. Division of
Health Care

—_Finance & Administration

April 27, 2017

Ms. Krista Lee, Executive Director
Fiscal Review Committee

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

RE: MCO Amendments (amendment #6) and TennCare Select (amendment # 41)
Cognosante, LLC (amendment #3)

Dear Ms. Lee;

The Department of Finance and Administration, Division of Health Care Finance and Administration
(HCFA), is submitting for consideration by the Fiscal Review Committee the following MCO contract
amendments:

AMERIGROUP Tennessee, Inc. (amendment #6)

UnitedHealthcare Plan of the River Valley, d/b/a UnitedHealthcare Community Plan
(amendment #6)

Volunteer State Health Plan, Inc. d/b/a Blue Care Tennessee (amendment #6)
Volunteer State Health Plan (TennCare Select) Amendment #41

These managed care contracts are being amended to provide relative changes to the program
including the following: (1) Technical edits (e.g., changing “mental retardation to intellectual
disabilities); (2) Compliance with federal regulations and/or federal waiver authority (managed care
regulation, HCBS settings rule, final approved 1115 waiver extension); (3) Streamline Care/Support
Coordination requirements for CHOICES and ECF CHOICES to reduce administrative burden and
improve the member experience; (4) Improve assessments/coordination/transitions for complex care
needs/populations, including children aging out of State custody, individuals receiving home health or
private duty nursing, and individuals with a PASRR condition (mental illness or intellectual disability or
related condition); (5) Update ECF Quality Monitoring requirements to reflect changes based on
provider input; (6) Minor adjustments to background check requirements, including Consumer
Direction; (7) Clarify MCO role in assisting CHOICES/ECF CHOICES members with Medicaid eligibility
redetermination (to ensure continuity of coverage and services); (8) Adjust reporting requirements; (9)
Update EPSDT Outreach Requirements; (10) Clarifications to align with new Managed Care
Regulations; (11) Clarification to provider complaint follow-up, and (12) Term Extension and funding to
support extended term. With the exception of VSHP (TennCare Select) which is paid according to a
per member per month administrative rate, these amendments also include updated, actuarially
approved capitated rates.

Additionally, TennCare is submitting amendment #3 to Cognosante, LLC, the competitively
procured contract for the provision of Independent Validation and Verification (IV&V) services.
The payment structure for this contract is a combination of monthly and hourly rates for staff with
expertise in IV&V to support the State and other designated contractors and vendors that
TennCare will engage for the improved TEDS project outcome, as well as enhancement of the

Health Care Finance and Administration ¢ 310 Great Circle Road * Nashville, TN 37243
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MMIS V&YV functions as required by the federal government. This amendment is necessary to
(1) provide adequate funding to support these ongoing functions; (2) modify scope of work to
include the PBM and DBM projects, including any modular certifications and assessment of other
vendor deliverables; (3) exercise optional term extension rates as submitted in RFP Cost
Proposal; and (4) replace term extension language to include additional two (2) additional option
term years in order to align with TEDS, as approved by the Central Procurement Office and the
Comptroller's office. Approval forms were submitted with additional Fiscal Review Supplemental
information as required.

HCFA respectfully submits the above referenced contract amendments for consideration and approval
by the Fiscal Review Committee. We look forward to promptly providing any additional information as
may be requested by the Committee.

Sincerely,

Chief Financial Officer

cc. Wendy Long, M.D., Deputy Commissioner

Health Care Finance and Administration * 310 Great Circle Road * Nashville, TN 37243
tn.gov/hcfa « tn.gov/tenncare



Supplemental Documentation Required for

Fiscal Review Committee

*Contact Name: Alma Chilton

*Contact Phone: | 1o 507 c304

*Presenter’s Name

William Aaron, Chief Financial Officer

Edison Contract Number:

RFS Number: (if

(if applicable) | 29635 applicable) | 31866-00026
*Original Contract Begin *Current End
Date: | July 1, 2001 Date: | 12/31/2017
Current Request Amendment Number:
(if applicable) | 41
Proposed Amendment Effective Date: | July 1,2017

(if applicable)

*Department Submitting:

Department of Finance and Administration

*Division: | Health Care Finance and Administration
*Date Submitted: | April 27,2017
*Submitted Within Sixty (60) days: | Yes
If not, explain: | NA

*Contract Vendor Name:

Volunteer State Health Plan, Inc. (TennCare Select)

*Current Maximum Liability:

4,800,523,505.90

*Estimated Total Spend for Commodities

N/A

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

FY: 2002 FY: 2003 FY: 2004 FY: 2005 FY 2006 FY 2007
$18,599,868.00 | $33,079,942.00 | $63,490,156.00 | $116,014,894.00 | $175,496,222.00 | $175,496,222.00
FY: 2008 FY: 2009 FY: 2010 FY: 2011 FY:2012 FY 2013
$200,000,000.00 | $200,000,000.00 | $404,906,600.00 | $443,906,600.00 | 443,906,600.00 | 443,906,600.00
FY: 2014 FY: 2015 FY: 2016 FY: 2017 FY: 2018

$443,906,600.00 | $443,906,600.00 | $443,906,600.00 | $500,000,000.00 | $250,000,000.00

*Current Total Expenditures by Fiscal Year of Contract:

(attach backup documentation Edison report - Attached)

FY: 2002 FY: 2003 FY: 2004 FY: 2005 FY 2006 FY 2007
$290,556,541.35 | $413,769,656.17 | $811,750,972.40 | $990,250.679.53 | $904,108,515.31 | $929,733,206.66
FY: 2008 FY: 2009 FY: 2010 FY:2011 FY: 2012 FY 2013
$367,161,736.62 | $382,199,549.22 | $384,317,146.84 | $376,871,961.99 | $385,566,957.59 | $389,790,953.99
FY: 2014 FY: 2015 FY: 2016 FY: 2017

$405,469,617.80 | $419,552,360.15 | $443,450,945.20 fteffﬁ92/25/227()7i$;1

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

reasons and explain where surplus funds A
were spent:

IF surplus funds have been carried forward,

please give the reasons and provide the N/A

authority for the carry forward provision;

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

TennCare is obligated by contract to reimburse the Managed
Care Organization for medical claims paid by the plan to
providers and pay an administrative capitation payment per




Supplemental Documentation Required for

Fiscal Review Committee

overage:

member to cover administrative costs. The maximum liability
amounts for this contract represent the payments made by the
state to the plan to provide claims processing and other
administrative services for each fiscal year. The contract
payments reported for each fiscal year represent both the
medical claims reimbursement payments and the administrative
payments to the plan.

- -
Contract Funding State: | $1,684,421,329.04 Federal: $3,116,102,176.86
Source/Amount:
Interdepartmental: Other-

If “other” please define:

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

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

November 1, 2002

Amendment #1 — Language Modification, including changes to
MCO language; Term Extension; Maximum Liability Increase

May 29, 2003

Amendment #2 - Language Modification, including changes to
MCO language; Maximum Liability Increase

July 1, 2003

Amendment #3 — Language Modification, including changes to
MCO language

November 14, 2003

Amendment #4 - Language Modification, including changes to
MCO language: Maximum Liability Increase

December 15, 2003

Amendment #5 - Language Modification, including changes to
MCO language; Maximum Liability Increase

January 1, 2004

Amendment #6 — Language Modification, including changes to
MCO language; Term Extension; Maximum Liability Increase

July 1, 2004

Amendment #7 — Language Modification, including changes to
MCO language

October 26, 2004

Amendment #8 - Language Modification, including changes to
MCO language; Maximum Liability Increase

January 1, 2005

Amendment #9 — Language Modification, including changes to
MCO language; Term Extension; Maximum Liability increase

May 18, 2005

Amendment #10 - Language Modification, including changes to
MCO language; Maximum Liability Increase

July 1, 2005

Amendment #11 — Language Modification, including changes to
MCO language

January 1, 2006

Amendment #12 — Language Modification, including changes to
MCO language: Term Extension; Maximum Liability Increase

March 30, 2006

Amendment #13 — Language Modification, including changes to
MCO language; Maximum Liability Increase

April 28, 2006

Amendment #14 — Language Modification, including changes to
MCO language: Maximum Liability Increase

July 1, 2006

Amendment #15 — Language Modification, including changes to
MCO language; Maximum Liability Increase

January 1, 2007

Amendment #16 - Language Modification, including changes to
MCO language; Term Extension; Maximum Liability Increase

July 1, 2007

Amendment #17 - Language Modification, including changes to
MCO language; Term Extension; Maximum Liability Increase

May 1, 2008

Amendment #18 — Language Modification, including changes to
MCO language; Term Extension; Maximum Liability Increase

March 1, 2009

Amendment #19 — This amendment provided Shared Risk for
Contractor, payment for Performance Measures, including
EPSDT, Medical Service Budget Target, Case Manager




Supplemental Documentation Required for

Fiscal Review Committee

Assignment, as well as establish bonus pool for shared risk
initiative. The establishment of partial risk arrangements with
managed care entities allows the state to claim a more favorable
federal matching rate as well as properly align incentives
between the State and the managed care entity.

July 1, 2009

Amendment #20 - This amendment extended the term and
provided funds to support the term extension of existing
services. Additionally, due to integration of behavioral
services into the already existing medical service scope of
service, this amendment provided language and funds to
support this integration scheduled to begin September 1, 2009,

October, 2009

Amendment #21 - provides language nurse case management
services to support MR enrollees currently being served by
separate contractor.

March 1, 2010

Amendment #22 — provides language to comply with Long
Term Care Community Choices Act of 2008 for provision of
home and community based services and restructuring the long
term care system in Tennessee.

July 1, 2010

Amendment #23 - Provide language relating to enforcement of
Annual Coverage Assessment Act of 2010 and clarifications of
Long-Term care reporting.

January 1, 2011

Amendment #24 - Address Program Integrity clarifications,
Performance measures, CHOICES requirement clarifications, and
update risk adjustment language modifications.

July 1, 2011

Amendment #25 - (1) Clarification of CHOICES Requirements; (2)
Clarification of CHOICES Credentialing Requirements; (3)
Clarification of Disease Management and NCQA Requirements; (4)
Revise Behavioral Health Monitoring Reports, and (5) extends term
and provides funding to support services for FY 12,

October 1, 2011

Amendment #26 — Inclusion of Money Follows the Person
Rebalancing Demonstration Grant

January 1, 2012

Amendment #27 - Language Updates; extend term and provide
funding for FY 12 and FY *13.

July 1,2012

Amendment #28 - provides requirements for the Contractor
regarding the implementation and operation of CHOICES Group
3, the portion of the CHOICES program that extends limited
Home and Community Based Services (HCBS) benefits to
individuals at risk of nursing facility placement.

October 1,2012

Amendment #29 - Administration of a community health record
to provide data integration services for all TennCare enrollees
which include maintaining an Enterprise Master Person Index
(EMPI), a central repository for person-centric data from a
variety of contributing systems, and facilitates the integrity of a
single person record. No additional funding is required relative
to this amendment.

January 1, 2013

Amendment #30 - Replaces Disease Management requirements
with Population Health Requirements, clarifies CHOICES 3
requirements, CMS TPL language, extends term through
12/31/2014 and provides funding for FY ’14.

March 15, 2013

Amendment #31 - Added language requested by the Center for
Medicare and Medicaid Services (CMS) regarding the Primary
Care Rate Bump Final Rule as required by the Affordable Care
Act




Supplemental Documentation Required for

Fiscal Review Committee

June 1, 2013

Amendment #32 - Added language requirements surrounding
CHOICES, member material and Outreach Evaluation of MCO
outreach plans, and additional changes to update references
regarding Individuals with Developmental Disabilities.

January 1, 2014

Amendment #33 — Added language updates to CHOICES and
extended term and funding.

August 1, 2014

Amendment #34 — Health Insurer Fee (HIF) Language

September, 2015

Amendment #35 — Health Insurer Fee (HIF) Language
(revised)

December 31, 2015

Amendment #36 — Language changes per program
changes/updates, term through 12/31/2016 and funding.

July 1, 2015

Amendment #37 — Language changes per program
changes/updates

January 1, 2016

Amendment #38 — Program language changes and updates

July 1, 2016

Amendment #39 — Program language change and updates

January 1, 2017

Amendment #39 — Program language changes and updates;
term extension and funding.

Method of Original Award: (if applicable)

Non Competitive

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

This contract was originally set up to provide
medical and behavioral services to children in state
custody and other high risk enrollees, as well as to be
a safety net should other MCOs fail. The projected
costs were based on actual services provided to those
enrollees included in this population.

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

This contractor provides services to high risk
individuals statewide. To change this contractor
would be a potential risk to these enrollees and
would not be in the best interest of the State.

Provide information on the circumstances and
status of any disciplinary action taken or
pending against the vendor during the past 5
years with state agencies/ departments,
professional organizations, or through any
legal action.

No disciplinary actions identified.

In addition, please provide any information
regarding the due diligence that the
Department has taken to ensure that the
vendor is not or has not been involved in any
circumstances related to illegal activity,
including but not limited to fraud.

HCFA googled this contractor and did not
identify any illegal activity. Language in
the contract requires immediate notification
to the state regarding illegal activity or fraud
if discovered during the term of this
Contract.




VSHP - TennCare Select
Edison Contract ID: 29635

CONTRACT EXPENDITURES BY FISCAL YEAR

(Payment Detail Attached)

FY 2002
FY 2003
FY 2004
FY 2005
FY 2006
FY 2007
FY 2008
FY 2009
FY 2010
FY 2011
FY 2012
FY 2013
FY 2014
FY 2015
FY 2016
FY 2017

$290,556,541.35
$413,769,656.17
$811,750,972.40
$990,250,679.53
$904,108,515.31
$929,733,206.66
$367,161,736.62
$382,199,549.22
$384,317,146.84
$376,871,961.99
$385,566,957.59
$389,790,953.99
$405,469,617.80
$419,5652,360.15
$443,450,945.20
$329,902,277.64

TOTAL

$8,224,453,078.46

(Expenditures through April 7, 2017)



2002 TennCare Select Vendor payment

Vendor Numbq Vendor Suffix Amount
V621656610 |00 290,556,541.35
Total 290,556,541.35




2003 TennCare Select Vendor payment

Vendor

Warrant

Invoice Number Voucher Amount
2002-69 P048785 091102NR2 9,392,524.07
2002-70 P055144 091702NR3 10,661,813.93
2002-71 P062257 092402NR4 7,105,264.99
2002-72 P068524 100102NR6 10,945,659.18
2002-73 P076150 100502NR3 8,681,617.84
2002-74 P083369 101502NR2 11,476,661.77
2002-75 P084274 101602NR2 652,206.19
. 12002-76 P089684 102202NR3 - 4,834,204.32
200277 P096569 102902NR4 15,849,505.83
2002-78 P102381 110502NR6 8,025,508.48
2002-79 P107483 111202NRS5 12,226,470.95
2002-80 P116522 111902NR6 8,003,425.42
2002-81 P122933 112502NR2 10,523,735.41
2002-82 P128685 120302NR2 4,791,802.56
2002-83 P135702 121002NR4 12,182,299.13
2002-84 P145330 121702NR9 7,512,867.50
2002-85 P150215 122002NR1 11,070,533.38
2002-86 P155422 123102NR2 4,648,140.62
2003-01 P160508 010703NRS5 10,357,303.58
2003-02 P170401 011403NR7 6,531,613.34
2003-03 P173689 012103NR3 9,669,481.84
2003-04 P179975 012803NR1 9,476,743.07
2003-06 P194464 021103NRS5 8,234,543.23
2003-07 P202292 021803NRS 13,122,054.97
2003-08 P209638 022503NR3 8,191,323.02
2003-09 P216181 030403NR4 11,504,541.50
2003-10 P223739 031103NR4 8,245,497.34
2003-11 P232607 031803NR4 12,893,442.05
2003-12 P239494 032503NR6 7,425,841.02
2003-13 P246046 040103NR4 11,164,958.94
2003-14 P252368 040803NR7 7,709,575.34
2003-15 P253393 040903NR2 618,264.59
2003-16 P261104 041503NR6 12,491,593.75
2003-17 P266787 042203NR13 9,102,200.18
2003-18 P274218 042903NR4 10,904,2.96.01
2003-19 P280017 050603NR6 9,161,558.11
2003-20 P289403 051303NR3 12,467,903.24
2003-21 P295524 052003NR4 8,653,596.32




2003-22 P300931 052703NR4 10,678,761.95
200323 ___ |P308385 060303NR6 8,074,860.87
2003-24 P315549 061003NR4 12,942,681.44
2003-25 P324615 061703NR4 8,048,696.13
2003-25 P331612 062406NR2 15,661,878.76
2003-5 P186972 020403NR3 10,952,204.01

Total 413,769,656.17




2004 TennCare Select Vendor payment

Vendor

Warrant

Invoice Number Voucher Amount
2003-27 P339516 070103NRS 9,571,621.66
2003-28 P345419 (070803NR4 12,901,141.70
2003-29 P356122 071503NR2 13,114,403.76
2003-30 P361788 072203NR4 10,612,921.84
2003-31 P367474 072903NR4 10,307,908.12
2003-36 P371129 080503NR9 13,384,066.87
2003-33 P377274 081203NR1 10,345,783.89
2003-34 P385856 031903NR6 11,143,261.05
2003-35 . :{P394644 082793NR1 11,609,284.48
2003-36 P397991 090203NR3 11,586,532.73
2003-37 P404206 090903INR4 13,354,953.90
2003-38 P413180 091603NR6 12,633,269.91
2003-39 P420975 092403NR3 15,055,885.62
2003-40 P426714 093003NR6 15,798,808.77
2003-41 P432250 100703NR7 16,415,573.94
2003-41 P441025 101403NR2 (1,064,145.86)
2003-41- P441025 101403NR2 1,064,145.86
2003-42 P441025 101403NR2 12,133,450.47|
2003-42 P447099 102103NR6 44,179.16
2003-42— - |P447099—— [102103NR6 ~| ~ 48,915.83
2003-42-- P447099 102103NR6 (93,094.99)
2003-43 P447099 102103NR6 14,215,623.88
2003-43 P453627 102803NR4 20,944.70
2003-43- P453627 102803NR4 1,039,913.89
2003-43-- P453627 102803NR4 (1,060,858.59)
2003-44 P453627 102803NR4 17,621,780.18
2003-44 P460688 110403NR4 190,334.85
2003-44- P460688 110403NR4 1,388,563.91
2003-44-- P460688 110403NR4 (1,578,898.,76)
2003-45 P460688 110403NR4 13,707,170.77
2003-45 P468670 111203NR2 187,475.89
2003-45- P468670 111203NR2 797,122.56
2003-45-- P468670 111203NR2 (984,598.45)
2003-46 -~ |P468670 111203NR2 15,809,075.76
2003-47 P475333 111803NR4 13,929,696.52
2003-46 P483097 112503NR4 47,781.35
2003-46- P483097 112503NR4 680,591.02
2003-46-- P483097 112503NR4 (728,372.37)
2003-47 P483097 112503NR4 39,309.50
2003-47- P483097 112503NR4 638,481.33
2003-47-- P483097 112503NR4 (677,790.83)




2003-48 P483097 112503NR4 14,974,277.93
2003-48 P487383 120203NRS 22,442,837
2003-48- P487383 120203NRS 554,454.74
2003-48-- P487383 120203NRS (576,897.61)
2003-49 P487383 120203NRS5 8,306,089.43
2003-49 P494604 120903INR4 16,059.06
2003-49- P494604 120903NR4 158,530.34
2003-49-- P494604 120903NR4 (174,589.40)
2003-50 P494604 120903NR4 18,352,281.27
2003-50 P504141 121603NR6 17,740.06
2003-50- P504141 121603NR6 664,415.90
2003-50-- P504141 121603NR6 (702,155.96)
2003-51 P504141 121603NR6 15,726,068.53
2003-51 P510184 122203NR4 . 86,270.36
2003-51- P510184 122203NR4 1,144,550.20
2003-51-- P510184 122203NR4 | (1,230,820.56)
2003-52 P510184 122203NR4 16,430,966.73
2003-52 P515582 123003NR4 27,506.84
2003-52- P515582 123003NR4 592,937.23
2003-52-- P515582 123003NR4 (620,444.07)
2003-53 P515582 123003NR4 8,721,987.07
2003-53 P520061 010604NR6 18,625.59
2003-53- P520061 010604NR6 92,378.82
2003-53-- P520061 010604NR6 (111,004.41)
2004-01___ P520061 010604NR6 13,000,161.88|
2004-01 P529928 011304NR3 21,753.95
2004-01- P529928 011304NR3 597,456.99
2004-01-- P529928 011304NR3 (619,210.24)
2004-02 P529928 011304NR3 17,546,494.22
2004-02 P535078- — |012004NR7- -|—63,928.89
2004-02- P535078 ~ [012004NR7 121,655.31
2004-02-- P535078 012004NR7 (185,584.20)
2004-03 P535078 (012004NR7 12,868,081.59
2004-03 P549037 020304NR2 10,921.60
2004-03- P549037 020304NR2 | (1,232,670.30)
2004-03-- P549037 020304NR2 1,221,748.70
2004-04 P549037 020304NR2 31,813.28
2004-04- P549037 020304NR2 357,666.44
2004-04-- P549037 020304NR2 (389,479.72)
2004-05 P549037 020304NR?2 16,260,359.96
2004-05 P556339 021004NR6 26,900.83
2004-05- P556339 021004NR6 305,930.03
2004-05—- P556339 021004NR6 (332,830.86)
2004-06 P556339 021004NR6 18,970,284.89
2004-04 P541761 012704NRS5 4.214,773.78
2004-04- P541761 012704NRS 15,221,252.76
2004-06 P564496. 021704NR7 13,238.83




2004-06- P564496 021704NR7 142,442.76
2004-06-- P564496 021704NR7 (155.681.59)
2004-07 PS64496 . .[021704NR7 17,080,163.52
2004-07 P571198 022404NR 5 27,734.97
2004-07- P571198 022404NRS 264,361.31
2004-07-- P571198 022404NR 5 (292,096.28)
2004-08 P571198 022404NR 5 19,656,057.63
2004-08 P578797 030204NR4 61,776.64
2004-08- P578797 030204NR4 198,077.82
2004-08-- P578797 030204NR4 (259,854.46)
" [2004-09 P578797 030204NR4 17,932,603.38
2004-09 P586386 030904NR5 11,330.72
2004-09- P586386 030904NR5 191,673.51
2004-09-- P586386 030904NR 5 (203,004.23)
2004-10 P586386 030904NR S 19,480,654.91
2004-10 P595341 031604NR4 24.364,27
2004-10- P595341 031604NR4 213,986.50
2004-10-- P595341 031604NR4 (238,350.77)
2004-11 P595341 031604NR4 16,739,640.17
2004-11 P602609 032304NR2 ~6,301.60
2004-11- P602609 032304NR2 247,131.18
2004-11-- P602609 032304NR2 (253,432.78)
2004-12 P602609 032304NR2 18,786,140.00
2004-13 P610025 033004NRS 16,268,602.11
2004-14 P616395. 040604NR6- - |-18,831,995.00
2004-15 P624541 041304NR3 19,185,757.42
2004-16 P631569 042004NR4 18,113,523.24
2004-17 P638012 042704NR4 | 16,946,800.75
2004-18 P645376 050404NR4 19,902,428.14
2004-19 P652258 051104NR3 18,259;754.23
2004-20 P661472 051804NR6 17,738,461.86
2004-20 P668376 052504NR8 (400.00)
2004-21 P668376 052504NR8 | 16,691,824.67
2004-20 Q001625 052704NR2 400.00
2004-22 Q004096 060104NR3 15,043,406.35
2004-23 Q011105 060804NR4 17,669,270.69
2004-24 Q020959 061504NRS 18,459,311.35
2004-25 Q027081 062204NR2 16,249,722.14
2004-26 Q036035 062904NR4 | 16,809,558.28
Total 811,750,972.40




2005 TennCare Select Vendor payment

z::‘::: l\v?::‘r: Voucher Amount

2004-27 Q042367 070604NR4 13,805,308.23
2004-28 Q043815 070704NR3 1,101,601.81
2004-29 Q053375 071304NR3 17,536,614.17
2004-30 Q059096 072004NR7? 17,140,846.34
2004-31 Q063466 072704NR S 21,768,665.01
2004-32 Q069516 080304NRS 17,137,689.89
2004-33 Q075332 081004NR4 . 20,267,480.86
2004-34 Q084930 081704NR7 18,850,281.71
2004-35 Q092202 082404NR1 17,899,784.19
2004-36 099296 083104NR6 19,478,023.19
2004-37 Q104552 090704NR3 18,189,723.57
2004-38 Q113644 091404NR3 16,131,772.44
2004-39 Q120552 092104NR4 19,026,751.60
2004-40 0127527 092804NR4 20,018,213.38
2004-41 Q134297 100504NR2 18,684,861.89
2004-42 Q141101 101204NR4 18,865,004.09
2004-43 Q150261 101904NR4 15,540,616.56
2004-44 Q157406 102604NR3 25,601,222.,15
2004-45 Q165051 110204NR3 18,651,988.03
2004-46 Q170459 110804NR3 17,706,671.30
2004-47 Q180475 111604NR3 16,498,772.25
2004-47B (183568 111804NR1 639,879.31
2004-47 186373 112204NR2 19,938,964.52
2004-48B (0189943 112404NR1 853,051.24
2004-49 Q192986 113004NR4 12,286,193.56
2004-50 Q200656 120704NR3 23,229,410.67
2004-51 Q2_10927 121404NRS5 22,942,631.44
2004-52 Q217109 122204NR2 23,469,595.61
2004-53 Q222329 122804NR3 7,384,351.21
2005-01 " Q226563 010405NR3 16,083,818.43
2005-02 233515 011105NR3 19,578,867.41
2005-03 Q241962 011805NR4 19,607,510,32
2005-04 Q249534 012505NR4 25,823,785.87
2005-05 Q257430 020105NR1 21,368,292.95
2005-06 Q264106 020805NR3 21,654,011.13
2005-07 Q274350 021505NRS 19,863,749.95
2005-08 Q279857 022205NR6 20,615,380.60
2005-07 Q287730 030105NR2 1,089.22
2005-08 287730 030105NR2 - (1,089.22)
2005-09 Q287730 030105NR2 22,193,003.63
2005-10 Q295874 030805NR4 21,216,557.65
2005-11 Q306182 031505NR2 21,699,893.04
2005-12 Q313549 032205NR2 18,831,307.75
2005-12 319248 032905NR4 17,992,341.46
2005-14 (J326639 040505NR3 19,659,202.06
2005-15 (0333302 041205NR1 18,677,731.22
2005-16 Q343240 041905CO6 19,104,939.58
2005-17 Q349882 (042605 NR2 26,598,290.01
2005-18 (358432 050305NR.1 20,929,323.29




2005-19 [Q365115  |051005NR2 21,641,385.00)
2005-20 [Q374441  [051705NR4 20,077,386.14
2005-21 Q381801 052405NR2 20,658,158.17
2005-22 388730 [053105NR2 18,712,519.87
2005-23 Q395119 [060705NR4 18,369,808.05
2005-24 Q405289 061405NR4 20,951,295.23
200525 Q412166 062105NR3 19,675,061.20
2005-26 Q419968 062805NR2 19,720,981.74

Total 990,250,679.53




2006 TennCare Select Vendor payment

Vendor Youcher Amount

Invoice

2005-30 072605NRS 23,530,975.71
2006-04 012406NR2 21,749,449.95
2006-17 042506NR2 21,369,311.52
2005-49 120605NR2 20,606,440.88
2005-29 071905NR3 20,570,935.54
2005-27 070505NR2 20,221,130,26
2006-11 031406NR3 20,197,818.45
2006-26 062706NR3 19,986,895.01
2005-43 10250SNR4 19,691,508.89
2005-33 08160SNR4 19,498,944.07
2005-51 122005NR2 19,154,057.50
2005-32 080905NR3 19,095,632.45
2006-12 032106NR1 18,990,278.17
2005-47 112105NR2 18,925,878.75
2005-28 071205NR4 18,881,877.95
2006-06 020706NR3 18,556,398.83
2005-50 121305NR2 18,235,062.26
2005-35 083005NR3 18,196,655.52
2006-05 013106NR4 18,186,584.61
2005-46 111505NR4 18,153,665.40
2006-09 |022806NR2 18,121,797.95
2006-19 050906NR4 18,120,001.07
2005-40 100405NR2 18,000,182.53
2005-31 080205NR3 17,928,609.59
2006-24 061306NR3 17,830,061.44
2005-45 110805NR1 17,805,545.42
2005-36 090605NR3 17,630,949.44
2005-44 110105NR1 17,567,158.81
2006-14 040406NR3 17,507,708.45
2005-34 082305NR4 17,383,004.25
2006-20 051606NR5 17,220,456.87
2006-03 011706NR4 17,051,015.51
2005-36 091305NR2 16,999,409.92
2006-08 022106NR5 16,983,748.18
2005-39 092705NR2 16,968,298.94
2006-10 030706NR2' 16,953,239.25
2006-13 032806NR1 16,850,998.03
2005-42 101805NR1 16,609,270.69
2006-07 021406NR1 16,525,382.24
2006-21 052306NR3 16,260,689.37
2005-38 092005NR3 16,074,495.63




2006-18 050206NR1 16,042,283.90
2006-15 041 106NR3 15,975,611.17
2006-15 041806NR4 15,448,206.81
2006-01 010306NR3 15,306,476.97
2006-25 062006NR2 15,305,684.66
2006-22 053006NR2 15,217,720.36
2006-02 011006NR4 14,563,137.47
2005-52 122705NRS 14,001,360.40
2005-41 101105NR1 13,601,677.80
2005-48 112905NR2 10,676,650.10
2005-45B 100905NR1 1,778,180.37
‘Total

904,108,515.31

4 K »



2007 TennCare Select Vendor payment

Vendor Iuvoice [Invoice Date Voucher Amouat
2006-26 070306NR?2 0.00
2006-27 U70306NR2 16,262,352.83
2006-28 071106NR2 15,644,024.82
2006-29 {()71806NR 1 17,005,130.42
2006-30 072606NR2 24,731,415.08
2006-31 080106NR3 16,996,699.73
2006-32 8/8/2006 080S06NR2 17,248,515.67
2006-33 8/15/2006 081606NR3 16,577,975.95
2006-34 8/22/2006 082206NR?2 17,614,658.55
2006-35 8/29/2006 083006NR3 18,917,975.73
2006-36 9512006 090506NRA 17,210,552.58
2006-37 9/12/2006 091206NR3 13,301,832.88
2006-38 9/19/2006 091906NR3 20,320,994.67
2006-39 1972672006 092606NR3 22,180,915,29
2006-40 10/3/2006 100306NRS 23,463,094.52
2006-41 0/10/2006 101006NR2 17,651,414.72
2006-42 101706NR2 16,052,176.14
2006-43 10/24/2006 102406NR2 21,287,276.20
2006-44 10/31/2006 103106NR2 16,248,943.11
2006-45 11/7/2006 110706NR § 22,366,180.20
2006-46 11/14/2006 111406NR4 24,435,987,.79
110306 8/23/2006 1106060T1 918,644.43
2006-47 11/20/2006 112006NR2 22,534,216.51
2006-48 11/28/2006 112806NR4 10,768,460,11
2006-49 12/5/2006 120506NRS5 25,263,087.62
2006-50 12/12/2006 . 121206NRS 22,549,726.25
2006-51 " 112/19/2006 121906NR2 18,261,656.72
2006<52— (12/27/2006— |122706NR2- "18,819,656.44
2007-01 1/2/2007 010207NR4 12,060,139.25
2007-02 1/9/2007 010907NR4 15,822,481.58
2007-03 1/16/2007 011607NR4 19,138,300.02
2007-04 1/23/2007 012307NR3 23,463,730.71
2007-05 1/30/2007 013007NR1 23,425,253.78
2007-06 2(6/2007 (©20607NR4 20,550,165.93
2007-07 2/13/2007 021307NR2 21,310,244.65
2007-08 2/20/2007 022007NR3 21,145,908.60
2007-09 2/27/2007 022707NR4 28,205,782.76
2007-10 3/6/2007 0306071NR2 25,383,408.26
2007-11 3/12/2007 031307NR4 21,670,981.00
2007-12 3/20/2007 032007NR4 22,471,345.50
2007-13 3/27/2007 032707NR5 22,221,662.46
2007-14 4/3/2007 040307NR1 20,444,321.61
2007-15 4/9/2007 041007NR2 21,498,656.91
2007-16 T/L6/2007 Q41707NR ) 13,929,180.68
2007-17 4/24/2007 042407NR3 18,684,036.40
2007-18 4/30/2007 050107NR4 11,658,711,12
2007-19 5/8/2007 050807N'R_§ 12,041,186.08].
2007-20 5/14/2007 051507NR1 11,253.604.12
2007-21 5/21/2007 052207NR1 10,302.073.28
2007-22 5/29/2007 052007NR1 8,392,623.79
2007-23 6/4/2007 060507NR2 8,727,679.58
2007-24 6/11/2007 061207NR2 8.078,652,35
2007-25 6/1872007 061307NR2 6,843,275.21
2007-26 65/26/2007 062607NR3 6,376,236.07
Total 929,733,206.66]




2008 TennCare Select Vendor payment

Vendor Invoice |Imvoice Date |Voucher Amount
gr(;;\DMIN 3/24/2008  |0324080T1 590,773.18
2008-01 7/2/2007 070207NR 1 8,874,275.93
RATE ADJUST |[7/5/2007 (070507NR1 13,787,598.00
2008-02 7/9/2007 071007NR1 5,862,696.71
2008 03 7/17/2007  |071707NR3 5,278,216.47
2008-04 7/23/2007 072407NR1 9,237,287.76
2008-05 71312007 073107NR6 8,314,595.68
2008-06 8/6/2007 080607NR2 7,923,631.92
2008-07 8/13/2007 081407NR3 7,063,107.76
2008-08 18/20/2007 - [082107NR5 | : 6,923,114.68
2008-09 8/28/2007  [082807NR6 8,590,631.40
2008-10 9/4/2007 090407NR3 5,649,195.03
2008-11 9/10/2007  |091107NR3 5,530,250.23
TPL ADMIN __9/14/2007 ___[0914070T1 1.714.667.10
2008-12 9/17/2007  |091807NR4 7,186,374,44
2008-13 9/25/2007 _ |092507NR4 7,030,873.28
2008-14 10/2/2007 100207NR2 5,934,061.15
2008-15 10/8/2007 100907NR4 7,013,158.67
NCQA 10/2/2007 1005070T1 134,407.00
2008-16 10/15/2007  |101607NR3 6,353,278.06
. [2008-17 10/22/2007  |102307NRS 9,752,014.63
2008-18 10/29/2007 __ |103007NR2. | 6,301,810.58
2008-19 11/5/2007 110607NR5 7,064,685.71
2008-20 11/13/2007  |111307NR6 8,087,177.98
2008-21 11/19/2007  |111907NR4 7.034,463.56
2008-22 11/26/2007  |112607NR2 4,595,460.36
2008-23 12/4/2007 120407NRS 9,398,864.85
2008-24 12/10/2007  |121107NR4 7,183,439.36
2008-25 12/17/2007  |121807NR3 1,665,163.71
2008-26 12/26/2007  |122607NR3 6,970,653.72
2008-27 1/2/2008 010208NR5 3,815,524.43
2008-28 - [1/7/2008 010807NR4 3,993,418.36
2008-29 1/14/2008  |011508NR3 7,495,270,98
2008-30 1/22/2008 012208NR4 8,933,348.49
2008-31 1/28/2008 012908NR4 6,605,308.64
2008-32 2/5/2008 020508NR3 6,030,307.08
2008-33 2/11/2008  [021208NR4 5,571,950.15
2008-34 2/19/2008  |021908NRS 5,844,930.94
2008-35 2/25/2008 022608NR4 6,953,700.04
2008-36 3/3/2008 030408NRS 6,105,078.86
2008-37 3/11/2008  [031108NR3 7,201,578.61
2008-38 3/17/2008 031808NR4 6,852,789.47
2008-39 3/2.4/2008 032508NR4 6,816,851.20
2008-40 3/31/2008 040108NRS 6,481,683.64
2008-41 4/8/2008 (040808NR3 6,004,251.78
2008-42 4/15/2008 041508NR5 6,900,640.94




2008-43 4/22/2008  |042208NR4 9,390,994.69
2008-44 4/29/2008 (042908NR4 5,349,680.76
2008-45 5/5/2008 1050608NR3 6,731,103.10
2008-46 5/19/2008  |051308NR2 6,227,000.38
2008-47 5/20/2008 052008NR3 6,526,640.19
2008-48 5/2772008  [052708NR4 6,904,841,81
2008-49 6/3/2008 [060308NRS 4,813,399.62
2008-50 6/10/2008  .|061008NR4 5277,854.26
2008-51 6/17/2008  |061708NR4 5,188,273.42
2008-52 6/23/2008  |062408NR4 6,099,365.78

'Total 367,161,736.62




2009 Select All Yendor Payment

‘Total
Vendor Involce :;::/t(;ice Voucher
TPL Q3 FY 08 |7/16/2008 _|0716080TL Q' 1}‘1
TPLQTR4 |y 4n00g |osiaosor2 | " o i{"
FYO8 o h_
VSHP200812 | 12/31/2008 [022509C02 “ 0, |
ADMIN PYMT 2672009 _|0323090T1 A i
VSHP200901  |1/31/2009__ [032609COL _, ?‘1 '*I' i
RAL00297726_[7/1/2008 1100297726 _  Wied };}k 7
RA100207728 |7/1/2008  |100297728 4k gfu@
TPL Q3 FY 08 |7/16/2008_ [0716080T2 ‘3, 11029
TPL QTR ¢ ; -; gt
Vo8 8/14/2008 [0814080T1 /iy ,
CRA100356632[9/2/2008. _ (100356632
RA100356632 |9/2/2008 100356632
RA 100356633 [9/2/2008 _ 100356633
RA 100383426 _[9/30/2008__ | 100383426
RA 100383427 [9/30/2008  |100383427
CRAL00417534 [11/4/2008 | 100417534
RA 100417534 |11/4/2008  |100417534
RA 100417535 |11/4/2008 (100417535
RA 100444525 [12/2/2008 | 100444525
RA 100444526 [12/2/2008 _|100444526
RA 100471378 [12/29/2008_|100471378
CRA100471378|12/29/2008_ 100471378
RA 100471379 [12/29/2008 | 100471379
CRA 100505483 |2/3/2009 __[100505483
RA100505483 [2/3/2009 _ |100505483
RA100505484 |2/3/2009 __|100505484 _
RAL00533140 [3/3/2009  [100533140
RA100533141 |3/3/2009  |100533141
RA100561123 [3/31/2009 |100561123
RAL00561124_[3/31/2009 _ |100561124
CRA100323082 [7/29/2008 _ |100323082
RA100323082 [7/29/2008 _ (100323082
RA 100323083 [7/29/2008 (100323083
CRA 100626257 6/2/2009 __ [100626257
2009-01 7/1/2008__ [070108NRGE  /ailS _'_u
200902 |7/8/2008 _ [070808NR3 ' [SEHGB0GI0SHAN
2009-03 7/15/2008 _ |071508NR4 ; {1p
2009-04 7/22/2008 _|072208NR3_ .M i
2009-05 7/29/2008  |072908NRS  £E7H
2009-06 8/5/2008  |080508NR4_ i
2009-07 8/12/2008 _ |081208NRS = Al
2009-08 8/19/2008 [081908NRS5 4 YI1iTG
2009-09 8/26/2008 |082608NRS STHOH
2009-10 9/2/2008 _ |090208NR3 1 A4(018,034159)
2009-11 9/9/2008___[090908NRS L §ild03 70}
2009-12 9/16/2008 |09 1608NRA_ r—;:g: LIGERAE
2000-13__|9/23/2008__[092308NRS ",‘,{ ;r’,
200914 - 093008NR2_ 1 ,,.\\5; 57,6534



200915 10/7/2008 | 100708NRL m,_slSt.;ij;i,s
2009-16 ___[10/14/2008 [I01408NR2 "% Mts.l{w
2009-17 10/21/2008|102108NRS ™ ! ;34&413(;
2009-18 10/28/2008 |102808NR2 - ,,'*a "

2009-19 11/4/2008 | 110408NR3 ™ .7 A;.kﬁ
2009-20 11/12/2008 |111208NR2 ' "6 3
200921 11/18/2008 [111808NR4 _;;;~ g !
2009:22 [1/24/2008 |112408NR2 u,ag.'! tf
2009-23 12/2/2008__|120208NRL_+ 7 41166 (“?;
2009-24 12/9/2008 | 120908NR4 *,ﬂ.M A1
2009-25 12/16/2008 |121608NR2 ‘w :
2009-26 12/22/2008 [122208NR2 1

2009-27 12/29/2008 [122908NR2 (1§,

2009-28 1/6/2009 _ [010609NR2_ "/ .'ff 0
2009-29 1713/2009 __[0L11309NRS

2009-30 1/20/2009 _ [012009NR5 .

200031 [1/27/2009 _[012700NR2 AT 58
2009-32 2/3/2009 __[020309NR2 " HEMY
2009-33 2/10/2009 _ [021009NR3 246

2009-34 2/17/2009 |021709NR4_ = %ol
2009-35 2/24/2000 |022409NRS - wt4 Hi82(;23
2009-36 3/3/2009  [030309NRS B 1
2009-37 __[3/10/2009 _[031009NR4

2009-38 3/17/2009 _[031709NR2_
|2009-39 3/24/2009 _ [032409NR4

2009-40 3/31/2009  [033109NRG6 '

2009-41 4/7/2009 __ |040709NR3 - 156
2009-42 4/14/2009 _[041400NR4 A8
2009-43 4/2172009 _ [042109NR2

2009-44 4/28/2009 _ |042809NR2 4

2009-45 5/5/2009 __[050509NRS | i

2009-46 5/12/2009 _|051200NR3 -

2009-47 5/19/2009 _ [051909NR7 ."

2009-48 5/26/2009 _ |052609NR5 -

2009-49 6/2/2009___|060209NR3 _

2009-50 6/9/2009 __|060909NR3

2009-51 6/16/2009 _|0G1G09NRS

2009-52 6/23/2009__[062309NRS

2010-01 6/30/2009 _ [063009NR1 24

VSHP 200002 _[2/28/2009 _ |041409CO2 ];‘

VSHP 200904 _|4/30/2009 {070809CO4

VSHP 200905_[5/31/2009 _[070809CO4 _ "4 oy
RA100590399 [4/28/2009 100590399 _ -
CRA100590399 [4/28/2009 100390399

RA100590400 |4/28/2009 |100590400

RA100626257 |6/2/2009 | 100626257

CRA100626257 |6/2/2009_ [100626257
RA100626258 6/2/2009 1100626258 1S5 18
T S o SRS R




VSHP - TennCare Select - Edison #29635

FY 2010

Pre-Edison Payments:

Vendor Invoice| Invoice Date Voucher TCS 18A Total
INTEGRATED
BHO MCOS-FULLY
PAYMENTS CAPPED
VSHP 200904 (4/30/2009 070809C0O4 131,909.00
VSHP 200905 (5/31/2009 070809C0O4 88,670.64
2010-03 7/14/2009 071409NR4 8,368,271.36
2010-04 7/21/2009 072109NR6 6,438,603.73
2010-05 7/28/2009 072809NR2 7,969,099.28
2010-02 7/7/2009 070709NR2 5,337,861.44
2010-07 8/11/2009 081109NR4 7,075,585.71
2010-08 8/18/2009 081809NR5 5,825,220.87
2010-09 8/25/2009 082509NR4 7,005,295.04
2010-06 8/4/2009 080409NR4 6,602,889.83
2010-10 9/1/2009 090109NR5 6,659,381.96
61,502,788.86
Edison Payments:
Unit Voucher ID Vendor ID Amount Pd Pymnt Date
31865 00007038 0000071694 225,115.41 10/2/2009
31865 00007039 0000071694 1,668,948.91 10/2/2009
31865 00015914 0000071694 236,246.12 11/5/2009
31865 00015915 0000071694 1,681,973.67 11/5/2009
31865 00023037 0000071694 233,538.37 12/4/2009
31865 00023038 0000071694 1,678,780.43 12/4/2009
31865 00004772 0000071694 6,238,032.89 10/1/2009
31865 00000002 0000071694 6,767,501.75 9/10/2009
31865 00001305 0000071694 5,915,944.90 9/17/2009
31865 00002886 0000071694 6,882,822.34 9/24/2009
31865 00002887 0000071694 196,432.00 9/24/2009
31865 00007984 0000071694 9,557,165.24 10/8/2009
31865 00009742 0000071694 8,098,413.12 10/15/2009
31865 00011449 0000071694 6,862,296.79 10/22/2009
31865 00013102 0000071694 12,336,221.78 10/29/2009
31865 00015242 0000071694 7,209,281.42 11/5/2009
31865 00016957 0000071694 8,416,111.10 11/13/2009
31865 00018422 0000071694 7,316,207.41 11/19/2009




VSHP - TennCare Select FY 2010 (Continued)

Unit Voucher ID Vendor ID Amount Pd Pymnt Date

31865 00020150 0000071694 7,532,177.66 11/27/2009
31865 00020234 0000071694 4,529,826.40 12/4/2009
31865 00026838 0000071694 7,525,071.50 12/10/2009
31865 00032505 0000071694 7,739,811.62 12/17/2009
31865 00036958 0000071694 7,453,574.23 12/24/2009

126,301,495.06
31865 00051830 0000071694 155,803.57 1/7/2010
31865 00051831 0000071694 1,442,407.16 1/7/2010
31865 00050043 0000071694 6,905,006.41 1/7/2010
31865 00054499 0000071694 6,499,216.62 1/14/2010
31865 00058240 0000071694 11,559,883.93 1/22/2010
31865 00062094 0000071694 13,376,299.97 1/29/2010
31865 00068929 0000071694 148,178.13 2/4/2010
31865 00068930 0000071694 1,280,217.65 2/4/2010
31865 00067054 0000071694 7,041,438.74 2/4/2010
31865 00071770 0000071694 8,219,534.94 2/11/2010
31865 00076254 0000071694 7,355,598.94 2/18/2010
31865 00080849 0000071694 6,157,195.18 2/25/2010
31865 00085547 0000071694 1,184,379.61 3/3/2010
31865 00087404 0000071694 73,647.74 3/4/2010
31865 00087405 0000071694 1,205,307.40 3/4/2010
31865 00085568 0000071694 7,022,718.74 3/4/2010
31865 00090154 0000071694 8,599,785.32 3/12/2010
31865 00094549 0000071694 8,414,339.75 3/18/2010
31865 00098974 0000071694 47.37 3/23/2010
31865 00098991 0000071694 6,491,485.95 3/25/2010
103,132,493.12

31865 00105520 0000071694 62,712.71 4/1/2010
31865 00105521 0000071694 1,196,711.66 4/2/2010
31865 00103808 0000071694 6,128,708.09 4/1/2010
31865 00108185 0000071694 7,733,651.34 4/9/2010
31865 00087405 0000071694 1,205,307.40 4/13/2010
31865 00112463 0000071694 7,529,117.53 4/15/2010
31865 00116675 0000071694 7,724,487.99 4/22/2010
31865 00120643 0000071694 12,407,477.70 4/29/2010
31865 00126042 0000071694 54,482.53 5/6/2010




VSHP - TennCare Select FY 2010 (Continued)

[[Unit Voucher ID || Vendor ID Amount Pd Pymnt Date
31865 00126043 0000071694 1,209,734.12 5/7/2010
31865 00128038 0000071694 6,102,765.68 5/10/2010
31865 00128075 0000071694 5,425,794.14 5/13/2010
31865 00132879 0000071694 5,669,531.03 5/20/2010
31865 00137125 0000071694 5,178,580.19 5/27/2010
31865 00137422 0000071694 96.42 5/28/2010
31865 00141633 0000071694 5,095,699.28 6/3/2010
31865 00143230 0000071694 49,694.07 6/3/2010
31865 00143231 0000071694 1,205,241.23 6/4/2010
31865 00145639 0000071694 5,982,325.84 6/10/2010
31865 00149679 0000071694 6,290,570.68 6/17/2010
31865 00153763 0000071694 7,127,680.17 6/25/2010

93,380,369.80
FY 2010 TOTAL $384,317,146.84




VSHP - TennCare Select - Edison #29635

FY 2011

_|Unit || Voucher ID || Vendor ID || Amount Pd I Pymnt Date ﬂ
31865 00157379 0000071694 6,183,677.76 7/1/2010
31865 00158622 0000071694 64,821.04 7/1/2010
31865 00158623 0000071694 1,206,323.91 71212010
31865 00160583 0000071694 6,214,649.37 7/8/2010
31865 00164525 0000071694 5,253,045.13 7/15/2010
31865 00165954 0000071694 8,751,997.27 712212010
31865 00166622 0000071694 11,546,147.32 712912010
31865 00172163 0000071694 7,306,719.60 8/5/2010
31865 00173679 0000071694 69,888.84 8/5/2010
31865 00173680 0000071694 1,217,914.38 8/6/2010
31865 00176092 0000071694 7,208,337.22 8/13/2010
31865 00178433 0000071694 7,271,155.45 8/19/2010
31865 00181567 0000071694 6,500,795.81 8/26/2010
31865 00185418 0000071694 5,842,001.99 9/2/2010
31865 00186737 0000071694 64,792.52 9/2/2010
31865 00186738 0000071694 1,211,546.72 9/3/2010
31865 00188919 0000071694 5,944,086.03 9/9/2010
31865 00192379 0000071694 4,815,942.61 9/16/2010
31865 00195717 0000071694 4,710,996.77 9/23/2010
31865 00198446 0000071694 9,833,592.74 9/30/2010
31865 00200076 0000071694 67,309.95 9/30/2010

101,285,742.43

31865 00200077 0000071694 1,214,448.64 10/1/2010
31865 00202383 0000071694 5,102,427.33 10/8/2010
31865 00206064 0000071694 6,750,467.56 10/14/2010
31865 00209577 0000071694 6,107,421.46 10/21/2010
31865 00212935 0000071694 11,911,901.05 10/28/2010
31865 00217691 0000071694 181,097.84 11/4/2010
31865 00216428 0000071694 6,945,670.01 11/4/2010
31865 00217692 0000071694 1,224,992.24 11/5/2010
31865 00219803 0000071694 7,059,249.17 11/12/2010
31865 00222921 0000071694 5,497,105.01 11/18/2010
31865 00226786 0000071694 7,035,973.33 11/24/2010
31865 00230493 0000071694 85,664.33 12/2/2010
31865 00229196 0000071694 3,384,097.61 12/2/2010
31865 00230494 0000071694 1,217,704.99 12/3/2010
31865 00232596 0000071694 6,964,930.71 12/9/2010
31865 00236251 0000071694 3,455,477.82 12/16/2010



VSHP - TennCare Select FY 2011 (Continued)

Unit Voucher ID Vendor ID Amount Pd Pymnt Date

31865 00239279 0000071694 9,550,529.05 12/23/2010
31865 00243512 0000071694 68,858.96 12/29/2010
31865 00243513 0000071694 1,219,657.25 12/30/2010
31865 00242316 0000071694 2,523,917.79 12/30/2010

87,501,592.15
31865 00245535 0000071694 3,519,238.20 1/6/2011
31865 00248863 0000071694 6,757,976.97 1/13/2011
31865 00245496 0000071694 48,854.23 1/13/2011
31865 00251969 0000071694 6,871,655.80 1/20/2011
31865 00255857 0000071694 9,448,997.74 1/27/2011
31865 00261382 0000071694 72,643.08 2/1/2011
31865 00261383 0000071694 1,224,702.40 212/2011
31865 00263484 0000071694 5,414,125.62 2/3/2011
31865 00260074 0000071694 49,925.40 2/7/2011
31865 00263606 0000071694 6,360,724.78 2/10/2011
31865 00268120 0000071694 6,510,525.94 2/17/2011
31865 00272269 0000071694 7,466,682.99 2/24/2011
31865 00278226 0000071694 70,044.18 3/3/2011
31865 00276654 0000071694 7,258,191.78 3/3/2011
31865 00278227 0000071694 1,230,491.70 3/4/2011
31865 00280797 0000071694 7,558,296.73 3/10/2011
31865 00280762 0000071694 38,672.30 3/14/2011
31865 00284915 0000071694 8,360,123.21 3/17/2011
31865 00288934 0000071694 7,621,628.50 3/24/2011
31865 00294717 0000071694 43,703.61 3/30/2011
31865 00294718 0000071694 1,240,290.80 3/31/2011
31865 00293288 0000071694 5,981,940.77 3/31/2011
93,149,436.73

31865 00293283 0000071694 33,194.65 4/4/2011
31865 00297184 0000071694 5,492,660.54 4/7/2011
31865 00301173 0000071694 8,191,638.28 4/15/2011
31865 00305023 0000071694 8,602,133.54 4/22/2011
31865 00308661 0000071694 11,572,257 .41 4/28/2011
31865 00312556 0000071694 5,872,772.43 5/5/2011
31865 003139218 0000071694 65,621.96 5/5/2011
31865 00313919 0000071694 1,240,353.49 516/2011
31865 00316190 0000071694 6,971,957.96 5/12/2011




VSHP - TennCare Select FY 2011 (Continued)

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

31865 00320301 0000071694 6,102,627.74 5/19/2011
31865 00322844 0000071694 6,516,602.73 5/26/2011
31865 00326356 0000071694 6,200,960.08 6/2/2011
31865 00327657 0000071694 56,817.69 6/2/2011
31865 00327658 0000071694 1,239,314.72 6/3/2011
31865 00329952 0000071694 5,385,157.62 6/9/2011
31865 00333259 0000071694 8,580,040.02 6/16/2011
31865 00337146 0000071694 5,982,456.13 6/23/2011
31865 00341951 0000071694 53,526.44 6/29/2011
31865 00340864 0000071694 5,534,871.65 6/30/2011
31865 00341952 0000071694 1,240,225.60 6/30/2011

FY 2011 TOTAL

94,935,190.68

$376,871,961.99




VSHP - TennCare Select - Edison #29635

FY 2012
“i.]nit || Voucher ID || Vendor ID |f Amount Pd | Pymnt Date ]
31865 00340852 0000071694 82,824.37 7/1/2011
31865 00343831 0000071694 8,086,189.97 71712011
31865 00347980 0000071694 4,746,165.77 711472011
31865 00351035 0000071694 7,012,880.61 7/121/2011
31865 00354220 0000071694 10,321,508.04 7/28/2011
31865 00358096 0000071694 65,735.58 7/29/2011
31865 00358097 0000071694 1,261,351.32 8/1/2011
31865 00358920 0000071694 5,751,830.62 8/4/2011
31865 00361948 0000071694 6,089,493.07 8/11/2011
31865 00365372 0000071694 5,298,473.32 8/18/2011
31865 00368748 0000071694 8,806,707.91 8/25/2011
31865 00372346 0000071694 5,314,676.16 9/1/2011
31865 00373589 0000071694 146,166.32 9/1/2011
31865 00373590 0000071694 1,257,241.80 9/2/2011
31865 00375764 0000071694 6,760,511.29 9/8/2011
31865 00379291 0000071694 6,712,303.82 9/15/2011
31865 00382510 0000071694 8,054,583.07 9/22/2011
31865 00385902 0000071694 6,112,041.70 9/30/2011
91,797,860.37
31865 00389486 0000071694 6,335,865.99 10/6/2011
31865 00392583 0000071694 6,852,810.44 10/13/2011
31865 00396292 0000071694 7,577,136.18 10/20/2011
31865 00399490 0000071694 11,163,285.46 10/27/2011
31865 00403408 0000071694 5,595,734.69 11/3/2011
31865 00406118 0000071694 6,221,383.69 11/10/2011
31865 00409574 0000071694 7,802,822.43 11/17/2011
31865 00413210 0000071694 8,521,209.90 11/23/2011
31865 00416176 0000071694 5,238,986.03 12/1/2011
31865 00420391 0000071694 6,609,539.18 12/8/2011
31865 00423301 0000071694 6,807,599.14 12/15/2011
31865 00426321 0000071694 7,975,899.79 12/22/2011
31865 00429451 0000071694 5,641,071.11 12/29/2011
31865 00390587 0000071694 69,192.11 10/6/2011
31865 00390588 0000071694 1,231,385.81 10/7/2011
31865 00404360 0000071694 70,077.74 11/3/2011
31865 00404361 0000071694 1,287,907.14 11/4/2011
31865 00417722 0000071694 49,858.72 12/2/2011
31865 00417723 0000071694 1,283,558.93 12/5/2011

96,335,324.48




VSHP - TennCare Select FY 2012 (Continued)

IUnit | Voucher ID Vendor ID Amount Pd Pymnt Date

31865 2012-27 0000071694 5,019,648.82 1/5/2012
31865 2012-28 0000071694 5,926,752.57 1/12/2012
31865 2012-29 0000071694 6,034,782.43 1/19/2012
31865 2012-30 0000071694 12,471,990.43 1/26/2012
31865 2012-31 0000071694 5,848,613.46 21212012
31865 2012-32 0000071694 10,120,560.67 2/9/2012
31865 2012-33 0000071694 6,081,538.08 2/16/2012
31865 2012-34 0000071694 8,436,138.98 2/23/2012
31865 2012-35 0000071694 6,549,303.05 3/1/2012
31865 2012-36 0000071694 6,649,065.04 3/8/2012
31865 2012-37 0000071694 7,042,301.30 3/15/2012
31865 2012-38 0000071694 8,319,878.32 3/22/2012
31865 2012-39 0000071694 7,205,165.91 3/29/2012
31865 101520289 0000071694 53,250.62 1/5/2012
31865 101520290 0000071694 1,266,377.61 1/6/2012
31865 101548340 0000071694 59,792.04 2/2/2012
31865 101548341 0000071694 874,862.94 2/3/2012
31865 101575219 0000071694 49,325.34 3/1/2012
31865 101575220 0000071694 1,864,139.56 3/2/2012
31865 101592528 0000071694 86,600.97 3/16/2012

99,960,088.14

31865 00485486 0000071694 6,823,340.90 4/5/2012
31865 00489125 0000071694 6,083,560.80 4/12/2012
31865 00493150 0000071694 6,152,884.66 4/19/2012
31865 00496915 0000071694 13,034,520.55 4/26/2012
31865 00501201 0000071694 7,485,106.56 5/3/2012
31865 00505086 0000071694 7,858,056.54 5/10/2012
31865 00508896 0000071694 6,623,291.14 5/17/2012
31865 00512571 0000071694 7,811,751.35 5/24/2012
31865 00516836 0000071694 6,398,302.42 5/31/2012
31865 00520708 0000071694 5,667,466.58 6/7/2012
31865 00524375 0000071694 5,921,675.70 6/14/2012
31865 00527609 0000071694 6,109,494.30 6/21/2012
31865 00531316 0000071694 7,781,690.35 6/28/2012




VSHP - TennCare Select FY 2012 (Continued)

Unit | Voucher ID || Vendor ID Amount Pd Pymnt Date
31865 00486788 0000071694 56,355.47 4/4/2012
31865 00486789 0000071694 1,149,320.15 4/5/2012
31865 00502592 0000071694 55,891.66 5/3/2012
31865 00502593 0000071694 1,160,011.32 5/4/2012
31865 00518196 0000071694 47,347.53 5/31/2012
31865 00518197 0000071694 1,253,616.62 6/1/2012
97,473,684.60
FY 2012 TOTAL $ 385,566,957.59




VSHP - TennCare Select - Edison #29635

FY 2013
I|Unit || Voucher ID || Vendor ID || Amount Pd | Pymnt Date ||
31865 00536574 0000071694 48,437.50 7/5/2012
31865 00536575 0000071694 1,260,349.46 7/6/2012
31865 00535403 0000071694 5,985,562.22 7/5/2012
31865 00538765 0000071694 5,255,435.83 7/12/2012
31865 00542594 0000071694 6,250,888.55 7/19/2012
31865 00546099 0000071694 11,355,796.59 7/26/2012
31865 2013-05 0000071694 8,117,911.55 8/2/2012
31865 101724290 0000071694 57,302.60 8/2/2012
31865 101724291 0000071694 1,256,143.20 8/3/2012
31865 2013-06 0000071694 6,408,309.26 8/9/2012
31865 2013-07 0000071694 7,268,937.28 8/16/2012
31865 2013-08 0000071694 6,078,378.00 8/23/2012
31865 2013-09 0000071694 8,327,879.45 8/30/2012
31865 2013-10 0000071694 7,834,186.89 9/6/2012
31865 101759215 0000071694 50,146.39 9/6/2012
31865 101759216 0000071694 1,277,229.44 9/7/2012
31865 2013-11 0000071694 5,946,351.83 9/13/2012
31865 2013-12 0000071694 6,464,560.01 9/20/2012
31865 2013-13 0000071694 8,841,205.19 9/27/2012
98,085,011.24
31865 00582775 0000071694 6,963,085.63 10/4/2012
31865 00583991 0000071694 52,981.62 10/4/2012
31865 00583992 0000071694 1,272,935.22 10/5/2012
31865 00586310 0000071694 7,399,650.14 10/11/2012
31865 00589983 0000071694 6,945,633.30 10/18/2012
31865 00593528 0000071694 10,952,474.94 10/25/2012
31865 00597217 0000071694 7,841,926.95 11/1/2012
31865 00598530 0000071694 59,944 .46 11/1/2012
31865 00598531 0000071694 1,265,587.46 11/2/2012
31865 00600941 0000071694 6,910,358.50 11/8/2012
31865 00602903 0000071694 6,606,821.81 11/15/2012
31865 00606434 0000071694 6,001,277.25 11/21/2012
31865 00610063 0000071694 7.182,804.78 11/29/2012
31865 00614376 0000071694 5,459,457.27 12/6/2012
31865 00615544 0000071694 48,163.72 12/6/2012
31865 00615545 0000071694 1,271,808.54 12/7/2012
31865 00617879 0000071694 8,575,241.39 12/13/2012



VSHP - TennCare Select FY 2013 (Continued)

Unit Voucher ID Vendor ID Amount Pd Pymnt Date

31865 00621136 0000071694 10,163,146.15 12/20/2012
31865 00623395 0000071694 6,559,127.86 12/28/2012

101,532,426.99
31865 00628845 0000071694 51,046.55 1/3/2013
31865 00628846 0000071694 1,257,380.78 1/4/2013
31865 00627580 0000071694 3,489,789.45 1/4/2013
31865 00631260 0000071694 3,932,787.82 1/10/2013
31865 00634837 0000071694 8,935,706.45 1/17/2013
31865 00637791 0000071694 14,356,691.39 1/24/2013
31865 00643857 0000071694 52,809.53 1/31/2013
31865 00642519 0000071694 6,902,829.31 1/31/2013
31865 00643858 0000071694 1,240,926.09 2/1/2013
31865 00646405 0000071694 6,595,268.42 2/7/2013
31865 00650826 0000071694 8,997,133.83 2/14/2013
31865 00655207 0000071694 7,050,361.84 2/21/2013
31865 00661457 0000071694 57,486.45 2/28/2013
31865 00659918 0000071694 7,210,480.06 2/28/2013
31865 00661458 0000071694 1,242,751.62 3/1/2013
31865 00664282 0000071694 6,193,305.25 3/7/2013
31865 00668608 0000071694 5,486,028.66 3/14/2013
31865 00670012 0000071694 4,500.00 3/15/2013
31865 00672740 0000071694 7,148,416.83 3/21/2013
90,205,700.33

31865 00680428 0000071694 8,949,390.76 4/4/2013
31865 00682264 0000071694 6,842,579.80 4/11/2013
31865 00687228 0000071694 6,538,214 .42 4/18/2013
31865 00691285 0000071694 13,544,475.68 4/25/2013
31865 00695320 0000071694 8,163,176.41 5/2/2013
31865 00699505 0000071694 5,481,485.96 5/9/2013
31865 00703440 0000071694 6,868,973.83 5/16/2013
31865 00707520 0000071694 7,369,203.58 5/23/2013
31865 00711469 0000071694 6,363,936.34 5/30/2013
31865 00715741 0000071694 5,191,382.32 6/6/2013
31865 00719370 0000071694 6,670,593.04 6/13/2013
31865 00722943 0000071694 6,443,442.60 6/20/2013
31865 00726808 0000071694 7,593,808.78 6/27/2013
31865 00681007 0000071694 49,077.95 4/4/2013
31865 00681008 0000071694 1,266,813.69 4/5/2013




VSHP - TennCare Select FY 2013 (Continued)

||Unit Voucher ID “ Vendor ID Amount Pd Pymnt Date
31865 00696729 0000071694 49,095.77 5/2/2013
31865 00696730 0000071694 1,260,713.15 5/3/12013
31865 00716982 0000071694 43,127.66 6/6/2013
31865 00716983 0000071694 1,278,323.69 6/7/2013
99,967,815.43
FY 2013 TOTAL $ 389,790,953.99




VSHP - TennCare Select - Edison #29635

FY 2014
||Unit | Voucher ID || Vendor ID || Amount Pd Pymnt Date |
31865 00731086 0000071694 6,168,763.56 7/3/2013
31865 00734518 0000071694 5,863,382.77 7/11/2013
31865 00738852 0000071694 7,994,5622.52 7/18/2013
31865 00742558 0000071694 13,084,871.45 7/25/2013
31865 00746248 0000071694 6,856,875.60 8/1/2013
31865 00749921 0000071694 6,332,906.06 8/8/2013
31865 00753598 0000071694 5,689,993.29 8/15/2013
31865 00757120 0000071694 8,352,345.00 8/22/2013
31865 00760909 0000071694 6,123,934.17 8/29/2013
31865 00764736 0000071694 5,787,478.02 9/5/2013
31865 00768589 0000071694 6,871,320.04 9/11/2013
31865 00771922 0000071694 7,922,212.53 9/19/2013
31865 00775548 0000071694 8,546,049.03 9/26/2013
31865 00732265 0000071694 41,083.44 7/3/2013
31865 00732266 0000071694 1,274,938.59 7/5/2013
31865 00747494 0000071694 39,347.88 8/1/2013
31865 00747495 0000071694 1,276,194.01 8/2/2013
31865 00766005 0000071694 51,842.87 9/5/2013
31865 00766006 0000071694 1,297,624.15 9/6/2013
99,575,684.98
31865 00779409 0000071694 7,035,254.51 10/3/2013
31865 00783169 0000071694 8,539,998.37 10/10/2013
31865 00786761 0000071694 7,529,896.02 10/17/2013
31865 00790549 0000071694 6,348,198.82 10/24/2013
31865 00794312 0000071694 10,029,920.07 10/31/2013
31865 00797912 0000071694 7,211,761.93 11/7/2013
31865 00802032 0000071694 7,158,611.13 11/14/2013
31865 00806075 0000071694 6,520,552.94 11/21/2013
31865 00809881 0000071694 10,206,937.02 11/27/2013
31865 00813394 0000071694 4,732,253.68 12/5/2013
31865 00817901 0000071694 8,037,079.36 12/12/2013
31865 00821986 0000071694 9,938,010.73 12/19/2013
31865 00825619 0000071694 8,134,491.84 12/127/2013
31865 00780666 0000071694 47,240.65 10/3/2013
31865 00780667 0000071694 1,287,574.33 10/4/2013
31865 00795517 0000071694 47,757.25 10/31/2013
31865 00795518 0000071694 1,287,055.58 11/1/2013
31865 00814933 0000071694 45,634.16 12/6/2013
31865 00814934 0000071694 1,270,804.23 12/6/2013

105,409,032.62



VSHP - TennCare Select FY 2014 (Continued)

