Contract Number 15-68385A7
CONTRACT AMENDMENT NO. 7
Original Contract Number 15-68385

1. PARTIES

This Amendment to the above-referenced Original Contract (hereinafter called the “Contract™) is
entered into by and between Colorado Health Partnerships, LLC, 7150 Campus Drive, Suite 300,
Colorado Springs, CO 80920, (hereinafter called “Contractor™), and the STATE OF COLORADO,
acting by and through the Department of Health Care Policy and Financing, 1570 Grant Street,
Denver, Colorado 80203 (hereinafter called “Department” or “State.™)

28 EFFECTIVE DATE AND ENFORCEABILITY

This Amendment shall not be effective or enforceable until it is approved and signed by the
Colorado State Controller or designee (hereinafter called the “Effective Date.”) The Department
shall not be liable to pay or reimburse Contractor for any performance hereunder, including, but
not limited to, costs or expenses incurred, or be bound by any provision hereof prior to the
Effective Date,

3. FACTUAL RECITALS

The Parties entered into the Contract to administer the Community Behavioral Health Services
Program (the Program) that provides comprehensive mental health and substance use disorder
services to Medicaid clients in Colorado. The purpose of this Amendment is to extend the term of
the contract, and replace four (4) Exhibits, and add a new Exhibit L.

4. CONSIDERATION

The Parties acknowledge that the mutual promises and covenants contained herein and other good
and valuable consideration are sufficient and adequate to support this Amendment.

S. LIMITS OF EFFECT

This Amendment is incorporated by reference into the Contract, and the Contract and all prior
amendments thereto, if any, remain in full force and effect except as specifically modified herein.

6. MODIFICATIONS

The Contract and all prior amendments thereto, if any, are modified as follows:

A. Section 20, Additional General Provisions, is hereby deleted in its entirey and
replaced as follows;

A. Compliance with Applicable Law
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Exhbit A

The Contractor shall at all imes during the execution of this Contract strictly
adhere to, and comply with, all applicable federal and state laws, and their
implementing regulations, as they currently exist and may hereafter be amended,
which are incorporated herein by this reference as terms and conditions of this
Contract. The Contractor shall also require compliance with these statutes and
regulations in subcontracts and subgrants permitted under this contract. The

federal laws and regulations include:

Age Discrimination Act of 1975, as amended

42 U.S.C. 6101, et seq.

Age Discrimination in Employment Act of 1967

29U.8.C. 621-634

Americans with Disabilities Act of 1990 (ADA)

42 U.S.C. 12101, et seq.

Clean Air Act

| 42 US.C. 7401, et seq.

Equal Employment Opportunity

E.O. 11246, as amended
by E.Q. 11375, amending
E.O. 11246 and as
supplemented by 41
C.F.R. Part 60

Equal Pay Act of 1963

|29 US.C. 206(d)

Federal Water Pollution Control Act, as
amended

| 33 US.C. 1251, et seq.

Immigration Reform and Control Act of 1986

Section 504 of the Rehabilitation Act of 1973, as
amended

'8 US.C. 1324b
|

29 US.C. 794

Section 1557 of the Patient Protection and
Affordable Care Act (ACA).

42 CFR 438.3((1)

Title VI of the Civil Rights Act of 1964, as
amended

42 U.S.C. 2000d, et seq.

Title VII of the Civil Rights Act of 1964

42 U.S.C. 2000e

Title IX of the Education Amendments of 1972,
as amended

20US.C. 1681

State laws include:

Ctivil Rights Division

| Section 24-34-301, CRS, et
| seq.
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Exhibit A

The Contractor also shall comply with any and all laws and regulations
prohibiting discrimination in the specific program(s) which is/are the subject of
this Contract. In consideration of and for the purpose of obtaining any and all
federal and/or state financial assistance, the Contractor makes the following
assurances, upon which the State relies.

i The Contractor will not discriminate against any person on the basis of
race, color, national origin, age, sex, religion or handicap, including
Acquired Immune Deficiency Syndrome (AIDS) or AIDS-related
conditions, in performance of Work under this Contract.

i. At all times during the performance of this Contract, no qualified individual
with a disability shall, by reason of such disability, be excluded from
participation in, or denied benefits of the service, programs, or activities
performed by the Contractor, or be subjected to any discrimination by the
Contractor.

The Contractor shall take all necessary affirmative steps, as required by 45 C.F.R.
92.36(e), Colorado Executive Order and Procurement Rules, to assure that small
and minority businesses and women’s business enterprises are used, when
possible, as sources of supplies, equipment, construction, and services purchased
under this Contract.

Section 5, Term, Subsection A, Initial Term, is hereby deleted in its entirety and
replaced as follows:

. Imitial Term

The Parties’ respective performances under this Contract shall commence on the later
of either the Effective Date or July 1, 2014. This Contract shall expire on June 30,
2018, unless sooner terminated or further extended as specified elsewhere herein.

Exhibit A-2, Statement of Work, is hereby deleted in its entirety and replaced with
Exhibit A-3, Statement of Work, attached hereto and incorporated by reference into
the Contract. All references within the Contract to Exhibit A, A-1, or A-2, shall be
deemed to reference to Exhibit A-3.

Exhibit B-4, Rates, is hereby deleted in its entirety and replaced with Exhibit B-5,
Rates, attached hereto and incorporated by reference into the Contract. All references
within the Contract to Exhibit B, B-1, B-2, B-3, or B-4, shall be deemed to reference
to Exhibit B-5.

Exhibit D-2, Covered Behavioral Health Diagnosis, is hereby deleted in its entirety
and replaced with Exhibit D-3, Covered Behavioral Health Diagnosis, attached hereto
and incorporated by reference into the Contract. All references within the Contract to
Exhibits D, D-1, or D-2, shall be deemed to reference to Exhibit D-3.
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F. Exhibit G-1, Indicator | and 2, is hereby deleted in its entirety and replaced with
Exhibit G-2, Indicator | and 2, attached hereto and incorporated by reference into the
Contract. All references within the Contract to Exhibit G and/or G-1, shall be
deemed to reference to Exhibit G-2.

G. Exhibit L, Performance Incentive Program, is hereby added in its entirety, attached
hereto and incorporated by reference into the Contract,

7. START DATE
This Amendment shall take effect on its Effective Date

8. ORDER OF PRECEDENCE

Except for the Special Provisions and the HIPAA Business Associates Addendum, in the event of
any conflict, inconsistency, vanance, or contradiction between the provisions of this Amendment
and any of the provisions of the Contract, the provisions of this Amendment shall in all respects
supersede, govern, and control. The most recent version of the Special Provisions incorporated
into the Contract or any amendment shall always control other provisions in the Contract or any
amendments.

9. AVAILABLE FUNDS

Financial obligations of the state payable after the current fiscal year are contingent upon funds
for that purpose being appropriated, budgeted, or otherwise made available to the Department by
the federal government, state government and/or grantor.

REMAINDER OF THIS PAGE INTENTIONALLY LEFT BLANK
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Contract Number 15-68385A7
THE PARTIES HERETO HAVE EXECUTED THIS AMENDMENT

Persons signing for Contractor hereby swear and affirm that they are authonzed to act on
Contractor’s behalf and acknowledge that the State is relying on their representations to that effect.

CONTRACTOR: STATE OF COLORADO:
Colprado Health Partnerships, LLC John W. Hickenlooper, Govemor

By: M QMM
V' Signature of Authgtzed Officer Susan E. Birch, MBA, BSN, RN

Executive Director

Department of Health Care Policy and
Fipancing
Date: Z// V//? (,CJ T \L‘l"
N Date: ( ?
l : \ )

HArrnold Salazar LEGAL REVIEW:

Pninted Name of Authorized Officer Cynthia H. Coffman, Attorney General

Ohief Eyecutive pfhcer 3

Printed Title of Authorized Officer Date:

ALL CONTRACTS REQUIRE APPROVAL BY THE STATE CONTROLLER

CRS §24-30-202 requires the State Controller to approve all State Contracts. This Contract is not
valid until signed and dated below by the State Controller or delegate. Contractor is not authorized
to begin performance until such time. If Contractor begins performing prior thereto, the State of
Colorado 1s not obligated to pay Contractor for such performance or for any goods and/or services
provided hereunder.

STAT)E CONTROLLER:
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EXHIBIT A-3, STATEMENT OF WORK

SECTION 1.0 TERMINOLOGY
1.1. ACRONYMS, ABBREVIATIONS AND OTHER TERMINOLOGY

1. L1 Acronyms, abbreviations and other terminology are defined at their first occurrence in
this Contract. The following list is provided to assist the reader in understanding
acronyms, abbreviations and terminology used throughout this document.

I.1.1.1.  Accountable Care Collaborative (ACC) — A program designed to affordably optimize
member health, functioning and self-sufficiency. The pnmary goals of the ACC
Program are to improve Medicaid member health outcomes and control costs.
Regional Care Collaborative Organizations (RCCOs), a Statewide Data and Analytics
Contractor (SDAC), and Primary Care Medical Providers (PCMPs) that will serve as
Medical Homes work together in collaboration with ACC Program Members and other
Medicaid providers to optimize the delivery of outcomes-based, cost-effective health
care services.

4.2 Advanced Directive — A written instrument recognized under Section 15-14-505(2),
C.R.S. relating to the provision of medical care when the individual is incapacitated.

1.1.1.3. Adverse Benefit Determination — The demal or limited authorization of a requested
service, including determinations based on the type or level or service, requirements
for medical necessity, appropriateness, setting, or effectiveness of a covered benefit;
reduction suspension, or termination of a previously authorized service; denial, in
whole or in part, of payment for a service; fallure to provide services in a timely
manner;, faillure of the Contractor to act with the timeframes provided in 42 CFR
438.408(b)(1) - (2) regarding the standard resolution of grievances and appeals; and
the denial of an enrollee’s request to dispute a financial liability.

1.1.1.4.  All-Payer Claims Database (APCD) - statewide information repository that collects
health insurance claims information from all healthcare payers.

I.L.1.5.  Appeal - Review by the Contractor of an adverse benefit determination.

I.1.1.6.  Behavioral Health — Mental health and/or substance use disorders and includes
diagnoses and services related to mental health and/or substance use disorders.

1.1.1.7.  Behavioral Health Organization (BHO) — The managed care entity contracting with
the Department to provide behavioral health services to Medicaid eligible individuals
on a risk contracting basis.

1.1.1.8.  Business Day — Any day in which the Department is open and conducting business,
but shall not include weekend days or any day on which one of the Department’s
holidays are observed. The Department observes all holidays listed in Section 24-11-
101{1) CR S.

1.1.19.  Business Interruption — Any event that disrupts the Contractor’s ability to complete
the Work for a period of time, and may include, but is not limited to a Disaster, power
outage, strike, loss of necessary personnel or computer virus.

1.1.1.10.  CFR - The Code of Federal Regulations.
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1.L1.1.11.

11112

1.1.1.13.

1.1.1.14.

1.1.1.15.

1.1.1.16.

LLLIT.

1.1.1.18.

1.1.1.19.

1.1.1.20.

1.1.1.20.1.

1.1.1.20.2.
1.1.1.20.3.
1.1.1.21.

Exhibit A

CHP+ — The Colorado Child Health Plan Plus.

Care Coordination — The process of identifying, screening and assessing Members’
needs, identification of and referral to appropnate services and coordinating and
monitoring an individualized treatment plan. This treatment plan shall also include a
strategy to ensure that all Members and/or authorized family members or guardians
are involved in treatment planning and consent to the treatment.

Community Behavioral Health Services Program (Program) — A statewide program
that provides comprehensive mental health and substance use disorder services to
eligible Colorado Medicaid members.

Community Centered Boards (CCB) — means a private corporation, for profit or not
for profit, which when designated pursuant to Section 27-10.5-105, C.R.S., provides
case management services to clients with developmental disabilities, is authorized to
determine eligibility of such chients within a specified geographical area, serves as the
single point of entry for clients to receive services and supports under Section 27-10.5-
101, C.R.S. et seq, and provides authorized services and supports to such chients either
directly or by purchasing such services and supports from service agencies.

Client - Any individual enrolled in the Colorado Medicaid program as determined by
the Department.

Contractor’s Service Area — The geographical area served by the Contractor under the
Contract. This Contractor’s Service Area shall include the Metro East Region of
Colorado as defined by the Department.

Designated Client Representative - any person, including a treating health care
professional, authorized in writing by the member or the member's legal guardian to
represent his or her interests related to complaints or appeals about health care benefits
and services,

Disaster — An event that makes it impossible for the Contractor to perform the Work
out of its regular facility, and may include, but is not limited to, natural disasters, fire
or terrorist attacks.

Early Periodic Screening, Diagnostic and Treatment (EPSDT) — A program that
provides comprehensive health care to all Medicaid eligible children through penodic
screenings, diagnostic and treatment services.

Emergency Medical Condition — as defined in 42 CFR 438.114(a) means a medical
condition manifesting itself by acute symptoms of sufficient severity (including severe
pain) that a prudent layperson, who possesses an average knowledge of health and
medicine, could reasonably expect the absence of immediate medical attention or
mental health services to result in the following:

Placing the health of the individual (or, with respect to a pregnant woman, the health
of the woman or her unborn child) or the health of another in serious jeopardy.

Serious impairment to bodily functions.
Serious dysfunction of any bodily organ or part.

Emergency Services — Covered inpatient and outpatient hospital services that are:
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1.1.1.21.2.
1.1.1.22.

I: 1:1:23:

1.1.1.24.

1:17.25,

1.1.1.26.

1.1.1.27.
1.1.1.28.
1.1.1.29.

1.1.1:30.

1.1.1.31

1.1.1.32.

1.1.1.33.

Exhibit A

Furnished by a Provider that is qualified to administer these services under 42 CFR
438; and

Needed to evaluate or stabilize an Emergency Medical Condition.

Encounter Data - The electronic record of an occurrence of examination or treatment
of a patient or other behavioral health services rendered by a medical practitioner or
in a medical facility.

Essential Community Provider (ECP) — Providers that historically serve medically
needy or medically indigent patients and demonstrate a commitment to serve low
income and medically indigent populations who comprise a significant portion of the
patient population. To be designated an “ECP”, the provider must demonstrate that it
meets the requirements as defined in Section 25.5-5-404.2 C.R.S.

Evidence-based practices — Programs or practices that are proven to be successful
through research methodology and have produced consistently positive patterns of
results

Federally Qualified Health Center (FQHC) - a hospital-based or free standing center
that meets the FQHC definition found in Section 1905(1)(2)(C) of the Social Secunty
Act.

FQHC Encounter Rate — The rate established by the Department to reimburse
Federally Qualified Health Centers.

Grievance — An expression of dissatisfaction about any matter other than an “action.”
HIPAA - The Health Insurance Portability and Accountability Act of 1996.

Hospital Services — Those medically necessary Covered Services for patients that are
generally and customarily provided by acute care and psychiatric Hospitals. Hospital
Services shall also include services rendered in the emergency room and/or the
outpatient department of any Hospital. Except for an Emergency Medical Condition
or Written Referral, Hospital Services are Covered Services only when performed by
Participating Providers.

Institution for Mental Disease — a hospital, nursing facility, or other institution of more
than 16 beds that is primanly engaged in providing diagnosis, treatment or care of
persons with mental diseases, including medical attention, nursing care and related
services as defined in 42 CFR 435.1010.

Integration of Care — Coordinated and unified treatment of health concerns across the
physical and behavioral health spectrum.

Key Personnel — The position or positions that are specifically designated as such in
the Contract.

Marketing — Any communication, from the Contractor to a Medicaid eligible person
who is not Enrolled with that Contractor, that can reasonably be interpreted as intended
to influence the Medicaid eligible person to Enroll with that particular Contractor, or
either to not Enroll in, or to disenroll from, another Contractor or managed care
organization,
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1.1.1.34.

1.1.1.35.

1.1.1.36.

1.1.1.37.

1.1.1.38.

1.1.1.39.

1.1.1.40.

1.1.1.41.

1.1.1.42.

1.1.1.43.

1.1.1.44,
1.1.1.45.

1.1.1.46.

1.1.1.47.

Exhibit A

Marketing Matenals -~ Materials that are produced in any medium, by or on behalf of
a Contractor or can reasonably be interpreted as intended to market to potential
Members.

Medically Necessary —Also called Medical Necessity, shall be defined as described in
10 CCR 2505-10, Section 8.076.1.8.

Medical Record — The collection of personal information, which relates an individual's
physical or behavioral condition, medical history, or medical treatment, that is
obtained from a single health care Provider, medical care institution, Member of the
Contractor's plan, or the spouse, parent or legal guardian of a Member.

Member — Any Medicaid eligible individual that 1s enrolled in the Community
Behavioral Health Services Program.

Modified Adjusted Gross Income (MAGI) Adults —A category of Medical Assistance
for adults who are at least age nineteen (19) but less than sixty-five (65) years without
Medicaid eligible dependent children living in the member’s household. SS1 disability
determination is not required for this population. This is the expansion group under
federal definitions. This includes parents >68% to 133% FPL and Childless adults 0%
to 133% FPL, ages 19-64. Medicare clients are excluded from this group.

Monthly Capitation Rate — The capitated rate specified in Exhibit B, Rates, attached
and incorporated herein by reference, payable for each Member under this Contract.

Non-State Plan Services ~ Refers to 1915(b}3) Waiver services provided in the
Community Behavioral Health Services Program.

Nursing Facility — An institution that meets state and federal requirements for
participation as a Nursing Facility.

Operational Start Date — when the Department authorizes the Offeror to begin
fulfilling its obligations under the Contract.

Other Personnel — Individuals and Subcontractors, in addition to Key Personnel,
assigned to positions to complete tasks associated with the Work outlined in this
solicitation.

PHI - Protected Health Information.

Participating Provider — Any Physician, Hospital, or other healthcare professional or
facility that has entered into a professional service agreement with the Contractor to
provide clinical services to the Contractor’'s Members.

Performance Incentive Program — An initiative aimed at improving the quality,
efficiency, and overall value of Member care that provides financial incentives to
BHOs that achieve optimal outcomes for members.

Physician — Any doctor contracted to practice medicine or osteopathy in the State of
Colorado or in the state in which such medical care is rendered.
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1.1.1.48.

1.1.1.49,

1.1.1.50.

I: kS 1

1.1.1.52.

1.1.1.53.

1.1.1.54.

1.1.1.55.

1.1.1.56.

1.1.1.57.

1.1.1.58.

1.1.1.59.

1.1.1.60.
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Post-Stabilization Care Services — Covered Services, related to an Emergency Medical
Condition that are provided after a Member is stabilized in order to maintain the
stabilized condition, or, under the circumstances described in 42 CFR 438.114(a), to
improve or resolve the Member’s condition.

Prepaid Inpatient Health Plan (PTHP) — A plan that meets the requirements of 42 CFR
438.2.

Promising Practices — Practices that may have demonstrated efficacy through
qualitative evaluation protocols but have not yet been supported by quantitative, peer-
reviewed scientific publication.

Primary Care Medical Provider (PCMP) — A primary care provider who serves as a
Medical Home for Members. PCMP practices may be Federally Qualified Health
Centers, RHCs, clinics or other group practices that provide the majority of a
Member’s comprehensive primary, preventive and sick care. Individual PCMPs can
be physicians, advanced practice nurses, or physician assistants with a focus on
primary care, general practice, internal medicine, pediatrics, geriatrics or obstetrics
and gynecology.

Provider — A health care practitioner, institution, agency or supplier, that may or may
not be a Participating Provider in the Contractor’s plan, but which furnishes or arranges
for health care services with an expectation of receiving payment.

Provider Network — A network of Participating Providers, established and maintained
by Contractor, capable of serving the behavioral health needs of all Members in the
Program

Regional Care Collaborative Organization (RCCQ) — One of seven (7) regional
entities contracted with the Department to support the ACC Program by improving the
health outcomes for Members and controlling the cost of care.

Rural Health Center Encounter Rate — The rate established by the Department to
reimburse Rural Health Centers.

Rural Health Center (RHC) — A hospital-based or free standing center that meets the
RHC definition found in Section 1905(1)(2)(B) of the Soctal Security Act.

Service Authorization - The request by a Member for a Medically Necessary Covered
Service.

Single Entry Point (SEP) ~ The availability of a single access or entry point within a
local area where a current or potential long-term care client can obtain long-term care
information, screening, assessment of need, and referral to appropriate long-term care
programs and case management services.

Single Entry Point Agency (SEP Agency) — The organization selected to provide case
management functions for persons in need of long-term care services within a District.
Single Entry Point Agencies may function as a Utilization Review Contractor.

Statewide Data and Analytics Contractor (SDAC) — The entity with which the
Department has contracted to provide data aggregation, analysis and distribution in
support of the Accountable Care Collaborative program.

Page 50f 113



1.1.1.61.  Start-Up Period — The period from the execution of the Contract, until the Operational
Start Date.

1.1.1.62. Site Review — The visit of Department staff or its designees to the site or the
administrative office(s) of a Participating Provider, the Contractor and its Participating
Providers and/or Subcontractors.

1.1.1.63. Termination/Terminated — When used in the context of membership means action
taken by the Department to disenroll a Member from the Commumity Behavioral
Health Services Program operated by the Contractor.

1.1.1.64. Treatment Foster Care — A clinically effective alternative to residential treatment
facilities that combines the treatment technologies typically associated with more
restrictive settings with a nurtuning and individualized family environment

1.1.1.65.  Urgent Medical Condition — A medical condition that has the potential to become an
Emergency Medical Condition in the absence of treatment.

1.1.1.66.  Utilization Management — The function wherein use, consumption and outcomes of
services, along with level and intensity of care, are reviewed using Utilization Review
techniques for their appropriateness.

1.1.1.67. U.S.C. - The United States Code

1.1.1.68. Wrap Around Services — Medicaid services outside the scope of the Covered Services
section of the Contract. These services are reimbursable under Medicaid fee-for-
service. Wrap Around Benefits include, but are not limited to, medical transportation
and private duty nursing.

1.1.1.69.  Written Referral/Referral — Any form or written communication by the Contractor that
authorizes specific behavioral health and/or Hospital Services. A Written Referral
shall be utilized for Covered Service(s) to be performed by Referral Providers.

SECTION 2.0 ENROLLMENT, POPULATIONS SERVED AND COVERED
SERVICES

2.1. ENROLLMENT

2.1.1.  Medicaid Clients residing in the Contractor’s Service Area are enrolled into the
Contractor’s plan and are eligible to receive Medicaid mental health and substance use
benefits unless exempt pursuant to 10 C.C.R. 2505-10, Section 8.212.

2. L1 Enrollment into the Program occurs automatically each month and is effective on the
day tn which the individual becomes eligible for Medicaid. Members shall be
automatically reenrolled if there is a loss of Medicaid eligibility of two (2) months or
less.

2.1.1.2. Members are enrolled to the date that Medicaid eligibility began and/or reenrolled
retroactively to the date that eligibility was reinstated up to a maximum of three (3)
months.

2.1.1.3.  The Contractor shall accept individuals eligible for enrollment in the order in which
they are enrolled without restriction.

Exlubit A
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2.1.3.
2.1.3.1.

2132

2,1.3,2,1,

2%13.2.2;

2.13.3.

2.133.1.

2.1.34.

2.13.5.

2:1:5;

2151
2.1.5:2,
2:1:5:3.
2154
2.1.55.
2.156.
2 15,7,

215, 7).
21572
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Capitatton payments are made to BHOs for the established period of retroactive
eligibility.
Disenrollment from the Program

Disenrollment from the Program shall not be permitted except as provided in 10
C.C.R. 2505-10, Section 8.212.

A Member (or his’her representative) must submit a request for disenrollment to the
Department.

if the Contractor receives a request for disenrollment, the Contractor shall refer the
request to the Department for processing,

The Department shall, upon request for disenrollment, notify the Contractor and
request Member information to aid the Department in rendering a decision.

The effective date of an approved disenrollment shall be no later than the first day of
the second month following the month in which the Member files a request.

If the Department fails to make a disenrollment determination with the specified
timeframe, the disenrollment is considered approved.

The Contractor shall not be permitted to request disenrollment of a member for any
reason pursuant to a waiver of 42 CFR 438.56(b).

If the Member is dissatisfied with the Department’s determination that there is not
good cause for disenrollment, the Member may seek a State Fair Hearing in
accordance with Section 2.6.7 of the Contract.

The Health Insurance Portability and Accountability Act (HIPAA) 834 Benefit
Enrollment and Maintenance transaction generated from the Medicaid Management
Information System (MMIS) shall be utilized by the Contractor to verify Medicaid
eligibility and enrollment in the Contractor’s plan. The Colorado Medical Assistance
Program Web Portal may also be used to venfy Medicaid eligibility and enrollment in
the Contractor’s plan. The Department is the final arbiter for all discrepancies between
the varous systems utilized for verifying eligibility and enrollment.

The following individuals are not eligible for enrollment in the Program:
Qualified Medicare Beneficiary only (QMB-only).
Qualified Disabled and Working Individuals (QDWI).
Qualified Individuals 1 (QI 1).
Special Low Income Medicare Beneficiaries (SLMB).
Undocumented aliens.
Individuals enrolled in the Program of All-inclusive Care for the Elderly (PACE).

Individuals who are inpatients at the Colorado Mental Health Institute at Pueblo
(“Institute”) who are:

Found by a cniminal court to be not guilty by reason of insanity (“NGRI”).

Found by a criminal court to be incompetent to proceed (ITP).
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2.1.5.7.3. Ordered by a criminal court to a State Institute for Mental Disease (IMD) for
evaluation (e.g., competency to proceed, sanity, conditional release revocation, pre-
sentencing).

2.1.5.8.  Individuals between ages twenty-one (21) and sixty-four (64) who receive inpatient
treatment at the Colorado Mental Health Institute at Pueblo or the Colorado Mental
Health Institute at Fort Logan.

2.1.59.  Individuals who are NGRI and who are in the community on temporary physical
removal (TPR) from the Colorado Mental Health Institute at Pueblo and who are
eligible for Medicaid are exempted from the Community Behavioral Health Services
Program while they are on TPR. TPR individuals remain under the control and care of
the Colorado Mental Health Institute at Pueblo.

2.1.5.10. Individuals residing in the state regional centers and associated satellite residences for
more than ninety (90) days; Classes of individuals determined by the Department to
require exclusion from the Community Behavioral Health Services Program.

2.1.5.11. Individuals who receive an individual exemption as set forth at 10 C.C.R. 2505-10
Section 8.212.

2.1.5.12.  All individuals while determined presumptively eligible for Medicaid.

2.1.5.13.  Children/youth in the custody of the Colorado Department of Human Services
Division of Child Welfare or Division of Youth Corrections who are placed by those
agencies in a Psychiatric Residential Treatment Facility (PRTF) as defined in Section
25.5-4-103 C.R.S. or a Residential Child Care Facility (RCCF) as defined in Section
26-6-102 CR.S.

2.1.6.  The Contractor shall not discriminate against Members eligible to enroll on the basis of
race, color, national origin, sex, sexual onentation, gender 1dentity, or disability, and
shall not use any policy or practice that has the effect of discriminating on the basis of
race, color, national origin, sex, sexual orientation, gender identity, or disability. The
Contractor shall also not discriminate against Members in enrollment, disenrollment, and
re-enrollment on the basis of health status or need for health care services

2.1.7.  The Contractor shall allow each Member to choose his or her health professional to the
extent possible and appropriate.

2.2. COVERED SERVICES

2.2.1.  The Contractor shall provide or arrange for the provision of all medically necessary
Covered Services, represented by procedures listed in the Uniform Service Coding
Standards (USCS) Manual, for all diagnoses indicated in Exhibit D-3 of this contract.

2.21.1.  The Contractor shall comply with the requirements of the Uniform Service Coding
Standards (USCS) Manual for billing procedure codes. The USCS Manual can be
found on the Department’s website.

2.21.2.  The Contractor shall provide or arrange for the provision of all medically necessary
behavioral health services for diagnoses listed in Exinbit D-3 for children under the
age of 21 in accordance with Early and Penodic Screening, Diagnostic and Treatment
Program (EPSDT), 42 CFR §§ 441.50 to 441.62.
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222 The Contractor shall not be liable for any Covered Services provided prior to the date a
Member is enrolled under this Contract or after the date of Disenrollment,

223. Members shall not be liable for any Covered Services:
223.1.  Provided to the member, for which the Department does not pay the Contractor,

2232  Provided to the Member, for which the Department or Contractor does not pay the
provider that fumishes the service under a contract, referral, or other arrangement; or

2233, Fumished under a contract, referral or other arrangement to the extent that those
payments are in excess of the amount the Member would owe if the Contractor
provided the services directly.

224 The Contractor shall manage the following State Plan Services:
224.1.  Inpatient Psychiatric Hospital Services

224.1.1. The Contractor’s responsibility for all inpatient hospital services shall be based on
the primary diagnosis that requires inpatient level of care and is being managed
within the treatment plan of the Member.

2241.1.1. The Contractor shall be financially responsible for the hospital stay when the
Member’s primary diagnosis is a covered psychiatric diagnosis, even when the
psychiatric diagnosis includes some physical health procedures (including labs
and ancillary services).

224.1.1.2. The Contractor shall not be financially responsible for inpatient hospital services
when the Member’s primary diagnosis is physical in nature, even when the
physical health hospitalization includes some covered psychiatric conditions or
procedures to treat a secondary covered psychiatric diagnosis.

2.24.1.1.3, The Contractor shall not be financially responsible for inpatient hospital services
when the Member’s pnmary diagnosis is a substance use disorder that is evident
at the time of admission.

224.1.14. The Contractor shall be financially responsible for a Member’s admission to any
free standing inpatient psychiatric facility, when the Member is presenting with
psychiatric symptoms, for the purposes of acute stabilization, safety and
assessment to determine whether or not the primary diagnosis occasioning the
Member’s admission to the hospital 1s a mental health disorder or substance use
disorder.

2.24.1.14.1. The Contractor shall be financially responsible until a substance use disorder
diagnosis is determined to be the primary diagnosis, at which point the
Contractor shall no longer be responsible for continued acute stabilization,
safety, and assessment services associated with that admission.

2.24.1.14.2. If a mental health disorder is determined to be the primary diagnosis, the
Contractor shall be financially responsible for the remainder of the inpatient
hospital services, as medically necessary. The assessment period shall
generally not exceed seventy-two (72) hours.

Exhibit A
Page 90of 113



22412 The Contractor may use, but may not require, Institutions for Mental Disease
(IMDs) in lieu of short-term inpatient psychiatric hospital care when determined
medically appropriate and cost-effective, in comphance with 42 CFR 438.3(e}2).

2242 Outpatient services, including;
22421, Rehabilitative services.
2.242.1.1. Group psychotherapy.
224212, Individual psychotherapy.

2242.1.2.1. Short term stays in an IMD must be for lengths of stay of no more than 15 days
during the period of the monthly capitation payment.

2.242.1.3. Family psychotherapy.
2.24.2.1.4. Behavioral health assessment.
2.242.15. Pharmacological management.
2242.1.6. QOutpatient day treatment.

2243  Emergency/Crisis Services

22431, Emergency services that are;
2.243.1.1. Furmished by a provider that is qualified to administer these services according to
42 CFR 438.

2,24.3.1.2. Needed to evaluate or stabilize an Emergency Medical Condition.

22432 The Contractor shall not be responsible for outpatient emergency room services
billed on a UB-04 for Members diagnosed with a primary substance use disorder.

22433, The Contractor shall be responsible for practitioner emergency room claims billed
on a CMS 1500 for Members diagnosed with a primary substance use and/or mental
health disorder.

22434 The Contractor shall be responsible for coverage and payment of Emergency
Services and Post-Stabilization Care Services as specified in 42 CFR 438.114(b)
and 42 CFR 422.113(c). The Contractor:

22.434.1 Shall cover and pay for Emergency Services regardless of whether the Provider
that furnishes the services has a contract with the Contractor.

22434.1.1. The Contractor shall pay non-contracted providers for emergency services no
more than the amount that would been paid if the service had been provided
under the State’s FFS Medicaid program.

224342 Shall not deny payment for treatment obtained under either of the following
circumstances:

2243421, A Member had an Emergency Medical Condition in which the absence of
immediate medical attention would not necessarily have had the outcomes
specified in the definition of Emergency Medical Condition.
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2243422

2.24343.

2.2435.

22436

22437

22438

2.2438.1.

2.24.38.2.

2.24.383.

2.24384.

224389

22439.1.

2.24.39.2.
2.2.43.9.3.

2.24394.

ExInbit A

A representative of the Contractor instructs the Member to seek Emergency
Services.

Shall not refuse to cover Emergency Services based on the emergency room
Provider, Hospital or fiscal agent not notifying the Contractor of the Member’s
screening and treatment within ten (10) calendar days of presentation for
Emergency Services.

The Contractor shall not hold a Member who has an Emergency Medical Condition
liable for payment of subsequent screening and treatment needed to diagnose the
specific condition or to stabilize the Member.

The attending emergency Physician, or the Provider actually treating the Member,
is responsible for determining when the Member is sufficiently stabilized for
transfer or discharge and that determination is binding on the Contractor for
coverage and payment.

The Contractor shall be financially responsible for Post-Stabilization Care Services
obtained within or outside the Contractor’s Provider Network that are pre-approved
by the Contractor.

The Contractor shall be financially responsible for Post-Stabilization Care Services
obtained within or outside the Contractor’s network that are not pre-approved by the
Contractor, but that are administered to maintain, improve or resolve the Member’s
stabilized condition if any of the following are true:

The Contractor does not respond to a request for pre-approval within one (1) hour
of receiving the request.

The Contractor cannot be contacted

The Contractor and the treating Provider cannot reach an agreement concerning
the Member’s care and a plan Provider is not available for consultation. In this
situation, the Contractor shall give the treating Provider the opportunity to consult
with a plan Provider and the treating Provider may continue with care of the
patent until a plan Provider is reached or one of the critenia in 42 CFR
422.113(c)(3) is met.

The Contractor shall limit charges to Members for Post-Stabilization Care
Services to an amount no greater than what the Contractor would charge the
Member if he or she had obtained the services through the Contractor.

The Contractor’s financial responsibility for Post-Stabilization Care Services when
not pre-approved ends when:

A plan Provider with privileges at the treating Hospital assumes responstbility for
the Member’s care.

A plan Provider assumes responsibility for the Member's care through transfer.

The Contractor and the treating Provider reach an agreement conceming the
Member’s care.

The Member is discharged.
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224310

224311

224312

2.24.3.13.

Nothing in this section shall preclude the Contractor from conducting a retrospective
review consistent with this Contract regarding emergency and Post-Stabilization
Care Services.

The Contractor shall be financially responsible for Emergency Services when the
Member’s primary diagnosis is for a covered mental health disorder even when
some physical health conditions are present or a medical procedure is provided,

The Contractor shall not be financially responsible for outpatient emergency room
services billed on a UB-04 for Members with a primary substance use disorder
diagnosis. The Contractor shall be responsible for practitioner emergency room
claims billed on a CMS 1500 for Members with a primary substance use or mental
health disorder diagnosis.

The Contractor shall not be financially responsible for Emergency Services when
the primary diagnosis is medical in nature even when procedures are provided to
treat a secondary behavioral health diagnosis.

2244, School-based services.

2.24.5.  Targeted case management.

2.24.6. Substance Use Disorder assessments.

2.24.7.  Alcohol/drug Screen Counseling.
2248  Medication Assisted Treatment.

2249, Coverage for Qutpatient Hospital Services.

22491.

2.2409.1.1.

2.249.1.L1
2249112,
224512

2.2.49.1.2.1,
2249122,

The Contractor’s responsibility for outpatient hospital services is based on the
diagnosis and billing procedures of the hospital.

For procedures billed in ANSI 837-1 X12 format, the Contractor shall be
financially responsible for all Medicaid services associated with a Member’s
outpatient hospital treatment, including all psychiatric and associated medical and
facility services, labs, x-rays, supplies, and other ancillary services when:

The procedure(s) are biiled on a UB-04 and ANSI 837-1 X12 claim form.
The primary diagnosis is a covered psychiatric diagnosis.

