy nutrition

Other healthy and safe life styles

S OF»

=t

=0

Level 1: Low Risk Maternity Program

The CONTRACTOR shall provide a Level 1 Low Risk Maternity Program for eligible
members identified as described in Sections 2.8.2.4 and 2.8.2.5 of this Agreement. The goal
of the program is to engage pregnant women into timely prenatal care and to deliver a
healthy, term infant without complications.

The CONTRACTOR shall operate its Level 1 Maternity Program using an “Opt Out”
methodology. Maternity program services shall be provided to all eligible members unless
they specifically ask to be excluded.

The CONTRACTOR shall provide defined ongoing member monitoring for the need to move
these members into the Level 2 High Risk Maternity Program.

9
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2.84.23 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
C. Preterm labor education
D. Breast feeding
E. Secondhand smoke
F. Safe sleep
G. Specific trimester health information
H. Importance of postpartum visit
L. Importance of screening for postpartum depression
J. HUGS information
K. Inter-conception health, to include dangers of becoming pregnant
while using narcotics
3. Follow up as appropriate to determine the status of a prenatal visit to those
members who received an initial assessment but had not scheduled or
completed their first prenatal visit.
4. Follow-up to all eligible members, to assess the status of a post-partum visit
appointment and assist them with making their appointment if needed.
2.8.4.3 Health Risk Management Program
For eligible Level 1 members, who are not pregnant, identified as designated in Section
2.82.1.2.1 of this Agreement, the CONTRACTOR shall provide a Health Risk
Management Program designed to empower members to be proactive in their health and
support the provider-patient relationship. The interventions provided in this program shall
address the program’s goal of preventing, reducing or delaying exacerbation and
complications of a condition or health risk behavior.
2.8.43.1 Health coaching or other interventions for health risk management shall emphasize self
management strategies addressing healthy behaviors (i.e. weight management and tobacco
cessation), self-monitoring, co-morbidities, cultural beliefs, depression screening, and
appropriate communication with providers.
28432 The CONTRACTOR shall develop and operate the “opt out” health risk management

program per NCQA standard QI 8 for disease management. Program services shall be
provided to eligible members unless they specifically ask to be excluded.

10



Amendment 10

2.84.33

2.8.434

28435

2.8.43.6

2.8.43.7

2.8.43.8

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
1. Two documented non-interactive communications each yvear 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.

2.84.3.9 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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D. Defined monitoring for gaps in care

Availability of 24/7 nurse line

(9]

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

2.8.4.4

2.8.4.5.

2.84.5.1

2.84.5.2

2.84.53

2.84.54

U

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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The CONTRACTOR shall provide to members, who are not participating in a Medical Home
Lock-in project, enrolled in the CHRONIC CARE MANAGEMENT PROGRAM the

following minimum standard interventions:

Chronic Care Management Program Minimum Interventions

1. Monthly interactive contacts addressing the following with one face-to-face
visit-as-deemed-appropriate by the CONTRACTOR: — '

A. Development of a supportive member and health coach relationship
B. Disease specific management skills such as medication adherence
and monitoring of the member’s condition
C. Negotiating with members for appropriate health and behavioral
changes
D. Problem solving techniques
E. The emotional impact of member’s condition
F. Self efficacy
G. Referral and linkages to link the members with
medical, social, educational and/or other providers or programs and
services to address identified needs
H. Regular and sustained monitoring and follow-up

2. Clinical reminders related to gaps in care.

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

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.

28455
3.
2.8.4.5.6
services.
2.8.4.6 High Risk Maternity
2.8.4.6.1
2.84.6.2

The CONTRACTOR shall operate its high risk maternity program using an “Opt In”
methodology. Program services shall be provided to eligible members that agree to
participate in the program.
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2.8.4.6.3 The CONTRACTOR shall provide to members enrolled in the Level 2 HIGH RISK
MATERNITY PROGRAM the following minimum standard interventions:
High Risk Maternity Program Minimum Interventions
I. 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.
2.8.4.7.1 The CONTRACTOR shall offer complex case management to all members identified as
eligible. Members will have the right to participate or decline participation.
2.8.4.7.2  The CONTRACTOR shall make three (3) outreach attempts as detailed in Section 2.8.4.5.2

of this agreement.
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2.84.7.3

28474

2.8.4.7.5

2.8.4.7.6

The CONTRACTOR shall develop and implement the Complex Case Management Program
according to NCQA standard QI 7 for complex case management.

The CONTRACTOR shall conduct a comprehensive Health Risk Assessment to assess
member’s needs to include screening for mental health and substance abuse for all members
identified -with-a-physical-condition-and-screening-for-physical-conditions-when-member’s
condition is behavioral.

The CONTRACTOR shall provide defined ongoing member assessment for the need to move
these members into a lower risk classification or into the Chronic Care Management
Program.

The CONTRACTOR shall provide to members enrolled in the COMPLEX CASE
MANAGEMENT PROGRAM the following:

Complex Case Management Program Minimum Interventions

1. Monthly interactive member contacts to provide individual self
management support emphasizing the following:
One face —to —face visit as deemed appropriate by MCO
Development of a supportive member and health coach relationship
Teaching disease specific management skills such as medication
adherence and monitoring of the member’s condition
Negotiating with members for appropriate health and behavioral
changes
Providing problem solving techniques
Assist with the emotional impact of the member’s condition
Self efficacy
Providing regular and sustained monitoring and
follow-up
Referral and linkages

2. Providing clinical reminders around HEDIS/gaps in care

3. Providing after hours assistance with urgent or emergent member needs

2.8.5 Program Description

2.8.6

The CONTRACTOR shall develop and maintain a Population Health Program Description addressing
all Sections of the CRA and following the guidance documents issued by the Bureau of TennCare,
Quality Oversight Division. The program description shall include a written description of how the plan
assures that members less than 21 years of age will have their health risks identified and their health needs
met at the appropriate risk level.

Clinical Practice Guidelines

Population Health programs shall utilize evidence-based clinical practice guidelines that have been
formally adopted and updated as described in current NCQA standards. A list of clinical practice
guidelines for conditions referenced in Section 2.8.2.1.2.1 of this Agreement, as well as Maternity,
Obesity, and Preventive Services must be submitted for review by TENNCARE on an annual basis. For
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conditions other than those referenced in this citation policies and procedures established addressing how
the health plan assures that information provided to member is based on current best practices.

Informing and educating Members

The CONTRACTOR shall inform all members of the availability of Population Heath Programs and how
to_access. and._use. the program services..The member shall bﬁpl‘OVidf‘d information rpgarding their

2.88

2.8.9

2.8.10

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

2.8.10.4.1

2.8.10.4.2

The CONTRACTOR’s program description shall also include the method for addressing the
following for CHOICES members:

Notitying the CHOICES care coordinator of the member’s participation in a Population
Health Program;

vaiding member information collected to the CHOICES care coordinator

2.8.104.3

2.8.10.4.4

2.8.10.4.5

2.8.10.4.6

2.8.10.5

2.8.10.5.1

2.8.10.6

2.8.10.7

Provide to the CHOICES Care Coordinator any educational materials given to the member
through these programs;

Ensure that the care coordinator reviews Population Health educational materials verbally
with the member and with the member’s caregiver and/or representative (as applicable) and
Coordinate follow-up that may be needed regarding the Population Health program, such as
scheduling screenings or appointments with the CHOICES Care Coordinator;

Ensure that the Care Coordinator integrates into the member’s plan of care aspects of the
Population Health Program that would help to better manage the member’s condition; and

Ensure that the member’s care coordinator shall be responsible for coordinating with the
member’s providers regarding the development and implementation of an individualized
treatment plan which shall be integrated into the member’s plan of care and which shall
include monitoring the member’s condition, helping to ensure compliance with treatment
protocols, and to the extent appropriate, lifestyle changes which will help to better ensure
management of the member’s condition (see Section 2.9.6 of this Agreement).

As part of a Population Health Program, the CONTRACTOR shall place CHOICES members
into appropriate programs and/or stratification within a program, not only according to risk
Level or other clinical or member-provided information but also by the type of setting in
which long-term care services are delivered, i.e., nursing facility, community-based
residential alternative, or  home-based. The targeted interventions for CHOICES members
should not only be based on risk level but also based on the setting in which the member
resides.

Targeted methods for informing and educating CHOICES members shall not be limited to
mailing educational materials;

The CONTRACTOR shall include CHOICES process data in quarterly and annual reports as
indicated in Section 2.30.5 of this Agreement. CHOICES members will not be included in
outcome measures in annual Population Health reports.

The CONTRACTOR shall ensure that upon a member’s enrollment in CHOICES, if
applicable, all High Risk Population Health Management CONTRACTOR activities are
integrated with CHOICES care coordination processes and functions, and that the member’s
assigned care coordinator has primary responsibility for coordination of all the member’s
physical health, behavioral health, and long-term care needs. The care coordinator may use
resources and staff from the CONTRACTOR’s MCO Complex Case Management Program,
including persons with specialized expertise in areas such as behavioral health, to supplement
but not supplant the role and responsibilities of the member’s care coordinator/care
coordination team.

18



Amendment 10

2.8.10.8

2.8.10.8.1

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

2.8.11

2.8.12

2.8.10.8.2

2.8.10.8.3

2.8.10.8.4

2.8.10.8.5

Evaluation

2.8.11.1

2.8.11.2

2.8.11.3

2.8.114

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

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

2.8.13

12.

13.

2.8.12.2

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

2.8.13.4

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:

296.1.4

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.

14.

15.

Section 2.9.6.1.6 shall be deleted and replaced as follows:

2.9.6.1.6

2.9.6.1.6.1

29.6.1.6.2

29.6.1.63

296.1.64

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 834 file to the CONTRACTOR; or 2) the date of CHOICES enrollment as
indicated on the 834 file. The anchor date is not included in the calculation of days.

The Business Day (see Section 1) immediately following the anchor date is day one (1)
of timelines utilizing business days. Each subsequent business day is included in the
computation.

The calendar day immediately following the anchor date is day one (1) of timelines
utilizing calendar days. Each subsequent calendar day is included in the computation.

Section 2.9.6.1.9 shall be deleted and replaced as follows:

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) activities are integrated with
CHOICES care coordination processes and functions, and that the member’s assigned care
coordinator has primary responsibility for coordination of all the member’s physical health,
behavioral health, and long-term care needs. The care coordinator may use resources and staff
from the CONTRACTOR’s Population Health programs, including persons with specialized
expertise in areas such as behavioral health, to supplement but not supplant the role and
responsibilities of the care coordinator/care coordination team.
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Section 2.9.6.2.3 shall be deleted and replaced as follows and all references shall be updated
accordingly.

2.9.6.2.3  Functions of the Single Point of Entry (SPOE)

2.9.6.23.1 For persons wishing to apply for CHOICES, TENNCARE or its designee may employ a
screening process, using the tools-and protocols specified by TENNCARE; to assist with
intake for persons new to both TENNCARE and CHOICES. Such screening process shall
assess: (1) whether the applicant appears to meet categorical and financial eligibility
criteria for CHOICES, and (2) whether the applicant appears to meet level of care
eligibility for enrollment in CHOICES.

2.9.6.23.2 For persons identified by TENNCARE or its designee as meeting the screening criteria,
or for whom TENNCARE or its designee opts not to use a screening process,
TENNCARE or its designee will conduct a face-to-face intake visit with the applicant. As
part of this intake visit TENNCARE or its designee will, using the tools and protocols
specified by TENNCARE, conduct a level of care and needs assessment; and assess the
member’s existing natural support system, including but not limited to informal supports
provided by family and other caregivers, services that may be available at no cost to the
member through other entities, and services that are reimbursable through other public or
private funding sources, such as Medicare or long-term care insurance,

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

2.9.6234 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 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 liability which may include loss of the member’s current nursing facility or
CBRA provider or MCO, disenrollment from CHOICES, and to the extent the member’s
eligibility is dependent on receipt of long-term care services, possible loss of eligibility
for TENNCARE; (7) for applicants who want to receive NF services, provide
information regarding the completion of all PASRR requirements prior to nursing facility
admission and conduct the level I PASRR screening; (8) for applicants who are seeking
CHOICES HCBS: (a) conduct a risk assessment in accordance with protocols developed
by TENNCARE and develop, as applicable, a risk agreement that shall be signed by the
applicant or his/her representative which shall include identified risks to the applicant, the
consequences of such risks, strategies to mitigate the identified risks, and the applicant’s
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decision regarding his/her acceptance of risk; and (b) provide information regarding
consumer direction and obtain signed documentation of the applicant’s interest in
participating in consumer direction; and (9) provide information regarding next steps in
the process including the need for approval by TENNCARE to enroll in CHOICES and
the functions of the CONTRACTOR, including that the CONTRACTOR will develop
and approve a plan of care.

17.

29.6.23.5

29.6.2.3.6

2.9.6.2.3.7

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

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

TENNCARE or its designee will make available to the CONTRACTOR the
documentation from the intake visit, including but not limited to the member’s level of
care and needs assessment, the assessment of the member’s existing natural support
system, the member’s risk assessment and documentation of the discussion regarding
identified risk and mitigation strategies.

Section 2.9.6.2.5 shall be amended by adding new Sections 2.9.6.2.5.8 through 2.9.6.2.5.9.2
as follows and the remaining Section shall be renumbered accordingly, including any
references thereto.

296.2538

2.9.6.2.5.8.1

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 disenroliment 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;

2.9.6.2.5.9.1  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.

2.9.6.2.5.9.2 If the Care Coordinator determines that the member’s needs cannot be safely met in the
community within the array of services and supports that would be available as described
in 2.9.6.5.9, the Care Coordinator shall, pursuant to protocols established by
TENNCARE, coordinate with TENNCARE to review the member’s level of care, and if
nursing facility level of care is approved, to facilitate transition to CHOICES Group | or
2.

The renumbered Sections 2.9.6.2.5.10 and 11 shall be deleted and replaced as follows:

2.9.6.2.5.10  As part of the face-to-face visit for members in CHOICES Group 2 or Group 3, the care
coordinator shall review, and revise as necessary, the member’s risk assessment, develop
a risk agreement ,and have the member or his/her representative sign and date the risk
agreement.

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

Section 2.9.6.3.1.3 shall be amended by deleting the phrase “DM MCO case management,”
and replacing it with “Population Health” as follows:

29.6.3.13 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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Section 2.9.6.3.9 shall be deleted and replaced as follows:

2.9.63.9

As part of the face-to-face intake visit, the care coordinator shall: (1) provide general
CHOICES education and information, as specified by TENNCARE, to the member and assist
in answering questions the member may have; (2) provide information about estate recovery;
(3) provide assistance, as necessary, in gathering documentation needed by DHS to determine
categorical/financial eligibility for LTC; (4) for members seeking enrollment in CHOICES

23.

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 secking CHOICES HCBS, the care coordinator, shall: (a) conduct a risk
assessment using a tool and protocol specified by TENNCARE and shall develop, as
applicable, a risk agreement that shall be signed and dated by the member or his/her
representative and which shall include identified risks to the member, the consequences of
such risks, strategies to mitigate the identified risks, and the member’s decision regarding
his/her acceptance of risk; and (b) provide information regarding consumer direction and
obtain written confirmation of the member’s decision regarding participation in consumer
direction; (8) for members seeking enrollment in Group 2, make a determination regarding
whether the person’s needs can be safely and effectively met in the community and at a cost
that does not exceed nursing facility care, and provide explanation to the member regarding
the individual cost neutrality cap, including that a change in needs or circumstances that
would result in the cost neutrality cap being exceeded or that would result in the
CONTRACTOR’s inability to safely and effectively meet the member’'s needs in the
community and within the cost neutrality cap may result in the member’s disenrollment from
CHOICES Group 2, in which case, the member’s care coordinator will assist with transition
to a more appropriate care delivery setting; (9) for members seeking enrollment in Group 3,
provide explanation to the member regarding the fifteen thousand dollar ($15,000)
expenditure cap and make a determination whether the member’s needs can be safely met
within the array of services and supports that would be available if the applicant was
enrolled in CHOICES Group 3, including CHOICES HCBS up to the expenditure cap of
$15,000, non-CHOICES HCBS available through TennCare (e.g., home health), services
available through Medicare, private insurance or other funding sources, and unpaid
supports provided by family members and other caregivers; and (10) for all members,
using current information regarding the CONTRACTOR’s network, provide information
regarding choice of contract providers, subject to the provider’s availability and willingness
to timely deliver services, and obtain signed documentation of the member’s choice of
contract providers.

Section 2.9.6.5.1.1 shall be amended by deleting and replacing the words “disease
management” with “Population Health”.
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Section 2.9.6.6.1.1 shall be amended by deleting and replacing the words “disease
management” with “Population Health”.

Section 2.9.6.8.2 shall be amended by deleting and replacing the words “MCO Case
Management” with “Population Health” and updating the reference to Section “2.9.5.4.1”

with “2.9.5.3.1”.

26.

27.

28.

29.

30.

The first sentence of Section 2.9.6.8.7 shall be amended by deleting the phrase “using a tool
and protocol specified” and replacing it with the phrase “in accordance with protocols
developed”.

Section 2.9.6.9.1.1.2 shall be amended by deleting and replacing the words “disease
management” with “Population Health”.

Section 2.9.6.9.3.1.1shall be amended by deleting and replacing Section 2.9.6.9.3.1.1.1 and
adding new Sections 2.9.6.9.3.1.1.3 through 2.9.6.9.3.1.1.3.2 as follows:

2.9.6.9.3.1.1.1 If the level of care assessment indicates a change in the level of care, or if the assessment
was prompted by a request by a member, a member’s representative or 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:

29.6.93.1.1.3.1 The CONTRACTOR shall, for purposes of LOC eligibility to remain in the
CHOICES Group in which the member is enrolled, assess the member’s LOC
eligibility be based on the criteria in place at the time of the member’s enrollment
into that CHOICES group.

2.9.693.1.1.3.2  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:

29.6.11.18.32 The Care Coordinator’s role and responsibility in implementing the Advance
Determination process including qualifying criteria, when the process may be
implemented, and what documentation must be presented to support the determination
pursuant to TENNCARE rule 12 13 01-05.

2.9.6.11.18.33 The Care Coordinator’s role and responsibility in assessing members who have been
conditionally enrolled into CHOICES and coordination with the nursing facility to
facilitate timely transition, when appropriate.

2.9.6.11.18.34 The Care Coordinator’s role and responsibility in facilitating denial of enrollment into or
termination of enrollment from CHOICES Groups 2 or 3 when a determination has been
made that the applicant or member (as applicable) cannot be safely served within the
member’s cost neutrality cap (CHOICES Group 2) or Expenditure Cap (CHOICES
Group 3).

29.6.11.18.35 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:

2.9.7.4.10.10 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 vear or across multiple years,
including ~a review ofthe 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:

2.9.9.1

General

As provided in Section 2.6.1 of this Agreement, the CONTRACTOR shall be responsible for
providing a full continuum of physical health, behavioral health, and long-term care services.
The CONTRACTOR shall also be responsible for ensuring continuity and coordination
between covered physical health, behavioral health, and long-term care services and ensuring
collaboration between physical health, behavioral health, and long-term care providers. The
CONTRACTOR shall develop policies and procedures that address key elements in meeting
this requirement. These elements include, but are not limited to, screening for behavioral
health needs (including the screening tool), referral to physical health and behavioral health
providers, screening for long-term care needs, exchange of information, confidentiality,
assessment, treatment plan and plan of care development and implementation, collaboration, ,
care coordination (for CHOICES members) and Population Health, provider training, and
monitoring implementation and outcomes.

37.  Section 2.9.9.8 shall be deleted and replaced as follows:

2998

Population Health and CHOICES Care Coordination

The CONTRACTOR shall use its Population Health, and CHOICES care coordination
programs (see Sections 2.9.5, 2.8, and 2.9.6) to support the continuity and coordination of
covered physical health, behavioral health, and long-term care services and the collaboration
between physical health, behavioral health, and long-term care providers. The
CONTRACTOR has the option to allow members, e.g., members who have been determined
to be high risk based on Population Health stratification (see Section 2.8.3), to be enrolled in
an appropriate level Population Health Program (see Section 2.8.4 of this Agreement). For
CHOICES members, Population Health activities shall be integrated with the care
coordination process (see Sections 2.9.5.3, and 2.9.6.1.9).
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Section 2.9.11.3.1 shall be deleted and replaced as follows:

2.9.11.3.1

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

39.

2.9.14

inappropriately-using pharmacy-services; relevant prescription-drug-data-and/or reports
for the member shall be provided to the member’s care coordinator, and the care
coordinator shall take appropriate next steps, which may include coordination with the
member’s PCP

Section 2.9 shall be amended by adding a new 2.9.14 as follows and renumbering the
remaining Section accordingly, including any references thereto.

Coordination with Medicare Advantage Dual Eligible Special Needs Plans (D-SNPs) regarding the
CONTRACTOR’s Full Benefit Dual Eligible (FBDE) Members Enrolled in a D-SNP

29.14.1

2.9.14.2

2.9.14.2.1

29.1422

29.14.2.3

29.142.4

29.142.5

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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29.143

The CONTRACTOR shall coordinate with a FBDE member’s D-SNP regarding CHOICES
LTSS that may be needed by the member; however, the D-SNP shall remain responsible for
ensuring access to all Medicare benefits covered by the CONTRACTOR, including SNF and
home health, and shall not supplant such medically necessary covered services with services
available only through TennCare.

The CONTRACTOR shall develop, for review and approval by TENNCARE prior to their

29.144

29.14.4.1

29.145

29.145.1

29.14.6

29.14.6.1

29.14.7

2.9.14.7.1

29.14.72

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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29.14.8

2.9.14.8.1

2.9.14.9

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 participate, as appropriate, in D-SNP training regarding D-SNP
responsibilities for coordination of Medicare and Medicaid benefits for FBDE members and
benefits covered under the TennCare program, including CHOICES.

40. Section 2.11.1.3 shall be amended by adding a new Section 2.11.1.3.7 as follows:

2.11.1.3.7 Not discriminate against providers and entities in accordance with the federal prohibition

against discrimination as provided for under the collective “federal health care provider
conscience protection statutes,” referenced individually as the Church Amendments, 42
U.S.C. § 300a—7, section 245 of the Public Health Service Act, 42 U.S.C. § 238n, and the
Weldon Amendment, Consolidated Appropriations Act, 2010, Public Law 111-117, Div. D,
Sec. 508(d), 123 Stat. 3034, 3279-80.

41. Section 2.11.6.1 shall be deleted and replaced in its entirety.

2.11.6.1

The CONTRACTOR shall contract with all current nursing facilities (as defined in TCA 71-
5-1412(b)), that meet all CMS certification requirements, for a minimum of three (3) years
following the effective date of CHOICES implementation. Pursuant to Public Chapter 971,
such period is extended through June 30, 2015 if the facility is willing to contract with the
CONTRACTOR under the same terms and conditions offered to any other participating
facility; however this does not prevent the CONTRACTOR from enforcing the provisions of
its contract with the facility. Thereafter, the CONTRACTOR shall contract with a sufficient
number of nursing facilities in order to have adequate capacity to meet the needs of
CHOICES members for nursing facility services

42. Section 2.11.6 shall be amended by deleting and replacing Section 2.11.6.7 and by adding a
new Section 2.11.6.8 as follows:

2.11.6.7

The CONTRACTOR shall assist in developing an adequate qualified workforce for covered
long-term care services. The CONTRACTOR shall actively participate with TENNCARE,
other TennCare managed care contractors, and other stakeholders as part of a statewide
initiative to develop and implement strategies to increase the pool of available qualified direct
care staff and to improve retention of qualified direct care staff. The strategies may include,
for example, establishing partnerships with local colleges and technical training schools to
develop and implement training and/or certification programs for direct support staff; creating
a registry of trained and/or certified staff with the ability to match people who need assistance
with staff to provide such assistance based on individualized needs and preferences;
providing incentives for providers who employ specially trained and/or certified staff and
who assign staff based on member needs and preferences; and systems to encourage direct
support staff to engage as an active participant in the care coordination team. The
CONTRACTOR’s active participation in this statewide initiative shall fulfill its obligation
under this section; however the CONTRACTOR is not prohibited for pursuing additional
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workforce development activities. The CONTRACTOR shall report annually to TENNCARE
on the status of any additional qualified workforce development strategies it elects to
implement (see Section 2.30.8.7)

2.11.6.8 TENNCARE will evaluate the need for further action when the above standards are not met.
At its sole discretion TENNCARE may elect one of three options: (1) TENNCARE may

43.

44.

45.

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:

2.129.4  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:

2.129.61 Require that the provider display public notices of the enrollee’s right to appeal adverse
action affecting services in public areas of their facility(s) in accordance with TennCare rules
and regulations, subsequent amendments, or any and all consent decrees and court orders.
The CONTRACTOR shall ensure that providers have a correct and adequate supply of public
notices in English and Spanish;

Section 2.12.9.65 shall be deleted and replaced as follows:
2.12.9.65 Specify that the provider agreements include the following nondiscrimination provisions:

2.12.9.65.1 Language that no person on the grounds of handicap, and/or disability, age, race, color,
religion, sex, or national origin shall be excluded from participation in, except as specified in
Section 2.3.5, or be denied benefits of, or be otherwise subjected to discrimination in the
performance of provider’s obligation under its agreement with the CONTRACTOR or in
the employment practices of the provider.

2.12.9.65.2 Specify that the provider have written procedures for the provision of language interpretation

and translation services for any enrollee who needs such services, including but not limited
to, enrollees with Limited English Proficiency.
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2.12.9.65.3 Require the provider to agree to cooperate with TENNCARE and the CONTRACTOR during

discrimination complaint investigations.

2.12.9.65.4 Require the provider to assist TennCare enrollees in obtaining discrimination complaint forms

and contact information for the CONTRACTOR’s Nondiscrimination Office.

46.

2.13.8

47.

48.

49.

Section 2.13.8 shall be deleted and replaced in its entirety and shall read as follows:

Medicaid Payment for Primary Care

2.13.8.1

2.13.8.2

Sections 2.

2.14.1.16.2

2.14.1.16.5

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.

2.14.5.5 The CONTRACTOR may determine the duration of time for which CHOICES HCBS will be
authorized. However, the CONTRACTOR shall be responsible for monitoring its

51.

52.

53.

54.

2.15.4

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:

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

Section 2.15.4 shall be deleted and replaced as follows:

Clinical Practice Guidelines

The CONTRACTOR shall utilize evidence-based clinical practice guidelines in its Population Health
Programs (see Section 2.8.6 of this Agreement). The guidelines shall be reviewed and revised whenever
the guidelines change and at least every two (2) years. The CONTRACTOR is required to maintain an
archive of its clinical practice guidelines for a period of five (5) years. Such archive shall contain each
clinical guideline as originally issued so that the actual guidelines for prior years are retained for Program
Integrity purposes.
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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:

2.17.5.2 Teen Newsletter

The CONTRACTOR shall, at a minimum, distribute on a quarterly basis a newsletter to all
enrollees between the ages of 15 and 20 which is intended to educate the enrollee to the
managed care system, proper utilization of services, etc., with an emphasis on the
encouragement to utilize TENNderCare services.

2.17.5.2.1 The Teen Newsletter shall be a product of the TENNderCare MCC Collaborative. The MCOs
will agree on five required topics to include in each newsletter. MCOs may include additional
articles at their discretion; no deviation from the five agreed upon articles will be allowed
unless approved in writing by TENNCARE.

2.17.5.2.1.1 The CONTRACTOR shall include the following information in each newsletter:
2.17.5.2.1.1.1 The procedure on how to obtain information in alternative formats or how to access
interpretation services as well as a statement that interpretation and translation services

are free; and

2.17.5.2.1.1.2  TENNderCare information, including but not limited to, encouragement to obtain
screenings and other preventive care services.
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Section 2.17.8 shall be deleted and replaced as follows:

Provider Directories

2.17.8.1

2.17.8.2

2.17.83

2.17.8.4

The CONTRACTOR shall distribute information regarding general provider directories (see
Section 2.17.8.5 below) to new members within thirty (30) calendar days of receipt of
notification - of -enrollment - in- the CONTRACTOR’s--MCO - or prior- to the -member’s
enrollment effective date. Such information shall include how to access the provider
directory, including the right to request a hard copy and to contact the CONTRACTOR’s
member services line to inquire regarding a provider’s participation in the CONTRACTOR’s
network. Members receiving a hard copy of the provider directory shall be advised that the
CONTRACTOR’s network may have changed since the directory was printed, and how to
access current information regarding the CONTRACTOR’s participating providers.

The CONTRACTOR shall provide information regarding the CHOICES provider directory
(see Section 2.17.8.6 below) to each CHOICES member as part of the face-to-face visit (for
members enrolled through the SPOE) or face-to-face intake visit (for current members) as
applicable, but not more than thirty (30) days from notice of CHOICES enrollment. Such
information shall include how to access the CHOICES provider directory, including the right
to request a hard copy and to contact the CONTRACTOR’s member services line to inquire
regarding a provider’s participation in the CONTRACTOR’s network. Members receiving a
hard copy of the CHOICES provider directory 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 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
access current information regarding the CONTRACTOR’s participating providers. The
online version of the provider directory shall be updated on a daily basis. The general
provider directory shall include the following: names, locations, telephone numbers, office
hours, and non-English languages spoken by contract PCPs and specialists; identification of
providers accepting new patients; and identification of whether or not a provider performs
TENNderCare screens; hospital listings, including locations of emergency settings and post-
stabilization services, with the name, location, and telephone number of each facility/setting;
and a prominent notice that CHOICES members should refer to the CHOICES provider
directory for information on long-term care providers.

The CONTRACTOR shall develop and maintain a CHOICES provider directory that includes
long-term care providers. The CHOICES provider directory, which shall be made available to
all CHOICES members, shall include the following: nursing facility listings with the name,
location, and telephone number of each facility; community-based residential alternatives, by
type, with the name, location, and telephone number of each facility; and a listing of other
(non-residential) CHOICES HCBS providers with the name, location, telephone number, and
type of services by county of each provider. The CHOICES provider directory shall be
posted on the CONTRACTOR’s website, and provided in hard copy upon request of the
member. Members shall be advised in writing regarding how to access the CHOICES
provider directory, including the right to request a hard copy and to contact the
CONTRACTOR’s member services line to inquire regarding a provider’s participation in the
CONTRACTOR’s network. Members receiving a hard copy of the CHOICES provider
directory shall be advised that the CONTRACTOR’s network may have changed since the
directory was printed, and how to access current information regarding the CONTRACTOR’s
participating providers. The online version of the CHOICES provider directory shall be
updated on a daily basis.
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60.

Amendment 10

Section 2.18.2 shall be deleted and replaced as follows:

Interpreter and Translation Services

2.18.2.1

2.1822

2.18.2.3

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.

22024  The CONTRACTOR shall report all tips. confirmed or suspected fraud and abuse to
TENNCARE and the appropriate agency as follows:

62.

2.20.24.1 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:

2.22.4.11 For purposes of timely filing (see Section 2.12.9.28):

2.22.4.11.1 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.

2.224.11.2  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.

2224113  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.

222.4.11.4  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.)

222.4.11.6  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.

2.22.4.12 The CONTRACTOR shall, for a period to be determined by TENNCARE, permit
CHOICES Nursing Facility and HCBS providers to resubmit and shall process
any institutional or HCBS claims for dates of service on or after March 1, 2010,
that were denied on the basis of timely filing when the claim was filed in
accordance with 2.22.4.11.1, 2.22.4.11.2, or 2.22.4.11.3, as applicable, or for
which the applicable minimum reprocessing time was not provided.

63.  Section 2.23.4.3.7 shall be amended by adding the phrase (see Section 2.30.18.3) in the last
sentence.

64.  Section 2.23.5.2 shall be deleted and replaced as follows:

2.23.52  The CONTRACTOR shall systematically update its eligibility/enrollment databases within
twenty-four (24) hours of receipt of said files. Any outbound 834 transactions which fail to
update/load systematically must be manually updated within twenty-four (24) hours of
receipt. The CONTRACTOR shall report to TENNCARE, in a form and format to be
provided by TENNCARE, outbound 834 transactions that are not processed within these time
frames and include information regarding when the transactions were completed. Any
transactions that are not updated/loaded within twenty-four (24) hours of receipt from
TENNCARE and/or persistent issues with high volumes of transitions that require manual
upload may require the CONTRACTOR to initiate a Corrective Action Plan for resolution of
the issues preventing compliance.

65.  Section 2.25.9.1 shall be amended by deleting and replacing the words “disease
management” with “Population Health”.

66. Section 2.26.9 shall be amended by adding the words “and providers” as follows:

2.26.9 Interpretation/Translation Services and Limited English Proficiency (LEP) Provisions

The CONTRACTOR shall provide instruction for all direct service subcontractors and providers
regarding the CONTRACTOR’s written procedure for the provision of language interpretation and
translation services for any member who needs such services, including but not limited to, enrollees with
Limited English Proficiency.

40



67.

68.

2.28.6

Amendment 10

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

2.28.6.2

Discrimination Complaints against the CONTRACTOR and/or CONTRACTOR'’s
Employees. When complaints concerning alleged acts of discrimination committed by the
CONTRACTOR and/or its employees related to the provision of and/or access to TennCare
covered services are reported to the CONTRACTOR, the CONTRACTOR’s
nondiscrimination compliance officer shall send such complaints within two (2) business
days of receipt to TENNCARE. TENNCARE shall investigate and resolve all alleged acts of
discrimination committed by the CONTRACTOR and/or its employees. The
CONTRACTOR shall assist TENNCARE during the investigation and resolution of such
complaints. TENNCARE reserves the right to request that the CONTRACTOR’s
nondiscrimination compliance officer assist with conducting the initial investigations and to
suggest resolutions of alleged discrimination complaints. If a request for assistance with an
initial investigation is made by TENNCARE, the CONTRACTOR’s nondiscrimination
compliance officer shall provide TENNCARE with all requested information, including but
not limited to, the identity of the party filing the complaint; the complainant’s relationship to
the CONTRACTOR; the circumstances of the complaint; date complaint filed; and the
CONTRACTOR’s suggested resolution. TENNCARE shall review the CONTRACTOR’s
initial investigations and determine the appropriate resolutions for the complaints as set forth
in Section 2.28.6.3 below. Any documentation or materials related to such investigation shall
be considered confidential and not subject to disclosure to any third party, unless disclosure is
otherwise required by law.

Discrimination Complaints against the CONTRACTOR’s Providers, Provider’s Emplovees
and/or Provider’s Subcontractors. Should complaints concerning alleged acts of
discrimination committed by the CONTRACTOR’s providers, provider’s employees and/or
subcontractors related to the provision of and/or access to TennCare covered services be
reported to the CONTRACTOR, the CONTRACTOR’s nondiscrimination compliance officer
shall inform TENNCARE of such complaints within two (2) business days from the date
CONTRACTOR learns of such complaints. The CONTRACTOR’s nondiscrimination
compliance officer shall, within five (5) business days of receipt of such complaints, begin to
document and conduct the initial investigations of the complaints. Once an initial
investigation has been completed, the CONTRACTOR’s nondiscrimination compliance
officer shall report his/her determinations to TENNCARE. At a minimum, the
CONTRACTOR’s nondiscrimination compliance officer’s report shall include the identity of
the party filing the complaint; the complainant’s relationship to the CONTRACTOR; the
circumstances of the complaint; date complaint filed; and the CONTRACTOR’s suggested
resolution. TENNCARE shall review the CONTRACTOR’s initial investigations and
determine the appropriate resolutions for the complaints as set forth in Section 2.28.6.3
below. TENNCARE reserves the right to investigate and resolve all complaints concerning
alleged acts of discrimination committed by the CONTRACTOR’s providers, and
subcontractors.
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2.28.6.3  Corrective Action Plans to Resolve Discrimination Complaints. If a discrimination complaint
against the CONTRACTOR, CONTRACTOR’s employees, CONTRACTOR’s providers,
CONTRACTOR’s provider’s employees, or CONTRACTOR s subcontractors is determined
by TENNCARE to be valid, TENNCARE shall, at its option and pursuant to Section 2.25.10,
either (i) provide the CONTRACTOR with a corrective action plan to resolve the complaint,
or (ii) request that the CONTRACTOR submit a proposed corrective action plan to
TENNCARE for review and approval that specifies what actions the CONTRACTOR
proposes to take to resolve the discrimination complaint. Upon provision of the corrective
action plan to CONTRACTOR by TENNCARE, or approval of the CONTRACTOR’s
proposed corrective action plan by TENNCARE, the CONTRACTOR shall implement the
approved corrective action plan to resolve the discrimination complaint. TENNCARE, in its
sole discretion, shall determine when a satisfactory discrimination complaint resolution has
been reached and shall notify CONTRACTOR of the approved resolution. A discrimination
complaint resolution corrective action plan may consist of approved nondiscrimination
training on relevant discrimination topics. Prior to use, the nondiscrimination training
material shall be reviewed and approved by TENNCARE. Time periods for the
implementation of the corrective action plan nondiscrimination training shall be designated
by TENNCARE.

2.28.7 The CONTRACTOR shall use and have available to TennCare enrollees, TennCare’s Discrimination

69.

70.

71.

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

Section 2.29.1.3.19 shall be deleted and replaced as follows:

2.29.1.3.19 A staff person responsible for all Population Health and related issues, including but not
limited to, Population Health activities and coordination between physical and behavioral
health services;

Section 2.29.1.4 shall be deleted and replaced as follows:

2.29.1.4  In addition to the key staff requirements described above, the CONTRACTOR shall have
sufficient full-time clinical and support staff to conduct daily business in an orderly manner.
This includes but is not limited to functions and services in the following areas:
administration, accounting and finance, fraud and abuse, utilization management including
prior authorizations, Population Health, care coordination, QM/QI, member education and
outreach, appeal system resolution, member services, provider services, provider relations,
claims processing, and reporting.

Section 2.29.1.9 shall be deleted and replaced as follows:

2.29.1.9  The CONTRACTOR’s project director, transition staff person, Medical Director, psychiatrist,
CHOICES senior executive, financial staff, member services staff, provider services staff,
provider relations staff, CHOICES provider claims education and assistance staff, UM staff,

42



Amendment 10

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

72.

2.30.5

73.

74.

75.

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:

2.30.53

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:

2.30.8.7

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

2.30.12.7

The CONTRACTOR shall submit an annual Report of Audited HEDIS Results by June 15 of
each year (see Sections 2.15.6).

The CONTRACTOR shall submit an annual Report of Audited CAHPS Results by June 15
of each year (see Sections 2.15.6).

The existing Section 2.30.12.9 shall be deleted in its entirety including any references

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

2.30.13.4

The CONTRACTOR shall submit an annual Provider Satisfaction Survey Report that
encompasses behavioral and physical health. The report shall summarize the provider survey
methods and findings and must provide an analysis of opportunities for improvement (see
Section 2.18.7.4) The report shall be submitted by July 1 each year.

The CONTRACTOR shall submit an 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.

82.

83.

84.

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:

2.30.22.2  Annually, TENNCARE shall provide the CONTRACTOR with a Nondiscrimination
Compliance Plan Template. The CONTRACTOR shall answer the questions contained in the
Compliance Plan Template and submit the completed Compliance Plan to TENNCARE
within ninety (90) days of the end of the calendar year with any requested documentation,
which shall include, but is not limited to, the Assurance of Nondiscrimination. The signature
date of the CONTRACTOR’s Nondiscrimination Compliance Plan shall be the same as the
signature date of the CONTRACTOR’s Assurance of Nondiscrimination. These deliverables
shall be in a format specified by TENNCARE.

The renumbered Section 2.30.22.3.2 shall be deleted and replaced as follows:

2.30.22.3.2 A listing of all complaints filed by employees, members, providers and subcontractors in
which discrimination is alleged related to the provision of and/or access to TennCare
covered services provided by the CONTRACTOR. Such listing shall include, at a
minimum: identity of the complaintant, complainant’s relationship to the
CONTRACTOR, circumstances of the complaint, type of covered service related to the
complaint, date complaint filed, the 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

86.

87.

3.4.7

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 CONTRACTORs cost for the development and implementation of an electronic
visit verification system (EVV) are payment in full for all services provided pursuant to this Agreement.
TENNCARE shall not reimburse CONTRACTOR for any costs, liquidated damages and/or penalties
incurred by the CONTRACTOR and which result from actions or inactions, including penalties associated
with CONTRACTOR's failure to timely pay any and all expenses, fees, taxes and other regulatory/ministerial
costs associated with the requirements of operating as an HMO in this state. The taxes, fees, expenses, and
other regulatory/ministerial costs referenced herein shall include but not be limited to premium taxes
associated with any and all obligations required by the Tennessee Health Maintenance Organization Act of
1986 codified at TCA 56-32-101 ef seq. or any subsequent amendments thereto and/or the Tennessee Prepaid
Limited Health Services Act of 2000 codified at TCA 56-51-101 ef seg. or any subsequent amendments
thereto. TENNCARE shall not share with the CONTRACTOR any financial losses realized under this
Agreement.

Section 3.3.1 shall be deleted and replaced as follows:

The CONTRACTOR will be paid a base capitation rate for each enrollee based on the enrollee’s rate
category. Rate categories are based on various factors, including the enrollee’s enrollment in CHOICES,
category of aid, age/sex combination and the Grand Region served by the CONTRACTOR under this
Agreement. TENNCARE shall take Third Party Liability (TPL) into account in the development of
capitation rates consistent with this Agreement (Section 2.21.4 and the definition of Medical Expenses
described herein). This recognizes that it is the CONTRACTOR that is primarily responsible for TPL
recoveries and that medical claims experience used for rate setting is net of any TPL recoveries of
subrogation activities. The rate categories and the specific rates associated with each rate category are
specified in Attachment XiI.

Section 3.4 shall be amended by adding a new Section 3.4.7 and renumbering the
remaining Section accordingly, including any references thereto.

With respect to Post Eligibility Treatment of Income (PETI), TENNCARE will perform a review of
patient liability experience to determine remaining liability that had not been addressed in the managed
care rate setting process. If additional adjustments are necessary, the adjustments will be made on a
periodic basis to assure the correct application of federal funds.
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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

89.
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4.2.1

92.

LI

adjust the capitation payment for all months during which such services were not provided to
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, four hundred thirteen million, five hundred twenty
two thousand, four hundred dollars ($4,413,522,400.00).

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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Section 4.20.2.2.7 shall be amended by deleting and replacing the Program Issues/Damage
of Level B.2, adding additional language to the Damage Section of B.21., and adding a new
Level B.25 as follows:

B.2 Failure to provide a timely and $500 per calendar day for each day the corrective
acceptable corrective action plan action plan is late, or for each day the CONTRACTOR
or comply with corrective action | | fails to comply with an accepted corrective action as
plans as required by required by TENNCARE
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 $5.000 per month for each timeframe that the
regarding care coordination for CONTRACTOR’s performance is 85-89%
CHOICES members (see $10,000 per month for each timeframe that the

Sections 2.9.2, 2.9.3, and 2.9.6) CONTRACTOR's performance is 80-84%

. $20,000 per month for each timeframe that the
other than the timeframes CONTRACTOR’s performance is 75-79%
referenced in A.16 or A.17 $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 is 69% or less

| These amounts shall be multiplied by two (2) when
the CONTRACTOR has not complied with the
Caseload and Staffing recommendations as specified
in Section 2.9.6.11.9 of this Agreement.

In instances where the denominator is less than two
hundred (200), TENNCARE may opt, at its discretion,
to apply a $500 per occurrence assessment in lieu of
the methodology described above. This per
occurrence amount shall be multiplied by two (2),
totaling a $1,000 per occurrence assessment when the
CONTRACTOR has not complied with the Caseload
and Staffing recommendations as specified in Section
2.9.6.11.9 of this Agreement.

B.25 Failure to meet individual $5000 per occurrence for repeating a deficiency(ies) in
Annual Quality Survey subsequent years
standards 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

9s.

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 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.

Maximum Time for

. . | Admission/
__ Service Type ~ ; 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 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
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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

Within-10-business

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

AASFSSSOCS U VAR WAF Tk g § LW )
days; if urgent, within
48 hours

Inpatient Facility Services
(Substance Abuse)

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

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

24 Hour Residential Treatment
Services (Substance Abuse)

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

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

Within 10 business
days

Outpatient Treatment Services
(Substance Abuse)

Travel distance does not exceed 30
miles for ALL members

Within 10 business
days; for detoxification
— within 24 hours

Mental Health Case
Management

Not subject to geographic access
standards

Within 7 calendar days

Psychosocial Rehabilitation
(may includeSupported
Employment, Iliness 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, documentationof ~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 Outpatient/ Partial Hospitalization Adult-21, 23, 62
Child - B7, C2, C3
Inpatient Facility Services Adult - 15,17
(Substance Abuse) Child — A3, A5
24 Hour Residential Treatment Services Adult - 56
(Substance Abuse) Child - F6
Outpatient Treatment Services Adult—27 or 28
(Substance Abuse) Child — D3 or D4
Mental Health Case Management Adult - 31, 66, or 83

Child - C7,D7, G2, G6, or K1

Psychiatric Rehabilitation Services:

Psychosocial Rehabilitation 42
Supported Employment 44
Peer Support 88
Illness Management & Recovery 91
Supported Housing 32 and 33
Crisis Services (Mobile) Adult - 37, 38, 39
Child - D8, D9, E1
Crisis Respite Adult - 40
Child — E2
Crisis Stabilization Adult 41
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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/Year
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/OP1/in) with password protections on

Documents;
2) Concurrently, a notice of submission should be e-mailed to ProgramIntegrity. TennCare@tn.gov with a subject
line stating "MCC# # # Notice of Referral Submission via SFTP" along with password notices on opening

documents.
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97.  Attachment VIII shall be deleted and replaced as follows:
ATTACHMENT VI
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
1. Evidence of TDCI license for CONTRACTOR and subcontractors (as applicable) to ensure compliance
with Section 2.1.1
2. Notification that a member may satisfy any of the conditions for termination from the TennCare program in
accordance with Section 2.5.4
3. Request for prior approval/notice of use of cost effective alternative services in accordance with Section
2.6.5
4. Request for prior approval of incentives in accordance with Section 2.6.6
5. Policies and procedures for patient liability that ensure compliance with Section 2.6.7.2
6.  Policies and procedures for self-direction of health care tasks in accordance with Section 2.7.3
7. Description of health education and outreach programs and activities to ensure compliance with Section
2.7.4
8. TENNderCare policies and procedures that ensure compliance with the requirements of Section 2.7.6
9. Policies and procedures for advance directives that ensure compliance with Section 2.7.7
10.  Population Health program policies and procedures that ensure compliance with Section 2.8
11.  Service coordination policies and procedures that ensure compliance with Section 2.9.1
12. Policies and procedures for transition of new members that ensure compliance with the requirements of
Section 2.9.2
13.  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
14.  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

17.

18.

19.

20.

21.

22

23.

24,

26.

27.

28.

29.

30.

31.

32.

33.

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
2.11.9.2

Provider agreement template(s) and revisions to TDCI 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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34. Intent to use a physician incentive plan (PIP) to TennCare Bureau and TDCI (see Section 2.13.9)

35. Any provider agreement templates or subcontracts that involve a PIP for review as a material modification
(to TDCI) as required by (see Section 2.13.9)

36. Pricing policies for emergency services provided by non-contract providers that ensure compliance with
Section.2.13.10.1

37. Policies and procedures for PCP profiling to ensure compliance with Section 2.14.9

38. Information on PCP profiling as requested by TENNCARE (see Section 2.14.9)

39.  QM/QI policies and procedures to ensure compliance with Section 2.15

40. Copy of signed contract with NCQA approved vendor to perform CAHPS as required by Section 2.15.5

41.  Copy of signed contract with NCQA approved vendor to perform HEDIS audit as required by Section
2155

42. Evidence that NCQA accreditation application submitted and fee paid (Section 2.15.5.1)

43. HEDIS BAT as required by Section 2.15.6

44.  Copy of signed NCQA survey contract as required by Section 2.15.5.1

45. Notice of date for 1SS submission and NCQA on-site review as required by Section 2.15.5.1

46. Notice of final payment to NCQA as required by Section 2.15.5.1

47. Notice of submission of ISS to NCQA as required by Section 2.15.5.1

48. Copy of completed NCQA survey and final report as required by Section 2.15.5.1

49. Notice of any revision to NCQA accreditation status

50. Policies and procedures regarding critical incident management and reporting to ensure compliance with
Section 2.15.7.1

51. Policies and procedures regarding behavioral health adverse occurrence reporting to ensure compliance
with Section 2.15.7.2

52. Report critical incidents or adverse occurrences to TENNCARE within twenty-four (24) hours pursuant to
Sections 2.15.7.1, 2.15.7.2, and 2.15.7.3

53. Provider Preventable Conditions Reporting (see Section 2.15.8)

54. If applicable, information on the use of the name of the CONTRACTOR’s TennCare MCQ pursuant to

Section 2.16.3
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65.

66.

67.

68.

69.

70.

71.

72.

73.

74.

75.

76.
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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
2.18.7.2

Policies and procedures to monitor and ensure provider compliance with the Agreement (see Section
2.18.7.3)

Policies and procedures for a provider complaint system that ensure compliance with Section 2.18.8
FEA education and training plan and materials that ensure compliance with Section 2.18.9

Policies and procedures regarding member involvement with behavioral health services that ensure
compliance with Section 2.18.10

Appeal and complaint policies and procedures that ensure compliance with Section 2.19

Fraud and abuse policies and procedures that ensure compliance with Section 2.20

Report all confirmed or suspected fraud and abuse to the appropriate agency as required in Section 2.20.2
Fraud and abuse compliance plan (see Section 2.20.3)

A risk assessment annually and “as needed” (see Section 2.20.3.2.2)

TPL policies and procedures that ensure compliance with Section 2.21.4

Accounting policies and procedures that ensure compliance with Section 2.21.7

Proof of insurance coverage (see Section 2.21.8)

Executed agreement for audit accounts that contains the required language (see Section 2.21.11)

Claims management policies and procedures that ensure compliance with Section 2.22
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78. Internal claims dispute procedure (see Section 2.22.5)

79. EOB policies and procedures to ensure compliance with Section 2.22.8

80. Systems policies and procedures, manuals, etc. to ensure compliance with Section 2.23 (see Section
2:23:10)

81. Proposed approach for remote access in accordance with Section 2.23.6.10

82. Information security plan as required by Section 2.23.6.11

83. Notification of Systems problems in accordance with Section 2.23.7

84. Systems Help Desk services in accordance with Section 2.23.8

85. Notification of changes to Systems in accordance with Section 2.23.9

86. Notification of changes to membership of behavioral health advisory committee and current membership
lists in accordance with Section 2.24.2

87. Notification of changes to membership of CHOICES Advisory Group and current membership lists in
accordance with Section 2.24.3

88. Anabuse and neglect plan in accordance with Section 2.24.4

89. Medical record keeping policies and procedures that ensure compliance with Section 2.24.6

90. Subcontracts (see Section 2.26)

91. HIPAA policies and procedures that ensure compliance with Section 2.27

92. Notification of breach and provisional breach in accordance with Section 2.27

93. Third (3rd) party certification of HIPAA transaction compliance in accordance with Section 2.27

94. Non-discrimination policies and procedures as required by Section 2.28

95. Names, resumes, and contact information of key staff as required by Section 2.29.1.2

96. Changes to key staff as required by Section 2.29.1.2

97. Staffing plan as required by Section 2.29.1.8

98. Changes to location of staff from in-state to out-of-state as required by Section 2.29.1.9

99. Background check policies and procedures that ensure compliance with Section 2.29.2.1

100. List of officers and members of Board of Directors (see Section 2.29.3)

101.