Unit Voucher ID Vendor ID Amount Pd Pymnt Date

31865 00828762 0000071694 3,306,257.79 1/3/2014
31865 00832337 0000071694 5,329,993.19 1/9/2014
31865 00836815 0000071694 8,332,232.85 1/16/2014
31865 00840260 0000071694 9,040,721.35 1/23/2014
31865 00844498 0000071694 11,125,272.25 1/30/2014
31865 00848877 0000071694 5,862,016.30 2/6/2014
31865 00853876 0000071694 6,876,318.02 2/13/12014
31865 00858359 0000071694 5,591,671.58 2/20/2014
31865 00863313 0000071694 6,455,832.81 2/27/2014
31865 00868085 0000071694 8,766,667.26 3/6/2014
31865 00872628 0000071694 8,237,609.62 3/13/2014
31865 00877151 0000071694 7,428,696.40 3/20/2014
31865 00881619 0000071694 8,776,656.89 3/27/2014
31865 00829953 0000071694 47,587.22 1/3/2014
31865 00829954 0000071694 1,281,762.92 1/3/2014
31865 00850546 0000071694 55,155.39 2/7/2014
31865 00850547 0000071694 1,263,925.93 21712014
31865 00869566 0000071694 58,109.84 3/7/2014
31865 00869567 0000071694 1,278,870.88 3/7/12014

99,115,358.49

31865 00886202 0000071694 6,657,355.02 4/3/2014
31865 00887692 0000071694 58,564.24 4/4/2014
31865 00887693 0000071694 1,293,626.57 4/4/2014
31865 00890737 0000071694 9,666,207.63 4/10/2014
31865 00895080 0000071694 7,064,057 .45 4/16/2014
31865 00898302 0000071694 200.04 4/24/2014
31865 00898305 0000071694 12,507,595.84 4/24/2014
31865 00903072 0000071694 5,962,804.77 5/1/2014
31865 00904505 0000071694 61,042.68 5/2/2014
31865 00904506 0000071694 1,304,582.82 5/2/2014
31865 00907469 0000071694 6,692,952.23 5/8/2014
31865 00912597 0000071694 135.18 5/15/2014
31865 00912598 0000071694 6,672,198.31 5/15/2014
31865 00916719 0000071694 9,140,173.70 5/22/2014
31865 00920906 0000071694 7,207,155.13 5/29/2014




VSHP - TennCare Select FY 2014 (Continued)

Unit Voucher ID Vendor ID Amount Pd Pymnt Date
31865 00925278 0000071694 4,706,842.65 6/5/2014
31865 00926489 0000071694 70,523.70 6/6/2014
31865 00926490 0000071694 1,303,332.15 6/6/2014
31865 00929031 0000071694 6,179,843.80 6/12/2014
31865 00933339 0000071694 7,817,593.68 6/19/2014
31865 00937322 0000071694 7,002,754.12 6/26/2014
101,369,541.71
FY 2014 TOTAL $ 405,469,617.80




VSHP - TennCare Select - Edison #29635

FY 2015

HUnit | Voucher ID || VendorID | Amount Pd I Pymnt Date ]
31865 00941902 0000071694 7,666,158.75 7/3/12014
31865 00943258 0000071694 65,270.31 7/7/12014
31865 00943259 0000071694 1,321,225.27 7/7/2014
31865 00946034 0000071694 119.92 7/10/2014
31865 00946035 0000071694 4,111,103.98 7/10/2014
31865 00950742 0000071694 7,071,510.61 7/17/2014
31865 00954507 0000071694 11,755,790.83 7/124/2014
31865 00958796 0000071694 7,612,969.18 7/31/2014
31865 00960160 0000071694 71,776.67 8/1/2014
31865 00960161 0000071694 1,327,974.59 8/1/2014
31865 00962949 0000071694 8,421,784.06 8/8/2014
31865 00967242 0000071694 146.54 8/14/2014
31865 00967243 0000071694 7,308,499.32 8/14/2014
31865 00971191 0000071694 8,648,638.63 8/21/2014
31865 00975452 0000071694 8,363,133.63 8/28/2014
31865 00979569 0000071694 124.72 9/4/2014
31865 00979568 0000071694 7,148,301.67 9/4/2014
31865 00980947 0000071694 84,840.48 9/5/2014
31865 00980948 0000071694 1,358,631.06 9/5/2014
31865 00983893 0000071694 6,174,899.35 9/11/2014
31865 00987608 0000071694 8,375,010.13 9/18/2014
31865 00991603 0000071694 8,566,856.79 9/25/2014

105,454,766.49

31865 00995990 0000071694 6,816,930.26 10/2/2014
31865 00997349 0000071694 110,214.04 10/3/2014
31865 00997350 0000071694 1,345,679.38 10/3/2014
31865 01000288 0000071694 6,899,317.31 10/9/2014
31865 01004201 0000071694 6,178,797.79 10/16/2014
31865 01008291 0000071694 6,929,885.88 10/23/2014
31865 01012381 0000071694 14,821,289.19 10/30/2014
31865 01016694 0000071694 6,940,705.51 11/6/2014
31865 01017902 0000071694 133,254.09 11/7/2014
31865 01017903 0000071694 1,355,615.48 11/7/2014
31865 01020636 0000071694 6,631,034.00 11/13/2014
31865 01024700 0000071694 10,053,952.98 11/20/2014
31865 01028831 0000071694 9,632,553.14 11/26/2014
31865 01032043 0000071694 3,809,127.89 12/4/2014
31865 01033409 0000071694 183,932.62 12/5/2014
31865 01033410 0000071694 1,352,683.19 12/5/2014
31865 01036371 0000071694 6,810,069.19 12/11/2014




VSHP - TennCare Select FY 2015 (Continued)

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

31865 01040521 0000071694 7,386,942.18 12/18/2014
31865 01044217 0000071694 7,929,071.03 1212412014
31865 01047421 0000071694 4,166,050.13 12/31/2014
31865 01048654 0000071694 150,364.96 12/131/2014
31865 01048655 0000071694 1,343,409.21 12/31/2014

110,980,879.45
31865 01051533 0000071694 6,837,375.26 1/8/2015
31865 01055598 0000071694 7,445,694.40 1/15/2015
31865 01058650 0000071694 6,976,483.90 1/22/2015
31865 01062648 0000071694 12,829,669.16 1/29/2015
31865 01066688 0000071694 7,091,353.42 2/5/2015
31865 01068188 0000071694 170,297.91 2/6/2015
31865 01068189 0000071694 1,363,324.17 2/6/2015
31865 01071430 0000071694 7,935,735.73 2/12/2015
31865 01075574 0000071694 6,275,095.29 2/19/2015
31865 01079869 0000071694 6,793,850.75 2/26/2015
31865 01083972 0000071694 7,221,258.43 3/5/2015
31865 01085273 0000071694 188,464.10 3/6/2015
31865 01085274 0000071694 1,374,107.05 3/6/2015
31865 01088080 0000071694 7,799,018.31 3/12/2015
31865 01091668 0000071694 7,678,789.46 3/25/2015
31865 01095639 0000071694 7,622,014.74 3/26/2015
95,602,532.08

31865 01099744 0000071694 7,490,439.83 4/2/2015
31865 01101059 0000071694 197,683.58 4/3/2015
31865 01101060 0000071694 1,371,251.24 4/3/2015
31865 01103855 0000071694 7.,616,546.22 4/9/2015
31865 01107516 0000071694 6,867,383.62 4/16/2015
31865 01111334 0000071694 7,486,206.08 4/23/2015
31865 01115089 0000071694 11,940,236.40 4/30/2015
31865 01116259 0000071694 263,563.16 5/1/2015
31865 01116260 0000071694 1,383,474.80 5/1/2015
31865 01118891 0000071694 8,032,118.55 5712015
31865 01122606 0000071694 8,538,064.50 5/14/2015
31865 01126638 0000071694 7.481,390.86 5/21/2015
31865 01130342 0000071694 8,530,459.28 5/28/2015
31865 01134317 0000071694 6,346,044.46 6/4/2015
31865 01135421 0000071694 281,629.89 6/5/2015




VSHP - TennCare Select FY 2015 (Continued)

Unit Voucher ID Vendor ID Amount Pd Pymnt Date
31865 01135422 0000071694 1,401,584.89 6/5/2015
31865 01137697 0000071694 7,389,711.06 6/11/2015
31865 01141255 0000071694 8,360,385.18 6/18/2015
31865 01144733 0000071694 6,536,008.53 6/25/2015
107,514,182.13
FY 2015 TOTAL $ 419,552,360.15




VSHP - TennCare Select - Edison #29635

FY 2016

"Unit || Voucher ID || VendorID | Amount Pd Pymnt Date |
31865 01148788 0000071694 6,415,558.67 7/2/2015
31865 01150144 0000071694 277,077.23 7/7/2015
31865 01150145 0000071694 1,390,134.46 7/7/2015
31865 01152861 0000071694 4,930,693.98 7/9/2015
31865 01156384 0000071694 6,494,846.73 7/16/2015
31865 01157501 0000071694 4,500.00 7/17/2015
31865 01159961 0000071694 6,525,460.98 7/123/12015
31865 01164746 0000071694 13,166,211.16 7/30/2015
31865 01169255 0000071694 7,257,297.60 8/6/2015
31865 01170643 0000071694 294,190.25 8/7/2015
31865 01170644 0000071694 1,410,774.99 8/7/2015
31865 01173696 0000071694 6,770,305.99 8/14/2015
31865 01177353 0000071694 6,413,591.26 8/20/2015
31865 01181098 0000071694 8,614,519.20 8/27/2015
31865 01185019 0000071694 6,564,726.46 9/3/2015
31865 01186284 0000071694 286,330.07 9/4/2015
31865 01186285 0000071694 1,401,862.11 9/4/2015
31865 01189025 0000071694 6,874,650.19 9/10/2015
31865 01192667 0000071694 7.267,299.96 9/17/2015
31865 01196396 0000071694 9,489,433.85 9/24/2015

101,849,465.14

31865 01201283 0000071694 403,499.00 10/2/2015
31865 01219981 0000071694 494 445.84 11/6/2015
31865 01233818 0000071694 483,978.76 12/4/2015
31865 01247318 0000071694 493,942.79 12/30/2015
31865 01201284 0000071694 1,453,734.88 10/2/2015
31865 01219982 0000071694 1,434,860.30 11/6/2015
31865 01233819 0000071694 1,442,437.23 12/4/2015
31865 01247319 0000071694 1,449,163.62 12/30/2015
31865 01204021 0000071694 10,328,082.49 10/8/2015
31865 01207458 0000071694 8,305,223.56 10/15/2015
31865 01211322 0000071694 7,703,381.35 10/22/2015
31865 01214855 0000071694 13,517,709.13 10/29/2015
31865 01218958 0000071694 6,321,255.23 11/5/2015
31865 01222304 0000071694 7,679,970.12 11/12/2015
31865 01225750 0000071694 7,628,988.92 11/19/2015
31865 01229657 0000071694 10,738,931.66 11/25/2015



VSHP - TennCare Select FY 2016 (Continued)

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

31865 01232585 0000071694 5,828,508.73 12/3/2015
31865 01236545 0000071694 9,095,384.18 12/10/2015
31865 01239997 0000071694 7,285,685.75 12/17/2015
31865 01243379 0000071694 9,060,075.51 12/23/2015
31865 01246243 0000071694 4,844,173.85 12/30/2015
31865 01200088 0000071694 7,751,223.08 10/1/2015

123,644,655.98
31865 01249711 0000071694 7,558,689.69 1/7/12016
31865 01253977 0000071694 7,623,544.09 1/14/2016
31865 01257000 0000071694 7,395,676.91 1/21/2016
31865 01260639 0000071694 13,662,566.48 1/28/2016
31865 01264816 0000071694 7,947,262.18 2/4/2016
31865 01266243 0000071694 498,581.34 2/5/2016
31865 01266244 0000071694 1,439,628.86 2/5/2016
31865 01269425 0000071694 6,697,746.63 2/11/2016
31865 01273481 0000071694 8,312,128.91 2/18/2016
31865 01277962 0000071694 7,024,759.32 2/25/2016
31865 01282296 0000071694 7,510,163.94 3/3/2016
31865 01283677 0000071694 500,964.22 3/4/2016
31865 01283678 0000071694 1,457,668.15 3/4/2016
31865 01286797 0000071694 8,759,348.68 3/10/2016
31865 01290575 0000071694 8,460,434.97 3/17/2016
31865 01294968 0000071694 8,392,534.14 3/24/2016
31865 01299109 0000071694 6,422,584.90 3/31/2016
109,664,283.41

31865 01300466 0000071694 509,229.58 4/1/2016
31865 01300467 0000071694 1,453,871.48 4/1/2016
31865 01303492 0000071694 6,129,883.80 4/7/12016
31865 01307432 0000071694 7,491,823.71 4/14/2016
31865 01311489 0000071694 7,834,600.40 4/21/2016
31865 01315552 0000071694 13,915,925.24 4/27/2016
31865 01318859 0000071694 7,294,829.51 5/5/2016
31865 01320243 0000071694 507,875.12 5/6/2016
31865 01320244 0000071694 1,392,297.99 5/6/2016
31865 01323372 0000071694 9,209,509.78 5/12/2016
31865 01327361 0000071694 6,853,757.30 5/19/2016
31865 01331226 0000071694 8,515,917.56 5/26/2016
31865 01335049 0000071694 7,057,242.16 6/2/2016
31865 01336415 0000071694 509,561.19 6/7/2016
31865 01336416 0000071694 1,354,999.11 6/7/12016




VSHP - TennCare Select FY 2016 (Continued)

[[Unit || Voucher ID || Vendor ID | Amount Pd I Pymnt Date
31865 01339253 0000071694 6,505,478.05 6/9/2016
31865 01343106 0000071694 7,637,456.98 6/16/2016
31865 01346749 0000071694 8,946,597.03 6/23/2016
31865 01350990 0000071694 5,171,684.68 6/30/2016

108,292,540.67

FY 2016 TOTAL

$

443,450,945.20




VSHP - TennCare Select - Edison #29635

FY 2017
[[Unit | Voucher ID || Vendor ID || Amount Pd I Pymnt Date |
31865 01355635 0000071694 525,478.62 71712016
31865 01355636 0000071694 1,368,287.81 7/7/2016
31865 01354799 0000071694 7,924,012.04 7/7/2016
31865 01357718 0000071694 4.497,211.19 7/14/2016
31865 01361753 0000071694 8,404,616.22 712172016
31865 01365576 0000071694 14,675,580.58 7/28/2016
31865 01369483 0000071694 6,551,657.70 8/4/2016
31865 01370695 0000071694 394,649.43 8/5/2016
31865 01370696 0000071694 1,362,155.96 8/5/2016
31865 01373537 0000071694 7,527,203.15 8/11/2016
31865 01377243 0000071694 8,413,312.99 8/18/2016
31865 01381210 0000071694 6,533,653.05 8/25/2016
31865 01385120 0000071694 7,708,235.86 9/2/2016
31865 01386385 0000071694 402,562.99 9/2/2016
31865 01386386 0000071694 1,409,318.01 9/2/2016
31865 01389244 0000071694 6,730,455.82 9/8/2016
31865 01392921 0000071694 7,269,284.56 9/15/2016
31865 01396802 0000071694 7,793,327.47 9/22/2016
31865 01400368 0000071694 7,428,280.89 9/29/2016
106,919,284 .34
31865 01404496 0000071694 332,596.56 10/3/2016
31865 01404497 0000071694 1,409,949.52 10/3/2016
31865 01404625 0000071694 7,204,677.21 10/6/2016
31865 01408244 0000071694 7,236,771.48 10/13/2016
31865 01412077 0000071694 6,300,672.66 10/20/2016
31865 01415456 0000071694 15,629,303.53 10/27/2016
31865 01419419 0000071694 6,972,055.20 11/3/12016
31865 01420509 0000071694 328,850.72 11/4/2016
31865 01420510 0000071694 1,419,982.19 11/4/2016
31865 01422990 0000071694 9,609,577.95 11/10/2016
31865 01426054 0000071694 7,207,053.24 11/17/2016
31865 01430016 0000071694 7.752,258.77 11/23/2016
31865 01432903 0000071694 4,443,576.69 12/1/2016
31865 01434117 0000071694 330,686.05 12/2/2016
31865 01434118 0000071694 1,428,946.11 121212016
31865 01436988 0000071694 8,863,878.11 12/12/2016
31865 01440716 0000071694 7,671,195.39 12/15/2016
31865 01444214 0000071694 7,253,690.52 12/22/2016
31865 01448109 0000071694 5,164,408.91 12/30/2016

106,560,130.81



VSHP - TennCare Select FY 2017 (Continued)

_[Unit || Voucher ID || Vendor ID || Amount Pd I Pymnt Date |
31865 01451300 0000071694 6,288,776.86 1/6/2017
31865 01452365 0000071694 249,578.45 1/6/2017
31865 01452366 0000071694 1,355,185.88 1/6/2017
31865 01455015 0000071694 5,821,066.63 1/12/2017
31865 01458307 0000071694 8,384,101.60 1/19/2017
31865 01462075 0000071694 13,159,466.37 1/26/2017
31865 01466039 0000071694 8,431,996.21 21212017
31865 01467464 0000071694 277,483.72 2/3/2017
31865 01467465 0000071694 1,365,312.52 21312017
31865 01470707 0000071694 8,245,948.30 2/9/2017
31865 01474876 0000071694 8,611,647.34 2/16/2017
31865 01479170 0000071694 8,209,068.10 2/23/2017
31865 01483535 0000071694 7,867,185.11 3/2/12017
31865 01484727 0000071694 284,537.87 3/2/2017
31865 01484728 0000071694 1,378,229.79 31212017
31865 01487642 0000071694 7,827,292.78 3/9/2017
31865 01491873 0000071694 7,264,707.04 3/16/2017
31865 01496199 0000071694 8,028,727.08 3/23/2017
31865 01500385 0000071694 5,974,239.60 3/30/2017

109,024,551.25
31865 01504612 0000071694 5,635,097.19 4/6/2017
31865 01505717 0000071694 387,678.67 4/7/2017
31865 01505718 0000071694 1,375,535.38 47712017

7,398,311.24

FY 2017 TOTAL $ 329,902,277.64
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Amendment Request

This request form is not required for amendments to grant contracts. Route a completed request, as one file in PDF format,
via e-mail attachment sent to: Agsprs.Agsprs@tn.gov

7-16-15 AMEND REQUEST

APPROVED

Kevin C. Bartels
for Michael F.

Digitally signed by Kevin C. Bartels
for Michael F. Perry

DN: cn=Kevin C. Bartels for Michael F.
Perry, 0=CPO, ou,
email=Kevin.C.Bartels@tn.gov, c=US

Pe rry Date: 2017.04.26 13:53:29 -05'00'
CHIEF PROCUREMENT OFFICER DATE
Agency request tracking # 31865-00026
1. Procuring Agency Department of Finance and Administration
Division of Health Care Finance and Administration
2. Contractor Volunteer State Health Plan (TennCare Select)
3. Edison contract ID # 29635
4. Proposed amendment # 41
5. Contract’s Effective Date July 1, 2001
6. C t
Bentengedate December 31, 2017
7. P d end dat
roposed en e December 31, 2018
8. Current Maximum Liabilit Estimated Liabilit:
u aximu iability or Estimated Liability $4,800,523,505.90
9. Proposed Maximum Liability or Estimated Liability $5,300,523,505.90
10. Office for Information Resources Pre-Approval Endorsement
Request x Not Applicable D Attached
- information technology service (N/A to THDA)
11. eHeailth Pre-Approval Endorsement Request ;
— health-related professional, pharmaceutical, laboratory, or imaging x Not Applicable [] Attached
12. Human Resources Pre-Approval Endorsement Request .
— state employee fraining service x Not Applicable D Attached
13. Explain why the proposed amendment is needed

This contract is being amended to provide relative changes to the program including:
(1) Technical edits (e.g., changing “mental retardation to intellectual disabilities); (2)
Compliance with federal regulations and/or federal waiver authority (managed care
regulation, HCBS settings rule, final approved 1115 waiver extension); (3) Streamline
Care/Support Coordination requirements for CHOICES and ECF CHOICES to reduce
administrative burden and improve the member experience; (4) Improve

10f2




7-16-15 AMEND REQUEST

Agency request tracking # 31865-00026

assessments/coordination/transitions for complex care needs/populations, including
children aging out of State custody, individuals receiving home health or private duty
nursing, and individuals with a PASRR condition (mental illness or intellectual disability or
related condition); (§) Update ECF Quality Monitoring requirements to reflect changes
based on provider input; (6) Minor adjustments to background check requirements,
including Consumer Direction; (7) Clarify MCO role in assisting CHOICES/ECF CHOICES
members with Medicaid eligibility redetermination (to ensure continuity of coverage and
services); (8) Adjust reporting requirements; (9) Update EPSDT Outreach Requirements;
(10) Clarifications to align with new Managed Care Regs, (11) Term extension and funding
to support extended term, and (12) Clarification to provider complaint follow-up.

14. If the amendment involves a change in Scope, describe efforts to identify reasonable, competitive,
procurement alternatives to amending the contract.

This Contractor is currently providing a statewide network of medical and behavioral
services for the TennCare Program for children in State custody and other high risk
populations. These amendment represents changes to scope that are necessary to make
updates to the contract based on program changes of contract existing language.

Signature of Agency head or authorized designee, title of signatory, and date (the authorized designee may
sign his or her own name if indicated on the Signature Certification and Authorization document)

Y49/r5
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CONTRACT AMENDMENT COVER SHEET

Agency Tracking #
31866-00026

Edison ID

29635

Contract #

Amendment #

41

Contractor Legal Entity Name
VSHP (TennCare Select)

Edison Vendor ID
0000071694

Amendment Purpose & Effect(s)

Updates Scope, Extends Term, Increases Maximum Liability

Amendment Changes Contract End Date:

X ves

[Ino

End Date:

December 31, 2018

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

$ 500,000,000.00

Funding —

Inter-

FY State Federal departmental | Other TOTAL Contract Amount
2002 | ¢ 675593723 | $  11,843,931.25 $ 18,599,868.48
2003 | § 1578512340 | $  17,294,819.40 $ 33,079,942.80
2004 | § 2512599072 | $  38,364,165.90 $ 63,490,156.62
2005 | $ 58,007447.00 | §  58,007,447.00 $  116,014,894.00
2006 | § 87,748111.00 | $  87,748,111.00 $  175,496,222.00
2007 | ¢ 87,748111.00 | $  87,748,111.00 $  175,496,222.00
2008 | § 72,610,000.00 | $  127,390,000.00 $  200,000,000.00
2009 | § 72,610,000.00 | $ 127,390,000.00 $  200,000,000.00
2010 | $ 100,882,479.00 | $ 304,024,121.00 $  404,906,600.00
2011 | § 131,085619.00 | $  312,820,981.00 $  443,906,600.00
2012 [ $ 149,893,942.00 | § 294,012,658.00 $  443,906,600.00
2013 | § 150,102,578.00 | $  293,804,022.00 $  443,906,600.00
2014 | § 153,147.777.00 | $  290,758,823.00 $  443,906,600.00
2015 | § 155,078,771.00 | $  288,827,829.00 $  443,906,600.00
2016 | § 15521194269 | $ 288,694,657.31 $  443,906,600.00
2017 | $ 175,085,000.00 | $  324,915,000.00 $ 500,000,000.00
2018 | ¢ 171,975,000.00 | $  328,025,000.00 $  500,000,000.00
2019 | s 85987,500.00 | $ 164,012,500.00 $  250,000,000.00

TOTAL: | $1,854,841,320.04 | $3,445,682,176.86 $ 5,300,523,505.90

American Recovery and Reinvestment Act (ARRA) Funding: D YES Iz NO

Budget Officer Confirmation: There is a balance in the
appropriation from which obligations hereunder are required
to be paid that/s)nut ayy encumbered.teypay other

obli atlons >
g /

///Z/;///

B

CPO USE

S;ﬁ/ed Chart (optional)

Account Code (optional)




AMENDMENT NUMBER 41
AN AGREEMENT FOR THE ADMINISTRATION OF TENNCARE SELECT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
VOLUNTEER STATE HEALTH PLAN, INC.

CONTRACT NUMBER: FA-02-14632-00

For and in consideration of the mutual promises herein contained and other good and valuable consideration, the
receipt and sufficiency of which is hereby acknowledged, the parties agree to clarify and/or amend the Agreement
for the Administration of TennCare Select by and between the State of Tennessee TennCare Bureau, hereinafter
referred to as TENNCARE, 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.

l.

CMS Managed Care Final Rules were revised and published in Federal Register / Vol. 81, No. 88 /
Friday, May 6, 2016 / Rules and Regulations. All applicable 42 CFR Section citations referenced in
the Contract shall be updated in accordance with any renumbered Sections as revised in the Final
Rule.

The terms “mental retardation” or “mentally retarded” throughout the Contract shall be deleted
and replaced with the terms “intellectual disability” or “individual with an intellectual disability”
respectively.

The definition of Adverse Action, Appeal Procedure and Complaint and Regulatory Requirements
shall be deleted, the definition for Enrollee, shall be amended, and definitions for Adverse Benefit
Determination, Appeal, Appeal System, Grievance, Grievance and Appeal System, Limited English
Proficient, and State Fair Hearing shall be added as follows:

Adverse Benefit Determination — As defined at 42 C.F.R. §438.400(b).

Appeal — as defined at 42 C.F.R. §438.400(b). "Appeal" is distinguished from a request for a "State Fair
Hearing." Appeal refers to the CONTRACTOR’s internal review of enrollee's request to contest the
MCC's Adverse Benefit Determination; whereas State Fair Hearing refers to review at the TENNCARE
level following written resolution of the CONTRACTOR internal Appeal process.

Appeal System — As defined at 42 C.F.R. §438.400(b), means both (1) the processes the CONTRACTOR
implements to internally resolve enrollee Appeals of Adverse Benefit Determinations, and (2) the
processes the CONTRACTOR implements to collect, track and maintain the information gathered from
the Adverse Benefit Determination Appeals.



Amendment 41 (cont.)

Enrollee — A person who has been determined eligible for TennCare and who has been enrolled in the
TennCare program (sce Member, also). Synonymous with Member. For purposes of the Appeal System-
related provisions herein, “Enrollee” means enrollee, enrollee-authorized representative, or someone with
written consent to act on enrollee’s behalf.

Grievance — A complaint or an expression of dissatisfaction about any matter other than an Adverse
Benefit Determination. Grievances may include, but are not limited to, the quality of care or services
provided, and aspects of interpersonal relationships such as rudeness of a provider or employee, or failure
to respect the enrollee's rights regardless of whether remedial action is requested. Grievance includes an
enrollee's right to dispute an extension of time proposed by the MCO, PIHP or PAHP to make an
authorization decision. See 42 C.F.R. §438.400(b).

Grievance and Appeal System — The processes the CONTRACTOR implements to handle Appeals of an
Adverse Benefit Determination and Grievances, as well as the processes to collect and track information
about them. See 42 C.F.R. §438.400(b).

Limited English Proficient (LEP) - Means potential enroliees and enrollees who do not speak English as
their primary language and who have a limited ability to read, write, speak, or understand English may be
LEP and may be eligible to receive language assistance for a particular type of service, benefit, or
encounter. See 42 C.F.R. §438.10(a).

State Fair Hearing — The process set forth in subpart E of part 431 chapter 1V, title 42. Synonymous with
TennCare Fair Hearing. See 42 CFR §438.400(b).

Section 2.4.4.1.3 shall be deleted and replaced as follows:

2.4.4.1.3  Assignment Provisions for Children in State Custody

2.4.4.1.3.1 To decrease the likelihood of recidivism, the enrollment period for children in Group 1.A
who are transitioning out of State custody shall be extended by a period to be determined by
TENNCARE. Children will be assigned to Group 1.B during this post-custody transition
period and shall continue to receive services as specified in Section 3 including access to Best
Practice Network providers, unless TENNCARE does not extend the enrollment period for
children transitioning out of State custody. After the post-custody period of at least the period
determined by TENNCARE, children assigned to Group 1.B shall be moved as appropriate,
to Groups 2-6 and shall remain a member of the new group until the following change period,
or until the child loses eligibility for TennCare. At the option of the State, children deemed to
be at “prolonged” risk of State custody may remain in Group 1.B or an on-going basis.

2.4.4.1.3.2 Notwithstanding the enrollment requirements of Section 2.4.4, children in the custody of
DCS enrolled in TennCare Select who transition to ECF CHOICES and exit State custody
shall not remain enrolled in TennCare Select after this transition.

Section 2.6.1.4 shall be amended by adding new Sections 2.6.1.4.1 through 2.6.1.4.1.5 as follows:
2.6.1.4.1 The CMS Managed Care Rules specify that an MCO may cover, in addition to services

covered under the state plan, any services necessary for compliance with the requirements for
parity in mental health and substance use disorder benefits in 42 CFR part 438, subpart K. [n
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Amendment 41 (cont.)

2.6.1.4.1.1

2.6.1.4.1.2

26.14.13

26.1.4.1.4

2.6.1.4.1.5

accordance with this requirement, this Contract identifies the types and amount, duration and
scope of services consistent with the analysis of parity compliance conducted by
TENNCARE,

In accordance with 42 CFR 438.905(a), the CONTRACTOR must comply with 42 CFR
Subpart K—Parity in Mental Health and Substance Use Disorder Benefits requirements for
all enrollees of a MCO in states that cover both medical/surgical benefits and mental health or
substance use disorder benefits under the state plan.

TENNCARE does not impose an annual dollar limit on any medical/surgical benefits or
includes an aggregate lifetime or annual dollar limit that applies to medical/surgical benefits
provided to enrollees through a contract with the state, therefore, the CONTRACTOR shall
not impose an aggregate lifetime or annual dollar limit on mental health or substance use
disorder benefits, in accordance with 42 CFR 438.905(b), 42 CFR 438.905(c), and 42 CFR
438.905(e).

In accordance with 42 CFR 438.910(b)(1), the CONTRACTOR shall not apply any financial
requirement or treatment limitation to mental health or substance use disorder benefits in any
classification that is more restrictive than the predominant financial requirement or treatment
limitation of that type applied to substantially all medical/surgical benefits in the same
classification furnished to enrollees (whether or not the benefits are furnished by the same
managed care contractor).

In accordance with 42 CFR 438.910(b)(2) and as specified in the benefit charts of Section
2.6.1.3 and 2.6.1.4, if an enrollee is provided mental health or substance use disorder benefits
in any classification of benefits (inpatient, outpatient, emergency care, or prescription drugs),
mental health or substance use disorder benefits must be provided to the MCO enrollee in
every classification in which medical/surgical benefits are provided.

In accordance with 42 CFR 438.910(c)(3), the CONTRATOR shall not apply any cumulative
financial requirements for mental health or substance use disorder benefits in a classification
(inpatient, outpatient, emergency care, prescription drugs) that accumulates separately from
any established for medical/surgical benefits in the same classification.

Section 2.6.3 shall be deleted and replaced as follows:

Medical Necessity Determination

2.6.3.1

2.6.3.2

The CONTRACTOR may place appropriate limits on a covered benefit. In accordance with
the TennCare medical necessity rule, the CONTRACTOR may establish procedures for the
determination of medical necessity and for the use of medically appropriate cost effective
alternative benefits. The CONTRACTOR may also limit benefits for the purpose of
utilization control in accordance with NCQA standards, as long as (1) the furnished benefits
can reasonably achieve the purpose for which they are furnished, and as long as (2) the
benefits furnished for enrollees with chronic conditions (or who require LTSS) are authorized
in a manner that reflects the enrollee’s ongoing need for such benefits. See 42 C.F.R.
§438.3(e)(2) and 42 C.F.R. §438.210(a)(4).

The CONTRACTOR shall use written criteria based on sound clinical evidence to make
utilization decisions. The written criteria shall specify procedures for appropriately applying

the criteria. The criteria must satisfy NCQA standards. The CONTRACTOR shall apply

3
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2.6.3.3

2.6.3.4

2.63.5

objective and evidence-based criteria and take individual circumstances and the local delivery
into account when determining the medical appropriateness of health care services.

The CONTRACTOR shall ensure that the services are sufficient in amount, duration, or
scope to reasonably achieve the purpose for which the services are furnished. The
CONTRACTOR shall not arbitrarily deny or reduce the amount, duration, or scope of a
required service solely because of the diagnosis, type of illness, or condition.

The CONTRACTOR may deny benefits which are excluded under TennCare rule and may
premise such denial on the applicable exclusion rule.

Prior to any reduction of home health or private duty nursing services prescribed by a
treating physician for a chronic condition, the CONTRACTOR shall review nursing and aide
care notes and the results of face-to-face assessments, including care coordination or case
management visits conducted by the CONTRACTOR. The CONTRACTOR shall provide
such documentation which supports the CONTRACTOR’s medical necessity
determination to TENNCARE upon request, including in response to any Appeal that may be
filed regarding such action.

Section 2.6.5.1 shall be amended as follows:

2.6.5.1

The CONTRACTOR shall be allowed to use cost effective alternative services, whether listed
as covered or non-covered or omitted in Section 2.6.1 of this Agreement, when the use of
such alternative services is medically appropriate and is cost effective. This may inciude, for
example, use of nursing facilities as step down alternatives to acute care hospitalization or
hotel accommodations for persons on outpatient radiation therapy to avoid the rigors of daily
transportation. The CONTRACTOR may not require the enrollee to accept a CEA in lieu of
a covered service. The CONTRACTOR shall comply with TennCare policies and procedures.
As provided in the applicable TennCare policies and procedures, services not listed in the
TennCare policies and procedures must be prior approved in writing by TENNCARE. The
Medical Fund Target described elsewhere in this Agreement shall not be increased or
decreased because of the use of alternative services. The CONTRACTOR shall maintain
documentation that demonstrates the cost effectiveness of any non-covered services that are
provided to TennCare enrollees and for which the CONTRACTOR seeks reimbursement
from the State. A report summarizing all such documentation for the preceding year shall be
submitted by the CONTRACTOR in accordance with Section 2.30.22.3.

Section 2.7.4.2 and 2.7.4.2.1 shall be deleted and replaced as follows:

2742

27421

The CONTRACTOR shail submit an Annual Community Outreach Plan no later than August
15 of each year for review and approval by TENNCARE. The Plan will be effective for the
Federal Fiscal Year, which is October 1-September 30.

The Annual Community Outreach Plan shall be written in accordance with guidance prepared
by TENNCARE. It shall include, but is not limited to: all proposed community
screening/health education events related to TennCare Kids; all proposed community/health
education events unrelated to TennCare Kids; a system for documenting and evaluating
events within thirty (30) days of occurrence; and reporting on evaluations in the TennCare
Kids Quarterly Updates. A Year-End Update of the Plan shall be due no later than sixty (60)
days following the end of a Federal Fiscal Year in a format approved by TENNCARE. This
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evaluation must include an appraisal of the objectives in the Plan and an assessment of the
events conducted in the previous Federal Fiscal Year in a format approved by TENNCARE.

Section 2.7.4.2.1.1 shall be amended by adding a new Section 2.7.4.2.1.1.6 as follows:

2.7.4.2.1.1.6  Provider outreach and education.

10. Section 2.7.6.1.5.3 and 2.7.6.1.5.4 shall be deleted and replaced as follows:

2.7.6.1.5.3

2.7.6.1.54

Educate contract providers about proper coding and encourage them to submit the
appropriate diagnosis codes identified by TENNCARE in conjunction with evaluation
and management procedure codes for TennCare Kids services. The CONTRACTOR
must offer this education quarterly either via webinar or classroom setting, or in
partnership with the Tennessee Chapter of the American Academy of Pediatrics, and
provide proof of quarterly trainings;

Educate contract providers about how to submit claims with appropriate codes and
modifiers as described in standardized billing requirements (e.g., CPT, HCPCS, etc.) and
require that they adjust billing methodology according to described components of said
procedure codes/modifiers. The CONTRACTOR must offer this education quarterly
either via webinar or classroom setting, or in partnership with the Tennessee Chapter of
the American Academy of Pediatrics, and provide proof of quarterly trainings; and

11. Section 2.7.6.1 shall be amended by adding a new Section 2.7.6.1.10 as follows:

2.7.6.1.10

The CONTRACTOR’s TennCare Kids and Quality staff shall participate in a collaborative
workgroup, consisting of the MCOs, the Tennessee Department of Health, and TennCare.
This workgroup will address, but is not limited to, innovative ways to improve EPSDT
screening rates.

12. Section 2.7.6.2.4 shall be deleted and replaced as follows:

2.7.6.2.4

As part of its TennCare Kids policies and procedures, the CONTRACTOR shall have a
written process for following up with members who do not get their screenings timely. This
process for follow up shall include provisions for documenting all outreach attempts and
maintaining records of efforts made to reach out to members who have missed screening
appointments or who have failed to receive regular check-ups. The CONTRACTOR shall
make at least one (1) effort per quarter in excess of the six (6) “outreach contacts” to get the
member in for a screening. The efforts, whether written or oral, shall be different each
quarter. The CONTRACTOR is prohibited from simply sending the same letter four (4)
times.

13. Section 2.7.6.2.8 shall be deleted and replaced as follows:

2.7.6.2.8

2.7.6.2.8.1

The CONTRACTOR shall provide member education, outreach, and screening events in
community settings. Screening events shall be conducted in each of the Grand Regions,
covered by this Contract in accordance with the following specifications (See Section
2.7.4.2):

Beginning in Federal Fiscal Year 2018, screening events shall number a bare minimum of six
(6) per region, per quarter.
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2.7.6.2.8.1.1

At least four (4) of the minimum quarterly screening events shall be conducted in urban
areas, and two (2) shall be conducted in rural/suburban areas. Results of the
CONTRACTOR’s or State’s CMS 416 and HEDIS report, as well as county
demographics, shall be utilized in determining counties for targeted activities and in
developing strategies for TennCare enrollees who are at risk of DCS custody or have
special healthcare needs.

14. Section 2.9.1.2 shall be amended by adding new Sections 2.9.1.2.8 and 2.9.1.2.8.1 as follows. The
remaining Section shall be renumbered accordingly, including any references thereto.

2.9.1.2.8

2.9.1.2.8.1

The CONTRACTOR shall submit an implementation plan for making admission, discharge
and transfer data from applicable hospitals available to all primary care practices. The
CONTRACTOR shall also provide an implementation plan for providing PCPs access to
pharmacy data;

No later than December 31, 2017, the CONTRACTOR shall provide notification of all
participating hospital admission and discharge data currently available to the
CONTRACTOR in standardized HL7 2.3 or 2.5 format to TENNCARE using the manner
prescribed by TENNCARE. Additionally, the CONTRACTOR shall provide all clinical
documentation currently sent to the CONTRACTOR, including but not limited to, Lab,
Radiology reports, Dictated Reports, Pharmacy Orders and CCDA’s as allowed by applicable
laws. The clinical information shall be sent by the CONTRACTOR in standardized HL7 2.3
or 2.5 format to TENNCARE in the manner prescribed by TENNCARE.

15. Section 2.11.1.1 shall be deleted and replaced as follows:

2.11.1.1

The CONTRACTOR shall provide or ensure the provision of all covered services specified in
Section 2.6.1 of this Contract. Accessibility of covered services, including geographic access
and appointments and wait times shall be in accordance with the access and network
adequacy standards set forth in the applicable federal regulations and the CRA requirements,
including, but not limit to the requirements set forth in: CRA Sections 2.30.8.4 and 2.11.6;
in Attachment III; the Specialty Network Standards in Attachment 1V; the Access and
Availability for Behavioral Health Services in Attachment V; and the applicable federal
requirements. These minimum requirements shall not release the CONTRACTOR from the
requirement to provide or arrange for the provision of any medically necessary covered
service required by its members, whether specified above or not.

16. Section 2.11.5 shall be amended by adding a new 2.11.5.4 as follows:

2.11.54

The CONTRACTOR shall use processes, strategies, evidentiary standards, or other factors in
determining access to out-of-network providers for mental health or substance use disorder
benefits that are comparable to, and applied no more stringently than, the processes,
strategies, evidentiary standards, or other factors in determining access to out-of-network
providers for medical/surgical benefits in the same classification.
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Section 2.11.8.1.1 shall be deleted and replaced as follows:

2.11.8.1.1 The CONTRACTOR is encouraged to contract with FQHCs and other safety net providers

(e.g., rural health clinics) in the CONTRACTOR’s service area to the extent possible and
practical. However, the CONTRACTOR must contract with at least one (1) FQHC and RHC
in each of the service areas authorized by this Contract. Where FQHCs are not utilized, the
CONTRACTOR shall demonstrate to DHHS, the Tennessee DHS and TENNCARE that both
adequate capacity and an appropriate range of services for vulnerable populations exist to
serve the expected enrollment in the CONTRACTOR’s entire service area without
contracting with FQHCs.

Section 2.11.10.1 shall be deleted and replaced as follows:

2.11.10.1

Enrollee Notification

The CONTRACTOR must ensure that all enrollee notices are written and issued in adherence
with applicable state and federal regulation. To this end, TENNCARE and the CONTRACTOR
agree to collaborate in designing TENNCARE approved notice templates.  Effective January 1,
2018, enrollee notices must comply with the notice content, timing, format, readability and
language requirements set forth in 42 C.F.R. §438.10 and §438.404.

Section 2.12.9.36 and 2.12.9.37 shall be deleted and replaced as follows:

2.12.9.36

2.12.9.37

Require that the provider comply with the Affordable Care Act and TennCare policies and
procedures regarding recovery of overpayments, including written notification to the
CONTRACTOR and TennCare Office of Program Integrity (OPI) of overpayments identified
by the provider and, when applicable, returning the overpayment to the CONTRACTOR within
sixty (60) days from the date the overpayment is identified., Overpayments that are not
returned within sixty (60) days from the date the overpayment was identified may be a
violation of state or federal law;

Require the provider to comply and submit to the CONTRACTOR disclosure of information
in accordance with the requirements, including timeframes, specified in 42 CFR Part 455,
Subpart B and TennCare policies and procedures. The timeframes for this requirement shall
include, at a minimum, at the time of initial contracting, contract renewal, at any time there is
a change to any of the information on the disclosure form, at least once every three (3) years,
and at any time upon request. This requirement may be satisfied through TENNCARE’s
provider registration process;

Section 2.12.9.62 shall be deleted and replaced as follows:

2.12.9.62

The CONTRACTOR must require contracted-providers to publicly-display notices
describing enrollee grievance and appeal rights. The CONTRACTOR must ensure that
contracted-providers have an adequate supply of both English and Spanish-language versions
of TennCare-approved notices available for public display;

Sections 2.12.9.38, 2.13.1.7, 2.26.12.2 and 2.30.15.5 shall be amended by deleting and replacing the
reference to Excluded Parties List System (EPLS) or (EPLS) with the reference to System for
Award Management (SAM) or (SAM) respectively.
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Section 2.13.1.2.6 shall be deleted and replaced as follows:

2.13.1.2.6

2.13.1.2.6.1

2.13.1.2.6.2

2.13.1.2.63

2.13.1.2.6.4

2.13.1.2.6.5

2.13.1.2.6.6

The CONTRACTOR shall ensure that payments are not issued under this Contract for an
item or service in accordance with the following:

To providers that have not obtained a Tennessee Medicaid provider number or for which
disclosure requirements, as applicable, have not been obtained in accordance with 42
CFR 455.100 through 106, Section 2.12.9.37 of this Contract, and TennCare policies and
procedures;

Furnished under the plan by any individual or entity during any period when the
individual or entity is excluded from participation under title V, XVIII, XIX or XX
pursuant to sections 1128, 1128A, 1156, or 1842(j)(2) of the Social Security Act;

Furnished at the medical direction or on the prescription of a physician, during the period
when such physician is excluded from participation under title V, XVIII, XIX or XX
pursuant to sections 1128, 1128A, 1156, or 1842(j)(2) or the Social Security Act and
when the person furnishing such item or service knew, or had reason to know, of the
exclusion (after a reasonable time period after reasonable notice has been furnished to the
person);

Furnished by an individual or entity to whom the State has failed to suspend payments
during any period when there is a pending investigation of a credible allegation of fraud
against the individual or entity, unless the State determines there is good cause not to
suspend such payments;

With respect to any amount expended for which funds may not be used under the
Assisted Suicide Funding Restriction Act (ASFRA) of 1997,

With respect to any amount expended for roads, bridges, stadiums, or any other item or
service not covered under the Medicaid State Plan.

Section 2.13.1.2.9 shall be amended by adding a new Section 2.13.1.2.9.6 as follows:

2.13.1.2.9.6

The CONTRACTOR shall submit an Annual Provider Outreach Plan, a quarterly
Outreach Plan Tracking Document and a Provider Outreach Communication Report
detailing information and communication plans with the Tennessee Health Link (THL),
Patient Centered Medical Home (PCMH) and Episodes of Care providers in accordance
with Sections 2.30.10.6.

Section 2.14.1.1 shall be amended by adding a new Section 2.14.1.1.1 as follows:

2.14.1.1.1

In accordance with 42 CFR 438.910(d), the CONTRACTOR shall not impose NQTLs for
mental health or substance use disorder benefits in any classification unless, under the
policies and procedures of the CONTRACTOR as written and in operation, any processes,
strategies, evidentiary standards, or other factors used in applying the NQTL to mental health
or substance use disorder benefits in the classification are comparable to, and are applied no
more stringently than, the processes, strategies, evidentiary standards, or other factors used in
applying the limitation for medical/surgical benefits in the classification.
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Section 2.14.1.9 shall be amended by deleted and replaced as follows:

2.141.9 The CONTRACTOR shall use written criteria based on sound clinical evidence to make
utilization decisions. The written criteria shall specify procedures for appropriately applying
the criteria. The criteria must be in accordance with NCQA standards and requirements. The
CONTRACTOR shall apply objective and evidence based criteria and take individual
circumstances and the local delivery into account when determining the medical
appropriateness of health care services.

Section 2.14.2 shall be amended by adding a new Section 2.14.2.4 as follows:

2.14.2.4  The CONTRACTOR’s prior authorization requirements shall comply with the requirements
for parity in mental health and substance use disorder benefits in 42 CFR 438.910(d).
TENNCARE may request copies of the CONTRACTOR’s policies and procedures to assure
compliance with 42 CFR, Subpart K.

Sections 2.14.7. and 2.14.7.1 shall be deleted and replaced as follows:
2.14.7 Notice of Adverse Benefit Determination Requirements

2.14.7.1 In accordance with 42 C.F.R. 438.210(c), the CONTRACTOR must notify the requesting
provider, and give the enrollee written notice of any decision to deny a service authorization
request, or to authorize a service in an amount, duration, or scope that is less than requested.
The Notice of Adverse Benefit Determination must meet the requirements set forth in section
2.19.2.

Section 2.15.3.1 shall be amended by adding a new Section 2.15.3.1.2 as follows:

2.15.3.1.2 For all overall CMS 416 rates below eighty-five percent (85%) each MCO will submit a PIP
on EPSDT Screening and Community outreach plans in addition to the above required PIP’s.
The CONTRACTOR shall use existing processes, methodologies, and protocols, including
the CMS protocols.

Section 2.16.1 shall be amended by adding a new Section 2.16.1.11 as follows:

2.16.1.11 Distributing marketing materials to select or partial service areas for which the
CONTRACTOR is authorized to serve.

Section 2.17.1.2 shall be deleted and replaced as follows:

2.17.1.2 All member materials shall be submitted to TENNCARE in electronic file media, unless
otherwise approved by TENNCARE, in the format prescribed by TENNCARE. The materials
shall be accompanied by a plan that describes the CONTRACTOR’s intent and procedure for
the use of the materials. Materials developed by a recognized entity having no association
with the CONTRACTOR that are related to management of specific types of diseases (e.g.,
heart, diabetes, asthma, etc.) or general health improvement shall be submitted for approval.
The electronic files shall be submitted in a format acceptable to TENNCARE. Electronic files
submitted in any other format than those approved by TENNCARE will not be processed.
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Section 2.17.2.4 shall be deleted and replaced as follows:

2.17.2.4  All written materials shall be printed with the notice of non-discrimination and taglines as
required by TENNCARE and set forth in TENNCARE’s tagline template. In addition to any
other requirements specified in Section 2.17, the CONTRACTOR may also provide required
member materials/information electronically or on its website pursuant to the specifications
set forth in section 2.28.10.3, TENNCARE’S tagline template, and the following
requirements: (1) the material/information must be placed on the CONTRACTOR’S website
in a location that is prominent and readily accessible for applicants and members to link to
from CONTRACTOR’S home page; (2) the material/information must be provided in a
format that can be electronically saved and printed; and (3) if a member or applicant requests
that the CONTRACTOR mail them a copy of the material/information, the CONTRACTOR
must mail free of charge the material/information to them within five (5) days of that request.
To the extent that the CONTRACTOR and its providers and/or subcontractors are using
electronic and information technology to fulfill its obligations under this Contract, the entities
shall comply with section 2.28.10.

Section 2.17.4.7.22 and 2.17.4.7.23 shall be deleted and replaced as follows:
2.17.4.7.22 Shall include Grievance and Appeal procedures as described in Section 2.19 of this Contract;

2.17.4.7.23 Shall include notice that the member shall have the right to request reassessment of eligibility
related decisions directly to TENNCARE;

Section 2.17.4.7 shall be amended by adding new Sections 2.17.4.7.38 and 2.17.4.7.39 as follows and
renumber remaining Section as appropriate, including any references thereto.

2.17.4.7.38 Shall include notice that member has the right to participate in decisions regarding his or her
health care, including the right to refuse treatment;

2.17.4.7.39 Shall include notice that the member has the right to request and receive a copy of their
medical records and request that they be amended or corrected;

Section 2.17.9 shall be deleted and replaced as follows:

Additional Information Available Upon Request
The CONTRACTOR shall have written policies guaranteeing to provide all other information to members
as required by CMS, including but not limited to the following information to any enrollee who requests
it:
2.17.9.1 Information regarding the structure and operation of the CONTRACTOR’s MCO; and

2.17.9.2  Information regarding physician incentive plans, including but not limited to:

2.17.9.2.1  Whether the CONTRACTOR uses a physician incentive plan that affects the use of referral
services;

2.17.9.2.2 The type of incentive arrangement; and

2.17.9.2.3 Whether stop-loss protection is provided.
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2.17.9.3  Any reports of transactions between the CONTRACTOR and parties in interest that are
provided to the state, or other agencies upon reasonable request.

Section 2.18.5.3.6 shall be deleted and replaced as follows:

2.18.5.3.6 Information on members’ Grievance and Appeal rights;

Effective January 1, 2018, Section 2.19 shall be deleted and replaced as follows:
GRIEVANCES AND APPEALS
General

As permitted under federal and state law, the State, at its sole discretion, may delegate back to the State
any portion of this Section 2.19 that the CONTRACTOR is obligated to perform.

2.19.1.1  The CONTRACTOR must have a formally structured internal Grievance and Appeal System
in place for enrollees. The Grievance and Appeal System must comply with 42 C.F.R. Part
438 Subpart F. See 42 C.F.R. §438.402(a); 42 C.F.R. §438.228(a).

2.19.1.2  The CONTRACTOR'’S Appeal System must consist of only one level and must be available
for any enrollee who seeks to contest an Adverse Benefit Determination, as defined at 42
C.F.R. §438.400(b).

2.19.1.3  The CONTRACTOR must give enrollees any reasonable assistance in completing Grievance
and Appeal forms and other procedural steps related to a Grievance or Appeal. This includes
availability of member support staff, auxiliary aids and services, such as interpreter services
and toll-free numbers with adequate TTY/TDD and interpreter capability. See 42 C.F.R.
§438.406(a); 42 C.F.R. §438.228(a).

2.19.14  The CONTRACTOR must acknowledge receipt of each Grievance and each Appeal of an
Adverse Benefit Determination. See 42 C.F.R. §438.406(b)(1); 42 C.F.R. §438.228(a).

2.19.1.5  The CONTRACTOR must ensure that decision-makers on Grievances and Appeals were not
either:

2.19.1.5.1 Involved in any previous level of review or decision-making; or

2.19.1.5.2 Subordinates of any individual who was involved in a previous level of review or decision-
making. See 42 C.F.R. §438.406(b)(2)(i); 42 C.F.R. §438.228(a).

2.19.1.6  The CONTRACTOR must ensure that decision-makers on Grievances and Appeals are
individuals with appropriate clinical expertise, as determined by applicable law, in treating
the enrollee's condition or disease if:

2.19.1.6.1 The decision involves an Appeal of a denial based on lack of medical necessity;

2.19.1.6.2  The decision involves a Grievance regarding denial of expedited resolution of an Appeal; or
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2.19.1.6.3 The decision involves a Grievance or Appeal involving clinical issues. See 42 C.F.R.

2.19.1.7

§438.406(b)(2)(ii)(A) — (C); 42 C.F.R. §438.228(a).

The CONTRACTOR must ensure that decision-makers on Grievances and Appeals take into
account all comments, documents, records, and other information submitted by the enrollee
or their representative without regard to whether such information was submitted or
considered in the initial Adverse Benefit Determination. See 42 C.F.R. §438.406(b)(2)(iii);
42 C.F.R. §438.228(a).

Notice of Adverse Benefit Determination Requirements

2.19.2.1

2.19.2.2

2.19.23

2.19.24

2.19.2.5

2.19.2.6

The CONTRACTOR'’S notice of Adverse Benefit Determination must explain the Adverse
Benefit Determination the CONTRACTOR has made or intends to make. See 42 C.F.R.
§438.404(b)(1).

The CONTRACTOR'’S notice of Adverse Benefit Determination must explain the reasons for
the Adverse Benefit Determination, including the right of the enrollee to be provided upon
request and free of charge, reasonable access to and copies of all documents, records, and
other information relevant to the enrollee's Adverse Benefit Determination. Such information
includes medical necessity criteria, and any processes, strategies, or evidentiary standards
used in setting coverage limits. See 42 C.F.R. §438.404(b)(2).

The CONTRACTOR'’S notice of Adverse Benefit Determination must explain the enrollee's
right to request an Appeal of the CONTRACTOR's Adverse Benefit Determination, including
information on exhausting the CONTRACTOR's one level of Appeal and the right to request
a State Fair Hearing after receiving notice that the Adverse Benefit Determination is upheld.
See 42 C.F.R. §438.404(b)(3); 42 C.F.R. 438.402(b)-(c).

The CONTRACTOR’S notice of Adverse Benefit Determination must explain the procedures
for exercising the enrollee's rights to Appeal. See 42 C.F.R. §438.404(b)(4).

The CONTRACTOR'’S notice of Adverse Benefit Determination must explain the
circumstances under which an Appeal process can be expedited and how to request it. See 42
C.F.R. §438.404(b)(5).

The CONTRACTOR’S notice of Adverse Benefit Determination must explain the enrollee’s
right to have benefits continue pending the resolution of the Appeal, how to request that
benefits be continued, and the circumstances, consistent with TennCare agency policy, under
which the enrollee may be required to pay the costs of continued services. See 42 C.F.R.
§438.404(b)(6).

Notice of Adverse Benefit Determination Timing

2.19.3.1

2.193.2

When the CONTRACTOR’s Adverse Benefit Determination is a termination, suspension, or
reduction of previously authorized Medicaid-covered service, the CONTRACTOR must mail
the notice of Adverse Benefit Determination at least ten (10) days before the date of action.
See 42 C.F.R. §438.404(c)(1); 42 C.F.R. §431.211.

The CONTRACTOR may mail the notice of Adverse Benefit Determination as few as five
(5) days prior to the date of action if the TennCare agency has facts probable fraud by the
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Amendment 41 (cont.)

2.1933

2.19.3.3.1

2.19.3.3.2

2.19.3.33

2.193.3.4

2.19.33.5

2.19.3.3.6

2.19.3.3.7

2.19.3.3.8

2.19.3.3.9

2.19.3.4

2.193.5

2.19.3.6

2.19.3.7

enrollee, and the facts have been verified, if possible, through secondary sources. See 42
C.F.R. §438.404(c)(1); 42 C.F.R. §431.214.

The CONTRACTOR must mail the notice of Adverse Benefit Determination by the date of
the action when any of the following occur:

The enrollee has died;
The enrollee submits a signed written statement requesting service termination;

The enrollee submits a signed written statement including information that requires service
termination or reduction and indicates an understanding that service termination or reduction
will result;

The enrollee has been admitted to an institution where he or she is ineligible under the plan
for further services;

The enrollee’s address is determined unknown based on returned mail with no forwarding
address;

The enrollee is accepted for Medicaid services by another state;
A change in the level of medical care is prescribed by the enrollee’s physician;

The notice involves an adverse determination with regard to preadmission screening
requirements of section 1919(e)(7) of the Social Security Act; or

The transfer or discharge from a facility will occur in an expedited fashion. See 42 C.F.R.
§438.404(c)(1); 42 C.F.R. §431.213; 42 C.F.R. §431.231(d); section 1919(e)(7) of the Act;
42 C.F..R 483.12(a)(5)(i); 42 C.F.R. §483.12(a)(5)(ii).

The CONTRACTOR must give notice of Adverse Benefit Determination on the date of
determination when the action is a denial of payment. See 42 C.F.R. §438.404(c)(2).

The CONTRACTOR must give notice of Adverse Benefit Determination as expeditiously as
the enrollee’s condition requires within fourteen (14) calendar days following receipt of the
request for service, for standard authorization decisions that deny or limit services. See 42
C.F.R. §438.210(d)(1); 42 C.F.R. §438.404(c)(3).

The CONTRACTOR may extend the 14 calendar day notice of Adverse Benefit
Determination timeframe for standard authorization decisions that deny or limit services up to
fourteen (14) additional calendar days if the enrollee or the provider requests extension. See
42 C.F.R. §438.404(c)(4); 42 C.F.R. §438.210(d)(1)(i).

The CONTRACTOR may extend the 14 calendar day notice of Adverse Benefit
Determination timeframe for standard authorization decisions that deny or limit services up to
fourteen (14) additional calendar days if the CONTRACTOR justifies to the TennCare
agency a need for additional information and shows how the extension is in the enrollee’s
best interest. See 42 C.F.R. §438.210(d)(1)(ii); 42 C.F.R. §438.404(c)(4).



2.194

2.19.5

Amendment 41 (cont.)

2.19.3.8

2.19.3.9

2.19.3.10

2.19.3.11

If the CONTRACTOR extends the 14 calendar day notice of Adverse Benefit Determination
timeframe for standard authorization decisions that deny or limit services, the
CONTRACTOR must give the extension and inform the enrollee of the right to file a
Grievance if the enrollee disagrees with the decision. See 42 C.F.R. §438.210(d)(1)(ii); 42
C.F.R. §438.404(c)(4)(1).

If the CONTRACTOR extends the 14 calendar day notice of Adverse Benefit Determination
timeframe for standard authorization decisions that deny or limit services, the
CONTRACTOR must issue and carry out its determination as expeditiously as the enrollee's
health condition requires and no later than the date the extension expires. See 42 C.F.R.
§438.210(d)(1)(ii); 42 C.F.R. §438.404(c)(4)(i1).

If the CONTRACTOR determines that following the standard authorization timeframe could
seriously jeopardize the enrollee's life or health or ability to attain, maintain, or regain
maximum function, the CONTRACTOR must make an expedited service authorization
decision and provide notice as expeditiously as the enrollee’s health condition requires and no
later than seventy-two (72) hours after receipt of the request for service. See 42 C.F.R.
§438.210(d)(2)(i); 42 C.F.R. §438.404(c)(6).

The CONTRACTOR may extend the seventy-two (72) hour expedited service authorization
decision time period by up to fourteen (14) calendar days if the enrollee requests an
extension, or if the CONTRACTOR justifies to the TennCare agency the need for additional
information and how the extension is in the enrollee’s interest. See 42 C.F.R.
§438.210(d)(2)(ii); 42 C.F.R. §438.404(c)(6).

Who May File Appeals and Grievances

2.194.1

2.19.4.2

The CONTRACTOR must allow enrollees to file Appeals and Grievances. Following
resolution of the CONTRACTOR Appeal (or deemed exhaustion of the CONTRACTOR
Appeal process under Section 2.19.5.1), the CONTRACTOR must allow enrollee to request a
State Fair Hearing. See 42 C.F.R. §438.402(c)(1); 42 C.F.R. §438.408.

The CONTRACTOR must allow providers, or enrollee-authorized representatives, acting on
behalf of the enrollee and with the enrollee's written consent, to request an Appeal, or file a
Grievance. See 42 C.F.R. §438.402(c)(1)(i) — (ii); 42 C.F.R. §438.408.

Timeframes for Filing CONTRACTOR Appeals

2.19.5.1

2.19.5.2

2.19.5.3

If the CONTRACTOR fails to adhere to notice and timing requirements, the enrollee is
deemed to have exhausted the CONTRACTOR's Appeal process, and the enrollee may
initiate a State Fair Hearing. See 42 C.F.R. §438.408; 42 C.F.R. §438.402(c)(1)(1)(A).

The CONTRACTOR must allow the enrollee to file an Appeal to the CONTRACTOR within
sixty (60) calendar days from the date on the Adverse Benefit Determination notice. See 42
CFR 438.402(c)(2Xii).

The CONTRACTOR must allow a provider or an enrollee- authorized representative acting
on behalf of the enrollee to file an Appeal to the CONTRACTOR within sixty (60) calendar
days from the date on the Adverse Benefit Determination notice. See 42 C.F.R.
§438.402(c)(2)(ii).
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2.19.6

Amendment 41 (cont.)

Process for Filing a Standard or Expedited CONTRACTOR Appeal

2.19.6.1

2.19.6.2

2.19.6.3

2.19.6.4

2.19.6.5

2.19.6.6

2.19.6.6.1

2.19.6.6.2

2.19.6.7

2.19.6.8

The CONTRACTOR must allow the enrollee to request an Appeal either orally or in writing.
See 42 C.F.R. §438.402(c)(3)(ii).

The CONTRACTOR must allow the provider or authorized representative acting on behalf of
the enrollee to request an Appeal either orally or in writing. See 42 C.F.R. §438.402(c)(3)(ii);
42 C.F.R. §438.402(c)(1)(ii).

The CONTRACTOR must allow the oral filing of an Appeal. Orally-filed Appeals seeking
resolution within the standard timeframe must be followed by the submission of a written,
signed Appeal. Orally-filed Appeals that warrant expedited resolution are not required to be
followed by submission of a written Appeal. See 42 C.F.R. §438.402(c)(3)(ii); 42 C.F.R.
§438.406(b)(3).

The CONTRACTOR must provide the enrollee a reasonable opportunity, in person and in
writing, to present evidence and testimony and make legal and factual arguments. See 42
CFR 438.406(b)(4).

The CONTRACTOR must provide the enrollee a copy of the Appeal case file. The case file
must contain all of the information used by CONTRACTOR in arriving at adverse decision.

This includes the enrollee medical records and any other information considered, relied upon,
or created in resolving the Appeal. See 42 C.F.R. §438.406(b)(5).

The CONTRACTOR must provide the enrollee and his or her representative the enrollee's
case file free of charge and sufficiently in advance of the applicable deadline for standard and
expedited Appeal resolutions.

For standard resolution of an Appeal and notice to the affected parties, the CONTRACTOR
must resolve the Appeal within thirty (30) calendar days from the day the CONTRACTOR
receives the Appeal.

For expedited resolution of an Appeal and notice to affected parties, the CONTRACTOR
must resolve the Appeal within seventy-two (72) hours of receiving the Appeal. See 42
C.F.R. §438.406(b)(5); 42 C.F.R. §438.408(b) - (¢).

The CONTRACTOR must consider the enrollee, his/her representative, or the legal
representative of a deceased enrollee’s estate as parties to an Appeal. See 42 C.F.R.
§438.406(b)(6).

The CONTRACTOR must establish and maintain an expedited review process for Appeals,
when the CONTRACTOR determines that taking the time for a standard resolution could
seriously jeopardize the enrollee's life, physical or mental health, or ability to attain, maintain,
or regain maximum function. Although the enrollee or his treating provider may request
expedited resolution, the CONTRACTOR alone has authority to determine whether an
enrollee Appeal receives expedited or standard resolution. See 42 C.F.R. §438.410(a);
Medicaid and Children’s Health Insurance Program (CHIP) Programs; Medicaid Managed
Care, CHIP Delivered in Managed Care, and Revisions Related to Third Party Liability; Final
Rule, 81 Fed. Reg. 27,498, 27,519 (May 6, 2016) (to be codified at 42 C.F.R. pt. 438).
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2.19.7

2.19.8

Amendment 41 (cont.)

2.19.6.9

2.19.6.10

2.19.6.11

The CONTRACTOR must inform enrollees of the limited time available to present evidence
and testimony, in person and in writing, and make legal and factual arguments in the case of
an expedited Appeal resolution. The CONTRACTOR must inform enrollees of this
sufficiently in advance of the resolution timeframe for Appeals. See 42 C.F.R.
§438.406(b)(4); 42 C.F.R. §438.408(b); 42 C.F.R. §438.408(c).

If the CONTRACTOR denies a request for expedited resolution of an Appeal, it must resolve
the Appeal within the standard Appeal timeframe. See 42 C.F.R. §438.410(c); 42 C.F.R.
§438.408(b)(2); 42 C.F.R. §438.408(c)(2).

The CONTRACTOR must ensure that punitive action is not taken against a provider who
requests expedited resolution of an Appeal, or who supports an enrollee’s Appeal. See 42
C.F.R. §438.410(b).

Timeframes for Resolving Standard and Expedited Appeals

2.19.7.1

2.19.7.2

2.19.7.2.1

2.19.7.2.2

2.19.7.3

The CONTRACTOR must resolve each Appeal as expeditiously as the enrollee’s health
condition requires. Standard Appeals must be resolved within thirty (30) calendar days of
receipt; Expedited Appeals must be resolved within seventy-two (72) hours of receipt. See
42 C.F.R. §438.408(a); 42 C.F.R. §438.408(b)(2)-(3).

The CONTRACTOR may extend the resolution timeframe by up to fourteen (14) calendar
days if either:

The enrollee requests the extension; or

Consistent with TennCare agency policy, the CONTRACTOR shows the need for additional
information and shows that the delay is in the enrollee’s interest. See 42 C.F.R.
§438.408(c)(1); 42 C.F.R. §438.408(b)(2).

If the CONTRACTOR extends the resolution timeframe pursuant to 2.19.7.2, contractor
must, within two (2) calendar days, give enrollee written notice of the reason for the
extension. (Reasonable effort should also be made to confer oral notice). This written notice
must inform enrollee of the right to file a Grievance if enrollee disagrees with the extension.
See 42 C.F.R. §438.408(c)(2)(i)-(i1i); 42 C.F.R. §438.408(b)(2).

Required Content for Notice of Appeal Resolution

2.19.8.1

The CONTRACTOR must provide enrollee with a written, and dated notice of Appeal
resolution. The notice of Appeal resolution must be in a format and language that meets 42
C.F.R. §438.10. For Appeal decisions not wholly in the enrollee’s favor, the notice must
explain how enrollee may exercise the right to:

2.19.8.1.1 request a State Fair Hearing; and

2.19.8.1.2

2.19.8.2

request continuation of benefits pending resolution of the State Fair Hearing,.

If applicable, the notice of Appeal resolution must also inform enroliee of any potential
liability for the cost of receiving continuation of benefits in the event that the State Fair
Hearing resolution upholds the CONTRACTOR Appeal resolution.

See 42 C.F.R. §438.10; 42 C.F.R. §438.408(d)(2)(i); 42 C.F.R. §438.408(e)(1)-(2).
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2.19.9

Amendment 41 (cont.)

2.19.8.3

If the notice of resolution concerns an expedited Appeal, in addition to the written notice
described above, the CONTRACTOR must make reasonable effort to confer oral notice. See
42 C.F.R. §438.408(d)(2)(ii).

Continuation of Benefits

2.19.9.1

2.19.9.1.1

2.19.9.1.2

2.199.1.3

2.199.1.4

2.199.15

2.19.9.2

2.19.9.2.1

2.19.9.2.2

2.19.9.23

2.19.93

2.1994

The CONTRACTOR must not accept a continuation of benefits request from a provider,
since providers are prohibited from requesting continuation of benefits pursuant to 42 C.F.R.
§438.402(c)(1)(ii) and §438.420(b)(5). The CONTRACTOR must continue the enrollee's
benefits while an Appeal is in process if all of the following occur:

The enrollee files the request for an Appeal within sixty (60) calendar days following the date
on the Adverse Benefit Determination notice.

