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29. Section C.3.4.8 shall be deleted and replaced as follows: 
 

C.3.4.8 In the event the amount of the six percent (6%) premium tax is increased or decreased during the term 
of this Contract, the payments shall be increased or decreased by an amount equal to the 
increase/decrease in premium payable by the CONTRACTOR. 

 
30. Section E.13 shall be amended by adding new Sections E.13.48 and E.13.49 as follows: 

 
E.13.48 The Mental Health Parity and Addiction Equity Act of 2008 (MHPAEA) as amended by 

PPACA.  
 
E.13.49 The minimum and maximum hospital aggregate reimbursement levels as defined in Public 

Chapter 276, “The Annual Coverage Assessment Act of 2015”.  
 

31. Attachment VIII shall be amended by adding a new Item 113 and deleting and replacing 
the renumbered Item 126 as follows: 

 
113. Behavioral Crisis Prevention, Intervention, and Stabilization Services for Individuals with Intellectual 

or Developmental Disabilities (I/DD) Report (See Section A.2.30.4.5) 
 
 

126. Monthly MFP Participants Report (see Section A.2.30.6.9) 
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MEMORANDUM
Mike Perry, Chief Procurement Officer
Department of General Services

Senator Bill Ketron, Chairman qF \
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December I0,2014

SUBJECT: Contract Comments
(Fiscal Review Committee Meeting LZl9l20I4)

RFS# 318.65-00374 (Edison # 40197)
Department: Finance and Administration
Division: Health Care Finance and Administration/Bureau of TennCare
Vendor: Volunteer State Health Plan, fnc., d.b.a. BlueCare Tennessee
Summary: The vendor is responsible for statewide managed care
services for physical health services, behavioral health services, and
long term services for eligible TennCare enrollees. The proposed
amendment revises the scope of services to provide specifrc language
changes regarding LTSS, Quality Oversight, minimum net worth
requirements, CMS Health Insurer Fee requirements, and
transportation clarifi cations.
Current maximum liability: $3,775,331,800
Proposed maximum liability: $3,775,331,800

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

cc: The Honorable Darin Gordon, Deputy Commissioner
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Agency Tracking# Edison ID Contract# Amendment# 

31865-00374 40197 01 

Contractor Legal Entity Name Edison Vendor ID 

Volunteer State Health Plan, Inc., d/b/a BlueCare Tennessee 0000071694 

Amendment Purpose & Effect(s) 

Updates Scope for the continued provision of Statewide TennCare Managed Care Services 

Amendment Changes Contract End Date: DYES IZI NO I End Date: December 31, 2016 

TOTAL Contract Amount INCREASE or DECREASE Rer this Amendment (zero if N/A): $ 0.00 

Funding-

FY State Federal Interdepartmental Other TOTAL Contract Amount 

2014 $0.00 $0.00 $0.00 

2015 $324,807,988.00 $602,949,762.00 $927,757,750.00 

2016 $660,871,832.00 $1,226,794,068.00 $1,887,665,900.00 

2017 $336,063,843.00 $623,844,307.00 $959,908, 150.00 

TOTAL : $1,321, 743,663.00 $2,453,588, 137 .00 $3, 775,331,800.00 

American Recovery and Reinvestment Act (ARRA) Funding: DYES IZI NO 

Budget Officer Confirmation: There is a balance in the 
appropriation from which obligations hereunder are required 

CPO USE 

to be paid that is not already encumbered to pay other 
obligations. 

Speed Chart (optional) Account Code (optional) 



AMENDMENT NUMBER 1 
STATEWIDE CONTRACT 

BETWEEN 
THE STATE OF TENNESSEE, 

d.b.a. TENNCARE 
AND 

VOLUNTEER STATE HEALTH PLAN, INC., 
d.b.a. BLUECARE 

EDISON RECORD ID: 40197 

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 Contract 
by and between the State of Tennessee TennCare Bureau, hereinafter referred to as TENN CARE, and Volunteer 
State Health Plan, Inc., hereinafter referred to as the CONTRACTOR as specified below. 

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

1. Section A.lshall 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 June 30, 2015, "at risk" is defined as 
adults age sixty-five (65) and older or age twenty-one (21) or older with physical disabilities who receive SSI or 
meet Nursing Financial eligibility criteria, and also meet the Nursing Facility level of care in effect on June 30, 
2012. 

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 Contract and in accordance with Section A.2.9.6, but shall not perform activities that must be 
performed by the Care Coordinator, including needs assessment, caregiver assessment, development of the plan of 
care, and minimum Care Coordination contacts. 

CHOICES At-Risk Demonstration Group - Individuals who are age sixty-five (65) and older and adults age 
twenty-one (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 ofTENNCARE 
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 June 
30, 2015. Individuals enrolled in the CHOICES At-Risk Demonstration Group as of June 30, 2015, may continue 
to qualify in this group after June 30, 2015 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 
CHOICES At-Risk Demonstration Group and in CHOICES 3. 



Amendment 1 (cont.) 

CHOICES Group (Group)- One of the three groups ofTennCare 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. 

Group3 
Persons age sixty-five (65) and older and adults age twenty-one (21) and older with physical disabilities 
who qualify for TennCare as SSI recipients, who do not meet the nursing facility level of care, but who, in 
the absence of CHOICES HCBS, are "at-risk" for nursing facility care, as defined by the State. 
TENNCARE has the discretion to apply an enrollment target to this group as described in TennCare rules 
and regulations. 

Interim Group 3 (open for new enrollment only between July 1, 2012, through June 30, 2015) 
Persons age sixty-five (65) and older and adults age twenty-one (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 Contract 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. 

Community-Based Residential Alternatives to Institutional Ca.re (Community-Based Resident iaJ Alternatives) -
Residential services that offer a cost-effective, community-based alternative to nursing facility care for persons 
who are elderly and/or adults with physical disabilities. This includes, but is not limited to, community living 
supports, community living supports-family model, assisted care living facility services, critical adult care homes, 
and companion care. 

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 (ORA), (Pub. L. 109-171 (S. 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 1, 2010), the State's approved MFP Operational Protocol and TennCare Rules, a member 
who qualifies to participate in MFP. Such person, immediately before beginning participation in the MFP 
demonstration project, shall: 

1. Reside in a Qualified Institution, i.e., a Nursing Facility (NF), hospital, or an Intermediate Care 
Facility for Individuals with Intellectual Disabilities (ICF/110), and have resided in any combination of 
such Qualified Institutions for a period of not less than ninety (90) consecutive days. 

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 
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Amendment 1 (cont.) 

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 ofreceiving 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. 

c. Short-term continuous care in a nursing facility, to include Level 2 nursing facility reimbursement, 
for episodic conditions to stabilize a condition rather than admit to hospital or to facilitate hospital 
discharge, and inpatient rehabilitation facility services reimbursed by the CONTRACTOR (i.e., not 
covered by Medicare) as a cost-effective alternative (Refer to Section A.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. For purposes of this Contract, an Eligible Individual must reside in a Qualified Institution and be eligible 
to enroll and transition seamlessly into CHOICES Group 2, or one of the 1915(c) HCBS Waivers, without 
delay or interruption. 

3. Meet nursing facility or ICF/IID 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. 

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 1, 2012, through 
June 30, 2015. Individuals enrolled in the MOE Demonstration Group as of June 30, 2015, may 
continue to qualify in this group after June 30, 2015, 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. 

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 Qualified Institution 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. 
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Amendment 1 (cont.) 

Plan of Care - As it pertains to Population Health the plan of care 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. 

As it pertains to CHOICES, the plan of care is a written plan developed by the CONTRACTOR in accordance 
with Section A.2.9. 6.6 through a person-centered planning process that assesses the member's needs and outlines 
the services and supports that will be provided to the member to meet their identified needs (including unpaid 
supports provided by family members and other caregivers, and paid services provided by the CONTRACTOR 
and other payor sources) and addresses the member's health and long-term services and support needs in a 
manner that reflects member preferences and goals. The person-centered planning process is directed by the 
member with long-term support needs, and may include a representative whom the member has freely chosen and 
others chosen by the member to contribute to the process. This planning process, and the resulting person­
centered plan of care, will assist the member in achieving personally defined outcomes in the most integrated 
community setting, ensure delivery of services in a manner that reflects personal preferences and choices, and 
contribute to the assurance of health and welfare. 

Transition Team - Teams the CONTRACTOR shall maintain beginning July 1, 2015 to fulfill its obligations 
pursuant to Nursing Facility to Community Transitions (see Section A.2.9.6.8) and the MFP Rebalancing 
Demonstration (see Section A.2.9.8). The Transition Team shall consist of at least one (1) dedicated staff person 
without a caseload in each Grand Region in which the CONTRACTOR serves TennCare members, who also 
meets the qualifications of a care coordinator specified in Section A.2.9.6.11. The transition team may also 
include 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. Any such staff shall not be reported 
in the care coordinator ratios specified in Section A.2.9.6.11, and shall be responsible for proactively identifying 
TennCare members in NFs who are candidates to transition to the community and to further assist with the 
completion of the transition process specified in Section A.2.9.6.8. 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. The fourth paragraph in the "Benefit Limit" Column of the "Non-emergency Medical 
Transportation (including Non-Emergency Ambulance Transportation)" Service in Section 
A.2.6.1.3 shall be deleted and replaced as follows: 

Mileage reimbursement, car rental fees, or other reimbursement for use of a private automobile (as 
defined in Exhibit A to Attachment XI) is not a covered NEMT service, unless otherwise allowed or 
required by TENNCARE as a pilot project or a cost effective alternative service. 
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Amendment 1 (cont.) 

3. Community-based residential alternatives in Section A.2.6.1.5.3 shall be amended by 
adding language to the Group 3 column and a corresponding footnote as follows: 

2.6.1.5.3 The following long-term care services are available to CHOICES members, per Group, when 
th h b d t . d d" II b h CONTRACTOR e services ave een e ermme me tea ty necessary ~Y t e 

Service and Benefit Limit Group 1 Group2 Group3 
Nursing facility care x Short-term Short-term 

only (up to only 
90 days) (up to 90 

days) 
Community-based residential x (Specified 
alternatives CBRA 

services and 
levels of 

reimbursement 
only. See 
below) 1 

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 x x 
1 meal per day) 
Personal Emergency x x 
Response Systems (PERS) 
Adult day care (up to 2080 x x 
hours per calendar year) 
In-home respite care (up to x x 
216 hours per calendar year) 
In-patient respite care (up to x x 
9 days per calendar vear) 
Assistive technology (up to x x 
$900 per calendar year) 

1 CBRAs for which Group 3 members are eligible include only: Assisted Care Living Facility services, 
Community Living Supports 1 (CLS 1), and Community Living Supports-Family Model 1 (CLS-FMI) 
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Amendment I (cont.) 