Changes to officers and members of Board of Directors (see Section 2.29.3)
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102. Eligibility and Enrollment Data (see Section 2.30.2.1)
103. Monthly Enrollment/Capitation Payment Reconciliation Report (see Section 2.30.2.2)

104. Quarterly Member Enrollment/Capitation Payment Report (see Section 2.30.2.3)

105. Information on members (see Section 2.30.2.4)

106. Annual Community Outreach Plan (see Section 2.30.3)

107. Psychiatric Hospital/RTF Readmission Report (see Section 2.30.4.1)

108. Post-Discharge Services Report (see Section 2.30.4.2)

109. Behavioral Health Crisis Response Report (see Section 2.30.4.3)

110. TENNderCare Report (see Section 2.30.4.4)

111. Population Health Update Report (see Section 2.30.5.1)

112. Population Health Report (see Section 2.30.5.2)

113. Population Health Program Description (see Section 2.30.5.3)

114. Status of Transitioning CHOICES Member Report (see Section 2.30.6.2)

115. CHOICES Nursing Facility Diversion Activities Report (see Section 2.30.6.3)
116. CHOICES Nursing Facility to Community Transition Report (see Section 2.30.6.4)
117. CHOICES HCBS Late and Missed Visits Report (see Section 2.30.6.5)

118. CHOICES Consumer Direction of eligible CHOICES HCBS Report (see Section 2.30.6.6)
119. CHOICES Care Coordination Report (see Section 2.30.6.7)

120. Monthly CHOICES Caseload and Staffing Ratio Report (see Section 2.30.6.8)

121. Quarterly MFP Participants Report (see Section 2.30.6.9)

122. Members identified as potential pharmacy lock-in candidates (see Section 2.30.6.10)
123. Pharmacy Services Report (see Section 2.30.6.11)

124. Pharmacy Services Report, On Request (see Section 2.30.6.12)

125. Provider 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)

NCQA revaluation of accreditation status based on HEDIS scores (see Section 2.30.12.4)
Medicaid HEDIS measures marked as “Not Reported” (see Section 2.30.12.5)

Reports of Audited HEDIS Results (see Section 2.30.12.6)

Reports of Audited CAHPS Results (see Section 2.30.12.7)

CHOICES HCBS Critical Incidents Report (see Section 2.30.12.8)
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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)

60



Amendment 10

177. Claims Activity Report (see Section 2.30.17.3)

178. CHOICES Cost Effective Alternatives Report (see Section 2.30.17.4)

179. Systems Refresh Plan (see Section 2.30.18.1)

180. Encounter Data Files (see Section 2.30.18.2)

181. Electronic version of claims paid reconciliation (see Section 2.30.18.3)

182. Encounter/MLR Reconciliation Report (see Section 2.30.18.4)

183. Information and/or data to support encounter data submission (see Section 2.30.18.5)

184. Systems Availability and Performance Report (see Section 2.30.18.6)

185. Business Continuity and Disaster Recovery Plan (see Section 2.30.18.7)

186. Reports on the Activities of the CONTRACTOR’s Behavioral Health Advisory Committee (see Section
2.30.19.1)

187. Report on the Activities of the CONTRACTOR’s CHOICES Advisory Group (see Section 2.30.19.2)

188. Subcontracted claims processing report (see Section 2.30.20.1)

189. HIPAA/HITECH Repott (Privacy/Security Incident Report) (see Section 2.30.21)

190. Non-discrimination policy (see Section 2.30.22.1)

191. Non-Discrimination Compliance Plan and Assurance of Non-Discrimination (see Section 2.30.22.2)

192. Non-Discrimination Compliance Report (see Section 2.30.22.3)

193. Disclosure of conflict of interest (see Section 2.30.23.1)

194. Attestation Re: Personnel Used in Contract Performance (see Section 2.30.23.2)

195. Provider reimbursement rates for services incurred prior to the start date of operations in accordance with
Section 3.7.1.2.1

196. Return of funds in accordance with Section 3.14.5

197. Termination plan in accordance with Section 4.4.8.2.8

198. Policies and procedures for delivering NEMT services, including an operating procedures manual, as
provided in Section A.1 of Attachment XI

199. NEMT Reports (see Section A.19 of Attachment XI)
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Section A.1 of Attachment XI shall be amended by adding a new Section A.1.3 as follows:

The CONTRACTOR shall develop and submit to the Bureau of TennCare for approval, a policy
addressing No-Shows which limits the amount of trips a member can take when the CONTRACTOR has
determined that the member has missed scheduled trips for NEMT services for a designated number of
trips. Upon the approval of these policies by the Office of Contract Compliance, the CONTRACTOR
shall-assure-all-policies-are implemented-and followed by their NEMT brokers-and their providers.

Section A.3.1 of Attachment XI shall be amended by adding additional language to the end
of the existing text as follows:

Members or their representatives shall be allowed to make requests for NEMT services on behalf of
members. For DCS enrollees (as defined in Exhibit A of this Attachment), representatives include the
member’s DCS liaison, foster parent, adoptive parent, or provider. For members enrolled in an HCBS
waiver for persons with Intellectual Disabilities, the member’s Independent Support Coordinator/Case
Manager or the member’s residential or day services provider may make requests for NEMT services,
even when the member’s residential or day services provider is also a the contract provider that will

deliver the NEMT services to the member.
Section A.4.2 of Attachment XI shall be deleted and replaced as follows:
Verifying Eligibility for NEMT Services

A4.2.1 The CONTRACTOR shall screen all requests for NEMT services to confirm each of the
following items:

A422 That the person for whom the transportation is being requested is a TennCare enrollee and
enrolled in the CONTRACTOR’s MCO;

A423 That the service for which NEMT service is requested is a TennCare covered service (as
defined in Exhibit A of this Attachment);

A4d24 That the enrollee is eligible in accordance with policies and procedures approved by the
Office of Contract Compliance regarding No-Shows; and

A425 That the transportation is a covered NEMT service (see Section 2.6.1.3 of the Agreement).
Section A.4.6 of Attachment XI shall be deleted and replaced as follows:

Validating Requests

A4.6.1 The CONTRACTOR shall conduct random pre-transportation validation checks prior to
approving the request in order to prevent fraud and abuse. The amount validated shall be two

percent (2%) of NEMT scheduled trips per month.

A4.6.2 The CONTRACTOR may verify the need for an urgent trip with the provider prior to
approving the trip.

A.4.6.3 If requested by TENNCARE, the CONTRACTOR shall conduct pre-transportation validation
checks of trips requested by specified members and/or to specific services or providers.
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A.4.6.4 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 requirement.

A4.6.5 All pre-transportation validation checks shall be conducted within the timeframes specified in
Sect}en A .Q.l d-of thic-Attachment

102.

103.

AS53

104.

AS.4

105.

Ty OIS HettaelTHICH L

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:

A.5.5.1 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.
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Section A.5.5.4 of Attachment XI shall be amended by deleting the word “or” and
replacing it with the word “and” as follows:

AS554 If the CONTRACTOR notifies a NEMT provider of a trip assignment after the timeframe
specified in Section A.5.5.1, the CONTRACTOR shall also contact the NEMT provider by
telephone and electronically to confirm that the trip will be accepted.

107.

A5.7

108.

109.

A71

110.

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:

A.8.2.1 The CONTRACTOR shall ensure that all drivers receive appropriate training prior to
providing services under the Agreement and annually thereafter. This shall include a
minimum of thirty-two (32) hours of training prior to providing services under the Agreement
and a minimum of fifteen (15) hours of annual training. Proof of all required training shall be
maintained as to allow for unscheduled file audits.
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Section A.8.3.6 through A.8.3.8 and Section A.8.3.11 of Attachment XI shall be deleted and
replaced as follows:

A83.6

The CONTRACTOR shall ensure that all drivers pass a physical examination prior to
providing services under the Agreement and have additional physical examinations as
necessary to ensure that a driver is qualified to drive a passenger vehicle (e.g., if the driver

A.83.7

A838

A83.11

has-a heart attack or stroke). The physical examination shall be 4t Teast 45 extensive as the
medical examination required by the United States Department of Transportation’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:

A.8.3.12 The CONTRACTOR shall ensure that drivers pass a national driver license background
check prior to providing services under the Agreement and annually thereafter. This initial
national-driver ticense 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.13.3.9  Require the NEMT provider to comply with all of the CONTRACTOR’s NEMT policies and
procedures, including but not limited to those policies regarding No-Shows.

124.

125.

126.

127.

A.19

A.19.1

Section A.13 of Attachment XI shall be amended by adding a new Section A.13.5 and
renumbering the remaining Section accordingly, including any references thereto.

The CONTRACTOR shall develop and implement, subject to prior approval by TENNCARE, a template
provider agreement specifically for DIDD waiver residential or day services provider which reflects only
those NEMT requirements that are applicable to such providers, as may be further clarified by

TENNCARE in policy or protocol.
Section A.14.3.1 of Attachment XI shall be deleted and replaced as follows:

A.143.1  The CONTRACTOR shall conduct post validation checks by matching NEMT billed claims
to Healthcare provider billed claims validating two percent (2%) of NEMT claims received in
a month and if the CONTRACTOR determines that transportation for a particular member
was not to a TennCare covered service, the CONTRACTOR validates the next three (3)
requests for that member before approving the requested trip (see Section A.4.6 of this
Attachment)). If the CONTRACTOR suspects fraud or abuse, it shall comply with the fraud
and abuse requirements of the Agreement.

Section A.17.6.1 of Attachment XI shall be deleted and replaced in its entirety.

A.17.6.1 The CONTRACTOR shall conduct a comprehensive inspection of all NEMT providers’
vehicles prior to the implementation of NEMT requirements in this Attachment. Thereafter,
the CONTRACTOR shall conduct a comprehensive inspection of all vehicles at least
annually. The CONTRACTOR is not required to inspect fixed route vehicles, invalid
vehicles, ambulances, DIDD residential or day services providers enrolled to provide NEMT
for the waiver participants they serve, or vehicles for NEMT providers with which the
CONTRACTOR does not have a provider agreement (see Section A.13.2 of this Attachment).

Section A.19 of Attachment XI shall be deleted and replaced as follows:

NEMT REPORTING

Approval and Utilization Reports

A.19.1.1  Approval Report. The CONTRACTOR shall submit a quarterly approval report that
summarizes transportation requested, approved, modified and denied, including the
modification and denial reason. The report shall provide this information by month and mode
of transportation.

A.19.1.2  Pick-up and Delivery Standards Report. The CONTRACTOR shall submit a monthly report
that documents the number of pick-ups that were late by a NEMT provider, and drop-offs
where the member either missed or was late to an appointment and provides the average
amount of time that the pick-ups or drop-offs were late.
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A19.13

Utilization Report. The CONTRACTOR shall submit a monthly utilization report that
provides a summary of information on NEMT services provided to members. The report shall
include, at minimum, by mode of transportation: the number of trips, number of unduplicated
members, and number of miles.

NEMT Call Center Reports

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 staff.

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.193.1

A.19.3.2

A.1933

Driver Roster. The CONTRACTOR shall provide a monthly driver roster for each NEMT
provider that includes, at minimum: the driver’s name, license number, and social security
number.

Vehicle Listing. The CONTRACTOR shall provide a monthly vehicle listing for each NEMT
provider that includes, at minimum: the type of vehicle and the vehicle’s manufacturer,
model, model year, and vehicle identification number.

NEMT Provider Listing. The CONTRACTOR shall provide a monthly provider listing,
identifying the providers utilized during the reporting period listing the name, whether the
provider is a participating or non-participating provider, mode of transportation and the
county and state of the pick-up location. This report shall give the number of participating
and non-participating providers as well as a grand total of all NEMT providers.

NEMT Claims Management Reports

A.194.1

The CONTRACTOR shall submit a monthly NEMT prompt payment report. The report shall
include the number and percentage of clean NEMT claims that are processed within thirty
(30) calendar days of receipt, the number and percentage of NEMT claims that are processed
within sixty (60) calendar days of receipt, the number and percentage of NEMT claims and
the dollar value and percentage of dollars associated with claims that are processed within the
timeframes specified by TENNCARE (e.g., fifteen (15) days, thirty (30) days, etc.), and the
average time (number of days) that it takes to process NEMT claims.
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A.19.4.2

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

A.19.5.1

A.19.52

A.19.5.3

A.19.54

A.19.54.1

A1954.2

A.19.5.5

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 (see Section 1 of the Agreement for the definition of complaint, which
includes both written and verbal statements) that details the date which the complaint was
reported, the date the issue occurred, who reported the complaint, the members name,
transportation provider, complaint details, date of resolution and detail of the resolution. This
report shall detail complaints received about the NEMT provider.

NEMT Provider Complaint Report. The CONTRACTOR shall submit a monthly
NEMT provider complaints report that details the number of verbal and written
complaints from the transportation provider about a member.

NEMT Quality Assurance Plan. As part of its annual QM/QI reporting required by the
Agreement, the CONTRACTOR shall submit an annual NEMT quality assurance plan (see
Section A.17.1 of this Attachment).

NEMT Validation Checks.

The CONTRACTOR shall submit a quarterly report summarizing the pre-transportation
validation checks (see Section A.4.6 of this Attachment) conducted by the CONTRACTOR..

The CONTRACTOR shall submit a quarterly report summarizing the post-transportation
validation checks (see Section A.14.3 of this Attachment) conducted by the

CONTRACTOR..

Post-Payment Review Report. The CONTRACTOR shall submit an annual report
summarizing the methods and findings for the post-payment review (see Section A.17.1.2.2
of this Attachment) and identifying opportunities for improvement.

Accidents and Incidents.

Immediately upon the CONTRACTOR or the subcontracted vendor becoming aware of any
accident resulting in driver or passenger injury or fatality or incidents involving abuse or
alleged abuse by the driver that occurs while providing services under the Agreement, the
CONTRACTOR shall notify TENNCARE. The CONTRACTOR shall submit a written
accident/incident report within five (5) business days of the accident/incident and shall
cooperate in any related investigation. A police report shall be included in the
accident/incident report or provided as soon as possible.

The CONTRACTOR shall submit a monthly report of all accidents, moving traffic violations,
and incidents.

Failure by the CONTRACTOR to comply with Section A.19.5.6 shall result in the
application of liquidated damages as described in Exhibit F.
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A.19.5.7  Monitoring Plan.

A.19.5.7.1 The CONTRACTOR shall submit an annual NEMT provider monitoring plan (see Section
A.17.3 of this Attachment).

A.19.5.7.2 The CONTRACTOR shall submit an annual report summarizing its monitoting activities, the
findings, corrective actions, and improvements for NEMT services provided under the
Agreement.

A.19.5.8  Satisfaction Survey Report. The CONTRACTOR shall submit a report (three months after the
initial survey period and then annually) summarizing the member survey methods and
findings and identifying opportunities for improvement.

Exhibit A of Attachment XI shall be amended by adding a new sentence to the end of the
renumbered Item 18 and adding new Definitions for the terms “Urban Trip” and Non-
Urban Trip” as follows:

10. Non-Urban Trip: Covered NEMT service not within a city and considered less populated, (rural as
described by the US Census Bureau).

17. Urban Trip: Covered NEMT service within a city or a more populated area (not rural as described
by the US Census Bureau)

18. Urgent Trip: Covered NEMT services required for an unscheduled episodic situation in which there
is no immediate threat to life or limb but the enrollee must be seen on the day of the request (can be
one (1) or multiple trip legs). A hospital as well as a Crisis Stabilization Unit discharge shall be an
urgent trip.

The PERFORMANCE STANDARD/LIQUIDATED DAMAGE Chart in Exhibit F of
Attachment XI shall be deleted and replaced as follows:

No. ‘ PERFORMANCE STANDARD ‘LIQUIDATED DAMAGE

1 Ensure that members receive the appropriate [ . | $500 per deficiency
level of service (see Section A.4.4 of this <
Attachment) :

2 Comply with the approval and scheduling $1,000 per deficiency
timeframes (see Section A.5.1.3 of this ~
Attachment) ;

3 Comply with requirements regarding urgent | | $1500 per deficiency
trips (see Section A.5.7 of this Attachment)

4 Comply with pick-up and delivery standards $500 per deficiency
(see Section A.6 of this Attachment)
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No. i-

PERFORMANCE STANDARD

LIQUIDATED DAMAGE

5

Comply with vehicle standards (see Section
A.7 of this Attachment)

$1,000 per calendar day per vehicle that
is not in compliance with ADA
requirements

$1,000 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
is not in compliance with a vehicle
standard that would endanger health or
safety for vehicle occupants

$500 per calendar day per vehicle that
is not in compliance with a vehicle
standard that creates passenger
discomfort or inconvenience

$100 per calendar day per vehicle that
is not in compliance with an
administrative vehicle standard

Comply with driver training requirements
and driver standards (see Section A.8 of this
Attachment)

$2,500 per calendar day per driver for
each calendar day that a driver is not in
compliance with the driver standards

85% of all calls to the NEMT Call Center
are answered by a live voice within thirty
(30) seconds (see Section A.9 of this
Attachment)

For the first deficiency: $5.000 for each
full percentage point below 85% per
month per line/queue

For the second deficiency: $10,000 for
each full percentage point below 85%
per month per line/queue

For the third and subsequent
deficiencies: $15,000 for each full
percentage point below 85% per month

| per line/queue

Less than 5% of calls to the NEMT Call
Center are abandoned (see Section A.9 of
this Attachment)

For the first deficiency: $5,000 for
each full percentage point above 5% per
month per line/queue

For the second deficiency: $10,000 for
each full percentage point above 5% per
month per line/queue

For the third and subsequent
deficiencies: $15,000 for each full
percentage point above 5% per month
per line/queue
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No. PERFORMANCE STANDARD LIQUIDATED DAMAGE

9 Average hold time for calls to the NEMT For the first deficiency: $5,000 for each
Call Center is no more than 3 minutes (see 10 seconds over 3 minutes per month
Section A.9 of this Attachment) per line/queue

For the second deficiency: $10,000 for
|_each 10 seconds over 3 minutes per.

month per line/queue

For the third and subsequent

deficiencies: $15.000 for each 10

seconds over 3 minutes per month per

line/queue

10 Process 90% of clean NEMT claims within $10,000 for each month determined not
thirty (30) calendar days of the receipt of to be in compliance
the claim and process 99.5% of claims
within sixty (60) calendar of receipt (see
Section A.15.3 and Section A.15.4 of this
Attachment)

11 97% of NEMT claims are paid accurately $5.000 for each full percentage point
upon initial submission (see Section A.15.5 accuracy is below 97% for each quarter
of this Attachment)

12 Failure by the CONTRACTOR to notify $1000 per occurrence

TENNCARE of an Accident/Incident in
accordance with Section A.19.5.6 of this

Attachment
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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
UnitedHealthCare
EFFECTIVE July 1, 2011
Per Member
Aid Category Age Group Per Month

Medicaid (TANF & Related) Age Under 1 $ 57378
And Age1-13 $ 9513
Standard Spend Down Age 14 - 20 Female $ 22979

Age 14 - 20 Male $ 135.96

Age 21 - 44 Female $ 33575

Age 21 - 44 Male $ 22992

Age 4564 $ 39247

Age 65+ $ 492.82
Uninsured/Uninsurable Age Under 1 $ 572.26

Agel-13 $ 82.81

Age 14 - 19 Female $ 13115

Age 14— 19 Male $ 12021
Disabled Age <21 $ 2,650.48

Age 21 + $ 759.26
Duals/Waiver Duals All Ages $ 120.79
CHOICES Rate CHOICES Duals $ 3,867.30

CHOICES Non-Duals $ 5,163.74
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EXHIBIT F
CAPITATION RATES
EAST
UnitedHealthCare
EFFECTIVE January 1,2012
Per Member
Aid Category Age Group Per Month

Medicaid (TANF & Related) Age Under 1 $ 57210
And Age1-13 $ 94.69
Standard Spend Down Age 14 - 20 Female $ 228.38

Age 14 - 20 Male $ 13531

Age 21 - 44 Female $ 333.65

Age 21 - 44 Male $ 22862

Age 4564 $ 390.07

Age 65 + $ 489.18
Uninsured/Uninsurable Age Under 1 $ 570.59

Agel-13 $ 82.38

Age 14 - 19 Female $ 130.31

Age 14— 19 Male $ 11917
Disabled Age <21 $ 2,634.14

Age 21+ $ 754.63
Duals/Waiver Duals All Ages $ 119.37
CHOICES Rate CHOICES Duals $ 3,784.91

CHOICES Non-Duals $ 5082.26
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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 UNITEDHEALTHCARE PLAN OF THE
AND ADMINISTRATION RIVER VALLEY; INC.
{?f 10/ 7 ’

8v: ol ; R ==Vl BY: : :

Mark Emkes Scoft A. Bowers

Commissioner Chief Executive Officer, TennCare
DATE: [Z2/1%F /2072 DATE: |\ 2-\5-\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 S((/Q{

Representative Curtis Johnson, Vice-Chairman
DATE.: June 7, 2012

SUBJECT: Contract Comments
(Fiscal Review Committee Meeting 6/4/12)

RFS# 318.66-0564 (Edison # 29584)

Department: Finance & Administration/Bureau of TennCare

Vendor: UnitedHealthCare Plan of the River Valley, Inc.

Summary: The vendor is responsible for medical and behavioral health
services to 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: $3,457,425,800

Proposed maximum liability: $3,457,425,800

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
310 Great Circie 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 Amandments {7)
Keystone Peer Review, Inc. (KePro) Amendment #3
Public Consulting Group, inc., Amendment #2

Dear Mr. Geise;

The Department of Finance and Administration, Bureau of TennCare, is submitting for
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 individuals at risk of nursing facility placement. CHOICES Group 3 was not implemented with
CHOICES Groups 1 and 2 due to the Maintenance of Effort (MOE) requirements included in the
Affordable Care Act. Since that time, CMS and the State have identified a strategy that allows
the State to implement CHOICES Group 3 and be in compliance with the MOE requirements 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 Integrity (Pl) language to clarify PI Investigators be
designated by plan; (4) Social Security Administration (S5A) 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 Tennessee, Inc. FA-07-16936-12
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 Heaith 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 o
(East Region)

Volunteer State Health Plan FA-08-24983-09

(East Region)

Review, Inc. KePro is the competitively procured contract for the provision of TennCare's

month period of time and provide funding to support this term extension. This competitively
procured contract monitors a TennCare recipient-appeals process that fully complies with
constitutional due process for TennCare recipients as well as complies with app_licable .state. and

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, . —

Caséy?Bungan )

Chief Financial Officer

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



Supplemental Documentation Required for

Fiscal Review Committee

* act
*Contact Name: Casey Dungan Clglrr:(gne: 615-507-6482
*Original Contract | FA-08-24984-00 *Original RFS | 318.66-034-08
Number: Number:
Edigon Contract Edison RF'S
Number: (if applicable) 29584 N‘;;:;E’zéb z(;))( N/A
*Qriginal Contract *Current End
Begin Date: | May 19, 2008 Date: | Tune 30, 2013
Current Request Amendment Number: | 9
(f applicable)
Proposed Amendment Effective Date: | July 1, 2012
(if applicable)
*Department Submitting: | Department of Finance & Administration
*Pivision: | Bureau of TennCare
*Date Submiited: | April 30, 2012

*Submitted Within Sixty (60) days:

Yes

If not, explain.:

NA

*Contract Vendor Name:

UnitedealthCare Plan of the River
Valley, Inc. (East Region)

*Current Maximum Liability:

$3,457,425,800.00

*Current Contract Allocation by Fiscal Year:

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

IY: 2009 FY: 2010 FY: 2011

FY: 2012 FY 2013 N

$ 295,236,000 $590,472,000 | § 787,372,000

$828,249,299 $956,096,600 | §

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

FY: 2009 FY: 2010 FY: 2011

FY: 2612 FY Y

$ 208,089,186.00 | §485,717,685.61 | $901,212,823.91

$

$686,236,651.27

$

IF Contract Allocation has been
greater than Contract

The reason that allocations for the full-risk
Managed Care Contractor contract exceeds the
contract expenditures are that the contract
maximum liability must be estimated prior to

Expenditures, please give the
reasons and explain where surplus
funds were spent:

delivery of services uging current enrollment and
medical/behavioral claims cost. H the program’s
enrollment were to vary significantly from the
original estimate, allocation could be higher than
actual expenditures. :

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

carry forward provision: et
ACT.

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

IF Contract Expenditures exceeded

Contract Allocation, please give the N/A




Supplemental Documentation Required for

iscal Review Committee

reasons and explain how funding
was acquired to pay the overage:

*Contract
Funding | State: $1,088,473,997.00 Federal: $2,368,951,803.00
Source/Amount;
Interdepartmental: Other:
If “other” please define:

Dates of All Previous Amendments
or Revisions: ¢f applicable)

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

Amendment #1 -September 1, 2009

This amendment provided compliance with Mental Health
Parity Act, provided clarification language to the contract,
streamlined reporting to enhance fimeframes as well as
review and analysis for consistency with NCQA reporting
requirements.

Amendment #2 - March 1, 2010

This amendment provided compliance with Long Term
Care Communily 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 reporling.

Amendment #4 — January 1, 2011

Address Program Iniegrity 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 Disecase
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 finding,

Amendment #7 — January 1, 2012

Program Integrity Updates, HIPAA/HITECH clarifications;
CHOICES updates; Quality Clarifications regarding the
use of Hybrid methodology for HEDIS and Qutreach
Activity planning and reporting; Increase funding to
suppert 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.

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

The costs associated with this contract were
predicated on the cost proposals submitted in
response to the RFP. These documents are
public information and avaifable upon request,

award?




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.




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

UnitedHealthCare

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

Per Member Per
Aid Category Age Group Month
Medicaid (TANF & Related)  Age Under 1 $ &76.64
And Agef-13 $ 80.40
Standard Spend Down Age 14 - 20 Female $ 21595
Age 14 - 20 Male $ 11579
Age 21 - 44 Female $ 32050
Age 21 - 44 Male $ 22488
Age 45 — 64 $  383.95
Age 65 + $ 51323
Uninsured/Uninsurable Age Under 1 $ 57514
Agel1-13 $ 77.94
Age 14 - 19 Female $ 12743
Age 14 - 19 Male $ 106.14
Disabled Age <21 $ 2,554.20
Age 21 + $ 709.52
Duals/Waiver Duals Al Ages 3 94.34
Priority Add-On All Ages $ 20471
CHOICES Rate (Effective CHOICES Duals $ 386542
August 1, 2010} CHOICES Non-Duals $ 489850

67




Amendment Number 5 (cont.)

EXHIBIT D
CAPITATION RATES
EAST
UnitedHealthCare
EFFECTIVE January 1, 2011

Per Member Per
Aid Category Age Group Month
Medicaid (TANF & Related)  Age Under 1 $ 57648
And Agel-13 $ 97.31
Standard Spend Down Age 14 - 20 Female $ 23222
Age 14 - 20 Male $ 138.25
Age 21 - 44 Female $ 34126
Age 21 - 44 Male $ 23410
Age 45— 64 $ 395.38
Age 65+ $ 51314
Uninsured/Uninsurable Age Under 1 $  575.14
Agel-13 $ 84.81
Age 14 - 19 Female $ 13914
Age 14 — 19 Male $ 120.11
Disabled Age <21 $ 269365
Age 21+ $ 77446
Duals/Waiver Duals Ali Ages $§ 12043
CHOICES Rate CHOICES Duals $ 3,865.42
CHOICES Non-Duals $ 4,898.50

68




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 (FANF & Related)  Age Under 1 $522.32
And Age1-13 $ 95.97
Standard Spend Down Age 14 - 20 Female $ 205.85

Age 14 - 20 Male $112.05

Age 21 - 44 Female $303.42

Age 21 - 44 Male $179.81

Age 45 - 64 $ 328,49

Age 65 + $ 409.48
Uninsured/Uninsurable Age Under 1 $523.17

Age1-13 $ 82.59

Age 14 - 19 Female $118.93

Age 14 - 19 Male $ 90.27
Disabled Age <21 $ 704.03

Age 21 + $ 636.70

' Duals/Waiver Duals All Ages $93.71

Priority Add-On All Ages $235.32
CHOICES Rate (Effective upou | CHOICES Duals To Be Provided
the CHOICES Implementation CHOICES Non-Duals To Be Provided
Date)

S1. 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).

Page 354 of 355



Amendment Number 3 (cont.)

26.  Attachment INI 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:
* [ong Term Care Services:

(2) Transport distance to licensed Adult Day Care providers will be the usual and customaty not to
cxceed 20 miles for TennCare enrollees in urban arcas, 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.

27.  Attachment VHI 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 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 (see Section 2.30.14.4)
167.  Program Integrity Exception List Report (see Section 2.30.14.5)
168.  List of Involuntary Terminations Report (see 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 X1

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 $ 564.49
And Agel-13 $ 94.56
Standard Spend Down Age 14 - 20 Female $ 204.66
Age 14 - 20 Male F110.31
Age 21 - 44 Female $302.31
Age 21 - 44 Male $183.37
Ageds - 64 ¥ 336.56
Age 65 + _ $377.99
Uninsured/Uninsurable Age Under 1 $ 504,49
Agel-13 $ 81.81
Age 14 - 19 Female $116.99
Age 14 - 19 Male $ 8730
Disabled Age <21 3 699.07
Age 21 + $ 588.88
Duals/ Waiver Duals All Ages $ 107.69
l State Only & Judicials All Ages $468.19
Priority Add-On All Ages $ 228.93

388 of 388



Amendment Number 5 (cont.)

EXHIBIT D

CAPITATION RATES

EAST

UnitedHealthCare

EFFECTIVE January 1, 2011

Per Member Per

Aid Category Age Group Month
Medicaid (TANF & Related)  Age Under 1 $ 57648
And Agel-13 3 97.31
Standard Spend Down Age 14 - 20 Female $ 23222
Age 14 - 20 Male $ 13825
Age 21 - 44 Female $ 34126
Age 21 - 44 Male $ 23410
Aged5 —64 $ 39538
Age 65+ $ 51314
Uninsured/Uninsurablie Age Under 1 .. 57514
Agel-13 $ B4.81
Age 14 - 19 Female $  139.14
Age 14 - 19 Male $ 12011
Disabled Age <21 $ 269385
Age2l + $ 77448
Duals/Waiver Duals All Ages $ 12043
CHOICES Rate CHOICES Duals $ 386542
CHOICES Non-Duals $ 4,898.50

68




EXHIBITE
CAPITATION RATES

EAST
UnitedHealthCare
EFFECTIVE July 1, 2011

Per Member

Aid Category Age Group Per Month

Medicaid (TANF & Related) Age Under 1 3 572.26
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~ 064 $ 404.31

Ape 65 + $ 505,82

Uninsured/Uninsurable Age Under | 3 572.26
Agel-13 $ 87.16

Age 14 - 19 Female 3 141.75

Age 14 - 19 Male $ 124.55

Disabled Age<2] 3 2,819.64
Age 21 + $ 787.73

Duals/Waiver Duals All Ages $ 114,32
CHOICES Rate CHOICES Duals $ 3,867.30
CHOICES Non-Duals $ 5,163.74

56




UnitedHealthCare Plan (Americhoice) - East

FY 2012

Unit Voucher 2 Vendor 1D Amount Pd Pymnt Date
31865 00357930 0000021799 $ 73,917,507.71 872011
31865 00357933 0000021799 3 2,258.20 8172011
31865 00373130 0000021799 $ 76,087,520.48 9/2/2011
31865 00373133 0000021799 $ 3,070.65 9/2/12011
31865 00362002 0000021799 3 (64,120.24) 811612011
31865 00362003 0000021798 % (13,293.33) 8/16/2011
31865 00362007 Co00021799 $ 9,309.10 8/16/2011
31865 00362009 0000021798 $ 341,421.31 81712011
31865 00362004 0000021799 $ (242,507.53) 8162011
31865 00362010 0000021799 $ 264,689.47 B/16/2011
31865 00362005 0000021799 $ 29,733.1C 8/16/2011
31865 (30362011 0000021799 $ 148,353.84 8/16/2011
31865 00362006 0000021799 $ {88,185.10) 8/16/2011
31865 00362012 0000021799 $ 688,758.72 8/16/2011

$

31865
31865
31865
31865
31866
31865
31865
31865
31865
31865
31865
31865

00390202
00380205
00393444
00404006
00404009
00406907
00406908
00417174
00417177
30403390
00403391
00426310

0000021799
0060021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799

$
$
$
$
$
$
$
$
$
$
$
$
$

151,094,516.38

67,933,020.31
553.61
1,000.00
76,576,651.97
475.46
14,177,948.94
206,176.97
68,539,913.81
204.71

{1,337.20)
3,928.83
598,006.55

228,036,543.96

10/7/2011
101772011
10/14/2011
11442011
111412011
1171412011
11/14/2011
12152011
121612011
111172011
11/1/2011
12211201




UnitedHealthCare Plan {AmeriChoice) - East FY 2012 (Continued)

[U nit ” Voucher ID l Vendor 1D ” Amount Pd Pymnt Date [

31865 101519375 0000021799 $ 75,174,034.58 1/6/2012

31865 101547441 0000021799 $ 61,001,622.58 2{312012

31865 101574347 0000021799 $ 70,910,813.77 37212012

31865 101538871 0000021799 % 19,000.00 20172012
$ 207,105,47C.93

FY 2012 TOTAL $ 586,236,531.27




UnitedHealthCare Plan (Americhoice) - East

Fy 2011

]ynit " Voucher D I Vendor iD ] Amount Pd Pymnt Date
31865 00158199 0000021799 37,942,841.65 712{2040
31865 001568202 000002179%2 3,296,216.14 7/2/2010
31865 00173114 0000021799 60,783,673.36 8/6/2010
31865 00173117 0000021798 3.312,019.94 8/6/2010
31868 00186272 0000021799 62,849,295.17 9/3/2010
31865 00186275 0000021799 3,193,163.06 9/3/2010

31865
31865
31865
31865
31865
31865
31865
31865
31865
31865

00199535
00199538
00209568
(0209569
00217253
00217256
00230052
00230055
00243063
00243066

0000021799
00006021799
0000021799
(0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799

171,377,209.32

81,137,598.71
1,920,796.94
7,585,189.58
258,930.00
67,910,429.31
3,097,333.39
67,722,982.97
3.106,589.63
67,590,159.24
3,099,374.95
303,430,384.72

10/1/2010
10/1/2010
10/20/2010
1072072010
11/5/2010
11/6i2010
12/3/2010
121312010
12/30/2010
12/30/2010

31865
31865
31865
31865

00260936
00260939
00277665
00277668

(0000021799
0006021799
0000021799
0000021799

69,145,763.15
2,944,094.56
70,458,249.65
2,671,827.60
145,219,934.96

21212011
21212011
3142011
3/4/2011




UnitedHealthCare Plan {AmeriChoice) - East FY 2011 (Continued)

Unit Voucher ID | Vendor ID | Amount Pd I PymntDate

31865 00297107 0060021799 61,520,373.06 4{1/2011
31865 00313435 0000021799 74,208,748.03 5/6/2011
31865 00313438 0000021799 10,821.41 5/6/2011
31865 00327194 0000021799 72,454 578.24 6/3/2011
31865 00327197 0000021799 5,813.38 6/3/2011
31865 00330700 0000021799 1,000.00 6/10/2011
318865 00341553 0000621799 72,983,960.79 6/30/2011

281,185,294.91

FY 2011 TOTAL $901,212,823.91




UnitedHeaithCare Plan (Americhoice) - Fast

FY 2010

Pre-Edison Payments:

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

RAI100650628 |6/29/2009 100650628 37,241,817.68 37,241,817.68
RA100650631 |6/29/2009 100650631 2,536,464.62 2,536,464.62
RATOO686181  {8/4/2009 160686181 36,278,717.70 36,278,717.70
RA100686184  18/4/2009 100686184 4,005,759.63 4,005,759.63
RAI0G714795  |19/1/2009 100714795 2,987,309.94 2,987,309.94
RA100714792  [9/1/2009 100714792 35,123,273.75 35,123,273.75

9,529,534.19 108,643,809.13 118,173,343.32
Edison Payments:
Unit livoucher ID |[Vendor ID Amount Pd IPymnt Date |
31865 00006782 0000021799 34,796,230.85 10/5/2009
31865 00008785 0000021799 2,862,044.23 10/6/2009
31865 00015653 0000021799 35,378,711.75 11/6/2009
31865 Q0015656 0000021799 2,861,559.60 11/6/2009
31865 00022038 0000021799 34,926,556.05 12/7/2009
31865 00022041 0000021799 2,954,624.69 12/7/2009

31865
31865
31865
31865
31865
31865

00051200
00051203
00068250
00068253
(30086761
00086764

0000021799
0006021799
0000021799
000021799
0000021799
0000021799

113,779,727.17

35,759,344.18
3,055,537.44
46,818,6564.92
2,857.036.78
37,188,364.64
3,252,427.73
128,931,365.67

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




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

Unit Voucher |D Vendor D Amount Pd Pymnt Date

31865 00104915 0000021799 37,598,852.04 4/2/2010
31865 00104918 0000021798 3,305,002.78 4/2/2010
31865 00125583 0000021799 39,138,729.08 5/7/2010
31865 00125596 0000021799 3,372,421.89 5/7/2010
31865 00142887 0000021799 38,205,430.83 6/4/2010
31865 00142690 0000021799 3,242,712.83 6/4/2010

124,863,149.45

FY 2010 TOTAL $485,747,585.61
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8-16-10 REQUEST-NON-AMLEND

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 POF format, via e-mali attachment sent to: Agsprs. Agsprs@state.tn.us

APPROVED

COMMISSIONER OF FINANCE & ADMINISTRATION ]
Request Tracking # 31866-00054
Procuring Agency Department of Finance and Administration

Bureau of TennCare

Contractor UnitedHealthCare Plan of the River Valley, Inc.
Contract # FA-08-24984-00
Proposed Amendment # 9
EdisonID # 29584

Contract Begin Date

May 19, 2008

Current Contract End Date
— with ALL oplions to extend exercised

June 30, 2013

Proposed Contract End Date
— with ALL options to extend exercised

June 30, 2013

Current Maximum Contract Cost
— with ALL options to extend exercised

$ 3,457,425,800.00

Proposed Maximum Contract Cost
—~ with ALL opfions to extend exercised

$ 3,457,425,800.00

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

X Not Applicable DAttached

eHealth initiative Support

— healti-related professional, pharmaceutical, laboralfory, or imaging service

X Not Applicahle DAttached

Human Resources Support
— slate employee training service

X Not Applicable | ] Attached

Explapation Need for the Proposed Amendment

This competitively procured contract provides medicat and behavioral health services to TennGare
enrollees. The proposed amendment provides requirements for the Contractor regarding: (1) the
implementation and operation of CHOICES Group 3, the portion of the CHOICES program that extends
limited Home and Community Based Services (HCBS) benefits to individuals at risk of nursing facility
placement. CHOICES Group 3 was not implemented with CHOICES Groups 1 and 2 due to the
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Maintenance of Effort (MOE} requirements included in the Affardable 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) tanguage to clarify that

QM/Q! reporting must be specific to TennCare and not combined with other state or commercial

programs; (3) Program Integrity fanguage to clarify P| lnvestigators be designated by plan; (4) SSA Data

Security language added in gccordance with our agreement with SSA, and (5) Subconfract 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 enroliees. No additional funding is required relative to

this amendment,
Name & Address of the Contractor's Principal Owner(s) — NOT required for a TN siate education institution

Richard L. Bartsh, M.D.

President

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

Moline, IL 61265

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

UnitedHesithcare Plan of the River Valley, Inc. is an operating division of Unitedi4eaith Group, the largest
single health carrier in the United States. They are a recognized leader in the health and weil-being
industry, and deliver products and services fo approximately 73 miliion Americans. UMC’s nationwide
network includes 570,000 physicians (and other care professionals), 4,800 hospitals and their
pharmaceutical management programs which provide more affordabie access to drugs for 15 million
people. UnitedHealth Group made significant investments in research and development, technology and
business process improvements, which led to changes thatf are improving the way care is delivered and
administered across the entire industry. The Bureau of TennCare released an RFP and identified
UnitedHealthCare Pian of the River Valley, Inc. as one of two (2) health care plans to provide services to
TennCare enrofiees 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 fo TennCare Enrollees

in the East Tennessee Region.

Justification - specifically explain why non-compelitive negotiation is in the best 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 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 QM/QI reporting must be specific to TennCare and not combined with other siate or
commercial programs; (3) Program Integrity fanguage to clarify Pl Investigators be designated by plan; (4)
SSA Data Security language added in accordance with our agreement with SSA, and (5} Subcontract
termination requirements added to provide an MCQ 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.
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CONTRACT SUMMARY SHEET
RFS# Edison # Contract#
31866-00054 29584 FA-08- 24984 09
"State Agency State Agency Division . o
Department of Finance and Administration Bureau of TennCare
Contractor Name Contractor ID # (FEIN or $8N)
UnitedHealthCarePlan of the River Valley, Inc. D C- or V- | Edison Vendor #0000021792
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? CFDAY
May 19, 2008 June 30, 2013 Subrecipient O0TT8 Dept of Health & Human
_Mark Each TRUE Statement e '
D Contractor is on STARS D Contractor's Form W-9 Is on file in Accounts
Allotment Code | CostCenter | Object Code Fund Funding Grant | £unding Subgrant Code
318.66 11 "
FY State ___Federa) | interdepartmental | . CHhar TOTAL Contract Amount |
2008 0.60
2009 $105,877,534.00 $189,358,466.00 $205,236,000.00
2019 $147,116,100.00 $443,355,900.00 $590,472,000.00
2011 $232,510,952.00 $554,861,048.00 $787,372,000.00
2012 $279,674,907.00 $54,857,4293.00 $828,249,200.00
2013 $323,294,504.00 $632,6802,006.00 $9586,096,600.00
TOTAL: $1,088,473,897.00 $2,368,951,803.00 $3,457,425,800.00

State Agency Fiscal Contact & Telephone #

RN comm.em ch Amzunusms onw s

FEENE - § Casay Dungan
' -FY C Bau c:ontrm& _mgﬁmundmnt 310 Great Circle Road
- Prior Amendments { ~  ONLY - § Nashville, TN 37243
_- e o J(615)507-6482
2008 0.00 0.00 § State Agency Budaat Officar Appmvai : _"
2009 $295,236.000.00 0.00 4 @
2010 $590,472,000.00 0 onlr Ll —
2011 $787,372,000.00- 0.00 | Fuding Cebtificition (ceriifcai, recuired by TOA. & 54 5175, that ther 15
8 balanca in' the appropriation from Which the obligated expenditurs is egUinad o ba
2012 $628,249,200.00 0-00 § paid that is not otherwise encumbered to pay obiigations proviotaly Incurrad)-
2013 $956,096,600.00 0.00
_TOTAL: | $3,457,425,800.00 $0.00 FA0824984-~09
End Date: 6/30/2013 6/30/2013
Contractor Ownershlp (compielo for ALL base s coniracis— N/A to amendments or delegated authorltss) T
D African American [] Person wi/ Disability D Hispanic [:] Small Business D Government ",
D Asian D Female D Native American @ NOT Minority/Disadvantaged D Other

Contractor Selection Method {complete for ALL base contracts— N/A o amendments or delegatad authorities)

B ree

D Non-Competitive Negotiation *

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

D Alternative Competitive Method *

D Other *

* Procummn! Pmcsn Summary (compeeta for seiecﬁon by Non-Competitive Nﬂgobatwn.

Competitive Negotiation, OR Altemative Method) -




AMENDMENT NUMBER 9
EAST GRAND REGION
CONTRACTOR RISK AGREEMENT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
UNITEDHEALTHCARE PLAN OF THE RIVER VALLEY, INC.
CONTRACT NUMBER: FA- 08-24984-00

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

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

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

At-Risk — As it relates to the CHOICES program, SSI 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 will likely deteriorate, resulting in the need for more expensive
institutional placement. As it relates to Interim CHOICES Group 3, open for enrollment 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 SS1 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:

l. Groupl
Medicaid enrollees of all ages who are receiving Medicaid-reimbursed care in a nursing facitity.

2. Group2
Persons age sixty-five (65) and older and adults age twenty-one (21) and older with physical
disabilities who meet the nursing facility level of care, who qualify for TennCare either as SSI
recipients or as members of the CHOICES 217-Like HCBS Group, and who need and are receiving
CHOICES HCBS as an alternative to nursing facility care. The CHOICES 217-Like HCBS Group
includes persons who could have been eligible under 42 CFR 435.217 had the state continued its
1915(c) HCBS waiver for elders and/or persons with physical disabilities. TENNCARE has the
discretion to apply an enrollment target to this group, as described in TennCare rules and regulations,
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3. Group 3
Persons age sixty-five (65) and older and adults age twenty-one (21) and older with physicat

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 adults age 21 and older with physical disabilities who qualify for
TennCare as $81 eligibles or as members of MOE 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.

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 specified in TennCare rules and regulations as eligible for consumer
direction for which a CHOICES member is determined to need and elects 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(b)(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 Affordable Care Act
of 2010 (ACA), (Pub. L. 111-148) (May [, 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:

1.

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 ninety (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 2 Medicare certified Skilled Nursing Facility (SNF) on the
basis of having been admitted solely for purposes of receiving post-hospital short-term
rehabilitalive services covered by Medicare shall not be counted for purposes of meeting the
ninety (90)-day minimum stay in a Qualified Institution established under ACA,

¢. 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
facilifate 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 eligible 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 i 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 fo 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 abilify 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 to a Section
1915{c) waiver or the CHOICES program as an alternative to long-term care institutional services in a
nursing facility or an Intermediate Care Facility for the Mentally Retarded (ICF/MR) 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
enrollees, including home health or private duty nusrsing. 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 TennCare
demonstration for all eligible enrollees, although such services are subject to estate recovery and shall be
counted for purposes ol determining whether a CHOICES member’s needs can be safely met in the
community within his or her individual cost neutrality cap.

Long-Term Care (L TC)~ 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 HCRS — 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 facility, or ICF/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 {nformation System and the system 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, inctuding 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

MIFP.

Tennessee Department of Mental Health and Substance Abuse Services (TIDMHSAS) — The state agency
having the authority to provide care for persons with mental illness, substance abuse, and/or developmentat

disabilities.
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Trangition Allowance ~ A per member allotment not to exceed two thousand dollars ($2,000) per lifetime
which may, at the sole discretion of the CONTRACTOR, be provided as a cost-effective alternative to
continued institutional care for a CHOICES Group 1 member in order to facilitate transition from a
nursing facility to the community when such member will, upon transition 1o CHOICES Group 2, receive
more cost-effective non-residential home and community based services or companion care, Items that
may be purchased or reimbursed are only those items that the member has no other means fo 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. 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, methodologies, 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 1, 2012; and (3) in the absence of TennCare CHOICES services, are “at risk”
of institutionalization. The MOE Demonstration Group is open only between July [, 2012, through
December 31, 2013, Individuals enrolled 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 enrolled 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 enroflment target,
TENNCARE determines that the enroliment 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 f{rom a nursing facility to the
community will not be subject to the enrollment target for Group 2 but must meet
categorical and financial eligibility for Group 2.
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Section 2.6.1.5.3 and 2.6.1.5.4 shall be deleted and replaced as follows:

2.6.1.53

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

The lollowing long-term care services are available to CHOICES members, per Group,
when the services have been determined medically necessary by the CONTRACTOR.

Nursing facility car 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 X
meal per day)
Personal Emergency Response X X
Systems (PERS)
Adult day care (up to 2080 X X
hours per calendar year) .
In-home respite care (up to 216 X X
hours per calendar year)

X X

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

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

fications (up X X

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)

5. Section 2.6.5.2.5 shall be deleted and replaced as follows:

26525

For CHOICES Group ! members transitioning from a nursing lacility 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 shalt be defeted and repiaced as follows:

2.6.5.3

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 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, 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”,

2.6.1.2.2.3

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
wiltling 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 Hability in the
community selting, the member shall be offered a choice of CHOICES HCRBS. If the
member chooses CHOICES HCRBS, the CONTRACTOR shall forward all relevant
information to TENNCARE f{or a decision regarding transition to Group 2 {Section
2.9.6.8).
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Scctions 2.6.7.2.3.2 through 2.6.7.2.3.2.2 shall be deleted and replaced as follows:

267232

2,6.723.2.1

2672322

The CONTRACTOR shall collect patient liability from CHOICES Group 2 and Group 3
members (as applicable) who receive CHOICES HCBS in his/her own home or who
receive adult day care services and from Group 2 members who receive Companion Care,

The CONTRACTOR shall use calculated patient lability 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.

The CONTRACTOR shall not collect patient liability that exceeds 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:

2.6.7.2.3.3

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 tast sentence of Section 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

2921463

29.21.4.64

Transition Group 1 members to CHOICES HCBS unless the member chooses to receive
CHOICES HCBS as an alternative to nursing facility care and is enrofled 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 1;

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 shori-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 1; or
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12, Section 2.9.6.1,6.1 shall 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 notification 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 o meet categorical and financial eligibility
criteria for CHOICES; (2) whether the applicant appears to mest level of care eligibility
for enroliment 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:

2.9.6.2.3.4

As part of the intake visit, TENNCARE or its designee shall: (I} 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 ol 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 | 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
his/her 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 histher acceptance of risk; and (b) provide information regarding
consumer direction and obtain signed documentation of the applicant’s interest in
participating in consumer direction; (9) for applicants who are seeking enrollment in
Group 2, identify the services that may be needed by the applicant upon enroliment 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 resull in the
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296235

cost neutrality cap being exceeded or that would result in the MCO’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 enroliment in Group 3 and provide explanation
to the applicant regarding the fifleen thousand dellars (315,000} expenditure cap; and
{11) for all applicants, 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 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 fo 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 langunage as

follows:

2.9.6243

The CONTRACTOR shall not transition members in Group | 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 I, 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,

2962353

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, 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 HCUBS 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 service
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 ten (10) business days of notice,



Amendment 9 (cont.)

17. Sections 2,9.6.2.5.5 and 2.9.6.2.5.6 shall be deleted and replaced as follows:

2.9.6.2.5.5

296256

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 o transition to a nursing facility and enroll in Group 1.

The CONTRACTOR shall not admit 2 member enrolled in CHOICES Group 3 to a
nursing facility unless the member meets nursing facility Jevel 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 10 transition to a nursing facility and enroll in Group 1.

18, Section 2.9.6.3.2 shall be deleted and replaced as follows:

29632

As part of its identification process for members who may be ¢ligible for CHOICES, the
CONTRACTOR may initiate a telephone screening process, using the tool and protocols
specified by TENNCARE. Such screening process shall: (1) verify the member’s current
eligibility category based on information provided by TENNCARE in the outbound 834
enrollment file; for persons seeking access to CHOICES HCBS through enroliment in
CHOICES Groups 2 or 3, identify whether the member meets categorical eligibility
requirements for enroliment in such group based on his/her current eligibility category,
and if not, whether the member appears to meet categorical and financial eligibility
criteria for the Institutional (i.e., CHOICES 217-Like HCBS or MOE Demonstration)
category; (2} determine whether the member appears to meet level of care cligibility for
CHOICES; and (3} for members seeking access to CHOICES HCBS through enrollment
in CHOICES Group 2, determine whether it appears that the membes’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:

2,9.6.3.9

As part of the face-to-face intake visit, the care coordinator shall: (1) provide general
CHOICES education and information, as specified by TENNCARE, to the member and
assist in answering questions the member may have; (2) provide information about estate
recovery; (3) provide assistance, as necessary, in gathering documentation needed by
DHS to determine categorical/financial eligibility for LTC; (4} for members seeking
enrollment in CHOICES Group | 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

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 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 {o a more appropriate care delivery setting; (9)
for members seeking enroliment in Group 3, provide explanation to the member
regarding the fifteen thousand dollar ($15,000) expenditure cap; ; and (10) for all
members, provide informafion 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.

20. Section 2.9.6.3.14 shall be deleted and replaced as follows:

2.9.6.3.14

Once completed, in the manner prescribed by TENNCARE the CONTRACTOR. shall
submit the level of care and, for members requesting CHOICES Group 2 HCBS,
documentation, as specified by TENNCARE, to verify that the member’s needs can be
safely and effectively met in the community and within the cost neutrality cap to
TENNCARE as soon as possible but no later than five (5) business days of the face-to-
face visit. The CONTRACTOR shall make every effort to obtain supporting
documentation required for the level of care in a timely manner and shall document in
writing the cause of any delay in the submission of the required documentation to
TENNCARE, including the CONTRACTOR’s actions fo mitigate such delay. The
CONTRACTOR shall be responsible for ensuring that the level of care is accurate and
complete, 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 follows:

2.9.6.3.16

The CONTRACTOR shall be responsible for (1) advising members who appear to meet
the nursing facility level of care that are seeking access to CHOICES HUBS through
enrollment in CHOICES Group 2 when an enrollment target has been (or will soon be)
reached; (2) advising such persons thal they may choose to receive nursing facility

12
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services if CHOICES Group 2 HCBS are not immediately available; {3) determining
whether the person wants nursing facility services if CHOICES Group 2 HCBS are not
immediately available; and (4) at the CONTRACTOR’s sole discretion, making a
determination regarding whether enrollment in Group 2 constitutes a CEA because the
immediate provision of nursing facility services will otherwise be required and
submitting appropriate documentation to TENNCARE if there is a waiting list for
CHOICES Group 2 but the CONTRACTOR chooses to enroll a member in Group 2 as a
CEA (see Section 2.9.6.3.15.1).