The Appeal involves the termination, suspension, or reduction of a previously authorized
Medicaid service.

The enrollee’s services were ordered by an authorized provider.
The period covered by the original authorization has not expired.

Enrollee files the request for continuation of benefits within ten (10) calendar days of the date
on the notice of Adverse Benefit Determination, or if enrollee files the request before the
intended effective date of the proposed Adverse Benefit Determination. See; 42 C.F.R.
§438.420(b)(1)-(5); 42 C.F.R. §438.402(c)(2)(ii).

If, at the enrollee's request, the CONTRACTOR continues or reinstates the enrollee's benefits
while the Appeal or State Fair Hearing is pending, the benefits must be continued until one of
the following occurs:

The enrollee withdraws the Appeal or request for State Fair Hearing; or

The enrollee does not request a State Fair Hearing and continuation of benefits within ten
(10) calendar days from the date on the notice of an adverse Appeal resolution;

A State Fair Hearing decision adverse to the enrollee is issued. See 42 C.F.R. §438.420(c)(1)-
(3); 42 C.F.R. §438.408(d)(2).

If the CONTRACTOR Appeal resolution or the State Fair Hearing resolution reverses the
CONTRACTOR’s initial Adverse Benefit Determination, the CONTRACTOR must
authorize or provide the disputed services promptly, and as expeditiously as the enrollee's
health condition requires (but no later than seventy-two (72) hours from the date it receives
notice reversing the determination). See 42 C.F.R. §438.424(a).

The CONTRACTOR must pay for disputed services received by the enrollee while the
Appeal was pending in the event that the CONTRACTOR Appeal resolution or the State Fair
Hearing resolution reverses the CONTRACTOR’s initial decision to deny authorization of
the benefit under Appeal. See 42 C.F.R. §438.424(b).
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Amendment 41 (cont.)

2.19.9.5

The CONTRACTOR must notify the requesting provider and give the enrollee written notice
of any decision to deny a service authorization request, or to authorize a service in an amount,
duration, or scope that is less than requested. See 42 C.F.R. §438.210(c); 42 C.F.R.
§438.404.

2.19.10 Grievances

2.19.10.1

2.19.10.2

2.19.10.3

2.19.10.4

The CONTRACTOR must allow an enrollee to file an oral or written Grievance with an
CONTRACTOR at any time. See 42 C.F.R.438.402(c)2)(i); 42 C.F.R.438.402(c)(3)(i).

The CONTRACTOR must resolve each Grievance and provide notice of Grievance
resolution within ninety (90) calendar days from the day the CONTRACTOR receives the
Grievance. See 42 C.F.R. §438.408(a); 42 C.F.R. §438.408(b)(1).

The CONTRACTOR must issue a written acknowledgment of receipt of the Grievance
within five (5) business days. This written acknowledgement need not be conferred if the
CONTRACTOR issues the notice of Grievance resolution within five (5) business days of
receiving the Grievance.

The CONTRACTOR must issue a written, dated notice of Grievance resolution in a format
and language that meets 42 C.F.R. §438.10. See 42 C.F.R. §438.408(d)(1).

2.19.11 Grievance and Appeal Recordkeeping Requirements

2.19.11.1

2.19.11.2

2.19.11.2.1
2.19.11.2.2
2.19.11.23
2.19.11.2.4

2.19.11.2.5

The CONTRACTOR must maintain records of Grievances and Appeals and must make such
records readily available to the TennCare agency or to CMS upon request. See 42 C.F.R.
§438.416(a); 42 C.F.R. §438.416(c).
The CONTRACTORs record of each Grievance and Appeal must include:

A general description of the reason for the Appeal or Grievance.

The date received.

The date of each review or, if applicable, review meeting.

The date of resolution and how it was resolved.

The identity of the enrollee for whom the Appeal or Grievance was filed.
See 42 C.F.R. §438.416(b)(1)-(6).

2.19.12 Provision of Information About Enrollee Grievance and Appeal Rights

2.19.12.1

2.19.12.2

2.19.12.2.1

The CONTRACTOR must inform its contracted providers and subcontractors about the
Appeal process and must inform them of the toll-free number for filing oral Grievances and
Appeals. See 42 C.F.R. §438.414; 42 C.F.R. §438.10(g)(1)(v).

The CONTRACTOR must include information about the enrollee’s Grievance, Appeal and
State Fair Hearing rights in the following materials:

Notice of Adverse Benefit Determination and notice of Appeal resolution;
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2.19.12.2.2

2.19.12.23

2.19.12.2.4

2.19.12.2.5

2.19.13

2.19.14

2.19.15

2.19.16

2.19.17

2.19.18

2.19.19

2.19.20

2.19.21

Provider and subcontractor contracts with CONTRACTOR;
Member Handbook and Provider Manual;

Provider training materials;

CONTRACTOR website.

The CONTRACTOR must devote a portion of its regularly scheduled QM/QI committee
meetings, as described in Section 2.15.2, to the review of enrollee Appeals and to addressing
identified deficiencies with the CONTRACTOR's Grievance and Appeal processes.

The CONTRACTOR must have a designated business unit responsible for processing
Grievances and Appeals in accordance with applicable law and TENNCARE requirements.
CONTRACTOR’s Appeals unit must include sufficient numbers of appropriately trained and
licensed physicians, clinicians, and support staff necessary to timely process and resolve
Appeals in accordance with potentially evolving regulatory and TENNCARE requirements. .

At any point in the Appeal process, TENNCARE must have the authority to remove a
member from the CONTRACTOR’s MCO when it is determined that such removal is in the
best interest of the member and TENNCARE.

The CONTRACTOR must require its contracted providers to publicly-display notices of
enrollee Appeal rights. The CONTRACTOR must ensure that providers have correct and
adequate supply of these notices.

The CONTRACTOR understands that the Grievance and Appeal process requirements are
always subject to change based on legal developments and on TENNCARE’s interpretation
of its obligations under new or existing law.

The CONTRACTOR must provide general and targeted education to its contracted providers
regarding the Appeal process. This training will cover the provider’s rights and obligations
concerning the Appeal Process including provider’s obligation to timely supply medical
records necessary for the Appeal Process and including requirements concerning submission
of requests for expedited prior authorization decisions and requests for expedited Appeal
resolution.

The CONTRACTOR must provide notice to contract providers regarding provider
responsibility in the Appeal process, including but not limited to, the provision of medical
records and/or documentation as described herein.

The CONTRACTOR must urge providers who feel they cannot order a drug on the TennCare
Preferred Drug List (PDL) to seek prior authorization in advance, as well as to take the
initiative to seek prior authorization or change or cancel the prescription when contacted by a
member or pharmacy regarding denial of a pharmacy service due to system edits (e.g.,
therapeutic duplication, etc.).

Member TennCare eligibility and eligibility-related Grievances and Appeals (including but
not limited to long-term care eligibility and enrollment), including termination of eligibility,
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37.

Amendment 41 (cont.)

effective dates of coverage, and the determination of premium, copayment, and patient
liability responsibilities must be directed to TENNCARE.

Section 2.20.1 shall be amended by adding new Sections 2.20.1.3 and 2.20.1.9, deleting existing
Sections 2.20.1.9 through 2.20.1.10, deleting and replacing the renumbered Sections 2.20.1.4,
2.20.1.6, 2.20.1.7 and 2.20.1.10 as follows and renumbering the remaining Sections accordingly,
including any references thereto.

2.20.1.3

2.20.1.3.1

220.13.2

2.20.1.3.3

2.20.1.34

2.20.1.3.5

2.20.1.3.6

2.20.1.3.7

2.20.1.4

The CONTRACTOR, and any subcontractors delegated responsibility for coverage of
services or payment of claims under this Contract, shall implement and maintain a
compliance program, as described 42 CFR 438.608, that includes, at a minimum:

Written policies, procedures, and standards of conduct that demonstrate compliance with
all applicable requirements and standards under the Contract, as well as all Federal and
state requirements, related to program integrity.

A designated Compliance Officer who is responsible for developing and implementing
policies and procedures designed to ensure compliance with program integrity
requirements. The Compliance Officer shall report to the CEO and the Board of Directors.

A Regulatory Compliance Committee, consisting of members of the Board of Directors,
which is responsible for oversight of the CONTRACTOR’s compliance program.

A system for training and education for the Compliance Officer, directors, managers, and
employees regarding the CONTRACTOR’s compliance program and program integrity-
related requirements.

Effective lines of communication between the CONTRACTOR’s Compliance Officer and
employees.

Enforcement of compliance program standards and program integrity-related requirements
through well-publicized disciplinary guidelines.

A system of dedicated staff with established and implemented procedures for routine
internal monitoring and auditing of compliance risks, prompt response to compliance
issues, investigation of potential compliance problems identified in the course of self-
evaluation and audits, correction of identified compliance problems, and ongoing
compliance with program integrity-related requirements,

The CONTRACTOR shall establish written policies and procedures for its employees,
subcontractors, providers, and agents that provide detailed information about the False
Claims Act and any other federal and state laws, including whistleblower protections,
administrative remedies for false claims, any State laws pertaining to civil or criminal
penalties for false claims and statements, and whistleblower protections under such laws,
with respect to the role of such laws in preventing and detecting fraud, waste, and abuse in
federal health care programs. The CONTRACTOR shall include in any employee
handbook a description of the laws and the rights of employees to be protected as
whistleblowers.
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2.20.1.6

2.20.1.7

2.20.1.9

2.20.1.9.1

2.20.1.9.2

2.20.1.10

2.20.1.10.1

2.20.1.10.2

2.20.1.10.3

The CONTRACTOR, as well as its subcontractors and providers, whether contract or non-
contract, shall comply with all federal requirements (42 CFR Part 455) on disclosure
reporting. All tax-reporting provider entities that bill and/or receive TennCare funds as the
result of this Contract shall submit routine disclosures in accordance with timeframes
specified in 42 CFR Part 455, Subpart B and TennCare policies and procedures, including at
the time of initial contracting, contract renewal, at any time there is a change to any of the
information on the disclosure form, at least once every three (3) years, and at any time upon
request. For providers, this requirement may be satisfied through TENNCARE’s provider
registration process.

The CONTRACTOR, as well as its subcontractors and providers, whether contract or non-
contract, shall comply with all federal requirements (42 C.F.R. § 1002) on exclusion and
debarment screening. The CONTRACTOR, its subcontractors and all tax-reporting provider
entities that bill and/or receive TennCare funds as the result of this Contract shall screen
their owners and employees against the General Services Administration (GSA) System
for Award Management (SAM) and the HHS-OIG List of Excluded Individuals/Entities
(LEIE). In addition, the CONTRACTOR and its subcontractors shall screen their owners and
employees against the Social Security Master Death File. Any unallowable funds made
to excluded individuals as full or partial wages and/or benefits shall be refunded to and/or
obtained by the State and/or the CONTRACTOR dependent upon the entity that identifies the
payment of unallowable funds to excluded individuals.

The CONTRACTOR may recoup and retain overpayments made to providers within
timeframes determined by the state.

The CONTRACTOR shall notify TennCare OPI of any non-administrative overpayments
identified outside of the timeframes determined by the state, or for which recovery is
prohibited under Section 2.20.1.10. The CONTRACTOR shall take no actions to recoup the
overpayments without written authorization from TennCare OPI.

The CONTRACTOR shall report to TennCare OPI all non-administrative overpayments,
both identified and recovered, on a quarterly basis.

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

The improperly paid funds have already been recovered by the State of Tennessee, either
by TENNCARE directly or as part of a resolution of a state or federal investigation
and/or lawsuit, including but not limited to False Claims Act cases; or

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

The prohibition described in this section shall be limited to a specific provider(s), for
specific dates, and for specific issues, services, or claims.
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39.

40.

Amendment 41 (cont.)

2.20.1.10.4

2.20.1.10.5

2.20.1.10.6

The CONTRACTOR shall determine if the prohibition to recoup or withhold improperly
paid funds is applicable utilizing methods as directed by TennCare OPI.

In the event that CONTRACTOR recoups or otherwise obtains funds in cases
where overpayment recovery is prohibited, under this section or as otherwise
directed by TennCare the CONTRACTOR will notify the Director of TennCare OPI
and take action in accordance with written instructions from the Director of TennCare
OPl.

If the CONTRACTOR fails to adhere to the prohibitions and requirements of this section,
the CONTRACTOR may be subject to forfeiture of the funds to the State and the
imposition of liquidated damages as described in Section E.29.2.

Section 2.20.3.6 shall be deleted and replaced as follows:

2.20.3.6

The CONTRACTOR shall have provisions in its Compliance Plan regarding conducting
monthly comparison of their provider files, including atypical providers, against the Social
Security Master Death File, the General Services Administration (GSA) System for
Award Management (SAM) and the HHS-OIG List of Excluded Individuals/Entities
(LEIE) and provide a report of the result of comparison to TENNCARE each month. The
CONTRACTOR shall establish an electronic database to capture identifiable information on
the owners, agents and managing employees listed on providers’ Disclosure information as
provided by TENNCARE.

Sections 2.21.9.1 and 2.21.9.4.1 shall be deleted and replaced as follows:

2.21.9.1

2.21.9.4.1

The CONTRACTOR shall disclose, to TENNCARE, the Comptroller General of the United
States or CMS, full and complete information regarding ownership, financial transactions and
persons convicted of criminal activity related to Medicare, Medicaid, or the federal Title XX
programs in the time and manner set forth in accordance with federal and state requirements,
including 42 CFR 438.604(a)(6); 42 CFR 438.606; 42 CFR 455.104(b)(1)(i) - (iii); 42 CFR
455.104(b)(2) - (4); 42 CFR 438.230; 42 CFR 438.608(c)(2) and Public Chapter 379 of the
Acts of 1999.

The name and address of any person (individual or corporation) with an ownership or control
interest in the disclosing entity, CONTRACTOR or in any provider, subcontractor or fiscal
agent in which the disclosing entity, CONTRACTOR has direct or indirect ownership of five
percent (5%) or more and whether any of the persons named pursuant to this requirement is
related to another as spouse, parent, child, or sibling. This disclosure shall include the name
of any other disclosing entity in which a person with an ownership or control interest in the
disclosing entity also has an ownership or control interest;

Section 2.23.4.2.2 shall be deleted and replaced as follows:

223422

TENNCARE will reject an entire file or an individual encounter failing certain edits, as
deemed appropriate and necessary by TENNCARE to ensure accurate processing or
encounter data quality, and will return these transactions to the CONTRACTOR for research
and resolution. TENNCARE will require expeditious action on the part of the
CONTRACTOR to resolve errors or problems associated with said claims or the adjudication
thereof, including any necessary changes or corrections to any systems, processes or data

22



Amendment 41 (cont.)

transmission formats2. The CONTRACTOR shall, unless otherwise directed by
TENNCARE, address entire file rejects within two (2) business days of TENNCARE’s
rejection and individual encounter rejects within forty-five (45) calendar days of
TENNCARE’s rejection. Such errors will be considered acceptably addressed when the
CONTRACTOR has either confirmed and corrected the reported issue or disputed the
reported issue with supporting information or documentation that substantiates the dispute.
TennCare may require resubmission of the transaction with reference to the original in order
to document resolution. Failure to promptly research and address reported errors, including
submission of and compliance with an acceptable corrective action plan as required may
result in damages and sanctions as described in Section 2.23.13.

41. Section 2.24.8.2.3.2 shall be amended by adding language as follows:

2.24823.2

Enrollees (for purposes of behavioral health records, enrollee includes an individual who
is age sixteen (16) or over) and their legally appointed representatives shall be given
access to the enrollees’ medical records, to the extent and in the manner provided by
TCA 63-2-101, 63-2-102 and 33-3-104 et seq., and, subject to reasonable charges,
(except as provided in Section 2.24.8.2.3.3 below) be given copies thereof upon request
and to request that they be amended or corrected;

42. Section 2.25.2 shall be amended as follows:

2.25.2 Facility Inspection

TENNCARE, CMS, OIG, the Comptroller General or their representatives may conduct on-site
inspections of premises, physical facilities and equipment of all health facilities and service delivery

sites to

be utilized by the CONTRACTOR in fulfilling the obligations under this Contract.

Inspections may be made at any time during the Contract period and without prior notice.

43. Section 2.29.1.3.27 shall be deleted and replaced as follows:

2.29.1.3.27

A full-time staff person dedicated to and responsible for all TennCare Kids services and
related issues, including but not limited to, all TennCare Kids activities and EPSDT
screening events. This person shall report to the local health plan.

44, Section 2.29.4 shall be deleted and replaced as follows:

A.2.294 Employment and Contracting Restrictions

2.29.4.1

2.29.4.2

The CONTRACTOR shall not knowingly have a director, officer, partner, or person with
direct or indirect ownership of more than five percent (5§%) of the entity’s equity who has
been debarred, suspended, or otherwise excluded by any federal agency, order, or regulation,
or who is a sanctioned individual under Section 1128(b)(8) of the Act, or otherwise excluded
from participating in procurement activities under the Federal Acquisition Regulation (FAR)
or from participating in non-procurement activities under regulations issued under Executive
Order No. 12549 or under guidelines implementing Executive Order No. 12549.

The CONTRACTOR shall not have a network provider, subcontractor, an employment,
consulting, or any other agreement with a person that has been debarred, suspended, or
otherwise excluded by any federal agency, order, or regulation for the provision of items or
services that are significant and material to the entity’s contractual obligation with the State
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2.294.3

2.29.4.4

2.29.4.4.1

229442

2.29.443

229444

22945

or who is a sanctioned individual under Section 1128(b)(8) of the Act, or otherwise excluded
from participating in procurement activities under the Federal Acquisition Regulation (FAR)
or from participating in non-procurement activities under regulations issued under Executive
Order No. 12549 or under guidelines implementing Executive Order No. 12549.

The CONTRACTOR is prohibited from employing or contracting, directly or indirectly, for
the furnishing of health care, utilization review, medical social work, or administrative
services with any individual or entity that is (or is affiliated with a person/entity that is)
debarred, suspended, or excluded from participating in procurement activities under the
Federal Acquisition Regulation or from participating in non-procurement activities under
regulation issued under Executive Order No. 12549 or under guidelines implementing
Executive Order No. 12549.

To the best of its knowledge and belief, the CONTRACTOR certifies by its signature to this
Contract that the CONTRACTOR and its principals:

Are not presently debarred, suspended, proposed for debarment, declared ineligible, or
voluntarily excluded from covered transactions by any federal or state department or
contractor;

Have not within a three (3) year period preceding this Contract been convicted of, or had a
civil judgment rendered against them from commission of fraud, or a criminal offense in
connection with obtaining attempting to obtain, or performing a public (federal, state, or
local) transaction or grant under a public transaction, violation of federal or state antitrust
statutes or commission of embezzlement, theft, forgery, bribery, falsification, or destruction
of records, making false statements, or receiving stolen property;

Are not presently indicted for or otherwise criminally or civilly charged by a government
entity (federal, state, or local) with commission of any of the offenses detailed in Section
2.29.4.2 of this Contract; and

Have not within a three (3) year period preceding this Contract had one or more public
transactions (federal, state, or local) terminated for cause or default.

If the State learns that the CONTRACTOR is controlled by or has a relationship with an
individual or entity identified in 2.29.4.1 who has been debarred, suspended, or otherwise
excluded by any federal agency, order, or regulation, the State may continue the existing
CONTRACTOR agreement, unless directed otherwise by the Secretary of Health and Human
Services. The State may not renew or extend the existing agreement with the
CONTRACTOR unless the Secretary provides a written statement to the State and Congress
describing compelling reasons for the renewal or extension.

45. Section 2.30.3 shall be deleted and replaced as follows:

A.2.30.3 Community OQutreach Plan Reports

2.30.3.1

2.303.2

The CONTRACTOR shall submit an Annual Community Outreach Plan on August 15 of
each year and must be written in accordance with guidance provided in Section 2.7.4.2.1.

The CONTRACTOR shall submit a Quarterly Outreach Update thirty (30) days following the
end of each quarter based on the Federal Fiscal Year.
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2.30.3.3  The CONTRACTOR shall submit a Year-End Outreach Update sixty (60) days following the
end of the Federal Fiscal Year.

Section 2.30.8 shall be amended by adding new Sections 2.30.8.9 through 2.30.8.11 as follows:

2.30.8.9

2.30.8.10

LEFT BLANK INTENTIONALLY

LEFT BLANK INTENTIONALLY

2.30.8.11 The CONTRACTOR shall submit an annual Behavioral Health Service Matrix Report to
TENNCARE. This report shall include full and complete information regarding the
CONTRACTOR’s behavioral health provider services in a format prescribed by
TENNCARE.

Section 2.30.10 shall be amended by adding new Sections 2.30.10.11 through 2.30.10.13 as follows:

2.30.10.11 The CONTRACTOR shall submit an Annual Provider Outreach Plan detailing
communication plans with the Tennessee Health Link (THL), Patient Centered Medical
Home (PCMH) and Episodes of Care providers no later than December 1* of each year for
review and approval by TENNCARE. The Annual Provider Outreach Plan shall be effective
as of January 1* of the next calendar year.

2.30.10.11.1

2.30.10.12

2.30.10.12.1

2.30.10.12.2

The Annual Provider Outreach Plan shall be written in accordance with guidance
prepared by TENNCARE. This outreach pian shall outline communication efforts with
providers engaged in the Tennessee Health Link, Patient Centered Medical Home and
Episodes of Care initiatives. It shall include, but is not limited to: all proposed education
regarding reading and interpreting provider reports; all proposed details regarding report
delivery and accessibility; a plan for (at least) quarterly in-person leadership meetings
between MCO program leads and PCMH/THL practice leadership; detailed strategy
outlining the providers or quarterbacks to prioritize when conducting outreach efforts (i.e.
providers who did not open reports or owe a penalty). For THL and PCMH providers
with less than 500 members, the CONTRACTOR may alter the quarterly schedule and/or
meet by phone.

The CONTRACTOR shall submit a quarterly Outreach Plan Tracking Document. The
Outreach Plan Tracking Document shall be due each quarter following the delivery of
provider reports in a format approved by TENNCARE. The CONTRACTOR shall
submit the Outreach Plan Tracking Document no later than six (6) weeks after the
delivery of the quarterly provider reports for the THL, PCMH and Episodes of Care
initiatives.

The CONTRACTOR shall alert all providers or quarterbacks to the availability of their
reports through emails and/or letters. The CONTRACTER shall supplement alerts to
providers or quarterbacks with calls, in-person visit, WebEXx, fax, provider Information
Expos, State Medical Association Conferences, or online videos.

In the initial communication to providers or quarterbacks, the CONTRACTOR shall

provide instructions on 1) how to access full reports, and 2) how to share or update
electronic contact information. Ensuring that providers have given their most up-to-date
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contact information is essential for them to receive alerts about any changes to their
reports or newly released reports.

2.30.10.12.3  The CONTRACTOR shall also use in-person education, newsletters, web banners, and
scripted calls to share information about Episode of Care, Patient Centered Medical

Home and Health Link reports.
2.30.10.13 The CONTRACTOR shall submit a quarterly Provider Outreach Communication Report that
shall track and include all in-person visits, calls, mailings, and all other communications for

THL, PCMH and Episodes of Care.

Section 2.30.12.1 shall be amended by deleting and replacing Sections 2.30.12.1.1 and 2.30.12.1.2
and adding new Sections 2.30.12.1.3 and 2.30.12.1.4 as follows:

2.30.12.1 Quality Report and Updates:

2.30.12.1.1 The CONTRACTOR shall submit a comprehensive Quality Report, in the format specified
by TennCare, which addresses all quality initiatives, not otherwise reported to TennCare.
The Quality Report will include, but not be limited to, the following for each initial initiative
submission, when applicable:

2.30.12.1.1.1  MCO name;

2.30.12.1.1.2  Reporting Period;

2.30.12.1.1.3  Title;

2.30.12.1.1.4  Goal;

2.30.12.1.1.5 Target Audience;

2.30.12.1.1.6  Description and rationale;

2.30.12.1.1.7 Initiation date;

2.30.12.1.1.8  End date when applicable;

2.30.12.1.1.9  Accountable staff;

2.30.12.1.1.10 Evaluation methodology; and

2.30.12.1.1.11 Results and conclusions.

2.30.12.1.2 Semi-annually thereafter, the CONTRACTOR shall submit, by January 30th and by July 30th
of each year, a Quality Report update, in the format specified by TennCare, which addresses
updates to each quality initiative that has occurred during the previous six (6) months. The
update will include, but not be limited to, the following for each updated initiative:

2.30.12.1.2.1 Title, if changes occurred;

2.30.12.1.2.2  Goal, if changes occurred;
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2.30.12.1.2.3  Target audience, if changes occurred;

2.30.12.1.2.4  Description and rationale, if changes occurred;

2.30.12.1.2.5 Initiation date, if changes occurred;

2.30.12.1.2.6  End date when applicable, if changes occurred;

2.30.12.1.2.7  Accountable staff, if changes occurred;

2.30.12.1.2.8  Evaluation methodology, if changes occurred;

2.30.12.1.2.9  Results and conclusions;

2.30.12.1.2.10 New quality initiatives, when applicable (include all elements in 2.30.12.1).

2.30.12.1.3 The CONTRACTOR shall limit the number of open quality initiatives to a maximum of five
(5) during the reporting period.

2.30.12.1.4 The CONTRACTOR shall limit each ongoing quality initiative to two (2) years of reporting.
The reporting schedule for ongoing quality initiatives is as follows:

2.30.12.1.4.1  Initial submission;

2.30.12.1.4.2  1st update;

2.30.12.1.4.3  2nd update;

2.30.12.1.4.4  3rd update;

2.30.12.1.4.5 Final update and retirement.

2.30.12.1.5 The CONTRACTOR shall submit by January 30th and by July 30th of each year, a Quality
Report Retirement Form, in the format specified by TennCare, for all ongoing quality
initiatives that were retired during the previous six (6) months.

Section 2.30.13.6 shall be deleted and replaced as follows:

2.30.13.6 The CONTRACTOR shall submit a quarterly Provider Complaints Report that provides
information on the complaints received either in writing or by phone.

2.30.13.6.1 The following data shall be reported by month:
2.30.13.6.1.1  Number of Complaints;

2.30.13.6.1.2  Type of Complaint by provider type;
2.30.13.6.1.3  Source of Complaint;
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2.30.13.6.1.4  Provider Name;
2.30.13.6.1.5 Date Received,
2.30.13.6.1.6  Description of Issue;
2.30.13.6.1.7 Date Resolved; and
2.30.13.6.1.8  Resolution.

2.30.13.6.2 For those matters that have not been resolved in the current reporting period, they must
continue to be reported until resolved. If a complaint has not been resolved within sixty
(60) days, the CONTRACTOR shall continue to report to TENNCARE why that matter
has not been resolved and the expected date of resolution. Any matter identified as
having not been resolved within sixty (60) calendar days will be individualized and
subject to separate independent reporting by the CONTRACTOR to TENNCARE.
Failure to resolve an issue within sixty (60) days may result in a corrective action plan or
liquidated damages.

Section 2.30.16.2.2 shall be deleted and replaced as follows:

2.30.16.2.2 The CONTRACTOR shall submit an annual Ownership and Financial Disclosure Report to
TENNCARE. This report shall include full and complete information regarding ownership,
financial transactions and persons as described in Section 2.21.9 and shall be submitted
March 1 of each calendar year and at other times as required by TENNCARE. At a minimum,
the information reported on shall include the following:

2.30.16.2.2.1 Name;

2.30.16.2.2.2  Address of any person (individual or corporation), the address for corporate entities must
include as applicable primary business address, every business location, and P.O. Box
address;

2.30.16.2.2.3  Date of birth;

2.30.16.2.2.4  Social Security Number (SSN) of any individual;

2.30.16.2.2.5  Other tax identification number of any corporation.

Section 4.1 shall be amended by adding new Sections 4.1.8 and 4.1.9 as follows:

4.1.8 The CONTRACTOR shall ensure that no payment is made to a network provider other than
the services covered under the Contract between the state and the CONTRACTOR, except
when these payments are specifically required to be made by the state in Title X1X of the

Social Security Act, in 42 CFR 438.60, or when the state agency makes direct payments to
network providers for graduate medical education costs approved under the state plan.

4.1.9 The CONTRACTOR shall fully participate in and faithfully execute all directed payment
programs established by TENNCARE. These directed payment programs will be defined by
TENNCARE. TENNCARE will establish criteria for each directed payment program,

28



52.

53.

4.10.1

54.

5.2.1

55.

Amendment 41 (cont.)

including but not limited to the time frame for the directed payment; providers who will
participate in the directed payment; and the mechanism for the calculation and delivery of the
amount(s) to be paid to the selected providers. The CONTRACTOR will collect and provide
to TENNCARE such information as is required to support all directed payment programs.

Section 4.2.1.1 shall be deleted and replaced as follows:

4.2.1.1 TENNCARE will make incentive payments to the CONTRACTOR in accordance with this
Section 4.2 and pursuant to 42 CFR 438.6 as follows:

4.2.1.1.1  Are not renewed automatically;

42.1.12 Are made available to both public and private contractors under the same terms of
performance;

42.1.1.3 Do not condition MCO participation in the incentive arrangement on the MCO entering into
or adhering to intergovernmental transfer agreements.

Section 4.10.1 shall be deleted and replaced as follows:

In no event shall the maximum liability of the State under this Agreement during the original term of the
Contract exceed Five Billion, Three Hundred Million, Five Hundred Twenty Three Thousand, Five
Hundred Five Dollars and Ninety Cents ($5,300,523,505.90).

Section 5.2.1 shall be amended by deleting and replacing the reference to “December 31, 2017” with
“December 31, 2018,

This Agreement, and its incorporated attachments, if any, as well as all Amendments to this Agreement,
contain all of the terms and conditions agreed upon by the parties, and when executed by all parties,
supersedes any prior agreements. Unless a provision contained in this Amendment specifically indicates a
different effective date, for purposes of the provisions contained herein, this Amendment shall be in effect
from July 1, 2001, subject to approval by the U.S. Department of Health and Human Services, Centers for
Medicare & Medicaid Services. The term of this Agreement shall expire on December 31, 2018. At the
mutual agreement of TENNCARE and the CONTRACTOR, this Agreement shall be renewable for an
additional twelve month period.

Sections 5.20.1.1.8, 5.20.1.2.5, 5.20.1.2.6, and 5.20.1.2 shall be deleted and replaced as follows:

5.20.1.1.8 Has violated any of the other applicable requirements of Sections 1903(m), 1905(t) or 1932
of the Social Security Act and any implementing regulations.

5.20.1.2.5 Civil monetary penalties as described in 42 CFR 438.704, including civil monetary penalty of
up to $25,000 for each failure to provide services;

5.20.1.2.6 Appointment of temporary management for an MCO as provided in 42 CFR 438.706. If the
State imposes temporary management because the CONTRACTOR has repeatedly failed to
meet substantive requirements in sections 1903(m) or 1932 of the Act or 42 CFR 438, the
State will notify affected enrollees of their right to terminate enrollment without cause;
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5.20.1.2  TENNCARE shall only impose those sanctions it determines to be appropriate for the
deficiencies identified. However, TENNCARE may impose intermediate sanctions on the
CONTRACTOR simultaneously with the development and implementation of a corrective
action plan if the deficiencies are severe and/or numerous. TENNCARE will provide the
CONTRACTOR with timely written notice before imposing any intermediate sanction (other
than required temporary management). Intermediate sanctions may include:

56. Section 5.20.2.2.7 shall be amended by amending Level A.6, A.9 through A.15, B.18 and deleting the
existing B.19 and renumbering the remaining Levels accordingly, including any references thereto.

LEVEL PROGRAM ISSUES

DAMAGE

A.6(a) Failure to timely authorize and
arrange provision of a benefit
directed by TENNCARE.
“Timely” means as quickly as the
enrollee's condition requires, but
no later than within seventy-two
(72) hours of the date the
directive was issued. See
Sections 2.19.9.3 and 2.19.9.4

$500 per calendar day CONTRACTOR is in default,
plus: either (1) amounts sufficient to offset any savings
CONTRACTOR garnered by failing to authorize
provision of the benefit, or (2) actual cost to have the
benefit conferred by an alternate contractor

A.6(b) Failure to timely authorize and
arrange provision of a benefit
approved by the CONTRACTOR
pursuant to its internal Appeal
process. “Timely” means as
quickly as the enrollee’s
condition requires, but no later
than within seventy-two (72)
hours of receiving the approval
decision.

See Sections 2.19.9.3 and
2.19.9.4

$500 per calendar day CONTRACTOR is in default,
plus: either (1) amounts sufficient to offset any savings
CONTRACTOR garnered by failing to authorize
provision of the benefit, or (2) actual cost to have the
benefit conferred by an alternate contractor

A.6.(c) Failure to authorize
reimbursement pursuant to a
TENNCARE directive within
seventy-two (72) hours of the
date the directive was issued. See
Sections 2.19.9.3 and 2.19.9.4

$500 per calendar for each day CONTRACTOR is in
default
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A6.(d)

Proof of Compliance: Upon
enrollee's receipt of the benefit or
reimbursement authorized and
arranged pursuant to A.6. (a)-(c),
CONTRACTOR must supply
TENNCARE with proof that
enrollee actually received the
directed benefit or benefit
reimbursement., Absent
TENNCARE approval of a good
cause exception, failure to, within
five (5) business days, supply
TENNCARE with proof that the
benefit has been rendered (or
reimbursement has been sent).
See Sections 2.19.9.3 and
2.19.9.4

$500 per calendar day CONTRACTOR is in default,
plus: either (1) amounts sufficient to offset any savings
CONTRACTOR garnered by failing to authorize
provision of the benefit, or (2) actual cost to have the
benefit conferred by an alternate contractor

A9

Failure to provide continuation
or restoration of benefits in
accordance with section 2.19.9

$500 per calendar day CONTRACTOR is in default,
plus: either (1) amounts sufficient to offset any savings
CONTRACTOR garnered by failing to authorize
provision continuation or restoration of benefits, or (2)
actual cost to have the benefit conferred by an alternate
contractor

A.10.(a)

Failure to confer a timely and
content-compliant Notice of
Adverse Benefit Determination
in accordance with sections
2.19.2

$500 per calendar day CONTRACTOR is in default
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A.10.(b)

Failure to confer a timely and
content-compliant notice of
standard or expedited Appeal
resolution in accordance with
sections 2.19.6.6.1 and
2.19.6.6.2

$500 per calendar day CONTRACTOR is in default

A1

Missed Home Health Shifts.
Absent documentation
establishing good cause in
accordance with applicable
TENNCARE policy, failure to
provide authorized home health
services (including home health
aide services, nursing services,
therapy services and other related
services furnished in the
enrollee's home).

$500 per calendar day CONTRACTOR is in default,
plus: either (1) amounts sufficient to offset any savings
CONTRACTOR garnered by failing to ensure provision
of the benefit, or (2) actual cost to have the benefit
conferred by an alternate contractor

A.12

Failure to provide a timely and
complete response to a
TENNCARE request for the
CONTRACTOR's internal
Appeal file or for Appeal-related
documentation, such as notices
issued to enrollee, medical
records, and prior authorization
requests and decisions.

$500 per calendar day CONTRACTOR is in default

A3

Identification of a systemic
failure of CONTRACTOR's
internal Appeal System, as
evidenced by CONTRACTOR's
failure to meet compliance
requirements for any aspect of
the Appeal system in over 20%
of Appealed cases during a 60-
day period

$500 per calendar day CONTRACTOR is in default until
a TENNCARE-approved corrective action plan is fully
implemented by the CONTRACTOR
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A.14(a) Failure to (1) provide an The cost of services not provided plus $500 per day, per
approved service timely, i.e., in occurrence, for each day (1) that approved care is not
accordance with timelines provided timely; or (2) notice of delay is not provided
specified in this Contract, or and/or the CONTRACTOR fails to provide upon request
when not specified therein, with sufficient documentation of ongoing diligent efforts to
reasonable promptness; or (2) provide such approved service
issue appropriate notice of delay
with documentation upon
request of ongoing diligent
efforts to provide such approved
service

A.14(b) Failure to complete a face-to-face The cost of home health or private duty nursing services
assessment in order to determine not provided plus $500 per day, per occurrence, for each
the member’s needs prior to the day that care was not provided (i.e., denied or reduced)
denial or reduction of any
covered home health or private
duty nursing services prescribed
by a treating physician.

A.l5 Failure to confer a timely $500 per calendar day CONTRACTOR is in default
response to a contracted
provider’s request for Prior
Authorization in accordance
with 42 C.F.R. §438.210(d)

B.18 Failure to maintain a Grievance $500 per calendar day CONTRACTOR is in default
and Appeal System as required
in Section 2.19 of this Contract

57. ATTACHMENT 1 shall be amended by deleting and replacing the second paragraph in the

Definition of “Behavioral Health Intensive Community Based Treatment Services” and deleting
and replacing the first sentence under the heading “Continuous Treatment Team (CTT)” as
follows:

Intensive Community Based Treatment Services should include, at a minimum, the following elements

and services as clinically appropriate:

System Of Care principles
Direct clinical supervision

Evidenced-based comprehensive assessments and evaluations
An average of 1-2 visits per week for individual therapy, family therapy, or Care Coordination
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Continuous Treatment Team (CIT)

CTT is a coordinated team of staff (to include physicians, nurses, care coordinators, and other therapists as
needed) who provide a range of intensive, care coordination, treatment, and rehabilitation services to adults
and children and youth. The intent is to provide intensive treatment to adults and families of children and
youth with acute psychiatric problems in an effort to prevent removal from the home to a more restrictive
level of care. An array of services are delivered in the home or in natural settings in the community, and are
provided through a strong partnership with the family and other community support systems. The program
provides services including crisis intervention and stabilization, counseling, skills building, therapeutic
intervention, advocacy, educational services, medication management as indicated, school based counseling
and consultation with teachers, and other behavioral health services deemed necessary and appropriate.
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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 July 1, 2017.

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 VOLUNTEER STATE HEALTH PLAN, INC.
AND ADMINISTRATION

BY: BY:

Larry B. Martin Amber Cambron

Commissioner President & CEO VSHP

DATE: DATE:
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CONTRACT AMENDMENT COVER SHEET

Agency Tracking #
31866-00026

Edison ID
29635

Contract #

Amendment #

40

Contractor Legal Entity Name
VSHP (TennCare Select)

Edison Vendor ID

0000071694

Amendment Purpose & Effect(s)

Updates Scope, Extends Term, Increases Maximum Liability
TennCare Managed Care Organization / Medically Necessary Health Care Services

Amendment Changes Contract End Date: & YES I:l NO End Date: December 31, 2017
TOTAL Contract Amount INCREASE or DECREASE per this Amendment (zero if N/A): $ 528,046,700.00
Funding —

Inter-

FY State Federal departmental | Other TOTAL Contract Amount
2002 | § 675593723 | $  11,843,931.25 $ 18,599,868.48
2003 | § 1578512340 | $  17.294,819.40 $ 33,079,942.80
2004 [ § 2512599072 | $  38,364,165.90 $ 63,490,156.62
2005 [ § 58,007447.00 | $  58,007,447.00 $ 116,014,894.00
2006 | § 87,748,111.00| $  87,748,111.00 $  175,496,222.00
2007 [ ¢ 87,748,111.00 | $  87,748,111.00 $  175,496,222.00
2008 | § 72,610,000.00 | $  127,390,000.00 $  200,000,000.00
2009 | $ 72,610,000.00 | $ 127,390,000.00 $  200,000,000.00
2010 | $ 100,882479.00 | $  304,024,121.00 $  404,906,600.00
2011 | § 131,085619.00 | $ 312,820,981.00 $  443,906,600.00
2012 | § 149,893942.00| $ 294,012,658.00 $  443,906,600.00
2013 | $ 150,102,578.00 | $  293,804,022.00 $  443,906,600.00
2014 | § 153,147,777.00 | $  290,758,823.00 $  443,906,600.00
2015 | $ 155,078,771.00 | $ 288,827,829.00 $  443,906,600.00
2016 [ $ 155211,94269 | $  288,694,657.31 $  443,906,600.00
2017 | $ 175,085,000.00 | $ 324915,000.00 $  500,000,000.00
2018 | § 87,542,500.00 | $ 162,457,500.00 $  250,000,000.00

TOTAL: | $1,684,421,329.04 | $3,116,102,176.86 $ 4,800,523,505.90

American Recovery and Reinvestment Act (ARRA) Funding: I:l YES IZ NO

Budget Officer Confirmation: There is a balance in the CPO USE

appropriation from which obligations fereunder are required

to be paid tha

obllgatlons

S%ed Chart (optional)

Account Code (optional)




AMENDMENT NUMBER 40
AN AGREEMENT FOR THE ADMINISTRATION OF TENNCARE SELECT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
VOLUNTEER STATE HEALTH PLAN, INC.

CONTRACT NUMBER: FA-02-14632-00

For and in consideration of the mutual promises herein contained and other good and valuable
consideration, the receipt and sufficiency of which is hereby acknowledged, the parties agree to clarify
and/or amend the Agreement for the Administration of TennCare Select by and between the State of
Tennessee TennCare Bureau, hereinafter referred to as TENNCARE, 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. The Service Chart in Section 2.6.1.4 shall be amended by deleting “Mental Health Case
Management” and replacing it with “Behavioral Health Intensive Community Based
Treatment” as follows:

SERVICE BENEFIT LIMIT

Behavioral Health As medically necessary.
Intensive Community
Based Treatment

2 Section 2.7.2.1.3 shall be amended by deleting and replacing Section 2.7.2.1.3.2, adding a
new Section 2.7.2.1.3.3 as follows, and renumbering the remaining Section accordingly,
including any references thereto.
2.7.2.1.3.2 Intensive Community Based Treatment Service agencies
2.7.2.1.3.3 Tennessee Health Link Providers

3. Section 2.7.2.6 through 2.7.2.6.5.3 shall be deleted and replaced as follows:

2.7.2.6 Behavioral Health Intensive Community Based Treatment Services

2.7.2.6.1 The CONTRACTOR shalt provide Behavioral Health Intensive Community Based
Treatment Services only through providers licensed by the State to provide mental
health outpatient services.

2.7.2.6.2 The CONTRACTOR shall provide Behavioral Health Intensive Community Based
Treatment services according to the standards set by TENNCARE and outlined in
Attachment [.



Amendment 40 (cont.)
2.7.2.6.3  Tennessee Health Link

2.7.2.6.3.1 The CONTRACTOR shall provide Tennessee Health Link services according
standards set by TENNCARE and outlined in Attachment 1.

2.72.64 The CONTRACTOR shall require Tennessee Health Link Care Coordinators to
involve the member, the member’s family or parent(s), or legally appointed
representative, PCP, care coordinator for CHOICES members, and other agency
representatives, if appropriate and authorized by the member as required, in mental
health case management activities.

2.72.6.5 The CONTRACTOR shall ensure the continuing provision of Tennessee Health Link
services to members under the conditions and time frames indicated below:

2.7.2.6.5.1 Members receiving Tennessee Health Link services at the start date of Tennessee
Health Link program operations shall be maintained in Tennessee Health Link
until such time as the member no longer qualifies on the basis of medical
necessity or refuses treatment;

2.7.2.6.5.2 Members discharged from psychiatric inpatient hospitals and psychiatric
residential treatment facilities shall be provided with appropriate follow-up
behavioral health services. If eligible, members will be referred to Tennessee
Health link for services; and

2.7.2.6.5.3 The CONTRACTOR shall review the cases of members referred by PCPs or
otherwise identified to the CONTRACTOR as potentially in need of Tennessee
Health Link services and shall contact and offer such services to all members
who meet medical necessity criteria.

4. Section 2.7.2.8.3 and Section 2.7.4.1.7 shall be deleted and replaced as follows:
2.7.2.83 The CONTRACTOR shall monitor behavioral health crisis services and report
information to TENNCARE upon request.
2.7.4.1.7  Self-care training, including self-examination;
5. Section 2.7.4.2 shall be amended by adding a new Section 2.7.4.2.3 as follows:
2.74.2.3 The CONTRACTOR shall submit a monthly report that includes the number of
EPSDT screening claims processed for service dates beginning with the current
federal fiscal year (October 1) through the last day of the current month. This report

shall be due by the 20" day after the end of the reporting month.

6. Sections 2.8.4.3.2 and 2.8.4.5.1 shall be amended by deleting and replacing the reference to
“NCQA standard QI 8” with the reference “NCQA standard QI 6”.
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Amendment 40 (cont.)

7.

10.

Sections 2.8.4.7.2 and 2.8.4.7.3 shall be amended by deleting and replacing the reference to
“NCQA standard QI 7” with the reference “NCQA standard QI 5”.

Section 2.8.6 shall be amended by deleting and replacing the reference to “NCQA QI 9”
with the reference “NCQA QI 7.

Section 2.12.9.36 shall be amended as follows:

2.12.9.36  Require that the provider comply with the Affordable Care Act and TennCare policy
and procedures, including but not limited to, reporting overpayments, the requirement
to report provider initiated refunds of overpayments to the CONTRACTOR and
TennCare Office of Program Integrity (OPl) and, when it is applicable, return
overpayments tothe CONTRACTOR within sixty (60) days from the date the
overpayment is identified. Overpayments that are not returned within sixty (60) days
from the date the overpayment was identified may be a violation of state or federal
law;

Section 2.13.1.2.9 through 2.13.1.2.9.5 shall be amended as follows:

2.13.1.2.9 The CONTRACTOR agrees to implement retrospective episode based
reimbursement and Primary Care Transformation strategies, inclusive of PCMH and
Tennessee Health Link, consistent with Tennessee’s multi-payer payment reform
initiative in a manner and on a timeline approved by TENNCARE. This includes:

2.13.1.2.9.1 Using a retrospective administrative process to reward cost and quality outcomes
for the initiative's payment reform strategies that is aligned with the models
designed by TENNCARE;

2.13.1.29.2 Implementing key design choices as directed by TENNCARE, including the
definition of each episode, and the definition of quality measures for the
initiative's payment reform strategies;

2.13.1.293 Delivering performance reports for the initiative's payment reform strategies with
the same appearance and content as those designed by the State/Payer Coalition;

2.13.1.2.94  Implementation of payment reform strategies at a pace dictated by the State. For
episodes this is approximately three to six (3-6) new episodes per quarter with
appropriate lead time to allow payer and provider contracting. For PCMH this
includes annual waves beginning January 1, 2017 of twenty to seventy-five (20-
75) new primary care practices with appropriate lead time to allow payer and
provider contracting;

2.13.1.2.9.5 Participate in a State-led process to design and launch the initiative's payment
reform strategies, including the seeking of clinical input from payer medical
teams and clinical leaders throughout Tennessee for the development of new
episodes.
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Amendment 40 (cont.)

1.

12.

2.13.8

Section 2.13.1.2.10 shall be amended by adding a new Section 2.13.1.2.10.1 which shall read
as follows:

2.13.1.2.10.1  The CONTRACTOR shall not retroactively adjust payments made to an out of
network provider due to budget reductions unless approved by TENNCARE.

Section 2.13.8 shall be amended as follows:
Local Health Departments

2.13.8.1 The CONTRACTOR shall reimburse contracted local health departments (see
Sections 2.11.8.3 and 2.12.13) for TennCare Kids screenings to members under age
twenty-one (21) at the following rates, unless specified otherwise by TENNCARE.
Although the codes include preventive visits for individuals twenty-one (21) and
older, this Section only requires the CONTRACTOR to pay local health departments
for the specified visits for members under age twenty-one (21).

Preventive Visits 85% of 2001 Medicare
99381 New pt. Up to 1 yr. $80.33
99382 New pt. 1- 4 yrs. $88.06
99383 New pt. 5- 11yrs. $86.60
99384 New pt. 12 - 17yrs. $95.39
99385 New pt. 18 - 39 yrs. $93.93
99391 Estab. pt. Upto 1 yr. $63.04
99392 Estab. pt. 1 - 4 yrs. $71.55
09393 Estab. pt. 5 - 11yrs. $70.96
99394 Estab. pt. 12 - 17yrs. $79.57
99395 Estab. pt. 18 - 39 yrs. $78.99

2.13.8.2  The CONTRACTOR shall recognize that public health nurses employed by the local
health departments are appropriately trained and practice within a scope of protocols
developed by the state. The protocols allow public health nurses from across the
licensure spectrum to provide services specific to diagnosis, treatment and delivery of
preventive services under the general, but not necessarily onsite, supervision of a
physician. These services include, but may not be limited to, EPSDT services for
children, immunizations, family planning and sexually transmitted disease treatment.
TennCare is a state operated program and is not bound by Medicare policy regarding
the interpretation of billing codes, therefore, in accordance with the training and
protocols the state’s public health nurses practice within, the CONTRACTOR shall
allow public health nurses to bill using the same CPT codes, related to the
aforementioned services, as would be used if the service was delivered by an advance
practice nurse.

2.13.8.3  TENNCARE may conduct an audit of the CONTRACTOR’s reimbursement
methodology and related processes on an annual basis to verify compliance with this
requirement. In addition, the Local Health Department may initiate the independent
review procedure at any time it believes the CONTRACTOR’s payment is not the
required reimbursement rate or that the CONTRACTOR has denied claims
inappropriately.



Amendment 40 (cont.)

13.

2,154

14.

15.

Section 2.15.4 shall be deleted and replaced as follows:

Clinical Practice Guidelines

The CONTRACTOR shall utilize evidence-based clinical practice guidelines in its
Population Health Programs (see Section 2.8.7 of this Contract). The guidelines shall be
reviewed and revised whenever the guidelines change and at least every two (2) years. The
CONTRACTOR shall provide copies of clinical practice guidelines to enrollees upon request.
The CONTRACTOR is required to maintain an archive of its clinical practice guidelines for a
period of five (5) years. Such archive shall contain each clinical guideline as originally issued
so that the actual guidelines for prior years are retained for Program Integrity purposes.

Section A.2.15.6.1.1 shall be amended by adding new Sections A.2.15.6.1.1.1 through
A.2.15.6.1.1.1.3 as follows:

2.15.6.1.1

2.15.6.1.1.1

2.15.6.1.1.1

2.15.6.1.1.1

2.15.6.1.1.1

Beginning with HEDIS 2016, the CONTRACTOR shall utilize the Hybrid
methodology (i.e., gathered from administrative and medical record data) as the data
collection method for any Medicaid HEDIS measure containing Hybrid
Specifications as identified by NCQA. If, in the event the CONTRACTOR fails to
pass the medical record review for any given standard and NCQA mandates
administrative data must be submitted instead of hybrid, the administrative data may
be used.

The exception to the criteria in Section A.2.15.6.1.1 are the measures described
below. The following measures shall be calculated using administrative data
only.

.1 Well-Child Visits in the First 15 months of life.
.2 Well-Child Visits in the Third, Fourth, Fifth and Sixth Years of Life.

.3 Adolescent Well-Care Visits.

Section 2.15.7 shall be amended by amending Sections A.2.15.7.1.1 and A.2.15.7.1.5, adding
new Sections 2.15.7.1.6, 2.15.7.2.2 through 2.15.7.2.4, and 2.15.7.3.3; deleting and replacing
2.15.7.4 as follows; and deleting Section 2.15.7.5 in its entirety and renumbering remaining
Sections accordingly, including any references thereto.

2.15.7.1.1

2.15.7.1.5

The CONTRACTOR shall develop and implement a critical incident reporting and
management system for incidents that occur in a home and community-based long-
term services and supports service delivery setting, including: community-based
residential alternatives; adult day care centers; other CHOICES HCBS provider sites;
and a member’s home or any other community-based setting. Critical incidents shall
include incidents that occur during the provision of covered CHOICES HCBS and
incidents that are discovered or witnessed by the CONTRACTOR, provider, or FEA
staff.

In the manner required by TENNCARE, within twenty-four (24) hours of detection
or notification, the CONTRACTOR must report to TENNCARE any unexpected
death and any incident reported to APS..

S5|Page



Amendment 40 (cont.)

16.

2.15.7.1.6

2.15.7.2.2

2.15.7.2.3

2.15.7.2.4

2.15.7.33

2.15.7.4

2.15.7.4.1

2.15.74.2

As specified in Section 2.30.12.8, the CONTRACTOR shall submit quarterly reports
to TENNCARE regarding CHOICES HCBS critical incidents.

The CONTRACTOR’s staff and contract providers shall report adverse occurrences
to the CONTRACTOR in accordance with applicable requirements. The maximum
timeframe for reporting an adverse occurrence to the CONTRACTOR shall be
twenty-four (24) hours.

In the manner prescribed by TENNCARE, within twenty-four (24) hours of detection
or notification, the CONTRACTOR must report to TENNCARE any adverse
occurrence as described above.

As specified in Section 2.30.12.10, the CONTRACTOR shall submit quarterly
reports to TENNCARE regarding adverse occurrences.

As specified in Section 2.30.12.12, the CONTRACTOR shall submit quarterly
reports to TENNCARE regarding HHA critical incidents.

Death of Member Reporting (Not Otherwise Reported in accordance with Section
2.15.7)

The CONTRACTOR shall report to TENNCARE any unexpected death of a member
age twenty-one (21) and older and all deaths of members under age twenty-one (21)
that are not otherwise reported in accordance with Section 2.15.7.

Each incident must be reported using the TENNCARE prescribed MCO Death of
Member template within twenty-four (24) business hours of the CONTRACTOR’s
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 of notification of the incident. The
CONTRACTOR shall be responsible, as part of its critical incident management
system, to track, review and analyze critical incident data.

Section 2.17.2.2 and 2.17.2.4 shall be deleted and replaced as follows:

2.17.2.2

21724

All written materials shall be clearly legible and unless otherwise directed by
TENNCARE, must be written with a minimum font size of 12pt. with the exception
of member 1.D. cards and certain taglines that require a minimum font size of 18 pt.
Any request from the CONTRACTOR for an exception to the written materials font
size requirements shall be approved in writing by TENNCARE prior to use;

All written materials shall be printed with the notice of non-discrimination and
taglines as required by TENNCARE and set forth in TENNCARE’s tagline template.
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17.

18.

19.

20.

21.

2.20.1

Section 2.17.4.7.18 shall be deleted and replaced as follows:

2.17.4.7.18 Shall include information about the civil rights laws as directed by TENNCARE,
which shall include, but is not limited to the notice of nondiscrimination, taglines,
and the discrimination complaint forms;

Section 2.17.5.3 shall be amended by deleting and replacing Section 2.17.5.3.2 as follows,
deleting Section 2.17.5.3.3 in its entirety, and renumbering the remaining Section
accordingly, including any references thereto.

2.17.5.3.2 The procedure on how to obtain information in alternative communication formats,
such as auxiliary aids or services and how to access language assistance services (i.e.,
interpretation and translation services) as well as a statement that interpretation and
translation services and auxiliary aids or services are free. The notice of non-
discrimination and taglines as required by TENNCARE shall be set forth in
TENNCARE’s tagline template;

Section 2.17.7.3.8 shall be deleted and replaced as follows:

2.17.7.3.8 The procedure on how to obtain member materials in alternative formats for
members with special needs and how to access oral interpretation services and that
both alternative formats and interpretation services are available at no expense to the
member. The notice of non-discrimination and taglines as required by TENNCARE
shall be set forth in TENNCARE’s tagline template;

Section 2.18.5.3 shall be amended by adding a new Section 2.18.5.3.26 as follows:
2.18.5.3.26 Information about the civil rights laws as directed by TENNCARE, which shall
include, but is not limited to the notice of nondiscrimination, taglines, and the

discrimination complaint forms.

Sections 2.20.1 through 2.20.1.9 shall be deleted and replaced as follows and all reference
changes shall be amended accordingly.

General
2.20.1.1 The Tennessee Bureau of Investigation, Medicaid Fraud Control Unit (TBI MFCU)
is the state agency responsible for the investigation of provider fraud and abuse in the

TennCare program.

2.20.1.2  The Office of Inspector General (OIG) has the primary responsibility to investigate
TennCare enrollee fraud and abuse.

7IPage



Amendment 40 (cont.)

2.20.1.3

2.20.1.4

2.20.1.5

2.20.1.6

2.20.1.7

2.20.1.8

2.20.1.8.1

The CONTRACTOR shall establish written policies and procedures for its
employees, subcontractors, providers, and agents that provide detailed information
about the False Claims Act, including whistleblower protections, administrative
remedies for false claims, any State laws pertaining to civil or criminal penalties for
false claims and statements, and whistleblower protections under such laws, with
respect to the role of such laws in preventing and detecting fraud, waste, and abuse in
federal health care programs. The CONTRACTOR shall include in any employee
handbook a description of the laws and the rights of employees to be protected as
whistleblowers.

The CONTRACTOR shall have surveillance and utilization control programs and
procedures (42 CFR 456.3, 456.4, 456.23) to safeguard the Medicaid funds against
unnecessary or inappropriate use of Medicaid services and against improper
payments. The CONTRACTOR shall have internal controls and policies and
procedures in place that are designed to prevent, detect, and report known or
suspected fraud and abuse activities.

The CONTRACTOR, as well as its subcontractors and providers, whether contract or
non-contract, shall comply with all federal requirements (42 CFR Part 455) on
disclosure reporting, All tax-reporting provider entities that bill and/or receive
TennCare funds as the result of this Contract shall submit routine disclosures in
accordance with timeframes specified in 42 CFR Part 455, Subpart B and TennCare
policies and procedures, including at the time of initial contracting, contract renewal,
at any time there is a change to any of the information on the disclosure form, at least
once every three (3) years, and at any time upon request.

The CONTRACTOR, as well as its subcontractors and providers, whether contract or
non-contract, shall comply with all federal requirements (42 C.F.R. § 1002) on
exclusion and debarment screening. The CONTRACTOR, its subcontractors and all
tax-reporting provider entities that bill and/or receive TennCare funds as the result of
this Contract shall screen their owners and employees against the Excluded Parties
List System (EPLS) and the HHS-OIG List of Excluded Individuals/Entities (LEIE).
In addition, the CONTRACTOR and its subcontractors shall screen their owners and
employees against the Social Security Master Death File. Any unallowable funds
made to excluded individuals as full or partial wages and/or benefits shall be
refunded to and/or obtained by the State.

The CONTRACTOR shall have adequate staffing and resources to investigate
unusual incidents and develop and implement corrective action plans to assist the
CONTRACTOR in preventing and detecting potential fraud and abuse activities.

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

The improperly paid funds have already been recovered by the State of Tennessee,

either by TENNCARE directly or as part of a resolution of a state or federal
investigation and/or lawsuit, including but not limited to False Claims Act cases; or
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2.20.1.8.2

2.20.1.8.3

2.20.1.8.4

2.20.1.8.5

2.20.1.8.5.1

2.20.1.8.5.2

2.20.1.8.6

2.20.1.8.7

2.20.1.9

2.20.1.9.1

2.20.1.9.1.1

2.20.1.9.1.2

2.20.1.9.2

2.20.1.93

The improperly paid funds have already been recovered by the States Recovery Audit
Contractor (RAC) contractor; or

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

The prohibition described in this section shall be limited to a specific provider(s), for
specific dates, and for specific issues, services, or claims,

To determine whether this prohibition may apply to the CONTRACTOR’s actions,
the CONTRACTOR shall:

Check the most recent Provider Alert List (PAL) from TennCare OPI for each
relevant provider and provider NPI; and

Contact TennCare OPI if a relevant provider or provider NPI is on the PAL to
determine the specific dates, issues, services, or claims covered by the
prohibition.

In the event that CONTRACTOR obtains funds in cases where repayment is
prohibited under this section, the CONTRACTOR will notify the Director of
TennCare OPI and take action in accordance with written instructions from the
Director of TennCare OPI.

If the CONTRACTOR fails to adhere to the prohibitions and requirements of this
section, the CONTRACTOR may be subject to forfeiture of the funds to the State and
the imposition of liquidated damages as described in Section E.29.2,

If a provider offers or initiates a voluntary refund to the CONTRACTOR of an
overpayment of funds, the CONTRACTOR shall:

Determine whether the provider or provider NPI is under investigation, or is subject
to a claim tag from the State of Tennessee or from the State’s RAC;

Check the most recent PAL from TennCare OPIl for each relevant provider or
provider NP1, and

Contact TennCare OPI if a relevant provider or provider NPl is on the PAL to
determine the specific dates, issues, services, or claims that are under investigation or
subject to claim tag.

In the event a provider offers or initiates a voluntary refund of funds associated with
dates, issues, services, or claims which are under investigation, or subject to a claim
tag, the CONTRACTOR shall take action in accordance with written instructions
from the Director of TennCare OPI.

If TennCare OPIl determines that funds obtained by a CONTRACTOR through a
voluntary refund initiated by a provider are under investigation or subject to a claim
tag, the CONTRACTOR shall segregate and hold separate the funds until OPI
notifies the CONTRACTOR of a resolution of the investigation or claim tag. The
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22.

23.

24.

2.30.4

CONTRACTOR shall not amend the claims associated with the funds submitted
through a voluntary refund by the provider without written approval from TennCare
OPI.

2.20.1.9.4 If the CONTRACTOR fails to adhere to the requirements of this section, or take
action in accordance with written instructions from the Director of TennCare OPI, the
CONTRACTOR may be subject to forfeiture of the funds to the State and the
imposition of liquidated damages, as described in E.29.2.

2.20.1.10 The CONTRACTOR shall comply with all federal and state requirements regarding
fraud and abuse, including but not limited to Sections 1128, 1156, and 1902(a)(68) of
the Social Security Act.

Section 2.20.2 shall be amended by adding a new Section 2.20.2.10, renumbering the
remaining Section accordingly, including any references thereto, and deleting and replacing
the renumbered Section 2.20.17 as follows:

2.20.2.10 The CONTRACTOR shall suspend payment to a provider upon notification from
TennCare OPI of the determination of a credible allegation of fraud.

2.20.2.17 In accordance with the Affordable Care Act and TennCare policy and procedures, the
CONTRACTOR shall promptly report overpayments made by TENNCARE to the
CONTRACTOR as well as overpayments made by the CONTRACTOR to a provider
and/or subcontractor (See Section 2.12.9.42).

Section 2.22.8.1.7 shall be amended as follows:

2.22.8.1.7 Provider validation: the system shall approve for payment only those claims received
from providers eligible to render services for which the claim was submitted,
including requirements related to public health nurses as described in Section
2.13.7.2; and

Section 2.30.4 shall be deleted and replaced as follows:

Specialized Service Reports

2.30.4.1 The CONTRACTOR shall submit a quarterly Psychiatric Hospital/RTF Readmission
Report that provides: the percentage of members readmitted to the facility within
seven (7) calendar days of discharge (the number of members readmitted divided by
the total number of discharges); the percent of members readmitted within thirty (30)
calendar days of discharge (the number of members readmitted divided by the total
number of discharges); and an analysis of the findings with any actions or follow-up
planned. The information shall be reported separately for members age eighteen (18)
and over and under eighteen (18).

2.30.4.2 The CONTRACTOR shall submit a quarterly Post-Discharge Services Report that

provides information on Post-Discharge services appointments. The minimum data
elements required are identified in Attachment X, Exhibit B.
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25.

2.30.4.3 The CONTRACTOR shall submit a quarterly Behavioral Crisis Prevention,
Intervention, and Stabilization Services for Individuals with Intellectual or
Developmental Disabilities (I/DD) Report including the data elements described by
TENNCARE. Specified data elements shall be reported for each individual provider
as described in the template provided by TENNCARE.

23044  The CONTRACTOR shall submit a quarterly Tennessee Health Link (THL) Report
including the data elements described by TENNCARE. Specified data elements shall
be reported for each individual provider as described in the template provided by
TENNCARE.

2.30.4.5 The CONTRACTOR shall submit annually, a Tennessee Health Link (THL) Audit
Report including the data elements described by TENNCARE.

2.30.4.6  The CONTRACTOR shall submit a TennCare Kids Quarterly Outreach Activities
Report which shall be in a format designated by TENNCARE and shall include a
listing of related and non-related TennCare Kids events.

2.30.4.7 The CONTRACTOR shall submit a Monthly EPSDT Claims Report, which shall
include the number of EPSDT screening claims processed by region for the service
dates beginning with the current federal fiscal year (October 1) through the last day
of the current month. This report shall be due by the 20th day after the end of the
reporting month.

Section 2.30.12.8 through 2.30.12.11 shall be deleted and replaced as follows:

2.30.12.8 Upon enrollment of members in CHOICES Group 2 and/or 3 (if and when directed
by TENNCARE to serve as a back-up health plan and/or enroll members in
CHOICES Group 2 and/or 3), the CONTRACTOR shall submit a quarterly
CHOICES HCBS Critical Incidents Report (see Section 2.15.7). MFP participants
(see 2.9.8) shall be identified separately for each data element described herein. The
report shall provide information, by month regarding specified measures, which shall
include but not be limited to the following:

2.30.12.8.1 The number of members in CHOICES Group 2, Group 3, and CHOICES Groups 2
and 3 combined

2.30.12.8.2 The number of critical incidents, overall and by:

2.30.12.8.2.1  Type of incident

2.30.12.8.2.2  Setting

2.30.12.8.2.3  Type of provider (provider agency or consumer-directed worker)
2.30.12.8.3 The percent of incidents by type of incident

2.30.12.84 The percent of members in CHOICES Groups 2 and 3 with an incident
2.30.12.9 LEFT BLANK INTENTIONALLY

2.30.12.10 The CONTRACTOR shall submit a quarterly Behavioral Health Adverse
QOccurrences Report in accordance with Section 2.15.7.2 that provides information,
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26.

27.

28.

29.

30.

5.3.50

by month regarding specified measures, which shall include but not be limited to the
following:

2.30.12.10.1  The number of adverse occurrences, overall and by:

2.30.12.10.1.1 Date of occurrence;

2.30.12.10.1.2 Type of adverse occurrence;

2.30.12.10.1.3 Location;

2.30.12.10.1.4 Provider name; and

2.30.12.10.1.5 Action Taken by Facility/Provider.

2.30.12.11 LEFT BLANK INTENTIONALLY

2.30.12.12 The CONTRACTOR shall submit a quarterly Home Health Critical Incident Report
in accordance with Section 2.15.7.3 that provides information, by month regarding
specified measures, which shall include but not be limited to the following:

2.30.12.12.1  The number of Critical Incidents, overall and by:

2.30.12.12.1.1 Date of Critical Incident;

2.30.12.12.1.2 Type of Critical Incident;

2.30.12.12.1.3 Location;

2.30.12.12.1.4 Provider name; and

2.30.12.12.1.5 Action Taken by Facility/Provider.

Section 2.30.22.4.2 shall be amended by deleting and replacing the due date of “December

15” to “February 1”.

Section 4.10.1 shall be amended as follows:

4.10.1 In no event shall the maximum liability of the State under this Agreement during the

original term of the Contract exceed Four Billion, Eight Hundred Million, Five Hundred Twenty

Three Thousand, Five Hundred Five Dollars and Ninety Cents ($4,800,523,505.90).

Section 5.2.1 shall be amended by deleting the reference to “December 31, 2016” and
replacing it with “December 31, 2017”.

Section 5.3 shall be amended by adding a new Section 5.3.50 as follows:

Section 1914 of Title XIX of the Social Security Act and 42 CFR §447.30.
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Amendment 40 (cont.)
31. Attachment I shall be deleted and replaced as follows:

ATTACHMENT I
BEHAVIORAL HEALTH SPECIALIZED SERVICE DESCRIPTIONS

The CONTRACTOR shall provide medically necessary Behavioral Health Intensive Community Based
Treatment Services, Tennessee Health Link, and psychiatric rehabilitation services according to the
requirements herein.

All behavioral health services shall be rendered in a manner that supports the recovery of persons
experiencing mental illness and enhance the development of resiliency of children and families who are
impacted by mental illness, serious emotional disturbance, and/or substance use disorders. Recovery is a
consumer driven process in which consumers are able to work, learn and participate fully in their
communities. Recovery is the ability to live a fulfilling and productive life with a disability.