Service and Benefit Limit Group 1 Groupl Group3 
Minor home modifications x x 
(up to $6,000 per project; 
$10,000 per calendar year; 
and $20,000 per lifetime) 
Pest control (up to 9 units per x x 
calendar year) 

4. Section A.2.6.7.2.3.1 and A.2.6.7.2.3.2 shall be deleted and replaced as follows: 

2.6.7.2.3. l 

2.6.7.2.3.2 

The Contractor shall delegate collection of patient liability for CHOICES Group 2 and 3 
members who reside in a CBRA (i.e., an assisted care living facility, community living 
support, community living support-family model, or adult care home as licensed under 
68-11-20 I) to the CBRA 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, including 
members who are receiving short-term nursing facility care, or who receive adult day 
care services and from Group 2 members who receive Companion Care. 

5. Section A.2.8.2.1.1 shall be deleted and replaced as follows: 

2.8.2. l.l The CONTRACTOR shall make reasonable attempts to assess member's health risk utilizing 
the appropriate common mini-health survey approved by the Bureau and Population Health 
staff or a comprehensive health risk assessment. The information collected from these health 
surveys will be used to align individual members with appropriate intervention approaches 
and maximize the impact of the services provided. 

6. Section A.2.8.3.1 shall be deleted and replaced as follows: 

2.8.3. l At time of enrollment and annually thereafter, the CONTRACTOR shall make a reasonable 
attempt to assess the member's health as detailed in Section A.2.8.2. l. l of this contract. A 
completed approved mini-health survey or comprehensive health risk assessment done in the 
prior twelve (12) months by any TennCare MCO may be used to meet the annual 
requirement. 

7. Section A.2.8.4.5.2 shall be deleted and replaced as follows: 

2.8.4.5.2 The CONTRACTOR shall at a minimum make three outreach attempts to contact each newly 
identified member as eligible for Chronic Care Management to offer the member enrollment 
in the program. For those members known to have urgent or critical needs more and varied 
types of contact attempts may be indicated. All non-critical 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. 
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Amendment 1 (cont.) 

8. Section A.2.8.4.7.2 shall be deleted and replaced as follows: 

2.8.4.7.2 The CONTRACTOR shall at a minimum make three (3) outreach attempts as detailed in 
Section A.2.8.4.5.2 of this Contract to contact newly identified members eligible for Complex 
Care Management to offer the member enrollment in the program. The outreach attempts 
shall be completed within the appropriate timeframes according to NCQA standard QI 7 for 
complex case management. For those members known to have urgent or critical needs, more 
and varied types of contact attempts may be indicated. 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. 

9. Section A.2.8.7 shall be deleted and replaced as follows: 

A.2.8.7 Clinical Practice Guidelines 

Population Health programs shall utilize evidence-based clinical practice guidelines that follow 
current NCQA QI 9 guidelines. A list of clinical practice guidelines for conditions referenced in 
Section A.2.8.2.1.3.1 of this Contract, as well as Maternity, Obesity, and Preventive Services must be 
submitted for review by TENNCARE on an annual basis. 

10. Section A.2.9.2.1.4.2 shall be deleted and replaced as follows: 

2.9.2.1.4.2. 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 A.2.9.6.2.5), including a comprehensive needs assessment (see 
Section A.2.9.6.5) and a caregiver assessment, and develop a plan of care (see Section 
A.2.9.6.6), and the CONTRACTOR shall authorize and initiate CHOICES HCBS in 
accordance with the new plan of care (see Section A.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 A.2.9.6.2.5 for members who will be discharged 
from the nursing facility and remain in Group 2 or 3 and Section A.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. 

11. Section A.2.9.3.2 shall be amended by adding additional text to the end of the existing 
paragraph as follows: 

2.9.3.2 For each transitioning CHOICES member, the CONTRACTOR shall be responsible for the 
costs of continuing to provide covered long-term care services authorized by the member's 
previous MCO, including, as applicable, CHOICES HCBS in the member's approved plan of 
care and nursing facility services without regard to whether such services are being provided 
by contract or non-contract providers for at least thirty (30) days, which shall be extended as 
necessary to ensure continuity of care pending the provider's contracting with the 
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Amendment 1 (cont.) 

CONTRACTOR or the member's transition to a contract provider; if the member is 
transitioned to a contract provider, the CONTRACTOR shall facilitate seamless transition to 
the new provider. 

12. Section A.2.9 shall be amended by adding a new Section A.2.9.4 as follows and 
renumbering the existing Section A.2.9 accordingly, including any references thereto. 

2.9.4 CHOICES Assessments for a CONTRACTOR'S Current Members Under the Age of Twenty-One 

2.9.4.1 When a member, other than those receiving home health or private duty nursing services in 
excess of specified benefit limits for adults is turning age twenty-one (21), the 
CONTRACTOR shall, at least sixty (60) days prior to the member's 21st) birthday, conduct 
an in-home assessment to determine whether the member is interested in applying for 
CHOICES, and if so, shall, pursuant to Section A.2.9.6.3.8 conduct an in-home assessment 
and, subject to the member's eligibility to enroll in CHOICES, coordinate with TENNCARE 
to help facilitate enrollment in CHOICES and initiation of CHOICES benefits on the 
member's 21st birthday. 

13. The renumbered Section A.2.9.6.2.5.3 shall be amended by adding the phrase "conduct a 
caregiver assessment," as follows: 

2.9.6.2.5.3 The care coordinator shall, for all other CHOICES members in Groups 2 and 3 not 
specified in Sections A.2.9.6.2.5.1 -A.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 A.2.9.6.5), conduct a 
caregiver assessment, develop a plan of care (see Section A.2.9.6.6), and authorize and 
initiate CHOICES HCBS. 

14. The renumbered Section A.2.9.6.2.5.9.2 shall be deleted and replaced as follows: 

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 Section A.2.9.6.2.5.9 the Care Coordinator shall, in a manner prescribed by 
TENNCARE, complete a Safety Determination Request Form, including all required 
documentation as required by TENNCARE, and coordinate with TENNCARE to review 
the member's level of care, and if nursing facility level of care is approved, to facilitate 
transition to CHOICES Group 1 or 2. 
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Amendment 1 (cont.) 

15. The renumbered Section A.2.9.6.2.5 shall be amended by adding new Sections 
A.2.9.6.2.5.16 through A.2.9.6.2.5.16.1.4 as follows: 

2.9.6.2.5.16 Caregiver Assessment 

2.9.6.2.5.16. l For members in Groups 2 and 3 

2.9.6.2.5.16.1.1 The care coordinator shall conduct a caregiver assessment using a tool prior approved 
by TENNCARE and in accordance with protocols specified by TENNCARE as part 
of its face-to-face visit with new members in CHOICES Groups 2 and 3 (see Section 
A.2.9.6.2.5) and as part of its face-to-face intake visit for current members applying 
for CHOICES Groups 2 and 3. 

2.9.6.2.5.16.1.2 At a minimum, for members in CHOICES Groups 2 and 3, the caregiver assessment 
shall include: (1) an overall assessment of the family member(s) and/or caregiver(s) 
providing services to the member to determine the willingness and ability of the 
family member(s) or caregiver(s) to contribute effectively to the needs of the 
member, including employment status and schedule, and other care-giving 
responsibilities (2) an assessment of the caregiver's own health and well-being, 
including medical, behavioral, or physical limitations as it relates to the caregiver's 
ability to support the member; (3) an assessment of the caregiver's level of stress 
related to care-giving responsibilities and any feelings of being overwhelmed; (4) 
identification of the caregiver's needs for training in knowledge and skills in assisting 
the person needing care; and (5) identification of any service and support needs to be 
better prepared for their care-giving role. 

2.9.6.2.5.16.1.3 The caregiver assessment shall be conducted at least once every 365 days as part of 
the annual review, upon a significant change in circumstances as defined in Section 
A.2.9.6.9.2.1.17, and as the care coordinator deems necessary. 

2.9.6.2.5.16.1.4 All requirements pertaining to caregiver assessments shall be effective on July 1, 
2015. 

16. The renumbered Section A.2.9.6.3.1 shall be amended by adding a new Section 2.9.6.3.1.3 
as follows and renumbering the remaining Section accordingly, including any references 
thereto. 

2.9.6.3.1.3 Identification by the CONTRACTOR of a member receiving home health or private duty 
nursing services who will be subject to a reduction in covered services provided by the 
CONTRACTOR upon turning twenty-one (21) years of age (see Section A.2.9.4); 

17. The renumbered Section A.2.9.6.3.14 shall be deleted and replaced with Sections 
A.2.9.6.3.14 through A.2.9.6.3.14.6 as follows: 

2.9.6.3.14 Once completed, in the manner prescribed by TENNCARE the CONTRACTOR shall submit 
the level of care (i.e., PAE application) and, for members requesting CHOICES HCBS, 
supporting 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 or 
expenditure cap, as applicable, to TENNCARE as soon as possible but no later than five (5) 
business days of the face-to-face visit. 
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2.9.6.3.14.1 If the Contractor determines that the member's assessed acuity score is less than nine 
(9) and the member's needs cannot be safely met in the community within the array of 
services and supports available ifthe member were enrolled in Group 3, or the 
member or his or her representative request a safety determination, the Contractor shall, 
in accordance with timeframes specified in A.2.9.6.3.14 and in a manner specified in 
TennCare protocol, complete the Safety Determination Request Form, including all 
required documentation, and submit the completed Safety Determination Request Form 
to TENNCARE along with the member's completed PAE. 

2.9.6.3.14.2 If the CONTRACTOR is unable to obtain the supporting documentation within five (5) 
business days, such as required medical information, and the absence of such 
documentation delays the submission of the PAE to TENNCARE, the CONTRACTOR 
must document and continue efforts to collect supporting documentation. Such efforts 
may include assisting member to secure physician visit, and or other medical 
appointments necessary in order to obtain required supporting documentation. 