Section 2.9.6.3.20 shall be deleted and replaced as follows:

2.9.6.3.20

For the CONTRACTOR’s current members enrolled inte CHOICES Group 2 or Group 3,
the member’s Care Coordinator shalt within ten (10) business days of notice of the
member's enroltment 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:

29.6.3.20.3

The CONTRACTOR shall provide at least verbal notice to the member prior to initiation
of CHOICES HCBS identified in the plan of care regarding any change in providers
selected by the member for each CHOICES HCBS; including the reason such change has
been made. If the CONTRACTOR is unable to place a CHOICES Group 1 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.

Sectiens 2.9.6.3.20.7 through 2,9,6.3.20.9 shall be deleted and replaced as follows:

2.9.6.3.20.7

2.9.6.3.20.8

2.9.6.3.20.9

The CONTRACTOR shall not divert or transition members in CHOICES Group | to
CHOICES HCBS unless the member chooses to receive CHOICES HCBS as an
afternative to nursing facility and is enrolled in Group 2 or a member enrolled in
CHOICES on or after July 1, 2012 no tonger meets nursing facility level of care but does
meet the at-risk level of care and is enrolled in Group 3.

The CONTRACTOR shall not admit a member enrolled 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 a short-term nursing facility care stay
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 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 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 1.

13
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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”,

2.9.6.43.2 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 to 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 enrcliment.

Section 2.9.6.6.2.4 shall be amended by adding the phrase “in CHOICES Group 27 in items (4) and
(5) as follows:

2.9.6.6.2.4 The plan of care developed for CHOICES members in Groups 2 and 3 prior to initiation
of CHOICES HCBS shall at a minimum include: (1) pertinent 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 {o health care
(including long-term care) related information and to assist with assessment, planning,
and/for 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 lmited
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 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 identified needed services shall be listed
in the plan of care; (6} a detaiied 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.
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Section 2.9.6.8 shali be deleted and replaced as follows:

29638

2.9.6.8.1

2.9.6.8.1.1

296.8.1.2

29682

29683

29.6.84

2.9.6.8.5

Nursing Facility-to-Community Transition

The CONTRACTOR shall develop and implement metheds 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, nursing facility, other
providers, community-based organizations, family, and self-referrals;

Identification through the care coordination process, including but not fimited to:
assessments, information gathered from nursing facility staff, 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 ape 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
members’ level of care eligibility (see Section 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
to expiration of nursing facility level of care.

For transition referrals by or on behalf of a nursing facility resident, regardless of referral
source, the CONTRACTOR shall ensure that within fourteen (14) days of the referral a care
coordinator conducts an in-facility visit with the member to determine the member’s interest
in and potential ability to transition to 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 identification by the CONTRACTOR by means other than referral or the care
coordination process of a member who may have the ability and/or desire to transition from a
nursing facility to the community, the CONTRACTOR shall ensure that within ninety (90)
days of such identification a care coordinator conduets an in-facility visit with the member to
determine whether or not the member is interested in and potential ability to pursue transition
to the community, The member’s care coordinator/care coordination team shall document in
the member’s case file that transition was discussed with the member and indicate the
member’s wishes as well as the member’s potential for transition. The CONTRACTOR shall
not require a member to transition when the member expresses a desire to continue receiving
nursing facility services,
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29686

2.9.6.8.7

2.9.6.8.8

2,9.6.8.9

2.9.6.8.10

2.9.6.8.11

2.9.6.8.12

If the member wishes to pursue transition to the community, within fourteen (14} days of the
initial visit (see Sections 2.9.6.8.3 and 2.9.6.8.4 above) or within fourteen (14) days of
identification through the care coordination process, the care coordinator shall conduct an in-
facility assessment of the member’s ability and/or desire to transition using tools and
protocels specified or prior approved in writing by TENNCARE. This assessment shall
include the identification of any barriers to a safe transition,

As part of the transition assessment, the care coordinator shall conduct a risk assessment
using a tool and protocol specified by TENNCARE, discuss with the member the risk
involved in transitioning to the community and shall begin to develop, as applicable, a risk
agreement that shall be signed and dated by the member or his/her representative and which
shall include identified risks to the member, the consequences of such risks, strategies to
mitigate the identified risks, and the member’s decision regarding his/her acceptance of risk
as part of the plan of care. The risk agreement shall include the frequency and type of care
coordinator contacts that exceed the minimum contacts required (see Section 2.9.6.9.4), {o
mitigate any additional risks associated with transition and shall address any special
circumstances due to transition. For members transitioning to Group 2, the member’s care
coordinator/care coordination team shall also make a determination regarding whether the
member’s needs can be safely and effectively met in the community and at a cost that does
not exceed nursing facility care. The member’s care coordinator shall explain to the member
the individual cost neutrality cap and obtain a signed acknowledgement of understanding by
the member or his/her representative that a change in a member’s needs or circumstances that
would result in the cost neutrality cap being exceeded or that would result in the
CONTRACTOR’s inability to safely and 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 CONTRACTOR will assist with transition to a more
appropriate care delivery setting. For members transitioning to Group 3, the care coordinator
shall explain the expenditure cap.

For those members whose transition assessment indicates that they are not candidates for
transition fo the community, the care coordinator shall notify them in accordance with the

specified transition assessment protocol.

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

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

As part of transition planning, prior to the member’s physical move to the community, the
care coordinator shall visit the residence where the member will live to conduct an on-site
evaluation of the physical residence and meet with the member’s family or other carcgiver
who will be residing with the member (as appropriate). The care coordinator shall include in
the transition plan activities and/or services needed to mitigate any perceived risks in the
residence including but not limited to an increase in face-to-face visits beyond the minimum
required contacts in Sections 2.9.6.8.19 and 2.9.6.8.20.

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

2.9.6.8.13 The CONTRACTOR shall approve the transition plan and authorize any covered or cost
effective alternative services included in the plan within ten (10) business days of completion
of the plan. The transition plan shall be fully implemented within ninety (90) days from
approval of the transition plan, except under extenuating circumstances which must be
documented in writing.2.9.6,8.14  The member’s care coordinator shall also complete a
plan of care that meets all criteria described in Section 2.9.6.6 for members in CHOICES
Groups 2 and 3 including but not limited to completing a comprehensive needs assessment,
completing and signing the risk agreement and making a final determination of cost
neutrality. The plan of care shall be authorized and initiated prior to the member’s transition
to the community.

2.9.6.8.14.1,  If a transitioning member is enrolled in CHOICES Group 1, any CHOICES HCBS that
must be completed prior to a member’s transition from a nursing facility to the
community in order to ensure the member’s health and safety upon transition (e.g., minor
home modifications, adaptive equipment, or PERS installation} shall be completed while
the member is enrolled in Group 1, but shall be billed as a Group 2 service once the
member is enrolled into Group 2, with the date of service the effective date of enroliment
in CHOICES Group 2 (see State Medicaid Director Letter, Olmstead Update No. 3, July
25, 2000). ‘

2.9.6.8.14.2,  If a transitioning member is enrolled in CHOICES Group 2 or 3 but is receiving short-
term nursing facility care, any CHOICES HCBS that must be completed prior to a
member’s transition from a nursing facility to the community in order to ensure the
member’s health and safety upon transition (e.g., minor home modifications, adaptive
equipment, or PERS installation) shall be completed while the member resides in the
facility and billed as a Group 2 or Group 3 service, as applicable. However, a member
shall not be transitioned from CHOICES Group 1 into Group 2 or 3 for receipt of short-
term nursing facility services in order to provide these services. Short-term nursing
facility care is available only to a CHOICES 2 or CHOICES 3 participant who was
receiving home and community based services upon admission to the short-term nursing
facility stay.

2.9.6.8.15 For members requesting transition from Group 1 to Group 2, the CONTRACTOR shall not
prohibit a member from transitioning to the community once the member has been counseled
regarding risk. However, the CONTRACTOR may determine that the member’s needs cannot
be safely and effectively met in the community and at a cost that does not exceed nursing
facility care, In such case, the CONTRACTOR shall seek written review and approval from
TENNCARE prior to denial of any member’s request to transition to the community. If
TENNCARE approves the CONTRACTOR's request, the CONTRACTOR shall notify the
member in accordance with TennCare rules and regulations and the transition assessment
protocol, and the member shall have the right to appeal the determination (see Section
2.19.3.12 of this Agreement).
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2.9.6.8.16

2.9.6.8.17

29.68.18

2.9.6.8.19

2.9.6.8.20

2.9.6.8.21

2.9.6.8.22

2.9.6.8.23

Once completed, the CONTRACTOR shall submit to TENNCARE documentation, as
specified by TENNCARE to verify that for members transitioning to Group 2, the member’s
needs can be safely and effectively met in the community and within the cost neutrality cap.
Before transitioning a member, the CONTRACTOR shall verify that the member has been
approved for enrollment in CHOICES Group 2 or Group 3, as applicable, effective as of the
planned transition date.

Ongoing CHOICES HCBS and any medically necessary covered home health or private duty
nursing services needed by the member shall be initiated immediately upon transition from a
nursing facility (i.e., CHOICES Group 1} to the community (i.e.,, CHOICES Group 2 or
CHOICES Group 3) and as of the effective date of transition with no gaps between the
member’s receipt of nursing facility services and ongoing CHOICES HCBS,

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

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

For members who will live independently in the community or whose on-site visit during
transition planning indicated an elevated risk, within the first twenty-four (24} hours, the care
coordinator shall visit the member in his/her residence. During the initial ninety (90) day
post-transition period, the care coordinator shall conduct monthly face-to-face in-home visits
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 fransitioned to the community.

For members transitioning to a community-based residential alternative setting or who will
live with a relative or other caregiver, within the first twenty-four (24) hours the care
coordinator shall contact the member and within seven (7) days after the member has
transitioned to the community, the care coordinator shall visit the member in his’her new
residence, During the initial ninety (90) day post-transition period, the care coordinator shall
{1} at a minimum, contact the member by telephone each month to ensure that the plan of
care is being followed, that the plan of care continues to meet the membet’s needs, and the
member has successfully transitioned to the community; and (2) conduct additienal face-to-
face visits as necessary to address issues and/or concerns and to ensure that the member’s

needs are met,

The CONTRACTOR shall monitor hospitalizations and nursing facility re-admission for
members who transition from a nursing facility to the community to identify issues and
implement strategies to improve transition outcomes,

The CONTRACTOR shall be permitted to coordinate or subcontract with local community-
based organizations to assist in the identification, planning and facilitation processes related
1o nursing facility-to-community transitions that are not specifically assigned to the care
coordinator.



Amendment 9 (cont,)

2.9.6.8.24 The CONTRACTOR shall develop and implement any necessary assessment tools, transition
plan templates, protocols, or training necessary to ensure that issues that may hinder a
member’s successful transition are identified and addressed. Any tool, template, or protocol

must be prior approved in writing by TENNCARE.

2.9.6.8.25 To facilitate nursing facility to community transition, the CONTRACTOR may elect to use
specialized transition coordinators or transition teams. All transition activities identified as
responsibilities of the care coordinator shall be completed by an individual who meets all of
the requirements to be a care coordinator,

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

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

29682062 The CONTRACTOR shall, in a manner prescribed by TENNCARE notify: a)
TENNCARE of all NF discharges and elections of hospice services in a NF; b) DHS of
all NF discharges and transfers between NFs; and ¢) receiving NFs of all applicable level
of care information when a member is transferring between NFs.

2.9.6.8.26.3 The CONTRACTOR shall conduct a census as frequently as deemed necessary by
TENNCARE to confirm the residency status and Group assignment of all CHOICES
members {i.e., Group | receiving services in a NF or Group 2 receiving HCBS or shont-
term NF services). The CONTRACTOR shall take actions as necessary to address any
discrepancies when a CHOICES member is found fo no longer be receiving LTC
services, or is receiving services in a different service delivery setting, e.g., NF, HCBS,
or hospice in a NF, including, as appropriate, disenrollment from CHOICES and/or
enrollment in a different CHOICES Group.

2968264  The CONTRACTOR shall authorize and/or reimburse short-term NF stays for Group 2
and Group 3 members only when (1) the member meets the nursing facility level of care
in place at the time of admission; (2) the member’s stay in the facility is expected to be
less than ninety (90) days; and (3) 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-terms 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.

2.9.6.8.20.4.1  Upon request, the CONTRACTOR shall provide to TENNCARE 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, and the anticipated date of discharge back to the cormmunity.
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30.

31.

32.
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Section 2.9.6.9.4.3.3 shall be amended by adding the phrase “or Group 37 after the phrase
“CHOICES Group 27,

2.9.6.9.433 Members in CHOICES Group 2 or Group 3 who have transitioned from a nursing facility
to the community shall be contacted per the applicable timeframe specified in Section

2.9.6.8.
Sections 2.9.6.9.4.3.7 through 2.9.6.9.4.3.9 shall be deleted and replaced as follows:

2.9.6.94.3.7 Members in CHOICES Group 2 or Group 3 shall be contacted by their care coordinator
at least monthly either in person or by telephone with an interval of at least fourteen (14)
days between contacts, These members shall be visited in their residence face-to-face by
their care coordinator at least quarterly with an interval of at least sixty (60) days between

visits.

2.9.6.943.8 Members in CHOICES Group 2 or Group 3 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 2.9.6.9.2.1.16. and 2.9.8.4.5) or a short-term nursing facility stay (see
Sections 2.9.8.8.5and 2.9.8.8.7).

Sections 2.9.6.9.6,3.3 and 2.9.6.9.6.3.4 shall be deleted and replaced as follows:

2.9.6.9.6.3.3 For members whose plan of care includes eligible CHOICES HCBS, written
confirmation of the member’s decision regarding participation in consumer direction of
eligible CHOICES HCBS;

2.9.6.9.634 A completed risk assessment and a risk agreement signed and dated by the member or
his/her representative; and

Section 2.9.6.11.6.1.1 shall be amended by adding the phrase “or Group 3”7 after the phrase
“CHOICES Group 2”.

2.9.6.11.6.1.1  Upon completion of a Transition Assessment which indicates that a Group | member is a
candidate for transition to the commumity, such member shall be factored into the
weighted caseload and staffing ratio calculations using an acuity level of two and one-
half (2.5) until such time as the member is transitioned to CHOICES Group 2 or Group 3
or the member is no longer a candidate for transition;

Section 2.9.6.11.6.2 shail be amended by adding the phrase “or Group 3} after the phrase
“CHOICES Group 27,

2.9.6.11.6.2 Fach CHOICES Group 2 or Group 3 member shatl be factored into the weighted caseload
and staffing ratio calculations utilizing an acuity level of two and one-half (2.5);
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Amendment ¢ {cont.)

Sections 2.9.6.11.6.3 and 2.9.6.11.6.4 shall be amended by deleting and replacing the header of the

charts as follows:

2.9.6.11,6.3. Using the delineated acuity factors, the following provides examples of the composition of

caseloads with a weighted value of 125:

Weighted Caseload Mix for a 1125 Ratio

CHOICES SHOIEES | Totat CHOICES
roup 2 and

Grgup 1 Group 3 Members on
(Acuity 1.0) (Acuity 2.5) Caseload

125 0 125

100 10 110

75 20 95

50 30 80

25 40 65

0 30 50

2,9.6.11.6.4. Using the delineated acuity factors, the following delineates the composition of caseloads
with a weighted value of 175:

Weighted Caseload Mix for a 1:175 Ratio

CHOICES CHOICES 1 101 CHOICES
Group | Group 2 and Members on
(Acuity 1.0) Group 3 Caseload
{Acuity 2.5)

175 0 175

150 10 160

125 20 145

100 30 130

75 40 115

50 50 100

25 60 83

0 70 70

34. Section 2.9.6.11.8 shall be deleted and replaced as follows:

Upon request, the CONTRACTOR shall provide to TENNCARE documentation of such
monitoring, including an itemized list by care coordinator of the total number of members
assigned, and the number of Group | members (including members in transition and
children under age 21), Group 2 and Group 3 members that comprise cach care

coordinator’s caseload,

2.9.6.11.8
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38.

Amendment 9 {cont.)

Section 2.9.6.11.18.1 shall be deifcted and replaced as foHows:

29.6.11.18.]

The CHOICES program including a description of the CHOICES groups; eligibility for
CHOICES enrollment; enrollment in CHOICES; enroliment 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, the expenditure cap for Group 3, and the limited benefit package for Group
2 members enrolled on the basis of Immediate Eligibility;

Section 2.9.6,11,18.17 shall be deleted and replaced as follows:

29.6.11.18.17 For all CHOICES members, as applicable, members’ responsibility regarding patient

liability, including the consequences of not paying patient liability;

Section 2,9,6.13.1 shall be deleted and replaced as follows:

2.9.6.13.1 The CONTRACTOR shall use the TENNCARE PreAdmission Evaluation System (TPAES),
the system of record for CHOICES level of care determinations, to facilitate submission of all
PreAdmission Evaluation (i.e., level of care) applications, including required documentation
pertaining thereto, and to facilitate enrollments into and transitions between LTC programs,
inctuding CHOICES. The CONTRACTOR shall comply with all data entry and tracking
processes and timelines established by TENNCARE in policy or pretocol in order to ensure
efficient and effective administration and oversight of the CHOICES program.

Section 2.9.7.4.1 shall be amended by deleting the reference to “Section 2.9.6.2.4” ang replacing it
with the reference to “Sectior 2.9.6.2.5” and Section 2,9.7.4.3.3 shall be amended by adding the
phrase “or Group 3" after the phrase “CHOICES Group 2” and Section 2.9.7.4.3.4 shall be
amended by deleting the phrase “Group 2 at the end of the sentence.

297433

297434

For any CHOICES Group 2 or Group 3 member electing to participate in consumer
direction that refuses to receive eligible CHOICES HCBS from contract providers while
services are initiated through consumer direction, the member’s care coordinator shall
visit the member face to face at ieast monthly to ensure that the member’s needs are
safely met, and shall continue fo offer eligible CHOICES HCBS through contract

providers,

If eligible CIHOICES 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 membet’s needs in the community, in which case, the
CONTRACTOR shall submit decumentation to TENNCARE to begin the process of
disenrollment from CHOICES.
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Section 2.9.8,1.2 shall be amended by adding the phrase “or Group 3” after the phrase “CHOICES

Group 2”.

29.8.1.2

Eligible Individuals transitioning to a Qualified Residence in the community and
consenting to participate in MFP shall be transitioned from CHOICES Group 1 into
CHOICES Group 2 or Group 3 pursuant to TENNCARE policies and protocols for
Nursing Facility-to-community transitions and shall also be enrolled into MFP. For
persons enrolled in CHOICES who are also participating in MFP, the CONTRACTOR
shall comply with all applicable provisions of this Agreement pertaining to the CHQICES
program. This section sets forth additional requirements pertaining to the
CONTRACTOR s responsibilities specifically as it relates to MFP.

Section 2.9.8.2.2 shall be amended by adding the phrase “or Group 3” after the phrase “CHOICES

Group 2”.

2.9.8.2.2

The CONTRACTOR shall assess all nursing facility residents transitioning from the NF
to CHOICES Group 2 or Group 3 for participation in MFP, This includes CHOICES
Group | members referred for transition, as well as nursing facility residents referred for
CHOICES who are not yet enrolled in CHOICES Group 1 but may be determined
eligible for Group 1, and who have expressed a desire to move back into the community.
However, the resident must actually be enrolled into Group | in order to quatify for MFP,

Sections 2.9.8.3.3 and 2,9.8,3.4 shall be deleted and replaced as follows:

2.9.8.3.3

29834

Only CHOICES Group | members who qualify to enroll in CHOICES Group 2 or Group
3 shall be eligible to transition to Group 2 or Group 3, as applicable, and enroll into MFP.

In addition to facilitating transition from CHOICES Group 1 to CHOICES Group 2 or
Group 3 pursuant to Section 2.9.6.8 of this Agreement and TENNCARE’s policies and
protocols, the CONTRACTOR shall facilitate the enroliment of Eligible Individuals whe
consent into MFFP.

Sections 2.9.8.4.6 and 2.9.8.4.12 shall be amended by adding the phrase “or Group 3, as applicable”
after the phrase “CHOICES Group 2%,

2.984.6

2.9.84.12

The CONTRACTOR shall review the circumstances which resulted in the inpatient
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 continued
participation in CHOICES Group 2 or Group 3, as applicable, and in MFP is appropriate,

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 transition from CHOICES Group | to CHOICES Group 2 or Group 3, as applicable.
Such notice shall be issued within ten (10) business days of notification from
TENNCARE via the outbound 834 enrollment file furnished by TENNCARE to the
CONTRACTOR that the member is enrolled in MFP,



43.

44.

45,
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Sections 2.9.8.5.1, 2.9.8.6.1, and 2,9.8.7.1 shall be amended by adding the phrase “or Group 3, as
applicable” after the phrase “CHOICES Group 27,

2.9.8.5.1

2.9.8.6.1

29871

For members participating in the MFP, the Plan of Care shall reflect that the member is
an MFP participant, including the date of enroliment inte MFP (i.e., date of transition
from CHOICES Group 1 to CHOICES Group 2 or Group 3, as applicable).

A member enrolled in MFP shall be simultanecusly enrolled in CHOICES Group 2 or
Group 3, as applicable, and shall be eligible to receive covered benefits as described in
2.6.1

Upon completion of a person’s 365-day parlicipation in MFP, services (including
CHOICES HCBS) shalf continue to be provided in accordance with the covered benefits
described in 2.6.1 and the member’s plan of care. Transition from participation in MFP
and CHOICES Group 2 or Group 3, as applicable, to participation only in CHOICES
Group 2 or Group 3, as applicable, shall be seamless to the member, except that the
CONTRACTOR shall be required to issue notice of the member’s conclusion of his 365-
day MFP participation period.

Sections 2.9.8.8.1 and 2.9.8.8.2 shall be deleted and replaced as follows:

2.9.8.8.1

29882

A CHOICES Group 2 or Group 3 member that meets the nursing facility level of care in
place at the time of admission may be admitted for an inpatient short-term nursing facility
stay for up to ninety (90) days and remain enrolled in CHOICES Group 2 or Group 3, as
applicable (see Section 2.6.1.5.4). The CONTRACTOR 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 and the member will not transition back to
the community; and b) prior to exhausting the ninety (90} day short-term nursing facility
benefit covered for CHOICES Group 2 or Group 3 members (see Section 2.9.6.8.26.4),

A CHOICES Group 2 or Group 3 member participating in MFP who meets the nursing
facility level of care in place at the time of admission may be admitted for an inpatient
short-term nursing facility stay during his 365-day participation period and remain
enrofled in MFP regardless of the number of days the member is admitted for inpatient
facility care.

Sections 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 or Group 3 if the Group 3 member continues to meet
nursing facitity level of care to CHOICES Group 1.
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Sections 2,9.8.8.6 shall be amended by adding the phrase “or Group 3” after the phrase “CHOICES
Group 27,

2.9.8.8.6 The CONTRACTOR shalf conduct a Transition Assessment and develop a Transition
Plan (see Section 2.9.6.8) as necessary to facilitate the member’s return to the
community. Such assessment shall include a review of the circumstances which resulted
in the 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 and continued participation in MFP
is appropriate. The CONTRACTOR shall update the member’s plan of care, including
the member’s Risk Agreement, as deemed necessary based on the member’s needs and
circumstances.

Section 2.9.8.11.1 shall be amended by deleting the reference to “Section 2.9.6.12.6” and replacing it
with the reference to “Section 2.9.6,12.7”.

Section 2.9.8.13.1.5.2 shall be amended by adding the phrase “and Group 3 after the phrase
“CHOICES Group 27,

2.9.8.13.1.52 Immediately prior to implementation of MFP and at the beginning of each calendar year
thereafter, statewide calendar vear numbers for benchmark #5 will be allocated on a
regional basis to each MCO operating in the region, based on the number of persons in
CHOICES Group 2 and Group 3. For purposes of incentive payments (see Section 3.11),
achievement of this benchmark shall be determined on a regional basis by MCO,

Sections 2.9.15.1 and 2.9.15.5 shall be deleted and replaced as follows:

2.9.15.1  Tennessee Department of Mental Fealth and Substance Abuse Services (TDMHSAS) and
Tennessee Department of Intellectual and Developmental Disabilities (DIDD) for the purpose
of interfacing with and assuring continuity of care and for coordination of specialized
services in accordance with federal PASRR requirements;

29155  Tennessee Department of Intellectual Disabilities Services (DIDD), for the purposes of
coordinating physical and behavioral health services with HCBS available for members who
are also enrotled in a Section 1915{c) HCBS waiver for persons with intellectual disabilities,

i.e., mental retardation;

Section 2.13.4.4 shall be amended by deleting the reference to “Section 2.9.6.7” and replacing it
with “Section 2.9.7.6.11.

Section 2.14,1.2 shail be amended by adding a new Section 2,14.1.2.1 as follows:
2.14.1.2.1 The UM program description, work plan and program evaluation shall be exclusive to

TENNCARE and shall not contain documentation from other state Medicaid programs or
product lines operated by the CONTRACTOR.
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Amendment 9 (cont.)

Section 2.15.1.1.6 shall be amended by deleting the word “and”at the end of the sentence, Section
2.15.1.1.7 shall be amended by deleting and replacing the “.” with “; and”, and Section 2.15.1.1
shall be amended by adding a new Section 2.15.1.1.8 as foilows:

2.i5.1.1.8 The QM/QI program description, work plan and program evaluation shall be exclusive to
TENNCARE and shall not contain documentation from other state Medicaid programs or
product lings operated by the CONTRACTOR.

Section 2.17.4.7.11 shali be amended by adding the phrase “(excluding Interim Group 3)” after the
phrase “Group 2 and Group 3".

2.174.7.11 Shall include information on the CHOICES program, including a description of the
CHOICES groups; efigibility for CHOICES; enrollment in CHOICES, including whom
to contact at the MCO regarding enrollment in CHOICES; enrollment targets for Group 2
and Group 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 2.17.7.3.12 shall be deleted and replaced as follows:

2.17.73.12 Information about patient liability responsibilities including the potential consequences of
failure to comply with patient liability requirements. For Group 1 members, this may
include loss of the member’s nursing facility provider; for Group 2 members, loss of the
member’s CBRA provider; and for all CHOICES members, loss of the member’s MCO,
disenrollment from CHOICES, and to the extent that the member’s eligibility depends on
receipt of {ong-term care services, loss of eligibility for TennCare;

Section 2.20.2 shail be deleted and replaced as foilows:

Reporting and Investigating Suspected Fraud and Abuse

2.20.2.1  The CONTRACTOR shall cooperate with all appropriate state and federal agencies,
incinding TB1 MFCU and/or OIG, in investigating fraud and abuse. In addition, the
CONTRACTOR shall fully comply with the TCA 71-5-2601 and 71-5-2603 in performance
of its obligations under this Agreement,

22022  The CONTRACTOR shall have methods for identification, investigation, and referral of
suspected fraud cases (42 CFR 455,13, 455.14, 455.21),

2.20.2.3  The CONTRACTOR shall notify TBI MFCU and TennCare Office of Program Integrity
simultaneously and in a timely manner regarding all internal (such as identified patterns of
data mining outliers, audit concerns, critical incidences) and external {(such as hotline
calls) tips with potential implications to TennCare providers' billing anomalies and/or
to safety of TennCare enrollees (hutp://www.ibistate dn ns/thi_tips.shiml;
Programintegrity. TennCare@@in.pov). Along with a notification, the CONTRACTOR shall
take steps to triage and/or substantiate these tips and provide simultaneous and timely updates
to TBI MFCU and the TennCare Office of Program Integrity when the conceras and/or
allegations of any tips are authenticated.
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22024

22024,

220242

220243

220235

2.20.2.6

2.20.2.7

220.2.7.1
220272

220273

2.20.2.8

2.20.2.9

2.20.2.10

2.20.2.11

The CONTRACTOR shall report all confirmed or suspected fraud and abuse to TENNCARE
and the appropriate agency as follows:

Suspected fraud and abuse in the administration of the program shall be reported to TennCare
Office of Program Integrity, TBI MFCU and/or OIG;

Al confirmed or suspected provider fraud and abuse shall immediately be reported to TRI
MFCU and TennCare Office of Program Integtity; and

All confirmed or suspected enrollee fraud and abuse shall be reported immediately to OIG.

The CONTRACTOR shall use the Fraud Reporting Forms in Attachment VI, or such other
form as may be deemed satisfactory by the agency to whom the report is to be made under
the terms of this Agreement.

Pursuant to TCA 71-5-2603(¢c) the CONTRACTOR shall be subject to a civil penalty, to be
imposed by the OIG, for willful failure to report fraud and abuse by recipients, enrollees,
applicants, or providers to TENNCARE and OIG or TBI MFCU, as appropriate.

The CONTRACTOR shall promptly perform a preliminary investigation of all incidents of
suspected and/or confirmed fraud and abuse. Unless prior wriften approval is obtained from
the agency to whom the incident was reported, or to another agency designated by the agency
that received the report, after reporting fraud or suspected fraud and/or suspected abuse
and/or confirmed abuse, the CONTRACTOR shall not take any of the following actions as
they specifically relate to TennCare claims:

Contact the subject of the investigation about any matters related to the investigation;
Enter into or atiempt to negotiate any settlement or agreement regarding the incident; or

Accept any monetary or other thing of valuable consideration offered by the subject of the
investigation in connection with the incident.

The CONTRACTOR shall prompily provide the results of its preliminary investigation to the
agency to whom the incident was reported, or fo another agency designated by the agency

that received the report.

The CONTRACTOR shall cooperate fully in any further investigation or prosecution by any
duly authorized government agency, whether administrative, civil, or criminal. Such
cooperation shall include providing, upon request, information, access to records, and access
to interview CONTRACTOR employees and consultants, including but not limited to those
with experlise in the administration of the program and/or in medical or pharmaceutical
questions or in any matter related to an investigation.

The State shall not transfer its law enforcement functions to the CONTRACTOR.

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. In addition, the TBI
MFCU/OIG shall, as required by this Agreement or state and/or federal law, be allowed
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57.

Amendment 9 (cont.)

2.20.2.12

2.20.2.13

2.20.2.14

2.20.2.15

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.

The CONTRACTOR and/or subcontractors shall include in any of its provider agresments a
provision requiring, as a condition of receiving any amount of TennCare payment, that the
provider comply with this Section, Section 2.20 of this Agreement,

The CONTRACTOR shall notify TENNCARE when the CONTRACTOR denies a provider
credentialing application for program integrity-related reasons or otherwise limits the ability
of providers to participate in the program for program integrity reasons.

Except as described in Section 2.11.8.2 of this Agreement, nothing herein shall require the
CONTRACTOR to ensure non-contract providers are compliant with TENNCARE contracts
or state and/or federal law.

In accordance with the Affordable Care Act and TennCare policy and procedures, the
CONTRACTOR shall report overpayments made by TENNCARE to the CONTRACTOR as
well as overpayments made by the CONTRACTOR to a provider and/or subcontractor (See
Section 2.12.9.42).

Section 2.22.1 shall be amended by deleting the word “and” between the words “filing,” and
“compliance” and by adding new language to the end of the section.

General

To the extent that the CONTRACTOR compensates providers on a fee-for-service or other basis requiring
the submission of claims as a condition of payment, the CONTRACTOR shall process, as described
herein, the provider’s claims for covered benefits provided to members consistent with applicable
CONTRACTOR policies and procedures and the terms of this Agreement including but not limited to
timely filing, compliance with all applicable state and federal laws, rules and regulations, including the
development, staff and provider education and training, and implementation of all state and federal
standardization initiatives (e.g., 5010, ICD 10, etc.) within the designated guidelines and timeframes
specified by TENNCARE and/or CMS,

Section 2.25.9 shall be deicted in its entirety.

28



58.

59.

60.
61.

62.

63.

04.

65.

Amendment 9 (cont.)

Section 2.26.1 shall be amended by adding 2 new Section 2.26.1.3 as follows and renumbering the
remaining Section accordingly, including any references thereto,

226,13  Effective with any new subcontracts or upon the next amendment to existing subcontracts,
the CONTRACTOR shall include a requirement that the subcontract may be terminated by
the CONTRACTOR for convenience and withoul cause upon a specified number of days
written notice.

Section 2.29.1.3.13 shall be deleted and replaced as follows:

2.29.1.3.13 At least one full-time investigator per operating region and a staff person responsible for all
fraud and abuse detection activities, including the fraud and abuse compliance plan, as set
forth in Section 2.20 of this Agreement, The investigator will have full knowledge
with provider investigations related to the TennCare program and will be the key staff
handling day-to-day provider investigation related inquires from TENNCARE,;

Section 2.29.1.3.29 shall be amended by deleting “TDMHDD” and replacing it with “TDMHSAS”,

Section 2.30.4.3 shall be deleted and replaced as follows:

2.304.3  The CONTRACTOR shall submit a quarterly Behavioral Health Crisis Response Reporr that
provides information on behavioral health crisis services (see Section 2.7.2.8) including the
data elements described by TENNCARE, Specified data elements shall be reported separately
for members ages eighteen (18) years and over and those under eighteen (18) years and all
data elements shall be reported for each individual crisis service provider as described in the
template provided by TENNCARE,

Sections 2.30.6.4 and 2.30.6.6 shall be amended by deleting the reference to “Section 2.9.6.8" and
replacing it with the reference to “Section 2.9.8” and Ttem (1) of Section 2.30.6.9 shall be amended
by adding the phrase “or Group 3” after the phrase “CHOICES Group 2.

(1) The total number and the name and S8N of each CHOICES Group 2 or Group 3
member enrolled into MFP;

Sections 2.30.11.5, 2,30.12,7, and 2.30.17.5 shall be amended by deleting the reference to “Section
2.9.6.8" and replacing it with the reference to “Section 2.9.8”,

Section 2,30.22,1 shall be amended by adding the word *“also®” between the words “shall” and
“demonstrate” in the second sentence.

Section 3.4.3,3 shall be deleted and replaced as follows:

3433 Health plan risk assessment scores will be recalibrated annually based upon health status
information derived from encounter data submitied to TENNCARE by MCOs serving the
Grand Region through the most recent twelve (12) month period deemed appropriate by the
State’s actuary. If the health plan risk assessment score for any MCQ deviates from the
profile for the Grand Region being served by the MCO by more than one percent (1%,
whether a negative or positive change in scores, the base capitation rates as subsequently
adjusted will be proportionally adjusted, unless otherwise specified in the subsections below.
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66.

Amendment 9 {(cont.)

Section 3.4.3.7 shall be deleted and replaced in its entirety.

3430

For CHOICES members, only the non-long-term care component of the base capitation rate

will be adjusted for health plan risk. The long-term care component of the base capitation rate
will not be adjusted for health plan risk. For CHOICES Greoups 1 and 2 members only, the

long-term care component of the base capitation rate will be adjusted according to the relative

mix of persons receiving LTC in each service delivery setting (NF versus HCBS) in
accordance with the following:

3.43.7.1
343.7.01

3.43.7.1.1.1

3.43.7.1.1.2

343712

343713
343714

Member Movement during Implementation and/or annual Open Enrolbment Periods

TENNCARE will track CHOICES member change requests that occur from August 1st,
2010 through the completion of the 2011 open enrollment period for enrollees who were
enrotled in CHOICES on August 1, 2010.

CHOICES members that change MCQOs during the open enrollment period will be
designated as either a NF enrollee (Group 1) or an HCBS enrollee (Group 2) based upon
the determination made in the outbound 834 enrollment file on the date of their official
transfer.

The net transfer of CHOICES Group 1 and Group 2 members from August 1, 2010
through July 31, 2011 will be compared to the mix of NF/HCBS enrcllees in the data
book assumptions. If the mix of net transfers exceeds one half ('2) of one (1) percent
different between the MCQs, rates will be adjusted accordingly.

A similar process will occur in July 2012, after the completion of the open enrcllment
period for 2012 and following each Open Enrollment Period. This process will compare
the effect of net transfers for CHOICES Group 1 and 2 members only as compared to the
mix before the 201 2(or applicable) annual open enrollment period.

This adjustment will be budget neutral to the state.

This adjustment described in Section 3.4.3.7.1 is intended to address changes in
CHOICES Group | and 2 member enrollment mix due to enrollees changing from one
MCO to another and does not address changes in enrollment mix due to other factors.
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Amendment 9 {cont.)

67, The PROGRAM ISSUES Column in Items A.16 and A.2% of the Liquidated Damages Chart in

Section 4.20.2.2.7 shall be amended by adding the phrase “or 3" after the phrase “Group 2%,

. FaiEurénté .c.(.)mply W.’ii.h the

timeframes for developing and
approving a plan of care for
transitioning CHOICES
members in Group 2 or 3,
authorizing and initiating
nursing facility services for
transitioning CHOICES
members in Group 1, or
initiating long-term care
services for CHOICES
members (see Sections 2,92,
2.9.3, and 2.9.6)

=1 $5,000 per month that the CONTRACTORs
=1 performance is 85-89% by service setting (nursing
=1 facility or HCBS)

of 810,000 per month that the CONTRACTOR s

.| performance is 80-84% by service setting (nursing
1 facility or HCBS)

$15,000 per month that the CONTRACTORs
performance is 75-79% by service setting (nursing
facility or HCBS)

“4 $20,000 per month that the CONTRACTOR s

21 performance is 70-74% by service setting (nursing
1 facility or HCBS)

] $25,000 per month that the CONTRACTOR s

2] performance is 69% or less by service setting

] (nursing facility or HCBS)

These amounts shall be multiplied by two (2) when
the CONTRACTOR has not complied with the
Cascload and Staffing recommendations as
specified in Section 2,9.6.11.9 of this Agreement

A29

Failure to initiate CHOICES
HCBS or for children under
age 21, EPSDT benefits
provided as an alternative to
nursing facility care in
accordance with the member’s
plan of care and to ensure that
such HCBS or EPSDT benefits
are in place immediately upon
transition from a nursing
facility to the community for
any person transitioning from a
nursing facility (i.e.,
CHOICES Group 1) to the
community (i.e., CHOICES
Group 2 or 3), including
persons enrolled in MFP (see
Sections 2.9.5.4.1,5 and
2.9.6.8.16)

$500 per day for each day that HCBS are not in
place following transition from a nursing facility
{(i.e., CHOICES Group 1} to the community (i.e.,

CHOICES Group 2) in addition to the cost of
-] services not provided

=+ These amounts shall be multiplied by two (2) when
=4 the CONTRACTOR 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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68,

4.40

4.40.1

4.40.2

4.40.3

4.40.4

4.40.5

Amendment 9 (cont.)

Section 4 shall be amended by adding a new Section 4.40 as follows and renumbering the existing
Sections accordingly, including any references thereto,

SOCIAL SECURITY ADMINISTRATION (S5A) REQUIRED PROVISIONS FOR DATA
SECURITY

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 Federal Information Security
Management Act of 2002 (44 U.S.C. § 3541, et seq.), and related National Institute of Standards and
Technology guidelines. In addition, the CONTRACTOR shall have in place administrative, physical, and
technical safeguards for data.

The CONTRACTOR shall not duplicate in a separate file or disseminate, without prior written permission
from TENNCARE, the data governed by the Agreement for any purpose other than that set forth in this
Agreement for the administration of the TennCare program, Should the CONTRACTOR propose a
redisclosure of said data, the CONTRACTOR must specify in writing to TENNCARE the dafa 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.

The CONTRACTOR agrees to abide by all relevant federal laws, restrictions on access, use, and
disclosure, and security requirements in this Agreement,

Upon request, the CONTRACTOR shall provide a current list of the employees of such CONTRACTOR
with access to SSA data and provide such lists to TENNCARE.

The CONTRACTOR shall restrict access to the data obtained from TENNCARE to only those authorized
employees who need such data to perform their official duties in connection with purposes identified in
this Agreement. The CONTRACTOR shall not further duplicate, disseminate, or disclose such data
without obtaining TENNCARE’s prior written approval.

The CONTRACTOR shall ensure that its employees:

4.40.5.1  Properly safeguard PHI/P1I furnished by TENNCARE under this Agreement from loss, theft
or inadvertent disclosure;

4.40.5.2  Understand that they are responsible for safeguarding this information at all times, regardiess
of whether or not the CONTRACTOR employee is at his or her regular duty station;

4.40.5.3  Ensure that laptops and other electronic devices/ media containing PHI/PIL are encrypted
and/or password protected;

4.40.5.4  Send emails containing PHI/PII only if encrypted or if to and from addresses that are secure;
and

4.40.5.5  Limit disclosure of the information and details relating to a PHI/PII loss only to those with a
need to know.

CONTRACTOR employees who access, use, or disclose TernCare or TennCare SSA-supplied
data in a manner or purpose not authorized by this Agreement may be subject to civil and
criminal sanctions pursuant to applicable federal statutes,
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4.40.6

4.40.7

4.40.8

Amendment 9 (cont.)

Loss or Suspected Loss of Data — If an employee of the CONTRACTOR becomes aware of suspected or
actual loss of PHI/PII, he or she must immediately contact TENNCARE within one (1) hour to report the
actual or suspected loss. The CONTRACTOR will use the Loss Worksheet located at
Nt www n.povienncare/forms/pld_pitworksheet.pdf to quickly gather and organize information about
the incident. The CONTRACTOR must provide TENNCARE with timely updates as any additional
information about the loss of PHI/PII becomes available.

4,40.6.1  Ifthe CONTRACTOR experiences a loss or breach of said data, TENNCARE will determine
whether or not notice to individuals whose data has been lost or breached shall be provided
and the CONTRACTOR shall bear any costs associated with the notice or any mitigation.

TENNCARE may immediately and unilaterally suspend the data flow under this Agreement, or terminate
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} violated or failed to follow the

terms and conditions of this Agreement.

Legal Authority

4.40.8.1  Federal laws and regulations giving SSA the authority to disclose data to TENNCARE and
TENNCARE’s authority to collect, maintain, use and share data with CONTRACTOR is

protected under federal law for specified purposes:

4.40.8.1.1 Sections 1137, 453, and 1106(b) of the Social Security Act (the Act) (42 US.C. §§
1320b-7, 653, and 1306(b)) (income and eligibility verification data);

4.40.8.1.2 26 U.S.C. § 6103(1)(7) and (8) (tax return, data);
440,813 Section 20200)(3)(B)(iv) of the Act (42 UU.5.C. § 401{x)(3)B)(iv))(prisoner data);

4.40.8.14 Section 205(1)(3) of the Act (42, U.S.C. § 405(r)(3)) and Intelligence Reform and
Terrorism Prevention Act of 2004, Pub. L. 108-458, 7213(a)(2) (death data};

4.40.8.1.5 Sections 402, 412, 421, and 435 of the Personal Responsibility and Work Opportunity
Reconciliation Act of 1996 (Pub. L. 104-193) (8 U.S.C. §§ 1612, 1622, 1631, and 1645)
{August 22, 1996 {quarters of coverage data);

4.40.8.1.6 Children's Health Insurance Program Reauthorization Act of 2009, (Pub. L. 111-3)
{February 4, 2009) (citizenship data); and

4.40.8.1.7 Routine use exception to the Privacy Act, 5 U.S.C. § 552a(b}(3)}(data necessary to
administer other programs compatible with S8A programs).

4.40.8.2 This Section further carries out Section 1106(a) of the Act (42 US.C. § 1306), the
regulations promulgated pursuant to that section (20 C.F.R. Part 401), the Privacy 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 ("OMB"} guidelines, the Federal
Information Security Management Act of 2002 ("FISMA™) (44 U.S.C. § 3541 e seq.),
and related National Institute of Standards and Technology {“NIST™) guidelines, which
provide the requirements that the CONTRACTOR must follow with regard to use,
treatment, and safeguarding data.
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4.40.9

69.

70,

Amendment 9 (cont.)

Definitions

4.40.9.1

4.40.9.2

4.40.9.3

4.40.9.4

“SSA-supplied data” — information, such as an individual’s social security number, supplied
by the Social Security Administration to TENNCARE to determine entitlement or eligibility
for federally-funded programs (Computer Matching and Privacy Protection Agreement
between SSA and F&A; IEA between SSA and TENNCARE).

“Protected Health Information/Personally Identifiable Information” (PHI/PII) (45 CFR
§160.103; OMB Circular M-06-19 located at
hitp://www.whitchouse.gov/sites/default/files/omb/memoranda/fy2006/m06-19.pdf) -
Protected health information means individually identifiable health information that is: (i)
Transmitted by electronic media; (ii) Maintained in electronic media; or (iii) Transmitted or
maintained in any other form or medium,

“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,

“Personally Identifiable Information” — any information about an individual maintained by an
agency, including, but not limited to, education, financial 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, date and place of birth,
mother's maiden name, biometric records, including any other personal information which
can be linked to an individual,

Attachment VI shall be amended by adding “TBI MFCU” in the “TO:” section along with
“Office of Program Integrity”,

Exhibit C of Attachment IX shall be deleted in its entirety and replaced by “LEFT BLANK
INTENTIONALLY™.

ATTACHMENT IX, EXHIBIT C
LEFT BLANK INFENTIONALLY
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Amendment 9 (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

July 1, 2012,

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 {o the CONTRACTOR by

TENNCARE.,

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

STATE OF TENNESSEE
DEPARTMENT OF FINANCE UNITEDHEALTHCARE PLAN OF THE
AND ADMINISTRATION RIVER VALLEY, Il:lg_)
4"/"

o Moo . T

Mark Embkes Scott A. Bowers

Comumnissioner Chief Executive Officer, TennCare
pATE: &/18/22172 DATE: 5%”' // 2.
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GENERAL ASSEMBLY OF THE STATE OF TENNESSEE
FISCAL REVIEW COMMITTEE

320 Sixth Avenue, North - 8 Iloor
NASHVILLE, TENNESSEE 37243-0067
615-741-2564

Sen. Bill Ketron, Chairman Rep. Curtis Johnson, Vice-Chairman
Senators Represeniatives
Douglas Henry Reginald Tate Tommie Brown David Shepard
Brian Kelsey Ken Yager dim Coley Teny 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 offfcio

MEMORANDUM

TO: The Honorable Mark Emkes, Commissioner
Department of Finance and Administration

FROM: Senator Bill Ketron, Chairman %\L’

Representative Curtis Johnson, Vice-Chairman (Qg
DATE: February 2, 2012

SUBJECT: Contract Comments
(Fiscal Review Committee Meeting 1/30/12)

RIFS# 318.66-00054 (Edison # 29584)

Department: Finance & Administration/Bureau of TennCare

Vendor: UnitedHealthCare Plan of the River Valley, Inc.

Summary: The vendor is responsible for medical and behavioral health
services to TennCare enrollees in East Tennessee. The proposed
amendment implements Program Integrity and The proposed
amendment adds language regarding risk capitation rates and
payments for members who are determined to receive retro eligibility.
Current maximuwm liability: $3,457,425,800

Proposed maximum liability: $3,457,425,800

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
Mz. Robert Barlow, Director, Office of Contracts Review
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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 13, 2012

Lucian Geise, Director

Fiscal Review Committee

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

Attention: Ms. Leni Chick

RE: Bureau of TennCare Managed Care Organization Contract Amendments
SXC Health Solutions, Inc., #3
Public Consulting Group, Inc. #1
Health Management Associates, Inc. #1

Mr. Lucian 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 to these competitively procured contracts for the provision of medical and
behavioral services for TennCare enrollees. These amendments are necessary to add
language consistent with the proposed budget presented to the Governor by TennCare. The
language clarifies that each MCO will receive full risk capitation payments for up to 12
months prior to the member's enroliment in the plan for members who are determined to
receive retro eligibility. Beyond the 12 maonth period, rather than the full capitation rate, the
MCO will invoice TennCare for actual expenditures. By making this language change to all of
the MCO contracts, TennCare is projected to realize a moderate reduction in payments.

AMERIGROUP Tennessee, Inc, FA-07-16936-11
UnitedHealthCare Plan of River Valley, Inc. FA-07-16937-11
UnitedHealthCare Plan of the River Valley, Inc FA-08-24979-08
(West Region)

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

UnitedHealthCare Plan of the River Valley, Inc. FA-08-24984-08
(East Region)
Volunteer State Health Plan FA-08-24983-08

(East Region)



January 13, 2012
Mr. Lucian Geise, Director
Page 2

Secondly, TennCare is submitting for consideration amendment #3 to SXC Health
Solutions, Inc, the contract for Pharmacy Management and Preferred drugs list server for
the Bureau of TennCare. This competitively procured contract amendment extends the term
of the contract for the 5" and final year and provides funding to support this extension. The
Bureau is developing language to release an RFP to competitively identify a contractar to
assume the Pharmacy management contract when this current term ends.

Finally, we are submitting for consideration amendments to the existing contracts with
Public Consulting Group, Inc. and Health Management Associates, Inc., for the purpose of
providing additicnat funding for policy and operational consulting services regarding health
insurance exchanges and for making evidence-based recommendations to the State
Since the execution of these competitively procured contracts, one of the three
competitively procured Contractors (Dell) that received a contract award under the initial
Request for Proposal has indicated that it is unable to perform functions specified in the scope of
work due to loss of key subject matter consulting staff, This inability to perform work for the State
results in the need for redistribution of unused funds to the PCG and HMA contracts.
Additionally, 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 fevel and the magnitude of the market impacts in Tennessee, the Staie
sought additional planning funds which were awarded on November 29, 2011. We now
need the corresponding technical assistance that these two competitively procured
contracts can provide to analyze the emerging issues in the market and revise our
recommendations if and as appropriate. The State indicated in both the RFP and resufting
contract that contract funding would be increased as needed and as availability of
additional federal funding dictated.

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

Sincerely, ..

-

o ;" /"/"f
/ A g
A S, -

Casey‘bungan
Chief Financial Officer

",

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



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

COMPMISSIONER OF FINANCE & ADMINISTRATION

Request Tracking # , 31866-00054

Procuring Agency Department of Finance and Administration
Bureau of TennCare

Contractor UnitedHealthCare Plan of the River Vailey, Inc.

Contract # FA-08-24984-00

Proposed Amendment # 8

Edison |D # 29584

Contract Begin Date

May 19, 2008

Current Contract End Date
= with ALL options to extend exercised

June 30, 2013

Proposed Contract End Date
- with ALL options to extend exercised

June 30, 2013

Current Maximum Contract Cost
- with ALL options to extend exercised

$ 3,457,425,800.00

Proposed Maximum Contract Cost
« with ALL opfions to extend exercised

$ 3,457,425,800.00

“Office for Information Resources Endorsement
~ information technology service (N/A fo THDA)

X Not Applicable DAttached

eHealth initiative Support

— health-refated professional, pharmaceutical, faborafory, or imaging service

X Not Applicable | ] Attached

o Human Re.éb.tjrces SUhpo'rt et e

~ state employee training service

| Explanation Need for the Proposed Amendment

This contract is a competitively procured contract providing medical and behavioral services to
TennCare enrollees. This proposed amendment is necessary to add language consistent with the

proposed budget presentation presented to the Governor b
Managed Care Organizations (MCO)

y TennCare. The language clarifies that
‘will receive full risk capitation payments for tip 1o 12 months

prior the member's enrollment in the plan for members who are determined to get retro eligibility,

1of2




8-16-10 REQUEST -NON-AMEND

Request Tracking # 31866-00054

Beyond the 12 month period, rather than the full capitation rate, the MCO will invoice TennCare for
actual expenditures. By making this language change to all of the MCO contracts, TennCare will
realize a moderate statewide reduction in payments,

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

Richard L. Bartsh, M.D.

President

United Heaithcare Plan of River Valley, Inc,
1300 River Drive

Moline, IL 61265

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

UnitedHealthcare Plan of the River Vafley, Inc. is an operating division of UnitedHealth Group, the largest
single health carrier in the United States. They are a recognized ieader in the health and well-being
industry, and deliver products and services to approximately 73 million Americans. UHC's nationwide
network includes 570,000 physicians (and other care professionals), 4,800 hospitals and their
pharmaceutical management programs which provide more affordable access to drugs for 18 million
people. UnitedHealth Group made significant investments in research and development, technology and
business process improvements, which led to changes that are improving the way care is delivered and
administered across the entire industry. The Bureau of TennCare refeased an RFP and identified
UnitedHealthCare Plan of the River Valiey, Inc. as one of two (2) health care plans to provide services to
TennCare enroilees 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.