SERVICE Behavioral Health Intensive Community Based Treatment Services ]

DEFINITION

Behavioral Health Intensive Community Based Treatment (ICBT) Services provide frequent and
comprehensive support to individuals with a focus on recovery and resilience. The CONTRACTOR shall
ensure the provision of Behavioral Health Intensive Community Based Treatment Services to adults and
youth with complex needs including individuals who are at high risk of future hospitalization or
placement out of the home and require both community support and treatment interventions. Behavioral
Health Intensive Community Based Treatment Services shall be rendered through a team approach which
shall include a therapist and care coordinator who work under the direct clinical supervision of a licensed
behavioral health professional. The primary goal of these services is to reach an appropriate point of
therapeutic stabilization so the individual can be transitioned to less in home based services and be
engaged in appropriate behavioral health office based services.

Intensive Community Based Treatment Services should include, at a minimum, the following elements
and services as clinically appropriate:

e System Of Care principles

e Certified Family Support Specialist services

e Direct clinical supervision

e Evidenced-based comprehensive assessments and evaluations

e Minimum of one to two (1-2) visits per week for individual therapy, family therapy, or family

support from a Certified Family Support Specialist

Intensive Community Based Treatment Services shall be outcome-driven, including, but not limited to
these treatment outcomes:

e Strengthened family engagement in treatment services

e Increased collaboration among formal and informal service providers to maximize therapeutic

benefits

e Progress toward child & family goals

e Increased positive coping skills

e Increased family involvement in the community

e Developed skills to independently navigate the behavioral health system
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Intensive Community Based Treatment Services include CTT, CCFT, and PACT treatment models as
described below:

Continuous Treatment Team (CTT)

CTT is a coordinated team of staff (to include physicians, nurses, case managers, and other therapists as
needed) who provide a range of intensive, care coordination, treatment, and rehabilitation services to
adults and children and youth. The intent is to provide intensive treatment to adults and families of
children and youth with acute psychiatric problems in an effort to prevent removal from the home to a
more restrictive level of care. An array of services are delivered in the home or in natural settings in the
community, and are provided through a strong partnership with the family and other community support
systems. The program provides services including crisis intervention and stabilization, counseling, skills
building, therapeutic intervention, advocacy, educational services, medication management as indicated,
school based counseling and consultation with teachers, and other behavioral health services deemed
necessary and appropriate.

Comprehensive Child and Family Treatment (CCFT)

CCFT services are high intensity, time-limited, therapeutic services designed for children and youth to
provide stabilization and deter from out-of-home placement. There is usually family instability and high-
risk behaviors exhibited by the child/adolescent. CCFT services are concentrated on child, family, and
parental/guardian behaviors and interaction. CCFT services are more treatment oriented and situation
specific with a focus on short-term stabilization goals.

Program of Assertive and Community Treatment (PACT)

PACT is a service delivery model for providing comprehensive community-based treatment to adults with
severe and persistent mental iliness. It involves the use of a multi-disciplinary team of mental health staff
organized as an accountable, mobile mental health agency or group of providers who function as a team
interchangeably to provide the treatment, rehabilitation and support services persons with severe and/or
persistent mental illnesses need to live successfully in the community. The service components of PACT
include:

1) Services targeted to a specific group of individuals with severe mental illness;

2) Treatment, support and rehabilitation services provided directly by the PACT team;

3) Sharing of responsibility between team members and individuals served by the team;

4) Small staff (all team staff including case managers) to individual ratios (approx. 1 to 10);
5) Comprehensive and flexible range of treatment and services;

6) Interventions occurring in community settings rather than in hospitals or clinic settings;
7) Twenty-four (24) hour a day availability of services; and

8) Engagement of individuals in treatment and recovery.

| SERVICE Tennessee Health Link |

DEFINITION

Tennessee Health Link is a team of professionals associated with a mental health clinic or other
behavioral health provider who provides whole-person, patient-centered, coordinated care for an assigned
panel of members with behavioral health conditions. Members who would benefit from Tennessee Health
Link will be identified based on diagnosis, health care utilization patterns, or functional need. They will
be identified through a combination of claims analysis and provider referral.
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Health Link professionals will use care coordination and patient engagement techniques to help members
manage their healthcare across the domains of behavioral and physical health, including:

e Comprehensive care management (e.g., creating care coordination and treatment plans)

e Care coordination (e.g., proactive outreach and follow up with primary care and behavioral health
providers)

e Health promotion (e.g., educating the patient and his/her family on independent living skills)

e Transitional care (e.g., participating in the development of discharge plans)

e Patient and family support (e.g., supporting adherence to behavioral and physical health
treatment)

o Referral to social supports (e.g., facilitating access to community supports including scheduling
and follow through)

| SERVICE Psychiatric Rehabilitation |

DEFINITION

Psychiatric rehabilitation is an array of consumer-centered recovery services designed to support the
individual in the attainment or maintenance of his or her optimal level of functioning. These services are
designed to capitalize on personal strengths, develop coping skills and strategies to deal with deficits and
develop a supportive environment in which to function as independent as possible on the individual’s
recovery journey.

The service components included under psychiatric rehabilitation are as follows:

Psychosocial Rehabilitation

Psychosocial Rehabilitation is a community-based program that promotes recovery, community
integration, and improved quality of life for members who have been diagnosed with a behavioral health
condition that significantly impairs their ability to lead meaningful lives. The goal of Psychosocial
Rehabilitation is to support individuals as active and productive members of their communities through
interventions developed with a behavioral health professional or certified peer recovery specialist, in a
non-residential setting. These interventions are aimed at actively engaging the member in services, and
forming individualized service plan goals that will result in measurable outcomes in the areas of
educational, vocational, recreational and social support, as well as developing structure and skills training
related to activities of daily living. Such interventions are collaborative, person-centered, individualized,
and uvltimately results in the member’s wellness and recovery being sustainable within the community
without requiring the support of Psychosocial Rehabilitation. Psychosocial Rehabilitation must meet
medical necessity criteria and may be provided in conjunction with routine outpatient services.

Psychosocial Rehabilitation services vary in intensity, frequency, and duration in order to resolve the
member’s ability to manage functional difticulties.

Supported Employment

Supported employment consists of evidenced based practices (e.g., individual placement and support) to
assist individuals to choose, prepare for, obtain, and maintain gainful employment that is based on
individuals® preferences, strengths, and experiences. This service also includes support services to the
individual, including side-by-side support on the job. These services may be integrated into a
psychosocial rehabilitation center.
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Peer Recovery Services

Peer recovery services are designed and delivered by people who have lived experience with behavioral
health issues. A Certified Peer Recovery Specialist (CPRS) is someone who has self-identified as being
in recovery from mental illness, substance use disorder, or co-occurring disorders of both mental illness
and substance use disorder. In addition, a Certified Peer Recovery Specialist has completed specialized
training recognized by the Tennessee Department of Mental Health and Substance Abuse Services on
how to provide peer recovery services based on the principles of recovery and resiliency. Certified Peer
Recovery Specialists can provide support to others with mental illness, substance use disorder, or co-
occurring disorder and help them achieve their personal recovery goals by promoting self-determination,
personal responsibility, and the empowerment inherent in self-directed recovery.

Under the direct clinical supervision of a licensed behavioral health professional, peer recovery services
provided by a Certified Peer Recovery Specialist may include: assisting individuals in the development of
a strengths-based, person-centered plan of care; serving as an advocate or mentor; developing community
support; and providing information on how to successfully navigate the behavioral health care
system. Activities which promote socialization, recovery, self-advocacy, development of natural
supports, and maintenance of community living skills are provided so individuals can educate and support
each other in the acquisition of skills needed to manage their recovery and access resources within their
communities. Services are often provided during the evening and weekend hours.

Family Support Services

Family support services are used to assist other caregivers of children or youth diagnosed with emotional,
behavioral, or co-occurring disorders, and are provided by a Certified Family Support Specialist under the
direct clinical supervision of a licensed behavioral health professional. A Certified Family Support
Specialist is a person who has previously self-identified as the caregiver of a child or youth with an
emotional, behavioral or co-occurring disorder and who has successfully navigated the child-serving
systems to access treatment and resources necessary to build resiliency and foster success in the home,
school, and community. This individual has successfully completed and passed training recognized by the
Tennessee Department of Mental Health and Substance Abuse Services on how to assist other caregivers
in fostering resiliency in their child based on the principles of resiliency and recovery; and has received
certification from the Tennessee Department of Mental Health and Substance Abuse Services as a
Certified Family Support Specialist.

These services include assisting caregivers in managing their child’s illness and fostering resiliency  and
hope in the recovery process. These direct caregiver-to-caregiver support services include, but are not
limited to, developing formal and informal supports, assisting in the development of strengths-based
family and individual goals, serving as an advocate, mentor, or facilitator for resolution of issues that a
caregiver is unable to resolve on his or her own, or providing education on system navigation and skills
necessary to maintain a child with emotional, behavioral or co-occurring disorders in their home
environment.

Illness Management & Recovery

lliness management and recovery services refer to a series of weekly sessions with trained mental health
practitioners for the purpose of assisting individuals in developing personal strategies for coping with
mental illness and promoting recovery. lliness management and recovery is not limited to one curriculum
but is open to all evidenced-based and/or best practice classes and programs such as WRAP (Wellness
Recovery Action Plan).
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Supported Housing

Supported housing services refer to transitional services rendered at facilities that provide behavioral
health staff supports for individuals who require treatment services in a highly structured, safe, and secure
setting. Supported housing services are for TennCare Priority Enrollees and are intended to prepare
individuals to live independently in a community setting. At a minimum, supported housing services
include coordinated and structured personal care services to address the individuals’ behavioral and
physical health needs in addition to fifteen (15) hours per week of psychosocial rehabilitation services to
assist individuals in achieving recovery and resiliency based goals and developing the life skills necessary
to live independently in a community setting. The required fifteen (15) hours per week of psychosocial
rehabilitation is not inclusive of the psychosocial rehabilitation services received in day programs.
Supported housing services do not include the payment of room and board.

SERVICE Crisis Services

Definition

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

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

Guidance for All Calls:

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

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

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

e For all other calls, unless specified in the Protocols, if a person with mental illness is experiencing
the likelihood of immediate harm then a response is indicated.
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32. The Service Charts in Attachment V shall be amended by deleting and replacing “Mental
Health Case Management” with “Intensive Community Based Treatment Services” and
adding “Tennessee Health Link Services” as follows:

ATTACHMENT V

ACCESS & AVAILABILITY FOR BEHAVIORAL HEALTH SERVICES

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

Access to Behavioral Health Services

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

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

Service Type

Geographic Access Requirement

Maximum Time for
Admission/
Appointment

Psychiatric Inpatient Hospital
Services

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

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

24 Hour Psychiatric Residential
Treatment

The CONTRACTOR shall contract with
at least 1 provider of service in 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

Within 30 calendar days

Outpatient Non-MD Services

Travel distance does not exceed 30 miles
for ALL members

Within 10 business days;
if urgent, within 48 hours

Intensive Outpatient (may include
Day Treatment (adult), Intensive Day
Treatment (Children & Adolescent)

| or Partial Hospitalization

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

Within 10 business days;
if urgent, within 48 hours
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Inpatient Facility Services
(Substance Abuse)

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

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

24 Hour Residential Treatment
Services (Substance Abuse)

The CONTRACTOR shall contract with
at least 1 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

Within 10 business days

Outpatient Treatment Services
(Substance Abuse)

Travel distance does not exceed 30 miles
for ALL members

Within 10 business days;
for detoxification —
within 24 hours

Intensive Community Based
Treatment Services

Not subject to geographic access
standards

Within 7 calendar days

Tennessee Health Link Services

Not subject to geographic access
standards

Within 30 Calendar Days

Psychosocial Rehabilitation (may
include Supported Employment,
[liness Management & Recovery,
Peer Recovery services or Family
Support service

Not subject to geographic access
standards

Within 10 business days

Supported Housing

Not subject to geographic access
standards

Within 30 calendar days

Crisis Services (Mobile)

Not subject to geographic access
standards

Face-to-face contact
within 2 hours for
emergency situations and
4 hours for urgent
situations

Crisis Stabilization

Not subject to geographic access
standards

Within 4 hours of referral

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

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

File:

Service Code(s) for use in position

Service Type 330-331 of the Provider Enrollment
File
Psychiatric Inpatient Hospital Services Adult- 11,79, 85
Child — Al or H9

24 Hour Psychiatric Residential Treatment

Adult - 13, 81, 82
Child — A9, HI1, or H2

Outpatient MD Services {Psychiatry) Adult-19
Child — B5
Outpatient Non-MD Services Adult —20
Child — B6

Intensive Outpatient/ Partial Hospitalization

Adult -21, 23, 62
Child - B7, C2, C3

Inpatient Facility Services

Adult—15, 17

(Substance Abuse) Child — A3, A5
24 Hour Residential Treatment Services Adult - 56
(Substance Abuse) Child - F6
Outpatient Treatment Services Adult —27 or 28
(Substance Abuse) Child - D3 or D4

Intensive Community Based Treatment Services

Adult - 66, or 83
Child - C7, G2, G6, or K1

Tennessee Health Link Services Adult-31
Child-D7

Psychiatric Rehabilitation Services:

Psychosocial Rehabilitation 42

Supported Employment 44

Peer Recovery Services 88

Family Support Services 49

lllness Management & Recovery 91

Supported Housing 32 and 33

Crisis Services (Mobile)

Adult - 37, 38, 39
Child - D8, D9, E1l

Crisis Respite Adult — 40
' Child —E2
Crisis Stabilization Aduit 4]
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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 1, 2017.

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 VOLUNTEER STATE HEALTH PLAN, INC.
AND ADMINISTRATION

BY: BY:

Larry B. Martin Amber Cambron

Commissioner President & CEO VSHP

DATE: DATE:
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For and in consideration of the mutual promises herein contained and other good and valuable consideration, the
receipt and sufficiency of which is hereby acknowledged, the parties agree to clarify and/or amend the Agreement
for the Administration of TennCare Select by and between the State of Tennessee TennCare Bureau, hereinafter
referred to as TENNCARE, and Volunteer State Health Plan, Inc., hereinafter referred to as the CONTRACTOR,

AMENDMENT NUMBER 39
AN AGREEMENT FOR THE ADMINISTRATION OF TENNCARE SELECT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
VOLUNTEER STATE HEALTH PLAN, INC.

CONTRACT NUMBER: FA-02-14632-00

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.

Sections 2.4.6.3 and 2.23.5.3 shall be deleted and replaced as follows:

24.6.3 The CONTRACTOR shall provide a daily electronic eligibility file (inbound 834) to
TENNCARE as specified and in conformance to data exchange format and method standards

outlined in Section 2.23.5.

2.23.53  The CONTRACTOR shall transmit daily to TENNCARE, in the formats and methods
specified in the HIPAA Implementation and TennCare Companion guides or as otherwise
specified by TENNCARE: member address changes, telephone number changes, third party

liability and PCP.

Section 2.7.4.2 through 2.7.4.2.3 shall be deleted and replaced as follows:

2.7.4.2 The CONTRACTOR shall submit an Annual Community Outreach Plan no later than

December 1 of each year for review and approval by TENNCARE.

2.7.4.2.1  The Annual Community Outreach Plan shall be written in accordance with guidance prepared
by TENNCARE. It shall include, but is not limited to: all proposed community
screening/health education events related to TennCare Kids; all proposed community/health
education events unrelated to TennCare Kids; a system for documenting and evaluating
events within thirty (30) days of occurrence; and reporting on evaluations in the TennCare
Kids Quarterly Updates. A Year-End Update of the Plan shall be due no later than forty-five
(45) days following the end of a calendar year in a format approved by TENNCARE. This
evaluation must include an appraisal of the objectives in the Plan and an assessment of the

events conducted in the previous year in a format approved by TENNCARE.

2.7.42.1.1 Each plan must include:
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2.74.2.1.1.1

Methodology for developing the plan to include data assessments conducted, policy and
procedure reviews, and any research that may have been conducted.

2.7.4.2.1.1.2  Outreach efforts must include both written and oral communications and must address

2.742.1.1.3

both rural and urban areas of the state and efforts to reach minorities and other
underserved populations.

Outreach efforts to teens.

2.7.4.2.1.1.4  Interim evaluation criteria.

2.7.42.1.1.5 Annual evaluation criteria.

2:1.4.2.1.2

27422

Section 2.8.

Each plan must be resubmitted quarterly with updates on progress included.

A list of community screening events and other health education events, both related and
unrelated to TennCare Kids, shall be included in the Quarterly Outreach Activities Report
(See Section A.2.30.4.4) in a format specified by TENNCARE. The list must include
designation of either TennCare Kids or Other as well as the county in which the event was
held.

4.5 shall be amended by adding a new Section 2.8.4.5.5 as follows and renumbering the

remaining Sections accordingly, including any references thereto.

2.8.4.5.5

The CONTRACTOR shall assess the need for a face-to-face visit using the standard
assessment criteria provided by TENNCARE for all population health programs requiring
interactive interventions.

Sections 2.15.7.3 and 2.15.7.5 shall be deleted and replaced as follows:

2.15.7.3

2.15.7.3.1

2.15.7.3.1.1

2.1573.1.2

2.15.73.1.3

2:15.7.3.14

2.15.7.3.15

2.15.7.3.1.6

Home Health Agency Critical Incident Reporting

The CONTRACTOR shall identify, track, and review all significant critical incidents that
occur during the provision of Home Health (HH) services. This requirement shall be applied
for all members, including CHOICES and Non-CHOICES members. A HH critical incident
shall include those significant incidents that are reported to the CONTRACTOR from the
Home Health Agency (HHA). Critical incidents include, but are not limited to, the following:

Any unexpected death, regardless of whether the death occurs during the provision of
HH;

Major/severe injury;

Safety issues;

Suspected physical, mental or sexual abuse;
Neglect;

Life-threatening medical emergency;
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2:157.3.1:1

2.157.3.1.8

2.15.7.3.1.9

Medication error;
Financial exploitation;

Theft.

2.15.7.3.2 Each incident must be reported using the TENNCARE prescribed HHA Critical Incident

2.15.7.5

report template within twenty-four (24) business 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 of notification of the incident. The CONTRACTOR shall be responsible, as
part of its critical incident management system, to track, review and analyze critical incident
data in a manner described in Section A.2.15.7.1.2 that takes into consideration all incidents
occurring for members supported by an agency, whether they occur during the provision of
CHOICES HCBS or HH services, including the identification of trends and patterns,
opportunities for improvement, and actions and strategies the CONTRACTOR will take to
reduce the occurrence of incidents and improve the quality of HH services received.

As specified in Sections A.2.30.12.8, A.2.30.12.9 and A.2.30.12.10, the CONTRACTOR
shall submit quarterly reports to TENNCARE regarding all critical incidents.

Section 2.20.1.5 and 2.20.1.8 shall be deleted and replaced as follows:

2.20.1.5

2.20.1.8

The CONTRACTOR, as well as its subcontractors and providers, whether contract or non-
contract, shall comply with all federal requirements (42 C.F.R. § 1002) on exclusion and
debarment screening. All tax-reporting provider entities that bill and/or receive TennCare
funds as the result of this Contract shall screen their owners and employees against the Social
Security Master Death File, the Excluded Parties List System (EPLS) and the HHS-OIG List
of Excluded Individuals/Entities (LEIE). Any unallowable funds made to excluded
individuals as full or partial wages and/or benefits shall be refunded to and/or obtained by the
State.

This prohibition described above in Section 2.20.1.7 shall be limited to a specific provider(s),
for specific dates, and for specific issues, services or claims. The CONTRACTOR shall
check with the Bureau of TennCare, Program Integrity Unit before initiating any recoupment
or withhold of any program integrity related funds (See Section A.2.20.1.7) to ensure that the
recoupment or withhold is permissible. In the event that the CONTRACTOR obtains funds in
cases where repayment is prohibited under this section, the CONTRACTOR will notify the
Director of Program Integrity and take action in accordance with written instructions from the
Director of Program Integrity. If the funds are under investigation by the State of Tennessee
or have approved claim tags from the State of Tennessee or approved claim tags by the
TennCare RAC then the CONTRACTOR will be subject to forfeiture of the funds to the State
and the imposition of liquidated damages.

Section 2.20.2.3 shall be amended by deleting the website link and replacing it as follows:

2.202.3

The CONTRACTOR shall notify TBI MFCU and TennCare Office of Program Integrity
simultaneously and in a timely manner regarding all internal (such as identified patterns of
data mining outliers, audit concerns, critical incidences) and external (such as hotline

3
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calls) tips with potential implications to TennCare providers' billing anomalies and/or
to safety of TennCare enrollees (TBLMFCU®1tn.gov;
Programlintegrity. TennCare@tn.gov). Along with a notification, the CONTRACTOR shall
take steps to triage and/or substantiate these tips and provide simultaneous and timely updates
to TBI MFCU and the TennCare Office of Program Integrity when the concerns and/or
allegations of any tips are authenticated.

% Section 2.20.2 shall be amended by adding a new Section 2.20.2.14 as follows and renumbering the
remaining Sections accordingly, including any references thereto.

2.20.2.14

If the CONTRACTOR subjects a provider (who is not otherwise listed as under investigation
or litigation involving the State or Federal government) to pre-payment review or any review
requiring the provider to submit documentation to support a claim prior to the
CONTRACTOR considering it for payment, as a result of suspected fraud, waste, and/or
abuse, the CONTRACTOR shall adhere to the following, within ninety (90) days of requiring
such action:

2.20.2.14.1 Conduct a retrospective medical and coding review on the relevant claims; and

2.20.2.14.2 If fraud, waste or abuse is still suspected after conducting the retrospective review,
submit to TennCare Program Integrity a suspected fraud referral, including all referral
components as required by TennCare Program Integrity.

2.20.2.14.3 A retrospective review shall not be conducted for providers who are listed as under
investigation or litigation involving the State or Federal government or other instances as
deemed appropriate by TENNCARE.

8. Section 2.20.3.6 shall be deleted and replaced as follows:
2.203.6  The CONTRACTOR shall have provisions in its Compliance Plan regarding conducting

monthly comparison of their provider files, including atypical providers, against the Social
Security Master Death File, the Excluded Parties List System (EPLS) and the HHS-OIG List
of Excluded Individuals/Entities (LEIE) and provide a report of the result of comparison to
TENNCARE each month. The CONTRACTOR shall establish an electronic database to
capture identifiable information on the owners, agents and managing employees listed on
providers’ Disclosure forms. '

9. Section 2.30.3 shall be deleted and replaced as follows:
A.2.30.3 Community Outreach Plan Reports
2.30.3.1  The CONTRACTOR shall submit an Annual Community Outreach Plan on December 1* of

2.30.3.2

2.30.3.3

each year and must be written in accordance with guidance provided in Section A.2.7.4.2.1.

The CONTRACTOR shall submit a Quarterly Outreach Update thirty (30) days following the
end of each quarter.

The CONTRACTOR shall submit a Year-End Outreach Update forty-five (45) days
following the end of the calendar year.
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Section 2.30.4.4 shall be deleted and replaced as follows:

2.30.4.4  The CONTRACTOR shall submit a TennCare Kids and Quarterly Outreach Activities Report
which shall be in a format designated by TENNCARE and shall include a listing of related
and non-related TennCare Kids events.

Section 2.30.12 shall be amended by adding a new Section 2.30.12.10 and 2.30.12.11 as follows:

2.30.12.10 The CONTRACTOR shall submit a quarterly Home Health Critical Incident Report in
accordance with Section A.2.15.7.3 that provides information, by month regarding specified
measures, which shall include but not be limited to the following:

2.30.12.10.1  The number of Critical Incidents, overall and by:
2.30.12.10.1.1 Date of Critical Incident;

2.30.12.10.1.2 Type of Critical Incident;

2.30.12.10.1.3 Location;

2.30.12.10.1.4 Provider name; and

2.30.12.10.1.5 Action Taken by Facility/Provider.

2.30.12.11 The CONTRACTOR shall report to TENNCARE any death and any incident that could
significantly impact the health or safety of a member (e.g., physical or sexual abuse) within
twenty-four (24) hours of detection or notification.

2.30.12.11.1  For HHA Critical Incidents the CONTRACTOR shall submit an updated report,
including results of investigation and next steps to TENNCARE within thirty (30)
calendar days of notification of the incident.

Section 2.30.13.1.2 and 2.30.13.1.3 shall be amended by deleting the last sentence so the amended
Sections read as follows:

2.30.13.1.2 The CONTRACTOR shall submit a quarterly 24/7 Nurse Triage Line Report that lists the
total calls received by the 24/7 nurse triage line, including the number of calls from
CHOICES members, including the ultimate disposition of the call (e.g. education only, no
referral for care; referred to primary care provider for care, referred to emergency department
for care, transfers to a care coordinator (for CHOICES members)).

2.30.13.1.3 The CONTRACTOR shall submit a quarterly ED Assistance Tracking Report that provides
the total number of calls received pertaining to patients in EDs needing assistance in
accessing care in an alternative setting. Such report shall include the date and time of the call,
identifying information for the member, the name and location of the hospital, the ultimate
response to the call (e.g. appointment made with PCP) and the elapsed time from ED visit
until appointment in alternative setting.
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Section 2.30.22 shall be deleted and replaced as follows:

Non-Discrimination Compliance Reports

2.30.22.1

2.30.22.1.1

2.30.22.2

2.30.22.3

2.30.22.3.1

In June of every year this Contract is in effect, HCFA shall provide the CONTRACTOR with
a Nondiscrimination Compliance Questionnaire. The CONTRACTOR shall answer the
questions contained in the Compliance Questionnaire and submit the completed
Questionnaire to HCFA within sixty (60) calendar days of receipt of the Compliance
Questionnaire from HCFA with any requested documentation, which shall include, the
CONTRACTOR’s Assurance of Nondiscrimination. The signature date of the
CONTRACTOR’s Nondiscrimination Compliance Questionnaire shall be the same as the
signature date of the CONTRACTOR’s Assurance of Nondiscrimination. The
Nondiscrimination Compliance Questionnaire deliverables shall be in a format specified by
HCFA.

As part of the requested documentation for the Nondiscrimination Compliance Questionnaire,
the CONTRACTOR shall submit copies of its nondiscrimination policies and procedures that
demonstrate nondiscrimination in the provision of its services, programs, or activities
provided under this Contract. These policies shall include topics, such as, working to reduce
and end health disparities, the provision of language and communication assistance services
for LEP individuals and individuals that require effective communication assistance in
alternative formats (auxiliary aids or services), and providing assistance to individuals with
disabilities. Any nondiscrimination policies and procedures that are specific to HCFA
program members shall be prior approved in writing by HCFA.

As a part of the requested documentation for the Nondiscrimination Compliance
Questionnaire the CONTRACTOR shall include reports that capture data for all language and
communication assistance services used and provided by the CONTRACTOR under this
Contract. One report shall contain the names of the CONTRACTOR’s language and
communication assistance service providers, the languages that interpretation and translation
services are available in, the auxiliary aids or services that were provided and that are
available, the hours the language and communication assistance services are available, and
the numbers individuals call to access language and communication assistance services. A
separate report that captures a listing of language and communication assistance services that
were requested by members (i.e. Arabic; Braille) and the methods used to provide the
language and alternative communication service to the members (i.e. interpretation;
translation). In addition, the report shall contain a listing of the number of LEP members that
are enrolled in the MCO broken down by county and the languages that are spoken by these
members. Upon request the CONTRACTOR shall provide a more detailed report that
contains the requestor’s name and identification number, the requested service, the date of the
request, the date the service was provided, and the name of the service provider.

The CONTRACTOR shall submit a quarterly Non-discrimination Compliance Report which
shall include the following:

A summary listing that captures the total number of the CONTRACTOR’s new hires that
have completed civil rights/nondiscrimination training and cultural competency training and
the dates the trainings were completed for that quarter; and
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2.30.22.3.1,

1 A listing of the total number of the CONTRACTOR’s employees that have completed
annual civil rights training and cultural competency training and the dates completed for
that quarter, if annual training was provided during that quarter.

2.30.22.3.2 An update of all written discrimination complaints filed by individuals, such as, employees,

members, providers and subcontractors in which the discrimination allegation is related to the
provision of and/or access to TennCare covered services provided by the CONTRACTOR,
which the CONTRACTOR is assisting TENNCARE with resolving. This update shall
include, at a minimum: identity of the complainant, complainant’s relationship to the
CONTRACTOR, circumstances of the complaint, type of covered service related to the
complaint, date complaint filed, the CONTRACTOR’s resolution, date of resolution, and the
name of the CONTRACTOR staff person responsible for adjudication of the complaint. For
each complaint reported as resolved the CONTRACTOR shall submit a copy of the
complainant’s letter of resolution.

2.30.22.3.2.1 The CONTRACTOR shall also provide a listing of all discrimination claims that are

reported to the CONTRACTOR that are claimed to be related to the provision of and/or
access to TennCare covered services provided by the CONTRACTOR. This listing shall
include, at a minimum: identity of the person making the report, the person’s relationship
to the CONTRACTOR, circumstances of the report, type of covered service related to the
report, date of the report, the CONTRACTOR’s resolution, and date of resolution. When
such reports are made, the CONTRACTOR shall offer to provide discrimination
complaint forms to the individual making the report.

2.30.22.3.3 The language and communication assistance report shall capture a summary listing of the

2.30.22.4

2.30.22.4.1

language and alternative communication services that were requested by the members (i.e.
Arabic; Braille) and the method used to provide the language and alternative communication
service to the members (i.e. interpretation; translation). In addition, the report shall contain a
listing of the number of LEP members that are enrolled in the MCO broken down by county
and the languages that are spoken by these members. Upon request the CONTRACTOR
shall provide a more detailed report that contains the member’s identification number, the
requested service, the date of the request, the date the service was provided and the name of
the service provider.

By September 15 of each year, the CONTRACTOR shall begin distributing adult and child
member health disparities surveys. These surveys shall be conducted over a period of 10
weeks. The CONTRACTOR shall use a mixed mode (email, telephone, and mail) survey
method or other survey methods approved by TENNCARE.

TENNCARE shall provide the CONTRACTOR with survey questions that capture the
following five (5) measurements: access to care; provider communication; provider rating;
MCO communication; and MCO rating. The results of these surveys shall be reported at
statewide and Grand Region levels and shall be segmented by the members’ race and
ethnicity, language, disability, sex, sexual orientation (only for adults) statuses. The survey
measurements may also be used to report members’ experiences based on members’ health
needs/Chronic Conditions.

2.30.22.4.2 On December 15 of each year, the CONTRACTOR shall submit the survey results in an

annual Report on Health Disparities that includes recommendations for improvements based
on the survey results. The CONTRACTOR shall collaborate with TENNCARE and other
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entities designated by TENNCARE to develop and implement projects to reduce health
disparities.

14. Section 3.2.4 shall be deleted and replaced as follows:
3.2.4 Provide care coordination and case management consistent with state and federal Medicaid regulations.

15; Level A.4 of Section 5.20.2.2.7 shall be amended by adding additional language as follows:

A4 Failure to comply with The actual amount paid by DCS and/or TENNCARE for
obligations and time frames in necessary services or $1,000, whichever is greater
the delivery of TennCare Kids
screens and related services AND

$10,000 per Region for Screening Rate below 85% as
determined from CMS 416 MCO Report

$25,000 per Region for Screening Rate below 80% as
determined from CMS 416 MCO Report

$50,000 per Region for Screening Rate below 75% as
determined from CMS 416 MCO Report
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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 July 1, 2016.

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 WHEREOQF, the parties have by their duly authorized representatives set their signatures.

STATE OF TENNESSEE

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

Larry B. Mar Amber Cambron

Commissioner President & CEO VSHP

DATE: _&/l0/20tk DATE: ___ ¢ /4 / (6
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AMENDMENT NUMBER 38
AN AGREEMENT FOR THE ADMINISTRATION OF TENNCARE SELECT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
VOLUNTEER STATE HEALTH PLAN, INC.

CONTRACT NUMBER: FA-02-14632-00

For and in consideration of the mutual promises herein contained and other good and valuable consideration, the
receipt and sufficiency of which is hereby acknowledged, the parties agree to clarify and/or amend the Agreement
for the Administration of TennCare Select by and between the State of Tennessee TennCare Bureau, hereinafter
referred to as TENNCARE, 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.

The contract shall be amended by deleting the word “TENNderCare” throughout and
replacing it with “TennCare Kids”.

Section 1 shall be amended by adding the definition of Ethical and Religious Directives as
follows:

Ethical and Religious Directives (often called the ERDs) means a document that offers moral guidance on
various aspects of health care delivery and is based on a religious organization’s theological and moral
teachings.

“Inpatient, Residential & Outpatient Substance Abuse Benefit'” in Section 2.6.1.4 shall be
deleted and replaced as follows:

SERVICE BENEFIT LIMIT

Inpatient, Residential Medicaid/Standard Eligible, Age 21 and older: Covered

& Outpatient as medically necessary .

Substance Abuse

Benefits' Medicaid/Standard Eligible, Under age 21: Covered as
medically necessary.

"When medically appropriate, services in a licensed substance abuse residential treatment facility may be substituted
for inpatient substance abuse services. Methadone clinic services are not covered for adults.

Section 2.7.4.2.2 through 2.7.4.2.4 shall be deleted and replaced as follows. All Section
references shall be updated accordingly.

2.74.2.2 By December 1, 2015, the CONTRACTOR shall submit an Annual Outreach Plan to
TENNCARE with subsequent annual plans due on January 15® of each year.

2.74.2.2:1 Each plan must include:
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2.74.22.1.1

Methodology for developing the plan to include data assessments conducted, policy and
procedure reviews, and any research that may have been conducted.

2.742.2.1.2 Outreach efforts must include both written and oral communications and must address

both rural and urban areas of the state and efforts to reach minorities and other
underserved populations.

2.7.4.2.2.13  Outreach efforts to teens.

2.74.2.2.1.4 Interim evaluation criteria.

2.7.42.2.1.5 Annual evaluation ctiteria.

2.74.2.2.2

2.74.2.3

Each plan must be resubmitted quarterly with updates on progress included.

A list of community events and other health education events, both related and unrelated to
TennCare Kids shall be included in the quarterly TennCare Kids Report (See Section
2.30.4.4) in a format specified by TENNCARE. The list must include designation of either
TennCare Kids or Other as well as the county in which the event was held.

Section 2.7.6.2.4 through 2.7.6.2.10.2 shall be deleted and replaced as follows. All Section
references shall be updated accordingly.

27624

2.7.6.2.5

2.7.6.2.6

2.7.6.2.7

2.76.2.8

As part of its TennCare Kids policies and procedures, the CONTRACTOR shall have a
written process for following up with members who do not get their screenings timely. This
process for follow up shall include provisions for documenting all outreach attempts and
maintaining records of efforts made to reach out to members who have missed screening
appointments or who have failed to receive regular check-ups.

The CONTRACTOR shall have a process for determining if a member who is eligible for
TennCare Kids has used no services within a year. Two (2) reasonable attempts to re-notify
such members about TennCare Kids must be made and shall be in different formats.

The CONTRACTOR shall make available to members and families accurate lists of names
and phone numbers of contract providers who are currently accepting TennCare members as
described in Section A.2.17.8 of this Contract.

The CONTRACTOR shall target specific informing activities to pregnant women and
families with newborns. Provided that the CONTRACTOR is aware of the pregnancy, the
CONTRACTOR shall inform all pregnant women prior to the estimated delivery date about
the availability of TennCare Kids services for their children. The CONTRACTOR shall offer
TennCare Kids services for the child when it is born.

The CONTRACTOR shall provide member education and outreach in community settings.
Outreach events shall be conducted each the Grand Region, including rural and urban areas,
covered by this Contract.
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Section 2.8.2.1.1 shall be deleted and replaced as follows:

2.82.1.1

The CONTRACTOR shall make reasonable attempts to assess member’s health risk utilizing
the appropriate common mini-health appraisal approved by the Bureau and Population Health
staff or a comprehensive health risk assessment. The information collected from these health
appraisals will be used to align individual members with appropriate intervention approaches
and maximize the impact of the services provided. Members exempt from the mini-health
appraisal are detailed in Section 2.8.3.1 of this Contract.

Section 2.8.3.1 shall be deleted and replaced as follows:

2.8.3.1

At time of enrollment and annually thereafter, the CONTRACTOR shall make a reasonable
attempt to assess the member’s health as detailed in Section 2.8.2.1.1 of this Contract. The
comprehensive health risk assessment required by Level 2 Population Health programs,
CHOICES, Dual Special Needs Program (D-SNP), Select Community, and Department of
Children’s Services (DCS) can be used in lieu of the mini-health appraisal required by the
contract. A completed approved mini-health appraisal or a comprehensive health risk
assessment done in the prior twelve (12) months may be shared among TennCare MCOs and
used to meet the annual requirement.

Item 8 of Amendment 37 sought to amend Section 2.9.6.6.2.5.4 but inadvertently contained
a typo by stating the Section number incorrectly as 2.9.6.6.2.6.4. This correct Section
reference is 2.9.6.6.2.5.4.

Item 9 of Amendment 37 sought to amend Section 2.9.6.6.2.6 but inadvertently contained a
typo by stating the Section number incorrectly as 2.9.6.6.2.7. This correct Section reference
is 2.9.6.6.2.6.

Section 2.9.14 shall be amended by adding a new Section 2.9.14.10 as follows:

2.9.14.10

2.9.14.10.1

2.9.14.10.2

2.9.14.10.3

For dual eligible members aligned in the CONTRATOR’s MCO for Medicaid benefits
and the CONTRACTOR’s D-SNP for Medicare benefits, the CONTRACTOR shall
manage all Medicaid and Medicare benefits locally (i.e., in Tennessee) and in an
integrated manner.

There shall be a single point of coordination for aligned full benefit dual eligible
members across the member’s Medicaid and Medicare benefits.

The Care Coordinator of any dual eligible member enrolled in CHOICES and in the
CONTRACTOR’s DSNP shall be responsible for coordinating the full range of
Medicaid, including LTSS, and Medicare benefits, have access to all of the information
needed to do so, and the CONTRACTOR’s systems and business process shall support an
integrated approach to care coordination and service delivery.

The CONTRACTORs systems shall be configured and the CONTRACTOR’s operations
shall be structured to facilitate the coordination of Medicaid and Medicare services in an
integrated way. This includes the availability of consistent data for care coordination
purposes across both the Medicaid and D-SNP plans. This is particularly crucial for
CHOICES members and members identified for CHOICES screening.
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Section 2.12.9 shall be amended by adding a new Section 2.12.9.66.5 as follows:

2.12.9.66.5 For Provider Agreement that include Ethical and Religious Directives provisions, include
the following requirements:

2.12.9.66.5.1 The Provider shall provide a list of the services it does not deliver due to the Ethical and
Religious Directives to the CONTRACTOR. The CONTRACTOR shall furnish this list
to TENNCARE, notating those services that are TennCare covered services. This list
shall be used by the CONTRACTOR and TENNCARE to provide information to
TennCare members about where and how the members can obtain the services that are
not being delivered by the Provider due to Ethical and Religious Directives.

2.12.9.66.5.2 At the time of service, the Provider shall inform TennCare members of the health care
options that are available to the TennCare members, but are not being provided by the
Provider due to the Ethical and Religious Directives, but the Provider is not required to
make specific recommendations or referrals. In addition, the Provider shall inform
TennCare members that the member’s MCO has additional information on providers and
procedures that are covered by TENNCARE.

Section 2.16.2 shall be deleted and the remaining Section 2.16 shall be renumbered
accordingly, including any references thereto.

Section 2.17.5 shall be deleted and replaced as follows:

Quarterly Member Newsletter

2.175.1 General Newsletter

The CONTRACTOR shall, at a minimum, distribute on a quarterly basis a newsletter to all
members which is intended to educate the enrollee to the managed care system, proper
utilization of services, etc., and encourage utilization of preventive care services.

2.17.5.1.1 In addition to the requirements described in Section 2.17.5.3, the CONTRACTOR shall
include the following in each General Newsletter:

2.175.1.1.1 At least one specific article targeted to CHOICES members; and

2.17.5.1.1.2  Notification regarding the CHOICES program, including a brief description and whom to
contact for additional information.

2.17.52 Teen Newsletter

The CONTRACTOR shall, at a minimum, distribute on a quarterly basis a newsletter to all
enrollees between the ages of 15 and 20 which is intended to educate the enrollee to the
managed care system, proper utilization of services and provide TennCare Kids information
with an emphasis on the encouragement to utilize TennCare Kids services, including screenings
and other preventive care services.
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2.17.52.1

2.17.52.2

2.17.53

2.17.5.3:1

2:17.53.2

2.17:5:3.3

2.17.53.4

2.17.53.5

2,17.53.6

2:17.5.3.7

2.17.5.4

In addition to the requirements described in Section, 2.17.5.3, the Teen Newsletter shall be a
product of the TennCare Kids MCC Collaborative. The MCOs will agree on five required
topics to include in each newsletter. MCOs may include additional articles at their discretion;
no deviation from the five agreed upon articles will be allowed unless approved in writing by
TENNCARE.

Distribution of the teen newsletter may be accomplished by a format chosen by the
CONTRACTOR such as social media. The format should be chosen as an effort to reach the
teen population most effectively.

The CONTRACTOR shall include the following information in each newsletter:

Specific articles or other specific information as described when requested by TENNCARE.
Such requests by TENNCARE shall be limited to two hundred (200) words and shall be
reasonable including sufficient notification of information to be included;

The procedure on how to obtain information in alternative communication formats, such as
auxiliary aids or services and how to access language assistance services (i.e., interpretation
and translation services) as well as a statement that interpretation and translation services and
auxiliary aids or services are free;

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

TennCare Kids information, including but not limited to, encouragement to obtain screenings
and other preventive care services;

Information about appropriate prescription drug usage;

TENNCARE and MCO member services toll-free telephone numbers, including the
TENNCARE hotline, the CONTRACTOR’s member services information line, and the
CONTRACTOR’s 24/7 nurse triage/advice line as well as the service/information that may
be obtained from each line; and

The following statement: “To report fraud or abuse to the Office of Inspector General (OIG)
you can call toll-free 1-800-433-3982 or go online to http://tn.gov/tenncare and click on ‘Stop
TennCare Fraud’. To report provider fraud or patient abuse to the Medicaid Fraud Control
Unit (MFCU), call toll-free 1-800-433-5454.”

The quarterly member newsletters shall be disseminated within thirty (30) calendar days of
the start of each calendar year quarter. In order to satisfy the requirement to distribute the
quarterly general newsletter to all members, it shall be acceptable to mail one (1) quarterly
newsletter to each address associated with the member’s TennCare case number. The teen
newsletter may be distributed in alternative formats chosen by the CONTRACTOR. In
addition to the prior authorization requirement regarding dissemination of materials to
members, the CONTRACTOR shall also submit to TENNCARE, the following proof of
distribution:
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2.17.5.4.1 For the general newsletter, submit a final copy and documentation from the MCOQO's mail
room or outside vendor indicating the quantity and date mailed as proof of compliance by the
30th of the month following each quarter. .

2.17.5.4.2 For the teen newsletter, submit a final copy, describe the method/media the CONTRACTOR
used to disseminate the newsletter and documentation from the MCO's responsible
staff/vendor indicating the quantity and date disseminated as proof of compliance by the 30th
of the month following each quarter.

Section 2.18.3 shall be amended as follows:
Cultural Competency

As required by 42 CFR 438.206, the CONTRACTOR and its Providers and Subcontractors that
are providing services pursuant to this Contract shall participate in the State’s efforts to promote
the delivery of services in a culturally competent manner to all enrollees, including those with
Limited English Proficiency, disabilities and diverse cultural and ethnic backgrounds regardless
of an enrollee's gender, sexual orientation, or gender identity. This includes the CONTRACTOR
emphasizing the importance of network providers to have the capabilities to ensure physical
access, accommodations, and accessible equipment for the furnishing of services to enrollees
with physical or mental disabilities.

Section 2.20.2.3 shall be amended by deleting and replacing the website link as follows:

2.20.2.3 The CONTRACTOR shall notify TBI MFCU and TennCare Office of Program Integrity
simultaneously and in a timely manner regarding all internal (such as identified patterns of
data mining outliers, audit concerns, critical incidences) and external (such as hotline
calls) tips with potential implications to TennCare providers' billing anomalies and/or
tosafety of TennCare enrollees  (http://tn.gov/finance/article/fa-oig-report-fraud;
ProgramIntegrity. TennCare@tn.gov). Along with a notification, the CONTRACTOR shall
take steps to triage and/or substantiate these tips and provide simultaneous and timely updates
to TBI MFCU and the TennCare Office of Program Integrity when the concerns and/or
allegations of any tips are authenticated.

Section  2.20.3.4 shall be amended by deleting the website link:
(http://www.tn.gov/tenncare/forms/fal10-001.pdf).

Section 2.26.12.2 shall be deleted and replaced as follows:
2.26.12.2 As required in Section 2.30.20 of this Contract, where the CONTRACTOR has subcontracted
claims processing for TennCare claims, the CONTRACTOR shall provide to TENNCARE a

Type II SOClexamination based on the Statement on Standards for Attestation Engagements
(SSAE) No. 16.

Section 2.27.10.7 shall be amended by deleting and replacing the website link as follows:

2.27.10.7 Loss or Suspected Loss of Data — If an employee of the CONTRACTOR becomes aware of
suspected or actual loss of PHI/PII, the appropriate designee of the CONTRACTOR must
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immediately contact TENNCARE upon becoming aware to report the actual or suspected
loss. The CONTRACTOR will use the Loss Worksheet located at
http://tn.gov/assets/entities/tenncare/attachments/phi_piiworksheet.pdf to quickly gather and
organize information about the incident. The CONTRACTOR must provide TENNCARE
with timely updates as any additional information about the loss of PHI/PII becomes
available.

Section 2.28 shall be amended by deleting and replacing Sections 2.28.2.1, 2.28.5, and 2.28.7
and adding new Sections 2.28.9 and 2.28.10 as follows:

2.28.2.1 The Contractor’s Nondiscrimination Compliance Coordinator (“NCC”) shall develop a
CONTRACTOR nondiscrimination compliance training plan within thirty (30) days of the
implementation of this Contract, to be approved by the Bureau of TennCare. This person
shall be responsible for the provision of instruction regarding the plan to all CONTRACTOR
staff within sixty (60) days of the implementation of this Contract. This person shall be
responsible for the provision of instruction regarding the plan to providers and direct service
subcontractors within ninety (90) days of the implementation of this Contract. The
CONTRACTOR shall be able to show documented proof of such instruction.

2.28.2.1.1 On an annual basis, the NCC shall be responsible for making nondiscrimination training
available to all CONTRACTOR staff and to its providers and subcontractors that are
considered to be recipients of federal financial assistance under this Contract. The
CONTRACTOR shall be able to show documented proof that the training was made available
to the CONTRACTOR’s staff and to its providers and subcontractors that are considered to
be recipients of federal financial assistance under this Contract.

The CONTRACTOR shall keep such records as may be necessary in order to submit timely, complete
and accurate compliance reports that may be requested by the U.S. Department of Health and Human
Services (“HHS”), HCFA, and the Tennessee Human Rights Commission (“THRC”) or their
designees. If requested, the information shall be provided in a format and timeframe specified by
HHS, HCFA, or THRC. The requested information may be necessary to enable HHS, HCFA, or
THRC to ascertain whether the CONTRACTOR is complying with the applicable civil rights laws.
For example, the CONTRACTOR should have available data showing the manner in which services
are or will be provided by the program in question, and related data necessary for determining
whether any persons are or will be denied such services on the basis of prohibited discrimination.
Further examples of data that could be requested can be found at 45 C.F.R. § 80.6 and 28 C.F.R. §
42.406.

2.28.5.1  The CONTRACTOR shall permit access as set forth in the applicable civil rights laws, such
as, 45 C.F.R. § 80.6 to HHS, HCFA, and THRC or their designees during normal business
hours to such of its books, records, accounts, and other sources of information, and its
facilities as may be pertinent to ascertain whether the CONTRACTOR is complying with the
applicable civil rights laws.

2.28.5.2 The CONTRACTOR shall make available to beneficiaries and participants in HCFA’s
programs and other interested persons information regarding the provisions of the applicable
civil rights laws as set forth in the implementing regulations, including 45 C.F.R. § 80.6 and
45 CF.R. § 84.8. For example, a notification shall state, where appropriate, that the
CONTRACTOR does not discriminate in admission or access to, or treatment or employment
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in, its programs or activities. The notification shall also include an identification of the
responsible employee designated for its nondiscrimination compliance. This notice shall be
considered a vital document and shall be available at a minimum in the English and Spanish
languages.

The CONTRACTOR shall use and have available to TennCare enrollees, TennCare’s Discrimination
complaint form located on TennCare’s website under the nondiscrimination link at
http://tn.gov/tenncare/topic/non-discrimination-compliance. The discrimination complaint form shall be
provided to TennCare enrollees upon request and in the member handbook. This complaint form shall be
considered a Vital Document and shall be available at 2 minimum in the English and Spanish languages.
When requests for assistance to file a discrimination complaint are made by enrollees, the
CONTRACTOR shall assist the enrollees with submitting complaints to TENNCARE. In addition, the
CONTRACTOR shall inform its employees, providers, and subcontractors how to assist TENNCARE
enrollees with obtaining discrimination complaint forms and assistance from the CONTRACTOR with
submitting the forms to TENNCARE and the CONTRACTOR.

Should the CONTRACTOR not cover a TennCare covered service because of moral/ethical or
religious reasons, the CONTRACTOR shall provide a list of these services to TENNCARE. This list
shall be used by TENNCARE to provide information to TennCare members about where and how the
members can obtain the services that are not being delivered due to Ethical and Religious Directives.

2.289.1  Should the CONTRACTOR contract with providers and/or subcontractors to deliver services
to TennCare members pursuant to the CONTRACTOR’S obligations under this agreement
and the providers or subcontractors cannot provide a TennCare covered service because of
moral/ethical or religious reasons, the CONTRACTOR shall provide a list of these services to
TENNCARE. This list shall be used by the CONTRACTOR and TENNCARE to provide
information to TennCare members about where and how the members can obtain the services
that are not being delivered due to Ethical and Religious Directives.

Electronic and Information Technology Accessibility Requirements. To the extent that the
CONTRACTOR is using electronic and information technology to fulfill its obligations under this
Contract, the CONTRACTOR agrees to comply with the electronic and information technology
accessibility requirements under the federal civil rights laws including Section 504 and Section 508 of
the Rehabilitation Act of 1973 (“Section 508”) and the Americans with Disabilities Act. To comply
with the accessibility requirements for Web content and non-Web electronic documents and software,
the CONTRACTOR shall use W3C’s Web Content Accessibility Guidelines (“WCAG™) 2.0 AA (For
the W3C’s guidelines see: http://www.w3.0org/TR/WCAG20/) (Two core linked resources are
Understanding WCAG 2.0 http://www.w3.0org/TR/UNDERSTANDING-WCAG20/ and Techniques
for WCAG 2.0 http://www.w3.0org/TR/WCAG20-TECHSY/).

2.28.10.1 Should the CONTRACTOR have a designated staff member responsible for
CONTRACTOR’s electronic and information technology accessibility compliance, the name
and contact information for this individual shall be provided to HCFA within ten (10) days of
the implementation of this Contract and within ten (10) days of this position being reassigned
to another staff member.

2.28.10.2 CONTRACTOR agrees to perform regularly scheduled (i.e., automatic) scans and manual
testing for WCAG 2.0 AA compliance for all user content and applications in order to meet
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2.28.10.3

2.28.104

the standards for compliance. The CONTRACTOR must ensure that any system additions,
updates, changes or modifications comply with WCAG 2.0 AA. Commercial Off-the-shelf
(“COTS”) products may be used to verify aspects of WCAG 2.0 AA compliance.

Additionally, the CONTRACTOR agrees to comply with Title VI of the Civil Rights Act of
1964. In order to achieve Title VI compliance the CONTRACTOR should add a system
function that allows users to translate the content into a language other than English. This
requirement may be satisfied by the provision of a link to Google translate or other machine
translate tool.

Should the system or a component of the system fail to comply with the accessibility
standards, the CONTRACTOR shall develop and submit to HCFA for approval a
noncompliance report that identifies the areas of noncompliance, a plan to bring the system or
component into compliance, an alternative/work around that provides users with the
equivalent access to the content, and a timeframe for achieving that compliance. HCFA shall
review the noncompliance report to determine whether or not it is acceptable and should be
implemented. Once the noncompliance report is approved by HCFA the CONTRACTOR
may implement the compliance plan. HCFA, in its sole discretion, shall determine when a
satisfactory compliance plan resolution has been reached and shall notify the
CONTRACTOR of the approved resolution. If CONTRACTOR is unable to obtain content
that conforms to WCAG 2.0 AA, it shall demonstrate through its reporting to HCFA that
obtaining or providing accessible content would fundamentally alter the nature of its goods
and services or would result in an undue burden.

Section 2.29.1.3.9 shall be amended as follows:

2.29.13.9 A staff person to serve as the CONTRACTOR’s Non-discrimination Compliance

Coordinator. This person shall be responsible for the CONTRACTOR’s compliance with
applicable federal and state civil rights laws, regulations, rules and policies, including but not
limited to, Title 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, and the Age
Discrimination Act of 1975. The CONTRACTOR shall report to TENNCARE in writing, to
its Office of Civil Rights Compliance within ten (10) calendar days of the commencement of
any period of time that the CONTRACTOR does not have a designated staff person for non-
discrimination compliance. The CONTRACTOR shall report to TENNCARE at such time
that the function is redirected as required in Section 2.29.1.2;

Section 2.30.3 shall be deleted and replaced as follows:

Community Outreach

The CONTRACTOR shall submit an initial Annual Community Outreach Plan on December 1, 2015 with
subsequent annual plans beginning January 15, 2017. These plans shall then be due on January 15™ of
each year and must be written in accordance with guidance provided in Section 2.7.4.2.2.

Section 2.30.5.3 shall be deleted and replaced as follows:

23053

The CONTRACTOR shall submit annually, on July 1 after the close of the state calendar
year, a Population Health Annual Report in the format described in the annual report
template provided by TENNCARE. The report shall include active participation rates, as

9
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designated by NCQA, for programs with active interventions. Short term and intermediate
outcome data reporting is required. Member satisfaction shall be reported based upon NCQA
requirements along with functional status for members in the Chronic Care Management and
Complex Case Management programs.

Section 2.30.7 shall be deleted and replaced in its entirety as follows and all Section
references shall be renumbered accordingly:

Integrated Health Services Delivery Model Reports

2.30.7.1

2.30.7.1.1

2.30.7.1.2

2.30.7.1.3
2.30.7.1.4

2.30.7.1.5

2.30.7.1.6

2.30.7.1.7

2.30.7.1.8

2.30.7.1.9

The CONTRACTOR shall submit a quarterly SelectCommunity Care Management and
Member Reassessment Report. The report shall include information on the CONTRACTOR’s
care management assignment, as well as current and cumulative performance on various
measures, and shall include, but not be limited to, the following information:

The member name, SSN, and DOB;

Whether the member has complex unstable physical or behavioral health needs (see Section
3.A.14.3.), complex stable physical or behavioral health needs (see Section 3.A.14.4), or no
complex physical or behavioral health needs;

The assigned Nurse Care Manager (NCM) name, email address, and direct phone number;
The NCM Supervisor name, email, and direct phone number;

The average NCM-to-SelectCommunity member staffing ratio for 1) members of the former
Arlington class and 2) other SelectCommunity members on the last business day of the
month prior to the report submission (e.g., the report submitted in January 2012 will reflect
the average staffing ratios as they appeared on December 31, 2011);

The number of members of the former Arlington class and other SelectCommunity members
assigned to each individual Nurse Care Manager on the last business day of the month prior
to the report submission (e.g., the report submitted in January 2012 will reflect Nurse Care
Manager assignments as they appeared on December 31, 2011);.

The number and percent of SelectCommunity members with complex unstable physical or
behavioral health needs visited/ not visited in their residence face-to-face by their Nurse Care
Manager at least monthly;

The number and percent of SelectCommunity members with complex stable physical or
behavioral health needs contacted/ not contacted by their Nurse Care Manager at least
monthly either in person or by telephone, and visited/ not visited in their residence face-to-
face by their Nurse Care Manager at least quarterly;

The number and percent of SelectCommunity members with no complex physical or
behavioral health needs contacted/ not contacted by their Nurse Care Manager at least
quarterly either in person or by telephone, and visited/ not visited in their residence face-to-
face by their Nurse Care Manager at least semi-annually;

10
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2.30.7.1.10 The number and percent of SelectCommunity members for whom the CONTRACTOR

2.30.7.1.11

2.30.7.2

2.30.7.3

Section

has/has not reassessed the member’s physical and behavioral health needs at least once every
365 days ; and

The number and percent of SelectCommunity members for whom the CONTRACTOR
has/has not reassessed the member’s physical and behavior health needs within five (5)
business days of becoming aware that the member’s functional, physical, or behavioral status
has changed significantly as defined by but not limited to section 3.A.8.1.1 thru 3.A.8.1.5.

The CONTRACTOR shall submit to TENNCARE a quarterly SelectCommunity Delays in
Service Report as defined in Section 3.A.6.13.

The CONTRACTOR shall, using a tool and methodology approved by TENNCARE, conduct
annual consumer satisfaction surveys of all SelectCommunity Members who are participating
in the IHSD model, and shall provide such results to TENNCARE for review and
dissemination.

2.30.16.2.2 shall be amended by deleting the following link:

(http://www.tn.gov/tenncare/forms/disclosureownership.pdf).

Sections 2.30.20.1 and 2.30.20.2 through 2.30.20.2.2.4 shall be deleted and replaced as
follows, including any references thereto.

2.30.20.1

2.30.20.2

If the CONTRACTOR has subcontracted claims processing for TennCare claims, the
CONTRACTOR shall provide to TENNCARE a Type II SOC1 examination based on the
Statement on Standards for Attestation Engagements (SSAE) No. 16 for each non-affiliated
organization processing claims that represent more than twenty percent (20%) of TennCare
medical expenses of the CONTRACTOR. This report shall be performed by an independent
auditor (“service auditor”) and shall be due annually on May 1 for the preceding year
operations or portion thereof.

In a Type II report, the auditor will express an opinion on whether the organization’s
description of controls presents the relevant aspects of the organization’s actual controls in
operation for the period specified in the report, typically one year. Also the report will
determine whether the controls were suitably designed to achieve specified control objectives
with sufficient effectiveness to provide reasonable, but not absolute assurance that the control
objectives were achieved during the period specified.

11
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The service auditor will express an opinion on (1) whether the service organization’s
description of its controls presents fairly, in all material respects, the relevant aspects of the
service organization’s controls that had been placed in operation as of a specific date, and (2)
whether the controls were suitably designed to achieve specified control objectives, and (3)
whether the controls that were tested were operating with sufficient effectiveness to provide
reasonable, but not absolute, assurance that the control objectives were achieved during the
period specified.

26. Section 2.30.22 shall be deleted and replaced as follows:

2.30.22 Non-Discrimination Compliance Reports

2.30.22.1

2.30.22.1.1

2.30.22.2

2.30.22.3

In July of every year this Contract is in effect, HCFA shall provide the CONTRACTOR with

a Nondiscrimination Compliance Questionnaire. The CONTRACTOR shall answer the
questions contained in the Compliance Questionnaire and submit the completed
Questionnaire to HCFA within thirty (30) calendar days of receipt of the Compliance
Questionnaire from HCFA with any requested documentation, which shall include, the
CONTRACTOR’s Assurance of Nondiscrimination. The signature date of the
CONTRACTOR’s Nondiscrimination Compliance Questionnaire shall be the same as the
signature date of the CONTRACTOR’s Assurance of Nondiscrimination.  The
Nondiscrimination Compliance Questionnaire deliverables shall be in a format specified by
HCFA.

As part of the requested documentation for the Nondiscrimination Compliance Questionnaire,
the CONTRACTOR shall submit copies of its nondiscrimination policies and procedures that
demonstrate nondiscrimination in the provision of its services, programs, or activities
provided under this Contract. These policies shall include topics, such as, working to reduce
and end health disparities, the provision of language and communication assistance services
for LEP individuals and individuals that require effective communication assistance in
alternative formats (auxiliary aids or services), and providing assistance to individuals with
disabilities. Any nondiscrimination policies and procedures that are specific to HCFA
program members shall be prior approved in writing by HCFA.

As a part of the requested documentation for the Nondiscrimination Compliance
Questionnaire the CONTRACTOR shall include reports that capture data for all language and
communication assistance services used and provided by the CONTRACTOR under this
Contract. One report shall contain the names of the CONTRACTOR’s language and
communication assistance service providers, the languages that interpretation and translation
services are available in, the auxiliary aids or services that were provided and that are
available, the hours the language and communication assistance services are available, and
the numbers individuals call to access language and communication assistance services. A
separate report shall list all requests for language and communication assistance services,
including the requestor’s name and identification number, the requested service, the date of
the request, the date the service was provided, and the name of the service provider.

The CONTRACTOR shall submit a quarterly Non-discrimination Compliance Report which
shall include the following:

12
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2.30.22.3.1 A summary listing that captures the total number of the CONTRACTOR’s new hires that
have completed civil rights/nondiscrimination training and cultural competency training and
the dates the trainings were completed for that quarter; and

2.30.22.3.1.1 A listing of the total number of the CONTRACTOR’s employees that have completed
annual civil rights training and cultural competency training and the dates completed for
that quarter, if annual training was provided during that quarter.

2.30.22.3.2 An update of all written discrimination complaints filed by individuals, such as, employees,
members, providers and subcontractors in which the discrimination allegation is related to the
provision of and/or access to TennCare covered services provided by the CONTRACTOR,
which the CONTRACTOR is assisting TENNCARE with resolving. This update shall
include, at a minimum: identity of the complainant, complainant’s relationship to the
CONTRACTOR, circumstances of the complaint, type of covered service related to the
complaint, date complaint filed, the CONTRACTOR’s resolution, date of resolution, and the
name of the CONTRACTOR staff person responsible for adjudication of the complaint. For
each complaint reported as resolved the CONTRACTOR shall submit a copy of the
complainant’s letter of resolution.

2.30.22.3.2.1 The CONTRACTOR shall also provide a listing of all discrimination claims that are
reported to the CONTRACTOR that are claimed to be related to the provision of and/or
access to TennCare covered services provided by the CONTRACTOR. This listing shall
include, at a minimum: identity of the person making the report, the person’s relationship
to the CONTRACTOR, circumstances of the report, type of covered service related to the
report, date of the report, the CONTRACTOR’s resolution, and date of resolution. When
such reports are made, the CONTRACTOR shall offer to provide discrimination
complaint forms to the individual making the report.

2.30.22.3.3 A listing of all member requests for language and communication assistance services. The
report shall list the member, the member’s identification number, the requested service, the
date of the request, the date the service was provided and the name of the service provider.

The Title Section 3A shall be amended as follows:

INTEGRATED HEALTH SERVICES DELIVERY MODEL FOR PERSONS WITH
INTELLECTUAL DISABILITIES

Section 3A.1.1 shall be amended as follows:

3A.1.1 Notwithstanding any provision in this Contract to the contrary, the CONTRACTOR shall be
responsible for the implementation of an Integrated Health Services Delivery =~ Model (IHSD),
known as “SelectCommunity,” for persons with intellectual disabilities as set forth in this
Section.

The model as defined herein includes the following:

13
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Section 3.A.1.1.4 shall be amended as follows:

3.A.1.1.4 Ongoing coordination with long-term care services the member receives, including Home and

Community Based Services (HCBS) provided under a Section 1915(c) waiver program for
persons with intellectual disabilities or Institutional services in an Intermediate Care Facility
for Individuals with Intellectual Disabilities (ICF/IID) or Nursing Facility (NF), as
applicable; and

Section 3.A.1.3 shall be amended as follows:

3.A.13

The cornerstone of the model is Nurse Care Management, which shall be provided by the
CONTRACTOR as an administrative service, rather than a covered benefit. Each TennCare
Select member within the target population shall have an assigned Nurse Care Manager.
Nurse Care Managers shall develop an individualized, Integrated Plan of Health Care for
each member, coordinate the full array of covered physical and behavioral health services
eligible members need, and work closely with Independent Support Coordinators or Waiver
Case Managers, as applicable and HCBS Waiver, ICF/IID and/or NF providers in
implementing the Integrated Plan of Health Care which operates in conjunction with the
member’s Individual Support Plan. In addition to extensive professional nursing experience
and expertise, Nurse Care Managers will receive training specific to the I/DD population,
with particular focus on medical issues common in occurrence and nursing procedures
frequently required for the I/DD population.

Section 3.A.2.2 shall be amended as follows:

3.A22

The CONTRACTOR shall provide Nurse Care Management to all TennCare Select members
in the former Arlington Class who are residing in public or private ICFs/IID, nursing homes
or in other institutional or alternative home and community-based placements, which may
include the person’s (or family’s) home, except that persons enrolled in the CHOICES
program shall not participate in the Integrated Health Services Delivery Model. TENNCARE
shall determine, at its discretion, whether members in the former Arlington class in nursing
homes will be enrolled into CHOICES or into the Integrated Health Services Delivery Model.
If the State elects to enroll members in the former Arlington class in nursing homes into the
Integrated Health Services Delivery Model, such members who elect to opt out of the
Integrated Health Services Delivery Model shall be required to enroll in CHOICES in order
to receive nursing home services.

Section 3.A.2.4 shall be deleted in its entirety and the remaining Section shall be
renumbered accordingly, including any references thereto.

Section 3A.3.2.1 shall be amended as follows:

3A3.2.1

Such policies and procedures shall specify the role and authority of Nurse Care Managers in
authorizing needed physical and behavioral health services. At the discretion of the
CONTRACTOR, authorization of home health, private duty nursing, and direct therapy
services (i.e., occupational, physical and speech therapy services) may be completed by the
Nurse Care Manager or through the CONTRACTOR s established UM processes but shall be
coordinated by the Nurse Care Manager to ensure timely access to needed care and
coordination with HCBS Waiver benefits.

14
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Section 3A.4.1 shall be amended as follows:

3A.4.1

3.A4.1.1

The CONTRACTOR shall, within five (5) business days after the date of SelectCommunity
eligibility of each new member in the target population assign a specific Nurse Care Manager
who shall have primary responsibility for performance of Nurse Care Management activities
as specified in this Section, and who shall be the member’s point of contact for coordination
of physical and behavioral health services.

The CONTRACTOR shall establish a process for educating new members on the TennCare
disenrollment process, including criteria for disenrollment.

Section 3A.4.2 shall be amended as follows:

3A4.2

The CONTRACTOR shall, within ten (10) business days after the date of SelectCommunity
eligibility of each new member in the target population into TennCare Select, provide written
notice to the member including the name and contact information for his/her assigned Nurse
Care Manager, and how to obtain assistance for urgent physical and behavioral health needs
after hours.

Section 3A.6.1. shall be amended as follows:

3A.6.1

Upon completion of the assessment, the CONTRACTOR shall coordinate with a Care
Management Support Team to develop an individualized, Integrated Plan of Health Care.
Such plan shall be completed within thirty (30) calendar days of the date of SelectCommunity
eligibility

Section 3A6.6 shall be amended as follows:

3A.6.6

For persons residing in Institutional Placements, the Integrated Plan of Health Care shall
supplement the facility’s plan of care (which is required pursuant to federal regulation), and
shall focus on the provision of services covered by TennCare Select that are beyond the scope
of the Institutional ICF/IID or NF benefit, including targeted strategies related to improving
health, functional, or quality of life outcomes (e.g., related to Population Health or pharmacy
management) or to increasing and/or maintaining health and/or functional status, as
appropriate.