For procedures billed in ANSI 837P XI12 format, the Contractor shall be
financially responsible for ail Medicaid services associated with a Member’'s
outpatient hospital treatment, including all behavioral health and associated
medical and facility services, labs, x-rays, supplies, and other ancillary services
when;

The procedure(s) is billed on a CMS 1500 and ANSI 837-P X12 clasm form.
The primary diagnosis is a covered behavioral health diagnosis.

224.10. Social Ambulatory Detox services including, but not limited to, the following:

2.24.10.1.
2.24.10.2.

Exhibit A

Physical assessment of detox progression including vital signs monitoring,

Level of motivation assessment for treatment evaluation.
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2.24.103. Provision of daily living needs.
2.24.104.  Safety assessments.

2.25.  The Contractor shall provide or arrange for the following Non-State Plan (1915(b)(3)
Waiver services) to Members:

2.25.1.  Vocational Services.

2:2:5¢2; Intensive Case Management.

2253 Prevention/Early Intervention Activities.
2.254.  Clubhouse and Drop-in Centers.

2.2:5:5: Residential.

2256 Assertive Community Treatment (ACT).
2,257  Recovery Services.

2.2,5.8; Respite Services.

226, The Department will provide the Contractor with definitions in wnting of services
discussed in Section 2.2. The Department reserves the right to change and update these
definitions as required and will provide the Contractor with the updated definitions.

2.27.  The Contractor shall provide the services listed in Section 2.2 in an amount, duration,
and scope that is no less than the amount, duration, and scope furnished under fee-for-
service Medicaid.

228 The Contractor shall ensure that services are sufficient in amount, duration, or scope to
reasonably be expected to achieve the purpose for which the services are furnished.
229 The Contractor is prohbited from arbitrarily denying or reducing the amount, duration

or scope of a required service solely because of the diagnosis, type of illness, or
condition.

2.2.10. The Contractor may place appropriate limits on a service:

2.2.10.1.  On the basis of cnteria applied under the Medicaid State Plan, such as medical
necessity.

2.2.10.1.1.  All medical necessity determinations must utilize the medical necessity criteria
defined in 10 CCR 2505-10 8.076.

2.2.10.2.  For utilization control, provided the services furnished can reasonably be expected to
achieve their purpose.

2.3, EVIDENCE-BASED AND PROMISING PRACTICES

2.3.1.  The Contractor shall implement evidence-based and promising practices as described in
this section.

2.3.1:1: Contractors’ implementation of these practices shall demonstrate fidelity to the tested
model used for each evidence-based practice, when available, in order to assure the
effectiveness of the service provided.
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23.1.1.1. The Contractor may make adjustments for good cause, such as administering the
practice in rural areas or to account for cultural differences.

23.1.2.  Ewvidence-based and Promising Practices for Adults

23.1.2.1. During the term of the contract, the Contractor shall provide at least six (6) evidence-
based or promising practices from the list of Adult Services below or offer its own
evidence-based and promising practices in addition to the ones listed below.

2.3.1.2.1.1. The Contractor may provide a combination of its own evidence based practices
and select from the below list to meet the requirement of six (6) practices chosen

23.1.2.1.2. The Contractor shall design two (2) evidence based practices for the co-occurring
mental illness/substance use disorder population and shall measure performance
against at least two (2) metrics of each of the selected practices annually.

23122 Adult Services
23.1.2.2.1. Assertive community treatment.

23.12.22. Co-occurming disorders.

2.3.1.2.2.3. Member-run/Peer Services.
2.3.1.2.24. Emergency/Crisis services.
2.3.1.22.5. Illness management.
23.12.26. Psychiatric rehabilitation.
2.3.122.7. Psycho-education for families.

23.1.2.28. Mental health counseling and therapy, individual or group.
23.1.2.209. Supported employment.

2.3.1.2.2.10.  Supported housing.

2.3.1.2.2.11.  Adult behavioral health promotion.

23123 The Contractor shall submit an Excel spreadsheet of the Evidence Based Practices
(EBPs) chosen, metrics measured, rationale for any changes made to the EBPs, and
historical results of the EBPs.

23.1.23.L DELIVERABLE: Evidence Based Practices Spreadsheet.
231232 DUE: August 30th of each contract year.
2313 Evidence-based and Promising Practices Services for Children and Adolescents

2:3:1.3:1. The Contractor shall provide at least six (6) evidence-based or promising practices
from the list of Child and Adolescent Services below or offer its own evidence-
based and promising practices in addition to the ones listed below.

23.1.3.1.L Contractor may provide a combination of its own evidence based practices and
select from the below list to meet the requirement of six (6) practices chosen.
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23.1.3.1.2. The Contractor must measure performance against at least two (2) metrics of each
of the selected practices annually to ensure fidelity to the identified model for the
following service categories: Family therapy, case management; child and
adolescent psychotherapy; school-based services.

23.1.3.2, Children and Adolescent Services

23.1.3.2.1. Brief hospitalization for suicidal children and adolescents.
2.3.1.3.2.2. Crisis services.

23.13.23. Family therapy.

231324 Psychotherapy for children and adolescents.

23.1.3.25. Home-based services.

2.3.1.3.2.6. Intensive case management.

2.3.1.3.2.7. Psycho education.

2.3.1.3.2.8. School-based services.

2.3.1.3.29. Behavioral health prevention interventions.

2.3.1.3.3. The Contractor shall submit an Excel spreadsheet of the Evidence Based Practices
(EBPs) chosen, metrics measured, rationale for any changes made to the EBPs, and
historical results of the EBPs.

2.3.1.33.1. DELIVERABLE: Evidence Based Practices Spreadsheet.
2:3.1.3.3.2, DUE: August 30th of each contract year.

232 The Department will provide the Contractor with definitions in wnting of services
discussed in Section 2.3, The Department reserves the nght to change and update these
definitions as required and will provide the Contractor with the updated definitions,

24. INTEGRATED AND COORDINATED CARE
24.1. Innovations Program for Integrating Care

24.1.1.  The Contractor shall establish a centralized innovations program for integrating care
to lead the development, implementation, and performance monitoring of advanced
practices for integrating health care in the Contractor’s service area. The program shall
be one of the following:

241.1.1. An integrated provider site or practice that offers a high standard of care to Members
and disseminates best practices and leamings to other providers in the Contractor’s
network.

24112 A region-wide improvement initiative in the Contractor’s service area with the goal

of promoting the integration of behavioral health services with either primary care
services or public health care.

242 Coordination and Continuity of Care
2421  Policies and Procedures
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24211

24.2.1.1.1.
24.2.1.1.2.
242.1.1.3.
2.4.2.1.14.

24.2.1.1.5.

2.4.2.1.1.6.

o

2422.1.1.

24.2.2.1.2.

24.22.1.3.

24222

24222.1.

Exhibit A

The Contractor shall maintain written policies and procedures. The policies and
procedures shall address the following:

Timely coordination of the provision of Covered Services to its Members.
Service accessibility.
Attention to individual needs.

Continuity of care to promote maintenance of health and to maximize independent
living.

The integration, coordination and provision of Covered Services in conjunction
with other behavioral health care providers, physical health care providers, long
term services and support providers, waiver services providers, pharmacists,
county and state agencies, local public health agencies, and other provider
organizations that may be providing wrap around services to the Member,

Ensuring that Members® privacy is protected consistent with the confidentiality
requirements in 45 CFR Parts 160 and 164 and 42 CFR Part 2.

Care Coordination Activities

The Contractor shall provide Care Coordination, which shall address Members’
need for integration of mental health services, substance use disorder services, and
other health services. This includes identifying, providing, or arranging for services
and/or coordinating with other agencies to ensure that the Member receives the
health care and supportive services that will allow the Member to remain in her/his
community.

This requirement is particularly critical for Medicaid members receiving wrap
around services under an HCBS waiver as described in Exhibit I entitled “Wrap
Around Services.”

Contractor shall ensure that providers (primarily, but not limited to, Community
Mental Health Centers) communicate with and coordinate services with the Single
Entry Point (SEP) care manager for each Member who participates in the Waiver
for Persons with Mental Illness (HCBS-MI) or Waiver for the Elderly, Blind and
Disabled (HCBS-EBD). Communication and coordination is also required with
Assisted Living Residences (ALRs) or other supported community living
arrangements in which HCBS waiver recipients live.

The Contractor shall also coordinate and provide Covered Services in conjunction
with other behavioral health care providers, physical health care providers, long
term care providers, waiver services providers, pharmacists, county and state
agencies, and other provider organizations that may be providing wrap around
services described in the attached document entitled “Wrap Around Services.”

The Contractor shall coordinate with the Member’s medical health providers to
facilitate the delivery of health services, as appropriate.

The Contractor shall make reasonable efforts to assist individuals to obtain
necessary medical treatment.
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242222,

24223,

If a Member is unable to arrange for supportive services necessary to obtain
medical care due to her/his behavioral health disorders, these supportive services
shall be arranged for by the Contractor or another person who has an existing
relationship with the Member, whenever possible.

The Contractor shal! work closely and collaboratively with the Regional Care
Collaborative Organizations (RCCOs) on care coordination activities as the RCCOs
will also be providing care coordination activities to the Medicaid population.

2423, Strategies for Advancing Integration

2423.1.

The Contractor shall work with providers, RCCOs, and other entities to achieve
greater integration of care. While the capabilities and competencies of systems and
providers in the state vary widely, the Contractor shall make ongoing efforts to
continuously improve care and advance providers to higher levels of integrated care.

2424  Special Populations and Complex Members

2424.1.

24242

24242.1.

2424211

o
=
i
N
&)
2

24242.14.

Exhibit A

The Contractor shall ensure that all Members including those who are involved in
multiple systems and those who have multiple needs receive covered, medically
necessary care.

The Contractor shall provide for care coordination and continuity of care for the
listed populations as follows:

Members residing in long-term care/nursing facilities.

The Contractor shall provide outreach, a delivery system and support to nursing
facilities and assisted living residences in its service area to determine the best
approach to serving their Medicaid residents.

The Contractor shall provide medically necessary, covered behavioral health
services on-site in nursing facilities and assisted living residences for Members
who cannot reasonably travel to a service delivery site for their services.
Residents able to travel to service delivery sites may be required to receive their
behavioral health services at a delivery site. The Contractor shall work
collaboratively with nursing facilities and assisted living residences in its
service area to jointly determine which residents are and are not able to travel
to service delivery sites.

The Contractor shall provide outreach and coordination for the provision of
mental health and substance use disorder services for Members in nursing
facilities and assisted living residences in its region. This outreach shall occur
on a monthly basis.

The Contractor shall assign each nursing facility and assisted living residence
in the Contractor’s region a primary contact from the Contractor’s organization
who will ensure that Members are receiving necessary behavioral health
services and who will help problem solve any Member issues that may arise in
the provision of those services.
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24242.15.

24.24.2.16.

24242.1.7.

2424.2.1.8.

24.242.19.

242422,
24.24.22.1.

2.4.24.23.
242423.1.

24242312

Exhibit A

The Contractor shall establish an ongoing quarterly meeting with all nursing
facilities and assisted living residences in its region to address outstanding
issues, Member concerns and any other issues that arise in the delivery of
behavioral health services to nursing facility and assisted living Members.

The Contractor shall provide Pre-Admission Screening and Resident Review
(PASRR) Level II requirements and services to Members entering nursing
facilities

The Contractor shall provide any specialized services identified on the PASRR
Level Il assessment that are covered behavioral health services.

The Contractor shall implement and follow PASRR admission processes and
procedures developed by the Department.

The Contractor shall provide medically necessary covered services to Members
that do not meet PASRR diagnosis requirements but who do have covered BHO
diagnoses.

Dually or multi-eligible Members

Medicaid is the payer of last resort for dual or multi- eligible Members. The
Contractor shall ensure that behavioral health services are provided to dual or
multi-eligible Members and assist Members in finding qualified Medicare
providers who are willing to provide covered services. If qualified Medicare
providers cannot be identified or accessed, the Contractor shall provide
medically necessary covered behavioral health services under the Contract. The
Contractor shall describe how dually eligible Members are served by its
Provider Network in the network plan described in Section 2,.5.9.2.

Dually or multi- diagnosed Members

The Contractor shall provide medically necessary behavioral health services to
Members with non-covered diagnoses (TBl, DD, autism, etc.) when the
Member presents with a co-occurring menta! health or substance use disorder
diagnosis, in accordance with Exhibits G and H.

The Contractor shall be responsible for all medically necessary covered services
to treat the covered mental health or substance use disorder diagnosis and shall
have a mechanism for working with developmental disability services,
Community Centered Boards (CCBs), Single Entry Point agencies (SEPs), or
other appropriate agencies/health care providers to secure agreement regarding
the medical necessity of behavioral services to treat the covered behavioral
diagnosis and resulting behaviors.
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2424233,

242424,
242424.1.

242425,
2424251,

2424252,

24242521,
24242522
24.24.253.

Exhibit A

The Contractor shall provide care coordination to Members with co-occurring
diagnoses, including appointment setting, assistance with paperwork, and
follow-up to ensure linkage with the approprate agency. If the Contractor
determines that the Member does not have a covered behavioral health
diagnosis based upon criteria outlined in this Contract and exhibits, Contractor
shall inform the Member about how services may be obtained, pursuant to
federal Medicaid managed care rules, and refer them to the appropriate
providers (e.g., RCCOs, CCBs, SEPs, etc.).

Members with special health care needs

The Contractor shall share with all health plans, RCCOs, and providers serving
each Member with special health care needs the results of its identification and
assessment of the Member’s needs to prevent duplication of those activities.
The Contractor shall provide care coordination, which shall address the
Member’s need for integration of behavioral health and other services.

Members involved with the correctional system

The Contractor shall collaborate with agencies responsible for the
administration of jails, prisons and juvenile detention facilities to coordinate the
discharge and transition of incarcerated adult and child/youth Members.

The Contractor shall ensure Members receive medically necessary initial
services after release from correctional facilities and shall ensure ongoing
services thereafter. The Contractor shall provide the continuation of medication
management and other behavioral health care services prior to community
reentry and continually thereafter. The Contractor shall have a plan in place for
monitoring and reporting results semi-annually to the Department. Contractor
shall include historical results, analysis, and trends in subsequent semi-annual
submissions to the Department.

DELIVERABLE: Post-Correctional Systern Member Service Results,
DUE: Semi-annually, by August 3 1st and February 28th of each year.

The Contractor shall designate a staff person as the single point of contact for
working with correctional facilities (e.g., jails, prisons, and juvenile detention
facilities, etc.) that may release incarcerated or detained Members into the
Contractor’s Service Ares.

The Contractor shall collaborate with correctional facilities to obtain medical
records or information for Members who are released into the Repion, as
necessary for treatment of behavioral health conditions.

The Contractor shall work with the Department on any other imitiatives
including but not limited to Medicaid eligibility issues related to Members
involved or previously involved with the state correctional system.
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24.24.25.6.

2424.25.6.1.
2424256.2

2424.2.6.
2424.26.1.

242427,

2424271,

242428,

24.2428.1.

2424282,

24.24283.

2.42.4.2.84.

Exlubit A

The Contractor shall propose innovative strategies, the use of new or existing
technology, communication protocols/strategies and coordination techniques
with the courts, parole officers, police officers, correctional facilities and their
staff, and other individuals needed to meet the requirements of Members
involved with the correctional system. This information shall be provided on a
template provided by the Department or Contractor. The template is subject to
approval by the Department.

DELIVERABLE: Correctional System Strategies and Techniques.

DUE: Within sixty (60) days after the Operational Start Date or later if agreed
upon by the Department and the Contractor.

Female Medicaid Members for a period of one (1) year post-partum

The Contractor shall develop specialized treatment and service plans to ensure
that the behavioral and physical needs of the mother and child are being met.

Child/Youth Members in out-of-home placements, foster care, and subsidized
adoptions

Contractor’s Provider Network shall include clinical staff who have expertise
in identifying and addressing clinical issues that are unique to children and
families involved in the child welfare system. Staff shall be familiar with the
unique needs of child welfare Members, be able to provide psycho-educational
as well as practical therapeutic interventions and know of and refer families to
community resources that may be helpful.

Transitioning Members from Colorado Mental Health Institutes (Ft. Logan and
Pueblo) and Hospitals

The Contractor shall maintain policies, procedures, and strategies for helping
to transition Members from Mental Health Institutes located at Ft. Logan and
Pueblo to safe and alternative environments. The Contractor shall participate
in discussions and care coordination with the Institutes, and the Contractor shall
have plans in place to provide medically necessary covered services once the
Member has been discharged from the Mental Health Institute.

The Contractor shall work with local counties and hospitals in their region in
order to transition children from hospitals to safe and alternative step down
environments (e.g., home, residential, etc.). Contractors shall meet with local
counties and hospitals after contracts have been awarded in order to develop
and maintain protocols and procedures for how these transitions will take place
in order to ensure continuity of care and continuation of services.

The Contractor shall work with the Institutes to execute communication and
transition plans for Members.

The Contractor shall assign a liaison to serve as a regular point of contact with
State Mental Health Institute staff and Members who will return to or enter the
Contractor’s geographic service area. The Contractor’s liaison, or their
designee, shall engage in the following activities:
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2424284.1. Monthly treatment planning meetings, when requested by the Department or

Institute.
24242842 Discharge planning meetings.
24242843, Face-to-face planning with member.
24242844, Prompt in-person, email, telephone, and fax communication with treatment

Providers sufficient to arrange a successful discharge from the Institute.

2.42.428.5. Once the Contractor’s Members are discharged from an Institute, the Contractor
shall be responsible for on-going treatment, case management and other
behavioral health services determined to be medically necessary.

2424286. The Contractor shall participate (with one (1) representative) on the Institute’s
Person Centered Planning Board as requested by the Department and/or
Institutes.

2425  Community Partners

24251 The Contractor shall form relationships with community partners that provide non-
Program and non-Medicaid services for Member needs that may affect health. As
part of care coordination, the Contractor shall leverage awareness of the community
resources and relationships with community partners to assist in linking Members
with appropriate services.

24252 The Contractor shall update and submit the directory and regional map of
community partners to the Department annually.

24.252.1. DELIVERABLE: Directory and Regional Map of Community Partners.
242522, DUE: Annually on August 30th,
2426.  Alignment with Systems

24261 In addition to community partners, the Contractor shall work with other government
agencies that may provide services to Members. These agencies include:

2426.1.1. Colorado Department of Health Care Policy and Financing, Division of
Development Disabilities.

24.2.6.1.2. Colorado Department of Human Services, Child Welfare.

2.4.2.6,1.3. Colorado Department of Human Services, Office of Behavioral Health.
2426.1.4. Colorado Department of Public Health and Environment, STD/HIV Section.
24.2.6.1.5. Colorado Department of Public Health and Environment.

24.26.1.6. Colorado Department of Corrections

24.2.6.1.7. Colorado Prevention Services Division

2427  Program Improvement Advisory Commitiee

24271 The Contractor shall create a Program Improvement Advisory Committee (PIAC)
to provide input into the Contractor’s implementation of the Program and the
Contractor’s own performance improvement program. The PIAC shall:
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24.27.1.1. Be directed and chaired by one of Contractor’s Key Personnel.
2.4.2.7.1.2. Have a formal, documented membership and govemance structure.

242713 Have a diverse membership, representative of the Contractor’s Region, which
includes members representing at least the following:

24.2.7.13.1. Members

2427132, Members’ families

24.27.1.33. Advocacy groups and orgamizations

2427134, Network provider representatives

2427135, Representative(s) from the overlapping RCCO(s)

2.4.2.7.1.3.6. Other Medicaid providers

2427.13.7. Nursing Facilities/Assisted Living Residences

242.7.1.38. Charitable, faith-based or service organizations within the community
24.2.7.1309. Other state agencies and local counties (e.g., child welfare)
24.2.7.1.4. Hold regularly scheduled meetings, no less often than on a quarterly basis.
2.4.2.7.1.5. Open all scheduled meetings to the public.

2.4.2.7.1.6. Post the minutes of each meeting on the Contractor’s website within seven (7)
days of each meeting and forward a copy of these minutes to the Department.

2.5. SERVICE DELIVERY

2.5.1.  The Contractor shall ensure that services are provided through a well-organized service
delivery system. The service delivery system shall include mechanisms for ensuring
access to high quality, general and specialized care, from a comprehensive, integrated
Provider Network.

2.52.  The Contractor’s Provider Network shall include, but not be limited to, the following;
25.2.1. Community Mental Health Centers (CMHC).
2522 Essential Community Providers (ECP).

25221, The Contractor shall offer contracts to all ECPs located in the Contract Service Area.
The Contractor is not required to contract with every ECP that provides behawvioral
health services in its geographic area, as defined in § 25.5-5-404.2 C.R.S.

2.5.2.3.  Federally Qualified Health Centers (FQHC) and Rural Health Clinics (RHC)

2.5.2.3.1. The Contractor shall offer contracts to all FQHCs and RHCs located in the Contract
Service Area. The Contractor is not required to contract with every FQHC and RHC
that provide behavioral health services in its geographic area.

25232 FQHC and RHC Encounter Reimbursement
2.5.2.3.2.1. Payments from Contractor to FQHC and RHC Facilities

25.23.2.1.1. Each FQHC and RHC has an encounter rate calculated in accordance with 10
CCR 2505-10 8.7006C.
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2523212

2.5.23.2.1.3.

25.232.14.

25.23.2.2.
25.23.23.

2:5.2:3:3-

The Department shall notify the Contractor of the current FQHC and RHC rates
on a no less than quarterly basis.

The Contractor shall reimburse the FQHC and RHC, at a minimum, an
encounter rate in accordance with 10 CCR 2505-10 8.700.6 and the Medicaid
State Plan for each FQHC and RHC visit, for services identified in 10 CCR
2505-10 8.700.3 for allowable costs identified in 10 CCR 2505-10 8.700.5. The
Department will conduct quarterly accuracy audits with FQHCs and RHCs and
should the Department recognize any discrepancy in FQHC and RHC payments
(less than the full encounter rate), then the Contractor shall be responsible for
reimbursing the FQHC and RHC the difference of the encounter payment
identified in 2.5.2.3.2.1.1 and the initial reimbursement amount.

The Contractor shall participate in the Department's accuracy audits process of
FQHCs and RHCs and is required to complete the documentation located at
(https://www.colorado.gov/pacific/hcpf/federally-qualified-health-center-
forms) upon the Department's request.

An FQHC and RHC visit is defined in 10 CCR 2505-10 8.700.1.

If multiple services are provided by an FQHC and RHC within one visit, the
Contractor will require a claims submission from the FQHC and RHC with
multiple lines of services and the same claim number. The Contractor is required
to pay the FQHC and RHC no less than the encounter rate minus any third party
payments for each visit.

The Contractor will submit the encounter data for FQHC and RHC visits to the
Department.

2524 School Based Health Centers (SBHCs).
2.5.2.5, Rural health clinics.

2526 Community safety net clinics.

25217 Substance use disorder providers.

2528  Providers with expenence serving individuals with complex needs as mentioned
above, e.g individuals with dual diagnoses and those with chronic physical conditions
in addition to behavioral health needs.

2529 Providers capable of billing both Medicare and Medicaid.

2.5.3.  The Contractor shall have a system for credentialing providers.

2531 DELIVERABLE: Provider Credentialing System.

2532 DUE: Within fifteen (15) Business Days of the Operational Start Date.

2.54.  The Contractor shall comply with the requirements outlined in this contract for Provider
Credentialing and Monitoring.

2.5.5.  The Contractor’s overall service delivery system shall include:

255.1.  Specific mechanisms for individual Member intake and assessment.

2552  Service planning,
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2.55.3.  Care coordination.
2.5.54.  Continuty of care.

256. Within its service delivery system, the Contractor shall promote the provision of
behavioral health services by pnmary care physicians and behavioral health systems of
care, and increase the co-location of providers.

2.5.7.  The Contractor shall ensure that its service delivery system and Provider Network meets
the needs of the Medicaid expansion, newly eligible Medicaid members.

2.58. Access to Care

2.5.8.1.  The Contractor shall ensure access to care for all Members in need of covered mental
health and substance use disorder services through the provision of the following:

25811
258.1.2.

2.5.8.1.3.

25814

2.58.1.5.
2.5.8.1.5.1.

25.8.1.5.1.1.
25.8.1.5.1.2.
2.5.8.1.5.1.3.
2.5.8.1.5.14.
2.5.8.1.5.1.5.
2.5.8.1.5.1.6.
2.5.8.1.5.1.7.
2.5.8.1.5.2,

2.5.8.1.6.

Exhibit A

Varied geographic location of providers.

Minimum hours of provider operation shall include service coverage from 8:00 a m.
to 5:00 p.m. Mountain Time, Monday through Frniday, and emergency coverage
twenty-four (24) hours a day, seven (7) days a week.

Extended hours of operation and service coverage shall be provided at least two days
per week at clinic treatment sites, which may include additional moming, evening
or weekend hours, to accommodate Members who are unable to attend appointments
during standard business hours, especially for children and adolescents in school.
Contractor shall encourage individual network providers to offer flexibility of
appointment times to Members whenever possible.

Providers located throughout the Contractor’s service area within thirty (30) miles
or thirty (30) minutes travel time to the extent such services are available.

Community-based access.

The Contractor shall provide behavioral health services in multiple commumnty-
based venues, based on a determination that the services are medically necessary,
appropriate to the Member’s needs, and that providing treatment at an alternative
site does not put the provider’s safety at undue nisk. Alternative treatment sites
may include, but are not limited to:

Schools

Juvenile detention centers.

Federally qualified health centers.

Homeless shelters.

Acute care facilities.

Nursing facilities and assisted living residences.
Members’ homes.

Evening and/or weekend support services for Members and families that include
access to clinical staff, not just an answering service or referral service staff.

Member Call-In Services
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25.8.16.1. The Contractor shall develop and manage a call center staffed by trained,
customer-oriented customer services representatives.

2.5.8.1.6.2. The Contractor shall have written policies and procedures for the call center.
2581621, DELIVERABLE: Call Center Policies and Procedures.
2.5.8.1.6.2.2. DUE: Within sixty (60) days after the Operational Start Date.

2.5.8.1.6.3. The Contractor shall offer at least one (1) twenty-four (24)-hour-a-day toll-free
telephone customer service information line and a telecommunications device for
the deaf (TDD). Both phone numbers must be published in local phone books, on
the Contractor’s website, and in other written matenals to Members.

2.58.1.64. The Contractor shall track phone statistics, that include:

2.5.8.1.6.4.1. Call answer rate (total answered by staff - total received).
2.5.8.1.64.2. Call abandonment rate (total not answered by staff + total received).
258.1.64.3. Member identification.

2.58.1.644. Reason for Member's call.

2.58.1.65. The Contractor shall monitor phone calls and obtain informatton on Member
satisfaction with the information and customer services telephone lines.

2.5.8.1.6.6. The Contractor shall evaluate the effectiveness of the call-in services semi-
annually and submit a report to the Department. This report shall include, but is
not limited to, standards utilized for comparisons, analysis, and the improvements
made.

2.58.1.66.1. DELIVERABLE: Call-in Services Effectiveness Evaluation Report.
2.5.8.1.6.6.2. DUE: Semi-annually, by August 3 1st and February 28th of each year.

25817 Identification of Members who unexpectedly miss appointments or discontinue
treatment,

2.58.1.7.1. The Contractor shall take appropriate and timely steps to contact Members to
determine if there is a problem that can be resolved and to promote continuation
of services.

258172 The Contractor shall recognize that different strategies and levels of effort are
appropriate for different populations (e.g. age groups, diagnosis, severity of
tliness, culture, language, etc.) and conduct outreach efforts that are appropriate
for different populations, using attempts that are calculated to ensure venfiable
contact.

25818 Ensure Covered Services included in the Contract are available twenty-four (24)
hours a day, seven (7) days a week, when medically necessary.

258109 Criteria for discharge from treatment/services.

Exhibit A
Page 25 0f 113



2.5.8.1.9.1.

2.5.8.1.10.
2.5.8.1.10.1.

2.5.8.1.10.2.

2.5.8.1.10.3.

2.5.8.1.10.4.

2.5.8.1.10.5.

2.5.8.1.10.5.1.
2.5.8.1.10.6.

2.5.8.1.10.7.

2.5.8.1.10.8.

2.5.8.1.10.8.1.

2.5.8.1.10.9.

2.5.8.1.10.10.

Exhibit A

The Contractor shall establish clear and specific criteria for discharging Members
from treatment. Criteria shall be included in Member materials and information.
Individualized criteria for discharge agreed upon by Member and Provider shall
be noted in the Member’s health care record and modified, by agreement, as
necessary.

Standards for timeliness of service include:;

Emergency services shall be available by phone, including TTY accessibility,
within fifteen (15) minutes of the initial contact, in person within one (1) hour of
contact in urban and suburban areas, in person within two (2) hours of contact in
rural and frontier areas.

Care for an urgent medical condition shall be available within twenty-four (24)
hours from the initial identification of need.

Routine services shall be available upon initial request within seven (7) Business
Days. Routine services include, but are not limited to an initial individual intake
and assessment appointment. The Contractor shall not place Members on waiting
lists for initial routine service requests.

Qutpatent follow-up appointments shall be available within seven (7) Business
Days after discharge from an inpatient psychiatric hospitalization or residential
facility.

Ongoing mental health and substance use disorder services shall be scheduled and
continually provided for within two (2) weeks from an initial assessment or intake
appointment. Ongoing services include, but are not limited to:

Assignment to a therapist and individual/group outpatient therapy.

Routine outpatient appointments following intake/initial assessment shall occur
at least three (3) times within forty-five (45) days.

Medication management appointment timeliness may vary according to the
Member’s circumstances, needs and/or agreed upon treatment/care plan. If'when
same day access policies are utilized for medication management appointments,
the Contractor shall ensure that there is a subsequent policy in place which allows
Members to schedule an advanced appointment in the event that same day access
does not appropnately meet the needs of the Member.

The Contractor shall monitor providers regularly to determine compliance with
the timely access requirements.

The Contractor shall take corrective action if it, or its providers, fail to comply
with the timely access requirements.

The Contractor and its subcontractors shall have in place and follow written
policies and procedures for processing requests for inmitial and continuing
authonizations of services.

The Contractor shall have a system in place for providing after hour authorizations
to providers. This process shall include a process for authorizations that occur
during weekends and holidays.

Page 26 of 113



2.5.8.1.10.10.1.
2.5.8.1.10.10.2.
2.5.8.1.10.11.

2.5.8.1.10.12.

2.5.8.1.10.13.

2.58.1.10.13.1.

2.5.8.1.10.13.2.

DELIVERABLE: After Hour Authenzation Process.
DUE: Within fifteen (15) days after the Operational Start Date.

The Contractor shall allow for Member and family flexibility on scheduling
appointments and shall not limit when Members can schedule appointments
during regular Business Hours.

The Contractor shall allow for provider flexibility when authonzations were not
obtained prior to treatment when the diagnosis is later determined to be behavioral
in nature.

The Contractor shall require provider authorizations for twenty-four (24) hour
care (inpatient and residential services) and intensive services (partial, day
treatment, Acute Treatment Unit).

The prowvider authonzations shall attest, through the UM process, that a
discharge plan involving family/Member input and signed by the
family/Member has been included in the patient record within forty-eight (48)
hours of Member’s admission to an inpatient or residential setting or after
intensive services have begun, or when the Member is clinically able to
participate meaningfully in discharge planning.

In any case where the discharge plan is delayed later than forty-eight (48) hours
after admission, the patient record shall include documentation of the clinical
reason for the delay.

2.58.1.10.13.3. Contractor shall conduct routine chart audits of these records to ensure
appropnate documentation is present.
2.5.8.1.10.13.4.  Contractor shall amend their provider agreements to include the above
provisions, and this shall be added to the documentation requirements.
2.5.8.1.10.14. The Contractor shall provide the same standard of care to all Members, regardless
of eligibility category.
2.5.8.1.10.15. The Contractor shall have in effect mechanisms to ensure consistent application
of review criteria for authonzation decistons.
2.5.8,1.10.16. The Contractor shall consult wath the requesting provider on authonzation
decisions, when appropnate.
2.58.2 The Contractor shall provide for a Member to receive a second opinion from a

qualified health care professional within the network, or arrange for the Member to
obtain one outside the network if there is no other qualified health care professional
within the network, at noe cost to the Member

259 Provider Network

2591 The Contractor shall establish and maintain a comprehensive Provider Network
capable of serving the mental health and substance use disorder needs of all Members
in the Program.

2.59.1.1. A comprehensive Provider Network shall take into account:

259.1.1.1 The anticipated Medicaid enrollment.
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2.59.1.1.2, The expected utilization of services.
2.59.1.1.3. Standards of approprate case load for providers,

2.59.1.14. Characteristics and health care needs of specific Medicaid populations
represented in the geographic service area.

2.59.2.  The Contractor shall create a Network Plan that shall, at a minimum, address all of the
following:

25921, The numbers, types and specialties of providers, particularly substance use disorder
providers, psychiatrists and child psychiatrists, and those who serve children in the
child welfare system, required to fumish covered services and care coordination.

25922 The number of Network Providers accepting/not accepting new Medicaid Members
by provider type and smaller geographic breakdown within service area.

25923, The number of network providers that specialize in co-occurnng diagnoses and
treatment including those providers that are able to serve Members with a behavioral
health diagnosis (mental health or substance use disorder) that may have an
additional co-occurring non covered diagnosis (Traumatic Brain Injury (TBI),
Developmental Disabilities (DD), Autism, etc.)

25924, The geographic location of providers in relationship to where Members live.

2.59.2.5. Members’ potential physical barriers to accessing providers’ locations.

2.59.2.6. The cultural and language expertise of providers (including deaf and hard of hearing
providers).

2.59.2.7. Standards that will be used to determine the appropriate case load for providers and

how this will be continually monitored and reported to the Department to ensure
standards are being met and maintained across the Contractor’s provider network.

2.59.28. Credentialing standards that will be used to credential providers into the
Contractor’s network.

2.59.2.8.1. The Contractor’s credentialing standards shall comply with the requirements
outlined in this Contract.

25929 How providers in the Contractor’s Provider Network will meet The Americans with
Disabilities Act of 1990 (ADA) access standards or offer altemative locations that
meet these standards.

2.59.2.10. How providers in the Contractor’s Provider Network will be able to meet ADA
communication requirements,

2.59.2.11.  The number of network providers specializing in trauma-informed care, assertive
community treatment, child development, child welfare involvement, dually
diagnosed populations (mental health and substance use), treatment foster care and
the geriatric populations.

2.59.2.12.  The expected number of staff and hours that mental health clinicians will be present
in assisted living residences and nursing facilities on a weekly basis to ensure that
PASRR Level IT requirements and medically necessary behavioral health needs are
being met.
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2i59:2:13:

259214

The number of providers in the Contractor’s network that are able to accept mental
health certifications and how this will be continually monitored to ensure enough
providers are available to meet the needs in the Contractor’s region.

The frequency and types of trainings that will be given to providers in the
Contractor’s network.

2.59.2.14.1.  Trainings shall take place on at least a semi-annual basis and include, but not be

limited to, the topics of:

2.592.14.1.1. Access to Care standards.

2.592.14.1.2.  Member transition issues (e.g., how to assist members with transitioning from

one BHO to another).

2.592.14.1.3. BHO responsibilities and services to the community.

2592.14.14.  Grievances, appeals, and member rights.

2.592.14.1.5.  Eligibility requirements for Medicaid, the Medicaid application process and

2:5:9:2: 5
259216
2.593.

2594

2:59.5;

2.596.

2.59.7.

2:58.7.].
2:5:.9:722,
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assisting individuals with benefit acquisition.
DELIVERABLE: Network Plan.
DUE: Within thirty (30) days of the Operational Start Date.

