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MINNESOTA DEPARTMENT OF HUMAN SERVICES CONTRACT FOR
MINNESOTA SENIOR HEALTH OPTIONS
AND MINNESOTA SENIOR CARE PLUS SERVICES

THIS CONTRACT, which shall be interpreted pursuant to the laws of the State of Minnesota,
is made and entered into by the State of Minnesota, acting through its Department of Human
Services (DHS) (hereinafter STATE), and MCO NAME, Managed Care Organization
(hereinafter MCO);

WHEREAS, the MCO has entered into a contract with the Centers for Medicare and Medicaid
Services (CMS) to provide Medicare Parts A, B, and D services pursuant to the Medicare
Modernization Act (MMA); MCO is participating in Medicare Advantage as a Dual Eligible
Special Needs Plan (SNP) and meets or will meet CMS qualifications to participate as a low
income benchmark plan for Medicare; and

WHEREAS, the STATE may enter into agreements in furtherance of the Minnesota Medical
Assistance Program for the provision of prepaid medical and remedial services pursuant to Title
XIX of the Social Security Act, 42 USC § 1396 et seq., 42 CFR, Parts 434 and 438, Minnesota
Statutes, 88 256B.69 and § 256B.692, and may request waivers for the Medical Assistance
program pursuant to § 1115 of the Social Security Act, 42 USC § 1315 et seq., and pursuant to
8§ 1915 of the Social Security Act for Home and Community-based waiver services; and,

WHEREAS, the STATE has authority to implement voluntary Medicaid managed care under
8 1915(a) of the Social Security Act, 42 USC § 1315 et. seq., and

WHEREAS, accordingly, the STATE and the MCO agree to comply with the laws, regulations,
and general instructions of CMS regarding the coordination of Medicare and Medicaid benefits;
and

WHEREAS, the STATE has received a 8 1915(b) waiver for managed care for all individuals
sixty-five (65) and over, and a § 1915(c) waiver amendment for Home and Community-Based
Services in certain counties;

WHEREAS, the STATE and CMS have signed a Memorandum of Understanding, attached as
Appendix 7, that creates a federal-state partnership to align administrative functions for
improvements in Medicare-Medicaid beneficiary experience and

Through this Renewal Contract, NUMBER, the STATE and the MCO have agreed to renew the
2016 Contract, number number for the next Contract Year, January 1, 2017 through December
31, 2017;

NOW, THEREFORE, in consideration of the mutual undertakings and agreements hereinafter
set forth, the parties agree as follows:

Article. 1 Overview. This Contract implements: 1) Minnesota Senior Health Options (MSHO),
that creates an alternative delivery system for acute and long-term care services integrating
Medicare and Medicaid funding for persons age sixty-five and over who are Dually Eligible for
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Medicare and Medicaid; and 2) Minnesota Senior Care Plus (MSC+), that outlines the health
benefits the MCO shall provide through the Prepaid Medical Assistance Medical Care program
to eligible Enrollees, including Home and Community-Based Waiver Services (HCBS). The
Medical Assistance program is a public health benefits program intended to provide Enrollees
with access to cost-effective health care options.

The STATE and the MCO agree to continue to coordinate and share Medicare and Medicaid
information about Minnesota Senior Health Options (MSHO) Enrollees enrolled in the MCO’s
approved MSHO SNP, and Minnesota Senior Care Plus Enrollees.

All articles of this Contract apply to all programs, unless otherwise noted. All references to
“days” in the Contract mean calendar days unless otherwise specified in the Contract (for
example, “business days”). All references to Special Needs Plan or SNP in the Contract pertain
only to MCO’s MSHO product.

If due dates for reporting requirements fall on the weekend or on a holiday, the report will be due
to the STATE on the following business day.

Article. 2 Abbreviations, Acronyms, and Definitions. Whenever used in this Contract, the
following terms have the respective meaning set forth below, unless the context clearly requires
otherwise, and when the defined meaning is intended the term is capitalized.

2.1 638 Facility means a facility funded by Title I or V of the Indian Self-Determination and
Education Assistance Act (Public Law 93-638), as amended.

2.2 Abuse means provider practices that are inconsistent with sound fiscal, business, or medical
practices, and result in an unnecessary cost to the Medicaid program, or in reimbursement for
services that are not Medically Necessary or that fail to meet professionally recognized standards
for health care. It also includes Enrollee practices that result in unnecessary cost to the Medicaid
program. Abuse shall also include substantial failure to provide Medically Necessary items and
services that are required to be provided to an Enrollee under this Contract if the failure has
adversely affected or has a substantial likelihood of adversely affecting the health of the
Enrollee.

2.3 Action means 1) the denial or limited authorization of a requested service, including
decisions based on the type or level of service; requirements for medical necessity,
appropriateness, setting, or effectiveness of a covered benefit; 2) the reduction, suspension, or
termination of a previously authorized service; 3) the denial, in whole or in part of payment for a
service; 4) the failure to provide services in a timely manner; 5) the failure of the MCO to act
within the timeframes defined in Article 8 regarding the standard resolution of grievances and
appeals; 6) denial of an Enrollee’s request to dispute a financial liability, including cost sharing,
or, 7) for a resident of a Rural Area with only one MCO, the denial of an Enrollee’s request to
exercise his or her right to obtain services outside the network.

2.4 Acupuncture Services means acupuncture practice, as defined in Minnesota Statutes,
§ 147B.01, subd. 3.
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2.5 Additional Services means any services beyond those covered under this Contract that the
MCO voluntarily provides to Enrollees. See section 6.3 below.

2.6 Adjudicated means that a claim has reached its final disposition of paid or denied.
2.7 Adult Guardianship means:

(A) Private Guardian refers to a person or party who has been appointed and ordered by
the court to execute the powers, authority, duties and responsibilities involved in the
protective arrangement of a guardianship, whereby the agent manages the personal life
affairs, as needed, for a ward, who has been deemed or determined to be an incapacitated
person by the court in accordance with Minnesota Statutes, 88 524.5-101 through 524.5
502.

(B) Public Guardian refers to when the Commissioner is ordered and appointed by the
court to act as public guardian for an adult with a mental disability who lacks resources to
employ a guardian, but needs this level of supervision and protection, and has no other
private party willing and able to act as private guardian, in accordance with Minnesota
Chapter Law 252A and Public Guardianship Rule #175, Minnesota Rules, parts
9525.3010 through 9525.3100.

2.8 Advance Directive means “advance directive” as defined in 42 CFR § 489.100.

2.9 Adverse Provider Action means suspension, termination, denial, limitation or restriction of
a provider, individual, or entity to apply or to participate with the MCO for any of the reasons
listed in Minnesota Statutes 8 256B.064 or for any reason for which the provider, individual, or
entity could be excluded from participation in Medicare under Sections 1128, 1128A, or
1866(b)(2) of the Social Security Act. This includes, but is not limited to, suspension actions,
settlement agreements and situations where an individual or entity voluntarily withdraws from
the program to avoid a formal sanction. Adverse action does not include network business
decisions such as when a provider applies but there are already enough of the provider type in
the network.

2.10 Aged means a category of MSC+ Enrollees used as a factor to determine the Rate Cell
status of an individual Enrollee. The Aged category includes those MSC+ Enrollees who are age
sixty five (65) and older.

2.11 American Indian means those persons for whom services may be provided as an Indian
pursuant to 25 USC 1603(13), 1603(28), or 1679(a), or 42 CFR § 136.12.

2.12 Appeal means an oral or written request from the Enrollee, or the Provider acting on behalf
of the Enrollee with the Enrollee’s written consent, to the MCO for review of an Action.

2.13 Atypical Services or Atypical Provider means those non-healthcare services or providers
of those services for whom CMS does not issue a National Provider Identifier (NPI). Examples
include non-emergency transportation providers and carpenters building a home modification.
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2.14 Authorized Representative means a person who has assumed the responsibilities outlined
in and pursuant to Minnesota Rules, Part 9505.0085, subpart 2.

2.15 Auxiliary Aids and Services means equipment and services to persons with impaired
sensory, manual, or speaking skills to ensure that communications with individuals with these
impairments are as effective as communications with others in health programs and activities, in
accordance with the standards found at 28 CFR § § 35.160 through 35.164, consistent with

45 CFR § 92.4. At a minimum, auxiliary aids and services includes qualified interpreters and
qualified translators; use of translated written materials; large print materials, screen readers or
other effective methods of making visually delivered materials available to individuals who are
blind or have low vision; and TTY/TTD systems or equally effective telecommunications
devices for those who are deaf or hard of hearing.

2.16 Basic Care Rate means the rate for provision and administration of State Plan services
covered in the MCO’s Contract, excluding Nursing Facility Services.

2.17 Behavioral Health Home (BHH) means a MHCP-enrolled provider certified by the
STATE to provide services in accordance with Minnesota Statutes 8 256B.0757. BHH is a
mental health care coordination model that consists of the following services delivered by an
inter-professional team: comprehensive care management; care coordination; health promotion
services; comprehensive transitional care; referral to community and social support services; and
individual and family support services. BHH services are available to Enrollees who have been
determined eligible by the BHH provider in accordance with Minnesota Statute § 256B.0757,
subd. 2, (4).

2.18 Beneficiary means a person who has been determined by the STATE or Local Agency to
be eligible for the Medical Assistance program.

2.19 Benefit Period (Medicare) means, under Medicare, the period of consecutive days that
begins with the first day on which an Enrollee is furnished Inpatient Hospitalization or extended
care services by the MCO, and ends at the close of a period of sixty (60) consecutive days during
which the Enrollee was neither an inpatient in a hospital nor met the criteria for payment for a
Skilled Nursing Facility.

2.20 Business Continuity Plan means a comprehensive written set of procedures and
information intended to maintain or resume critical functions in the event of an Emergency
Performance Interruption (EPI).

2.21 Capitation Payment means a payment the STATE makes periodically to the MCO for each
Enrollee covered under the Contract for the provision of services as defined in Article 6,
regardless of whether the Enrollee receives these services during the period covered by the
payment.

2.22 Care Coordination for MSHO Enrollees means the assignment of an individual who
coordinates the provision of all Medicare and Medicaid health and long-term care services for
MSHO Enrollees, and who assesses the need for and coordinates services to an MSHO Enrollee
among different health and social service professionals and across settings of care. This
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individual must be a social worker, public health nurse, registered nurse, physician assistant,
nurse practitioner, or physician.

2.23 Care Management for All Enrollees means the overall method of providing ongoing
health care in which the MCO manages the provision of primary health care services with
additional appropriate services provided to an Enrollee. See section 6.1.6.

2.24 Care Plan means the document developed in consultation with the Enrollee, the Enrollee’s
treating physician, health care or support professional, or other appropriate individuals, and
where appropriate, the Enrollee’s family, caregiver, or representative that, taking into account the
extent of and need for any family or other supports for the Enrollee, identifies the necessary
health and Home and Community-Based services to be furnished to the Enrollee. The Care Plan
for Elderly Waiver enrollees must meet the federal and state requirements related to person-
centered planning (see 6.1.14(B)(5)).

2.25 Care System means any entity that an MCO contracts with and delegates some portion of
its Care Management and/or Primary Care responsibilities.

2.26 Case Management for MSC+ Enrollees means the assignment of an individual who
assesses the need for and coordinates Medicaid health and long-term care services for an MSC+
Enrollee receiving Elderly Waiver Services among different health and social service
professionals and across settings of care. This individual, if assigned to the MSC+ Enrollee, must
be a social worker, public health nurse, registered nurse, physician assistant, nurse practitioner,
or physician.

2.27 Certified Assessor means a person who meets the requirements in Minnesota Statutes
§ 256B.0911, subd. 2b and 2c; who performs Long Term Care Consultation assessment and
support planning services described in section 6.1.24. For MSHO and MSC+, all Care
Coordinators must be Certified Assessors providing both the assessment and ongoing case
management functions for Enrollees.

2.28 Clean Claim means, pursuant to 42 CFR § § 447.45 and 447.46, and Minnesota Statutes,

8 62Q.75, a claim that has no defect or impropriety, including any lack of any required
substantiating documentation or particular circumstance requiring special treatment that prevents
timely payment from being made on the claim.

2.29 Clinical Trials means trials that: 1) have been subjected to independent peer-review of the
rationale and methodology; 2) are sponsored by an entity with a recognized program in clinical
research that conducts its activities according to all appropriate federal and state regulations and
generally accepted standard operating procedures governing the conduct of participating
investigators; and 3) the results of which will be reported upon completion of the trial regardless
of their positive or negative nature.

2.30 CMS means the Centers for Medicare & Medicaid Services under the U.S. Department of
Health and Human Services.

2.31 Commissioner means the Commissioner of the Minnesota Department of Human Services
or the Commissioner’s designee.
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2.32 Community Elderly Waiver (Community EW) means Enrollees who, at capitation for
MSHO or MSC+ are coded in MMIS to be in a community living arrangement and are enrolled
in the Elderly Waiver for the first of the following month.

2.33 Community Non-Elderly Waiver (Community Non-EW) means Enrollees who, at
capitation for MSHO or MSC+, are coded in MMIS to be in a community living arrangement
and are not enrolled in the Elderly Waiver for the first of the following month.

2.34 Community EMT means a provider certified as a community emergency medical
technician under Minnesota Statutes, § 144E.275, subd. 7.

2.35 Community Health Services Agency means a “local health agency” or a public or private
nonprofit organization that enters into a contract with the Minnesota Commissioner of Health
pursuant to Minnesota Statutes, 88§ 145.891 through 145.897.

2.36 Community Health Worker (CHW) means a person who meets the certification or
experience qualifications listed in Minnesota Statutes, § 256B.0625, subd. 49, to provide
coordination of care and patient education services under the supervision of a Medical
Assistance enrolled physician, advanced practice registered nurse, Mental Health Professional,
dentist, or a certified public health nurse operating under the direct authority of an enrolled unit
of government.

2.37 Community Health Worker Services means patient education and care coordination
provided by a Community Health Worker in clinics and community settings for the purposes of
disease prevention, promoting health, and increasing access to health care for individuals and
their communities.

2.38 Community Paramedic means a provider certified as a community paramedic under
Minnesota Statutes, § 144E.001, subd. 5f.

2.39 Compliance Officer means a designated individual, who is qualified by knowledge,
training, and experience in health care or risk management, to promote, implement, and oversee
the managed care plan’s compliance program. The Compliance Officer shall also exhibit
knowledge of relevant regulations, provide expertise in compliance processes address fraud,
abuse, and waste pursuant to this Contract and state and federal law. The Compliance Officer
reports directly to the MCO’s CEOQ and the board of directors.

2.40 Comprehensive risk contract means a risk contract between the State and an MCO that
covers comprehensive services, that is, inpatient hospital services and any of the following
services, or any three or more of the following services:

(A) Outpatient hospital services.
(B) Rural health clinic services.

(C) Federally Qualified Health Center (FQHC) services.
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(D) Other laboratory and X-ray services.

(E) Nursing facility (NF) services.

(F) Early and periodic screening, diagnostic, and treatment (EPSDT) services.
(G) Family planning services.

(H) Physician services.

(I) Home health services.

2.41 Contract Year means the calendar year for which the term of this Contract is effective, as
described in section 5.1.

2.42 Coordination of Benefits has the meaning described in Minnesota Statutes, 862A.046,
subd. 6, except that MCOs must coordinate benefits, and must coordinate using the procedures
found in Minnesota Rules Parts § 9505.0070.

2.43 Cost Avoidance Procedure means the following techniques to ensure benefit coordination
and by which the MCO ensures that a Provider obtains payment from the identified Third Party
Liability resources before billing the MCO. MCO coverage is secondary to other health
coverage for which Enrollees are eligible; coverage by all potential third-party payers must be
exhausted before MCO payment for health services will be made. An eligible provider must
attempt to collect payment from potential third-party payers before billing the MCO for Covered
Services; private accident and health care coverage must be used according to the rules of the
specific carrier.

2.44 Cost-sharing means copayment, coinsurance, or deductible.

2.45 County Care Coordination System means a county or multi-county entity with which the
MCO contracts for care coordination and related functions for MSHO Enrollees.

2.46 County Case Management System means a county or multi-county entity with which the
MCO contracts for case management and related functions for MSC+ Enrollees.

2.47 Covered Service means a service as defined in Minnesota Statutes, 8 256B.0625, and
Minnesota Rules, Parts 9505.0170 through 9505.0475, and as applicable, Minnesota Statutes,

8§ 256B.0915, and that is provided in accordance with the MCQO’s Service Delivery Plan and the
MCO Evidence of Coverage, as approved by the STATE.

2.48 Customized Living means services delivered by a comprehensive home care Provider, and
provided in a building that is registered as a housing with services establishment under
Minnesota Statutes, Chapter 144D.

2.49 Cut-Off Date means the last day on which enroliment information may be entered in the

STATE’s Medicaid Management Information System (MMIS) in order to be effective the first
day of the following month.
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2.50 Disease Management Program means a multi-disciplinary, continuum-based approach to
improve the health of Enrollees that proactively identifies populations with, or at risk for, certain
medical conditions: that: 1) supports the physician/patient relationship and place of care; 2)
emphasizes prevention of exacerbation and complications utilizing cost-effective evidence-based
practice guidelines and patient empowerment strategies such as self-management; and 3)
continuously evaluates clinical, humanistic, and economic outcomes with the goal of improving
overall health.

2.51 Dual Eligible or Dual Eligibility or Dual means an individual who has established
eligibility for Medicare as their primary coverage and Medicaid as their secondary coverage.

2.52 Education Begin Date means the date on which the MCO will be presented by the Local
Agency as an initial enrollment option to Beneficiaries.

2.53 Elderly. See Aged.

2.54 Elderly Waiver means the Home and Community Based Services waiver program
authorized by a federal waiver under 8 1915(c) of the Social Security Act, 42 USC § 1396, and
pursuant to Minnesota Statutes, § 256B.0915.

2.55 Emergency Care. See Medical Emergency at section 2.98.

2.56 Emergency Performance Interruption (EPI) means any event, including but not limited
to: wars, terrorist activities, natural disasters, pandemic or health emergency, the occurrence and
effect of which is unavoidable and beyond the reasonable control of the MCO and/or the

STATE, and which makes normal performance under this Contract impossible or impracticable.

2.57 End Stage Renal Disease (ESRD) means chronic kidney failure, or a stage of renal
impairment requiring either a regular course of dialysis or kidney transplantation to maintain life.

2.58 Enrollee means a Medical Assistance eligible person age sixty-five (65) or older whose
enrollment in the MCO has been entered into MMIS. The use of the terms “Beneficiary” or
“Enrollee” does not preclude the legal representative (including a conservator, guardian or
Authorized Representative) from meeting the obligations or exercising the rights under this
Contract, to the extent of the legal representative’s or Authorized Representative’s authority.

2.59 Enrollee Encounter Data means the information relating to the receipt of any item(s) or
service(s) by an Enrollee that is subject to the requirements of 42 CFR § § 438.242 and 438.818,
and as described in section Error! Reference source not found.

2.60 Essential Community Supports (ECS) means state-funded services in the community
pursuant to Minnesota Statutes, § 256B.0922, for persons not eligible for long-term care waiver
services or Nursing Facility services for persons determined ineligible for EW or NF services
during 2015 as a result of changes to Nursing Facility Level of Care. See section 2.86.

2.61 Experimental or Investigative Service means a drug, device, medical treatment,
diagnostic procedure, technology, or procedure for which reliable evidence does not permit
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conclusions concerning its safety, effectiveness, or effect on health outcomes, pursuant to
Minnesota Rules, Parts 4685.0100, subpart 6a and 4685.0700, subpart 4, item F.

2.62 Family Planning Service means a family planning supply (related drug or contraceptive
device) or health service, including screening, testing, and counseling for sexually transmitted
diseases, when provided in conjunction with the voluntary planning of the conception and
bearing of children and related to an Enrollee’s condition of fertility.

2.63 FFS means fee for service or fee-for-service.

2.64 Fraud means the definition set out in Minnesota Rules, Part 9505.2165, subpart 4 and
42 CFR §455.2.

2.65 Generally Accepted Community Standards means that access to services is equal to or
greater than that currently existing in the Medical Assistance fee-for-service system in the Metro
or Non-metro Area.

2.66 Grievance means an expression of dissatisfaction about any matter other than an Action
including but not limited to the quality of care or services provided or failure to respect the
Enrollee’s rights.

2.67 Grievance and Appeals System means the overall system that includes Grievances and
Appeals handled at the MCO and access to the State Fair Hearing process.

2.68 Health Care Home means a clinic, personal clinician, or local trade area clinician that is
certified under Minnesota Rules, parts 4764.0010 to 4764.0070.

2.69 Health Care Professional means a physician, optometrist, chiropractor, psychologist,
dentist, advanced dental therapist, dental therapist, physician assistant, physical or occupational
therapist, therapist assistant, speech-language pathologist, audiologist, registered or practical
nurse (including nurse practitioner, clinical nurse specialist, certified registered nurse anesthetist,
and certified nurse midwife), licensed independent clinical social worker, and registered
respiratory therapy technician.

2.70 Home and Community Based Services (HCBS) means services provided under a federal
waiver under § 1915(c) of the Social Security Act, 42 USC 8§ 1396n, and pursuant to Minnesota
Statutes, § 256B.092 subd. 4, and § 256B.0915. These services are for Enrollees who meet
specific eligibility criteria including being at risk of institutional care if not for the provision of
HCBS services. The services are intended to prevent or delay Nursing Facility placements. See
also Elderly Waiver Services as listed in section 6.1.14.

2.71 Home Care Services means a Medicare health service as listed in § 1861 of the Social
Security Act (42 USC § 1395x(m)); and for Medicaid, meets the criteria for Medical Necessity,
is ordered by a physician and documented in a service plan that is reviewed by the physician at
least once every sixty (60) days for the provision of home health services, or home care nursing,
or at least once every three hundred and sixty-five (365) days for personal care; and the services
are provided to the recipient at the recipient's residence that is a place other than a hospital or
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long-term care facility or as specified in Minnesota Statutes, § 256B.0625, subd. 6(a). These
services include the following:

(A) Home health aide services as listed in Minnesota Statutes, 8 256B.0625 subd. 6(a),
§ 256B.0651, and § 256B.0653, subd. 3;

(B) Skilled nursing visits including telehomecare visits, provided by a certified Home
Health Care Agency as authorized by Minnesota Statutes, § 256B.0625, subd.6a, and
8§ 256B.0653, subd. 4;

(C) Home care nursing as listed in Minnesota Statutes, 8 256B.0625 subd. 7.

(D) Home care therapies as listed in Minnesota Statutes, § 256B.0625 subd. 8, and
§ 256B.0651, subd. 1(a);

(E) Durable medical equipment, and associated supplies when accompanied by a home
care service as described in Minnesota Statutes § 144A.43 subd.3 (10); and

(F) Personal Care Assistance (PCA) services as authorized by Minnesota Statutes,
§ 256B.0659, subd. 2.

2.72 Hospice means a public agency or private organization or subdivision of either of these
that is primarily engaged in providing hospice care for individuals with terminal illnesses
authorized under § 1861(dd) of the Social Security Act and defined in 42 CFR § 418.100 et seq.

2.73 Hospice Services means palliative and supportive care and other services provided by an
interdisciplinary team under the direction of an identifiable hospice administration to terminally
ill hospice patients and their families to meet the physical, nutritional, emotional, social,
spiritual, and special needs experienced during the final stages of illness, dying, and
bereavement, as defined in Minnesota Statutes, 8§ 144A.75, subd. 8, and includes the set of
services as determined by the Medicare program under §1861(dd) of the Social Security Act and
defined in 42 CFR § 418.3.

2.74 Improper Payment means any payment that should not have been made or that was made
in an incorrect amount (including overpayments and underpayments) under statutory,
contractual, administrative, or other legally applicable requirements. This includes, but is not
limited to: 1) any payment for an ineligible Enrollee; 2) any duplicate payment; 3) any payment
for services not received; 4) any payment incorrectly denied; and 5) any payment that does not
account for credits or applicable discounts.

2.75 In Lieu of Services means services or settings used in place of services and settings
covered under the State plan. In Lieu of Services must be medically appropriate and cost
effective as determined by the STATE. The approved in Lieu of Services are identified in section
6.2 of the Contract.

2.76 Incarcerated means involuntary confinement of an Enrollee in a jail, detention facility,
prison or other penal facility under the authority of a governmental entity.

2017 MSHO/MSC+ Contract Page 26



2.77 Indian Health Care Provider means a health care program operated by the Indian Health
Service (IHS) or by an Indian Tribe, Tribal Organization, or Urban Indian Organization
(otherwise known as an 1/T/U) as those terms are defined in § 4 of the Indian Health Care
Improvement Act (25 USC § 1603). Indian Health Care Provider includes a 638 Facility and
provision of Indian Health Service Contract Health Services (IHS CHS).