Section 3A.6.10 shall be amended as follows:

3A.6.10

The member’s Nurse Care Manager shall provide a copy of the member’s completed
Integrated Plan of Health Care, including any updates, to the member, the member’s guardian
or conservator, as applicable, the HCBS Waiver ISC or Case Manager, and the member’s
community residential alternative provider, as applicable. The member’s Nurse Care
Manager/Care Management Support Team shall provide copies to other providers authorized
to deliver care to the member upon request, and shall ensure that such physical and
behavioral health care providers who do not receive a copy of the Integrated Plan of Health
Care are informed in writing of all relevant information needed to ensure the provision of
quality physical and behavioral health services for the member.

15
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Section 3A.6.13 shall be amended as follows:

3A.6.13

The CONTRACTOR shall provide to TENNCARE a report quarterly and/or upon request of
all delays in service notices issued to participants in the Integrated Health Services Delivery
Model, which shall specify at a minimum, the member’s name and Medicaid ID, the type of
service delayed, the date the service was authorized, the date the notice of delay was issued,
the reason for the delay, and the projected date that the service will be available.

Section 3A.7.1 shall be amended as follows:

3A.7.1

The Nurse Care Manager shall reassess physical and behavioral health needs at least once
every three hundred and sixty-five (365) days and within five (5) business days of the
CONTRACTOR’s becoming aware that the member’s functional, physical, or behavioral
status has changed significantly which may include, but is not limited to:

Section 3A.7.3 and subsections thereto shall be amended as follows:

3A.7.3

3A.7.3.1

3A.7.3.2

The reassessment shall occur at least once every three hundred and sixty-five (365) days,
calculated either from the effective date of enrollment into the Integrated Health Services
Delivery Model, or if an assessment occurs due to the CONTRACTOR’s becoming aware
that the member’s functional, physical, or behavioral status has changed significantly, within
three hundred and sixty-five (365) days of such assessment.

For members who disenroll from and re-enroll into the Integrated Health Services
Delivery Model within thirty (30) or less days, the reassessment shall occur as stated in
Section 3A.7.3 above.

For members who disenroll from and re-enroll into the Integrated Health Services
Delivery Model after thirty-one (31) or more days, the member shall be assessed as a new
enrollee and the reassessment date shall occur at least once every three hundred and sixty-
five (365) days from the effective date of the re-enrollment or if an assessment occurs due to
the CONTRACTOR’s becoming aware that the member’s functional, physical, or behavioral
status has changed significantly, within 365 days of such assessment.

Section 3A.9.3 shall be deleted in its entirety and the remaining Section 3A.9 shall be
renumbered accordingly, including any references thereto.

Section 3A.10.2 shall be deleted and replaced as follows:

3A.10.2

The CONTRACTOR shall monitor home health services, private duty nursing, and
occupational, physical and speech therapy services covered under the TennCare 1115 Waiver
program, to ensure such services are provided in accordance with the member’s Integrated
Plan of Health Care, including the amount, frequency, duration and scope of each service, in
accordance with the member’s service schedule; and that services continue to meet the
member’s needs
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Section 3A.11 shall be amended by adding new subsection 3A.11.6 as follows:

3A.11.6  The CONTRACTOR shall develop and implement processes related to TennCare
disenrollment in a manner approved by TENNCARE.

Section 3A.13.4 shall be amended as follows:

3A.13.4  The CONTRACTOR shall use information regarding members gathered through assessment UM,

and other processes as well as predictive modeling to help identify members with the most
significant health and/or behavioral health needs who are at the highest risk and who offer the
greatest potential for improvements in health outcomes, and to stratify members and prioritize
Nurse Care Manager resources accordingly, such that individual Nurse Care Managers may have
a greater or lesser number of assigned members based on the level of need of such members. The
average Nurse Care Manager-to-member ratio shall not exceed 1:35 for members of the former
Arlington class members who are not in an ICF/IID or other institutional placement and 1:50 for
all other members.

Section 3A.13.7 shall be amended as follows:

3A.13.7  After the Integrated Health Services Delivery Model has been implemented, the
CONTRACTOR shall notify TENNCARE in writing of substantive changes to its Nurse Care
Management Staffing Plan, including a variance of twenty (20) percent or more from the
Staffing Plan. TENNCARE may request changes in the CONTRACTOR’s Nurse Care
Management Staffing Plan at any time it determines that the CONTRACTOR does not have
sufficient Nurse Care Management staff to properly and timely perform its obligations under
this Contract.

Section 3A.13.9 shall be amended as follows:

3A.13.9  Nurse Care Managers shall be physically located within each Grand Region of the State to
ensure proximity to the member and care providers. The CONTRACTOR shall ensure at least
one (1) supervisor of Nurse Care Managers is located in each Grand Region. The
CONTRACTOR shall report the location of each nurse care manager upon request.

Section 3A.14.1.3 shall be amended as follows:

3A.14.1.3 Section 1915(c) Waiver Programs for Persons with Intellectual Disabilities, including
covered benefits and Independent Support Coordination or Case Management, as applicable;

Section 3A.14.1.9 shall be deleted in its entirety and the remaining Section shall be renumbered
accordingly, including any references thereto.

Section 3A.15.2 shall be amended as follows:

3A.152  The CONTRACTOR shall, using a tool and methodology approved by TENNCARE, conduct
annual consumer satisfaction surveys of all SelectCommunity members who are participating
in the IHSD model, and shall provide such results to TENNCARE for review and
dissemination.
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Amendment 38 (cont.)
51. Section 3A.16 shall be deleted in its entirety and the remaining Section 3A shall be
renumbered accordingly, including any references thereto.

52. The previous Section 3A.17.1.8 shall be deleted in its entirety and the remaining renumbered
Section 3A.16.1 shall be renumbered accordingly, including any references thereto.

531 The renumbered Section 3A.17 and all subsections thereto shall be deleted in their entirety
and subsequent sections shall be renumbered accordingly.

54. Section 4.2 shall be amended by adding a new Section 4.2.5 as follows and the remaining
Section 4.2 shall be renumbered accordingly, including any references thereto.

4.2.5 HEDIS Measures (Beginning Reporting Year 2016)

42.5.1 Beginning with Reporting Year 2016, the following measures will be used for incentives
through reporting year 2018. The measures are the following HEDIS measures and one
EPSDT measure:

42.5.1.1 Timeliness of Prenatal Care;

4.2.5.1.2 Postpartum Care;

42.5.1.3 Medication Management for People with Asthma — seventy five percent (75%) measure;

4.2.5.1.4 Diabetes- Nephropathy, retinal exam, and BP <140/90;

4.2.5.1.5 Follow-up Care for Children Prescribed ADHD medication-initiation phase;

425.1.6 Follow-up Care for Children Prescribed ADHD Medication — continuation phase. Both
initiation and continuation measures have to be calculated in order to receive quality
incentive payment;

4.2.5.1.7  Adolescent well-care visits;

4.2.5.1.8 Immunizations for Adolescents — Combo 1;

4.2.5.1.9  Antidepressant Medication Management — acute and continuation;

4.2.5.1.10 EPSDT screening ratio ninety percent (90%) or above.

55 The Liquidated Damages Chart in Section 5.20.2.2.7 shall be amended as follows:

PROGRAM
LEVEL ISSUES DAMAGE
A.16 Failure to comply with the $5,000 per month that the CONTRACTOR’s

timeframes for developing performance is 85-89% by service setting (nursing
and approving a plan of care facility or HCBS)

for transitioning CHOICES $10,000 per month that the CONTRACTOR’s
members in Group 2, performance is 80-84% by service setting (nursing
authorizing and initiating facility or HCBS)

18



Amendment 38 (cont.)

PROGRAM
LEVEL ISSUES DAMAGE

nursing facility services for $15,000 per month that the CONTRACTOR’s

transitioning CHOICES performance is 75-79% by service setting (nursing

members in Group 1, or facility or HCBS)

initiating long-term care $20,000 per month that the CONTRACTOR’s

services for CHOICES performance is 70-74% by setvice setting (nursing

members (see Sections 2.9.2, facility or HCBS)

2.9.3, and 2.9.6) $25,000 per month that the CONTRACTOR’s
performance is 69% or less by service setting
(nursing facility or HCBS)
These amounts shall be multiplied by two (2) when
the CONTRACTOR has not complied with the
Caseload and Staffing requirements as specified in
Section 2.9.6.12.9 of this Contract
TENNCARE may opt, at its discretion, to apply a
$500 per occurrence assessment in lieu of the
methodology described above. This per occurrence
amount shall be multiplied by two (2), totaling a
$1,000 per occurrence assessment when the
CONTRACTOR has not complied with the
Caseload and Staffing requirements as specified in
Section 2.9.6.11.9 of this Contract -

A.17(a) Failure to meet the $5,000 per month that 11-15% of visits are missed

performance standards for a reason attributable to the provider (provider

established by TENNCARE initiated), by specified HCBS

regarding missed visits for $10,000 per month that 16-20% of visits are missed

personal care, attendant care, for a reason attributable to the provider (provider

or home-delivered meals for initiated), by specified HCBS

CHOICES members $15,000 per month that 21-25% of visits are missed

(referred to herein as for a reason attributable to the provider (provider

“specified HCBS”) for initiated), by specified HCBS

members in CHOICES $20,000 per month that 26-30% of visits are missed

Group 2 or 3 for a reason attributable to the provider (provider
initiated), by specified HCBS
$25,000 per month that 31% or more of visits are
missed for a reason attributable to the provider
(provider initiated), by specified HCBS

A.17(b) Failure to conduct ongoing $5,000 per occurrence

real-time monitoring of
missed and late visits (see
2.9.6.9.2.1.9 and
2.9.6.12.1.11)
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Amendment 38 (cont.)

LEVEL PROGRAM DAMAGE
A.17(c) Failure to address service $5,000 per occurrence

gaps, and ensure that back-
up plans are implemented
and effectively working (see
2.9.6.9.2.1.10 and
2.9.6.12.1.11)

B.19

Failure to comply with the
timeframe for resolving
complaints (see Section
2.19.2)

$1,000 per month that the CONTRACTOR’s
performance is 85-89%

$2,000 per month that the CONTRACTORs
performance is 80-84%

$3,000 per month that the CONTRACTOR’s
performance is 75-79%

$4,000 per month that the CONTRACTOR’s
performance is 70-74%

$5,000 per month that the CONTRACTOR’s
performance is 69% or less

TENNCARE may opt, at its discretion, to apply a
$500 per occurrence assessment in lieu of the
methodology described above

B.23

Failure to meet any
timeframe regarding care
coordination for CHOICES
members (see Sections 2.9.2,
2.9.3,2.9.6,2.9.6.2.3.4(4),
2.9.6.5.1.1,2.9.6.10.2.1.2,
2.9.6.10.3,and 2.24.4.2.1)
other than the timeframes
referenced in Program [ssues
A.l6or A.17

$5,000 per month for each timeframe that the
CONTRACTOR’s performance is 85-89%
$10,000 per month for each timeframe that the
CONTRACTOR’s performance is 80-84%
$20,000 per month for each timeframe that the
CONTRACTOR’s performance is 75-79%
$50,000 per month for each timeframe that the
CONTRACTOR’s performance is 70-74%
$100,000 per month for each timeframe that the
CONTRACTOR’s performance is 69% or less

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

TENNCARE may opt, at its discretion, to apply a
$500 per occurrence assessment in lieu of the
methodology described above. This per occurrence
amount shall be multiplied by two (2), totaling a
$1,000 per occurrence assessment when the
CONTRACTOR has not complied with the
Caseload and Staffing requirements as specified in
Section 2.9.6.11.9 of this Contract. ‘
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Amendment 38 (cont.)

C.1 Failure to comply in any way
with staffing requirements as TENNCARE may opt at its discretion to assess
described in Section 2.29.1 of $1,000.00 per calendar day, for each separate
this Contract failure to comply with the required staffing

requirements, from the first day of noncompliance
through the thirtieth (30th) day of noncompliance.
Additionally, at its discretion, TENNCARE may
multiply this amount by two (2) for each day after
thirty (30) calendar days for each specific instance
that the CONTRACTOR fails to comply with the
staffing requirements of the Contract.

56. Section 5.40.6 shall be amended by deleting and replacing the website link as follows:

5.40.6 Loss or Suspected Loss of Data — If an employee of the CONTRACTOR becomes aware of suspected
or actual loss of PHI/PII, he or she must immediately contact TENNCARE within one (1) hour to
report the actual or suspected loss. The CONTRACTOR will use the Loss Worksheet located
athttp://tn.gov/assets/entities/tenncare/attachments/phi_piiworksheet.pdf to quickly gather and
organize information about the incident. The CONTRACTOR must provide TENNCARE with timely
updates as any additional information about the loss of PHI/PII becomes available.

57. The last line of Attachment VI shall be deleted and replaced as follows:

E-Mail Address: http://tn.gov/tenncare/ (follow the prompts that read “Stop TennCare Fraud”)

58. Section A.3.3 of Attachment XI shall be amended by adding a new sentence to the end of
the existing text as follows:

A.3.3 The CONTRACTOR shall not have a time limit for scheduling transportation for future
appointments. For example, if a member calls to schedule transportation to an appointment that is
scheduled in two (2) months, the CONTRACTOR shall arrange for that transportation and shall not
require the member to call back at a later time. Members identified as a No Show and have been placed
on probation may be required to call back at a later time.

59. Section A.5.1 of Attachment XI shall be amended by adding a new Section A.5.1.6 as
follows:

A5.1.6 Failure to comply with requirements regarding scheduling, assigning and dispatching trips

may result in liquidated damages as provided in Section 5.20 of the Contract, Section A.20 of
this Attachment, and/or Exhibit F of this Attachment.

60. Section A.8.3.7 of Attachment XI shall be deleted and replaced as follows:

A.8.3.7 The CONTRACTOR shall ensure that all drivers pass a drug test prior to providing services
under the Contract. 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
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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 shall ensure that all drivers have been tested within the last five (5) years in
the event they have not been randomly selected for testing. 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 if the actual test results cannot be provided.

Section A.11.3 of Attachment XI shall be deleted and replaced as follows:

A.11.3

Members shall not be charged for no-shows (as defined in Exhibit A of this Attachment). The
CONTRACTOR shall monitor NEMT member no-shows and enforce the No-Show Policy
provided to them by TENNCARE. Probation periods for non-compliant members shall be
enforced as described in the policy. Failure to administer this policy and adhere to the
probation notice requirements schedule shall result in liquidated damages as described in
Exhibit F of this Attachment.

Section A17.5.5 of Attachment XI shall be amended by deleting and replacing the reference
to Section A.19.6.8 with Section A.19.5.8.

Section A.19.1 of Attachment XI shall be amended by adding a new Section A.19.1.5 as

follows:

A.19.1.5

No-Show Report. The CONTRACTOR shall submit a monthly no — show report utilizing the
template provided by TENNCARE

Definition number 9 in Exhibit A of Attachment XI shall be deleted and replaced as

follows:

9. No-Show: A trip is considered a no-show when the driver arrived on time, made his/her
presence known, and the member cancels at the door or is not present five (5) minutes after the
scheduled pick-up time.

Item No. 2 in Exhibit F of Attachment XI shall be deleted and replaced as follows:

No.

PERFORMANCE STANDARD LIQUIDATED DAMAGE

Comply with the approval and scheduling $1,000 per deficiency
requirements (see Section A.5.1 of this
Attachment)
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Amendment 38 (cont.)

66. Exhibit F of Attachment XI shall be amended by adding new Items as follows:

No. PERFORMANCE STANDARD LIQUIDATED DAMAGE

14 Failure by the CONTRACTOR to provide an $2500 for failure to provide an acceptable
acceptable Member Satisfaction Survey as survey as required
required summarizing the methods and findings
identifying opportunities for improvement in
NEMT Services (see Sections A.17.5 and

B A.19.5.8 of this Attachment)

15 Failure by the CONTRACTOR to enforce the $100 per occurrence for failure to follow the
Member No-Show Policy and adhere to the notification requirements of the No-Show
requirements of the policy provided to you by Policy
TENNCARE (see Section A.11.3 of this
Attachment) $100 per occurrence for failure to follow the

probationary requirements of the No-Show
Policy
$100 per occurrence for failure to administer
the No Show policy to a Non-Compliant
Member reported to you by the driver

67. Attachment XII shall be deleted in its entirety and the remaining attachments shall be renumbered

accordingly, including any references thereto.
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Amendment 38 (cont.)

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 1, 2016.

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 WHEREOQF, the parties have by their duly authorized representatives set their signatures.

STATE OF TENNESSEE
DEPARTMENT OF FINANCE VOLUNTEER STATE HEALTH PLAN, INC.
AND ADMINISTRATION
Bt/ (i (0. (
BY: Z,.m / BY: y44\ Zug ﬁf’f.xu ( A
Larry B. Mg Amber Cambron
Commzsszoner President & CEO VSHP
pate: [ 2/M/2015 DATE: __/d] //0 //5
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AMENDMENT NUMBER 37

AN AGREEMENT FOR THE ADMINISTRATION OF TENNCARE SELECT

BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
VOLUNTEER STATE HEALTH PLAN, INC.

CONTRACT NUMBER: FA-02-14632-00

For and in consideration of the mutual promises herein contained and other good and valuable consideration, the
receipt and sufficiency of which is hereby acknowledged, the parties agree to clarify and/or amend the Agreement
for the Administration of TennCare Select by and between the State of Tennessee TennCare Bureau, hereinafter
referred to as TENNCARE, 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.

L. Section 2.7.2.8 shall be amended by adding new subsections 2.7.2.8.4 through 2.7.2.8.4.2 as follows:

2.7.2.8.4  Behavioral Crisis Prevention, Intervention, and Stabilization Services for Members with
Intellectual or Developmental Disabilities (I/DD)

2.7.2.84.1

2.7.2.84.1.1

2.72.84.1.2

2.72.84.1.3

2.7284.14

2.7.2.84.15

The CONTRACTOR shall provide Behavioral Crisis Prevention, Intervention, and
Stabilization Services for members with intellectual or developmental disabilities (I/DD).
The CONTRACTOR shall develop and maintain a network of providers with sufficient
experience and expertise in providing behavioral services to members with I/DD to assist
and support the person or agency primarily responsible (whether paid or unpaid) for
supporting a member with I/DD who is experiencing a behavioral crisis that presents a
threat to the member’s health and safety or the health and safety of others. Behavioral
Crisis Prevention, Intervention, and Stabilization Services are typically initiated on-site at
the crisis location to help prevent unnecessary institutional placement or psychiatric
hospitalization. Such services shall include:

Assessing the nature of a crisis to determine whether the situation can be stabilized in the
current location or if @ more intensive level of intervention is necessary (e.g., behavioral
respite, or when appropriate, inpatient mental health treatment);

Arranging the more intensive level of intervention when necessary;

Direction to those present at the crisis or direct intervention to de-escalate behavior or
protect others in the immediate area;

Identification of potential triggers, including history of traumatic stress (as applicable),
and development or refinement of interventions, including trauma informed care
strategies, to address behaviors or issues that precipitated the behavioral crisis; and/or

Training and technical assistance to those who support the member on trauma informed
care, crisis interventions, and strategies to mitigate issues that resulted in the crisis.
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Amendment 37 (cont.)

2.7.2.8.4.2 The CONTRACTOR shall, pursuant to 2.30.8.1, report to TENNCARE the network of
providers with experience and expertise in providing behavioral services to members
with I/DD to deliver the services specified in 2.7.2.8.4.1 above.

Section 2.7.7 shall be amended by adding a new Section 2.7.7.6 as follows:

2776 For all education activities required in this section pertaining to advance directives, the
CONTRACTOR shall use materials provided by TENNCARE.

Amendment 36 incorrectly identified Section 2.8.7 to be deleted and replaced. The correct
Section reference to be replaced should have been 2.8.6. Sections 2.8.6 and 2.8.7 should
read as follows:

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
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.

Informing and educating Members

The CONTRACTOR shall inform all members of the availability of Population Heath Programs and how
to access and use the program services. The member shall be provided information regarding their
eligibility to participate, how to self refer, and how to either appropriately “opt in” or “opt out” of a
program.

Section 2.9.4 and 2.9.4.1 shall be deleted and replaced as follows:

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

2.94.1 When a member 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 2.9.7.3.8 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.

Section 2.9.6.2.4 shall be amended by adding a new Section 2.9.6.2.4.6 as follows:

296246 Any time the CONTRACTOR submits a level of care application to TENNCARE for a
member in a Nursing Facility, the CONTRACTOR shall, as expeditiously as possible and
within no more than two (2) business days, notify the Nursing Facility that a level of care
application has been submitted, and shall provide a copy of such application to the
Nursing Facility.
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Amendment 37 (cont.)

Section 2.9.6.5.2.2 shall be deleted and replaced as follows:

2.9.6.5.2.2

At a minimum, for members in CHOICES Group 2 and 3, the comprehensive needs
assessment shall assess: (1) the member’s overall wellness including physical, behavioral,
functional, and psychosocial needs, and an evaluation of the member’s financial health as
it relates to the member’s ability to maintain a safe and healthy living environment,
which for individuals receiving community-based residential alternative services other
than companion care, shall include the member’s capabilities and desires regarding
personal funds management; any training or assistance needed to support the member in
managing personal funds or to develop skills needed to increase independence with
managing personal funds; and any health, safety or exploitation issues that require
limitations on the member’s access to personal funds; (2) the member’s interest in
pursuing integrated, competitive employment and any barriers to pursuing employment
(as applicable); (3) the member’s opportunities to engage in community life and access
community services and activities to the same degree as individuals not receiving HCBS;
(4) the member’s natural supports, including care being provided by family members
and/or other caregivers, and long-term care services the member is currently receiving
(regardless of payor), and whether there is any anticipated change in the member’s need
for such care or services or the availability of such care or services from the current
caregiver or payor; and (5) the physical health, behavioral health, and long-term care
services and other social support services and assistance (e.g., housing or income
assistance) that are needed, as applicable, to ensure the member’s health safety and
welfare in the community, delay or prevent the need for institutional placement, and to
support the member’s individually identified goals and outcomes, including employment
(as applicable) and integrated community living.

Section 2.9.6.6.2.4 and 2.9.6.6.2.5 through 2.9.6.6.2.5.14 shall be deleted and replaced by a
combined Section 2.9.6.6.2.4 as follows. The remaining Section 2.9.6.6.2 shall be
renumbered accordingly, including any references thereto.

2.9.6.6.2.4.

2.9.6.6.2.4.1

2.9.6.6.2.4.2

2.9.6.6.2.4.3

2.9.6.6.2.4.4

The plan of care developed for CHOICES members in Groups 2 and 3 prior to initiation
of CHOICES HCBS shall be completed in accordance with federal rules at 42 C.F.R. §
441.301(c) pertaining to person-centered planning and with TENNCARE protocol and at
a minimum shall include:

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, (along with signed copies of all documents required in order to allow access to
records or decision-making authority by the authorized representative(s), if applicable);

Documentation that the setting in which the member resides is chosen by the member
and meets the HCBS Settings Rule requirements of 42 C.F.R. § 441.301(c)(4)-(5);

The member’s strengths and interests;

Person-centered goals and objectives, including employment (as applicable) and
integrated community living goals, and desired wellness, health, functional, and quality
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2.9.6.6.2.4.5

2.9.6.6.2.46

2.9.6.6.24.7

2.9.6.6.2.4.8

2.9.6.6.2.4.9

2.9.6.6.2.4.10

2.9.6.6.2.4.11

2.9.6.6.2.4.12

2.9.6.6.2.4.13

2.9.6.6.24.14

2.9.6.6.2.4.15

2.9.6.6.2.4.16

2.9.6.6.2.4.17

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

Risk factors for the member and measures in place to minimize them, including for any
modification regarding the conditions set forth in the federal HCBS setting rule at 42
C.F.R. §§ 441.301(c)(4)(vi)(A) through (D), all of the documentation requirements
specified at 42 C.F.R. §§ 441.301(c)(2)(xiii)(A-H) and 441.301(c)(4)(vi)(F)(1-8);

Support, including specific tasks and functions that will be performed by family members
and other caregivers; i

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;

Home health, private duty nursing, and long-term care services the member will receive
from other payor sources including the payor of such services;

Home health and private duty nursing that will be authorized by the CONTRACTOR;

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, how such services should be delivered, including the member’s preferences, 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;

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;

For CHOICES Group 2 members, the projected TennCare monthly and annual cost of
home health and private duty nursing identified in 2.9.6.6.2.4.9 above, and the projected
monthly and annual cost of CHOICES HCBS specified in 2.9.6.6.2.4.10 above, and
for CHOICES Group 3 members, the projected total cost of CHOICES HCBS specified
in2.9.6.6.2.4.10 above, excluding the cost of minor home modifications;

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

physical, behavioral and functional needs;

Description of the member’s physical environment and any modifications necessary to
ensure the member’s health and safety;

Description of medical equipment used or needed by the member (if applicable);
Description of any special communication needs including interpreters or special devices;

A description of the member’s psychosocial needs, including any housing or financial
assistance needs which could impact the member’s ability to maintain a safe and healthy
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2.9.6.6.2.4.18

2.9.6.6.2.4.19

2.9.6.6.2.4.20

2.9.6.6.2.4.21

2.9.6.6.2.4.22

2.9.6.6.2.4.23

2.9.6.6.2.4.24

2.9.6.6.2.4.25

living environment and how such needs will be addressed in order to ensure the
member’s ability to live safely in the community;

For persons receiving community-based residential alternative services other than
companion care, a description of the member’s capabilities and desires regarding
personal funds management; the extent to which personal funds will be managed by the
provider agency or the member’s representative (as applicable); whether the member will
have a separate bank account rather than an agency-controlled account for personal
funds; any training or assistance that will be provided to support the member in managing
personal funds or to develop skills needed to increase independence with managing
personal funds; goals and objectives involving use of the member’s personal funds; and
any health, safety or exploitation issues that require limitations on the member’s access to
personal funds and strategies to remove limitations at the earliest possible time;

A person-centered statement of goals, objectives and desired wellness, health, functional
and quality of life outcomes for the member and how  CHOICES services are intended
to help the member achieve these goals;

Description of other services that will be provided to the member, including (1) covered
physical health services, including population health services, that will be provided by the
CONTRACTOR to help the member maintain or improve his or her physical health
status or functional abilities and maximize independence; (2) covered behavioral health
services that will be provided by the CONTRACTOR to help the member maintain or
improve his or her behavioral health status or functional abilities and maximize
independence; (3) other psycho/social support services and assistance needed in order to
ensure the member’s health, safety and welfare, and as applicable, to delay or prevent the
need for more expensive institutional placement; and (4) any non-covered services
including services provided by other community resources, including plans to link the
member to financial assistance programs including but not limited to housing, utilities
and food as needed;

Relevant information regarding the member’s physical health  condition(s), including
treatment and medication regimen, that is needed by a long-term care provider, caregiver
or the care coordinator to ensure appropriate delivery of services or coordination of care;

Frequency of planned care coordinator contacts needed, which shall include
consideration of the member’s individualized needs and circumstances, and which shall
at minimum meet required contacts as  specified in Section 2.9.6.10.4 (unplanned care
coordinator contacts shall be provided as needed);

Additional information for members who elect consumer direction of eligible CHOICES
HCBS, including but not limited to whether the member requires a representative to
participate in consumer direction and the specific services that will be consumer directed;

[f the member chooses to self-direct any health care tasks, the type of tasks that will be
self-directed;

Any steps the member and/or representative should take inthe event of an emergency
that differ from the standard emergency protocol;
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2.9.6.6.2.4.26 Planning what to do during an emergency shall include, but may not be limited to the
following:

2.9.6.6.2.4.26.1 Developing an emergency plan;

2.9.6.6.24262 Creating a plan to have shelter in place when appropriate;

2.9.6.6.2.4.26.3 Creating a plan to get to another safe place when appropriate; and

2.9.6.6.24.26.4 Identifying, when possible, two ways out of every room in

case of fire.

2.9.6.6.2.4.27 Identify any additional steps the member and/or representative should take in the event of
an emergency;

2.9.6.6.2.428 A disaster preparedness plan specific to the member; and

2.9.6.6.2.4.29 The member’s TennCare eligibility end date.

8. Section 2.9.6.6.2.6.4 shall be deleted and replaced as follows:

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

9. Section 2.9.6.6.2.7 shall be deleted and replaced as follows:
2.9.6.6.2.7 The member’s care coordinator/care coordination team shall provide a copy of the

member’s completed plan of care, including any updates, to the member, the member’s
representative, as applicable, the member’s community-based residential alternative
provider, as applicable, and other providers authorized to deliver care to the member, ,
and shall ensure that each provider signs the plan of care indicating they understand and
agree to provide the services as described prior to the schedule implementation of
services and prior to any change in such services. The CONTRACTOR shall have
mechanisms in place to ensure that such signatures and confirmation of each provider’s
agreement to provide services occurs within the timeframes specified in 2.9.6.3.12,
2.9.6.3.20, and 2.9.6.6.2.8, such that a delay in the initiation of services does not result.
Electronic signatures will be accepted for providers who are not present during the care
planning process or as needed to facilitate timely implementation, including updates to
the plan of care based on the member’s needs.
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Section 2.9.6.8 shall be amended by adding a new Section 2.9.6.8.26 as follows and
renumbering the remaining Section accordingly, including any references thereto.

2.9.6.8.26 Any nursing facility to community transition shall be based on the individualized needs
and preferences of the member. The CONTRACTOR shall not establish a minimum
number of members on any care coordinator’s caseload or a minimum number of
residents of any facility that must be transitioned to the community. The
CONTRACTOR shall ensure that care coordinators are screening members’ potential for
and interest in transition (see Section A.2.9.6.5.1.1) and when applicable, facilitating
transition activities in a timely manner (see Section A.2.9.6.8), but shall not require any
care coordinator as a condition of employment to identify a minimum number of nursing
facility residents for transition to the community. Nor shall the CONTRACTOR pay any
care coordinator an incentive or bonus based on the number of persons transitioned from
a nursing facility to the community, unless there are appropriate safeguards, as
determined and approved in writing by TENNCARE, to ensure that transitions are
appropriate and consistent with the needs and preferences of residents.

Section 2.9.6 shall be amended by adding new Sections 2.9.6.9 through 2.9.6.9.3 as follows
and subsequent sections shall be renumbered accordingly, including any references thereto.

2.9.6.9 Community-Based Residential Alternative (CBRA) Services

2.9.69.1 The CONTRACTOR shall authorize CBRA services and shall facilitate a member’s
transition into a CBRA service and a specific CBRA setting only when such service and
setting have been selected by the member; the member has been given the opportunity to
meet and to choose to reside with any housemates who will also live in the CBRA setting;
and the setting has been determined to be appropriate for the member based on the member’s
needs, interests, and preferences.

2.9.6.9.2  Prior to transition of any CHOICES Group 2 or 3 member into a community-based residential
alternative setting and the initiation of any community-based residential alternative services
other than companion care (including assisted care living facility services, adult care homes,
community living supports, and community living supports-family model), and prior to the
transition of any CHOICES Group 2 or 3 member to a new community-based residential
alternative services provider, the care coordinator shall visit the residence where the member
will live and shall, in accordance with protocols developed by TENNCARE, conduct an on-
site assessment of the proposed community-based residential alternative sefting to ensure
that the living environment and living situation are appropriate and that the member’s needs
will be safely and effectively met.
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2.9.6.9.3 Within the first twenty-four (24) hours of the transition of any CHOICES Group 2 or 3
member into a community-based residential alternative setting and the initiation of any
community-based residential alternative services other than companion care (including
assisted care living facility services, adult care homes, community living supports and
community living supports-family model), and within the first twenty-four (24) hours of the
transition of any CHOICES Group 2 or 3 member to a new community-based residential
alternative services provider, the care coordinator shall contact the member and within seven
(7) days after the member has transitioned, the care coordinator shall visit the member in
his/her new residence to confirm the member’s satisfaction with the CBRA provider, and
services; that the plan of care is being implemented; that the services are being delivered in a
manner that is consistent with the member’s preferences and which supports the member in
achieving his or her goals and desired outcomes; and that the member’s needs are safely and
effectively met. Such contacts may be completed by a member of the Transition Team who
meets all of the requirements to be a care coordinator.

12. The renumbered Section 2.9.6.10.2.1.9 shall be deleted and replaced as follows:

2.9.6.10.2.1.9 Upon the scheduled initiation of services identified in the plan of care, the member’s care
coordinator/care coordination team shall begin monitoring to ensure that services have
been initiated and continue to be provided as authorized and in accordance with the
member’s plan of care. This shall include ongoing monitoring via electronic visit
verification to ensure that services are provided in accordance with the member’s plan of
care, including the amount, frequency, duration and scope of each service, in accordance
with the member’s service schedule; and that services continue to meet the member’s
needs. It shall also include in-person monitoring of the quality of such services, the
member’s satisfaction with the services, and whether the services are being delivered ina
manner that is consistent with the member’s preferences and which supports the member
in achieving his or her goals and desired outcomes;

I3 The renumbered Section 2.9.6.10.3 shall be amended by adding new Sections 2.9.6.10.3.7
through 2.9.6.10.3.7.13 as follows. The remaining Section 2.9.6.10.3 shall be renumbered
accordingly, including any references thereto.

2.9.6.10.3.7 For members receiving community-based residential alternative services, other than
assisted care living facility services or companion care, including adult care homes,
community living supports and community living supports-family model, the
CONTRACTOR shall ensure that at each face-to-face visit the care coordinator makes
the following observations, in addition to those observations required in Section
2.9.6.10.3.6, documents such observations in the member’s file, takes immediate actions
necessary to address any concern(s) identified based on such observations, and
documents resolution of the concern(s) in the member’s file:

2.9.6.10.3.7.1 A copy of the plan of care is accessible in the home to all caregivers;
2.9.6.10.3.7.2 The plan of care is being implemented and services are being delivered in a manner that
is consistent with the member’s preferences and which supports the member in achieving

his or her goals and desired outcomes;

2.9.6.10.3.7.3 The member is able to make his or her own choices and maintains control of his or her
home and environment;
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2.9.6.10.3.74

2.9.6.10.3.7.5

2.9.6.10.3.7.6

2.9.6.10.3.7.7

2.9.6.103.7.8

2.9.6.10.3.7.9

2.9.6.10.3.7.10

2.9.6.10.3.7.11

2.9.6.10.3.7.12

2.9.6.10.3.7.13

The member is supported in participating fully in community life, including faith-based,
social, and leisure activities selected by the individual;

The member maintains good relationships with housemates, and there are no major,
unresolved disputes;

There is an adequate food supply for the member that is consistent with the member’s
dietary needs and preferences;

All utilities are working and in proper order;

For members whose plan of care reflects that the provider will manage the member’s
personal funds, review financial records and statements to ensure member’s bills have
been paid timely and are not overdue, and that there are adequate funds remaining for
food, utilities, and any other necessary expenses;

For members who require 24/7 staff, that such staff are in the residence during the visit
and attentive to the member’s needs and interests;

The member has been properly supported in scheduling and attending any medical
appointments, as applicable;

Any medications administered by the staff pursuant to T.C.A. §§ 68-1-904 and 71-5-1414
are documented in a Medication Administration Record in accordance with the member’s
prescriptions, and that any medication errors have been reported;

The member’s chronic health conditions, as applicable, are being properly managed, and
in the case of members receiving CLS 3 or CLS-FM 3, nurse oversight and monitoring,
and skilled nursing services are being provided, as appropriate, and as reflected in the
member’s plan of care for routine, ongoing health care tasks, such as blood sugar
monitoring and management, oral suctioning, tube feeding, bowel care, etc.; and

Any other requirements specified in TennCare policies and protocols.

The renumbered Sections 2.9.6.10.4.3.7, 2.9.6.10.4.3.8, and 2.9.6.10.4.3.9 shall be deleted
and replaced and a new subsection 2.9.6.10.4.3.10 shall be added as follows:

2.9.6.10.4.3.7

2.9.6.10.4.3.8

Except as specified in 2.9.6.10.4.3.10 below, members in CHOICES Group 2 shall be
contacted by their care coordinator at least monthly either in person or by telephone with
an interval of at least fourteen (14) days between contacts. These members shall be
visited in their residence face-to-face by their care coordinator at least quarterly with an
interval of at least sixty (60) days between visits.

Except as specified in 2.9.6.10.4.3.10 below, members in CHOICES Group 3 shall be
contacted by their care coordinator at least quarterly (more frequently when appropriate
based on the member’s needs and/or request which shall be documented in the plan of
care). Such contacts shall be either in person or by telephone with an interval of at least
sixty (60) days between contacts. These members shall be visited in their residence face-
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2.9.6.10.4.3.9

2.9.6.10.4.3.10

to-face by their care coordinator at least semi-annually (more frequently when
appropriate based on the member’s needs and/or request which shall be documented in
the plan of care) with an interval of at least one hundred-twenty (120) days between
visits.

Except as specified in 2.9.6.10.4.3.10 below, members in CHOICES Group 2
participating in MFP shall, for at least the first ninety (90) days following transition to the
community, be visited in their residence face-to-face by their  care coordinator at least
monthly with an interval of at least fourteen (14) days  between contacts to ensure that
the plan of care is being followed, that the plan of care continues to meet the member’s
needs, and the member has successfully transitioned back to the community. Thereafter,
for the remainder of the member’s MFP participation period, minimum contacts shall be
as described in Section 2.9.6.10.4.3.7 unless more frequent contacts are required based
on the member’s needs and circumstances and as reflected in the member’s plan of care,
or based on a significant change in circumstances (see Sections 2.9.6.1.2.1.17 and
2.9.8.4.5) or a short-term nursing facility stay (see Sections 2.9.8.8.5 and 2.9.8.8.7).

Members in CHOICES Group 2 or 3 receiving community-based residential alternative
services, other than assisted care living facility services or companion care, including
adult care homes, community living supports, and community living supports-family
model, shall be visited in their residence face-to-face by their care coordinator at least
monthly with an interval of at least fourteen (14) days between contacts to ensure that the
plan of care is being followed and that the plan of care continues to meet the member’s
needs, unless more frequent contacts are required based on the member’s needs and
circumstances and as reflected in the member’s plan of care, based on a significant
change in circumstances (see Sections 2.9.6.10.2.1.17 and 2.9.8.4.5), or a short-term
nursing facility stay (see Sections 2.9.8.8.5 and 2.9.8.8.7).

Section 2.11.8.3 shall be deleted and replaced as follows:

2.11.8.3  Local Health Departments

The CONTRACTOR shall contract with each local health department in each Grand
Region(s) served by the CONTRACTOR for the provision of TENNderCare screening
services until such fime as the CONTRACTOR achieves a TENNderCare screening
percentage of eighty percent (80%) or greater. Payment to local health departments shall be in
accordance with Section 2.13.7,

Section 2.11.9.4.1.2.5.1. shall be deleted and replaced as follows:

2.11.94.1.2.5.1

Delivering person-centered supports for older adults and adults with physical
disabilities;

Section 2.11.9.4.1.2 shall be amended by adding a new Section 2.11.9.4.1.2.7 as follows:

2.11.9.4.1.2.7

Is compliant with the HCBS Settings Rule detailed in 42 C.F.R. § 441.301(c)(4)- (5).

10
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18. Section 2.11.9.4.1.3 shall be deleted and replaced as follows:

2.11.9.4.1.3 At a minimum, recredentialing of HCBS providers shall include verification of continued
licensure and/or certification (as applicable); compliance with policies and procedures
identified during credentialing, including background checks and training requirements,
critical incident reporting and management, and use of the EVV; and compliance with the
HCBS Settings Rule detailed in 42 C.F.R. § 441.301(c)(4)-(5).

19. The opening paragraph of Section 2.12.11 shall be deleted and replaced as follows:

A2.12.11 Prior to executing a provider agreement with any CHOICES HCBS provider seeking
Medicaid reimbursement for CHOICES HCBS, the CONTRACTOR shall verify that the
provider is compliant with the HCBS Settings Rule detailed in 42 CF.R. § 441.301(c)(4)-
(5). The provider agreement with a CHOICES HCBS provider shall meet the minimum
requirements specified in Section 2.12.9 above and shall also include, at a minimum, the
following requirements:

20. Section 2.12.11 shall be amended by adding new subsection 2.12.11.15 as follows:

2.12.11.15 The CONTRACTOR shall require that all CHOICES HCBS providers maintain compliance
with the HCBS Settings Rule detailed in 42 C.F.R. § 441.301(c)(4)- (5).

21. Section A.2.13.3 shall be deleted in its entirety and replaced as follows:

A2.133 All Covered Services

2.13.3.1  Except as provided in Sections A.2.13.3.1.1 and A.2.13.3.1.2 below, the CONTRACTOR
shall not reimburse providers based on a percentage of billed charges.

2.13.3.1.1 The CONTRACTOR may, at its discretion, pay a percentage of billed charges for covered
physical health and behavioral health services for which there is no Medicare reimbursement
methodology.

2.13.3.1.2 As part of a stop-loss arrangement with a physical health or behavioral health provider, the
CONTRACTOR may, at its discretion, pay the provider a percentage of billed charges for
claims that exceed the applicable stop-loss threshold.

2.13.3.2  The CONTRACTOR shall not reimburse providers based on automatic escalators or linkages
to other methodologies that escalate such as current Medicare rates or inflation indexes unless
otherwise allowed by TENNCARE.

22. Sections 2.15.7.1.1, 2.15.7.1.3 and 2.15.7.1.3.1 shall be deleted and replaced as follows:

2.15.7.1.1 The CONTRACTOR shall develop and implement a critical incident reporting and
management system for incidents that occur in a home and community-based long-term care
service delivery setting, including: community-based residential alternatives; adult day care
centers; other CHOICES HCBS provider sites; and a member’s home or any other
community-based setting, if the incident occurs during the provision of covered CHOICES
HCBS.

11
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2.15.7.1.3 Critical incidents shall include but not be limited to the following incidents when they occur

2057834

in a home and community-based long-term care service delivery setting (as defined in Section
2.15.7.1.1 above), regardless of whether the provider is believed to be responsible for the
incident:

Any unexpected death of a CHOICES member, regardless of whether the death occurs
during the provision of HCBS;

Section A.2.15.7.3.1 shall be deleted and replaced as follows:

2.15.7.3.1

The CONTRACTOR shall identify, track, and review all significant critical incidents that
occur during the provision of Home Health (HH) services. This requirement shall be applied
for all members, including CHOICES and non-CHOICES members. A HH critical incident
shall include those significant incidents that are reported to the CONTRACTOR from the HH
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 of notification of the incident. The CONTRACTOR shall be
responsible, as part of its critical incident management system, to track, review and analyze
critical incident data in a manner described in Section A.2.15.7.1.2 that takes into
consideration all incidents occurring for members supported by an agency, whether they
occur during the provision of CHOICES HCBS or HH services, including the identification
of trends and patterns, opportunities for improvement, and actions and strategies the
CONTRACTOR will take to reduce the occurrence of incidents and improve the quality of
HH services received.

Section 2.18.6.10 shall be deleted and replaced as follows:

2.18.6.10

The CONTRACTOR shall conduct ongoing provider education, training and technical
assistance as deemed necessary by the CONTRACTOR or TENNCARE in order to ensure
compliance with this Contract. This shall include training and technical assistance in person-
centered supports and compliance with the HCBS settings rule, as directed and/or approved
by TENNCARE.

Section 2.30.4 shall be amended by adding a new Section 2.30.4.5 as follows:

2.30.4.5

The CONTRACTOR shall submit a quarterly Behavioral Crisis Prevention, Intervention, and
Stabilization Services for Individuals with Intellectual or Developmental Disabilities (I/DD)
Report including the data elements described by TENNCARE. Specified data elements shall
be reported for each individual provider as described in the template provided by
TENNCARE.

12
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Section 2.30.5.3 shall be deleted and replaced as follows:

2.30.5.3

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

Section 2.30.6.9 shall be deleted and replaced as follows:

2.30.6.9

2.30.6.9.1

2.30.6.9.2

2.30.6.9.3

2.30.6.9.4

2.30.6.9.5

2.30.6.9.6

Upon notification from TENNCARE, the CONTRACTOR shall submit a monthly MFP
Participants Report. The report shall include information on specified measures, which shall
include but not be limited to the following:

The total number and the name and SSN of each CHOICES Group 2 or Group 3 member
enrolled into MFP;

The date of each member’s transition to the community (or for persons enrolled in MFP upon
enrollment to the CONTRACTOR’s health plan, the date of enrollment into the
CONTRACTOR’s health plan);

Each member’s current place of residence including physical address and type of Qualified
Residence;

The date of the last care coordination visit to each member;

Any inpatient facility stays during the month, including the member’s name and SSN type of
Qualified Institution, dates of admission and discharge, and the reason for admission; and

The total number and name and SSN of each member disenrolled from MFP during the
month, including the reason for disenrollment.

Sections 2.30.6.10 and 11 shall be deleted and replaced as follows:

2.30.6.10

The CONTRACTOR shall submit a listing of members identified as potential pharmacy lock-
in candidates (see Section A.2.9.11.3.2) twice a year on June 1 and December 1, according to
the following parameters:

2.30.6.10.1 Members with at least 3 controlled substances in a three-month period, and

2.30.6.10.2 at least 3 different pharmacies, and

2.30.6.10.3 at least 3 different emergency room prescribers.

2.30.6.11

The CONTRACTOR shall submit a quarterly Pharmacy Services Report on the prescribing
of selected medications mutually agreed-upon by TENNCARE and the CONTRACTOR and
includes a list of the providers who appear to be operating outside industry or peer norms as
defined by TENNCARE or have been identified as non-compliant as it relates to adherence to
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29.

30.

4.9.1

4.10.1

31.
5.2.1

Amendment 37 (cont.)

accepted treatment guidelines for use of said medications and the steps the CONTRACTOR
has taken to personally intervene with each one of the identified providers as well as the
outcome of these personal contacts.

Section 2.30.8.1 shall be deleted and replaced as follows:

2.30.8.1 The CONTRACTOR shall submit a monthly Provider Enrollment File that includes
information on all providers of TennCare health services, including physical, behavioral
health, and long-term care providers (see Section 2.11). This includes but is not limited to,
PCPs, physician specialists, hospitals, home health agencies, CMHAs, nursing facilities,
CHOICES HCBS providers, and emergency and non-emergency transportation providers. For
CHOICES HCBS providers, the Provider Enrollment File shall identify the type(s) of
CHOICES HCBS the provider is contracted to provide and the specific counties in which the
provider is contracted to deliver CHOICES HCBS, by service type. For Behavioral Crisis
Prevention, Intervention, and Stabilization Services for Individuals with Intellectual or
Developmental Disabilities (see Section 2.7.2.8.4), the report shall specify the specific
counties in which the provider is contracted to deliver such services. The report shall include
contract providers as well as all non-contract providers with whom the CONTRACTOR has a
relationship. During any period of readiness review, the CONTRACTOR shall submit this
report as requested by TENNCARE. Each monthly Provider Enrollment File shall include
information on all providers of covered services and shall provide a complete replacement for
any previous Provider Enrollment File submission. Any changes in a provider’s contract
status from the previous submission shall be indicated in the file generated in the month the
change became effective and shall be submitted in the next monthly file.

Amendment 36 inadvertently amended Section 4.9.1 instead of 4.10.1. Sections 4.9.1 and
4.10.1 shall be deleted and replaced as follows:

TENNCARE shall make a payment to the CONTRACTOR in an amount equal to the invoice that is
billed to the CONTRACTOR by the TennCare PBM. The CONTRACTOR shall make payment to the
TennCare PBM no later than the Friday following receipt of the payment from TENNCARE unless
extended by TENNCARE due to unforeseen circumstances or bank holidays.

In no event shall the maximum liability of the State under this Agreement during the original term of the
Contract exceed four billion, two hundred seventy two million, four hundred seventy six thousand, eight
hundred five dollars and ninety cents ($4,272,476,805.90).

Section 5.2.1 shall be amended as follows:

This Agreement, and its incorporated attachments, if any, as well as all Amendments to this Agreement,
contain all of the terms and conditions agreed upon by the parties, and when executed by all parties,
supersedes any prior agreements. Unless a provision contained in this Amendment specifically indicates a
different effective date, for purposes of the provisions contained herein, this Amendment shall be in effect
from July 1, 2001, subject to approval by the U.S. Department of Health and Human Services, Centers for
Medicare & Medicaid Services. The term of this Agreement shall expire on December 31, 2016. At the
mutual agreement of TENNCARE and the CONTRACTOR, this Agreement shall be renewable for an
additional twelve month period.

14



32.

Amendment 37 (cont.)

Section 5.3 shall be amended by adding new Sections 5.3.48 and 5.3.49 as follows:

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

5.3.49 The minimum and maximum hospital aggregate reimbursement levels as defined in Public
Chapter 276, “The Annual Coverage Assessment Act of 20157,

15



Amendment 37 (cont.)

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 July 1, 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 WHEREQF, the parties have by their duly authorized representatives set their signatures.

STATE OF TENNESSEE

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

BY: Z...,. {?:'Mwﬂ/{h BY: Q@%W@QML'

Larry B. Martin ) Amber Cambron

Commissioner President & CEO VSHP

DATE: (/187015 DATE: b [ (S f (S
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AMENDMENT NUMBER 36
AN AGREEMENT FOR THE ADMINISTRATION OF TENNCARE SELECT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
VOLUNTEER STATE HEALTH PLAN, INC.

CONTRACT NUMBER: FA-02-14632-00

For and in consideration of the mutual promises herein contained and other good and valuable consideration, the
receipt and sufficiency of which is hereby acknowledged, the parties agree to clarify and/or amend the Agreement
for the Administration of TennCare Select by and between the State of Tennessee TennCare Bureau, hereinafter
referred to as TENNCARE, 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 1shall 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 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 of TENNCARE
CHOICES HCBS available through CHOICES Group 3, are At Risk for Institutionalization as defined in
TennCare Rules. The CHOICES At-Risk Demonstration Group is open only between July 1, 2012, through 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 36 (cont.)

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

Group 1
Medicaid enrollees of all ages who are receiving Medicaid-reimbursed care in a nursing facility.

Group 2

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

Group 3

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

Interim Group 3 (open for new enrollment only between July 1, 2012, through 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 Care (Community-Based Residential 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. As provided in Section 2.6 of this Agreement, community-based residential alternatives shall
be available to members in CHOICES Group 2.

Eligible Individual — With respect to Tennessee’s Money Follows the Person Rebalancing Demonstration (MFP)
and pursuant to Section 6071(b)(2) of the Deficit Reduction Act of 2005 (DRA), (Pub. L. 109-171 (8. 1932))
(Feb. 8, 2006) as amended by Section 2403 of the Patient Protection and Affordable Care Act of 2010 (ACA),
(Pub. L. 111-148) (May 1, 2010), the State’s approved MFP Operational Protocol and TennCare Rules, a member
who qualifies to participate in MFP. Such person, immediately before beginning participation in the MFP
demonstration project, shall:

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




Amendment 36 (cont.)

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

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

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 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.




Amendment 36 (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 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 2.9.6.8) and the MFP Rebalancing
Demonstration (see Section 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 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 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 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, Section 2.4.4 shall be amended by adding a new Section 2.4.4.6 as follows:

2.4.4.6 Persons with Suspended Eligibility

Pursuant to TCA 71-5-106(r), TENNCARE shall suspend TennCare eligibility status for persons
who are incarcerated in a public institution. A suspended individual shall be eligible to receive
medical assistance for care received outside of a jail or correctional facility in a hospital or other
health care facility if the stay is for more than twenty-four (24) hours. A suspended individual
shall not be eligible for TennCare services described in Section 2.6 of this Contract except as
described above.

3. The fourth paragraph in the “Benefit Limit” Column of the “Non-emergency Medical
Transportation (including Non-Emergency Ambulance Transportation)” Service in Section
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.

4




Amendment 36 (cont.)

Community-based residential alternatives in Section 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
the services have been determined medically necessary by the CONTRACTOR.

Service and Benefit Limit Group 1 Group 2 Group 3
Nursing facility care X Short-term 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)"
Personal care visits (up to 2 X X

visits per day at intervals of
no less than 4 hours between
visits)

Attendant care (up to 1080 X X
hours per calendar year; up
to 1400 hours per full
calendar year only for
persons who require covered
assistance with household
chores or errands in addition
to hands-on assistance with
self-care tasks)
Home-delivered meals (up to
1 meal per day)

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

o

o] ] B B B B
] I ] B -

' CBRAs for which Group 3 members are eligible include only: Assisted Care Living Facility services,
Community Living Supports 1 (CLS1), and Community Living Supports-Family Model 1 (CLS-FM1)



Amendment 36 (cont.)

Service and Benefit Limit Group 1 Group 2 Group 3
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)

Section 2.6.7.2.3.1 and 2.6.7.2.3.2 shall be deleted and replaced as follows:

2.6.7.2.3.1

267232

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
68-11-201) 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.

Section 2.8.2.1.1 shall be deleted and replaced as follows:

2.8.2.1.1

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.

Section 2.8.3.1 shall be deleted and replaced as follows:

2.8.3.1

At time of enrollment and annually thereafter, the CONTRACTOR shall make a reasonable
attempt to assess the member’s health as detailed in Section 2.8.2.1.1 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.

Section 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.




Amendment 36 (cont.)

9. Section 2.8.4.7.2 shall be deleted and replaced as follows:

2.84.7.2

The CONTRACTOR shall at a minimum make three (3) outreach attempts as detailed in
Section 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.

10. Section 2.8.7 shall be deleted and replaced as follows:

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 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.

11. Section 2.9.2.1.4.2 shall be deleted and replaced as follows:

2.9.2.14.2,

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 2.9.6.2.5), including a comprehensive needs assessment (see
Section 2.9.6.5) and a caregiver assessment, and develop a plan of care (see Section
2.9.6.6), and the CONTRACTOR shall authorize and initiate CHOICES HCBS in
accordance with the new plan of care (see Section 2.9.6.2.5). If a member in Group 2 or 3
is receiving short-term nursing facility care on the date of enrollment with the
CONTRACTOR, a care coordinator shall complete a face-to-face visit prior to the
expiration date of the level of nursing  facility services approved by TENNCARE, but
no later than thirty (30) days after enrollment to determine appropriate needs assessment
and care planning activities (see Section 2.9.6.2.5 for members who will be discharged
from the nursing facility and remain in Group 2 or 3 and Section 2.9.6.2.4 for members
who will remain in the nursing facility and be enrolled in Group 1). If the expiration date
for the level of nursing facility services approved by TENNCARE occurs prior to thirty
(30) days after enrollment, and the CONTRACTOR is unable to conduct the face-to-face
visit prior to the expiration date, the CONTRACTOR shall be responsible for facilitating
discharge to the community or enrollment in Group 1, whichever is appropriate prior to
the member’s exhaustion of the 90-day short-term NF benefit.

12 Section 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

7
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2.9.4

14.

15.

Amendment 36 (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.

Section 2.9 shall be amended by adding a new Section 2.9.4 as follows and Section 2.9.5
currently labeled “Left Blank Intentionally” shall be amended to delete “Left Blank
Intentionally” and replaced with the existing Section 2.9.4 and pick up with the following
Sections being numbered accordingly.

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

294.1 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 21* birthday, conduct
an in-home assessment to determine whether the member is interested in applying for
CHOICES, and if so, shall, pursuant to Section 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
21% birthday.

Section 2.9.6.2.5.3 shall be amended by adding the phrase “conduct a caregiver
assessment,” as follows:

2.9.6.2.53

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

Section 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 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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Section 2.9.6.2.5 shall be amended by adding new Sections 2.9.6.2.5.16 through
2.9.6.2.5.16.1.4 as follows:

2.9.6.2.5.16

2.9.6.2.5.16.1

2.9.6.2.5.16.1.1

2.9.6.2.5.16.1.2

2.9.6.2.5.16.1.3

29.6.2.5.16.1.4

Caregiver Assessment

For members in Groups 2 and 3

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
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.

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.

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
2.9.6.9.2.1.17, and as the care coordinator deems necessary.

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

The renumbered Section 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 2.9.4);

Section 2.9.6.3.14 shall be deleted and replaced with Sections 2.9.6.3.14 through 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.




Amendment 36 (cont.)

2.9.6.3.14.1

2.9.6.3.14.2

2.9.6.3.143

2.9.6.3.14.4

2.9.6.3.14.5

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 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.

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,

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.

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 2.9.6.3.14.2. Pursuant
to TennCare 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.

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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Amendment 36 (cont.)

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.

19. Section 2.9.6.3.20.3 shall be amended as follows:

2.9.6.3.20.3

Except as required pursuant to Section 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 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 1b via the outbound 834 file from
TENNCARE.

20. Section 2.9.6.4.4 shall be amended by adding the words “caregiver assessment” as follows:

29.6.4.4

The CONTRACTOR may utilize a care coordination team approach to performing care
coordination activities prescribed in Section 2.9.6. For each CHOICES member, the
CONTRACTOR’s care coordination team shall consist of the member’s care coordinator
and specific other persons with relevant expertise and experience appropriate to address
the needs of CHOICES members. Care coordination teams shall be discrete entities
within the CONTRACTOR’s organizational structure dedicated to fulfilling CHOICES
care coordination functions. The CONTRACTOR shall establish policies and procedures
that specify, at a minimum: the composition of care coordination teams; the tasks that
shall be performed directly by the care coordinator as specified in this 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
handled by a care coordinator and calls that do not require immediate attention are

11




Amendment 36 (cont.)

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.

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

2.9.6.6.2.4

The plan of care developed for CHOICES members in Groups 2 and 3 prior to initiation
of CHOICES HCBS 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.

22, Section 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 2.9.6.9.2.1.17).

12
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Section 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 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 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 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.

Section 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;

Section 2.9.6.9.3.1.1shall 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.

Sections 2.9.6.9.3.1.1.1 and 2.9.6.9.3.1.1.2 shall be deleted and replaced as follows:

2.9.6.9.3.1.1.1 If the level of care assessment indicates a change in the level of care, or if the
assessment was prompted by a request by a member, a member’s representative or
caregiver or another entity for a change in level of services, the level of care shall be
forwarded to TENNCARE within five (5) business days of the reassessment for
determination;

2.9.6.9.3.1.1.2 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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Section 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.

Sections 2.9.6.11.3 through 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 2.9.6.11.4, 2.9.6.11.5 and 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.

Section 2.9.6.11.6.3 through 2.9.6.11.6.5 shall be deleted and replaced as follows:

2.9.6.11.63  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):

2.9.6.11.6.4  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 Group 2 Group 3 Members on
Caseload

125 0 125

100 10 110

50 9 30 89

25 26 20 71

0 50 50

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:
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2.9.6.11.6.5

2.9.6.11.6.5.1

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

Using the delineated acuity factors, the following delineates the composition of caseloads
with a weighted value of 175(Effective through June 30, 2015):

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

175 0 175

125 10 110

75 19 30 124

50 36 20 106

0 70 70

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 0o . 165

125 16 141

75 20 20 115

50 34 15 99

0 66 66

Sections 2.9.6.11.9 and 2.9.6.11.10 shall be deleted and replaced as follows:

29.6.11.9

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 2.9.6.11.4 and 2.9.6.11.5, based on the most recent monthly CHOICES Caseload
and Staffing Ratio Report (see Section 2.30.6.7). All applicable sanctions set forth in
Sections 5.20.2.2.6., 5.20.2.2.7.A.16, 520.2.2.7.A.18, 5.20.2.2.7.A.19, 5.20.2.2.7.A.20,
5.20.2.2.7.A.21, 52022.7.A.22, 52022.7.A.23, 5202.2.7.A28, 5.20.2.2.7.A.29,
5.20.2.2.7.A.30, 5.20.2.2.7.A31, 520.2.2.7.A.32, 5.20.2.2.7.A.33, 5.20.2.2.7.A.34,
5.20.2.2.7.A.35, 5.20.2.2.7.A.37, 5.20.2.2.7.B.21, and 5.20.2.2.7.C.7 of this Contract
shall be multiplied by two (2) when the CONTRACTOR has not complied with these
requirements.

15



Amendment 36 (cont.)

2.9.6.11.10 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.

Section 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;

Section 2.9.7.4.3.4 shall be deleted and replaced as follows:

2.9.743.4 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.

Section 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.

Section 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.

Paragraphs 2.9.14.2, 2.9.14.2.1 and 2.9.14.2.4 shall be deleted and replaced as follows:

29.142  The CONTRACTOR shall coordinate with a FBDE member’s D-SNP regarding discharge
planning from any inpatient setting or observation stay when Medicaid LTSS (NF or HCBS),
Medicaid home health or private duty nursing, or other Medicaid services may be needed
upon discharge in order to ensure that care is provided in the most appropriate, cost effective
and integrated setting.

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
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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.

2.9.142.4 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.

Section 2.11.6.1 shall be deleted and replaced as follows:

2.11.6.1 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.

Section 2.11.6.6.6 shall be deleted and replaced as follows:

2.11.6.6.6 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.

Section 2.11.6 shall be amended by adding a new Section 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 2.30.6.13).
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Section 2.11 shall be amended by adding new Section 2.11.7 through 2.11.7.1 as follows and
renumbering the remaining Section accordingly, including any references thereto.

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

2.11.7.1  Members in TennCare Select, who have an intellectual or developmental disability but are
not enrolled in SelectCommunity, shall have access to the provider networks in the Integrated
Health Services Delivery Model (See Section 3A).

Section 2.11.8.4. shall be amended by adding a new Section 2.11.8.4.1.6 which shall read as
follows:

2.11.84.1.6  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.

Paragraph 2.12.9.66.1 shall be deleted and replaced as follows:

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

Section 2.12.10 shall be amended by adding new Sections 2.12.10.8, 2.12.10.15, and
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 Safety 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
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threshold standards of care for the applicable type of ERC and requirements for ERC
reimbursement established by TENNCARE.

43.  Section 2.12.11 shall be amended by adding new section 2.12.11.14 which shall read as
follows:

2.12.11.14 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.

44, Section 2.13 shall be amended by adding a new Section 2.13.26 as follows:

2.13.26 Claims for Persons with Suspended Eligibility

The CONTRACTOR agrees to pay claims in accordance with the CONTRACTOR’s current
policies and procedures (including but not limited to medical necessity and utilization guidelines)
to a provider on behalf of persons with suspended eligibility that meet the criteria specified in
Section 2.4.4.6 of this Contract on and as needed basis when billed by the provider. The
CONTRACTOR shall pay the provider the negotiated rate or in the case of an out of network
provider, the CONTRACTOR shall negotiate provider reimbursement subject to TENNCARE’s
prior written approval.

45, Section 2.14.1.3 shall be deleted in its entirety and the remaining Sections in 2.14.1 shall be
renumbered accordingly, including any references thereto.

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

2.14.1.15.1 Review ED utilization data, at a minimum, every six (6) months to identify members with
utilization exceeding the threshold defined by TENNCARE as ten (10) or more visits in the
defined six (6) month period (January through June and July through December);

47. Section 2.14.5 shall be amended by adding new Sections 2.14.5.7 and 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.

2.145.8 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
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suctioning. The CONTRACTOR shall not provide a broad ERC authorization that fails to
specify which rate is being approved.

Section 2.15.1.1.4 shall be deleted in its entirety and the remaining Section 2.15.1 shall be
renumbered accordingly, including any references thereto.

Section 2.15.2.1 shall be deleted and replaced as follows:

2.152.1  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.

Section 2.15.3.1.1 shall be deleted and replaced as follows and Section 2.15.3.1.2 shall be
deleted in its entirety.

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

Section 2.15.3.4 shall be deleted and replaced as follows:

2.153.4 The CONTRACTOR shall report on PIPs as required in Section 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 Vila -Include improvement strategies as required by CMS.

Section 2.15.5 shall be amended by adding a new Section 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 of receipt.

Section 2.15.7.1 shall be amended by adding a new Section 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.

Section 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
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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 of notification of the incident.

Section 2.16.2 shall be deleted and replaced as follows:

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.

Section 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;

Section 2.18.7.4 shall be deleted and replaced as follows:

2.18.7.4

The CONTRACTOR shall conduct a statewide 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 TennCare Select enrollees together with BlueCare enrollees. The CONTRACTOR
shall include questions specified by TENNCARE. The CONTRACTOR shall submit an
annual report on the survey to TENNCARE as required in Section 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.
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Section 2.21.6 shall be deleted and replaced as follows:

Solvency Requirements

2.21.6.1

2.21.6.1.1

2.21.6.2

2.21.6.2.1

2.21.6.3

Minimum Net Worth

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.

Restricted Deposits

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

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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59. Section 2.23.4.2.1 shall be deleted and replaced as follows:

2.234.2.1

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
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 of rejected 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 2.23.13.

60. Section 2.24.2 through 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

22422

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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22423

22424

22425

2.24.2.6

2.24.2.7

22428

2.24.2.9

There shall be cultural and racial diversity;
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;

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;

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

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

The CONTRACTOR shall report on the activities of the CONTRACTOR’s behavioral health
advisory committee as required in Section 2.30.19.1; and

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.

Section 2.24.3.2 shall be deleted and replaced as follows:

2243.2

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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Section 2.25.9 shall be amended by adding a new Section 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.

Section 2.28.2 shall be deleted and replaced as follows:

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 2.29.1.

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

2.29.1.3.12

2.29.1.3.16

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 LTSS staff with current information on best
practices and program enhancements or modifications, and attending meetings as requested
by TENNCARE.

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;

The renumbered Section 2.29.1.3 shall be amended by adding a new Section 2.29.1.3.25
through 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.
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This member advocate shall be responsible for the internal representation of these members’
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.

The renumbered Section 2.29.1.3.26 through 2.29.1.3.26.7 shall be deleted and replaced as

follows:

2.29.1.3.26

2.29.1.3.26.1
2.29.1.3.26.2
2.29.1.3.26.3
2.29.1.3.26.4

2.29.1.3.26.5

2.29.1.3.26.6

2.29.1.3.26.7

Upon enrollment of members in CHOICES Group 2 and/or 3 (if and when directed by
TENNCARE to serve as a back-up health plan and/or enroll members in CHOICES
Group 2 and/or 3), 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:

How to file a complaint with the member’s MCO;
Facilitating resolution of any issues;

How to change Care Coordinators;

Making referrals to an appropriate CONTRACTOR staff;

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

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

Participating as an ex officio member of the CHOICES Advisory Group required in
Section 2.24.3.
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Section 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 2.8.4 of this Contract). The report shall include process and
operational data and any pertinent narrative to include any staffing changes, training or new
initiatives occurring in the reporting period.

Section 2.30.6 shall amended by adding a new Section 2.30.6.13 through 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 4™ 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 2.11.6.7).

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

Section 2.30.12.1 and 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.

2.30.12.12 Beginning in 2016, the CONTRACTOR shall submit, by January 30™ and by July 30" 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:
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2.30.12.1.2.1  Accountable staff, if changes occurred;

2.30.12.1.2.2  Evaluation methodology, if changes occurred;

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 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.

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

2.30.13.3

2.30.13.4

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

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

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

Section 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.

Section 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 2.24.2.
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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);

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 1 and September 1 of each year.
Section 4.9.1 shall be deleted and replaced as follows:

In no event shall the maximum liability of the State under this Agreement during the original term of the
Contract exceed three billion, eight hundred twenty eight million, five hundred seventy thousand, two
hundred five dollars and ninety cents ($3,828,570,205.90).

Section 5.2.1 shall be amended by deleting and replacing the reference to “December 31,
2014” with “December 31, 2015” as follows:

This Agreement, and its incorporated attachments, if any, as well as all Amendments to this Agreement,
contain all of the terms and conditions agreed upon by the parties, and when executed by all parties,
supersedes any prior agreements. Unless a provision contained in this Amendment specifically indicates a
different effective date, for purposes of the provisions contained herein, this Amendment shall be in effect
from July 1, 2001, subject to approval by the U.S. Department of Health and Human Services, Centers for
Medicare & Medicaid Services. The term of this Agreement shall expire on December 31, 2015. At the
mutual agreement of TENNCARE and the CONTRACTOR, this Agreement shall be renewable for an
additional twelve month period.