2.9.6.3.14.3 Efforts to collect supporting documentation required for the submission of the PAE shall 
include at least three (3) attempts utilizing the following methods or combination of 
methods: contacting the physician, medical facility, or other healthcare entity by 
telephone, fax and/or in writing; visiting the healthcare entity, if possible and 
practicable, to request and/or pick up the required documentation; and contacting the 
member by phone, face-to-face, or in writing to request assistance in obtaining the 
needed documentation. Multiple faxes or calls to the physician or provider shall not be 
sufficient. If a recent history and physical or other medical records supporting the 
functional deficits are not available (e.g., the applicant has not received medical care in 
the last 365 days), the CONTRACTOR shall help to arrange an appointment with the 
member's primary care provider in order to obtain the needed information. 

2.9.6.3.14.4. The CONTRACTOR must submit the PAE to TENNCARE within twenty (20) business 
days from the date of the face-to-face visit, regardless of whether the CONTRACTOR 
has received the supporting documentation. After submitting the PAE to TENNCARE, if 
the PAE submission results in a denial, the CONTRACTOR shall continue diligent 
efforts to collect supporting documentation as specified in Section A.2.9.6.3.14.2. 
Pursuant to Tenn Care Rules, if within thirty (30) calendar days of the initial PAE denial, 
the CONTRACTOR obtains additional supporting documentation, the CONTRACTOR 
shall submit a revised PAE with the supporting documentation. After thirty (30) calendar 
days from the initial PAE denial have passed, the CONTRACTOR shall have no 
obligation to make efforts to collect supporting documentation, but shall be required to 
submit a new PAE with supporting documentation to TENNCARE if such documentation 
is subsequently received. 

2.9.6.3.14.5 . The CONTRACTOR shall be responsible for ensuring that the level of care, including 
Safety Determination Request Form, as applicable, 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. 
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2.9.6.3.14.6. If TENNCARE receives a safety request from a NF or hospital on behalf of one of the 
CONTRACTOR's members, and the request contains insufficient medical evidence for 
TENNCARE to make a safety determination, TENNCARE may request that the 
CONTRACTOR conduct an assessment pursuant to TennCare Rules to gather additional 
information needed by TENNCARE to make a safety determination. If TENNCARE 
makes such a request, the CONTRACTOR shall conduct the assessments required 
pursuant to TennCare Rules and complete the Safety Determination Request Form, 
including all required documentation, within five (5) business days from notification by 
TENNCARE, except when a delay results from the needs or request of the member 
which shall be documented in writing. 

18. The renumbered Section A.2.9.6.3.20.3 shall be amended as follows: 

2.9.6.3.20.3 Except as required pursuant to Section A. 2.14.5.8, 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 A.2.14.1.15). The CONTRACTOR may however 
reimburse a facility at the Level I per diem rate when such rate is billed by the facility 
and there is an approved LOC eligibility segment for such level of reimbursement. If the 
CONTRACTOR elects to authorize nursing facility services, the CONTRACTOR may 
determine the duration of time for which nursing facility services will be authorized. 
However, the CONTRACTOR shall be responsible for monitoring its authorizations and 
for ensuring that there are no gaps in authorizations for CHOICES nursing facility 
services in accordance with the level of care and/or reimbursement approved by 
TENNCARE. Retroactive entry or adjustments in service authorizations for nursing 
facility services should be made only upon notification of retroactive enrollment into or 
disenrollment from CHOICES Group la or lb via the outbound 834 file from 
TENN CARE. 

19. The renumbered Section A.2.9.6.4.4 shall be amended by adding the words "caregiver 
assessment" as follows: 

2.9.6.4.4 The CONTRACTOR may utilize a care coordination team approach to performing care 
coordination activities prescribed in Section A.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 Contract, including 
needs assessment, caregiver 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 
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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. 

20. The renumbered Section A.2.9.6.6.2.4 shall be deleted and replaced as follows: 

2.9.6.6.2.4 The plan of care developed for CHOICES members in Groups 2 and 3 prior to initiation 
of CHOICES HCBS shall at a minimum include: (1) pertinent demographic information 
regarding the member including the member's current address and phone number(s), the 
name and contact information of any representative and a list of other persons authorized 
by the member to have access to health care (including long-term care) related 
information and to assist with assessment, planning, and/or implementation of health care 
(including long-term care) related services and supports; (2) care, including specific tasks 
and functions, that will be performed by family members and other caregivers; (3) 
caregiver training or supports identified through the caregiver assessment that are needed 
to support and sustain the caregiver's ability to provide care for the member; (4) home 
health, private duty nursing, and long-term care services the member will receive from 
other payor sources including the payor of such services; (5) home health and private 
duty nursing that will be authorized by the CONTRACTOR; (6) CHOICES HCBS that 
will be authorized by the CONTRACTOR, including the amount, frequency, duration, 
and scope (tasks and functions to be performed) of each service to be provided, the 
schedule at which such care is needed, and the address or phone number(s) that will be 
used to log visits into the EVV system, as applicable; (7) 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 (8) for CHOICES Group 2 members, the projected TennCare monthly and 
annual cost of home health and private duty nursing identified in (5) above, and the 
projected monthly and annual cost of CHOICES HCBS specified in (6) above, and for 
CHOICES Group 3 members, the projected total cost of CHOICES HCBS specified in 
(6) above, excluding the cost of minor home modifications. 

21. The renumbered Section A.2.9.6.6.2.6 shall be deleted and replaced as follows: 

2.9.6.6.2.6 The member's care coordinator/care coordination team shall ensure that the member or 
his/her representative, as applicable, reviews, signs and dates the plan of care as well as 
any substantive updates, including but not limited to any changes in the amount, duration 
or type of HCBS that will be provided. The care coordinator shall also sign and date the 
plan of care, along with any substantive updates. The plan of care shall be updated and 
signed by the member or his/her representative, as applicable, and the care coordinator 
annually and any time the member experiences a significant change in needs or 
circumstances (see Section A.2.9.6.9.2.1.17). 
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22. The renumbered Section A.2.9.6.8.25 shall be deleted and replaced as follows: 

2.9.6.8.25 To facilitate nursing facility to community transition, the CONTRACTOR shall, effective 
July 1, 2015, maintain at least one (1) dedicated staff person without a caseload who 
meets the qualifications of a care coordinator specified in Section A.2.9.6.11, in each 
Grand Region in which the CONTRACTOR serves TennCare members. The dedicated 
staff person(s) shall not be reported in the care coordinator ratios specified in Section 
A,2.9.6.11. Such staff person(s) shall be responsible for proactively identifying TennCare 
members in NFs who are candidates to transition to the community, and to further assist 
with the completion of the transition process specified in Section A.2.9.6.8. 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. 

23. The renumbered Section A.2.9.6.9.2.1.15 shall be amended by adding language to the end 
of the Section as follows: 

2.9.6.9.2.1.15 Notify TENNCARE immediately, in the manner specified by TENNCARE, if the 
CONTRACTOR determines that the needs of a member in CHOICES Group 2 cannot be 
met safely in the community and within the member's cost neutrality cap or that the 
needs of a member in CHOICES Group 3 cannot be met safely in the community and 
within the member's expenditure cap; 

24. The renumbered Section A.2.9.6.9.3.1.lshall be amended by deleting the word "annually" 
and replacing it with the phrase "once every 365 days" as follows: 

2.9.6.9.3.1.1 In the manner prescribed by TENNCARE, conduct a level of care reassessment at least 
once every 365 days and within five (5) business days of the CONTRACTOR's 
becoming aware that the member's functional or medical status has changed in a way that 
may affect level of care eligibility. 

25. The renumbered Sections A.2.9.6.9.3.1.1.1 and A.2.9.6.9.3.1.1.2 shall be deleted and 
replaced as follows: 

2.9.6.9.3.1.1.1 

2.9.6.9.3.1.1.2 

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 within five (5) business days of the reassessment for 
determination; 

Except as specified in Section 2.9.6.9.3.1.1.1, if f the level of care assessment 
indicates no change in level of care, the CONTRACTOR shall document the date the 
level of care assessment completed in the member's file; any level of care 
assessments prompted by a request for a change in level of services shall be 
submitted to TENNCARE for determination. 
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26. The renumbered Section A.2.9.6.9.3.1.1.3.2 shall be deleted and replaced as follows: 

2.9.6.9.3.1.1.3.2 The CONTRACTOR shall also, for purposes of complying with the Terms and 
Conditions of the State's Waiver, assess once every 365 days the member's LOC 
eligibility based on the new LOC criteria in place as of July 1, 2012. The 
CONTRACTOR shall report in the manner prescribed by TENNCARE the results of 
the LOC reassessment within ten ( 10) calendar days of the LOC reassessment 
completion. This information will be used by the State in its expenditure reporting to 
CMS. 

27. The renumbered Sections A.2.9.6.11.3 through A.2.9.6.11.5 shall be deleted and replaced as 
follows: 

2.9.6.11.3 The CONTRACTOR shall ensure that an adequate number of care coordinators are available 
and to ensure the required staffing ratios (see Sections A.2.9.6.11.4, A.2.9.6.11.5 and 
A.2.9.6.11.6.3 through 2.9.6.11.6.5) are maintained to address the needs of CHOICES 
members and meet all the requirements described in this Contract. 

2.9.6.11.4 The required average weighted care coordinator-to-CHOICES member staffing ratio is no 
more than 1:125. Effective July 1, 2015, the required average weighted care coordinator-to­
CHOICES member staffing ratio shall be no more than 1: 115. 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 required maximum caseload for any individual care coordinator is a weighted value of no ' 
more than one hundred seventy-five (175) CHOICES members. Effective July 1, 2015, the 
required maximum caseload for any individual care coordinator is a weighted value of no 
more than one hundred sixty-five (165) CHOICES members. 