2.78 Indian Health Service (IHS) means the federal agency charged with administering the
health programs for American Indians and Alaska Natives (Al/AN) who are enrolled members of
federally recognized Indian tribes.

2.79 IHS Contract Health Services (IHS CHS) means health services covered by this Contract
that would otherwise be provided at the expense of the Indian Health Service, from public or
private medical or hospital facilities other than those of the Indian Health Service under a
contract with IHS and through a referral from IHS, to American Indian Enrollees.

2.80 Indian Health Services Facility (IHS Facility) means a facility administered by the Indian
Health Service that is providing health programs for American Indians and Alaska Natives
(AI/AN) who are enrolled members of federally recognized Indian tribes.

2.81 Informed Choice means a voluntary decision made by the Enrollee or the Enrollee's legal
representative, after becoming familiar with the alternatives, and having been provided sufficient
relevant written and oral information at an appropriate comprehension level and in a manner
consistent with the Enrollee's or the Enrollee's legal representative's primary mode of
communication.

2.82 Inpatient Hospitalization means inpatient medical, mental health and chemical
dependency services provided in an acute care facility licensed under Minnesota Statutes,
8§ 144.50 through 144.56.

2.83 Institutionalized means Beneficiaries who are coded as being in an Institutionalized living
arrangement in MMIS at the time of enrollment. For changes in MSHO Rate Cell Categories
after initial enrollment, Institutionalized Beneficiaries are those MSHO Enrollees who have been
Institutionalized for thirty (30) consecutive days. For MSC+ Enrollees, Institutionalized means a
category of Enrollees used as a factor to determine the Rate Cell of an Enrollee who resides in a
Nursing Facility or intermediate care facility for persons with developmental disability
(ICF/DD).

2.84 Integrated Care System Partnership (ICSP) means relationships between MCOs and
providers including long term care providers, and/or Care Systems, which are designed to
coordinate and/or integrate Medicare and Medicaid primary, acute, long term care, and/or mental
health services in order to assist Enrollees to remain in their homes or choice of community
settings, and to improve health outcomes in all settings, under contracting arrangements that
include gain and/or risk sharing, performance-based payments, or other payment reforms tied to
financial performance and STATE-approved quality metrics.

2.85 Lead Agency means a county, tribal health entity, or a participating MCO who is
responsible to put into effect appropriate Home and Community Based Services waiver functions
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as delegated by the STATE, for any Enrollee who meets waiver program eligibility criteria under
Medicaid HCBS Waivers, § 1915(c).

2.86 Level of Care Criteria means classifications and questions developed by the Minnesota
Departments of Health and Human Services used to determine whether an Enrollee’s assessed
needs meet the institutional level of care criteria established by the Department of Human
Services for purposes of medical assistance payment for Nursing Facility services, and service
eligibility determination and payment for home and community-based alternatives to institutional
care.

2.87 Local Agency means a county or multi-county agency that is authorized under Minnesota
Statutes, 88 393.01, subd. 7, and 393.07, subd. 2, as the agency responsible for determining
Recipient eligibility for the Medical Assistance program. Local Agency also means a federally
recognized American Indian tribe’s social service, human service, and/or health services agency.

2.88 Long Term Care Consultation (LTCC) means the assessment of Enrollees, pursuant to
Minnesota Statutes, § 256B.0911, for the purpose of preventing or delaying Nursing Facility
placements to offer cost-effective alternatives appropriate for the Enrollee’s needs, and to assure
appropriate admissions to a Nursing Facility.

2.89 Long-term Services and Supports (LTSS) means services and supports (including for
example PCA services and home care nursing services) provided to Enrollees of all ages who
have functional limitations and/or chronic illnesses, that have the primary purpose of supporting
the ability of the Enrollee to live or work in the setting of their choice, which may include the
Enrollee's home, a worksite, a provider-owned or controlled residential setting, a nursing facility,
or other institutional setting.

2.90 Managed Care Organization (MCO) means an entity that has, or is seeking to qualify for,
a comprehensive risk contract, and that is: 1) a Federally Qualified HMO that meets the advance
directives requirements of 42 CFR § 489.100 through 104; or 2) any public or private entity that
meets the advance directives requirements and is determined to also meet the following
conditions: a) makes the services it provides to its Medicaid Enrollees as accessible (in terms of
timeliness, amount, duration, and scope) as those services are to other Medicaid Beneficiaries
within the area served by the entity; and b) meets the solvency standards of 42 CFR § 438.116.

2.91 Managing Employee means an individual, (including a general manager, business
manager, administrator, or director), who exercises operational or managerial control over the
entity or part thereof, or who directly or indirectly conducts the day-to-day operation of the entity
or part thereof as defined in 42 CFR § 1001.1001(a)(ii)(A)(6).

2.92 Marketing means any communication from the MCO, or any of its agents or independent
contractors, to an Enrollee or Beneficiary that can reasonably be interpreted as intended to
influence that individual to enroll, reenroll or remain enrolled in the MCO’s product(s), or to
disenroll from or not enroll in another MCO’s product. Marketing does not include
communication to a Medicaid beneficiary from a qualified health plan, as defined in 45 CFR

§ 155.20, about the qualified health plan.
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2.93 Marketing Materials means materials that are produced in any medium by or on behalf of
an MCO and can reasonably be interpreted as intended to market to potential or current
Enrollees. Marketing Materials include any informational materials targeted to potential or
current Enrollees that: 1) promote the MCO or any product offered by the MCO; 2) inform
potential or current Enrollees that they may enroll or remain enrolled in a plan offered by the
MCO; 3) explain the benefits of enrollment in an MCO or rules that apply to Enrollees; or 4)
explain how Medicare services are covered under the MSHO product, including conditions that
apply to such coverage.

2.94 Material Modification of Provider Network means 1) a change that would result in an
Enrollee having only three remaining choices of a Primary Care Provider within thirty (30) miles
or thirty (30) minutes; 2) a change that results in the discontinuation of a Primary Care Provider
who is responsible for Primary Care for one third (1/3) or more of the Enrollees in the applicable
area (the same area from which the affected Enrollee chose their Primary Care Provider or sole
source Provider, prior to the Material Modification); 3) a change that involves a termination of a
sole source Provider where the termination is for cause. Such changes include both Medicare and
Medicaid Providers, and pharmacy benefit managers as applicable, or 4) loss of the contractual
agreement with a major subcontractor providing a network of providers, including but not
limited to the MCQ’s dental or behavioral health network, pharmacy benefit manager, care
systems and care coordination entities. For purposes of this section, termination of a Provider
for cause does not include the inability to reach agreement on contract terms.

2.95 MDH means the Minnesota Department of Health.

2.96 Medical Assistance means the federal/state Medicaid program authorized under Title XIX
of the federal Social Security Act and Minnesota Statutes, Chapter 256B.

2.97 Medical Assistance Drug Formulary means prescription or over-the-counter drugs
covered under the Medical Assistance program as determined by the Commissioner pursuant to
Minnesota Statutes, 8§ 256B.0625, subd. 13.

2.98 Medical Emergency means a medical condition manifesting itself by acute symptoms of
sufficient severity (including severe pain) such that a prudent layperson, who possesses an
average knowledge of health and medicine, could reasonably expect the absence of immediate
medical attention to result in: 1) placing the physical or mental health of the Enrollee (or, with
respect to a pregnant woman, the health of the woman or her unborn child) in serious jeopardy;
2) continuation of severe pain; 3) serious impairment to bodily functions; 4) serious dysfunction
of any bodily organ or part; or 5) death. Labor and delivery is a Medical Emergency if it meets
this definition. The condition of needing a preventive health service is not a Medical Emergency.

2.99 Medical Emergency Services means inpatient and outpatient services covered under this
Contract that are furnished by a Provider qualified to furnish emergency services and are needed
to evaluate or stabilize an Enrollee’s Medical Emergency.

2.100 Medically Necessary or Medical Necessity means, with the exception of Elderly Waiver
services, pursuant to Minnesota Rules, Part 9505.0175, subpart 25, a health service that is: 1)
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consistent with the Enrollee’s diagnosis or condition; 2) recognized as the prevailing standard or
current practice by the Provider’s peer group; and 3) rendered:

(A) In response to a life threatening condition or pain;

(B) To treat an injury, illness or infection;

(C) To treat a condition that could result in physical or mental disability;
(D) To care for the mother and unborn child through the maternity period;

(E) To achieve a level of physical or mental function consistent with prevailing
community standards for diagnosis or condition; or

(F) As a preventive health service defined under Minnesota Rules, Part 9505.0355.

2.101 Medicare means the federal insurance program for aged and disabled people as defined
under 42 USC § 1395 et. seq.

2.102 Medicare Advantage (MA) means the managed care program established for
beneficiaries of Medicare Part A and enrolled under Part B, pursuant to the Medicare
Modernization Act of 2003.

2.103 Medicare Advantage Organization (MAQO) means a public or private entity organized
and licensed by a State as a risk-bearing entity (with the exception of Provider-sponsored
organizations receiving waivers) that is certified by CMS as meeting the MA contract
requirements, pursuant to 42 CFR § 422.2.

2.104 Medicare Advantage Plan (MA Plan) means health benefits coverage offered under a
policy or contract by an MA organization pursuant to 42 CFR § 422.2, that includes a specific set
of health benefits offered at a uniform premium and uniform level of cost-sharing to all Medicare
beneficiaries residing in the Service Area of the MA plan (or in individual segments of a Service
Area, pursuant to 42 CFR § 422.304(b)(2)).

2.105 Medicare Advantage Special Needs Plan (MA SNP) means an MA Plan that
exclusively enrolls, or enrolls a disproportionate percentage of, special needs Enrollees as set
forth in 42 CFR 8 422.4(a)(1)(iv) and provides Part D benefits under 42 CFR Part 423 to all
Enrollees; and has been designated by CMS as meeting the requirements of a MA SNP as
determined on a case-by-case basis using criteria that include the appropriateness of the target
population, the existence of clinical programs or special expertise to serve the target population,
and whether the proposal discriminates against sicker members of the target population, pursuant
to 42 CFR § 422.2.

2.106 Medicare Prescription Drug Program (Part D Drug Benefit) means the prescription

drug benefit for Medicare beneficiaries, pursuant to Title | of the Medicare Prescription Drug,
Improvement, and Modernization Act of 2003.
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2.107 Memorandum of Understanding (MOU) means the agreement between the STATE and
CMS formalizing a demonstration for integration of Medicare and Medicaid for dually-eligible
Enrollees.

2.108 Mental Health Professional means a person providing clinical services in the treatment
of mental illness who meets the qualifications required in Minnesota Statutes, 8 245.462, subd.
18, (1) through (6), for adults; and Minnesota Statutes 8 245.4871, subd. 27, (1) through (6), for
children.

2.109 Mental Illness means an organic disorder of the brain or a clinically significant disorder
of thought, mood, perception, orientation, memory, or behavior that 1) is detailed in a diagnostic
codes list published by the Commissioner on the DHS website; and 2) seriously limits a person’s
capacity to function in primary aspects of daily living such as personal relations, living
arrangements, work, and recreation as defined under Minnesota Statutes, § 245.462 subd. 20.

2.110 Metro Area means the following seven Minnesota counties: Anoka, Carver, Dakota,
Hennepin, Ramsey, Scott and Washington. Non-metro Area means all other counties.

2.111 MHCP means Minnesota Health Care Programs.

2.112 Minnesota Senior Care Plus (MSC+) means the mandatory PMAP program for
Enrollees age sixty five (65) and over. MSC+ uses § 1915(b) waiver authority for State Plan
services, and § 1915(c) waiver authority for Home and Community-Based Services. MSC+
includes Elderly Waiver services for Enrollees who qualify, and one hundred and eighty (180)
days of Nursing Facility care.

2.113 Minnesota Senior Health Options (MSHO) means the Minnesota prepaid managed care
program, pursuant to Minnesota Statutes, § 256B.69, subd. 23, that provides integrated Medicare
and Medicaid services for Medicaid eligible seniors, age sixty-five (65) and over. MSHO
includes Elderly Waiver services for Enrollees who qualify, and one hundred and eighty (180)
days of Nursing Facility care.

2.114 MMIS means the Medicaid Management Information System.

2.115 MSHO Rate Cell Categories means the rate setting model for MSHO that includes Rate
Cell Categories (RCCs) that are based on Enrollee living arrangement and Elderly Waiver status.
Payment to the MCO will be based on which of these categories to which the MSHO Enrollee is
assigned:

Living Arrangement Rate Cell Category

Community Non-EW A
Community EW B
Institutionalized D
Community Non-EW/Hospice E
Community EW/Hospice F
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2.116 Money Follows the Person Rebalancing Demonstration means the CMS grant that
supports the STATE’s efforts to transition Medicaid Beneficiaries from institutions to the
community, pursuant to Minnesota Statutes, 256B.04, subd. 20. The program name in
Minnesota for this demonstration is Moving Home Minnesota.

2.117 National Provider Identifier (NPI) means the ten (10) digit number issued by CMS
which is the standard unique identifier for health care Providers, and which replaces the use of
all legacy Provider identifiers (for example, UPIN, Medicaid Provider Number, Medicare
Provider Number, Blue Cross and Blue Shield Numbers) in standard transactions.

2.118 Network Provider means any provider, group of providers, or entity that has a network
provider agreement with the MCO or a subcontractor, and receives Medicaid funding directly or
indirectly to order, refer or render Covered Services as a result of this Contract. A network
provider is not a subcontractor by virtue of the network provider agreement.

2.119 Non-emergency Transportation (NEMT) means the modes of transportation in
Minnesota Statutes, 8§ 256B.0625, subd. 17. NEMT includes Enrollee reimbursement; volunteer
transport; unassisted transport, (including transportation by a taxicab or public transit); assisted
transport (transport provided to Enrollees who require assistance by an NEMT provider); lift-
equipped/ramp transport; stretcher transport; and protected transport. See section 6.1.27(A) and
(B) below for MCO coverage of NEMT. NEMT includes both of the former common carrier
transportation and special transportation services.

2.120 Non-Institutionalized means a category of MSHO and MSC+ Enrollees used as a factor
to determine the Rate Cell of an Enrollee not permanently residing in a NF or ICF/DD.

2.121 Notice of Action means a Denial, Termination, or Reduction of Service Notice (DTR) or
other Action as defined in section 2.3.

2.122 Nursing Facility (NF) means a long term care facility certified by the Minnesota
Department of Health for services provided and reimbursed under Medicaid. NF is also known
as Nursing Home.

2.123 Nursing Facility (NF) Add-On means the monthly per capita value of Nursing Facility
services that are expected to be utilized within the Contract Year by those Beneficiaries who are
eligible for Medical Assistance and in the community prior to being Institutionalized within the
same period.

2.124 Nursing Home Certifiable (NHC) means a designation indicating that an Enrollee is in
need of Nursing Facility level of care as defined by the Level of Care Criteria. NHC status must
be determined through face-to-face assessment using the STATE Long Term Care Consultation
(LTCC) tool and Level of Care Criteria according to procedures in section 6.1.24.

2.125 Out of Service Area Care means health care provided to an Enrollee by non-Network
Providers outside of the geographical area served by the MCO.

2.126 Out of Network Care means services provided to an Enrollee by non-Network Providers
within the geographic area served by the MCO.
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2.127 Payment Appendix or Appendices means pages attached to this Contract containing the
capitation rates to be paid by the STATE to the MCO.

2.128 Person Master Index (PMI) means the STATE identification number assigned to an
individual Beneficiary.

2.129 Person with an Ownership or Control Interest means a person or corporation that: 1)
has an ownership interest, directly or indirectly, totaling five percent (5%) or more in the MCO
or a disclosing entity; 2) has a combination of direct and indirect ownership interest equal to five
percent (5%) or more in the MCO or the disclosing entity; 3) owns an interest of five percent
(5%) or more in any mortgage, deed of trust, note, or other obligation secured by the MCO or the
disclosing entity, if that interest equals at least five percent (5%) of the value of the property or
assets of the MCO or the disclosing entity; or 4) is an officer or director of the MCO or the
disclosing entity (if it is organized as a corporation) or is a partner in the MCO or the disclosing
entity (if it is organized as a partnership).

2.130 Personal Care Assistance Provider Agency (PCPA) means a Medical Assistance
enrolled provider that provides or assists with providing personal care assistance (PCA) services
and includes a personal care assistance provider organization (PCPO), personal care assistance
choice agency (PCPA), comprehensive home care agency, and Medicare-certified home health
agency.

2.131 Physician Incentive Plan means any compensation arrangement between an organization
and a physician or physician group that may directly or indirectly have the effect of reducing or
limiting services provided to Enrollees of the MCO, as defined in 42 CFR 8 438.3(i) and
422.208(a).

2.132 Post Payment Recovery means seeking reimbursement from third parties whenever
claims have been paid, for which there is Third Party Liability. This is also referred to as the
“pay and chase” method.

2.133 Post-Stabilization Care Services means Medically Necessary Covered Services, related
to an Emergency medical condition, that are provided after an Enrollee is stabilized, in order to
maintain the stabilized condition, and for which the MCO is responsible when: 1) the services
are Service Authorized; 2) the services are provided to maintain the Enrollee’s stabilized
condition within one (1) hour of a request to the MCO for Service Authorization of further Post-
Stabilization Care Services; 3) the MCO could not be contacted; 4) the MCO did not respond to
a Service Authorization within one (1) hour; or 5) the MCO and treating Provider are unable to
reach agreement regarding the Enrollee’s care.

2.134 Potential Enrollee means a Medical Assistance Recipient who may voluntarily elect to
enroll in a given managed care program, but is not yet an Enrollee of an MCO.

2.135 Prepaid Medical Assistance Program (PMAP) means the program authorized under
Minnesota Statutes, § 256B.69 and Minnesota Rules, Parts 9500.1450 through 9500.1464.
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2.136 Prescription Monitoring Program (PMP) means the electronic reporting system
maintained and operated by the Minnesota Pharmacy Board for reporting all controlled
substances dispensed within Minnesota.

2.137 Primary Care means all health care services and laboratory services customarily
furnished by or through a general practitioner, family practice physician, internal medicine
physician, obstetrician/gynecologist, or geriatrician, or other licensed practitioner as authorized
by the STATE, to the extent the furnishing of those services is legally authorized in the state in
which the practitioner furnishes them.

2.138 Primary Care Provider means a Provider or licensed practitioner, pursuant to Minnesota
Rules, Part 4685.0100, subpart 12a, or a nurse practitioner or physician assistant, pursuant to
Minnesota Rules, Part 4685.0100, subpart 12b, under contract with or employed by the MCO.

2.139 Priority Services means:

(A) Those services that must remain uninterrupted to ensure the life, health and/or safety
of the Enrollee;

(B) Medical Emergency Services, Post-Stabilization Care Services and Urgent Care;

(C) Other Medically Necessary services that may not be interrupted or delayed for more
than fourteen (14) days;

(D) A process to authorize the services described in paragraphs (A) through (C);

(E) A process for expedited appeals for the services described in paragraphs (A) through
(C); and

(F) A process to pay Providers who provide the services described in paragraphs (A)
through (C).

2.140 Privacy Incident means violation of the Minnesota Government Data Practices Act
(MGDPA) and/or the HIPAA Privacy Rule (45 CFR Part 164, subpart E) and the laws listed in
section 2.141 including, but not limited to, improper and/or unauthorized use or disclosure of
Protected Information, and incidents in which the confidentiality of the information maintained
by the parties has been breached.

2.141 Protected Information means private information concerning individual STATE clients
that the MCO may handle in the performance of its duties under this Contract, including any or
all of the following as applicable:

(A) Private data (as defined in Minnesota Statutes, § 13.02, subd. 12), confidential data
(as defined in Minnesota Statutes, 8 13.02, subd. 3), welfare data (as governed by
Minnesota Statutes, § 13.46), medical data (as governed by Minnesota Statutes,

§ 13.384), and other non-public data governed elsewhere in the Minnesota Government
Data Practices Act (MGDPA), Minnesota Statutes, Chapter 13;
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(B) Health records (as governed by the Minnesota Health Records Act (Minnesota
Statutes, 88 144.291 through 144.298);

(C) Confidentiality of Alcohol and Drug Abuse Patient Records (as governed by 42 USC
§ 290dd-2 and 42 CFR § 2.1. through 2.67);

(D) Protected health information (PHI) (as defined in and governed by the Health
Insurance Portability Accountability Act (HIPAA), 45 CFR 88 160.103 and 155.260);

(E) Tax Information Security Guidelines for Federal, State and Local Agencies (26
U.S.C. 6103 and Publication 1075);

(F) Computer Matching Requirements (5 U.S.C. 552a) and NIST Special Publication
800-53, Revision 4 (NIST.SP.800-53r4);

(G) Disclosure of Information to Federal, State and Local Agencies (“DIFSLA
Handbook” Publication 3373);

(H) Social Security Data Disclosure (section 1106 of the Social Security Act); and

(I) Information protected by other applicable state and federal statutes, rules, and
regulations governing or affecting the collection, storage, use, disclosure, or
dissemination of private or confidential individually identifiable information.

2.142 Provider means an individual or entity that is engaged in the delivery of services, or
ordering or referring for those services, and is legally authorized to do so by the state in which it
delivers the services.

2.143 Provider Manual means the current Internet online version of the official STATE
publication, entitled “Minnesota Health Care Programs Provider Manual.”

2.144 Qualified Professional (QP) means a qualified professional for supervision of personal
care assistance services as defined in Minnesota Statutes, § 256B.0625, subd. 19c.

2.145 Rate Cell means the pricing data attributed to an Enrollee to determine the monthly
prepaid capitation payment that will be paid by the STATE to the MCO for health coverage of
that Enrollee. A Rate Cell is determined based on Rate Cell determinants, which may consist of
all or a part of the following, consistent with MMIS requirements: age, sex, county of residence,
major program, eligibility type, living arrangement, Medicare status, rate cell category and
product ID.

2.146 Renewal Contract means an automatically renewing Contract under the terms of section
5.1.1 below.

2.147 Restricted Recipient Program (RRP) means a program pursuant to Minnesota Rules,
part 9505.2200, for Recipients and Enrollees who have failed to comply with the requirements of
MHCP. Placement in the RRP does not apply to services in long term care facilities and/or
covered by Medicare. Placement in the RRP means:
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(A) Requiring that for a period of twenty-four (24) or thirty-six (36) months of eligibility
the Enrollee must obtain health services from a designated Primary Care Provider located
in the Enrollee’s local trade area, a hospital used by the primary care provider, a
pharmacy, or any other designated Provider, including a MHCP enrolled Personal Care
Assistance Provider Agency (PCPA) or Medicare certified Provider;

(B) Prohibiting the Enrollee or Recipient from using the personal care assistance choice,
flexible use option, or consumer directed community services for a period of twenty-four
(24) or thirty-six (36) months of eligibility.

2.148 Rural Area means any county designated as ‘*micro,”” “‘rural,”” or *“County with
Extreme Access Considerations (CEAC)’’ in the Medicare Advantage Health Services Delivery
(HSD) Reference file for the applicable calendar year.

2.149 Security Incident means the attempted or successful unauthorized access, use, disclosure,
modification, or destruction of information or interference with system operations in an
information system. Security incident shall not include pings and other broadcast attacks on
MCQO’s or its subcontractors’ firewall, port scans, unsuccessful log-on attempts, denials of
service, and any combination of the above; so long as such incidents do not result in
unauthorized access, use or disclosure of the STATE’s information.

2.150 Serious and Persistent Mental IlIness (SPMI) means a condition that meets the criteria
defined in Minnesota Statutes, § 245.462 subd. 20(c).

2.151 Service Area means the counties of Minnesota in which the MCO agrees to offer
coverage under this Contract. See Appendix 1- MCO Service Areas.

2.152 Service Authorization means a managed care Enrollee’s request, or a Provider’s request,
on behalf of an Enrollee, for the provision of services, and the MCQO’s determination of the
Medical Necessity for the medical service and authorization of Home and Community Based
Services prior to the delivery or payment of the service. Home and Community Based Services
are not subject to the Medical Necessity definition in this section.

2.153 Service Delivery Plan means the plan submitted by the MCO as part of the response to
the Request for Proposals, and approved by the STATE.

2.154 Skilled Nursing Facility (SNF) means a facility certified by Medicare to provide inpatient
skilled nursing care, rehabilitation services or other related health services. Such services can
only be performed by, or under the supervision of, licensed nursing personnel.

2.155 Special Investigations Unit (SIU) means an internal investigation unit composed of an
MCO manager and staff physically located within the State of Minnesota, who are responsible
for conducting investigations of potential fraud, waste and abuse, and ensuring compliance with
mandatory reporting and other Fraud and Abuse requirements of this Contract, as well as state
and federal law.