Justification ~ specifically explain why non-compstitive negotiation is in the best interest of the state

This competitively procured contract is being amended to add language consistent with the proposed
budget presentation presented to the Governor by TennCare. The language clarifies 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. Beyond
the 12 month period, rather than the full capitation rate, the MCO will invoice TennCare for actyal

| expenditures. By making this language change 1o ail of the MGO contracts, TennCare will realize a
moderate statewide reduction in payments. The Bureau of TennCare would greatly appreciate the

[ approval of this amendment.

Agency Head Signature and Date — MUST ba signed by the ACTUAL agency head as detailod on tha current
Signature Certification. . Signaturs by an authorized signatory is acceptable only in documented exigent circumstances

Dl ¢ Sike lulee

2o0f2



Supplemental Documentation Required for

Fiscal Review Committee

*Contact
“Contact Name: Casey Dungan Phone: | 615-507-6482 ]
*Original Contract | FA-08-24984-00 *QOriginal RFS | 318.66-054-08 -
Number: Number:
Edison Contract 5 Edison RFS
Number: (f applicabley | >0+ N ‘;}‘)‘;Z‘jﬁi} g N/A
*Original Contract *Current End
Begin Date: | May 19, 2008 Date: | June 30,2013
Current Request Amendment Number: | 8
(tf applicable)
Proposed Amendment Effective Date: | March 15, 2012
(if applicable)
*Department Submitting: | Department of Finance & Administration
*Division: | Bureau of TennCare
*Date Submitted: | January 13, 2012
*Submitted Within Sixty (60) days: | Yes
If not, explain: | NA

*Contract Vendor Name:

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

*Current Maximum Liability:

$3,457,425,800.00

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

FY: 2009 FY: 2010 IY: 2011

Fy: 2012 FY 2013 FY

¥ 296,236,000 $590,472,000 | $ 787,372,000

$787,372,000 | $ B

*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 FY

% 208,089,186.00 | § 485,747,585.61 | $901,212,823.91

$379,131,060.34 | § $

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

The reason that allocations for the full-risk
Managed Care Contractor contract exceeds the
contract expenditures are that the contract
maximum lability must be estimated priorto -
delivery of services using current enrollment and
medical/behavioral claims cost. I the program’s
enrollment were to vary significantly from the
original estimate, aliocatlon could be h1ghe1 than
lactual éxpenditures. =

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

carry forward provision: oo
C

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

1F Contract Expenditures exceeded |
Contract Allocation, please give the




Supplemental Documentation Required for

Fiscal Review Committee

reasons and explain how funding
| was acquired to pay the overage:

*Contract
Funding | State: $1.088,473,997.00 Federal: $2,368,951,803.00
Source/Amount:
Interdepartmental:
p Other:

If “other” please define:

Dates of A}l Previous Amendments
or Revisions: (if applicable)

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

Amendment #] -Seplember [, 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 repor ting
reguirements,

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 sysiem 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 ], 2011

Address Program Inteprity clarifications, Performance
measures, CHOWCES requirement clarifications, and
update risk adjustiient language modifications.

Amendment #5 — July 1, 2011

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

Amendment #6 - October §, 2011

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

Amendment #7 - January [, 2012

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

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?

response fo the RFP,.
| public information and available 4pon request.”

The costs associated with this contract were
predicated on the cost proposals submitted in
These documents are




Supplemental Documentation Required for
Fiscal Review Commaittee

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.

Ifit 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),

- | Request for Proposal (REP).process. ... e

Proposed savings to be realized per fiscal year by entering inte 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 coniract itself does not identify savings, however, the full-risk insurance model
encourages coniractors 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 optionis available (incliding 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 competit'iv'e-iy'i)'f(')c'm-‘éd and; as such, the rates paid for the various physical
and behavioral health services provided through this contract were determined as result of the
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UnitedHealthCare Plan (Americhoice) - East
FY 2010

Pre-Edison Payments:

Vendor Invoice| Invoice Date|  Voucher 1CS 13A Total
BHO MCO
PAYMENTS PAYMENTS

RA100650628 6/29/2006 100650628 37,241,817.68 37,241,817.68
RALQ0650631  {6/29/2000 10065063 1 2,536,464.62 2,536,464.62
RA100686181  |8/4/2009 100686181 36,278,717.70 36,278,717.70
RAICQ0686184 (8/4/2009 100686184 4,005,759.63 4,005,759.63
RAIOG714795  {9/1/2009 100714795 2,987.309.94 2,987,309.94
RAILO0714792 {9/1/2009 100714792 35,123,273.75 35,123,273.75

9,529,534,19 108,643,809.13 118,173,343.32
Edison Payments:

funit Voucher 1D [Vendor ID Amount Pd iPymnt Date

31865 00006782 0000021799 34,796,230.85 10/5/2009
31865 00006785 0000021799 2,862,044.23 10/5/2008
31865 00015653 0000021799 35,378,711.75 11/6/2009
31868 00015656 0000021799 2,861,559.60 11/6/2009
31865 00022038 0000021799 34,926,556.05 121712009
31865 00022041 0000021799 2,954,624.69 12/7/2009

113,779,727 17

31865 00051200 0000021799 35,750,344.18 1/8/2010
31865 00051203 0000021799 3,055,537.44 1/8/2010
31865 00068250 0000021799 46,818,654.92 2/5/2010
-31865° 00068253 - 0000021799 o 2,857,03676 2812010
31865 00086761 0000021799 37,188,364.64 3/5/2010
31865 00086764 ~ 0000021798 325242773 352010

128,931,365.67




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

"Unit Voucher ID || Vendor ID Amount Pd {  Pymnt Date
31865 00104915 0000021799 37,598,852.04 4/2/2010
31865 00104918 0000021799 3,305,002.78 4/2/2010
31865 00125593 0000021799 39,138,729.08 5/7/2010
31865 00125596 0000021799 3,372.421.89 5/7/2010
31865 00142687 0000021799 38,205.430.83 6/4/2010
31865 00142690 0000021799 3,242,712.83 6/4/2010

124,863,149.45

FY 2010 TOTAL

$485,747,585.61




UnitedHealthCare Plan (Americhoice) - East

FY 2011

Unit Voucher ID Vendor D Amount Pd Pymnt Date
31865 00158199 0000021799 37,942 841.65 71212010
31865 00158202 0000021799 3,206,216.14 7/2/2010
31865 00173114 (0000021799 60,783,673.36 8/6/2010
31865 00173117 0000021799 3,312,019.94 8/6/2010
31865 00186272 0000021799 62,849,295.17 9/3/2010
31865 00186275 0000021799 3,193,163.06 9/3/2010

171,377,209.32

31865 00199535 0000021799 81,137,598.71 107172010
31865 00199538 0000021799 1,820,796.94 10/1/2010
31865 00209568 0000021799 7,585,189.58 10/20/2010
31865 00200569 0000021799 259,930.00 10/20/2010
31865 00217253 0000021799 67,910,429.31 14/5/2010
31865 00217256 0000021799 3,097,333.39 11/5/2010
31865 00230052 0000021799 67.722,982.97 12/3/2010
31865 00230055 0000021799 3,106,589.63 12/3/2010
31865 00243063 0000021799 67,590,159.24 12/30/2010
31865 00243066 0000021799 3,099,374.95 12/30/2010

31865
31865
31865
31865

00260936
00260939

00277665

006277668

0000021799
0000021799
0000021799
~ 0000021799

303,430,384.72

89,145,763.15
2,944 094 56
 70,458,249.65

2,671,827.60
145,219,934.96

212/2011
21212011
3412011
3/4/2011




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

flunit Voucher ID |{  Vendor ID Amount Pd Pymnt Date
31865 00297107 0000021799 61,520,373.06 4/1/2011
31865 00313435 0000021799 74,208,748.03 5/6/2011
31865 00313438 0000021799 10,821.41 5/6/2011
31865 00327194 0000021799 72,454,578.24 6/3/2011
31865 00327197 0000021799 5,813.38 6/3/2011
31865 00330700 0000021799 1,000.00 6/10/2011
31865 00341553 0000021799 72,983,960.79 6/30/2011

281,185,294.91

FY 2011 TOTAL $901,212,823.91




UnitedHealthCare Plan (Americhoice) - East

FY 2012
[Unit Voucher ID | Vendor ID Amount Pd Pymnt Date
31865 00357930 0000021799 73.917,507.71 8/1/2011
31865 00357933 0000021799 2,258.20 8/1/2011
31865 00373130 0000021799 76,097,520.48 9/2/2011
31865 00373133 0000021799 3,070.65 9/2/2011
31865 00362002 0000021799 (64,120.24) 8/16/2011
31865 00362003 0000021799 (13,293.33) 8/16/2011
31865 00362007 0000021799 9,309.10 8/16/2011
31865 00362009 0000027799 341,421.31 8/17/2011
31865 00362004 0000021799 (242,507.53) 8/16/2011
31865 00362070 0000021799 264,689.47 8/16/2011
31865 00362005 0000021799 29,733.10 8/16/2011
31865 00362011 0000021799 148,353.84 8/16/2011
31865 00362006 0000021799 (88,185.10) 8/16/2011
31865 00362012 0000021799 B88,758.72 8/16/2011
151,094,516.38
31865 00390202 0000021799 67,933,020.31 10/7/2011
31865 00390205 0000021799 553.61 10/7/2011
31865 00393444 0000021799 1,000.00 10/14/2011
31865 00404006 0000021799 76,576,651.97 11/4/2011
31865 00404009 0000021799 475.46 11/412011
31865 00406907 0000021799 14,177,948.94 11/14/2011
31865 00406908 0000021799 206,176.97 11/14/2011
31865 00417174 0000021799 68,539,913.81 1252011
31865 T 00417177 0000021799 O 204.71 12/5/2011
31865 004063330 0000021799 (1,337.20) 11112011
31865 00403391 0000021799 3,928.83 11/1/2011
31865 00426310 0000021799 598,006.55 122112011

FY 2012 TOTAL

$

379,131,060.34




Amendment Number 5 {cont.)

135.  Attachment X1 shall be amended by adding a new Exhibit C and D as follows:

EXHIBIT C

CAPITATION RATES

EAST

UnitedHealthCare

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

i

Per Member Per

Aid Category Age Group Month
Medicaid (TANF & Related)  Age Under I & 57664
And Agel1-13 $ 9040
Standard Spend Down Age 14 - 20 Female § 21595
Age 14 - 20 Male $ 11579
Age 21 - 44 Female ¥ 32050
Age 21 - 44 Male § 22488
Age 45— 64 $ 38395
Age 65 + § 513.23
Uninsured/Uninsurabie Age Under 1 3 57514
Agel-13 $ 77.94
Age 14 - 19 Female $ 12743
Age 14 — 19 Male 5 106.14
Disabied Age<21 $ 255420
Age 21 + $  709.52
Duals/Waiver Duals All Ages $ 94.34
Priority Add-On Al Ages $ 20471
CHOICES Rate (Effective CHOICES Duals $ 386542
August 1, 2010) CHOICES Non-Duals $ 489850

67




Amendment Number 3 (cont,)

EXHIBITD
CAPITATION RATES
EAST
UnitedHealthCare
EFFECTIVE January 1, 2011

Per Member Per
Aid Category Age Group Month
Medicaid (TANF & Related)  Age Under 1 $ 57648
And Agel-13 $  97.31
Standard Spend Down Age 14 - 20 Female $ 23222
Age 14 - 20 Male $ 13825
Age 21 - 44 Female $ 34126
Age 21 - 44 Male $§ 23410
Age 45— 64 $ 39538
Age 65 + $ 513.14
Uninsured/Uninsurable Age Under 1 $ 57514
Age 1-13 $ 84.81
Age 14 - 19 Female $ 139.14
Age 14 — 19 Male $ 12011
Disabled Age <21 $ 2,693.65
Age 21 + § 774.46
Duals/Waiver Duals All Ages $ 12043
CHOICES Rate CHOICES Duals $ 3,865.42
CHOICES Non-Duals $ 4.898.50

68



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 “Junc 30, 2009 and
adding a new EXHIBIT B as follows:

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

Per Member Per

Aid Category Age Group Month _ |
Medicaid (TANF & Related) Age Under 1 $522.32
And Agel-13 $ 9597
Standard Spend Down Age 14 - 20 Female $ 205.85

Age 14 - 20 Male $ 112.05

Age 21 - 44 Female $303.42

Age 21 - 44 Male $179.81

Age 45 - 64 $ 328.49

Age 65 + $ 409.48
Uninsured/Uninsurable Age Under 1 1$s523.17

Age1-13 $ 82.59

Age 14 - 19 Female $118.93

Age 14 ~ 19 Male $ 90.27
Disabled Age < 21 $ 704.03

Age 21 + $ 636.70
Duals/Waiver Duals All Ages $93.71

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) 1

SI. Al references throughout the Agreement to the “Division of Mental Retardation
—Services (DMRS)” shall be deleted-and replaced with the reference “Division of
Intetlectual Disabilities Services (DIDS).

Page 354 of 355



Amendment Number 3 (cont.)

26.  Attachment IH 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 Cave 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.

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 Diseases (IMD) Out-of-State Report (see Section 2.30.7.8)

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

166.  Risk Assessment Report (sec Section 2.30. 14.4)
167.  Program Integrity Exception List Report (see Section 2.30. 1 4.5)
168,  List of involuntary Terminations Report (see Section 2.30.14.6)

29.  EXHIBIT B of Attachment X1I shall be amended by inserting the CHOICES Rates as

follows: . .
CHOICES Rate (Effective upon | CHOICES Dualy $ 3,865.42
the CHOICES Implementation CHOICES Non-Duals $ 4,898.50
Date)




ATTACHMENT XII

CAPITATION RATES
EAST
EFFECTIVE January 1, 2009 through June 30, 2010

Per Member Per
Aid Category Age Group Monih
Medicaid (TANF & Related) Age Under 1 $ 504.49
And Agel-13 $ 94.56
Standard Spend Down Age 14 - 20 Female $ 204.60
Age 14 - 20 Male $110.31
Age 21 - 44 Female $302.31
Age 21 - 44 Male $183.37
Age 45 - 64 $ 336.56
Age 65 + ‘ $377.99
Uninsured/Uninsurable Age Under 1 $ 504.49
Agel-13 § 81.81
Age 14 - 19 Female $116.99
Age 14 - 19 Maie $ 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
Priority Add-On All Ages $228.93
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Amendment Number 5 (cont.)

EXHIBIT D
CAPITATION RATES
EAST
UnitedHeaithCare
EFFECTIVE January 1, 2011

Per Member Per
Aid Category Age Group Month
Medicaid (TANF & Related)  Age Under 1 $ 57648
And Agel-13 $ §7.31
Standard Spend Down Age 14 - 20 Female $ 23222
Age 14 - 20 Male $ 13825
Age 21 - 44 Female 5 34126
Age 21 - 44 Male § 23410
Age 45 ~ 64 $ 39538
Age 65 + $ 51314
Uninsured/Uninsurable Age Under 1 $ 57514
Agel-13 $ 84.81
Age 14 - 19 Female $  139.14
Age 14 - 19 Matie $ 1201
Disabled Age <21 $ 2693.65
Age 21 + $ 77446
Duals/Waiver Duals All Ages $ 12043
CHOICES Rate CHOICES Duals $ 388542
CHOICES Non-Duals $ 489850

68




EXHIBIT E
CAPITATION RATES

EAST
UnitedHealthCare
EFFECTIVE July 1, 2011

Per Member

Aid Category Age Group Per Month
Medicaid (TANF & Related) Age Under [ $ 572.26
And Agel-13 $ 99.74
Standard Spend Down Age 14 - 20 Female $ 239.98
Age 14 - 20 Male 3 140.63

Age 2] - 44 Female $ 348.28

Age 21 - 44 Male $ 237.87

Age 45— 64 $ 404.31

Age 65+ $ 505.82

Uninsured/Uninsurable Age Under | 5 572.26
Agel-13 $ 87.16

Age 14 - 19 Female $ 141,75

Age 14--19 Male $ 124.585

Disabled Age < 2] ] 2,819.64
Age2] + $ 78773

Duals/Waiver Duals All Ages $ 114.32
CHOICES Rate CHOICES Duals $ 3,867.30
CHOICES Non-Duals 3 5,163.74

56
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CONTRACT SUMMARY SHEET
RFS# | Edisan # Contract # M_::
31866-00054 29584 FA-08-24984-08
State Agency State Agency Division —

Department of Finance and Administration

Bureau of TennCars

Contractor Name

Contractor ID # (FEIN or S8N)

UnitedHealthCarePlan of the River Valiey, inc.

C- or ] V- | Edison Vendor #0000021792
|

|_Service Description

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

e
Contract Begin Date i Contract End Date SUBRECIPIENT or VENDOR? CFDA # .
May 19, 2008 June 30, 2013 Subrecipient 78 St of Hoalth & Hurman
Mark Each TRUE Statement .
D Contractor is on STARS ’ D Contractor's Form W-g is on flle in Accounts
[ Allotment Cod:l Cost Center Object Code Fund Fundcl:r;%frant Funding Subgrant Code
318.66 | 11
FY ] State Federal interdepartmental Other TOTAL Contract Amount
2008 | 0.00
[ 2000 | swssrrsm0m $189,358,466.00 $295,236,000.00
2010 ] $147,116,100.00 $443,355,900.00 $590,472,000.00
201 ! $232,510,952.00 $554,861,048.00 $787,372,600 .00
2012 I $279.674.907.00 $54,857,4293.00 $828,249,200.00
2013 | $323.294504.00 | $632.802,006.00 $956,096,600.00
TOTAL: ’ $1.088.473.997.00 I $2.368,951,803.00 $3,457,425,800.00
—~ COMPLETE FOR AMENDMENTS ONLY — State Agency Fiscal Contact & Telephone #
Casey Dungan
FY Base Contract & THIS Amendment [ 310 Greal Circle Road
Prior Amendments ONLY Nashville, TN 37243
{615} 507-8482 _
2008 | 0.00 0.00 J State Agency Budget Officer Approvar |
2009 $295.236,000.00 0.00
2010 | '$500.472.000.00 0.00 AT -
2011 | $787,372.000.00 0.00 § Funding Cartification (certfication, requred by T.C.A., § 9-4-5113, that there Is
a balance in the appropriation from which the obligated expanditure is required.to be
2012 I $828,249,200.00 0.00 ¥ paid that is not otherwise encumbered to pay ohligations previously incirad)
2013 | $056,006,600.00 0.00 ]
_TOTAL: | $3457,425,800.00 $0.00 ( g‘ (1/
End Date: 8/30/2013 6/30/2013 %*ﬁ Eaaihans
f G

Contractor Ownership (complets for ALL bage contracts—

NIA to amendments or delegated authorifies)

D African American E] Person w/ Disability

D Asian D Female

D Hispanic D Small Business D Govarnment

[ Native american NOT Minority/Disadvantaged

| Contractor Selection Method {camplete for ALL base contracts— N/A to amendments or

DOther
...... — ]

P e

D Non-Compatitive Negotiation *

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

D Alternative Compatitive Method *

[ ] other *

* Procurement Process Summary {complete for selection by Non-Compatitive Negotiation,

Compatitive Negotlation. OR Altemative Method) ]

FAOB24984-08




AMENDMENT NUMBER 8
EAST GRAND REGION
CONTRACTOR RISK AGREEMENT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
UNITEDHEALTHCARE PLAN OF THE RIVER VALLEY, INC,

CONTRACT NUMBER: FA- 08-24984-00

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

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

1.

Section 3.1.2 shall be amended by adding the phrase “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,” in the first sentence 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 enrol!lment with the CONTRACTOR, any incentive payments (if applicable), any
payments related to FQHC/RHC costs and any payments that offset the CONTRACTOR’s cost for the
development and implementation of an electronic visit verification system (EVV) (see Section 3.15) are
payment in full for all services provided pursuant to this Agreement. TENNCARE shall not reimburse
CONTRACTOR for any costs, liquidated damages and/or penalties incurred by the CONTRACTOR. and
which result from actions or inactions, including penalties associated with CONTRACTOR’s failure to
timely pay any and all expenses, fees, taxes and other regulatory/ministerial costs associated with the
requirements of operating as an HMO in this state. The (axes, fees, expenses, and other regulatory/ministerial
costs referenced herein shall include but not be limited to premium faxes associated with any and all
obligations required by the Tennessee Health Maintenance Organization Act of 1986 codified at TCA 56-32-
101 er seq. or any subsequent amendments thereto and/or the Tennessee Prepaid Limited Health Services Act
of 2000 codified at TCA 56-51-101 ef seq. or any subsequent amendments thereto. TENNCARE shall not
share with the CONTRACTOR any financial losses realized under this Agreement,



Amendment § (cont.)

2. Section 3.7.1.2 shall be amended by adding a new Section 3.7.1.2.2 and renumbering the
remaining Section accordingly, including any references thereto.

37122

The CONTRACTOR will not receive a capitation payment for periods of retroactive
eligibility greater than twelve (12) months prior to the member’s date of enrollment with the

due in accordance with TCA 36-32-124 within ten (10) business days of receipt of notice;
however, TENNCARE reserves the right to further review such claims and to recover any
overpayments subsequently identified. The CONTRACTOR shall release payments to
providers within two (2) business days of the receipt of funds from the State. The
CONTRACTOR is responsible for any payments required pursuant to TCA 56-32-124, Based
o1 the provisions herein, TENNCARE shall not make any further retroactive adjustments,
other than those described herein, beyond those already received as of November 2011,

3, Section 3.7.1.4 and 3.7.1.4.1 shall be deleted and replaced by new Sections 3.7.1.4 through
3.7.1.4.3 as follows:

37.1.4

3.7.1.4.1

37142

37143

Should TENNCARE determine after the capitation payment is made that an enrollee’s
capitation rate category had changed or the enrolleec was deceased, TENNCARE shall
retroactively adjust the payment to the CONTRACTOR as follows:

If an enrollee is deceased, TENNCARE shall recoup any and all capitation payments made
afier the enrollee’s date of death, including any pro-rated share of a capitation payment
intended to cover dates of service after the enrollee’s date of death.

If an enrollee’s capitation rate category has changed, TENNCARE shall retroactively adjust
the payment to the CONTRACTOR to accurately reflect the enrollee’s capitation rate

than twelve (12) months that affect an enrotlee’s capitation rate category, the capitation
payment made to the CONTRACTOR for periods greater than twelve (12) months shall not
be adjusted, and the CONTRACTOR shall consider the capitation payment already received

of November 2011,

TENNCARE and the CONTRACTOR agree that the twelve (12) month limitation described
in Sections 3.7.1.4 is applicable only to retroactive capitation rate payment adjustments
described in those paragraphs and shall in no way be construed as limiting the effective date
of eligibility or enrollment in the CONTRACTOR'’s MCO.



Amendment 8 (cont)

All of the provisions of the original Agreement not specifically deleted or modified herein shali 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 March 15, 2012.

The CONTRACTOR, by signature of this Amendment, hereby affirms that this Amendment has not been aitered
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
DEFARTMENT OF FINANCE UNITEDHEALTHCARE PLAN OF THE RIVER
AND ADMINISTRATION VALLEY, INC.
. /’"/
BY: é/{(w( A -éwé.ﬁ,ﬁ &> BY: %
Mark Embkes Scoit A, Bowers
Commissioner Chief Executive Officer, TennCare

DATE; £/3/2a12. DATE;: //// R

il



GENERAL ASSEMBLY OF THE STATE OF TENNESSEE
FISCAL REVIEW COMMITTEE

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

Sen. Bill Ketron, Chairman Rep. Curtis Johnson, Vice-Chairman
Senators Representatives
Douglas Henry Reginald Tate Tommie Brown David Shepard
Brian Kelsey Ken Yager Jim Coley Tony Shipley
Eric Stewart Charles Curtiss Curry Todd
Randy McNally, ex officio Johnny Shaw Mark White
Lt. Governor Ron Ramsey, ex officio Charles Sargent, ex officio

Speaker Beth Harwell, ex officio

MEMORANDUM

TO: The Honorable Mark Emkes, Commissioner
Department of Finance and Administration

FROM: Senator Bill Ketron, Chairman g?Yc/ ‘25

Representative Curtis Johnson, Vice-Chairman
DATE: November 16, 2011

SUBJECT: Contract Comments
(Fiscal Review Committee Meeting 11/15/11)

RFS# 318.66-054-08 (Edison # N/A)

Department: Finance & Administration/Bureau of TennCare

Vendor: UnitedHealthCare Plan of the River Valley, Inc.

Summary: The vendor is responsible for medical and behavioral health
services to TennCare enrollees in East Tennessee. The proposed
amendment implements Program Integrity and CHOICES updates,
HIPAA/HITECH clarifications, extends contract through June 30, 2013,
adds language to permit an 8-year contract, and increases maximum
liability by $996,973,800.

Current maximum liability: $2,460,452,000

Proposed maximum liability: $3,457,425,800

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
Mr. Robert Barlow, Director, Office of Contracts Review



Supplemental Documentation Required for

Fiscal Review Committee

*Contact Name:

*Contact

Casey Dungan Phone: | 615-507-6482
*Original Contract | FA-08-24984-00 *Original RFS | 318.66-054-08
Number: Number:
Edison Contract Edison RF_S
Number: Gf applicable) | V> Number: f | N/A
) applicable)

*Original Contract
Begin Date: | May 19, 2008

*Current End
Date: | June 30, 2012

Current Request Amendment Number: | 7
(tf applicable)

Proposed Amendment Effective Date: | January 1, 2012

(tf applicable)

*Department Submitting: | Department of Finance & Administration

*Division: | Bureau of TennCare

*Date Submitted: | October 31, 2012

*Submitted Within Sixty (60) days: | Yes

If not, explain: | NA

*Contract Vendor Name:

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

*Current Maximum Liability: | $2,460,452,000.00

*Current Contract Allocation by Fiscal Year:

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

FY: 2009 FY: 2010 FY: 2011

$ 295,236,000 $590,472,000 | $ 787,372,000 $787,372,000 | §

FY: 2012 FY FY
$

*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 FY

$ 208,089,186.00 | $ 485,747,585.61 | $901,212,823.91 $151,094,516.38 | § $

IF Contract Allocation has been
greater than Contract

The reason that allocations for the full-risk
Managed Care Contractor contract exceeds the
contract expenditures are that the contract

Expenditures, please give the
reasons and explain where surplus
funds were spent:

maximum hability must be estimated prior to
delivery of services using current enrollment and
medical/behavioral claims cost. If the program’s
enrollment were to vary significantly from the
original estimate, allocation could be higher than
actual expenditures.

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

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

IF Contract Expenditures exceeded
Contract Allocation, please give the

N/A




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).

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

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

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

Deliverable FY: FY: FY: FY: FY:

. e
Adecorintia

aCScription:

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.
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UnitedHealthCare Plan (Americhoice) - East

FY 2010

Pre-Edison Payments:

113,779,727.17

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

RA100650628 16/29/2009 100650628 37,241,817.68 37,241,817.68
RA100650631 [6/29/2009 100650631 2,536,464.62 2,536,464.62
RA1'006861 81 {8/4/2009 100686181 36,278,717.70 36,278,717.70
RA100686184 18/4/2009 100686184 4,005,759.63 4,005,759.63
RA100714795 19/1/2009 100714795 2,987,309.94 2,987,309.94
RA100714792 19/1/2009 100714792 35,123,273.75 35,123,273.75

9,529,534.19 108,643,809.13 118,173,343.32
Edison Payments:

lunit Voucher ID_[Vendor ID  |[ Amount Pd [Pymnt Date

31865 00006782 0000021799 34,796,230.85 10/5/2009
31865 00006785 0000021799 2,862,044.23 10/5/2009
31865 00015653 0000021799 35,378,711.75 11/6/2009
31865 00015656 0000021799 2,861,559.60 11/6/2009
31865 00022038 0000021799 34,926,556.05 12/7/2009
31865 00022041 0000021799 2,954,624.69 12/7/2009

31865
31865
31865
31865
31865
31865

00051200
00051203
00068250
00068253
00086761
00086764

0000021799
0000021799
0000021799
0000021799
0000021799
0000021799

35,759,344.18
3,056,5637.44
46,818,654.92
2,857,036.76
37,188,364.64
3,252,427.73
128,931,365.67

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




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

[[Unit Voucher ID || Vendor ID Amount Pd | PymntDate
31865 00104915 0000021799 37,598,852.04 4/2/2010
31865 00104918 0000021799 3,305,002.78 4/2/2010
31865 00125593 0000021799 39,138,729.08 5/7/2010
31865 00125596 0000021799 3,372,421.89 5/7/2010
31865 00142687 0000021799 38,205,430.83 6/4/2010
31865 00142690 0000021799 3,242,712.83 6/4/2010

124,863,149.45

FY 2010 TOTAL $485,747,585.61




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

"Unit ]I Voucher ID Vendor ID Amount Pd H Pymnt Date "
31865 00297107 0000021799 61,520,373.06 4/1/2011
31865 00313435 0000021799 74,208,748.03 5/6/2011
31865 00313438 0000021799 10,821.41 5/6/2011
31865 00327194 0000021799 72,454,578.24 6/3/2011
31865 00327197 0000021799 5,813.38 6/3/2011
31865 00330700 0000021799 1,000.00 6/10/2011
31865 00341553 0000021799 72,983,960.79 6/30/2011

281,185,294.91

FY 2011 TOTAL $901,212,823.91




281,185,294.91

FY 2011 TOTAL

901,212,823.91

UnitedHealthCare Plan (Americhoice) - East

FY 2012
“Unit Voucher ID H Vendor ID Amount Pd " Pymnt Date

31865 00357930 0000021799 73,917,507.71 8/1/2011
31865 00357933 0000021799 2,258.20 8/1/2011
31865 00373130 0000021799 76,097,520.48 9/2/2011
31865 00373133 0000021799 3,070.65 9/2/2011
31865 00362002 0000021799 (64,120.24) 8/16/2011
31865 00362003 0000021799 {13,293.33) 8/16/2011
31865 00362007 0000021799 9,309.10 8/16/2011
31865 00362009 0000021799 341,421.31 8/17/2011
31865 00362004 0000021799 (242,507.53) 8/16/2011
31865 00362010 0000021799 264,689.47 8/16/2011
31865 00362005 0000021799 29,733.10 8/16/2011
31865 00362011 0000021799 148,353.84 8/16/2011
31865 00362006 0000021799 (88,185.10) 8/16/2011
31865 00362012 0000021799 688,758.72 8/16/2011

151,094,516.38




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

UnitedHealthCare

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

Per Member Per

Aid Category Age Group Month
Medicaid (TANF & Related)  Age Under 1 $ 57664
And Agel-13 $ 90.40
Standard Spend Down Age 14 - 20 Female $ 21595
Age 14 - 20 Male $ 115.79
Age 21 - 44 Female $ 32950
Age 21 - 44 Male $ 22488
Age 45 - 64 $ 38395
Age 65 + $ 51323
Uninsured/Uninsurable Age Under 1 $ 575.14
Agel-13 $  77.94
Age 14 - 19 Female $ 12743
Age 14 - 19 Male $ 106.14
Disabled Age<21 $ 2,554.20
Age 21 + $ 70952
Duals/Waiver Duals All Ages $ 94.34
Priority Add-On All Ages $ 20471
CHOICES Rate (Effective CHOICES Duals $ 386542
August 1, 2010) CHOICES Non-Duals $ 4,89850

67




Amendment Number 5 (cont.)

EXHIBIT D
CAPITATION RATES
EAST
UnitedHealthCare
EFFECTIVE January 1, 2011
Per Member Per

Aid Category Age Group Month
Medicaid (TANF & Related)  Age Under 1 $ 57648
And Agel-13 $ 97.31
Standard Spend Down Age 14 - 20 Female $ 23222

Age 14 - 20 Male $ 138.25

Age 21 - 44 Female $ 341.26

Age 21 - 44 Male $ 23410

Age 45 - 64 $ 395.38

Age 65 + $ 513.14
Uninsured/Uninsurable Age Under 1 $ 57514

Agel1-13 $ 84.81

Age 14 - 19 Female $ 13914

Age 14 — 19 Male $ 120.11
Disabled Age <21 $ 2,693.65

Age 2l + $ 77446
Duals/Waiver Duals All Ages $ 12043
CHOICES Rate CHOICES Duals $ 3,865.42

CHOICES Non-Duals $ 4,898.50

68



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:

51.

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 $522.32
And Agel-13 $ 9597
Standard Spend Down Age 14 - 20 Female $205.85

Age 14 - 20 Male $ 112.05

Age 21 - 44 Female $303.42

Age 21 - 44 Male $179.81

Age d5 - 64 $ 328.49

Age 65 + $ 409.48
Uninsured/Uninsurable Age Under 1 $523.17

Agel-13 $ 82.59

Age 14 - 19 Female $118.93

Age 14 - 19 Male $ 90.27
Disabled Age <21 $ 704.03

Age 21 + $ 636.70
Duals/Waiver Duals All Ages $93.71
Priority Add-On All Ages $235.32
CHOICES Rate (Effective upon | CHOICES Duals To Be Provided
the CHOICES Implementation CHOICES Non-Duals ] -ToBe Provided |
Date)

All references throughout the Agreement to the

Services (DMRS)” shall be deleted and replaced wi
Intellectual Disabilities Services (DIDS).

Page 354 of 355

“Division of Mental Retardation
th the reference “Division of




Amendment Number 3 (cont.)

26.  Attachment III shall be amended by addihg 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 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.

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 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 (see Section 2.30.14.4)
167.  Program Integrity Exception List Report (see Section 2.30.14.5)
168.  List of Involuntary Terminations Report (see 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 X111

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 Age1-13 $ 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 $ 87.30
Disabled Age<21 $ 699.07
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

388 of 388




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

~
l Request Tracking # 31866-00054

Procuring Agency Department of Finance and Administration
Bureau of TennCare

Contractor UnitedHealthCare Plan of the River Valley, Inc.

Contract # FA-08-24984-00

Proposed Amendment # 7

Edison ID # NA

Contract Begin Date May 19, 2008

Current Contract End Date
= with ALL options to extend exercised June 30, 2012

Proposed Contract End Date
- with ALL options to extend exercised June 30’ 2013

Current Maximum Contract Cost
- with ALL options to extend exercised $2,460,452,000.00

Proposed Maximum Contract Cost 0
- with ALL options to extend exercised $3,457,425,800.00

Office for Information Resources Endorsement X Not Applicable E] Attached

— Information technology service (N/A to THDA)

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 services to TennCare
enrollees. This amendment is necessary to implement (1) Program Integrity Updates including the
clarification of CMS expectations based on recent CMS audit; (2) HIPAA/HITECH clarifications including
updating language to reflect current requirements associated with reporting timelines and LDs for
non-compiiance; (3) CHOICES updates relating to the introduction of suggested Care Manager

1of2



8-16-10 REQUEST-NON-AMEND

Request Tracking # II 31866-00054

Ratios; (4) Quality Clarifications regarding the use of Hybrid methodology for HEDIS and Outreach
Activity planning and reporting; (5) Cap Rate Updates, and (6) Increases funding to support the
Lbehavioral and medical services for this contract for FY 12 and FY '13 based on actual

expenditures.

3
|

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

Richard L. Bartsh, M.D.
President

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

Moline, IL 61265

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

UnitedHealthcare Plan of the River Valley, Inc. is an operating division of UnitedHealth Group, the largest

single health carrier in the United States. They are a recognized leader in the health and well-being
industry, and deliver products and services to approximately 73 million Americans. UHC's nationwide

network includes 570,000 physicians (and other care professionals), 4,800 hospitals and their

pharmaceutical management programs which provide more affordable access to drugs for 15 million

people. UnitedHealth Group made significant investments in research and development, technology and
that are improving the way care is delivered and

business process improvements, which led to changes

administered across the entire industry. The Bureau of TennCare released an RFP and identified

UnitedHealthCare Plan of the River Valley, Inc. as one of two {2) health care plans to provide services fo

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 bot

h Physical and Behavioral Health services to TennCare Enroliees

in the East Tennessee Region. This amendment represents the State’s compliance with federal

requirements to strengthen speci
this plan.

fic language which will provide optimum services to enrollees covered by

|

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

This competitively procured contract is being amended to implement necessary program language
updates as required by the Center for Medicare and Medicaid Services. These program changes

strengthen the contract by adding requireme

rennCare Program and to add liquidated da

nts and timeﬁnes.necessappabeneﬁttheenreﬂeeseﬂhe
mages should the managed care company not comply with

added requirements. The Bureau of TennCare would greatly appreciate the approval of this amendment.

Agency Head Signature and Date -
Signature Certification. Signature by an a

?’éf?wﬁ 5@€M§; (¢ f%% iéf

MUST be signed by the ACTUAL agency head as detailed on the current
uthorized signatory is acceptable only in documented exigent circumstances

»

20f2



7-1-11 REQUEST-RL! T

CY11-695

Rule Exception Request

Route completed

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

APPROVED ONLY if the associated Non-competitive
Amendment request is favorably
recommended by the FRC & is approved.

COMMISSIONER OF FINANCE & AD/ TION

Request Tracking # 31866-00054

1. Contract #

FA-08-24984-00

2. Service Caption Enrollees in the East Tennessee Region

Provision of Physical and Behavioral Heaith Services to TennCare

3. Contractor

UnitedHealthCare Plan of the River Valiey, inc.

4. Contract Period (with ALL options to extend exsrcised)

92 months

8. Contract Maximum Liability (with ALL options to extend exercised) $ 6,063,689,700.00

6. Rule

(for which the
éxception is
requestad)

D 0620-3-3-.03(2)(a) OR 0620-3-3-.05
requiring compliance with relevant model guideiines (only if required by oversight authorities)

D 0820—-3-3—.05(5)
requiring the prescribed Nondiscrimination contract provision

X 0620-3-3-.07(5)
prohibiting a contract term greater than five (5) years

[:] 0620-3-3-.07(8)
prohibiting a contract with a former state employee in within six (6) months of termination

0620—3—3—.07(22)
requiring contractor travel reimbursement in accordance with state travel regulations

D OTHER (cite the relevant rule below)

7. Explanation of
Rule Exception

Requested

Prohibiting a Contract Term greater than five (5) years.

RECEIVED
By OCR at 12:26 pm, Oct 21, 2011 10f2




7-1-11 REGUEST-RIJ1

Request Tracking # 31866-00054

This amendment extends the East Tennessee competitively procured
managed care contracts beyond the original five year term. Even though the
contract term was initiated four years ago, there was a lengthy enrollee
transition and actual delivery of services did not occur for enroliee care until
well beyond the start date of the contract. While TennCare is very committed
to competitive procurement, it is clear that a transition in the health pians
causes disruptions in the lives of patients, practices of providers, and efforts to
control utilization and disease management programs. There is an abundance
. of uncertainty in the Health Insurance world related to the Health Reform law.
8. Justification Many of the regulations have not been issued and providers are uncertain
about Medicare rates. Exchanges are being developed which could
dramatically change eligibility verification and the poputations that will interact
with Medicaid and although we have projections, it is unclear how many new
Medicaid enrollees will sign up. TennCare also believes that the frequent
transition of vendors leads to increases in healthcare expenditures. Changing
Managed Care vendors at this time, given where we are with Choices and the
Health Reform implementation, would jeopardize the stability of the TennCare
program.

Agency Head Signature and Date {contracting agency head or authorized signatory)

Mt N bt
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T —

[ CONTRACT SUMMARY SHEET o
RFS ¥ A St

Contract # ——
31866-00054 Ebison* 29584 FA-08-24984-07
State Agency State Agency Division
Department of Finance and Administration Bureau of TennCare
|_Contractor Name Contractor ID # (FEIN or SSN) T
UnitedHealthCarePlan of the River Valley, Ing, D C-~ or V-

Service Description
Frovision of Physical and Behavioral Health Services to TennCare Enrollees in East Tennesses Region

Contract Begin Date ] Contract End Date |_SUBRECIPIENT or VENDOR? CFDA #
May 19, 2008 June 30, 2013 Subrecipient 93'77‘3?:5};‘;’;};‘;32&?;(””"‘3“
{_Mark Each TRUE Statement |
f D Contractor is on STARS ’ D Contractor's Form wW-9 is on file in Accounts I
|_AHotment Code | Cost Center Object Code Fund Funding Grant Code Funding Subgrant Code |
l 31866 [ | I L AT 1
! FY I State , Federal - ln_terdep?rtmenta Other TOTAL Contract Amount
2008 [ 0.00
2009 $105,877 534.00 I $"I89.358.466.00 $295.236.000.00]
2010 $147,116,100.00 $443,355.900.00 3590.472,000.00
[ 2011 | $232,510,952.00 $554,861,048.00 $787,372,000.00
| 2012 | $279,674,907.00 $54,857,4293.00 $628,249,200.00
' 2013 ‘ $323,204,504.00 $632,802,096.00 $956,0986,600.00
TOTAL.: $1,088,473,997.00 $2.368,951,803.00 $3,457,425,800.00
MM
—— COMPLETE FOR AMENDMENTS ONLY — State Agency Fiscal Contact & Telephone # o -
o Casey Dungan . :
oo gt Bagse-Contragk G -~ THIS-Amendment- § 310 Great Circle Road
Prior Amendments ONLY Nashville, TN 37243
(615) 507-6482..___ e e
2008 | 0.00 | 0.00 | State Agency Budget Officer Approval '
2009 | $295236,000.00 I 0.00 = |
2010 | $590.472,000.00 [ 0.00 4
2011 I $787,372,000.00 l 0.00 § Funding Certification {certification, required by T.CA. §9-4-51 13, that there is
a batance in the appropriation from which the obligated expenditure is required to be
2012 I $787,372,000.00 I $40,877,200.00 § pald that is not otherwise encumbered to pay obligations previously incurred)
2013 r $956,096,600.00

D African American D Person wi Disability D Hispanic D Small Business D Government
D Asian D Female D Native American @ NOT Minority/Disadvantaged D Other
Contractor Selection Method (complets for ALL base contracts-— N/A to amendments or delegated guthoritias)
X] RFP D Competitive Negotiation * D Alternative Compatitive Method *

D Non-Competitive Negotiation * D Negotiation w/ Government {0, GG, GU) D Other *
-Competitive Negotlation, Competitive Negotiation, OR Alternative Method) -

TOTAL.: ] $2,450,452,000.00 $996,973,800.00

EndDate: | 6/30/2012 6/30/2013

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

* Procurement Process Summary (complete for selection by Non 7




AMENDMENT NUMBER 7
EAST GRAND REGION
CONTRACTOR RISK AGREEMENT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
UNITEDHEALTHCARE PLAN OF THE RIVER VALLEY, INC.

CONTRACT NUMBER: FA- 08-24984-00

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

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

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

Abuse - Provider practices that are inconsistent with sound fiscal, business, or medical practices, and result in an
unnecessary cost to the Medicaid program, or in reimbursement for services that are not medically necessary or
that fail to meet professionally recognized standards for health care. It also includes recipient practices that result
in unnecessary cost to the Medicaid program (see 42 CFR 455.2).

Breach (with respect to Protected Health Information (PHI)) - The acquisition, access, use, or disclosure of
protected health information in a manner not permitted under the HIPAA Privacy Rule which compromises the

security or privacy of the protected health information.

Fraud - An intentional deception or misrepresentation made by a person with the knowledge that the deception
could result in some unauthorized benefit to himself or some other person. 1t includes any act that constitutes

traud under applicable Federal or State law (see 42 CFR 455.2),

Repayment — The process by which an MCQ, the State of Tennessee or the Federat government, or any of their
Bureaus, Agencies or Contractors recover Title XIX monies paid to an MCO, provider or enrollee,

2. Section 2.7.4.1 shall be deleted and replaced as follows:

2.7.4.1 The CONTRACTOR shall develop programs and participate in activities to enhance the
general health and well-being of members. Health education and outreach programs and
activities shall include TENNderCare outreach activities (See Section 2.7.6.2) and may also

include the following:

3. Section 2.7.4.2 shall be deleted and replaced by Sections 2.7.4.2 through 2.7.4.2.3 as follows:

2,742 The CONTRACTOR shall submit an Annual Community OQutreach Plan no later than
November 30 of each year for review and approval by TENNCARE.

1



Amendment 7 (cont.)

27421

27422

27423

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; community/health education events unrelated to
TENNderCare; rationale for participating in these events; and a process for evaluating the
benefits of the events.

The CONTRACTOR’s TennCare approved Annual Commumity Outreach Plan shall be
implemented on January 1 of each year.

Community/health education events, both related and unrelated to TENNderCare, shall be
included in the quarterly TENNderCare Report (See Section 2.30.4.4) in a format specified
by TENNCARE.

A Section 2.7.6.2.10 shall be amended by adding the reference “(See Section 2.7.4.2)” to the
end of the first sentence.
5. Section 2,9.5.4.1 through 2.9.5.4.1.4 shall be deleted and replaced as follows:
2.9.54.1 In addition to requirements pertaining to nursing facility to community transitions (see
Section 2.9.6.8), members in CHOICES Group ! who are under the age of 21 and who are
residents of a nursing facility and have requesied to transition home will be provided
coordination of care by the CHOICES Care Coordinator and MCO Case Management staff:
2954.1.1 The member wili be informed by the CHOICES Care Coordinator of disenrollment from
CHOICES upon discharge from Nursing Facility;
2954.1.2 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;
2.954.1.3 The MCO Case Manager will be responsible for developing a service plan for the home
setting;
295414 The CHOICES Care Coordinator will communicate weekly via phone or face-to-face
visits with the MCO Case Management staff, the member and/or his parent or guardian
(as applicable and appropriate), and the nursing facility staff to ensure timely progression
of the transition plan until the transition plan is complete; and
6. Section 2.9.6.1.6.1 shall be amended by adding a “)” after the word “computation”.
7. Section 2.9.6.2.5.1 shail be deleted and replaced as follows:
2.9.6.2.5.] 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 enroliment. In the case of those members enrotled in CHOICES Group 2 on
the basis of Immediate Eligibility, community-based residential alternative services shail

2
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be authorized immediately upon notice of the member’s categorical and financial
eligibility for TennCare CHOICES as of the effective date of CHOICES enroliment. The
CONTRACTOR shall not transition members enrolled in CHOICES Group 2 who are,
upon CHOICES enrollment, receiving services in a community-based residentia}
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 {ransition to a contract provider,

8. Section 2.9.6.3.7 shall be deleted and replaced as follows;

29637

9, Section

If the member does not meet the telephone screening criteria, the CONTRACTOR shall
within five (5) business days of the screening notify the member verbally and in writing in
the format prescribed by TENNCARE: (1) that he/she does not appear to meet the criteria for
enrollment in CHOICES; (2) that he/she has the right to continue with the CHOICES intake
process and, if determined not eligible, to receive notice of such denial, including the
member’s due process right to appeal; and (3) how, if the member wishes to proceed with the
CHOICES intake process, the member can submit a written request to proceed with the
CHOICES intake process to the CONTRACTOR. In the event that 4 member does submit
such written request, the CONTRACTOR shall process the request as a new referral and shal}
vonduct a face-to-face intake visit, including level of care assessment and needs assessment,
within ten (10) business days of receipt of the member’s written request, unless a later date is
requested by the member, which shall be documented in writing in the CHOICES intake
record.

2.9.6.6.1.1 shall be amended by adding the word “CHOICES”

in front of the word “file”,

10.  Section 2.9.6.6.2.7 shall be deleted and replaced as follows:

2.8.6.6.2.7

The member’s care coordinator/care coordination team shall provide a copy of the
member’s completed plan of care, including any updates, to the member, the member’s
representative, as applicable, and the member’s community residential alternative
provider, as applicable, The member’s care coordinaior/care coordination team shall
provide copies to other providers authorized to deliver care to the member upon request,
and shall ensure that such providers who do not receive a copy of the plan of care are
informed in writing prior to the scheduled implementation of services of all relevant
information needed to ensure the provision of quality care for the member and 1o help
ensure the member’s health, safety, and welfare, including but not limited to the tasks and
functions to be performed.
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11.

12,

13.

Section 2.9.6.6.2.8 shall be amended by adding a new Section 2.9.6.6.2.8.1 which shall read

as follows:

2.9.6.6.2.8.1

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
supports broker, 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 2.9.6.8.25.3 and Section 2.9.6.8.25.4 shall be deleted and replaced by new Sections
2,9.6.8.25.3, 2.9.6.8.25.4 and 2.9.6.8.25.4.1 as follows:

2968253

2968254

2.9.6.8.25.4.1

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

The CONTRACTOR shall authorize and/or reimburse short-term NF stays for Group 2
members only when the member’s stay in the facility is expected to be less than ninety
(90) days and the member is expected to return to the community upon its conclusion.
The CONTRACTOR shall monitor all short-term NF stays for Group 2 members and
shall ensure that the member is transitioned trom Group 2 to Group 1 at any time a) it is
determined that the stay will not be short-lerm or the member will not transition back to
the community; and b) prior to exhausting the ninety (30)-day short-term NF benefit
covered for CHOICES Group 2 members,

Upon request, the CONTRACTOR shall provide o TENNCARE 2 member-by-member
status for each Group 2 member utilizing the short-term NF stay benefit, including but
not limited to the name of each Group 2 member receiving short-term NF services, the
NI in which s/he currently resides, the date of admission for short-term stay, and the
anticipated date of discharge back to the community.

Section 2.9.6.9.1.1.4 shall be amended by deleting the word “and” at the end of the text and
Section 2,9.6.9.1.1.5 shall be deleted and replaced as follows:

2.96.9.1.1.5

In the manner prescribed by TENNCARE and in accordance with this Agreement and
TENNCARE policies and protocols pertaining thereto: 1) facilitate transfers between
nursing facilities which, at a minimum, includes notification to the receiving facility of
the member’s level of care, and notification to DHS; and 2) facilitate transitions to
CHOICES Group 2 which shall include (but is not limited 10) timely notification to
TENNCARE; and
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14.

15.

17,

18.

Section 2.9.6.9.2,1.2 shall be deleted and replaced as follows:

2.9.6.9.2.1.2  During the development of the member’s plan of care and as part of the annual updates,
the care coordinator shall discuss with the member his/her interest in consumer direction
when eligible CHOICES HCBS are included in the plan of care;

Section 2.9.6.9.2.1,15 shall be amended by deleting the word “and” at the end of the text,
Section 2.9.6.9.2.1.17 shall be amended by deleting the “.” and adding “; and”, and Section
2.9.6.9.2.1 shall be amended by adding a new Section 2.9,6.9.2.1.18 as follows:

2.9.692.1.18 In the manner prescribed by TENNCARE, and in accordance with this Agreement and
TENNCARE policies and protocols pertaining thereto, facilitate transition to CHOICES
Group 1, which shall include (but is not limited to) timely notification to TENNCARE.,

Section -2.9.6.10.3 shall be -deleted -and""'rep‘l'aced""'by'"nEW'"Séé’t‘i’(’)’ﬁﬁ"'"2“.’9'."6'.']'0‘.'3"""tﬁi"'6u'gh o

2.9.6.3.10.3.3 as foliows:

2.9.6.10.3 If a member elects not to receive eligible CHOICES HCBS using contract providers until all
necessary requirements have been fulfilled in order to implement consumer direction of

eligible CHOICES HCBS;

2.9.6.10.3.1 The CONTRACTOR shall document this decision, including date and member/member’s
representative’s signature, in the manner specified by TENNCARE (see Section

2.9.7.4.3.2 of this Agreement).

2.9.6.103.2  The member’s care coordinator shall visit the member face to face at least monthly to
ensure that the member’s needs are met, and shall continue to offer eligible CHOICES
HCBS through contract providers (See Section 2.9.7.4.3.3).

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

Section 2.9.6.10 shali be amended by adding a new Section 2.9.6.10.11 as follows and
renumbering the remaining Section accordingly, including any references thereto.

2.9.6.10.11 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
supports broker (see Section 2.9.6.6.2.8.1. of this Agreement),

Section 2.9.6.11.3 through 2.9.6.11.5 shall be deleted and replaced as follows and the
remaining Section shall be renumbered accordingly, including any references thereto.