The Contractor shall reach out and offer to contract with Essenttal Community
Providers located in the Contractor’s geographic service area, as defined in Section
25.5-5-4042 C.R S,

The Contractor’s network shall include both Essential Community Providers and other
private/non-profit providers

If the Contractor is unable to provide covered services to a particular Member within
its network, the Contractor shall adequately and timely provide the covered services
out of network at no cost to the Member. The Contractor shall maintain co-location of
staff in high volume physical health locations and support smaller, dispersed physical
health providers with the behavioral health needs of their covered population.

The Contractor shall establish relationships with and offer to contract with RCCOs.
The Contractor shall coordinate care with a network of specialty providers including
but not limited to RCCOs, CCBs, DD/TBl/autism providers, SBHCs, FQHCs, rural
health clinics, community safety net clinics, and other Essential Community Providers.

The Contractor shall create a Patient Load Monitoring Plan and shall implement the
Patient Load Monitoring Plan to monitor patient loads in its Provider Network to
effectively plan for future needs and recruit providers as necessary to assure adequate
access for Members to all covered services.

DELIVERABLE: Patient Load Monitoring Plan.
DUE: Within fifteen (15) days of the Operational Start Date.
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2598

2.59.09.

2.5.9.10.
2.5.9.10.1.

2.59.10.1.1.
2.5.9.10.1.2.
2.5.9.10.1.3.

2.5.9.10.2.

2.59.11.
2359.11.1.

2.59.11.1.1

2.59.11.2.

2.3.9.12

The Contractor shall not enroll IHS/Tnbal 638 providers in its BHO Provider
Network. The Contractor’s Network Providers shall serve tribal members who seek
covered services and the Contractor will receive capitation payments for any Medicaid
eligible trnbal member. When Medicaid services are sought from IHS/Tribal 638
providers, those providers shall bill the Department’s fiscal agent.

Upon request by the Department, the Contractor and Department shall discuss adding
additional Providers to the Contractor’s provider network who meet the Contractor’s
credentialing requirements and are willing to agree to the Contractor’s provider
contract.

Trauma Informed Care

The Contractor shall ensure that all Prowviders are trained in trauma informed care
and that all treatment foster care providers are implementing trauma informed care.
Trauma-informed care shall include:

A system wide understanding of trauma prevalence.
The impact of trauma on mental health and substance use.

The specific trauma impact of child abuse and neglect and trauma informed care
principles.

The Contractor shall demonstrate that it has an adequate number of therapists trained
in trauma specific treatments for both adults and children in their Provider network.
This shall be reported on the network adequacy reports by indicating what trauma
treatment the Provider is proficient in.

Treatment Foster Care

The Contractor shall demonstrate an adequate number of Providers who can provide
treatment for children in foster care, which includes clinicians who are experienced
in working with the child welfare system. This shall be reported on the network
adequacy reports by indicating Providers who are proficient with Treatment Foster
Care.

. Adequacy shall be determined by the Department based upon information
provided by the Contractor and counties. The Contractor’s documentation shall
include the number of children in foster care needing services and capacity of the
Contractor’s providers in their network.

The Contractor is responsible for the treatment portion of Treatment Foster Care and
is not responsible for the selection and payment of the foster care parent, which is
provided by the county Department of Human Services.

The Contractor shall ensure all Network Providers are enrolled with the state as
Medicaid Providers and no payment is made to a Network Provider pursuant to this
contract if a Network Provider is not enrolled with the state as Medicaid provider. This
provision does not require the Network Provider to render services to Fee-for-Service
beneficiaries.

2.5.10. Intake and Assessment

Exhibit A
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2.5.10.1. The Contractor shall ensure that each Member seeking to access services receives an
individual intake and assessment appropriate for the level of care needed.

2.5.10.1.1.  Group orientations at service locations may be offered for adult Members, if desired
and appropriate for Member characteristics, provided that no personal health
information is shared.

2.5.10.1.1.1.  Group orientations may not take the place of an individual Member intake and
assessment with a qualified clinician.

2.5.10.1.2. The Contractor’s intake and assessment process shall address developmental,
cultural and linguistic needs of each Member.

2.510.1.3. The Contractor shall ensure that Members are screened for mental illness, trauma
and substance use disorders and assist Members in accessing needed care.

2.5.10.14. Intake and assessment appointments shall be scheduled for all Medicaid Members
on an equal basis, regardless of whether or not a Member is accessing services in
his/her assigned BHO.

2.5.10.1.5. The Contractor shall cooperate with other BHOs in shaning information, arranging
payment for services, or transferring benefits without undue intervention by the
Member and/or family members.

2.5.10.2. The Contractor shall follow written criteria currently approved by the Department for
use in assessing and treating Members that present with co-occurring, non-covered
diagnoses including developmental disabilities, autism, and traumatic brain injury as
shown in Exhibits G and H.

25103, For Members with a behavioral health (mental health or substance use disorder)
covered diagnosis and a co-occurring non-covered diagnosis (such as autism,
traumatic brain injury, developmental disability, etc.), the Contractor shall provide
medically necessary covered services for the behavioral health diagnosis.

2511, Service Planning

2.5.11.1.  The Contractor shall have a service planning system, which utilizes the information
gathered in the Member’s intake and assessment to build a service plan. The service
plan may also be known as a treatment plan or a Member care plan, and shall include:

2511.1.1. Measurable treatment goals.
2.5.11.1.2,  Strategies to achieve the stated goals, including amount, frequency, and duration.
25.11.13. A schedule for reassessing service plan goals.

25.11.1.3.1.  Service planning shall take place at least annually or if there is a change in the
Member’s level of functioning and care needs.

2.5.11.2. The Contractor shall create an individualized, culturally sensitive service plan,
developed by the Member and/or the designated Member representative and the
Member’s provider or treatment team for each Member seeking services. The service
plan shall utilize the Member’s strengths, and shall be signed by the Member as well
as the reviewing professional,
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251121

2.5.11.3.

2.5.11.4.

235.11.5.

2.5.11.5.1.

25.11.5.2.

2.5.11L.5.3.

2.5.11.6.
25.11.7.
2.5.11.8.
2.5.11.9.
2.5.11.10.

If a Member chooses not to sign his’her service plan, documentation shall be
provided in the Member’s medical record stating the Member’s reason for not
signing the plan.

Service planning shall take place annually or if there is a change in the Member’s level
of functioning and care needs.

Service plans shall be appropnate to the treatment setting especially for integrated
settings.

The Contractor shall coordinate with County departments of human/social services in
regards to children and youth in out-of-home placements, including kinship care,
foster care and subsidized adoptions.

The Contractor shall collaborate with the Colorado Department of Human services
and their local counties to ensure that children who have had a positive screen for
trauma receive a formal follow-up trauma assessment and trauma informed covered
services (if indicated) provided by the Contractor.

The Contractor shall coordinate behavioral health referrals and services with county
case workers, and initiate/maintain contact with case workers on an ongoing basis
regarding child/adolescent Members as well as adult Members involved in child
welfare that have children in their care. The Contractor shall ensure that therapists
and case managers coordinate with county case workers regarding significant events
which include, but are not limited to, discharge from treatment, significant clinical
decompensation, and no shows.

The Contractor shall identify a person within its organization who can serve as a
main point of contact for the county departments of human/social services. The
name and contact information for this person shall be sent to all counties within the
Contractor’s jurisdiction and to the Department. Any changes to this person shall
be communicated to the counties and Department within five (5) Business Days of
the change.

DELIVERABLE: Human/Social Services Point of Contact Identification.

DUE: Within thirty (30) days after the Effective Date

DELIVERABLE: Human/Social Services Point of Contact Identification Update.
DUE: Within five (5) Business Days of the change.

The Contractor shall provide trainings to county case workers and county management
on the function and duties of the Contractor, access to care standards, available
services, provider network, and other relevant topics as appropriate. At a minimum,
trainings to the County shall occur on an annual basis. The Contractor shall post
trainings and information (including but not limited to the above mentioned
requirements) to their website.

2.5.12. Cultural Competency

25121,

Exhibit A

The Contractor shall facilitate the delivery of services in a culturally competent
manner to all Members, including those wath limited English proficiency and diverse
cultural and ethnic backgrounds.
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25122 1In
2.5.12.2.1.

2.5.12.2.1.1.

25.12.2.1.2.

2.5.12.2.1.2.1.
2.5142.2,12.2,
2:5:2.2.2;

2.5.12.2.2.1,

2.581 22,242,

2:5.12:2 3.

25.12.2.3. L

2.5.122.3.2.

251224

2.5.1224.1.
2.5.1224.2.
2.5.12.2.4.3.
25.12.2.44.
251225,

251226
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addition, the Contractor shall do the following;

Develop, implement, and promote a written strategic Cultural Competency Plan,
The Cultural Competency Plan shall outline: clear goals, policies, operational plans,
and management accountability/oversight mechanisms to provide culturally and
linguistically appropriate services.

Policies shall support the provision of health care services that respect individual
health care attitudes, beliefs, customs and practices of Members related to cultural
affiliation.

The Contractor shall have sufficient staff with cultural competency to implement
and oversee compliance with the Contractor's Cultural Competency Plan and its
policies.

DELIVERABLE: Cultural Competency Plan.
DUE: Within thirty (30) days after the Operational Start Date.

Identify Members whose cultural norms and practices may affect their access to
health care. These efforts shall include, but are not hmited to:

Inquiries conducted by the Contractor of the language proficiency of Members
during the Member’s orientation visit or while being served by participating
providers.

Improving access to health care through community outreach and Contractor
publications.

Develop and/or provide cultural competency training programs, as needed, to
network providers and Contractor staff regarding;

Health care attitudes, values, customs and beliefs that affect access to and benefit
from health care services.

The medical risks associated with the Member population’s racial, ethnic and
socioeconomic conditions.

Conduct initial and annual organizational self-assessments of cultural competency
activities.

DELIVERABLE: Initial Organizational Self-Assessment.
DUE: Within thirty (30) days after the Operational Start Date
DELIVERABLE: Annual Organizational Self-Assessment.
DUE: Annually by December 31st

Integrate cultural and linguistic competence-related measures into internal audits,
performance improvement programs, Member satisfaction assessments, provider
audits, and staff performance evaluations.

Develop and implement a strategy to recruit and retain qualified, diverse and
culturally competent clinical Providers including, but not limited to, providers who
represent racial and ethnic communities, the deaf and hard of hearing community,
disability community, and other culturally diverse communities being served.
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2.5.12.2.6.1.  The Contractor shall include a mechanism for including in its provider network
providers who are from diverse communities with cultural and linguistic
competence to provide services to the target community. Mechanisms may
include the use of telemedicine to address geographic barriers to accessing clinical
providers from diverse backgrounds.

2.5.12.2.6.1.1. DELIVERABLE: Culturally Competent Provider Recruitment and Retention
Strategy.

2.512.2,6.1.2.  DUE: Within thirty (30) days after the Operational Start Date.

2.5.12.2.7.  Provide access to interpretative services by a qualified interpreter for deaf or hard
of hearing Members in such a way that it shall promote accessibility and availability
of covered services.

2.5.12.3. Translation for Oral and Written Communications

2.5.12.3.1.  The Contractor shall provide language assistance services, including bilingual staff
and interpreter services, at no cost to any Member with limited English proficiency.
Language assistance shall be provided at all points of contact, in a timely manner
and during all hours of operation.

25.12.3.2. The Contractor shall assure the competence of language assistance provided to
limited English proficient Members by interpreters and bilingual staff.

2.5.12.3.2.1.  Family and friends shall not be used to provide interpretation services except by
request of the Member.

2.5.12.3.3.  The Contractor shall provide to Members, in their preferred prevalent non-English
language as set forth in Section 2.6.5.5. of the Contract, verbal offers informing
them of their right to receive language assistance services. The Contractor shall
provide written notices of this right to Members in their preferred language, upon
request.

2.5.12.3.4. The Contractor shall make available Member-related matenals that are written at no
higher than a sixth (6th) grade English reading level and comparable numeracy
level.

25.123.5. The Contractor shall post signage in the languages of the most commonly
encountered groups (e.g., English and Spanish) and/or groups represented in the
service area.

2.5.12.3.6. The Contractor shall develop Interpreter Policies and Procedures on how the
Contractor will handle requests from participating providers for interpreter services
by a qualified interpreter.

2.5.12.3.6.1.  This shall occur particularly in service areas where language may pose a barrier
so that participating providers can: (i) conduct the appropriate assessment and
treatment of non-English speaking Members (including Members with a
communication disability) and (ii) promote accessibility and availability of
covered services, at no cost to Members.

25.123.6.1.1. DELIVERABLE: Interpreter Policies and Procedures.

Exhibit A
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2.5.12.3.6.1.2.  DUE: Within sixty (60) days after the Operational Start Date.
2,5.13. Early and Periodic Screening, Diagnostic and Treatment Services

2.5.13.1.

2.5.13.1.1.

2.5.13.2.

2.5.13.3.

235.13.4.

The Contractor shall notify Members of the benefits and options for children and
adolescents under Early and Periodic Screening, Diagnostic and Treatment Services
(EPSDT) and is responsible for ensuring that children and their families are able to
access the services appropriately and that the program requirements are met.

Contractors are encouraged to refer children and their families to the Healthy
Communities program in their area for additional information, community and
medical referrals, transportation information, appointment assistance, missed
appointment follow up, and administrative case management. For resources
regarding the Healthy Communities program, please visit www.colorado.gov/hcpf
and search “healthy communities.”

Diagnostic services in addition to treatment of all physical and mental illnesses or
conditions discovered by any screening and diagnostic procedure. The Contractor shall
share PHI with the Department’s EPSDT Qutreach and Case Management agencies
(Healthy Communities) as allowable under HIPAA for treatment, payment and
operations purposes, without requiring any special releases or other permission from
the Member, unless the sharing involves substance use disorder treatment from a 42
CFR Part 2 program.

In non-medical emergency situations, the Contractor shall have either written consent
from a Member (or a Member’s Authorized Representative) or a Qualified Service
Organization (QSO) Agreement in order for a Part 2 program to share Member
information regarding substance abuse disorder treatment with the Department’s
EPSDT Outreach and Case Management agencies.

The Contractor shall comply with all federal and state EPSDT regulations.

2.5.14. Provider Applications

2,5.14.1.

2.5.14.1.1.

251412

2.5.14.1.3.

The Contractor shall not discriminate with regards to the participation, reimbursement
or indemnification of any Provider who is acting within the scope of his/her license or
certification under applicable state law, solely on the basis of that license or
certification. If the Contractor declines to include an individual Provider or group of
Providers in its network, it shall give the affected Providers written notice of the
reasons for its decision. In no event shall this provision be construed to:

Require the Contractor to contract with Providers beyond the number necessary to
meet the needs of its Members.

Preclude the Contractor from using different reimbursement amounts for different
specialties or for different practitioners in the same specialty.

Preclude the Contractor from establishing measures that are designed to maintain
quality of services and control costs and are consistent with its responsibilities to
Members.

2.5.15. Service Authorizations

Exhibit A
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2.5.15.1.

2.5.15.2.

2,5.15.2.1.

2.5.153.

2.5.15.4.

For standard authorization decisions, the Contractor shall provide notice as
expeditiously as the Member’s health condition requires and within State-established
timeframes that may not exceed fourteen (14) days after receipt of a request for service,
with a possible extension of fourteen (14) days if the Member or provider requests and
extension or the Contractor justifies the need for additional information and how the
extension is in the Member’s interest.

When a provider indicates, or the Contractor determines, that following the standard
authonzation decision timeframe could seriously jeopardize the Member’s life or
health or ability to attain, maintain, or regain maximum function, the Contractor must
make an authorization decision and provide notice as expeditiously as the Member’s
health condition requires and no later than three (3) working days after receipt of the
request for the service.

The three (3) working day period may be extended by up to fourteen (14) days if the
member requests an extension or the Contractor justifies a need for additional
information and is able to demonstrate how the extension is the Member’s best
Interest.

Any decision to deny a service authorization request or to authorize a service in an
amount, duration, or scope that is less than request, must be made by a health care
professional who has appropriate clinical expertise in treating the Member’s condition
or disease.

Compensation to individuals or entities that conduct utilization management activities
shall not be structured so as to provide incentives for denying, limiting, or
discontinuing medically necessary services to any member.

2.6. MEMBER AND FAMILY AFFAIRS
2.6.1.  The Contractor shall have an Office of Member and Family Affairs.

26.1.1.

2.6.1.2.

2.6.1.2.1.
26.1.2.2.

2,6.1.23.
2.6.1.24.
2.6:1:2:5:

Exhibit A

The Office of Member and Family Affairs shall be headed by a Director who 1s an
employee of the Contractor, to work with Members and families.

Responsibilities of the Office of Member and Family Affairs shall include, but not be
limited to:

Member recovery

Involving the Member, Member’s parent or legal guardian of a youth Member,
family members and advocates in service planning, resource planning, Member-
driven and Member-run services and activities, and when possible, employing
Members.

The responsibilities of handling grievances and appeals.
Providing federally-required Member information.

Communicating and upholding Member rights.
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262

2.6.3.

264
264.1.

2642

2643

2644

26441

The Contractor shall establish and maintain a Member/Family Advisory Board
composed of the Contractor, Members and family representatives. The purpose of the
Member/Family Advisory Board is to collaborate with and provide ongoing input to the
Contractor about programs and services, Member rights, and other key components of
the Program.

Member contributions shall be valued and sought in areas of program development,
policy development, policy formation, program evaluation, quality assurance, system
designs, education of behavioral health service providers, and the provision of direct
services as employees of the provider system. Therefore, consumers shall be included
in meaningful numbers in all these activities. In order to maximize their potential
contributions, their involvement shall be supported in ways that promote dignity, respect,
acceptance, integration and choice. Support provided shall include whatever financial,
educational or social assistance is required to enable their participation.

Grievances and Appeals

The Contractor shall comply with 10 CCR 2505-10, Section 8.209, of the Medicaid
state rules for Managed Care Grievance and Appeals Processes. The Contractor shall
participate in all State fair heanings regarding appeals and other matters arising under
this contract

The Contractor shall participate in all State Fair Hearings regarding appeals and other
matters arising under this contract.

The Contractor shall offer Members assistance in completing forms and other
procedural steps in the Grievance and Appeals process, including, but not limited to,
providing  interpreter  services, and  toll-free numbers with a
Teletypewriter/Telecommunications Device for the Deaf (TTY/TDD) and interpreter
capability.

The Contractor shall, at the time they enter into a contract, inform Providers and
subcontractors about:

The Member’s right to file an Appeal, including: The Member’s night to file
grievances and appeals, including but not limited to:

2.64.4.1.1. The requirements and time frames for filing.

2.644.1.2. The availability of assistance with filing.
2.64.4.1.3. The toll-free number to file orally.

26442

2.64.43.

26444

Exhibit A

The Member’s right to request a continuation of benefits during an appeal or state
fair heaning filing, although the member may be liable for the cost of any continued
benefits if the action is upheld.

Any State-determined Provider’s appeal rights to challenge the failure of the
organization to cover a service,

The Member’s right to a State Fair Hearing, how Members obtain a hearing, and the
representation rules at a hearing,
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2.64.45.

2.6.4.5.

2645.1.

26452

26453

2.6.4.5.4.

2.64.54.1.
2.6.4.54.2.
2.6.4.5.4.3.
2.645.5.

2.6.4.55.1.
2.6.4.5.5.2,
2.6.4.5.6.

2.6.4.5.7.

Exhibit A

Appeals process available under the CMHTA, if residential services are denied, in
accordance with 27-67-104(1)(b), CRS.

Grievances

The Contractor shall establish and maintain a Grievance process through which
Members may express dissatisfaction about any matter related to this Contract other
than an adverse benefit determination.

The Contractor shall ensure that information about the Grievance process, including
how to file a Grievance, is available to all Members and is given to all providers and
subcontractors.

The Contractor shall allow a Member to file a Grievance either orally or in writing
at any time and shall acknowledge receiving the Grievance.

The Contractor shal! ensure that decision makers on Grievances were not involved
in previous levels of review or decision-making nor were a subordinate of anyone
who was. The decision makers on Grievances shall take into account all comments,
documents, records, and other information submitted by members or their
representative without regard to whether such information was submitted or
considered in the initial adverse benefit determination. The decision maker shall be
a health care professional with clinical expertise in treating the Member’s condition
or disease if any of the following apply.

The grievance is regarding a denial of expedited resolution of an appeal.
The grievance involves clinical issues.
The Member is appealing a denial that is based on lack of medical necessity.

The Contractor shall dispose of a Grievance within fifteen (15) Business Days of
when the Member files the Grievance. The disposition of a gnevance shall:

Be in writing, in the format established by the Department, and
Include the results of the disposition process and the date it was completed.

If a Member is dissatisfied with the disposition of a Grievance, the Member may
bring the unresolved Grievance to the Department. The Department’s decision shall
be final.

The Contractor shall document problems a Network Provider submits to the
Contractor, and the solutions the Contractor has offered to the provider. The
Department may review any of the documented solutions. If the Department
determines the solution to be insufficient or otherwise unacceptable, it may direct
the Contractor to find a different solution or follow a specific course of action.
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2.6.4.5.7.1. If the Department i1s contacted by a Member, family members or caregivers of a
Member, advocates, the Ombudsman for Medicaid Managed Care, and other
individuals/entities with a Grievance regarding concemns about the care or lack of
care a Member is receiving, the Contractor shall address all issues as soon as
possible after the Department has informed the Contractor of the concerns. The
Contractor shall keep the Department informed about progress on resolving
concemns in real time, and shall advise the Department of final resolution.

26458 The Contractor may extend the timeframe for processing a grievance by up to 14
calendar days if the Member requests the extension or if the Contractor can
demonstrate, upon the Department’s request, that there is need for additional
information and that the delay is in the Member’s interest.

2.64.58.1. If the Contractor extends the ten (10) day service authorization notice timeframe,
1t must:
2.6.4.58.1.1. Make reasonable efforts to give the Member prompt oral notice of the delay.

2.64.5.8.1.2. Give the Member written notice, within 2 calendar days, of the reason for the
decision to extend the timeframe and inform the Member of the right to file a
gnevance if he or she disagrees with that decision.

2646, Notice of Adverse Benefit Determination

2.646.1. When a Contractor denies coverage of, or payment for, a Covered Behavioral Health
service, the Contractor shall send to the Member a notice of adverse benefit
determination approved by the Department. The notice shall, at a minimum, meet
the following requirements:

2.64.6.1.1. [s in writing,

2.64.6.1.2. Is available in the state-established prevalent non-English Ianguages in its region
2.6.4.6.1.3. Is available in alternative formats for persons with special needs.

2.6.4.6.14. Is in an easily understood language and format.

2.64.6.1.5. Explains the adverse benefit determination the Contractor or its subcontractor has

taken or intends to take.
2.6.4.6.1.6. Explains the reasons for the adverse benefit determination.

2.64.6.1.7. Provides information about the Member’s right to file an Appeal, or the Provider’s
right to file an Appeal when the Provider is acting on behalf of the Member as the
Member’s designated representative.

2.6.4.6.1.8. Explains the Member’s right to request a State Fair Heanng,
2.6.4.6.1.9. Describes how a Member can Appeal or file a Grievance.

2.64.6.1.10. Gives the circumstances under which expedited resolution of an Appeal is
available and how to request it.

2.6.4.6.1.11.  Explains the Member’s right to have benefits continue pending the resolution of
the Appeal, how to request that benefits be continued, and the circumstances
under which the Member may be required to pay the costs of continued services.

Exhibit A
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2.64.6.1.12.

A member’s right to the appeals process available under the CMHTA, when
applicable.

26.4.6.2. The Contractor shall give notice according to the following schedule:

2.6.4.6.2.1.

2.64.6.2.2.

2.6.4.6.2.3.

2.64.6.2.3.1.

2.64.6.2.3.2

2.6.4.6.2.3.3.

26.46.2.34.

2.6.46.2.3.5.

2.6.4.6.2.3.6.

2.6.4.6.2.3.7.
2.6.4.6.2.3.8.

2.6.4.6.2.3.9.
2.6.4.6.2.4.

2.6.4.6.2.5.

2.64.6.2.5.1.

2.64.6.25.2.

26462521

Exhibit A

At least ten (10) days before the date of action, if the adverse benefit determination
is a termination, suspension or reduction of previously authonzed Medicaid-
covered services.

As few as five (5) days prior to the date of adverse benefit determination if the
Contractor has verified information indicating probable beneficiary fraud.

By the date of adverse benefit determination when any of the following occur:
The recipient has died.
The Member submits a signed written statement requesting service termination.

The Member submits a signed written statement including information that
requires termination or reduction and indicates that the Member understands
that service termination or reduction will occur.

The Member has been admitted to an institution in which the Member 1s
ineligible for Medicaid services.

The Member’s address is determined unknown based on returned mail with no
forwarding address.

The Member is accepted for Medicaid services by another local junisdiction,
state, territory or commonwealth.

A change in the level of medical care is prescribed by the Member’s physician.

The notice involves an adverse determination with regard to preadmission
screening requiremnents.

The transfer or discharge from a facility will occur in an expedited fashion.

On the date of adverse benefit determination when the adverse benefit
determination is a denial of payment.

As expeditiously as the Member’s health condition requires, within ten (10)
calendar days following receipt of the request for service, for standard
authorization decisions that deny or limit services.

The Contractor may extend the ten (10) calendar day service authornzation
notice timeframe up to fourteen (14) additional days if the Member or the
Provider requests extension; or if the Contractor justifies a need for additicnal
information and shows how the extension is in the Member’s best interest.

If the Contractor extends the ten (10) day service authorization notice
timeframe, 1t must;

Make reasonable efforts to give the Member prompt oral notice of the delay.
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26462522 Give the Member written notice, within 2 calendar days, of the reason for the

decision to extend the timeframe and inform the Member of the nght to file
a grievance if he or she disagrees with that decision.

2.64.6.2523. Resolve the appeal as expeditiously as the Member's health condition

2.6.4.6.2.6.

2.64.6.2.7.

2.64.6.2.7.1.

26463

2.6.4.6.3.1.

2.64.6.3.2.

26464

26465,

2.64.6.6.

2.6.4.6.6.1.

2.64.6.7.

Exlubit A

requires and no later than the date the extension expires.

On the date that the timeframes expire, when service authorization decisions are
not reached within the applicable timeframes for either standard or expedited
service authorizations.

For cases in which a Provider, or the Contractor, determine that following the
standard authorization timeframe could seriously jeopardize the Member's life or
health or his/her ability to attain, maintain, or regain maximum function, the
Contractor shall make an expedited service authorization decision and provide
notice as expeditiously as the Members health condition requires and no later than
seventy-two (72) hours after receipt of the request for service.

The Contractor may extend the seventy-two (72) hours expedited service
authorization decision time period by up to fourteen (14) calendar days if the
Member requests an extension, or if the Contractor justifies a need for
additional information and how the extension is in the Member’s interest.

The Contractor shall allow Members, and Providers acting on behalf of a Member
and with the Member’s written consent, to file Appeals:

Within sixty (60) calendar days from the date of the Contractor’s notice of adverse
benefit determination,

Either orally or in wnting, and unless an expedited resolution is requested, follow
the oral filing with a written, signed, Appeal.

The Contractor shall ensure that oral inquiries seeking to Appeal an adverse benefit
determination are treated as Appeals, and confirmed in writing unless the Member
or the Provider requests expedited resolution.

If the Member, or Provider acting on behalf of the Member, orally requests an
expedited Appeal, the Contractor shall not require a written, signed Appeal
following the oral request.

The Contractor shall provide a reasonable opportunity for the Member to present
evidence and allegations of fact or law, in person as well as in wnting.

The Contractor shall ensure that decision makers on appeals of adverse benefit
determinations take into account all comments, documents, records, and other
information submitted by members or their representative without regard to
whether such information was submitted or considered in the initial adverse
benefit determination,

If the Member requests an expedited Appeal resolution, the Contractor shall inform
the Member of the limited time available to present evidence and allegations of fact
or law.
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2.64.6.8. The Contractor shall give the Member and the Member’s representative an
opportunity, before and during the Appeals process, to examine the Member’s case
file, including medical records and any other documents and records.

2.6.4.69. The Contractor shall consider the Member, the Member’s representative, or the legal
representative of a deceased Member’s estate as parties to an Appeal.

2.6.4.6.10. The Contractor shall ensure that decision makers on Appeals were not involved in
previous levels of review or decision-making nor were a subordinate of anyone who
was. The decision maker shall be a health care professional with clinical expertise
in treating the Member’s condition or disease if the Member is appealing a denial
that is based on lack of medical necessity

2.64.7. Resolution and Notification of Appeals

264.7.1. The Contractor shall resolve each Appeal and provide notice as expeditiously as the
Member’s health condition requires, and not exceeding ten (10) working days from
the day the Contractor receives the Appeal.

2.64.7.1.1. The Contractor shall ensure that decision makers on grievances and appeals of
adverse benefit determinations were not:

264.7.1.1.1. Involved in any previous level of review or decision-making.

2.64.7.1.1.2, Subordinates of any individual who was involved in a previous level of review

or decision-making.

264.7.1.2. The Contractor shall ensure that decision makers on appeals of adverse benefit
determinations take into account all comments, documents, records, and other
information submitted by members or their representative without regard to
whether such information was submitted or considered in the initial adverse
benefit determination.

264.72. The Contractor may extend the timeframe for processing an Appeal by up to
fourteen (14) calendar days if the Member requests;, or the Contractor shows that
there is a need for additional information and that the delay is in the Member’s best
interest, upon state request.

2.64.7.2.1, The Contractor shall provide the Member with written notice within two (2)
calendar days of the reason for any extension to the timeframe for processing an
Appeal that is not requested by the Member.

2.64.73. The Contractor shall establish and maintain an expedited review process for Appeals
when the Contractor determines from a request from the Member or when the
provider indicates, in making the request on the Member’s behalf or supporting the
Member’s request, that taking the time for a standard resolution could seriously
jeopardize the Member’s life or health or ability to attain, maintain, or regain
maximum function.

2.64.73.1. If the Contractor denies a request for expedited resolution of an Appeal, it shall
transfer the Appeal to the standard timeframe for Appeal resolution and give the
Member prompt oral notice of the denial and a written notice within two (2)
calendar days of receiving the request for expedited resolution.

Exhibit A
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264.73.2.

2.64.733.

2.64.7.34.

2.6.4.73.5.

26474,

2.64.75.

2.64.75.1.
2.64.7.52.
2.6.4.7.5.3.
2.64.754.

The Contractor shall resolve each expedited Appeal and provide notice as
expeditiously as the Member’s health condition requires, within (72) hours after
the Contractor receives the expedited Appeal request.

The Contractor may extend the timeframe for processing an expedited Appeal by
up to fourteen (14) calendar days if the Member requests the extension; or the
Contractor shows that there is need for additional information and that the delay
is in the Member’s best interest.

The Contractor shall provide the Member with written notice within two (2)
calendar days of the reason for any extension to the timeframe for processing an
expedited Appeal that 1s not requested by the Member.

The Contractor shall provide written notice, and make reasonable efforts to
provide oral notice, of the resolution of an expedited Appeal.

The Contractor shall provide written notice of the disposition of the Appeals
process, which must include the results and data of the Appeal resolution.

For Appeal decisions not wholly in the Member's favor, the Contractor shall include
the following:

Right to request a State Fair Hearing,
How to request a State Fair Hearing,
The right to continue to receive benefits pending a hearing,

Notice that the Member may be liable for the cost of any continued benefits if the
Contractor’s adverse benefit determination is upheld in the hearing.

2648 Continuation of Benefits and Services During an Appeal

26481
2.64.8.1.1.
2.64.8.1.2.
2.6.4.8.1.3.
2.648.14.
2.64.8.1.5.
2.64.8.1.5.1.
2.6.48.1.5.2.
Exhibit A

The Contractor shall continue the Member’s benefits while an Appeal is in process
if all of the following are met:

The Member 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 service.

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

The request for continuation of benefits is filed on or before the later of the
following:

Within ten (10) calendar days of the Contractor sending the notice of adverse
benefit determination, or

The intended effective date of the Contractor’s proposed adverse benefit
determination.
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26482

2.64.8.2.1.
2.64.8.2.2

2.6.4.8.2.3.
2.64.83.

26484

2.64.85.

2.6.4.8.6.

2649
2.64.9.1.

26492

2.64.93.

26494,

26.495.
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If, at the Member’s request, the Contractor continues or reinstates the Member’s
benefits while the appeal or State Fair Hearing i1s pending, the benefits shall be
continued until one of the following occurs:

The Member withdraws the Appeal or request for State Fair Hearing.

The Member does not request a State Fair Hearing and continuation of benefits
within ten (10) days from the date the Contractor mails an adverse Appeal
decision,

A state fair hearing decision adverse to the Member is made.

The Contractor may recover the cost of the continued services fumished to the
Member while the appeal was pending if the final resolution of the appeal upholds
the Contractor’s action.

The Contractor shall authorize or provide the disputed services promptly, and as
expeditiously as the Member’s health condition requires but no later than seventy-
two (72) hours from the date of reversal if the services were not furnished while the
Appeal was pending and if the Contractor or State Fair Hearing Officer reverses a
decision to deny, limit, or delay services.

The Contractor shall pay for disputed services received by the Member while the
appeal was pending, unless State policy and regulations provide for the State to
cover the cost of such services, when the Contractor or State Fair Hearing Officer
reverses a decision to deny authorization of the services,

The Contractor shall notify the requesting Provider and give the Member written
notice of any decision to deny a service authorization request, or to authonze a
service in an amount, duration, or scope that is less than requested.

State Fair Heanng

The Contractor shall allow a Member to request a State Fair Hearing. The Member
must exhaust the Contractor Appeal process before requesting a State Fair Hearing.
The Member has one hundred twenty (120) calendar days from the date of a notice
of an adverse Appeal resolution to request a State Fair Hearing,

The parties to the State Fair Hearing include the Contractor as well as the Member
and his or her representative or the representative of a deceased Member’'s estate.

If the Contractor does not adhere to the notice and timing requirements regarding a
Member’s Appeal, the Member is deemed to have exhausted the Appeal process and
may request a State Fair Hearing.

The State’s standard timeframe for reaching its decision on a state fair hearing
request is within ninety (90) days of the date the Member filed the appeal with the
Contractor if the Member filed initially with the Contractor, excluding the days the
Member took to subsequently file for a State Fair Hearing, or the date the Member
filed for direct access to a State Fair Hearing,

The Contractor shall participate in all State Fair Hearings regarding Appeals and
other matters arising under this contract.
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2.6.4.10. Expedited State Fair Hearing

2.64.10.1. When the appeal was heard first through the Contractor’s appeal process, the Office
of Appeals shall issue a Final Agency Decision for an expedited State Fair Hearing
decisions as expeditiously as the Member's health condition requires, but no later
than three (3) calendar days from the Department’s receipt of a heaning request for
a demal of service that:

2.6.4.10.1.1.  Meets the criteria for an expedited appeal process but was not resolved with the
Contractor’s expedited appeal timeframes; or

2.6.4.10.1.2,  Was resolved wholly or partially adversely to the enrollee using the Contractor’s
expedited appeal imeframes.

2.6.5. Member Services
2651, Policies and Procedures

265.1.1.  The Contractor shall have written policies and procedures to implement the
requirements of this section,

2652 Member Input

26521 The Contractor shall seek Member input on all policies and procedures related to
member services.

2653 Cultural Competency

26531 The Contractor shall offer and provide language assistance services in all languages,
including bilingual staff speaking the prevalent language(s) and interpreter services,
at no cost to each Member with limited English proficiency. Language assistance
services shall be available at all points of contact, in a timely manner and during all
hours of operation.

2.6.5.3.1.1. Customer service telephone functions must easily access interpreter or bilingual
services.
26532 The Contractor shall provide language assistance services when a Member asks. The

Contractor shall also make verbal offers and provide written notices to Members
informing them of the right to receive language assistance services. The services
shall be given in the prevalent non-English languages as established by the State.

26533, The Contractor shall ensure the competence of language assistance provided to
limited English proficient Members by interpreters and bilingual staff. Family and
friends shall not be used to provide interpretation services (except upon the
Member’s own request).