2.156 SIU Claims Data Analyst means an individual, or the functional equivalent, who
conducts research on Medical Assistance and MinnesotaCare claims data and other sources of
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information to identify problems, review data model output, utilize a variety of tools to detect
situations of potential Fraud and Abuse, and to support ongoing MCO fraud investigations and
requests for data.

2.157 SIU Investigator means an individual, or the functional equivalent, who initiates
investigations, identifies subjects, and develops cases for future action. This includes referral to
law enforcement and regulatory authorities, education, overpayment prevention and recovery,
and other administrative actions. The SIU Investigator works with internal resources and
external agencies to develop cases and corrective actions as well as respond to requests for data
and support.

2.158 SIU Manager means an individual, or the functional equivalent, who manages or
oversees the functions of the SIU.

2.159 Special Needs BasicCare (SNBC) means the Minnesota prepaid managed care program,
pursuant to Minnesota Statutes, § 256B.69, subd. 28, that provides Medicaid services and/or
integrated Medicare and Medicaid services to Medicaid eligible people with disabilities who are
ages eighteen (18) through sixty-four (64).

2.160 Spenddown means the process by which a person who has income in excess of the
Medical Assistance income standard allowed in Minnesota Statutes, 8 256B.056, subd. 5,
becomes eligible for Medical Assistance by incurring medical expenses that are not covered by a
liable third party, except where specifically excluded by state or federal law, and that reduce the
excess income to zero.

2.161 Spenddown, Medical (Medical Spenddown) means a type of spenddown for Enrollees
who live in the community and are eligible for Medical Assistance with a medical spenddown.

2.162 STATE means the Minnesota Department of Human Services, its Commissioner, or its
agents.

2.163 State Fair Hearing means a hearing filed according to an Enrollee’s written request with
the STATE pursuant to Minnesota Statutes, § 256.045, related to 1) the delivery of health
services or enrollment in the MCO; 2) denial (full or partial) of a claim or service; 3) failure by
the MCO to make an initial determination in thirty (30) days; or 4) any other Action.

2.164 Subcontractor means an individual or entity that has a contract with the MCO that relates
directly or indirectly to the performance of the MCQO’s obligations under this Contract. A
Network Provider is not a Subcontractor by virtue of the Network Provider agreement with the
MCO.

2.165 Surveillance and Integrity Review Section (SIRS) means a STATE program of
surveillance, integrity, review, and control to ensure compliance with MHCP requirements by
monitoring the use and delivery of services.

2.166 Telemedicine Services means the delivery of health care services or consultations while
the Enrollee is at an originating site and the Provider is at a distant site. A communication
between Providers, or a Provider and an Enrolleg, that consists solely of a telephone
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conversation, e-mail, or facsimile transmission does not constitute telemedicine consultations or
services. Telemedicine may be provided by means of real-time two-way, interactive audio and
visual communications, including the application of secure video conferencing or store-and-
forward technology to provide or support health care delivery, which facilitates the assessment,
diagnosis, consultation, treatment, education, and care management of an Enrollee's health care.

2.167 Third Party Liability has the same meaning as Third-party payer in Minnesota Rules,
Part 9505.0015, subp. 46, and in the Medicare program.

2.168 Tribal Community Member means individuals identified as enrolled members of the
tribe and any other individuals identified by the tribe as a member of the tribal community. This
definition is referenced in the Tribal Assessments and Service Plans sections 6.1.14(E) below
and 6.1.19(F).

2.169 Unique Minnesota Provider Identifier (UMPI1) means the unique identifier assigned by
the STATE for certain atypical Providers not eligible for an NPI.

2.170 Universal Pharmacy Policy Workgroup (UPPW) means a group composed of
pharmacy policy experts from the MCOs and the STATE that will develop a Universal Pharmacy
Policy for high risk and controlled substance medications. Members of the Universal Pharmacy
Policy Workgroup must be pharmacists or physicians licensed by the State of Minnesota or
individuals with significant pharmacy policy expertise. The workgroup is chaired by STATE
staff.

2.171 Universal Pharmacy Policy means the minimum requirements for universal pharmacy
policy as defined by the Universal Pharmacy Policy workgroup, including but not limited to high
risk and controlled substance medications prescribed to Enrollees and FFS Recipients subject to
the Universal Pharmacy Policy as defined by the Universal Pharmacy Workgroup. The Universal
Pharmacy Policy includes but is not limited to:

(A) Minimum requirements for a uniform formulary and/or preferred drug list for opiates,
stimulants, and other drugs as identified by the Universal Pharmacy Workgroup.

(B) Minimum requirements for approval of the non-formulary or non-preferred
medications.

(C) Maximum daily morphine equivalent dose limits for opiate analgesics and
standardized criteria for doses exceeding the limits.

(D) Maximum daily doses for medication assisted treatment for addiction, including daily
dose limits for Suboxone® and methadone.

2.172 Urgent Care means acute, episodic medical services available on a twenty-four (24)-hour
basis that are required in order to prevent a serious deterioration of the health of an Enrollee.

2.173 Volunteer Driver means an individual working with a program or organization

recognized by the Local Agency or its representative that provides transportation to health care
appointments for eligible MHCP enrollees in the community.
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2.174 Waiver Obligation means the amount that an Enrollee must contribute to the cost of
services received under the Elderly Waiver as determined by the process authorized by
Minnesota Statutes, § 256B.0915.

(Remainder of page intentionally left blank)
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Article. 3 Duties. MCO agrees to provide the following services to the STATE during the term
of this Contract.

3.1 Eligibility and Enroliment.
3.1.1 Eligibility

(A) Service Area. Only those eligible persons who are enrolled in Medical Assistance
residing within the counties of the State of Minnesota identified in Appendix 1 (Service
Area) shall be eligible for enrollment.

(B) Eligible Persons. Any Beneficiary who resides within the Service Area may enroll in
the MCO at any time during the duration of this Contract, subject to the limitations
contained in this Contract.

(C) Eligibility/Presumptive Eligibility Determinations. Eligibility/presumptive eligibility
for Medical Assistance will be determined by the Local Agency, and any other entity
designated by the STATE to make eligibility/presumptive eligibility determinations.
Eligibility for Medicare will be determined by CMS. All persons who receive Medical
Assistance and reside in the Service Area will participate in MSC+, except for residents
described in the Enrollment Exclusions section (D) below. Persons eligible for MSC+
may voluntarily enroll in MSHO, subject to the limitations contained in this Contract.

(D) Enrollment Exclusions. The following Beneficiaries are excluded from enrollment in
the MCO’s program:

(1) Both MSC+ and MSHO:

(a) Beneficiaries eligible for the Refugee Assistance Program pursuant to 8 USC
8 1522(e).

(b) Beneficiaries who are residents of State institutions, unless the MCO
approves placement. For purposes of this Contract, approval by the MCO would
include a placement that is court-ordered within the terms described in section
6.1.29(F).

(c) Individuals who are Qualified Medicare Beneficiaries (QMB), as defined in
8§ 1905(p) of the Social Security Act, 42 USC 8§ 1396d(p), and who are not
otherwise eligible for Medical Assistance.

(d) Individuals who are Specified Low-Income Medicare Beneficiaries (SLMB)
as defined in § 1905(p) of the Social Security Act, 42 USC § 1396a(a)(10)(E)(iii)
and 8 1396d(p), and who are not otherwise eligible for Medical Assistance.

(e) Beneficiaries, who at the time of notification of mandatory enrollment in
MSC+ or voluntary enrollment in MSHO have a communicable disease whose
prognosis is terminal and whose primary physician is not a Network Provider in
the MCO, and that physician certifies that disruption of the existing physician-
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patient relationship is likely to result in the patient becoming noncompliant with
medication or other health services.

(f) Beneficiaries who are eligible while receiving care and services from a non-
profit center established to serve victims of torture.

(9) Non-citizen Beneficiaries who receive emergency medical assistance under
Minnesota Statutes, §256B.06, subd.4.

(h) Beneficiaries with private health care coverage through a HMO certified under
Minnesota Statutes, Chapter 62D. Such Beneficiaries may enroll in MSC+ on a
voluntary basis if the private HMO is the same as the MCO the person will select
under MSC+.

(1) Beneficiaries with cost-effective employer-sponsored private health care
coverage or who are enrolled in a non-Medicare individual health plan determined
to be cost-effective, pursuant to Minnesota Statutes. § 256B.69, subd. 4, (b)(9).

(j) Persons participating in the Navigator Pilot in Minnesota Statutes, § 254B.13

(k) Persons participating in the Continuum of Care Pilot Minnesota Statutes,
§ 254B.14.

(2) The following exclusions apply to MSHO only:
(@) Individuals who have Medicare coverage through United Mine Workers.

(b) Individuals with a diagnosis of End Stage Renal Disease (ESRD) prior to
enrollment in the MCO. See also 3.1.1(G)(1)(b) below.

(3) The following exclusions apply to MSC+ only:

(a) Beneficiaries who are terminally ill as defined in Minnesota Rules, Part
9505.0297, subpart 2, item N. and who, at the time enrollment in MSC+ would
occur, have an established relationship with a primary physician who is not a
Network Provider in the MSC+ MCO.

(b) For MSC+, Beneficiaries receiving Medical Assistance on a Medical
Spenddown basis.

(E) Voluntary Enrollment populations for MSHO and MSC+. The following population
is excluded from mandatory enrollment, but may elect to enroll in MSHO and MSC+ on
a voluntary basis: Adults age sixty-five (65) and over who are determined to have an
SPMI and are eligible to receive Medical Assistance mental health targeted case
management services pursuant to Minnesota Statutes, § 245.4711.

(F) Eligibility Determinations for MSHO. In order to be eligible to enroll in the MCO for
MSHO, the individual must be:
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(1) Sixty-five (65) years of age or older; or

(2) Turning sixty-five (65) years of age within the month they are requesting
enrollment; and

(3) Eligible for Medical Assistance and Medicare Parts A and B; and

(4) Eligible to enroll in MSC+ within the MCQO’s Service Area as defined in
Appendix 1 of this Contract.

(G) Additional Eligibility Parameters for MSHO.

(1) Nursing Facility and Community Residents. Nursing Facility residents and
persons living in the community are eligible to enroll in the MCO for MSHO.

(a) Hospice. Enrollees who elect to enroll in the Medicare Hospice program
while enrolled in MSHO are not required to disenroll from the MCO’s MSHO
product.

(b) End Stage Renal Disease (ESRD). Enrollees who are identified by CMS as
having ESRD after enrollment in MSHO are not required to disenroll from the
MCQO’s MSHO product. Individuals who develop ESRD while enrolled in a
health plan (for example, a commercial or group health plan, or a Medicaid plan)
offered by the MA organization are eligible to elect an MA plan offered by that
organization. In order to be eligible, there must be no break in coverage between
enrollment in the health plan offered by an MA organization, and the start of
coverage in the MA plan offered by the same organization. An individual who
elects the MSHO SNP plan and who is medically determined to first have ESRD
after the date on which the enrollment form is signed (or receipt date stamp if no
date is on the form), but before the effective date of coverage under the MSHO
SNP plan is still eligible to elect the MSHO SNP plan.

(c) Spenddown. Non-Institutionalized Beneficiaries who are eligible for MSHO
but are not required to enroll in MSC+ due to a Spenddown may enroll in the
MCO for MSHO. Until further notice, the STATE is not currently enrolling new
Enrollees who have Medical Spenddowns into MSHO. The only exception is for
Beneficiaries residing in a nursing facility and coded with a Medical Spenddown
because they have elected Hospice. Enrollees who are enrolled into MSHO prior
to acquiring a Medical Spenddown are not required to disenroll from MSHO
provided the Enrollee agrees to pay the Medical Spenddown to the STATE on a
monthly basis.

3.1.2 Enrollment.

(A) Discrimination is against the law. The MCO will accept all eligible Beneficiaries
who select the MCO for MSHO or who select or are assigned to the MCO for MSC+.
The MCO will enroll all eligible Beneficiaries who select or are assigned to the MCO
without regard to medical condition, health status, receipt of health services, claims
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experience, medical history, genetic information, disability (including mental or physical
impairment), marital status, age, sex, (including sex stereotypes and gender identity),
sexual orientation, national origin, race, color, religion, creed, or public assistance status,
and shall not use any policy or practice that has the effect of such discrimination.

(B) Order of Enrollment. The MCO shall accept enroliment of Beneficiaries in the order
in which they apply, or for MSC+, may be assigned. For MSC+, Beneficiaries who do
not choose an MCO within the allotted time will be assigned to an MCO by the STATE.

(C) STATE Limitation of Enrollment. The STATE may limit the number of Enrollees in
the MCO if, in the STATE or CMS’ judgment, the MCO is unable to demonstrate a
capacity to serve additional Enrollees. Enrollees already enrolled in the MCO shall be
given priority to continue that enrollment if the STATE and CMS determine that the
MCO does not have the capacity to accept all those seeking enrollment in the MCQO’s
product.

(D) Agreement Not to Limit Enrollment. The MCO agrees not to set any enrollment
limits on the number of Enrollees that it will serve, except as provided under Minnesota
Statutes, § 62D.04, subd. 5, and Minnesota Statutes, § 256B.0644.

(E) Timing of Enrollment. Beneficiaries may be enrolled with the MCO at any time
during the duration of this Contract, subject to the limitations under Article 3.

(F) Annual Health-Plan Selection. The MCO shall accept enrollment of any eligible
Beneficiaries during any annual health-plan selection period required by the STATE or
CMS.

(G) Period of Enrollment.

(1) Each MSC+ Enrollee shall be enrolled for twelve (12) months following the
effective date of coverage, subject to the exceptions in this section.

(2) For MSHO, each Enrollee may choose to disenroll at the end of any month
consistent with paragraph (J) below. The MCO agrees to retain Medicare eligible
Enrollees for up to three months after losing their Medicaid eligibility in the MCO,
including Enrollees who no longer meet the requirements for managed care
enrollment as part of the MCO’s Medicare Special Needs Plan enrollment.

(H) Voluntary Enrollment for MSHO. Enrollment in the MCO for the MSHO program
shall be voluntary.

(I) Single MCO Entity Provider. For MSC+, if the MCO is a single entity provider in a
Rural Area, the MCO must allow Beneficiaries: 1) to choose from at least two Network
Providers; and 2) to obtain services from any other Provider when the circumstances
allow pursuant to 42 CFR § 438.52.

(J) Enrollee Change of MCO. Enrollees may change to a different MSHO MCO every
thirty (30) days, and for MSC+ and MSHO upon request to the MCO during the open
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enrollment period, or as allowed under Minnesota Rules, part 9500.1453, subparts 5, 7,
and 8, and 42 CFR Part 438.

(K) Enrollee Change of Primary Care Provider. The Enrollee may change to a different
Primary Care Provider within the MCO’s network or Care System every thirty (30) days
upon request to the MCO. This section does not apply to Enrollees who are under
restriction pursuant to section 9.17.

(L) No Random Assignment of Provider. In no circumstance shall the MCO randomly
assign an Enrollee to a Primary Care Provider upon reenrollment.

(M) Choice of Network Provider. The MCO must allow an Enrollee to choose his or her
Network Provider to the extent possible and appropriate.

3.1.3 Enrollment Responsibilities Specific to MSHO and MSC+.

(A) Medicare Enrollment. Prior to submitting an enrollment form to the STATE, or
entering enrollment information on MMIS, the MCO must verify (or must contractually
arrange for verification of) Medicare status of the Potential Enrollee via the Medicare
Advantage and Prescription Drug user Interface (MARX) or other system as directed by
the STATE and CMS. A copy of the CMS eligibility screen print must be included with
any enrollment form submitted to the STATE.

(B) The MCO must ensure that appropriate MCO staff have access to the MN-ITS and
appropriate Medicare eligibility and managed care systems as directed by the STATE and
CMS, including MARX.

(C) MSHO enrollments must be received by noon on the day of capitation to ensure
Enrollee information is included on the MCO capitation file. MSHO enrollments
received after the noon cut-off will be processed for the appropriate Medicare enroliment
effective date. In such an event, the MCO will not receive an enrollment record until the
next capitation file and the MCO will need to add these Enrollees to its system manually.

3.1.4 STATE and CMS MSHO Enrollment; Integrated Enrollment Procedures;
Enrollment TPA Services.

(A) Enrollment in MSHO for Medicaid in MMIS will be performed by the STATE or
MCO.

(1) The STATE and MCO agree that coordination of enrollment processes for
Medicare SNP and Medicaid benefits will be consistent with the requirements of 42
CFR 8 422.107(c)(6), regarding verification of the Enrollee’s eligibility for both
Medicare and Medicaid.

(2) MCO agrees to use the real-time data exchange and enrollment processes further
described in sections 3.1.2 (Enrollment), 3.3 (Capability to Receive Enrollment Data
Electronically), 3.5 (LTCC Screening Document and Health Risk Assessment
Entry.), and the timeframes in 3.6.6.
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(B) Assignment of Rate Cell Categories will be done by the STATE, based on
information in MMIS at the time of capitation.

(C) Integrated enrollments for both Medicare and Medicaid will be conducted by a joint
process between the MCO and the STATE. The MCO or the STATE will perform each
duty according to the terms and conditions of a separate integrated enrollment Third
Party Administrator (TPA) contract, or if the MCO chooses not to enter into a TPA
contract with the STATE, by following the integrated enrollment processes posted on the
DHS managed care website.

(D) The STATE will continue to be available to provide integrated enrollment TPA
services to the MSHO MCOs. The charge and scope of duties for this service will be
negotiated between the MCO and the State in an additional contract. These duties will
include but not be limited to the submission of Medicare SNP enrollment to CMS on a
monthly basis.

(E) If a TPA contract does not exist between the MCO and the STATE, the STATE may
propose to contract with the MCO for processes performed by the STATE that are
required to maintain integrated enrollment, and may charge for these processes, as an
alternative to the TPA contract in section 3.1.4(D). If the STATE determines such a
contract is necessary, the STATE will provide one hundred and fifty (150) days’ notice
to the MCO.

3.1.5 Effective Date of Coverage.
(A) MCO coverage of Enrollees shall commence as follows:

(1) For MSHO, when enrollment has been approved on or before the last day of the
month, medical coverage shall commence at midnight Minnesota time on the first day
of the month following the month in which enrollment was approved. Enrollments
received after capitation must be submitted directly to the STATE.

(2) For MSC+, when enrollment occurs and has been entered on the STATE MMIS
after the Cut-Off Date, medical coverage shall commence at midnight Minnesota time
on the first day of the second month following the month in which enroliment was
entered on the STATE MMIS.

(B) Inpatient Hospitalization and Enrollment:

(1) MSHO and MSC+ Enrollees receiving Inpatient Hospitalization will be enrolled
in accordance with section 3.1.5(A) above. All charges related to Inpatient
Hospitalization for any Enrollee on the effective date of enrollment will not be the
responsibility of the MCO. MCO coverage will begin the day following discharge
from the hospital.

(2) MCO coverage under MSC+ for Medical Assistance Beneficiaries who disenroll
from MSHO and are required to remain enrolled in MSC+ but who are hospitalized
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on the first effective date of re-enrollment in MSC+ shall commence according to
3.1.5(B)(1) above.

(C) Maintenance of Enrollment Forms. Original enrollment forms will be maintained by
the STATE, MCO or the Local Agency, whichever enrolled the Enrollee, and may be
imaged in accordance with Minnesota Statutes, § 15.17.

(D) Enrollee Eligibility Review Dates. In accordance with Minnesota Statutes, § 256.962,
subd.8, the STATE will provide a report of eligibility review dates for Enrollees covered
under this Contract and enrolled in the MCO.

3.2 Termination of Enrollee Coverage; Change of MCOs.

3.2.1 Disenrollment from MSHO But Not From MSC+. The Enrollee may disenroll from
the MCO’s MSHO product at the end of any thirty (30) day period of consecutive
enrollment. Disenrollment will be effective according to the termination of coverage
schedules outlined in section 3.2.4. Additional conditions for disenrollment from MSHO
include:

(A) If the Enrollee disenrolls from the MCO’s MSHO product, the Enrollee shall remain
enrolled in the MCO’s MSC+ product, subject to the MCQO’s participation requirement in
section 9.1.1, unless the Enrollee requests the STATE to return them to the MSC+
product in which they were enrolled immediately prior to enrollment in MSHO.

(B) If the Enrollee has a Medical Spenddown, the Enrollee shall not be re-enrolled in
MSC+ as this is an excluded population group under that program.

(C) An Enrollee who disenrolls from the MCO’s MSHO product and remains enrolled in
the MCO’s MSC+ product shall be enrolled in the MCO’s MSC+ product for a period of
twelve (12) months, subject to the exceptions in sections 3.1.2(G) and 3.2.3 (as
applicable), and 5.1.2 of this Contract.

(D) If the MSHO MCO does not offer an MSC+ product because they are not the single
plan operating in that Service Area, the Enrollee will be automatically assigned to the
MSC+ plan serving that area.

3.2.2 Voluntary Disenrollment from MSHO. The Enrollee may voluntarily disenroll and
thereby terminate from the MCO’s MSHO product at the end of a thirty (30) day period of
consecutive enrollment. Except as provided in this section, the MCO may not orally or in
writing, or by any action or inaction encourage an MSHO Enrollee to disenroll. If Enrollee’s
request for disenrollment is not acted on in a timely fashion, the disenrollment is considered
effective as of the first day of the month following the disenrollment request.

3.2.3 Termination by STATE. An Enrollee’s coverage in the MCO may be terminated by
the STATE for one of the following reasons:

(A) Required termination includes:
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(1) The Enrollee becomes ineligible for Medical Assistance;

(2) The Enrollee’s basis of eligibility changes and no longer meets enroliment
criteria in section 3.1.1;

(3) The Enrollee moves out of the MCQ’s Service Area and the MMIS county of
residence is updated per eligibility policy;

(4) For MSHO, the Enrollee becomes ineligible for Medicare Part A or Part B;

(5) The Enrollee’s MA Plan application is rejected by CMS or cancelled by the
Beneficiary before the effective date. For MSHO enrollment, the Beneficiary will be
re-enrolled in MSC+ retroactively, and the capitation will be re-processed,;

(6) For MSHO, for non-payment of Medical Spenddown if the Enrollee does not pay
the Medical Spenddown in full for three (3) months directly to the State as described
in section 3.1.1(G)(1)(c). The Enrollee will not be allowed to re-enroll in MSHO
after termination for non-payment unless all past due Medical Spenddowns are paid
in full and the Enrollee no longer has a Medical Spenddown at the time of
application;

(7) The Enrollee changes MCOs without cause pursuant to 42 CFR 8438.56(c) within
ninety (90) days following the Enrollee’s initial enroliment with the MCO. For
counties where the MCO is the only choice, the Enrollee cannot disenroll, but may
change Primary Care Providers pursuant to section 3.1.2(M).

(8) The enrollee may change MCOs pursuant to 42 CFR § 438.56 and Minnesota
Rules, Part 9500.1453 because of problems with access, service delivery, or other
good cause;

(9) For MSC+, pursuant to Minnesota Rules, Part 9500.1453, subpart 5, the Enrollee
elects to change MCOs once during the first year of initial enrollment in the MCO or
during the first sixty (60) days after a change in enrollment from an MCO that is no
longer participating;

(10) The Enrollee elects to change MCOs due to substantial travel time or Local
Agency error, pursuant to Minnesota Rules, Part 9500.1453, subparts 7 and 8;

(11) The Enrollee elects to change MCOs during an annual open enrollment period,
pursuant to Minnesota Rules, Part 9500.1453, subpart 5; or the Enrollee misses the
opportunity to change during the annual health-plan selection period due to
disenrollment; or for MSHO, monthly, pursuant to section 3.1.2(G); and

(12) The Enrollee elects to change MCOs within one hundred twenty (120) days
following notice of a Material Modification of the MCQO’s Provider network under
section 3.6.14(A);
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(13) Incarceration

(@) Forthe MSHO program’s Medicaid benefits, pursuant to Minnesota Statutes,
8 256B.055, subd. 14, enrollment for a Medical Assistance Incarcerated Enrollee
will end at the end of the month in which the Enrollee is Incarcerated. Provision
of Covered Services ends when the Enrollee is Incarcerated.

(b) For MSC+, pursuant to Minnesota Statutes, § 256B.055, subd. 14, enrollment
for a Medical Assistance Incarcerated Enrollee will end at the end of the month in
which the Enrollee is incarcerated. Provision of Covered Services ends when the
Enrollee is Incarcerated.

(c) Incarcerated individuals admitted to a medical institution must apply for and
be determined eligible for Medical Assistance inpatient services, and if eligible
will be covered on a fee-for-service basis.