29.6.11.3 The CONTRACTOR shall ensure that an adequate number of care coordinators are available
and that sufficient staffing ratios are maintained to address the needs of CHOICES members

and meet all the requirements described in this Agreement.
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2.9.6.11.4 The recommended average weighted care coordinator-to-CHOICES member staffing ratio is
no more than 1:125. Such average shall be derived by dividing the total number of full-time
equivalent care coordinators by the total weighted value of CHOICES members as delineated
below,

2.9.6.11.5 The recommended maximum caseload for any individual care coordinator is a weighted value
of no more than one hundred seventy-five (175) CHOICES members.

2.9.6.11.6 The contractor shall use the following methodology to calculate weighted care coordinator-
to~CHOICES member staffing ratios and care coordinator caseloads:

2.9.6.11.6.1

Each CHOICES Group 1 member shall be factored into the weighted care coordinator-to-
CHOICES member staffing ratio and weighted caseload calculations utilizing an acuity

level of one (1), EXCEPT that: e

2.9.6.11.6.1.1

2.96.116.1.2

2961162

2.9.6.11.6.3

Upon completion of a Transition Assessment which indicates that a Group | member is a
candidate for transition to the comununity, such member shall be factored into the
weighted caseload and staffing ratio calcuiations using an acuity level of two and one-
half (2.5} until such time as the member is transitioned to CHOICES Group 2 or the
member is no longer a candidate for transition;

CHOICES Group 1 members under twenty-one (21) years of age shall be factored into
the weighted caseload and staffing ratio calculations utilizing an acuity level of two and
one-half (2.5),

Each CHOICES Group 2 member shall be factored into the weighted caseload and
staffing ratio calculations utilizing an acuity level of two and one-half (2.5);

Using the delineated acuity factors, the following provides examples of the composition
of caseloads with a weighted value of 125:

r Weighted Caseload Mix for a 1:125 Ratio I
Total CHOICES
CHI (Acuity 1.0) | CH 2 (Acuity 2.5) Members on
Caseload

125 ¢ 125
100 10 110

75 20 95

50 30 80

25 40 65

0 50 50
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2.9.6.11.64

29.6.11.7

2.9.6.11.8

29.6.11.9

2.9.6.11.10

2.9.6.11.11

)

Using the delineated acuity factors, the following delineates the composition of caseloads
with a weighted value of 175:
Weighted Caseload Mix for a 1;375 Ratio
Total CHOICES
CHI (Acuity 1.0y | CH 2 (Acuity 2.5) Members on
Caseload
175 0 175
150 10 160
125 20 145
100 30 130
75 40 115
25 60 85
0 70 70

The CONTRACTOR shal proactively plan for staff turnover and shall monitor caseload
assignments and weighted care coordinator-to-CHOICES member staffing ratios and adjust
hiring practices and care coordinator assignments as necessary to meet the requirements of
this Agreement and to address members’ needs.

Upon request, the CONTRACTOR shall provide to TENNCARE documentation of such
monitoring, including an itemized list by care coordinator of the total number of members
assigned, and the number of Group 1 members (including members in transition and children
under age 21) and Group 2 members that comprise each care coordinator’s caseload.

In the event that the CONTRACTOR is determined to be deficient with any requirement
pertaining to care coordination as set forth in this agreement, the amount of financial
sanctions assessed shall take into account whether or not the CONTRACTOR has complied
with the recommended average weighted care coordinator to CHOICES member staffing
ratio and the maximum weighted care coordinator caseload amounts set forth in Sections
2.9.6.11.4 and 2.9.6.11.5, based on the most recent monthly CHOICES Caseload and Staffing
Ratio Report (see Section 2.30.6.8). All applicable sanctions set forth in Sections 420224,
420227.A.16, 420227A.18, 4.20.2.2.7.A.19, 4.20.2.2.7.A.20, 4202.2.7.A.21,
420.2.2.7.A.22, 4.20.2.27.A.23, 4.2022.7A28, 4.2022.7.A.29, 4.20.2.2.7.A.30,
4.202.2.7.A31, 420.2.2.7.8.21, and 4.20.2.2.7.C.7 of this agreement shall be multiplied by
two (2) when the CONTRACTOR has not complied with these recommendations.

TennCare  will reevaluate Care Coordinator-to-CHOICES  member staffing ratio
recommendations and requirements on at least an annual basis and may make adjustments
based on the needs of CHOICES members, CHOICES program requirements and MCO
performance,

TENNCARE may request changes in the CONTRACTOR s Care Coordination Staffing Plan
at any {ime it determines that the CONTRACTOR does not have sufficient care coordination
staff to properly and timely perform its obligations under this Agreement.
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19.

20,

21.

The renumbered Section 2.9.6.11.18 shall be amended by deleting the words “at least
annuaily”,

Section 2.9.6.11 shall be amended by adding a new Section 2.9.6.11.19 as foliows and
renumbering the remaining Section including any references thereto.

2.9.6.11.19 The CONTRACTOR shall establish an ongoing (raining program for care coordinators,
Topics to be covered shall be determined by the CONTRACTOR based on its moniforing of
care coordination (see Section 2.9.6.12) and the CHOICES program, and feedback from

TENNCARE.

Section 2.9.6.12.7 shall be amended by adding the words “and document” as follows:

2.9.6.12.7 The CONTRACTOR shall develop and maintain an electronic case management system that
- ~includes the functionality-to-ensure-and docurment compliance with all requirements specified

22.

2.12.4

23.

2.12.9

in the Section 1115 TennCare Demonstration Waiver, federal and state laws and regulations,
this Agreement, and TennCare policies and protocols, including but not limited to the
following:

Section 2.12.4 shall be deleted and replaced as follows:
LEFT BLANK INTENTIONALLY

Section 2.12.9 shall be deleted and replaced as follows and all references to Section 2.12.9
shall be updated accordingly.

All provider agreements executed by the CONTRACTOR, and all provider agreements executed by
subcontracting entities or organizations, shall, except as otherwise provided in Section 2,12.13, at a
minimum, meet the following requirements:

2.12.9.1  Be in writing, All new provider agreements and existing provider agreements as they are
renewed, shall include a signature page which contains CONTRACTOR and provider names
which are typed or legibly written, provider company with titles, and dated signatures of all

appropriate parties;
2.12.9.2  Specify the effective dates of the provider agreement;

2.12.9.3  Specify that the provider agreement and its attachments contain all the terms and conditions
agreed upon by the parties;

2.129.4  Assure that the provider shall not enter into any subsequent agreements or subcontracts for
any of the work contemplated under the provider agreement without the prior written

approval of the CONTRACTOR;

2.12.9.5  Identify the population covered by the provider agreement;
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21296

21297

2,12.9.8

2.12.9.9

2.12.9.10

2,129.11

2.12.9.12
2.12.9.13

2,129.14

2.12.9.15

Specify that the provider may not refuse to provide covered medically necessary or covered
preventive services to a child under the age of twenty-one (21) or a TennCare Medicaid
patient under this Agreement for non-medical reasons. However, the provider shali not be
required {o accept or continue treatment of a patient with whom the provider feels he/she
cannot establish and/or maintain a professional relationship;

Specify the functions and/or services to be provided by the provider and assure that the
functions and/or services to be provided are within the scope of his/her professional/technical

practice;

Specify the amount, duration and scope of services to be provided by the provider and inform
the provider of TennCare non-covered services as described in Section 2.10 of this

Agreement and the TennCare rules and regulations;

Provide that emergency services be rendered without the requirement of prior authorization

ol any kind;

Require compliance with applicable access requirements, including but not limited to
appointment and wait fimes as referenced in Section 2.11 of the CONTRACTORs

Agreement with TENNCARE;

Specify that unreasonable delay in providing care to a pregnant member sceking prenatal care
shall be considered a material breach of the provider’s agreement with the CONTRACTOR
and Include the definition of unreasonable delay as described in Section 2.7.5.2.3 of this

Agreement;

It the provider performs laboratory services, require the provider to meet aj] applicable
requirements of the Clinjcal Laboratory Improvement Amendmenis (CLIA) of 1988;

Require the provider to have and maintain documentation necessary to demonstrate that
covered services were provided in compliance with state and federal requireinents;

investigations or prosecutions are completed for recording enrollee services, servicing
providers, charges, dates and all other commonly accepted information elements for services
rendered to enrollees pursuant to the provider agreement (including but not limited to such
records as are necessary for the evaluation of the quality, appropriateness, and timeliness of
services performed under the provider agreement and administrative, civil or eriminal
investigations and prosecutions);

Include a statement that as a condition of participation in TennCare, enrollees and providers
shall give TENNCARE or its authorized representative, the Office of the Comptroller of the
Treasury, and any health oversight agency, such as QIG, TBI MFCU, DHHS Office of
Inspector General (DHHS OIG), and DOJ, and any other authorized state or federal agency,
access to their records. Said records shall be made available and furnished immediately upon
request by the provider for fiscal audit, medical audit, medical review, utilization review, and
other periodic monitoring as well as for administrative, civil and criminal investigations or
prosecutions upon the request of an authorized representative of the CONTRACTOR,

9
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2.129.16

2.12.9.17

2.12.9.18

2.129.19

2.12.9.20

2.12.9.21

2.12.9.22

2,12.9.23

2.129.24

2,12.9.25

TENNCARI or authorized federal, state and Office of the Comptroller of the Treasury
personnel, including, but not limited to, the OIG, the TBI MFCU, the DHHS 0IG and the

DOJ;
Include medical records requirements found in Section 2.24.6 of this Agreement;

Contain the language described in Section 2.25.6 of this Agreement regarding Audit
Requirements and Section 2.25.5 of this Agreement regarding Availability of Records;

Provide that TENNCARE, DHHS OIG, Office of the Comptroiler of the Treasury, OIG, TBI
MFCU, and DO, as well as any authorized state or federal agency or entity shall have the
right to evaluate through inspection, evaluation, review or request, whether announced or
unannounced, or other means any records pertinent to this Agreement including, but not
limited to medical records, billing records, financial records, and/or any records related to
services rendered, quality, appropriateness and timeliness of services and/or any records

Trelevait to an ddministrative, civil and/or crimimal investigation and/or prosecution and such

evaluation, Inspection, review or request, and when performed or requested, shall be
performed with the immediate cooperation of the provider. Upon request, the provider shall
assist in such reviews including the provision of complete copies of medical records. Include
a statement that HIPAA does not bar disclosure of protected health information (PHI) to
health oversight agencies, including, but not limited to, QIG, TBI MFCU, DHHS 0IG and
DOIJ. Provide that any authorized state or federal agency or entity, including, but not limited
to TENNCARE, OIG, TBI MFCU, DHHS OIG, DOJ, Office of the Comptroller of the
Treasury, may use these records and information for administrative, civil or ¢riminal
investigations and prosecutions;

Provide for monitoring, whether announced or unannounced, of services rendered to
members;

Provide for the participation and cooperation in any internal and external QM/QI, monitoring,
utilization review, peer review and/or appeal procedures established by the CONTRACTOR

and/or TENNCARE;

Specify CONTRACTOR's responsibilities under this Agreement and its agreement with the
provider, including but not limited to, provision of a copy of the member handbook and
provider handbook whether via web site or otherwise and requirement that the
CONTRACTOR notice a provider of denied authorizations;

Specify that the CONTRACTOR shall monitor the quality of services delivered under the
provider agreement and initiate corrective action where necessary to improve quality of care,
in accordance with that level of medical, behavioral health, or long-term care which is
recognized as acceptable professional practice in the respective community in which the
provider practices and/or the standards established by TENNCARE;

Require that the provider comply with corrective action plans initiated by the
CONTRACTOR;

Provide for the timely submission of all reports and ciinical information required by the
CONTRACTOR;

Provide the name and address of the official payee to whom payment shall be made;

10
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2.12.9.26

2.129.27

2.129.28

2.129.29

2.12.9.30

2.12.9.31

2.12.9.32

212933

Make full disclosure of the method and amount of compensation or other consideration to be
received from the CONTRACTOR. However, the agreement shall not include rate
methodology that provides for an automatic increase in rates;

Specify that the CONTRACTOR shall only pay providers for services (1) provided in
accordance with the requirements of this Agreement, the CONTRACTORs policies and
procedures implementing this Agreement, and state and federal law and (2) provided to
TennCare enrollees who are enrolled with the CONTRACTOR; and specify that the provider
is responsible for (1) ensuring that any applicable authorization requirements are met and (2)
veritying that a person is eligible for TennCare on the date of service;

Provide for prompt submission of information needed to make payment. Specify that a
provider shall have one hundred twenty (120) calendar days from the date of rendering a
covered service to file a claim with the CONTRACTOR except in situations regarding

- Coordination of bénefits or subrogation in which ¢ase the provider is pursuing payment from

a third party or if an enrollee is enrolled in the MCO with a retroactive eligibility date. In
situations of third party benefits, the maximum time frames for filing a claim shall begin on
the date that the third party documented resolution of the claim. In situations of enrollment in
the CONTRACTOR’s MCO with a retroactive eligibility date, the time frames for filing a
claim shall begin on the date that the CONTRACTOR receives notification from

TENNCARE of the enrollee’s eligibility/enroliment;

Provide for payment to the provider upon receipt of a ciean claim properly submitted by the
provider within the required time frames as specified in TCA 56-32-126 and Section 2.22 4

of this Agreement;

Specify the provider shall accept payment or appropriate denial made by the CONTRACTOR
(or, if applicable, payment by the CONTRACTOR that is supplementary to the enrollee’s
third party payer) plus the amount of any applicable TennCare cost sharing responsibilities,
as payment in full for covered services provided and shall not solicit or accept any surety or
guarantee of payment from the enrollee in excess of the amount of applicable TennCare cost
sharing responsibilities. Enrollee shall include the patient, parent(s), guardian, spouse or any
other legally responsible person of the enrollee being served;

Specify that in the event that TENNCARE deems the CONTRACTOR unable to timely
process and reimburse claims and requires the CONTRACTOR to submit provider claims for
reimbursement to an alternate claims processor to ensure timely reimbursement, the provider
shall agree to accept reimbursement at the CONTRACTORs contracted reimbursement rate
or the rate established by TENNCARE, whichever is greater;

Specify the provider’s responsibilities and prohibited activities regarding cost sharing as
provided in Section 2.6.7 of this Agreement;

Specify the provider’s responsibilities regarding third party liability (TPL) , including the
provider’s obligation to identify third party liability coverage, including Medicare and long-
term care insurance as applicable, and, except as otherwise provided in the CONTRACTOR s
Agreement with TENNCARE, to seek such third party liability payment before submitting
claims to the CONTRACTOR;

11
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2,12.9.34

2.12.9.341

2.12.9.34.2

2.12.9.35

For those agreements where the provider is compensated via a capitation arrangement,
language which requires:

That if a provider becomes aware for any reason that he or she is not entitled to a capitation
payment for a particular enrollee (a patient dies, for example), the provider shall immediately
notify both the CONTRACTOR and TENNCARE by certified mail, return receipt requested:
and

The provider shall submit utilization or encounter data as specified by the CONTRACTOR so
as o ensure the CONTRACTOR’s ability to submit encounter data to TENNCARE that
meets the same standards of completeness and accuracy as required for proper adjudication of
fee-for-service claims;

Require the provider to comply with fraud and abuse requirements described in Section 2.20
of this Agreement; B

2.12.9.36

2,12.9.37

2.129.38

2,12.9.39

2.12.9.40

Require that the provider comply. with the Affordable Care Act and TennCare policy and
procedures, including but not limited to, reporting overpayments and, when it is applicable,
return overpayments to the CONTRACTOR within sixty (60) days from the date the
overpayment is identified. Overpayments that are not returned within sixty (60) days from the
date the overpayment was identified may result in a penalty pursuant to state or federal law:

Require the provider to comply and submit to the CONTRACTOR disclosure of information
in accordance with the requirements, including timeframes, specified in 42 CFR Part 455,
Subpart B and TennCare policies and procedures. The timeframes for this requirement shall
include, at a minimum, at the time of initial confracting, contract renewal, at any time there is
a change to any of the information on the disclosure form, at least once every three (3) years,
and at anytime upon request;

Any reassignment of payment must be made in accordance with 42 CFR 447.10. All
tax-reporting provider entities shall not be permitted to assi gn TennCare funds/payments to
billing agents or alternative payees without executing a billing agent or alternative payee
assignment agreement, The billing agents and alternative payees are subject to initial and
monthly federal exclusion (LEIE) and debarment (EPLS) screening by the assignee if the
alternative payee assignment is on-going. Further, direct and indirect payments to out of
country individuals and/or entities are prohibited;

Require providers to screen their employees and contractors initially and on an ongoing
monthly basis to determine whether any of them has been excluded from participation in
Medicare, Medicaid, SCHIP, or any Federal health care programs (as defined in Section
1128B(f) of the Social Security Act) and not employ or contract with an individual or entity
that has been excluded or debarred. The provider shall be required to immediately report to
the CONTRACTOR any exclusion information discovered. The provider shall be informed
by the CONTRACTOR that civil monetary penalties may be imposed against providers who
employ or enter into contracts with excluded individuals or entities to provide items or
services to TennCare members;

The provider, subcontractor or any other entity agrees to abide by the Medicaid laws,
regulations and program instructions that apply to the provider. The provider, subcontractor
or any other entity understands that payment of a claim by TennCare or a TennCare Managed
Care Contractor and/or Organization is conditioned upon the claim and the underlying

12



Amendment 7 (cont.)

2.12.9.41

212942

2.12.9.43

2,129.44

212945

2.12.946

212947

transaction complying with such laws, regulations, and program instructions (including, but
not limited to, the Federal anti-kickback statute and the Stark law), and is conditioned on the
provider’s, subcontractor’s or any other entity’s compliance with ali applicable conditions of
participation in Medicaid. The provider, subcontractor or any other entity understands and
agrees that each claim the provider, subcontractor or any other entity submits to TennCare or
a TennCare Managed Care Contractor and/or Organization constitutes a certification that the
provider, subcontractor or any other entity has complied with all applicable Medicaid laws,
regulations and program instructions (including, but not limited to, the Federal anti-kickback
statute and the Stark law), in connection with such claims and the services provided therein;

Require the provider to conduct background checks in accordance with state law and
TennCare policy;

Require the provider to report suspected abuse, neglect, and exploitation of adults in
accordance with TCA 71-6-103 and to report suspected brutality, abuse, or neglect of

- children’in accordance with TCA 3712403 and 'TCA 37-1 -605;

Require that, for CHOICES members, the provider facilitate notification of the member’s
care coordinator by notifying the CONTRACTOR, in accordance with the CONTRACTOR’s
processes, as expeditiously as warranted by the member’s circumstances, of any known
significant changes in the member’s condition or care, hospitalizations, or recommendations

for additional services;

Require hospitals, inchuding psychiatric hospitals, to cooperate with the CONTRACTOR in
developing and implementing protocols as part of the CONTRACTOR's nursing facility
diversion plan (see Section 2.9.6.7}, which shall, include, at a minimum, the hospital’s
obligation to promptly notify the CONTRACTOR upon admission of an eligible member
regardless of payor source for the hospitalization; how the hospital will identify members
who may need home health, private duty nursing, nursing facility, or CHOICES HCRS upon
discharge, and how the hospital will engage the CONTRACTOR in the discharge planning
process to ensure that members receive the most appropriate and cost-effective medically
necessary services upon discharge;

As a condition of reimbursement for global procedures codes for obstetric care, the provider
shall submit utilization or encounter data as specified by the CONTRACTOR in a timely

manner fo support the individual services provided;

Except as otherwise specified in Sections 2.12.11 or 2.12.12, require the provider to secure all
necessary liability and malpractice insurance coverage as is necessary fo adequately protect
the CONTRACTOR’s members and the CONTRACTOR under the provider agreament, The
provider shall maintain such insurance coverage at all times during the provider agreement
and upon execution of the provider agreement furnish the CONTRACTOR. with written

verification of the existence of such coverage;

Specify both the CONTRACTOR and the provider agree to recognize and abide by ajl state
and federal laws, regulations and guidelines applicable to the CONTRACTOR and the
provider. Provide that the agreement incorporates by reference all applicable federat law and
state laws, TennCare rules and regulations, consent decrees or court orders, and revisions of
such laws, regulations, consent decrees or court orders shall automatically be incorporated
into the provider agreement, as they become effective;
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2.12.9.48

2.12.9.49

2.12.9.50

2.12.9.51

2.12.9.52

2.12.9.53

212954

2.12.9.55

2.129.56

2.12.9.57

the State;

Specify procedures and criteria for any alterations, variations, modifications, waivers,
extension of the provider agreement termination date, or early termination of the agreement
and specify the terms of such change. If provision does not require amendments be valid only
when reduced to writing, duly signed and attached to the original of the provider agreement,
then the terms shall include provisions allowing at least thirty (30} calendar days to give
notice of rejection and requiring that receipt of rotification of amendments be documented
(e.g., certified mail, facsimile, hand-delivered receipt, etc);

Include provisions that allow the CONTRACTOR to suspend, deny, refuse to renew or
terminate any provider agreement in accordance with the terms of the CONTRACTOR’s

Agreement with TENNCARE (see Section 4.4) and applicable law and regulation;

Specify that TENNCARE reserves the right to direct the CONTRACTOR to terminate or
modify the provider agreement when TENNCARE determines it to be in the best interest of

Specify that both parties recognize that in the event of termination of this Agreement between
the CONTRACTOR and TENNCARE for any of the reasons described in Section 4.4 of this
Agreement, the provider shall immediately make available, to TENNCARE, or its designated
representative, in a usable form, any or all records, whether medical or financial, related to
the provider’s activities undertaken pursuant to the CONTRACTOR/provider agreement. The
provision of such records shail be at no expense to TENNCARE;

Specify that the TennCare Provider Independent Review of Disputed Claims process shall be
available to providers to resolve claims denied in whole or in part by the CONTRACTOR as

provided at TCA 56-32-126(b);

Include a Conflict of Interest clause as stated in Section 4.19 of this Agreement, Gratuities
clause as stated in Section 4.23 of this Agreement, and Lobbying clause as stated in Section
4.24 of this Agreement between the CONTRACTOR and TENNCARE;

Specify that at all times during the term of the agreement, the provider shall indemnify and
hold TENNCARE harmless from all claims, losses, or suits relating fo activities underiaken
pursuant to the Agreement between TENNCARE and the CONTRACTOR. This
indemnification may be accomplished by incorporating Section 4.31 of the
TENNCARE/CONTRACTOR Agreement in its entirety in the provider agreement or by use
of other language developed by the CONTRACTOR and approved In writing by
TENNCARE;

Require safeguarding of information about enrollees according to applicable state and federal
laws and regulations and as described in Sections 2.27 and 4.33 of this Agreement;

Require the provider to comply with 42 CFR Part 438, Managed care, including but not
limited to 438.6(1)(2)(i), compliance with the requirements mandating provider identification
of provider-preventable conditions as a condition of payment. At a minimum, this shal] mean
non-payment of provider-preventable conditions as well as appropriate reporting as required
by the CONTRACTOR and TENNCARE;

Specify provider actions to improve patient safety and quality;
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2.12.9.58

Provide general and targeted education to providers regarding emergency appeals, including
when an emergency appeal is appropriate, and procedures for providing written certification
thereof, and specify that the provider shall comply with the appeal process, including but not
limited to the following:

2.12.9.58.1 Assist an enrollee by providing appeal forms and contact information including the

appropriate address, telephone number and/or fax number for submitting appeals for state
level review; and

2.12.9.58.2 Require in advance, that providers seek prior authorization, when they feel they cannot order

2.12.9.59

2.12.9.60

2.12.9.61

2.12.9.62

2.12.9.63

2,12.9.64

2.12.9.65

a drug on the TennCare PDL as well as taking the initiative to seek prior authorization or
change or cancel the prescription when contacted by an enrollee or pharmacy regarding
denial of a pharmacy service due to system edits (e.g., therapeutic duplication, etc.);

Require the provider to coordinate with the TennCare PBM regarding authorization and

" payinént for pharmacy services;

Specify any liquidated damages, sanctions or reductions in payment that the CONTRACTOR
may assess on the provider for specific failures to comply with contractual and/or
credentialing requirements. This shall include, but may not be limited to a provider’s failure
or refusal to respond to the CONTRACTOR s request for information, the request to provide
medical records, credentialing information, etc.; at the CONTRACTOR’s discretion or a
directive by TENNCARE, the CONTRACTOR shall impose financial consequences against
the provider as appropriate;

Require that the provider display notices of the enrvollee’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;

Include language which informs providers of the package of benefits that TENNderCare
offers and which requires providers to make treatment decisions based upon children’s
individual medical and behavioral health needs. TENNderCare requirements are contained in
Section 2.7.6 of this Agreement. All provider agreements shall contain language that
references the TENNderCare requirements in this Agreement between TENNCARE and the
CONTRACTOR, and the provider agreement shall either physically incorporate these
sections of the Agreement or include language to require that these sections be furnished to
the provider upon request;

Include a provision which states that providers are not permitted 1o encourage or suggest, in
any way, that TennCare children be placed into state custody in order to receive medical,
behavioral, or long-term care services covered by TENNCARE;

Require that providers offer hours of operation that are no less than the hours of operation
offered to commercial enrollees;

Specify that the provider have written procedures for the provision of language interpretation
and transtation services for any enrollee who needs such services, including but not limited
to, enrollees with Limited English Proficiency;
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24,

25.

26.

27,

2.12.9.66  The provider shall not use TennCare’s name or trademark for any materials intended for
dissemination to their patients unless said material has been submitted to TENNCARE by the
CONTRACTOR for review and has been approved by TENNCARE in accordance with
Section 2.17 of this Agreement. This prohibition shall not include references to whether or
not the provider accepts TennCare; and

2.12.9.67 Require that if any requirement in the provider agreement is determined by TENNCARE to
conflict with the Agreement between TENNCARE and the CONTRACTOR, such
requirement shall be null and void and all other provisions shall remain in full force and
effect,

Section 2.12.12.9 shall be amended by adding a new Section 2.12.12.9.3 which shall read as
follows:

2.12.12.9.3 Communicating with hospitals, discharge, ‘planners or other Institutions for the purposes of .

soliciting potential CHOICES members that should instead be referred to the person’s MCO
or AAAD, as applicable: : .

Section 2,12.12.10 shall be amended by deleting the word “and” at the end of the sentence,

Section 2.12.12 shall be amended by adding new Sections 2.12.12.12 and 2.12.12.13 as
follows:

2.12.12.12 Prohibit CHOICES providers from altering in any manner official CHOICES or MFP
brochures or other CHOICES or MFP materials unless the CONTRACTOR has submitted a
request 10 do so to TENNCARE and obtained prior written approval from TENNCARE in
accordance with Section 2.17 of this Agreement; and

2.12.12.13 Prohibit CHOICES providers from reproducing for ifs own use the CHOICES or MFP logos
uniess the CONTRACTOR has submiited a request to do so to TENNCARE and obtained
prior written approval from TENNCARYE in accordance with Section 2.17 of thig Agreement.

Section 2,13.1 shall be amended by deleting and replacing Section 2.13.1.5 and adding new
Sections 2.13.1.6, 2.13.1.7 and 2.13.1.8 as follows:

2.13.1.5  The CONTRACTOR shall ensure that payments are not issued to providers that have not
obtained a Tennessee Medicaid provider number or for which disclosure requirements, as
applicable, have not been obtained by the CONTRACTOR in accordance with 42 CFR
455.100 through 106, Section 2.12.9.37 of this Agreement, and TennCare policies and
procedures.

2.13.1.6  The CONTRACTOR, as well as its subcontractors and tax-reporting provider entities shall
not be permitted to assign TennCare funds/payments to billing agents or alternative payees
without executing z billing agent or alternative payee assignment agreement. The billing
agents and altemative payees are subject to initial and monthly federal exclusion (LEIE) and
debarment (EPLS) screening by the assignee if the alternative payee assignment is on-going.
Further, direct and indirect payments to out of country individuals and/or entities are
prohibited.
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28.

29.

30.

21317 For any entities to which the CONTRACTOR makes payment via electronic transfers, the
CONTRACTOR shall have a signed EFT form that shall have 42 CFR 455.18 and 455.19
Statements immediately preceding the “Signature” section.

2.13.1.8  The CONTRACTOR’s failure to implement State Budget Reductions 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 2.14.1 shall be amended by deleting and replacing Section 2.14.1.1 and adding new
Sections 2.14.1.2 through 2.,14.1.4, The remaining Sections shall be renumbered

accordingly, including any references thereto,

2.14.1.1  The CONTRACTOR shal] develop and maintain a ufilization management (UM) program

e Which. shall.be documented..in.. writing.-As- part-of this-program the-CONTRACTOR. shall-
have policies and procedures with defined structures and processes. The UM program shall
assign responsibility to appropriate individuals including a designated senior physician and
shall involve a designated behavioral health care practitioner in the implementation of
behavioral health aspects of the program and a designated long-term care professional in the
implementation of the long-term care aspects of the program,

2.14.1.2  The UM program shall be supported by an associated work plan and shali be evaluated
annually and updated as necessary.,

21413  The UM program description, associated work plan, and annual evaluation of the UM
program shall be submitted to TENNCARE {See Section 2.30.11.1).

21414  The UM program, including the UM program description, associated work plan, and annual
evaluation shall address Emergency Department (ED) utilization and ED dj version efforts,

The renumbered Section 2.14.1,16.1 shall be deleted and replaced as follows:

2.14.1.16.1 Review ED utilization data, at a minimum, every six (6) months to identify members with
utilization exceeding the threshold defined by TENNCARE as ten (10} or more visits in the
defined six (6) month period. The review due March 31" shali cover ED utilization during the
preceding July through December; the review due September 30" shall cover ED utilization
during the preceding January through June (See Section 2.30.1 1.7).

Section 2.15.6.1 shall be amended by adding a new Section 2.15.6.1.1 and 2.15.6.1.2 which

shall read as follows:

2.15.6.1.1 Beginning with HEDIS 2012, the CONTRACTOR shall utilize the Hybrid methodology (i.c.,
gathered from administrative and medical record data} as the data collection method for any
Medicaid HEDIS measure containing Hybrid Specifications as identified by NCQA.

2.15.6.1.2 The CONTRACTOR shall submit to TENNCARE by June 15 of each calendar year a
detailed explanation for any Medicaid HEDIS measure marked as "Not Reported”,
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31.

Section 2.15.7 shall be deleted and replaced as follows:

2.15.7 Critical Incident Reporting and Management

2.15.7.1  CHOICES Critica) Incident Reporting and Management

2.157.1.1 The CONTRACTOR shall develop and implement a critical incident reporting  and
management system for incidents that oceur in & home and community-based long-term care
service delivery setting, including: community-based residential alternatives; adult day care
centers; other CHOICES HCBS provider sites; and a member’s home, if the incident s

related to the provision of covered CHOICES HCBS.

2.15.7.1.2 The CONTRACTOR shall identify and track critical incidents and shall review and analyze

available); identify trends and patterns; identify opportunities for improvement; and develop
and implement strategies (o reduce the occurrence of incidents and improve the quality of

CHOICES HCBS,

2.15.7.1.3  Critical incidents shall include but not be limited to the following incidents when they occur
in a home and community-based long-term care service delivery setting (as defined in Section

2.15.7.1.1 above):
2157131 Unexpected death of a CHOICES member;
2.157.13.2  Suspected physical or mental abuse of 5 CHOICES member;
2.15.7.1.3.3 Theft or financial exploitation of a CHOICES member;
2.157.1.3.4 Severe injury sustained by a CHOICES member;
2157135  Medication error involving a CHOICES member;
2.15.7.1.3.6  Sexual abuse and/or suspected sexual abuse of CHOICES member; and

2.157.1.3.7  Abuse and neglect and/or suspected abuse and neglect of a CHOICES meiiber.

2.157.14 The CONTRACTOR shall require its staff and contract CHOICES HCBS providers to report,
respond to, and document critical incidents as specified by the CONTRACTOR. This shail

include, but not be limited to the following:

2.15.7.14.1 Requiring that the CONTRACTOR’s staff and contract CHOICES HCBS providers
report critical incidents to the CONTRACTOR in accordance with applicable
requirements. The CONTRACTOR shall develop and implement a critjcal incident
reporting process, including the form to be used to report critical incidents and reporting
timeframes. The maximum timeframe for reporting an incident to the CONTRACTOR
shall be twenty-four {24) hours. The initial report of an incident within twenty-four (24)
hours may be submitted verbally, in which case the person/agency/entity making the

initial report shall submit a follow-up written report within forty-eight (48} hours,
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2.15.7.14.2

2.157.14.3

2.157.1.4.4

2.15.7.1.4.5

2.15.7.14.6

2.15.7.1.4.7

2.157.14.8

2,157,149

Requiring that suspected abuse, neglect, and exploitation of members who are adults s
immediately reported in accordance with TCA 71-6-103 and suspected brutality, abuse,
or neglect of members who are chitdren is immediately reported in accordance with TCA
37-1-403 or TCA 37-1-605 ag apphicable.

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,

Requiring that contract CHOICES HCBS providers with a critical incident conduct an
internal critical incident investigation and submit a report on the investigation within the
timeframe specified by the CONTRACTOR. The timeframe for submitting the report
shall be as soon as possible, may be based on the severity of the incident, and, except
under extenuating circumstances, shall be no more than thirty (30) days after the date of

“ihe iméident The CONTRACTOR shall Teview ihe provider's report and follow;Lip' with

the provider as necessary to ensure that an appropriate investigation was conducted and
corrective actions were implemented within applicable timeframes.

Requiring that its staff and contract CHOICES HCBS providers cooperate with any
investigation conducted by the CONTRACTOR or outside agencies (e.g., TENNCARE,
APS, CPS, and law enforcement).

Defining the role and responsibilities of the fiscal employer agent (see definition in
Section 1) in reporting, responding to, documenting, and investigating 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, investigating critical
incidents, submitting a report on investigations to the CONTRACTOR 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-direcied
workers regarding reporting, responding to, documenting, and cooperating with the
investigation of any critical incidents; and training consumers and caregivers regarding
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 ag well
as TENNCARE’s contract with the fiscal employer agent and the model contract between
the CONTRACTOR and the FEA.

Reviewing the FEA’s reports and investigations regarding critical incidents and follow-
up with the FEA as necessary regarding corrective actions determined by the member
and/or his/her representative to help ensure the member’s health and safety.

Providing appropriate training and taking corrective action as needed 1o ensure its staff,
contract CHOICES HCBS providers, the FEA, and workers comply with critical incident
requirements.

Conducting oversight, including but not limited to oversight of its staff, contract
CHOICES HCBS providers, and the FEA, to ensure that the CONTRACTOR s policies
and procedures are being followed and that necessary follow-up is being conducted in a
timely manner,
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32,

2,158

33.

2.16.2

2.15.7.2 Behavioral Health Adverse Occurrences

2.157.2.1 Adverse occurrences shall inctude but not be limited to the following incidents when they
occur while the member is in the care of a behavioral health inpatient, residential or crisis

stabilization unit;
2.157.2.1.1 Suicide death
2.157.2.1.2  Non-suicide death
2.15.7.2.1.3  Death-cause unknown

2157214 Homicide

2.15.72.1.5  Homicide Attempt with significant medical inrterv_f;:nt;'qn_

2.157.2.1.6  Suicide Attempt with significant medical intervention

2.157.2.1.7 Allegation of Abuse/Neglect (Physical, Sexual, Verbal)

2,157.2.1.8  Accidenta) Injury with significant medical intervention

2157219  Useof Restraints/Seclusion (Isolation) requiring significant medical intervention; or

2,15.7.2.1.10  Treatment complications (medication errors and adverse medication reaction) requiring
significant medical intervention,

2.15.7.3  The CONTRACTOR shall report to TENNCARE any death and any incident that could
significantly impact the health or safety of a member (e.g., physical or sexual abuse) within
twenty-four (24) hours of detection or notification,

2.15.7.4 As specified in Sections 2.30.12.7 and 2.30.12.8, the CONTRACTOR shall submit quarterly
feports to TENNCARE regarding all critical incidents and adverse occurrences.

Section 2.15 shall be amended by adding a new Section 2.15.8 as follows:

Provider Preventable Conditions

The CONTRACTOR shall comply with 42 CFR Part 438 requirements mandating provider identification
of provider-preventable conditions as a condition of payment, as well as the prohibition against payment
for provider-preventable conditions as set forth in 42 CFR §434.6(a)(12) and § 44726, The
CONTRACTOR shall submit all identified Provider Preventable Conditions in a form or frequency as

described by TENNCARE.
Section 2.16.2 shall be deleted and replaced as follows:
The prohibition on enrollee marketing shall not apply to health education and outreach activities (see

Section 2.7.4) that are described in the CONTRACTOR’s TennCare approved Annual Community
Outreach Plan.
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340

35,

36.

37.

38.

39.

Section 2.17.1.1 shall be deleted and replaced as follows:

2.17.1.1  The CONTRACTOR shall submit to TENNCARE for review and prior written approval alj
materials that will be distributed to members (referred to as member materials). This includesg
but is not limited to member handbooks, provider directories, member newsletters,
identification cards, fact sheets, notices, brochures, form letters, mass mailings, system
generated letters and any other additional, but not required, materials and information
provided to members designed to promote health and/or educate members.

Section 2.17.2,7 shall be amended by adding additional text as follows:

2.17.2.7  All written member materials shall be made available in alternative formats for persons with

Section 2.17.4.7.7 shall be deleted in its entirety and the remaining Section shall be
renumbered accordingly, including any references thereto.

Section 2.18.5.3 shall be amended by deleting and replacing Section 2.18.5.3.14 and adding
a nmew Section 2.18.5.3.15 ag follows. The remaining Section shall be renumbered

accordingly, including any references thereto.

2.18.5.3.14 Information for CHOICES HCBS providers regarding prohibition of facilitating CHOICES
referrals with the expectation of being selected as the service provider or petitioning existing
CHOICES members to change CHOICES providers (See Section 2.12.12.9);

2.18.5.3.15 Requirements regarding the prohibition of the reproduction and/or use of CHOICES and
MFP materials and logos (See Sections 2,12.12.12 and 2,12.12.13).

Section 2.18.6.3.16 shall be amended by adding “and behavioral health” as follows:

2.18.6.3.16 Critical incident reporting and management for CHOICES HCBS and behavioral health
providers;

Section 2.18.6 shall be amended by adding a new Section 2.18.6.9 and renumbering the
remaining Section accordingly including any references thereto.

2.18.6.9  The CONTRACTOR shall provide documented and routine education and training to
providers regarding proper billing,
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40,

22011

Section 2.20.1 shall be deleted and replaced as follows and all references shall be updated
accordingly.

General

2.20.1.1

2.20.1.2

2.20.1.3

The Tennessee Bureau of Investigation, Medicaid Fraud Contrel Unit (TBI MFCU) is the
state agency responsible for the investigation of provider fraud and abuse in the TennCare

program.

The Office of Inspector General (OIG) has the primary responsibility to investigate TennCare
enrollee fraud and abuse.

The CONTRACTOR shall have surveillance and utilization control programs and procedures

{42 CFR . 456.3,.456.4,.456.23) to.safeguard. the. Medicaid . funds against unnecessary..or

220,14

2.20.1.5

2.20.1.6

2.20.1.7

2.20.1.7.1

2.20.1.72

inappropriate use of Medicaid services and against improper payments, The CONTRACTOR
shall have internal controls and policies and procedures in place that are designed to prevent,
detect, and report known or suspected frand and abuse activities.

The CONTRACTOR, as well as its subcontractors and providers, whether contract or non-
contract, shall comply with all federal requirements (42 CFR Pari 4535) on disclosure
reporting. All tax-reporting provider entities that bill and/or receive TennCare funds as the
result of this Agreement shall submit routine disclosures in accordance with timeframes
specified in 42 CFR Part 455, Subpart B and TennCare policies and procedures, including at
the time of initial contracting, contract renewal, at any time there is a change to any of the
information on the disclosure form, at least once every three (3) vears, and at anytime upon

request,

The CONTRACTOR, as well as its subcontractors and providers, whether contract or non-
contract, shall comply with all federal requirements (42 C.F.R. § 1002} on exclusion and
debarment screening. All tax-reporting provider entities that bill and/or receive TennCare
funds as the result of this Agreement shall screen their owners and empioyees against the
federal exclusion databases (such as LEIE and EPLS). Any unallowable funds made to
excluded individuals as full or partial wages and/or benefits shall be refunded to and/or
obtained by the State and/or the CONTRACTOR dependent upon the entity that identifies the
payment of unallowable funds to excluded individuals,

The CONTRACTOR shall have adequate staffing and resources to investigate unusual
incidents and develop and implement corrective action plans to assist the CONTRACTOR in

preventing and detecting potential fraud and abuse activities.

The CONTRACTOR is prohibited from the repayment of funds paid by the CONTRACTOR
to any provider when the issues, services or claims upon which the repayment is based meets
one or more of the following:

Have been obtained 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 limited to false

claims act cases; or

Have been obtained by the States Recovery Audit Contractor (RAC) contractor; or
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41,

42,

43,

44,

220.1.7.3 When the issue, services or claims that are the basis of the repayment are currently being
investigated by the State of Tennessee, are the subject of pending Federal or State litigation,
or are being audited by the TennCare RAC,

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 repayment
of any program integrity related funds (See Section 2.20. 1 .7) to ensure that the repayment is
permissible. In the event that the CONTRACTOR obtains funds in cases where repayment is
prohibited under this section, the CONTRACTOR will return the funds to the provider.

22019  The CONTRACTOR shall comply with all federal and state requirements regarding fraud
and abuse, including but not limited to Sections 1128, 1156, and 1902(a)(68) of the Social

Security Act.

Section 2.20.2 shall be amended by adding the word “subcontractors® after the word
“CONTRACTOR? in Section 2.20.2.9 and by adding a new Section 2.20.2.13 as follows:

2.20.2.13 In accordance with the Affordable Care Act and TennCare policy and procedures, the
CONTRACTOR shall report overpayments made by TENNCARE to the CONTRACTOR as
well as overpayments made by the CONTRACTOR 1o a provider and/or subcontractor (See
Section 2.12.9.36 and Section 3. 16.5.1).

Sections 2.20.3.2.7 and 2.20,3.2.8 shall be amended by adding the word “Include” to the
beginning of the sentence and change the following word “A” to “a”,

Section 2.20.3.2 shall be amended by adding new Sections 2.20.3.2.2 and 2.20.3.2.14 as
follows and renumbering the remaining Section accordingly, including any references

thereto,

2.20.3.2.2 Include a risk assessment of the CONTRACTOR s various fraud and abuse/program mtegrity
processes. A risk assessment shall also be submitted on an ‘as needed’ basis and immediately
after a program integrity related action, including financial-related actions (such as
overpayment, repayment and fines), is issued on a provider with concerns of fraud and abuse.
The CONTRACTOR shall inform TENNCARE of such action and provide details of such
financial action. The assessment shall also include a listing of the CONTRACTOR s top
three vulnerable areas and shall outline action plans in mitigating such risks;

2.20.3.2.14 Include work plans for conducting both announced and unannounced site visits and field
audits to providers defined as high risk (providers with cycle/auto billing activities, providers
offering DME, home health, mental health, and transportation services) to ensure services are

rendered and billed correctly,

The renumbered Section 2.20.3.2.12 shall be amended by deleting the word “and” at the
end of the sentence and the renumbered Section 2.20.3.2.13 shall be amended by deleting
“" and adding “; and” to the end of the senfence,
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45.

46.

47,

48,

2.22.7

Section 2.20.3.6 shall be amended as follows;

220.3.6  The CONTRACTOR shall have provisions in its Compliance Plan regarding conducting
monthly comparison of their provider files, including atypical providers, against both the
Excluded Parties List System (EPLS) and the HHS-OIG List of Excluded Individuals/Entities
(LEIE) and provide a report of the result of comparison to TENNCARE each month, The
CONTRACTOR shall establish an electronic database to capture identifiable information on
the owners, agents and managing employees listed on providers’ Disclosure forms.

Section 2.22.2.1 shall be deleted and replaced as follows:

2.22.2.1 The CONTRACTOR shall maintain a claims management system that can uniquely identify
the provider of the service (ensuring all bifling information related to tax-reporting business
entities and information related to individuals who provide setrvices are properly reported on
c—}la-ims);---daterrof--reeeipt—-(t-he—--date»~rthe--{SON—PRAGTGR--reGeives--the-‘ claim-as-indicated by o
date-stamp), real-time-accurate history of actions taken on each provider claim (Le., paid,
denied, suspended, appealed, etc.), date of payment (the date of the check or other form of
payment) and all data elements as required by TENNCARE for encounter data submission
(see Section 2.23), and can track and report service use against benefit limits in accordance

with a methodology set by TENNCARE.

Section 2.22.2 shall be amended by adding a new Section 2.22.2.6 as follows and
renwmbering the remaining Section accordingly, including any references thereto,

2.22.2.6  For any entities to which the CONTRACTOR makes payment via electronic transfers, the
CONTRACTOR shall have a signed EFT form that shall have 42 CFR 455.18 and 455.19
statements immediately preceding the “Si gnature” section,

Section 2.22 shall be amended by adding a new Section 2.22.7 as follows and renumbering
the remaining Section accordingly, including any references thereto.

Monthly Focused Claims Testing

2.22.7.1  Inaddition to the claims payment accuracy testing procedures described in Section 2.22.6, the
CONTRACTOR shall perform a monthly self test on the accuracy of claims processing based
on claims judgmentally selected by TDCL The maximum number of claims selected by
TDCI each month will not exceed twenty-five (25), unless TDCI, at its discretion, determines
a larger sample is warranted based on the results of the accuracy tests. The results reported
by the CONTRACTOR are not intended to represent the percentage of compliance or non-
compliance for the total population of claims processed by the CONTRACTOR or

subcontractors,
2.22.72  The monthly focused claims testing procedures include:

2.22.72.1 The CONTRACTOR shall complete the attribute sheets provided by TDCI for each ciaim to
be tested within thirty (30) calendar days of receipt from TDCI,

2.22.7.2.2 The CONTRACTOR shall submit a plan of correction as requested by TDCL
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49.

50.

51.

The renumbered Section 2.22.8 shall be amended by adding a new Section 2.22.8.3 as
follows and renumbering the remaining Section accordingly including any references

thereto,

22283 Identify improper payments made to invalid, missing, and/or mismatched NPIs, and/or
FINS/EINs,

Section 2.24.4.2.4 shall be amended by deleting the reference to “Section 2.15.7.4” and
replacing it with “Section 2.15.7.1.4”,

Section 2.26.11 shall be deleted and replaced as follows:

2.26.11 Assignability e

52,

2.27

2.27.1

2272

2.26.11.1  Transportation and claims processing subcontracts shall include language requiring that the
subcontract agreement shall be assignable from the CONTRACTOR to the State, or its
designee: i) at the State’s discretion upon written notice to the CONTRACTOR and the
affected subcontractor; or ii) upon CONTRACTOR's request and written approval by the
State, Further, the subcontract agreement shall include language by which the subcontractor
agrees to be bound by any such assignment, and that the State, or its designee, shall not be
responsible for past obligations of the CONTRACTOR,

2.26.11.2  Subcontractors shall not be permitted 10 assign TennCare funds/payments to billing agents or
alternative payees without executing a billing agent or alternative payee assignment
agreement, The billing agents and alternative payees are subject to initial and monthly federal
exclusion (LEIE) and debarment (EPLS) screening by the assignee if the alternative payee
assignment is on-going, Further, direct and indirect payments to out of country individuals
and/or entities are prohibited.

Section 2.27 shall be deleted and replaced as follows:

COMPLIANCE WITH HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT
(HIPAA) AND HEALTH INFORMATION TECHNOLOGY FOR ECONOMIC AND CLINICAL

HEALTH ACT (HITECH)
TENNCARE and the CONTRACTOR shall comply with obligations under the Health Insurance
Portability and Accountability Act of 1996 (HIPAA) and Health Information Technology for Economic

and Clinical Health Act (HITECH) under the American Recovery and  Reinvestment Act of 2009
(ARRAY} and their accompanying regulations, and as amended.

The CONTRACTOR warrants to TENNCARE that it is familiar with the requirements of HIPAA and
HITECH and their accompanying regulations, and shall comply with all applicable HIPAA and HITECH
requirements in the course of this Agreement including but not limited to the following:

2.27.2.1 Compliance with the Privacy Rule, Security Rule, and Notification Rule;

22722 The creation of and adherence to sufficient Privacy and Security Safeguards and Policies;
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2273

22723  Timely Reporting of Violations in the Access, Use and Disclosure of PHI; and
22724 Timely Reporting of Privacy and/or Security Incidents.

2.27.2.5  Failure to comply may result in actual damages that the State incurs as a result of the breach
and liquidated damages in accordance with Section 4.20,

The CONTRACTOR warrants that it shall cooperate with TENNCARE, including cooperation and
coordination with TENNCARE privacy officials and other compliance officers required by HIPAA and
HITECH and their accompanying regulations, in the course of performance of the Agreement so that both
parties will be in compliance with HIPAA and HITECH,

TENNCARE and the CONTRACTOR shall sign documents, including, but not limited to, business
associate agreements, as required by HIPAA and HITECH, that arc reasonably necessary to keep

- TENNCARE and the CONTRACTOR in compliance. with HIPAA -and HITECH. .. ...

2274

2275

AS$ a party to this Agreement, the CONTRACTOR hereby acknowledges its designation as a covered
entity and/or business associate under the HIPAA regulations and agrees to comply with all applicable
HIPAA and HITECH (hereinafter “HIPAA/HITECH”) regulations.

In accordance with HIPAA/HITECH regulations, the CONTRACTOR shall, at a minimum:

2.27.5.1  Comply with requirements of the Health Insurance Portability and Accountability Act of
1996 and the Health Information Technology for Economic and Clinical Health Act of 2009
(HITECH), including, but not limited to, the transactions and code sets, privacy, security, and
identifier regulations, by their designated compliance dates. Compliance includes meeting all
required transaction formats and code sets with the specified data sharing agreements
required under the regulations;

22752 Transmit/receive from/to its providers, subcontractors, clearinghouses and TENNCARE all
transactions and code sets required by the HIPAA/HITECH regulations in the appropriate
standard formats, utilizing appropriate and adequate safeguards, as spectfied under the law
and as directed by TENNCARE so tong as TENNCARE direction does not conflict with the

law;

22753  Agree that if it is not in compliance with all applicable standards defined within the
transactions and code sets, privacy, security and all subsequent HIPAA/HITECH standards,
that it will be in breach of this Agreement and will then take all reasonable steps to cure the
breach or end the violation as applicable. Since inability to meet the transactions and code
sets requirements, as well as the privacy and security requirements can bring basic business
practices between TENNCARE and the CONTRACTOR and between the CONTRACTOR
and its providers and/or subcontractors to a halt, if for any reason the CONTRACTOR cannot
meet the requirements of thig Section, TENNCARE may terminate this Agreement In
accordance with the Business Associate Agreement ancillary to this Agreement;

2.27.5.4  Ensure that Protected Health Information (PHI) exchanged between the CONTRACTOR and
TENNCARE is used only for the purposes of treatment, payment, or health care operations
and health oversight and its related functions. All PHI not transmitted for these purposes or
for purposes allowed under the federal HIPAA/HITECH regulations shall be de-identified to
secure and protect the individual enrollee’s PHI;
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22755

2.27.5.6

22757

2.27.5.8

2,27.59

2.275.10

2.27.5.10.1

227511

227512

2.27.5.13

Report to TENNCARE’s Privacy Office immediately upon becoming aware of any use or
disclosure of PHI in violation of this Agreement by the CONTRACTOR, its officers,
directors, employees, subcontractors or agents or by a third party to which the
CONTRACTOR disclosed PHI;

Specify in its agreements with any agent or subcontractor that will have access to PHI that
such agent or subcontractor agrees to be bound by the same restrictions, terms and conditions
that apply to the CONTRACTOR pursuant to this Section;

Make available to TENNCARE enrollees the ri ght to amend their PHI in accordance with the
federal HIPAA regulations. The CONTRACTOR shali also send information to enrollees
educating them of their rights and necessary steps in this regard;

Make an enrollee’s PHI accessible 1o TENNCARE immediately upon request by

“TENNCARE:""

Make its internal policies and procedures, records and other documentation related to the use
and disclosure of PHI available to the U.S, Secretary of Health and Human Services for the
purposes of determining compliance with the HIPAA/HITECH regulations upon request;

Create and adopt policies and procedures to periodically audit adherence to all
HIPAA/MITECH regulations, and for which CONTRACTOR acknowledges and promises to
perform, including but not limited to, the following obligations and actions:

Agree to ensure that any agent, including a subcontractor, to whom it provides PHI that was
created, received, maintained, or transmitted on behalf of TENNCARE agrees to use

reasonable and appropriate safeguards to protect the PHI.