Section 5.20.2.2.6.1 shall be amended by deleting and replacing the word
“recommendations” with the word “requirements” as follows:

5.20.2.2.6.1 In circumstances for which TENNCARE has applied this general liquidated damage to a
notice of a deficiency that is related in any way to CHOICES care coordination processes
and requirements which shall be determined by TENNCARE, the amounts shall be
multiplied by two (2) when the CONTRACTOR has not complied with the Caseload and
Staffing requirements as specified in Section 2.9.6.11.9 of this Contract.

The Liquidated Damages Chart in Section 5.20.2.2.7 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.
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79. The Liquidated Damages Chart in Section 5.20.2.2.7 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

A32 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 2.9.6.11.9 of this Contract
accurate and complete, satisfies
all technical requirements
specified by TENNCARE, and
accurately reflects the
member’s current medical and
functional status. (see Section
2.9.6.3.14) -

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 if the
upon referral from CONTRACTOR has not submitted a completed
TENNCARE or as part of safety determination request to TENNCARE
ongoing care coordination pursuant to 2.9.6.3.14.6. $2,000 per occurrence for
pursuant to Sections safety determination requests not completed and
29.6.3.14.6  and submitted to TENNCARE during ongoing care
2.9.6.9.2.1.13 coordination pursuant to 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
B Section 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
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
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A.37 Failure to conduct and submit $500 per day, per occurrence for each applicable
level of care reassessments timeline violated in Sections 2.9.6.9.3.1.1 and
pursuant to the requirements in 2.9.6.9.3.1.1.3.2. These amounts shall be multiplied
Sections 2.9.6.9.3.1.1 and by two (2) when the CONTRACTOR has not
2.9.6.9.3.1.1.3.2 complied with the Caseload and Staffing

requirements as specified in Section 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 2.25.9.10)
twenty-four (24) hours of
discovery

80. 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 1 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 10 business days
Services (Substance Abuse) with at least 1 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
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Amendment 36 (cont.)

Maximum Time for

Admission/
Service Type Geographic Access Requirement Appointment
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

81.

82.

83.

84.

A.6.4

A.6.5

8s.

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”.

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

A4d.6.1 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%) of NEMT scheduled trips per month.

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

AS5.23 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.

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

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.

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.

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
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Amendment 36 (cont.)

A.83.7

A83.38

A8.3.11

A.8.3.12

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.

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.

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.

The CONTRACTOR shall verify that drivers are not listed on the Tennessee 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.

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:

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

A.14.3.1

The CONTRACTOR shall conduct post validation checks by matching NEMT billed claims
to Healthcare provider billed claims validating two percent (2%) of NEMT claims received in
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88.

89.

Amendment 36 (cont.)

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.

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

A.17.4.1

A.174.3

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.

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.

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

A.19.1.3

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.

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.

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 (DIDD): The state agency
responsible for providing services and supports to Tennesseans with intellectual and developmental
disabilities. DIDD is a division of the Tennessee Department of Finance and Administration.
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Amendment 36 (cont.)

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.
90. The “Performance Standard” and “Liquidated Damage” in Item number 6 of Exhibit F in
Attachment XI shall be amended by adding additional text as follows:
No. | PERFORMANCE STANDARD LIQUIDATED DAMAGE
6 Comply with driver training requirements and $2,500 per calendar day per driver for each
driver standards (see Section A.8 of this calendar day that a driver is not in compliance
Attachment) with the driver standards
Comply with driver requirements as it relates to The following sanctions are specifically for
drug and alcohol testing 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
91. 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”.
92. The “Performance Standard and Liquidated Damage” Chart in Exhibit F of Attachment
X1 shall be amended by adding a new Item 13 as follows:
No. | PERFORMANCE STANDARD | LIQUIDATED DAMAGE
13 Failure by the CONTRACTOR to comply with the $5,000 for failure to meet the 2% benchmark

pre-validation requirements and the post-validation
requirements (see Section A.4.6 and Section A.14.3
of this Attachment XI)

for pre-validations of NEMT scheduled trips

$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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93. Attachment XIII shall be amended by adding a new Item VI as follows:
VL Administrative Fee for Claims for Persons with Suspended Eligibility

The CONTRACTOR shall be paid two dollars ($2.00) per claim as reimbursement for processing
claims for services incurred as described in Section 2.4.4.6 of this Contract. Actual expenditures for
the services and the allowed amount for claims processing are subject to TCA 56-32-124. The
CONTRACTOR shall prepare checks for payment of providers for the provision of the services
incurred as described in Section 2.4.4.6. The CONTRACTOR shall notify the State of the amount to
be paid in a mutually acceptable form and format at least forty-eight (48) hours in advance of
distribution of any provider payment related to this requirement. TENNCARE shall remit payment to
the CONTRACTOR in an amount equal to: the amount to be paid to providers; plus, two dollars
($2.00) per claim processed by the CONTRACTOR; plus, an amount sufficient to cover any payment
due in accordance with TCA 56-32-124 within forty-eight (48) hours of receipt of notice. The
CONTRACTOR shall then release payments to providers within twenty-four (24) hours of the receipt
of funds from the State. The CONTRACTOR is responsible for any payments required pursuant to
TCA 56-32-124. ‘
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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 1, 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 VOLUNTEER STATE HEALTH PLAN, INC.
AND ADMINISTRATION

BY: Z— ]% /I/F—A‘/b BY: /I}I’X/&Ul Wpﬂd
Comnusswner President & CEO VSHP

DATE: /Z.//;—//'/ DATE: /:ﬁ j/O ’/(bl
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CONTRACT SUMMARY SHEET

RFS Number: |31866-00026 Edison # 29635 Contract Number: |FA-02-14632-35
State Agency: |Department of Finance and Administration Division: Bureau of TennCare
Contractor 3 Contract Identification Number
L1 v-
VSHP (TennCare Select
(TernCare Seleet) - - Ol €= Edison Vendor #0000071694

Service Description

Managed Care Organization / Medically Necessary Health Care Services to the TennCare/Medicaid Population

Contract Begin Date

Contract End Date

7/1/2001 12/31/2014
Allotment Code Cost Center Object Code Fund Grant Grant Code } Subgrant Code
318.66 134 11 [C] sTARS
Interdepartmental Total Contract Amount (including ALL
FY State Funds Federal Funds Funds Other Funding amendments
2002 $ 6,755,937.23 | $ 11,843,931.25 $ 18,599,868.48
2003 $ 15,785,123.40 | $ 17,294,819.40 $ 33,079,942.80
2004 $ 25,125,990.72 | $ 38,364,165.90 $ 63,490,156.62
2005 $ 58,007,447.00 | $ 58,007,447.00 $ 116,014,894.00
2006 $ 87,748,111.00 | $ 87,748,111.00 $ 175,496,222.00
2007 $ 87,748111.00 | $ 87,748,111.00 $ 175,496,222.00
2008 $ 72,610,000.00 | $ 127,390,000.00 $ 200,000,000.00
2009 $ 72,610,000.00 | $ 127,390,000.00 $ 200,000,000.00
2010 $ 100,882,479.00 | $ 304,024,121.00 $ 404,906,600.00
2011 $ 131,085619.00 | $ 312,820,981.00 B $ 443,906,600.00
2012 $ 149,893,942.00 | § 294,012,658.00 $ 443,906,600.00
2013 $ 150,102,578.00 | $  293,804,022.00 $ 443,906,600.00
2014 $ 153,147,777.00 | $ 290,758,823.00 $ 443,906,600.00
2015 $ 77,539,385.00 | $ 144,413,915.00 $ 221,953,300.00
Total:| $ 1,189,042,500.35 | $ 2,195,621,105.55 $ 3,384,663,605.90
CFDA# 93.778 Title XIX Dept. of Health &Human Svcs. Check the box ONLY if the answer is YES:
State Fiscal Contract Is the Contractor a SUBRECIPIENT? (per OMB A-133)
Name: Casey Dungan
Address: 310 Great Circle Road Nashville, TN [Is the Contractor a Vendor? (per OMB A-133)
Phone: Nashville, TN
(615)507-6482 Is the Fiscal Year Funding STRICTLY LIMITED?

Procuring Agency Budget Officer Approval Signature

Is the Contractor on STARS?

Casey Dungan

Is the Contractor's FORM W-9 ATTACHED?

Is the Contractor's Form W-9 Filed with Accounts?

COMPLETE FOR ALL AMENDMENTS (0;1'}

—

Funding Certification

Base Contract & Prior this Amendment  IFynding Certification (certification, required by T.C.A., § 9-4-5113,
Amendments ONLY that there is a balance in the appropriation from which the obligated
CONTRACT END DATE: 12/31/2014 expenditure is required to be paid that is not otherwise encumbered
FY: 2002 $ 18,599,868.48 to pay obligations previously incurred)
FY: 2003 $ 33,079,942.80
FY: 2004 $ 63,490,156.62
FY: 2005 $  116,014,894.00 -
FY: 2006 B | $  175,496,222.00
FY: 2007 $ 175,496,222.00
FY: 2008 $  200,000,000.00
FY: 2009 $  200,000,000.00
FY: 2010 $ 404,906,600.00
FY: 2011 $  443,906,600.00
FY: 2012 $  443,906,600.00
FY: 2013 $  443,906,600.00
FY: 2014 $  443,906,600.00 }
FY: 2015 $ 221,953,300.00
Total:| $ 3,384,663,605.90




AMENDMENT NUMBER 35

AN AGREEMENT FOR THE ADMINISTRATION OF TENNCARE SELECT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a.
TENNCARE AND
VOLUNTEER STATE HEALTH PLAN, INC.

CONTRACT NUMBER: FA-02-14632-00

For and in consideration of the mutual promises herein contained and other good and valuable consideration, the
receipt and sufficiency of which is hereby acknowledged, the parties agree to clarify and/or amend the Agreement
for the Administration of TennCare Select by and between the State of Tennessee TennCare Bureau, hereinatier
referred to as TENNCARE, 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 onty and shall
not be construed to infer a contractual construction of language.

4.6

4.6.1.

4.6.2.

4.6.3.

Contract Section 4.6 shall be deleted in its entirety and replaced with amended Section
4.6 as follows:

HEALTH INSURER FEE

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

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 administrative 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.

The monthly administrative 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 administrative amount 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 administrative rates paid for the
tiscal 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
administrative amount 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 [nsurer Fee amount owed by the CONTRACTOR received from the United
States Internal Revenue Service, and supporting documentation from the CONTRACTOR as requested by
TENNCARE.




Amendment 35 (cont.)

4.6.4. TENNCARE shall complete its calculation of the amount owed to the CONTRACTOR within ninety (90)
days of its receipt of the final notification and supporting documentation from the CONTRACTOR.
Payment is contingent on the availability of State funds and CMS approval of the administrative rates
including the Health Insurer Fee adjustment. The administrative 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 administrative rate adjustment to reflect the
Health Insurer Fee.

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 September 15, 2014,

The State is not bound by this Amendment until it is signed by the contract parties and approved by appropriate
officials in accordance with applicable Tennessee laws and regulations (depending upon the specifics of this
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 VOLUNTEERSTATE HEALTH PLAN, INC.
AND ADMINISTRATION
w2
- M
LHMTB %747\ / cd BY: 5 )
Larry B. Martm Scott C. Piefce
Commissioner President & CEO VSHP

DATE: '?/é/Zo,u/ DATE: ?/’*“’/ 4




CONTRACT SUMMARY SHEET

RFS Number: [31866-00026 Edison # 29635 Contract Number: |FA-02-14632-34
State Agency: |Department of Finance and Administration Division: Bureau of TennCare
Contractor Contract Identification Number
L1 v-
WEHIP {TennGars Select 1 G- Edison Vendor #0000071694

Service Description

Managed Care Organization / Medically Necessary Health Care Services to the TennCare/Medicaid Population

Contract Begin Date Contract End Date

7/1/2001 12/31/2014
Allotment Code| Cost Center Object Code Fund Grant Grant Code Subgrant Code
318.66 134 1 [(] STARS
Interdepartmental Total Contract Amount (including ALL
FY State Funds Federal Funds Funds Other Funding amendments
2002 $ 6,755,937.23 | $ 11,843,931.25 $ 18,599,868.48
2003 $ 15,785,123.40 | § 17,294,819.40 $ 33,079,942.80
2004 $ 25,125,990.72 | § 38,364,165.90 $ 63,490,156.62
2005 $ 58,007,447.00 | $ 58,007,447.00 $ 116,014,894.00
2006 $ 87,748,111.00 | $ 87,748,111.00 $ 175,496,222.00
2007 $ 87,748,111.00 | $ 87,748,111.00 $ 175,496,222.00
2008 $ 72,610,000.00 | $ 127,390,000.00 $ 200,000,000.00
2009 $ 72,610,000.00 | $ 127,390,000.00 $ 200,000,000.00
2010 $ 100,882,479.00 | $ 304,024,121.00 $ 404,906,600.00
2011 $ 131,085,619.00 | $ 312,820,981.00 $ 443,906,600.00
2012 $ 149,893,942.00 | $ 294,012,658.00 $ 443,906,600.00
2013 $ 150,102,578.00 [ $§  293,804,022.00 $ 443,906,600.00
2014 $ 153,147,777.00 | $ 290,758,823.00 $ 443,906,600.00
2015 $ 77,539,385.00 | $ 144,413,915.00 $ 221,953,300.00
Total:| $ 1,189,042,500.35 | $ 2,195,621,105.55 $ 3,384,663,605.90
CFDA# [93.778 Title XIX Dept. of Health &Human Svcs. Check the box ONLY if the answer is YES:
State Fiscal Contract Is the Contractor a SUBRECIPIENT? (per OMB A-133)
Name: Casey Dungan
Address: 310 Great Circle Road Nashville, TN [Is the Contractor a Vendor? (per OMB A-133)
Phone: Nashville, TN
(615)507-6482 Is the Fiscal Year Funding STRICTLY LIMITED?

Procuring Agency Budget Officer Appraval Signature Is the Contractor on STARS?

Casey Dungan

Is the Contractor's FORM W-9 ATTACHED?

Is the Contractor's Form W-9 Filed with Accounts?

COMPLETE FOR ALL AMENDMENTS (only)

Funding Certification

Base Contract & Prior - This Amendment  |Fynding Certification (certification, required by T.C.A., § 9-4-5113,
Amendments ONLY that there is a balance in the appropriation from which the obligated
CONTRACT END DATE: 12/31/2014 expenditure is required to be paid that is not otherwise encumbered
EY: 2002 $ 18,599,868.48 to pay obligations previously incurred)

FY: 2003 $ 33,079,942.80
FY: 2004 $ 63,490,156.62
FY: 2005 $ 116,014,894.00
FY: 2006 $ 175,496,222.00
FY: 2007 $ 175,496,222.00
FY: 2008 $ 200,000,000.00
FY: 2009 $  200,000,000.00
FY: 2010 $  404,906,600.00
FY: 2011 $  443,906,600.00
FY: 2012 $  443,906,600.00
FY: 2013 $  443,906,600.00
FY: 2014 $  443,906,600.00
FY: 2015 $ 221,953,300.00
Total:| $ 3,384,663,605.90




AMENDMENT NUMBER 34

AN AGREEMENT FOR THE ADMINISTRATION OF TENNCARE SELECT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
VOLUNTEER STATE HEALTH PLAN, INC.

CONTRACT NUMBER: FA-02-14632-00

For and in consideration of the mutual promises herein contained and other good and valuable consideration, the
receipt and sufficiency of which is hereby acknowledged, the parties agree to clarify and/or amend the Agreement
for the Administration of TennCare Select by and between the State of Tennessee TennCare Bureau, hereinafter
referred to as TENNCARE, 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.

4.6

4.6.1

4.6.2

4.6.3

Section 4 shall be amended by adding a new Section 4.6 as follows, renumbering the
remaining Section 4 accordingly and updating any references thereto:

HEALTH INSURER FEE

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

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

The State’s share of the HIF and the CONTRACTOR’s federal tax information shall be submitted to
TENNCARE as soon as practicable but in no event more than fourteen (14) days after receipt of the IRS
final fee calculation for each year the HIF is assessed. TENNCARE will make a one-time payment to the
CONTRACTOR for the State’s share of the HIF and the allowance to reflect the federal income tax
liability related to the corresponding HIF CONTRACTOR'’s obligation within thirty (30) days of the
receipt of the CONTRACTOR’s tax information.



Amendment 34 (cont.)

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 August 1, 2014.

The State is not bound by this Amendment until it is signed by the contract parties and approved by appropriate
officials in accordance with applicable Tennessee laws and regulations (depending upon the specifics of this
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 VOLUNTEER STATE HEALTH PLAN, INC.
AND ADMINISTRATION
/ . { : /\/M
Larry B. Martin Scott C. Pjgfce
Commissioner President & CEO VSHP
DATE: b/20/tY DATE: _( fW !w\
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AMENDMENT NUMBER 33

AN AGREEMENT FOR THE ADMINISTRATION OF TENNCARE SELECT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
VOLUNTEER STATE HEALTH PLAN, INC.

CONTRACT NUMBER: FA-02-14632-00

For and in consideration of the mutual promises herein contained and other good and valuable consideration, the
receipt and sufficiency of which is hereby acknowledged, the parties agree to clarify and/or amend the Agreement
for the Admumistration of TennCare Select by and between the State of Tennessee TennCare Bureau, hereinafter

referred to as

NNCARE, and Volunieer State Health Plan, Inc., hereinalfter refurred 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 o infor a contractual construction of language.

I.

Section 1 shall be amended by modifving and adding the following definitions and deleting
the definition for lmmediate Eligibility for CHOICES Group 2:

Back-up Plan — A written plan that is a required component of the plan of care for all CHOICES members
receiving companion care or non-residential CHOICES HCBS in their own home and which specifies
anpaid persons as well as paid consumer-directed weorkers and/or contract providers (as applicable} who
are available, have agreed to serve as back-up, and who will be contacted to deliver nceded care in
situations when regularly scheduled CHOICES HOBS providers or workers are unavailable or do not
arrive as scheduled. A CHOICES member or histher representative may not elect, as part of the back-up
plan, to go without services. The back-up plan shall include the names and telephone numbers of persons
and agencies to contact and the services o be provided by each of the listed contacts. The member and
hissher representative {as applicable) shall have primary responsibility for the development and
implementation of the back-up plan for consumer directed services, The FEA will assist as needed with
the development and verification of the initial back-up plan for consumer direction. The care coordinator
shall be responsible for assistance as needed with implementing the back-up plan and for updating and
verifying the back-up plan on an ongoing basis.

Supperts Broker - Asn individual assigned by the FEA to cach CHOICES member participating in
consumer direction who assists the member/representative as needed in performing certain employer of
record functions as follows: developing job descriptions; recrutting, interviewing, and hirmg workers;
member and worker enrollment in consamer direction and consumer direction training; and developing
(as part of the onboarding process for new workers) a schedule for the member’s workers that comports
with the schedule at which services are necded by the member as reflected in the plan of care. . The
supports broker shall also assist the member as needed with developing and verifying the initial back-up
plan for consumer divection. The supports broker collaborates with the member’s care coordinator, as
appropriate. The supports broker does not have authority or responsibility for consumer direction. The
member of member’s representative must retain authority and responsibility for consumer direction.




Amendment 33 (cont})

Wellness -~ An approach o health care that emphasizes not merely the absence of disease or infinnity but
the pursuit of optimum health. It is an active process of helpmy members become aware of and make
choices that will help them 1o achieve a healthy and more {fulfilling life. Wellness includes preventing
illness, prolonging life, and improving quality of life, as opposed o focusing solely on treating discases.
Wellness is 2 condition of good physical and mental health, especially when accomplished and
maintained by personal chotce and action, including proper diet, exercise, and health habits,

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

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

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

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

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

261531 The CONTRACTOR shall review all requests for short-term NF stays and shall autherize
and/or reimburse short-term NF stays for Group 2 and Group 3 members only when (1) the
member is enrolled in CHOICES Group 2 or 3, as applicable, and receiving HCRBS upon
admission; {2) the member meets the nursing facility level of care in place at the time of
admission; {3) the member’s stay in the facility is expected to be less than ninety (90) days;
and {4} the member 15 expected fo return fo the community upon its conclusion. The
CONTRACTOR shall monitor all short-term NF stays for Group 2 and Group 3 members and
shall ensure that the member is transitioned from Group 2 or Group 3, as applicable, to Group
I at any time a) i is detenmined that the stay will not be short-term or the member will not
transition back to the community; and b) prior fo exhausting the ninety {90)-day short-term
MNF benefit covered for CHOICES Group 2 and Group 3 members,

2]




Amendment 33 (cont)

The renumbered Section 2.6.1.5.3.1.2 shall be deleted and replaced as follows:

£Hy

2.6.1.53.1.2 The CONTRACTOR shall monitor, on an ongoing basts, members utilizing the short-
term NF benefii, and shall submit 1o TENNCARE on a monthly basis a member-by-
member status for each Group 2 and Group 3 member utilizing the short-term NF stay
benefit, including but aot limited to the name of cach Group 2 and Group 3 member
receiving short-term NF services, the NF in which s'he corrently resides, the date of
admission for short-term stay, the number of days of short-ternm NF stay utilized for this
admission, and the anticipated date of discharge back to the community. For any member
exceeding the ninety (90vday Hmit on shortterm NF stay, the CONTRACTOR shall
include explanation regarding why the benefit himit has been exceeded, and specific
actions the CONTRACTOR is aking to {scilitate discharge to the community or
transition to Group 1, as applicable, including the anticipated tmeline,

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

2.7.2.7 Psvchiatric Rehabilitation Services

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

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

27421 The Annual Community Outreach Plan shall be written in accordance with guidance prepared
by TENNCARE. It shall include, but is not limited o0 all proposed communityhealth
education events related to TENNderCare; all proposed community/health education events
unrelated o TENNderCare; and a system approved by TENNCARE for not only
documenting and evaluating their events within thirty (30} days of occurrence, but also
reporting on their evaluations in the TENNderCare/EPSDT Quarterly Reports. An Annual
Evaluation of the Plan shall be due no later than ninety (90) days following the end of a
calendar vear in a format approved by TENNCARE. This evaluation must include an
appraisal of the cobjectives in the Plan and an assessment of the events conducted in the
previous year in a format approved by TENNCARE.

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

2.7.6.2.10.2  The CONTRACTOR shall participate in a minimum of five {8} interagency activities
with representatives from state agencies or community-based organizations per quarter, (o
cither educate them on services available through TCS or to develop outreach and
educational initiatives. Al of the agencies engaged shall be those who serve TennCare
enrollees who are at risk of DUS custody or have special healtheare needs.

bl
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Amendment 33 {con)

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

28211 The CONTRACTOR shall make reasonable attempts 1o assess member’s health risk utilizing
the appropriate common HRA approved by the Bureau and Population Health staff. The
information collected from these mint assessments will be used to align imdividual members

with appropriate intervention approaches and maximize the impact of the services provided.
The renumbered Section 2.8.2.1.3.1 shall be deleted and replaced as follows:

282131 Al mombers identified as Level 1, through predicative modeling, and not pregnant are
cligible for the Health Risk Management Program. At a minimum, the CONTRACTOR
shall enroll members with chronic diseases that are prevalent i a significant number of
members, or members with other chronic diseases utilizing sigmficant health resources
their regional population.

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

282133 The CONTRACTOR shall place all tevel 2 members who cannot be contacted by the
process referenced in Section 2.8.4.5.2 of this Contract, or chose not to enroll i a Jevel 2
program, in Level | programs.

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

2.82.14  Level 2 - Members cligible to participate at this Level shall be determined by predictive
modeling identifying the top three percent {3%) of members, excluding level 2 matemnity
members, to be most at risk for adverse health sutcomes, andior by referrals or health risk
assessments.

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

Section 2.8.11.5 shall be deleted and replaced as follows:

28115  The CONTRACTOR shall submit, through the current secure system, a list tn Comma
Separated Value (CSV) format consisting of the name, 1D, DOB, straufication or all risk
tevels and the corresponding dates of eligibility for the level and program assignments for all
MCO members.,

Section 2.8.12 shall be deleted and replaced as follows:
Special Projects
2.8.12.1 As appropriate, the CONTRACTOR’s Population Health staff shall participate in a

collaborative MCO/TennCare workgroup 1o evaluate the common standard new enrollee
assessments and address innovative wavs to improve member completion rates,




Amendment 33 {cont)

28122 The CONTRAUTOR shall conduct at least two rapid cycle improvement projects annually,
One rapid eyele improvement project shall address increasing member engagement rates in
the High Risk opt in level of Population Health programs. The second rapid cvele
engagement project shall address engaging moembers to make behavioral changes such ag
weight loss, or smoking cessation. The project plans are 1o be reported in the quarterly report
before implementation. The projects should then be conducted with the results to be reported
in the next Population Health Quarterly Report.

16. Sections 2.9.5 through 2.9.5.6 shall be deleted and replaced with “Left Blaak Intentionally”
295 Left Blank Intentionally
17.  Section 2.9.6.2,4.1 shall be deleted and replaced as follows:

296241 For members enrolled in CHOICES Group 1, who are, upon CHOICES enrollment,
recetving nursing facility services, the CONTRACTOR shall reimburse such services in
accordance with the level of reimbursement for nursing facility services (Level 1 or Level
I} approved by TENNCARE (see Section 2.14.1.15), except that the CONTRACTOR
may reimburse a facility at the Level 1 per diem rate when such rate is billed by the
facility and there is an approved LOC eligibility segment for such level of
rexmbursement. Reimbursement for such services shall be from the carrent provider as of
the effective date of CHOICES enroliment. The CONTRACTOR shall not move
members enrolled in CHOICES Group 1 who are, upon CHOICES enrollment, recelving
nursing  facility services, to another factlity unless: (1) the member or hwsher
representative specifically requests o move, which shall be documented in the member's
fitg; £2) the momber or his‘her representative provides written consent 1o move based on
quality or other concerns raised by the CONTRACTOR, which shall not include the
nursing facility’s rate of reimbursement; or (3) the facility where the member is residing
is not a contract provider. If the nursing facility is a non-contract provider, the
CONTRACTOR shall {a) provide continuation of the services pending enrollment of the
facility as 2 contract provider {except a facility excluded for s 2-year period when the
facility has withdrawn from Medicaid participation}; (b) provide continuation of the
services pending facilitation of the member's transition 0 a contract facility, subject 1o
the member’s agreement with such fransition: or (¢} may continue o reimburse services
fram the non-contract nursimg facility in accordance with TennCare rules and regulations.

18, Hection 2.9.6.2.4.4 and 1.9.6.2.4.5 shall be deleted and replaced as follows:

2.96.244 For purposes of the CHOICES program, the CONTRACTOR may decide whether it will
issue service authorizations for nursing facility services, or whether it will instead process
claims for such services in accordance with the level of care {ie., reimbursement,
including the duration of such level of reimbursement) approved by TENNCARE (see
Section 2.14.1.15}, excent that the CONTRACUTOR may reimburse a facility at the Level
I per diem rate when such rate is billed by the facility and there is an approved LOC
chigibility segment for such level of reimbursement.

296245 For CHOICES members approved by TENNCARE for Level 11 relmbursement of
nursing facility services, the CONTRACTOR shall be responsible for monitoring the
member’s continued need for Medicaid reimbursed skilled and/or rehabilitation services,
promptly notifying TENNCARE when such skilled and/or rehabilitative services are no

LY



Amendment 33 {cont)

fonger medically necessary, and for the submission of mformation needed by
TENNCARE to reevaluate the member’s level of care {1.e, reimbursement) for nursing
factlity services (see alzo Section 2.14.1.13)

19, Sections 2.9.6.2.5.1, 2.9.6.2.5.2, 2.9.6.2.5.3, and 2.9.6.2.5.10 shall be deleted and replaced as
follows:

296251 For members enrelled in CHOWES Group 2 who are, upon CHOICES enrollment,
receiving community-based residential alfernative services that are covered in CHOICES,
the CONTRACTOR shall, immediately upon notice of the member’s earellment in
CHOICES, authorize such services from the current provider as of the effective date of
CHOICES emrollment. The CONTRACTOR shall not transition members enrolled in
CHOICES Group 2 who are, upon CHOICES cnroliment, receiving services in a
community-based residential alternative setting to another facility unless: {1} the member
or hes/her representative specifically requests to move, which shall be documented in the
member’s file; (27 the member or hissher representative provides written consent to move
based on quality or other concerns raised by the CONTRACTOR; or (3) the facility
where the member is residing is not & contract provider; if the faciity is a non-contract
provider, the CONTRACTOR shall authorize medically necessary services from the non-
contract provider for at least thirty (30) days which shall be extended as necessary to
cnsure continuity of care pending the facility’s enrollment with the CONTRACTOR or
the member’s transition to a contract provider.

For members in CHOICES Group 2 who upon CHOICES enrollment are receiving
services in a community-based residential aliernative setting, within ten (10} business
days of notice of the member’s cnvollment 1 CHOICES the care coordmator shall
conduct a face-to-face visit with the member, perform a comprehensive needs assessment
{see Section 2.9.6.5), develop a plan of care {see Section 2.9.6.6), and authorize and
initiate additiopal CHOICES HCBS specified in the plan of care (Le, assistive
rechnologyy..

28625
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The care coordinator shall, for all other CHOICES members in Groups 2 and 3 not
specified in 2.9.62.5.1 - 2.9.6.2.5.2 above, within ten {10) business days of notice of the
member’s eorollment in CHOWICES, conduct a face-to-face visit with the member,
perform a comprehensive needs assessment {see Section 2.9.6.5), develop a plan of care
{see Section 2.9.6.6), and authorize and initiate CHOICES HUBS.
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2862510 As part of the face-to-face visit for members in CHOICES Group 2 or Group 3, the care
coordinator shall review, and revise as necessary, the member’s risk assessment, and
develop a risk egreement, which shall document identified risks to the member, the
consequences of such risks, strategies to mitigate the identified risks, and the member’s
decision regarding hissher acceptance of risk.  The risk agreement shall be signed and
dated by the member and shall also be signed by the care coordinator, attesting that such
risks and strategies have been discussed with the member or his/her representative prior
to their decision to accept such risk.

26, Section 2.9.6.3.9 shall be amended by deleting and replacing the references to “DHS” with
STENNCARE™
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21, Sections 2.9.6.3.20.1, 2.9.6.3.28.2, and 2.9.6.3.20.3 shall be deleted and replaced as follows:

2863201

2865101

For purposes of the CHOICES program, service authorizations for CHOICES HCBS
shall include the amount, frequency, and duration of each service to be provided, and the
schedule at which such care 1s needed, as applicable; and other relevant foformation as
preseribed by TENNCARE, The CONTRACTOR may determine the duration of time for
which CHOICES HCBS will be authorized. However, the CONTRACTOR shall be
responsible for monitoring its authorizations and for ensuring that there are no gaps in
authorizations for CHOICES HCBS in asccordance with the plan of care. The
CONTRACTOR shall further be responsible for ensuring that service authorizations are
consistent with the plan of care, meluding the schedule at which services are needed and
any updates to the plan of care andfor schedule, and except in the following circumstance,
for notifving providers in advance when a service authorization tincluding a schedule)
will be changed. Retroactive eniry or adjustments in service authorizations for CHOICES
HOBS should be made only when required to accommaodate payment of services that had
been authorized but an adjustment in the schedule of services was required based on the
member’s needs.

Notwithstanding the address andor phone number in the 834 file, for purposes of the
EVV gystem {see Section 296,128}, the CONTRACTOR shall use the member's
address or phone number or appropriate alternative phone number as confirmed during
the intake visit (see Section 2.9.6.3.9) and updated {as applicable) during subsequent
care coordination contacts {se¢ Section 2.9.6.9.2.1.5}, through EVV alert monitoring or
other member contacts for all HCBS that will be logged into the EVV sysem.

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 retmbursement (including the duration of such level of care
and/or reimbursement) approved by TENNCARE (see Section 2.14.1,15), except that the
CONTRACTOR may rennburse a facility at the Level | per diem rate when such rate is
billed by the facility and there is an approved LOC eligibility segment for such level of
reimbursement, [f the CONTRACTOR elects to authorize nursing Facility services, the
CONTRACTOR may determine the duration of time for which nursing facility services
witl be authorized. However, the CONTRACTOR shall be responsible for monitoring iss
authorizations and for ensuring that there are no gaps in anthorizations for CHOICES
nursing facility services in accordance with the level of care and/or reimbursement
approved by TENNCARE. Retroactive entry or adjustments in service authosizations for
nursing faeility services should be made only upon notification of retroactive enrollment
inte or disenrollment from CHOICES Group la or b via the outbound 834 file from
TENNCARE.

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

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

o




Amendment 33 {(cont}

nursing facility services benefit. The care coordinator shall ensure coordination of the
member’s physical health, behavioral health, and long-term care needs and shall gssess at
least annually the member’s potential for an nterest w fransiion to the community. For
children under the age of 21 in nursing facilities, this shall nclude explanation to the
member or his parent or authorized representative, as applicable, of benefits available
pursuant to EPSDT, including medically necessary benefits such as home health or
private duty mursing that may be provided in the community as an alternative 1o nursing

facility care.
13 Section 2.9.6.5.2.2 shall be deleted and replaced as follows:

296522 At a minimum, for members in CHOICES Group 2 and 3, the comprehensive needs
assessment shall assess: (1) the member’s overall wellness including physical, behavioral,
functional, and psychosocial needs, and an evaluation of the member’s financial health as
it refates to the member’s ability to maintain a safe and healthy living environment; (2)
the member’s natural supports, including care being provided by family members and/or
other caregivers, and long-term care services the member is currently receiving
{regardless of paver), and whether there is any anticipated change in the member’s need
for such care or services or the availability of such care or services from the current

caregiver or pavor, and {3) the physical health, behavioral health, and long-tern care

services and other social support services and assistance (e.g., housing or income
assistanee) that are needed, as applicable, to ensure the member’s health safety and
welfare in the community and to delay or prevent the need for institutional placement.

e
-

24, Section 2.9.6.5.2.4 shall be amended by adding a new Section 2.9.6.5.2,4.1 as follows:

2965241 For CHOICES Group 3 members whose change in needs result in a transition 10 Group 2,
the CONTRACTOR shall request the transition by submitting a PAE to TENNCARE and
upon receiving  approval for the member’s enrollment into Group 2, ensure that any
new service(s) specified in the plan of care are initiated within five (3) business days,
except when such service(s) may be initiated only upon completion of an adverse action
pertaining to another service such that advance notice is required. In such case, the new
service(s) shall be initiated upon expiration of the advance notice period or upon
resolution of any timely filed appeal requiring continuation of the existing benefits.

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

ok
2

2.9.6.6.1.1 For members in CHOICES Group 1, the member’s care coordinator may: (1) rely on the
plan of care developed by the nursing facility for service delivery instead of developing a
plan of care for the member; and (2) supplement the nursing facility plan of care as
necessary with the development and implementation of targeted sirategies 1o improve
overall wellness, bealth, functional, or quality of life outcomes (¢ 2., related to Population
Health or pharmacy management) or {o increase and/or maintain functional abilities. A
copy of any supplements to the nursing facility plan of care, and updates o such
supplements, shall be maintained by the CONTRACTOR in the member’s CHOICES
file.
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Section 2.9.6.6.2.4 shall be deleted and replaced as follows:

296624 The plan of care developed for CHOICES members in Groups 2 and 3 prior to imtiation
of CHOICESR HUBS shall at a minimum include: (1} pertinent demographic mformation
regarding the member including the member’s current address and phone number(s), the
name and contact information of any representative and 3 Hst of other persons authorized
by the member o 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 famtly members and other caregivers; (3) home
health, private duty nursing, and long-term care services the member will receive from
other pavor sources including the pavor of such serviees; {4) home health and private
duty nursing that will be authorized by the CONTRACTOR; (5) CHOICES HUBS that
will be authorized by the CONTRACTOR, including the amowt, frequency, duration,
and scope (tasks and functions to be performed) of each service to be provided, the
schedule at which such care is needed, and the address or phone number(s) that will be
used to log visits into the EVV system, as applicable; (6} a detatled back-up plan for
situations when regularly scheduled HOBS providers are unavailable or do not arrive as
scheduled; the back-up plan may include pad and unpaid supports and shall include the
names and twlephone numbers of persons and agencies to contact and the services
provided by listed contacts; the CONTRACTOR shall assess the adequacy of the back-up
plan; and (7) for CHOICES Group 2 members, the projected TennCare monthly and
annual cost of home bealth and private duty nursing identified in (4) above, and the
projected monthly and annual cost of CHOICES HCBS specified i (3) above, and for
CHOICES Group 3 members, the profected total cost of CHOICES HUBS specified in
{5} above, excluding the cost of minor home modifications.

Section 2.9.6.6.2.5.1 shall be amended by adding the words “overall weliness,” as follows:

2.2.6.6.2.5.1 Description of the member’s overall wellness, current physical and behavioral health
conditions and functional status (Le., arcas of functional deficit), and the member’s
physical, behavieral and functional needs;

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

29662356 A person-centered statement of goals, objectives and desired wellness, health, functional
ard quality of life outcomes for the member and how CHOICES services are intended ©
help the member achieve these goals;

Section 2.9,6.6.2.6.4 shall be deleted and replaced as follows:

2966264 Instances in which a member’s signature is not required are limited to: 1) member-
initiated schedule changes to the POU that do not alter the level of services (Le. the
amouni, duration or type of services) detailed in the current POC for the member; 2}
changes in the provider agency that will deliver services that do not alier the level of
services {1.e. the amount, duration or type of services) detailed in the current POC for the
member; however, all schedule changes must be member-initiated; 3} changes in the
member’s current address and phone number(s) or the phone number(s) that will be used
to log visits into the EVV system; 4 the end of a member’s participation in MFP at the
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conclusion of his 365-day participation period: or 5} instances as permitted pursuant fo
PennCare policies and protocols. Decumentation of such changes shall be maintained in
the member’s records.

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

296628

2.9.6.6.28.1

Within five (5) business days of completing a reassessment of a member’s needs, the
member’s care coordinator shall update the member’s plan of care as appropriate, and the
CONTRACTOR shall authorize and iitiate CHOICES HCOBS in the updated plan of
care, except when such service(s) may be initiated only upon completion of an adverse
action such that advance notice is required.  In such case, HCBS in the updated plan of
care shall be initiated upon expiration of the advance notice period or upon resolution of
any tmely filed appeal requirmg continuation of the existing benefits. The
CONTRACTOR shall comply with requirements for service authorization in Section
2962512, change of provider in Section 2.9.6.2.5.13, and notice of service delay in
Section 2.9.6.2.5.14,

Within three {3} business days of updating the member’s plan of care, the member’s care
coordinator/care coordination team shall provide a copy of all relevant changes w the
FEA, a5 applicable, and to other providers authonzed to deliver care to the member.
Relevant information shall include any information needed to ensure the provision of
quality care for the member and 1o help ensure the member’s health, safety, and welfare,
including but not hmited to any changes in the wasks and functions to be performed.

Section 2.9.6.6.2.9 shall be deleted and replaced as follows:

296629

The member’s care coordinator shall inform each member of hissher eligibility end date
and educare members regarding the impertance of maintaining TennCare CHOICES
ehigibility, that eligibility must be redetermined at least once a year, and that members
receiving CHOICES HURS may be contacted by TENNCARE or its designee to offer
assistance with the redetermination process {e.g., collecting appropriate documentation
and completing the necessary forms), when such process has not been completed tmely
ard the member is at risk of losing eligtbility.

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

Section 2.9.0.8.26.2 shall be deleted and replaced as follows:

2968262

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

Section 2.9.6.9.1.1.5 shall be amended by deleting and replacing the word “DHS™ with
STENNCARE™.
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Section 2.9.6.9.1.1 shall be amended by adding a new Section 2.9.6.9.1.1.7 as follows:

2969117 Develop protocols and processes for care coordinators to escalate and report as
appropriate concerns regarding NF gquality.

Seetion 2.9.6.9.2.1.5 shall be deleted and replaced as follows:

29649215 Document and confirm the applcant's current address and phone number(s) or
appropriate alternative phone number(s) that the member’s service provider will use to
log visits into the EVV system, and assist the member in updating his or her address with
TENNCARE or the Sacial Security Administration, if applicable.

Section 2.9.6.9.2.1.17.2 shall be deleted and replaced as follows:

296921172  Significant change in health and/or functional status, including any change that
results in the member’s level of care and transition between CHOICES Groups, ez,
transitions from Group 2 to Group 3 or Group 3 to Group 2;

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

2.9692.1.18 When, due 1o a change i circumstances, a member is approved for ansition from
Group 2 to Group 3 or from Group 3 to Group 2, within five (3} business days of
scheduled initiation of new or modified CHOICES HOBS in the updated plan of care,
the member’s care coordinator/care coordinaion team shall contact members in
CHOICES Groups 2 and 3 1o confirm that new or modified services are being
provided in accordance with the plan of care, and that the member’s needs are being
met {such initial contact may be conducted by phone),

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

2969312 Track and monitor all members whose LOC eligibility has an expiration date and ensure
that a LOC reassessment (Lo, PAE} is completed and submitted to TENNCARE at Jeast
eight (8} business days prior to expiration of the member’s cwrent LOUT eligibility
segment, inchuding all required supporting documentation needed to appropriately
determine the member’s LOC eligibility going forward,

2.9.6.93.1.7 Assist members in establishing and achieving personal wellness goals.
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48.  The renumbered Section 2.9.6.9.3.1.11 shall be deleted and replaced as follows:

29693111

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

2964931111 The CONTRACTOR shall coordinate with the nursing facility to help ensure that

current information regarding the member’s mental health or intellectual disabilities
needs {as available) 15 reflected in the PASER screening in order to support an
gppropriate PASRR determination,

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

29694351

When a member is approved for transition from Group 2 to Group 3 or from Group 3
to Group 2, within five (3) business dayy of scheduled initiation of new or modified
CHOICES HUBS in the updated plan of care, the member’s care coordinator/care
coordination team shall contact members in CHOICES Groups 2 and 3 fo confiom
that new or modified services are being provided in accordance with the plan of care,
and that the member’s needs are being met (such initial contact may be conducted by
phonc).

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

2969439

Members in CHOICES Group 2 participating in MFP shall, for at least the first ninety
{90} days following transition to the community, be visited in their residence face-to-face
by their care coordinator af least monthly with an interval of at least fourteen (14) days
between contacts to ensure that the plan of care is being followed, that the plan of care
continues 10 meet the member’s needs, and the member has successfully transitioned
back 1o the community. Thereafter, for the remainder of the member’s MFP participation
period, minimum contacts shall be as described in 2968437 unless more frequent
contacts are required based on the member’s aceds and circumstances and as reflected in
the member’s plan of care, or based on a significant change in ctrcumstances {see
Sections 2.9.6.9.2.1.17. and 2.9.8.4.5) or & shori-term nursing facility stay {see Sections
2988 5and 29887,

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

2.9.6.10.33

If eligible CHOICES HOBS are not inttiated within sixty (60} days following referral to
the FEA, the CONTRACTOR shall notify the member that cligible CHOICES HCBS
must be initiated by contract providers unless these HCBS are not needed on an ongoeing
basis in order to safely meet the member’s needs in the commumity, in which case, the
CONTRACTOR shall submit documentation to TENNCARE to begin the process of
disenroliment from CHOICES Group 2 or Group 3, as applicable.
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44.  Section 2.9.6.10.5 shall be amended by adding a new Section 2.9.6,10.5.1 as follows:

2.9.6.10.5.1

The member or member’s representative must retain authority and responsibility for
consumer dircetion,

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

2.86.10.7

286108

296109

2961010

2961011

For members electing to participate in consumer direction, the member’s care coordinator
shall integrate the member’s back-up plan for consumer-directed workers {including any
updates thereto) into the member’s back-up plan for serviees provided by contract
providers, as applicable, and the member's plan of care. The care coordinator shail
review the back-up plan developed by the member or histher representative {as
applicable} for consumer direction to defermine its adequacy 1o address the momber's
needs. The care coordinator shall assist the member in implementing the back-up plan as
needed, and shall monitor for late and missed visits and to ensure that the back-up plan
was implemented timely and that the member’s needs are being met,

For members electing to participate in consumer direction, the member’s care
coordinator shall reassess the adequacy of the member’s back-up plan for consumer
direction on at least an annual basis or as frequently as needed, which shall include any
time there are changes in the type, amount, durstion, scope of eligible CHOICES HCRS
or the schedule at which such services are needed, changes in consumer- directed workers
(when such workers also serve 23 8 back-up to other workers)y or changes in the
availabitity of paid or unpaid back-up workers to deliver needed care.

For members cleeting to participate in consumer direction, the member’s care coordinator
shall develop and/or update risk agreement which takes into account the member’s
decision to participate in comsumer direction, and which identifies any additonal risks
associated with the member’s decision o direet hissher services, the potential
consequences of such risk, as well as measures 1o mitigate these risks. The member’s
representative {if applicable) shall participate in the risk assessment process. The new or
updated risk agreement, shall be signed by the member (or the member’s representative,
as applicable) and the care coordinator. The CONTRACTOR shall provide a copy of the
risk agreement to the member/representative and the FEAL

On an ongoing basis, the CONTRACTOR shall ensure that needs reassessments and
updates to the plan of care occur per requirements specified in Sections 2.9.6.9 of this
Contract. The care coordinator shall ensure that, for members participating in consumer
direction, the FEA is invited to participate in these meetings as appropriate.

Within three (3) business days of updating the member’s plan of care {see Section
2.9.6.6.2.8.1}, the member's care coordinator/care coordination team shall provide a copy
of all relevant changes to the FEA (see Section 2.9.6,6.2.8.1. of this Contract),
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2961012

2961013

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

The member’s care coordingtor/care coordination team shall work with and coordinate
with the FEA in implementing consumer direction of eligible CHOICES HOBS {see
Section 2.9.7.3 .4

Section 2.9.6.18 shall be amended by adding a new Section 2.9.6.10.14 as follows and
renumbering the remaining Section accordingly, including any references thereto.

2.9.6.10.14

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

The renumbered Section 2.9.6.16.17 shall be deleted and replaced as follows:

2.9.6.10.47

[f at any time abuse or neglect is suspected, the member’s care coordinator or the FEA
shall report the allegations to the CONTRACTOR within 24 hours in accordance with the
CONTRACTOR’s abuse and neglect plan protocols. The notification shall include at a
nunimum: the member name; date of allegation reported and/or wdentified; description of
issue; measures taken to mitigate risk: status of reporting to CPS or APS, as appropriate;
If the allegation is in reference 1o a worker or representative, the FEA shall contact the
memberfrepresentative to immmediately release the worker or representative from histher
dutics until the investigation is complete. The FEA shall notify the CONTRACTOR
regarding this communication with the member/representative and the member or
representative’s decision. The care coordinator shall work with the member to find a new
representative and the FEA shall work with the member to find a suitable replacement
worker, if applicable. 1f the allegations are substantiated as a result of the investigation,
the representative or worker shall no longer be allowed to participate in the CHOICES
program as a representative or worker. [ the investigation is inconclusive, the member
may elect to retain the worker or representative. The member’s care coordinator, with
assistance from the FEA as appropriate, shall make any updates to the member’s plan of
care andfor risk assessment/risk agreement deemed necessary to help ensure the
member’s health and safety, and shall provide, at least annually, education of the member
and hissher representative of the risk of, and signs and symptoms of, abuse and neglect.
The CONTRACTOR may initiate action to involuntary disenroll the member from
consumer dircetion at any tme the CONTRACTOR feels that the member’s decisions or
actions constitute unreasonable risk such that the member’s needs can no longer be safely
and effectively met in the community while participating in consumer direction,
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Section 2.9.6.11.18.1 shall be deleted and replaced as follows:

29611181 The CHOICES program including a description of the CHOICES groups; eligibility for

CHOICES enrollment; envollment in CHOICES; enrellment targets for Groups 2 and 3
{excluding Interim Group 33, including reserve capacity and administration of walting
Hsts, and CHOICES benefits, including berelit Hmits, the individual cost neutrality cap
for Group 2, and the expenditure cap for Group 3;

Section 2.9.0.12.7 shall be deleted and replaced as follows:

2.9.6.12.7 Notwithstanding the address andfor phone number in the 834 fle, the CONTRACTOR shall

use the member’s address or phone number or approprigte altermative phone number, as
confirmed during the intake visit {see Section 2.9.6.3.9.) and updated (as applicable) during
subsequent care coordination contacts (see Section 2.9.6.9.2.1.5)) for all HCBS that will be
togged into the EVV system.

Section 2.9.7.1.1 shall be amended by adding the phrase “in Group 17 to the secound
sentence as follows:

28711

The CONTRACTOR shall offer consumer direction of eligible CHOICES HCBS 1o all
CHOIWES Group 2 and 3 members who are determined by a care coordinator, through the
needs  assessment/reassessment process, o need aftendant care, personal care, in-home
respite, companion care services and/or any other service specified in TennCare rules and
regulations as available for consumer direction. (Companion care is only available for
persons in Group 2 electing consumer direction of eligible CHOICES HCBS) A service that
is not specified in TennCare rules and regulations as available for consumer direction or that
is not a CHOICES HOUBS shall not be consumer directed. Consumer direction in CHOICES
affords members the opportunity to have choice and control over how eligible CHOICES
HOBS are provided, who provides the services and how nyuch workers are paid for providing
care, up 1o a specified maximum amount established by TENNCARE (see Section
2.9.7.6.111 Member participation in consumer direction of eligible CHOICES HCBS is
voluntary. Members may elect to participate in or withdraw from consumer direction of
eligible CHOICES HCBS at any time, service by service, without affecting their enrollment
it CHOICES. To the extent possible; the member shall provide higsher care coordinator ten
{10} days advance notice regarding hissher intent 1o no longer direct one or more cligible
CHOICES HCBS or o withdraw from participation in consumer direction of eligible
CHOICES HCBS entirely, The CONTRACTOR shall respond to the member’s request in
keeping with the timeframes and processes set forth in this Section, in erder to facilitate a
scamless transition to appropriate service delivery. TENNCARE may establish reasonable
limitations on the frequency with which members may opt into and out of consumer direction
of eligible CHOICES HUBS.

The title of Section 2.9.7.2 shall be amended to say “Representative for Consumer
Direction”™.
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Section 2.9.7.2.6 shall be deleted and replaced as follews:

2.9.7.2.6 A member may change his'her representative at any time. The member shall immediately

noiify hissher care coordinator and the FEA when he/she intends to change representatives.
The care coordinator shall verify that the new representative meets the qualifications as
described above. A new representative agreement shall be completed and signed, in the
presence of a care coordisator, prior to the new representative assuming their respective
responsibilities. The care coordinator shall immediately notify the FEA in writing when a
member changes his/her representative and provide a copy of the reprosentative agreement.
The CONTRACTOR shall facilitate a seamless transttion 1o the new representative, and
ensure that there are no interruptions or gaps in services. As part of the needs assessment and
plan of care process, the care coordinator shall educate the member about the importance of
notifying the care coordinator prior to changing a representative.

Sections 2.9.7.3.2.1 and 1.9.7.3.2.2 shall be deleted and replaced as follows:

287321 Assign a supports broker to each CHOICES member electing to participate in consumer
direction of eligible CHOICES HUBS.  The supports broker shall be responsible for
assisting the member with enroliment into consumer direction and with the enrollment of
new workers;

297322 Notify the member’s care coordinator upon becoming aware of any additional risk

associated with the member purticipating in consumer direetion that way need to be
addressed in the risk assessment and plan of care processes;

Sections 2.9.7.3.2.9 shall be deleted and replaced as follows:

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

Section 2.9.7.3.2.12 shall be amended by adding the word “and” to the end of the
paragraph, the existing Section 21.9.7.3.2.13 shall be deloted in its entirety and the
repumbered Section 2.9.7.3.2.13 shall be deleted and replaced as follows, All references
shall be updated accordingly.

2973213 Notify the CONTRACTOR within no more than twenty-four (24} hours of identification
of critical incidents (see Section 2.15.7}.

Section 2.9.7.3.3.1 through 2.9.7.3.3.6 shall be deleted and replaced as follows:

2.9.73.3.1 As needed, assist the member and/or representative in developing job descriptions;
2.9.7.3.32  As needed, assist the member and/or representative in locating and recruiting

workers;
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287333 As needed, assist the member and/or representative in interviewing workers
{developing questions, evaluating responses);

297334  Assist the member and/or representative in developing {as part of the onboarding
& tol
process for new workersy a schedule for the member’s workers that comports with
the schedule at which services are needed by the member as reflected in the plan
of care:

297335 Asgsist the member and/or representative in managing and monitoting payments o
workers; and

bt

87336 Assist the member/representative in identification and training of new workers, as
needed.

Section 2.9.7.3.4 shall be deleted and replaced as follows:

28734 The CONTRAUTOR s care coordination functions shall not duplicate the supports brokerage
functions performed by the FEA or its subcontracior. A member’s care coordinator shall be
respoasible Tor monitoring the member’s services through consumer direction.

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

28745 The care coordinator shall determine if the member will appoint & representative to assume
the consumer direction functions on his/her behalfl If the member does notintend to appoint &
representative, the care coordinator shall determine the extent to which 2 member requires
assistarice (o participate in consumer divection of eligible CHOWES HUBS, based upon the
results of the member’s responses to the self-assessment instrument developed by
TENNCARE. The self-assessment instrument shall be completed by the member with
assistance from the member’s care coordinator as appropriate. The care coordinator shall file
the completed self-assessment in the member’s file and provide a copy to the FEA,

29747  Within two {2) business days of signing the representative agreement or completion of the
self-assessment nstrument if the member has not designated a representative and the care
coordinator detérmines that the member does not require a representative to assist the
member in directing histher care, the CONTRACTOR shall forward to the FEA a referral
initiating the member’s participation in consumer direction of eligible CHOICES HUBS. The
referral shall include at a minimuwn: the date of the referral; the member’s name, address,
wlephone number, and social security number (SSN}; the pame of the representative and
wlephone number (if applicable); member’s MCO 1D sumber; member's CHOICES
eriroilment date; eligible selected HOBS, including amount, frequency and duration of cach
by type: and care coordinator’s name and contact information. The CONTRACTOR shall
also forward to the FEA a copy of the written confirmation of the member’s decision to
participate in consumer direction of ehgible CHOICES HUBS, the signed POC, and the
representative agreement, if applicable. Referrals shall be submitted electronically on a daily
basts using the agreed upon data interface (either a standard elecironic file transfer or the
FEA's web portal technology or both} and process. Referrals shall be submitted on 2
member-by-member basis.

17




Amendment 33 {cont}

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

29743101 The member/representative {as applicable) shall have primary responsibility for the
development and implementation of the back-up plan for consumer directed services. The
FEA shall assist the member/representative as needed in developing and verifving the
initial back-up plan for consumer direction that adequately identifies how the
member/representative will address situations when a scheduled worker is not available
or fails to show up as scheduled. The care coordinator shall assist the member as needed
with implementing the back-up plan and shall update and verify the back-up plan
armually and as needed,

29741804 Al persons and/or organizations noted in the back-up plan for consumer direction shall
he contacted by the member/representative to determine their willingness and avatlability
1o serve as back-up contacts. For the initial buck-up plan, the FEA shall confirm with
these persons and/or organizations their willingness and availability to provide care when
needed, document confirmation in the member’s file and forward a copy of the
docimentation to the CONTRACTOR. The care coordinator shall be responsible for
updating and verifying the back-up plan on an ongoing basis.

2974106 The care coordinator shall assist the member or hissher representative {(as applicable) in
implementing the back-up plan for consumer direction as needed, monitor (o cnsure that
the back-up plan s implemented and effectively working to meet the member’s needs,
and immediately address any concerns with the back-up plan or the member’s care,

2.9.7.4.10.7 The care coordinator shall assist the member or his/her representative (as applicable) in
reviewing and updating the back-up plan for consumer direction at least annually and as
frequently as necessary, which shall include any time there are changes in the type.
amount, duration, scope of eligible CHOICES HUBS or the schedule at which such
services are negded, changes in workers {when such workers also serve as a back-up to
other workers) and changes in the availability of paid or unpaid back-up workers to
deliver needed care. As part of the annual review of the back-up plan, the member or
his/her representative and the care coordinator shall confinm that each person specified in
the back-up plan continugs to be willing and available fo serve as back-up workers o
deliver needed care and to perform the tasks and functions needed by the member. Any
updates to the back-up plan for consumer direction shall be provided to the FEA.

29741010 The care coordingtor shall develop and/or update risk agreement which takes into account
the member’s decision to participate tn consumer direction, and which identifies any
additional risks associated with the member’s decision to direct hwsher services, the
potential consequences of such risks, as well a5 measures to mitigate these risks. The
member/representative shall participate in the process. The member’s representative (if
applicable) shall participate in the risk assessment process. The new or updated risk
agreement shall be signed by the member or his‘her representative (as applicable) and by
the care coordinator. The CONTRACTOR, member/representative and FEA shall receive
a copy of the risk agreement. The CONTRACUTOR and the FEA shall cach file a copy of
the risk agreement in the member’s file.

18
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20741001 The FEA shall notify the member’s care coordinator immediately if they become aware

of changes in the member’s needs andfor circumsiances which warrant a reassessment of
needs andfor risk, or changes to the plan of carg or 13k agreement,

29741013 On an ongoing basts, the CONTRACTOR shall ensure that needs reassessments and

updates to the plan of care occur per requirements specilied in Sections 2.9.6.9 of this
Contract, The care coordinator shall ensure that the FEA s invited to participate in these
meetings 4s appropriate.

68, Sections 2.9.7.5.5 and 2.9.7.5.8 shall be deleted and replaced as follows:

29955

On a weekly basis the FEA shall update the member’s care coordinator of the status of
compieting required functions pecessary to initiate consumer direction, including obtaining
completed paperwork from the member/representative and obtaining workers for each
wdentified consumer divected service and any anticipated tmeframes by which qualified
workers shall be secured and consumer directed services may begin,

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

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

297611

A member cannot waive a background check for a potential worker. A background check
may reveal a potential worker’s past eriminal conduct that may pose an unacceptable risk
to the member. The following findings may place the member at risk and may result in a
potential worker failing the background check, possibly disqualifving a person from
serving as a worket:
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Section 2.9.7.6.1.2 through 2.9.7.6.1.2.5 shail be deleted and replaced and Section 2.9.7.6.1
shall be amended by adding a new Sections 2.9.7.6.1.3, and 2.9.7.6.1.4 and 2.9.7.6.1.4.1 as

follows:

297612

29761

£

297612

b

297612

it
L

297613

-

b76.14

2976141

If a potential worker fails the background check, the potentizl worker may request an
individualized assessment that will be conducied by the member with the help of the
FEA. The individualized assessment process will help determine whether the potential
worker may be excluded because of past criminal conduct,  The individualized
assessment will provide the potential worker with notice that he/she has been soreened
out because of eriminal conduet and provide an oppertunity for the potential worker to
should not be applied to hissher circumstances, The member,
will consider the following factors:

explain why the exclusion
with the asyistance of the |

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

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

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

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

If a member decides to request an exception to the possible disqualification of the
potential worker, the FEA shall assist the member in completing the exception request
Form and submitting the potential worker's individualized assessment to TENNCARE.
TENNCARE shall review the exception request and determine whether or not the
potential worker’s possible exclusion from employvment would be b related and
consistent with business necessity (1.¢. the exclusion cffectively binks specific criminal
conduct and its dangers with the risks inherent in the duties of a particular position), the
nature and gravity of the criminal conduct, and the time that has passed since the criminal
conduct and or the completion of the sentence, and that applicable federal and state Jaws
do not prohibit the hiring of persons convicted of the criminal conduct in question.

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




Arnendment 33 (cont)

63.  Section 2.9.7.7.2 shail be amended by adding a new Section 2.9.7.7.2.9 as follows:
297729 Fasuring workers maintain daily communication notes for authorized services provided.
64, Section 2.9.7.7.4.4 shall be deleted and replaced as follows:
257744 Fraud and abuse identification and reporting;

65.  Section 2.9.7.7.4.7 shall be amended by deleting the word “and” from the end of the
paragraph, Section 2.9.7.7.4.8 shall be deleted and replaced, and Section 2.9.7.7.4 shall be
amended by adding a new Section 2.9.7.7.4.9 as follows:

297748 As appropriate, administration of self~directed heaith care task{s}. The member or his'her
representative shall be responsible for training the worker(s) regarding individualized
service needs and preferences and for specific traming regarding health care tasks the
member or his/her representative elects to self-direct {as applicable); and

21497749 Universal precautions and blood borne pathogens training.
&6, Section 2.9.7.7.7 shall be deleted and replaced as follows:

297777 The FEA shall be responsible for verifying and validating the worker’s completion of
required CPR and First Aid training from an approved provider prior o initistion of services
and payment for services. Ongoing, the FEA shall ensure that workers maintain CPR and
first aid certification and receive required refresher training as a condition of continued
employment. The FEA may assist workers in locating appropriate courses for initial
certification and recertification as appropriate. Additional training components may be
provided to a worker to address issues identified by the FEA, care coordinator, member
and/or the representative or at the reguest of the worker.

67. Section 2.9.7.8.4 and 2.9.7.4.5 shall be deleted and replaced as follows:

29784  The CONTRACTOR shall monitor implementation of the back-up plan by the member or
his'her representative.

The CONTRACTOR shalt monitor 2 member’s parficipation in consumer direction of
cligible CHOICES HCBS to determine, at a minimum, the success and the viability of the
service delivery model for the member, The CONTRACTOR shall note any patterns, such as
frequent turnover of representatives or workers, habitual late and/or missed visits by workers,
unauthorized schedule changes, failure to cooperate with the FEA and changing between
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consumer direction of eligible CHOICES HUBS and contract providers that may warrant
intervention by the CONTRACTOR. The CONTRACUTOR may submit a request to
TENNCARE, pursuant to TennCare policy, w involuntarily withdraw the member from
consumer direction of eligible CHOICES HCBS if the CONTRACTOR has concerns about
its ability to protect the health, safety and welfare of the member (see Section 2.9.7.9.4). The
FEA may submit a request to the CONTRACTOR to involuptarily withdraw the member
from consumer direction of eligible CHOICES HCOBS due to concerns regarding the
member’s heaith, safety and welfare f the member continues in consumer direction, The
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Amendment 33 {cont)

CONTRACTOR must submit copies of all such requests to TENNCARE with
documentation of iy decision.

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

69, Section 1.9.8.8.4 shall be deleted and replaced as follows:

29884 I the short-term stay will exceed ninety (907 days, the CONTRACUTOR shail facilitate
ransition from CHOICES Group 2 to CHOICES Group 1. A transition from Group 2 to
Group Twill not necessitate a member’s disenrollment from MFP, regardless of the length of
stay i the facility, except in cases that care coordinator has assessed the reason for the re-
nstitutionalization and determined that the member is not an appropriste candidate for
continued enrellment in CHOICES Group 2 and MEP,

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

2.9.8.53.2  Upon conclusion of the member’s 365-day participation period in MFP, the Plan of Care shall
be updated to reflect that he is no longer participating wn MEFP.

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

{1} Services and Responsibilities

The CONTRACTOR shall coordinate with the DBM andior the 1D HOBS waiver contractor
for dental services. Coordination of dental services, at a minimum, includes establishing
processes for:

72.  Section 2.9.12.3 shall be deleted and replaced as follows:

{2} OUperating Princinles

Coeordinating the delivery of dental services to TennCare members is the primary
responsibility of the DBM andior the [ HCBS walver contractor. However, the
CONTRACTOR shall provide coordination assistance and shall be responsible for
communicating the DBM/HCBS provider services, provider relations, and/or claim
coordimator contact information to all of itz contract providers. With respect to specific
member issues, the CONTRACTOR shall work with the DBM/HCBS coordinator towards a
resolution. Should systemic issues anse, the CONTRACTOR shall meet and resolve the
tssues with the DBM/HCBS waiver contractor. In the cvent that such issues cammot be
resolved, the MCO and the DBM/HCBS waiver contractor shall meet with TENNCARE w©
reach final resolution of matters involved. Final resolution of system issues shall occur within
mnety (901 calendar davs from referral to TENNCARE.
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Amendment 33 (cont.)

Section 2.9.15.3 shall be amended by adding a new Section 2.9.15.3.1 which shall read as
follows:

291531 If a member receiving home health or private duty nursing services will be subject o a
reduction in covered services provided by the CONTRACTOR upon turning twenty-one (21}
vears of age and the member alse receives HCOBS Waiver services from DIDD, the
CONTRACTOR, DIDD, and the Independent Support Coordinator (1SC) as applicable shall,
pursuant to policies and processes established by TENNCARE, coordinate benefits
implement any changes in HUBS Waiver Services at the same time that MCO services are
reduced to ensure as seamless a transition as possible,

Section 2.11.8 shall be amended by adding a new Section 2.11L.8.1.3 as follows and
renumbering the existing Section accordingly, including any references thereto.

2.8 1813 To the extent the CONTRACTOR has defegated credentialing agreements in place with any
approved delegated credentialing agency, the CONTRACTOR shall ensure all providers
submitted to the CONTRACTOR from the delegated credentfaling agent s loaded to its
provider files and inte ifs claims processing system within thirty (30) calendar days of receipt.

Section 2.11.8.4,.1.2.4 shalil be amended by adding a new Section 2.11.8.4.1.2.4.1 as follows:

21L8.4.1.2.4.1  Has a policy and process in place to address exception requests for workers who fail
a criminal background check {(see Section 2.9.7.6);

Section 2.12.4 shall be deleted in its entirety and the existing Section 2.12.10 shall be deleted
and replaced by a pew Section 2,12.8 as follows, the remaining Sections shall be
renumbered accordingly including any references thereto.,

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

Section 2.12.9.66.1 shall be deleted and replaced as follows:

2.12.9.66.1 Language that no person on the grounds of handicap, and/or disability, age, race, color,
religion, sex, national origin, or any other classifications protected under federal or state laws
shall be excluded from partivipation in, except as specified in Section 2.3.3, or be denied
benefits of, or be otherwise subjected fo discrimination in the performance of provider’s
obligation under its agreement with the CONTRACTOR or in the employment practices of
the provider.
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80.

The renumbered Section 2.12.10.10 shall be deleted and replaced as follows:

212,10

10

Require the nursing facility to comply with federal Preadmission Screening and Resident
Review (PASRR] requirements applicable to all nursing facility residents, regardiess of
payor source, including ensuring that a level [ screening has been completed prior to
admission, a leve! [T evaluation has been completed prior to admission when indicated by
the level [ screening, and a review is completed based upon a significant physical or
mental change in the resident’s condition that might impact the member’s need for or
benefit from specialized services. The facility shall collaborate with the CONTRACTOR
and with other providers as needed to help ensure that current information regarding the
momber’s mental health or intellectual disabilitivs needs €as available) 15 reflected in the
PASRR screening in order to support an appropriate PASRR determination.

Section 2.13.1.2 shall be amended by deleting the existing Section 2.13.1.2.9 and replacing it
with new Sections 2.13.1.2.9 and 2.13.1.2.10 as follows and the remaining Sections shall be
renumbered accordingly, including any references thereto.

213129 The CONTRACUTOR agrees to implement retrospective episode based reimbursement and

POCMH strategies consistent with Tennessee’s multi-paver payment reform initiative in a
manner and on a timehine approved by TENNCARE. This includes:

Using a the retrospective administrative process that is aligned with the model designed
by TENNCARE;
fmplementing kev design choices as directed by TENNCARE, including the definition of

cach episode and definition of quality measures;

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

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

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

Tennessee.

2130210 The CONTRACTOR shall implement State Budget Reductions and Payment Reform

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

Section 2.13.4.3 shall be deleted and replaced as follows:

2.13.43

I, prior 1o the end date specibied by TENNCARE in itz approval of Level I reimbursement
for nursing facility services, the CONTRACTOR determines that the member no Jonger
needs and/or the nursing facility is no longer providing the skilled and/or rehabililative
services for which Level H reimbursement of nursing facility services was approved by
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Aanendment 33 {cont.)