26534 The Contractor shall make Member-related materials (including, but not limited to
correspondences and newsletters) available at a sixth grade reading level and
comparable numeracy level and shall post all signage in all prevalent languages.

26.53.5. Communications with Members, who prefer to receive communications (oral and
written) in one of the prevalent languages, shall be given in that preferred language
and without burdening the Member with the need to ask for a translation.
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2.6.5.3.6. If the Contractor chooses to provide required information electronically to
Members, the information must be:
2.6.5.3.6.1. In a format that 1s readily accessible.
2.6.5.3.6.2. Placed in a location on the Contractor's website that is prominent and readily
accessible.
2.6.5.3.6.3. Provided in an electronic form which can be electronically retained and printed.
2.6.5.3.64. Consistent with content and language requirements.
2.65.3.7  The Contractor shall notify Members that electronic information is available in
paper form without charge upon request.
26538 The Contractor shall provide, upon request, electronic information in paper form
within 5 business days.
2.6.5.4.  Wraparound Benefits
2654.1. The Contractor shall inform Members about the existence of, and how to obtain,
Medicaid Wraparound Benefits.
2.6.5.5. Prevalent Languages
265.5.1. Spanish 1s the only non-English prevalent language under this agreement for the
Service Area.
2.6.5.6.  Altemnative Formats
2.6.5.6.1, The Contractor shall have a mechanism to provide alternative formats of all written
materials to Members. Altemative formats include large print, Braille, audio tape
and other appropriate materials that take into consideration the special needs of the
Member who requests information in an alternative format.
2.6.57.  Member Handbook
2.65.7.1. Within thirty (30) days of initial enrollment the Contractor shall distribute to each
new Member a Member handbook that comports with Department's model Member
handbook. Annually thereafter, Contractor shall mail each Member a notice that
specifies how to request a new copy of the handbook, if desired.
2.65.7.1.1. The Member handbook serves as a summary of benefits and coverage and must
include information that enables the enrollee to understand how to effectively use
the managed care program. The Member handbook must include the following
information:
2.6.57.1.1.1. On benefits provided by the Contractor. This includes information about the

Early and Periodic Screening, Diagnostic and Treatment (EPSDT) benefit and
how to access component services if Members under age 21 are entitled to the
EPSDT benefit.

2.6.5.7.1.1.2. About how and where to access any benefits provided by the Department,

Exhibit A

including EPSDT benefits delivered outside the covered benefits listed in
Section 2.2, of this Contract.
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2.6.5.7.1.1.3.

2.6.5.7.1.14.

2.6.5.7.1.1.5.

26.5.7.1.1.6.

26.5.7.1.1.7.
2.65.7.1.1.8.
26.5.7.1.1.9.
2.6.5.7.1.1.10.
26.5.7.1.1.1L
265.7.1.1.12.

2.6.5.7.1.1.13.
2.6.5.7.1.1.14.

2.6.5.7.1.1.15.
2.6.5.7.1.1.16.

26.57.11.16.1.
2657.1.1.162

265.7.1.1.163.

26571.1.164.

26.5.71.1.165.

26.5.7.1.116.6.

2.6.5.7.1.1.17.
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About cost sharing on any benefits provided by the Department that are outside
the covered benefits listed in Section 2.2, of this Contract.

About how transportation i1s provided for any benefits provided by the
Department that are outside the covered benefits listed in Section 2.2. of this
Contract.

The amount, duration, and scope of covered benefits listed in Section 2.2. of
this Contract in sufficient detail to ensure that Members understand the benefits
to which they are entitled.

Procedures for obtaining benefits, including any requirements for service
authonzations and/or referrals for specialty care and for other benefits not
furnished by the enrollee's PCP.

The extent to which, and how, after-hours care is provided.

How emergency care is provided.

Information regarding what constitutes an emergency medical condition.
Information regarding what constitutes an emergency service.

The fact that prior authorization is not required for emergency services.

The fact that the Member has a right to use any hospital or other setting for
emergency care.

Any restrictions on the Member's freedom of choice among network providers.

The extent to which, and how, Members may obtain benefits from out-of-
network providers.

Any cost sharing for covered benefits listed in Section 2.2. of this Contract.
Member rights and responsibilities, including the Member’s right to:
Receive information on beneficiary and plan information.

Be treated with respect and with due consideration for his or her dignity and
privacy.

Receive information on available treatment options and alternatives,
presented in a manner appropriate to the Member's condition and ability to
understand.

Participate in decisions regarding his or her health care, including the right to
refuse treatment.

Be free from any form of restraint or seclusion used as a means of coercion,
discipline, convenience or retaliation.

Request and receive a copy of their medical records and request that they be
amended or corrected.

Grievance, appeal, and state fair hearing procedures and timelines, as stipulated
in Section 2.6.7.2. of this Contract.
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2.6.5.7.1.1.18.
2.6.5.7.1.1.19.

2.6.5.7.1.1.20.

How to exercise an advance directive.

How to access auxiliary aids and services, including additional information in
alternative formats or languages.

The toll-free telephone number for Member services.

2.6.5.7.1.1.21.  The toll-free telephone number for medical management.

2.6.5.7.1.1.22,

2.6.5.7.1.1.23.
2.6.5.7.1.1.24.

The toll-free telephone number for any other unit providing services directly to
Members.

Information on how to report suspected fraud or abuse.

Any other content required by the Department.

2.6.5.7.1.1.25.  Inthe case of a counseling or referral service that the Contractor does not cover

2.65.7.1.1.25.
2.6.5.7.1.1.25.

2.65.7.2.

2.6.5.7.2.1.

2.6.5.73.

2.6.5.7.4.

2.6.5.7.5.

2.6.5.7.6.

2.6.5.7.7.

because of moral or religious objections, the Contractor inform Members:
1. That the service is not covered by the Contractor.

2. How Members can obtain information from the Department about how to
access those services.

The Contractor shall notify Members by mail , at least 30 days before the intended
effective date of the change, whenever a substantial change is made to the Member
handbook.

For purposes of this requirement, a substantial change is one that would impact a
member’s ability to obtain services or exercise their rights.

The Contractor shall make the information contained in the Member handbock
available on the Contractor’s web site for viewing.

The Contractor is encouraged to distribute the handbook electronically via email or
web download in lieu of paper delivery to those Members who request it.

The Contractor shall evaluate the web version of the Member handbook for
understandability and usefulness including font size, reading level, intuitive content
organization, ease of navigation and alternative language format.

The Contractor shall ensure that web materials are able to produce printer-friendly
copies of the information.

If the Department ceases to delegate Member handbook responsibilities to the
Contractor pursuant to this Contract during the contract period, the Department will
issue notice to the Contractor. Notwithstanding the foregoing, the Contractor shall
continue to make the information contained in the Member handbook available on
the Contractor’s web site for viewing.

2.6.5.8. Provider Directory

26581

Exhibit A

For each of the following provider types covered under this Contract (physicians,
including specialists; hospitals; pharmacies; behavioral health providers; and Long-
Term Services and Supports (LTSS) providers, as appropriate), the Contractor Shall
make the following information on the Contractor’s network providers available to
Members in electronic form and in paper form upon request:
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2.6.5.8.1.1.
2.6.5.8.1.2.
2.6.58.1.3.
2.6.58.14.
2.6.5.8.1.5.
2.6.5.8.1.6.
2.6.5.8.1.7.

2.6.5.8.1.8.

26582
26583

26584,

2659,

2659.1.

26592
265.10.
265101

2.6.5.10.1.1.
2.6.5.10.1.2.

2.6.5.10.1.3.

2.6.5.10.1.4.

265102
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Names, as well as any group affiliations.

Street addresses.

Telephone numbers.

Website URLS, as appropriate.

Specialties, as appropnate.

Whether network providers will accept new Members.

The cultural and linguistic capabilities of network providers, including languages
(including ASL) offered by the provider or a skilled medical interpreter at the
provider's office, and whether the provider has completed cultural competence
training.

Whether network providers' offices/facilities have accommodations for people
with physical disabilities, including offices, exam room(s) and equipment.

The paper provider directory must be updated at least monthly.

The electronic provider directory must be updated no later than 30 calendar days
after the Contractor receives updated provider information.

The Contractor shall makes its provider directories available on the Contractor’s
website in a machine readable file and format as specified by the Secretary.

Notice of Privacy Practices

Upon initial enrollment, and annually thereafter, the Contractor shall distnibute to
each Member a copy of the notice of privacy practices. The notice shall comply
with 45 CFR §164.520.

The Contractor may include the notice in or with the Member handbook.

Advance Directives

At the time of initial enrollment, the Contractor shall provide written information to
adult Members with respect to advance directives policies, and include:

A description of applicable State law

The Contractor’'s advance directives policies, including a description of any
limitations the Contractor places on the implementation of advance directives as
a matter of conscience.

Instructions that complaints conceming noncompliance with advance directives
requirements may be filed with the Colorado Department of Public Health and
Environment.

Notice that Members have the nght to request and obtain this information at least
once per year.

In the event of a change in State law the Contractor shall reflect these changes to its
advance directives information no later than ninety (90) days after the effective date
of the change.
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2.6.5.103.

2.6.5.10.4.

2.6.5.10.5.

The Contractor shall maintain written policies and procedures on advance directives
for all adults receiving medical care by or through the Contractor.

The Contractor shall not condition the provision of care or otherwise discriminate
against an individual based on whether or not the individual has executed an advance
directive.

The Contractor shall educate staff concerning its policies and procedures on advance
directives.

2.6.5.11. Distribution of Statements

2.65.111.

2.65.11.2.

The Contractor shall distribute statements of Members’ rights and responsibilities
to Members in the Member Handbook. The Contractor shall post these Statements
on its website.

The Contractor shall ensure that web materials are able to produce printer-friendly
copies of the information.

2.6.5.12. Distribution of Practice Guidelines

2.65.12.1.

The Contractor shall disseminate, at no cost, practice guidelines to all Members and
potential Members, upon request.

2.6.5.13, Member Materials

2.6.5.13.1.

2.6.5.13.2.

2.6.5.13.3.

2.6.5.13.3.1.

2.65.13.4.

2.6.5.13.5.

2.6.5.13.6.
2.6.5.13.6.1.
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The Contractor shall ensure that all Member handbooks, infermational materials and
instructional materials are provided in a manner and format in line with a sixth (6th)
grade reading level and comparable numeracy level.

The Contractor shall ensure that all vital matenals are translated into the prevalent
languages in Section 2.6.5.5. of the Contract and are available for immediate
dissemination in that language.

At a minimum, wvital matenal include notices of action, consent forms,
communications requiring a response from the Member, and all grievance, appeal
and requests for State fair hearing information.

The Contractor shall make its wntten matenals that are critical to obtaining
services, including, at a minimum, provider directories, enroliee handbooks,
appeal and grievance notices, and denial and termination notices available in the
prevalent non-English languages identified in Section 2.6.8.5. of the Contract.

The Contractor shall ensure that all Member handbooks, informational matenals and
instructional materials conform to the design and layout specifications of the
publication Writing and Designing Print Materials for Beneficianes: A Guide for
State Medicaid Agencies, published by CMS.

The Contractor shall not misrepresent or falsify information furished to Members
or potential Members.

The contract shall ensure the following regarding written materials:

Are available in alternative formats upon request of the potential enrollee or
enrollee at no cost
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2.6.5.13.6.2.

2.6.5.13.6.3.

2.6.5.13.7.

265138

265139

2.6.5.139.1.
2.6.5.13.9.2.

2.6.5.13.9.3.

2.6.5.13.10.
2.6.5.13.10.1.

2.6.5.13.10.2,

2.6.5.13.10.3.

2.6.5.13.104.

2651311

Include taglines in the prevalent non-English languages in the state, as well as
large print, explaining the availability of written translation or oral interpretation
to understand the information provided.

Include taglines in the prevalent non-English languages in the state, as well as
large print, explaining the availability of the toll-free and Teletypewriter
Telephone/Text Telephone (TTY/TDY) telephone number of the MCP's
Member/customer service unit.

The Contractor shall make auxiliary aids and services available upon request of the
potential Member or Member at no cost.

The contractor shall make interpretation services, including oral interpretation and
the use of auxihary atds such as TTY/TDY and American Sign Language (ASL),
free of charge to each Member.

The Contractor shall notify its Members that:

Oral interpretation is available for any language, and how to access those services.

Written translation is available in prevalent languages, and how to access those
services.

Auxiliary aids and services are available upon request at no cost for enrollees with
disabilities, and how to access those services

The Contractor shall do the following in relation to written matenals:

Provide all written materials for potential Members and Members in a font size
no smaller than 12 point.

Make written materials for potential Members and Members available in
alternative formats in an appropnate manner that takes into consideration the
special needs of enrollees or potential enrollees with disabilities or limited English
proficiency.

Make written materials for potential Members and Members available through
auxiliary aids and services in an appropriate manner that takes into consideration
the special needs of Members or potential Members with disabilities or limited
English proficiency.

Include on all written matenals a large print tagline and information on how to
request auxiliary aids and services, including matenals in alternative formats.

The Contractor shall ensure that all Member materials are compliant with 42 CFR
438.10.

2.6.6. Member Rights

2.6.6.1.  The Contractor shall have written policies guaranteeing each Member's right to be
treated with respect and due consider for his or dignity and pnvacy.

2.6.6.2.  The Contractor shall post and distribute Member nghts to individuals, including but
not limited to:

26621

Exhibit A

Stakeholders.
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26622
266.2.3.
2.6.6.24.
2.6.6.2.5.
2.6.6.3.

2.66.4.

Providers.
Member’s families.
Members.

Case workers.

The Contractor shall ensure that its providers and subcontractors provide information
to Members and families regarding Member nghts, grievances and appeals, available
services, access to care standards, and other important information requested by the
Department. The Contractor shall also ensure that all providers and subcontractors
distribute information to Members and families regarding the role and duties of the
Contractor.

The Contractor shall have wrtten policies guaranteeing each Member’s right to
receive information on available treatment options and alternatives, presented in a
manner appropriate to the Member’s condition and ability to understand.

267, Member Information

26.7.1.
2.6.7.1.1.

26.7.1.2
267.1.3.

2.6.7.1.4.

2.6.7.1.5.

2.6.7.1.6.

2.6.7.1.7.

2.6.7.1.8.
26719

2.6.7.1.10.

2.67.1.11.
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The Contractor shall provide Member information that includes, but is not limited to:

The names, locations, telephone numbers or, and non-English languages spoken by
current contracted providers in the Enrollee’s service area, including identification
of providers that are not accepting new patients. This includes at a minimum,
information specialists and hospitals

Any restrictions on the Enrollee’s freedom of choice among network providers.

The right to be treated with respect and due consideration for their dignity and
privacy.

The right to receive information on available treatment options and alternatives,
presented in a manner appropriate to the Member’s condition and ability to
understand.

The right to participate in decisions regarding their health care, including the right
to refuse treatment,

The right to be free from any form of restraint or seclusion used as a means of
coercion, discipline, convenience or retaliation.

The right to request and receive a copy of their medical records and request that they
be amended or corrected.

The right to obtain available and accessible services under the Contract.

Freely exercise his or her rights wath the Contractor or its providers treating the
Enrollee adversely.

The amount, duration, and scope of benefits available under the contracts in
sufficient detail to ensure that Enrollees understand the benefits to which they are
entitled.

Procedures for obtaining benefits, including authorization requirements.
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267.1.12.

2.6.7.1.13.

2.6.7.1.13.1.

26.7.1.13.2.

2.6.7.1.13.3.

2.6.7.1.13.4.
2.6.7.1.13.5.

2.6.7.1.13.6.

2.6.7.1.13.7.

2.6.7.1.13.8.

267.1.14

26.7.1.15.

Exhibit A

Extent to which, and how, Enrollees may obtain benefits from out-of-network
providers.

Extent to which, and how, after hours and emergency coverage are provided. This
information must include at least the following:

An explanation that an emergency medical condition means a medical condition
manifesting itself by acute symptoms of sufficient severity (including severe pain)
that a prudent layperson, who possesses an average knowledge of health and
medicine, could reasonably expect the absence of immediate medical attention to
place the health of the individual (or with respect to a pregnant woman, the health
of the woman or her unborn child) in serious jeopardy, result in serious
impairment to bodily functions, or cause serious dysfunction of any bodily organ
or part.

An explanation that emergency services means covered inpatient and outpatient
services that are furnished by a provider that is qualified to fumish these services
under Medicaid and needed to evaluate or stabilize an emergency medical
condition.

An explanation that post stabilization care services means covered services,
related to an emergency medical condition that are provided after an Enrollee is
stabilized in order to maintain the stabilized condition or to improve or resolve
the enrollee’s condition when the Contractor does not respond to a request for pre-
approval within one (1) hour, the Contractor cannot be contacted, or the
Contractor’s representative and the treating physician cannot reach an agreement
concerning the Member’s care and an MCE physician is not available for
consultation.

The fact that prior authonzation is not required for emergency services.

The process and procedures for obtaining emergency services, including use of
the 911 -telephone system or its local equivalent.

The locations of any emergency settings and other locations at which providers
and hospitals fumnish emergency services and post stabilization services covered
under the contracts.

The fact that the Member has the nght to use any hospital or other setting for
emergency care.

How and where to access any benefits that are available under the State Plan but
not covered under the Contract, including cost sharing and how transportation is
provided.

How to locate information and updates to the Colorado Prescription Drug List (PDL)
program.

An explanation that the Member will not be responsible for fees or copayments for
services covered by the Contract.
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26.72.  In accordance with Section 2.6.5. of this Contract the Contractor shall provide
information to Members on grievance, appeal and state fair hearing procedures and
timelines. The description shall include at least the following:

2.6.7.2.1. Enrollees’ rights to a state fair hearing.

26722 The method for obtaining a state fair hearing.

2.67.23. The rules that govern representation at the state fair hearing,

2.6.7.2.4. Member’s right to file grievances and appeals.

2.6.7.2.5. Requirements and timeframes for filing a gnevance or appeal.

26,726, Availability of assistance for filing a gnevance, appeal, or state fair hearing.
2.6.72.7. The toll free number the enrollee can use to file a grievance or appeal by phone.

26.7.28. The fact that benefits will continue, when requested by the Member, if the Member
files a timely appeal or state fair hearing request.

2.6.7.2.8.1. If the action is upheld the Member may be liable for the cost of any continued
benefits.

26729 Any appeal rights the State makes available to providers to challenge the failure of
the organization to cover a service.

2.6.73.  The Contractor shall provide other necessary information to Members and their
families, as determined by the Department. This information shall include, but not be

limited to:
2.6.7.3.1. The Child Mental Health Treatment Act (CMHTA).
26732 EPSDT.
26.7.3.3. Community resources.

2.6.73.4 Member rights.

2.6.74.  Upon request the Contractor shall provide information on the structure and operation
of the Contractor.

2.68.  Ombudsman for Medicaid Managed Care

2.68.1.  The Contractor shall utilize and refer Members to the Ombudsman for Medicaid
Managed Care to assist with problem-solving, gnevance resolution, in-plan and
administrative law judge hearing level appeals, and referrals to community resources,
as appropriate.

2682 The Contractor shall share PHI, with the exception of psychotherapy notes or SUD
related diagnoses or services, with the Ombudsman upon request, without requiring a
signed release of information or other permission from the Member, unless the
Contractor has previously obtained written and explicit instructions from the Member
not to share information with the Ombudsman.

2.6.8.3.  The Contractor shall create a policy outlining these requirements that can be easily
distributed to providers, subcontractors, advocates, families, and Members.
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26831 DELIVERABLE: Ombudsman Policy.
26832 DUE: Within thirty (30) days after the Operational Start Date.
2.69.  Website

2.69.1.  The Contractor shall develop and maintain a customized and comprehensive website
that provides on-line access to general customer service information that includes, but
is not limited to:

2.69.1.1. Contractor’s contact information.

26912 Member rights and handbooks.

26913 Grievance and appeal procedures and rights.
26914 General functions of the Contractor.
2.69.1.5. Trainings.

2.69.1.6. Provider directories and contact information.
26917 Access to care standards.

2692 Contractor shall organize the website to allow for easy access of information by
Members, family members, providers, stakeholders, and the general public in
compliance with the Americans with Disabilities Act (ADA).

2.6.93.  The Contractor shall use their website in innovative ways in order to achieve greater
efficiencies with providers, stakeholders, Members, and family members.

2.6.10. Provider Termination

2.6.10.1.  The Contractor shall make a good faith effort to give wntten notice within fifteen (15)
days when a member's primary care Provider (or a Provider that they saw on a regular
basis) terminated.

2.7. REGION SPECIFIC REQUIREMENTS
2.7.1.  Integration
2.7.1.1. In addition to the requirements described in Section 2.4, the Contractor shall:

2. TELE Implement the six (6) strategies (that align with the Vermont Blueprint for Health)
to further integration efforts in its region.

T2, Establish Members with a Patient-Centered Medical Home (PCMH) or the closest
available alternative.

2.7.1.1.2.1. For those PCMHs with established integrated behavioral health capacity, the
Contractor shall help with referrals for Members with particularly complex
behavioral health care needs and/or those in need of specialty services or in-
patient substance use disorder treatment.

2.7.1.1.2.2. For PCMHs with less robust integrated programs the Contractor shall;

2.7:1.1.2.2:0 Provide technical assistance to develop an integrated program for larger
practices.
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2.7.1.1.2.2.2. Fill in the gaps with a trained workforce including Integrated Care Managers
and telehealth innovations for smaller and/or rural practices which may not be
able to support the entire spectrum of on-site staff (care managers, behavioral
health providers, psychiatrists, etc.).

2.7.1.1.3. Work towards helping PCMHs develop the highest level of integration possible,
with the Contractor filling in with resources and technologies where the practices
are not yet ready.

27.1.14. Streamline data integraton with their RCCO partners by deploying a web based
Member-centered plan that incorporates all information important for integrated
care coordination {medical, behavioral, pharmacy, health risk assessments, wellness
and crisis plans, and advanced directives) with Web-based accessibility by all
treating Providers and care coordinators.

2.72.  Members involved with the Correctional System
2.7.2.1. In addition to the requirements described in Section 2.4.2.4.2.5, the Contractor shall:
272.1.1. Implement Justice Connect.

272.1.2 Offer the correctional systems throughout the South/West Service Area access to
Justice Connect as a tool for coordinating services across systems.

2.7.2.1.3. Hire a full-time Correctional Services Coordinator (CSC) as the single point of
contact for working with correctional facilities.

2.73.  Members residing in Long-Term Care/Nursing Facilities
2.7.3.1. In addition to the requirements described in Section 2.4.2.4.2.1, the Contractor shall:

27311 Provide a long-term care hotline which will be linked directly to staff specializing
in providing solutions to issues experienced by Members in the long-term care
system, as well as problem solving for complex situations.

2.74.  Female Medicaid Members for a period of one year Post-Partum
2.74.1.  In addition to the requirements described in Section 2.4.2.4.2.6, the Contractor shall:
2.74.1.1. Provide referral information to those in contact with new mothers.

27412 Make educational and outreach materials in English and Spanish available to female
Members. These materials shall describe the link between psychological concerns
and post-partum status, and provide contact information if there are further
questions or if the Member would like an appointment for services.

2.74.1.3. The Contractor shall work with area agencies to provide outreach to Members who
are expecting or recently have had a baby.

2775.  Access to Care
2.75.1.  In addition to the requirements described in Section 2.5.8, the Contractor shall:

275.1.1 Deploy automated appointment and prescription reminders (through its Health
Alerts System) and target 1dentification of gaps in care to improve care coordination
(through its Clinical Care Alerts system).
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2.7.6.  Service Planning
2.76.1.  Inaddition to the requirements described in Section 2.5.11, the Contractor shall:
2.76.1.1. Implement the Mental Health-Child Welfare Learning Community.

2.76.1.2 Organize and offer annual live training events in at least three (3) sub-regions within
its service area.

2.76.1.3. Offer at least four (4) web-based training programs per year for those county case
workers who cannot attend one of the live training events.

2.7.6.1.3.1. Both the live and web-based training shall provide county caseworkers with an
opportunity to learn about how to access behavioral health and substance use
disorder services through the BHO, access to care standards, available services,
the Provider Network and other topics of relevance.

27614 Provide a forum to counties to address questions and concems and to share the
Contractor’s foundational treatment philosophies related to trauma informed care,
family-centered care and recovery and resiliency.

2.77.  Special Populations/Special Health Care Needs
2.1, In addition to the requirements described in Section 2.4.2 4.2 4, the Contractor shall:

2.77.1.1. Identify all care coordinators and case managers (RCCO, primary care practice,
SEP, DHS, etc.) involved in each Member’s care and facilitate the designation and
documentation of a single lead care manager who will “coordinate the coordinators.”

2.8. OUTCOMES, QUALITY ASSESSMENT AND PERFORMANCE
IMPROVEMENT

2.8.1.  For all covered services, the Contractor shall maintain an outcome, quality assessment
and performance improvement program that complies with 42 C.F.R. Subpart E.

2.82.  The Contractor shall monitor its providers’ performance on an ongoing basis and hold
them accountable to a formal review according to a periodic schedule. The formal review
shall be consistent with industry standards or State managed care laws and regulations.

2821 The Contractor may use standard sampling and problem-provider targeting to maintain
and improve Provider performance.

2.83.  The Contractor shall allow the Department or its designee to conduct surveys, reviews,
and audits of providers in the Contractor’s network at any time to ensure quality services
are being provided to Members and contractual requirements or federal and state rules
and regulations are being followed.

2.84. Practice Guidelines

2841 The Contractor shall adopt practice guidelines that consider the needs of its Members
and are based on valid and reliable clinical evidence or a consensus of health care
professionals in the particular field.

2.84.2.  The Contractor shall adopt, and update periodically as appropriate, practice guidelines
in consultation with contracting healthcare professionals.
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2.84.3.  The Contractor shall disseminate the practice guidelines to all affected Providers and,
upon request, to Members and potential Members.

2844, Decisions regarding utilization management, member education, coverage of services,
and other areas to which practice guidelines apply should be consistent with such
practice guidelines.

2.8.5.  Performance Improvement Projects

2.85.1.  The Contractor shall have a minimum of one (1) performance improvement project
(PIP) chosen by the Department, and the second PIP, if done, shall be identified by the
Department at a future date.

2.851.1. PIPs will be validated by the Department’s external quality review organization
(EQRQ). The primary objective of the PIP validation is to determine compliance
with requirements set forth in 42 CFR § 438.330(d), including;

2.8.5.1.1.1. Measurement and intervention to achieve significant improvement, where
mathematically possible, sustained over time in clinical and non-clinical care
areas expected to have a favorable effect on health outcomes and member
satisfaction,

28.5.1.1.2. Mechanisms to detect both under-utilization and over-utilization of services.

2.85.1.1.3. Mechanisms designed to assess the quality and appropriateness of care furnished
to members with special health care needs.

285.1.1.4. Measurement of performance using objective valid and reliable quality indicators.
2.85.1.1.5. Implementation of system interventions to achieve improvement in quality.
2.8.5.1.1.6. Empirical evaluation of the effectiveness of the interventions.

2852  The Contractor shall summarize the status and results of each performance
improvement project in the annual quality report and when requested by the
Department. The status and results of each performance improvement project shall be
submitted in sufficient detail to allow the Department and/or its designee to validate
the projects. The Contractor shall participate in data sharing, as well as outcomes and
interventions in an annual PIP conference.

2.8.6. Performance Incentives

2.8.6.1.  The Contractor shall work with the Department to develop a mutually agreed upon

performance incentive program that is minimally based on the performance measures
in Exhibit G-2 of the Contract.

286.1.1. Initiation of the mutually agreed upon performance incentive program described in
Exhibit L is at the sole discretion of the Department.

287 Performance Measures
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2871,

The Contractor shall participate in the annual measurement and reporting of the
performance measures required by the Department, with the expectation that this
information will be placed in the public domain. The Contractor shall calculate
additional performance measures when they are developed and required by CMS or
the Department. The current required performance measures will be provided by the
Depariment. The Contractor shall work with the Department to develop agreed-upon
measurement criteria, reporting frequency and other components of this requirement.

2.88.  RCCOs and physical health/integration efforts and outcomes

2881

288.1.1

28812
288.13.
2.88.14.

2882
28383

The Contractor shall submit an Integration Report on the progress of each integration
strategy identified in Section 2.4.2.3. The report shall be submitted to the Department
on a quarterly basis and will include:

Each strategy to increase the integrated care competencies of providers in the
network;

Summary of the supporting activities and results of each strategy;
Updated reporting for each measurable goal, as applicable;

Any new strategies, efforts, and/or lessons leamed related to integrated care efforts
in the region,

DELIVERABLE: Integration Report.
DUE: Quarterly by September 30", December 31*, March 31* and June 30™.

289 Colorado Client Assessment Record

2891

2:.8.8.1:];
289.1.1.1.

2.89.1.1.2.

2.89.1.1.3.

28912

2892

The Contractor’s provider network shall comply with the current Colorado Client
Assessment Record (CCAR) policy which is as follows:

An “admission”” CCAR must be completed upon a Member receiving:

Six (6) or more short-term, non-chronic behavioral health services, listed in
Exhibit H-2, during any continuous six-month period in an integrated care setting.

Four (4) or more mental health service encounters during any continuous six-
month period in a non-integrated care setting,

The CCAR Exempt Procedure Codes listed in Exhibit H-2 do not count toward
the total number of services received within a six-month period.

Providers may voluntarily administer CCARs to Members who receive fewer than
four (4) service encounters.

The Contractor shall submit an electronic file of all completed CCAR tools to the
Department and/or designee (e.g., Office of Behawvioral Health) in a format determined
by the Department or its designee. If changes to the CCAR are made, the Contractor
shall implement all changes. At the Department’s request, the Contractor shall
participate and collect the Drug/Alcohol Coordinated Data System (DACODS) for
Members with a substance use disorder diagnosis

2.8.10. Member Satisfaction
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2.8.10.1.

2.8.10.2.

The Contractor shall monitor Member perceptions of well-being and functional status,
as well as accessibility and adequacy of services provided by the Contractor.

Upon direction by the Department, the Contractor shall conduct a survey in
collaboration with the OBH. The Department is considering the use of the ECHO 3.0
Adult and the ECHO 3.0 Child/Parent survey tool as part of this data collection effort,
and should the Department decide to use those tools, the Contractor shall implement
all necessary changes to its policies and procedures necessary for the use of those tools
and shall use those tools as directed by the Department.

2.8.11. Quality of Care Issues

28111

28.11.2

2.8.11.2.1.
281122
28.11.23,

2.8.11.2.4.

2.8.11.2.4.1
2.8.11.242
2.8.11.243

2.8.11.2.5.
2.8.11.26.

281127

2811.28.

28.11.2.8.1.
2.8.11.2.8.2.
2.8.11.2.8.3.
28.11.2.84.
2.8.11.2.8.5.

Exhibit A

For the purpose of this section Quality of Care (QOC) concerns includes Department-
raised concerns, Provider-raised concerns or  Contractor-discovered
concerns. Member complaints about care are not QOC concerns under this section
and should be processed as grievances, unless the Department instructs otherwise.

When a QOC concemn is raised, the Contractor shall investigate, analyze, track, trend
and resolve QOC concems by doing the following:

Sending an acknowledgement letter to the originator of the QOC concemn.
Investigating the QOC issue(s).

Conducting follow-up with the Member to determine if the Member’s immediate
health care needs are being met.

Sending a QOC resolution letter to the originator of the QOC concern. Thus letter
shall include, at a minimum:

. Sufficient detail to foster an understanding of the QOC resolution.

. A description of how the Member’s health care needs have been met.

. A contact name and telephone number to call for assistance or to express any
unresolved concerns.

Referring QOC issues to the Contractor’s peer review committee, when appropriate.

Referring or reporting the QOC issue to the appropriate regulatory agency and Child
or Adult Protective Services for further research, review or action, when appropnate.

Notifying the appropnate regulatory or licensing board or agency when the
affiliation of a mental health care professional or qualified service provider 1s
suspended or terminated due to quality of care concerns.

Documenting the incident in a QOC file. This file shall inciude, at a minimum:
The name and contact information of the onginator of the QOC concern.
A description of the QOC concem including issues, dates and involved parties.
All steps taken during the QOC investigation and resolution process.
Corrective action(s) implemented and their effectiveness.
Ewvidence of the QOC resolution.
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2.8.11.2.8.6. A copy of the acknowledgement and resolution letters.

2.8.11.2.8.7.  Any referral made by the Contractor to peer review, a regulatory agency or a
licensing board or agency.

2.8.11.2.8.8.  Any notification made by the Contractor to a regulatory or licensing agency or
board.

2.8.11.3. Foralleged QOC concerns involving Physician Providers, the Contractor shall use the
process of its professional review committee, as set forth in § 12-36.5-104, CR.S.

2.8.11.4. The Contractor shall submit a letter to the Department, upon request, that includes a
brief description of the issue, the efforts that the Contractor took to investigate the
issue and the outcome of the review.

28.11.4.1.  The description of the outcome shall include whether the issue was found to be a
QOC issue and what action the Contractor intends to take with the Provider(s)
involved.

2.8.11.42.  Theletter shall not include the names of the persons conducting the investigation or
participating in a peer review process.

2.8.11.4.3. If the Contractor refers the matter to a peer review process, it shall inform the
Department of the referral.

28.11.44.  The complete letter shall be sent to the Department within ten (10) Business Days
of the Department's request. Upon request from the Contractor, the Department may
allow additional time to investigate and report.

2.8.11.4.4.1. DELIVERABLE: QOC Description Letter.
2.8.11442  DUE: Within ten (10) Business Days of the Department’s Request.

28115  The Contractor shall have a system for identifying and addressing all alleged quality
of care concerns, including those involving physician providers, and shall take action
as necessary to address all confirmed quality of care concems.

2.811.5.1. The Contractor may use the process of its professional review committee, as set
forth in Section 12-36.5-104 C.R S., when a quality of care concern is brought to its
attention. The Contractor shall not disclose any information that 1s confidential by
law.

2.8.11.5.1.1. DELIVERABLE: Quality of Care Concerns Process.
2.8.11.5.1.2. DUE: Within thirty (30) days following the Operational Start Date.
2812 Quality Improvement Committee

2.8.12.1. The Contractor shall have its Quality Improvement Director or their designee
participate in the Department’s Behavioral Health Quality Improvement Committee
(BQuIC), to provide input and feedback regarding quality improvement priorities,
performance improvement topics, measurements and specifics of reporting formats
and time frames, and other collaborative projects.

2.8.12.2. The Contractor shall collaborate with the Department and the Department’s EQRO
vendor to implement a provider survey to support an additional quality data element.
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2.8.13. Health Information Systems

2.813.1.

2.8.13.1.1.
2813.1.2
2813.13.
28.13.1.4.
28132

2.8.13.3.
28134

2.8.13.5.

2.8.13.5.1.
281352

The Contractor shall maintain a health information system that collects, analyzes,
integrates and reports data. The system shall provide information on areas including,
but not limited to:

Utilization.

Grievances and appeals.

Third party liability.

Disenroliments for other than loss of Medicaid eligibility.

The Contractor shall screen the data received from Providers for completeness, logic
and consistency.

The Contractor shall verify the accuracy and timeliness of data reported by Providers.

The Contractor shall collect service information from Providers in standardized
formats to the extent feasible and appropnate.

The Contractor shall make all collected data available to the Department, the
Department’s designee and to CMS upon request.

DEVLIVERABLE: Health Information Data.
DUE: Upon Request of the Department, the Department’s designee or CMS.

2.8.14. External Quality Review (EQR)

28141

2.8.14.2,

2.8.14.3.

The Contractor shall participate in annual, external independent site reviews, and
Performance Measure Validation in order to review compliance with Department
standards and contract requirements.

External quality review activities shall be conducted in accordance with federal EQR
regulations 42 C.F.R. Part 438 and the CMS mandatory activity protocols.