If feasible, return or destroy all PHI, in whatever form or medium (including any electronic
medium) and all copies of an any data or compilations derived from and allowing
identification of any individual who is a subject of that PHI upon termination, cancellation,
expiration or other conclusion of the Agreement, and in accordance with this Section of this
Agreement. The CONTRACTOR shall complete such return or destruction as promptly as
possible, but not later than thirty (30) days after the effective date of the termination,
cancellation, expiration or other conclusion of the Agreement. The CONTRACTOR shall
identify any PHI that cannot feasibly be returned or destroyed. Within such thirty (30) days
after the effective date of the termination, cancellation, expiration or other conclusion of the
Agreement, the CONTRACTOR shall: (1) ceriify on oath in writing that such return or
destruction has been completed; (2) identify any PHI which cannot feasibly be returned or
destroyed; and (3) certify that it will only use or disclose such PHI for those purposes that
make its return or destruction infeasible;

Implement all appropriate administrative, physical and technical safeguards to prevent the
use or disclosure of PHI other than pursuant to the terms and conditions of this Agreement
and, including, but not limited to, privacy, security and confidentiality requirements in 45
CFR Parts 160 and 164;

Set up appropriate mechanisms to limit use or disclosure of PHI to the minimum necessary to
accomplish the intended purpose of the use or disclosure;
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227507 BE allowed o s And feceive infonmiation trom TENNCARE where necessary for the

2.276

2.27.7

227514 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;

2.275.15 Provide an appropriate level of training to its staff and employees regarding
HIPAAMITECH-related policies, procedures, enrollee rights and penalties prior to the
HIPAA/HITECH implementation deadlines and at appropriate intervals thereafter;

2.27.5.16  Track training of CONTRACTOR  staff and  employees and maintain signed
acknowledgements by staff and employees of the CONTRACTOR's HIPAA/HITECH

policies;

management and administration of this Agreement and to carry out business operations where
permitted under the regulations;

2.27.5.18  Be permitted to use and disclose PHI for the CONTRACTOR s own legal responsibilities;

227519  Adopt the appropriate procedures and access safeguards to restrict and regulate access to and
use by CONTRACTOR employees and other persons performing work for the
CONTRACTOR to have only minimum necessary access to PHI and personally identifiable
data within their organization;

227520 Continue to protect and secure PHI AND personally identifiable information relating to
enrollees who are deceased,

2.27.521 Be responsible for informing its enrollees of thejr privacy rights in the manner specified
under the regulations;

2.27.5.22  Make available PHI in accordance with 45 CFR 164.524;

2.27.523 Make available PH] for amendment and incorporate any amendments to PHI in accordance
with 45 CFR 164.526: and

2.27.5.24  Obtain a third (3rd) party certification of their HIPAA transaction compliance ninety (90)
calendar days before the start date of operations.

The CONTRACTOR shall track all security incidents as defined by HIPAA/HITECH, and, as required by
the HIPAA/HITECH Reports. The CONTRACTOR shall periodically report in surtimary fashion such
security incidents.

TENNCARE and the CONTRACTOR are “information holders” as defined in TCA 47-18-2107, In the
event of a breach of the security of CONTRACTOR’s information system, as defined by TCA 47-18-
2107, the CONTRACTOR shall indemnify and hold TENNCARE harmless for expenses and/or damages
related to the breach. Such obligations shall include, but not be limited to, mailing notifications to
affected enrollees. Substitute notice to written notice, as defined by TCA 47-18-2107(e)(2)and(3), shall
only be permitted with TENNCARE’s express written approval. The CONTRACTOR shall notify
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2278

53.

2.28.2

2.28.3

54,

2.30.3

TENNCARE’s Privacy Office immediately upon becoming aware of any security incident that would
constitute a “breach of the security of the system” as defined in TCA 47-18-2107.

NOTIFICATION OF BREACH & NOTIFICATION OF PROVISIONAL BREACH. The
CONTRACTOR shall notify TENNCARE's Privacy Office immediately upon becoming aware
of any incident, either confirmed or provisional, that represents or may represent unauthorized
access, use or disclosure of encrypted or unencrypted computerized data that materially
compromises the security, confidentiality, or integrity of enrollee PHI maintained or held by the
CONTRACTOR, including any unauthorized acquisition of enrollee PHI by an employee or
otherwise authorized user of the CONTRACTOR’s system. This includes, but is not limited to,
loss or suspected loss of remote computing or telework devices such as laptops, PDAs,
Blackberrys or other Smartphones, USB drives, thumb drives, flash drives, CDs, and/or disks.

Section 2.28.2 and 2.28.3 shall be deleted and replaced as follows:

In order to demonstrate compliance with federal and state regulations of Title VI of the Civil Rights Act
of 1964, Section 504 of the Rehabilitation Act of 1973, Title II of the Americans with Disabilities Act of
1990, the Age Discrimination Act of 1975 and the Omnibus Budget Reconciliation Act of 1981 (P.L. 97-
35), 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 2008, Public Law
110-161, Div. G, Sec, 508 (d), 121 Stat. 1844, 2209), the CONTRACTOR shall designate a staff person
to be responsible for non-discrimination compliance as required in Section 2.29.1.

2.28.2.1  This person shall develop a CONTRACTOR non-discrimination compliance training plan
within thirty (30) days of the implementation of this Agreement, to be approved by the
Bureau of TennCare. This person shall be responsible for the provision of instruction
regarding the plan to all CONTRACTOR staff within sixty (60) days of the implementation
of this Agreement. This person shall be responsible for the provision of instruction regarding
the plan to providers and direct service subcontractors within ninety (90) days of the
implementation of this Agreement. The CONTRACTOR shall be able to show documented

proof of such instruction.

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 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,

Section 2.30.3 shall be deleted and replaced as follows:

Annual Community Outreach Plan

The CONTRACTOR shall submit an Annual Community Outreach Plan no later than November 30 of
each year for review and approval by TENNCARE. 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; community/health education
events unrelated to TENNderCare; rationale for participating in these events; and a process for evaluating
the benefits of the events.
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35.

56.

57.

58.

59,

Section 2.30.6 shall be amended by adding a new Section 2.30.6.8 as follows and
renumbering the remaining Section accordingly, including any references thereto,

2.30.6.8  Beginning April 2012, the CONTRACTOR shall submit a monthly CHOICES Caseload and
Staffing Ratio Report.

2.30.6.8.1 The report shall reflect the weighted care coordinator-1o-CHOICES member staffing ratios
and care coordinator caseloads on the last business day of the month prior to the report
submission (e.g. the report submitted in April 2012 will reflect the weighted caseloads and
staffing ratios as they appeared on March 31,2012y

2.30.6.8.2  The report shall include at a minimum;

2.30.6.82.1  The weighted average care coordinator-to CHOICES member staffing ratio; and

2306822 The weighted cascload of CHOICES member assignments (o each individual o

coordinator,

Section 2.30 shall be amended by adding a new Section 2.30.7 “LEFT BLANK
INTENTIONALLY?”, renumbering the remaining Section accordingly including any
references thereto and by deleting and replacing the renumbered Section 2.30.9 as “LEFT

BLANK INTENTIONALLY.

The renumbered Section 2.30.11.2 shall be deleted and replaced as follows:

2.30.11.2  The CONTRACTOR shall submit quarterly Cost and Utilization Reports. These
reports shall be in an Excel spreadsheet format and submitted with a ninety (90) day
lag and shall be due to TENNCARE one hundred twenty (120) calendar days
following the quarter for which the CONTRACTOR is reporting. These reports shal)
be submitted on both a cumulative year basis and on a rolling twelve (12) month

basis.
The renumbered Section 2.30.11.7 shall be deleted and replaced as follows:

2.30.11.7  The CONTRACTOR shall submit a semi-annual Emergency Department Threshold Report
(See Section 2.14.1.16.1) to TENNCARE no later than March 31" and September 30™ each
year identifying interventions initiated for members who exceeded the defined threshold for

ED usage.

The renumbered Section 2.30,12 shall be amended by adding a new Section 2.30.12.5 as
follows and renumbering the remaining Sections accordingly, including any references

thereto,

2.30.12.5 The CONTRACTOR shall submit to TENNCARE by June 15 of each calendar year a
detatled explanation for any Medicaid HEDIS measure marked as "Not Reported”,
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60.  The rennmbered Section 2.30.12 shall be amended by adding a new Section 2.30.12.8 as
follows and renumbering the remaining Sections accordingly, including any references

thereto.

2.30.12.8

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:

2.30.12.8.1 The number of adverse ocecurrences, overall and by

2.30.12.8.1.1  Date of occurrence

2.30.12.8.12  Type of adverse occurrence;

2 3 0.1 28 I 3 Vrilr;;)cal-ion ;

2.30.128.14  Provider name; and

2.30.12.8.1.5  Action Taken by Facility/Provider,

61.  The renumbered Section 2.30.15.4 shall be deleted in its entirety and replaced as follows:

230,154

Effective July 1, 2012, the CONTRACTOR shall submitl a quarterly Disclosure Submission
Rate report which shall provide the percentage of providers for which the CONTRACTOR
has obtained a complete and current disclosure form in accordance with 42 CFR 455,
TennCare policies and procedures, and this Agreement (see Section 2.12.9.37). The rate shall
be provided for all tax-reporting entities with billing activities during the prior quarter. The
quarterly report shail include a companion listing which shall include ail lax-reporting entities
with reimbursement amounts received in the prior reporting quarter along with the disclosure
status. For all subcontractors and providers with a signed confract and/or with billing
activities, the CONTRACTOR shall maintain a minimum of ninety-five percent (95%)
compliance on all entities exchuding providers who bill under emergency provisions. Should
the CONTRACTOR attain a2 disclosure rate below ninety-five percent (95%), the
CONTRACTOR shall be subject to liquidated damages and shall submit a corrective action
plan that shall address the root causes of the non—compliance.

62, The renumbered Section 2.30.15.5 shall be amended as follows:

2.30.15.5

The CONTRACTOR shall submit a monthly Program Integrity Exception List report that
identifies employees or contractors (as defined in Section 2.21.9) that have been reported on
the HHS-0IG LEIE (List of Excluded Individuals/Entities)
(http://oig.hhs.gov/fraud/exclusions/exclusions__list.asp), the Excluded Parties List System
(EPLS), and/or the listing of Monthly Disciplinary Actions issued by the Professional Health
Board
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63.

64.

The renumbered Section 2.30.17 shall be amended by adding a new Section 2.30.17.2 and
the renumbered Section 2.30.17.4 shall be amended by adding the phrase “number of
adjustments (including repayments),” as follows. The remaining Section shall be
renumbered accordingly including any references thereto,

2.30.172  The CONTRACTOR shall submit a monthly Focused Claims Testing Report. The report
shall include the results of the self test on the accuracy of claims processing based on claims
that have been judgmentally selected by TDCI (see Section 2.22.7). The CONTRACTOR
shall complete the atiribute sheets provided by TDCI for each claim to be tested within thirty

(30) calendar days of receipt from TDC].

2.30.17.4  The CONTRACTOR shall submit a weekly Claims Activity Report. This report shall identify
the number of claims received, number of claims denjed (by reason), number of claims paid,
---'~number~—ef~adjustments--(—inciuding—repa-ymems)-,--and total amount paid-by-the categories of--

service specified by TENNCARE.

The renumbered Section 2.30.21 shall be deleted and replaced as follows:

2.30.21 HIPAAMITECH Reports

65.

The CONTRACTOR shall submit a Privacy/Security Incident Reporr. This report shall be provided at
least annually, but the CONTRACTOR shall provide the report more frequently if requesied by
TENNCARE. The report shall include, at a minimum, the date of the incident, the date of notification to
TENNCARE’s privacy officer, the nature and scope of the incident, the CONTRACTOR s response to
the incident, and the mitigating measures taken by the CONTRACTOR to prevent similar incidents in the
future. Upon TENNCARE’s request, the CONTRACTOR shall provide additional details within a
reasonable amount of time. “Port scans” or other unsuccessfil queries to the CONTRACTOR’s
information system shall not be considered a privacy/security incident for purposes of this report.

Section 3.9.2.5 and 3.9.2.6 shall be deleted and replaced as follows:

3.9.25 If TENNCARE has determined the CONTRACTOR is not in compliance with a requirement
of this Agreement in any given month, TENNCARE may issue a written notice of deficiency
and TENNCARE may retain the amount withheld for the month prior to TENNCARE
identifying the compliance deficiencies.

3.9.2.6 The withhold amounts for subsequent months thereafter in which the CONTRACTOR has
not cured the deficiencies may at TENNCARE’s discretion be applied in accordance with
Section 3.9.2.1 as described above. If the CONTRACTOR has attained a two and one half
percent (2.5%) withhold and TENNCARE subsequently determines the CONTRACTOR is
not in compliance with a requirement of this Agreement, TENNCARE may provide written
notice of such determination and TENNCARE may, at the discretion of TENNCARE, re-
mstitute the retention of the withhold as described in Section 3.9.2.1 at the next capitation
payment cycle. Monthly retention of the withhold amount may continue for each subsequent
month so long as the identified deficiencies have not been corrected. These funds may not be
distributed to the CONTRACTOR unless it is determined by TENNCARE the
CONTRACTOR has come into compliance with the Agreement requirement(s) within six (6)
months of TENNCARE identifying these deficiencies. For example, if a specified
deficiency(s) is corrected within four (4) months and there are no other identified deficiencies
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66.

67.

3.15.5

which the CONTRACTOR has been given written notice of by TENNCARE, the withhold
¢ four (4) consecutive months will be paid to the CONTRACTOR upon TENNCARE
determination that the deficiency(s) was corrected. However, any amounts withheld by

deficiency(s) continues beyond six (6) consecutive months, TENNCARE may declare the
MCO ineligible for future distribution of the ten percent (10%) incentive withhold and may
continue to permanently retain any amounts withheld by TENNCARE for six (6} consecutive
months. Such ineligibility will continue for each month TENNCARE deternines the same or
similar specified deficiency(s) continues to exist. Once a CONTRACTOR corrects the
deficiency(s), TENNCARE may reinstate the MCO’s eligibility for distribution of the ten
percent (10%) compliance incentive payment of future withholds. If TENNCARE determines
that distribution of the ten percent (10%) withhold is appropriate, distribution of the ten
percent (10%) shall be made at the time of the next scheduled monthly check write which
“iiicTides a1l oiler payranis die the 1 ONTRACTOR ™~ 3. 22008 WHHTe which

Section 3.15.1.1 shall be deleted and replaced as follows:

3.15..1  Inno event shail the maximum liability of the State under this Agreement during the original
term of the Agreement exceed three billion, four hundred fifty seven miltion, four hundred
twenty five thousand, ei ght hundred dollars ($3,457,425,800.00}.

Section 3.15.5 shall be amended by adding a new Section 3.15.5.1 as follows and
renumbering the remaining Section accordingly, including any references thereto.

Return of Funds and Deductions

3.155.1  In accordance with the Affordable Care Act and TennCare policy and procedures, the
CONTRACTOR shall report overpayments and, when it is applicable, return overpayments
to TENNCARE within sixty (60) days from the date the overpayment is identified by the
CONTRACTOR. Overpayments that are not returned within sixty (60) days from the date the
overpayment was identified by the CONTRACTOR may result in a penalty pursuant to state
or federal law.

31552  The CONTRACTOR shall refund to TENNCARE any overpayments due or funds disallowed
pursuant to this Agreement within thirty (30) calendar days of the date of written notification
from TENNCARE, unless otherwise authorized by TENNCARE in writing,

3.15.5.3  The State reserves the right to deduct from amounts which are or shall become due and
payable to the CONTRACTOR under this or any Agreement or contract between the
CONTRACTOR and the State of Tennessee any amounts which are or shall become due and
payable to the State of Tennessee by the CONTRACTOR.
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68.

4.2

422

Section 4.2.1 and 4.2.2 shall be amended 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, 2013.

Term Extension

The State reserves the right 1o extend this Agreement for an additional period or periods of time
representing increments of no more than one (1) year and a total term of no more than eight (8) years,
provided that the State notifies the CONTRACTOR in writing of its intention to do so at least six {6)
months prior to the Agrecment expiration date. An extension of the term of this Agreement will be
effected through an amendment to the Agreement.

69.

432

70.

71.

Section 4.3 shall be amended by adding a new Section 4.3.2 as follows and renumbering the
remaining Section 4.3 accordingly, including any references thereto.

42 CFR Part 438, Managed care, including but not limited to 438.6(f)(2)(i), compliance with the
requirements mandating provider identification of provider-preventable conditions as a condition of
payment, as well as the prohibition against payment for provider-preventable conditions as set forth in
§434.6(a)(12) and § 447.26 of this subchapter,

Section 4.4.8.2 shall be amended by adding a new Section 4.4.8.2.7 as follows and
renumbering the remaining Section accordingly, including any references thereto,

44827 Promptly make available all signed provider agreements/contracts, including historical
agreements/contracts, to TENNCARE in PDF format. (The CONTRACTOR. shall have
the option to submit said agreements on an on-going basis during the term of this
Agreement rather than at the end of this Agreement). Upon termination of this Agreement
and completion of the CONTRACTOR s continuing obligations, the State will reserve all
rights to pursue improper payments and false claims with the CONT RACTOR and/or directly

with the CONTRACTOR's subcontractors and providers.
Section 4.20.2.2.6 shall be amended by adding a new Section 4.20.2.2.6.1 as follows:

4.20.2.2.6 TENNCARE reserves the right to assess a general liquidated damage of five hundred dollars
{$500) per cccurrence with any notice of deficiency.

4.20.2.2.6.1 In circumstances for which TENNCARE has applied this general liquidated damage to a
notice of a deficiency that is related in any way to CHOICES care coordination processes
and requirements which shall be determined by TENNCARE, the 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,
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12.

73.

Sections 4.20.2.2.7, Items A.16, A.18, A.19,.A.20, A.21, A.22, A.23, the renumbered Items
A28, A.29, A.30, A.31, and Item C.7 shall be amended by adding a new paragraph to the
end of the existing text in the Damage column as follows:

“These amounts shall be multi
Caseload and Staffing recomme

Section 4.20.2.2.7 shall be amended by
adding a new Item A.27 as follows and

plied by two (2) when the CONTRACTOR has not complied with the
ndations as specified in Section 2.9.6.11.9 of this Agreement,”

deieting and replacing Items A.23 through A.26 and
renumbering the remaining Items.

A.23

Twith 2:9:6.9.1. : 5and o

Faiture to facilitate transfers
between nursing facilities or to
facilitate transitions between
CHOICES Groups accordance

2.9.6.9.2.1.18

.'f_ 3500 per occurrence

=:3'___: These amounts shall be multiplied by two (2) when
- the CONTRACTOR has not complied with the
‘Casetoad and Sraffiiiy recomimendations a5 §pecified

in Section 2.9.6.11.9 of this Agreement

A24

Failure by the CONTRACTOR
to ensure that all TennCare data
containing protected health
information (PHI), as defined by
HIPAA, is secured through
commercially reasonable
methodology in compliance with
HITECH, such that it is rendered
unusable, unreadabie and
indecipherable to unauthorized

individuals through encryption or 'iff_._:_

destruction, that compromises
the security or privacy of
TennCare enrollee PHI (See also
ancillary Business Associate
Agreement between the parties)

| $500 per enrollee per occurrence, AND
4 If the State deems credit monitoring and/or identity

theft safeguards are needed to protect those TennCare
enroliees whose PHI was placed at risk by

-} CONTRACTORs failure to comply with the terms of
] this Agreement, the CONTRACTOR shall be liable
-~ 1 for all costs associated with the provision of such

| monitoring and/or safeguard services.

A.25

execute the appropriate
agreements to effectuate transfer
and exchange of TennCare
enrollee PHI or TennCare
confidential information
including, but not limited to, a
data use agreement, trading
pariner agreement, business
associate agreement or qualified
protective order prior to the use or
disclosure of PHI to a third party
(See ancillary Business
Associate Agreement between
the parties)

Failure by the CONTRACTOR to $500 per enrollee per occurrence
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Failure by the CONTRACTOR 1o
seek express written approval
from TENNCARE prior 1o the
use or disclosure of TennCare
enrollee data or TennCare
confidential information in any
form via any medium with any
third party beyond the boundaries
and jurisdiction of the United
States (See ancillary Business
Associate Agreement between
the parties)

A.26

$1,000 per enrollee per occurrence

Failure by the CONTRACTOR
to timely report violations in the

A27

or timely report a security
incident or timely make a
notification of breach or
notification of provisional breach
(See also ancillary Business
Associate Agreement between

L the parties)

$500 per enrollee per accurrence, not to exceed

1 $10,000,000
- ACCESS, use and disclosure of PHY |
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74.  Section 4.20.2.2,7 shall be amended by deleting and replacing Ftems B.15 and B.21 as

follows:

B.15

Failure to require and ensure
compliance with Ownership and
Disclosure requirements as
required in Section 2.12.9.37 of
this Agreement

Failure to maintain complete and
current disclosures/attestations
for all providers excluding

{ $5,000 per provider disclosure/attestation for each
disclosure/attestation that is not received or is received

and signed by a provider that does not request or

| contain complete and satisfactory disclosure of the

requirements outlined in 42 CFR 455, Subpart B,

92 to 95% Compliance - $5000 per each full
-] percentage point below 95%

providers billing under
emergency provisions

~{ percentage point below 95%

$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%

“21 $20,000 per month for each timeframe that the
"1 CONTRACTOR s performance is 75-79%

.| $50,000 per month for each timeframe that the
wf CONTRACTOR’s performance is 70-74%

1 $100,000 per month for each timeframe that the
1 CONTRACTORs performance is 69% or less

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

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

75. “Mental Health Case Management” Services in Attachment I shall be deleted and replaced
as follows:

[SERVICE Mental Health Case Management |

DEFINITION

Mental health case management is a supportive service provided {o enhance treatment effectiveness and outcomes
with the goal of maximizing resilience and recovery options and natural supports for the individual. Mental health
case management is consumer-centered, consumer focused and strength-based, with services provided in a timely,
appropriate, effective, efficient and coordinated fashion. It consists of activities performed by a team or a single
mental health case manager to support clinical services. Mental health case managers assist in ensuring the
individual/family access to services.
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The Case Management Society of America (CMSA) defines case management as a collaborative process of
assessment, planning, facilitation and advocacy for options and services to meet an individual’s and family’s
comprehensive health needs through communication and available resources 1o promote quality cost-effective

outcomes,

Mental health case management requires that the mental health case manager and the individual and/or family
have a strong productive relationship which includes viewing the individual/family as a responsible partner in
identifying and obtaining the hecessary services and resources. Services rendered (o children and youth shall be

- The CONTRACTOR “shall enstire mental Tiealth case ‘management is rendered in accordance with all of ‘the
Service components and guidelines herein, :

SERVICE DELIVERY

The CONTRACTOR shall:

* Determine caseload size based on an average number of indjviduals per case manager, with the
expectation being that case managers will have mixed caseloads of clients and flexibility between Levels
land 2a and 2b (Levels 1 and 2 are defined below); and

* Ensure that caseload sizes and minimum contacts are met as follows:

Level 1 (Team
Intensive
Approaches)
Delivered by an
Interdisciplinary

Team
LAdult CTT ) 20 individuals: 1 team One (1) comtact per week
20 individuals:1 case manager
Children & Youth | 15 individuals'1 team One (1) comact per week
(C&Y)CTT 15 individuals:] case manager
CCFT 15 individuals:1 team One (1) contact per week

15 individuals:1 ¢ase manager

ACT 100 individuals:1 team One (1) contact per week
15 individuals:] case manager
PACT 100 individuals:1 team One (1) contact per week
15 individuals:1 case manager
LLeveI 2a% 25 individuals: 1 case manager ! Three (3) contacts per month |
{Individual
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Intensive
Approach)
Delivered by a
Single Case
Manager
Level 2b 35 individuals: | case manager | Two (2) contacts per month
(Individual
Approach)
Delivered by a
Single Case

Manager ]

,gﬁ.,..__m_.Ih?a,QQNIRA,QIQR,..S_I_I_911,,911_8_..11.?9!‘hat,,l:h_gfql lowing requirements are met:

1) All mental health case managers shall have, at a minimum, a bachelor’s degree or be licensed as a
Registered Nurse;

2) Supervisors shall maintain no greater than a 1:30 supervisory ratio with mental health case managers;

3) Mental health case managers who are assigned to both a parent(s) and child in the same family, should
have skills and experience needed for both ages; mental health case managers who are assigned to
individuals with co-occurring disorders (mental iliness and substance abuse disorders) should have the
skills and experience to meet the needs of these individuals;

4) A minimum of fifty-one percent (51%) of all mental health case management services should take place
outside the case manager’s office at the most appropriate setting;

5} The children and youth (C&Y) (under age eighteen (18)) mental health case management model shal]
provide a wansition from C&Y services into adult services, including adult mental health case
management services. The decision to serve an 18-year old youth via the C&Y case management system
versus the adult system shall be a clinical one made by a provider, Transition from chiidren’s services,
mcluding mental health case management, shall be incorporated into the child’s treatment plan; and

6) All mental health case management services shall be documented in a treatment plan. Mental heaith case
management activities are correlated to expected outcomes and outcome achievement and shall be
monttored, with progress being noted periodically in a written record,

Level 1

Level 1 mental health case management is the most intense level of service. It provides frequent and
comprehensive

management shall be rendered through a team approach. Team approaches may include suck models as ACT,
CTT, CCFT and PACT, as described below: Assertive Community Treatment {ACT)

ACT is a way of delivering comprehensive and effective services to adults diagnosed with severe mental illness
and who have needs that have not been well met by traditional approaches to delivering services, The principles

of ACT include:

1} Services targeted to a gpecific group of individuals with severe mental illness;
2} Treatment, support and rehabilitation services provided directly by the ACT team;
3) Sharing of responsibility between team members and individuals served by the teain;
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4) Smail staff (all team staff including case managers) to individual ratios {approx. | to 10);
5) Comprehensive and flexible range of treatment and services;

0) Interventions occurring in community settings rather than in hospitats or clinic settings;
7) No arbitrary time limit on receiving services;

8) Individualized treatment, support and rehabilitation services;

9) Twenty-four (24) hour a day availability of services: and

10) Engagement of individuals in treatment and monitoring.

Continuous Treatment Team (CTT)

CTT is a coordinated team of staff (to include physicians, nurses, case managers, and other therapists as needed)
who provide a range of intensive, integrated mental health case management, treatment, and rehabilitation
services to adults and children and youth. The intent is to provide intensive treatment to families of children and
youth with acute psychiatric problems in an effort to prevent removal from the home to a more restrictive level of
care. An array of services are delivered in the home or in natural settings in the community, and are provided
~through” a strong partnership with the family and other community support sysiems. The program provides
services . including crisis intervention and stabilization, counseling, skills building, therapeutic intervention,
advocacy, educational services, medication management as indicated, school based counseling and consultation
with teachers, and other specialized services deemed necessary and appropriate.

Comprehensive Child and Family Treatment (CCFT)

CCFT services are high intensity, time-limited services designed for children and youth to provide stabilization
and deter the “imminent” risk of State custody for the individual. There is usually family instability and high-risk
behaviors exhibited by the child/adolescent. CCFT services are concentrated on child, family, and
parental/guardian behaviors and interaction. CCFT services are more treatment oriented and situation specific
with a focus on short-tenn stabilization goals. The primary goal of CCFT is to reach an appropriate point of
stabilization so the individual can be transitioned to a less intense outpatient service.

Program of Assertive and Community Treatment (PACT)

PACT is a service delivery model for providing comprehensive community-based treatment to adults with severe
and persistent mental illness. It involves the use of a multi-disciplinary team of mental health staff organized as an
accountable, mobile mental health agency or group of providers who function as a team interchangeably to
provide the treatment, rehabilitation and support services persons with severe and/or persistent mental illnesses

need to live successfully in the community,

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 support might be used as an adjunct to the case manager in monitoring the service recipient
prior to discharge from Level 2 case management. However, at no time should peer support in the form of
Certified Peer Specialists, or any other form, become a substitute for case managers in the delivery of case

management services.

40



Amendment 7 (cont.)

SERVICE COMPONENTS

The CONTRACTOR shail ensure that mental health case management incorporates the following service
components:

Crisis Facilitation

Crisis facilitation is provided in situations requiring immediate attention/resolution for a specific individual or
other person(s) in relation to a specific individual. It is the process of accessing and coordinating services for an
individual in a crisis situation to ensure the necessary services are rendered during and following the crisis
episode. Most crisis facilitation activities would involve face-to-face contact with the individual.

Assessment of Daily Functioning

Assessment of daily functioning involves the on-going monitoring of how an individual is coping with life on a

- day to day basis for the purposes of defermining necessary services o maintain commun ity placement and

- improve level of functioning, Most assessments of daily functioning are achieved by face-to-face contact with the
individual in his or her natural environment, '

Assessment/Referral/Coordination

Assessment/referral/coordination involves assessing the needs of the individual for the purposes of referral and
coordination of services that will improve functioning and/or maintain stability in the individual’s natural

environment.

Mental Health Liaison

AL

Mental health liaison services are offered to persons who are not yet assigned to mental health case management.
It is a short-term service for the purposes of service referral and continuing care until other mental health services

are initiated.

76.  The paragraph regarding “Supported Housing” in Attachment 1 shali be deleted and
replaced as follows:

Supported Housing

Supported housing services refers to services rendered at facilities that are staffed twenty-four (24) hours per day,
seven (7) days a week with associated mental health staff supports for individuals who require treatment services
and supports in a highly structured setting. These mental health services are for priority enrollees and are intended
to prepare individuals for more independent living in the community while providing an environment that allows
individuals to five in community settings. Given this goal, every effort should be made to place individuals in
facilities near their families and other support systems and original areas of residence. Supported housing services
are mental health services and do not include the payment of room and board.
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77. Attachment VIII shall be amended by deleting and replacing the list of DELIVERABLE
ITEMS as follows:

DELIVERABLE ITEMS

t. Evidence of TDCI license for CONTRACTOR and subcontractors (as applicable) to ensure compliance
with Section 2.1.1

2. Notification that a member may satisfy any of the conditions for termination from the TennCare program in
accordance with Section 2.5.4

3. Request for prior approval/notice of use of cost effective alternative services in accordance with Section
2.6.5

4. Request for prior approval of incentives in accordance with Section 2.6.6
3. Policies and procedures for patient Hability that ensure compliance with Section 2.6.7.2
6. Policies and procedures for self-direction of health care tasks in accordance with Section 2.7.3

7. Description of health education and outreach programs and activities to ensure compiiance with Section
274

8. TENNderCare policies and procedures that ensure compliance with the requirements of Section 2.7.6
9. Policies and procedures for advance directives that ensure compliance with Section 2.7.7

f0.  Disease management program policies and procedures that ensure compliance with Section 2.8

1. Service coordination policies and procedures that ensure compliance with Section 2.9. 1

12, Policies and procedures for transition of new members that ensure compliance with the requirements of
Section 2.9.2

13, 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

14, Transition of care policies and procedures that ensure comphiance with Section 2.9.4
15, MCO case management policies and procedures that ensure compliance with Section 2.9.5
16.  Care coordination policies and procedures that ensure compliance with Section 2.9.6

17. Policies and procedures for consumer direction of eligible CHOICES HCBS that ensure compliance with
Section 2.9.7

I8.  Policies and procedures for coordination of physical health, behavioral health, and long-term care services
that ensure compliance with Section 2.9.9
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19,

20.

2L

22,

23

24.

If CONTRACTOR subcontracts for the provision of behavioral health services, agreement with the
subconiractor in accordance with Section 2.9.10.2 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
291253

Policies and procedures for coordination with Medicare that ensure compliance with Section 2.9.13

23,

26.

27,

28,

29,

306.

3L

32,

33.

34

3s.

36.

37.

38.

Policies and procedures for inter-agency coordination that ensure compliance with Section 2.9.15
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
21192

Provider agreement template(s) and revisions to TDCI as required in Section 2.12

Indemnity language in provider agreements if different than standard indemnity language (see Scction
2.12.9.54) '

Intent to use a physician incentive plan (PIP) to TennCare Bureau and TDCI (sec 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
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39.  Information on PCP profiling as requested by TENNCARE (see Section 2.14.9)
40.  QM/QI policies and procedures to ensure compliance with Section 2.15
41.  Copy of signed contract with NCQA approved vendor to perform CAHPS as required by Section 2.15.5

42.  Copy of signed contract with NCQA approved vendor to perform HEDIS audit as required by Section
2.15.5

43.  Evidence that NCQA accreditation application submitted and fee paid (Section 2.15.5.1)
44. HEDIS BAT as required by Section 2.15.6

45, Copy of signed NCQA survey contract as required by Section 2.15.5.1

46.  Notice of date for ISS submission and NCGA on-site review as required by Section 2.15.5.1
47.  Notice of final paymeﬁt to NCQA as required by Section 2.15.5.1 : |

48,  Notice of submission of ISS to NCQA as required by Section 2.15.5.1

49.  Copy of completed NCQA survey and final report as required by Section 2.15.5.1

50.  Notice of any revision to NCQA accreditation status

51. Policies and procedures regarding critical incident management and reporting to ensure compliance with
Section 2.15.7.1

52.  Policies and procedures regarding behavioral health adverse occurrence reporting to ensure compliance
with Section 2.15.7.2

53.  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

54.  Provider Preventable Conditions Reporting (see Section 2.15.8)

55.  If applicable, information on the use of the name of the CONTRACTOR’s TennCare MCO pursuant to
Section 2.16.3

56.  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
57.  Member services phone line policies and procedures that ensure compliance with Section 2.18.1

58.  Policies and procedures regarding interpreter and translation services that ensure compliance with Section
2.18.2

59.  Provider service and phone line policies and procedures that ensure compliance with Section 2.18.4
60.  Description of 24/7 ED Assistance Line (see Section 2.18.4.7)
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ol
62.
63.

64.

65,

66.

68.

69.
70.
71
72.
73.
74.
75.
76.
77.
78.
79.
80.

81

82.

83.

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 relfations policies and procedures in compliance with Section 2.18.7

Protocols regarding one-on-one assistance to long-term care providers that ensure compliance with Section
2.18.7.2

Policies and procedures to monitor and ensure provider compliance with the Agreement (see Section
2.18.7.3)

Policies and procedures for a provider complaint system that ensure compliance with Section 2.18.8

FEA education and training plan and materials that ensure compliance with Section 2.18.9

Policies and procedures regarding member involvement with behavioral health services that ensure
compliance with Section 2.18,10

Appeal and complaint policies and procedures that ensure compliance with Section 2.19

Fraud and abuse policies and procedures that ensure compliance with Section 2.20

Report all confirmed or suspected fraud and abuse to the appropriate agency as required in Section 2.20.2
Fraud and abuse compliance plan (see Section 2.20.3)

A risk assessment annually and “as needed” (see Section 2.20.3.2.2)

TPL policies and procedures that ensure compliance with Section 2.21.4

Accounting policies and procedures that ensure compliance with Section 2.21.7

Proof of insurance coverage (see Section 2,21.8)

Executed agreement for audit accounts that contains the required language (see Section 2.21.11)
Claims management policies and procedures that ensure compliance with Section 2.22

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
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84,
85.
86.

87.

88.

89.

0.

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 1o membership of behavioral health advisory committee and curvent 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

- 91,
92.
93.
94,
95.
96.
97.
98.

94,

160,

101,

102.

103.

104.

105.

106.

107.

108.

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
List of officers and members of Board of Directors (see Section 2.29.3)
Changes to officers and members of Board of Directors (see Section 2.29.3)
Eligibility and Enroliment Data (see Section 2.30.2.1)
Monthly Enroltment/Capitation Payment Reconciliation Report (see Section 2.30.2.2)
Quarterly Member Enrollment/Capitation Payment Report (see Section 2.30.2.3)
Information on members (see Section 2.30.2.4)
Annual Community Qutreach Plan (see Section 2.30.3)
Psychiatric Hospital/RTF Readmission Report (see Section 2.30.4.1)
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109.  Post-Discharge Services Report (see Section 2.30.4.2)

110, Behavioral Health Crisis Response Report (see Section 2.30.4.3)
FHl. TENNderCare Report (see Section 2.30.4.4)

112, Disease Management Update Report (see Section 2.30.5.1)

113, Disease Management Report {(see Section 2.30.5.2)

114, Disease Management Program Description (see Section 2.30.5.3)

115 MCO Case Management Program Description (see Section 2.30.6.1.1)

116, MCO CaseMdnagement Services Report (see Section 2.30.6.1 '.'2)

| 17 .MC() Case Management Update Report (see Section 2.30.6.1.3)
118, Status of Transitioning CHOICES Member Report (see Section 2.30.6.2)
119, CHOICES Nursing Facility Diversion Activities Report (see Section 2.30.6.3)
126.  CHOICES Nursing Facility to Community Transition Report (see Section 2.30.6.4)
121, - CHOICES HCBS Late and Missed Visits Report (see Section 2.30.6.5)
122, CHOICES Consumer Direction of eligible CHOICES HCBS Report {see Section 2.30.6.6)
123, CHOICES Care Coordination Report (see Section 2.30.6.7)
124, Monthly CHOICES Caseload and Staffing Ratio Report (see Section 2.30.6.8)
125, Quarterly MFP Participants Report (see Section 2.30.6.9)
126, Members identified as potential pharmacy lock-in candidates (see Section 2,30.6.10)
127, Pharmacy Services Report {(see Section 2.30.6.11)
128.  Pharmacy Services Report, On Request (see Section 2.30.6.12)
129.  Provider Enrollment File (see Section 2.30.8.1)
130.  Provider Compliance with Access Requirements Report (see Section 2.30.8.2)
131, PCP Assignment Report (see Section 2.30.8.3)

132, Report of Essential Hospital Services (see Section 2.30.8.4)

133.  Annual Plan for the Monitoring of Behavioral Health Appointment Timeliness (see Section 2.30.8.5)
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134,
135,
136,
137.
138,
139
140.
LAl
142.
143,
144,
145.
146.
147.
148,
149,
150.
151,
152.
153,
154,
155.
156,

157.

158.

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. | 1.3)

Identification of high-cost claimants (see Section 2.30.1 1.4)

CHOICES Utilization Report (see Section 2.30.11.5)

Referral Providef Listing and supporting materials (see Section 2.30, 1 1.6)

Emergency Department Threshold Report (see Section 2.30,] 1.7)

QM/QI Program Description, Associated Work Plan and Annual Evaluation (see Section 2.30.12.1)
Report on Performance Improvement Projects (see Section 2.30.12.2)

NCQA Accreditation Report (see Section 2.30.12.3)

NCQA revaluation of accreditation status based on HEDIS scores (see Section 2.30.12.4)
Medicaid HEDIS measures marked as “Not Reported” (see Section 2.30.12.5)

Reports of Audited CAHPS Results and Audited HEDIS Results (see Section 2.30.12.6)
CHOICES HCBS Critical Incidents Report (see Section 2.30.12.7)

Behavioral Health Adverse Occurrences Report (see Section 2.30.1 2.8)

Member Services, Provider Services, and Utilization Management Phone Line Report (see Section
230.13.1.1)

24/7 Nurse Triage Line Report (see Section 2.30.13. 1.2)
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159.
160,
161.

162.

163,
164.
165.
TR
167,
168.
169.
170,
171,
172,
173.
174,

175,

176.
177
178.
179,
180.
181
182.

183.

ED Assistance Tracking Report (see Section 2.30.13.1.3)
Translation/Interpretation Services Report (see Section 2.30.13.3)
Provider Satisfaction Survey Report (see Section 2.30,13.4)

Provider Satisfaction Survey Report and CHOICES Provider Satisfaction Survey Report (see Sections
2.30.13.4 and 2.30.13.5)

Member Complaints Report (see Section 2.30.14)
Fraud and Abuse Activities Report (see Section 2.30.15.1)

Policies in compliance with Section 1902(2)(68) of the Social Security Act (see Section 2.30.15.3)

Disclosare Submission Rate Report {see Section 2.30.15.4) ™

Program Integrity Exception List Report (see Section 2,30.15.5)

List of Involuntary Terminations Report (see Section 2.30.15.6)

Recovery and Cost Avoidance Report (see Section 2.30.16.1.1)

Other Insurance Report (see Section 2.30.16.1.2)

Medical Loss Ratio (MLR) Report (see Section 2.30.16.2.1)

Ownership and Financial Disclosure Report (see Section 2.30.16.2.2)

Annual audit plan (see Section 2.30.16.2.3)

Financial Plan and Projection of Operating Results Report (to TDCI) (see Section 2.30.16.3.1)

Comparison of Actual Revenues and Expenses to Budgeted Amounts Report (to TDCI) (see Section
2.30.16.3.2)

Annual Financial Report (to TDCI) (see Section 2.30.16.4.3)
Quarterly Financial Report (to TDCI) (see Section 2.30.16.3.4)
Audited Financial Statements (to TDCI) (see Section 2.30.16.3.5)
Claims Payment Accuracy Report (see Section 2,30.17.1)

EOB Report (see Section 2.30.17.2)

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)
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Amendment 7 (cont.)

184.
185.
186.
187.
188,

189,

190
191..
192.
193,
194,
195,
196,
197,
198,

199,

200.
201

202.

Encounter Data Files (see Section 2.30.18.2)

Electronic version of claims paid reconciliation (see Section 2.30.1 8.3)

Information and/or data to support encounter data submission (see Section 2.30.1 8.4)
Systems Availability and Performance Report (see Section 2.30. 18.5)

Business Continuity and Disaster Recovery Plan (see Section 2.30.18.6)

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 2.30.2 1)
Non-discrimination policy (see Section 2.30.22.1)

Summary Listings of Servicing Providers (see Section 2.30.22.2)

Non-Discrimination Compliance Plan and Assurance of Non-Discrimination (see Section 2.30.22.3)
Non-Discritﬁination Compliaﬁce Report (see Section 2.30.22.4)

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 3.16.5
Termination plan in accordance with Section 4.4.8.2.§

Policies and procedures for delivering NEMT services, including an operating procedures manual, as
provided in Section A.1 of Attachment X]
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Amendment 7 (cont.)

78.  Attachment VI shall be deleted and replaced as follows:

ATTACHMENT VI

FORMS FOR REPORTING FRAUD AND ABUSE
POTENTIAL FRAUD ALLEGATION REFERRAL FORM
(template with sample data)

DATE:  Month/Day/Year

TO: Office of Program Integirty

FROM: Your MCEName... .o
Contact Person: 1% & Last name: Telephone; EMail;

SUBJECT (ENTITY/NAME/SPECIALTY):
ABC Clinic, John Smith MD, Family Practice

SUBJECT ADDRESS/TELEPHONE:
100 Great Circle Rd, TN 37234 Phone: Fax:

PROVIDER INFORMATION(S):

HealthPlan IDs: 123456789 (Clinic) and 12345 (John Smith)
Medicaid ID(s): 7654321 (Clinic) and 9876543 (John Smith)
NPI(s): 1234567890 (Clinic) and 2345678900 (John Smith)
License ~ 1001 (John Smith)

DEA — 12345 (John Smith)
Tax ID - 621039594; SSN (2345678)

PROVIDER OPERATING REGION: East TN
PROVIDER INCOME:
$374,729 (April 2, 2007 - February 7, 2011)

DATES OF SERVICE AUDITED:
November 1, 2009 —~ November 9, 2010

OVERPAYMENT IDENTIFIED:
$ 31,861

ALLEGATION:
Provider is allegedly billing an excessive number of services per day.
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Amendment 7 (cont.)

SOURCE/PREDICATION:
Data analysis internal lead from the Medicaid Plan

PROCEDURE CODE and MODIFIERS: 99214 - Office/outpatient visit for the evaluation and mgmt of
an estab patient Mod 25 — A significant, separately identifiable service by the same physician on the
same day of the procedure or other service.

Mod 59 ~ Distinct procedural service is distinct and or independent from other services
performed on same day. Identifics procedures not normally reported together,

BILLING ENTITY:
Payments are made to the group via EFT,

W MEDICALRECORDTYPE: . . ... ..
Hard copy, hand written

SUMMARY OF PRELIMINARY INVESTIGATION ACTIONS:

Sampling:
A sample for 992 14s with modifiers 25 and/or 59 for dates of service 11/1/0911/9/10 was

generated. The universe size was 430 whereas a sample 30 of dates of service was pulled. A
total of $100,000 was paid to the universe.

Medical Record Review and Findings:
On January 15, 2010 the medical record review was completed by an internal certified
professional coder (CPC). There were a total of 138 services reviewed. The following is a

summary of the services:

Service not allowed because documentation does not support service 4

Service line not allowed appears to be duplicate 1

Service not audited because documentation not provided 7

Procedure 96372 not allowed because reimbursement is included in EM 16
CPT

Level of service not supported in documentation down code 99214 to

99213 24
Level of service not supported in documentation down code 99214 to i

99212

Services appropriate for payment 85

Modifier 25 was appended to the E/M services 97% of the time. It is inappropriate to append this
modifier to an E/M service when it is billed in conjunction with laboratory services; 13 services were

denied based on this rule.
Modifier 59 was appended on all ancillary codes (other than J codes) 100% of the time. It did not

appear to be appropriately used in any instances. For example, claims for the therapeutic, prophylactic,
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Amendment 7 (cont.)

or diagnostic injection and infusions (CPT 96365 or CPT 96372) that were appended with modifier 59
were denied 16 times.

Under certain circumstances, it may be necessary to indicate that a procedure of service was distinct or
independent from other non E/M services performed on the same day. Modifier 59 is used to identify
procedures/services, other than E/M services, that are not normally reported together, but are appropriate
under the circumstances. However, when another already established modifier is appropriate it should be
used rather than modifier 59, only if no more descriptive modifier is available, and the use of modifier
59 best explains the circumstances, should modifier 59 be used.

Note: it is not necessary to appended modifier 59 to multiple laboratory services as it does not meet the
circumstances stated above.

PRIOR EDUCATIONS:
None recorded

PREPAYMENT REVIEW:
None

INTERAGENCY CONTACT:
None

John Smith has hospital privileges at ABC Community Hospital.

DISCLOSURE OF OWNERSHIP and CONTROL:
John Smith owns 100% of the entity.

DETERMINATION:
Based on the medical record review it has been determined that the provider is abusing “modifier 25 and

597 in order to have add on services reimbursed that are typically already covered in the reimbursement
of the E/M code.

RECOMMENDATION:
Petition for the Health Plan to pursue administratively by issuing/implementing:

Initiate pre payment review
Demand letter for repayment
Educate the provider on proper billing and medical record documentation.

Initiate a Corrective Action Plan with the provider
Continued monitoring of the provider’s billing after notification of overpayment.
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Amendment 7 (cont.)

TennCare Recommended MCC 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###/orv/OPV/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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Amendment 7 (cont.}

D OR AB

Date:

Please complete as much information as possible.

Name of Recipient/Person you are Reporting recipient name or name of individual suspected of fraud

Other Names Used {If known) allas

Sociat Security Number (If inown)

Date of Birth

Children’s Name (if applicable) SSN, if known DOB, if known
SSN, if known DOB, if known

Spouse’s Name (if applicable)

Street Address physical address

Apartment #

City, State, 2ip city state zip

“Other Addresses Used
Home Phone Number

area cotle
Work Phone Number (Plesse Inciude)

area cogde
Employer's Name
Employer’s Address
Empiloyer’s Phone #

area code

What is your complaint? (in your own words, explain the problem)describe suspected fraudutent behavior
Have you notified the Managed Care Contractor of this problem? [ ves [ ]No
Who did you notify? (Please provide name and phone numhber, if known)name phone number  dept/ business

Have you notified anyone else? [ ] No []Yes name phone dept/ business
Requesting Drug Profite [ ] Yes [ ] No Have already received drug profile { JYes [ ]No

If you are already working with a PID staff person, who?
*Please attach any records of proof that may be needed ta complete the initial review.

QIG/CID Investigater: your name
Phone number

STATE OF TENNESSEE
OFFICE OF TENNCARE INSPECTOR GENERAL
PO BOX 282368
NASHVILLE, TENNESSEE 37228
FRAUD TOLL FREE HOTLINE 1-800-433-3982 eFAX {615) 256-3852

E-Mail Address: www.tennessee.gov/tenncare (follow the prompts that read “Report Fraud Now")
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Amendment 7 (cont.)

79.  Attachment VI shail be amended by deleting the performance standard for Non-IMD
Inpatient Use in its entirety,

80.  Attachment IX, Exhibit I shall be deleted and replaced with “LEFT BILANK
INTENTIONALLY?™,

81.  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)

82.  Item 14 of Exhibit A of Attachment XI shall be deleted and replaced as follows:

14.  Tennessee ﬁepartment of'“lv;;t"éllectuai“;r;&ml.)eveloprt'lental Disabilities (DIDD): The state
agency responsible for providing services and supports to Tennesseans with mental retardation.
DIDD is a division of the Tennessee Department of Finance and Administration.

83.  Attachment X1I shall be amended by adding a new Exhibit K as follows:

EXHIBIT E
CAPITATION RATES
EAST
UnitedHealthCare
EFFECTIVE July 1, 20¥1

Per Member

Aid Category Age Group Per Month
Medicaid (TANF & Related) Age Under | $ 572.26
And Agel-13 $ 99.74
Standard Spend Down Age 14 - 20 Fermale $ 239.98
Age 14 - 20 Male $ 140.63

Age 21 - 44 Female $ 348.28

Age 21 - 44 Male $ 237.87

Age 45 — 64 5 404.31

Age 65 + $ 505.82

Uninsured/Uninsurable Age Under 1 3 572.26
Agel-13 $ 87.16

Age 14 - 19 Female $ 141.75

Age 14— 19 Male 3 124.55

Disabled Age <2l b 2,819.64
Age 21 + $ 787.73

Duals/Waiver Duals All Ages $ 114.32
CHOICES Rate CHOICES Duals $ 3,867.30
CHOICES Non-Duals $ 5,163.74
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Amendment 7 (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, 2012.

The CONTRACTOR, by signature of this Amendment, hercby 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

ML AL

Mark Embkes
Commissioner

DATE: [/ /) 2/ 70/

APPROVED BY:

STATE OF TENNESSEE
DEPARTMENT OF FINANCE
AND ADMINISTRATION

BY: N/A - Electronically Approved

Mark Emkes
Commissioner

DATE:
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UNITEDHEALTHCARE PLAN OF THE RIVER

~VALLEY,INC. -

........

BY: W """ e

Scott A. Bowers
Chief Executive Officer, TennCare

DATE:

APPROVED BY:

STATE OF TENNESSEE
COMPTROLLER OF THE TREASURY

N/A - Electronically Approved
BY:

Justin P. Wilson
Comptroller

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. 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: Bill Ketron, Chairman, Fiscal Review Committee

Curtis Johnson, Vice-Chairman, Fiscal Review Committee Ej
DATE: August 24, 2011
SUBJECT: Contract Comments

(Fiscal Review Committee Meeting 8/23/11)

RFS# 318.66-05408 (Edison # N/A)

Department: Finance & Administration/Bureau of TennCare

Vendor: UnitedHealthCare Plan of the River Valley, Inc.

Summary: The vendor is responsible for medical and behavioral health
services to TennCare enrollees in East Tennessee. The proposed
amendment implements the Money Follows the Person Rebalancing
Demonstration grant, and provides guidance to the vendor regarding
crisis services and other behavioral health services.

Current maximum liability: $2,460,452,000

Proposed maximum liability: $2,460,452,000

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
Mr. Robert Barlow, Director, Office of Contracts Review



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

Bill Haslam Mark A. Emkes
Governor Commissioner
July 29, 2011

Mr. Jim White, Director

Fiscal Review Committee

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

Attention: Ms. Leni Chick

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

Dear Mr. White:

The Department of Finance and Administration, Bureau of TennCare, is submitting for
consideration by the Fiscal Review Committee the following Managed Care Organization (MCO)
amendments. These amendments are necessary to implement the Money Follows the Person
Rebalancing Demonstration grant which has been awarded to TennCare by the Centers for
Medicare and Medicaid Services (CMS). The grant will assist the State in identifying and
assisting persons in institutions transition to a more cost-effective care in the community, and will
support the State's continued efforts toward rebalancing its long term care system. These
amendments also include language that will provide the MCO guidance regarding Crisis Services
as well as various other Behavioral Health services, including specific clarification allowing

licensed RNs to provide behavioral health case management. _ These amendments do not

represent an increase in contract funding.