(B) For MSHO and MSC+ the MCO may not request disenrollment of an Enrollee for
any reason except as described in section 3.2.3(C).

(C) Optional termination includes the circumstances listed in 42 CFR § 422.74(b)(1) as
follows:

(1) The MSHO Enrollee has engaged in disruptive behavior, and the request for
disenrollment meets the requirements listed in 42 CFR § 422.74(d)(2). Disenrollment
will be allowed only upon review and approval by CMS.

(2) The Enrollee provided fraudulent information on his or her enrollment form or
permits abuse of his or her enrollment card.

3.2.4 Notification and Termination of Enrollment. Notification and termination of MCO
enrollment shall become effective at the following times:

(A) For MSHO, when a disenrollment request has been received by the STATE on or
before the last day of the month, MCO enrollment shall cease at midnight, Minnesota
time, on the first day of the month following the month in which termination was
approved.

(B) For MSC+, when termination has been entered on the STATE MMIS after the Cut-
Off Date, MCO enrollment shall cease at midnight, Minnesota time, on the first day of
the second month following the month in which termination was entered on the STATE
MMIS.

(C) When termination takes place due to ineligibility for Medical Assistance, or Enrollee
becomes ineligible for participation in the MCO’s program, and the Enrollee is receiving
Inpatient Hospitalization services, on the effective date of ineligibility, MCO coverage of
the inpatient hospital services and associated ancillary services shall cease at midnight,
Minnesota time, on the first day following discharge from the hospital. The STATE will

2017 MSHO/MSC+ Contract Page 48



not pay to the MCO a Capitation Payment for any month after the month in which the
Enrollee’s enrollment was terminated.

(D) When termination takes place for any reason other than those set forth in this section,
including the termination or expiration of this Contract, and the Enrollee is receiving
Inpatient Hospitalization services on the effective date of the termination, MCO
coverage of inpatient hospital services and associated ancillary services shall cease at
midnight, Minnesota time, on the first day following the day of discharge from the
hospital.

3.2.5 Reinstatement. An Enrollee terminated from the MCO at first capitation may be
reinstated for the following month with no lapse in coverage if the Enrollee re-establishes his
or her Medical Assistance eligibility and such eligibility is entered into MMIS by the last
business day of the month.

3.2.6 Re-enrollment.

(A) An MSHO or MSC+ Enrollee who is identified within ninety (90) days of losing
Medical Assistance eligibility for not more than three months, or for any break of time
within a three month period and establishes continuous Medical Assistance eligibility
with no break in eligibility may be re-enrolled for the month following disenrollment and
subsequent months in the same MCO without completing a new enrollment form. Upon
re-enrollment, the STATE may update the Enrollee’s Rate Cell Category using
information from the MCO, Care System, or MMIS/MAXIS. The status of the one
hundred and eighty (180) day SNF/NF benefit at disenrollment will resume upon re-
enrollment. The STATE shall pay the Medical Assistance portion of the Capitation
Payment for the month of coverage in which the Enrollee was reinstated.

(B) For MSCH+, if an Enrollee is disenrolled for any reason and subsequently becomes
eligible to enroll, the STATE shall reenroll the Enrollee in the same MCO, unless the
Enrollee requests a change in MCOs in accordance with section 3.2.1

(C) In no circumstance shall the MCO randomly assign an Enrollee to a Primary Care
Provider upon reenrollment.

3.3 Capability to Receive Enrollment Data Electronically.

(A) The MCO shall have the capability to receive enrollment data electronically via a
medium prescribed by the STATE. If there is a disruption of the STATE’s electronic
capabilities, the MCO has the time period specified in section 3.6.6 to disseminate
enrollment information to its Enrollees.

(B) The MCO shall provide valid enroliment data to Providers for Enrollee coverage
verification by the first day of the month and within two working days of availability of
enrollment data at the time of reinstatement. This shall include all subcontractors. The
MCO may require its Providers to use the STATE’s Electronic Verification System
(EVS) or MN-ITS system to meet the requirement in this paragraph.
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(C) The STATE shall provide to the MCO an annual MMIS schedule of enrollment and
reinstatement deadlines. If the STATE changes this schedule, other than electronic
disruptions as indicated in this section, the STATE shall provide the MCO with
reasonable written notice of the new timelines.

3.4 Enrollee Rights. The MCO shall have written policies regarding the rights of Enrollees and
shall comply with any applicable Federal and state laws that pertain to Enrollee rights. When
providing services to Enrollees, the MCO must ensure that its staff and Network Providers
consider the Enrollee's rights to the following:

(A) Receive information pursuant to 42 CFR § 438.10.

(B) Be treated with respect and with due consideration for the Enrollee’s dignity and
privacy.

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

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

(E) Be free from any form of restraint or seclusion used as a means of coercion,
discipline, convenience or retaliation, as specified in other Federal regulations on the use
of restraints and seclusion.

(F) Request and receive a copy of his or her medical records pursuant to 45 CFR 88 160
and 164, subparts A and E, and request to amend or correct the record as specified in 45
CFR 88 164.524 and § 164.526.

(G) Be provided with services under this Contract and, as applicable, Home and
Community-Based Services, in accordance with 42 CFR 88 438.206 through § 438.210,
and to be annually provided with the information contained in the pamphlet, DHS-4134,
titled “For Older Minnesotans -- Know Your Rights About Services.”

(H) The freedom to exercise his or her rights and that exercising these rights will not
adversely affect the way the Enrollee is treated.

(I) Assistance in identifying services needed to maintain the Enrollees who receive
LTCCs in the most inclusive environment, pursuant to Minnesota Statutes, § 256B.0911,
subd. 1a, (1).

(J) To be offered choices in types of Home and Community Based services, including
choices of settings, wherever possible within a system of identified Providers.

3.5 LTCC Screening Document and Health Risk Assessment Entry. The MCO will be
responsible to enter all screening documents and any updates into MMIS for all LTCC
assessments performed, for the purpose of determining Rate Cell and payment. The MCO will
also be responsible to enter all health risk assessments into MMIS for non-EW Community
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Enrollees. The State will notify the MCO when they can begin entering health risk assessments
for community Enrollees who are on waivers other than EW.

(A) The MCO may enter the screening documents above or may contract with a Local
Agency or Care Coordination/Case Management delegate to enter screening documents,
and shall submit screening documents consistent with the timeframes established by the
STATE. The MCO shall submit to the STATE’s security liaison a signed data privacy
statement for all MCO employees and subcontractors who will be responsible for
entering screening documents into MMIS.

(B) The STATE shall offer training to MCOs and its subcontractors on this process.

(C) The MCO shall download and install the required internet access software “Blue
Zone” onto workstations for those staff that will be responsible for entering Screening
Documents.

(D) The MCO shall be responsible for entering initial LTCC assessments, reassessments,
telephone-based preadmission screenings for Nursing Facility placements, and other
forms required by this contract.

3.6 Potential Enrollee and Enrollee Communication.

3.6.1 Communications Compliance with Title VI of the Civil Rights Act and Section
1557 of the Affordable Care Act. Title VI of the Civil Rights Act of 1964, 42 USC

8 2000d et. seq., and 45 CFR Part 80 provide that no person shall be subjected to
discrimination on the basis of race, color or national origin under any program or activity that
receives Federal financial assistance and that in order to avoid discrimination against persons
with limited English proficiency (LEP) and for LEP persons to have meaningful access to
programs and services, the MCO must take adequate steps to ensure that such persons
receive the language assistance necessary, free of charge.

(A) The MCO shall comply with the recommendations of the revised Policy Guidelines
published on August 4, 2003 by the Office for Civil Rights of the Department of Health
and Human Services, titled “Guidance to Federal Financial Assistance Recipients
Regarding Title VI Prohibition Against National Origin Discrimination Affecting Limited
English Proficient Persons” (hereinafter “Guidance” ) and take reasonable steps to ensure
meaningful access to the MCO’s programs and services by LEP persons, pursuant to that
document. The MCO shall apply, and require its Providers and subcontractors to apply,
the four factors described in the Guidance to the various kinds of contacts they have with
the public to assess language needs, and decide what reasonable steps, if any, they should
take to ensure meaningful access for LEP persons. The MCO shall document its
application of the factors described in the Guidance to the services and programs it
provides.

(B) Section 1557 of the Affordable Care Act prohibits discrimination on the basis of race,
color, national origin, sex, age, or disability in health care programs and activities
receiving federal financial assistance. The MCO will provide auxiliary aids and services,
like qualified interpreters or information in accessible formats, free of charge and in a
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timely manner, to ensure an equal opportunity to participate in Minnesota Health Care
Programs. The MCO will also provide translated documents and spoken language
interpreting, free of charge and in a timely manner, when language assistance services are
necessary to ensure limited English speakers have meaningful access to programs and
services that are offered by the MCO.

3.6.2 Communications Compliance with the Americans with Disabilities Act.
(Americans with Disabilities Act of 1990, 42 USC, 8 1210, et seq.; hereafter “ADA”).

(A) All communications with Enrollees must be consistent with the ADA’s prohibition
on unnecessary inquiries into the existence of a disability.

(B) The MCO shall have information available in alternative formats and through the
provision of auxiliary aids and services for the MCO’s health programs and activities, in
an appropriate manner that takes into consideration the Beneficiary or Enrollee’s special
needs, including those who have visual impairment or limited reading proficiency, and at
no cost to the Beneficiary or Enrollee.

3.6.3 Requirements for Potential Enrollee or Enrollee Communication.
(A) Written Information.

(1) The MCO shall submit to the STATE for review and approval written information
intended for Potential Enrollees or Enrollees. Information requiring approval is listed
in the Materials Guide posted on the DHS managed care website. The list of
materials identifies information that is submitted for purposes of file and use,
information only, STATE review and approval, or information not to be submitted.
The STATE will notify the MCO of any changes or updates to the Materials Guide.
Written material for MSHO will include both Medicare and Medicaid information.

(2) The MCO will use the STATE-approved discrimination and complaint notice
which includes the accessibility language, and include this information with written
communications from the MCO to Enrollees. The auxiliary aids and services
language must be in a fourteen (14) point font size in the notice. These
communications can either incorporate the notice information into the written
communication or include it with the communication as a separate document. Any
waiver from this requirement must be prior approved by the STATE.

(3) The MCO shall determine and translate vital documents, by qualified translators
as defined in 45 CFR § 92.4, and provide them to households speaking a prevalent
non-English language, whenever the MCO determines that five percent (5%) or one
thousand (1,000) persons, whichever is less, of the population of persons eligible to
be served or likely to be affected or encountered in the MCQO’s Service Area speak a
non-English language. If a Potential Enrollee or Enrollee speaks any non-English
language, regardless of whether it meets the threshold, the MCO must provide that
the Potential Enrollee or Enrollee receives free of charge information in his or her
primary language, by providing oral interpretation or through other means determined
by the MCO.
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(B) Language Block. All material sent by the MCO targeting Potential Enrollees or
Enrollees under this Contract shall include the STATE’s fifteen (15) tagline language
block. For significant smaller materials, such as tri-fold brochures or postcards the MCO
must use the STATE’s two (2) tagline language block that reflects the STATE’s two top
languages spoken by enrollees with limited English proficiency. The MCO may request
a change from this requirement, which must be approved by the STATE.

(C) Readability Test. All written materials, including Marketing, new Enrollee
information, member handbooks, Grievance, Appeal and State Fair Hearing information
and other written information, that target Potential Enrollees or Enrollees under this
Contract and are disseminated to Potential Enrollees or Enrollees by the MCO in English
must be understandable to a person who reads at the seventh grade level, using the Flesch
scale analysis readability score as determined under Minnesota Statutes, § 72C.09. The
results of the Flesch score must be submitted at the time all documents specified in this
section are submitted to the STATE for approval. All materials sent to Potential Enrollees
or Enrollees must be in at least a 10-point type size, with the exception of the
identification card, which may have non-essential items in a smaller type size.

(D) Compliance with State Laws. The MCO’s Marketing and education practices will
conform to the provisions of Minnesota Statutes, 8§ 62D.22, subd. 8, and applicable rules
and regulations promulgated by the Minnesota Commissioners of Commerce and Health.

(E) American Indians. All Marketing and enrollment materials that refer to access to
covered benefits or the MCO’s network shall explain the right of American Indians to
access out-of-network services at Indian Health Care Providers, including Elderly Waiver
services managed by a tribe where available.

(F) Prior Notice of STATE Materials. The STATE shall provide the MCO with text of
notices it sends to all Enrollees. To the extent possible, the STATE shall provide the
notices to the MCO prior to distribution to Enrollees.

3.6.4 Marketing and Marketing Materials.

(A) General Marketing. The MCO shall participate with the STATE in the development
of general Marketing Materials and enrollment materials.

(B) Inducements to Enroll. The MCO, its agents and Marketing representatives, may not
offer or grant any reward, favor or compensation as an inducement to a Potential Enrollee
or Enrollee to enroll in the MCO. Additional health care benefits or services are not
included in this restriction. The MCO shall not seek to influence a Potential Enrollee’s or
Enrollee’s enrollment with the MCO in conjunction with the sale of any other insurance.

(C) Development of Materials for MSHO. The MCO will participate in the collaborative
MSHO Plan Member Materials Workgroup (as named in the MOU) for development of
integrated model materials for MSHO. The STATE will submit the model integrated
materials to CMS for review and approval prior to use by the MCO.

(D) Prior Approval of Materials.
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(1) For both MSHO and MSC+. The MCO shall present to the STATE for approval,
in a final format, all Marketing materials for MSHO or MSC+ that the MCO or its
subcontractors plan to use during the contract period prior to the MCQO’s use of such
Marketing Materials. For MSHO, the MCO will submit the materials through CMS’s
HPMS system where the STATE will review concurrently with CMS. If the material
is to be used by both MSHO and MSC+, the MCO should submit to the STATE first
for MSC+ review and approval and then to CMS for MSHO review.

(@) Approval by the STATE shall not be unreasonably withheld or delayed.

(b) When the MCO submits the material for review, the MCO shall include
information on the purpose, the intended audience and the timeline for use of the
material being reviewed.

(c) If the Marketing Materials target American Indian Beneficiaries, the STATE
shall consult with tribal governments within a reasonable period of time before
approval.

(d) Internet web sites that merely link to the DHS web site for information do not
need prior approval.

(2) CMS and STATE Review Process for MSHO.

(@) All client education and Marketing Materials for MSHO, including, but not
limited to Marketing scripts for such activities as presentations or radio
advertisements, posters, brochures, Internet web sites, any materials which
contain statements regarding the benefit package, and Provider Network-related
materials, must be prior approved by the STATE and CMS. The MCO must
submit CMS identified materials including Medicare and Part D materials via
HPMS where the STATE and CMS will concurrently review and approve the
material. The MCO should use guidance and codes provided by CMS for the
submission of MSHO materials via HPMS.

(b) The State will also review Medicare materials that CMS does not require the
MCO to submit via HPMS. These materials should be submitted directly to the
STATE.

(c) The STATE shall continue to review Medicaid only materials such as the
PCNL. Medicaid only materials should be submitted directly to the STATE.

(d) The STATE will work with the MSHO Member Materials Workgroup to
implement any changes that are made to the review process.

(3) Review of Materials Used by both MSHO and MSC+. The MCO shall submit
materials to be used by both MSHO and MSC+ first to the STATE for review and
approval. Once the STATE has approved the material for MSC+ use, the MCO shall
submit the material to CMS via HPMS for approval for MSHO use.
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(4) STATE Review Process for MSC+. The MCO shall present to the STATE for
approval, in a final format, all Marketing Materials for MSC+ that the MCO or its
subcontractors plan to use during the contract period, including but not limited to
posters, brochures, Internet web sites, any materials which contain statements
regarding the benefit package, and Provider network-related materials, prior to the
MCQO’s use of such Marketing Materials. The STATE will review Medicaid only
materials.

(E) Marketing Standards and Restrictions.

(1) Direct Marketing for MSHO. The MCO may do direct Marketing of its MSHO
product to MSHO-eligible individuals and current MCO Enrollees who will become
eligible for Medicare within the next six (6) months. Direct Marketing includes, but is
not limited to, telephone contacts, mailings, face-to-face Marketing, promotions and
individual and group meetings. If the MCO directly markets to MSHO-eligible
individuals within a given Service Area, it must market to both Institutional and
community MSHO-eligible individuals. All Marketing activities and materials for
MSHO must be Prior Approved in writing by the STATE and CMS before use or
implementation as stated in section 3.6.4(D).

(a) The MCQO’s marketing notices must not contain false or materially misleading
information.

(b) Use of Subcontractors for Marketing. The MCO may not use subcontractors
to market MSHO to MSHO-eligible individuals not currently enrolled in the
MCO.

(2) Direct Marketing for MSC+. Direct Marketing for MSC+ is not allowed, except
for mailing and publications set forth in section 3.6.4(G). Except through mailings
and publications, the MCO, which includes any of its subcontractors, agents,
independent contractors, employees and Providers, is restricted from Marketing and
promotion to Beneficiaries who are not enrolled in the MCO. This restriction includes
but is not limited to: telephone Marketing, face-to-face Marketing, promotion, cold-
calling, or direct mail Marketing. Mailings shall not contain false or misleading
information. The MCO shall not make any written or oral assertions or statements
that a Beneficiary or Enrollee must enroll in the MCO in order to obtain or maintain
covered benefits, or that the MCO is endorsed by CMS, the STATE, or federal
government.

(F) MSHO Marketing Consistent with CMS Requirements: The MCO, its agents and
Marketing representatives, shall not:

(1) Offer or grant any reward, favor, compensation or provide for cash or any other
monetary rebate, as an inducement to a Beneficiary or an MSHO Enrollee to enroll in
the MCO. This restriction does not prohibit the MCO from explaining any legitimate
benefits a Beneficiary might obtain as an Enrollee of the MCO. The MCO shall not
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seek to influence a Recipient’s enrollment with the MCO in conjunction with the sale
of any private insurance.

(2) Offer or grant any reward, favor or compensation to a person, county or
organization that is not directly hired or contracted by the MCO to conduct
marketing, who in the process of informing potential Enrollees about Medical
Assistance or other Medicare Programs, steers or attempts to steer the potential
Enrollee toward a specific plan or limited number of plans.

(3) Engage in any discriminatory activities.

(4) Engage in any activities that could mislead or confuse Beneficiaries, or
misrepresent the MCO.

(5) Make any written or oral assertions or statements that a Beneficiary or Enrollee
must enroll in the MCO in order to obtain or maintain Medical Assistance and
covered Medicare benefits, or that the MCO is endorsed by CMS, Medicare, the
STATE, or federal government. The MCO may explain that it is approved for
participation in Medicare.

(6) Conduct door-to-door solicitation to current or potential MSHO Enrollees. In
addition, the MCO must comply with Medicaid regulations that do not allow direct or
indirect telephone or other cold-call marketing activities to potential MSHO
Enrollees.

(7) Distribute Marketing Materials for which the MCO has not received STATE and
CMS approval.

(8) Enrollment Confirmation for MSHO. In its Marketing for MSHO, the MCO must
establish and maintain a system for confirming that enrolled Dual Eligible
Beneficiaries have in fact enrolled in the MCO and understand the rules applicable
under the plan. The enrollment form must include a statement indicating to Enrollees
that upon voluntary disenrollment from MSHO, they will remain enrolled in the
MCQO’s MSC+ product, unless they request the STATE to return them to the MSC+
product in which they were enrolled immediately prior to enrollment in MSHO. If
the MCO does not comply with the requirements of this section, the STATE may
seek remedies including, but not limited to, the remedies specified in section 5.6 of
this Contract.

(G) Mailings to Beneficiaries for MSHO and MSC+. The MCO may make no more than
two mailings per calendar year to Enrollees of the MCO, or potential Enrollees who
reside in the MCQ’s Service Area. Two mailings per calendar year means the MCO may
request no more than two mailing lists from the STATE per Contract. Additional
mailings will only be allowed upon approval by the STATE, and limited to Service Area
expansion, new programs, or other changes initiated by the STATE.

(H) Other Publications. The MCO, acting indirectly through the publications and other
material distributed by the Local Agency or the STATE, or through mass media
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advertising (including the internet), may inform Beneficiaries who reside in the Service
Area of this Contract of the availability of medical coverage through the MCO, the
location and hours of service and other plan characteristics, subject to section 3.6.5.

(1) The MCO may distribute brochures and display posters at physician offices and
clinics, informing patients that the clinic or physician is part of the MCO’s Provider
Network, provided that all MCQOs contracted with the Provider have an equal
opportunity to be represented.

(2) The MCO may provide health education materials for Enrollees in Providers’
offices.

(3) All posters, brochures and Provider Network-related materials must be prior
approved by the STATE and/or CMS as required in accordance with section 3.6.5(A).

3.6.5 Enrollment Materials.

(A) Prior Approval Required. The MCO must submit its enrollment materials in a final
format before approval from the STATE can be given. Approvals by the STATE for
these materials shall not be unreasonably withheld.

(1) For MSHO Materials. The MCO agrees that the integrated Medicare, Medicare
Part D and Medicaid Member Handbook sent to each MCO Enrollee and all
Marketing Materials, plans, procedures, mailings, enrollment forms and their
revisions that are designed for Beneficiaries shall be used only after receiving
approval in accordance with section 3.6.4(D). The MCO must revise its Member
Handbook for all substantial changes in its Grievance and Appeals procedures, and its
health care delivery systems, including changes in procedures to obtain access to or
approval for health care services. All revisions to the Member Handbook must be
approved in writing by the STATE and CMS in accordance with section 3.6.4(D), and
issued to Enrollees prior to implementation of the change.

(2) For MSC+ Materials. The STATE must approve all enrollment materials
including the Evidence of Coverage (EOC) sent to Enrollees prior to their use. The
MCO must revise its Evidence of Coverage for all substantial changes in its
Grievance and Appeals procedures, and its health care delivery systems, including
changes in procedures to obtain access to or approval for health care services. All
revisions to the EOC must be approved in writing by the STATE in accordance with
section 3.6.4(D) and must be issued to Enrollees prior to implementation of the
change. The STATE agrees to inform the MCO of its approval or denial of MSC+
documents within thirty (30) days of receipt of these documents from the MCO.

3.6.6 Enrollment Information to be Presented. The MCO shall present to all new
Enrollees the following information within fifteen (15) calendar days of availability of
readable enrollment data from the STATE. If an Enrollee becomes ineligible and is
disenrolled from the MCO, but eligibility is reestablished within the following three months
and the Enrollee’s eligibility is reestablished in the same program and he/she is re-enrolled in
the same MCO, the MCO will not be required to send a new member packet, including the
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EOC or Member Handbook and a provider directory, but must send the Enrollee another
MCO member identification card.

(A) For MSC+, an Evidence of Coverage (EOC) and for MSHO, a Member Handbook,
that has been prior approved by the STATE and for MSHO, by CMS.

(1) For MSHO, the MCO will cooperate with the MSHO Plan Member Materials
Workgroup to adjust the CMS Medicare model Member Handbook to incorporate
STATE requirements. The MCO will use the model developed by the MSHO Plan
Member Materials Workgroup to develop its own Member Handbook, which is then
submitted to the STATE and includes information as below in section 3.6.6(A)(3)(a)
through (s).

(2) For MSC+, the STATE will provide annually to the MCO a model EOC or EOC
Addendum as the base document. Prior to distribution to the MCO, the model EOC or
EOC Addendum will be prior approved by MDH to ensure that MDH’s requirements
are included. The MCO will not have to subsequently submit the EOC or EOC
Addendum to MDH after receiving approval from the STATE. After the MCO has
incorporated its specific information, the completed EOC or EOC Addendum will be
submitted to the STATE for prior approval.

(3) For MSHO the Member Handbook and for MSC+ the EOC or EOC Addendum
must include the following, and must be distributed annually to MSC+ Enrollees no
later than January 31, or for MSHO as required by CMS:

(@) A description of the MCO’s medical and remedial care program, including
specific information on Covered Services, limitations, and non-covered services;

(b) A description of the Enrollee’s rights and protections as specified in 42 CFR
8§ 438.100;

(c) Cost sharing, if applicable;

(d) Notification of the open access of Family Planning Services and services
prescribed by Minnesota Statutes, § 62Q.14;

(e) Information about providing coverage for prescriptions that are dispensed as
written (DAW);

(F) A statement informing Enrollees that the MCO shall provide language and
accessibility assistance to Enrollees that ensures meaningful access to its
programs and services, and how to obtain auxiliary aids and services, including
information in alternative formats or languages;

(9) A description of how American Indian Enrollees may directly access Indian
Health Care Providers and how such Enrollees shall obtain referral services. In
prior approving this portion of the EOC or Member Handbook, the STATE shall
consult with tribal governments;
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(h) A description of how Enrollees may access services to which they are entitled
under Medical Assistance, but that are not provided under this Contract;

(i) A description of Medical Necessity for mental health services under Minnesota
Statutes, § 62Q.53;

(1) A description of how transportation is provided;

(K) A description of how the Enrollee may obtain services, including 1) hours of
service; 2) appointment procedures; 3) Service Authorization requirements and
procedures; 4) what constitutes Medical Emergency and Post Stabilization care;
5) the process and procedures for obtaining both Medical Emergency and Post
Stabilization care, including a 24-hour telephone number for Medical Emergency
Services; 6) procedures for Urgent Care, and Out of Network care; and 7) how
Enrollees may access Home and Community-Based Services.