28. The renumbered Section A.2.9.6.11.6.3 through A.2.9.6.11.6.5 shall be deleted and replaced 
as follows: 

2.9.6.11.6.3 

2.9.6.11.6.4 

Each CHOICES Group 3 member shall be factored into the weighted caseload and 
staffing ratio calculations utilizing an acuity level of one and three quarters (1.75). 
Effective July 1, 2015, each CHOICES Group 3 member shall be factored into the 
weighted caseload and staffing ratio calculations utilizing an acuity level of two (2): 

Using the delineated acuity factors, the following provides examples of the composition 
of caseloads with a weighted value of 125(Effective through June 30, 2015): 

CHOICES CHOICES CHOICES Total CHOICES 
Group 1 Group2 Group 3 Members on 

Caseload 
125 0 125 
100 10 110 
50 9 30 89 
25 26 20 71 
0 50 50 
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2.9.6.11.6.4.1 Effective July 1, 2015, using the delineated acuity factors, the following provides 
examples of the composition of caseloads with a weighted value of 115: 

CHOICES CHOICES CHOICES Total CHOICES 
Group 1 Group 2 Group 3 Members on 

Caseload 
115 0 115 
100 6 106 
50 10 20 80 
25 24 15 64 
0 46 46 

2.9.6.11.6.5 Using the delineated acuity factors, the following delineates the composition of caseloads 
with a weighted value of l 75(Effective through June 30, 2015): 

CHOICES Group CHOICES CHOICES Total CHOICES 
l Group2 Group 3 Members on 

Caseload 
175 0 175 
125 10 110 
75 19 30 124 
50 36 20 106 
0 70 70 

2.9.6.11.6.5. l Effective July 1, 2015, using the delineated acuity factors, the following delineates the 
composition of caseloads with a weighted value of 165: 

CHOICES CHOICES CHOICES Total CHOICES 
Group 1 Group 2 Group 3 Members on 

Caseload 
165 0 165 
125 16 141 
75 20 20 115 
50 34 15 99 
0 66 66 
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29. The renumbered Sections A.2.9.6.11.9 and A.2.9.6.11.10 shall be deleted and replaced as 
follows: 

2.9.6.11.9 

2.9.6.11.10 

In the event that the CONTRACTOR is determined to be deficient with any requirement 
pertaining to care coordination as set forth in this Contract, the amount of financial 
sanctions assessed shall take into account whether or not the CONTRACTOR has 
complied with the required average weighted care coordinator to CHOICES member 
staffing ratio and the maximum weighted care coordinator caseload amounts set forth in 
Sections A.2.9.6.11.4 and A.2.9.6.11.5, based on the most recent monthly CHOICES 
Caseload and Staffing Ratio Report (see Section A.2.30.6.7). All applicable sanctions set 
forth in Sections E.29.2.2.6, E.29.2.2.7.A.16, E.29.2.2.7.A.18, E.29.2.2.7.A.19, 
E.29.2.2.7.A.20, E.29.2.2.7.A.21, E.29.2.2.7.A.22, E.29.2.2.7.A.23, E.29.2.2.7.A.28, 
E.29.2.2.7.A.29, E.29.2.2.7.A.30, E.29.2.2.7.A.3 l, E.29.2.2.7.A.32, E.29.2.2.7.A.33, 
E.29.2.2.7.A.34, E.29.2.2.7.A.35, E.29.2.2.7.A.37, E.29.2.2.7.B.21, and E.29.2.2.7.C.7 of 
this Contract shall be multiplied by two (2) when the CONTRACTOR has not complied 
with these requirements. 

TennCare will reevaluate Care Coordinator-to-CHOICES member staffing ratio 
requirements on at least an annual basis and may make adjustments based on the needs of 
CHOICES members, CHOICES program requirements and MCO performance. 

30. The renumbered Section A.2.9.6.11.18.15 shall be deleted and replaced as follows: 

2.9.6.11.18.15 Management of transfers between nursing facilities and CBRA, including adult care 
homes, community living supports, and community living supports-family model; 

31. The renumbered Section A.2.9.7.4.3.4 shall be deleted and replaced as follows: 

2.9.7.4.3.4 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. Even if services are initiated by contract providers, if 
consumer directed services are not initiated within ninety (90) days of FEA referral, the 
CONTRACTOR shall assess whether consumer direction is appropriate for the member 
at this time or whether the member should be disenrolled from consumer direction. 
Disenrollment from consumer direction does not preclude the member from initiating 
consumer directed services at a later point. 

32. The renumbered Section A.2.9.8.2.3 shall be amended by deleting the reference to "nursing 
facility" and replacing it with the reference to "Qualified Institution" as follows: 

2.9.8.2.3 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 Qualified Institution to the 
community. Members will not be eligible to enroll in MFP if they have already 
transitioned out of the Qualified Institution. 

16 



Amendment 1 (cont.) 

33. The renumbered Section A.2.9.8.3.5 shall be deleted and replaced as follows: 

2.9.8.3.5 The member's care coordinator or transition team 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. 

34. The renumbered Paragraphs A.2.9.14.2, A.2.9.14.2.1 and A.2.9.14.2.4 shall be deleted and 
replaced as follows: 

2.9.14.2 The CONTRACTOR shall coordinate with a FBDE member's D-SNP regarding discharge 
planning from any inpatient setting or observation stay when Medicaid L TSS (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. 

2.9.14.2.1 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 
or observation stay to the most appropriate, cost effective and integrated setting. 

2.9.14.2.4 The CONTRACTOR shall establish processes to ensure that all required notifications from 
the member's D-SNP to the CONTRACTOR of inpatient admission, including planned and 
unplanned admissions to the hospital or a SNF, as well as all required notifications of 
observation days and any reported emergency room visits, are timely and appropriately 
triaged. 

35. Section A.2.11.6.1 shall be amended by deleting the reference to "June 30, 2015" and 
replacing it with the reference to "June 30, 2017" as follows: 

2.11.6.l The CONTRACTOR shall, pursuant to TCA 71-5-1412 contract with any licensed and 
certified nursing facility willing to contract with the MCO to provide that service under the 
same terms and conditions as are offered to any other participating facility contracted to 
provide that service under any policy, contract or plan that is part of the TennCare managed 
long-term care service delivery system. Terms and conditions shall not include the rate of 
reimbursement. This does not prevent the CONTRACTOR from enforcing the provisions of 
its contract with the facility. This section shall expire on June 30, 2017. 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. 

36. Section A.2.11.6.5.6 shall be deleted and replaced as follows: 

2.11.6.5.6 Demonstration of the CONTRACTOR's efforts to develop and enhance existing community­
based residential alternatives (including adult care homes, community living supports, and 
community living supports-family model) capacity for elders and/or adults with physical 
disabilities. The CONTRACTOR shall specify related activities, including provider 
recruitment activities, and provide a status update on capacity building. 
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37. Section A.2.11.6 shall be amended by adding a new Section A.2.11.6.7 as follows and 
renumbering the remaining Section accordingly, including any references thereto. 

2.11.6. 7 The CONTRACTOR, in collaboration with TENNCARE, shall develop a strategy to 
strengthen networks with housing providers and develop access to affordable housing. The 
CONTRACTOR shall actively participate with TENNCARE, other TennCare managed care 
contractors, and other stakeholders to develop and implement strategies for the identification 
of resources to assist in transitioning CHOICES members to affordable housing. To 
demonstrate this strategy, the CONTRACTOR shall report annually to TENNCARE on the 
status of any affordable housing development and networking strategies it elects to 
implement (See Section A.2.30.6.13). 

38. Section A.2.11 shall be amended by adding new Section A.2.11.7 through A.2.11.7.5 as 
follows and renumbering the remaining Section accordingly, including any references 
thereto. 

2.11. 7 Special Conditions for Persons with Intellectual or Developmental Disabilities (I/DD) 

2.11.7.1 The CONTRACTOR's provider network must have adequate capacity to deliver covered 
physical and behavioral health services that meet the needs of persons with I/DD. Indicators 
of an adequate network include, but are not limited to: 

2.11.7.1.1 The CONTRACTOR meets guidelines established in this Contract for a provider 
network; 

2.11.7.1.2 The CONTRACTOR has sufficient types and numbers of providers to be able to 
consistently deliver services in a timely manner; and 

2.11.7.1.3 The CONTRACTOR has within its network specialized health providers with sufficient 
expertise to deliver covered physical and behavioral health needed by persons with I/DD. 

2.11.7.2 The CONTRACTOR shall identify and/or recruit and contract with physical and behavioral 
health care providers, in particular PCPs, who have the qualifications, capabilities and 
resources to work with persons with I/DD. 

2.11.7.3 The CONTRACTOR shall develop policies and procedures for assigning members with I/DD 
to PCPs, and other medical and behavioral health specialists, with I/DD expertise. 

2.11.7.4 The CONTRACTOR shall, in collaboration with TennCare and the Department of 
Intellectual and Developmental Disabilities, implement, distribute and train, and monitor 
PCPs and specialists regarding the use of best practice guidelines for acute and chronic 
conditions common to persons with I/DD. 

2.11.7.5 The CONTRACTOR shall, in collaboration with TennCare and the Department of 
Intellectual and Developmental Disabilities, provide training opportunities for PCPs and other 
providers regarding the unique needs of persons with I/DD, how to improve the quality of 
service delivery, and effective collaboration with persons with I/DD, their family members 
and conservators. 
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39. Section A.2.11.8.4. shall be amended by adding a new Section A.2.11.8.4.1.6 which shall 
read as follows: 

2.11.8.4.1.6 The CONTRACTOR shall be responsible for tracking and obtaining copies of current 
licensure and/or certification (as applicable) for all of the CONTRACTOR's CHOICES 
HCBS providers. The CONTRACTOR shall be required to present this current licensure 
and/or certification to TENNCARE upon request. The CONTRACTOR shall further 
require all of the CONTRACTOR's CHOICES HCBS providers to submit copies of 
current licensure and/or certification (as applicable) to the CONTRACTOR. 

40. Paragraph A.2.12.9.66.1 shall be deleted and replaced as follows: 

2.12.9.66.1 Language that no person on the grounds of handicap, and/or disability, age, race, color, 
religion, sex, national origin, or any other classifications protected under federal or state laws 
shall be excluded from participation in, except as specified in Section A.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. The provider shall upon request show proof of such nondiscrimination 
compliance and shall post notices of nondiscrimination in conspicuous places available to all 
employees, TennCare applicants, and enrollees. 

41. Section A.2.12.10 shall be amended by adding a new Sections A.2.12.10.8, A.2.12.10.15, and 
A.2.12.10.16 and renumbering the remaining Section accordingly, including any references 
thereto. 

2.12.10.8 Require the nursing facility to submit complete and accurate PAEs that satisfy all technical 
requirements specified by TENNCARE, and accurately reflect the member's current medical 
and functional status, including Safety Determination Requests. The nursing facility shall 
also submit all supporting documentation required in the PAE and S<ifety Determination 
Request Form, as applicable and required pursuant to TennCare Rules. 