Volunteer State Health Plan (TennCare Select) FA-02-14632-26
AMERIGROUP Tennessee, Inc. FA-07-16936-09
_UnitedHealthCare Plan of River Valley, Inc. - FA-Q07-16937-09

- UnitedHealthCare Plan of the River Valley, Inc FA-08-24979-06

(West Region)

Volunteer State Health Plan FA-08-24978-06

(West Region)

UnitedHealthCare Plan of the River Valley, Inc. FA-08-24984-06

(East Region)

Volunteer State Health Plan FA-08-24983-06

(East Region)



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

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

A

£
Scott Pierce
Chief Financial Officer

S

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




Supplemental Documentation Required for

Fiscal Review Committee

X *Contact
*Contact Name: | g0 pierce Phone: | 615-507-6415
*Original Contract | FA-08-24984-00 *Original RFS | 318.66-054-08
Number: Number:
: Edison RFS
Edison Contract )
Number: (f applicable) | V> N‘;}’;‘E‘zb;@’{ N/A
*Original Contract *Current End
Begin Date: | May 19, 2008 Daie: | June 30, 2012 ‘

Current Request Amendment Number:

__(f applicable)

Proposed Amendment Effective Date:
(f applicable)

October 1, 2011

*Department Submitting:

Department of Finance & Administration

*Division:

Burcau of TennCare

*Date Submitted:

July 29,2011

*Submitted Within Sixty (60) days:

Yes

If not, explain:

NA

UnitedHealthCare Plan of the River

* " .
Contract Vendor Name: Valley, Inc. (East Region)

*Current Maximum Liability: | $2.460,452,000.00

*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 FY
$ 295,236,000 $590,472,000 | $ 787,372,000 $787,372,000 | § $
*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 FY
$ 208,089,186.00 | § 485,747,685.61 | $901,212,823.91 $ $ $

The reason that allocations for the full-risk

Managed Care Comracior ContTact exceeds The
contract expenditures are that the contract
maximum liability must be estimated prior to
delivery of services using current enrollment and
medical/behavioral claims cost. If the program’s

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

enroliment were to vary significantly from the
original estimate, allocation could be higher than
actual expenditures.

| funds were spent:

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

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

IF Contract Expenditures exceeded

Contract Allocation, please give the N/A




Supplemental Documentation Required for

Fiscal Review Committee

reasons and explain how funding
was acquired to pay the overage:

*Contract
Funding | State: | $751,376,489.00.00 Federal: $1,709,075,511.00
Source/Amount:
Interd ental:
epartme 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 1, 2009

.| This amendment provided compliance with Mental Health

Parity Act, provided clarification language 10 the contract,
streamlined reporting to enhance timeframes as well as
review and analysis for consistency with NCQA reporting
reguirements.

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

Amendment #4 - January |, 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.

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
award?

predicated on the cost proposals submitted in
response to the RFP. These documents are
public information and available upon request,




Supplemental Documentation Reguired 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 Lhability. 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 pecessary to indicate
all estimated contract expenditures.

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

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

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

putting risk on contractor and not the state.
Deliverable FY: FY: FY: FY: FY:
description:

Comparison of cost per fiscal year of obtaining this service through the proposed
contract or amendment vs, other 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




UnitedHealthCare Plan {Americhoice) - East

FY 2011

Unit Voucher ID || Vendor ID Amount Pd Pymnt Date
31865 00158189 0000021799 37,942,841.65 7/2/2010
31865 00158202 0000021799 3,296,216.14 712/2010
31865 00173114 0000021799 60,783,673.36 8/6/2010
31865 00173117 0000021799 3,312,019.94 8/6/2010
31865 00186272 0000021799 62,849,295.17 9/3/2010
31865 - '00186275 0000021799 73,193,183.06 T9/3/2010

171,377,209.32

31865
31865
31865
31865
31865
31865
31865
31865
31865
31865

00199535
(0199538
00209568
00209569
00217253
00217256
00230052
002300565
00243063
00243066

0000021799
0000021799
(000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
0000021799

81,137,598.71
1,920,796.94
7,585,189.58
259,930.00
67.910,429.31
3,097,333.38
67,722,982.97
3,106,589.63
67,690,159.24
3,098,374.95
303,430,384.72

10/11/2010
10/1/2010
10/20/2010
10/20/2010
11/5/2010
11/6/2010
121312010
12/3/2010
12/30/2010
12/30/2010

G 3 =121 N

31865
31865
31865

145;219,934.86

00260936 0000021798 BOA48 76315 .
00260939 0000021799 2,944,094 .56
00277665 0000021799 70,458,249.65
00277668 0000021799 2,671,827.60

2/212011
3/4/2011

3/4/2011




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

[lunit Voucher ID || Vendor ID | Amount Pd Pymnt Date
31865 00297107 0000021799 61,520,373.06 4/1/2011
31865 00313435 0000021799 74,208,748.03 5612011
31865 00313438 0000021799 10,821.41 5/612011
31865 00327194 0000021799 72,454,578.24 6/3/2011
31865 00327197 0000021799 5,813.38 6/3/2011
31865 00330700 0000021799 1,000.00 6/10/2011

31865 00341553 0000021799 72,983,960.79 6/30/2011
e 2B1,18B,204.9%

FY 2011 TOTAL $901,212,823.91




UnitedHealthCare Plan (Americhoice) - East

FY 2010

Pre-Edison Payments:

Vendor Invoice! Invoice Date | Voucher T0S 13A Total
BHO MCO
PAYMENTS PAYMENTS

RA100650628 {6/29/2009 100650628 37,241,817.68 37,241,817.68
RAI10065063]1 16/29/2009 100650631 2,536,464.62 2,536,464.62
RATOQ68618L |8/4/2009 100686181 36278717701 36,278,717.70
RA100686184 |8/4/2000 100686184 4,005,759.63 4,005,759.63
RAI100714795 19/1/2009 100714795 2,987,309.94 2,987,309.94
RAIQG714792  [9/1/2009 100714792 35,123,273.75 35,123,273.75

9,529,534.19 108,643,809.13 118,173,343.32
Edison Payments:
Unit Voucher ID  IIVendor ID Amount Pd [iPymnt Date
31865 00006782 0000021799 34,796,230.85 10/5/2009
31865 00006785 0000021799 2,862,044.23 10/5/2009
31865 00015653 0000021799 35,378,711.75 11/6/2009
31865 00015656 0000021799 2,861,559.60 11/6/2009
31865 00022038 0000021799 34,926,556.05 12772009
31865 00022041 0000021799 2,954,624.69 12/7/2009

113,779,727.17

31865

31865
31865
31865
31865

00051200
00051203
00068250
00068253
00086761
00086764

0000021799 35,759,344 .18
0000021799

0000021799 46,818,654.92
0000021799 2.857,036.76
0000021799 37,188,364.64
0000021799 3.262,427.73

128,931,365.67

1/8/2010
182016
2/5/2010
2/5/2010
3/5/2010
3/5/2010




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

"Unit Voucher ID || Vendor iD Amount Pd ‘ Pymnt Date
31865 00104915 0000021799 37,598,852.04 4/2/2010
31865 00104918 0000021799 3,305,002.78 4/2/2010
31865 00125593 0000021799 39,138,729.08 5/7/2010
31865 00125596 0000021799 3,372,421.89 5/7/12010
31865 00142687 0000021799 38,205,430.83 6/4/2010

31865 00142690 0000021799 3,242,712.83 6/4/2010

FY 2010 TOTAL $485,747,585.61




QAMERICHOICE EAST

PAYMENT NET PAYMENT WITHHOLD AMOUNT
1-Jan-09 29,076,851.11 2,524,817.30
3-Feb-09 30,992,005.93 2,613,828.88
6-Mar-09 32,116,853.95 2,549,860.29
1-Apr-09 32,662,967 27 2,653,113.71
28-Apr-09 33,3%4,727.90 2,637,053.42
2-dun-09 34,435,386.66 2,5631,719.69
Total 2009 192,678,792.82 5,41D,393.29

—

a—————




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

UnitedHealthCare

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

Per Member Per

Aid Category Age Group Month
Medicaid (TANF & Related)  Age Under 1 $ 576.64
And Agel - 13 $ 90.40
| Standard Spend Down’ “Age 14 - 20 Female $ 21595
Age 14 - 20 Male $ 116579
Age 21 - 44 Female $ 32950
Age 21 - 44 Male $ 22488
Age 45— 64 $ 38395
Age 65 + $ 51323
Uninsured/Uninsurable Age Under 1 $ 57514
Agel-13 5 77.94
Age 14 - 19 Female $ 12743
Age 14 — 19 Male $ 106.14
Disabled Age<21 $ 2,554.20
Age 2l + $ 70952
Duals/Waiver Duals All Ages $ 94.34
Priority Add-On All Ages $ 20471
CHOICES Rate (Iffective CHOICES Duals $ 386542
August I, 2610) CHOICES Non-Duals $ 4898.50
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Amendment Number 5 {cont.)

EXHIBIT D
CAPITATION RATES
EAST
UnitedHealthCare
EFFECTIVE January 1, 2011
Per Member Per

Aid Category Age Group Month
Medicaid (TANF & Related)  Age Under 1 $ 57648
And Agel-13 $ 97.31
Standard Spend Down Age 14 - 20 Female $ 23222

Age 14 - 20 Male § 13825 |

"""  Age 21 - 44 Female $ 341.26

Age 21 - 44 Male $ 23410

Age 45 - 64 $ 395.38

Age 65 + $ 513.14
Uninsured/Uninsurable Age Under 1 $ 575.14

Agel1-13 3 84.81

Age 14 - 19 Female $ 139.14

Age 14— 19 Male $  120.11
Disabled Age <1l $ 2,693.65

Age 21 + $ 77446
Duals/Waiver Duals All Ages $ 12043
CHOICES Rate CHOICES Duals $ 3,865.42

CHOICES Nen-Duals $ 4.888.50
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Amendment 2 (continued)

g Rate Chart as EXHIBIT A,

Services (DMRS)” shall be deleted an

Intellectual Disabilities Services (DIDS).

Page 354 of 355

50, Attachment XII shall he amended by labeling the existin
delefing and replacing the existing reference to “June 30, 2010” with “June 30, 2009” and
adding a new EXHIBIT B as follows:
EXIIBIT 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 $522,32
And Age1-13 $ 9597
Standard Spend Down Age 14 - 20 Female $ 205.85
Age 14 - 20 Male $112.08
Age 21 - 44 Female $303.42
Age 21 - 44 Male $179.81
Age 45 - 64 $ 328.49
Age 65 + $ 409.48
Uninsured/Uninsurable Age Under 1 $523.17
Agel-13 $ 82.59
Age 14 - 19 Female $118.93
Age 14 - 19 Male $ 90.27
Disabled Age <21 $ 704.03
Age 21 + $ 636,70
Duals/Waiver Duals All Ages $93.71
Priority Add-On All Ages $ 235.32
CHOICES Rate (Effecitive upon { CHOICES Puals To Be Provided
the CHOICES Implementation CHOICES Non-Duals To Be Provided
Date)
51, Ailreferences rthroughout the Agreement to the “Division of Mental Retardation

d replaced with the reference “Division of



Amendment Number 3 (cont.)

26.  Attachment III shall be amended by addihg 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 enroliees in urban areas, not to exceed 30 miles for TennCare
enrollees in subutban areas and not to exceed 60 miles for TennCare 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 Strategics Report (see Section 2.30.7.6)
[36.  FQHC Reports (see Section 2.30.7.7)

137. Institutions for Mental Discases (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 (see Section 2.30.14.6)

29.  EXHIBIT B of Attachment X1I shall be amended by inserting the CHOICES Rates as

follows:
CHOICES Rate (Effective upon | CHOICES Duals $ 3,865.42
the CHOICES[mp]Gmen{aHon CHMCES Non=Dualg— "$4,898-50
Daie) .




ATTACHMENT XI1

CAPITATION RATES
EAST
EFFECTIVE January 1, 2009 through June 38, 2010
Per Member Per

Aid Category Age Group Month
Medicaid (TANF & Related) Age Under 1 $504.49
And Agel-13 % %4.56
Standard Sperid 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 § $ 504.49
Agel-13 § 81.81
Age 14 - 19 Female $116.99

L Age 14 - 19 Male $ 87.30
Disabled Age<12] $ 699,07
Age 21+ $ 588.88

Duals/ Waiver Duals All Ages $107.69
LState Only & Judicials All Ages $468.19
LPriurity 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 ane file in PDF format, via e-mail attachment sent to: Agsprs Agsors@state.tn.us

APPROVED

COMMISSIONER OF FINANCE 8 ADMINISTRATION

FRequest Tracking# - .- - | - .31866-00054

Procuring Agency Department of Finance and Administration
Bureau of TennCare

Contractor UnitedHealthCare Plan of the River Valley, Inc.

Contract # FA-08-24984-00

Proposed Amendment # 6

Edison ID # NA

Confract Begin Date May 19, 2008

Current Contract End Date
— with ALL options to extend exercised June 30, 2012

Proposed Contract End Date
~ with ALL options to extend exercised June 30, 2012

Current Maximum Contract Cost :
—~ with ALL options fo extend exercised $2’460'452’000'00

Office for Information Resources Endorsement .
— Information technology service (N/A to THDA) X Not Appiicable D Attached

J.eHealth Initiative. Support
— heaith-refated professional, pharmaceutical, laboratory, or imaging service

Human Resources Support .
~ state employee iraining service X Not Applicable D Attached

Explanation Need for the Proposed Amendment

This contract is a competitively procured contract providing medical and behavioral services to
TennCare enrollees. This amendment is necessary to implement the Money Follows the Person
Rebalancing Demonstration grant which has been awarded to TennCare by the Centers for Medicare and
Medicaid Services (CMS). The grant will help the State identify and assist persons in institutions in
transitioning to more cost-effective care in the community, and will support the State's continued efforts

1of3

Proposed Maximum Contract Cost Y
e eyt AL OIS To B X leTR BXEFeTSe PIETTRYE 8-

X Not Applicable | | Attached |



8-16-30 REQUEST-NON-AMEND

Request Tracking # 31866-00054

toward rebalancing its long term care system. The amendment aiso includes language that will provide
the MCOs guidance regarding Crisis Services as well as various other Behavioral Health services with a
specific clarification that licensed RNs may provide behavioral heaith case management. This
amendment does not represent an increase in contract funding.

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

Richard L. Bartsh, M.D.

President

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

Moline, IL 61265

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

UnitedHealthcare Plan of the River Vailey, Inc. is an operating division of UnitedHealth Group, the largest
single health carrier in the United States. They are a recognized leader in the health and weif-being
industry, and delivers products and services to approximately 73 million Americans. UHC's nationwide
network includes 570,000 physicians (and other care professionals) and 4,800 hospitals and their
pharmaceutical management programs provide more affordable access to drugs for 15 million people.
UnitedHealth Group made significant investments in research and development, technology and business
process improvemants, which led to changes that are improving the way care is delivered and
administered across the entire industry. The Bureau of TennCare released an RFP and identified
UnitedHealthCare Plan of the River Valley, Inc. as one of two (2) health care plans to provide services to
TennCare enroliees in the 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 Heaith services to TennCare Enrollees
in the East Tennessee Region. This amendment adds language relevant to the Money Follows the
Person Rebalancing Demonstration grant which has been awarded to TennCare by the Centers for

Medicare and Medicaid Services (CMS).

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

—ilihis%aempeﬁﬁveiy-pmcu:eﬁtomracﬁsbemg'“a'men'deﬂ'm"rmﬁléﬁent the Money Folflows the Person
Rebalancing Demonstration grant which has been awarded to TennCare by the Centers for Medicare and
Medicaid Services (CMS). The grant will help the State identify and assist persons in institutions in
transitioning to more cost-effective care in the community, and will support the State's continued efforts
toward rebalancing its long term care system. This amendment also includes fanguage that will provide

--the-MGOs-guidance regarding Crisis-Services as welas various otfier Behavioral Health seevices with s~~~

specific clarification that licensed RNs may provide behavioral health case management. No additional
funds are associated with this amendment. The approval by the Commissioner of Finance and

Administration is greatly appreciated.

20f3




8-16-10 REQUEST-NON-AMEND

Request Tracking # 31866-00054

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

DI AR TN S Y
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| CONTRACT SUMMARY SHEET o210 |
RFS # Contract #
31866-00054 FA-08-24984-06
State Agency State Agency Division T
Depariment of Finance and Administration Bureau of TennCare
- Contractor Name Contractor ID # {FEIN o SSN}
UnitedHealthCarePlan of the River Vailey, Inc. D C-~ or @ V-
Service Description ‘ RS
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, 2012 Subrecipient 93’77855:&003{5%32};&%{“3”
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 Su Code
318.66 11
FY State Federal Interdepartrental _Other: _| TOTAL Contract Amount |
2008 i 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 $232,510,952.00 $554,861,048.00 $787,372,000 00
2012 $265,871,903.00 $521,500,097.00 $787,372.000.00
TOTAL: $751,376,489.00 |  $1 709,075,511.00 $2,460,452,000.00 |
= COMPLETE FOR AMENDMENTS ONLY — | tate Agency Fiscar Contact& Telephones ™
?"\“ i Mﬁonm& : Bj&Amdmt ?ggt&;’g;cceim'e Road
T Prior Amendmaents - ONLY - I Nashville, TN 37243
L L , R (615) 507-6415
2008 0.00 0.00 'MWW'MW’MWWN -
2009 $295,236,000.00 0.00 ‘
2010 $590,472,000.00 0.00 f W\/\
2011 $787,372.000.00 0.00 § Funding Certification (certiication, required by T.C.A, § 545173 that thera s
 ToTAL: | 52.480,452,00000 $0.00 ’)/V)....Z G. g.:,((
End Date: 6/30/2012 JeS

[ Contractor o’wnamﬁip {complete for ALL base contracts—

N/A to amendments or delegated authoritias)

D Asian

D African American

D Person w/ Disability

D Female

D Hispanic

D Native American

D Small Business
s s -
@ NOT Minerity/Disadvantaged L ]"Other

D Government

Contractor Selection Method (compiste fof ALL base contracts— NJA io amendments or d

elegated suthonities }

R O 10

X rep

D Non-Compatitive Negotiation *

D Competitive Negotiation *

D Negotiation w/ Government (D, GG, GUj

D Alternative Competitive Methog *

D Other *

* Procurement Process Summary (compiets for

sefection by Non-Competitve Negotiation, Competitve Negogaton. OR Afisrrative Method) -« - |




AMENDMENT NUMBER 6
EAST GRAND REGION
CONTRACTOR RISK AGREEMENT
BETWEEN
THE-STATE-OF TENNESSEE;
d.b.a. TENNCARE
AND
UNITEDHEALTHCARE PLAN OF THE RIVER VALLEY, INC.

CONTRACT NUMBER: FA- 08-24984-00

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

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

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

Eligible Individual — With respect to Tennessee’s Money Follows the Person Rebalancing Demonstration
(MFP) and pursuant to Section 6071(b)(2) of the Deficit Reduction Act as amended by Section 2403 of
the Affordable Care Act (ACA), 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:

1. 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 ninety (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 not be counted for purposes of meeting the ninety (90)-day minimum stay
in a Qualified Institution established under ACA.

¢. 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



Amendment 6 (cont.)

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.

2. Be eligible 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 (without delay or interruption).

3. 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.

Family Member - For purposes of a Qualified Residence under the State’s MFP Rebalancing
Demonstration, a family member includes a person with any of the following relationships to the
member, whether related by blood, marriage, or adoption, and including such relationships (as
applicable) that may have been established through longstanding (a year or more) foster care
when the member was a minor:

Spouse, and parents and siblings thereof;

Sons and daughters, and spouses thereof;

Parents, and spouses and siblings thereof;

Brothers and sisters, and spouses thereof;

Grandparents and grandchildren, and spouses thereof; and

Domestic partner and parents thereof, including domestic partners of any individual in 2 through
5 of this definition. A domestic partner means an adult in a committed relationship with another
adult. Committed relationship means one in which the member, and the domestic partner of the
member, are each other's sole domestic partner (and are not married to or domestic partners with
anyone else); and share responsibility for a significant measure of each other's common welfare

and financial obligations.

Aol e

Step and in-law relationships are included in this definition, even if the marriage has been
dissolved, or a marriage partner is deceased.

Family member may also include the member’s legal guardian or conservator or someone who
was the legal guardian or conservator of the member when the member was a minor or required a

legal guardian or conservator;

Money Follows the Person Rebalancing Demonstration (MFP) — A federal grant established under the
Deficit Reduction Act and extended under the Affordable Care Act that will assist Tennessee in
transitioning Eligible Individuals from a nursing facility or ICF/MR into a Qualified Residence in the
community and in rebalancing long-term care expenditures. The grant provides enhanced match for
HCBS provided during the first 365 days of community living following transition.

Qualified Institution — With respect to Tennessee’s MFP Rebalancing Demonstration, and
pursuant to Section 6071(b)(3) of the DRA, a hospital, nursing facility, or ICF/MR.




Amendment 6 (cont.)

1. 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
ACA.

Qualified Residence — With respect to Tennessee’s MFP Rebalancing Demonstration, and
pursuant to Section 6071(b)(6) of the DRA, the residence in the community in which an Eligible
Individual will reside upon transition to the community which shall be one of the following:

1. A home owned or leased by an Eligible Individual or the individual's family member;

2. An apartment with an individual lease, with lockable access and egress, and which
includes living, sleeping, bathing, and cooking areas over which the Eligible Individual
or the individual's family has domain and control; or

3. A residence in a community-based residential setting in which no more than four (4)
unrelated individuals reside.

Additional requirements pertaining to a Qualified Residence set forth in MFP Policy Guidance issued by
the Centers for Medicare and Medicaid Services (CMS) shall apply for all persons participating in MFP.

TENNCARE PreAdmission Evaluation System (TPAES) — A_component of the State’s Medicaid
Management Information System and part of the system 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.

Transition Team — Teams the CONTRACTOR may elect to establish in order to fulfill its obligations
pursuant to Nursing Facility to Community Transitions (see Section 2.9.6.8) and the MFP Rebalancing
Demonstration (see Section 2.9.8). If an MCO elects to use one or more Transition Teams, the
Transition Team shall consist of at least one person who meets the qualifications of a care coordinator and
specific other persons with relevant expertise and experience who are assigned to support the care
coordinator(s) in the performance of transition activities for a CHOICES Group 1 member. All transition
activities identified as responsibilities of the care coordinator shall be completed by an individual who
meets all of the requirements to be a care coordinator.

2. Section 2.9.5.4 shall be amended by adding a new Section 2.9.5.4.1 as follows:

2.9.5.4.1 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 will
be provided coordination of care by CHOICES and MCO Case Management staff:

3



Amendment 6 (cont.)

295.4.1.1

2.9.5.4.1.2

Member will be informed by CHOICES care coordinator of disenrollment from
CHOICES upon discharge from Nursing Facility;

Member will be referred by CHOICES Care Coordinator to MCO Case

295413

29.54.14

29.54.15

Management within three (3) business days of the transition request, for service
identification and implementation in the home setting;

MCO Case Manager will be responsible for developing service plan for the home
setting;

CHOICES Care Coordinator will communicate weekly via phone or face-to-face
visits with the MCO Case Management staff, the member and/or his parent or
guardian (as applicable and appropriate), and the nursing facility staff to ensure
timely progression of the transition plan until the transition 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.

3. Section 2.9.6.3.20.1 shall be deleted and replaced by new Sections 2.9.6.3.20.1 and
2.9.6.3.20.2 and the remaining Sections of 2.9.6.3.20 shall be renumbered
accordingly, including any references thereto.

2.9.6.3.20.1

2.9.6.3.20.2

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. 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.

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 2.14.1.12), except that the CONTRACTOR may reimburse a lesser
level of service when such lesser level of service is billed by the facility. 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



Amendment 6 (cont.)

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.

4. Section 2.9.6.5.1.1 shall be deleted and replaced 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 health, functional, or
quality of life outcomes (e.g., related to disease management or pharmacy management) or
to increasing and/or maintaining functional abilities, 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 tothe member or his parent or authorized
representative, as applicable, of benefits available pursuant to EPSDT, including medically
necessary benefits such as home health or private duty nursing that may be provided in the
community as an alternative to nursing facility care.

Section 2.9.6.8 shall be amended by adding a new Section 2.9.6.8.2 and the

remaining Section 2.9.6.8 shall be renumbered, including any references thereto.

2.9.6.8.2 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 CHOICES and MCO Case Management staff (see
Section 2.9.5.4.1).

Section 2.9.6.8 shall be amended by adding a new Section 2.9.6.8.16 and

renumbering the remaining Sections accordingly including any references thereto.

2.9.6.8.16 Ongoing CHOICES HCBS and any medically necessary covered home health or

private duty nursing services needed by the member shall be initiated immediately
upon transition from a nursing facility (i.e., CHOICES Group 1) to the community
(i.e., CHOICES Group 2) and as of the effective date of transition with no gaps
between the member’s receipt of nursing facility services and ongoing CHOICES
HCBS.



Amendment 6 (cont.)

7.

Section 2.9.6.9.1.1.1 shall be deleted and replaced as follows:

2.9.69.1.1.1

Develop protocols and processes to work with nursing facilities to coordinate the
provision of care. At minimum, a care coordinator assigned to a resident of the

10.

nursing facility shall participate in quarterly Grand Rounds (as defined in Section
1). At least two of the Grand Rounds per year shall be conducted on-site in the
facility, and the Grand Rounds shall identify and address any member who 1) has
experienced a potential significant change in needs or circumstances (see Section
2.9.6.9.1.1.5); 2) the nursing facility or MCO has expressed concerns; or 3) is
under the age of twenty-one (21).

Section 2.9.6.9.4.3.6 shall be amended by adding new text as follows:

2.9.69.43.6

Members in CHOICES Group 1 (who are residents of a nursing facility) and who
are twenty-one years of age and older shall receive a face-to-face visit from their
care coordinator at least twice a year with an interval of at least one-hundred and
twenty (120) days between visits. Members in CHOICES Group 1 (who are
residents of a nursing facility) who are under the age of twenty-one (21) shall
receive a face-to-face visit from their care coordinator at least quarterly with an
interval of at least sixty (60) days between visits.

Section 2.9.6.9.4.3 shall be amended by adding a new Section 2.9.6.9.4.3.8 and
renumbering the remaining Sections accordingly including any references thereto.

2.9.6.9.4.3.8

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
2.9.6.9.2.1.16. 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).

The punctuation at the end of Sections 2.9.6.9.6.3.4 and 2.9.6.9.6.3.5 shall be
amended as follows:

2.9.6.9.63.4

2.9.6.9.6.3.5

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

For members in CHOICES Group 2, the cost neutrality cap provided by
TENNCARE, and a determination by the CONTRACTOR that the projected cost
of CHOICES HCBS, home health, and private duty nursing services will not
exceed the member’s cost neutrality cap.
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11.

12.

13.

14.

Section 2.9.6.12.4 shall be deleted and replaced as follows:

2.9.6.12.4

The CONTRACTOR shall require and shall conduct readiness review activities as
necessary to confirm that the EVV system vendor has a plan in place and will be
compliant with all Version 5010 and ICD-10 coding requirements in a timely
manner;

Section 2.9.6 shall be amended by adding a new Section 2.9.6.13 as follows:

2.9.6.13

2.9.6.13.1

TPAES

The CONTRACTOR shall use the TENNCARE PreAdmission Evaluation System
(TPAES) to facilitate submission of all PreAdmission Evaluation (i.e., level of care)
applications, including required documentation pertaining thereto, and to facilitate
enrollments into and transitions between LTC programs, including CHOICES. The
CONTRACTOR shall comply with all data entry and tracking processes and
timelines established by TENNCARE in policy or protocol in order to ensure
efficient and effective administration and oversight of the CHOICES program.

Section 2.9.7.4.3 shall be amended by adding new Sections 2.9.7.4.3.2 through
2.9.7.4.3.4 as follows:

297432

297433

29.743.4

If a member electing to participate in consumer direction refuses to receive
eligible CHOICES HCBS from contract providers while services are initiated
through consumer direction, the decision must be documented on a signed and
dated Consumer Direction Participation Form. The CONTRACTOR shall not
encourage a member to forego receipt of eligible CHOICES HCBS from contract
providers while these HCBS are being initiated through consumer direction.

For any CHOICES Group 2 member electing to participate in consumer direction
that refuses to receive eligible CHOICES HCBS from contract providers while
services are initiated through consumer direction, the member’s care coordinator
shall visit the member face to face at least monthly to ensure that the member’s
needs are safely met, and shall continue to offer eligible CHOICES HCBS
through contract providers.

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.

Section 2.9.7.4.4 shall be amended as follows:

29.74.4

Except as specified in 2.9.7.4.3.2. and in accordance with requirements pertaining
thereto, the CONTRACTOR shall be responsible for providing all needed eligible
CHOICES HCBS using contract providers, including a back-up plan for such
services, until all necessary requirements have been fulfilled in order to implement
consumer direction of eligible CHOICES HCBS, including but not limited to: the

7
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FEA verifies that workers for these services meet all necessary requirements (see
Section 2.9.7.6.1 of this Agreement); service agreements are completed and signed,;
and authorizations for consumer directed services are in place. The CONTRACTOR,
in conjunction with the FEA, shall facilitate a seamless transition between contract
providers and workers and ensure that there are no interruptions or gaps in services.

15.

2.9.8

Section 2.9 shall be amended by adding a new Section 2.9.8 and renumbering the
remaining sections of 2.9 accordingly, including any references thereto.

Money Follows the Person (MFP) Rebalancing Demonstration

29.8.1

2.9.8.1.1

29.8.1.2

29.8.13

29.8.1.4

29.8.2

29.8.2.1

29822

General

The CONTRACTOR shall, in accordance with this Agreement and federal and State
laws, regulations, policies and protocols, assist Eligible Individuals living in a
Qualified Institution in transitioning to a Qualified Residence in the community
under the State’s MFP Rebalancing Demonstration (MFP).

Eligible Individuals transitioning to a Qualified Residence in the community and
consenting to participate in-MFP-shall ‘be transitioned from CHOICES Group-1-into
CHOICES Group 2 pursuant to TENNCARE policies and protocols for Nursing
Facility-to-community transitions and shall also be enrolled into MFP. For persons
enrolled in CHOICES who are also participating in MFP, the CONTRACTOR shall
comply with all applicable provisions of this Agreement pertaining to the CHOICES
program. This section sets forth additional requirements pertaining to the
CONTRACTOR’s responsibilities specifically as it relates to MFP.

For CHOICES Group 1 members not eligible to participate in MFP or who elect not
to participate in MFP, the CONTRACTOR shall nonetheless facilitate transition to
the community as appropriate and in accordance with 2.9.6.8.

The CONTRACTOR shall not delay a CHOICES Group 1 member’s transition to the
community in order to meet the ninety (90)-day minimum stay in a Qualified

Institution established under ACA and enroll the person into MFP.

Identification of MFP Participants

The CONTRACTOR shall identify members who may have the ability and/or desire
to transition from a nursing facility to the community in accordance with Section
29.6.8.

The CONTRACTOR shall assess all nursing facility residents transitioning from the
NF to CHOICES Group 2 for participation in MFP. This includes CHOICES Group
1 members referred for transition, as well as nursing facility residents referred for
CHOICES who are not yet enrolled in CHOICES Group 1 but may be determined
eligible for Group 1, and who have expressed a desire to move back into the
community. However, the resident must actually be enrolled into Group 1 in order to
qualify for MFP,
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29823

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

2.9.8.3.

2.9.83.1

2.9.8.3.2

2.9.83.3

29.83.4

2.9.8.3.5

2.9.83.6

2.9.83.7

29.83.8

Eligibility/Enrollment into MFP

Member participation in MFP is voluntary. Members may deny consent to

participate in MFP or may withdraw consent to participate in MFP at any time
without affecting their enrollment in CHOICES.

If a member withdraws from MFP, he cannot participate in MFP again without
meeting the eligibility requirements for enrollment into MFP (e.g., following a ninety
(90)-day stay in a Qualified Institution).

Only CHOICES Group 1 members who qualify to enroll in CHOICES Group 2 shall
be eligible to transition to Group 2 and enroll into MFP,

In addition to facilitating transition from CHOICES Group 1 to CHOICES Group 2
pursuant to Section 2.9.6.8 of this Agreement and TENNCARE’s policies and
protocols, the CONTRACTOR shall facilitate the enrollment of Eligible Individuals
who consent into MFP.

The member’s care coordinator or, if the CONTRACTOR elects to use transition
teams, a person who meets the qualifications of a care coordinator shall, using
information provided by TENNCARE, provide each potential MFP participant with
an overview of MFP and answer any questions the participant has. The
CONTRACTOR shall have each potential MFP participant or his authorized
representative, as applicable, sign an MFP Informed Consent Form affirming that
such overview has been provided by the CONTRACTOR and documenting the
member’s decision regarding MFP participation.

Once a potential MFP participant has consented to participate in MFP, the
CONTRACTOR shall notify TENNCARE within two (2) business days via the
Tennessee PreAdmission Evaluation System (TPAES) unless otherwise directed by
TENNCARE, and shall maintain supporting documentation as specified by
TENNCARE that shall be made available to TENNCARE upon request.

The CONTRACTOR shall verify that each potential MFP participant is an Eligible
Individual and shall provide attestation thereof to TENNCARE. The
CONTRACTOR shall enter all required data elements into TPAES unless otherwise
directed by TENNCARE, and shall maintain supporting documentation as specified
by TENNCARE that shall be made available to TENNCARE upon request,

The CONTRACTOR shall verify that each potential MFP participant will transition
into a Qualified Residence in the community and shall provide attestation thereof to
TENNCARE. The CONTRACTOR shall enter all required data elements into
TPAES unless otherwise directed by TENNCARE and shall maintain supporting
documentation as specified by TENNCARE that shall be made available to
TENNCARE upon request.
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2.9.83.9

2.9.8.3.10

Final determinations regarding whether a member can enroll into MFP shall be made
by TENNCARE based on information provided by the CONTRACTOR.

TENNCARE may request and the CONTRACTOR shall submit in a timely manner
additional documentation as needed to make such determination. Documentation

2.9.8.4

2.9.8.4.1

2.9.8.4.2

2.9.84.3

29.8.4.4

2.9.8.4.5

29.8.4.6

submitted by the CONTRACTOR may be verified, to the extent practicable, by other
information, either prior or subsequent to enrollment in MFP, including eligibility,
claims and encounter data.

Participation in MFP

The participation period for MFP is 365 days. This includes all days during which
the member resides in the community, regardless of whether CHOICES HCBS are
received each day. Days are counted consecutively except for days during which the
member is admitted to an inpatient facility.

The participation period for MFP does not include any days during which the
member is admitted to an inpatient facility.

MFP participation will be “suspended” in the event a member is re-admitted for a
short-term inpatient facility stay. Member will not have to re-qualify for MFP
regardless of the number of days the member is in the inpatient facility, and shall be
re-instated in MFP upon return to a Qualified Residence in the community.

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

For MFP participants, a 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-certified Skilled Nursing Facility. 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 any inpatient facility admission and shall assess
the member’s needs, conduct a comprehensive needs assessment and update the
member’s plan of care, including the member’s Risk Agreement, as deemed
necessary based on the member’s needs and circumstances. If the visit is conducted
in the inpatient facility, the CONTRACTOR may elect to have someone who meets
the qualifications of a Care Coordinator complete the required face-to-face visit and
conduct a comprehensive needs assessment, in which case, the qualified individual
conducting the face-to-face visit shall coordinate with the member’s Care
Coordinator to update the member’s plan of care, including the member’s Risk
Agreement, as deemed necessary based on the member’s needs and circumstances.

The CONTRACTOR shall review the circumstances which resulted in the inpatient
facility 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
continued participation in CHOICES Group 2 and in MFP is appropriate.

10
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2.9.84.7

The CONTRACTOR shall notify TENNCARE within five (5) business days of
admission any time a member is admitted to an inpatient facility. Such notification
shall be made via TPAES unless otherwise directed by TENNCARE. The
CONTRACTOR shall maintain supporting documentation as specified by
TENNCARE that shall be made available to TENNCARE upon request.

2.9.8.4.7.1. For purposes of MFP, admission for observation (which is not considered inpatient

29.8438

2.9.84.9

2.9.8.4.10

2.9.8.4.11

2.9.84.12

2.9.84.13

care) shall not be considered admission to an inpatient facility. Nor shall
participation in MFP be suspended during observation days.

The CONTRACTOR shall be involved in discharge planning on behalf of any MFP
participant admitted to an inpatient facility.

The CONTRACTOR shall notify TENNCARE within two (2) business days when an
MFP participant is discharged from a short-term stay in an inpatient facility. Such
notification shall include whether the member is returning to the same Qualified
Residence in which he lived 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
supporting documentation as specified by TENNCARE that shall be made available
to TENNCARE upon request.

If at any time during the member’s participation in MFP, the member changes
residences, including instances in which the change in residences occurs upon
discharge from an inpatient facility stay, the CONTRACTOR shall: 1) notify
TENNCARE within two (2) business days of the change in residence; 2) verify that
the new residence is a Qualified Residence; and 3) provide attestation thereof to
TENNCARE. The CONTRACTOR shall enter all required data elements into
TPAES unless otherwise directed by TENNCARE, and shall maintain supporting
documentation as specified by TENNCARE that shall be made available to
TENNCARE upon request.

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 MFP
participants’ residency for two (2) years following transition to the community which
may be up to one (1) year following completion of the MFP participation period, or
until the member is no longer enrolled in the CONTRACTOR’s health plan.

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 transition from CHOICES Group 1 to CHOICES Group 2. Such notice
shall be issued within ten (10) business days of notification from TENNCARE via
the outbound 834 enrollment file furnished by TENNCARE to the CONTRACTOR
that the member is enrolled in MFP.

The CONTRACTOR shall, using a template provided by TENNCARE, issue a

written notice to each member upon conclusion of the 365-day participation period.
Such notice shall be issued within ten (10) business days of notification from

11
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29.8.4.14

29.8.5

2.9.8.5.1

TENNCARE via the outbound 834 enrollment file furnished by TENNCARE to the
CONTRACTOR that the member is no longer enrolled in MFP.

A member who successfully completes 365-day participation period for MFP and is
subsequently re-institutionalized may qualify to participate in MFP again but must
first meet the “Eligible Individual” criteria. There shall be a minimum of ninety (90)
days between MFP participation occurrences. Prior to enrollment in a second MFP
occurrence, the care coordinator shall assess the reason for the re-institutionalization

to determine if the member is an appropriate candidate for re-enrollment in MFP and
if so, shall develop a plan of care (including a Risk Agreement) that will help to
ensure that appropriate supports and services are in place to support successful
transition and permanency in the community.

Plan of Care

For members participating in the MFP, the Plan of Care shall reflect that the member
is an MFP participant, including the date of enrollment into MFP (i.e., date of
transition from CHOICES Group 1 to CHOICES Group 2).

29852

2.9.8.6

2.9.8.6.1

2.9.8.7

2.98.7.1

2.9.8.8

2.9.8.8.1

Upon conclusion of the member’s 365-day participation period in MFP, the Plan of
Care shall be updated to reflect that he is longer participating in MFP.

Services

A member enrolled in MFP shall be simultaneously enrolled in CHOICES Group 2
and shall be eligible to receive covered benefits as described in 2.6.1.

Continuity of Care

Upon completion of a person’s 365-day participation in MFP, services (including
CHOICES HCBS) shall continue to be provided in accordance with the covered
benefits described in 2.6.1 and the member’s plan of care. Transition from
participation in MFP and CHOICES Group 2 to participation only in CHOICES
Group 2 shall be seamless to the member, except that the CONTRACTOR shall be
required to issue notice of the member’s conclusion of his 365-day MFP participation
period.

Short-Term Nursing Facility Stay

A CHOICES Group 2 member may be admitted for an inpatient short-term nursing
facility stay for up to ninety (90) days and remain enrolled in CHOICES Group 2 (sce
Section 2.6.1.5.4). The CONTRACTOR shall ensure that the member is transitioned
from Group 2 to Group 1 at any time: a) it is determined that the stay will not be
short-term and the member will not transition back to the community; and b) prior to
exhausting the ninety (90) day short-term nursing facility benefit covered for
CHOICES Group 2 members (see Section 2.9.6.8.23.4).

12
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2.9.8.8.2

A CHOICES Group 2 member participating in MFP may be admitted for an inpatient
short-term nursing facility stay during his 365-day participation period and remain
enrolled in MFP regardless of the number of days the member is admitted for
inpatient facility care.

2.9.8.8.3

2.9.8.84

2.9.8.85

2.9.8.8.6

2.9.8.8.7

2.9.8.8.8

2.9.8.89

2.9.8.9

2.9.8.9.1

MFP participants admitted for short-term nursing facility stays shall be re-instated in
MFP upon discharge and return to a Qualified Residence in the community. The
member is not required to meet the ninety (90) day residency requirement criteria for

re-instatement into MFP.

If the short-term stay will exceed ninety (90) days, the CONTRACTOR shall
facilitate transition from CHOICES Group 2 to CHOICES Group 1.

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

The CONTRACTOR shall conduct a Transition Assessment and develop a Transition
Plan (see Section 2.9.6.8) as necessary to facilitate the member’s return to the
community. Such assessment shall include a review of the circumstances which
resulted in the 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 and continued
participation in MFP is appropriate. The CONTRACTOR shall update the
member’s plan of care, including the member’s Risk Agreement, as deemed
necessary based on the member’s needs and circumstances.

Upon discharge from the short-term stay, within one (1) business day, the care
coordinator shall visit the member in his/her Qualified Residence. During the ninety
(90) days following transition and re-instatement into MFP, the care coordinator shall
conduct monthly face-to-face in-home visits 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.

MEP participants admitted for short-term nursing facility stays shall be re-instated in
MFP upon discharge and return to a Qualified Residence in the community. The
member is not required to meet the ninety (90) day residency requirement criteria for
re-instatement into MFP.

Days that are spent in an inpatient facility, including short-term nursing facility stays,
do not count as part of the member’s 365-day MFP participation period.

TPAES

The CONTRACTOR shall use the TENNCARE PreAdmission Evaluation System
(TPAES) to facilitate enrollments into and transitions between LTC programs,
including CHOICES and the State’s MFP Rebalancing Demonstration (MFP), and
shall comply with all data collection processes and timelines established by
TENNCARE in policy or protocol in order to gather data required to comply with
tracking and reporting requirements pertaining to MFP. This shall include (but is not

13
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2.9.8.10

limited to) attestations pertaining to Eligible Individual and Qualified Residence,
changes of residence, inpatient facility admissions and discharges, reasons for re-
institutionalization, and reasons for disenrollment from MFP.

IT requirements

2.9.8.10.1

2.9.8.11

29.8.11.1

2.9.38.12

29.8.12.1

29.8.12.2

2.9.8.12.3

2.9.8.13

2.9.8.13.1

Pursuant to Section 2.23 of this Agreement, the CONTRACTOR shall modify its
information systems to accommodate, accept, load, utilize and facilitate accurate and
timely reporting on information submitted to by TENNCARE via the outbound 834
file that will identify MFP participants, as well as those MFP participants in
suspended status during an inpatient admission.

Case Management System

The CONTRACTOR’s case management system (see Section 2.9.6.12.6) shall
identify persons enrolled in MFP and shall generate reports and management tools as
needed to facilitate and monitor compliance with contract requirements and
timelines.

MFP Readiness Review

Prior to implementation of MFP, as determined by TENNCARE, the
CONTRACTOR shall demonstrate to TENNCARE’s satisfaction that the
CONTRACTOR is able to meet all of the requirements pertaining to MFP set forth in
this Agreement.

The CONTRACTOR shall cooperate in a “readiness review” conducted by
TENNCARE to review the CONTRACTOR’s readiness to fulfill its obligations
regarding MFP in accordance with the Agreement. This review may include, but is
not limited to, desk and on-site review of documents provided by the
CONTRACTOR, a walk-through of the CONTRACTOR’s operations, system
demonstrations (including systems connectivity testing), and interviews with
CONTRACTOR’s staff. The scope of the review may include any and all MFP
requirements of the Agreement as determined by TENNCARE.

Based on the results of the review activities, TENNCARE will issue a letter of

findings and, if needed, will request a corrective action plan from the
CONTRACTOR.

MFP Benchmarks

The CONTRACTOR shall assist TENNCARE in meeting the five (5) annual
benchmarks established for the MFP Rebalancing Demonstration which are described
below in Sections 2.9.8.13.1.1 through 2.9.8.13.1.5.

14
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2.9.8.13.1.1

2.9.8.13.1.1.1

Benchmark # 1: Number of Persons Transitioned

Assist the projected number of eligible individuals in each target group in
successfully transitioning from an inpatient facility to a qualified residence
during each vear of the demonstration. Projected numbers:

29.8.13.1.1.2

2.9.8.13.1.2

2.9.8.13.1.2.1

2.9.8.13.1.2.2

2.9.8.13.1.3

2.9.8.13.1.3.1

2.9.8.13.1.3.2

Calendar # of Elderly # of Disabled Adults
Year Transitioned Transitioned

2011 27 23

2012 206 169

2013 261 214

2014 261 214

2015 234 191

2016 206 169

Immediately prior to implementation of MFP and at the beginning of each
calendar year thereafter, statewide calendar year numbers for benchmark #1 will
be allocated 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 3.11), achievement of this benchmark shall be determined
on a regional basis by MCO.

Benchmark #2: Qualified Expenditures for HCBS

Increase the amount and percentage of Medicaid spending for qualified home and
community based long-term care services during each year of the demonstration.

For 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

Increase the number and percentage of individuals who are elderly and adults
with physical disabilities receiving Medicaid-reimbursed long-term 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 a regional basis by MCO.

15
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2.98.13.1.4  Benchmark #4: Increase Unduplicated Contracted Community Based
Residential Alternative
2.9.8.13.1.4.1 Increase the number of unduplicated licensed CBRAs contracted with MCOs
Statewide to provide HCBS in the CHOICES program during each year of the
demonstration. Providers enrolled with more than one (MCO) or in more than
one region shall only be counted once. Proposed numbers:
Calendar # of MCO Contracted
Year CBRAs Statewide
2011 70
2012 74
2013 78
2014 82
2015 86
2016 90
2.9.8.13.1.4.2 For purposes of incentive payments (See Section 3.11), achievement of this
benchmark shall be determined on a statewide basis.
2.9.8.13.15 Benchmark #5: Increase Participation in Consumer Direction
2.9.8.13.1.5.1 Increase the number of persons receiving Medicaid-reimbursed HCBS
participating in consumer direction for some or all services during each year of
the demonstration. Projected numbers:
Calendar # in Consumer
Year Direction
2011 450
2012 750
2013 1,000
2014 1,250
2015 1,400
2016 1,500
2.9.8.13.1.5.2 Immediately prior to implementation of MFP and at the beginning of each

calendar year thereafter, statewide calendar year numbers for benchmark #5 will
be allocated on a regional basis to each MCO operating in the region, based on
the number of persons in CHOICES Group 2. For purposes of incentive
payments (see Section 3.11), achievement of this benchmark shall be determined
on a regional basis by MCO.

16.  Section 2.18.6.5 shall be deleted and replaced as follows:

2.18.6.5 The CONTRACTOR shall develop and implement a training plan to educate long-
term care providers regarding compliance with all Version 5010 and ICD-10 coding
requirements;
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17.

18.

19.

20.

21.

Section 2.21.4.1.4 shall be amended by deleting obsolete references and shall read as

follows:

2.21.4.1.4 The claims specified in Section 2.21.4.1.3 shall be paid at the time presented for

payment by the provider-and the CONTRACTOR shall-bill-the responsible-third-
party.

The introductory paragraph of Section 2.30.6.4 shall be deleted and replaced as

follows:

2.30.6.4

The CONTRACTOR shall submit a quarterly CHOICES Nursing Facility to
Community Transition Report. MFP participants (see 2.9.6.8) shall be identified
separately for each data element described herein. The report shall include
information, by month, on specified measures, which shall include but not be limited
to the following: ’

The introductory paragraph of Section 2.30.6.6 shall be deleted and replaced as

follows:

2.30.6.6

The CONTRACTOR shall submit a quarterly CHOICES Consumer Direction of
HCBS Report. MFP participants (see 2.9.6.8) shall be identified separately for each
data element described herein. The report shall include current information, by
month, on specified measures, which shall include but not be limited to the
following:

Section 2.30.6.6 shall be amended by adding a new Item (9) as follows:

9) The total number and the name, SSN, and phone number, and the authorized
representative name and phone number, if applicable, of each member
referred to the FEA (for enrollment into consumer direction) that has
indicated on his Consumer Direction Participation Form that he does not
wish to receive HCBS from contract providers pending enrollment into
consumer direction, including the member’s date of enrollment in CHOICES
Group 2, the date of referral to the FEA for consumer direction, and the total
number of days that HCBS have not been received by each member.

Section 2.30.6 shall be amended by adding a new Section 2.30.6.8 and renumbering
the remaining Sections accordingly, including any references thereto.

2.30.6.8

The CONTRACTOR shall submit a quarterly MFP Participants Report. The report
shall include information on specified measures, which shall include but not be
limited to the following:

(N The total number and the name and SSN of each CHOICES Group 2 member
enrolled into MFP;

2) The date of each member’s transition to the community (or for persons

enrolled in MFP upon enrollment to the CONTRACTOR’s health plan, the
date of enrollment into the CONTRACTOR’s health plan);
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(3) Each member’s current place of residence including physical address and
type of Qualified Residence;

4) The date of the last care coordination visit to each member;

22,

23.

24.

25.

5) Any inpatient facility stays during the quarter, including the member’s name
and SSN type of Qualified Institution, dates of admission and discharge, and

the reason for admission; and

(6) The total number and name and SSN of each member disenrolled from MFP
during the quarter, including the reason for disenrollment.

The CONTRACTOR shall submit its first report following the end of calendar year
2011,

Section 2.30.10.5 shall be deleted and replaced as follows:

2.30.10.5

The CONTRACTOR shall submit a monthly CHOICES Utilization Report. MFP
participants (see 2.9.6.8) shall be identified separately for each data element
described herein. The report shall be submitted on a monthly basis with a one (1)
month lag period (e.g., March information sent in the May report) and shall include a
summary overview that includes the number of CHOICES member who have not
received any long-term care services within thirty (30) to fifty-nine (59) days, within
sixty (60) to eighty-nine (89) days, or in ninety (90) days or more. The report shall
also include detailed member data for members who have not received services in the
last thirty (30) days, including the member’s name, social security number,
CHOICES group, and CHOICES enrollment date; date of last long-term care service;
length of time without long-term care services; whether and when long-term care
services will resume; and the reason/explanation why the member has not received
long-term care services.

Section 2.30.10.6 shall be deleted in its entirety and the remaining Sections shall be
renumbered accordingly, including any references thereto.

The introductory paragraph of Section 2.30.11.6 shall be deleted and replaced as

follows:

2.30.11.6

The CONTRACTOR shall submit a quarterly CHOICES HCBS Critical Incidents
Report (see Section 2.15.7). MFP participants (see 2.9.6.8) shall be identified
separately for each data element described herein. The report shall provide
information, by month regarding specified measures, which shall include but not be
limited to the following:

The introductory paragraph of Section 2.30.16.4 shall be deleted and replaced as

follows:

2.30.16.4

The CONTRACTOR shall submit a quarterly CHOICES Cost Effective Alternatives
Report that provides information on cost effective alternative services provided to
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26.

27.

3n

3.11.1

CHOICES members (see Section 2.6.5.2). MFP participants (see 2.9.6.8) shall be
identified separately for each data element described herein, The report shall provide
information regarding specified measures, including but not limited to the following:

Section 3.3.1 shall be amended by adding a new Section 3.3.1.1 as follows:

3.3.1.1

The capitation payment for MFP participants who must also be enrolled in CHOICES
will be the applicable CHOICES capitation payment. There will be no add-on for
MFP participants.