The Contractor shall also participate in an annual 411 audit conducted by the External
Quality Review Orgamization (EQRQ) and the Department. The Contractor shall
submit all data and records necessary for the performance of a 411 audit to the
Department or its designee. The Department will inform the Contractor of all other
steps necessary to complete the 411 audit.

2.8.15. Annual Quality Report

2.8.15.1.

2.8.15.2.

2.8.15.2.1.
2.8.15.22.

The Contractor shall maintain a process for evaluating the impact and effectiveness of
the outcomes, quality assessment and improvement program on at least an annual
basis.

The Contractor shall submit an annual report to the Department and/or designee,
detailing the findings of the Program effectiveness.

DELIVERABLE: Annual Report.
DUE: Annually by September 30"

28.16. Quality Improvement Plan
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2.8.16.1. The Contractor shall develop and implement a quality improvement plan.

2.8.16.1.1. In the Quality Improvement Plan, the Contractor shall delineate future quality
assessment and performance improvement activities based on the results of those
activities in the Annual Report.

2.8.16.1.2.  The Contractor shall integrate findings and opportunities for improvement identified
in studies, performance outcome measurements, member satisfaction surveys and
other monitoring and quality activities into the Qualify Improvement Plan.

2.8161.3. The Quality Improvement Plan is subject to the Department and/or designee’s
approval.

2.8.16.1.3.1. DELIVERABLE: Quality Improvement Plan.
2.8.16.1.3.2.  DUE: Annually by September 30*
2817  Ad Hoc Reporting

28171 The Contractor may be required to provide to the Department or its agents information
or data relative to the Contract. In such instances, and at the direction of the
Department, the Contractor shall fully cooperate with such requests and fumish all
data or information in a timely manner, in the format in which it is requested. The
Contractor shall have at least thirty (30) calendar days, or a ttmeframe mutually agreed
upon between the Department and the Contractor, to fulfill such requests. The
Contractor shall certify that data and information it submits to the Department is

accurate.
29. COMPLIANCE AND MONITORING
29.1. The Contractor shall have a system for ensuring compliance with Program rules,

requirements, and confidentiality regulations. The system shall include mechanisms for
conducting utilization management, program integrity and compliance reporting
activities as well as the submission of encounter data and maintenance of records. All
aspects of the system shall be focused on providing high quality, medically necessary
services in accordance with contract requirements.

292  Utlization Management

2921,  The Contractor shall establish and mantain a utilization management program to
monitor access to and appropriate utilization of covered services that is compliant with
42 CFR 438.905, et. seq.. The program shall be under the direction of an appropriately
qualified clinician. Utilization determinations shall be based on wntten criteria and
guidelines developed or adopted with involvement from practicing providers or
nationally recognized standards. The utilization management process shall in no way
impede timely access to services.

293.  Program Integrity

293.1.  The Contractor shall have a compliance plan and administrative and management
arrangements or procedures designed to prevent and detect fraud, abuse and misuse of
Medicaid funds and resources.
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293.1.1

293.1.1.1.
293112

29.3.1.1.3.

2.93.1.14.

2.93.1.1.5.

293.1.1.6.

293.1.1.7.
2.93.1.1.8.

293.1.1.9,

29.3.1.1.10.

2.93.1.1.10.1.

29.3.1.1.10.2.
29312

293.1.3.

29314

293.1.5.

Exhibit A

The Contractor shall create a compliance program plan documenting the
Contractor’s written policies and procedures, standards and practices. The
compliance program plan shall be approved by Contractor’s Chief Executive Officer
and Compliance Officer. The compliance program plan shall be submitted to the
Department for review and approval and shall include, but not be limited to:

Provisions for internal monitoring and auditing,

Provisions for response to detected offenses and for development of corrective
action initiatives.

Processes to screen all Provider claims, collectively and individually, for potential
fraud, waste or abuse.

Mechanisms to identify and report suspected instances of Medicaid fraud, waste
and abuse.

Mechanisms to identify and report suspected instances of upcoding and
unbundling of services, identifying services never rendered and identifying
inflated bills for services and/or goods provided.

Processes to identify overpayments to providers, including but not limited to,
instances of up-coding, unbundling of services, services that were billed for but
never rendered, inflated bills for services and goods provided or any other
improper payment.

Processes to recover overpayments to providers.

Processes to identify and report to the Department suspected instances of
Medicaid fraud.

Processes to provide individual notices to all or a sample of Members who
received services to verify and report whether services billed by providers were
actually received by Members,

Processes to comply with Section 2.9.7.4.3.
DELIVERABLE: Compliance Program Plan.
DUE: Within thirty (30) days of the Operational Start Date.

The Contractor shall establish a process for training existing and new employees on
the compliance program.

The Contractor shall designate a compliance officer and a compliance committee
that are accountable to the Contractor’s senior management,

The Contractor shall maintain lines of communication between the compliance
officer and the Contractor’s employees for reporting violations,

The Contractor shall enforce its compliance program through well-publicized
disciplinary guidelines.
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293.1.6.

293.1.7

293.1.7.1.

29318

2.93.1.8.1.

2:93:2;
26321

2.9.3.2.2,

2:9.3:.2:2:k.

293222,

293:2:3;

Exhibit A

The Contractor shall establish a Regulatory Compliance Committee on the Board of
Directors and at the senior management level charged with overseeing the
Contractor’s compliance program and its compliance with the requirements under
the Contract.

A system for training and education for the Compliance Officer, the organization's
Key Personnel, and the organization's employees for the federal and state standards
and requirements under the Contract.

This training shall be conducted in a manner that allows the Department to verify
that the training has occurred.

The Contractor shall require providers to report to the Contractor when they have
received an overpayment, to return the overpayment to the Contractor, and to notify
the Contractor in writing of the reason for the overpayment within sixty (60)
calendar days after the date on which the overpayment was identified.

The Contractor shall have a process for Network Providers to report and return
overpayments to the Contractor.

Fraud

The Contractor shall notify the Department when it identifies or suspects possible
provider or Member fraud as the result of any activities in its performance of the
Contract, including any Utilization Management or review activities. Suspected
fraud includes identification of intentional deception or misrepresentation by a
person with the knowledge that the deception could result in some unauthorized
benefit to her/himself or some other person, whether 1t constitutes possible criminal
fraud under federal or state law or violation of federal or state civil false claims
statutes.

Upon identification or suspicion of possible Provider or Member fraud, the
Contractor shall:

Immediately make a verbal report of suspected fraud or other findings described
above to the Department.

Submit written documentation of the findings to the Department within three (3)
Business Days.

The Contractor shall, at a minimum, include the following information in all verbal
and written reports to the Department regarding any identified or suspected provider
or Member fraud:

All details of the findings and concems, including a chronology of Contractor
actions which resulted in the reports, in a mutually agreed upon format.

Identification of any affected claims that have been discovered. The Contractor
shall provide any claims data associated wath its report, in a mutually agreed upon
format.

The Contractor shall update and resubmit any written reports if additional
information is obtained related to the suspected fraud.
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293.25.

293.2.6.

29327

The Contractor shall not take any kind of recovery action or initiate any kind of
activity against a Network Provider when possible fraud is suspected without the
approval of the Department.

The Contractor shall not take any action that might interfere with an investigation
of possible fraud by the Department, the Medicaid Fraud Control Unit, or any other
law enforcement entity. The Contractor shall assist the Department, the Medicaid
Fraud Control Unit or any other law enforcement entity as requested with any
preliminary or full investigation.

The Contractor shall temporarnly suspend all review activities or actions related to
any provider which the Contractor suspects is involved in fraudulent activity. The
Contractor shall continue its investigation as requested by the Department.

293.3.  Expert Assistance to Department and the Medicaid Fraud Control Unit

29331

2933.1.1

29.3.3.1.11L
2933.1.1.2.

2933.1.13.
2933.1.1.4.
2933.L15.

The Contractor shall provide expert assistance to the Department, its Recovery
Audit Contractor, and the Medicaid Fraud Control Unit (MFCU), as requested by
the Department, related to review of overpayments, abuse, suspension of payments,
or termination of a Network Provider, or the investigation of possible fraud by a
Network Provider.

The Contractor shall provide expert assistance that includes, but is not limited to,
the following topics:

Any reports made pursuant to this section.

Any medical records review or Medical Necessity findings or determinations
made pursuant to this Contract.

Provider treatment and business practices.
Provider billing practices and patterns

The Contractor shall meet with the Department, its contractors or the MFCU to
explain any reports or findings made pursuant to the section. It shall cooperate
with and provide assistance with any review, recovery effort, informal
reconsideration, Appeal or investigation conducted by the federal or state
government, law enforcement, the Program Integrity Section, the Department’s
contractors, federal or state auditors, or any other entity engaged in program
integrity functions,

2934, Suspension of Payments Due to a Credible Allegation of Fraud

2934.1.

29342

Exbit A

The Contractor shall suspend all, or a portion of, payments to a Provider when
requested by the Department to implement 42 CFR § 455.23. A suspension of a
portion of payments may be based upon a unit of the provider or a percentage of
amounts due to the Provider.

The Contractor shall provide a monthly report of payments which have been
suspended by the Provider.

Page 66 of 113



29343

29344

29345,

293456

2.9.3.5.

2936

2937

2938

2939

29391
2:93.922,
2.93.10.

29311

293111
293112
293.12.

2:9.3.12.);
2.9.3:12.2;

The Contractor shall release suspended payment amounts to the Provider within one
payment cycle when directed to do so by the Department.

The Contractor may, on its own initiative, suspend payment to any Provider against
whom there is a credible allegation of fraud, but only after consultation with the
Department and the MFCU.

The Contractor shall not suspend payment when law enforcement officials have
specifically requested that a payment suspension not be imposed because such a
payment suspension may compromise or jeopardize an investigation.

The Department may suspend payments to the Contractor if the Contractor is under
investigation for a credible allegation of fraud.

The Contractor shall participate in joint meetings held by the Department and the
MFCU to discuss issues related to fraud, abuse, and misuse of Medicaid funds and
resources.

The Contractor shall temporanly suspend all review activities or actions related to any
Provider upon request of the Department.

The Contractor shall abandon a review and stop all work on the review when requested
to do so by the Department.

The Contractor shall submit a CPT Frequency and Methods Plan to the Department
that describes how frequently, and by what method, it shall assure that Providers’ CPT
billing accurately reflects the level of services provided to Members so that there 1s no
intentional or unintentional upcoding or miscoding of services. This plan shall be part
of the Compliance Program Plan as noted in Section 2.93.1.1.5.1

The Contractor shall submit a Member Services Verification Plan to the Department
that describes methods the Contractor uses to validate Member service delivery and to
ensure Members are receiving the services for which billing occurred.

DELIVERABLE: Member Services Verification Plan.
DUE: Within sixty (60) days following the operational start date

The Contractor shall comply with the requirements outlined in Section 2.10, Notices
and Disclosures.

The Contractor shall notify the Department when they take adverse action against a
network provider for program integnty-related reasons.

DELIVERABLE: Notification of Adverse Action.
DUE: Within three (3) Business Days of the Contractor’s Action.

The Contractor shall develop and implement a Notification of Adverse Action
Procedures for reporting these actions to the Department and other necessary entities.

DELIVERABLE: Notification of Adverse Action Procedures.
DUE: Within fifteen (15) days after the Operational Start Date.

294, Encounter Data

Exhibit A
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2.94.1.

294.1.1
294.1.1.1.
294.1.1.2.

294.1.2
2942

294.2.1.

2942.1.1.
2942.12.
2.94.3.

2.94.3.1.

2.94.3.1.1.
2943.1.2

2944,

2.9.44.1.
29.4.4.2,

Exhibit A

The Contractor shall submit an Encounter Data Report with encounter data to the
Department and/or its designee on all State Plan and 1915(b)(3) Waiver (Altemative)
services electronically (detailed below) in a flat-file format.

The Contractor shall submit a monthly flat-file to the Department.
DELIVERABLE: Encounter Data Report.

DUE: On the last day of the month following the month in which the services took
place.

All encounter data must be submitted to the Department annually by November 30".

The Contractor shall submit monthly data certifications for all flat-file data utilized for
the purposes of rate setting (42 C.F.R. 438.604 and 438.606). Data certification shall
include certification that data submitted is accurate, complete and truthful, and that all
“paid” encounters are for covered services provided to or for enrolled Members.

This certification shall be signed by either the Chief Executive Officer or the Chief
Financial Officer or an individual who has delegated authority to sign for, and who
reports directly to, the Chief Executive Officer or Chief Financial Officer.

DELIVERABLE: Data Certifications.
DUE: Within 45 days following the month in which the services took place.

The Contractor shall submit its raw encounter data, excluding data protected by 42
CFR Part 2, to the Colorado All-Payer Claims Database (APCD) in accordance with
the guidelines found in the most current version of the Center for Improving Value in
Health Care: Colorado Ali-Payer Claims Database Data Submission Guide found at

http://www.colorado.gov/hepf.

The data submitted to the APCD will be used in the calculation of performance
measures.

DELIVERABLE: APCD Submission

DUE: On the last day of the month following the month in which the data was
collected.

The Contractor is required to submit all Encounter Claims Data electronically,
following the Colorado Medical Assistance Program policy rules found in Volume
VI, the Medical Assistance Manual of the Colorado Department of Health Care
Policy and Financing (Program Rules and Regulations) or in the Colorado Code of
Regulations (10 CCR 2505-10). Encounter data shall be submitted in the ANSI ASC
X12N 837 format directly to the Department’s fiscal agent using the Department’s
data transfer protocol in the timeframe referenced in 2.9.4.1.1.2. The 837 format
encounter claims, reflecting paid and/or adjusted by the Contractor shall be submitted
via a regular monthly batch process. Encounter claims shall be submitted within one
hundred twenty (120) days of adjudication by the Contractor. All encounter claims
shall be submitted in accordance with the following:

Applicable HIPAA transaction guides posted available at: http://www.wpc-edi.com.
Provider Billing Manual Guidelines available at: http://www.colorado.gov/hepf,
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2.9.4.4.3.

2.94.5.

2.94.6.

294.7.

2.94.7.1.

2.94.7.2.

29473
29474
29475
294.76.
294717
29478
29479
294.7.10.

294711

837 X12N Companion Guide Specifications available at:
http://www.colorado.gov/hepf.

The Contractor shall either demonstrate or contract for knowledge and experience with
the Electronic Data Interchange (EDI) of ANSI ASC X12N 837 formatted encounter
data for these submittals. Detailed format information for the ANSI 837 transaction
is available at www.wpc-edi.com. HIPAA companion guides to prepare systems to
work with the Colorado Medicaid program and details of acceptable Colorado
Program values can be found
at: http://www.colorado.gov/cs/Satellite/HCPF/HCPF/1218102958082.  Data
submission shall comply with the federal confidentiality requirements of 42 CFR Part
2, and may require the development of a Qualified Service Organization (QSO)
Apgreement.

The Department reserves the right to change format requirements at any time,
following consultation with the Contractor and retains the right to make the final
decision regarding format submission requirements.

Contractor shall use the enrollment reports to identify and confirm membership and
provide a definitive basis for payment adjustment and reconciliation. Such data
transmissions and enrollment reports shall include:

Medicaid Management Information System (MMIS) reports, which verify Medicaid
eligibility

Daily generated Prepaid Health Plan (PHP) Manually Override of enroliment data
changes (R0268)

Daily generated PHP Disenrollment Report (R0305)

Monthly generated PHP Disenrollment Report (M0305)

Monthly generated PHP Enrollment Change Report (R0310)

Monthly generated PHP Current Membership Report (R0315)

Daily generated PHP New Membership Report (R0325)

Monthly generated PHP New Membership Report (M0325)

Monthly generated PHP Capitation Summary Report (R0360)

HIPAA compliant X 12N 820 Payroll Deducted and Other Group Premium Payment
for Insurance Products transaction

HIPAA X12N 834 Health Care Enrollment and Maintenance standard transaction.

295  Compliance Reporting

295.1.

The Contractor shall have a mechanism to systematically track, monitor and report all
information as summarized in the Compliance Reporting requirements shown in
Section 2.11.

2.96. Maintenance of Records
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296.1.

2962

The Contractor shall ensure that all Subcontractors and contracted providers comply
with all record maintenance requirements of the Contract, as shown in Section 9 of
this Contract.

Notwithstanding any other requirement of this contract, the Contractor shall retain and
require Subcontractors to retain, as applicable, enrollee Grievance and Appeal records
in accordance with 42 C.F.R. § 438.416, base data in accordance with 42 CFR. §
438.5(c), MLR reports in accordance with 42 C.F.R. § 43838(k), and the data,
information, and documentation specified is 42 C.F.R. §§ 438.604, 438.606, 438.608
and 438.610 for a period of no less than 10 years.

29.7.  Physician and Individual Provider Credentialing and Monitoring

2971
297.1.1

29712

29.7.1.2.1.
29.7.1.2.2.
2.9.7.1.2.3.
29.7.124.
2.9.7.1.25.
29713.

29714
29.7.15.

29.7.1.5.1.
29.7.1.5.2.
29.7.2.
29721
29.7.2.1.1.
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Policies and Procedures

The Contractor shall have a process, described in written policies and procedures,
to evaluate potential providers before they provide care to Members, and to
reevaluate them periodically (according to NCQA credentialing standards)
thereafter.

The Contractor shall adopt policies and procedures that describe the methods of
Provider monitoring. The policies shall at a minimum describe:

The frequency of monitoring

How providers are selected to be reviewed
Scoring benchmarks

The way record samples will be chosen
Number of records to be reviewed

The Contractor’s Provider selection policies and procedures shall not discnminate
against particular Providers that serve high-nisk populations or specialize in
conditions that require costly treatment.

The Department encourages a survey checklist for the actual Provider visits.

The Contractor shall have policies and procedures describing the mechanisms used
to ensure Provider compliance with the terms of this Contract, and compliance with
the terms of their Provider Contracts with Contractor.

DELIVERABLE: Provider Credentialing Policies and Procedures.
DUE: Within sixty (60) days following the Operational Start Date.
Credentialing and Recredentialing
Credentialing

The Contractor shall ensure that all individual behavioral health practitioners are
credentialed.
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29.7.2.1.2. The Contractor shall assure that all laboratory-testing sites providing services
under the Contract shall have either a Clinical Laboratory Improvement
Amendments (CLIA) Certificate of Waiver or a Certificate of Registration along
with a CLIA registration number.

29722, Recruitment

297221 The Contractor shall implement strategies to recruit and retain Providers that are
representative of the demographic characteristics of the Service Area.

29723, Standards

29.7.23.1. The Contractor shall use NCQA credentialing and recredentialing standards and
guidelines as the uniform and required standards for all contracts.

29.723.2. Accreditation of primary care clinics by the Joint Commission on Accreditation
of Health Care Organization (JCAHO) may satisfy individual credentialing
elements required by this Contract or NCQA credentialing standards, if the
Department deems the elements to be substantially equivalent to the NCQA
elements and/or standards.

29724, Recredentialing

29.724.1. The Contractor shall ensure that recredentialing of all individual behavioral health
practitioners occurs at least every three (3) years,

29725  Eligibility

29.7.25.1. The Contractor shall ensure that Providers supply services only to those eligible
Colorado Medicaid Clients. The Contractor shall make it the responsibility of the
Provider to verify that the individual receiving behavioral health services is
Medicaid eligible on the date of service, whether Contractor or the Department is
responsible for reimbursement of the services provided, and whether Contractor
has authorized a Referral or made special arrangements with a Provider, when
appropriate.

2973  Ongoing Periodic Monitoring at Recredentialing

2973.L The Contractor shall ensure that all Providers are regularly monitored and reviewed,
on a periodic schedule, for compliance with requirements under this Contract and
with their agreements with Contractor.

2:9:7:3:2: Cultural Competency

2.9.7.32.1L The Contractor shall ensure that Members receive from Providers and Provider
staff effective, understandable, and respectful care that is provided in a manner
compatible with Members’ cultural health beliefs, practices and preferred
language.

2.9.73.2.2. The Contractor shall ensure that all Providers and Provider staff that interact with
Members receive ongoing education and training in culturally and linguistically
appropriate service delivery.
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29.73.2.3. The Contractor shall integrate cultural and linguistic competence-related
measures into Provider audits, site reviews, credentialing and outcomes-based

evaluations.

29733. Affiliations and Employment Oversight

2.9.7.3.3.1. The Contractor shall have an effective mechanism to penodically monitor
impermissible affiliations and employees for the duration of the business
relationship.

2.9.7.3.3.2. The Contractor shall assure that no Provider has a relationship to individuals who

have been disbarred, suspended or otherwise excluded from participating in
procurement activities under the Federal Acquisiton Regulation or from
participating in non-procurement activities under regulations issued under federal
Executive Order No. 12549 or under guidelines implementing Executive Order
No. 12549,

29.7.3.3.3. The Contractor shall assure that no Provider has a relationship to an affiliate of
individuals who have been disbarred, suspended or otherwise excluded from
participating in procurement activities under the Federal Acquisition Regulation
or from participating in non-procurement activities, as defined in the Federal
Acquisition Regulation,

2.9.7.3.34. The Contractor shall assure that no Provider have been convicted of a criminal
offense related to that person's involvement in any program under Medicare,
Medicaid, or the Title XX services program since the inception of those programs.

2.9.7.3.3.5. The Contractor shall assure that no Provider has been terminated by the
Department.

2.9.7.3.3.6. The Contractor shall assure that no Provider is excluded by United States
Department of Health and Human Services Office of Inspector General and
appear on the List of Excluded Individuals and Entities (LEIE).

29.733.7. The Contractor shall assure that no Provider employs or contracts with an
individual excluded by United States Department of Health and Human Services
Office of Inspector General and appearing on the List of Excluded Individuals and

Entities (LEIE).
2974, Periodic review of the Monitoring Program
2974.1. The Contractor shall periodically (at least bi-annually) evaluate the effectiveness of

the Provider monitoring program.
29.8.  Other Monitoring Activities

2.98.1.  Inconsultation with the Department, the Contractor shall participate in and respond to
other Department and/or designee compliance monitoring activities, including but not
limited to:

298.1.1. Encounter Data analysis; Encounter Data validation (the companson of Encounter
Data with Medical Records;,
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298.1.2.

298.13.

Appeals analysis to identify trends in the Community Behavioral Health Services
Program and among behavioral health care organizations; and,

Other reviews determined by the Department.

299.  Inspection, Monitoring and Site Reviews

299.1.

2,992,

2993

2994

2.9.9.5,

2995.1.

2:.9.9:5u:1.

Contractor shall make staff available to assist in any audit or inspection under the
Contract.

Contractor shall provide adequate space on the premises to reasonably accommodate
Department, state or federal personnel conducting all audits, site reviews or
inspections.

Contractor shall allow the Department or State to inspect and review Contractor
operations for potential risks to the State of Colorado operations or data.

Contractor shall fully cooperate with any annual, external, independent review
performed by an EQRO or other entity designated by the Department.

The Department, the Centers for Medicare and Medicaid Services (CMS), the U.S.
Department of Health and Human Services Office of Inspector General, the
Comptroller General and their designees shall have the right to inspect and audit any
records or documents of the Contractor or its Subcontractors and may at any time
inspect the premises, physical facilities and equipment where Medicaid-related
activities or work is conducted. Notwithstanding any other provision in this contract,
the right of the Department, CMS, the U.S. Department of Health and Human Services
Office of Inspector General, the Comptroller General and their designees shall exist
for ten (10) years from the final date of the contract period or from the date of
completion of any audit, whichever is later.

The Contractor shall allow CMS or its agent or designated contractor and the
Department or its agent to conduct unannounced, on-site inspections for any reason.

In the event that right of access is requested, the Contractor and/or its
Subcontractors or providers shall:

2995.1.1LL Make staff available to assist in any audit or inspection under the Contract.

2995.1.1.2. Provide adequate space on the premises to reasonably accommodate

2.99.5.2.

29953

Exhibit A

Department, state or federal or their designees” personnel conducting all audits,
Site Reviews or inspections.

All inspections or audits shall be conducted in a manner that will not unduly interfere
with the performance of the Contractor's, Subcontractor's or providers’ provision of
care.

The Contractor shall allow access to the Contractor’s claims system and claims data
by Department staff for program integrity activities.
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29954

29955.

In consultation with the Department, the Contractor shall participate in compliance
monitoring activities and respond to any Department or designee request for
information related to compliance monitoring, including Encounter Data analysis
and Encounter Data validation (the comparison of Encounter Data with Medical
Records). The Department may request other information or analyses needed for
compliance monitoring.

The Contractor shall submit to the Department copies of any existing policies and
procedures, within five (5) Business Days following a request by the Department.

29.10. Site Reviews

29.10.1.

29.10.1.1.

2.9.10.2.

2.9.10.3.

2.9.10.4.

2.9.10.5.

2.9.105.1.

2.9.10.5.2.

Exlubit A

In addition to the requirements of this Contract, the Contractor shall allow the
Department or its designee to conduct site reviews at least annually, or more frequently
as determined by the Department.

Site reviews may include but are not imited to determining compliance with state
and federal requirements, contracts and Provider agreements, Medicaid service
provision and billing procedures, and Medicaid Bulletins and Provider Manuals.
Contractor shall cooperate with Department site review activities to monitor
Contractor performance.

The Contractor shall allow the Department or its designee to conduct an emergency or
unannounced review for instances including but not limited to Member safety, quality
of care, potential fraud, or financial viability.

For routine site reviews, the Contractor shall participate in the preview of the
monitoring instrument to be used as part of the assessment and shall be contacted for
mutually agreed upon dates for a site review. Final notice of the Site Review schedule
and a copy of the monitoring instrument will be mailed to the Contractor at least three
(3) weeks prior to the visit. The Contractor shall submit copies of policies, procedures,
manuals, handbooks, reports and other requested materials to facilitate the Department
and/or designee's desk audit prior to the site review. The Contractor has a minimum
of thirty (30) days to submut the required materials for non-emergency reviews.

The Contractor shall make avarlable to the Department and/or designee and its agents
for site review all records and documents related to the Contract, either on a scheduled
basis, or immediately on an emergency or unannounced basis.

The Contractor shall respond to any required actions with a corrective action plan
within thirty (30) calendar days of the final report, specifying the action to be taken
and time frames.

The corrective action plan shall be submitted to the Department, and is subject to
approval by the Department.

Upon review of the proposed corrective action plan, the Department may require
changes to the plan. The Contractor shall make all changes to the plan as required
by the Department and resubmit the plan for the Department’s approval.
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29.10.53.

Once the Department has approved the corrective action plan, the contractor shall
implement the plan and the Contractor shall continue to progress via the corrective
action plan until the Contractor is found to be in complete compliance by the
Department.

2.9.10.5.3.1. DELIVERABLE: Corrective Action Plan.
2.9.10.5.3.2. DUE: Within thirty (30) calendar days of receiving the final report.

2.9.10.6.

29.10.7.

2.9.10.7.1,
291072

2.9.10.8.
29.108.1.

29.108.2

2.9.10.8.3.

2.9.10.9.

L1LLIL

1.1.1.1.2,

1.1.1.1.3.

For corrective action plans affecting the provision of Covered Services to Members,
the Contractor shall ensure that Covered Services are provided to Members during
corrective action periods.

Site reviews may also include an inspection of Participating Providers in the
Contractor’s network to ensure that Providers have been educated and monitored by
Contractor about the requirements under this Contract, federal and state regulations,
and to ensure quality services are being provided to Members. In the event that the
Site Reviewers wish to inspect a Provider location, Contractor shall assure that:

Providers make staff available to assist in the audit or inspection effort.

Providers make adequate space on the premises to reasonably accommodate
Department, state or federal personnel conducting the audit or inspection effort.

Financial Records

The Contractor shall submit annual financial reports to the Department or its
designee including but not limited to audited financial statements.

The Contractor shall submit financial reports and information as requested by the
Department or its designee.

The Contractor shall submit information about financial arrangements with
providers in their network to the Department or its designee.

Screening of Employees and Contractors

The Contractor shall not employ or contract with any individual or entity who
has been excluded from participation in Medicaid by the U.S. Department of
Health and Human Services Office of Inspector General (HHS-OIG).

The Contractor shall, prior to hire or contracting, and at least monthly thereafter,
screen all of its employees and contractors against the HHS-OIG's List of
Excluded Individuals (LEIE) to determine whether they have been excluded
from participation in Medicaid.

If the Contractor determines that one of its employees or contractors has been
excluded, then the Contractor shall take appropriate action in accordance with
federal and state statutes and regulations, and shall report the discovery to the
Department within five (5) business days of the date of discovery.

29.10.9.1.1. DELIVERABLE: Notification of discovery of excluded employee or contractor.
2.9.109.1.2. DUE: Within five (5) business days of the date of discovery.
2.9.11. Federal Financial Participation
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2.9.11.1. Federal Financial Participation (FFP) is not available for any amounts paid to the
Contractor that could be excluded from participation in Medicare or Medicaid for any
of the following reasons:

2.9.11.1.1.  The Contractor is controlled by a sanctioned individual.

29.11.1.2. The Contractor has a contractual relationship that provides for the administration,
management or provision of medical services, or the establishment of policies, or
the provision of operational support for the administration, management or
provision of medical services, either directly or indirectly, with an individual
convicted of certain cnmes as described in section 1128(b)(8)(B) of the Act.

29.11.1.3. The Contractor employs or contracts, directly or indirectly, for the fumishing of
health care, utilization review, medical social work, or administrative services, with
one of the following;:

29.11.1.3.1.  Any individual or entity excluded from participation in Federal health care
programs.

2.9.11.1.3.2.  Any entity that would provide those services through an excluded individual or
entity.

2.10. NOTICES AND DISCLOSURES
2.10.1.  Actions Involving Licenses, Certifications, Approvals and Permits
2.10.1.1.  The Contractor shall notify the Department, within two (2) Business Days, of:

2.10.1.1.1.  Any action on the part of the Colorado Commissioner of Insurance identifying any
noncompliance with the requirements of Title 10, Article 16, CR.S.

2.10.1.1.2.  Any action on the part of the Colorado Commissioner of Insurance, suspending,
revoking, or denying renewal of its certificate of authonty.

2.10.1.1.3.  Any revocation, withdrawal or non-renewal of necessary licenses, certifications,
approvals, permits, etc., required for Contractor to properly perform this Contract.

2.10.1.1.3.1. DELIVERABLE: Notification of Actions Involving Licenses, Certifications,
Approvals and Permits,

2.10.1.1.3.2.  DELIVERABLE: Within two (2) Business Days of Contractor’s notification.
2.10.2. Business Transaction Disclosures

2.10.2.1. The Contractor shall submit, within thirty-five (35) days of the date on a request by
the Department or by the Secretary of the Department of Health and Human Services,
full and complete information about:

2.10.2.1.1.  The ownership of any subcontractor with whom the Contractor has had business
transactions totaling more than twenty-five thousand dollars ($25,000.00) during the
12-month penod ending on the date of the request; and

2.10.2.1.2.  Any significant business transactions between the Contractor and any wholly owned
supplier, or between the Contractor and any subcontractor, during the 5-year period
ending on the date of the request.
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2.1022,

2.10.2.3.

2.102.3.1.
210232

Significant business transaction means any business transaction or series of
transactions that, during any one (1) fiscal year, exceed the lesser of twenty-five
thousand dollars ($25,000.00) and five (5) percent of the Contractor’s total operating
expenses.

Wholly owned supplier means a supplier whose total ownership interest is held by the
Contractor or by a person, persons, or other entity with an ownership or control interest
in the Contractor.

DELIVERABLE: Business transaction disclosures.

DUE: Within thirty-five (35) calendar days of the date of a request by the
Department or by the Secretary of the Department of Health and Human Services.

2.10.3. Conflict of Interest

2.103.1.

2.103.2.

2.103.2.1,
2:10.3:2.2;

2.1033.
2.1033.1.

(L8]

10.3.3.2,

A ]

10333

[3S)

2.104.1

2.104.1.1.
2.104.1.2.
2.104.1.3.
2.104.1.4.
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The Contractor shall comply with the conflict of interest safeguards described in 42
C.F.R. §438.58 and with the prohibitions descnibed in Section 1902(a)(4)(C) of the
Act applicable to contracting officers, employees, or independent contractors.

The Contractor shall submit a full disclosure statement to the Department, setting forth
the details that create the appearance of a conflict of interest, within ten (10) Business
Days of learning of an existing appearance of a conflict of interest situation.

DELIVERABLE: Conflict of Interest Disclosure Statement

DUE: Within ten (10) Business Days of leaming of an existing appearance of a
conflict of interest situation,

The term "conflict of interest” means that:

The Contractor maintains a relationship with a third party and that relationship
creates competing duties on Contractor.

The relationship between the third party and the Department is such that one party’s
interests could only be advanced at the expense of the other’s interests.

A conflict of interest exists even if the Contractor does not use information obtained
from one party in its dealings with the other.

104, Network Changes and Deficiencies

The Contractor shall notify the Department, in writing, within five (5) Business Days
of Contractor’s knowledge of an expected, unexpected or anticipated material change
to the network or a network deficiency that could affect service delivery, availability
or capacity within the provider network. The notice shall include:

Information describing how the change will affect service delivery.
Availability, or capacity of covered services.
A plan to minimize disruption to the Member care and service delivery.

A plan for clinical team meetings with the affected Member's to discuss the
available options and to revise the service plan to address any changes in services
or service providers.
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2.104.1.5. A plan to correct any network deficiency.
2.104.2. DELIVERABLE: Network Change and Deficiency Notification.

2.104.3. DUE: Within five (5) Business Days of Contractor becoming aware of the change or
deficiency.

2.10.5. Owmership or Control Disclosures

2.10.5.1.  Contractor shall disclose to the Department, at the time of executing the Contract with
the State, at Contract renewal or extension, within thirty-five (35) calendar days of a
written request from the Department, and within thirty-five (35) calendar days after
any change in ownership, the following information in a form to be provided by the
Department:

2.10.5.1.1. The name and address of any individual or entity with an ownership or control
interest in the Contractor. The address for a corporation shall include as applicable
primary business address, every business location, and P.Q. Box address.

2.10.5.1.2.  Date of birth and Social Security Number of any individual with an ownership or
control interest in the Contractor.

2.10.5.1.3.  Tax identification number of any corporation or partnership with an ownership or
control interest in the Contractor, or in any subcontractor in which the Contractor
has a five (5) percent or more interest.

2.10.5.1.4.  Whether an individual with an ownership or control interest in the Contractor is
related to another person with an ownership or control interest in the Contractor as
a spouse, parent, child, or sibling; or whether an individual with an ownership or
control interest in any subcontractor in which the Contractor has a five (5) percent
or more interest is related to another person with ownership or control interest in the
Contractor as a spouse, parent, child, or sibling.

2.10.5.1.5. The name of any other Medicaid provider (other than an individual practitioner or
group of practitioners), fiscal agent, or managed care entity in which an owner of
the Contractor has an ownership or control interest.

2.10.5.1.6.  The name, address, date of birth, and Social Security Number of any managing
employee of the Contractor.

2.10.5.2.  The Contractor is prohibited from knowingly having a relationship with:

2.105.2.1. A director, officer, or partner who is (or is affiliated with a person/entity that 1s)
debarred, suspended, or excluded from participation in federal heaithcare programs.

2.10.5.2.2. A person with ownership or more than five (5) percent or the Contractor’s equity
who is (or is affiliated with a person/entity that is) debarred, suspended, or excluded
from participation in federal healthcare programs.

2.10.5.2.3.  An employment, consulting, or other agreement with an individual or entity for the
provision of the contracted items or services who is (or is affiliated with a person or
entity that is) debarred, suspended, or excluded from participation in federal
healthcare programs.

2.10.53. Definitions relating to Ownership or Control Disclosures
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2.10.5.3.1.

210532,

2.105.33.

2,105.3.4.

2.105.35.

2.10.5.3.6.

2.1053.7.

2.10.5.3.7.1,
2.10,5.3.7.2.

Fiscal agent means a contractor that processes or pays vendor claims on behalf of
the Medicaid agency.