1) The MCO must indicate that Service Authorization is not required for
Medical Emergencies and that the Enrollee has a right to use any hospital or
other setting for Emergency Care.

ii) If the MCO does not allow direct access to specialty care, the MCO must
inform Enrollees the circumstances under which a referral may be made to
such Providers;

(I) A toll-free telephone number that the Enrollee may call regarding MCO
coverage or procedures;

(m) A description of all Grievance, Appeal and State Fair Hearing rights and
procedures available to Enrollees, including the MCO’s Grievance and Appeal
System procedures, the availability of an expert medical opinion from an external
organization pursuant to section 6.1.43, the ability of Grievances, Appeals and
State Fair Hearings to run concurrently, and the availability of a second opinion at
the MCO’s expense. This includes but is not limited to:

1) For State Fair Hearing: 1) the right to a hearing; 2) the method for obtaining
a hearing; and 3) the rules that govern representation at the hearing.

i1) The right to file Grievances and Appeals.
iii) The requirements and timeframes for filing a Grievance or Appeal.
iv) The availability of assistance in the filing process.

V) The toll-free numbers that the Enrollee can use to file a Grievance or an
Appeal by phone.

(n) An explanation that, when an Appeal or State Fair Hearing is requested by the
Enrollee,
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i) Benefits will continue if the Enrollee files an Appeal or a request for State
Fair Hearing within the timeframes specified for filing, and requests
continuation of benefits within the time allowed; and

ii) the Enrollee may be required to pay the cost of services furnished while the
Appeal is pending, if the final decision is not wholly favorable to the Enrollee.

(o) Any Appeal rights under state law available to Providers to challenge the
failure of the MCO to cover a service;

(p) A description of the MCO’s obligation to assume financial responsibility and
provide reimbursement for Medical Emergency Services, Post-Stabilization Care
Services, and Out of Service Area Urgent Care;

() General descriptions of the coverage for durable medical equipment, including
additional equipment and home modifications available to eligible MSHO and
MSC+ members through home and community based services, level of coverage
available, and criteria and procedures for any Service Authorizations, and also the
address and telephone number of an MCO representative whom an Enrollee can
contact to obtain (either orally or in writing upon request) specific information
about coverage and Service Authorization. The MCO shall provide information
that is more specific to a prospective Enrollee upon request;

(r) A description of the Enrollee’s right to request information about Physician
Incentive Plans from the MCO, including whether the MCO uses a Physician
Incentive Plan that affects the use of referral services, the type of incentive
arrangements, whether stop-loss protection is provided, and a summary of survey
results pursuant to section 17.2 below; and

(s) A description of the Enrollee’s right to request the results of an external
quality review study and a description of the MCQO’s Quality Assurance System
pursuant to 42 CFR §438.364.

(B) A Pharmacy Directory. For MSHO, this directory must be an integrated Medicare
and Medicaid pharmacy directory.

(C) Provider Directory.

(1) For MSHO, an integrated Medicare and Medicaid Provider directory; and for
MSC+ a Medicaid Provider directory that lists the Network Providers within the
MCQO’s network, including Primary Care Providers, specialty and subspecialty
Providers, hospitals, and Nursing Facilities including Provider names, locations, and
telephone numbers, and other requirements as specified in the “Provider Directory
Guidelines” posted on the STATE’s managed care website. The MCO must include
a statement on how an Enrollee can request a listing of home care agencies and
PCPA:s.
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(2) The directory shall also indicate those current Network Providers who speak a
non-English language. For hospitals, the MCO should list only the languages spoken
by the on-site interpreter staff. The MCO must identify any Network Provider that is
not accepting new patients.

(3) The Provider directory shall be updated annually and shall include a phone
number where an Enrollee may call to verify or receive current information.

(4) The Provider directory document may be posted on the MCO’s web site. The
document must meet all of the Provider Directory Guidelines and may not differ
from the STATE-approved paper copy. Enrollees may choose to access this
document electronically instead of receiving a paper copy pursuant to section 3.6.9
below.

(5) The MCO must provide a list of EW service Providers who are available to
eligible Enrollees based on the Enrollee’s place of residence. If the MCO uses an
open network of all MHCP enrolled providers for some or all service types, the MCO
must state on the list that additional providers from other areas of the State are
available and a telephone number to call to find out the names of additional providers
the Enrollee may use. This EW list shall be updated annually and shall include a
phone number where an Enrollee may call to verify or receive current information.
The MCO may choose to include EW service providers in the Provider Directory. See
also section 9.3.20, Elderly Waiver Provider Subcontracting.

(6) If the MCO limits access to Providers by use of a Care System model, the MCO
must describe which Providers are available to Enrollees based on Care System
enrollment.

(D) Identification Card.
(1) For MSHO, an integrated Medicare and Medicaid identification card, and

(2) For MSC+, an identification card that conforms to the requirements in Minnesota
Statutes, § 62J.60, subd. 3.

(3) MSHO and MSC+ cards must be approved by the STATE prior to printing. The
card must identify the Beneficiary as an MCO Enrollee and contain an MCO
telephone number to call regarding coverage, procedures, and Grievances and
Appeals. The identification card shall demonstrate that the Enrollee is a Beneficiary
of MHCP, either by printing the Enrollee’s STATE PMI number on the card, or by
other reasonable means. The card may include data elements required by CMS for
Medicare eligible Enrollees.

(4) The MCO and/or its Pharmacy Benefit Manager subcontractor must assign a
unique BIN/PCN combination that will only be used for MHCP enrollees, including
Medical Assistance, MinnesotaCare, and dual eligible integrated programs. The same
BIN/PCN combination can be used for all MHCPs. The MCO and/or PBM must not
use the same BIN/PCN combination for its commercial or standalone Medicare Part
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D enrollees. The MCO must provide the unique BIN/PCN combination numbers to
the STATE. The identification card containing the unique BIN/PCN combination
must be distributed to the MCO’s Enrollees.

(E) Website. An MCO website accessible to Potential Enrollees and Enrollees, Local
Agency staff, and other outreach partners, that provides information regarding Provider
(clinic) locations, phone numbers, hours of availability, Provider (clinic) specialty,
whether the Provider (clinic) is accepting new patients, and whether a non-English
language is spoken. The MCO website must provide enough information to allow an
Enrollee to select a Primary Care Provider, and other Providers if the MCO requires them
to be selected.

3.6.7 Date of Issue of Enrollee Materials. The MCO shall submit to the STATE, upon
request, written confirmation of the dates on which the MCO issues all new Enrollee
materials required by section 3.6.6. The MCO must notify the STATE and provide a brief
explanation in writing within two (2) working days if the MCO cannot comply with the time
frame specified in section 3.6.6.

3.6.8 Primary Care Network List (PCNL).
(A) Specifications.

(1) The MCO must supply all Local Agencies within its Service Area with copies of a
standardized document (known as a Primary Care Network List, or PCNL) that
provides information about the MCO’s Medicare and Medicaid Provider network and
that includes a description of the essential components of the MCO, to be used by the
STATE and Local Agencies to educate consumers.

(2) If the MCO also provides its PCNL in alternative format pursuant to section 3.6.9,
then the MCO must also supply all Local Agencies within its Service Area with such
alternative format.

(3) This document must follow the STATE specifications as indicated in the STATE
model document entitled “ Primary Care Network List (PCNL) Guidelines:
REQUIREMENTS FOR PCNLS” posted on the STATE’s managed care website and
must be prior approved by the STATE in accordance with section 3.6.5(A).

(B) The document must contain the following information:

(1) A list of Network Providers with summary information, which shall include but is
not limited to, addresses and phone numbers including clinics, Primary Care
physicians, specialists, hospitals, Nursing Facilities, and Care Systems. The MCO
may satisfy or partially satisfy the requirement to list specialists by listing multi-
specialty clinics. The PCNL must indicate Providers who speak a non-English
language and identify Providers that are not accepting new patients within the Service
Area at the time the list is prepared. The MCO must also provide information upon
request regarding a specific Provider, including specialists, if the Provider is not listed
in the PCNL. The MCO may list other affiliated Providers and their addresses or
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provide a toll-free phone number where a Potential Enrollee may call to obtain the
specific information. The information required by this section may be posted on the
MCQO’s web site but the MCO must continue to provide paper copies to the STATE
and the counties.

(2) A toll-free telephone number that the Enrollee may contact regarding MCO
coverage or procedures, and updated information regarding Providers, languages
spoken, and open and closed panels of Providers.

(3) Information that oral interpretation is available for any language and written
information will be available in prevalent non-English languages.

(4) Information about how to access mental health, chemical dependency, Elderly
Waiver, Home Care, dental, and Medical Emergency and Urgent Care services.

(5) A description of the MCO’s MSC+ and MSHO Care Systems, Care Coordination
systems, Case Management systems, and any other distinguishing information that
will assist the Enrollee in making a decision to enroll in the MCO’s MSC+ and/or
MSHO product. If the MCO limits access to Providers by use of a Care System
model, the MCO must describe which Providers are available to Enrollees based on
the Care System chosen.

(6) Information concerning the selection process, including a statement that the
Enrollee must select an MCO in which their Primary Care Provider or specialist
participates if they wish to continue to obtain services from him or her.

(7) Any restrictions on the Enrollee’s freedom of choice among Network Providers.

(8) Information regarding open access of Family Planning Services and services
prescribed by Minnesota Statutes, 862Q.14, and the availability of transitional
services.

(9) Any language required by the Minnesota Department of Health (MDH) in order to
provide protection and additional information for consumers of health care. Currently
this language includes the following:

“Enrolling in this health plan does not guarantee you can see a particular Provider on this list. If
you want to make sure, you should call that Provider to ask whether he or she is still part of this
health plan. You should also ask if he or she is accepting new patients. This health plan may not
cover all your health care costs. Read your contract, or ‘Evidence of Coverage,’ carefully to find
out what is covered.”

If MDH determines that new language needs to be included, the MCO will incorporate it into the
next available printing of the PCNL.

(10) A misrepresentation of Providers on the MCO’s PCNLs or Provider Directory
may be determined by the STATE to be an intentional misrepresentation in order to
induce Beneficiaries to select the MCO.
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(11) When the MCO is new to a Service Area, the MCO must supply the STATE, or
in certain cases, the Local Agency, with a supply of the final, printed and approved
PCNL pursuant to the STATE’s specifications, in quantities sufficient to meet the
STATE’s need. If the MCO also provides its PCNL in alternative format pursuant to
section 3.6.9, then the MCO must also supply all Local Agencies within its Service
Area with such alternative format. This time period may be waived by the STATE for
the initial enrollment of current MCO MSC+ Enrollees into the MCO’s MSHO
product. The MCO must update the PCNL as necessary to maintain accuracy,
particularly with regard to the list of Network Providers, but not less than twice per
year. The PCNL and all revisions to the PCNL must be submitted to the STATE
along with a cover letter detailing all changes in the PCNL. The PCNL must be
approved in writing by the STATE pursuant to section 3.6.3(A)(1). Such approval by
the STATE shall not be unreasonably withheld. The MCO shall distribute the PCNLs
to the Local Agencies and the STATE in a timely manner. The STATE shall respond
to inquiries by the Local Agencies in a timely manner and shall communicate any
issues or problems regarding distribution of the PCNLs to the MCO.

3.6.9 Provision of Required Materials in Alternative Formats. The STATE or the MCO
may provide in an alternative (other than paper) format enrollment materials such as a PCNL,
Provider Directory and EOC or Member Handbook, or materials otherwise required to be
available in writing under 42 CFR § 438.10(c), pursuant to Minnesota Statutes, 8 256B.69,
subd 30.

(A) Any materials provided by the MCO in an alternative format must meet the
requirements of 42 CFR § 438.10(c)(5).If the MCO provides the materials in an
alternative format, the materials must also comply with the accessibility standards of
Section 508 of the Rehabilitation Act of 1973. See http://www.w3.0rg/TR/WCAG20/.
For MSHO, the MCO may follow CMS guidance regarding the provision of materials in
alternative formats.

(B) The STATE or MCO informs the Enrollee that:

(1) An alternative format (other than paper) is available and the Enrollee
affirmatively requests of the STATE or MCO that the PCNL, Provider Directory,
EOC or Member Handbook, or materials be provided in an alternative format; and

(2) A record of the Enrollee request (whether to receive materials in alternative
formats or to withdraw the request) is retained by the STATE or MCO in the form of
written or electronic direction from the Enrollee or a documented telephone call
followed by a confirmation letter to the Enrollee from the STATE or MCO that
explains that the Enrollee may change the request at any time;

(C) If the materials contain individually identifiable Enrollee data, the materials are sent
to a secure electronic mailbox and are made available at a password-protected secure
electronic Web site or on a data storage device;
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(D) The Enrollee is provided an MCO customer service number on the Enrollee's
identification card that may be called to request a paper version of the materials provided
in an alternative format; and

(E) The materials provided in an alternative format meets all other requirements of the
Contract regarding content, accessibility, and any required time frames for distribution.

(F) The MCO may provide in an alternative format its PCNL to the STATE and to Local
Agencies within its service area. The STATE or Local Agency, as applicable, shall
inform a Potential Enrollee of the availability of an MCO’s PCNL in an alternative
format. If the Potential Enrollee requests an alternative format of the PCNL, a record of
that request shall be retained by the STATE or Local Agency. The Potential Enrollee is
permitted to withdraw the request at any time.

3.6.10 Local Agency Training and Orientation. When the MCO or an MCO product is
new to a Service Area, the MCO must provide training and orientation to the Local Agency
regarding the MCO or the MCO product. Such training and orientation shall be provided to
the Local Agency by the MCO prior to the Education Begin Date and as necessary upon
request by the STATE thereafter. The MCO must supply the Local Agency with training and
orientation materials to be used by the Local Agency in educating new Enrollees in the
Service Area about the MCO. Such materials shall be provided by the MCO to the Local
Agency twenty (20) working days in advance of the Education Begin Date. Training and
orientation materials are: 1) lists of contacts and their phone numbers at the MCO, 2)
complete network listings or additional Provider directories, if any, and 3) organization
charts.

3.6.11 Tribal Training and Orientation. The MCO shall provide training and orientation
materials to tribal governments upon request, and shall make available training and
orientation for any interested tribal governments.

3.6.12 Additional Information Available to Enrollees. The MCO shall furnish the
following information to Potential Enrollees and Enrollees upon request:

(A) The licensure, certification and accreditation status of the MCO, or the health care
facilities in its network.

(B) Information regarding the education, licensure, and Board certification and
recertification of the Providers in the MCQO’s network. For purposes of this section,
health care professionals means Providers with whom the Beneficiary or Enrollee has or
may have an appointment for services under this Contract.

(C) Any other information available to the MCO within reasonable means on
requirements for accessing services to which an Enrollee is entitled under the contract,
including factors such as physical accessibility.

3.6.13 Potential Enrollee and Enrollee Education.
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(A) The STATE or the Local Agency will inform Beneficiaries who reside in the Service
Area of the options available in health care coverage. The STATE or Local Agency shall
describe through presentations, electronic and/or written materials the various MCOs
available to Beneficiaries in a particular geographic area and will assist in completing the
enrollment process by securing an electronic or written signature of Beneficiaries or their
Authorized Representatives on the enrollment form. For MSHO, the MCO also may
complete enrollment For Enrollees in MSC+ who are assigned to an MCO, a signature
will not be obtained.

(B) Tribal governments may assist the STATE or Local Agency in presenting or
developing materials describing the various MCO options for their members. If the tribal
government revises any MCO materials, the MCO may review them prior to distribution.
If the MCO deems the revisions to be substantial, the MCO shall have thirty (30) days to
respond to the tribal government and no MCO materials will be distributed until there is
mutual agreement on the revisions.

(C) Neither the STATE nor the Local Agency will distribute to Enrollees written
educational materials which describe the MCO or its health care plan without providing
reasonable notice and opportunity for review by the MCO. Any inaccuracies will be
corrected prior to dissemination, but final approval by the MCO is not required.

(D) This section does not prohibit the MCO or its subcontractors from providing
information to Potential Enrollees eligible for MSHO for the purposes of educating them
about Provider choices available through the MCO, subject to the limitations in the
Marketing Restrictions section.

(E) Local Agency staff and MCO staff shall make available to Beneficiaries the
information about Providers as specified in section 3.6.8.

3.6.14 Significant Events Requiring Notice. The MCO must notify the STATE as soon as
possible of significant events affecting the level of service either by the MCO, or its
Medicare and Medicaid Providers, or subcontractors. Such events include:

(A) Material Modification of Provider Network.

(1) Notice to STATE. The MCO must notify the STATE of a possible Material
Modification in its Provider Network within ten (10) working days from the date the
MCO has been notified that a Material Modification is likely to occur. A Material
Modification shall be reported in writing to the STATE no less than one hundred and
twenty (120) days prior to the effective date or within two (2) working days of
becoming aware of it, whichever occurs first. An MCO may terminate a subcontract
without one hundred and twenty (120) days’ notice in situations where the
termination is for cause. For purposes of this section, termination of a Provider for
cause does not include the inability to reach agreement on contract terms.

(2) Notice to Enrollees. If the STATE determines there is a Material Modification,
the MCO shall provide prior written notification to Enrollees who will be affected by
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such a Material Modification. The MCO shall submit such notice to the STATE for
prior approval. The notice must inform each affected Enrollee that:

(a) One of the Primary Care Providers they have used in the past is no longer
available and that the Enrollee must choose a new Primary Care Provider from the
MCQO’s remaining choices; or that the Enrollee has been reassigned from a
terminated sole source Provider; or

(b) One of the major subcontractors providing a network of Providers, including
but not limited to the behavioral health network, pharmacy benefit manager, care
system, care coordination/case management entity or dental network will no
longer be available in the MCQO’s network and that access to these services may
require that the Enrollee choose a different provider for these services or be
assigned a different care coordinator/case manager. This section does not apply
to county subcontractors providing only care coordination/case management, if
the county is choosing to no longer contract with any MCO and the loss of the
county as a subcontractor does not result in a change in any other providers.

(c) The notice shall also inform the Enrollee that the Enrollee has the opportunity
to disenroll and change MCOs up to one hundred and twenty (120) days from the
date of notification, unless open enroliment occurs within one hundred and twenty
(120) days of the date of notification. The MCO shall fully cooperate with the
STATE and Local Agency to facilitate a change of MCO for Enrollees affected
by the Provider termination.

(B) Provider Access Changes. The MCO shall not make any substantive changes in its
method of Provider access during the term of this Contract, unless approved in advance
by the STATE. For the purposes of this section, a substantive change in the method of
Provider access means a change in the way in which an Enrollee must choose his or her
Primary Care Provider (clinic) and his or her physician specialists. Examples of methods
of Provider access include but are not limited to: 1) Enrollee has open access to all
Primary Care Provider (clinic); 2) Enrollee may self-refer to a physician specialist; 3)
Enrollee must choose one Primary Care Provider (clinic); and 4) Enrollee must receive a
referral to a physician specialist from his or her Primary Care Provider (clinic). For the
purposes of this section, a substantive change in the method of Provider access shall not
include the addition or deletion of Service Authorization requirements for services.

3.6.15 Enrollee Notification of Terminated Primary Care Provider. The MCO (or if
applicable its subcontractor) shall make a good faith effort to provide written notice of the
termination of a Network Provider within fifteen (15) days after the MCQO’s (or if applicable
its subcontractor’s) receipt or issuance of the Network Provider termination notice, to an
Enrollee who receives his or her Primary Care from or was seen on a regular basis by that
Network Provider. The STATE may extend the timeframe for Enrollee notification in
instances when the MCO has more than sixty (60) days advance notice of a terminated
Network Provider. A sample Enrollee notice must be prior approved by the STATE. The
MCO must comply with Minnesota Statutes, § 62Q.56, and provide the following
information to the STATE:
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(A) Date the Network Provider will no longer be available to Enrollees;
(B) Number of Enrollees affected in each Minnesota Health Care Program;
(C) Impact on the MCO’s Provider network; and

(D) MCO’s remedy to the situation.

3.6.16 Enrollee Notification of Terminated Residential Provider. If the MCO is
providing residential services such as residential care, Customized Living (including 24-Hour
Customized Living), or foster care services to any Enrollee and terminates that Enrollee’s
residential Provider without cause, the MCO must give written notice to the Enrollee at least
sixty (60) days prior to the termination, and in any case, must assist with emergency
placement of the Enrollee when necessary.

3.6.17 Enrollee Notification of Cost-Sharing Limit. The MCO shall provide to each
Enrollee a notice that the Enrollee has reached the cost-sharing limit described in section
4.4.2(6)(b) below

3.7 Reporting Requirements.
3.7.1 Encounter Data

(A) The MCO must maintain patient encounter data to identify the physician who
delivers services or supervises services delivered to Enrollees, as required by
81903(m)(2)(A)(xi) of the Social Security Act, 42 USC 81396b(m)(2)(A)(xi).

(B) The MCO agrees to furnish information from its records to the STATE, or the
STATE’s agents that are required in State or federal law or which the STATE may
reasonably require to administer this Contract. The MCO shall provide the STATE upon
the STATE’s request in the format determined by the STATE and for the time frame
indicated by the STATE, the following information:

(1) Individual Enrollee-specific, claim-level encounter data for services provided by
the MCO to Enrollees detailing all Medicare and Medicaid medical and dental
diagnostic and treatment encounters, all pharmaceuticals (including Medicare Part D
items), supplies and medical equipment dispensed to Enrollees, Home and
Community-Based Services, Nursing Facility services, and Home Care Services for
which the MCO is financially responsible.

(2) The MCO shall submit encounter data that includes all paid lines and all MCO-
denied lines associated with the claim. Claims and lines for which Medicare or
another Third Party has paid in part or in full are considered paid and shall be
submitted as such.

(@) All denied claims, except those claims that are denied because the enrollee
was not enrolled in the MCO must be submitted to the STATE.
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(3) Claim-level data must be reported to the STATE using the following claim
transaction formats: 1) the X12 837 standard format for physician, professional
services, physician-dispensed pharmaceuticals (837P), specified Elderly Waiver
Services (837P), inpatient and outpatient hospital services, Nursing Facility services
(8371), and dental services (837D) that are the responsibility of the MCO; and 2) the
NCPDP Batch 1.2/D.0 pharmacy. The MCO may submit the NCPDP Batch 1.2/D.0
for non-durable medical supplies which have an NDC code.

(4) All encounter claims must be submitted electronically.

(@) The MCO must comply with state and federal requirements, including the
federal Implementation Guides, and the STATE’s 837 Encounter Companion
Guide for Professional, Institutional and Dental Claims, and the Pharmacy
Encounter Claims Guide posted on the STATE’s managed care website.

(b) The MCO must submit charge data using HIPAA standard transaction
formats. Charge data shall be the lesser of the usual and customary charge (or
appropriate amount from a Relative Value Scale for missing or unavailable
charges) or submitted charge.

(5) The MCO shall submit on the encounter claim for NCPDP Batch 1.2/D.0, 837P,
837D, and 8371 the Provider allowed and paid amounts.

(a) For MSHO, this requirement applies to both Medicaid and Medicare services,
excluding Part D. For MSC+ this includes MCO payment for Medicare crossover
claims.

(b) For the purposes of this section “paid amount” is defined as the amount paid
to the Provider excluding Third Party Liability, Provider withhold and Provider
incentives, and Medical Assistance cost-sharing. For the purposes of this section
“allowed amount” is defined as the Provider contracted rate prior to any
exclusions or add-ons. In accordance with Minnesota Statutes, 8256B.69, subd.
9c, (a), the data reported herein is defined as non-public in Minnesota Statutes,
§13.02.