2.12.10.15 Require that nursing facilities specify whether the provider will be contracted to provide SNF 
services at an ERC rate for Ventilator Weaning, Chronic Ventilator Care, and/or Tracheal 
Suctioning in addition to standard NF and SNF services (each level of ERC reimbursement 
must be uniquely identified). 

2.12.10.16 Prior to entering into an agreement with a NF for SNF services at an enhanced rate for 
ventilator weaning, chronic ventilator care, and/or tracheal suctioning, the CONTRACTOR 
shall verify that the NF has been licensed by the Tennessee Department of Health to provide 
such specialized ERC, is certified by CMS for program participation, and is compliant with 
threshold standards of care for the applicable type of ERC and requirements for ERC 
reimbursement established by TENNCARE. 

42. Section A.2.12.11 shall be amended by adding new section A.2.12.11.13 which shall read as 
follows: 

2.12.11.13 The CONTRACTOR shall require all of the CONTRACTOR's CHOICES HCBS 
providers to submit copies of current licensure and/or certification (as applicable) to the 
CONTRACTOR. 
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43. Section A.2.14.1.3 shall be deleted in its entirety and the remaining Sections in A.2.14.1 
shall be renumbered accordingly, including any references thereto. 

44. The renumbered A.2.14.1.15.1 shall be deleted and replaced as follows: 

2.14.1.15. l Review ED utilization data, at a minimum, every six (6) months to identify members with 
utilization exceeding the threshold defined by TENNCARE as ten (I 0) or more visits in the 
defined six (6) month period (January through June and July through December); 

45. Section A.2.14.5 shall be amended by adding new Sections A.2.14.5.7 and A.2.14.5.8 which 
shall read as follows: 

2.14.5.7 The CONTRACTOR shall determine medical necessity of ventilator weaning and short term 
tracheal suctioning for individuals recently weaned from a ventilator, but who still require 
intensive respiratory intervention. TENNCARE shall determine medical necessity of chronic 
ventilator care and tracheal suctioning other than short-term tracheal suctioning following 
recent ventilator weaning through the PAE process. 

2.14.5.8 The CONTRACTOR shall provide authorization for Enhanced Respiratory Care (ERC) 
reimbursement rates based upon medical necessity. Prior to authorizing ERC reimbursement, 
the CONTRACTOR shall also confirm that the NF has an available bed licensed by the 
Tennessee Department of Health specifically for the provision of ventilator weaning or 
chronic ventilator care or tracheal suctioning, as applicable, and that authorizing 
reimbursement at those rates for a member to receive those services would not cause the 
facility to exceed the number of beds licensed for such specialized ERC on any given day. 
The CONTRACTOR must also provide authorizations for ERC reimbursement specific to the 
service being requested: ventilator weaning, chronic ventilator care, and/or tracheal 
suctioning. The CONTRACTOR shall not provide a broad ERC authorization that fails to 
specify which rate is being approved. 

46. Section A.2.15.1.4 shall be deleted in its entirety and the remaining Section 2.15.1 shall be 
renumbered accordingly, including any references thereto. 

47. Section A.2.15.2.1 shall be deleted and replaced as follows: 

2.15.2.1 The CONTRACTOR shall have a QM/QI committee which shall include medical, behavioral 
health, and long-term care staff and contract providers (including medical, behavioral health, 
and long-term care providers). This committee shall analyze and evaluate the results of 
QM/QI activities, recommend policy decisions, ensure that providers are involved in the 
QM/QI program, institute needed action, and ensure that appropriate follow-up occurs. 

48. Section A.2.15.3.4 shall be deleted and replaced as follows: 

2.15.3.4 The CONTRACTOR shall report on PIPs as required in Section A.2.30.12.2, Reporting 
Requirements. For Performance Improvement Project topics that are conducted in more than 
one region of the State, the CONTRACTOR shall submit one Performance Improvement 
Project Summary Report that includes region-specific data and information, including G. 
Activity V/Ia -Include improvement strategies as required by CMS. 
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49. Section A.2.15.5 shall be amended by adding a new Section A.2.15.5.5 which shall read as 
follows: 

2.15.5.5 The CONTRACTOR must submit the final hard copy NCQA Accreditation Report for each 
accreditation cycle within ten (10) days of receipt of the report from NCQA. Updates of 
accreditation status, based on annual HEDIS scores must also be submitted within ten (10) 
days ofreceipt. 

50. Section A.2.15.7.1 shall be amended by adding a new Section A.2.15.7.1.5 as follows: 

2.15.7.1.5 In the manner prescribed by TENNCARE, within twenty-four (24) hours of detection or 
notification, the CONTRACTOR must report to TENNCARE any death and/or any critical 
incident that could significantly impact the health and safety of a CHOICES member. 

51. Section A.2.15.7.3.1 shall be amended by adding the phrase "QM/QI Program staff' as 
follows: 

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

52. Section A.2.16.2 shall be deleted and replaced as follows: 

A.2.16.2 The prior approval of enrollee health education and outreach activities (see Section 2.7.4) provided 
through community outreach events may be waived when described in the CONTRACTOR's 
TennCare approved Annual Community Outreach Plan (see Section 2.7.4.2). If community events are 
added after submission and approval of the Annual Community Outreach Plan (CORP), a supplement 
to the Plan must be submitted and approved prior to implementation of the event. 

53. Section A.2.17 .2.8 shall be deleted and replaced as follows: 

2.17.2.8 All written member materials shall ensure effective communication with 
disabled/handicapped persons at no expense to the member and/or the member's 
representative. Effective Communication may be achieved by providing aids or services, 
including, but may not be limited to: Braille, large print and audio and shall be based on the 
needs of the individual member and/or the member's representative. The CONTRACTOR 
and its providers and direct service subcontractors shall be required to comply with the 
Americans with Disabilities Act of 1990 in the provision of auxiliary aids and services to 
members and/or the member's representative to achieve effective communication; 
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54. Section A.2.18.7.4 shall be deleted and replaced as follows: 

2.18.7.4 The CONTRACTOR shall conduct an annual survey to assess provider satisfaction, including 
satisfaction with provider enrollment, provider communication, provider education, provider 
complaints, claims processing, claims reimbursement, care coordination, and utilization 
management processes, including medical reviews .. The CONTRACTOR shall include 
questions specified by TENNCARE. The CONTRACTOR shall submit an annual report on 
the survey to TENNCARE as required in Section A.2.30.13.3. The CONTRACTOR shall 
take action to address opportunities for improvement identified through the survey and 
provide an update on actions taken in the previous year to improve provider satisfaction. The 
survey shall be structured so that behavioral health provider satisfaction results and physical 
health provider satisfaction results, including any actions taken, can be separately stratified. 

55. Section A.2.21.6 shall be deleted and replaced as follows: 

A.2.21.6 Solvency Requirements 

2.21.6.1 Minimum Net Worth 

2.21.6. l .1 The CONTRACTOR shall comply with the Risk-Based Capital (RBC) requirements set forth 
in TCA 56-46-201 et seq. The CONTRACTOR shall demonstrate compliance with this 
provision to TDCI in the financial reports filed with TDCI by the CONTRACTOR. 

2.21.6.2 Restricted Deposits 

2.21.6.2.1 The CONTRACTOR shall establish and maintain restricted deposits in accordance with TCA 
56-32-112(b). 

2.21.6.3 If the CONTRACTOR fails to meet the applicable net worth and/or restricted deposit 
requirement, said failure shall constitute a hazardous financial condition and the 
CONTRACTOR shall be considered to be in breach of the terms of the Contract. 
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56. Section A.2.23.4.2.1 shall be deleted and replaced as follows: 

2.23.4.2.1 The CONTRACTOR shall submit encounter data that meets established TENNCARE data 
quality standards. These standards are defined by TENNCARE to ensure receipt of complete 
and accurate data for program administration and will be closely monitored and strictly 
enforced. TENNCARE will revise and amend these standards as necessary to ensure 
continuous quality improvement. The CONTRACTOR shall make changes or corrections to 
any systems, processes or data transmission formats as needed to comply with TENNCARE 
data quality standards as originally defined or subsequently amended. The CONTRACTOR 
shall comply with industry-accepted clean claim standards for all encounter data, including 
submission of complete and accurate data for all fields required on standard billing forms or 
electronic claim formats to support proper adjudication of a claim. In the event that the 
CONTRACTOR denies provider claims for reimbursement due to lack of sufficient or 
accurate data required for proper adjudication, the CONTRACTOR shall submit all available 
claim data to TENNCARE without alteration or omission. Where the CONTRACTOR has 
entered into capitated reimbursement arrangements with providers, the CONTRACTOR shall 
require submission of all utilization or encounter data to the same standards of completeness 
and accuracy as required for proper adjudication of fee-for-service claims (see Section 
A.2.12.9.34); the CONTRACTOR shall require this submission from providers as a condition 
of the capitation payment and shall make every effort to enforce this contract provision to 
ensure timely receipt of complete and accurate data. The CONTRACTOR shall be required to 
submit all data relevant to the adjudication and payment of claims in sufficient detail, as 
defined by TENNCARE, in order to support comprehensive financial reporting and 
utilization analysis. The CONTRACTOR shall submit encounter data according to standards 
and formats as defined by TENNCARE, complying with standard code sets and maintaining 
integrity with all reference data sources including provider and member data. All encounter 
data submissions will be subjected to systematic data quality edits and audits on submission 
to verify not only the data content but also the accuracy of claims processing. Any batch 
submission which contains fatal errors that prevent processing or that does not satisfy defined 
threshold error rates will be rejected and returned to the CONTRACTOR for immediate 
correction. Re-submittals ofrejected files, or notification of when the file will be resubmitted 
shall be completed within one (1) business day. Due to the need for timely data and to 
maintain integrity of processing sequence, should the CONTRACTOR fail to respond in 
accordance with this Section, the CONTRACTOR shall address any issues that prevent 
processing of an encounter batch in accordance with procedures specified in Section 
A.2.23.13. 