Group of practitioners means two (2) or more health care practitioners who practice
their profession at a common location, whether or not they share common facilities,
common supporting staff, or common equipment.

Indirect ownership interest means an ownership interest in an entity that has an
ownership interest in another entity. This term includes an ownership interest in any
entity that has an indirect ownership interest in another entity.

Ownership interest means the possession of equity in the capital, stock, or profits of
an enfity.

Individual or entity with an ownership or control interest means an individual or
entity that: has an ownership interest totaling five (5) percent or more; has an indirect
ownership interest equal to five (5) percent or more; has a combination of direct and
indirect ownership interests equal to five (5) percent or more; owns an interest of
five (5) percent or more in any mortgage, deed of trust, note, or other obligation
another entity, if that interest equals at least five (5) percent of the value of the
property or assets of the other entity; is an officer or director of an entity that 1s
organtzed as a corporation; or 15 a partner in an entity that is organized as a
partnership.

Managing employee means a general manager, business manager, admnistrator,
director, or other individual who exercises operational or managerial control, or who
directly or indirectly conducts the day-to-day operation.

Subcontractor means an individual, agency, or organization to which an entity has
contracted or delegated some of its management functions or responsibilities of
providing medical care to its patients.

DELIVERABLE: Qwnership or Control Disclosures.

DUE: At the time of executing the Contract with the Department, at Contract
renewal or extension, and within thirty-five (35) calendar days of either a change
of ownership or a written request by the Department.

2.105.4.  If the Department learns that the Contractor has a prohibited relationship with a person
or entity who 1s debarred, suspended, or excluded from participation in federal
healthcare programs, the Department:

2.10.54.1.
210542

2.10.5:4.3.

Must notify the Secretary of the noncompliance.

May continue an existing agreement with the Contractor unless the Secretary directs
otherwise.

May not renew or extend the existing agreement with the MCE unless the Secretary
provides to the Department and to Congress a wrtten statement describing
compelling reasons that exist for renewing or extending the agreement.

2.10.6. Disclosure of Information on Persons Convicted of Crimes
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2.10.6.1.  Upon submitting a provider application, upon execution of the Contract, upon renewal
or extension of the Contract, and within thirty-five (35) calendar days of the date on a
written request by the Department, the Contractor shall disclose the identity of any
person who:

2.10.6.1.1.

2.10.6.1.2.

2.10.6.1.2.1.
2.10.6.1.2.2,

Has an ownership or control interest in the Contractor, or who is a managing
employee of the Contractor; and

Has ever been convicted of a criminal offense related to that person's involvement
in any program under Medicare, Medicaid, Title XX services program, or Title XXI
of the Social Security Act.

DELIVERABLE: Disclosure of Information on Persons Convicted of Crimes.

DUE: Upon execution of the Contract, upon renewal or extension of the Contract,
and within thirty-five (35) calendar days of the date of a wntten request by the
Deparntment.

2.10.7. Network Provider Ownership or Control Disclosures

2.10.7.1. The Contractor shall require all Providers to disclose to the Contractor, upon
submitting the provider application, upon executing the provider agreement, within 35
calendar days of a request by the Department, within thirty-five (35) calendar days of
a request by the Contractor, and within thirty-five (35) days after any change in the
Provider’s ownership, the following information in writing;

2.10.7.1.1.

2.10.7.1.2.

2.10.7.1.3.

2.10.7.1.4.

2.10.7.1.5.

2.10.7.1.6.

The name and address of any individual or entity with an ownership or control
interest in the Provider. The address for a corporation shall include as applicable
primary business address, every business location, and P.O. Box address;

Date of birth and Social Security Number of any individual with an ownership or
control interest in the Provider;

Tax identification number of any corporation or partnership with an ownership or
control interest in the Provider, or in any subcontractor in which the Provider has a
five {5) percent or more interest;

Whether an individual with an ownership or control interest in the Provider is related
to another person with an ownership or control interest in the Provider as a spouse,
parent, child, or sibling; or whether an individual with an ownership or control
interest in any subcontractor in which the Provider has a 5 percent or more interest
is related to another person with ownership or control interest in the Provider as a
spouse, parent, child, or sibling;

The name of any other Medicaid provider (other than an individual practitioner or
group of practitioners), fiscal agent, or managed care entity in which an owner of
the Provider has an ownership or control interest; and

The name, address, date of birth, and Social Security Number of any managing
employee of the Provider.

2.10.7.2.  The definitions at Section 2.10.5.3 shall apply to these Network Provider Ownership
or Control Disclosures.
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2.10.7.3.

2.10.7.3.1.
2.10.7.3.2.

The Contractor shall screen all individuals and entities disclosed under this section
against the LEIE. If the Contractor discovers that an individual or entity disclosed
under this section has been excluded and appears on the LEIE, then the Contractor
shall take appropriate action in accordance with federal and state statutes and
regulations, and shall report the discovery, in writing, to the Department within five
(5) business days of the date of the discovery.

DELIVERABLE: Notification of Discovery of Excluded Network Provider
DUE: Within five (5) business days of discovering the exclusion of the Provider.

2.10.8. Network Provider Business Transaction Disclosures

2.10.8.1.

2.108.1.1.

2.10.8.1.2.

2.10.8.1.3.

[ 3]

.10.8.2.

2

10.8.3.

The Contractor shall require all Providers to submit in writing, within thirty-five (35)
days of the date of a request by the Contractor, by the Department, or the Secretary of
the Department of Health and Human Services, to the requesting party, full and
complete information about:

The ownership of any subcontractor with whom the Provider has had business
transactions totaling more than $25,000 during the 12-month penod ending on the
date of the request; and

Any significant business transactions between the Provider and any wholly owned
supplier, or between the Provider and any subcontractor, during the 3-year period
ending on the date of the request.

Significant business transaction means any business transaction or senes of
transactions that, during any one fiscal year, exceed the lesser of $25,000 and five
(5) percent of the Provider’s total operating expenses.

Wholly owned supplier means a supplier whose total ownership interest is held by the
Provider, or by a person, persons, or other entity with an ownership or control interest
in the Provider.

Upon receipt of any such Network Provider Business Transaction Disclosures, the
Contractor shall take appropriate action in accordance with federal and state statutes
and regulations,

2.10.9. Network Provider Disclosure of Information on Persons Convicied of Crimes

2.109.1.

2.109.1.1.

2.109.1.2,

2.109.2

The Contractor shall require that, prior to entering into a Provider Agreement with the
Contractor, prior to renewing a Provider Agreement with a Prowider, within 35
calendar days of a request by the Contractor, and within 35 calendar days of a request
by the Department, all Providers disclose the identity of any person who:

Has an ownership or control interest in the Provider, or who is a managing employee
of the Provider; and

Has ever been convicted of a criminal offense related to that person’s involvement
in any program under Medicare, Medicaid, or the title XX services program.

Upon receipt of any such disclosure, the Contractor shall take appropriate action in
accordance with federal and state statutes and regulations.

2.10.10. Physician Incentive Plans
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2.10.10.1. The Contractor shall disclose to the Department at the time of contracting, or at the
time any incentive Contract is implemented thereafter, the terms of any physician
incentive plan,

2.10.10.1.1. Physician incentive plan means any compensation arrangement to pay a physician
or physician group that may directly or indirectly have the effect of reducing or
limiting the services provided to any Member.

2.10.10.2. Physician incentive plans may operate only if no specific payment can be made
directly or indirectly under a physician inventive plan to a physician or physician
group as an incentive to reduce or limit medically necessary services to a Member.

2.10.10.3. If the Contractor puts a physician or physician group at a substantial financial nsk for
services not provided by the physician or physician group, the Contractor must ensure
that the physician or physician group has adequate stop-loss protection.

2.10.11. Policies and Procedures

2.10.11.1. The Contractor shall disclose to the Department copies of any existing policies and
procedures related to Section 2.10 of the Contract, upon request by the Department,
within ten (10) Business Days.

2.10.11.1.1. DELIVERABLE: Notices and Disclosures Policies and Procedures.
2.10.11.1.2. DUE: Within ten (10) Business Days of the Department’s request.
2.10.12. Practice Guidelines

2.10.12.1. The Contractor shall provide practice guidelines to the Department upon request
within ten (10) Business Days, and at no cost to the Department.

2.10.12.1.1. DELIVERABLE: Practice Guidelines.
2.10.12.1.2. DUE: Within ten (10) Business Days of the Department’s request.
2.10.13. Relationship to Community Mental Health Centers

2.10.13.1. The Contractor shall disclose to the Department at the at the time of contracting, at
Contract renewal, and at any time there is a change, the nature and extent of its
financial and organizational relationship with the Community Mental Health Centers
in its service region.

2.10.13.2. Security Breaches and HIPAA violations

2.10.13.3. In the event of a breach of the secunty of sensitive data the Contractor shall
immediately notify the Department to report all suspected loss or compromise of
sensitive data within five (5) business days of the suspected loss or compromise and
shall work with the Department regarding recovery and remediation.

2.10.13.4. Contractor shall report all HIPAA violations as described in the HIPAA BUSINESS
ASSOCIATE ADDENDUM.

2.10.13.4.1. DELIVERABLE: Security and HIPAA Violation Breach Notification.
2.10.13.4.2. DUE: Within five (5) business days of becoming aware of the breach.
2.10.14. Solvency
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2.10.14.1. The Contractor shall notify the Department, within two (2) Business Days, of
becoming aware of or having reason to believe that it does not, or may not, meet the
solvency standards specified in this Contract.

2.10.14.1.1. DELIVERABLE: Solvency Notification.

2.10.14.1.2. DUE: Within two (2) Business Days, of becoming aware of a possible solvency
issue.

2.10.14.2. The Contractor shall not hold liable any Member for the Contractor’s debts, in the
event the Contractor becomes insolvent.

2.10.15. Subcontracts and Contracts

2.10.15.1. The Contractor shall disclose to the Department, within five (5) business days of the
Department’s request, copies of any existing subcontracts and Contracts with
Providers.

2.10.15.1.1. DELIVERABLE: Subcontracts and Provider Contracts.
2.10.15.1.2. DUE: Within five (5) Business Days of the Department’s Request

2.10.15.2. The Contractor shall notify the Department, in writing, of its decision to terminate any
existing subcontractor at least sixty (60) calendar days prior to the services
terminating, unless the basis for termination is for quality or performance issues, or
credible allegation of fraud.

2.10.15.2.1. If the basis for ternination is a quality or performance 1ssue, the Contractor shall
notify the Department in writing within two (2) Business Days of its decision to
terminate the subcontract. The Contractor shall submit with the notice of
termination, a narrative describing how it intends to provide or secure the services
after termination.

2.10.15.2.1.1. DELIVERABLE: Notice of Subcontractor Termination.

2.10.15.2.1.2. DUE: At least sixty (60) calendar days prior to termination for all general
terminations and within two (2) Business Days of the decision to terminate for
quality or performance issue terminations.

2.10.15.3. The Contractor shall ensure that no Member is billed by a Subcontractor or Referral
Provider for any amount greater than would be owed if the Contractor provided the
services directly or in violation of 25 5-4-301(1)(a)(I), (1I) and (I1.5), CR.S.

2.10.16. Warranties and certifications

2.10.16.1. The Contractor shall, within five (5) Business Days, disclose to the Department if it is
no longer able to provide the same warranties and certifications as required at the
Effective Date of this Contract.

2.10.16.1.1. DELIVERABLE: Warranty and Certification Notification.

2.10.16.1.2. DUE: Within five (5) Business Days of becoming aware of its inability to offer the
warranty and certifications.

2.10.17. Anti-gag Requirements
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2.10.17.1.

2.10.17.1.1.

2.10.17.1.2.

2.10.17.1.3.
2.10.17.1.4.

2.10.17.2.

The Contractor shall not prohibit or restrict a healthcare professional, acting within the
lawful scope of practice, from adwvising or advocating on behalf of a Member who 1s
his or her patient regarding;

The Member’s health status, medical care, or treatment options, including any
alternative treatment that may be self-administered.

Any information the Member needs in order to decide among all relevant treatment
options.

The risks, benefits, and consequences of treatment or non-treatment.

The Member’s healthcare, including the right to refuse treatment, and to express
preferences about future treatment decisions.

The Contractor shall not take any pumitive action against a provider who either
requests an expedited resolution or supports a member’s appeal.

2.10.18. Moral and Religious Objections

2.10.18.1.

2.10.18.2.

2.10.18.3.

2.10.18.4.

The Contractor shall notify members when it adopts a policy to discontinue coverage
of a counseling or referral service based on moral or religious objections.

If the Contractor would otherwise be required to provide, reimburse for, or provide
coverage of a counseling or referral service is not required to do so if the Contractor
objects to the service on moral or religious grounds.

If the Contractor elects not to provide, reimburse for, or provide coverage of, a
counseling or referral service because of an objection on moral or religious grounds,
it shall furnish information about the services it does not cover to the Department with
its application for a Medicaid contract and whenever it adopts such a policy during the
term of the contract.

If the Contractor does not cover counseling or referral services because of moral or
religious objections and chooses not to furnish information to Members on how and
where to obtain such services, the Department shall provide that information to
Members.

2.10.19. Provider-Preventable Conditions

2.10.19.1.

2.10.19.1.1.
2.10.19.1.2.

2.10.19.1.3.
2,10.19.1 .4,
2.10.19.1.5.

2.10.19.1.5.

Exhibit A

The Contractor shall not make payments to Providers for provider-preventable
conditions that:

Are identified in the State plan.

Have been found by the State, based on a review of medical literature by qualified
professionals, to be reasonably preventable through the application of procedures
supported by evidence-based gwidelines.

Have a negative consequence for the Member.
Are auditable.
Include, at a minimum:

I. The wrong surgical or other invasive procedure performed on a patient.
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2.10.19.1.5.2. A surgical or other invasive procedure performed on the wrong body part.
2.10.19.1.5.3. A surgical or other invasive procedure performed on the wrong patient.

2.10.19.2. The Contractor shall require all providers to report provider-preventable conditions
associated with claims for payment or Member treatments for which payment would
otherwise be made.

2.10.19.3. The Contractor shall report all provider-preventable conditions to the Department.
2.10.19.3.1. DELIVERABLE: Provider-Preventable Conditions Report

2.10.19.3.2. DUE: Annually, wathin thirty (30) days following the end of the State Fiscal Year
2.11. PROGRAM COMPLIANCE REPORTING

2.11.1.  Access to Services Reports

2.11.1.1.  The Contractor shall submit a quarterly report in electronic format to the Department
and/or its designee, documenting the percentage of cases meeting standards for access
to routine care, urgent care, and emergency care during the given quarter. The
Contractor shall submit this report in a format approved by the Department.

2.11.1.2.  The Contractor’s reports shall include detail regarding cases in which the standard was
not met.

2.11.1.2.1. DELIVERABLE: Access to Services Report.
2.11.1.22. DUE: Thirty (30) days after the end of the reporting quarter.
2.11.2.  1915(b)(3) Waiver (Alternative) Services Report

2.11.2.1.  The Contractor shall submit a quarterly report in electronic format, approved by the
Department, to the Department and/or its designee detailing the previous quarter’s
expenditures for 1915(b)(3) Waiver (Alternative Services). Expenditure reports shall
detail the specific types of services and the expenditure amounts associated with that
service for non-MAGI and MAGI Adults for the given quarter.

2.11.2.1.1. DELIVERABLE: 1915(b)(3) Waiver (Altemative) Services Report
2.11.2.1.2. DUE: Forty-five (45) days after the end of the reporting quarter.
2.11.3.  Annual Quality Report

2.11.3.1.  The Contractor shall submit an annual report to the Department and/or its designee,
The report shall include:

2.11.3.1.1. A description of the techniques used by the Contractor to improve its performance,
effectiveness and quality outcomes. This report shall describe the qualitative and
quantitative impact the techniques had on quality and the overall impact and
effectiveness of the quality assessment and improvement program.

2113.1.2, A description of past quality assessments and performance improvement activities
targeted at creating substantial improvements in the quality and results for the next
year.

2.11.3.1.3. A description and organizational chart for each quality committee.
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2.11.3.1.4. Sufficient detail for the EQRO to validate the Contractor’s performance
improvement projects according to 42 C.F.R. Parts 433 and 438, External Quality
Review of Medicaid Managed Care Organizations.

2.11.3.1.4). DELIVERABLE: Annual Quality Report

2.11.3.14.2. DUE: Annually by the last Business Day of September for the preceding fiscal
year’s quality activities,

2.11.4.  Quality Improvement Plan

2.11.4.1. The Contractor shall submit an annual quality improvement plan to the Department
and/or its designee, for approval, that delineates future quality assessment and
performance improvement activities based on the results of those activities included
in the Annual Quality Report.

2,11.4.2, The Contractor shall integrate findings and opportunities for improvement identified
in studies, performance outcome measurements, Member satisfaction surveys and
other monitoring and quality activities.

2.11.4.2.1. DELIVERABLE: Quality Improvement Plan.

2.114.2.2. DUE: Annually, no later than the last Business Day of September of each contract
year.

2.11.5. Colorado Client Assessment Record (CCAR)

2.11.5.1. The Contractor shall submit CCAR data to the Division of Behavioral Health on a
quarterly basis.

2.11.5.1.1. DELIVERABLE: Colorado Client Assessment Record (CCAR) Data.
2.11.5.1.2.  DUE: Quarterly by September 30" December 31*, March 31* and June 30™,
2.11.6. Child Mental Health Treatment Act (CMHTA) Report

2.11.6.1. The Contractor shall submit to the Department an annual report of all children/youth
authorized for placement in a residential treatment setting by the Contractor under the
CMHTA.

2.11.6.1.1. DELIVERABLE: Child Mental Health Treatment Act (CMHTA) Report.
2.11.6.1.2, DUE: Annually on September 1st.
2.11.7. Member Grievance and Appeals Report

2.11.7.1.  The Contractor shall submit a Grievance and Appeals report quarterly that records,
tracks, and assesses Members' grievances and appeals and their resolutions.

2.11.7.2.  The Contractor shall analyze, investigate and report upon significant individual cases
and upon overall trends.

2.11.7.3.  Upon request of the Department, Contractor shall also report upon individual cases.
2.11.7.3.1. DELIVERABLE: Member Grievance and Appeals Report.

2.11.7.3.2.  DUE: Forty-five (45) days after the end of the reporting quarter.

2.11.8. Network Adequacy Report
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2.11.8.1.

2.1 1.8:1.0:
2.11.8.1.2.
2.11.8.2.

2.11.83.

2.11.8.3.1.
211832
2.11.84.

2.11.84.1.
2.11.842
2.11.8.5.

211851
2.11.85.2

The Contractor shall submit a quarterly Network Adequacy report. The report shall
contain the total number of Providers by type of provider, county and the number of
Providers who are accepting new Members.

DELIVERABLE: Quarterly Network Adequacy Report.
DUE: Thirty (30) days after the end of the reporting quarter.

Contractor shall annually conduct a needs assessment to identify unmet service needs
in its service delivery area. The needs assessment shall be completed at least sixty (60)
calendar days prior to the end of the contract year.

Thirty (30) calendar days prior to the end of the contract year, Contractor shall submit
to the Department a copy of its need assessment report and shall provide written
assurance that Contractor’s Network is adequate in number, mix and geographic
distribution and in accordance with Department standards, for the expected level of
Membership in the Service Area for the following year.

DELIVERABLE: Need Assessment and Network Adequacy Report.
DUE: Thirty (30) calendar days prior to the end of the contract year.

If the needs assessment report indicates that the network is not adequate to meet the
population of the Contractor’s service area or if the Department determines that the
network is not adequate, the Contractor shall submit an action plan outlining how and
when the unmet needs will be addressed. Action plans are subject to Departmental
review and approval.

DELIVERABLE: Adequacy Action Plan.
DUE: Thirty (30) calendar days prior to the end of the contract year.

The Contractor shall submit, within 30 days, a Network Composition Report when a
new population is enrolled in Contractor’s Plan, when new services are added to the
contract, and/or when requested by the Department.

DELIVERABLE: Network Composition Report.
DUE: Within thirty (30) days of new enrollment or upon Department request.

2.11.9. Third Party Identification Report

2.11.9.1

21192

211521
2:11,9,2.2,
2:11:9:2.3;
211924

Exlubit A

Contractor shall submit a monthly report notifying the Department and the
Department's fiscal agent of any third party payers, excluding Medicare, identified by
the Contractor as being actually or potentially liable for some or all of the costs of
Covered Services to Members.

For each Member identified as having other health insurance coverage, exclusive of
Medicare, the report shall include:

Member’s Medicaid identification number.
Member's social security number.
Member's relationship to policyholder.

Name, complete address, and telephone number of health insurer.
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2.11.9.2.5. Policy Member identification and group numbers,

2.11.9.2.6.  Policy Member's social security number.

2.11.9.2.7.  Policy Member's full name, complete address and telephone number.
2.11.9.2.8. Daytime telephone number where the Member can be reached.

2.11.9.3. If the Contractor identifies a Member with Medicare, the report shall contain the
Member's name and Medicaid identification along with the Medicare identification
number.

2.11.94. If the Contractor identifies a Member with other forms of recovery potential (e.g.
workers’ compensation, motor vehicle accident insurance coverage, personal injury
tort) the Contractor shall submit all known information regarding the circumstances
giving rise to the recovery potential and the identification of the other parties and
payers who may be liable,

2.11.94.1. DELIVERABLE: Third Party Identification Report.
2.11.9.42. DUE: Within ten (10) Business Days following the reporting month.
2.11.10. Compliance Program Plan

2.11.10.1. Contractor shall submit its Compliance Program Plan for approval upon each contract
renewal.

2.11.10.1.1. DELIVERABLE: Compliance Program Plan.
2.11.10.1.2. DUE: Annually, no later than June 30%.
2.11.11. Compliance with False Claims Act

2.11.11,1, The Contractor shall submit its written policies that conform to the requirements
detailed in Section 2.9.3., Program Integrity and detailing its compliance with:

2.1L.11.1.1. The False Claims Act, 31 USC § 3729, et seq.
2.11.11.1.2. Administrative remedies for false claims and statements.

2.11.11.1.3. State laws relating to civil or criminal penalties for false claims and statements, if
any.

2.11.11.1.4.  Whistleblower protections under such laws.
2.11.11.1.4.1. DELIVERABLE: False Claims Policies.
2.11.11.1.4.2. DUE: Within forty-five (45) days after the Effective Date.

2.11.11.2. The Contractor shall submit, written assurance of compliance with the False Claims
Act to the Department’s Program Integrity Section.

2.11.11.2.1. DELIVERABLE: Assurance of Compliance.

2.11.11.2.2. DUE: Annually, within thirty (30) days of written notification by the Department’s
Program Integrity Section.

2.11.12, Graduate Medical Education Report
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2.11.12.1. The Contractor shall submit a quarterly report detailing the total inpatient hospital
days, total outpatient charges, and total inpatient discharges, by hospital, for Members
for each calendar year quarter.

2.11.12.1.1. DELIVERABLE: Graduate Medical Education Report.

2.11.12.1.2. DUE: No later than ninety (90) calendar days following the end of the reporting
quarter.

2.11.13. Performance Measures

2.11.13.1. The Contractor shall report annually on performance measures outlined in Exhibit G-
2. Implementation of core performance measures shall begin upon implementation of
this Contract.

2.11.13.2. Additional performance measures may be implemented and reported on in future
contract years, by agreement between the Contractor and the Department.

2.11.13.2.1. DELIVERABLE: Performance Measures Report.
2.11.13.2.2. DUE: Annually as requested by the Department
2.11.14. Third Party Recovery Report

2.11.14.1. The Contractor shall submit an annual report of all amounts actually recovered from
third parties. The report shall contain the Medicaid Member 1D, category of assistance
and dates of service related to the recovery. The report shall be provided on compact
disc or by encrypted email.

2.11.14.1.1. DELIVERABLE: Third Party Recovery Report.
2.11.14.1.2. DUE: Annually, no later than March 3 1* for the preceding fiscal year
2.11.15. Annual Training Report

2.11.15.1. Atthe end of each calendar year, the Contractor shall create an Annual Training Report
detailing trainings that were provided by the Contractor to its Providers, state agencies,
and counties during the previous calendar year.

2.11.15.2. This report shall be in a format mutually agreed upon by the Department and the
Contractor. This report shall detail trainings related to the requirements, policies, and
procedures related to this Contract, including but not limited to, access to care, care
coordination, services available to members, member transitions, the Child Mental
Health Treatment Act (CMHTA), member rights (appeals and grievances).

2.11.152.1. DELIVERABLE: Annual Training Report.
2.11.15.2.2. DUE: Annually on January 30",
2.11.16. Integrated Care Report

2.11.16.1. The Contractor shall collaborate with the RCCO in its region on a semi-annual report
regarding integrated care efforts in its region. The Department shall provide a
standardized template for this report. The report is due from the RCCO thirty (30)
calendar days following each reporting period.

2.11.17. Health Insurance Providers Fee Reporting
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2.11.17.1. 1In the event that the Contractor is subject to any Health Insurance Providers Fee under
26 CFR Part 57 and required to file a form 8963, then the Contractor shall create a
Health Insurance Providers Fee Report to the Department that contains all of the
following information:

2.1117.1.1. A copy of the Form 8963 as well as copies of any corrected Form 8963s filed with
the Internal Revenue Service (IRS).

2.11.17.1.2. The preliminary and final calculations of the fee from the IRS, even if the calculated
fee was $0.00.

2.11.17.1.3. An allocation of the fee attributable to the Work under this Contract.

2.11.17.1.4. Any additional information related to the Health Insurance Providers Fee, as
determined by the Department.

2.11.17.2.  The Contractor shall deliver the Health Insurance Providers Fee Report for each year
that it is required to file a form 8963 with the IRS.

2.11.17.2.1. DELIVERABLE: Health Insurance Providers Fee Report

2.11.17.2.2, DUE: Annually, no later than October 1* of each year in which the Contractor filed
a form 8963

2.11.18. Ad Hoc Compliance Reports

2.11.18.1. Upon request of the Department, the Contractor shall create ad hoc reports for
compliance purposes. The Contractor may also be asked to collaborate with other State
contractors (e.g. RCCOs) on reporting deliverables.

2.11.18.1.1. DELIVERABLE: Ad Hoc Compliance Reports.
2.11.18.1.2. DUE: Within fifteen (15) days of the Department’s request.
2.11.19. Health Insurance Providers Fee Rate Settlement

2.11.19.1. The Contractor and the Department shall engage in Health Insurance Providers Fee
Rate Settlements based upon the Health Insurance Providers Fee report provided by
the Contractor to the Department each October. Each Health Insurance Providers Fee
Rate Settlement process shall include the following:

2.11.19.1.1. Dunng the rate-setting cycle, the Department will calculate a prospective rate to
account for the health insurance provider fee. This rate will be withheld from the
Contractor’s payment.

2.11.19.1.2,  Upon receipt of the Health Insurance Providers Fee Report, the Department will
calculate the actual rate to account for the health insurance provider fee. The
Department will issue a notification letter by July 3 1* with the amount to be remitted
to the Contractor. The Department will calculate the actual rate to account for the
health insurer provider fee and will update the amount withheld for the health insurer
provider fee through a contract amendment.

2.11.20. Institutional Compliance Reporting
2.11.20.1. Insurance Report
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2.11.20.1.1. The Contractor shall submit documentation upon request by the Department
establishing current and continuous insurance coverage,

2.11.20.1.2. The Department reserves the right to require complete, certified copies of al}
msurance policies required by this Agreement at any time.

2.11.20.1.2.1. DELIVERABLE: Insurance Report.
2.11.20.1.2.2, DUE: Within five (5) Business Days of request by the Department.

2.11.20.1.3. The Contractor shall submit to the Department financial reports for the previous
fiscal year, produced in accordance with the Mental Health Accounting and
Auditing Guidelines, and audited by an independent Certified Public Accountant.

2.11.20.1.3.1, DELIVERABLE: Financial Report.
2.11.20.1.3.2. DUE: Annually, no later than Apnl Ist.
2.11.20.2. Personnel and Committee Report

2.11.20.2.1. 'The Contractor shall submit a report at the request of the Department identifying the
following individuals:

2,11.20.2,1.1, Privacy Officer

2.11.20.2.1.2.  Security Officer

2.11.20.2.1.3. Compliance Officer

2.11.20.2.1.4. Q1 Committee Members
2.11.20.2.1.5. Credentialing Commttee Members

2112022 At the request of the Department the Contractor shall also submit the training,
education and credentials of these individuals.

2.11.20.2.2.1. DELIVERABLE: Personnel and Committee Report.
2.11.20.2.2.2. DUE: Within five (5) days of request by the Department
2.11.20.3. Secunty Events Report

2.11.203.1. The Contractor shall submit, quarterly, a report focusing on the following four (4)
primary potential risk areas:

2.11.20.3.1.1.  Unauthorized systems access.
2.11.203.1.2. Compromised data.

2.11.20.3.1.3.  Loss of data integrity.

2.11.20.3.1.4. Inability to transmit or process data.

2.11.20.3.2. Upon discovery, the Contractor shall disclose any and all incidents falling into the
categories listed above, shall document its intemal review of these incidents, and
shall provide to the Department its corrective actions and other mitigating measures,

2.11.20.3.2.1. DELIVERABLE: Secunty Events Report
2.11.20.3.2.2. DUE: Forty-five (45) days after the end of the reporting quarter.
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2.11.20.4. General

2.11.20.4.1. The Contractor shall inform the Department, within five (5) Business Days, of any
significant event or change in circumstances that might beneficially or adversely
affect Members, Providers, the Department or other stakeholders.

2.11.20.4.1.1. DELIVERABLE: Significant Event/Circumstance Report
2.11.20.4.1.2. DUE: Within five (5) Business Days of the event.
2.11.21. Institutions for Mental Disease (IMD) Identification Report

2.11.21.1. Contractor shall submit a monthly report notifying the Department and the
Department's fiscal agent of any member stays in an IMD durtng a capitation payment
period for the purposes of capitation recoupment, in compliance with 42 CFR 438 .6(e).

2.11.21.2. For each Member identified in accordance with Sec. 2.11.3.1., the report shall include:
2.11212.1. Member’s Medicaid ID

2112122 Date of Admission

2.11.21.2.3. Date of Discharge

2.11.21.2.4. Billing Provider Name

2.11.21.2.5. Billing Provider [D

2.11.21.26. BHOID

2.11.21.3. The Contractor shall deliver the report to the Department.

2.11.21.3.1. DELIVERABLE: Institutions for Mental Disease (IMD) Identificanon Report
2.11.21.3.2. DUE: Within ten (10) Business Days following the reporting month.

2.12. EMPLOYEE EDUCATION ABOUT FALSE CLAIMS

2.12.1. In accordance with 42 US.C. 1396a(a)(68), the Contractor shall establish written
policies, for all employees (including management) and for any contractor or agent, that
include detained information about the False Claims Act, 31 USC § 3729, et seq.,
administrative remedies for false claims and statements established under chapter 38 or
title 31, United States Code, the Colorado Medicaid False Claims Act, Section 25.5-4-
304 C.R.S. et seq., detailed provisions regarding policies and procedures for detecting
and preventing fraud, waste and abuse, whistleblower protections and the role of such
laws in preventing and detecting fraud, waste and abuse in Federal health care programs.

2.12.2.  The Contractor shall provide upon request by the Department written assurances and
submit its written policies and procedures. The written assurances are:

2.12.2.1.  The Contractor has the policy and procedures required by 42 U.S.C. 1396a(a){68).

2.122.2.  The Contractor has incorporated language required by statute into the employee
handbook, if one exists.

2.12.2.3. The policy and procedures have been disseminated to all employees including
management and employees of any contractor or agent.
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2.122.4. The Contractor understands that failure to comply within thirty (30) calendar days
from the date of the request by the Department for assurances and submissions may
result in suspension or termination.

212241, DELIVERABLE: Written assurances, policies and procedures and employee
handbook, if one exists.

2.12.24.2. DUE: Annually, within thirty (30) days of the date of written request by the
Department’s Program Integrity Section.

SECTION 3.0 CONTRACTOR’S GENERAL REQUIREMENTS
3.1. GENERAL REQUIREMENTS

3.1.1.  The Contractor may be privy to internal policy discussions, contractual issues, price
negotiations, confidential medical information, Department financial information, and
advance knowledge of legislation, In addition to all other confidentiality requirements
of the Contract, the Contractor shall also consider and treat any such information as
confidential and shall not disclose it to any third party without the written consent of the
Department.

3.1.2.  The Contractor shall work cooperatively with key Department staff and, if applicable,
the staff of other Department contractors or other State agencies to ensure the completion
of the Work. The Department may, in its sole discretion, use other contractors to perform
activities related to the Work that are not contained in the Contract or to perform any of
the Department’s responsibilities. In the event of a conflict between the Contractor and
any other Department contractor, the Department will resolve the conflict and the
Contractor shall abide by the resolution provided by the Department.

3.1.3.  The Contractor shall inform Department management staff on current trends and issues
in the healthcare marketplace and provide information on new technologies in use that
may impact the Contractor’s responsibilities under this Contract.

3.14.  The Contractor shall maintain complete and detailed records of all meetings, system
development life cycle documents, presentations, project artifacts and any other
interactions or deliverables related to the project described in the Contract. The
Contractor shall make such records available to the Department upon request, throughout
the term of the Contract.

3.1.5.  Subcontractual Relationships and Delegation

3.15.1.  The Contractor shall be accountable for any functions and responsibilities that it
delegates to any subcontractor. The Contractor shall:

3.151.1 Evaluate the prospective Subcontractor's ability to perform the activities to be
delegated.
31512 Require a written agreement with the Subcontractor that specifies the activities and

report responsibilities delegated to the Subcontractor; and provides for revoking
delegation or imposing other sanctions if the Subcontractor's performance is
inadequate.
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3.1.5.1.3. Monitor the Subcontractor’s performance on an ongoing basis and subject it to
formal review according to a periodic schedule established by the State, consistent
with industry standards or State MCO laws and regulations.

3.15.1.4 Identify deficiencies or areas for improvement, and shall ensure that the
Subcontractor takes corrective action.

3.1.6. Accreditation

3.1.6.1.  The Contractor shall inform the Department of whether it is accredited by a private
independent accrediting entity. If so, the Contractor shall allow the accrediting entity
to provide the Department a copy of the most recent review, including;

3.16.1.1. Accreditation status, survey type, and level;

3.1.6.1.2. Accreditation results including recommended actions, corrective action plans, or
findings; and

3.1.6.1.3. Expiration date of the accreditation.

3.1.7.  The contractor shall use the Department-developed definition for the following terms,
when applicable: appeal; co-payment, durable medical equipment; emergency room
care; emergency services, excluded services; grievance; habilitation services and
devices; health insurance; home health care; hospice services; hospitalization; hospital
outpatient care, medically necessary; network; non-participating provider;, physician
services; plan; preauthorization, prescription drug coverage; primary care physician;
PCP; participating provider;, premium; provider, rehabilitation services and devices;
skilled nursing care; specialist; and urgent care.

3.2, KEY PERSONNEL REQUIREMENTS

3.2.1.  The Contractor shall designate people to hold the Key Personnel positions as specified
in this Contract. The Contractor shall not allow for any individual to fill more than one
of the roles defined as Key Personnel unless the Department has granted approval. Key
personnel (unless otherwise stated) must be primarily located or stationed in Colorado
for the duration of this Contract.

3.2.2,  The Contractor shall ensure Key Personnel and other personnel assigned to the Contract
are available for meetings with the Department during the Department’s normal Business
Hours. The Contractor shall also make these personnel available outside of the
Department’s normal Business Hours and on weekends with prior notice from the
Department.

3.23.  The Contractor’s Key Personnel and other operational staff shall be available for all
regularly scheduled meetings between the Contractor and the Department, unless the
Department has granted prior, written approval otherwise.

3.24.  The Contractor shall ensure that the personnel and staff attending all meetings between
the Department and the Contractor have the authonty to represent and commit the
Contractor regarding work planning, problem resolution and program development.