(6) The MCO will submit Medicaid drug information on pharmacy (NCPDP Batch
1.2/D.0), professional (837P) and institutional (8371) encounter claims in accordance
with STATE data element specifications related to the collection of drug rebates.
These specifications will be outlined in the Encounter Companion Guides for the
NCPDP Batch 1.2/D.0 Pharmacy, 837 Professional and 837 Institutional encounter
claims. The MCO and its subcontractor, if applicable, must comply with these
specifications and submit encounter data every two weeks and no later than thirty
(30) days for original claims and forty-five (45) days for adjusted claims, after the
MCO (or its subcontractor) adjudicates these outpatient pharmacy and physician-
administered drug claims in order for the STATE to comply with 1927(b),
1903m(2)(A) and 1927(j)(1) of the Social Security Act as amended by Section 2501
(c) of the Patient Protection and Affordable Care Act.
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(7) The MCO shall comply with the applicable provisions of Subtitle F
(Administrative Simplification) of the Health Insurance Portability and
Accountability Act of 1996 and any regulations promulgated pursuant to its authority,
including the 5010 transaction standards. The MCO shall cooperate with the STATE
as necessary to ensure compliance.

(8) All encounter data for Nursing Facility and Skilled Nursing Facility services must
be submitted according to procedures as prescribed by the STATE in the current EDI
specifications document available on the STATE website at
http://www.dhs.state.mn.us/provider/mco.

(9) The MCO shall be responsible for submitting claim-level encounter data that
distinguishes between the Skilled Nursing Facility (SNF) and the Nursing Facility
(NF) days used by the Enrollee.

(10) The MCO shall submit Home and Community-Based Services encounter data
pursuant to the 837 national standard. This includes type of service, units of service,
and dates of service, sufficient to provide CMS with the required audit trail.

(11) The MCO agrees to participate in a workgroup with the STATE to ensure that all
units of service, HCPCS codes and modifiers are being submitted correctly for
encounter data for home care and Home and Community-Based Services.

(12) The MCO shall submit encounter data on all Personal Care Assistance (PCA)
services using the X12 837P standard transaction format, and report PCAs as treating
Providers. The MCO shall submit complete encounter data on PCA services,
including the date of service, the paid units of service by date, and the treating PCA
provider. The STATE will monitor PCAs as treating Providers.

(13) The MCO shall notify the STATE sixty (60) days prior to any change in the
submitter process, including but not limited to the use of a new submitter.

(14) The MCO should not submit encounters for administrative care coordination.
Case management services provided for an Enrollee on EW should be submitted per
section 3.7.1(B)(10).

(C) The MCO shall submit original submission encounter claims no later than thirty (30)
days after the date the MCO adjudicates the claim. The MCO shall make submissions for
each transaction format at least bi-weekly. If the MCO is unable to make a submission
during a certain month, the MCO shall contact the STATE to notify it of the reason for
the delay and the estimated date when the STATE can expect the submission. The
MCQO’s submission of claim adjustments must be done by voiding the original claim and
submitting a corrected claim, within forty-five (45) days of the date adjusted at the MCO.
See also section 9.9.2(E) below regarding claims voided or reversed because of program
integrity concerns.
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(D) When the STATE returns or rejects a file of encounter claims, the MCO shall have
twenty (20) calendar days from the date the MCO receives the rejected file to resubmit
the file with all of the required data elements in the correct file format.

(E) The STATE will provide a remittance advice on a schedule specified by the STATE,
for all submitted encounter claims, including successful void claims. The Remittance
Advice will be provided in the X12 835 standard transaction format.

(F) The STATE shall monitor and evaluate encounter data lines and shall require
correction of encounter data found deficient according to specifications published on the
STATE’s managed care website. Encounter data not corrected shall be assessed a
penalty as specified in section 5.10 below.

(1) Within twenty-one (21) days after the end of each calendar quarter, the STATE
shall provide to the MCO an error reference report (ERR) of erroneous encounter
lines and/or headers processed during the quarter.

(2) The MCO shall, within the calendar quarter in which the ERR is provided,
respond by appropriately voiding the erroneous encounter lines and/or headers and
submitting corrected encounter data claims.

(3) The MCO shall include on each corrected encounter data claim a “tracking ICN”
as defined in the technical specifications posted on the STATE’s managed care
website.

(4) The STATE shall provide the ERR of uncorrected encounter data lines within
twenty-one (21) days after the end of each calendar quarter as described in the
technical specifications posted on the STATE’s managed care website.

(5) The STATE will post on its managed care website technical specifications
including but not limited to definitions for encounter lines and headers; definitions for
edits and errors; management of duplicate encounter lines or headers, submissions of
multiple errors on one encounter claim, and voids that are within the same quarter;
and a list of designated edits which may change at the discretion of the STATE. The
STATE shall provide a minimum of ninety (90) days’ notice before implementing a
new edit that will require correction.

(6) Encounter headers/lines identified by the STATE as errors subject to this section
may not be voided as a method to avoid penalties. Encounter claims that should not
have been submitted to the STATE and should not reside in STATE data as MCO
accepted claims must be explicitly identified as such. Voided claims are subject to a
validation process by the STATE.

(7) The MCO may contest encounter lines or claims the STATE has identified as
erroneous by sending the encounter ICN and a detailed description of the contested
encounter lines or claims by e-mail to the STATE’s Encounter Data Quality contact.
The STATE will remove the encounter line from the penalty assessment pending
resolution of the issue. Contested errors will not be adjusted retroactively, but can be
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removed from the penalty going forward (as defined in the technical specifications
posted on the STATE’s managed care website).

(8) The notice and opportunity to cure requirements in section 5.5 will not apply to
encounter data quality errors and penalties assessed under section 5.10 below.

(9) The MCO shall collect and report to the STATE individual Enrollee specific,
claim level encounter data that identifies the Enrollee’s treating Provider NPI or
UMPI (the Provider that actually provided the service), when the Provider is part of a
group practice that bills on the 837P format or 837D format. The treating Provider is
not required when there is an individual practice office (i.e., a sole treating Provider),
because in those cases it will be identical to the pay-to Provider. Group practice
Provider categories that bill on the 837P format or 837D format and will require a
treating Provider are:

(a) Community Mental Health Clinics;

(b) Physician Clinics;

(c) Dental Clinics;

(d) County Contracted Mental Health Providers;
(e) Indian Health Care Providers, where applicable;
(f) Federally Qualified Health Centers;

(9) Rural Health Clinics;

(h) Chiropractic Clinics;

(i) Personal Care Provider Agencies (PCPAs) and other organizations that employ
PCAs, for PCA services.

No treating Provider is required for any other claim type.

(G) The MCO shall submit interpreter services on encounter claims, if the interpreter
service was a separate, billable service.

(H) The MCO must require any subcontractor to include the MCO when contacting the
STATE regarding any issue with encounter data. The MCO will work with the STATE
and subcontractor or agent to resolve any issue with encounter data.

(I) Coding Requirements.

(1) The MCO must use the most current version of the following coding sources:
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(a) Diagnosis and inpatient hospital procedure codes obtained from the
International Classification of Diseases, Clinical Modification with ICD-10-
CM/PCS coding requirements on claim and encounter data submissions;

(b) Procedure codes obtained from Physician’s Current Procedural Terminology
(CPT) and from CMS’ Health Care Common Procedure Coding System (HCPCS
Level 2);

(c) American Dental Association current dental terminology codes as specified in
Minnesota Statutes, 862Q.78;

(d) National Drug Codes;

(e) Current local home care and waiver codes, including units of service. The EW
codes must be HIPAA compliant according to the most current published
instructional Minnesota Department of Human Services (DHS) bulletin 09-69-02,
or as required in subsequent bulletins.

(2) The MCO and its subcontractors must utilize the coding sources as defined in this
section and follow the instructions and guidelines set forth in the most current
versions of ICD-10-CM/PCS, and HCPCS and CPT. The STATE may request
additional information on the MCO’s ICD-10 CM/PCS implementation.

(3) Neither the MCO nor its subcontractors may redefine or substitute these required
codes.

(4) HIPAA compliant codes must be submitted on encounter data.

(J) National Provider Identifier (NPI) and Atypical Provider Types. The MCO shall use
the NPI for all Providers for whom CMS issues NPIs. For certain Providers of Atypical
Services, the MCO shall use the STATE-issued UMPI.

(K) Encounter Data Quality Assurance Program. The MCO shall participate in a quality
assurance program that verifies timeliness, completeness, accuracy and consistency of
encounter data that is submitted to the STATE. The STATE in consultation with the
MCOs has developed quality assurance protocols for the program, which will be
evaluated by an independent third party auditor for the capacity to ensure complete and
accurate data and to evaluate the STATE’s implementation of the protocols. The
protocols are available on the DHS web site.

(L) Encounter Data for the Supplemental Recovery Program. The STATE will be using
encounter data to manage the Supplemental Recovery Program described in Minnesota
Statutes, § 256B.69, subd. 34.

(M) Provider-Preventable Conditions. Pursuant to 42 CFR § 438.3(g) , the MCO must
comply with 42 CFR § 447.26 and Minnesota Statutes, 8 144.7065 (provider-preventable
conditions) in the encounter data, as determined by the STATE. The STATE shall
provide a quarterly report of the MCO’s incidents back to the MCO. In the event that an

Page 73



encounter is reported with any amount other than zero in the payment fields, the MCO
shall review and appropriately recoup the payment from the provider, consistent with
Minnesota Statutes, 8§ § 256.969, subd. 3b, (c) and 256B.0625, Subd. 3.

3.7.2 Other Reporting Requirements. The MCO must provide the STATE and CMS with
the following information in a format and time frame determined by the STATE and CMS.
The MCO shall submit information to the effect that no change has occurred since the prior
year for reports which require an annual update and where no change has occurred since the
prior year.

With any new report required under this section, the STATE will provide the MCO the technical
specifications for the report at least sixty (60) days prior to the effective date of when the report
IS to be submitted, unless the STATE determines that a shorter time period is necessary. This
provision does not apply to ad hoc reports requested by the STATE.

(A) Enrollment and Marketing Materials. Enrollment and Marketing Materials and plans
as outlined in this Contract.

(B) Service Delivery Plan. Any substantive changes in the Service Delivery Plan
previously submitted with the MCO’s Request for Proposal (RFP) response to the most
recent MHCP procurement shall be provided by the MCO to the STATE thirty (30) days
prior to any changes made by the MCO. The STATE must approve all changes to the
MCQ’s Service Delivery Plan.

(C) Care Coordination and Case Management Systems: By September 15th of the
Contract Year, the MCO must provide an updated description of the Case Management
System for MSC+ and Care Coordination system for MSHO using a Delegate Review
Reporting template developed jointly by the STATE and MCOs. This description shall
include, but will not be limited to:

(1) A document describing how MSHO care coordination and MSC+ case
management is being provided for community, EW and nursing home members by
county and population group including whether it is provided through contracts with
local agencies or tribes, clinic or provider care systems, community agencies, health
plan staff or other arrangements or through a combination of such arrangements;

(2) The most recent SNP model of care as submitted to CMS, unless already
submitted to the STATE and there has been no change since the submission;

(3) Lists and descriptions of entities providing Care Coordination and Case
Management contractors, duties of such entities or subcontractors, contracting and
delegation arrangements;

(4) A description of Care Coordination and/or Case Management screening and
assessment tools, timelines and follow up processes;

(5) A description of use of protocols for management of chronic conditions including
procedures for communication with clinics and physicians;
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(6) A description of use of Nurse Practitioners in the care of Nursing Facility
residents if applicable;

(7) A description of the MCO’s oversight and training of subcontractors and Care
Coordinators /Case Managers, qualifications, caseloads /ratios of Care Coordinators
/Case Managers and evaluation of care coordination performance as required in
6.1.4(A)(6) and 6.1.5(B)(17) below; and

(8) Changes and updated descriptions, if any, must be included in Care system,
County Care Coordination system and County Case Management system audit reports
provided annually by September 15th. If there are no changes in each of the reports,
the MCO will provide notice of the lack of change.

(9) The results of the annual review of care system subcontractors, county care
coordination and case management systems as required in 9.3.7 below.

(D) Documentation of Care Management/ Case Management/ Care Coordination Plans.
The MCO shall maintain documentation sufficient to support its Care Management/ Case
Management/ Care Coordination responsibilities set forth in sections 6.1.4 and 6.1.5, and
for Elderly Waiver services set forth in section 6.1.14. Upon request of the STATE, the
MCO shall provide the STATE or its designee access to a random sampling of Care
Management/Case Management/Care Coordination care plans of MCO Enrollees.

(E) Provider Network Information.

(1) The MCO will submit to the STATE a complete listing of its Provider network in
accordance with the specifications outlined in the STATE’s provider network
template posted on the STATE’s website. The MCO will submit its entire Provider
network on the fifth of every month to the STATE’s provider data repository. The
MCO will work with the STATE to ensure that its monthly Provider network data
submission is complete, accurate, and timely and will resolve any issues necessary to
successfully submit the data. For MSHO, contracted Home and Community-Based
Services, and Nursing Facility providers; and providers of Medicare and Medicaid
services must be included.

(2) Upon request by the STATE and with at least sixty (60) days’ notice, the MCO
will provide information about the qualifications of mental health and chemical
dependency Providers.

(F) Financial Information.

(1) Financial and other information as specified by the STATE to determine the
MCQO’s financial and risk capability, and for MSHO, all financial information
required under applicable provisions of 42 CFR 8422.516 and any other information
necessary for the administration or evaluation of the Medicare program.

(2) The MCO shall provide to the STATE the information outlined in Minnesota
Statutes, §256B.69, subd. 9c in a format and manner specified by the STATE in
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accordance with STATE guidelines developed in consultation with the MCO. The
MCO will submit the information on a quarterly basis consistent with the instructions
included in the STATE’s financial reporting template. The fourth quarter report shall
also include audited financial statements, parent company audited financial
statements, an income statement reconciliation report, and any other documentation
necessary to reconcile the detailed reports to the audited financial statements.

(3) In the event a report is published or released based on data provided under this
section, the STATE shall provide the report to the MCO fifteen (15) days prior to the
publication or release of the report. The MCO shall have fifteen (15) days to review
the report and provide comments to the STATE.

(G) HCC Risk Adjustment. The MCO SNP will notify the STATE or its actuarial firm of
its restated mid-year HCC risk adjustment score and additional HCC Frailty factor score
for MSHO. Scores will be from restated data based upon the preceding calendar year as
reported by CMS. The MCO SNP will send this information to the STATE, or its
actuaries, within thirty (30) days of CMS making it available to the MCO. The actuarial
firm may share information about the risk score with the STATE, but the STATE will not
receive copies of this information. The MCO must identify this information as trade
secret prior to, or at the time of its submission for the STATE to consider classifying it as
non-public, as described in section 9.6.

(H) HOS Health Outcomes Survey. By October 15th of each Contract Year, or within
thirty (30) days of availability, the MCO will provide the STATE the current HOS report
for MSHO submitted to CMS.

(I) Quality Assurance Materials. Information as specified in Article 7 on Quality
Assessment and Performance Improvement.

(J) Grievance System Summaries. Information regarding Grievances, Appeals and
Denial, Termination, or Reduction (DTR) Notices as required under Article 8.

(K) Administration and Subcontracting Information. Information relating to MCO
administration and subcontracting arrangements, as specified by the STATE and CMS.

(L) Reporting Requirement if using an alternative arrangement for Health Care Home.
The MCO shall annually provide a description of each comprehensive payment
arrangement and its proposed outcome or performance measures, that the MCO uses as
an alternative to Health Care Homes payment in a reporting template provided by the
STATE. The template shall include the following:

(1) Identify each Certified Health Care Home for whom the MCO is paying a
comprehensive payment arrangement instead of the standard Health Care Home care
coordination fee.

(2) Number of Enrollees served under each arrangement;
(3) Description of payment arrangements;
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(4) Scope of the services included in the arrangement (for example, if a total cost of
care, whether long term care, Medicare and Medicaid costs and chemical, mental
and/or behavioral health services are included, and whether any services are carved
out of the arrangement);

(5) Describe the MCQ’s process for overseeing the entities and evaluating their
performance;

(6) Describe quality indicators used to measure performance;

(7) Describe the benchmarks used to determine whether the Provider entity is within
the cost of care expectations.

(8) The completed template is due September 1 of the Contract Year.

(M) Reporting Requirement for ICSP. The MCO shall annually provide information on
ICSPs described in section 7.9 below and ICSP outcome or performance, using formats
provided by the STATE.

(1) The MCO shall report aggregate ICSP payments and recipients, separated by
payment type and project type by September 1 of the Contract Year, as requested by
the STATE and using the template provided.

(2) The MCO shall cooperate with the STATE to document ICSP case study briefs by
September 1 of the Contract Year, as requested by the STATE and using the template
provided. The MCO must provide briefs for at least the minimum required number
and type of ICSP arrangements, and is encouraged to provide briefs describing all
ICSP arrangements. The briefs shall be used for the purpose of identifying
innovations due to the program.

(N) Third Party Resources. Pursuant to section 10.2, the MCO shall report to the STATE
any additional Third Party Resources, including Long Term Care Insurance, except for
Medicare.

(O) Third Party Payments. Pursuant to section 10.4 the MCO shall report all recovery
and Cost Avoidance amounts on the encounter claim as Third Party Liability payments.
For MSC+, Medicare cost avoidance and recovery amounts must include fee-for-service
Medicare. For MSHO, the MCO shall provide a separate report that is an estimate of
Medicare payment, and may base the estimate on the methodology used for submitting
bids to CMS to derive the amount.

(P) Quality Assurance Work Plan. The MCO shall submit its Quality Assurance
Workplan, pursuant to Article 7. If the MCO has submitted this report under its PMAP
Families and Children contract, and that report addresses MSHO and MSC+ Enrollees,
this report is waived.

(Q) Disclosure of Ownership and Management Information (MCO). By September 1st of
the Contract Year, the MCO shall report to the STATE full disclosure information in
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order to assure compliance with 42 CFR 8 455.104. The MCO shall also report full
disclosure information upon request from the STATE or within thirty-five (35) days of a
change in MCO ownership. The required information includes:

(1) The name, address, date of birth, social security number (in the case of an
individual) and tax identification number (in the case of a corporation) of each
Person, with an Ownership or Control Interest in the MCO or in any subcontractor in
which the MCO has direct or indirect ownership of five percent (5%) or more. The
address for corporate entities must include primary business address, every business
location and P.O. box address;

(2) A statement as to whether any Person with an Ownership or Control Interest in the
MCO or in any subcontractor as identified in section 3.7.2(Q)(1) is related (if an
individual) to any other Person with an Ownership or Control interest as a spouse,
parent, child, or sibling;

(3) The name of any other disclosing entity in which a Person with an Ownership or
Control Interest in the MCO also has an ownership or control interest in the other
disclosing entity; and

(4) The name, address, date of birth, and social security number of any Managing
Employee of the MCO.

(5) This information must be accompanied by a data certification pursuant to section
9.10

(R) Disclosure of Transactions. The MCO must report to the STATE or CMS
information related to business transactions in accordance with 42 CFR 8455.105(b).
The MCO must be able to submit this information within thirty-five (35) days of the date
of a written request from the STATE or CMS.

(1) The ownership of any subcontractor (as defined below) with whom the MCO has
had business transactions totaling more than twenty-five thousand dollars ($25,000)
during the twelve (12) month period ending on the date of the request; and

(2) Any significant business transactions ($25,000 or five percent (5%) of the MCO’s
total operating expenses, whichever is less) between the MCO and any wholly owned
supplier, or between the MCO and any subcontractor (as defined below), during the
five (5) year period ending on the date of the request.

(3) Any sale or exchange, or leasing of any property between the MCO and a party in
interest as defined under 42 USC § 300e-17, paragraph (b);

(4) Any furnishing for consideration of goods, services (including management

services), or facilities between the MCO and a party in interest, not including salaries
paid to employees for services provided in the normal course of their employment;
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(5) Any lending of money or other extension of credit between the MCO and a party
in interest.

For purposes of section 3.7.2(R)(1) and (2), 42 CFR 8455.101 defines subcontractor as an
individual, agency, or organization to which a disclosing entity has contracted or delegated some
of its management functions or responsibilities of providing medical care to its Enrollees.

(S) FQHCs and RHCS. The MCO will submit a quarterly data report of FQHC or RHC
copayments for service dates on or after January 1, 2015 in accordance with section
3.8(C) below.

(1) Inthe event that a FQHC/RHC contacts the MCO or the STATE regarding
payments made to the FQHC/RHC prior to January 1, 2015, but not included in any
submitted report, the MCO shall review, and if appropriate, must submit the missing
data.

(2) Within eight (8) business days of receipt of this report, the STATE shall provide
the MCO a return file that contains incorrect data lines that cannot be read by the
system and loaded. The MCO must review the data lines and correct appropriately.
Corrected data lines must be resubmitted within thirty (30) days, and shall be reported
separately as a corrected file. The MCO shall not resubmit data already submitted
and accepted.

(T) Payment for ad hoc Reporting. The STATE may require reimbursement at standard
rates for ad hoc reports requested of the STATE. For the purposes of this section,
“standard rates” means those listed in the STATE policy “DHS Policies and Procedures
for Handling Protected Information: 2.60 Data Requests and Copy Costs” available at
http://lwww.dhs.state.mn.us/id_017855.

(U) Reporting on MSHO Stakeholder Group. For the MCQO’s local or regional
stakeholder group (as required in section 7.4.4) the MCO will submit to the STATE twice
per Contract Year, on or before June 15th and December 15th, documentation in the
form of stakeholder meeting agendas and meeting minutes that demonstrate the MCO
response to significant concerns raised by stakeholder group participants.

(V) The STATE shall provide the MCO with an electronic listing of all enrolled MHCP
Providers and their NP1 or UMPI numbers on a monthly basis. The MCO must update
the Provider identification numbers by submitting, for Providers who are new to the
MCO and do not already have a STATE Provider number (UMPI) or NPI, current
complete demographic information about the Provider, on a form approved by the
STATE. The MCO shall not require Providers to enroll as an MHCP FFS Provider. Ifa
Provider will only be serving MCO Enrollees, the MCO shall follow the process
established by the STATE for MCO-only Providers.

(W) Payment Review Information. The MCO shall identify aggregate payment
information for specific Provider categories and assess the information as to how it
compares to FFS payment information. As part of the assessment the MCO will also be
expected to provide an explanation of the basis for how the Provider category payment
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was determined. The STATE will provide the Provider categories and the template for
this report sixty (60) days in advance of the report’s due date. The first report will be due
March 15, 2017, and thereafter no later than February 1 of the Contract Year.

3.7.3 Electronic Reporting Data Capability.

(A) The MCO shall be capable of receiving the following data electronically from the
STATE: price files, remittance advices, enroliment data, third party liability, and rates
files.

(B) Pursuant to Minnesota Statutes, § 62J.536 and the resulting uniform companion
guides, the MCO must perform the following data exchanges electronically with
applicable Providers:

(1) Accept and transmit eligibility transactions;
(2) Accept claims transactions; and
(3) Transmit payment and remittance advice.

3.7.4 E-Mail Encryption. The MCO shall use the Pretty Good Privacy (PGP) and Security
Multipurpose Internet Mail Extensions (S/MIME) standards for digital signing and
encryption of e-mail communications to the STATE about Enrollees that contain Private
Health Information. The MCO may also communicate with the STATE using MN-ITS, or
request that the STATE initiate a secure e-mail exchange.

3.8 FQHCs and RHCs Services. Effective for dates of services beginning January 1, 2015 and
thereafter, the MCO shall adjudicate Medicaid claims as a zero pay for services provided to the
MCOQO’s Enrollees at a FQHC or RHC.

(A) The MCO will forward these adjudicated claims to the STATE within seven (7)
calendar days of adjudication and will submit the claims in a weekly file submission.
Claims in which Medicare or TPL is primary and the claim is paid in full should not to be
included in the submission.

(B) The STATE will adjudicate the claims for resolution for the FQHC or RHC and
provide the MCO with a Remittance Advice for the processed claims. The MCO will be
required to submit a separate encounter claim for these transactions. The STATE will
provide technical specifications for this process and will post the document on the
managed care webpage. The MCO and STATE will continue to collaborate through a
workgroup to monitor the implementation progress of this section and address concerns
about the process.

(C) The MCO will submit a quarterly data report of FQHC or RHC copayments for
service dates on or after January 1, 2015. The MCO shall provide the data report in a
format specified by the STATE within thirty (30) days of the end of each quarter.
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(D) The STATE will provide to the MCO no later than the third business day of each
month a list of all Providers currently designated FQHCs or RHCs. If a new list is not
provided, the MCO shall use the prior monthly listing. Any new FQHC/RHC Providers
identified after the third of the month will be added to the following monthly MCO
report.

3.9 Health Care Homes in Integrated Programs. Pursuant to Minnesota Statutes,

§ 256B.0751, subd. 4, the development of Health Care Homes does not preclude alternative
models and payment mechanisms for persons who are enrolled in integrated Medicare and
Medicaid programs under Minnesota Statutes, 8 256B.69. The MCO shall participate in a work
group with the STATE on development and implementation of alternative models.