TENNCARE, the CONTRACTOR shall notify TENNCARE and, as appropriate, shall submit
a request o modify the member’s level of reimbursement for nursing facility services. The
CONTRACTOR shall submit documeniation as specitied by TENNCARE to support the
request, The CONTRACTOR may reimburse the nursing faeility at the Level [ {rather than
Level H) per diem rate only when such rate s billed by the nursing facility and there s an
approved LOC eligibility segment for such level of reimbursement or upon approval from
TENNCARE of a reduction in the member’s level of care {Le., reimbursement) as reflected
on the outhound 834 envollment file

8L Section 2.14.1.15.1 shall be deleted and replaced as follows:

21410151 The CONTRACUTOR shall ensure that level 1T reimbursement of nursing facility care is
provided for CHOICES members who have been determined by TENNCARE to be
eligible for Level H reimbursement of nursing facility care for the perind specified by
TENNCARE, except when level | reimbursement is billed by the nursing facility and
there is an approved LOC eligibility segment for such Jevel of reimbursement. The
CONTRACTOR shall monitor the member's condition, and if the CONTRACTOR
determines that, prior to the end date specified by TENNCARE, the member no longer
requires anddor the facility is no fonger providing the skilled and/or rehabilitative services
for which Level I reimbursement of nursing facility care was approved by TENNCARE,
the CONTRACTOR may submit to TENNCARE » request to modify the member’s level
of reimbursement for nursing facility services. The CONTRACTOR shall submit
documentation as specified by TENNCARE to support the request. The CONTRACTOR
may reimburse the nursing facility at the Level ] (rather than Level 1) per diom rate only
when such rate s billed by the nursing facility and there is an approved LOC eligibiity
segment for such level of reimbursement or upon approval from TENNCARE of a
reduction in the member's fevel of care (i.e., reimbursement) as reflected on the outbound
834 enrollment file.

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

2.14.5.2  The CONTRACTOR may decide whether it will issue service authorizations for nursing
factlity services. or whether 1t will instead process claims for such services in accordance
with the level of care (e, reimbursement, including the duration of such level of
reimbursement) approved by TENNCARE {see Section 2.14.1.15), except that the
CONTRACTOR may reimburse a facility at the Level I per diem rate when such lesser rate is
billed by the facility and there i an approved LOC eligibility segment for such level of
retmbursement.

2.14.55  The CONTRACTOR may determine the duration of time for which CHOICES HCBS will be
authorized. However, the CONTRACTOR shall be responsible for monitoring s
suthorizations and for ensuring that there are no gaps in avthorizations for CHOICES HCBS
in accordance with the plan of care. The CONTRACTOR shall further be responsible for
ensuring that service authorizations are consistent with the plas of care, including the
schedule at which services are needed and any updates o the plan of care and/or schedule,
and except in the following circumstance, for notifving providers in advance when a service
authorization (including a schedule} will be changed. Retroactive entry or adjustments in
service authorizations for CHOICES HUBS should be made only when required
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Amendment 33 (cont)

accommodate payment of services that had been authorized but an adjustment in the schedule
of services was required based on the member’s needs.

Sectious 2.15.3.1 through 1.15.3.2.6 shall be deleted and replaced as follows:

21531 The CONTRACTOR shall perform at least two (2) clinical and three (3} non-chinical PIPs
Clinical PIPs include projects focusing on prevention and care of acute and chronic
eonditions, high-volume services, high-risk services, and continuity and coordination of care;
non-clinical PIPs inelude projects focusing on availability, accessibility, and cultural
sompetency of services, interpersonal aspects of care, and appeals, grievances, and other

complaints.

205318 The rwo (2) clinical PIPs shall mclude oue (1) in the area of behavioral health that s relevant
to one of the Population Health programs for bipolar disorder, major depression, or
schizophrenia and one (1) in the area of either child health or perinatal (prenatal/postpartum)
heaith.
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One {1} of the three (3) non-clinical PIPs shall be in the area of long-term care. The
CHOICES special study mayv not be used as a PIP. The CONTRACTOR shall use existing
processes, methodologies, and protocols, including the CMS protacols.

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

Dk
e
LA
b

Section 2.15.6.2 shall be deleted and replaced as follows:

21562 Annually, the CONTRACTOR shall conduet a CAHPS survey. The CONTRACTOR shall
enter into an agreement with a veador that is certified by NCOA 10 perform CAHPS surveys.
The CONTRACTOR s vendor shall perform the CAHPS adult survey, CAHPS child survey
and the CAHPS children with chronic conditions survey using the most current CAHPS
version specified by NCQA. Survey results shall be reported to TENNCARE separately for
cach required CAHPS survey listed above. Survey results shall be submitred to TENNCARE,
NCOA and TENNCAREs EQRO annually by June 15 of cach calendar year.

Section 2.15.7.1.4.3, 2.158.7.1.4.6, and 2.15.7.1.4.7 shall be deleted and replaced as follows:

2157143 Requiring that its staff and contract CHOICES HUBS providers immediately (which shall

not exceed twenty-four hours) take steps to prevent further harm to any and alf membery
and respond to any emergency needs of members. [f the allegation is in reference to a
CHOICES HOBS worker, the worker shall be immediately released from providing
services to any TennCare member until the investigation s complete,

2.157.1.4.6 Defining the role and responsibilities of the fiscal employer agent (see definition in
Section 1} in reporting, any critical incidents, which shall include reporting incidents
the CONTRACTOR using the process developed in a accordance with Section
2157141, and reporting to the CONTRACTOR within 24 hours in accordance with the
abuse and neglect plan protocols anytime there is a suspicion of abuse or neglect (see
Section 2.9.78.6) truining cmployees, contractors of the FEA (including supports
brokers}, and consumer-directed workers regarding reporting, and cooperating with the
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investigation of any critical incidents; and raining consumers and caregivers regarding
eritical incident reporting and management. Such role and responsibilities shall be
defined in a manner that is consistent with requirements in this Section 2.15.7.1.4 as well
as TENNCARE s contract with the fiscal emplover agent and the model contract between

the CONTRACTOR and the FEAL
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27147 Reviewing any FEA reports regarding critical incidents and investigate, as appropriate o
detenming any necessary corrective actions needed by the member andior hisiher
represeatative fo help ensure the member’s health and safety.

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

21573 Home Health Agency Critical Incident Reporting

2,15.7.3.1 The CONTRACUTOR shall identify and wack all significant Home Health Agency (HHA)
critical incidents imvolving non-CHOICES enrollees. A HHA critical incident shall include
those significant incidents that are reported to the CONTRACTOR from the HHA including
unexpected death, majorisevere injury, safety issues, or suspected physical, mental or sexual
abuse or neglect. Fach incident must be reported using the TENNCARE preseribed HHA
Critical Incident report template within twenty-four {24) hours of the CONTRACTOR
receiving information relative to sueh an incident. An updated report, including results of
investigation and next steps must be submitted o TENNCARE within thirty (30) caleadar
days of notification of the incident.

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

Section 2.17.5.3.5 shall be deleted and replaced as follows:

217535 A notice of the right to file a discrimination complamnt, as provided for by applicable federal
and state civil rights laws, including, but not Hmited to Title VI of the Civil Rights Act of
1964, the Age Discrimination Act of 1973, Title IX of the Bducation amendments of 1972,
Section 304 of the Rehabilitation Act of 1973, and Titles I and 1 of the Americans with
Pigabilities Act of 1990 that includes a phone number for assistance and a website link to the
complaint form. The notice shall be considered a Vital Document and shall be available at a
minimum in the English and Spanish languages;

Section 2.18.10.2 shall be deleted and replaced as follows:

2181802 The CONTRAUTOR shall provide an education plan for all members with behavioral health
wssues; education shall occur on a regular basis, At a minimum, educational materials shall
mnclude information on medications and their side effects; behavioral health disorders and
treatment options; self-help groups, peer recovery services, family support services, and other
community support services available for members and families.
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Amendment 33 (cont}

943, Section 2.19.3.18 shall be deleted and replaced as follows:

219318 Member TennCare ehigibility and eligibility-related grievances and appeals {including but not

limited to long-term care cligibility and envollment), including termination of cligibility,
effective dates of coverage, and the determination of premium, copavment, and patient
tability responsibilities shall be divected to TENNCARE

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

220,18 This prohibition described above in Scction 2.20.1.7 shall be limtted to a specific provider(s),
for specific dates, and for specific issues, services or claims. The CONTRACTOR shall
check with the Bureau of TennCare, Program Integrity Unit before inftiating any recoupment
or withhold of any program integrity refated funds {See Section 2.20.1.7) to ensure that the
recoupment or withhold is permissible. In the event that the CONTRACTOR obtains funds in
cases where recoupment or withhold s probibited under this section, the CONTRACTOR
will return the funds to the provider,

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

2202110 The CONTRACTOR, subcontractor and providers, whether contract or non-coniract, shall,
upon request and as required by this Contract or state and/or federal law, make available 1o
the TBI MFCU/OIG any and all administrative, Dinancial and medical records relating 1o the
delivery of ttems or services for which TennCuare monies are expended. Such records will be
made available at no cost to the requesting agency. In addition, the TBI MFCU/OIG shall, as
required by this Contract or state andfor federal faw, be allowed access 1o the place of
business and o all TennCare records of any contractor, subcontractor or provider, whether
contract or non-contract, doring normal business hours, except under special circumstances
when afler hour admission shall be allowed. Spectal circumstances shall be determined by the
TBE MFCUMOIG,

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

b

2.22.54  The CONTRACTOR shall monitor, on an at least a monthly basis, the number of each long-
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tenm care provider's denied claims for fong-term care services {NF and CHOICES HCOBS),
and shall intiate training and technical assistance as needed to any long-term care provider
whose monthly volume of dented claims for long-term care servives exceeds twenty percent
{20%6). The CONTRACUTOR shall submit to TENNCARE on a quarterly basis, a report of all
long-term care contractors for whom the number of denied claims for long-term care services
exceeded twenty percent (20%) of the total number of claims for long-term care services
submitted during any month, the total number and percent of denied claims for long-term care
services for that month, the total dollar value of denied claims for long-term care services, the
type of intervention {e.g., training or technical assistance) determined to be needed and
provided by the CONTRACUTOR, and the current status of such denied clhims (eg.,
resubmutted, pending action by the provider, determined to be duplicate claims, eic. )
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Section 1,.24.4.3 shall be deleted and replaced as follows:

22443

The CONTRACUTOR s abuse and neglect plan shall also define the role and responsibilities
of the FEA and supporis broker (see dehinttion in Section 1) in assessing and reducing a
member’s risk of abuse and neglect, identifving and reporting abuse and neglect, protecting a
member il abuse and/or neglect is suspected; fraining emplovees, contractors of the FEA
{including supports brokers), and consumer-dirccted workers regarding the protocols
fdentified in Sections 2.24.4.2.1 through 2.24.4.2.6 gbove, and waining members and
caregivers regarding identification and reporting of suspected abuse and/or neglect. Such role
and responsibilities shall be defined in a manner that is consistent with reguirements in this
Section 2.24.4 as well as TENNCARE s contract with the fiscal emplover agent and the
maodel contract between the CONTRACTOR and the FEA.

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

227514
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Create and implement policies and procedures to address present and Tuture HIPAAHITECH
regulatory requirements as needed, including, but not limited to: use and disclosure of data;
de-identification of data; minkmum necessary access; accounting of disclosures; enrollee’s
right to amend, access, request restrictions; notice of privacy practices and right to file a
complaing, and breach notification;

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

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

Section 2.27.9.4.7 shall be deleted and replaced as follows:

221947

If & court issues a subpoena for a case record or for any CONTRACTOR representative fo
testify concerning an applicant or beneficiary, the CONTRACTOR must notify the State at
least ten {10} days prior to the required production date so the State may work with the
CONTRACTOR regarding CONTRACTOR s informing the court of the applicable statutory
provisions, policies, and regulations restricting disclosure of nformation, effective until Jan.
£, 2014 and

Sections 2.27.10.11.2, 2.27.10.1 .3, and 2.27.10,1 1.4 shall be deleted and replaced as follows:

2271011

2 “Protected Health Information/Personally Identifiable Information”™ (PHEPH) (45 CF.R.

$ 160,103, OMB Circular M-06-19) - “Protecied health information”™ or “PHI” means
individually identifiable health information that is: (i} Transmitted by electronic media;
(i1} Maintained in electronic media; or (i1} Transmitted or maintained in any other form
or medium,

t.5 “Personally ldentifiable information™ or “PII7 refers o any information about an

individual maintained by an agency, inciuding, but not Umited o, education, financial
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Amendiment 33 {cont}

transactions, medical history, and criminal or employment history and information which
can be used to distinguish or trace an individual’s identity, such as thelr name, social
security number, biometrie records, ete., alone, or when combined with other personal or
identifving information which is lined or lmable to a specific individual, such as date and
place of birth, mother’s maiden name, ete.

22730014 vindividually Identifiable Health Information™ —~ information that is a subsct of health
information, including demographic information collected from an individual, and: (1) Is
created or recetved by a health care provider, health plan, employer, or health care
clearinghouse; and (2) relates 1o the past, present, or future physical or mental health or
condition of an individual; the provision of health care to an individual, or the past,
present, or future payment for the provision of health care to an individual; and ()
wWentifies the individual; or (11} with respect to which there is a4 reasonable basis to believe
the information can be used to dentify the individual.

98.  Sections 2.27shall be amended by adding new Sections 2.27.11 threugh 2.27.13 as follows:
2274 Sensitive Data Related 1o Alcohol and Drug Abuse Enrollee Records for Substance Abuse Treatment.

227411 This information has been disclosed fo vou from records protecied by Federal confidenuality
rules (42 CFR part 23 The Federal rules prohibit vou from making any further disclosure of
this information unless further disclosure 1s expressly permitted by the written consent of the
porson o whom it pertains or as otherwise permitted by 42 CFR part 2.

A general authorization for the release of medical or other information 1s NOT suificient for
this purpose. The Federal rules restrict any use of the information to criminally investigate or
prosecute any aleohol or drug abuse patient. 42 C.FR.§ 2.32 (SAMHSA)
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223742 Federal Tax Information (FTI)

2271210 Any FT1 made available shall be used only for the purpose of carryving out the provisions of
this Contract.

information contained in such material shall be treated as confidennal and shall not be
divulged or made known in any manner o any person excepl as may be negessary in the
performance of this Contract. Inspection by or disclosure 1o anyone other than an officer of
employer of the Grantee s strictly prolubited.
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2.27.143 Failure to comply with federal regulations regarding HIPAA/HITECH, SSA, Medicaid, CHIP,
SAMHSA, and FT1 data may result in criminal and eivil fines and penalties.

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

2283 The CONTRACTOR’s non-discrimination compliance plan shall include written policies and
procedures that demonstrate non-diserimination in the provision of services to members. The policy
shall also demonstrate non-discrimination in the provision of language assistance services for
members with Limited English Proficiency and those requiring communtcation assistance in
alternative formats (see Section 2.18.2). These policies and procedures shall be prior approved in
writing by TENMCARE,
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22862  Discrimination Complaints against the CONTRAUTOR s Providers, Provider’s Employees and/or
Provider’s Subcontractors. Should complaints concerning alleged acts of discrimination committed
by the CONTRACTOR's providers, provider's employees and/or subcontraciors related to the
provision of and/or access to TennCare covered services be reported to the CONTRAUTOR, the
CONTRACTOR s nondiscrimination compliance officer shall inform TENNCARE of such
complatats within two {2) business davs from the date CONTRACTOR learns of such complaints, [t
TENNCARE requests that the CONTRACTOR’S nondiscrimination compliance officer assist
TENNCARE with conducting the mtial investigation, the CONTRACTOR’S nendiscrimination
compliance officer within five (5} business days from the date of the request shall start the initial
ivestigation. Once an mital investigation has been completed, the CONTRACTOR s
nondiscrimination compliance officer shall report his/her determinations to TENNCARE., At a
minimum, the CONTRACTOR s nondiscrimination compliance officer’s report shall include the
wlentity of the party filing the complaint; the complainant’s relationship to the CONTRACTOR; the
circtamstances of the complaint; date complaint filed; and the CONTRACTOR s suggested resolution,
TENNCARE shall review the CONTRACTOR s mitial investigations and determine the appropriate
resolutions for the complaints as set forth in Section 2.28.6.3 below. TENNCARE reserves the right
to investigate and resolve all complaints concemning alleged acts of discrimination committed by the
CONTRACTOR s providers, and subcontractors.

2287 The CONTRACTOR shall use and have available to TennCare envollees, TennCare’s Discrimination
complaint  form  located on  TennCare’s website under the nondiscrimination link  a
httpr/www. i gov/tenneare/members.shtml. The diserimination complaint form shall be provided to
TennCare enrollees upon request and in the member handbook. This complaint form shall be
considered a Vital Document and shall be available at a minimum in the English and Spanish
languages. When requests for assistance to file a discrimination complaint are made by enrollees, the
CONTRACTOR shall assist the enrollees with submitting complaints to TENNCARE. In addition,
the CONTRACTOR shall inform its employees, providers, and subcontractors how to assist
TENNCARE enrollees with obtaining discrimination complaint forms and assistance from the
CONTRACTOR with submitting the forms to TENNCARE and the CONTRACTOR.

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

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

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

23008 In accordance with the reguirements set forth in 42 U.S.C. § 300kk, the CONTRACTOR
must develop and maintain the ability to collect and report data on race, ethnicity, sex,
primary language, and disability status for applicants and members and from applicants’ and
members™ parents or legal guardians if applicants  or members are minors or legally
meapacitated individuals. In collecting this data the CONTRACTOR shall use the Office of
Muanagement and Budget (OMB) standards, at a minimum, for race and ethnicity measures.
Race and Ethnic Standards established for Federal Statisticy and Adminisprative Reporting
melude the following categories as defined by the OMB:
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230181

Race ~ American Indian or Alaska Native, Asian, black or Afrtcan American, native
Hlawatian or other Pacific lslander, white;

Ethnieity - Hispanie or Latino, Not Hispanic or Latino,

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

2.30.5 Population Health Reports

23058
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The CONTRACTOR shall submit a quarterly Popularion Health Update Report addressing
all seven {7) Population Health Programs (sce Section 2.8.4 of this Contract}. The report shall
include process and operational data and any pertinent narrative to include any staffing
changes, training or new intatives occurring in the reporting period.

The CONTRACTOR shall submit a quarterly Population Health Stratification Date Report,
through the current secure system, which shall include a list in Comma Scparated Value
{CSVY format consisting of the name, 113, DOB, stratification or all risk levels and the
corresponding dates of eligibility for the level and program assignments for all of the
CONTRACTOR s members (see Section 2.8.11.5).

The CONTRACTOR shall submit annually, on Decomber | after the close of the state fiscal
vear, a Population Heelth Annual Report in the format deseribed in the annual report
template provided by TENNCARE. The report shall include active participation rates, as
designated by NCQA, for programs with active interventions. Short term and indermediate
outcone data reporting ts required. Member satistaction shall be reported based upon NCQA
requirements along with functional status for members in the Chronic Care Management and
Complex Case Management programs.

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

103,  Sections 2.30.6.1 through 2.30.6.1.3 shall be deleted in their entivety and the remaining
Sections shall be resumbered accordingly, including any references thercto,

Lok
o
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Section 2.30.6 shall be amended by adding a new Section 2,.30.6.4 as follows and
renumbering the remaining Sections accordingly.

2.30.6.4

Upon enrolliment of CHOICES Group 2 or 3 members {if and when directed by TENNCARE
to serve as 4 back-up health plan andior enroll members in CHOICES Group 2 andfor 3}, the
CONTRACTOR shall submit a monthly Nursing Facility Short-Term Stay Report in a format
specified by TENNCARE that includes but i not imited to, for each Group 2 and Group 3
member utilizing the short-term NF sty benefit, the name of each Group 2 and Group 3
member receiving short-term NF services, the NF in which ¢/he eurrently resides, the date of
admission for short-term stay, the number of days of short-term NF stay utilized for this
admission, and the anticipated date of discharge baek to the commuaity. For any member
exceeding the ninety (90)-day Limit on short-term NF stay, the CONTRACTOR shall include
explanation regarding why the benefit limil has been exceeded, and specific actions the
CONTRACTOR is taking to facilitate discharge to the community or transition to Group 1, as
applicable, including the anticipated timeline.

Section 2.30.12 shall be amended by adding back Section 2.30.12.9 as follows which was

previously

230129

2301291

2300280

[

deleted in ervor.

The CONTRACTOR shall submit a quarterly Behavioral Health Adverse Occurrences Report
in accordance with Section 2.15.7.2 that provides information, by month regarding specified
measures, which shall include but not be Himited 1o the following:

The number of adverse ocourrences, overall and by:

t Date of occurrence

Type of adverse occurrence;

3 Location;
4 Provider name; and

5 Action Taken by Facility/Provider,

Section 2.36.17 shall be amended by adding a new Bection 2.30.17.6 as follows:

2.30.17.6

The CONTRACTOR shall submit to TENNCARE on a quarterly basis, a Denied Claims
Report on all long-term care coniractors {NF and HCUBS) for whom the number of denied
claims for long-term care services exceeded twenty percent {20%) of the total number of
claims for long-term care services submitted during any month. The report shall include the
name and provider number of the long-term care contractor, the otal number and percent of
dented claims for long-term care services for that month, the total dollar value of denied
claims for long-term care services, the type of intervention {eg., training or technical
assistance} determined to be needed and provided by the CONTRACTOR, and the current
status of such denled claims {(0.g., resubmitted, pending action by the provider, determined to
be duplicate claims, ec ).

it
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97, Section 3.4.8 shali be deleted and replaced as follows:

348 Inthe event the amount of the five and one half percent (5.3%) premium tax 13 increased or decreased
during the term of this Contract, the payments shall be increased or decreased by an amount equal 1o the
increase/decrease m premium payable by the CONTRACTOR.

8. Section 4.9.1 shall be deleted and replaced as follows:

9.1 In oo event shall the maximum Hability of the Siate under this Agreement during the original term of the
Contract exceed three billion, three hundred eighty four million, six hundred sixty three thousand, six
hundred five dollars and ninety cents {83,384,663,605.90).

109, Section 5.4.7.2.12 shall be deleted and replaced as follows:
34.7.2.12 File all reports concerning the CONTRACTOR s operations during the term of the Contract

in the manner described in this Contract. Required reporting shall include, but not be Hmited
to any necessary data and/or reporting required to comply with the Medicaid Payment for
Primary Care as required in Section 2.13.9 of this Contracy

110, Seetion 5.20.2.2.7 shall be amended by adding new PROGRAM ISSUES, LEVELs A33
and A.34 as follows:

A33 Fathure to ensure that 2 member 3500 per day, per occurrence for each calendar day
utilizing the short-term stay that 2 member exceeds the ninety (90) day benefit
benefit is transitioned from fimit in accordance with this agreement. These
Group 2 or Group 3, as amounts shall be multiplied by two (2} when the
applicable, to Group | at any CONTRACTOR has vot complied with the Caseload
time a} it is determined that the and Statfing recommendations as specified in Section
stay will not be short-term or the 2.9.6.11.9 of this Contract
member will not transition back
to the community: and b) prior 1o
exhausting the ninety (90)-day
short-term NF henefit covered
for CHOICES Group Z and
Group 3 members (see Section
2615310

A4 Failure to complete and submit to $500 per day, per occurrence for each calendar day
TENNCARE at least eight (8} bevond eight (8) business days prior to expiration of
business days prior to expiration the member’s current LOC eligibility segment. These
of a member’s current LOC amounts shall be multiplied by two (2) when the
chigibility segment, a new LOCU CONTRACTROR has not complied with the Caseload
assessment, including all required and Staffing recommendations as specified i Section
supporting decumentation needed 2.8.6.11.9 of this Contract
to appropriately determine the
member's LOC eligibility going
forward (see Section
2969310
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Section 3.32.1 shall be deleted and replaced as follows:

No person on the grounds of handicap, andfor disability, age, race, color, religion, sex, national origin, or
any other classifications protected under federal or state laws shall be excluded from participation in,
cept as specified in Section 2.3.6 of this Contract, or be denied benefits of, or be otherwise subjected to
diserimination in the performance of this Contract or in the employment practices of the CONTRACTOR.

Mental Health Case Management Services in Attachment 1 shall be amended by deleting and
replacing the paragraphs labeled “Level 2a and Level 27 as follows:

fevel 2a and Level Zh

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

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

Psychiatric Rehabilitation Services in Attachment [ shall he amended by deleting and
replacing the paragraphs labeled “Peer Support” and adding new paragraphs labeled

Family Support Services as follows:

Peer Recovery Services

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

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

Family support services are used 1o assist other caregivers ot children or vouth diagnosed with emotional,
behavioral, or co-oceurring disorders, and are provided by persons who are g Certified Family Support
Specialist. A Certified Family Support Specialist s a person who has previously  seli~identified s the
caregiver of a child or vouth with an emotional, behavioral or co-occurring disorder and who has
suceessiully navigated the child-serving systems to access weatment and resources  necessary o build
resiliency and foster success in the home, school, and community, This individual has successtully
completed training recognized by TDMHSAS on how to assist other caregivers in fostering resiliency
in thew child based on the prinviples of resiliency and  recovery.

Phese services inchude assisting carcgivers in managing their child’s iliness and fostering resiliency  and

hope in the recovery process. These direct caregiver-to-caregiver support services include, but are not

limited to, developing formal and informal supports, assisting in the development of strengths-based

family and individual goals, serving as an advocate, mentor, or factlitator for resolution of issues that a

care *giwr is unable to resolve on his or her own, or providing education on system navigation and skilis

necessary o mamntaim a child with emotional, behavioral or co-occurring disorders in their home
nviremnent.

The Definition under Crisis Services in Attachment 1 shall be deleted and replaced as
follows:

Definition

Behavioral health orisis services shall be rendered to mdividuals with a mentad health or substance
use/abuse ssue when there is a perception of a erisis by an individual, family member, law enforcement,
hospital staff or others who have closcely observed the individual experiencing the crisis. Crisis services
are available twenty-four (241 hours a day, seven (7) days a week, Crisis services include twenty-four {24)
hour toll free telephone lines answered i real time by trained crisis specialists and face-to-face crists
services including, but not limited to: prevention, triage, intervention, evaluation/referral for additional
services/treatment, and follow-up services. Certified Peer Recovery Specialists andior Cerntified Family
Support Specialists shall be utilized in conjunction with crisis specialists to assist adults and children in
alleviating and stabilizing crises and promote the recovery process as appropriate. Behavioral health crisis
service providers are not responsible for pre-authorizing emergency inveluntary hospitalizations.

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

Guidance Jor All Calls:

+ Forcalls originating from an Emergency Dept., telehealth is the preferred service delivery method for
the crisis response service

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

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

in the Protocols,

{idiness s experiencing the

s ey 51 svtbeme o ite simlocg oo
'O adl olIer cails, unuess specilica

ikelthoud of immediate harm then a response is indivated.
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{15, Attachment HI shall be deleted and replaced as follows:

ATVACHMENT I
GENERAL ACUESS STANDARDS

In general, contractors shall provide available, accessible, and adequate numbers of institutional facilities, service
focations, service sites, professional, allied, and parsmedical personnel for the provision of covered services,
including all emergency services, on a 24-hour-a~day, 7-day-a-week basis. Al 2 minimum, this shall include:

s Primary Care Physician or Extendern:

{a} Distance Rural: 30 miles

{h} Distance Urban: 20 miles

{¢} Patient Load: 2,500 or less for physician; one-half this for a physician extender.

{d} Appomtment/Wailing Times: Usual and eustomary practice {see definition below), not to exeeed
3 weeks from date of 2 patient’s request for regular appointments and 48 hours for urgent care.
Waiting times shall not exceed 45 minutes.

(¢} Documentation/Tracking requirements:

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

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

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

«  Hospitals

{ay Transport distance will be the usual and customary, not o exceed 30 miles, except i rural areas
where access distance may be greater, If greater, the standard needs to be the community standard
for accessing care, and exceptions must be justified and documented to the State on the basis of
community standards,

»  Long-Term Care Services:
Transport distance fo licensed Adult Day Care providers will be the usual and customary not to exceed 20
miiles for TeanCare enrollees in urban aress, not to exceed 30 miles for TennCare enrollees in suburban

arcas and not to exceed 60 miles for TennCare enroliees in rural areas except where community standards
and documentation shall apply.

37




Amendrent 33 (cont}

#  (eneral Optomeiry Services:

xeced 30 miles, except in rural arcas

wport distance will be the usual and customary, not (o @
where community standards and documentation shall apply.

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

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

TERNNCARE will evaluate the need for further action when the above stendurds are not met. At U8 sole
discretion TENNCARE may elect one of three options: (1) TENNCARE may request a Corrective
Action Plan {CAP), (2) a Request for Information (RF1), {3} or an On Request Report (ORR) depending

on the severity of the deficiency.

The requested CAP, RFL or ORR response shall detwil the CONTRACTOR s notwork adequacy
considering any alternate measures, documentation of unigue marker conditions and/or s plan for
correction.  [f TENNCARE determines the CONTRACTOR s response demonstrates existence of
aliernate measures or unique market conditions, TENNCARE may elect to request periodic updates from
the CONTRACTOR regarding efforts to address such conditions.

116.  Attachment V shall be deleted and replaced as follows:

ATTACHMENT V
ACCESS & AVAILABILITY FOR BEHAVIORAL HEALTH SERVICES

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

separately from those serving children.
Aceess to Behavioral Health Services

The CONTRACTOR shall ensurg acoess to behavioral health providers for the provision of covered services.
At a pinimum, this means that

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

(reopraphiv Access Requirement

Maximum Time for
Admission/
Appointment

Psyehiatric Inpatient Hospital
Services

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

4 hours {emergency
involuntary /24 hours
(involuntaryy24 hours
{voluntary}

14 Hour Psychiafric Residentisl
Treatment

The CONTRACTOR shall contract
with at least one {1} provider of service

in the Grand Region for ADULT
members

Travel distance does not excesd 60
miles for at least 75% of CHILD
mnembers and does not exceed 99 mitles
for at least 90% of CHILD members

Within 30 calendar days

Cutpatient Non-MD Services

ravel distance does not exceed 30
miles for ALL members

Within 1) business
davs; H urgent, within
48 hours

fntensive Quipatient (may
include Day Treatment (adult),
Intensive Day Treatment
{Children & Adolescent) or
Partial Hospialization

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

Within 10 business
days; if urgent, within
48 hours

Fapatient Facility Services
{Substance Abuse}

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

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

24 Hour Residential Treatment
Serviges {Substance Abusg}

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

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

Within 10 business
davs

Oratpatient Treatment Services
{Substance Abuse)

Travel distance does not exceed 30
miles for ALL members

Within 10 business
days; for detoxification
- within 24 hours

Mental Health Case
Management

Not subject to geographic access
standards

Within 7 calendar days

Pyychosecial Rehabilitation
{imay include Supported
Emplovment, Hiness Management

Not subject to geographic access
standards

Within 10 business

days
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& Recovery, Peer Recovery
services or Family Support
service

Supperted Housing Mot subject o geographic access | Within 30 calendar
standards days

Crisis Services (Mobile) Not subject to geographic aceess Face-to-face contact
standards within | hour for

crrergency situations
and 4 hours for urgent

stiuations
Crisis Stabilization Mot subject to geographic aceess Within 4 hours of
standards referral

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

The requested CAP, RFI or ORR response shall detail the CONTRACTOR s network adequacy considering
any alternate measures, documentation of unique market conditivns andior its plan for correction. f
TENNCARE determines the CONTRAUTOR s response demonstrates the existence of aliernate meusures or
unigue  market  conditions, TENNCARE mav  cleet 0 request  periodic  updates  from  the
CONTRACTOR regarding efforts to address such conditions.

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

Service Code(s) for use in
Service Type position 330-331 of the
Provider Enrollment File
Psychiatric Inpatient Hospital Services Adult- 11, 79,85
Child ~ Al or H9
24 Hour Psychiatric Residential Treatment Adult - 13, 81, 82
Child - A9, H1, or H2
Outpatient MD Services {Psychiatry) Aduit - 19
Child - B3
Quipatient Non-MD Services Adult - 20
Child - B§
intensive Outpaticat/ Partial Hospitalization Adult - 21, 23,62
Child - B7,C2,C3
Inpatient Facility Services Adult - 15,17
{Substance Abuse) Child ~ A3, A3
24 Hour Residential Treatment Services Adult - 36
{Subsiance Abuse} Child - Fo
Qutpatient Treatment Services Adult - 27 or 28
{Substance Abuse) Child - D3 or D4
Mental Health Case Management Adult - 31, 66, or 83
Child -~ 7 ﬁééwié (24
K1
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Psyehiatric Rehabilitation Services:
Psychosocial Rehabilitation 42
Supported Employment 44
Peer Recovery Services KR
Family Support Services 49
[Hiness Management & Recovery g1
Supported Housing 32 and 33
Crisis Services (Mobile) Adult - 37, 38, 39
Child - DX, D9, E
{Crisis Respite Aduit - 40
Child -~ E2
Crisis Stabilization Adult 41

117,

118,

A

Exhibit B of Artachment IX shall be amended by deleting the word “Peer Support” and
replacing it with “Peer Recovery Services and Family Support Services”™.

Attachment XII shall be deleted and replaced as follows:
ATTACHMENT XII
COMMUNITY HEALTH RECORD

Program Requirements

The CONTRACTOR shall receive data files from TENNCARE for all TennCare enrollees that include the
following:

a. Membership and eligibility file. Each daily transmission will meet the 270/271 standard transaction

format.

b, Medical claim encounter data from all Managed Care Organizations (MCO).  Fach weekly
rransmission will include all claims processed by each MUO for the prior period.

¢, Pharmacy claim encounter data shall be provided on a weekly basis. Fach transmission will include

all pharmacy claims processed for the prior period.

d. Provider file shall be provided on & monthly basis and shall include the National Provider ldentifier
for each provider; however, TENNCARE shall not be responsible for linking each provider to g
common provider number for said file.

The CONTRACTOR shall provide data integration services for all TennCare envolices which nclude
maintaining an Enterprise Master Person Index (EMPIL  The EMPI provides a central repository for
person-centric data from a variety of contributing systems, and facilitates the integrity of a single person
record. The mission of the EMPIL s to provide functionality fo find the right person with the right
information at the right nme as well as provide g solution to identily and eliminate as many duplicate
records as possible.
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The CONTRACTOR shall provide a clincal health record for children entering State custody to the
assigned Best Practice Network provider that includes the followmg components:

a. Patient Demographics;

b Diagnosis and procedures from claims details

¢, Medication information from claims detatl;

d. Immunization information from claims detail; and

¢ Allergy information, if available.

The CONTRACTOR shall make a system available to extract and compile a clinical health record that
will be made available on demand to the Department of Children Services (DUS) through a web based
application once a child has entered into State custody.

Upeon notification and identitication of the primary care provider assigned to a child who recently entered
State custody, the CONTRACTOR shall make available to the assigned provider the chinical health record
described in Section 1, tem 4 above via a web based application.

The clinical health record will only be made available to a provider who is authenticated and registered to
utifize the web based application. The CONTRACTOR shall provide two (2) full time employvees to
assist the provider In the authentication and registration process. Upon completion of the authentication

and registration process, the provider will be able to access the clinical health record.

The CONTRACTOR shall maintain a log of cach clindcal health record that is transmitted to DCS and/or
the assigned providers and will be made available upon request.

Responsibilities of TENNCARE are listed below:

a. Provision of Data and Program Information: TENNCARE shall arrange for the bllowing
data to be provided. All data provided on a weekly basis shall be provided no later than
Wednesday of the week following the data collection.

b, Eligibility files daily that meet the requirements of the HIPAA Standard Transaction for
Eligihility (270/271).

¢. Medical claim encounter data from all participating MCOs shall be provided on a weekly
hasis. Each weekly transmission will include all claims processed by each MCO for the prior
periad.

d. Pharmacy claim encounter data shall be provided on a weekly basis. Each transmission will
include all pharmacy claims processed for the prior period.

i

Provider file shall be provided on a monthly basis and include the National Provider
fdentified for each provider; however, TENNCARE shall not be responsible for linking each
provider 1o a common provider number for said file.
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fI. Payment Tenns and Conditons

NTRACUTOR shall be compensated based on the payvment rates herein for

1. Payment Methodology, The CC
services authorized by the Stater

s

Deseription Implementation Fee Monthly

Chlinical Health Record Report | $189,000
Development

Monthly Service Fee $99.,000
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All of the provisions of the original Contract not specifically deleted or modified herein shall remain in full toree and
effect, Uniess a provision comained in this Amendment specifically indicates a different effective dale, for
purpases of the provisions comtamed heremn, this Amendment shall become effective January 1, 2014,

Contract, said officials may include, but are not limited to, the Commissioner of Finance and Adminisiration, the
Commissioner of Human Hesources, and the Comptroller of the Treasury).

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

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

STATE OF TENNESSEE
DEPARTMENT OF FINANCE VOLUNTEER STATE HEALTH PLAN, INC,

AND ADMINISTRATION !
,f"”ww ' / F
BY: » g 5?

Scott €. P‘iergé/
President & CEQ VSHP

DATE: !'/ ~14-] 2

BY: Foa
Larry B, Martio
Commissioner

DATE:
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CONTRACT SUMMARY SHEET

RFS Number: |31866-00026 Edison # 29635 Contract Number: |FA-02-14632-32
State Agency: |Department of Finance and Administration Division: Bureau of TennCare
Contractor Contract Identification Number
L] v-
¥EHP(TenGws Seisc) O e Edison Vendor #0000071694

Service Description

Managed Care Organization / Medically Necessary Health Care Services to the TennCare/Medicaid Population
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318.66 4A2 134 11 [C] STARS
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FY State Funds Federal Funds Funds Other Funding amendments
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2003 $ 15,785,123.40 | $ 17,294,819.40 $ 33,079,942.80
2004 $ 25,125,990.72 | $ 38,364,165.90 $ 63,490,156.62
2005 $ 58,007,447.00 | $ 58,007,447.00 $ 116,014,894.00
2006 $ 87,748,111.00 | $ 87,748,111.00 $ 175,496,222.00
2007 $ 87,748,111.00 | $ 87,748,111.00 $ 175,496,222.00
2008 $ 72,610,000.00 [ $ 127,390,000.00 $ 200,000,000.00
2009 $ 72,610,000.00 | $ 127,390,000.00 $ 200,000,000.00
2010 $ 100,882,479.00 [ $ 304,024,121.00 $ 404,906,600.00
2011 $ 131,085619.00 | $ 312,820,981.00 $ 443,906,600.00
2012 $ 149,893,942.00|% 294,012,658.00 $ 443,906,600.00
2013 $ 150,102,578.00 | $§ 293,804,022.00 $ 443,906,600.00
2014 $ 153,147,777.00 $ 290,758,823.00 $ 443,906,600.00
Total:| $ 1,111,503,115.35 | $§ 2,051,207,190.55 | $ 3,162,710,305.90 |
CFDA#  |93.778 Title XIX Dept. of Health &Human Svcs. Check the box ONLY if the answer is YES:
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Is the Contractor's Form W-9 Filed with Accounts?
COMPLETE FOR'ALL AMENDMENTS (only) Funding Certification
Base Contract & Prior This Amendment |Funding Certification (certification, required by T.C.A., § 9-4-5113,
Amendments ONLY that there is a balance in the appropriation from which the obligated
CONTRACT END DATE: 12/31/2014 expenditure is required to be paid that is not otherwise encumbered
FY: 2002 $ 18.599.868.48 to pay obligations previously incurred)
FY: 2003 $ 33,079,942.80
FY: 2004 $ 63,490,156.62
FY: 2005 $ 116,014,894.00
[FY: 2006 $ 175,496,222.00
[FY: 2007 $ 175,496,222.00
|FY: 2008 $ 200,000,000.00
[FY: 2009 $ 200,000,000.00
[Fy: 2010 $  404,906,600.00
[FY: 2011 $  443,906,600.00
[FY: 2012 $  443,906,600.00
[FY: 2013 $  443,906,600.00
[FY: 2014 $  443,906,600.00
| Total:]| $ 3,162,710,305.90




AMENDMENT NUMBER 32

AN AGREEMENT FOR THE ADMINISTRATION OF TENNCARE SELECT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
VOLUNTEER STATE HEALTH PLAN, INC.

CONTRACT NUMBER: FA-02-14632-00

For and in consideration of the mutual promises herein contained and other good and valuable consideration, the
receipt and sufficiency of which is hereby acknowledged, the parties agree to clarify and/or amend the Agreement
for the Administration of TennCare Select by and between the State of Tennessee TennCare Bureau, hereinafter
referred to as TENNCARE, 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.

L. Section | shall be amended by adding the following definitions:

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

Oral Interpretation - Is the act of listening to something in one language (source language) and orally translating it
into another language (target language).

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

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

pA Section 1 shall be amended by deleting the definition for “Vital MCO Documents™.

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

Eligible Individual — With respect to Tennessee's Money Follows the Person Rebalancing Demonstration
(MFP) and pursuant to Section 6071(b)(2) of the Deficit Reduction Act of 2005 (DRA), (Pub. L. 109-171
(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:




Amendment 32 (cont.)

1. Reside in a Nursing Facility (NF) or an Intermediate Care Facility for Individuals with
Intellectual Disabilities (ICF/IID) and have resided for a period of not less than ninety (90)
consecutive days in a Qualified Institution.

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

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

c. Short-term continuous care in a nursing facility, to include Level 2 nursing facility
reimbursement, for episodic conditions to stabilize a condition rather than admit to hospital or
to facilitate hospital discharge, and inpatient rehabilitation facility services reimbursed by the
CONTRACTOR (i.e.. not covered by Medicare) as a cost-effective alternative (see Section
2.6.5) and provided in a Qualified Institution shall be counted for purposes of meeting the
ninety (90) day minimum stay n a Qualified Institution established under ACA.

o

Be eligible for and receive Medicaid benefits for inpatient services furnished by the nursing
facility or ICF/IID for at least one (1) day. For purposes of this Agreement, an Eligible
Individual must reside in a nursing facility and be enrolled in CHOICES Group 1 for a minimum
of one (1) day and must be eligible to enroll and transition seamlessly into CHOICES Group 2
without delay or interruption.

3. Meet nursing facility or ICF/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.

Home and Community-Based Services (HCBS) — Services that are provided pursuant to a Section
1915(c) waiver or the CHOICES program as an alternative to long-term care mstitutional services in a
nursing facility or an Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID) or
to delay or prevent placement in a nursing facility. HCBS may also include optional or mandatory
services that are covered by Tennessee’s Title XIX state plan or under the TennCare demonstration for all
eligible enrollees, including home health or private duty nursing. However, only CHOICES HCBS are
eligible for Consumer Direction. CHOICES HCBS do not include home health or private duty nursing
services or any other HCBS that are covered by Tennessee's Title XIX state plan or under the TennCare
demonstration for all eligible enrollees, although such services are subject to estate recovery and shall be
counted for purposes of determining whether a CHOICES member’s needs can be safely met in the
community within his or her individual cost neutrality cap.

Long-Term Care (LLTC) — The services of a nursing facility (NF), an Intermediate Care Facility for
Individuals with Intellectual Disabilities (ICF/IID), or Home and Community-Based Services (HCBS).
These services may also be called Long-Term Services and Supports (L TSS).

Money Follows the Person Rebalancing Demonstration (MFP) —~ A federal grant established under the
Deficit Reduction Act and extended under the Affordable Care Act that will assist Tennessee in
transitioning Eligible Individuals from a nursing facility or ICF/IID into a Qualified Residence in the
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Amendment 32 (cont.)

community and in rebalancing long-term care expenditures. The grant provides enhanced match for
HCBS provided during the first 365 days of community living following transition.

Qualified Institution — With respect to Tennessee’s MFP Rebalancing Demonstration, and pursuant to
Section 6071(b)(3) of the DRA, a hospital, nursing facility, or ICF/IID.

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

2

Any days that an individual resides in a Medicare certified Skilled Nursing Facility (SNF) on the
basis of having been admitted solely for purposes of receiving post-hospital short-term rehabilitative
services covered by Medicare shall not be counted for purposes of meeting the ninety (90)-day
minimum stay in a Qualified Institution established under the Affordable Care Act.

Section 2.2.3 shall be deleted and replaced as follows:

If the CONTRACTOR is part of a health maintenance organization holding company system as defined
by TCA 56-11-101(b)(5), the CONTRACTOR agrees to comply with the Insurance Holding Company
System Act of 1986 as set forth in TCA 56-11-101 et seq. The CONTRACTOR agrees to comply with the
requirements of TCA 56-11-101 et seq. whether the CONTRACTOR is domiciled in Tennessee or is a
foreign health maintenance organization subject to registration requirements and standards adopted by
statute or regulation in the jurisdiction of its domicile that are substantially similar to this contained in
TCA 56-11-101 et seq. If the CONTRACTOR is a foreign domiciled health maintenance organization,
the manner in which the CONTRACTOR shall comply with the requirements of TCA 56-11-101 et seq.
are outlined in a Memorandum of Understanding between the CONTRACTOR and the Tennessee
Department of Commerce and Insurance, TennCare Oversight Division, which is incorporated herein by
reference. The information disclosed or filed in accordance with the requirements of TCA 56-11-101 et.
seq. shall be considered Confidential Information pursuant to TCA 56-11-108.

Section 2.4.6.1 shall be amended by adding a new sentence to the end of the existing text as follows:

2.4.6.1 The CONTRACTOR shall receive, process, and update outbound 834 enrollment files from
TENNCARE. Enrollment data shall be updated or uploaded systematically to the
CONTRACTOR's ehgibility/enrollment database(s) within twenty-four (24) hours of receipt
from TENNCARE. Any outbound 834 transactions which fail to update/load systematically
must be manually updated within twenty-four (24) hours of receipt. The CONTRACTOR
shall report to TENNCARE, in a form and format to be provided by TENNCARE, outbound
834 transactions that are not processed within these time frames and include information
regarding when the fransactions were completed. Any transactions that are not
updated/loaded within twenty-four (24) hours of receipt from TENNCARE and/or persistent
issues with high volumes of transitions that require manual upload may require the
CONTRACTOR to initiate a Corrective Action Plan for resolution of the issues preventing
compliance. If the CONTRACTOR has reason to believe they may not meet this requirement
based on unusual circumstances, the CONTRACTOR must notify TENNCARE and
TENNCARE may make an exception without requiring a Corrective Action Plan.

fad



Amendment 32 (cont.)

Section 2.6.1.5.4 shall be amended by adding new Section 2.6.1.5.4.1 through 2.6.1.5.4.1.2 as
follows:

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

2.6.1.5.4.1.1  The ninety (90) day limit shall be applied on a per admission (and not a per year) basis. A
member may receive more than one short-term stay during the year. However, the
CONTRACTOR shall be responsible for carefully reviewing any instance in which a
member receives multiple short-term stays during the year or across multiple years,
including a review of the circumstances which resulted in each nursing facility
admission, and shall evaluate whether the services and supports provided to the member
are sufficient to safely meet his needs in the community such that transition back to
CHOICES Group 2 or Group 3 (as applicable) is appropriate.

2.6.1.54.1.2  Upon request, the CONTRACTOR shall provide to TENNCARE a member-by-member
status for each Group 2 and Group 3 member utilizing the short-term NF stay benefit,
including but not limited to the name of each Group 2 and Group 3 member receiving
short-term NF services, the NI in which s’he currently resides, the date of admission for
short-term stay, and the anticipated date of discharge back to the community.

Section 2.6.2.3 shall be amended by deleting and replacing the reference “ICF/MR™ with
“ICF/IID™, replacing the reference “Intermediate Care Facility for the Mentally Retarded
(ICF/MR)” with “Intermediate Care Facility for Individuals with Intellectual Disabilities
(ICF/IID)” and deleting the phrase “(i.e., mental retardation)”.

Section 2,7.4.1.12 shall be amended by adding the phrase *, at least annually,” as follows:

2.7.4.1.12 Education, at least annually, for members and caregivers about identification and reporting
of suspected abuse and neglect;

Section 2.7.4.2.1 shall be deleted and replaced as follows:

2.74.2.1 The Annual Community Outreach Plan shall be written in accordance with guidance prepared
by TENNCARE. It shall include, but is not limited to: all proposed community/health
education events related to TENNderCare; all proposed community/health education events
unrelated to TENNderCare; and a process for evaluating the benefits of the events. An
Annual Evaluation of the Plan shall be due no later than ninety (90) days following the end of
a calendar year in a format approved by TENNCARE.
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Amendment 32 (cont.)

Section 2,7.4.2 shall be amended by adding a new Section 2.7.4.2.4 as follows:

27424 The CONTRACTOR shall submit an Annual Community Outreach Evaluation of the
approved Annual Community Outreach Plan no later than ninety (90) days following the end
of a calendar year. The Evaluation shall include, but is not limited to, an assessment of the
events that were conducted in the previous vear as well as of the objectives that were
identified in the CONTRACTOR’S Community Outreach Plan.

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

2.7.6.3.3.5 Appropriate laboratory tests (including lead toxicity screening appropriate for age and
risk factors). All children are considered at risk and shall be screened for lead poisoning.
All children shall receive a screening blood lead test at twelve (12) and twenty-four (24)
months of age. Children between the ages of thirty-six (36) months and seventy-two (72)
months of age shall receive a screening blood lead test if they have not been previously
screened for lead poisoning. A blood lead test shall be used when screening Medicaid-
eligible children. A blood lead test equal to or greater than five (5) ug/dL. obtained by
capillary specimen (finger stick) shall be confirmed by using a venous blood sample; and

Section 2.7.6.4.7.1 shall be deleted and replaced as follows:

2.7.64.7.1 The CONTRACTOR shall provide tollow up for elevated blood lead levels. Determining
elevated blood levels requiring follow-up shall be in accordance with current CDC
guidelines. Elevated blood lead follow up guidelines include follow up blood tests and
investigations to determine the source of lead, when indicated.

Section 2.8.2.1.1 shall be deleted and replaced as follows:

2.8.2.1.1  Level 0- The members eligible to participate at this Level shall be determined by predictive
modeling to meet ALL of the following criteria: no identified health risks: no identified
chronic conditions [as identified by the Chronic Condition tool created by the Agency for
Healthcare Research and Quality’s (AHRQ) HCUP database]; and no indication of
pregnancy; or no claims history.

Section 2.8.4.6 shall be amended by deleting and replacing the reference from “Sections
2.8.2.3 and 2.8.2.3.1" to “Sections 2.8.2.2 and 2.8.2.2.1™.

Section 2.8.11 shall be amended by adding a new Section 2.8.11.5 as follows:
2.8.11.5  The CONTRACTOR shall submit at the beginning of each quarter, through the current secure

system, a list in Comma Separated Value (CSV) format consisting of the name, ID, DOB,
stratification or risk level and dates of eligibility for level for all MCO members.

wh




Amendment 32 (cont.)

16.  Scction 2.8.13 through 2.8.13.6 shall be deleted and replaced as follows:

2.8.13 Milestones for the Sixth Month (January 1 to July 1, 2013) Transition Period from Disease
Management to Population Health
2.8.13.1  The CONTRACTOR shall by July 1, 2013 have operationalized Population Health to provide
all minimum interventions to enrollees who are not participating in a medical home lock in
project, in the appropriate programs.
17.  Section 2.9.6.2.3.4 shall be deleted and replaced as follows:

2.9.6.2.34 As part of the intake visit, TENNCARE or its designee shall: (1) document and confirm
the applicant’s current address and phone number(s); (2) provide general CHOICES
education and information, as specified by TENNCARE, and assist in answering any
questions the applicant may have; (3) provide information about estate recovery; (4)
complete Medicaid and level of care (i.e., PAE) applications and provide assistance, as
necessary, in gathering documentation needed by the State to determine TennCare
eligibility; (5) provide choice counseling and facilitate the selection of an MCO by the
applicant or his/her representative; (6) for applicants seeking enrollment in CHOICES
Group | or Group 2, provide information regarding freedom of choice of nursing facility
versus CHOICES HCBS, both verbally and in writing, and obtain a Freedom of Choice
form signed and dated by the applicant or his’her representative; (7) provide detailed
information and obtain signed acknowledgement of understanding regarding a CHOICES
member’s responsibility with respect to payment of patient liability amounts, including,
as applicable, the potential consequences for non-payment of patient liability which may
include loss of the member’s current nursing facility or CBRA provider or MCO,
disenrollment from CHOICES, and to the extent the member’s eligibility is dependent on
receipt of long-term care services, possible loss of eligibility for TennCare; (8) for
applicants who want to receive NF services, provide information regarding the
completion of all PASRR requirements prior to nursing facility admission and conduct
the level I PASRR screening; (9) for applicants who are seeking CHOICES HCBS: (a)
conduct a risk assessment in accordance with protocols developed by TENNCARE and
discuss with the applicant identified risks of receiving care in the home or community-
based setting, the consequences of such risks, and strategies to mitigate the identified
risks; and (b) provide information regarding consumer direction and obtain signed
documentation of the applicant’s interest in participating in consumer direction; and (10)
provide information regarding next steps in the process including the need for approval
by TENNCARE to enroll in CHOICES and the functions of the CONTRACTOR,
including that the CONTRACTOR will develop and approve a plan of care.

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

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

6
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Section 2.9.6.3.9 shall be deleted and replaced as lollows:

2.9.6.3.9

As part of the face-to-face intake visit, the care coordinator shall: (1) document and confirm
the applicant’s current address and phone number(s) and assist the member in updating his or
her address with DHS or the Social Security Administration, if applicable; (2) provide
general CHOICES education and information, as specified by TENNCARE, to the member
and assist in answering questions the member may have; (3) provide information about estate
recovery; (4) provide assistance, as necessary, in gathering documentation needed by DHS to
determine categorical/financial eligibility for LTC; (5) for members seeking enrollment in
CHOICES Group 1 or Group 2, provide information regarding freedom of choice of nursing
facility versus CHOICES HCBS, both verbally and in writing, and obtain a Freedom of
Choice form signed and dated by the member or his/her representative; (6) provide detailed
information and signed acknowledgement of understanding regarding a CHOICES member’s
responsibility with respect to payment of patient Hability amounts, including, as applicable,
the potential consequences for non-payment of patient liability which may include loss of the
member’s current nursing facility or CBRA provider or MCO, disenrollment from
CHOICES, and to the extent the member’s eligibility is dependent on receipt of long-term
care services, possible loss of eligibility for TennCare; and (7) for members who want to
receive nursing facility services, provide information regarding the completion of all PASRR
requirements prior to nursing facility admission and conduct the level | PASRR screening; (8)
for members who are seeking CHOICES HCBS, the care coordinator, shall: (a) conduct a risk
assessment using a tool and protocol specified by TENNCARE and shall develop, as
applicable, a risk agreement that shall be signed and dated by the member or his/her
representative and which shall document identified risks to the member, the consequences of
such risks, strategies to mitigate the identified risks, and the member’s decision regarding
his/her acceptance of risk, and which shall also be signed by the care coordinator, attesting
that such risks and strategies have been discussed with the member or his’her representative
prior to their decision to accept such risk; and (b) provide information regarding consumer
direction and obtain written confirmation of the member’s decision regarding participation in
consumer direction; (9) for members seeking enrollment in Group 2, make a determination
regarding whether the person’s needs can be safely and effectively met in the community and
at a cost that does not exceed nursing facility care, and provide explanation to the member
regarding the individual cost neutrality cap, including that a change in needs or circumstances
that would result in the cost neutrality cap being exceeded or that would result in the
CONTRACTOR's inability to safely and effectively meet the member’s needs in the
community and within the cost neutrality cap may result in the member’s disenrollment from
CHOICES Group 2, in which case, the member’s care coordinator will assist with transition
to a more appropriate care delivery setting; (10) for members seeking enrollment in Group 3,
provide explanation to the member regarding the fifteen thousand dollar ($15,000)
expenditure cap and make a determination whether the member’s needs can be safely met
within the array of services and supports that would be available if the applicant was
enrolled in CHOICES Group 3, including CHOICES HCBS up to the expenditure cap of
$15,000, non-CHOICES HCRBS available through TennCare (e.g., home health), services
available through Medicare, private insurance or other funding sources, and unpaid
supports provided by family members and other caregivers; and (11) for all members,
using current information regarding the CONTRACTOR’s network, provide information
regarding choice of contract providers, subject to the provider’s availability and willingness
to timely deliver services, and obtain signed documentation of the member’s choice of
contract providers.
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Section 2.9.6.3.20 shall be amended by adding a new Section 2.9.6.3.20.2 and renumbering
the remaining Section accordingly, including any references thereto:

2.9.6.3.20.2

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

The renumbered Section 2.9.6.3.20. shall be amended by adding a new Section 2.9.6.3.20.11

as follows:

2.9.6.3.20.11

Upon receiving notification from TENNCARE that a member’s eligibility has ended, the
CONTRACTOR shall within two (2) business days notify all providers of ongoing HCBS
that the member's CHOICES eligibility has ended, which may be accomplished by
notification in the EVV system. Such notification shall not be provided in advance of the
actual end date of member's CHOICES eligibility, as a prospective end date could be
extended.

Section 2.9.6.6.2.4 shall be deleted and replaced as follows:

29.6.6.2.4

The plan of care developed for CHOICES members in Groups 2 and 3 prior to initiation
of CHOICES HCBS shall at a minimum include: (1) pertinent demographic information
regarding the member including the member’s current address and phone number(s), the
name and contact information of any representative and a list of other persons authorized
by the member to have access to health care (including long-term care) related
information and to assist with assessment, planning, and/or implementation of health care
(including long-term care) related services and supports; (2) care, including specific tasks
and functions, that will be performed by family members and other caregivers; (3) home
health, private duty nursing, and long-term care services the member will receive from
other payor sources including the payor of such services; (4) home health and private
duty nursing that will be authorized by the CONTRACTOR, except in the case of persons
enrolled in CHOICES Group 2 on the basis of Immediate Eligibility who shall have
access to services beyond the limited package of CHOICES HCBS (see Section 2.6.1.5.3)
only upon determination of categorical and financial chigibility for TennCare; (5)
CHOICES HCBS that will be authorized by the CONTRACTOR, including the amount,
frequency, duration, and scope (tasks and functions to be performed) of each service to be
provided, the schedule at which such care i1s needed, and the phone number(s) that will be
used to log visits into the EVV system, as applicable; members enrolled in CHOICES
Group 2 on the basis of Immediate Eligibility shall have access only to a limited package
of CHOICES HCBS (see Section 2.6.1.5.3) pending determination of categorical and
financial eligibility for TennCare CHOICES however all identified needed services shall
be listed in the plan of care: (6) a detailed back-up plan for situations when regularly
scheduled HCBS providers are unavailable or do not arrive as scheduled; the back-up
plan may include paid and unpaid supports and shall include the names and telephone
numbers of persons and agencies to contact and the services provided by listed contacts;
the CONTRACTOR shall assess the adequacy of the back-up plan; and (7) for CHOICES
Group 2 members, the projected TennCare monthly and annual cost of home health and
private duty nursing identified in (4) above, and the projected monthly and annual cost of

]
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CIOICES HCBS specified in (5) above, and for CHOICES Group 3 members, the
projected total cost of CHOICES HCBS specified in (5) above, excluding the cost of
minor home modifications.

Section 2.9.6.6.2.5.6 and 2.9.6.6.2.5.7 shall be deleted and replaced as follows and Section
2.9.6.6.2.5.8 shall be deleted in its entirety. The remaining Section 2.9.6.6.2.5 shall be
renumbered accordingly, including any references thereto.

2.9.6.6.2.5.6 A person-centered statement of goals, objectives and desired health, functional and
quality of life outcomes for the member and how CHOICES services are intended to help
the member achieve these goals;

2.9.6.6.2.5.7  Description of other services that will be provided to the member, including (1) covered
physical health services, including population health services, that will be provided by the
CONTRACTOR to help the member maintain or improve his or her physical health
status or functional abilities and maximize independence; (2) covered behavioral health
services that will be provided by the CONTRACTOR to help the member maintain or
improve his or her behavioral health status or functional abilities and maximize
independence; (3) other psycho/social support services and assistance needed in order to
ensure the member’s health, safety and welfare, and as applicable, to delay or prevent the
need for more expensive institutional placement; and (4) any non-covered services
including services provided by other community resources, including plans to link the
member to financial assistance programs including but not limited to housing, utilities
and food as needed;

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

2.9.6.6.2.5.12  Any steps the member and/or representative should take in the event of an emergency
that differ from the standard emergency protocol;

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

2.9.6.6.25.12.1.1  Developing an emergency plan;

2.9.6.6.2.5.12.1.2  Creating a plan to have shelter in place when appropriate;
2.9.6.6.2.5.12.1.3  Creating a plan to get to another safe place when appropriate; and
2.9.6.6.2.5.12.1.4  Identifying, when possible, two ways out of every room in case of fire.

2.9.6.6.2.5.12.2 Identify any additional steps the member and/or representative should take in the
event of an emergency.
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27.

28.

Amendment 32 (cont.)

Section 2.9.6.6.2.6 shall be amended by adding additional language as follows:

2.9.6.6.2.6 The member’s care coordinator/care coordination team shall ensure that the member
reviews, signs and dates the plan of care as well as any 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 and the care
coordinator annually and any time the member experiences a significant change in needs
or circumstances (see Section 2.9.6.9.2.1.16).

Section 2.9.6.6.2.6 shall be amended by adding a new Section 2.9.6.6.2.6.4 which shall read
as follows:

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

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

Section 2.9.6.9.2.1 shall be amended by adding a new Section 2.9.6.9.2.1.5 as follows and
renumbering the remaining Section accordingly, including any references thereto.

2.9.69.2.1.5 Document and confirm the applicant’s current address and phone number(s) or
appropriate alternative phone number(s) that the member’s service provider will use to
call in/out for the purpose of logging visits into the EVV system, and assist the member
in updating his or her address with DHS or the Social Security Administration, if
applicable;

Section 2.9.6.9.4.3.7 shall be amended by deleting the phrase “or Group 3”.

Section 2.9.6.9.4.3 shall be amended by adding a new Section 2.9.6.9.4.3.8 as follows and
renumbering the remaining Section accordingly, including any references thereto.

2.9.6.94.3.8 Members in CHOICES Group 3 shall be contacted by their care coordinator at least
quarterly (more frequently when appropriate based on the member’s needs and/or request
which shall be documented in the plan of care). Such contacts shall be either in person or
by telephone with an interval of at least sixty (60) days between contacts. These members
shall be visited in their residence face-to-face by their care coordinator at least semi-
annually (more frequently when appropriate based on the member’s needs and/or request
which shall be documented in the plan of care) with an interval of at least one hundred-
twenty (120) davs between visits.
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Section 2.9.6.10.16 shall be deleted and replaced as follows:

2.9.6.10.16

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

Section 2.9.6.11.6.2 through 2.9.6.11.6.4 shall be deleted and replaced as follows and the
remaining Section 2.9.6.11.6 shall be renumbered accordingly, including any references

thereto.

2.9.6.11.6.2

29.6.11.6.3

2.9.6.11.6.4

Each CHOICES Group 2 member shall be factored into the weighted caseload and
staffing ratio calculations utilizing an acuity level of two and one-half (2.5);

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);

Using the delineated acuity factors, the following provides examples of the composition
of caseloads with a weighted value of 125:
CHOICES CHOICES CHOICES Total CHOICES
Group 1 Group 2 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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29.6.11.6.5

Using the delineated acuity factors, the following delineates the composition of caseloads
with a weighted value of 175:
[ CHOICES CHOICES CHOICES Total CHOICES
Group 1 Group 2 Group 3 Members on
Caseload
175 0 175
125 10 110
75 10 30 124
50 36 20 106
0 70 70

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

thereto.

296.12.3

29.6.124

29.6.12.4.1

2.9.6.12.4.2

29.6.12.44

The CONTRACTOR shall oversee its selected EVV vendor to ensure the EVV system
operates in compliance with this Agreement, and with policies and protocols established by
TENNCARE. The CONTRACTOR shall notify TENNCARE within five (5) business days
of the identification of any issue affecting EVV system operation which impacts the
CONTRACTOR s performance of this Agreement, including actions that will be taken by the
CONTRACTOR to resolve the issue and the specific timeframes within which such actions
will be completed.

The CONTRACTOR shall establish business processes and procedures which shall include a
standard process by which providers may notify the CONTRACTOR of exceptions for which
an action by the CONTRACTOR is required for resolution and shall maintain an adequate
number of qualified, trained staff to support the operation of the EVV system. These staff
will ensure that:

Authorizations as defined pursuant to 2.9.6.2.5.12. are entered into the EVV system
timely and accurately, including any changes n such authorizations based on changes in
the member’s plan of care.

Authorizations provided by the CONTRACTOR outside the EVV system are consistent
with authorizations entered by the CONTRACTOR into the EVV system and with the
member’s currently approved plan of care.

Any actions required by the CONTRACTOR to resolve exceptions in the EVV system,
e.g., a change in the service authorization, are completed within three (3) business days
so that claims for services can be submitted for payment.

The CONTRACTOR monitors on an ongoing basis and reports to TENNCARE upon
request, the total volume of CHOICES HCBS that have been provided but not reimbursed
due to issues with the EVV system or due to individual exceptions, and proactively works
with providers and the FEA to ensure that issues are corrected and exceptions are
resolved as expeditiously as possible and within the timeframes specified above in order
to provide payment as appropriate for services delivered.
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34.  The renumbered Section 2.9.6.12.5 shall be amended by deleting the phrase “homemaker
services™.

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

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

36. Section 2.9.7.1.1 shall be amended by deleting “homemaker,” in the first sentence.
37.  Section 2.9.8 shall be deleted and replaced as follows:

2.9.8 Money Follows the Person (MFP) Rebalancing Demonstration

2.9.8.1 General

2.9.8.1.1  The MFP Rebalancing Demonstration provisions set forth in this Agreement, including but
not limited to this Section 2.9.8 and MFP reporting requirements in Section 2.30 shall not
apply to TennCare Select unless TENNCARE notifies the CONTRACTOR otherwise.
Should TENNCARE assign enrollees to TennCare Select in accordance with this Contract,
including Section 2.4.4.3.4, to serve as a backup if other MCOs fail or are deemed by
TENNCARE to have inadequate MCO capacity, TENNCARE will notify TennCare Sclect of
the applicability of the MFP provisions.

2.9.8.1.2 The CONTRACTOR shall, in accordance with this Agreement and federal and State laws,
regulations, policies and protocols, assist Eligible Individuals living in a Qualified Institution
in transitioning to a Qualified Residence in the community under the State’s MFP
Rebalancing Demonstration (MFEP).

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

29.8.1.4 For CHOICES Group | members not eligible to participate in MFP or who elect not to
participate in MFP, the CONTRACTOR shall nonetheless facilitate transition to the
commmunity as appropriate and in accordance with 2.9.6.8.

298.1.5 The CONTRACTOR shall not delay a CHOICES Group | member’s transition to the
community in order to meet the ninety (90)-day minimum stay in a Qualified Institution
established under ACA and enroll the person into MFP.

tad
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2.9.8.2 Identification of MFP Participants

29821

29822

29823

The CONTRACTOR shall identify members who may have the ability and/or desire to
transition from a nursing facility to the community in accordance with Section 2.9.6.8.

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

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

2.9.8.3 Eligibility/Enrollment into MFP

2.9.83.1

29832

29833

29834

20835

2.9.8.3.6

2.9.837

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

If a member withdraws from MFP, he cannot participate in MFP again without meeting the
eligibility requirements for enrolliment into MFP (e.g., following a ninety (90)-day stay in a
Qualified Institution).

Only CHOICES Group 1 members who qualify to enroll in CHOICES Group 2 shall be
eligible to transition to Group 2 and enroll into MFP.