3.25. At the Department’s direction, the Contractor shall make its Key Personnel and other
personnel assigned to the Contract available to attend meetings as subject matter experts
with stakeholders both within the State government and external or private stakeholders.
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3.2.%;

328

329

3:2.9.1

3292
3.2.10.
3.2.00.1
32102
321103
3.2.10.4.

All of the Contractor’s personnel that attend any meeting with the Department or other
Department stakeholders shall be physically present at the location of the meeting, unless
the Department gives prior, written permission to attend by telephone or video
conference.

Key personnel and staff shall respond to all telephone calls, voicemails and emails from
the Department within one (1) Business Day of receipt by the Contractor.

Key personnel may be temporarily replaced due to sickness, family emergencies, or other
kinds of approved leave. In such cases, the Department shall be notified of the individual
that will be filling in for the employee.

The Contractor shall supply the Department with the name(s), resume and references for
any proposed replacement whenever there is a change to Key Personnel. Any individual
replacing Key Personnel shall have qualifications that are equivalent to or exceed the
qualifications of the individual that previously held the position, unless otherwise
approved, in writing, by the Department.

DELIVERABLE: Name(s), resume(s) and references for the person(s) replacing
anyone in a Key Personnel position during a voluntary change

DUE: At least five (5) Business Days prior to the change in Key Personnel
The Key Personnel identified for this Contract are:

Executive Director or Chief Executive Officer

Chief Financial Officer

Chief Medical Director/Officer

Clinical Substance Use Disorder Coordinator. The Clinical Substance Use Disorder
Coordinator shall:

32104.1. Beknowledgeable regarding Substance Use Disorder diagnoses, services, supports,

and treatments,

3.21042  Be knowledgeable on providing care coordination and recovery approaches for

3.2.10.5.
3.2.10.6.
32107

Substance Use Disorder Members.
Director of Utilization Management
Member and Family Affairs Director

Outcomes or Quality Improvement Director

3.3. OTHER PERSONNEL REQUIREMENTS

331.1.

3312
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The Contractor shall provide Other Personnel, individuals in addition to Key
Personnel, to ensure Contractor’s ability to complete the Work (Subcontractors or
providers in the Contractor’s network are not included in this category).

Contractor shall use its discretion to determine all Other Personnel it will require to
complete the Work.
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3.3.1.3.  The Contractor shall ensure that the Other Personnel have previous experience,
education and/or training that demonstrate that they are qualified for the positions on
this project to which they will be assigned.

332 Subcontractors

3.3.2.1.  The Contractor may subcontract to complete a portion of the Work required by the
Contract. The conditions for using a Subcontractor or Subcontractors are as follows:

33211 The Contractor shall not subcontract more than forty percent (40%) of the Work.
Providers in the Contractor’s network providing behavioral health services to
Members are not considered Subcontractors.

33.2.1.2 The Contractor shall provide the organizational name of each Subcontractor and all
items to be worked on by each Subcontractor to the Department.

3.3.2.12.1. DELIVERABLE: Name of each Subcontractor and items on which each
Subcontractor will work.

33.2.1.2.2. DUE: The later of thirty (30) days prior to the Subcontractor beginning work or
the Effective Date.

3.3.2.2.  The Contractor shall obtain prior consent and written approval for any change in the
use of Subcontractor(s).

3.4. DELIVERABLES

3.4.1.  All deliverables shall meet Department-approved format and content requirements. The
Department will specify the number of copies and media for each deliverable. The
Contractor shall make all changes to deliverables as directed by the Department.

3.42  Each deliverable will follow the deliverable submission process as follows:

3.42.1.  The Contractor shall submit each deliverable to the Department for review and
approval.

3.422  The Department will review the deliverable and may direct the Contractor to make
changes to the deliverable. The Contractor shall make all changes within five (5)
Business Days following the Department’s direction to make the change unless the
Department provides a longer period in writing,

34221, Changes the Department may direct include, but are not limited to, modifying
portions of the deliverable, requiring new pages or portions of the deliverable,
requiring resubmission of the deliverable or requiring inclusion of information that
was left out of the deliverable.

34222 The Department may also direct the Contractor to provide clanfication or provide a
walkthrough of each deliverable to assist the Department in its review. The
Contractor shall provide the clarnficaton or walkthrough as directed by the
Department.

3423 Once the Department has received an acceptable version of the deliverable, including
all changes directed by the Department, the Department will notify the Contractor of
its acceptance of the deliverable. A deliverable shall not be deemed accepted prior to
the Department’s notice to the Contractor of its acceptance of that deliverable.
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343

344

3.45.

3.46.

347

348

3481,

3.49.

3.5.
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The Contractor shall employ an internal quality control process to ensure that all
deliverables, documents and calculations are complete, accurate, easy to understand and
of high quality. The Contractor shall provide deliverables that, at a minimum, are
responsive to the specific requirements, organized into a logical order, contain no
spelling or grammatical errors, formatted uniformly and contain accurate information
and correct calculations. The Contractor shall retain all draft and marked-up documents
and checklists utilized in reviewing deliverables for reference as directed by the
Department.

At the Department’s request, the Contractor shall be required to conduct a walk-through
of Department-selected deliverables to facilitate the Department's review process. The
walk-through shall consist of an overview of the deliverable, explanation of the
organization of the deliverable, presentation of critical issues related to the deliverable
and other information as requested by the Department. It is anticipated that the content
of the walk-through may vary with the deliverable presented.

In the event that any due date for a deliverable falls on a day that is not a Business Day,
then the due date shall be automatically extended to the next Business Day, unless
otherwise directed by the Department.

All due dates or timelines that reference a period of days shall be measured in calendar
days, months and quarters unless specifically stated as Business Days or otherwise. All
times stated in the Contract shall be considered to be in Mountain Time, adjusted for
Daylight Saving Time as appropriate, unless specifically stated otherwise.

No deliverable, report, data, procedure or system created by the Contractor for the
Department that is necessary to fulfilling the Contractor's responsibilities under the
Contract, as determined by the Department, shall be considered proprietary.

If any deliverable contains ongoing responsibilities or requirements for the Contractor,
such as deliverables that are plans, policies or procedures, then the Contractor shall
comply with all requirements of the most recently approved version of that deliverable
The Contractor shall not implement any version of any such deliverable prior to receipt
of the Department's written approval of that version of that deliverable. Once a version
of any deliverable described in this subsection is approved by the Department, all
requirements, milestones and other deliverables contained within that deliverable shall
be considered to be requirements, milestones and deliverables of this Contract.

Any deliverable described as an update of another deliverable shall be considered a
version of the original deliverable for the purposes of this subsection.

Any document, report, deliverable or other item delivered to the Department for review
and approval shall require written approval by the Department before the Contractor may
consider that document, report, deliverable or other item approved and complete.
Written approval by the Department may be delivered via electronic mail (email) to the
Contractor.

STATED DELIVERABLES AND PERFORMANCE STANDARDS

Page 97 of 113



3.5.1.  Any section within this Statement of Work headed with or including the term
"DELIVERABLE" or "PERFORMANCE STANDARD" is intended to highlight a
deliverable or performance standard contained in this Statement of Work and provide a
clear due date for deliverables. The sections with these headings are not intended to
expand or limit the requirements or responsibilities related to any deliverable or
performance standard.

3.6. COMMUNICATION REQUIREMENTS
3.6.1. Communication with the Department

3.6.1.1.  The Contractor shall enable all Contractor staff to exchange documents and electronic
files with the Department staff in formats compatible with the Department’s systems.
The Department currently uses Microsoft Office 2013 and/or Microsoft Office 365 for
PC. If the Contractor uses a compatible program that is not the system used by the
Department, then the Contractor shall ensure that all documents or files delivered to
the Department are completely transferrable and reviewable, without error, on the
Department’s systems.

3.6.2. Communication with Members, Providers and Other Entities

3.6.2.1.  The Contractor shall create a Communication Plan that includes, but is not limited to,

all of the following;

3621.1. A descniption of how the Contractor will communicate to Members any changes to
the services those Members will receive or how those Members will receive the
services,

3.62.1.2. A description of the communication methods, including things such as email lists,

newsletters and other methods, the Contractor will use to communicate with
Providers and Subcontractors.

3.62.1.3. The specific means of immediate communication with Members and a method for
accelerating the internal approval and communication process to address urgent
communications or crisis situations.

3.6.2.1.4, A general plan for how the Contractor will address communication deficiencies or
crisis situations, including how the Contractor will increase staff, contact hours or
other steps the Contractor will take if existing communication methods for Members
or Providers are insufficient.

3.62.15. A listing of the following individuals within the Contractor’s organization, that
includes cell phone numbers and email addresses:

3.6.2.1.5.1, An individual who is authorized to speak on the record regarding the Work, the
Contract or any issues that arise that are related to the Work.

3.6.2.1.5.2. An individual who is responsible for any website or marketing related to the
Work.

3.6.2.1.5.3. Back-up communication staff that can respond in the event that the other
individuals listed are unavailable.
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3.622.

36221

36222

3623

3.6:.2.3.1.
36232
3624

36241
36242

3.6.3.
363.1.

36311

36312

Je3.l3.

3632

3.633.
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The Contractor shall deliver the Communication Plan to the Department on a template
provided by the Department or Contractor. The template is subject to approval by the
Department.

DELIVERABLE: Communication Plan

DUE: Within sixty (60) Business Days after the Effective Date or longer if approved
by the Department.

The Contractor shall review its Communication Plan on an annual basis and determine
if any changes are required to account for any changes in the Work, in the
Department’s processes and procedures or in the Contractor’s processes and
procedures. The Contractor shall submit an Annual Communication Plan Update that
contains all changes from the most recently approved prior Communication Plan,
Annual Communication Plan Update or Interim Communication Plan Update or shall
note that there were no changes.

DELIVERABLE: Annual Communication Plan Update
DUE: Annually, by June 30th of each year

The Department may request a change to the Communication Plan at any time to
account for any changes in the Work, in the Department’s processes and procedures
or in the Contractor’s processes and procedures, or to address any communication
related deficiencies determined by the Department. The Contractor shall modify the
Communication Plan as directed by the Department and submit an Interim
Communication Plan Update containing all changes directed by the Department.

DELIVERABLE: Interim Communication Plan Update

DUE: Within ten (10) Business Days following the receipt of the request from the
Department, unless the Department allows for a longer time 1n writing,

Marketing

The Contractor shall not distribute marketing materials without first obtaining
Department approval.

All marketing, plans and matenals, must be accurate and not misleading, confusing,
or defrauding the recipients or the Department.

Marketing matenals shall not contain any assertion or statement (whether written or
oral) that the recipient must enroll with a MCE in order to obtain benefits or in order
to not lose benefits.

The Contractor shall ensure that 1ts marketing materials do not contain any assertion
or statement (whether written or oral) that CMS, the Federal or State govemment,
or similar entity endorses the Contractor.

The Contractor shall distribute marketing materials to its enfire service area as defined
by this contract.

The Contractor shall not seek to influence enrollment in conjunction with the sale or
offering of any private insurance.
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3.63.4.

The Contractor shall not directly or indirectly engage in door-to-door, telephone, or
other cold-call marketing activities.

3.7. BUSINESS CONTINUITY

3.7.1.

3.7.1.1.

37.1.2

37.1.2.1

3.7.1.3.

3.7.14.

3.7.15.

3.7.1.6.

372

3.7.2.1.
3.7.22
3.73.

3.73.1.
3732
3.74.
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The Contractor shall create a Business Continuity Plan that the Contractor will follow in
order to continue operations after a Disaster or a Business Interruption. The Business
Continuity Plan shall include, but is not limited to, all of the following:

How the Contractor will replace staff that has been lost or is unavailable during or
after a Business Interruption or disaster so that the Work is performed in accordance
with the Contract.

How the Contractor will back-up all information necessary to continue performing the
Work, so that no information is lost because of a Business Interruption or disaster.

In the event of a Disaster, the plan shall also include how the Contractor will make
all information available at its back-up facilities.

How the Contractor will minimize the effects on Members in the event of a Business
Interruption or disaster.

How the Contractor will communicate with the Department during the Business
Interruption or disaster and points of contact within the Contractor’s orgamzation the
Department can contact in the event of a Business Interruption or disaster.

Planned long-term back-up facilities out of which the Contractor can continue
operations after a Disaster.

The time period it will take to transition all activities from the Contractor’s regular
facilities to the back-up facilities after a Disaster.

The Contractor shall deliver the Business Continuity Plan to the Department for review
and approval.

DELIVERABLE: Business Continuity Plan.
DUE: Within ten (10) Business Days after the Effective Date,

The Contractor shall review its Business Continuity Plan at least semi-annually and
update the plan as appropnate to account for any changes in the Contractor’s processes,
procedures or circumstances. The Contractor shall submit an Updated Business
Continuity Plan that contains all changes from the most recently approved prior Business
Continuity Plan or Updated Business Continuity Plan or shall note that there were no
changes.

DELIVERABLE: Updated Business Continuity Plan
DUE: Semi-annually, by June 30th and December 3 1st of each year

In the event of any Business Interruption, the Contractor shall implement its most
recently approved Business Continuity Plan or Updated Business Continuity Plan
immediately after the Contractor becomes aware of the Business Interruption. In that
event, the Contractor shall comply with all requirements, deliverables and milestones
contained in the implemented plan.
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FEDERAL FINANCIAL PARTICIPATION RELATED INTELLECTUAL
PROPERTY OWNERSHIP

In addition to the intellectual property ownership rights in the Contract, the following
subsections describe the intellectual property ownership requirements that the Contractor
shall meet during the term of the Contract in relation to federal financial participation.

To facilitate obtaining the desired amount of federal financial participation under 42 CFR
§433.112, the Department shall have all ownership rights, not superseded by other
licensing restrictions, in all materials, programs, procedures, designed, purchased, or
developed by the Contractor and primarily funded by the Department specifically and
solely to perform the Work. *“Primarily funded” in this context shall mean fifty-one
percent (51%) or more of the funding to design, purchase or develop such materials,
programs or procedures. Proprietary materials, programs, procedures, etc., that were not
designed, purchased, or developed by the Contractor specifically and solely to perform
the Work, and not primarily funded by the Department specifically and solely to perform
the Work, even if used to perform the Work, remain the property of the Contractor. The
Contractor shall use contract funds to develop all necessary materals, programs,
products, procedures, etc., and data and software to specifically fulfill its obligations
under the Contract. Department funding used in the development of these materials,
programs, procedures, etc. specifically and solely to perform the Work shall be
documented by the Contractor. The Department shall have all ownership rights in data
and software, or modifications thereof and associated docurnentation and procedures
specifically and solely designed and developed to produce any systems, programs reports
and documentation and all other work products or documents created under the Contract.
Data and software, or modifications thereof and associated documentations and
procedures which are used by the Contractor for multiple lines of business and/or which
are created for commercial purposes, and are also used to support the Work, shall not be
subject to the Department’s ownership rights. The Department reserves, on behalf of
itself, the Federal Department of Health and Human Services and its Contractors, a
royalty-free, non-exclusive and irrevocable license to produce, publish or otherwise use
such software, modifications, documentation and procedures that were specifically and
solely designed, purchased or developed to perform the Work.

PERFORMANCE REVIEWS

The Department or its designee may conduct performance reviews or evaluations of the
Contractor in relation to the Work performed under the Contract.

The Department or its designee may work with the Contractor in the completion of any
performance reviews or evaluations or the Department may complete any or all
performance reviews or evaluations independently, at the Department's sole discretion.

The Contractor shall provide all information necessary for the Department or its designee
to complete all performance reviews or evaluations, as determined by the Department or
its designee, upon the Department or its designee’s request. The Contractor shall provide
this information regardless of whether the Department or its designee decides to work
with the Contractor on any aspect of the performance review or evaluation.
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3.94.  The Department or its designee may conduct these performance reviews or evaluations
at any point during the term of the Contract, or after termination of the Contract for any
reason.

3.9.5.  The Department or its designee may make the results of any performance reviews or
evaluations available to the public, or may publicly post the results of any performance
reviews or evaluations.

3.10. CORRECTIVE ACTION PLANS

3.10.1. Upon request by the Department, the Contractor shall investigate any contract
compliance concems. The Contractor shall submit a written response to the Department
that includes a brief description of the issue, the efforts that Contractor took to investigate
the issue, the outcome of the Contractor’s review,

3.10.1.1.  The wrtten response shall be sent to the Department within thirty (30) calendar days
of the Department's request. Upon request, the Department may allow additional time
to investigate and report.

3.10.1.1.1. DELIVERABLE: Compliance Concerns Response.
3.10.1.1.2.  DUE: Within thirty (30) calendar days of the Department’s request.

3.10.2. When the Department determines that Contractor is not in compliance with any term of
this Contract, Contractor, upon written notification by the Department, shall develop a
corrective action plan. Contractor shall prepare a Corrective Action Plan within thirty
(30) calendar days of the receipt of a written request.

3.10.2.1.  The Contractor shall notify the Department in writing, before the due date if it wall not
be able to present the corrective action plan within the thirty (30) days. The Contractor
shall explain the rationale for the delay and the Department may grant an extension,
in writing, of the deadline for the Contractor’s compliance.

3.102.1.1. DELIVERABLE: Corrective Action Plan
3.10.2.1.2. DUE: Within thirty (30) days of receipt of a written request from the Department.

3.10.3. Upon receipt of the Contractor’s corrective action plan, the Department shall accept,
modify or reject the proposed corrective action plan. Modifications and rejects shall be
accompanied by a written explanation.

3.10.3.1. In the event of a rejection of Contractor’s corrective action plan the Contractor shall
re-write the corrective action plan and resubmit it to the Department for review.

3.103.1.1. DELIVERABLE: Revised Corrective Action Plan.
3.10.3.1.2. DUE: Within fifteen (15) days of the Department’s rejection.

3.10.4. Upon acceptance by the Department the Contractor shall implement the corrective action
plan.

3.10.5. Contractor shall cooperate with any Department follow-up reviews or audits at any time
after the initiation of the corrective action plan.

3.10.6. Corrective action plans shall include, but not be limited to:
3.10.6.1. A detailed time frame specifying the actions to be taken,
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3.106.2.
3.10.6.3.
3.10.7.

3.10.7.1.

3.10.8.

3.109.

3.10.10.

3.10.11.

Contractor’s employee(s) responsible for implementing the actions,
The implementation time frames and a date for completion.

Department staff shall monitor progress on the corrective action plan until the Contractor
is found to be in compliance.

Department staff will notify Contractor in writing when the corrective actions have
been completed, accepted and the Contractor is considered to be in compliance with
Department regulations and this Contract,

If the Contractor notifies the Department that it will not be able to achieve compliance
by the date specified in the Corrective Action Plan, and explains in writing its reasonable
efforts to achieve compliance, the Department may grant an extenston of the deadline,
in writing, for Contractor compliance.

The Department reserves the right to reduce the time frame for a corrective action if
delivery of Covered Services for Members is adversely affected.

If at the end of the specified time period, the Contractor has not demonstrated
compliance, as determined by the Department, the Department may exercise any
available remedy under this Contract.

For corrective action plans affecting the provision of Covered Services to Members, the
Contractor shall ensure that Covered Services are provided to Members during corrective
action periods.

3.11. RENEWAL OPTIONS

3001

The Department may, within its sole discretion, choose to not exercise any renewal
option in the Contract for any reason. If the Department chooses to not exercise an
option, it may reprocure the performance of the Work in its sole discretion.

SECTION 40 START-UP AND CLOSEOUT PERIODS

4.1.1.
4 1.1.1.

41.1.1.1.

41.1.1.2.

4:1:1,.2.
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The Contract shall have a Start-Up Period and a Closeout Period.

The Start-Up Period shal! begin on the Effective Date. The Start-Up Period shall end
on the Operational Start Date of the Contract.

The Operational Start Date shall not occur until the Contractor has completed all
requirements of the Start-Up Period.

The Contractor shall not engage in any Work under the Contract, other than the
Work described below in the Start-Up Period, prior to the Operational Start Date.
The Department shall not be liable to the Contractor for, and the Contractor shall
not receive, any payment for any period prior to the Operational Start Date under
the Contract.

The Closeout Period shall begin on the earlier of ninety (90) days prior to the end of
the last renewal year of the Contract or notice of by the Department of non-renewal.
The Closeout Period shall end on the day that the Department has accepted the final
deliverable for the Closeout Period, as determined in the Department-approved and
updated Closeout Plan, and has determined that the closeout is complete.
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4,1.1.2.1.  This Closeout Period may extend past the termination of the Contract and the
requirements of the Closeout Period shall survive termination of the Contract.

4,12,  Start-Up Period
4.1.2.1.  During the Start-Up Period, the Contractor shall complete all of the following:

4121.1. Create a Policy and Procedures Manual that contains the policies and procedures for
all systems and functions necessary for the Contractor to complete its obligations
under the Contract.

4.1.2.1.1.1. DELIVERABLE: Policies and Procedure Manual

41.2.1.1.2, DUE: The later of five (5) days prior to the Operational Start Date, or the Effective
Date unless more time is allowed and approved by the Department,

4.12.1.2. Prepare all documents, forms, training materials, and any other documents,
information and protocols that require approval by the Department. The Contractor
shall deliver all documents, forms, training materials, and any other documents,
information and protocols that require approval by the Depariment to the
Department for review and approval in a timely manner that allows the Department
to review and approve those documents prior to end of the Start-Up Period.

41213. Create and implement the Business Continuity Plan described in Section 3.7.
41214 Create and implement the Communication Plan described in Section 3.6.

4.1.2.2.  The Contractor shall provide bi-weekly updates, to the Department, throughout the
Start-Up Period, that show the Contractor’s status toward meeting the timelines and
milestones described in the Contract.

4.1.2.3.  The Contractor shall ensure that all requirements of the Start-Up Period are complete
by the deadlines contained in the Contract and that the Contractor i1s operationally
ready by the Operational Start Date.

4.1.3. Closeout Period
4.13.1.  During the Closeout Period, the Contractor shall complete all of the following;

413.1.1 Implement the most recent Closeout Plan or Closeout Plan Update that has been
approved by the Department.
4.13.1.2. Complete all steps, deliverables and milestones contained in the most recent

Closeout Plan or Closeout Plan Update that has been approved by the Department.

41313, Provide to the Department, or any other contractor at the Department's direction, all
reports, data, systems, deliverables and other information reasonably necessary for
a transition as determined by the Department or included in the most recent Closeout
Plan or Closeout Plan Update that has been approved by the Department.

41314, Ensure that all responsibilities under the Contract have been transferred to the
Department, or to another contractor at the Department's direction, without
significant interruption.

4,13.1.5. Notify any Subcontractors of the termination of the Contract, as directed by the
Department.

Exhibit A
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4.13.1.6.

4.13.1.6.1.
4.13.1.6.2.
413.1.7.

4132

Notify all Members that the Contractor will no longer be their assigned Behavioral
Health Organization. The Contractor shall create these notifications and deliver
them to the Department for approval. Once the Department has approved the
notifications, the Contractor shall deliver these notifications to all Members, but in
no event shall the Contractor deliver any such notification prior to approval of that
notification by the Department.

DELIVERABLE: Member Notifications
DUE: Thirty (30) days prior to termination of the Contract

Continue meeting each requirement of the Contract as descrnibed in the Department-
approved and updated Closeout Plan, or until the Department determines that
specific requirement is being performed by the Department or another contractor,
whichever is sooner. The Department will determine when any specific requirement
is being performed by the Department or another contractor, and will notify the
Contractor of this determination for that requirement.

The Department will perform a closeout review to ensure that the Contractor has
completed all requirements of the Closeout Period. The Contractor shall ensure that
all responsibilities of the Closeout Period will be complete by the termination of the
Contract. [n the event that the Contractor has not completed all of the requirements of
the Closeout Period by the date of the termination of the Contract, then any incomplete
requirements shall survive termination of the Contract.

4.14. Closeout Planning

4.14.1.
4.14.1.1
4.14.1.1.1.
4.1.4.1.1.2.
4.14.1.2
4.1.4.1.2.1.
4,14.1.2.2.

Closeout Plan

The Contractor shall create a Closeout Plan that describes all steps, timelines and
milestones necessary to fully transition the services described in the Contract from
the Contractor to the Department to another contractor selected by the Department
after termination of the Contract. The Closeout Plan shall also designate an
individual to act as a transition coordinator, who will ensure that all steps, timelines
and milestones contained in the Closeout Plan are completed and work with the
Department and any other contractor to minimize the impact of the transition on
Member and the Department. The Contractor shall deliver the Closeout Plan to the
Department for review and approval.

DELIVERABLE: Closeout Plan
DUE: Thirty (30) days following the Effective Date

The Contractor shall update the Closeout Plan, at least annually, to include any
technical, procedural or other changes that impact any steps, timelines or milestones
contained in the Closeout Plan, and deliver this Closeout Plan Update to the
Department for review and approval.

DELIVERABLE: Closeout Plan Update
DUE: Annually, by June 30" of each year.

SECTIONS.0 COMPENSATION

Exlubit A
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a.1.
5.1LL

5.13.

5.13.1.

5.1.3.2.

5.1.3.3.

5.1.5.

5.1.6.

Exhibit A

COMPENSATION

The Department shall remit to the Contractor, on behalf of each Member who is eligible
for Covered Services, the appropriate Monthly Capitation Rate for each full month for
which each Member is eligible for Covered Services, as specified by Exhibit B-5, on
approximately the fifteenth (15th) Business Day of the month.

The Monthly Capitation Rate, as specified by Exhibit B-5 is certified by a qualified
actuary,

The Department retains the discretion to select a payment rate within the actuarially
sound rate range based on the performance and timeliness of contract deliverables and
in coordination with the Contractors.

The Department shall remit to the Contractor a prorated Monthly Capitation Rate for any
Member whose enrollment begins after the first (1st) of the month, including Members
retroactively enrolled, based on the Rates as specified in Exhibit B-5.

The prorated Monthly Capitation Rate is calculated by the MMIS. The MMIS converts
the Monthly Capitation Rate into a per diem rate by dividing the Monthly Capitation
Rate by the number of days in the month. The Contractor is reimbursed by the MMIS
for the number of days that the Member is enrolled during the month.

To calculate the Monthly Capitation Rate and corresponding rate ranges, the
Department converts the capitations paid to the Contractor into member months. The
member months are calculated in the same manner described above to reflect the
prorated capitation payments during the contract period.

The Department will remove the amount submitted in the annual Third Party Recovery
Report, described in Section 2.11.1.1, from the calculation of the Monthly Capitation
Rates. The Department will not seek recovery of reimbursement from the Contractor.

Payment for retroactive eligibility months shall be made in the month following the date
of the eligibility determination. The payment amount is calculated based on the
capitation rates and the number of retroactive enrollment months, which is limited to
three (3) months prior to the date that Medicaid eligibility is determined. When a matenal
underpayment error in the amount of the Monthly Capitation Rate has been made due to
an error by the Department, the Department shall remit to the Contractor the amount
necessary to correct the error within ten (10) Business Days of notification of the error
by the Contractor to the Department.

Where membership is disputed between two Contractors, the Department shall be the
final arbiter of membership and shall recoup any Monthly Capitation Rate amounts paid
in error.

In addition to the Financial Reporting, outlined in Section 2.9.10.8, per 42 CFR 438.3(g)
the Contractor shall allow the Department to inspect and audit the financial records of
the Contractor and its Subcontractors related to this Contract.
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5.1.7.  The Department shall not make any payments to a provider other than the Contractor for
services available under the Contract, except when these payments are specifically
provided for in title XIX of the Social Security Act, in 42 C.F.R., or when the Department
has adjusted the capitation rates paid under the contract, in accordance with §438.60 to
make payments for graduate medical education.

5.1.8.  The Department shall ensure that all capitation payments during the contract period are
actuarially sound.

5.1.8.1.  The Depariment shall conduct a Medicaid Management Information System
implementation analysis during the contract period to ensure the actuarial soundness
of the rates in Exhibit B-5,

5.1.8.2.  The Contractor shall work with the Department to recertify rates as required during
the contract period.

5.2. RECONCILIATION
52.1.  The Contractor shall be subject to the following reconciliation process:

5.2.1.1.  The Contractor shall refund to the Department any overpayments due the Department
within sixty (60) calendar days after discovering the overpayments or being notified
by the Department that overpayments are due. If the Contractor fails to refund the
overpayments within sixty (60) calendar days, the Department shall deduct the
overpayments from the next payment to the Contractor.

5.3. MEDICAL LOSS RATIO (MLR) SETTLEMENTS
5.3.1.  Medical Loss Ratio (MLR)
53.1.1. MLR Calculation

53.1.1.1. The MLR will be calculated and reported according to the instructions provided on
the MLR template and the guidance provided in 42 CFR §438.8(a).

53.1.1.2. The Contractor shall submit an MLR report to the Department, for each MLR
reporting year, that includes:

5.3.1.1.2.1. Total incurred claims.

53.1.1.22. Expenditures on quality improving activities.

5.3.1.1.2.3. Expenditures related to activities compliant with program integrity requirements.
5.3.1.1.24. Non-claims costs.
53.1.1.2.5. Premium revenue

5.3.1.1.2.6. Taxes

53.1.1.27, Licensing fees.

5.3.1.1.2.8. Regulatory fees.

5.3.1.1.29. Methodology(ies) for allocation of expenditures.
5.3.1.1.2.10.  Any credibility adjustment applied.
5.3.1.1.2.11.  The calculated MLR.

Exhibit A
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5.3.1.1.2.12.
5.3.1.1.2.13.
53.3.1.1.2.14,
5.3.1.1.2.45.
53.1.13.

53.1.1.3.0.

53.1L1.3.2,

53.1.1.3.2.1.

5.3.1.1.3.3.

53.1.1.34.

53.1.1.3.5.

53.1.1.3.5.1.

5.3.1.1.3.6.

53.1.1.3.6.1.

Exhibit A

Any remittance owed to the state, if applicable.
A comparison of the information reported wath the audited financial report.
A description of the aggregation method used to calculate total incurred claims.

The number of member months.

Al! data provided by the Contractor for the purposes of MLR calculation shall use
actual costs.

The Contractor will allow for four (4) months claims runout before calculating
the MLR. The validation of the MLR, by the Department, may take an additional
five (5) months.

The Contractor must submit the calculated MLR template along with supporting
data and documentation, including, but not limited to, all encounters, certified
financial statements and reporting, and flat files for the measurement period,
before the Department can validate the submitted MLR for the Contractor. The
submission date is January 15, 2018. See Section 2.9.4.4. for Encounter Claims
Data guidelines and the Medical Loss Ratio (MLR) Calculation Template, as
provided by the Department.

The Contractor must submit the audited financial statements and reporting to
the Department by March 1, 2018.

The Contractor’s Medical Spend and audited supplemental data provided in the
Contractor’s annual financial reporting will be verified using encounter data
submitted through flat file submissions on a secure server, until such time that the
Department deems it appropnate for such encounter data submissions to be sent
through the State’s Colorado interChange.

MLR Target: The Contractor shall have a Medical Loss Ratio (MLR) of eighty-
five percent (85%). The Contractor will calculate a cohort specific and plan-wide
Medical Loss Ratio (MLR) each SFY using the template provided by the
Depanment.

The MLR is rounded to three decimal places. For example, if the MLR is 0.8255
or 82.55%, 1t shall be rounded to 0.826 or 82.6%.

The Contractor will aggregate data for all Medicaid eligibility groups covered
under this Contract.

If the Contractor’s MLR does not meet or exceed the Adjusted MLR Target, then
the Contractor shall reimburse the Department the difference using the following
formula:

Reimbursement amount shall equal the total amount of capitations payments
received by the Contractor multiplied by the difference between the
Contractor’s MLR and the Adjusted MLR Target.

Page 108 of 113



5.3.1.1.3.6.2. The Contractor shall reimburse the Department within thirty (30) days of the
Department finalizing the MLR validation. The Department shall designate the
MLR rebate and initiate the recovery of funds process by providing notice to
the Contractor of the amount due, pursuant to 10 C.C.R. 2505-10, Section
8.050.3 A-C Provider Appeals, as well as Section 8.050.6 Informal
Reconsiderations in Appeals of Overpayments Resulting from Review or Audit
Findings.

53.114 The MLR will be calculated as the ratio of the numerator (as defined below) to the

denominator (as defined below).

5.3.1.14.1. The Contractor shall include each expense under only one type of expense, unless
a portion of the expense fits under the definition of, or criteria for, one type of
expense and the remainder fits into a different type of expense, in which case the
expense must be pro-rated between types of expenses. Expenditures that benefit
multiple contracts or populations, or contracts other than those being reported,
must be reported on pro-rated basis.

5.3.1.14.1.1. The Contractor shall ensure that expenditures that benefit multiple contracts or
populations, or contracts other than those being reported, are reported on pro
rata basis.

5.3.1.1.4.1.2. The Contractor shall ensure that expense allocations are based on a generally

accepted accounting method that is expected to yield the most accurate results.

53.1.14.1.3. The Contractor shall ensure that shared expenses, including expenses under the
terms of a management contract, are apportioned pro rata to the contract
incurring the expense.

53.1.1.4.1.4. The Contractor shall ensure that expenses that relate solely to the operation of
a reporting entity, such as personnel costs associated with the adjusting and
paying of claims, are borne solely by the reporting entity and are not
apportioned to the other entities.

53.1.1.42. The numerator is the sum of the Contractor’s incurred claims; Contractor’s
expenditures for activities that improve health care quality; and Contractor’s fraud
reduction activities.

53.1.14.2.1. Incurred claims must include the following:

53.1.142.1.1, Direct claims that Contractor paid to external providers and the cost of
internal staff for services or supplies covered under the contract and services
meeting the requirements of 42 CFR 438.3(e) provided to enrollees.

53114212 Unpaid claims liabilities for the MLR reporting year, including claims
reported that are in the process of being adjusted or claims incurred but not
reported.

53114213 Withholds from payments made to network providers.

53114214 Claims that are recoverable for anticipated coordination of benefits.

53.1.1.42.15. Claims payments recoveries received as a result of subrogation.

Exhibit A
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5.3.1.1.4.2.1.6.

53.1.1.42.1.7.
531.14218.
5.3.1.1.4.2.2,

53.1.14.22.1.
53114222
53.1.1.4.2.3.

531.1423.1.

53114232,

53.1.1.4.24.

53.1.1.4.25.
5.3.1.1.425.1.

53.1.14252
53.1.1.42521.
531142522

53.3.1.1.42523.

53.1.1.4252.4.
5.31.1.4253.

53.1.1425.4,
53.1.1.4255.

Exhibit A

Incurred but not reported claims based on past experience, and modified to
reflect current conditions, such as changes in exposure or claim frequency or
severity.

Changes in other claims-related reserves.
Reserves for contingent benefits and the medical claims portion of lawsuits.
Amounts that must be deducted from incurred claims include the following:
Overpayment recoveries received from network providers.
Prescription drug rebates received and accrued.
Expenditures that must be included in incurred claims include the following;

The amount of incentive and bonus payments made, or expected to be made,
to network providers.

The amount of claims payments recovered through fraud reduction efforts,
not to exceed the amount of fraud reduction expenses.

Amounts that must either be included in or deducted from incurred claims
include, respectively, net payments or receipts related to State mandated
solvency funds.

Amounts that must be excluded from incurred claims:

Non-claims costs. Those expenses for administrative services that are not:
Incurred claims as defined in section 5.3.2.1.3.1.1.; expenditures on activities
that improve health care quality, as defined in section 5.3.2.1.3.1.5.6. or
licensing and regulatory fees, or Federal and State taxes, as defined in section
5.3.2.23.

Non-claims costs include the following:
Amounts paid to third party vendors for secondary network savings.

Amounts paid to third party vendors for network development,
administrative fees, claims processing, and utilization management.

Amounts paid, including amounts paid to a provider, for professional or
administrative services that do not represent compensation or
reimbursement for State plan services or services meeting the definition in
42 CFR 438.3(e) and provided to an enrollee.

Fines and penalties assessed by regulatory authorities.

Amounts paid to the Department as remittance under section 42 CFR
438.8()).