3.10 Special Needs Plan Duties

3.10.1 Contract with CMS for Special Needs Plan. The MCO agrees to participate in
Medicare Advantage as a Dual Eligible Special Needs Plan (SNP).

(A) The MCO shall notify the STATE, consistent with section 3.6.14, of any material
changes in its contract with CMS as a Special Needs Plan, including but not limited to,
termination of the contract by either party.

(B) The MCO shall inform the STATE regarding significant changes in its Medicare
Program or the administration of Medicare Programs, in order to facilitate operating
MSHO in as fully integrated a manner as possible.

(C) The MCO will notify the STATE of changes, including but not limited to
terminations of SNP plans, changes in type of SNPs approved or applied for, denial of a
SNP application, failure to meet the CMS Low Income Subsidy (LIS) requirements, Part
D issues that may materially affect the SNP, or a decision to conduct a Federal
investigative audit that may lead to termination of the SNP, within thirty (30) days of
such actions. For any SNP that may enroll Dual Eligible persons, the MCO also agrees to
inform the STATE of any requests to CMS for Service Area changes in its SNP Service
Area(s) within Minnesota, and of final approval, denial or withdrawal of such requests to
CMS within fifteen (15) days of submission of such requests to CMS or within fifteen
(15) days of receipt of notice from CMS, whichever is applicable.

(D) Additional Benefits and Premiums. The SNP MCO will notify the STATE of
proposed changes with the understanding that the STATE will not share this information.
The process of notification is as follows:

(1) Prior to the submission of the initial annual Medicare Advantage bids to CMS, the
MCO/SNP will consult with the STATE about any changes in proposed Plan Benefit
Packages (PBPs), including proposed changes in current benefits or additional
premiums the SNP is expecting to request to have approved through the bid; and

(2) Notify the STATE of the status of final changes to benefits or premium levels, on
or before September 1st of each Contract Year.
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(E) Corrective Action Requests. The MCO will notify the STATE and provide copies of
any CMS corrective action requests and subsequent corrective plans submitted to CMS
related to compliance with SNP Medicare Advantage or Part D requirements within thirty
(30) days of submission to CMS.

(F) Dual Demonstration. The MCO agrees to participate in the CMS Demonstration to
Align Administrative Functions for Improvements in Beneficiary Experience
(Demonstration) as a Fully Integrated Medicare Advantage Dual Eligible Special Needs
Plan (FIDE SNP, as defined in 42 CFR § 422.2 and further defined by CMS in the 2014
SNP Application) for MSHO enrollees as outlined in the Memorandum of Understanding
between CMS and the STATE. The demonstration’s goals will be to improve the
integration of Medicare and Medicaid through increased participation of integrated
provider health care delivery systems, improve enrollee health outcomes as measured
through risk adjusted quality metrics appropriate to the enrolled population, and to align
administrative systems to improve efficiency and beneficiary experience.

(1) The STATE will include the MCO in calls between CMS and the STATE to work
out details of any provisions of the demonstration affecting the MCO’s Medicare SNP
and Medicaid operations, provider networks, provider contracting and policies.

(2) The STATE will establish a work group for consultation with the MCOs on work
plan development and implementation of the demonstration. Topics shall include:

(a) CMS-STATE Contract Management Team, section IV (G) of the MOU;

(b) CMS-STATE Network Adequacy Review Process, section Il (a) of the
MOU;

(c) MCQO’s SNP Contract Amendment as proposed by CMS;
(d) Integration of the CAHPS survey to streamline administration, and

(e) Streamlining of quality assurance reporting and testing of potential quality
measures; and

(F) Other MOU items as necessary.
(G) Integrated Care System Partnerships.

(1) The MCO shall develop and maintain coordination of care and other arrangements
with primary, acute and long term care providers as outlined in section 7.9, Integrated
Care System Partnerships.

(2) The MCO will participate in a clinical work group for continuing development of
ICSP quality metrics, and reporting for ICSP models.

3.10.2 Communications For Dual Eligible Persons. The MSHO MCO agrees to integrate
all Medicare (including Part D) and Medicaid materials provided to Enrollees and Potential
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Enrollees to the extent allowed by CMS and the STATE. The STATE and the MCO will
develop model materials for this purpose through the collaborative MSHO Plan Member
Materials Workgroup per section 3.6.4(C) above. The MCO will work with the STATE to
assure that where CMS language misrepresents, or does not cover information about all
Medicare and Medicaid benefits available to Duals, clarifying language is included.

3.10.3 Continued Integration of Medicare and Medicaid Benefits under MSHO and
MOU. The MCO will cooperate with the STATE and CMS under the terms of this Contract
and the MOU to promote the continued integration of Medicare and Medicaid benefits for
MSHO Enrollees. The MCO shall respond to reasonable requests from the STATE for SNP
operational, benefit, network, financial and oversight information that directly impacts the
continued integration of Medicare and Medicaid benefits in order to maintain a seamless
service delivery of Medicare and Medicaid benefits to Enrollees. The MCO shall notify the
STATE of significant changes in Medicare information to beneficiaries, benefits, networks,
service delivery, oversight results or policy that are likely to impact the continued integration
of Medicare and Medicaid benefits under this contract. The STATE shall notify the MCO of
Medicaid changes that are likely to affect its CMS SNP contract.

3.10.4 Proposed Plan Benefit Packages (PBPs) and Bids. The MCO will provide a copy
of its CMS submitted SNP bid to the STATE’s contracted actuarial firm within thirty (30)
days of submission to CMS for the purpose of assuring that the STATE does not duplicate
payments on any provided services. The MCO will provide a copy of the MCO’s approved
CMS bid to the STATE’s actuarial firm, if the approved bid differs significantly from the
submitted bid. The STATE will not directly review this bid information. The MCO must
identify information as trade secret prior to or at the time of its submission to the actuarial
firm for the STATE to consider classifying such trade secret data as non-public, as described
in section 9.6.

3.10.5 SNP Participation Requirement for MSHO; Medicare Savings.
(A) The MCO agrees to meet CMS requirements as a low income benchmark plan.

(B) The MCO/SNP agrees to apply any Medicare savings not utilized to buy down the
Medicare Part D premium to meet the LIS standard in accordance with CMS guidance or
required to be returned to CMS, for the benefit of Dually Eligible Enrollees of the SNP
and agrees to consult with STATE about any such benefits offered prior to the initial
submission of the bids to CMS. If there are significant changes after CMS approval, the
MCO agrees to notify the STATE of changes in such benefits following the approval of
the bid.

3.10.6 Medicare Medication Therapy Management Programs. The MCO will provide
the STATE with an update of its current Medicare Medication Therapy Management
programs and protocols upon request of the STATE.

3.10.7 Relationships with Providers for MSHO. Pursuant to 42 CFR Part 422, subpart E,
the MCO shall comply with all applicable Provider requirements for MSHO in that section,
including, but not limited to: Provider certification requirements; anti-discrimination
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requirements; Provider participation and consultation requirements; the prohibition on
interference with Provider advice; limits on Provider indemnification; rules governing
payments to Providers; Medicare cost sharing; and limits on Physician Incentive Plans.

(Remainder of page intentionally left blank.)
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Article. 4 Payment.
4.1 Payment of Capitation.

4.1.1 Payment. Except as noted below in section 4.1.2, on the STATE’s first warrant date
or the 14th day of each month, whichever is earlier, the STATE agrees to pay the MCO the
following rates as specified in the Payment Appendices attached hereto, per month, per
Enrollee enrolled with the MCO as full compensation for Medical Assistance goods and
services provided hereunder in that month, under this Comprehensive Risk Contract. For the
Capitation Payment for those Enrollees who have been reinstated, the STATE agrees to pay
the MCO on the next available warrant.

4.1.2 Exceptions to Payment Schedules. Section 4.1.1 does not apply to:

(A) Capitation Payments for services provided in the month of June, for which payment
shall be made no earlier than the first day of each July, pursuant to Minnesota Statutes,
8§ 256B.69, subd. 5d; and

(B) The delay of $270,000,000 of capitation payments to MCQOs due in the second
quarter (pursuant to Laws of Minnesota 2015, Ch. 71, Art. 11, sec. 64 ). Affected
delayed capitation payments for services provided in the month of April and/or May shall
be paid no earlier than the first day of each July and no later than July 31.

(C) With thirty (30) days advance notice, at the request of the office of Minnesota
Management and Budget for purposes of managing the state’s cash flow, the STATE may
delay the capitation payment for up to two full warrant cycles twice during the course of
this Contract. One delay may take place between January 1 and April 30 of the Contract
Year. A second delay may take place between August 1 and December 31 of the
Contract Year.

(D) Any excess of total payments to the MCO that exceed $99,999,999.99 in a single
warrant period. The STATE shall pay any such excess in the next warrant period, up to
$99,999,999.99, with any excess from that period to be paid in the following warrant
period, and so on. At its option, the STATE may choose to make more than one payment
in a warrant cycle.

(E) In the event of an Emergency Performance Interruption (EPI) that affects the
STATE’s ability to make payments, the STATE will make payments to the MCO in
accordance with the STATE’s Business Continuity Plan.

(F) Return of Withheld Funds. As required by Minnesota Statutes, 8 256B.69, subd. 5a:

(1) The Non-Performance-Based Total 37.5% (3.0 / 8.0 x 100) of the withheld funds
shall be returned with no consideration of performance, no sooner than July 1st and
no later than July 31st of the subsequent Contract Year.

(2) The Performance-based Withhold will also be returned as required by Minnesota
Statutes, § 256B.69, subd. 5a.
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4.2 Medicaid Capitation Payment. The STATE will pay to the MCO a Medicaid Capitation
Payment for each Enrollee in accordance with Article 4 for the month in which coverage
becomes effective and thereafter until termination of Enrollee coverage pursuant to section 3.2
becomes effective.

4.2.1 Medicare:

(A) For MSHO Enrollees with only Part A or Part B, the STATE will pay the Medicaid
capitation until the Enrollee is disenrolled from MSHO.

(B) During periods when an Enrollee with only one part of Medicare is enrolled in
MSHO, the MCO or its subcontractors may bill Medicare fee-for-service for services
covered by Medicare.

4.2.2 Description of Rate Cell Category Components.
(A) For MSHO.

(1) The MSHO Institutionalized Rate Cell Category includes the following
components, which are adjusted for age, sex and county or region:

(a) Medicaid Institutional Basic Care rate.

(2) The MSHO Community EW Rate Cell Category includes the following
components, which are adjusted for age, sex and county or region:

(a) Medicaid Community EW Basic Care rate.
(b) Elderly Waiver Add-On.
(c) Medicaid one hundred and eighty (180) day NF Add-On.

(3) The MSHO Community Non-EW Rate Cell Category includes the following
components, which are adjusted for age, sex and county or region:

(@) Medicaid Community Non-EW Basic Care rate.
(b) Medicaid one hundred and eighty (180) day NF Add-On.

(4) The MSHO Community Non-EW Hospice Rate Cell Category includes the
following components, which are adjusted for age, sex and county or region:

(@) Medicaid Community Non-EW Basic Care rate.

(5) The MSHO Community EW Hospice Rate Cell Category includes the following
components, which are adjusted for age, sex and county or region:
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(a) Medicaid Community EW Basic Care rate.
(b) 50% of the Elderly Waiver Add-On.
(B) For MSC+.

(1) The MSC+ Institutionalized Rate Cell includes the following component, adjusted
for age, sex, Medicare status and region or county:

(a) Medicaid Institutional Basic Care payment rate.

(2) The MSC+ Community EW Rate Cell includes the following components, which
are adjusted for age, sex, Medicare status and region or county:

(a) Medicaid Community EW Basic Care payment rate.
(b) EW Waiver Add-On.
(c) Medicaid NF one hundred and eighty (180) day Add-On.

(3) The MSC+ Community Non-EW Rate Cell includes the following components,
which are adjusted for age, sex, Medicare status and region or county

(@) Medicaid Community Non-EW Basic Care payment rate.
(b) Medicaid NF one hundred and eighty (180) day Add-On.
4.2.3 Assignment of Rate Cells. Assignment of Rate Cells may be made based on:
(A) Information on the STATE MMIS,
(B) Information entered into MMIS by the MCO,
(C) Information contained on the MCO Enrollment Form,
(D) The Capitation Payment rates specified in this Article, and
(E) As specified by the STATE and CMS.
4.2.4 Requirements for Assignment of Rate Cell Categories for MSHO
(A) For MSHO:

(1) Categories. Rate Cell Categories shall be assigned by the STATE upon receipt of
the required information as specified in this section and section 3.1.5 above. Rate
Cell Categories shall be assigned prospectively for the next available month.

(2) Changes. Rate Cell Category changes due to a new living arrangement and/or
NHC status must be entered into MMIS on or before the enrollment Cut-Off Date in

[ MCO NAME ] 2017 MSHO/MSC+ Contract Page 87



order for the MCO to be paid at the rate corresponding to the new Rate Cell Category
at the time that the Capitation Payment is to be paid.

(3) Post-Cut-Off Changes. When a Rate Cell Category change has been entered in the
STATE MMIS after the enroliment Cut-Off Date, the MCO will be paid at the rate
corresponding to the new Rate Cell Category at the time of the MCO’s next
Capitation Payment, unless the requirements provided for in section 4.2.8 are met.

(4) Community Non-EW (Rate Cell Category “A”):

(@) The Community Non-EW Rate Cell Category will be assigned to those
Beneficiaries who, at the time of enrollment in the MCO, are coded in a
community living arrangement in MMIS and are not on the Elderly Waiver
program for the 1st day of the following month.

(b) For changes in MSHO Rate Cell Categories after initial enrollment, the
Community Non-EW Rate Cell Category will be assigned after the MCO notifies
the STATE that an Enrollee is living in a community setting and has not been
assessed to receive EW services.

(5) Community Elderly Waiver (Rate Cell Category “B” and “C”):

(a) The Community EW Rate Cell Category will be assigned to those
Beneficiaries who, at the time of enrollment in the MCO, are coded in MMIS to
be in a community living arrangement and are enrolled in the Elderly Waiver for
the 1st of the following month.

(b) For changes in MSHO Rate Cell Categories after initial enrollment, the
Community EW Rate Cell Category will be assigned after the MCO:

1) Notifies the STATE that an Enrollee is living in a community setting; and
has indicated that the enrollee has received a Long Term Care Consultation
and has been identified to be in need of Elderly Waiver services; and

ii) Enters into MMIS the Screening Document (DHS-3247) completed for that
Enrollee.

(c) The Community EW Rate Cell Category will be assigned to those
Beneficiaries, who, at capitation, have an open EW span for the next available
month.

(d) EW services must be delivered to Enrollees who meet the EW Level of Care
criteria based on demonstrated need, and are eligible for payment of LTC
services. MCOs are responsible for delivery of EW services even if the EW Rate
Cell component was not paid in a given month.
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(6) Institutionalized (Rate Cell Category “D”):

(@) The institutional Rate Cell Category will be assigned to those Beneficiaries
who, at the time of enrollment in the MCO, are coded in an Institutionalized
living arrangement in MMIS.

(b) The Institutional Rate Cell Category will be assigned to those Beneficiaries
who, at capitation, do not have an open EW span for the next available month and
have an institutional living arrangement.

(c) MCOs will be required to close waiver spans promptly following placement in
a Nursing Facility of greater than thirty (30) days.

(B) The STATE reserves the right to retroactively recover overpayments of the EW and
NF Add-ons from the MCO that are identified as overpayments due to delays in closing
EW spans.

4.2.5 Hospice for MSHO (Rate Cell Categories “E” and “F”). The following Rate Cell
Categories will be assigned when an Enrollee elects Hospice:

(A) Community Non-EW Hospice (Rate Cell Category “E”): Indicates a Community
Non-EW Enrollee who has elected Hospice.

(B) (Community EW Hospice (Rate Cell Category “F”): Indicates a Community EW
Enrollee who has elected Hospice, excluding MFP Enrollees.

(C) Institutional Hospice: Rate Cell Category “D” will be assigned to Institutionalized
Enrollees electing Hospice.

4.2.6 Requirements for Assignment of Rate Cell Categories for MSC+.

(1) The Rate Cell shall be assigned by the STATE upon receipt of the required
information from the MCO as specified in this section. Rate Cells shall be assigned
prospectively for the next available month.

(2) Changes in Rate Cell due to new living arrangement and/or Elderly Waiver
Nursing Facility Certifiable (NHC) status must be entered in MMIS on or before the
Capitation Cut-Off Date in order for the MCO to be paid at the rate corresponding to
the new Rate Cell for the next available month. When a change to Rate Cell criteria
has been entered in MMIS after the enrollment Cut-Off Date, the MCO will be paid at
the rate corresponding to the new Rate Cell at the time of the MCO’s next Capitation
Payment, unless the requirements provided for in this section are met.

(3) Community Non-Elderly Waiver (Community Non-EW) Rate Cell.

(a) The Community Non-EW Rate Cell will be assigned to Enrollees who, at
capitation for MSC+, are coded in MMIS to be in a community living
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arrangement and are not enrolled in Elderly Waiver for the 1st of the following
month.

(b) The Community Non-EW Rate Cell will be assigned based on the Enrollee’s
living arrangement in MMIS, and absence of an EW Waiver span in MMIS.

(4) Community Elderly Waiver (Community EW) Rate Cell.

(@) The Community EW Rate Cell will be assigned to Enrollees who, at capitation
for MSC+, are coded in MMIS to be in a community living arrangement and are
enrolled in the Elderly Waiver for the 1st of the following month.

(b) EW services must be delivered to Enrollees who meet the EW Level of Care
criteria based on demonstrated need, and are eligible for payment of LTC
services. MCOs are responsible for delivery of EW services even if the EW Rate
Cell component was not paid in a given month.

(5) Institutionalized Rate Cell.

(@) The Institutional Rate Cell will be assigned to Enrollees who, at capitation for
MSC+, are coded in MMIS in an Institutionalized living arrangement.

(b) MCOs will be required to close waiver spans promptly following placement in
a Nursing Facility of greater than thirty (30) days.

(B) The STATE reserves the right to retroactively recover overpayments of the EW and
NF Add-ons from the MCO that are identified as overpayments due to delays in closing
EW spans.

4.2.7 Change in Living Arrangement Prior to Effective Date of Enrollment Capitation
Cut-Off. If the MCO discovers and promptly notifies the STATE that an Enrollee was
Institutionalized prior to the first effective date of MSC+ enrollment, and was assigned the
Nursing Facility Benefit based on the information in MMIS at the time capitation ran, the
STATE will retroactively close the “P”” span so that the MCO will not have liability for
Medicaid Nursing Facility days for this Enrollee, unless the conditions for a new Nursing
Facility benefit period are met.

4.2.8 Change in Living Arrangement Prior to Capitation Cut-off. If the MCO discovers
and promptly notifies the STATE that an Enrollee was Institutionalized prior to the first
effective date of MSC+ or MSHO enrollment, and was assigned an RCC of “A” or “B” for
MSHO or the Nursing Facility benefit for MSC+, based on the information in MMIS at the
time of enrollment, the STATE will retroactively close the “P” span so that the plan will not
have liability for Medicaid Nursing Facility days for this Enrollee, unless the conditions for a
new Nursing Facility benefit period are met.

4.2.9 Premium Tax; HMO Surcharge. Pursuant to applicable Minnesota Statutes, 82971,
and 8§ 256.9657, subd. 3, the MCO may be taxed on the premiums paid by the STATE under
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the Medical Assistance program. If the MCO is exempt or is no longer required to pay these
taxes, the MCOQO’s base rate will be adjusted to reflect that change.

4.2.10 Contingent Reduction in Health Care Access Tax. The Commissioner of
Management and Budget shall, by December 1 of the Contract Year, determine the projected
balance in the Health Care Access Fund. If the projected balance for the biennium reflects a
ratio of revenues to expenditures and transfers greater than one-hundred and twenty-five
percent (125%) and if the actual cash balance in the Fund is adequate, the Commissioner of
Management and Budget shall reduce the tax rates under subdivisions 1, 1a, 2, 3, and 4 of
Minnesota Statutes, § 295.52, for the subsequent calendar year sufficient to reduce the
structural balance in the Fund, as described in Minnesota Statutes, § 295.52, subd. 8. The
reduction, if any, shall be included in the rates shown in the Payment Appendices.

4.2.11 Health Insurance Providers Fee. If the MCO is identified by the Internal Revenue
Service as being subject to the annual health insurer fee (“Annual Fee”) required under
Section 9010 of the ACA, the STATE will make a payment in order to satisfy the
requirement for actuarial soundness set forth in 42 CFR 438.(4) for amounts paid by the
STATE under this Contract.

(A) MCO Duties.

(1) The MCO shall provide the STATE with a copy of its final Form 8963 and
Schedule A at the controlled entity level, as submitted to the IRS, within ten (10)
business days of the filing. The MCO shall also provide any corrected Form 8963
filings submitted to the IRS within ten (10) business days of the amended filing.

(2) The MCO shall also submit to the STATE:

(a) A schedule that reconciles direct premium (Form 8963, Schedule A, item (f))
for the MCO to Line 8 of the Minnesota Supplement Report #1.

(b) The dollar amount of revenue for Covered Services that the MCO determined
should be excluded from Form 8963, Schedule A, item (f), including but not
limited to long-term care, nursing home care, home health care, and
community-based care.

(c) If applicable, MCO shall provide information needed to calculate the effect of
taxes upon the final fee. This may include taxes paid that affect the final total to
be reimbursed to the MCO.

(3) The MCO shall provide the STATE with the preliminary calculation of the
MCQO’s Allocated Annual Fee (the amount of its Annual Fee allocable to this
Contract at the controlled entity level), as determined by the IRS, within ten (10) days
of receiving this information from the IRS.

(4) The MCO shall provide the STATE with the final calculation of the MCO’s
Allocated Annual Fee as determined by the IRS, no later than ten (10) business days
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of receiving this information from the IRS, with a data certification pursuant to
section 9.10.

(5) Upon request, the MCO shall provide any other documentation required by the
STATE to validate the MCO’s Allocated Annual Fee or apportionment among
Enrollee populations.

(B) STATE Duities.

(1) The STATE shall calculate an adjustment for non-deductibility of the Annual Fee
for federal and state income taxes, if any; and premium and surcharge taxes. The
result will be the MCQO’s “Adjusted Fee.”

(2) The STATE’s payment to the MCO’s for the Adjusted Fee shall be made when
the STATE determines the MCO has satisfactorily completed its duties in section
4.2.11(A).

(3) The STATE reserves the right to update the calculation and method of payment
for the MCQO’s Adjusted Fee based upon CMS requirements, including the exclusion
of appropriate Medicaid payments for long-term care, nursing home care, home
health care, and community-based care, or changes to regulations governing the
Annual Fee.

4.2.12 State-Operated Dental Clinic Services. In accordance with Minnesota Statutes, 8
256B.76, subd. 2(f), reimbursement for services rendered at state-operated dental clinics will
be as follows.

(A) The STATE shall calculate the dental payment for each state-operated dental clinic
based on their cost reports and provide to the MCO a payment report that will identify the
amount of payment due to be paid to each state-operated dental clinic.

(B) The STATE will issue a gross payment adjustment to the MCO that will be the sum
of the payment amounts due to the state-operated dental clinics, no later than November
30 or sixty (60) days after the date the STATE provides their final cost report, whichever
is later. The MCO shall distribute the payments as specified by the STATE to each of the
state-operated dental clinics no later than thirty (30) days after notification of the gross
payment adjustment. The exact payment amount identified by the STATE is to be passed
through to the state-operated dental clinic.

(C) In the event that a state-operated dental clinic provides notice to the STATE that a
payment by the MCO is incorrect, the STATE will verify the correct payment and notify
both the clinic and MCO of the correct payment.

4.2.13 Risk Adjusted Payment for Long Term Care Elderly Waiver Services.

(A) Risk Adjustment Methodology. To account for variation in risk for the costs of EW
services among Enrollees, the STATE will calculate an MCO-specific risk score for the
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EW add-on rate in section 4.2.13 on an annual basis. The STATE agrees not to rebase the
base rates for risk adjustment during the term of this Contract.

(1) Development of Factors. The State has developed risk factors using individual
data on costs provided by the MCOs and characteristics of EW recipients from the
data available in the STATE’s MMIS system including LTCC screening document
data submitted by MCOs and demographic information. See Appendix 4, Long Term
Care Elderly Waiver Risk Adjusted Payment System.

(2) Calculation of Annual MCO Elderly Waiver Risk Scores.