57. Section A.2.24.2 through A.2.24.2.9 shall be deleted and replaced as follows: 

A.2.24.2 Behavioral Health Advisory Committee 

The CONTRACTOR shall establish a behavioral health advisory committee that is accountable to the 
CONTRACTOR's governing body to provide input and advice regarding all aspects of the provision 
of behavioral health services according to the following requirements: 

2.24.2.1 

2.24.2.2 

The CONTRACTOR's behavioral health advisory committee shall be comprised of at least 
fifty-one percent (51 %) consumer and family representatives, of which the majority shall 
include individuals and/or families of those who may meet the clinical criteria of a priority 
enrollee; 

There shall be geographic diversity; 
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2.24.2.3 There shall be cultural and racial diversity; 

2.24.2.4 There shall be representation by behavioral health providers, Certified Peer Recovery 
Specialists and/or Certified Family Support Specialists and consumers (or family members of 
consumers) of substance abuse services; 

2.24.2.5 At a minimum, the CONTRACTOR's behavioral health advisory committee shall have input 
into policy development, planning for services, service evaluation, and member, family 
member and provider education; 

2.24.2.6 Meetings shall be held at least quarterly and the CONTRACTOR shall keep a written record 
of all meetings; 

2.24.2.7 The CONTRACTOR shall pay travel costs for the behavioral health advisory committee 
members who are consumers and family representatives; 

2.24.2.8 The CONTRACTOR shall report on the activities of the CONTRACTOR's behavioral health 
advisory committee as required in Section A.2.30.19.l; and 

2.24.2.9 The CONTRACTOR shall provide orientation, at least annually, and ongoing training for 
behavioral health advisory committee members so they have sufficient information and 
understanding of behavioral health services to fulfill their responsibilities as advisors to the 
CONTRACTOR's governing body. 

58. Section A.2.24.3.2 shall be deleted and replaced as follows: 

2.24.3.2 The CONTRACTOR's CHOICES advisory group shall include CHOICES members, 
member's representatives, advocates, and providers. At least fifty-one percent ( 51 % ) of the 
group shall be CHOICES members and/or their representatives (e.g., family members or 
caregivers) and the group shall include at least one active Money Follows the Person 
participant. The advisory group shall include representatives from nursing facility and 
CHOICES HCBS providers, including community-based residential alternative providers. 
The group shall reflect the geographic, cultural and racial diversity of each Grand Region 
covered by this Contract. 
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59. Section A.2.25.9 shall be amended by adding a new Section A.2.25.9.10 as follows and 
renumbering the existing Section accordingly, including any references thereto. 

2.25.9.10 The CONTRACTOR shall, on an ongoing basis, monitor the quality of services provided by 
contracted facilities to individuals for whom the CONTRACTOR has authorized ERC 
reimbursement. Such monitoring shall include, but is not limited to: monthly review of 
ERC quality data submitted by facilities to TENNCARE and, beginning July 1, 2015, onsite 
review by a respiratory care practitioner with sufficient experience to adequately monitor the 
quality of care provided by the facility to each of the CONTRACTOR's members. When 
deficiencies are found upon assessment or through other means, the CONTRACTOR must 
immediately report those deficiencies to TENNCARE. If the deficiencies raise concerns 
about potential licensure rule violations, the CONTRACTOR must also report them to the 
Tennessee Department of Health within twenty four (24) hours of discovery to determine 
whether the NF has complied with licensure standards. Additionally, the CONTRACTOR 
must determine whether or not they will continue to contract with the NF for ERC 
reimbursement. 

60. Section A.2.28.2 shall be deleted and replaced as follows: 

A.2.28.2 In order to demonstrate compliance with the applicable federal and state civil rights laws, guidance, 
and policies, including, but not limited to Title VI of the Civil Rights Act of 1964, Section 504 of the 
Rehabilitation Act of 1973, Titles II and III of the Americans with Disabilities Act of 1990, the Age 
Discrimination Act of 1975 and 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 A.2.29.1. 

61. Section A.2.29.1.3 shall be amended by adding a new Section A.2.29.1.3.12 and deleting and 
replacing the renumbered Section A.2.29.1.3.16 as follows and renumbering the remaining 
Section accordingly, including any references thereto. 

2.29.1.3.12 The CONTRACTOR shall maintain a minimum of one (1) dedicated CHOICES lead trainer. 
The CHOICES lead trainer shall be a part of the CONTRACTOR's management team, and 
shall be responsible for providing dedicated L TSS staff with current information on best 
practices and program enhancements or modifications, and attending meetings as requested 
by TENNCARE. 

2.29.1.3.16 A full time staff person dedicated to and responsible for all QM/QI activities. This person 
shall be a physician or registered nurse licensed in the State of Tennessee and report to the 
local health plan; 

62. The renumbered Section A.2.29.1.3 shall be amended by adding a new Section A.2.29.1.3.25 
through A.2.29.1.3.25.5 as follows and renumbering the remaining Section accordingly, 
including any references thereto. 

2.29.1.3.25 A specialized member advocate for individuals with intellectual or other types developmental 
disabilities in each Grand Region in which the CONTRACTOR serves TennCare members. 
This member advocate shall be responsible for the internal representation of these members' 
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interests, including, but not limited to, input into planning and delivery of services for 
individuals with I/DD, program monitoring and evaluation, and member, family, and provider 
education. The member advocate shall also be a resource for members concerning the 
following processes: 

2.29.1.3.25.1 How to file a complaint with the member's MCO; 

2.29.1.3.25.2 Facilitating resolution of any issues; 

2.29.1.3.25.3 Making referrals to an appropriate CONTRACTOR staff; 

2.29.1.3.25.4 Making recommendations to the CONTRACTOR on any changes needed to improve the 
CONTRACTOR's processes based on feedback from members with intellectual and 
other types of developmental disabilities; and 

2.29.1.3.25.5 Making recommendations to TENNCARE regarding system or service improvements 
based on such feedback. 

63. The renumbered Section A.2.29.1.3.26 through A.2.29.1.3.26.7 shall be deleted and 
replaced as follows: 

2.29.1.3.26 A consumer advocate for CHOICES members. This person shall be responsible for internal 
representation of CHOICES members' interests including but not limited to input into 
planning and delivery of long-term care services, CHOICES QM/QI activities, program 
monitoring and evaluation, and member, family, and provider education. The consumer 
advocate shall also be a resource for CHOICES members concerning the following 
processes: 

2.29.1.3.26.1 How to file a complaint with the member's MCO; 

2.29.1.3.26.2 Facilitating resolution of any issues; 

2.29.1.3.26.3 How to change Care Coordinators; 

2.29.1.3.26.4 Making referrals to an appropriate CONTRACTOR staff; 

2.29.1.3.26.5 Making recommendations to the CONTRACTOR on any changes needed to improve the 
CONTRACTOR's processes based on feedback from CHOICES members; 

2.29.1.3.26.6 Making recommendations to TENNCARE regarding improvements for the CHOICES 
program; and 

2.29.1.3.26.7 Participating as an ex officio member of the CHOICES Advisory Group required in 
Section A.2.24.3. 

64. Section A.2.30.5.1 shall be deleted and replaced as follows: 

2.30.5.1 The CONTRACTOR shall submit forty five ( 45) days after the end of the reporting period a 
quarterly Population Health Update Report addressing all seven (7) Population Health 
Programs (see Section A.2.8.4 of this Contract). The report shall include process and 
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operational data and any pertinent narrative to include any staffing changes, training or new 
initiatives occurring in the reporting period. 

65. Section A.2.30.6 shall amended by adding a new SectionA.2.30.6.13 through A.2.30.6.13.1 
as follows: 

2.30.6.13 . The CONTRACTOR shall submit a Housing Profile Assessment Report quarterly in a format 
specified by TENNCARE. This report shall monitor the housing needs of CHOICES 
enrollees waiting to transition or post-transition and includes, but is not limited to, transition 
wait times, transition barriers, monthly income amounts, housing options chosen, and 
counties chosen for transition. 

2.30.6.13 .1 The 4th Quarter submission will also include a brief narrative of the CONTRACTOR'S 
work strategy to create stronger networks and develop easier access to affordable 
housing. (See Section A.2.11.6. 7). 

66. Sections A.2.30.11.1 and A.2.30.11.7 shall be deleted in their entirety and the remaining 
Section A.2.30.11 shall be renumbered accordingly, including any references thereto. 

67. Section A.2.30.12.1 and A.2.30.12.2 shall be deleted and replaced as follows: 

2.30.12.1 Quality Report and Updates: 

2.30.12.1.1 The CONTRACTOR shall submit, by July 30, 2015, a comprehensive Quality Report 
which addresses all program specific quality initiatives. The Quality Report will include, 
but not be limited to, the following for each initiative: 

2.30.12.1.1.1 Title; 

2.30.12.1.1.2 Description and rationale; 

2.30.12.1.1.3 Initiation date; 

2.30.12.1.1.4 End date when applicable; 

2.30.12.1.1.5 Accountable staff; 

2.30.12.1.1.6 Evaluation methodology; and 

2.30.12.1.1.7 Results and conclusions. 

2.30.12.1.2 Beginning in 2016, the CONTRACTOR shall submit, by January 301
h and by July 30th of 

each year, a Quality Report update which addresses updates to each program specific 
quality initiative that have occurred during the previous six (6) months. The update will 
include, but not be limited to, the following for each initiative: 

2.30.12.1.2.1 Accountable staff, if changes occurred; 

2.30.12.1.2.2 Evaluation methodology, if changes occurred; 

27 



Amendment 1 (cont.) 

2.30.12.1.2.3 Results and conclusions; 

2.30.12.1.2.4 The end date, when applicable; 

2.30.12.1.2.5 New quality initiatives (include all elements in 2.30.12.1 ). 

2.30.12.2 The CONTRACTOR shall submit an annual Report on Performance Improvement Projects 
that includes the information specified in Section A.2.15.3. For Performance Improvement 
Project topics that are conducted in more than one region of the State, the CONTRACTOR 
shall submit one Performance Improvement Projects Summary Report that includes region­
specific data and information, including improvement strategies. The report shall be 
submitted annually on July 30. 

68. Sections A.2.30.13.3 and A.2.30.13.4 shall be amended by deleting and replacing the last 
sentence as follows: 

2.30.13.3 The CONTRACTOR shall submit an annual Provider Satisfaction Survey Report that 
encompasses behavioral and physical health. The report shall summarize the provider survey 
methods and findings and must provide an analysis of opportunities for improvement (see 
Section A.2.18.7.4) Beginning in 2016, the report shall be submitted by January 30 each year. 

2.30.13.4 The CONTRACTOR shall submit an annual CHOICES Provider Satisfaction Survey Report 
that addresses results for CHOICES long-term care providers. The report shall summarize the 
provider survey methods and findings, must provide an analysis of opportunities for 
improvement (see Section A.2.18.7.5) in addition to CHOICES items specified in the 
protocols provided by TENNCARE. Beginning in 2016, the report shall be submitted by 
January 30 each year. 