Amounts paid to network providers under 42 CFR 438.6(d).

Incurred claims paid by the Contractor that are later assumed by another
entity must be reported by the assuming entity for the entire MLR reporting
year and no incurred claims for that MLR reporting year may be reported by
the Contractor.
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5.3.1.1.425.6.

531142561

53.1.1.4256.2

531.1.42563.

53.1.1.4257

Activities that improve health care quality must be in one of the following
categories:

Activities that meet the requirements of 45 CFR 158.150(b), and are not
excluded under 45 CFR 158.150(c)

Activities related to any EQR-related activity as described in CFR
438.358(b) and (c).

Any expenditure that is related to Health Information Technology and
meaningful use, meets the requirements placed on issuers found in 45 CFR
158.151, and is not considered incurred claims, as defined in section
5321311

Expenditures on activities related to fraud prevention as adopted for the
private market at 45 CFR part 158. Expenditures under this paragraph must
not include expenses for fraud reduction efforts in section 5.3.2.1.3.1.3.2.

53.1.1.4.3. Denominator

53.1.1.4.3.1.

5.3.1.1.4.3.2.
53.1.1.4321.

53114322
53114323,
53.1.1.43.24.

5.3.1.1.43.25.

53.1.1.43.2.6.

5.3.1.1.43.3.

53.1.1.433.1.

53.1.1.433.2,
5.3.1.1.43.33.
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The denominator of the Contractor’s MLR for a MLR reporting year must equal
the adjusted premium revenue. The adjusted premium revenue is the
Contractor’s premium revenue (as defined below) minus the Contractor’s
Federal, State, and local taxes and licensing and regulatory fees (as defined
below) and is aggregated in accordance with 42 CFR 438.8(1).

Premium revenue includes the following for the MLR reporting year:

State capitation payments, developed in accordance with 42 CFR 438.4, to
the Contractor for all enrollees under a risk contract approved under 42 CFR
438.3(a), excluding payments made under to 42 CFR 428.6(d).

State-developed one time payments, for spectfic life events of enrollees.
Other payments to the Contractor approved under 42 CFR 438.6(b)(3).

Unpaid cost-sharing amounts that the Contractor could have collected from
enrollees under the contract, except those amounts the Contractor can show
it made a reasonable, but unsuccessful, effort to collect.

All Changes to uneamed premium reserves.

Net payments or receipts related to risk sharing mechanisms developed in
accordance with 42 CFR 438.5 0r 438.6

Federal, State, and local taxes and licensing and regulatory fees for the MLR
reporting year include:

Statutory assessments to defray the operating expenses of any State or
Federal department.

Examination fees in lieu of premium taxes as specified by State law.

Federal taxes and assessments allocated to the Contractor, excluding Federal
income taxes on investment income and capital gains and Federal
employment taxes.
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In accordance with 42 CFR 438.6(b)(2) incentive payments may not provide for payment in
excess of 105% of the approved capitation payments. Incentive payments must be considered
when determining the cost effectiveness of the Community Behavioral Health Services Program.

The incentive arrangements specified in the Performance Incentive Program are necessary to
support program initiatives as specified in the state's behavioral health quality strategy, in
accordance with 42 CFR 438.6(b)(2)(v).

Incentive payments may only be available for a fixed period of time and incentive performance
must be measured during the rating period under the contract in which the performance incentive
program is applied, in accordance with 42 CFR 438.6(b)(2)(i). The Department must remit
qualifying incentive payments earned during the performance period on July 1, 2017 and June
30, 2018 to the Contractor between Julyl, 2018 and December 31, 2018,

In accordance with 42 CFR 438.6(b)(2)(i1) - (iv) Performance Incentive Program arrangements:
e Are not renewed automatically.
¢ Are made available to both public and private contractors under the same terms of

performance.
¢ Are not conditioned on the Contractor entering into or adhering to intergovernmental
transfer agreements.
Exhibit L
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=  80% accuracy qualifies the Contractor for 80% of the portion of overall
incentive funds allocated for this participation measure.

If the Contractor meets the abovementioned minimum requirements, the Contractor can qualify
for incentive payments based on minimum improvements in incentive performance measures and
by percentage of compliance with incentive process measures.

Minimum improvement for each incentive performance measure is defined as the Contractor
“closing their performance gap by 10%” from a respective benchmark (based on FY 2015-16
rates) and FY 2016-17 performance. The table below lists each of the incentive performance
measures and the percentage of incentive funding allocated for each measure. The benchmark for
each measure is established by adding 10% to the highest validated FY 2015-16 Behavioral
Health Organization score for associated measures.

Indicator | | Mental Health Engagement 15%
(all members excluding Foster Care)

Indicator 2 | Mental Health Engagement 5%
(Foster Care)

Indicator 3 | Engagement of SUD Treatment 10%

Indicator 4 | Follow-up Appointment within 7 days after a hospital 5%
discharge for a mental health condition

Indicator 5 | Follow-up Appointment within 30 days after a hospital 5%
discharge for a mental health condition

Indicator 6 | Emergency Department Utilization for mental health condition | 7.5%

Indicator 7 | Emergency Department Utilization for substance use disorder | 7.5%
condition

The table below lists each of incentive process measures, the percentage of funding allocated for
each measure, and the percentage of comphance that is required to qualify for an incentive
payment.

Indicator 8 | Suicide Risk Assessment 80% 10%

Indicator 9 | Documented Care Coordination Agreements 100% 15%

Indicator 10| Denials: Dual Diagnosis 80% 20%
Extibit L
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Contract Number 15-68385A7
EXHIBIT L, PERFORMANCE INCENTIVE PROGRAM

The Department may institute a Performance Incentive Program allowing the Contractor to
receive incentive payments for the improvement of key performance indicators. The
implementation of the Performance Incentive Program is contingent on the availability of funds,
as well as state and federal approval.

Under the Performance Incentive Program, the overall incentive funds available to the
Contractor are proportionally contingent on the Contractor’s performance as it relates to the
following three (3) participation measures:

l.

(S

Exhibit L

All corrective action plan submissions and activities shall be in accordance with the
provisions of the Contract, for the duration of the Contract term.

» 25% of the overall incentive funds are allocated to this participation measure.

* To qualify for the portion of overall incentive funds allocated for this participation
measure, the Contractor shall demonstrate 100% compliance.

Encounter data shall be submitted monthly in accordance with the provisions of the
Contract, for the duration of the Contract term.

» 25% of the overall incentive funds are allocated to this participation measure,

o To qualify for 100% of the portion of overall incentive funds allocated for this
participation measure, the Contractor shall submit flat file data that is 100%
accurate for a minimum of ten {10) months for the duration of the Contract term.

¢ In the event of a submission beyond the due date, up to two (2) months, the
Contractor shall remain eligible for participation in the performance incentive
program at a 10% reduction for each month beyond the due date. Inaccurate flat
file submissions will be rejected by the Department and the Contractor shall
continue to resubmit until the data is accurate.

The Contractor shall demonstrate documentation accuracy in the 2018 Contractor
reported 411 audit.

* 50% of the overall incentive funds are allocated to this participation measure.

¢ The portion of overall incentive funds allocated for this participation measure is
adjusted based on the average percentage of compliance achieved by the
Contractor for the following six (6) documentation categories:

*  Procedure Code
Diagnosis Code
Place Service
Service Program Category
Units
Staff Requirements.
o The percentage of total incentive payments for which the Contractor qualifies is
determined by the accuracy of the above six (6) measures as follows:
*  90% accuracy qualifies the Contractor for 100% of the portion of overall
incentive funds allocated for this participation measure;
» 85% accuracy qualifies the Contractor for 90% of the portion of overall
mcentive funds allocated for this participation measure;
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I.X. Teen Pregnancy Prevention Services

[.X.1. Teen Pregnancy Prevention Services are a package of support services developed to
reduce teen pregnancy including;

[.X.1.a. Intensive individual or group counseling, which includes a component on
delayed parenting.

[LX.1.b. Guidance promoting self-sufficiency, self-reliance and the ability to make
appropriate family planning decisions.

[X.1.c. Home visits or visiting nurse services.

Eligible individuals up to nineteen years of age who reside in a neighborhood in which there is a
preponderance of poverty, unemployment and underemployment, substance abuse, crime, school
dropouts, a significant public assistance population, teen pregnancies and teen parents or other
conditions that put families at risk.

Exhibit K
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LU.

1.U.

LU.

LU.

LV,

LW.

Exhibit K

1.S.2.g.  Providing notification and documentation of intended actions, transfers or
terminations; or,

1.S.2h.  For persons who no longer require services from the developmental
disabilities system or whose needs would be better served in alternative
services options, terminating services or transferring to other necessary
services.

Nurse Home Visitor Program

Nurse Home Visitor Program (NHVP) means a program established pursuant to Section
25-31-101,C.R.S. et seq., including the provision of targeted case management services to
first-time pregnant women or whose first child is less than one month old and who are at
or below 200% of the Federal Poverty Level. Services are offered through the child’s
second birthday plus one month.

Prenatal Plus Program

1. Prenatal Plus Program Services address the psychosocial behaviors that impact
pregnancy outcome and are in addition to medical prenatal care, They are limited to:

2. Risk Assessment: Identification and documentation of client medical, psychosocial,
nutritional and behavioral strengths and nsk factors that could negatively impact
pregnancy outcome,

3. Prenatal Care Coordination: Services provided by a Prenatal Plus provider that
includes service planning and coordination, referral, follow-up and monitoring,

4.  Home wvisitation: A 30-90 minute face-to-face contact with a client at the client's
residence or alternative non-provider site by the Prenatal Plus provider to address
issues identified through the Risk Assessment.

5. Nutntion counseling: Nutrition intervention services provided by a registered
dietitian including ongoing nutrition assessment, client counseling and referral to
other health professionals as needed.

6.  Psychosocial counseling: Services provided by a mental health professional including
ongoing assessment of the client's psychological and social situation, brief
psychotherapy, crisis intervention and referral to additional mental health treatment
as needed.

Qutpatient Substance Abuse Treatment

See 10 CCR 2505-10, Section 8.746, unless the Department exercises its option to include
these services in the Program.

Drug/Alcohol Treatment for pregnant women

Drug/Alcohol Treatment for pregnant women is available through the Special Connections
Program administered by the Alcohol/Drug Abuse Division, Department of Human
Services. See 10 CCR 2505-10, Section 8.745.
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1.0. Homemaker Services

LO.1.

10.2.

Homemaker Services are available to clients in the Home and Community Based
Services waivers for Elderly Blind and Disabled, Persons Living with Aids and
Persons with Mental Iliness.

Homemaker Services are available to clients in the Home and Community Based
Services waiver for Persons with Brain Injury when the client is also receiving
personal care services,

LP.  Adult Day Care Services
See 10 CCR 2505-10, Section 8. 491.

L.Q. Respite Care
See 10 CCR 2505-10, Section 8, 492,

I.LR. Home Modifications
See 10 CCR 2505-10, Section 8.493

I.S. Targeted Case Management Services for Persons with Developmental Disabilities

LS.1.
[S.2

Exhibit K

See 10 CCR 2505-10, Section 8.760

"Targeted Case Management services for persons with developmental disabilites”
consist of at least one activity every other month, by the community centered board
which is providing targeted case management services to the individual, for one or
more of the following purposes:

[.S2a  Coordinating the completion of assessments for the determination of the

need for services;

1.8.2.b.  Facilitating the development of the Individual Habilitation Plan (IMP) and

ensuring the development of related Individual Program Plans (IPP),

1S2¢c.  Monitoring and reviewing the goals and services identified in the Individual

Habilitation Plan and individual program plans developed in response to the
IHP,

1.52d.  Coordinating the services being provided as identified in the IHP to ensure

continuity of service provision;

1.S.2e.  Advocating for the entry of persons receiving services into the services

and/or programs identified in the [HP,

1S2f  Providing counsel and support to the person receiving services and other

appropriate parties as necessary to prepare them for entry, transfer or
termination from a program,;
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L.C.

LE.

LF.

]IG.

l‘H.

LJ.

LK.

LL.

.M.

lCNO

Exhibit K

Hospice

Hospice entities retain professional, financial, and administrative responsibility for core
hospice services.

Skilled Nursing Facility (Long Term)

Skilled nursing facilities retain professional, financial, and administrative responsibility for
core Skilled Nursing Facility Services provided to Members in custodial care.

Home Health Services (Long Term)

Includes skilled nursing services, home health aide services, occupational therapy services,

physical therapy services, and speech/language pathology services for chronic conditions.
See 10 CCR 2505-10, Section 8.520.

Alternative Care Facility Services
See 10 CCR 2505-10, Section 8. 495.

Non-emergency transportation to medical appointments

Services are provided through the Member’s county of residence.
Food and Lodging to Obtain Qut-of-State Medical Services

Private duty nursing
See 10 CCR 2505-10, Section 8. 540.

Environmental Modifications
Home modifications and other items listed in 10 CCR 2505-10, Section 8. 516.

Non-medical Transportation
See 10 CCR 2505-10, Section 8.516.20 and Section §.494.

Transitional Living
See 10 CCR 2505-10, Section 8. 516.30.

Behavioral Programming
See 10 CCR 2505-10, Section 8. 516.40

Electronic monitoring
See 10 CCR 2505-10, Section 8.488.10.

Personal Care Services
See 10 CCR 2505-10, Section 8. 489
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Contract Number 15-68385A7

EXHIBIT K, WRAP AROUND SERVICES

I. Wrap Around Services

Wrap Around Services include, but are not limited to, the following:

ILA.  Home and Community Based Services Waiver Programs

LAL

LA2

1A3

LA4
LAS.

LA.&.

LAT7.

1LAS.
LAS.

LA 10.

LA1L

LA 12
LA13.

LA 14

LAS.
LA16.

Exlhibit K

Home and Community Based Services for the Elderly, Blind and Disabled (HCBS-
EBD). See 10 CCR 2505-10, Section 8. 485.

Home and Community Based Services for Persons Living with AIDS (HCBS-
PLWA). See 10 CCR 2505-10, Section 8. 496.

Home and Community Based Services for the Developmentally Disabled (HCB-DD)
Waiver. See 10 CCR 2505-10, Section 8. 500.

Supported Living Services Waiver. See 10 CCR 2505-10, Section 8. 500.90.

Children’s Extensive Support Waiver Program (CES). See 10 CCR 2505-10, Section
8. 503.

Home and Community Based Services Pediatric Hospice Waiver. See 10 CCR 2505-
10, Section 8. 504

Children's Home and Community Based Services Warver Program. See 10 CCR
2505-10, Section 8. 506.

Children's Habilitation Residential Program. See 10 CCR 2505-10, Section 8. 508.

Home and Community Based Services for Community Mental Health Supports
(HCBS-CMHS). See 10 CCR 2505-10, Section 8. 509.

Consumer Directed Attendant Support Services. See 10 CCR 2505-10, Section 8.
510.

Home and Community Based Services for People with Brain Injury (HCBS-BI). See
10 CCR 2505-10, Section 8. 515,

Consumer Directed Care for the Elderly. See 10 CCR 2505-10, Section 8. 518.

Home and Community Based Services for Children with Autism Waiver. See 10
CCR 2505-10, Sechon 8 519

Consumer Directed Attendant Support. See 10 CCR 2505-10, Section 8. 531.
Services include skilled nursing services and home health aide services, personal care
services and homemaker services.

In-Home Support Services. See 10 CCR 2505-10, Section 8. 552.

Community Transition Services. See 10 CCR 2505-10, Section 8. 553. Thisis a
Single Entry Point agency program.
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7. BHO Medicaid recipients with developmental disability have access to the full spectrum
of appeal nghts under the Colorado Medicaid Community Mental Health Services Program
for adverse decisions rendered with regard to clinical services for the treatment of covered
mental illnesses.

8. These guidelines wll be reviewed no less than annually and revised if necessary.

Exlubat J
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14. The BHOs acknowledge that diagnosis often “evolves” over a period of time as the
natural progression of a disorder further defines itself, and, as new, better, or more
complete clinical data is received and integrated into a comprehensive diagnostic
formulation. In all situations in which the provider changes a previous diagnostic
formulation, they will clearly document both the clinical evidence and rationale for so
doing, and the clinical support for the new diagnosis. In addition, the BHO Medical
Director will review all changes in diagnosis that result in a denial of services before they
take effect.

Guiding Principles for Diagnostic Formulation:

Exhibat )

1. The basis for determining the presence of a behavioral health diagnosis covered by the
BHO contract is the DSM-5 criteria for that diagnosis. BHOs follow conventional
diagnostic practice in considering whether DSM-5 criteria are met, and consider that DSM-
5 symptomatology may present atypically in individuals with a developmental disability.
However, a DSM-5 diagnosis cannot be made in the absence of reasonably meeting such
criteria in the context of an atypical presentation. Diagnostic evaluations will include a
review of prior treatment and evaluations, past and current response to prescribed
medications, and past and current behavioral presentation as described by care providers,
family members and other information sources.

2. Other diagnoses, including the developmental disability, must be present to explain
variances from DSM-5 cnitena.

3. Consideration is given to the consumer’s abilities or disabilities in how DSM-5 criteria
present themselves. The diagnostic process must be developmentally sensitive.

4. Additional diagnoses will not be considered n authonzing services when other known
and clearly documented diagnoses sufficiently explain the clinical presentation of the
consumer.

5. When a specific diagnosis cannot be clearly established (e.g., early in the course of an
evolving disorder), the diagnosis with the best prognosis, and that best explains the clinical
presentation of the consumer, is assumed over those with poorer prognoses until there is
sufficient evidence to clearly document the poorer prognosis conditions. This conservative
practice in making a diagnosis is standard in medicine and presumes the individual has the
strength and resources to overcome or optimally recover from their disability.

6. Diagnostic services, like treatment services, are driven by the best interests of the
consumer, and are provided in the least restrictive setting where services can safely be
provided.
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Exhibit J

8. BHOs may also utilize courtesy evaluations from other BHOs, and/or delegate
emergency assessment to hospital emergency department personnel for Medicaid
recipients requiring assessment outside their network areas. If treatment is medically
necessary (as defined in item #9 below) outside the network area, the BHO will negotiate
a single-case agreement or other non-network arrangement with a qualified provider to
deliver that medically necessary clinical care.

9. All treatment decisions are based upon the presence of covered mental illness as defined
under the Colorado Medicaid Community Mental Health Services Program; and, evidence
that the referring symptoms are associated with that covered mental illness, that treatment
of the symptoms is medically necessary, and that it 1s provided within the least restrictive
environment.

10. Services may be authonzed either in whole or in part based upon the relative
contribution of covered and non-covered (DD and/or organic brain pathology) conditions,
and any collaborative arrangements in place between the BHO and the CCB involved with
the individual,

11. At the time of evaluation, the BHO will review all relevant and available information
including records of past diagnoses and treatments; however, the BHO will evaluate the
provider’s diagnostic formulation based on the preponderance of the medical evidence
available at the time. If there is not adequate evidence available upon which to accept or
challenge the diagnostic formulation of the provider, the BHO may defer its final
authonzation decision until sufficient information has been received. Such a decision to
pend or delay authorization does not itself infer a delay in the initiation of treatment.
Treatment may be initiated as part of an extended evaluation process, but this does not
presume a covered diagnosis or continued service authorization beyond this evaluation
period.

12, Cases in which the BHO evaluator disagrees with previously assigned “by history™
diagnoses will be reviewed and approved by the Medical Director or physician designee
before any denial is issued.

13. If the physician determines that requested services are not medically necessary, the
consumer, family member, CCB Case Manager and/or authorized representative wil! be
given detailed written information, in accordance with HIPAA regulations, about the
clinical rationale for the denial as well as information about all available appeal rights and
assistance with filing an appeal through the BHO.
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Exlubai J

1. In no circumstance, does the presence of DD preclude an assessment for co-occurring
mental illness covered under the Colorado Medicaid Community Mental Health Services
Program. BHOs and their contracted providers will not deny services for a covered
diagnosis on the basis of that covered diagnosis not being primary. The presence of a
covered diagnosis and the BHO's determination that the issues requiring treatment are
related to that covered diagnosis shall be the basis for authorizing appropnate, covered
services,

2. A BHO provider will complete a face-to-face assessment on any child, youth, or adult
with DD who is referred for evaluation for covered mental illness according to that BHO’s
regular intake and admission procedures and standards. The BHO will provide a mental
health assessment for any child, youth or adult with a developmental disability who is
referred for evaluation of a covered mental illness. For consumers whose developmental
disability and/or level of functioning precludes the use of standard evaluation protocols,
the BHO wall solicit the participation and/or assistance from someone, such as the CCB
case manager, or family member, who can provide information needed to conduct the
assessment. Evaluations will be conducted in a secure setting to ensure the safety of a
consumer who is behaviorally out of control.

3. The BHO will complete a new face-to-face assessment on any re-referred consumer in
which its last assessment is greater than 120 days old.

4. In the specific circumstance in which a BHO provider has assessed a consumer with DD
within the past 120 days and services have been denied, and the consumer is re-referred for
another assessment within that 120-day window, the BHO will re-assess whether there has
either been a change in the consumer’s mental status or if new and relevant information
have been provided

5. Referral for evaluation of Medicaid recipients with DD can be made 24 hours a day, 7
days a week through the BHO’s regular access telephone numbers

6. Routine and urgent referrals are evaluated within the network resources of the BHO.
Emergency referrals may be evaluated either within a BHO network site or by BHO staff
in a hospital Emergency Department or other safe environment. After-hours emergency
referrals are evaluated in a safe environment, usually in a hospital Emergency Department.

7. All evaluations during regular working hours are reviewed by an experienced licensed
professional within the BHO provider network if there are diagnostic uncertainties. Any
decision to deny services to a consumer with a developmental disability will be reviewed
by the BHO Medical Director or physician designee. All after-hours evaluations are
reviewed with the on-call psychiatrist prior to a denial being issued. In all BHOs, an initial
appeal of any decision to deny a request for services requires that the denial be reviewed
by another psychiatrist other than the psychiatrist who issued the first denial.
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Contract Number 15-68385A7
EXHIBIT J, DEVELOPMENTAL DISABILITY (DD)

BHO Practice Standards: Evaluation and Treatment of Covered Mental Iliness (MI) in
Children, Youth, and Adults with Developmental Disability (DD)

Providing services to individuals with both a mental illness and a developmental disability is a
complicated challenge to the provider community in meeting a DD/MI individual’s behavioral
health needs. Co-occurning mental health disorders and developmental disabilities are relatively
common. People with developmental disabilities should be afforded the same access to mental
health services as the general population. The intent of this document is to ensure that the presence
of a diagnosis of developmental disability does not decrease the diagnostic significance of any
accompanying menta! illness. A misdiagnosis could result in the use of inappropriate or ineffective
interventions.

Although behawvioral problems are not universal among the DD population, many individuals with
a developmental disability do show problems with impulse control, self-management of their
behavior, and may have problems with mood swings, which may or may not be part of their
developmental delay. The high rate of co-occurring neurological and general medical conditions
can further complicate the diagnostic profile for these individuals.

The distinction between emotional and behavioral symptoms deriving from an individual’s
developmental disability, organic brain pathology, and/or mental illness covered under the
Colorado Medicaid Community Mental Health Services Program is frequently difficult, and at
times controversial and contentious. For this reason, it is inherently difficult to sort out treatment
and payment responsibilities in these situations, as these criteria attempt to do.

This document has been developed by the Behavioral Health Organizations (BHOs) in
collaboration with Community Center Boards (CCBs), developmental disability professionals,
consumer advocates and other key stakeholders, in the interest of fulfilling their responsibilities
under the Colorade Medicaid Community Mental Health Services Program, and to meet the
BHO/HCPF contract requirement, which states, “The Contractor [BHO] shall develop written
criteria for determining whether the need for mental health services for a Medicaid recipient with
co-occurring mental illness and developmental Disabilities is a result of the individual’s mental
illness, or a result of the individual’s developmental Disability... The criteria shall be approved by
the Department.” The document is an attempt to define these criteria for use by evaluating
clinicians, It 1s not intended to fully describe the collaboration between providers, BHOs and
CCBs, that is both required and embraced as values (and in most cases as a reality) by those
organizations, by families, and by advocates for individuals with DD/MI. The Colorado BHOs
have adopted the following Practice Standards for their Medicaid recipients with a developmental
disability:

Exinbit }
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Exhibit H-2

Contract Number 15-68385A7

EXHIBIT H-2, CCAR IMPACTED PROCEDURE CODES

SHORT-TERM, NON-CHRONIC BEHAVIORAL HEALTH SERVICES

90791

Diagnostic Eval without Medical
Services

90792

Diagnostic Eval with Medical
Services

90832

Psychotherapy-30 minutes

90834

Psychotherapy-45 minutes

00837

Psychotherapy-60 minutes

90839

Psychotherapy for crisis-60
minutes

90840

Psychotherapy for crisis-each
additional 30 min

90853
90846

| Group psychotherapy

Family psychotherapy (w/o
patient)

90847

Family psychotherapy (with
patient)

PROCEDURE CODES EXEMPT FROM CCAR

97535

Self-care management training

97537

Commumity/work remntegration

H0002

Behavioral health screening

H0023

Alcohol and/or drug outreach

HO0025

Alcohol and/or drug prevention

HO0038

Self-help/peer svc per 15mm

H 2015

Comp comm supp svc, 15 mm

H 2016

Comp comm supp svc, per diem

H2027

Psycho-ed svc, per 15 mm (non
clinician only)

H2030

MI-I clubhouse svc, per 15 mm

H2031

MH clubhouse svc, per diem

59453

Smoking cessation class

59454

Stress mgmt class
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Contract Number 15-68385A7

EXHIBIT G-2, PERFORMANCE MEASURES

Indicator 1 | Suicide Risk Assessment. Department Defined
Adult major depressive disorder (MDD): Suicide nsk Department Defined

Indicator 2 | assessment.

Indicator 3 | a) Hospital Readmissions: 7, 30 & 90 days 1768/SIM

b) Hospital Readmissions: 180 days

Indicator 4

Percent of Members prescribed redundant or duplicated
atypical antipsychotic medication

Department Defined

Indicator 10

Indicator 5 | Adherence to antipsychotics for individuals with CMS Core - NQF 1879
schizophrema
Indicator 6 | ECHO Survey | Department Defined
Indicator 7 | Penetration Rates | Department Defined
Indicator 8 | Diabetes screening for individuals with schizophrenia or | 1932 NQF
bipolar disorder who are using antipsychotic medication ,
Indicator 9 | Inpatient Utilization : Department Defined
Emergency Department Utilization for mental health | Department Defined

condition

Indicator 11

|
Follow up after discharge from the ED for Mental Health or | 2605 NQF

Alcohol or Drug Dependence
Indicator 12! Mental Health Engagement Department Defined
a) Initiation of Alcohol and Other Drug Dependence 0004 CMS - excludes
. Treatment inpatient,
Indicator 13 b) Engagement of Alcohol and Other Drug Dependence
Treatment

Indicator 14

Follow-up appointments within 7 and 30 days after hospital CMS Core 0576
cischarge for a mental health condition- Adult and
Child/Adolescent

Indicator 15

The Contractor will continue to report on the streich measure, from the list below, that the:
selected in FY 16-17 for participation in the Performance Incentive Program

Depression Remission at 12 months using standard PHQ-9 | 0710/NQF
Substance Use Screening Composite: Screening and | 2597/SIM
Intervention ;

Develop a Person/Family Centered Advisory Council | Department Defined

The Department will align performance measures with national measures whenever
possible and will continue to work with the Contractor to develop the scope
documents.

Exhibit G-2
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Part |- Mental Health Covered Diagnosis Ranges

Start Value | End Value
F20.0 F42.3
F42.8 F48.1
F48.9 F51.03
F51.09 F51.12
F51.19 F51.9
F60.0 F63.9
F68.10 F69
F90.0 F99
R45.1 R45.2
R45.5 R45.82

Part II- Substance Use Disorder Covered Diagnosis Ranges

Start Value End Value
F10.10 F10.26
F10.28 F10.96
'F10.98 F13.26
F13.28 F13.96
F13.98 F18.159
F18.18 F18.259
F18.28 | F18.959
F18.980 Fl19.16
F19.18 F19.26
F19.28 F19.99

Part Il - Other Diagnoses

R69

Z03.89

Exhibit D-2
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Contract Number 15-68385A7

EXHIBIT C, SAMPLE OPTION LETTER

Date: Original Contract Routing # Option Letter # Contract Routing #
CMS#

1) OPTIONS: Choose ail applicable options listed in §1 and in §2 and delete the rest.
a. Option lo renew only (for an additional term)
b. Change in the amount of goods within current lerm
¢ Change in amount of goods in conjunction with renewal for additional term

d. Level of service change within current term
e. Level of service change in conjunction with renewal for additional term

f. Option to initiate next phase of a contract

2) REQUIRED PROVISIONS. All Option Letters shall contain the appropriate provisions set forth below:

u. For use with Options 1{a-¢): In accordance with Sectionis) of the Onginal Contract between the
State of Colorado, Department of Health Care Pohey and Financing , and Contractor's Name, the State
hereby exercises its option for an additional term beginning Insert start date and ending on Insert ending date
al o cost/price specified 1n Section , AND/OR an increase/decrease in the amount of goods/services at
the same rate(s) as specified 1n Identify the Section, Schedule, Attachment, Exhibit ete.

b. For use with Option 1(f), please use the following: In accordance with Section(s) of the Onginal
Contract between the State of Colorado, Depariment of Health Care Policy and Financing , and Contractor's
Name, the State hereby exercises its option to imtiate Phase indicate which Phase: 2, 3, 4, etc for the term
beginning Insert start date and ending on Insert ending date at the cost/price specified in Section
¢ For use with all Options 1(a-f): The amount ol the current Fiscal Year contract value 1s
increased/decrensed by $ amount of change to a new contract value of Insert New § Amt (o as consideration

for services/goods ordered under the contract for the current fiscal year indicate Fiscal Year. The first
sentence in Section 15 hereby modified accordingly. The total contract value including all previous

amendments, option letters, etc. is Insert New § Amt.

3) Effective Date. The effective date of this Option Letier is upon approval of the State Controller or \
whichever 15 later.

STATE OF COLORADO
John W, Hickenlooper, GOVERNOR
Department of Health Care Policy and Financing

By: Insert Name & Thitle of Person Signing for Agency or IHE

Date:

ALL CONTRACTS REQUIRE APPROVAL BY THE STATE CONTROLLER

CRS §24-30-202 requires the State Controller te approve all State Contracts. This Contract is not valid
until signed and dated helow by the State Controller or delegate. Contractor is not authorized to begin
performance until such time. If Contractor begins performing prior thereto, the State of Colorade is not
obligated to pay Contractor for such performance or for any goods and/or services provided hercunder.

STATE CONTROLLER
Robert Jarus, CPA, MBA, JD
By:
Insert Name of Agency or IHE Delegate-Please delete if contract will be routed to OSC for approval
Date:

Exhibit C
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Exhibit B-5

Contract Number 15-68385A7
Exhibit B-5, Rates
RATES
Effective July 1, 2017 — June 30, 2018

The Contractor shall earn the following Full Risk Rates shown in the following

Behavioral Health Rate

Elderly $19.68

| Disabled | $109.46
Non-Expansion Adult $30.06
Expansion Parent $14.41
Children $17.61
Foster Care $104.40
MAGI Adult $41.53

The Contractor shall assume risk for the cost of services covered under the contract
and incurs loss if the cost of furmshing the services exceeds the payments under the
contract. The entity must accept as payment in full, the amount paid by the State
plus any cost sharing from the members. Payments for carrying out contract
provisions, including incentive payments, are medical assistance costs.

Page | of |



5.4.1.  In the event that the Contractor 1s subject to any Health Insurance Providers Fee under
26 CFR Part 57 and required to file a form 8963, then the Contractor shall create a Health
Insurance Providers Fee Report that contains all of the following information:

54.1.1. A copy of the Form 8963 as well as copies of any corrected Form 8963s filed with the
Internal Revenue Service (IRS).

5.4.1.2.  The preliminary and final calculations of the fee from the IRS, even if the calculated
fee was $0.00.

54.1.3. An allocation of the fee atinbutable to the Work under this Contract.

54.14.  Any additional information related to the Health Insurance Providers Fee, as
determined by the Department.

5.42.  The Contractor shall deliver the Health Insurance Providers Fee Report for each year
that it is required to file a form 8963 wath the IRS.

5421. DELIVERABLE: Health Insurance Providers Fee Report.

5422 DUE: Annually, no later than October 1st of each year in which the Contractor filed a
form 8963,

5.5. THIRD PARTY LIABILITY
5.5.1.  Establishment of Third Party Liabihity

5.5.1.1.  If the Contractor has established the probable existence of third party hability at the
time the claim is filed, the Contractor must reject the claim and return 1t to the provider
for a determination of the amount of hability.

55 1LLL The establishment of third party liability occurs when the Contractor receives
confirmation from the provider or a third party resource indicating the extent of third
party liability.

55.1.1.2. When the amount of liability is determined, the Contractor must then pay the claim

to the extent that payment allowed under the Contractor’s payment schedule exceeds
the amount of the third party’s payment.

5.5.1.2.  If the probable existence of third party liability cannot be established or third party
benefits are not available to pay the recipient’s medical expenses at the time the claim
is filed, the Contractor must pay the full amount allowed under the Contractor’s
payment schedule.

5.5.1.3.  The Contractor shall enter into a Coordination of Benefits Agreement with Medicare
and participate in the automated claims crossover process.

5.5.2.  Recovery of Third Party Liability
5.5.2.1.  If third party liability is discovered, the Contractor shall recover reimbursement.

55.2.1.1. If the Contractor leams of the existence of third party liability after a claim is paid,
or benefits become available from a third party after a claim is paid, the Contractor
shall seek recovery of reimbursement within sixty (60) days after the end of the
month in which it leamns of the existence of third party liability or benefits become
available.

Exhibit A
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5.3.1.1.4.34, State and local taxes and assessments including;

53.1.1434.1. Any industry-wide (or subset) assessments (other than surcharges on specific
claims) paid to the State or locality directly.

53114342 Guaranty fund assessments.

53.1.1.4343. Assessments of State or locality industrial boards or other boards for
operating expense or for benefits to sick employed persons in connection with
disability benefit laws or similar taxes levied by States.

53114344, State or locality income, excise, and business taxes other than premium taxes
and State employment and similar taxes and assessments,

53.1.1.4345. State or locality premium taxes plus State or locality taxes based on reserves,
if in lieu of premium taxes.

53.1.1.435. Payment made by the Contractor that are otherwise exempt from Federal
income taxes, for community benefit expenditures as defined in 45 CFR
158.162(c), limited to the highest of either:

53.1.1.435.1. Three percent of earned premium; or

53114352 The highest premium tax rate in the State for which the report is being
submitted, multiplied by the Contractor’s earned premium in the State

5.3.1.1.4.4, The total amount of the denominator for the Contractor, which is later assumed
by another entity must be reported by the assuming entity for the entire MLR
reporting year and no amount under this section for that year may be reported by
the ceding entity.

5.3.1.145. The Department will recoup payment from the Contractor for missing the MLR
target using the MLR calculation methodology as expressed above.

5.32.  Risk Corndor:
53.2.1. A Risk Corridor will not be calculated during this Contract period.
5.33.  Subcontracted Claims Adjudication Activities

533.1. The Contractor shall require any subcontractors providing claims adjudication
activities to provide all underlying data associated with MLR reporting to the
Contractor within 180 days of the end of the MLR reporting year or within 30 days of
being requested by the Contractor, whichever comes sooner, regardless of current
contractual limitations, to calculate and validate the accuracy of MLR reporting.

5.34. In any instance where the Department makes a retroactive change to the capitation
payments for an MLR reporting year where the MLR report has already been submitted
to the Department, the Contractor shall:

534.1. Re-calculate the MLR for all MLR reporting years affected by the change; and
5342  Submit anew MLR report meeting the applicable requirements.
5.4. HEALTH INSURANCE PROVIDER FEE REPORTING
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