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

The member’s care coordinator or, if the CONTRACTOR elects to use transition teams, a
person who meets the qualifications of a care coordinator shall, using information provided
by TENNCARE, provide ecach potential MFP participant with an overview of MFP and
answer any questions the participant has. The CONTRACTOR shall have each potential
MFP participant or his authorized representative, as applicable, sign an MFP Informed
Consent Form affirming that such overview has been provided by the CONTRACTOR and
documenting the member’s decision regarding MFP participation.

Once a potential MFP participant has consented to participate in MFP, the CONTRACTOR
shall notify TENNCARE within two (2) business days via the TENNCARE PreAdmission
FEvaluation System {TPAES) unless otherwise directed by TENNCARE, and shall maintain
supporting documentation as specified by TENNCARE that shall be made available to
TENNCARE upon request.

The CONTRACTOR shall verify that each potential MFP participant is an Eligible Individual
and shall provide attestation thereof to TENNCARE. The CONTRACTOR shall enter all
required data elements into TPAES unless otherwise directed by TENNCARE, and shall

14
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29838

29839

2.9.8.3.10

maintain supporting documentation as specified by TENNCARE that shall be made available
to TENNCARE upon request.

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

Final determinations regarding whether a member can enroll into MFP shall be made by
TENNCARE based on information provided by the CONTRACTOR.

TENNCARE may request and the CONTRACTOR shall submit in a timely manner
additional documentation as needed to make such determination. Documentation submitted
by the CONTRACTOR may be verified, to the extent practicable, by other information,
either prior or subsequent to enrollment in MFP, including eligibility, claims and encounter
data.

2.9.8.4 Participation in MFP

2.9.84.1

2.9.84.2

29843

29844

29845

The participation period for MFP is 365 days. This includes all days during which the
member resides in the community, regardless of whether CHOICES HCBS are received each
day. Days are counted consecutively except for days during which the member is admitted

to an inpatient facility.

The participation period for MEFP does not include any days during which the member is
admitted to an inpatient facility.

MFP participation will be “suspended™ in the event a member is re-admitted for a short-term
inpatient facility stay. Member will not have to re-qualify for MFP regardless of the number
of days the member is in the inpatient facility, and shall be re-instated in MFP upon return to
a Qualified Residence in the community.

[t may take longer than 365 calendar days to complete the 365-day MFP participation period
days since a member’s participation period may be interrupted by one or more inpatient
facility stays.

For MFP participants, a significant change in circumstances (see 2.9.6.9.2.1.16.) shall include
any admission to an inpatient facility, including a hospital, psychiatric hospital, PRTF,
nursing facility or Medicare-certified Skilled Nursing Facility.  The member's Care
Coordinator shall (pursuant to 2.9.6.2.4) visit the member face-to-face within five (5)
business days of any inpatient facility admission and shall assess the member’s needs,
conduct a comprehensive needs assessment and update the member’s plan of care, including
the member’s Risk Agreement. as deemed necessary based on the member’s needs and
circumstances. If the visit 18 conducted in the inpatient facility, the CONTRACTOR may
elect to have someone who meets the qualifications of a Care Coordinator complete the
required face-to-face visit and conduct a comprehensive needs assessment, in which case, the
qualified individual conducting the face-to-face visit shall coordinate with the member's Care
Coordinator to update the member’s plan of care. including the member’s Risk Agreement, as
deemed necessary based on the member’s needs and circumstances.

15
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29384.6

2.9.84.7

The CONTRACTOR shall review the circumstances which resulted in the inpatient facility
admission and shall evaluate whether the services and supports provided to the member are
sufficient to safely meet his needs in the community such that continued participation in
CHOICES Group 2 and in MFP is appropriate.

The CONTRACTOR shall notify TENNCARE within five (5) business days of admission
any time a member is admitted to an inpatient facility. Such notification shall be made via
TPAES unless otherwise directed by TENNCARE., The CONTRACTOR shall maintain
supporting documentation as specified by TENNCARE that shall be made available to
TENNCARE upon request.

2.9.8.4.7.1 For purposes of MFP, admission for observation (which is not considered inpatient care)

29848

29.84.9

2.984.10

2984.11

2.9.84.12

2.9.84.13

shall not be considered admission to an inpatient facility. Nor shall participation in MFP
be suspended during observation days.

The CONTRACTOR shall be involved in discharge planning on behalf of any MFP
participant admitted to an inpatient facility.

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

If at any time during the member’s participation in MFP, the member changes residences,
including instances in which the change in residences occurs upon discharge from an
inpatient facility stay, the CONTRACTOR shall: 1) notify TENNCARE within two (2)
business days of the change in residence; 2) verify that the new residence is a Qualified
Residence; and 3) provide attestation thereof to TENNCARE. The CONTRACTOR shall
enter all required data elements into TPAES unless otherwise directed by TENNCARE, and
shall maintain supporting documentation as specified by TENNCARE that shall be made
available to TENNCARE upon request.

The CONTRACTOR shall track the member’'s residency throughout the 365-day MFP
participation period. In addition, the CONTRACTOR shall, for purposes of facilitating
completion of Quality of Life surveys, continue to track MFP participants” residency for two
(2) years following transition to the community which may be up to one (1) vear following
completion of the MFP participation period, or until the member is no longer enrolled in the

CONTRACTOR s health plan.

The CONTRACTOR shall, using a template provided by TENNCARE, issue a written notice
of MFP participation to each member enrolled in MIFP which shall not occur prior to
transition from CHOICES Group 1 to CHOICES Group 2. Such notice shall be issued within
ten (10) business days of notification from TENNCARE via the outbound 834 enrollment file
furnished by TENNCARE to the CONTRACTOR that the member is enrolled in MFP.

The CONTRACTOR shall, using a template provided by TENNCARE, issue a written notice
to each member upon conclusion of the 365-day participation period. Such notice shall be

issued within ten (10) business days of notification from TENNCARE via the outbound 834

16
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298.4.14

enrollment file furnished by TENNCARE to the CONTRACTOR that the member is no
longer enrolled in MFP.

A member who successfully completes 365-day participation period for MFP and is
subsequently re-institutionalized may qualify to participate in MFP again but must first meet
the “Eligible Individual™ criteria. There shall be a minimum of ninety (90) days between
MFP participation occurrences. Prior to enrollment in a second MFP occurrence, the care
coordinator shall assess the reason for the re-institutionalization to determine if the member is
an appropriate candidate for re-enrollment in MFP and if so, shall develop a plan of care
(including a Risk Agreement) that will help to ensure that appropriate supports and services
are in place to support successful transition and permanency in the community.

2.9.8.5 Plan of Care

29851

29852

For members participating in the MFP, the Plan of Care shall reflect that the member is an
MFP participant, including the date of enrollment into MFP (i.e., date of transition from
CHOICES Group 1 to CHOICES Group 2).

Upon conclusion of the member’s 365-day participation period in MFP, the Plan of Care shall
be updated to reflect that he is longer participating in MFP.

2.9.8.6 Services

2.9.8.6.1

A member enrolled in MFP shall be simultaneously enrolled in CHOICES Group 2 and shall
be eligible to receive covered benefits as described in 2.6.1.

2.9.8.7 Continuity of Care

298.7.1

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

2.9.8.8 Level of Care and Short-Term Nursing Facility Stay in MFP

2.9.838.1

29.838.2

29883

In order to enroll in MFP, a member must meet NF LOC. Group 3 members are not eligible
for MIFP.

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

MFEP participants admitted for short-term nursing facility stays shall be re-instated in MFP
upon discharge and return to a Qualified Residence in the community. The member is not
required to meet the ninety (90) day residency requirement criteria for re-instatement into
MFP.
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2.9.8.84

2.9.8.8.5

2.9.8.8.6

2.9.88.7

298838

2.98.8.9

[ the short-term stay will exceed ninety (90) days, the CONTRACTOR shall facilitate
transition from CHOICES Group 2 to CHOICES Group 1.

The member’s care coordinator shall monitor the member’s mpatient stay and shall visit the
member face-to-face at least monthly during the inpatient stay or more frequently as
necessary to facilitate timely and appropriate discharge planning.

The CONTRACTOR shall conduct a Transition Assessment and develop a Transition Plan
(see Section 2.9.6.8) as necessary to facilitate the member’s return to the community. Such
assessment shall include a review of the circumstances which resulted in the nursing facility
admission and shall evaluate whether the services and supports provided to the member are
sufficient to safely meet his needs in the community such that transition back to CHOICES
Group 2 and continued participation in MFP is appropriate. The CONTRACTOR shall
update the member’s plan of care, including the member’s Risk Agreement, as deemed
necessary based on the member’s needs and circumstances.

Upon discharge from the short-term stay, within one (1) business day, the care coordinator
shall visit the member in his/her Qualified Residence. During the ninety (90) days following
transition and re-instatement into MFP, the care coordinator shall conduct monthly face-to-
face in-home visits to ensure that the plan of care is being followed, that the plan of care
continues to meet the member’s needs, and the member has successfully transitioned back to
the community.

MFP participants admitted for short-term nursing facility stays shall be re-instated in MFP
upon discharge and return to a Qualified Residence in the community. The member is not
required to meet the ninety (90) day residency requirement criteria for re-instatement into
MFP.

Days that are spent in an inpatient facility, including short-term nursing facility stays, do not
count as part of the member’s 365-day MFP participation period.

2.9.8.9 TPAES

2.98.9.1

298.10

2.9.8.10.1

The CONTRACTOR shall use the TENNCARE PreAdmission Evaluation System (TPAES)
to facilitate enrollments into and transitions between LTC programs, including CHOICES
and the State’s MFP Rebalancing Demonstration (MFP), and shall comply with all data
collection processes and timelines established by TENNCARE in policy or protocol in order
to gather data required to comply with tracking and reporting requirements pertaining to
MFP. This shall include (but is not limited to) attestations pertaining to Eligible Individual
and Qualified Residence, changes of residence, inpatient facility admissions and discharges,
reasons for re-institutionalization. and reasons for disenrollment from MFP.

IT requirements

Pursuant to Section 2.23 of this Agreement, the CONTRACTOR shall modify its information
systems to accommodate, accept, load, utilize and facilitate accurate and timely reporting on
information submitted to by TENNCARE via the outbound 834 file that will identify MFP
participants, as well as those MFP participants in suspended status during an inpatient
admission.
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29811 Case Management System

2.08.11.1 The CONTRACTOR’s case management system (see Section 2.9.6.12.7) shall identify
persons enrolled in MFP and shall generate reports and management tools as needed to
facilitate and monitor compliance with contract requirements and timelines.

298,12  MFP Readiness Review

2.9.8.12.1 Prior to implementation of MFP, as determined by TENNCARE, the CONTRACTOR shall
demonstrate to TENNCARE’s satisfaction that the CONTRACTOR is able to meet all of the
requirements pertaining to MFP set forth in this Agreement.

2.9.8.12.2 The CONTRACTOR shall cooperate in a “readiness review” conducted by TENNCARE to
review the CONTRACTOR's readiness to fulfill its obligations regarding MFP in accordance
with the Agreement. This review may include, but is not limited to, desk and on-site review
of documents provided by the CONTRACTOR, a walk-through of the CONTRACTOR’s
operations, system demonstrations (including systems connectivity testing), and interviews
with CONTRACTOR’s staff. The scope of the review may include any and all MFP
requirements of the Agreement as determined by TENNCARE.

2.0.8.12.3 Based on the results of the review activities, TENNCARE will issue a letter of findings and,
if needed, will request a corrective action plan from the CONTRACTOR.

298.13  MFP Benchmarks

2.9.8.13.1 The CONTRACTOR shall assist TENNCARE in meeting the five (5) annual benchmarks
established for the MFP Rebalancing Demonstration which are described below in Sections
2.9.8.13.1.1 through 2.9.8.13.1.5.

2.98.13.1.1 Benchmark # 1: Number of Persons Transitioned

2.9.8.13.1.1.1  Assist the projected number of eligible individuals in each target group in successfully

transitioning from an inpatient facility to a qualified residence during each year of the
demonstration. Projected numbers:

Calendar # of Elderly # of Disabled Adults
Year Transitioned Transitioned

2011 27 23

2012 206 169

2013 234 193

2014 261 214

2015 234 191

2016 206 169

2.9.8.13.1.1.2 Immediately prior to implementation of MFP and at the beginning of each calendar year
thereafter, statewide calendar year numbers for benchmark #1 will be allocated on a
regional basis to each MCO operating in the region, based on the number of persons in
CHOICES Group 1. For purposes of incentive payments (see Section 3.1 1), achievement
of this benclinark shall be determined on a regional basis by MCO.
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2.9.8.13.1.2

2.9.8.13.1.2.1

29.8.13.1.3

2.9.8.13.1.3.1

2.9.8.13.1.3.2

208.13.14

208.13.14.1

2.9.8.13.14.2

Benchmark #2: Qualified Expenditures for HCBS

Increase the amount and percentage of Medicaid spending for qualified home and
community based long-term care services during each year of the demonstration.

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

Benchmark #3: Increased Amount and Percentage of HCBS Participants

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

For purposes of incentive payments (see Section 3.11), achievement of this benchmark
shall be determined on a regional basis by MCO.

Benchmark #4: Increase Unduplicated Contracted Community Based Residential
Alternative

[ncrease the number of unduplicated licensed CBRAs contracted with MCOs Statewide
to provide HCBS in the CHOICES program during each year of the demonstration.
Providers enrolled with more than one (MCQO) or in more than one region shall only be
counted once. Proposed numbers:

Calendar # of MCO Contracted
Year CBRAs Statewide
2011 70

2012 74

2013 78

2014 82

2015 86

2016 90

For purposes of incentive payments (See Section 3.11), achievement of this benchmark
shall be determined on a statewide basis.
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2.9.8.13.1.5

298.13.1.5

2.9.8.13.1.5

Benchmark #5:  Increase Participation in Consumer Direction

.1 Increase the number of persons receiving Medicaid-reimbursed HCBS participating in

consumer direction for some or all services during each year of the demonstration.
Projected numbers:

Calendar # in Consumer
Year Direction

2011 600

2012 900

2013 1,150

2014 1,400

2015 1,550

2016 1,650

.2 Immediately prior to implementation of MFP and at the beginning of each calendar year

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

38. Section 2.9.11.1 shall be deleted and replaced as follows:

2.9.11.1

Except as provided in Section 2.6.1.3, the CONTRACTOR is not responsible for the
provision of pharmacy benefits; TENNCARE contracts with a pharmacy benefits manager
(PBM) to provide these services. However, the CONTRACTOR shall maintain an agreement
with the PBM for the purpose of making payment to the PBM on behalf of TENNCARE for
TennCare covered services. This requirement does not iimpose any further responsibilities on
the CONTRACTOR regarding the provider’s and/or provider’s claims that are reimbursed
through this payment structure. The CONTRACTOR shall not be at risk for payment made to
the TennCare contracted PBM (see Section 3). The CONTRACTOR shall coordinate with the
PBM as necessary to ensure that members receive appropriate pharmacy services without
interruption. The CONTRACTOR shall monitor and manage its contract providers as it
relates to prescribing patterns and its members as it relates to utilization of prescription drugs.
The CONTRACTOR shall participate in regularly scheduled meetings with the PBM and
TENNCARE to discuss operational and programmatic issues.

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

2.9.15 ICF/IID Services and Alternatives to ICF/IID Services

2.9.15.1

The CONTRACTOR is not responsible for services in an Intermediate Care Facility for
[ndividuals with Intellectual Disabilities (ICF/IID) or for services provided through Home
and Community Based Services (HCBS) waivers as an alternative to ICF/IID services
(hereinatter referred to as “HCBS ID waiver™). However, to the extent that services available
to a member through a HCBS ID waiver are also covered services pursuant to this
Agreement, the CONTRACTOR shall be responsible for providing all medically necessary
covered services. HCBS ID waiver services may supplement, but not supplant, medically
necessary covered services. I[CF/IID services and HCBS [D waiver services shall be provided
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2.9.15.2

2.9.15.3

to qualified members as described in TennCare rules and regulations through contracts
between TENNCARE and appropriate providers.

The CONTRACTOR is responsible for covered services for members residing in an [CF/IID
or enrolled in a HCBS 1D waiver. For members residing in an ICF/1ID, the CONTRACTOR
is responsible for providing covered services that are not included in the per diem
reiimbursement for institutional services (e.g., prosthetics, some items of durable medical
equipment, non-emergency ambulance transportation, and non-emergency transportation).
Except as provided below for NEMT, for members enrolled in a HCBS ID waiver, the
CONTRACTOR shall provide all medically necessary covered services, including covered
services that may also be provided through the HCBS ID waiver. The HCBS ID waiver is the
payor of last resort. However, the CONTRACTOR 1s not responsible for providing non-
emergency medical transportation (NEMT) to any service that is being provided to the
member through the HCBS ID waiver.

The CONTRACTOR shall coordmate the provision of covered services with services
provided by ICF/IID and HCBS ID waiver providers to minimize disruption and duplication
of services.

Section 2.11.1.10 shall be deleted and replaced as follows:

2.11.1.10

The CONTRACTOR shall monitor provider compliance with access requirements specified
in Attachment I, including but not limited to appointment and wait times and take corrective
action for failure to comply. The CONTRACTOR shall maintain an emergency/contingency
plan in the event that a large provider of services collapses or is otherwise unable to provide
needed services and_shall conduct surveys and office visits to monitor compliance with
appointment waiting time standards and shall report findings and corrective actions to
TENNCARE in accordance with Section 2.30.8.2.

Section 2.12.9.15 shall be amended by adding a new sentence to the end of the existing text

as follows:

2.12.9.15

Include a statement that as a condition of participation in TennCare, enrollees and providers
shall give TENNCARE or its authorized representative, the Office of the Comptroller of the
Treasury, and any health oversight agency, such as OIG, TBI MFCU, DHHS Oftice of
[nspector General (DHHS OIG), and DOJ, and any other authorized state or federal agency,
access to their records. Said records shall be made available and furnished immediately upon
request by the provider for fiscal audit, medical audit, medical review, utilization review, and
other periodic monitoring as well as for adininistrative, civil and criminal investigations or
prosecutions upon the request of an authorized representative of the CONTRACTOR,
TENNCARE or authorized federal, state and Office of the Comptroller of the Treasury
personnel, including, but not limited to, the OIG, the TBI MFCU, the DHHS OIG and the
DOJ. Said records are to be provided by the provider at no cost to the requesting agency;
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42.  Section 2.12 shall be amended by adding a new Section 2.12.15 as follows and renumbering
the remaining Sections accordingly, including any references thereto.

2.12:15 The CONTRACTOR shall maintain an agreement with the PBM for the purpose of making payment
to the PBM on behalf of TENNCARLE for T'ennCare covered services. The agreement shall be in
accordance with an approved template provided by TENNCARE. The CONTRACTOR shall not be
at risk for payment made to the TennCare contracted PBM (see Section 3).

43.  Section 2.13 shall be amended by adding a new Section 2.13.10 as follows and
reunumbering the remaining Sections accordingly, including any refereces thereto.

2.13.10 Payment to TennCare PBM

2.13.10.1 The CONTRACTOR shall make payment to the PBM on behalf of TENNCARE for
TennCare covered services. The CONTRACTOR shall not be at risk for payment made to
the TennCare contracted PBM (see Section 3). The CONTRACTOR shall adhere to the
following process for payments to the PBM:

2.13.10.1.1 The CONTRACTOR shall maintain a separate bank account for the funds transfer from
TENNCARE for purposes of payment to the PBM.

2.13.10.1.2 The CONTRACTOR shall receive a weekly invoice from the PBM for services rendered by
the PBM.

2.13.10.1.3 The CONTRACTOR shall invoice TENNCARE for the cost of the payments to be made to
the PBM based on the weekly PBM invoice as well as any associated regulatory costs.

2.13.10.1.4 The CONTRACTOR shall make payment to the PBM in the full amount of the funds transfer
from TENNCARE no later than the Friday following reciept of the funds from TENNCARE
unless extended by TENNCARE due to unforeseen circumstances or bank holidays.

44, Section 2.15.1.1 shall be deleted and replaced as follows:

2.15.1.1  The CONTRACTOR shall have a written Quality Management/Quality Improvement
(QM/QI) program that clearly defines its quality improvement structures and processes and
assigns responsibility to appropriate individuals. Program documents must include all of the
elements listed below and shall include a separate section on CHOICES care coordination.
This QM/QI program shall use as a guideline the current NCQA Standards and Guidelines for
the Accreditation of MCOs and shall include the CONTRACTOR’s plan for improving
patient safety. This ineans at a minimum that the QM/QI program shall:

45.  Section 2.15.2.1 shall be amended by adding the words *, annual evaluation” in the last
sentence 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
OM/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. This
committee shall also review and approve the QM/QI program description, annual evaluation
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and associated work plan prior to submission to TENNCARE as required in Section
2.30.12.1, Reporting Requirements.

Section 2.17.1.1 shall be deleted and replaced as follows:

2.17.1.1

The CONTRACTOR shall submit to TENNCARE for review and prior written approval all
materials that will be distributed to members (referred to as member materials). Should the
CONTRACTOR decide to contract with either a subcontractor or its providers to create
and/or distribute member materials, the materials shall not be distributed to members unless
the materials have been submitted to TENNCARE by the CONTRACTOR for review and
prior written approval. Member Materials include, but are not limited to member handbooks,
provider directories, member newsletters, identification cards, fact sheets, notices, brochures,
form letters, mass mailings, system generated letters and any other additional, but not
required, materials and information provided to members designed to promote health and/or
educate members.

Section 2.17.2 shall be amended by adding a new Section 2.17.2.3 and renumbering the
remaining Section 2.17.2 as follows, including any reference thereto.

2.17.2:3

Articles and/or informational material included in written materials such as newsletters,
brochures, etc. shall be limited to approximately 200 words for purposes of readability unless
otherwise approved in writing by TENNCARE;

Section 2.17.4.7.18 shall be deleted and replaced as follows:

2.17.4.7.18 Shall include notice of the right to file a discrimination complaint as provided for by

applicable federal and state civil rights laws, including but not limited to, Title VI of the Civil
Rights Act of 1964, the Age Discrimination Act of 1975, Title IX of the Education
Amendments of 1972, Section 504 of the Rehabilitation Act of 1973, and Titles II and III of
the Americans with Disabilities Act of 1990, and a complaint form on which to do so. The
notice shall be considered a Vital Document and shall be available at a minimum in the
English and Spanish languages;

Section 2.17.5.3.5 shall be deleted and replaced as follows:

2.17.5.3.5

A notice of the right to file a discrimination complaint, as provided for by applicable federal
and state civil rights laws, including, but not lmited to Title VI of the Civil Rights Act of
1964, the Age Discrimination Act of 1975, Title IX of the Education amendments of 1972,
Section 504 of the Rehabilitation Act of 1973, and Titles 1l and Il of the Americans with
Disabilities Act of 1990 and a complaint form on which to do so. The notice shall be
considered a Vital Document and shall be available at a minimum in the English and Spanish
languages;

Section 2.18.1.3 shall be deleted and replaced as follows:

2.18.1.3

The member services information line shall handle calls from individuals with LEP and
individuals with disabilities, including, but not limited to individuals with hearing and/or
speech disabilities.
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Sections 2.20.1.7 through 2.20.1.7.3 shall be deleted and replaced as follows:

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

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

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

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

Section 2.21.6.1.4 shall be deleted and replaced as follows:

2.21.6.1.4 Except for those payments described in Section 4.8, any and all payments made by
TENNCARE, including administrative fee payments, as well as incentive payments (if
applicable) to the CONTRACTOR shall be considered “*Premium revenue™ for the purpose of
calculating the minimum net worth required by TCA 56-32-112.

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

22352  The CONTRACTOR shall systematically update its eligibility/enrollment databases within
twenty-four (24) hours of receipt of said files. Any outbound 834 transactions which fail to
update/load systematically must be manually updated within twenty-four (24) hours of
receipt. The CONTRACTOR shall report to TENNCARE, in a form and format to be
provided by TENNCARE, outbound 834 transactions that are not processed within these time
frames and include information regarding when the transactions were completed. Any
transactions that are not updated/loaded within twenty-four (24) hours of receipt from
TENNCARE and/or persistent issues with high volumes of transitions that require manual
upload may require the CONTRACTOR to initiate a Corrective Action Plan for resolution of
the issues preventing compliance. If the CONTRACTOR has reason to believe they may not
meet this requirement based on unusual circumstances, the CONTRACTOR must notify
TENNCARE and TENNCARE may make an exception without requiring a Corrective
Action Plan.

b
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Section 2.24.4.1 shall be amended by adding the phrase *on at least an annual basis™ after
the phrase “and a plan for training” as follows:

2.244.1

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

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

Medicaid and CHIP - Verification of Income and Eligibility. The CONTRACTOR must provide

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

2.27.9.1

2.27.9:1:1

2.27.9.1.2

2.27.9.1.3

2.279.14

2

27.9.2.2

22793

2.27.9.3.1

2.27.93.2

2.27.9.33

2.279.34

Purposes directly related to the administration of Medicaid and CHIP include:
Establishing eligibility;

Determining the amount of medical assistance;

Providing services for beneficiaries; and

Conducting or assisting an investigation, prosecution, or civil or criminal proceeding
related to Medicaid or CHIP administration.

The CONTRACTOR must have adequate safeguards to assure that:

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

section of the Code; and

The information is adequately stored and processed so that it is protected against
unauthorized disclosure for other purposes.

The CONTRACTOR must have criteria that govern the types of information about
applicants and beneficiaries that are safeguarded. This information must include at least:

Names and addresses:
Medical services provided:
Social and economic conditions or circumstances;

CONTRACTOR evaluation of personal information;




Amendment 32 (cont.)

2.27.9.3.5 Medical data, including diagnosis and past history of disease or disability;

2.27.9.3.6 Any information received for venfying income eligibility and amount of medical assistance
payments, including income information received from SSA or the Internal Revenue Service;

2.27.9.3.7 Any information received for verifying income eligibility and amount of medical assistance
payments;

2.27.9.3.8 Income information received from SSA or the Internal Revenue Service must be safeguarded
according to Medicaid and CHIP requirements;

2.27.9.3.9 Any information received in connection with the identification of legally liable third party
resources; and

2.27.9.3.10 Social Security Numbers.
2.27.9.4  The CONTRACTOR must have criteria approved by the State specifying:
2.27.9.4.1 The conditions for release and use of information about applicants and beneficiaries;

2.27.9.42 Access to information concerning applicants or beneficiaries must be restricted to persons or
CONTRACTOR representatives who are subject to standards of confidentiality that are
comparable to those of the State;

2.27.9.4.3 The CONTRACTOR shall not publish names of applicants or beneficiaries;

2.27.94.4 The CONTRACTOR shall obtain permission from a family or individual, whenever possible,
before responding to a request for information from an outside source, unless the information
is to be used to verify income, eligibility and the amount of medical assistance payment to an
authorized individual or entity;

2.27.9.4.5 If, because of an emergency situation, time does not permit obtaining consent before release,
the CONTRACTOR shall notify the State, the family or individual immediately after
supplying the information;

2.27.94.6 The CONTRACTOR's policies must apply to all requests for information from outside
sources, including governmental bodies, the courts, or law enforcement officials;

2.27.9.4.6.1 The CONTRACTOR shall notify the State of any requests for information on applicants
or beneficiaries by other governmental bodies, the courts or law enforcement officials ten
(10) days prior to releasing the requested information.

2.27.9.4.7 If a court issues a subpoena for a case record or for any CONTRACTOR representative to
testify concerning an applicant or beneficiary, the CONTRACTOR must notify the State at
least ten (10) days prior to the required production date so the State may inform the court of
the applicable statutory provisions, policies, and regulations restricting disclosure of
information, effective until Jan. 1, 2014; and

2.27.94.8 The CONTRACTOR shall not request or release information to other parties to verify
income, eligibility and the amount of assistance under Medicaid or CHIP, prior to express
approval from the State.
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2.27.10 Social _Security Administration  (SSA) Required Provisions for Data Security.  The
CONTRACTOR shall comply with limitations on use, treatment, and safeguarding of data under
the Privacy Act of 1974 (5 U.S.C. § 552a), as amended by the Computer Matching and Privacy
Protection Act of 1988, related Office of Management and Budget guidelines, the Federal
Information Security Management Act of 2002 (44 U.S.C. § 3541, et seq.), and related National
Institute of Standards and Technology guidelines. In addition, the CONTRACTOR shall have in
place administrative, physical, and technical safeguards for data.

2.27.10.1 The CONTRACTOR shall not duplicate in a separate file or disseminate, without prior
written permission from TENNCARE, the data governed by the Agreement for any purpose
other than that set forth in this Agreement for the administration of the TennCare program.
Should the CONTRACTOR propose a redisclosure of said data, the CONTRACTOR must
specify in writing to TENNCARE the data the CONTRACTOR proposes to redisclose, to
whom, and the reasons that justify the redisclosure. TENNCARE will not give permission for
such redisclosure unless the redisclosure is required by law or essential to the administration
of the TennCare program.

2.27.10.2  The CONTRACTOR agrees to abide by all relevant federal laws, restrictions on access, use,
and disclosure, and security requirements in this Agreement.

2.27.10.3 The CONTRACTOR shall provide a current list of the employees of such CONTRACTOR
with access to SSA data and provide such lists to TENNCARE.

2.27.104 The CONTRACTOR shall restrict access to the data obtained from TENNCARE to only
those authorized employees who need such data to perform their official duties in connection
with purposes identified in this Agreement. The CONTRACTOR shall not turther duplicate,
disseminate, or disclose such data without obtaining TENNCARE’s prior written approval.

2.27.10.5 The CONTRACTOR shall ensure that its emplovees:

2.27.10.5.1 Properly safeguard PHI/PII furnished by TENNCARE under this Agreement from loss, theft
or inadvertent disclosure;

2.27.10.5.2 Understand that they are responsible for safeguarding this information at all times, regardless
of whether or not the CONTRACTOR employee is at his or her regular duty station;

2.27.10.5.3 Ensure that laptops and other electronic devices/ media containing PHI/PIL are encrypted
and/or password protected;

2.27.10.5.4 Send emails containing PHI/PII only if encrypted or if to and from addresses that are secure;
and

2.27.10.5.5 Limit disclosure of the information and details relating to a PHI/PII loss only to those with a
need to know.

2.27.10. 6 CONTRACTOR employees who access, use, or disclose TENNCARE or TennCare SSA
supplied data in a manner or purpose not authorized by this Agreement may be subject to
civil and criminal sanctions pursuant to applicable federal statutes.
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2.27.10.7

2.27.10.7.1

2.27.10.8

2.27.10.9

2.27.10.10

2.27.10.11

2.27.10.11.1

Loss or Suspected Loss of Data — If an employee of the CONTRACTOR becomes aware of
suspected or actual loss of PHI/PII, the appropriate designee of the CONTRACTOR must
immediately contact TENNCARE upon becoming aware to report the actual or suspected
loss. The CONTRACTOR will wuse the Loss Worksheet located at
http://www.tn.gov/tenncare/forms/phi_piiworksheet.pdf  to quickly gather and organize
information about the incident. The CONTRACTOR must provide TENNCARE with timely
updates as any additional information about the loss of PHI/PII becomes available.

[f the CONTRACTOR experiences a loss or breach of said data, TENNCARE will determine
whether or not notice to individuals whose data has been lost or breached shall be provided
and the CONTRACTOR shall bear any costs associated with the notice or any mitigation.

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

In order to meet certain requirements set forth in the State’s Computer Matching and Privacy
Protection Act Agreement (CMPPA) with the SSA, the Parties acknowledge that this Section
shall be included in all agreements executed by or on behalf of the State. The Parties further
agree that FISMA and NIST do not apply in the context of data use and disclosure under this
Agreement as the Parties shall neither use nor operate a federal information system on behalf
of a federal executive agency. Further, NIST is applicablc to federal information systems;
therefore, although encouraged to do so, the State, its CONTRACTORSs, agents and providers
are not required to abide by the NIST guidelines.

This Section further carries out Section 1106(a) of the Act (42 U.S.C. § 1306), the regulations
promulgated pursuant to that section (20 C.F.R. Part 401), the Privacy Act of 1974 (5 U.S.C.
§ 552a), as amended by the Computer Matching and Privacy Protection Act of 1988, related
Office of Management and Budget ("OMB") guidelines, the Federal Information Security
Management Act of 2002 ("FISMA™) (44 U.S.C. § 3541, et seq.), and related National
[nstitute of Standards and Technology (“NIST") guidelines, which provide the requirements
that the SSA stipulates that the CONTRACTOR must follow with regard to use, treatment,
and safeguarding data in the event data is exchanged with a federal information system.

Definitions

“SSA-supplied data™ — information, such as an individual's social security number,
supplied by the Social Security Admiistration to TENNCARE to determine entitlement
or eligibility for federally-funded programs (CMPPA between SSA and F&A:; IEA
between SSA and TENNCARE).

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

§ 160.103: OMB Circular M-06-19) — Protected health information means individually
identifiable health information that i1s: (i) Transmitted by electronic media; (i1)
Maintained in electronic media; or (iii) Transmitted or maintained in any other form or
medium.

2.27.10.11.3 “Individually Identifiable Health Information™ - information that is a subset of health

information, including demographic information collected from an individual, and: (1) Is
created or received by a health care provider, health plan, employer, or health care
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clearinghouse; and (2) relates to the past, present, or future physical or mental health or
condition of an individual; the provision of health care to an individual; or the past,
present, or future payment for the provision of health care to an individual; and (i)
identifies the individual; or (11) with respect to which there is a reasonable basis to believe
the information can be used to identify the individual.

2.27.10.11.4  “Personally Identifiable Information™ — any information about an individual maintained

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

Section 2.29.1.3.9 shall be deleted and replaced as follows:

229.1.3.9 A staff person to serve as the CONTRACTOR’s Non-discrimination Compliance

Coordinator. This person shall be responsible for the CONTRACTOR’s compliance with
applicable federal and state civil rights laws, regulations, rules and policies. including but not
limited to, Title VI of the Civil Rights Act of 1964, Section 504 of the Rehabilitation Act of
1973, Titles II and Il of the Americans with Disabilities Act of 1990, and the Age
Discrimination Act of 1975, The CONTRACTOR shall report to TENNCARE 1n writing, to
the attention of the Director of Non-discrimination Compliance, within ten (10) calendar days
of the commencement of any period of time that the CONTRACTOR does not have a
designated staff person for non-discrimination compliance. The CONTRACTOR shall report
to TENNCARE at such time that the function is redirected as required in Section 2.29.1.2;

Section 2.30.3 shall be deleted and replaced as follows:

Community Outreach

2.30.3.1

2.303.2

The CONTRACTOR shall submit an Anmual Community Outreach Plan no later than
November 30 of each year for review and approval by TENNCARE. The Annual Community
Outreach Plan shall be written in accordance with guidance prepared by TENNCARE. It shall
include, but is not limited to: all proposed community/health education events related to
TENNderCare; community/health education events unrelated to TENNderCare; and a process
for evaluating the benefits of the events.

The CONTRACTOR shall submit an Ammeal Community Outreach Evaluation, in a format
specified by TENNCARE, of its approved Annual Community Outreach Plan no later than
ninety (90) days following the end of a calendar year.

Sections 2.30.6.5 and 2.30.6.6 shall be amended by deleting the references to “homemaker”
and “homemaker services”.

Section 2.30.8.2 shall be deleted and replaced as follows:

23082

The CONTRACTOR shall submit an annual Provider Compliance with Access Requirements
Report that summarizes the CONTRACTOR’s monitoring activities, findings. and
opportunities for improvement regarding provider compliance with applicable access
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standards as well as an emergency/contingency plans in the event that a large provider of
services collapses or is otherwise unable to provide needed services. This report/plan shall
also be available upon request. (See Section 2.11.1.10.)

60.  Section 4.2 shall be deleted and replaced as follows:
4.2 PAY-FOR-PERFORMANCE QUALITY INCENTIVE PAYMENTS
4.2.1 General

4.2.1.1 TENNCARE will make incentive payments to the CONTRACTOR in accordance with this
Section 4.2.

4.2.1.2 The TennCare Select HEDIS score for the previous calendar year for each of the measures
specified in Sections 4.2.2 and 4.2.3.2 will serve as the baseline rate in the NCQA minimum
effect size change calculations (see Section 4.2.5 below).

4.2.1.3 Beginning on July I, 2015, the CONTRACTOR shall be eligible for incentives in accordance
with Section 4.2.4 below and the incentives described in Sections 4.2.2 and 4.2.3 shall no
longer apply.

42.14 If NCQA makes changes in any of the measures selected by TENNCARE, such that valid
comparison to prior years will not be possible, TENNCARE, at its sole discretion, may elect
to either eliminate the measure from pay-for-performance incentive eligibility or replace it
with another measure.

4.2.2 Physical Health HEDIS Measures

4221 Beginning on July 1, 2010, on July 1 of each year through July 1, 2014, the CONTRACTOR
will be eligible for a $.03 PMPM payment, applied to member months from the preceding
calendar year, for each of the audited HEDIS measures specified in Section 4.2.2.2 below
(calculated from the preceding calendar year’s data) for which significant improvement has
been demonstrated. Significant improvement is defined using NCQA’s minimum effect size
change methodology (see Section 4.2.5 below).

4222 [ncentive payments will be available for the following audited HEDIS measures:

4.2.2.2.1 Appropriate Treatment for Children with Upper Respiratory Infection (URI);

4.2.2.2.2 Childhood Immunization Status - MMR;

4.2.2.2.3  Children and Adolescents’ Access to PCP — 7-11 year old age group;

42224  Children and Adolescents’ Access to PCP — 12-19 year old age group;

42225 Well Child Visits — 3, 4" 5" and 6" years of life; and

42226 Adolescent Well Care Vistits.
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Behavioral Health HEDIS Measures

423.1

4232

4233

On July 1 0f 2011, the CONTRACTOR will be eligible for a $.03 PMPM payment, applied to
member months from the preceding calendar year, for each of the following audited HEDIS
measures (calculated from the preceding calendar year’s data) for which the CONTRACTOR
scores at or above the 75" national Medicaid percentile, as calculated by NCQA. To be
eligible for incentive payment for a measure, the CONTRACTOR must score at or above the
75th percentile for both rates comprising the measure.

Follow-up After Hospitalization for Mental Illness; and
Follow-up Care for Children Prescribed ADHD Medication.

Beginning on July 1, 2012, on July 1 of each year through July 1, 2014, the CONTRACTOR
will be eligible for a $.03 PMPM payment, applied to member months from the preceding
calendar year, for each of the audited HEDIS measures specified in Section 4.2.3 below
(calculated from the preceding calendar year’s data) for which significant improvement has
been demonstrated. To be eligible for incentive payment for a measure, the CONTRACTOR
must demonstrate significant improvement for both rates comprising the measure. Significant
improvement is defined using NCQA’s minimum effect size change methodology (see
Section 4.2.5 below).

Follow-up After Hospilalization for Mental [1lness; and

Follow-up Care for Children Prescribed ADHD Medication.

HEDIS Measures (Beginning July 1, 2015)

4241

4242

4243

4244

On July 1 of each year, the CONTRACTOR will be eligible for a $.03 PMPM payment,
applied to member months from the preceding calendar year, for each of the audited HEDIS
measures in accordance with Section 4.2.4.2 below (calculated from the preceding calendar
year’s data) for which significant improvement has been demonstrated. Significant
improvement is defined using NCQA’s minimum effect size change methodology (see
Section 4.2.5 below).

Incentive payments will be available for selected audited HEDIS measures as determined by
TENNCARE following review and analysis of HEDIS plan-specific rates.

Beginning calendar year 2014, in August of each year TENNCARE will notify the
CONTRACTOR of the audited HEDIS measures that have been selected for eligibility for the
following calendar year’s Pay-For-Performance Quality Incentive Measures in each region
for which the CONTRACTOR serves.

The annual notification will advise the CONTRACTOR of the specifics that TENNCARE
will use to determine eligibility for the Pay-For-Performance Quality Incentive Payments.
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61.

62.

4.8

4.8.1

5.3.10

64.

65.

Amendment 32 (cont.)

NCQA Minimum Effect Size Change Methodology

The NCQA minimum effect size change methodology is as follows:

Baseline Rate ~ Minimum Effect Size - !
) 0-39 . At leasta 6 pcrl:énfagc point char;ge
60-74 o ! Atleasta s pcrcé.r.ltagc point chan.ge
B T a— o |')ércme“ﬁ'[ﬁge jmim pr gc
85-92 R  Atleasta3 percéntagc point ch.m:gc
93-96 . At least a 2 percentage point changé
97-99 At least a 1 percentage point chanéc

Section 4.5 shall be amended by adding the phrase “for all payments received under this
Contract™ as follows:

HMO PAYMENT

The CONTRACTOR shall be responsible for payment of applicable taxes for all payments received under
this Contract pursuant to TCA 56-32-124. Payments to the CONTRACTOR shall be increased
sufficiently to cover any additional amount due pursuant to Tennessee Code Annotated Section 56-32-124
thirty days after the end of each calendar year quarter. In the event the amount due pursuant to TCA 56-
32-124 is increased during the term of this Contract, the payments to the CONTRACTOR shall be
increased by an amount equal to the increase in the amount due by the CONTRACTOR.

Section 4 shall be amended by adding a new Section 4.8 as follows and renumbering the
remaining Section accordingly, including any references thereto.

PAYMENT FOR DISTRIBUTION TO TENNCARE’S PBM

TENNCARE shall make a payment to the CONTRACTOR in an amount equal to the invoice that is
billed to the CONTRACTOR by the TennCare PBM. The CONTRACTOR shall make payment to the
TennCare PBM no later than the Friday following reciept of the payment from TENNCARE unless
extended by TENNCARE due to unforeseen circumstances or bank holidays.

Section 5.3.10 shall be deleted and replaced as follows:

42 US.C. § 181 16..

The Program Issue in Level A.17 of Section 5.20.2.2.7 shall be amended by deleting
“homemaker,”.

The Program Issue in Level B.23 of Section 5.20.2.2.7 shall be amended by adding the
following references: “2.9.6.2.3.4(4), 2.9.6.5.1.1, 2.9.6.9.2.1.2, 2.9.6.9.3, and 2.24.4.2.1.




66.

67.

Amendment 32 (cont.)
Attachment I shall be amended by deleting and replacing the last bullet point before the
final 2 paragraphs as follows:

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

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

Psychiatric Inpatient Hospital Travel distance does not exceed 90 | 4 hours (cmergency
Services miles for at least 90% of members involuntary)/24 hours

(involuntary)/24 hours
(voluntary)

69.

AS55.1 CONTRACTORNghall provide a trip
Section 2.12.9 shall be amended by adding a new Section 2.12.9.60 and renumbering the 0313/2013
remaining Section accordingly, including any references thereto. o

2.12.9.60 Specify in applicable provider agreements that all providers who participate in the federal
340B program give TennCare MCOs the benefit of 340B pricing;



Amendment 32 (cont.)

All of the provisions of the original Agreement not specifically deleted or moditied herein shall remain in full force
and effect. Unless a provision contained in this Amendment specifically indicates a different effective date, for
purposes of the provisions contained herein, this Amendment shall become effective June 1, 2013.

The State is not bound by this Amendment until it is signed by the contract 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 WHEREOT, the parties have by their duly authorized representatives set their signatures.

STATE OF TENNESSEE

DEPARTMENT OF FINANCE

AND ADMINISTRATION VOLUNTEER STATE HEALTH PLAN, INC,

BY: /ﬁd A{ éu«é«/zb nglzo 3 BY: > ,)\\7;
Mark Emkes Scott C. Piérce L\

Commissioner

DATE: _ 5/14/200% - DATE: ".*lj < |

President & CEQ VSHJ’
)
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CONTRACT SUMMARY SHEET

RFS Number: |31866-00026 Edison # 29635 Conftract Number: [FA-02-14632-31
State Agency: |Depariment of Finance and Administration Division: Bureau of TennCare
Contractor Contract Identification Number
L) v ,
VSHP (TennCare Select) L1 ¢ Edison Vendor #0000071694
Service Description

Managed Care Organization / Medically Necéssary Health Care Services to the TennCare/Medicaid Population

Contract Begin Date

Contract End Date

7M1/2001 1213172014
Aliotment Code| Cost Center Object Code Fund Grant Grant Code Subgrant Code
318.66 4A2 134 11 [ sTARS
Interdepartmental |Total Contract Amount {including ALL
FY State Funds Federal Funds Funds Other Funding amendments
2002 $ 6,75593723 1% 11,843,931.25 b 18,599,868.48
2003 $ 15,785,123.40 | § 17,284,819.40 3 33,079,942 .80
2004 $ 25,125990.721 % 38,364,165.90 3 63,490,156.62
2005 3 58,007,447.001 % 58,007 447.00 $ 116,014,894.00
2008 $ 87,748111.001 % 87,748,111.00 $ 175,496,222.00
2007 b 8774811100 1 $ 87,748 111.00 $ 175,486,222.00
2008 $ 72,610,000.00 1 &  127,390,000.00 $ 200,000,000.00
2009 $ 72,610,00000 1% 127,390,000.00 $ 200,000,000.00
2010 $ 100,882,479.00 1% 304,024,121.00 $ 404,906,600.00
2011 $ 131,085861900(% 312,820,981.00 $ 443,906,600.00
2012 b 149,893,942.00 | $§  294,012,658.,00 $ 443,9086,600.00
2013 $ 150,102,578.00 {8 293,804,022.00 $  443,906,600.00
2014 $ 153,147,777.00 § 2§0,758,823.{}O $  443,906,600.00
Total: § 1,111,503,115.35 | § 2,051,207,190.55 | § 3,162,710,305.90
CFDA#  193.778 Title XIX Dept. of Health &Human Sves, Check the box ONLY if the answer is YES:
State Fiscal Contract Is the Contractor a SUBRECIPIENT? (per OMB A-133)
Name: Casey Dungan
Address: 310 Great Circle Road Nashvitie, TN |Is the Contractor a Vendor? (per OMB A-133)
Phone: luasawsse, ™
{815)507-6482 is the Fiscal Year Funding STRICTLY LIMITED?
Procuring Agency Budget Officer Approval Signature !is the Contractor on STARS?
AN Is the Contractor's FORM W-9 ATTACHED?
Casey Dungan . »
T Is the Contractor's Form W-9 Filed with Accounts?
COMPLETE FOR ALL AMENDMENTS {only) Funding Certification
Base Contract & Prior This Amendment  [Funding Certification {certification, required by TC.A., § 9-4-5113,
Amendments ONLY that there is a balance in the appropriation from which the obligated
CONTRACT END DATE: 1213172014 expenditure is required to be paid that is not otherwise encumbered
IFY: 2002 $ 1 8‘ 599’ 868.48 ‘10 pay Ob“gaﬁﬁﬂs previously incurred)
JeY: 2003 5 33,079,842.80
IFY: 2004 $ 63,490,156.62
{FY: 2005 $  116,014,804.00
[FY: 2006 $  175,496,22200
IFY: 2007 $  175,496,222.00
[Fy: 2008 $  200,000,000.00
{FY: 2009 $  200,000,000.00
[FY: 2010 $  404,906,600.00
Fy: 2011 5 443,908,600.00
[FY: 2012 $  443,906,600.00
JFY: 2013 $  443,906,800.00
{FY: 2014 $  443,906,600.00
i Total:] $ 3,162,710,305.90




AMENDMENT NUMBER 31

AN AGREEMENT FOR THE ADMINISTRATION OF TENNCARE SELECT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
VOLUNTEER STATE HEALTH PLAN, INC.

CONTRACT NUMBER: FA-02-14632-00

For and in consideration of the mutual promises herein contained and other good and valuable consideration, the
receipt and sufficiency of which is hereby acknowledged, the parties agree to clarify and/or amend the Agreement
for the Administration of TennCare Select by and between the State of Tennessee TennCare Bureau, hereinafter
referred to as TENNCARE, 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 shail
not be construed to infer a contractual construction of language.

1. Section 2.13.9 shall be deleted and replaced as follows:

2.13.9 Medicaid Payment for Primary Care

2.13.9.1  In accordance with the Patient Protection and Affordable Care Act of 2010 (The Affordable
Care Act), for calendar years 2013 and 2014, the CONTRACTOR shall make payments for
certain primary care services {as described by CMS) and furnished by primary care providers
{(as described by CMS) in an amount that has been determined by CMS. Payments and
reporting as required by this Section 2.13.9 shalil be effective for dates of service beginning
January 1, 2013. Should retroactive payments be necessary due to the timing of the
implementation of this requirement, the CONTRACTOR shall make adjustments to
previously paid claims for the enhanced payment to eligible primary care providers without
any effort from the provider.

2,13.92 In addition to the routine claims payment reports required by this Agreement, the
CONTRACTOR shall report to TENNCARE any information related fo this requirement in a
format described by TENNCARE. At a minimum, the reports shall be sufficient to
accomplish the following:

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

213922 Assure payments made to specified primary care providers are at the minimum Medicare
primary care payment levels as required by 42 CFR 447, subpart G. This includes the
assurance that eligible providers receive direct and full benefit of the payment increase for
cach of the primary care services specified in the final rule implementing this section of The
Affordable Care Act regardless of whether the provider is paid directly or through a capitated
arrangement;



Amendment 31

2.13.9.2.3 Submit any documentation to TENNCARE, sufficient to enable TENNCARE and CMS to
ensure that provider paymenis increase as required by 42 CFR 438.6(c){(S)vi)}A) are made
and to adequately document expenditures eligible for 100% FFP and to support all audit or

reconciliation processes. TENNCARE shall report these data to CMS.



Amendment 31 {cont.}

All of the provisions of the original Agreement not specifically deleted or moditied herein shall remain in
full force and effect. Unless a provision contained in this Amendment specifically indicates a different

effective date, for purposes of the provisions contained herein, this Amendment shall become effective
March 15, 2013,

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

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

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

STATE OF TENNESSEE
DEPARTMENT OF FINANCE
AND ADMINISTRATION VOLUNTEER STATE HEALTH PLAN,
iNC.
BY: }iw/j/j AQ&{AQ W
Mark Emkes BY:
Commissioner Scott"C Pierce
President & CEO VSHP
DATE: _2/[4/201 3
DATE: z-11~173




CONTRACT SUMMARY SHEET

RFS Number: |31866-00026 Edison # 29635 Contract Number: |FA-02-14632-30
State Agency: [Department of Finance and Administration Division: Bureau of TennCare
Contractor Contract ldentification Number
L1 v-
¥etiP (TennCate Seleal J c- Edison Vendor #0000071694

Service Description

Managed Care Organization / Medically Necessary Health Care Services to the TennCare/Medicaid Population

Contract Begin Date

Contract End Date

(615)507-6482

Is the Fiscal Year Funding STRICTLY LIMITED?

7/1/2001 12/31/2014
Allotment Code Cost Center Object Code Fund Grant Grant Code Subgrant Code
318.66 4A2 134 11 [] STARS
Interdepartmental Total Contract Amount (including ALL
FY State Funds Federal Funds Funds Other Funding amendments
2002 $ 6,755,937.23 | $ 11,843,931.25 $ 18,599,868.48
2003 $ 15,785,123.40 | $ 17,294,819.40 $ 33,079,942.80
2004 3 25,125,990.72 | $ 38,364,165.90 $ 63,490,156.62
2005 $ 58,007,447.00 | $ 58,007,447.00 $ 116,014,894.00
2006 $ 87,748,111.00 | $ 87,748,111.00 $ 175,496,222.00
2007 $ 87,748,111.00 | $ 87,748,111.00 $ 175,496,222.00
2008 $ 72,610,000.00 | $ 127,390,000.00 $ 200,000,000.00
2009 $ 72,610,000.00 | $ 127,390,000.00 $ 200,000,000.00
2010 $ 100,882,479.00 | $ 304,024,121.00 $ 404,906,600.00
2011 $ 131,085,619.00 | $ 312,820,981.00 $ 443,906,600.00
2012 $ 149,893,942.00 | $ 294,012,658.00 $ 443,906,600.00
2013 $ 150,102,578.00 | $§ 293,804,022.00 $ 443,906,600.00
2014 $ 153,147,777.00 $ 290,758,823.00 $ 443,906,600.00
Total:} $ 1,111,503,115.35 | § 2,051 ,207,190.55 | $ 3,162,710,305.90
CFDA# 93.778 Title XIX Dept. of Health &Human Svcs. Check the box ONLY if the answer is YES:
State Fiscal Contract Is the Contractor a SUBRECIPIENT? (per OMB A-133)

Name: Casey Dungan

Address: 310 Great Circle Road Nashville, TN |Is the Contractor a Vendor? (per OMB A-133)

Phone: Nashville, TN

Procuring Agency Budget-Officer Approval Signature

Is the Contractor on STARS?

Casey Dungan %Q%\/

Is the Contractor's FORM W-9 ATTACHED?

Is the Contractor's Form W-9 Filed with Accounts?

COMPLETE FORALL AMENDMENTS (onl

y)

Funding Certification

Base Contract & Prior
Amendments

This Amendment
ONLY

CONTRACT END DATE:

6/30/2013

12/31/2014

Funding Certification (certification, required by T.C.A., § 9-4-5113,
that there is a balance in the appropriation from which the obligated
expenditure is required to be paid that is not otherwise encumbered

to pay obligations previously incurred)

FY: 2002 $ 18,599,868.48
FY: 2003 $ 33,079,942.80
FY: 2004 $ 63,490,156.62
FY: 2005 $ 116,014,894.00
FY: 2006 $ 175,496,222.00
FY: 2007 $ 175,496,222.00
FY: 2008 $  200,000,000.00
FY: 2009 $ 200,000,000.00
FY: 2010 $  404,906,600.00
FY: 2011 $  443,906,600.00
FY: 2012 $  443,906,600.00
FY: 2013 $  443,906,600.00
FY: 2014 $ 443,906,600.00

Total:

$ 2,718,803,705.90

$ 443,906,600.00




AMENDMENT NUMBER 30

AN AGREEMENT FOR THE ADMINISTRATION OF TENNCARE SELECT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
VOLUNTEER STATE HEALTH PLAN, INC.

CONTRACT NUMBER: FA-02-14632-00

For and in consideration of the mutual promises herein contained and other good and valuable consideration, the
receipt and sufficiency of which is hereby acknowledged, the parties agree to clarify and/or amend the Agreement
for the Administration of TennCare Select by and between the State of Tennessee TennCare Bureau, hereinafter
referred to as TENNCARE, and Volunteer State Health Plan, Inc., hereinafter referred to as the CONTRACTOR,

as specified below.

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

1.

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

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

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

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

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

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

materials.




Amendment 30 (cont.)

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

relationship.

Medical Home Lock-in Project — As referred to in CRA 2.8, the project combines the Patient Centered
Medical Home with an incentive program based upon quality care. In this project members will only be
allowed to see their assigned PCP or another participating PCP within their group /same TIN, because no
other provider will be paid for providing services to them. The providers must agree with the health plan to
meet specific annual quality of care metrics in their practice. Member outcomes and utilization patterns will
be analyzed by the MCO to assess the effectiveness of the project. The primary care providers that meet all
specifications and improve quality of care and member outcomes are rewarded by the health plan.

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

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

completion of a health appraisal.

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

this factor.

Population Health Care Coordination Program — The program addresses acute health needs or risks which
need immediate attention. Assistance provided to enrollees is short-term and time limited in nature.

Activities may include, but are not limited to, assistance with making appointments, transportation, social
services, etc. and should not be confused with activities provided through the CHOICES Care

Coordination Program.

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

Area Agency on Aging and Disability (AAAD) — Agencies designated by the Commission on Aging and

Disability or its successor organization to plan for and provide services to the elderly and disabled within
a defined geographic area as provided by T.C.A. Title 71, Chapter 2.

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

CHOICES 3.

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

Group 1
Medicaid enrollees of all ages who are receiving Medicaid-reimbursed care in a nursing facility.

Group 2

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

Group 3
Persons age sixty-five (65) and older and adults age twenty-one (21) and older with physical

disabilities who qualify for TennCare as SSI recipients, who do not meet the nursing facility level of
care, but who, in the absence of CHOICES HCBS, are “at-risk” for nursing facility care, as defined
by the State. TENNCARE has the discretion to apply an enrollment target to this group as described
in TennCare rules and regulations.

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

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

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

enrollment target.

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

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

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

linens, and dishes.

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

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

Section 2.4.6.1 shall be deleted and replaced as follows:

2.4.6.1 The CONTRACTOR shall receive, process, and update outbound 834 enrollment files from
TENNCARE, The CONTRACTOR shall also receive, process, and update outbound 834
enrollment files from DCS for children in State custody who are to be given Immediate
Eligibility for a forty-five (45) day period. Enrollment data shall be updated or uploaded
systematically to the CONTRACTOR’s eligibility/enrollment database(s) within twenty-four
(24) hours of receipt from TENNCARE/DCS. Any outbound 834 transactions which fail to
update/load systematically must be manually updated within twenty-four (24) hours of
receipt. The CONTRACTOR shall report to TENNCARE, in a form and format to be
provided by TENNCARE, outbound 834 transactions that are not processed within these time
frames and include information regarding when the transactions were completed. Any
transactions that are not updated/loaded within twenty-four (24) hours of receipt from
TENNCARE and/or persistent issues with high volumes of transitions that require manual
upload may require the CONTRACTOR to initiate a Corrective Action Plan for resolution of
the issues preventing compliance.
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2.4.10

Amendment 30 (cont.)

Section 2.4.10 shall be deleted and replaced as follows:
Information Requirements Upon Enrollment

As described in Section 2.17 of this Agreement, the CONTRACTOR shall provide the following
information to new members: a member handbook, an identification card, and information regarding how
to access and/or request a general provider directory and/or a CHOICES provider directory. In addition,
the CONTRACTOR shall provide CHOICES members with CHOICES member education materials (see
Section 2.17.7).

Section 2.6.1.2.4 and 2.6.1.2.5 shall be deleted and replaced as follows:

2.6.1.24  Each of the CONTRACTOR’s Population Health programs (see Section 2.8) shall address the
needs of members who have co-morbid physical health and behavioral health conditions.

2.6.1.2.5  As required in Section 2.9.5.2.2, the CONTRACTOR shall provide the appropriate level of
Population Health services (see Section 2.8.4 of this Agreement) to non-CHOICES members
with co-morbid physical health and behavioral health conditions. These members should have
a single case manager that is trained to provide Population Health services to enrollees with
co-morbid physical and behavioral health conditions. If a member with co-morbid physical
and behavioral conditions does not have a single case manager, the CONTRACTOR shall
ensure, at a minimum, that the member’s Population Health Care Manager collaborates on an
ongoing basis with both the member and other individuals involved in the member’s care. As
required in Section 2.9.6.1.9 of this Agreement, the CONTRACTOR shall ensure that upon
enrollment into CHOICES, the appropriate level of Population Health activities are
integrated with CHOICES care coordination processes and functions, and that the member’s
assigned care coordinator has primary responsibility for coordination of all the member’s
physical health, behavioral health and long-term care needs. The member’s care coordinator
may use resources and staff from the CONTRACTOR’s Population Health program,
including persons with specialized expertise in areas such as behavioral health, to supplement
but not supplant the role and responsibilities of the member’s care coordinator/care
coordination team. The CONTRACTOR shall report on its Population Health activities per
requirements in Section 2.30.6.1.

Section 2.6.5.2.5 shall be deleted and replaced as follows:

2.6.52.5  For CHOICES Group 1 members transitioning from a nursing facility to Group 2 or Group 3,
a one-time transition allowance, per member. The amount of the transition allowance shall
not exceed two thousand dollars ($2,000) and may be used for items such as, but not limited
to, the first month’s rent and/or utility deposits, kitchen appliances, furniture, and basic
household items. When the CONTRACTOR elects to provide a Transition Allowance to a
member transitioning to CHOICES Group 3, the amount of the Transition Allowance shall be
applied to the member’s Expenditure Cap.

Section 2.6.5.3 shall be amended by adding the phrase “or Group 3” in the last sentence as
follows:

2.6.5.3 If the CONTRACTOR chooses to provide cost effective alternative services to a CHOICES

member, in no case shall the cost of CHOICES HCBS, private duty nursing and home health
care for Group 2 exceed a member’s cost neutrality cap nor the total cost of CHOICES

5
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11.
2.8

2.8.1

Amendment 30 (cont.)

HCBS, excluding minor home modifications, for members in Group 3 exceed the expenditure
cap. The total cost of CHOICES HCBS includes all covered CHOICES HCBS and other non-
covered services that the CONTRACTOR elects to offer as a cost effective alternative to
nursing facility care for CHOICES Group 2 members pursuant to Section 2.6.5.2 of this
Agreement including, as applicable: CHOICES HCBS in excess of specified benefit limits,
the one-time transition allowance for CHOICES Group 1 members who are transitioning to
CHOICES Group 2 or Group 3, and NEMT for Groups 2 and 3

Section 2.6.6.2 shall be amended by deleting and replacing the words “disease
management” with “Population Health” as follows:

2.6.6.2

The CONTRACTOR shall not offer or provide any services other than services covered by
this Agreement (see Section 2.6.1) or services provided as a cost effective alternative (see
Section 2.6.5) of this Agreement. However, the CONTRACTOR may provide incentives that
have been specifically prior approved in writing by TENNCARE. For example, TENNCARE
may approve the use of incentives given to enrollees to encourage participation in Population
Health programs.

Section 2.7.6.4.7.2 shall be deleted and replaced as follows:

2.76.4.7.2

The CONTRACTOR shall provide for any follow up service within the scope of the
federal Medicaid statute, including diagnostic or treatment services determined to be
medically necessary when elevated blood lead levels are identified in children. Such
services would include Population Health Care Coordination or Complex Case
management services and a one (1) time investigation to determine the source of lead.

Section 2.8 shall be deleted and replaced in its entirety as follows:

POPULATION HEALTH
General
2.8.1.1 The CONTRACTOR shall establish and operate an integrated Population Health Program

2.8.1.1.1

2.8.1.1.2

2.81.13

based upon risk stratification of the CONTRACTOR population. The Population Health
Model touches members across the entire care continuum, promoting healthy behaviors and
disease self management as well as providing care coordination and intense care management
as needed and supported by evidence-based medicine and national best practices. The
CONTRACTOR shall evaluate the entire enrollee population and identify enrollees for
specific programs according to risk rather than disease specific categories. This approach
shall include the following risk Levels and programs:

Risk Level 0: Wellness Program

Risk Level 1: Low Risk Maternity, Health Risk Management and Care Coordination
programs; and

Risk Level 2: Chronic Care Management, High Risk Pregnancy and Complex Case
Management programs




2.8.2

Amendment 30 (cont.)

Member Identification /Stratification Strategies

2821

2.8.2.1.1

28.2.1.2

2.8.2.1.2.1

The CONTRACTOR shall utilize a combination of predictive modeling utilizing claims data,
pharmacy data, and laboratory results, supplemented by referrals, UM data, and/ or health
risk assessment results to stratify the member population into the following risk categories:

Level 0- The members eligible to participate at this Level shall be determined by predictive
modeling to meet ALL of the following: lack of any identified health risks; lack of any
identified chronic conditions [as identified by the Chronic Condition tool created by the
Agency for Healthcare Research and Quality’s (AHRQ)] HCUP database; no indication of
pregnancy; and lack of claims history.

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

All members identified as Level 1, through predicative modeling, and not pregnant are
eligible for the Health Risk Management Program. At a minimum, the
CONTRACTOR shall enroll members with the following chronic diseases: Asthma,
Bipolar, Chronic Obstructive Pulmonary Disease, Coronary Artery Disease, Congestive
Heart Disease, Diabetes, Major Depression, and Schizophrenia. The CONTRACTOR
shall also provide this program for members they identify with other chronic diseases that
are prevalent in a significant number of members, or for members with other chronic
diseases utilizing significant health resources in their regional population.

2.82.12.1.1 The CONTRACTOR shall sub-stratify members identified for the Health Risk

2.8.2.1.2.2

28.2.13

2.8.2.13.1

282132

Management program into high, medium and low categories based on criteria developed
by the CONTRACTOR and reported in the annual program description. The
CONTRACTOR shall provide the minimum interventions for each category as outlined
in Section 2.8.4.3 of this Agreement.

The CONTRACTOR shall identify members for the Level 1, Care Coordination
Program through referrals, hospital and ED face sheets, and any other means of
identifying members with acute health needs or risks which need immediate attention.
Members are identified for Care Coordination because their needs do not meet the
requirements for complex case management. Members, who have declined participation
in Complex Case Management, may also be enrolled in Care Coordination.

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

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

The CONTRACTOR shall identify members for Complex Case Management from
those Level 2 members that are not pregnant and have high risk, unique or complex
needs. These may include members with co-occurring mental illness and substance abuse
and/or co-morbid physical and behavioral health conditions. Members identified by
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2.83

Amendment 30 (cont.)

28214

2:8:2:1:5

2.82.1.6

2.8.2.2

28221

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

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

The CONTRACTOR shall systematically re-stratify the entire CONTRACTOR’s population
to identify the top 3% as defined in section 2.8.2.1.3 of this agreement at a minimum of
quarterly intervals to insure members with increasing health risks and needs are identified for

level 2 programs.

The CONTRACTOR shall systematically re-stratify the entire CONTRACTOR’s population
at a minimum annually.

The CONTRACTOR shall identify pregnant members through claims, referrals, and the 834
nightly feed, as well as through any other method identified by health plan.

The CONTRACTOR will stratify pregnant members into either low or high risk maternity
programs based on the CONTRACTOR’s obstetrical assessment. Pregnant members
identified as substance abusers, including tobacco users, or who meet other high risk
indicators shall be stratified as high risk. Pregnant members who, through the OB
assessment, do not meet high risk needs and members who are identified for high risk
maternity but choose not to participate, shall be enrolled in the low risk maternity program.

Member Assessment/Identification

2.8.3.1

2.83.2

2:.8.3.3

2834

At time of enrollment the CONTRACTOR shall make a reasonable attempt to assess the
member’s health.

For the Level 2 Population Health programs with a required Health Risk Assessment (HRA),
such HRA shall include screening for mental health and substance abuse, physical health
conditions, behavioral health conditions, recommended preventive health status and co-
morbid physical and behavioral health conditions.

For members considered high risk, the assessment shall include documenting the individual
health history, determining each member’s health literacy status, identifying substance abuse
and behavioral issues/problems, identifying needs and gathering information, when
appropriate, from other sources (e.g., family members, medical providers, and educators).

For the voluntary programs of Chronic Care Management, Complex Case Management, or
High Risk Maternity Programs, for members considered to have high health risks, shall
include assessing the need for a face to face visit. If needed, such a visit shall be conducted
following consent of the member.




2.84

Amendment 30 (cont.)

Program Content and Minimum Interventions

The CONTRACTOR shall establish and implement program content and interventions, based on
program objectives, member assessments and risk stratification, for the seven (7) Population Health
Programs listed in Section 2.8.1 of this Agreement. Activities, interventions, and education objectives
appropriate for members will vary for each program with increasing engagement and intensity as level
of risk increases. Each program will have a minimum standard set of interventions and frequency of
touches but utilize varying modes of communication to attain the program objective.

2.84.1

2.84.1.1

2.8.4.1.2

2.8.4.2

2.8.4.2.1

Wellness program

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

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

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

Wellness Program Minimum Interventions

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

How to be proactive in their health

How to access a primary care provider

Preconception and interconception health, to include Dangers of

becoming pregnant while using narcotics

Age and/or gender appropriate wellness preventive health services

(e.g., “knowing your numbers”)

Assessment of special population needs for gaps in care (e.g.,

recommended immunizations for children and adolescents)

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

G. Healthy nutrition

H. Other healthy and safe life styles

S owp

=

Level 1: Low Risk Maternity Program

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

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




Amendment 30 (cont.)

28422

28423

2.843

2.843.1

28432

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

The CONTRACTOR shall provide to members eligible for the LEVEL 1 MATERNITY
PROGRAM the following minimum standard interventions:

Maternity Program Minimum Interventions
1. Screening for risk factors to include screening for mental health and
substance abuse. This screening shall follow the contact attempt protocol
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