69. Section A.2.30.16.1.2 shall be deleted in its entirety including any references thereto. 

70. Section A.2.30.18.7 shall be deleted and replaced as follows: 

2.30.18.7 The CONTRACTOR shall submit a baseline Business Continuity and Disaster Recovery 
(BC-DR) plan for review and written approval as specified by TENNCARE. Thereafter, the 
CONTRACTOR shall submit, at a minimum, an annual update to their BC-DR. The 
CONTRACTOR shall communicate proposed modifications to the BC-DR plan at least 
fifteen (15) calendar days prior to their proposed incorporation. Such updates and/or 
modifications shall be subject to review and written approval by TENNCARE. 

71. Section A.2.30.19.1 shall be deleted and replaced as follows: 

2.30.19.1 The CONTRACTOR shall submit a semi-annual Report on the Activities of the 
CONTRACTOR's Behavioral Health Advisory Committee regarding the activities of the 
behavioral health advisory committee established pursuant to Section A.2.24.2. 

2.30.19.1.1 This report shall include the following information: 

2.30.19.1.1.1 The current membership of the behavioral health advisory committee by name, address, 
role (e.g., consumer, provider, advocate, etc.) and organization represented); 
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2.30.19.1.1.2 Membership demographics as required by TENNCARE; 

2.30.19.1.1.3 A description of any orientation and/or ongoing training activities for behavioral health 
advisory committee members; 

2.30.19.1.1.4 Information on behavioral health advisory committee meetings, including the date, time, 
location, meeting attendees, and minutes from each meeting; 

2.30.19.1.1.5 The report shall include a description of any new initiatives implemented by the 
CONTRACTOR during the reporting period based on the behavioral health advisory 
committee's input and advice to include, but not limited to, policy development, planning 
for services, service evaluation, and member, family member and provider education. 

2.30.19.1.2 These reports shall be submitted to TENNCARE on March I and September I of each year. 

72. Section C.3.4.3 through C.3.4.3.7 shall be deleted and replaced as follows and any 
references thereto shall be amended accordingly. 

C.3.4.3 The base capitation rates shall be adjusted by the State for health plan risk in accordance with the 
following: 

3.4.3. I 

3.4.3.2 

3.4.3.3 

3.4.3.4 

Health plan risk assessment scores will be initially calibrated after current TennCare enrollees 
are assigned to the MCOs for retroactive application to payment rates effective on the start 
date of operations. This initial calibration will be based upon the distribution of enrollment on 
the start date of operations and health status information will be derived from encounter data 
submitted to TENNCARE by MCOs serving the Grand Region through the most recent 
twelve (12) month period deemed appropriate by the State's actuary. 

Health plan risk assessment scores will be calibrated annually based upon health status 
information derived from encounter data submitted to TENNCARE by MCOs serving the 
Grand Region through the most recent twelve (12) month period deemed appropriate by the 
State's actuary. 

TENNCARE will calibrate health plan risk assessment scores on an ongoing basis for the 
purpose of monitoring shifts in enrollment. If warranted prior to the next scheduled annual 
calibration as demonstrated by a significant change in health plan risk assessment scores, 
TENNCARE may adjust the original base capitation rates as subsequently adjusted for all 
MCOs. 

In addition to the annual calibration of risk adjustment factors, those factors will be updated 
when there is a significant change in program participation. This may occur when an MCO is 
removed from a Grand Region. If an MCO is removed from a Grand Region, that MCO's 
membership may be temporarily distributed to TennCare Select or distributed to the 
remaining MCOs or to new MCOs. New risk adjustment values for the remaining MCOs or 
new MCO(s) will be calculated that consider the population that will be enrolled in the MCO 
for the remainder of the contract year only. In this instance, MCOs would be given the option 
to provide TENNCARE, in writing, with a six (6) months notice of termination in accordance 
with Section E.14.7.2. This notice option is not available for rate adjustments as described in 
Sections C.3.4.3.1 through C.3.4.3.3. 
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3.4.3.5 

3.4.3.6 

An individual's health status will be determined in accordance with a methodology 
established or adopted by TENNCARE and described in protocols developed by 
TENN CARE. 

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. The long-term care component of the base capitation 
rate will be adjusted in accordance with a methodology established or adopted by 
TENNCARE and described in protocols developed by TENNCARE. 

73. Section C.3.11.3 shall be deleted and replaced as follows: 

C.3.11.3 MFP incentive payments pertaining to benchmark #1 shall be payable semi-annually within sixty (60) 
days following the end of each calendar quarter for activities performed during the semi-annual 
period. 

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

C.3.14 HEALTH INSURER FEE 

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

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

C.3.14.3 The monthly capitation rates will be paid excluding the amount for the Health Insurer Fee. Once the 
CONTRACTOR'S Health Insurer Fee amount is known, TENNCARE will determine the amount 
this is as a percent of the capitation rates paid in the previous fiscal year using the aggregate member 
months for the fiscal year as of the July following the fiscal year and the capitation rates paid for the 
fiscal year. TENNCARE will then calculate the amount owed to the CONTRACTOR, including any 
adjustments for Federal and State taxes, in aggregate for the 12 month fiscal year and pay the 
capitation adjustment as a single payment. The amount attributable to the CONTRACTOR'S 
TENNCARE membership shall be determined based on the CONTRACTOR'S final Form 8963 
filing, the final notification of the Health Insurer Fee amount owed by the CONTRACTOR received 
from the United States Internal Revenue Service, and supporting documentation from the 
CONTRACTOR as requested by TENNCARE. 
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C.3 .14.4 TENN CARE shall complete its calculation of the amount owed to the CONTRACTOR within ninety 
(90) days of its receipt of the final notification and supporting documentation from the 
CONTRACTOR. Payment is contingent on the availability of State funds and CMS approval of the 
capitation rates including the Health Insurer Fee adjustment. Capitation rates excluding the Health 
Insurer Fee adjustment will be included in the contracts and, following payment of the amount owed 
to the CONTRACTOR, separate rates will be added that contain the capitation rate adjustment to 
reflect the Health Insurer Fee. 

75 . Section E.29.2.2.6.1 shall be amended by deleting and replacing the word 
"recommendations" with the word "requirements" as follows: 

29.2.2.6.1 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 requirements as specified in Section A.2.9.6.11.9 of this Contract. 

76. The Liquidated Damages Chart in Section E.29.2.2.7 shall be amended by deleting and 
replacing the phrase "Caseload and Staffing recommendations" with the phrase "Caseload 
and Staffing requirements" in each Level/Section it appears. 

77. The Liquidated Damages Chart in Section E.29.2.2.7 shall be amended by deleting and 
replacing the existing Level A.32 and adding new Levels A.35 through A.38 as follows: 

LEVEL PROGRAM ISSUES DAMAGE 

A.32 Failure to ensure that a level of $2,000 per occurrence 
care (i.e., PAE) and supporting 
documentation, including the These amounts shall be multiplied by two (2) when 
Safety Determination Request the CONTRACTOR has not complied with the 
Form, if appropriate, submitted Caseload and Staffing requirements as specified in 
with the level of care is Section A.2.9.6.11.9 of this Contract 
accurate and complete, satisfies 
all technical requirements 
specified by TENNCARE, and Ii 

accurately reflects the 
member's current medical and 
functional status. (see Section 
A.2.9.6.3.14) 
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Amendment 1 (cont.) 

A.35 Failure to complete and submit $500 per day after five (5) business days from the 
a safety determination request notification of referral from TENNCARE ifthe 
upon referral from CONTRACTOR has not submitted a completed 
TENNCARE or as part of safety determination request to TENNCARE 
ongoing care coordination pursuant to A.2.9.6.3.14.6. $2,000 per occurrence 
pursuant to Sections for safety determination requests not completed 
A.2.9.6.3.14.6 and and submitted to TENNCARE during ongoing care 
A.2.9.6.9.2.1.13 coordination pursuant to A.2.9.6.9.2.1.13. These 

amounts shall be multiplied by two (2) when the 
CONTRACTOR has not complied with the 
Caseload and Staffing requirements as specified in 
Section A.2.9.6.11.9 of this Contract 

A.36 Failure to complete the PAE $500 per day beginning twenty (20) business days 
process and/or ensure that a after completion of the face-to-face visit until date 
PAE is submitted to of PAE submission 
TENNCARE within twenty 
(20) business days of the face-
to-face visit, per Section 
A.2.9.6.14, on all referrals, 
except those individuals who 
are screened out who do not 
subsequently request to 
continue the intake process or 
individuals who choose to 
terminate the intake process, 
which must be documented in 
writing 

A.37 Failure to conduct and submit $500 per day, per occurrence for each applicable 
level of care reassessments timeline violated in Sections A.29.6.9.3.1.1 and 
pursuant to the requirements in A.2.9.6.9.3.1.1.3.2. These amounts shall be 
Sections A.2.9.6.9.3.1.1 and multiplied by two (2) when the CONTRACTOR 
A.2.9.6.9.3.1.1.3.2 has not complied with the Caseload and Staffing 

requirements as specified in Section A.2.9.6.11.9 of 
this Contract 

A.38 Failure to report deficiencies $500 per day beginning twenty-four (24) hours after 
related to ERC threshold the discovery of the deficiency if the deficiency is 
standards of care and licensure not reported within twenty-four (24) hours to the 
rule violations to the Tennessee Tennessee Department of Health (See Section 
Department of Health within A.2.25.9.10) 
twenty-four (24) hours of 
discovery 
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Amendment I (cont.) 

78. Attachment V shall be amended by deleting and replacing the Geographic Access 
Requirement for the Service Types: "24 Hour Psychiatric Residential Treatment", "24 Hour 
Residential Treatment Services (Substance Abuse)" and "Crisis Services (Mobile)" as follows: 

Maximum Time for 
Admission/ 

Service Type Geographic Access Requirement Appointment 
24 Hour Psychiatric Residential The CONTRACTOR shall contract Within 30 calendar 
Treatment with at least I provider of service in days 

each Grand Region (3 statewide) for 
ADULT members --·---.. --_ .... _______ ,_ _____ __._ __ _, ______________ 

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

Maximum Time for 
Admission/ 

Service Type Geographic Access Requirement Appointment 
24 Hour Residential Treatment The CONTRACTOR shall contract Within I 0 business days 
Services (Substance Abuse) with at least I provider of service in 

each Grand Region (3 statewide) for 
ADULT members 
- ------------------
The CONTRACTOR shall contract 

with at least 1 provider of service in 
each Grand Region (3 statewide) for 
CHILD members 

Maximum Time for 
Admission/ 

Service Type Geographic Access Requirement Aooointment 
Crisis Services (Mobile) Not subject to geographic access Face-to-face 

standards contact within 2 
hours for 
emergency 
situations and 4 
hours for urgent 
situations 
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Amendment 1 (cont.) 