Section 3 shall be amended by adding a new Section 3.11 and renumbering the
remaining Section 3 accordingly, including any references thereto.

MFP INCENTIVE PAYMENTS

Financial incentives will be paid to the CONTRACTOR based on activities performed as part of
the MFP Rebalancing Demonstration and in accordance with the following:

3.11.1.1

3.11.L1.1

3.11.1.2

3.11.1.2.1

3.11.1.3

3.11.1.3.1

Upon successful transition to the community of each MFP demonstration participant
up to and including the MCO’s established benchmark for the calendar year — a one-
time payment of $1,000.

If a member has been enrolled in more than one MCO during the ninety (90)-day
minimum stay in a Qualified Institution established under ADA, the incentive
payment shall be awarded to the MCO in which the person is enrolled at transition to
the community and enrollment into MFP.

Upon successful transition to the community of each MFP demonstration participant
that exceeds the MCO’s established benchmark for the calendar year — a one-time
payment of $2,000.

If a member has been enrolled in more than one MCO during the ninety (90)-day
minimum stay in a Qualified Institution established under ADA, the incentive
payment shall be awarded to the MCO in which the person is enrolled at transition to
the community and enrollment into MFP.

Upon each MFP demonstration participant’s completion of community living for the
full 365-day demonstration participation period without readmission to a nursing
facility (excluding short-term SNF stays solely for purposes of receiving post-
hospital short-term rehabilitative services covered by Medicare), a one-time payment
0f $5,000,

If a member has been enrolled in more than one MCO during the 365-day
participation period in MFP, a pro-rated portion of the incentive payment shall be
awarded to each MCO based on the number of days the member was enrolled in each
plan. Only days included in the 365-day participation period shall be counted and not
any days during which MFP participation was suspended during an inpatient facility
stay.
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3.11.1.4  Upon achievement of only one (1) of the remaining MFP program benchmarks 2-5
for each calendar year of the demonstration (including partial year 2011), a one-time
payment of $10,000 per MCO.

3.11.1.5  Upon achievement of only two (2) remaining MFP program benchmarks 2-5 for each

3.

3.

(F%)

L)

11.2

11.3

d1.5

calendar year of the demonstration (including partial year 2011), a one-time payment
of $25,000 per MCO.

3.11.156 " "Upon achievement of orily three (3) remaining MFP program benchivarks 2-5 for
each calendar year of the demonstration (including partial year 2011), a one-time
payment of $50,000 per MCO.

3.11.1.7  Upon achievement of all four (4) of the remaining MFP program benchmarks 2-5 for
each calendar year of the demonstration (including partial year 2011), a one-time
payment of $100,000 per MCO.

The CONTRACTOR shall be eligible to receive only one incentive payment pertaining to
benchmarks #s 2-5 which shall depend on the total number of benchmarks which the
CONTRACTOR meets or exceeds. These incentive payments are not cumulative.

MFP incentive payments pertaining to benchmark #1 shall be payable within thirty (30) days
following the end of each calendar quarter for activities performed during the quarter.

The MFP incentive payments pertaining to benchmark #s 3-5 (which shall depend on the total
number of these benchmarks which the CONTRACTOR meets or exceeds) shall be payable
within thirty (30) days following the end of each calendar year for activities performed during the
year.

Any additional MFP incentive payment pertaining to achievement of benchmark #2, which shall
reflect the difference between the total incentive payment due the CONTRACTOR for
benchmarks #s 2-5 and the incentive payment already made in Section 3.11.4 above (see Section
3.11.2), shall be due by June 30 following the close of the calendar year to permit adequate time
for any lag in claims and encounter submission.
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28.  The liquidated damage chart in Section 4.20.2.2.7 shall be amended by adding new
damages A.27 through A.30 as follows:

A27 Failure to process a 1 $500 per occurrence
transition referral, including |
completion of a face-to-face
transition screening and
assessment and
development of a transition
plan timely and in
accordance with 2.9.6.8 and
TENNCARE policy and

protocols

A28 Failure to initiate CHOICES $500 per day for each day that HCBS are
HCBS or for children under | | not in place following transition from a
age 21, EPSDT benefits | nursing facility (i.e., CHOICES Group 1) to
provided as an alternative to | | the community (i.e., CHOICES Group 2) in
nursing facility care in | addition to the cost of services not provided

accordance with the
member’s plan of care and
to ensure that such HCBS or .
EPSDT benefits are in place |
immediately upon transition |
from a nursing facility to the | .
community for any person
transitioning from a nursing
facility (i.e., CHOICES
Group 1) to the community |
(i.e., CHOICES Group 2), |
including persons enrolled |
in MFP (see Sections
2.9.5.4.1.5 and 2.9.6.8.16)

A.29 Failure to complete in a | $500 per occurrence
timely manner minimum ‘
care coordination contacts
required for persons
transitioned from a nursing
facility to CHOICES Group
2, including post-discharge
and following a significant
change in circumstances
(see Sections 2.9.6 and
2.9.8)
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A30

Failure to submit complete
and accurate data into
TPAES pertaining to MFP,
or to comply with all data

collection processesand

timelines established by
TENNCARE in policy or
protocol in order to gather
data required to comply
with tracking and reporting
requirements pertaining to
MFP. This shall include
(but is not limited to)
attestations pertaining to
Eligible Individual and
Qualified Residence,
changes of residence,
inpatient facility admissions
and discharges, reasons for
re-institutionalization, and
reasons for disenrollment
from MFP.

| $500 per occurrence

29.  Attachment I shall be deleted and replaced in its entirety as follows:

ATTACHMENT I

BEHAVIORAL HEALTH SPECIALIZED SERVICE DESCRIPTIONS

The CONTRACTOR shall provide medically necessary mental health case management and psychiatric
rehabilitation services according to the requirements herein.

All behavioral health services shall be rendered in a manner that supports the recovery of persons
experiencing mental illness and enhance the development of resiliency of children and families who are
impacted by mental illness, serious emotional disturbance, and/or substance abuse issues. Recovery is a
consumer driven process in which consumers are able to work, learn and participate fully in their
communities. Recovery is the ability to live a fulfilling and productive life [with] a disability.

|SERVICE

Mental Health Case Management

DEFINITION

Mental health case management is a supportive service provided to enhance treatment effectiveness and
outcomes with the goal of maximizing resilience and recovery options and natural supports for the
individual. Mental health case management is consumer-centered, consumer focused and strength-based,
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with services provided in a timely, appropriate, effective, efficient and coordinated fashion. It consists of
activities performed by a team or a single mental health case manager to support clinical services. Mental
health case managers assist in ensuring the individual/family access to services.

Mental health case management requires that the mental health case manager and the individual and/or
family have a strong productive relationship which includes viewing the individual/family as a
responsible partner in identifying and obtaining the necessary services and resources. Services rendered to
children and youth shall be consumer-centered and family-focused with case managers working with
multiple systems (e.g. education, child welfare, juvenile justice). Mental health case management is
provided in community settings, which are accessible and comfortable to the individual/family. The
service should be rendered in a culturally competent manner and be outcome driven. Mental health case
management shall be available 24 hours a day, 7 days a week. The service is not time limited and
provides the individual/family the opportunity to improve their quality of life.

The CONTRACTOR shall ensure mental health case management is rendered in accordance with all of
the service components and guidelines herein.

SERVICE DELIVERY

The CONTRACTOR shall:

e Determine caseload size based on an average number of individuals per case manager, with the
expectation being that case managers will have mixed caseloads of clients and flexibility between
Levels 1 and 2 (Levels 1 and 2 are defined below); and

s Ensure that caseload sizes and minimum contacts are met as follows:

Level 1 (Non- 25 individuals:1 case manager | One (1) contact per week

Team Approach)*

Level 1 (Team

Approaches):

Adult CTT 20 individuals:1 team One (1) contact per week
20 individuals:1 case manager

Children & Youth 15 individuals:1 team One (1) contact per week

(C&Y)CTT 15 individuals:1 case manager

CCFT 15 individuals:1 team One (1) contact per week
15 individuals:1 case manager

ACT 100 individuals:1 team One (1) contact per week
15 individuals:1 case manager

PACT 100 individuals:1 team One (1) contact per week
15 individuals:1 case manager

Level 2% 35 individuals:1 case manager | Two (2) contacts per month

*For case managers having a combination of Level 1 & Level 2 (non-team) individuals, the maximum caseload size
shall be no more than 30 individuals: 1 case manager.

The CONTRACTOR shall ensure that the following requirements are met:
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1) All mental health case managers shall have, at a minimum, a bachelor’s degree or be licensed as a
Registered Nurse;

2) Supervisors shall maintain no greater than a 1:30 supervisory ratio with mental health case
managers;

3) Mental health case managers who are assigned to both a parent(s) and child in the same family,

should have skills and experience needed for both ages; mental health case managers who are
assigned to individuals with co-occurring disorders (mental illness and substance abuse disorders)
should have the skills and experience to meet the needs of these individuals;

4) Fifty-one percent (51%) of all mental health case management services should take place outside
the case manager’s office;

5) The children and youth (C&Y) (under age eighteen (18)) mental health case management model
shall provide a transition from C&Y services into adult services, including adult mental health
case management services. The decision to serve an 18-year old youth via the C&Y case
management system versus the adult system shall be a clinical one made by a provider. Transition
from children’s services, including mental health case management, shall be incorporated into the
child’s treatment plan; and

6) All mental health case management services shall be documented in a treatment plan. Mental
health case management activities are correlated to expected outcomes and outcome achievement
and shall be monitored, with progress being noted periodically in a written record.

Level 1

Level 1 mental health case management is the most intense level of service. It provides frequent and
comprehensive support to individuals with a focus on recovery and resilience. The CONTRACTOR shall
ensure the provision of level 1 mental health case management to the most severely disabled adults and
emotionally disturbed children and youth, including individuals who are at high risk of future
hospitalization or placement out of the home and require both community support and treatment
interventions. Level 1 mental health case management can be rendered through a team approach or by
individual mental health case managers. Team approaches may include such models as ACT, CTT, CCFT

and PACT, as described below:

Assertive Community Treatment (ACT)

ACT is a way of delivering comprehensive and effective services to adults diagnosed with severe mental
illness and who have needs that have not been well met by traditional approaches to delivering services.
The principles of ACT include:

1) Services targeted to a specific group of individuals with severe mental illness;

2) Treatment, support and rehabilitation services provided directly by the ACT team;

3) Sharing of responsibility between team members and individuals served by the team;

4) Small staff (all team staff including case managers) to individual ratios (approx. 1 to 10);
5) Comprehensive and flexible range of treatment and services;

6) Interventions occurring in community settings rather than in hospitals or clinic settings;
7) No arbitrary time limit on receiving services;

8) Individualized treatment, support and rehabilitation services;

9) Twenty-four (24) hour a day availability of services; and

10) Engagement of individuals in treatment and monitoring.
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Continuous Treatment Team (CTT)

CTT is a coordinated team of staff (to include physicians, nurses, case managers, and other therapists as
needed) who provide a range of intensive, integrated mental health case management, treatment, and
rehabilitation services to adults and children and youth. The intent is to provide intensive treatment to
families of children and youth with acute psychiatric problems in an effort to prevent removal from the
home to a more restrictive level of care. An array of services are delivered in the home or in natural
settings in the community, and are provided through a strong partnership with the family and other
community support systems. The program provides services including crisis intervention and
stabilization, counseling, skills building, therapeutic intervention, advocacy, educational services,
medication management as indicated, school based counseling and consultation with teachers, and other
specialized services deemed necessary and appropriate.

Comprehensive Child and Family Treatment (CCFT)

CCFT services are high intensity, time-limited services designed for children and youth to provide
stabilization and deter the “imminent” risk of State custody for the individual. There is usually family
instability and high-risk behaviors exhibited by the child/adolescent. CCFT services are concentrated on
child, family, and parental/guardian behaviors and interaction. CCFT services are more treatment oriented
and-situation specific-with-a-focus on short-term-stabilization goals: The primary goal-of CCFT is'toreach
an appropriate point of stabilization so the individual can be transitioned to a less intense outpatient
service.

Program of Assertive and Community Treatment (PACT)

PACT is a service delivery model for providing comprehensive community-based treatment to adults with
severe and persistent mental illness. It involves the use of a multi-disciplinary team of mental health staff
organized as an accountable, mobile mental health agency or group of providers who function as a team
interchangeably to provide the treatment, rehabilitation and support services persons with severe and/or
persistent mental ilinesses need to live successfully in the community.

Level 2

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.

SERVICE COMPONENTS

The CONTRACTOR shall ensure that mental health case management incorporates the following service
components:

Crisis Facilitation

Crisis facilitation is provided in situations requiring immediate attention/resolution for a specific
individual or other person(s) in relation to a specific individual. It is the process of accessing and
coordinating services for an individual in a crisis situation to ensure the necessary services are rendered
during and following the crisis episode. Most crisis facilitation activities would involve face-to-face
contact with the individual.
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Assessment of Daily Functioning

Assessment of daily functioning involves the on-going monitoring of how an individual is coping with
life on a day to day basis for the purposes of determining necessary services to maintain community
placement and improve level of functioning. Most assessments of daily functioning are achieved by face-

to-face contact with the individual in his or her natural environment.

Assessment/Referral/Coordination

Assessment/referral/coordination involves assessing the needs of the individual for the purposes of
referral and coordination of services that will improve functioning and/or maintain stability in the
individual’s natural environment.

Mental Health Liaison

Mental health liaison services are offered to persons who are not yet assigned to mental health case
management. It is a short-term service for the purposes of service referral and continuing care until other

mental health services are initiated.

| SERVICE Psychiatric Rehabilitation |

DEFINITION

Psychiatric rehabilitation is an array of consumer-centered recovery services designed to support the
individual in the attainment or maintenance of his or her optimal level of functioning. These services are
designed to capitalize on personal strengths, develop coping skills and strategies to deal with deficits and
develop a supportive environment in which to function as independent as possible on the individual’s

recovery journey.
Services included under psychiatric rehabilitation are as follows.

SERVICE COMPONENTS

Psychosocial Rehabilitation

Psychosocial rehabilitation services utilize a comprehensive approach {mind, body, and spirit) to work
with the whole person for the purposes of improving an individuals’ functioning, promoting management
of illness(s), and facilitating recovery. The goal of psychosocial rehabilitation is to support individuals as
active and productive members of their communities. Individuals, in partnership with staff, form goals for
skills development in the areas of vocational, educational, and interpersonal growth (e.g. household
management, development of social support networks) that serve to maximize opportunities for
successful community integration. Individuals proceed toward goal attainment at their own pace and may
continue in the program at varying levels intensity for an indefinite period of time.

Supported Employment

Supported employment consists of a range of services to assist individuals to choose, prepare for, obtain,
and maintain gainful employment that is based on individuals’ preferences, strengths, and experiences.
This service also includes a variety of support services to the individual, including side-by-side support
on the job. These services may be integrated into a psychosocial rehabilitation center.
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Peer Support

Peer support 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 their family
members and are Certified Peer Support Specialists. A Certified Peer Support Specialist is a person who
has identified himself or herself as having received or is receiving mental health or co-occurring disorder
services in his or her personal recovery process and has undergone training recognized by the Tennessee
Department of Mental Health, Office of Consumer Affairs on how to assist peers with the recovery

process.

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, coaching, 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.

Illness Management & Recovery

Illness management and recovery services refers to a series of weekly sessions with trained mental health
practitioners for the purpose of assisting individuals in developing personal strategies for coping with
mental illness and promoting recovery. Illness management and recovery is not limited to one
curriculum, but is open to all evidenced-based and/or best practice classes and programs such as WRAP
(Wellness Recovery Action Plan).

Supported Housing

Supported housing services refers to services rendered at facilities that are staffed twenty-four (24) hours
per day, seven (7) days a week with associated mental health staff supports for individuals who require
treatment services and supports in a highly structured setting. These mental health services are for persons
with serious and/or persistent mental illnesses (SPMI) and are intended to prepare individuals for more
independent living in the community while providing an environment that allows individuals to live in
community settings. Given this goal, every effort should be made to place individuals in facilities near
their families and other support systems and original areas of residence. Supported housing services are
mental health services and do not include the payment of room and board.

SERVICE Crisis Services

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. Peer support specialists shall be utilized in conjunction with
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crisis specialists to assist adults 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:

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

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

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

* Forall other calls, unless specified in the Protocols, if a person with mental illness is experiencing
the likelihood of immediate harm then a response is indicated.
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All of the provisions of the original Agreement not specifically deleted or modified herein shall remain in full 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 effective October 1, 2011,

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

BY: ‘f%tdﬁégéiékv/;J

Mark Emkes
Commissioner

DATE: “q ‘/M //si

APPROVED BY:

STATE OF TENNESSEE
DEPARTMENT OF FINANCE
AND ADMINISTRATION

Z{w Ad«k/pr

Mark Emkes
Commissioner

DATE:? Z]//
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UNITEDHEALTHCARE PLAN OF THE RIVER
VALLEY, INC.

BY:

Scott A. Bowers
Chief Executive Officer, TennCare

DATE:

APPROVED BY:

STATE OF TENNESSEE
COMPTROLLER OF THE TREASURY

BY: T"}g%j '

Justé;P Wilson
Coantroller

DATE: ?%5§fm
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For and in consideration of the mutual promises herein contained and other good and valuable consideration, the
receipt and sufficiency of which is hereby acknowledged, the parties agree to clarify and/or amend the Contractor
Risk Agreement (CRA) by and between the State of Tennessee TennCare Bureau, hereinafter referred to as
TENNCARE, and UNITEDHEALTHCARE PLAN OF THE RIVER VALLEY, INC., hereinafter referred to as

AMENDMENT NUMBER 5
EAST GRAND REGION
CONTRACTOR RISK AGREEMENT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
UNITEDHEALTHCARE PLAN OF THE RIVER VALLEY, INC.

CONTRACT NUMBER: FA- 08-24984-00

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 deleting and replacing the following definitions:

Back-up Plan ~ A written plan that is a required component of the plan of care for all CHOICES
members receiving companion care or non-residential CHOICES HCBS in their own home and
which specifies unpaid persons as well as paid consumer-directed workers and/or contract
providers (as 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 with assistance from the FEA as needed.

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

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

HCBS.
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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
either as SSI recipients or as members of the CHOICES 217-Like HCBS Group, and who
need and are receiving CHOICES HCBS as an alternative to nursing facility care. The
CHOICES 217-Like HCBS Group includes persons who could have been eligible under
42 CFR 435.217 had the state continued its 1915(c) HCBS waiver for elders and/or
persons with physical disabilities. TENNCARE has the discretion to apply an enrollment
target to this group, as described in TennCare rules and regulations.

3. 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. Group
3 was not included in CHOICES on the date of CHOICES implementation. TENNCARE
intends to include CHOICES Group 3 at such time that the State is permitted to modify
nursing facility level of care based on CMS interpretation of maintenance of effort
requirements set forth in the Affordable Care Act. . TENNCARE will notify the
CONTRACTOR at least sixty (60) days prior to the proposed date for including Group 3
in CHOICES. As of the date specified in that notice, the CONTRACTOR shall accept
members in CHOICES Group 3 and shall implement all of the requirements in this
Agreement that are applicable to CHOICES Group 3.

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

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

Consumer Direction of Eligible CHOICES HCBS — The opportunity for a CHOICES member
assessed to need specified types of CHOICES HCBS including attendant care, personal care,
homemaker, in-home respite, companion care and/or any other service specified in TennCare
rules and regulations as available for consumer direction to elect to 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
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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 PAE application.

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

CONTRACTOR:

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

Eligible CHOICES HCBS - Attendant care, personal care, homemaker, in-home respite,
companion care services and/or any other CHOICES HCBS specified in TennCare rules and
regulations as eligible for consumer direction for which a CHOICES member is determined to
need and elects 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 supetvision of
consumer-directed workers delivering the needed service(s). Eligible CHOICES HCBS do not
include home health or private duty nursing services.

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

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

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

Home and Community-Based Services (HCBS) — Services that are provided pursuant to a Section
1915(c) waiver or the CHOICES program as an alternative to long-term care institutional services
in a nursing facility or an Intermediate Care Facility for the Mentally Retarded (ICF/MR). HCBS
may also include optional or mandatory services that are covered by Tennessee’s Title XIX state
plan or under the TennCare demonstration for all eligible enrollees, 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 TennCare demonstration for all
eligible enrollees, although such services are subject to estate recovery and shall be counted for
purposes of determining whether a CHOICES member’s needs can be safely met in the
community within his or her individual cost neutrality cap.
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Immediate Eligibility — A mechanism by which the State can, based on a preliminary
determination of a person’s eligibility for the CHOICES 217-Like HCBS Group, enroll the
person into CHOICES Group 2 and provide immediate access to a limited package of CHOICES
HCBS pending a final determination of eligibility. To qualify for immediate eligibility, a person
must be applying to receive covered ongoing CHOICES HCBS, be determined by TENNCARE
to meet nursing facility level of care, have submitted an application for financial eligibility
determination to DHS, and be expected to qualify for CHOICES Group 2 based on review of the
financial information provided by the applicant. Immediate eligibility shall only be for specified
CHOICES HCBS (no other covered services) and for a maximum of forty-five (45) days from the
effective date of eligibility.

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

Ongoing CHOICES HCBS - Specified CHOICES HCBS which are delivered on a regular and
ongoing basis, 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, homemaker services, home-delivered
meals, personal emergency response systems (PERS), and/or adult day care.

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

Representative Agreement — The agreement between a CHOICES member electing consumer
direction of eligible CHOICES HCBS who has a representative direct and manage the
consumer’s worker(s) and the member’s representative that specifies the roles and responsibilities
of the member and the member’s representative.

Risk Agreement — An agreement signed by a member who will receive CHOICES HCBS (or
his/her representative) that includes, at a minimum, identified risks to the member of residing in
the community and receiving HCBS, the possible consequences of such risks, strategies to
mitigate the identified risks, and the member’s decision regarding his/her acceptance of risk. For
members 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.

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

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

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

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

2. Section 1 shall be amended by adding the following definition:

CHOICES Home and Community-Based Services (HCBS) — Services that are available only to
eligible persons enrolled in CHOICES Group 2 or Group 3 as an alternative to long-term care
institutional services in a nursing facility or to delay or prevent placement in a nursing facility.
Only CHOICES HCBS are 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 TennCare demonstration for all eligible enrollees, although such
services are subject to estate recovery and shall be counted for purposes of determining whether a
CHOICES member’s needs can be safely met in the community within his or her individual cost
neutrality cap.

3. Sections 2.4.5.1 and 2.4.5.2 shall be amended by adding the words “outbound 834” in front
of the words “enrollment file”.

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

5. Section 2.4.6.2 shall be amended by adding the words “(inbound 834)” after the words
“eligibility file”.
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6.

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

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

through the CHOICES program.”
Sections 2.6.1.5 through 2.6.1.5.8.5 shall be deleted and replaced as follows:

26.1.5 Long-Term Care Benefits for CHOICES Members

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

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

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

2.6.1.5.2.2 For Groups 1 and 2, TENNCARE determines that the enrollee meets nursing facility
level of care including for Group 2, that the enrollee needs ongoing CHOICES HCBS in
order to live safely in the home or community setting and to delay or prevent nursing
facility placement;

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

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

2.6.1.52.5 For Groups 2 and 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 community will not be subject to the
enrollment target for Group 2 but must meet categorical and financial eligibility for
Group 2.

2.6.1.5.3  For persons determined to be eligible for 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, homemaker services,
home-delivered meals, PERS, adult day care, and/or any other services as specified in
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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
financial eligibility for TennCare CHOICES, the CONTRACTOR shall authorize additional
services in accordance with Section 2.9.6.2.5. For members residing in a community-based
residential alternative at the time of CHOICES enrollment, authorization for community-
based residential alternative services shall be retroactive to the member’s effective date of
CHOICES enrollment.

2.6.1.54

The following long-term care services are available to CHOICES members, per Group, when
the services have been determined medically necessary by the CONTRACTOR.

€ | | Group?2

Nursing facility care X Short-term only | Short-term only
(up to 90 days) | (up to 90 days)

Community-based residential X
alternatives
Personal care visits (up to 2 visits X X
per da_y)
Attendant care (up to 1080 hours X X
per calendar year)
Homemaker services (up to 3 X X
visits per week)
Home-delivered meals (up to 1 X X
meal per day)
Personal Emergency Response X X
Systems (PERS)
Adult day care (up to 2080 hours X X
per calendar year)
In-home respite care (up to 216 X X
hours per calendar year)
In-patient respite care (up to 9 X X
days per calendar year)
Assistive technology (up to $900 X X
per calendar year)
Minor home modifications (up to X X
$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)
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2.6.1.5.5

2.6.1.5.5.1

2.6.1.552

2.6.1.5.6

2.6.1.5.7

2.6.1.5.8

2.6.1.5.8.1

2.6.1.5.82

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

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

For CHOICES members in Group 3, the total cost of CHOICES HCRS, excluding minor
home modifications, shall not exceed the expenditure cap (as defined in Section 1 of this
Agreement).

CHOICES- members may, pursuantto-Section 2.9.7, choose to participate “inconsumer
direction of eligible CHOICES HCBS and, at a2 minimum, hire, fire and supervise workers of
eligible CHOICES HCBS.

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

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

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

A member in Group 2 or 3 who repeatedly refuses to allow a care coordinator entrance
into his/her place of residence (Section 2.9.6);
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2.6.1.5.8.3

2.6.1.5.84

2.6.1.5.8.5

2.6.1.5.8.6

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

A member in Group 1 who fails to pay his/her patient liability and the CONTRACTOR is
unable to find a nursing facility willing to provide services to the member (Section
2.6.17.2).

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

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

2,6.1.59

2.6.1.5.9.1

2.6.1.5.9.2

2.6.1.593

ALk Peral Ty

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

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

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

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

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

before the word “HCBS”.
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9.

10.

Section 2.6.5.3 shall be deleted and replaced as follows:

2.6.53

If the CONTRACTOR chooses to provide cost effective alternative services to a CHOICES
member, in no case shall the cost of CHOICES HCBS, private duty nursing and home health
care for Group 2 exceed a member’s cost neutrality cap nor the total cost of CHOICES
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 pursuant to Section 2.6.5.2 of this Agreement including, as applicable:
CHOICES HCBS in excess of specified benefit limits, the one-time transition allowance for
Group 2 and NEMT for Groups 2 and 3.

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

2.6.7.2

2.6.7.2.1

Patient Liability

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

2.6.7.2.1.1

2.6.7.2.2

2.6.7.2.2.1

2.6.7.2.2.2

2.6.7.2.23

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

The CONTRACTOR shall delegate collection of patient liability for CHOICES Group 1
members to the nursing facility and shall pay the facility net of the applicable patient liability
amount.

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

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

files.

If the CONTRACTOR is unable to find an alternate nursing facility willing to 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 transition to Group 2 (Section
2.9.6.3).

10
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2.6.7.2.2.4

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

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

2.6.7.2.3.1

2.6.7.2.3.2

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

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

11.

2.6.7.2.3.2.1

2.6.72.3.2.2

2672323

2.6.72.3.3

2.6.72.3.4

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

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

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

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

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

Section 2.7.2.1.2 shall be deleted and replaced as follows:

2.72.1.2

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

11
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12.

273

13.

14.

Section 2.7.3 shall be deleted and replaced as follows:

Self-Direction of Health Care Tasks

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

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

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

Section 2.8.1.6 shall be deleted and replaced as follows:

15.

16.

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

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

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

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

29214 For covered long-term care services for CHOICES members who are transferring from
another MCO, the CONTRACTOR shall be responsible for continuing to provide covered
long-term care services, including both CHOICES HCBS authorized by the transferring
MCO and nursing facility services, without regard to whether such services are being
provided by contract or non-contract providers.

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

12
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29.2.14.2

29.2.143

29.2.14.4

292145

29.2.1.4.6

29.2.1.4.6.1

services (Level I or Level II) and/or reimbursement approved by TENNCARE (see
Section 2.14.1.12); however, the member may be transitioned to the community in
accordance with Section 2.9.6.8 of this Agreement.

For a member in CHOICES Group 2 or 3, within thirty (30) days of notice of the
member’s enrollment with the CONTRACTOR, a care coordinator shall conduct a face-
to-face visit (see Section 2.9.6.2.5), including a comprehensive needs assessment (see
Section 2.9.6.5), and develop a plan of care (see Section 2.9.6.6), and the
CONTRACTOR shall authorize and initiate CHOICES HCBS in accordance with the
new plan of care (see Section 2.9.6.2.5). If a member in Group 2 or 3 is receiving short-
term nursing facility care on the date of enrollment with the CONTRACTOR, a care
coordinator shall complete a face-to-face visit prior to the expiration date of the level of
nursing facility services approved by TENNCARE, but no later than thirty (30) days after
enrollment to determine appropriate needs assessment and care planning activities (see
Section 2.9.6.2.5 for members who will be discharged from the nursing facility and
remain in Group 2 or 3 and Section 2.9.6.2.4 for members who will remain in the nursing
facility and be enrolled in Group 1). If the expiration date for the level of nursing facility
services approved by TENNCARE occurs prior to thirty (30) days after enrollment, and
the CONTRACTOR is unable to conduct the face-to-face visit prior to the expiration
date, the CONTRACTOR shall be responsible for facilitating discharge to the community
or enrollment in Group 1, whichever is appropriate prior to the member’s exhaustion of
the 90-day short-term NF benefit.

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

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

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

any disruption in services.
The CONTRACTOR shall not:

Transition nursing facility residents or residents of community-based residential
alternatives to another facility unless (1) the member or his/her representative specifically
requests to transition, which shall be documented in the member’s file, (2) the member or
his/her representative provides written consent to transition based on quality or other
concerns raised by the CONTRACTOR, which shall not include the nursing facility’s
rate of reimbursement; or (3) the facility where the member is residing is not a contract
provider; if the community-based residential facility where the member is currently
residing is not a contract provider, the CONTRACTOR shall provide continuation of
services in such facility for at least thirty (30) days, which shall be extended as necessary
to ensure continuity of care pending the facility’s contracting with the CONTRACTOR
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Amendment Number 5 (cont.)

17.

18.

2921462

2921463

2921464

29.2.14.6.5

or the member’s transition to a contract facility; if the member is transitioned to a
contract facility, the CONTRACTOR shall facilitate a seamless transition to the new
facility; if the nursing facility where the member is currently residing is a non-contract
provider, the CONTRACTOR shall (a) authorize continuation of the services pending
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) authorize
continuation of the services pending facilitation of the member's transition to a contract
facility, subject to the member’s agreement with such transition; or (¢) may continue to
reimburse services from the non-contract nursing facility in accordance with TennCare
rules and regulations;

Transition Group 1 members to CHOICES HCBS unless the member chooses to receive
CHOICES HCBS as an alternative to nursing facility care and is enrolled in CHOICES
Group 2 (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 (1) the member
requires a short-term nursing facility care stay; (2) the member chooses to transition to a
nursing-facility-and-enrell-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 1;

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

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

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

Section 2.9.2.5 shall be deleted and replaced as follows:

2925

If the CONTRACTOR becomes aware that a CHOICES member will be transferring to

another MCO, the CONTRACTOR (including, but not limited to the member’s care
coordinator or care coordination team) shall, in accordance with protocols established by
TENNCARE, work with the other MCO in facilitating a seamless transition for that member.
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19.

Section 2.9.3.3,2.9.3.4 and 2.9.3.6 shall be deleted and replaced as follows:

2933

2934

For members in Group 2 the CONTRACTOR shall continue HCBS in the member’s
approved HCBS E/D waiver plan of care except case management for a minimum of thirty
(30) days after the member’s enrollment and thereafter shall not reduce HCBS unless the
member’s care coordinator has conducted a comprehensive needs assessment and developed
a plan of care and the CONTRACTOR has authorized and initiated HCBS in accordance with

the member’s new plan of care. If a member in CHOICES Group 2 is receiving short-term
nursing facility care, the CONTRACTOR shall continue to provide nursing facility services
to the member in accordance with the level of nursing facility services (Level I or Level 1))
and/or reimbursement approved by TENNCARE (see Section 2.14.1.12).

For a member in CHOICES Group 2, within ninety (90) days of CHOICES implementation,
the member’s care coordinator shall conduct a face-to-face visit (see Section 2.9.6.2.5),
including a comprehensive needs assessment (see Section 2.9.6.5), and develop a plan of care
(see Section 2.9.6.6), and the CONTRACTOR shall authorize and initiate CHOICES HCBS
in accordance with the new plan of care. If a member in Group 2 is receiving short-term
nursing facility care on the date of enrollment with the CONTRACTOR the member’s care

20.

2936

coordinator shall complete a face-to-face visit prior to the expiration date of the level of
nursing services approved by TENNCARE, but no more than ninety (90) days after
CHOICES implementation, to determine appropriate needs assessment and care planning
activities (see Section 2.9.6.2.5 for members who will be discharged from the nursing facility
and remain in Group 2 or 3 and Section 2.9.6.2.4 for members who will remain in the nursing
facility and be enrolled in Group 1). If the expiration date for the level of nursing facility
services approved by TENNCARE occurs prior to ninety (90) days after CHOICES
implementation, and the CONTRACTOR is unable to conduct the face-to-face visit prior to
the expiration date, the CONTRACTOR shall be responsible for facilitating discharge to the
community or enrollment in Group 1, whichever is appropriate.

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

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

29392

29394

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

Transition members in Group 2 or 3 to another HCBS provider for continuing services unless
the current HCBS provider is not a contract provider; if the current HCBS provider is not a
contract provider, the CONTRACTOR shall provide continuation of CHOICES HCBS from
that provider for at least thirty (30) days, which shall be extended as necessary to ensure
continuity of care pending the provider’s contracting with the CONTRACTOR or the
member’s fransition to a contract provider; if the member is transitioned to a contract
provider, the CONTRACTOR shall facilitate a seamless transition to the new provider.
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21.  Section 2.9.6.1 shall be amended by adding a new Section 2.9.6.1.6 and renumbering the
remaining Sections accordingly, including any references thereto.
29.6.1.6 The CONTRACTOR shall compute Care Coordination CHOICES-related timelines as
follows;
29.6.1.6.1 The day of the initiating event (e.g., receipt of a referral or receipt of the outbound 834
enrollment file is not to be included in the computation;
29.6.1.6.2 The Calendar Day immediately following the initiating event is day one (1) of timelines
utilizing calendar days. Each subsequent calendar day is included in the computation;
and ‘
29.6.1.6.3 The Business Day (see Section 1) immediately following the initiating event is day one
(1) of timelines utilizing business days. Each subsequent business day is included in the
computation.
22.  Sections 2.9.6.2.3 through 2.9.6.2.3.8 shall be deleted and replaced as follows:

29.6.2.3  Functions of the Single Point of Entry (SPOE)

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 nursing facility level of
care; 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.

29.623.2 For persons identified by TENNCARE or its designee as meeting the screening criteria,
or for whom TENNCARE or its designee opts not to use a screening process,
TENNCARE or its designee will conduct a face-to-face intake visit with the applicant. As
part of this intake visit TENNCARE or its designee will, using the tools and protocols
specified by TENNCARE, conduct a level of care and needs assessment; 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; and identify the
long-term care services and home health and/or private duty nursing services that may be
needed by the applicant upon enrollment into CHOICES that would build upon and not
supplant a member’s existing natural support system.

2.9.6.2.33 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
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Amendment Number 5 (cont.)

29.6.2.3.5

2.9.6.2.3.6

2.9.6.2.3.7

answering any questions the applicant may have; (2) provide information about estate
recovery; (3) provide choice counseling and facilitate the selection of an MCO by the
applicant or his/her representative; (4) provide information regarding freedom of choice
of nursing facility versus CHOICES HCBS, both verbally and in writing, and obtain a
Freedom of Choice form signed and dated by the applicant or his/her representative; (5)
provide detailed information and obtain signed acknowledgement of understanding
regarding a CHOICES member’s responsibility with respect to payment of patient
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 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; (7) 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 his/her 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 aceeptance of risk; (b) -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, including explanation
to the applicant regarding the individual cost neutrality cap, including that a change in a
member’s needs or circumstances that would result in the cost neutrality cap being
exceeded or that would result in the MCO’s inability to safely and 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; and (c) provide
information regarding consumer direction and obtain signed documentation of the
applicant’s interest in participating in consumer direction; and (8) provide information
regarding next steps in the process including the 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 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 and may be further
refined based on the CONTRACTOR’s comprehensive needs assessment and plan of
care development processes.

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

TENNCARE will notify the CONTRACTOR via the outbound 834 enrollment file when
a person has been enrolled in CHOICES, the member’s CHOICES Group, and any
applicable patient liability amounts (See Section 2.6.7). For members in CHOICES
Group 2, TENNCARE will notify the CONTRACTOR of the member’s cost neutrality
cap (see definition in Section 1 and Section 2.6.1.5.2.3), which shall be the average cost
of Level 1 nursing facility care unless a higher cost neutrality cap is established by
TENNCARE based on information submitted by the AAAD or MCO (as applicable) in
the level of care.
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Amendment Number 5 (cont.)

2.9.6.2.3.8

23.  Sections 2.9.6.2.4 through 2.9.6.2.4.8 shall be deleted and replaced as follows:

29.6.24

29.6.24.1

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 signed risk agreement (for members in
CHOICES Group 2), and the services identified by TENNCARE or its designee that the
member may need upon CHOICES enrollment,

Functions of the CONTRACTOR for Members in CHOICES Group 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 nursing facility services (Level I or Level II) and/or
reimbursement approved by TENNCARE (see Section 2.14.1.12), except that the
CONTRACTOR may reimburse a lesser level of service when such lesser level of service
is billed by the facility. Reimbursement for such services shall be from the current
provider as of the effective date of CHOICES enrollment. The CONTRACTOR shall not

296242

2.9.6.2.43

2.9.6.2.4.4

move members enrolled in CHOICES Group 1 who are, upon CHOICES enrollment,
receiving nursing facility services, to another facility unless: (1) the member or his/her
representative specifically requests to move, which shall be documented in the member’s
file; (2) the member or his/her representative provides written consent to move based on
quality or other concerns raised by the CONTRACTOR, which shall not include the
nursing facility’s rate of reimbursement; or (3) the facility where the member is residing
is not a contract provider. If the nursing facility is a non-contract provider, the
CONTRACTOR shall (a) provide continuation of the services pending enrollment of the
facility as a contract provider (except a facility excluded for a 2-year period when the
facility has withdrawn from Medicaid participation); (b) provide continuation of the
services pending facilitation of the member's transition to a contract facility, subject to
the member’s agreement with such transition; or (¢) may continue to reimburse services
from the non-contract nursing facility in accordance with TennCare rules and regulations.

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

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

For 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 and/or reimbursement
(including the duration of such level of care and/or reimbursement) approved by
TENNCARE (see Section 2.14.1.12), except that the CONTRACTOR may reimburse a
lesser level of service when such lesser level of service is billed by the facility. .
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24.

25.

2.9.6.24.5 For CHOICES members approved by TENNCARE for Level II (or skilled) 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 Level 11 nursing facility services are no longer medically
necessary, and for the submission of information needed by TENNCARE to reevaluate
the member’s level of care for nursing facility services (see also Section 2.14.1.12.2).

Sections 2.9.6.2.5.2 and 2.9.6.2.5.3 shall be amended by adding the word “CHOICES” in

front of the word “HCBS”.

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

29.6.25.8 As part of the face-to-face visit for members in CHOICES Group 2, the care coordinator

296259

shall review, and revise as necessary, the member’s risk assessment and risk agreement
and have the member or his/her representative sign and date any revised risk agreement.

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

2.9.6.2.5.10

2.9.6.2.5.11

2.9.6.2.5.12

29.6.2.5.13

consumer direction and obtain written confirmation of the member's decision. The care
coordinator shall also provide member education regarding choice of contract providers
for CHOICES HCBS, subject to the provider’s availability and willingness to timely
deliver services, and obtain signed confirmation of the member’s choice of contract
providers.

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

The member’s care coordinator/care coordination team shall provide at least verbal
notification to the member prior to initiation of CHOICES HCBS identified in the plan of
care regarding any change in providers selected by the member for each CHOICES
HCBS, including the reason such change has been made.

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

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

19




Amendment Number 5 (cont.)

26.  Section 2.9.6.3.1.5 through 2.9.6.3.1.5.5 shall be deleted and replaced as follows:

2.9.63.1.5

2.9.6.3.1.5.1

Periodic review (at least quarterly) of?

Claims or encounter data;

2.9.6.3.1.5.2  Hospital admission or discharge data;

2.9.6.3.1.53  Pharmacy data; and

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

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

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

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

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

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

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 shall: (1) verify the member’s current
eligibility category based on information provided by TENNCARE in the outbound 834
enrollment 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, for persons seeking to enroll in CHOICES Group 2, whether the member appears to meet
categorical and financial eligibility criteria for the Institutional (i.e., CHOICES 217-Like
HCBS) category; (2) determine whether the member appears to meet level of care eligibility
for CHOICES; and (3) for members 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.

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

2.9.6.3.3.1

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

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

Section 2.9.6.3.7 shall be deleted and replaced as follows:

2.9.6.3.7

If the member does not meet the telephone screening criteria, the CONTRACTOR shall
notify the member verbally and in writing in the format prescribed by TENNCARE: (1) that
he/she does not appear to meet the criteria for enrollment in CHOICES; (2) that he/she has
the right to continue with the CHOICES intake process and, if determined not eligible, to
receive notice of such denial, including the member’s due process right to appeal; and (3)
how, if the member wishes to proceed with the CHOICES intake process, the member can
submit a written request to proceed with the CHOICES intake process to the
CONTRACTOR. In the event that a member does submit such written request, the
CONTRACTOR shall process the request as a new referral and shall conduct a face-to-face
intake visit, including level of care assessment and needs assessment, within ten (10) business

30.

31.

days of receipt of the member’s written request, unless a later date is requested by the
member, which shall be documented in writing in the CHOICES intake record.

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

“HCBS”.

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

2.9.63.9

As part of the face-to-face intake visit, the care coordinator shall: (1) provide general
CHOICES education and information, as specified by TENNCARE, to the member and assist
in answering questions the member may have; (2) provide information about estate recovery;
(3) provide assistance, as necessary, in facilitating gathering of categorical/financial
documentation needed by DHS; (4) 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; (b) make a determination regarding whether the person’s needs can
be safely and effectively met in the community and at a cost that does not exceed nursing
facility care, and provide explanation to the member regarding the individual cost neutrality
cap, including that a change in needs or circumstances that would result in the cost neutrality
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2.9.6.3.10

2.9.6.3.10.1

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; and (c)
provide information regarding consumer direction and obtain written confirmation of the
member’s decision regarding participation in consumer direction; and (8) for all members,
provide information regarding choice of contract providers, subject to the provider’s
availability and willingness to timely deliver services, and obtain signed documentation of the
member’s choice of contract providers.

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

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

2.9.6.3.10.2

2.9.6.3.10.3

2.9.6.3.10.4

2.9.6.3.11

29.6.3.11.1

29.63.11.2

29.63.12

or member’s representative to-discontinue the process;

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

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

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

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

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

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

For CHOICES referrals by or on behalf of a potential CHOICES member, regardless of

referral source, the care coordinator shall conduct the face-to-face intake visit and shall
develop a plan of care, as appropriate (see Section 2.9.6.6), within ten (10) business days of
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29.63.13

29.63.14

2.9.6.3.15

29.6.3.15.1

29.6.3.15.2

2.9.6.3.16

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

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

Once completed, the CONTRACTOR shall submit the level of care and, for members
requesting CHOICES HCBS, documentation, as specified by TENNCARE, to verify that the
member’s needs can be safely and effectively met in the community and within the cost
neutrality cap to TENNCARE as soon as possible but no later than five (5) business days of
the face-to-face visit. The CONTRACTOR shall make every effort to obtain supporting
documentation required for the level of care in a timely manner and shall document in writing
the cause of any 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 complete, 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.

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

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

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

The CONTRACTOR shall be responsible for (1) advising members who appear to meet the
nursing facility level of care that are seeking access to CHOICES HCBS through enrollment
in CHOICES Group 2 when an enrollment target has been (or will soon be) reached; (2)
advising such persons that they may choose to receive nursing facility services if CHOICES
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29.6.3.17

2.9.63.18

2.9.6.3.19

2.9.6.3.20

2.9.6.3.20.1

2.9.6.3.20.2

2.9.6.3.20.3

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

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 and, if the member is enrolled in CHOICES, the
member’s CHOICES Group and applicable patient liability amounts (see Section 2.6.7). For
members in CHOICES Group 2, TENNCARE will notify the CONTRACTOR of the
member’s cost neutrality cap (see definition in Section 1 and see Section 2.6.1.5.2.3), which
shall be the average cost of Level 1 nursing facility care unless a higher cost neutrality cap is
established by TENNCARE based on information submitted by the AAAD or MCO (as
applicable)-in the level of care.

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

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

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 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 2.14.1.12), except that the CONTRACTOR may reimburse a
lesser level of service when such lesser level of service is billed by the facility.

The CONTRACTOR shall provide at least verbal notice to the member prior to initiation
of CHOICES HCBS identified in the plan of care regarding any change in providers
selected by the member for each CHOICES HCBS; including the reason such change has
been made. If the CONTRACTOR is unable to place a 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.

If the CONTRACTOR is unable to initiate any long-term care service within the
timeframes specified in this Agreement, the CONTRACTOR shall issue written notice to
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2.9.6.3.204

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

For members enrolled in CHOICES Groups 1 or 2 who are, upon CHOICES enrollment,
receiving nursing facility or community-based residential alternative services from a
contract provider, the CONTRACTOR shall authorize such services from the current
provider-as-of the effective date of CHOICES enrollment. The CONTRACTOR shall not
move members enrolled in CHOICES Groups 1 or 2 who are, upon CHOICES
enrollment, receiving services in a nursing facility or 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, which shall not include the nursing
facility’s rate of reimbursement; or (3) the facility where the member is residing is not a
contract provider; if the community-based residential facility where the member is
currently residing is not a contract provider, the CONTRACTOR shall provide
continuation of services in such facility for at least thirty (30) days, which shall be

2.9.6.3.20.5

2.9.6.3.20.6

2.9.6.3.20.7

2.9.6.3.20.8

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

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

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

The CONTRACTOR shall not admit a member enrolled in CHOICES Group 2 to a
nursing facility unless: (1) the member requires a short-term nursing facility care stay; (2)
the member chooses to transition 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 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: (1) the member meets nursing facility level of care and is
expected to require nursing facility services for ninety (90) days or less; or (2) the
member meets nursing facility level of care, is expected to require nursing facility
services for more than ninety (90) days and chooses to transition to a nursing facility and
enroll in Group 1.
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2.9.63.21

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

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

The CONTRACTOR may utilize a care coordination team approach to performing care
coordination activities prescribed in Section 2.9.6. For each CHOICES member, the
CONTRACTOR’s care coordination team shall consist of the member’s care coordinator and
specific other persons with relevant expertise and experience appropriate to address the needs
of CHOICES members. Care coordination teams shall be discrete entities within the
CONTRACTOR’s organizational structure dedicated to fulfilling CHOICES care
coordination functions. The CONTRACTOR shall establish policies and procedures that
specify, at a minimum: the composition of care coordination teams; the tasks that shall be
performed directly by the care coordinator as specified in this Agreement, including needs
assessment, development of the plan of care, and all minimum care coordination contacts; the
tasks that may be performed by the care coordinator or the care coordination team; measures
taken to ensure that the care coordinator remains the member’s primary point of contact for
the CHOICES program and related issues; escalation procedures to elevate issues to the care
coordinator in a timely manner; and measures taken to ensure that if a member needs to reach
his/her care coordinator specifically, calls that require immediate attention by a care
coordinator are handled by a care coordinator and calls that do not require immediate
attention are returned by the member’s care coordinator the next business day. The
CONTRACTOR may elect to utilize specialized intake coordinators or intake teams for
initial needs assessment and care planning activities. All intake activities identified as
responsibilities of the care coordinator shall be completed by an individual who meets all of
the requirements to be a care coordinator. Should the CONTRACTOR elect to utilize
specialized intake coordinators or intake teams, the CONTRACTOR shall develop policies
and procedures which specify how the contractor will coordinate a seamless transfer of
information from the intake coordinator or team to the member’s care coordinator.

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

2.9.6.6.1.1

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
health, functional, or quality of life outcomes (e.g., related to disease management or
pharmacy management) or to increase and/or maintain functional abilities. A copy of any
supplements to the nursing facility plan of care, and updates to such supplements, shall be
maintained by the CONTRACTOR in the member’s file.

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

29.6.6.2.4

The plan of care developed for CHOICES members in Groups 2 and 3 prior to initiation
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,
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35.

36.

37.

and/or implementation of health care (including long-term care) related services and
supports; (2) care, including specific tasks and functions, that will be performed by
family members and other caregivers; (3) home health, private duty nursing, and long-
term care services the member will receive from other payor sources including the payor
of such services; (4) home health and private duty nursing that will be authorized by the
CONTRACTOR, except in the case of persons enrolled 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 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 identified needed services shall be listed in the plan of care; (6) a detailed
back-up plan for situations when regularly scheduled HCBS providers are unavailable or
do not arrive as scheduled; the back-up plan may include paid and unpaid supports and
shall include the names and telephone numbers of persons and agencies to contact and the
services provided by listed contacts; the CONTRACTOR shall assess the adequacy of the
back-up plan; and (7) for CHOICES Group 2 members, the projected TennCare monthly
and annual cost of home health and private duty nursing identified in (4) above, and the
projected monthly and annual cost of CHOICES HCBS specified in (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 2.9.6.6.2.5.11 shall be amended by adding the words “eligible CHOICES?” in front
of the word “HCBS”.

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

2.9.6.6.2.6

The member’s care coordinator/care coordination team shall ensure that the member
reviews, signs and dates the plan of care as well as any updates. The care coordinator
shall also sign and date the plan of care, along with any updates.

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

2.9.6.6.2.8

29.6.6.2.9

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. The CONTRACTOR shall comply with requirements for service authorization in
Section 2.9.6.2.5.10, change of provider in Section 2.9.6.2.5.11, and notice of service
delay in Section 2.9.6.2.5.12.

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 will be contacted by TENNCARE or its designee near the
date a redetermination is needed to assist them with the process, e.g., collecting
appropriate documentation and completing the necessary forms.
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38.

39.

Section 2.9.6.7.2.1 shall be amended by deleting the phrase “in CHOICES Group 1”.

2.9.6.7.2.1

Members who are waiting for placement in a nursing facility;

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

2.9.6.8

2.9.6.8.1

2.9.6.8.1.1

29.6.8.1.2

Nursing Facility-to-Community Transition

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

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

Identification through the care coordination process, including but not limited to:
assessments, information gathered from nursing facility staff or participation in Grand

29.68.1.3

2.9.6.8.2

2.9.6.8.3

29.68.4

Rounds (as defined in Section 1); and

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

For transition referrals by or on behalf of a nursing facility resident, regardless of referral
source, the CONTRACTOR shall ensure that within fourteen (14) days of the referral a care
coordinator conducts an in-facility visit with the member to determine the member’s interest
in and potential ability to transition to 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 when
the member expresses a desire to continue receiving nursing facility services.

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

If the member wishes to pursue transition to the community, within fourteen (14) days of the
initial visit (see Sections 2.9.6.8.2 and 2.9.6.8.3 above) or within fourteen (14) days of
identification through the care coordination process, the care coordinator shall conduct an in-
facility assessment of the member’s ability and/or desire to transition using tools and
protocols specified or prior approved in writing by TENNCARE. This assessment shall
include the identification of any barriers to a safe transition.
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29.6.8.5

29.6.8.6

2.9.6.8.7

2.9.6.8.8

29.6.8.9

2.9.6.8.10

29.6.8.11

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

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

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

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

As part of transition planning, prior to the member’s physical move to the community, the
care coordinator shall visit the residence where the member will live to conduct an on-site
evaluation of the physical residence and meet with the member’s family or other caregiver
who will be residing with the member (as appropriate). The care coordinator shall include in
the transition plan activities and/or services needed to mitigate any perceived risks in the
residence including but not limited to an increase in face-to-face visits beyond the minimum
required contacts in Sections 2.9.6.8.18 and 2.9