(@) The MCOQO’s risk score for the Contract Year is based on an Enrollee roster
derived from paid MCO capitation claims for the month of August of the
previous Contract Year. Area, Age Group, and ADL Group factors for each EW
recipient are derived from the MMIS Data Warehouse claims and LTCC
Screening document tables as of the first data update in August of the year prior
to the start of the Contract Year. Elderly Waiver Enrollees without a valid and
current LTCC Screening document are excluded from the calculation. EW
recipient-level risk scores will be averaged to derive the overall MCO risk score.
(See Appendix 4.)

(b) The STATE will provide the MCO with EW recipient-level risk factors used
in calculating the plan’s overall risk score through its MN-ITS mailbox by
November 30 of the Contract Year.

(c) Risk scores will be held constant for the entire Contract Year.

4.2.14 EW Risk Adjustment Appeals. The MCO may appeal to the STATE the following
year’s risk score. Any appeal of risk scores must be filed with the STATE within six weeks
of notification of the risk factors. The basis for any appeal by the MCO under this section
shall be limited to whether or not the STATE correctly calculated the MCQO’s risk score
based on encounter data submitted in a timely manner as required by section 3.7.1. The risk
score appeal must contain a succinct explanation of why the MCO finds the scores incorrect,
with supporting data sufficient to allow the STATE to evaluate the appeal in a timely fashion.

(A) If the MCO appeals under this section, the STATE shall proceed with paying the
MCO the MCO?’s risk score until the appeal is resolved. If on appeal, the STATE is
found to have miscalculated the MCQ’s risk score, the STATE shall adjust the MCO’s
subsequent rates to correct the miscalculation.

(B) The MCO and the STATE shall each pay half the cost of investigating and resolving
the appeal, regardless of outcome.

4.2.15 EW and NF Add-On Payment Adjustment for MSHO and MSC+. The STATE
shall deduct from the MCO’s warrant an amount equal to all monthly Elderly Waiver Add-on
and NF Add-on Capitation Payments made in the calendar year prior to the current Contract
Year after an MSHO/MSC+ Enrollee has been Institutionalized for sixty (60) days, or upon
the prior year’s Care Plan audit in section 7.8.3 findings that an Enrollee was in an
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inappropriate Rate Cell. The STATE shall calculate the amount and notify the MCO at least
ninety (90) days prior to the adjustment of the warrant.

4.2.16 Senior Payment Rates. For MSHO and MSC+, monthly rates paid to the MCO shall
be paid by the STATE according to the payment rates specified in the Payment Appendix.
The MCO shall receive for each Enrollee the rate of the county of residence.

4.2.17 Basic Care Rates for Seniors. For the Contract Year, monthly payments paid by the
STATE to the MCO for Basic Care services for MSC+ and MSHO Enrollees shall be shown
in the Payment Appendix. These payments shall be 100% demographically based for all
Enrollees.

4.2.18 Nursing Facility Add-on Rates for Seniors. Monthly payments paid by the STATE
to the MCO for Nursing Facility services as described in section 4.9 shall be those identified
in the Payment Appendix.

4.2.19 Elderly Waiver Add-on Rates for Seniors. Monthly payments for Elderly Waiver
services shall be made by the STATE to the MCO as shown in the Payment Appendix, as
applicable.

4.3 Compliance Related to Capitation Payments.

4.3.1 Actuarially Sound Payments. All payments for which the STATE receives Federal
Financial Participation under this Contract, including risk adjusted payments and any risk
sharing methodologies must be actuarially sound pursuant to 42 CFR § 438.6. The STATE’s
contracted actuary must meet the independence requirements under the professional code for
fellows in the Society of Actuaries and must not have provided actuarial services to a MCO
during the period in which the actuarial services are being provided to the STATE. The
certification and attestation of actuarial soundness provided by the actuary must be auditable.

4.3.2 Financial Audit. As outlined in Minnesota Statutes, § 256B.69, subd. 9d, as revised
by Laws of Minnesota, Ch. 71, Art. 11, Secs. 36 and 37, the Office of the Legislative Auditor
(OLA) will conduct or contract with third-party vendors to conduct independent third-party
financial audits of the MCQO’s information identified in Minnesota Statutes, 8256B.69, subd.
9c, (b). The auditor will be required to determine compliance with the Medicaid managed
care rate certification process, and whether the administrative expenses and investment
income reported by the MCO are compliant with state and federal law. The audits shall be
conducted in accordance with generally accepted government auditing standards issued by
the United States Government Accountability Office. The MCO shall submit data to and
fully cooperate with the auditor, and provide the STATE and the auditor access to all data
required to complete the audits.

4.3.3 STATE Request for Data. In accordance with Minnesota Rules, Part 9500.1460,
subpart 16, the MCO shall comply with the STATE’s requests for data from the STATE or
its actuary for rate-setting purposes. The MCO shall make the data available within thirty
(30) days from the date of the request and in accordance to the STATE’s specifications,
including providing a data certification in accordance with section 9.10 of this Contract.
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4.3.4 Renegotiation of Prepaid Capitation Rates. The prepaid capitation rates shall be
subject to renegotiation not more than annually unless required by State or federal law,
regulation or directive, or necessary due to changes in eligibility or benefits.

4.3.5 No Recoupment of Prior Years’ Losses. The capitation rate shall not include
payment for recoupment of losses incurred by the MCO from prior years or under previous
contracts.

4.4 Medical Assistance Cost-Sharing for MSHO and MSC+. Except as noted in
section 4.4.1, Medical Assistance Enrollees must pay cost-sharing for the services described in
section 4.4.2.

4.4.1 Exceptions. The following Enrollees or services are exempt from cost-sharing:
(A) Enrollees expected to reside for thirty (30) days or more in an institution;
(B) Enrollees receiving Hospice care;

(C) American Indians who receive or have received a service(s) from an Indian Health
Care Provider, or through IHS CHS referral from an IHS facility;

(D) Emergency Services;
(E) Family Planning;
(F) Preventive services including:

(1) Services with a rating of A or B from the United States Preventive Services Task
Force, which includes tobacco use counseling and interventions (smoking cessation)
services;

(2) Immunizations recommended by the Advisory Committee on Immunization
Practices of the Centers for Disease Control and Prevention; and

(3) Preventive services and screenings provided to women as described in 45 CFR
§ 147.130.

(G) Services paid for by Medicare for which Medical Assistance pays the coinsurance
and deductible;

(H) Copayments that exceed one per day per Provider for non-preventive visits, and non-
emergency Vvisits to a hospital-based emergency department; and

(I) Chemical dependency treatment services pursuant to Minnesota Statutes, §254B.03,
subd. 2.

4.4.2 Medicaid Cost-Sharing Amounts.

[ MCO NAME ] 2017 MSHO/MSC+ Contract Page 95



(1) Except for anti-psychotic drugs for which no copayment is required, Enrollees
shall pay copayments of three dollars ($3.00) per prescription for brand name drugs,
and one dollar ($1) per prescription for generic drugs, with a combined maximum of
twelve dollars ($12.00) per month.

(2) Except for mental health services which are exempt from this copayment,
Enrollees shall pay copayments of three dollars ($3.00) per non-preventive visit.

For purposes of this paragraph, a “visit” means an episode of service which is
required because of an Enrollee’s symptoms, diagnosis, or established illness, and
which is delivered in an ambulatory setting by a physician or physician ancillary,
chiropractor, podiatrist, nurse midwife, advanced practice nurse, audiologist, optician,
or optometrist;

(3) Enrollees shall have a copayment for non-emergency use of the emergency
department of three dollars and fifty cents ($3.50) per visit.

(4) The MCO agrees to waive the monthly family deductible for both MSHO and
MSC+. The STATE will provide the amount no later than December 1 of the
previous calendar year. The MCO must track the amounts for reporting

(5) Cost-sharing and Family Income.

(a) For MSC+ Enrollees’ total monthly cost-sharing must not exceed five percent
(5%) of family income. For purposes of this paragraph, family income is the total
earned and unearned income of the Enrollee and the Enrollee’s spouse, if the

spouse is enrolled in Medical Assistance and also subject to the five percent limit
on cost-sharing as authorized by Minnesota Statutes, § 256B.0631, subd. 1, (a)(6).

(b) The MCO must provide to the Enrollee a notice, within five (5) days of
adjudicating the claim that causes the total cost-sharing to exceed five percent
(5%), for each month the Enrollee meets the five percent (5%) limit on cost-
sharing.

4.4.3 Cost-Sharing and Residents of Nursing Facility. For MSC+ Enrollees, upon
notification to the MCO that a Medical Assistance Enrollee has been a resident of a Nursing
Facility for thirty (30) days or more, the MCO shall ensure that its Providers do not require
the Enrollee to pay any cost-sharing, and shall reimburse its Providers any cost-sharing
amount paid. The MCO may submit an invoice and a data certification to the STATE for all
cost-sharing the MCO has reimbursed to its Providers in the previous quarter, no more often
than quarterly. The STATE shall verify the Medical Assistance Enrollee’s living
arrangement, and date of service on the encounter claim, prior to payment to the MCO for the
amounts the MCO claims to have reimbursed to its Providers.

4.4.4 Collection of Cost-Sharing. The MCO may delegate to the Providers of these services
the responsibility to collect the copayment.

4.4.5 Inability to Pay Cost-Sharing. The MCO must ensure that no Provider denies
Covered Services to an Enrollee because of the Enrollee’s inability to pay cost-sharing
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pursuant to 42 CFR 8447.52. The MCO must ensure that Enrollees can obtain services from
other Providers.

4.4.6 MCO Waiver of Medicaid Cost-Sharing for MSHO Community Enrollees. The
MCO has chosen to waive Medicaid cost-sharing for MSHO community Enrollees for the
term of this Contract. The MCO shall have a uniform policy to assure that the same amounts
of cost-sharing for the same types of services are waived for all MSHO community
Enrollees. Copays for the following services will be waived for MSHO community
Enrollees for the cost-sharing in section 4.4 above:

(A) Medicaid prescription drugs (those prescription drugs covered by Medicaid rather
than Medicare for dually eligible Medicare Enrollees);

(B) Nonpreventive visit;
(C) Non-emergency use of the emergency department;
(D) Family Deductible.

4.4.7 Notification to Enrollees of Cost-Sharing. The MCO shall explain the cost-sharing
policy in the MCO’s Evidence of Coverage and other materials for Enrollees. The MCO
shall not offer waiver of cost-sharing as an inducement to enroll for MSHO unless CMS has
approved waiver of payment of cost-sharing by the MCO as an additional benefit in the
MCQ’s Medicare bid process, and such waiver cannot be described in any of the MCO’s
Marketing Material.

4.4.8 Payment for Medicaid Covered Medicare Cost-Sharing. The MCO is responsible
for payment of Medicaid-covered Medicare cost-sharing where applicable. Medicaid-
covered Medicare cost-sharing is included in the rates in section 4.2.16. The MCO may limit
its payment to the provider (for Medicare Part B cost-sharing) to the amount included in the
rates paid to the MCO, consistent with Minnesota Statutes, § 256B.0625, subd. 57.

4.5 EW Waiver Obligations. Duties of the STATE and the MCO include:

(A) The STATE shall provide the MCO on a monthly basis with data extracts containing
monthly Recipient Waiver Obligation amounts for the MCO’s Enrollees for the past
thirty-six (36) months. The MCO shall reduce payments it makes to Providers of EW
services by the amount indicated on the STATE files, and shall notify Providers of the
amounts attributed to the Waiver Obligation.

(B) The MCO must reconcile Waiver Obligation changes and assure that they are
communicated to Providers. The MCO shall make adjustments to the payment made to
the EW Provider when a change in the waiver obligation amount is reported on the data
extract from the STATE. A Waiver Obligation may not be deducted until the service is
provided. The Enrollee is not obligated to pay the full amount of the Waiver Obligation
each month if the services are not utilized.
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(C) The MCO may delegate the billing and collection of the Waiver Obligation of
Enrollees to its EW service Providers.

(D) The MCO must require Providers to refrain from denying services because of non-
payment of the Waiver Obligation without proper notice to the Enrollee and the MCO. If
a Provider denies services because of non-payment of the Enrollee’s non-payment
Waiver Obligation, the MCO is obligated to find the Enrollee another Provider for the
service.

(E) The MCO must update this process when changes are made and provide an updated
copy, or notice of no change as applicable, to the STATE by April 15th of the Contract
Year.

4.6 Medicaid Managed Care Withhold. The STATE shall withhold eight percent (8%) from
the Basic Care Rate and BHH portions of the MCS+ and MSHO rates of the MCQO’s payments.
MSHO and MSC+ Medicaid Nursing Facility, and Home and Community Based Services,
payments are excluded from the withhold provision.

4.6.1 Return of Withhold Based on Performance. The Performance-Based withheld funds
(shown in section 4.6.4(B)(1)) shall be returned no sooner than July 1st and no later than July
31st of the year subsequent to the Contract Year only if, in the judgment of the STATE,
performance targets in section 4.6.2 are achieved.

4.6.2 Withhold Return Scoring for the 2017 Contract Year.

(A) The Performance-Based withheld funds will be returned to the MCO for the Contract
Year based on the following performance targets and assigned points:

(1) Repeat Deficiencies on the MDH QA Examination for MHCP, shall be worth
fifteen (15) points.

(2) Completion of and submission to STATE of the Care Plan audit in section 7.8.3,
following the care planning audit data abstraction protocol developed by the Care
Plan audit work group, shall be worth fifteen (15) points; and

(3) Initial Health Risk Screening or Assessment. Completion of initial health risk
screening or assessments per the formula in section 4.6.3(C) below shall be worth
thirty (30) points.

(4) Stakeholder Group Reporting. Maintaining a local or regional stakeholders group
as required in section 7.4.4, shall be worth fifteen (15) points. The MCO will submit
documentation that demonstrates the MCO responds to significant concerns raised by
stakeholder group participants.

(5) Annual Dental Visit, age 65+, shall be worth fifteen (15) points.
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(B) The percentage of the MCO’s withheld funds to be returned shall be calculated by
summing all earned points, dividing the sum by ninety (90) and converting to a
percentage. This percentage is referred to as the Withhold Score.

(C) If the STATE determines that any of the performance target measures are not
dependable, the measure(s) will be eliminated and the MCO shall be scored based on the
remaining performance target measures.

(D) All measures in section 4.6.2, except for the Repeat Deficiencies on the MDH QA
Examination, will be calculated from: 1) encounter data submitted pursuant to section
3.7.1 no later than May 31st of the year subsequent to the Contract Year by the MCO to
the STATE; 2) additional data sources approved by the STATE and in the STATE’s
possession; or 3) as otherwise stated below.

(E) The STATE shall provide data (humber of tests/ visits/ admissions/ member months)
and rates to the MCO on withhold measures in section 4.6.3.

(1) Data will be provided four (4) times per year in:
(a) January, for the previous calendar year;
(b) April, for the previous calendar year;
(c) July, for the first six months of the Contract Year;
(d) October, for the first nine months of the Contract Year; and

(2) These reports contain measurement estimates and are not the final rates that will
be used to determine if the MCO achieved its performance targets. The STATE
provides these estimates only to aid the MCQO’s compliance efforts.

(3) The reports will be based on data in the STATE’s possession at the time of the
report.

4.6.3 Administrative and Access/Clinical Performance Targets for MSHO and MSC+.

Detailed descriptions of each withhold measure are provided in the most recent version of the
STATE document titled “2017Managed Care Withhold Technical Specifications.” These
specifications are posted on the DHS Partners and Providers, Managed Care Organizations
website at www.dhs.state.mn.us/dhs16 139763 .

(A) Repeat Deficiencies on the MDH QA Examination. No partial whole number of
points will be assigned if the MCO fails to completely meet this performance target.

(1) Comply with the MDH licensing requirements and have no repeated deficiencies
related to MHCP that remain after the MCQ’s corrective action(s) that initially
resulted from the MCO’s MDH QA Examination.
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(2) If the MCO is not examined during the Contract Year, but remains in compliance
with MDH licensing requirements and any corrective actions assigned by MDH, the
MCO will receive all points available for this performance target.

(B) Care Plan Audit. Completion of and submittal to the STATE of the Care Plan audit
in section 7.8.3, following the care planning audit data abstraction protocol developed by
the Care Plan audit work group. No partial whole number of points will be assigned if the
MCO fails to completely meet this performance target.

(C) Initial Health Risk Screening or Assessment. The MCO shall conduct an initial risk
screening or assessment of each new MSHO and MSC+ non-EW community Enrollee’s
health needs in accordance with sections 6.1.4(A)(1) and 6.1.5(A)(1) of this contract. The
STATE will then calculate the timeliness of the assessment by using the following
formulas:

(1) Completed initial health risk assessments for community non-EW Enrollees new
to the MCO, that is, newly enrolled with the MCO for a minimum of sixty (60) days,
and completed within seventy-five (75) calendar days; and

(2) Initial health risk assessments completed by the MCO or its designees using data
submitted to the State no later than May 31, of the year following the Contract Year,
for new MSHO and MSC+ enrollments opened from January 1, through December 31
of the Contract Year.

(@) Timeliness will be determined by the date of enrollment compared to the date
the initial health risk screening or assessment is completed.

(b) The STATE will exclude retro-enrollment dates for this calculation, and will
also exclude Enrollee refusals.

(c) To qualify for the full points allotted to this performance measure, the MCO
must show that combined, initial health risk screenings or assessments were
completed in a timely manner for eighty-five percent (85%) of MSHO and MSC+
new Enrollees.

(d) Transition plans submitted by the MCO and approved by the State under
6.1.4(A)(1)(a) and 6.1.5(A)(1)(a) will be accounted for in the calculation.

(3) No partial whole number of points will be assigned if the MCO fails to completely
meet this performance target.

(D) MCO Stakeholder Group for MSHO/MSC+. The MCO will maintain a local or
regional stakeholder group as required in section 7.4.4. In order to qualify for the
withhold, the stakeholder group will meet at least twice per Contract Year. The MCO
will submit to the STATE twice per Contract Year, on or before December 15th,
documentation in the form of stakeholder meeting agendas and meeting minutes that
demonstrate the MCO response to significant concerns raised by stakeholder group
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participants. No partial whole number of points will be assigned if the MCO fails to
completely meet this performance target.

(E) Annual Dental Visit, age 65+. The Annual Dental Visit rate must be equal to or
greater than ten percent (10%) of the difference between the eighty percent (80%) target
and the rate of the year preceding the Contract Year. Partial scoring of a portion of the
withhold target points will be awarded commensurate with the achieved increase less
than the targeted amount. The percentage of increase will be calculated to the second
decimal. The number of points will be awarded on the percentage increase achieved. If
the MCO’s measurement rate is equal to or greater than the 80% target rate, all assigned
points will be awarded.

4.6.4 Return of Withheld Funds for MSHO and MSC+.

(A) For this Contract the funds available to be returned (the Withheld Total) shall be
calculated as the difference between:

(1) The total Basic Care Rate portion of the MSHO Capitation Payments and the
total Basic Care Rate portion of the MSC+ Capitation payments made to the MCO
for the Contract Year, (as of May 31st of the year subsequent to the Contract Year),
divided by 0.92 (92%); and

(2) The total Basic Care Rate portion of the MSHO Capitation Payments and the total
Basic Care Rate portion of the MSC+ Capitation Payments made to the MCO for the
Contract Year (as of May 31 of the year subsequent to the Contract Year).

(B) The amount of the withheld funds to be returned to the MCO shall be calculated as
follows:

(1) The Withheld Total shall be multiplied by 0.625 (5.0 / 8.0) or 62.5% to determine
the Performance-Based Total.

(2) The Performance-Based Total shall be multiplied by the Withhold Score, subject
to the Loss Limit in 4.6.4(B)(3) below.

(3) The difference between 4.6.4(B)(1) and 4.6.4(B)(2), the Loss Limit or amount of
the unreturned funds that are kept by the STATE, shall not exceed five percent (5%)
of the Performance-Based Total.

(4) The Withheld Total shall be multiplied by 0.375 (3.0 / 8.0) or 37.5% to determine
the Non-Performance-Based Total.

(5) The resulting amount from adding the Performance-Based Total and Non-
Performance-Based Total will be returned to the MCO according to section 4.1.2(F).
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4.7 Payment Errors

4.7.1 Payment Error in Excess of $500,000. If the STATE determines that there has been
an error in its payment to the MCO pursuant to Article 4 that resulted in overpayment or
underpayment in excess of $500,000, due to reasons not including rate-setting methodology,
or Fraud or Abuse by the MCO or the Enrollee, the STATE or the MCO may make a claim
under this section.

(A) Independent Audit. The STATE or the MCO may request an independent audit of
the payment error prior to recovery or offset by the STATE of the overpayment or
underpayment amount.

(1) The STATE shall select the independent auditor and shall determine the scope of
the audit, and shall involve the MCO in discussions to determine the scope of the
audit and selection of the auditor.

(2) The MCO must request the audit in writing within sixty (60) days from actual
receipt of the STATE's written notice of overpayment.

(3) Neither the STATE nor the MCO shall be bound by the results of the audit.

(4) The STATE shall not be obligated to honor the MCQO’s request for an independent
audit if in fact sufficient funds are not available for this purpose or if in fact an
independent auditor cannot be obtained at a reasonable cost. This does not preclude
the MCO from obtaining an independent audit at its own expense; however the MCO
must give reasonable notice of the audit to the STATE and must provide the STATE
with a copy of any final audit results.

(B) Inspection Procedures. The STATE and the MCO shall work together to develop
reasonable procedures for the inspection of STATE documentation to determine the
accuracy of payment amounts pursuant to Article 4.

(C) Two Year Limit to Assert Claim.

(1) The STATE shall not assert any claim for, seek the reimbursement of, or make
any adjustment for any alleged overpayment made by the STATE to the MCO under
this Contract more than two (2) years after the date such payment was actually
received by the MCO from the STATE.

(2) The MCO shall not assert any claim for, seek the reimbursement of, or make any
adjustment for any alleged underpayment made by the STATE to the MCO under this
Contract more than two (2) years after the date such payment was actually received
by the MCO from the STATE.

(3) Payment Offset. When possible, these payments shall be offset against or added
to future payments made according to this Article.
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(4) Notice. The parties shall notify each other in writing of intent to assert a claim
under this section.

4.7.2 Payment Error Not in Excess of $500,000. If the STATE determines there has been
an error or errors in its payment to the MCO pursuant to Article 4 that resulted in
overpayment or underpayment to the MCO not in excess of $500,000, and if such an error or
errors occurred because of reasons other than rate-setting methodology, or Fraud or Abuse by
the MCO or the Enrollee, the STATE or the MCO may make a claim under this section.

(A) One Year Limit to Assert Claim.

(1) The STATE shall not assert any claim for, seek the reimbursement of, or make
any adjustment for any alleged overpayment made by the STATE to the MCO under
section 4.1 more than one (1) year after the date such payment was actually received
by the MCO from the STATE. This one year limitation, along with the notice
requirement described in section 4.7.1(C)(4), does not apply to duplicate payments
made because of multiple identification numbers for the same Enrollee, payments for
full months for an Enrollee while Incarcerated, and payments for full months after the
death of the Enrollee.

(2) The MCO shall not assert any claim for or seek the reimbursement of or make any
adjustment for any alleged underpayment made by the STATE to the MCO more than
one (1) year after the date such payment was actually received by the MCO from the
STATE.

(3) The parties shall notify each other in writing of any intent to assert a claim under
this section.

4.8 Compliance Related to All Payments

4.8.1 Assumption of Risk. The MCO shall assume the risk for the cost of comprehensive
services covered under this Contract and shall incur the loss if the cost of those services
exceed the payments made under this Contract, except as otherwise provided in Article 4 of
this Contract.

4.8.2 CMS Approval of Contract. Approval of the Contract by CMS is a condition for
Federal Financial Participation. If CMS disapproves the rates in the Payment Appendices,
and CMS and the STATE subsequently agree upon revised rates that are actuarially sound:

(A) The STATE shall adjust MCO payments to bring previous payments in line with
rates agreed upon by the STATE and CMS. When possible, a recovery for an
overpayment or payment due because of an underpayment shall be offset against or
added to future payments made according to section 4.1 of this Contract.

(B) For the remainder of the contract term the contract shall be amended, with rates
agreed upon by the STATE and CMS, pursuant to Article. 19 of this Contract.
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4.8.3 Payment of Clean Claims. The MCO shall promptly pay all Clean Claims, and
interest on Clean Claims, when applicable, whether provided within or outside the Service
Area of this Contract consistent with 42 USC 8 1395(h)(c)(2); 42 USC § 1395u(c)(2)); and
42 USC 8§ 1396a (a)(37), 42 CFR Parts 447.45 and 447.46, and Minnesota Statutes,

§ 256B.69, subd. 6, clause (b), § 16A.124, and 8§ 62Q.75.

4.9 Payment for Skilled Nursing Facility/Nursing Facility Benefit.

(A) 180-Day SNF/NF Benefit Period For MSHO. The MCO is responsible for services
co