79. Attachment VIII shall be amended by adding a new Item 129, deleting the existing Item 
142 (UM program description, work plan, and evaluation (see Section A.2.30.11.1), deleting 
and replacing the Section references in Items 143 through 147, deleting the existing Item 
148 (Emergency Department Threshold Report (see Section A.2.30.11.7), deleting and 
replacing the renumbered Item 148 as follows, deleting the existing Item 170 and 
renumbering the remaining Items as appropriate. 

129. Housing Profile Assessment Report (see Section A.2.30.6.13) 

143. Cost and Utilization Reports (see Section A.2.30.11.1) 

144. Cost and Utilization Summaries (see Section A.2.30.11.2) 

145. Identification of high-cost claimants (see Section A.2.30.11.3) 

146. CHOICES Utilization Report (see Section A.2.30.11.4) 

14 7. Referral Provider Listing and supporting materials (see Section A.2.30.11.5) 

148. Quality Report and Updates (see Section A.2.30.12.1) 

80. Sections A.4.3.1.2.4, A.4.3.2.4.5 and A.8.2.2.4 of Attachment XI shall be amended by 
deleting the word "mental" and replacing it with the words "behavioral health". 

81. Section A.4.6.1 of Attachment XI shall be deleted and replaced as follows: 

A.4.6.l The CONTRACTOR shall conduct random pre-transportation validation checks prior to the 
member receiving the services in order to prevent fraud and abuse. The amount validated 
shall be two percent (2%) ofNEMT scheduled trips per month. 

82. Section A.5.2 of Attachment XI shall be amended by adding a new Section A.5.2.3 which 
shall read as follows: 

A.5.2.3 Members shall not be required to arrive at their scheduled appointment more than one (1) 
hour before their appointment time. Members shall not be dropped off for their appointment 
before the provider's office or facility has opened their doors. 

83. Sections A.6.4 and A.6.5 of Attachment XI shall be deleted and replaced as follows: 

A.6.4 The CONTRACTOR shall ensure that members arrive at pre-arranged times for appointments and are 
picked up at pre-arranged times for the return leg of the trip. If there is no pre-arranged time for the return 
leg of the trip, the CONTRACTOR shall ensure that members are picked up within one (1) hour after 
notification Pick-up and drop-off times should be captured in such a way to allow reporting as requested 
by TENNCARE. Members shall not be required to arrive at their scheduled appointment more than one 
(1) hour before their appointment time. Members shall not be dropped off for their appointment before 
the provider's office or facility has opened their doors. 
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A.6.5 The CONTRACTOR shall ensure that the waiting time for members for pick-up does not exceed ten (10) 
minutes past the scheduled pick-up time. Scheduled pick-up times shall allow the appropriate amount of 
travel time to assure the members arrive giving them sufficient time to check-in for their appointment. 
Members shall be dropped off for their appointment no less than fifteen (15) minutes prior to their 
appointment time to prevent the drop off time from being considered a late drop off. 

84. Paragraphs A.8.3.6 through A.8.3.8, A.8.3.11 and A.8.3.12 of Attachment XI shall be 
deleted and replaced as follows: 

A.8.3.6 The CONTRACTOR shall ensure that all drivers pass a physical examination prior to 
providing services under the Contract and have additional physical examinations as necessary 
to ensure that a driver is qualified to drive a passenger vehicle (e.g., if the driver has a heart 
attack or stroke). The physical examination shall be at least as extensive as the medical 
examination required by the United States Department of 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. All driver files (including 
but not limited to, HRAs, private vendor's, etc.) must contain an attestation signed by the 
driver including the effective dates of the physical examination. 

A.8.3.7 The CONTRACTOR shall ensure that all drivers pass a drug and alcohol test prior to 
providing services under the Agreement. In addition, the CONTRACTOR shall ensure that an 
alcohol and 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. 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. Drivers should 
be randomly selected from the current utilized drivers for drug and alcohol testing with no 
less than twenty percent (20%) of drivers tested per calendar year. The drivers tested shall be 
reported to TENNCARE quarterly as described in the reporting section of this Attachment 
XI. Results of drug and alcohol testing shall be maintained in the driver's file as to allow for 
unscheduled file audits. All driver files (including but not limited to, HRAs, private vendor's, 
etc.) must contain an attestation signed by the driver containing the date of the drug and 
alcohol test. 

A.8.3.8 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. 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, pled guilty 
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. 

A.8.3.11 The CONTRACTOR shall verify that drivers are not listed on the Tenne~see Sexual Offender 
Registry and the equivalent registry showing data from all fifty (50) states. 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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A.8.3.12 The CONTRACTOR shall ensure that drivers maintain an acceptable Motor Vehicle Report 
containing data for any state the driver has previously lived prior to providing services 
under the Agreement and annually thereafter. Annual updates shall only contain 
information for the states the driver has resided in since the last update. The Motor 
Vehicle Report shall, at a minimum, show the following: 

85. Section A.14.3.1 of Attachment XI shall be deleted and replaced as follows: 

A.14.3.l 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 Contract. The CONTRACTOR may exclude services when 
conducting post-validation in which billing of those services as appropriate (e.g., Pre-natal 
visits) cannot not be validated in the required timeframe. 

86. Sections A.17.4.1 and A.17.4.3 shall be deleted and replaced as follows: 

A.17.4.1 The CONTRACTOR shall have policies and procedures for ensuring that an appropriate 
corrective action is taken when a NEMT provider furnishes inappropriate or substandard 
services, when a NEMT provider does not furnish services that should have been furnished, 
or when a NEMT provider is out of compliance with federal, state, or local law. The 
CONTRACTOR shall provide notification of the corrective action initiated between the 
CONTRACTOR and their NEMT provider as they occur. 

A.17.4.3 As required in Section A.19.5.72 of this Attachment, the CONTRACTOR shall report on 
monitoring activities, monitoring findings, corrective actions taken, and improvements made. 

87. Attachment XI shall be amended by deleting and replacing Section A.19.1.2 and adding a 
new Section A.19.1.3 as follows: 

A.19.1.2 Pick-up and Delivery Standards Report. The CONTRACTOR shall submit a monthly report 
that documents the scheduled pick-up time, actual pick-up time, members appointment time, 
time the member was dropped-off for the appointment, pre-arranged return pick-up time, time 
the member requested pick-up (if not pre-arranged), actual return pick-up time and time the 
member arrived at their final destination. 

A.19.l.3 Drug and Alcohol Testing Report. The CONTRACTOR shall submit a quarterly report 
providing a listing of drivers who have been drug and alcohol tested during the reporting 
period. A minimum of five percent (5%) of drivers should be reported each quarter. The 
report shall include, at minimum, the name of the driver tested for drugs and alcohol, name of 
the provider that the driver is contracted with, social security number of the driver, date the 
driver was authorized to transport and the date the test was conducted. Drivers' drug and 
alcohol test should be current within the last five (5) years~ 
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Amendment 1 (cont.) 

88. Definition Number 11, 15 and 18 of Exhibit A in Attachment XI shall be deleted and 
replaced as follows: 

11. Private Automobile: An enrollee's personal vehicle or the personal vehicle of a family member or 
friend, to which the enrollee has access. 

15. Tennessee Department of Intellectual and Developmental Disabilities (DIDO): The state agency 
responsible for providing services and supports to Tennesseans with intellectual and developmental 
disabilities. DIDO is a division of the Tennessee Department of Finance and Administration. 

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). At a minimum, these shall be considered urgent trips: Hospital and 
Crisis Stabilization Unit discharges and same-day appointments with outpatient behavioral health 
providers. 

89. The "Performance Standard" and "Liquidated Damage" in Item 1_1umber 6 of Exhibit Fin 
Attachment XI shall be amended by adding additional text as follows: 

No. PERFORMANCE STANDARD 
Comply with driver training requirements and 
driver standards (see Section A.8 of this 
Attachment) 

Comply with driver requirements as it relates to 
drug and alcohol testing 

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

The following sanctions are specifically for 
drug and alcohol standards for NEMT drivers. 
For the first deficiency: $5,000 for failure to 
meet the five (5%) requirement for drug and 
alcohol testing per quarter. 
For the second deficiency: $7,500 for failure to 
meet the five (5%) requirement for drug and 
alcohol testing per quarter. 
For the third and subsequent deficiencies: 
$10,000 for failure to meet the five (5%) 
requirement for drug and alcohol testing per 
quarter 

90. The Liquidated Damage in Item number 11 of Exhibit F in Attachment XI shall be 
amended by deleting the word "quarter" and replacing it with the words "reporting 
period". 
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Amendment l (cont.) 

91. The "Performance Standard and Liquidated Damage" Chart in Exhibit F of Attachment 
XI shall be amended by adding a new Item 13 as follows: 

No. PERFORMANCE STANDARD LIQUIDATED DAMAGE 
Failure by the CONTRACTOR to comply with the $5,000 for failure to meet the 2% benchmark 
pre-validation requirements and the post-validation for pre-validations ofNEMT scheduled trips 
requirements (see Section A.4.6 and Section A.14.3 
of this Attachment XI) $1,000 for failure to meet the 2% benchmark 

for post-validations of NEMT trips; and 
$100 per calendar day until an acceptable 
report has been received by TENNCARE 
beginning on the date the CONTRACTOR is 
notified of the deficiency 
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All of the provisions of the original Contract 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 I, 2015. 

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

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

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

STATE OF TENNESSEE 
DEPARTMENT OF FINANCE 
AND ADMINISTRATION 

BY: L~ ~,~.f-_/U:l 
Larry B. Martin ' 
Commissioner 

DATE: 12/ R/ztJIY 
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VOLUNTEER STATE HEALTH PLAN, INC. 

BY: {)mJuA~L 
Amber Cambron 
President & CEO VSHP 

DATE: _____._f"""""'a'-+/-'-=w-+-(..__1 '-j+------
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