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This Contract, made on , 2013, is between the Department of Health and
Human Services, acting by and through the Centers for Medicare & Medicaid Services
(CMS), the state of California, acting by and through the Department of Health Care
Services (DHCS) and (the Contractor). The Contractor's principal place of
business is

WHEREAS, CMS is an agency of the United States, Department of Health and Human
Services, responsible for the administration of the Medicare, Medicaid, and State
Children’s Health Insurance Programs under Title XVIII, Title XIX, Title XI, and Title
XXI of the Social Security Act;

WHEREAS, DHCS is an agency responsible for operating a program of medical
assistance under 42 U.S.C. § 1396 et seq and California Welfare and Institutions Code §
14000 et seq, designed to work closely with health care professionals, county
governments and health plans to provide a health care safety net for California’s low-
income and persons with disabilities;

WHEREAS, a purpose of this Contract is to test a new model of payment and service
delivery pursuant to 1115A of the Social Security Act;

WHEREAS, the Contractor is in the business of ensuring access to care needed to
improve health and quality of life, and CMS and DHCS desire to purchase services
from the Contractor to offer quality, accessible care; improve care coordination among
medical care, behavioral health, and long-term services and supports; and further the
goals of the Olmstead Decision;

WHEREAS, the Contractor agrees to furnish these services in accordance with the
terms and conditions of this Contract and in compliance with all federal and state laws
and regulations;

NOW, THEREFORE, in consideration of the mutual promises set forth in this Contract,
the parties agree as follows:



1. Definition of Terms

1.1.

1.2.

1.3.

1.4.

1.5.

1.6.

Adverse Action: (i) The denial or limitation of authorization of a requested
service; (ii) the reduction, suspension, or termination of a previously
authorized service; (iii) the denial of payment for a service; (iv) the failure to
provide services in a timely manner; or (v) the failure to respond to an
Appeal in a timely manner.

Actual Non-Service Expenditures - The Contractor’s actual amount incurred
for non-service expenditures, including both administrative and care
management costs, for Enrollees during each Demonstration Year. These
costs will exclude costs incurred by the Contractor prior to the start of the
Demonstration. Any reinsurance costs reflected here will be net reinsurance
costs.

Actual Service Expenditures - The Contractor’s actual amount paid for
Covered Services (as defined in Appendix A) delivered during each
Demonstration Year. Actual Service Expenditures shall be priced at the
Contractor fee level and should include all payments to providers for
Covered Services, including pay-for-performance payments, risk-sharing
arrangements, or sub-capitation payments.

Adjusted Final Capitation Rate Revenue - The Adjusted Interim Capitation
Rate Revenue with the Minimum Savings Percentages, rather than the
County-Specific Interim Savings Percentages, applied. This is determined by
multiplying the Adjusted Interim Capitation Rate Revenue by (1- the
Minimum Savings Percentage) / (1- the County-Specific Interim Savings
Percentage).

Adjusted Interim Capitation Rate Revenue - The Total Capitation Rate
Revenue excluding the monthly capitation payments for Medicare Part D
services, and any risk adjustment or reconciliation associated with Medicare
Part D payments.

Adjusted Non-Service Expenditures - The Contractor’s Actual Non-Service
Expenditures, adjusted to reflect the following:

- Exclusion of any costs, including care management, associated with
Medicare Part D services as identified in CMS bid instructions and other
guidance;

- Exclusion of costs greater than 125% of the medical cost per member per
month across all participating Contractors during the Demonstration Year.



1.7.

1.8.

1.9.

1.10.

1.11.

1.12.

Consideration will be given to any Contractor with significant non-typical
membership mixes that may cause this exclusion to come into effect;

- Exclusion of reinsurance costs (net of reinsurance premiums); and

- Adjustments resulting from CMS and the state’s review of the Contractor’s
non-service expenditures to address any inappropriate or excessive non-
service expenditures (including executive compensation and stop loss
expenditures).

Adjusted Service Expenditures - The Contractor’s Actual Service
Expenditures, adjusted to reflect the following:

- Exclusion of the net cost of all services provided under Medicare Part D;
- Reductions to reflect any recoveries from other payors outside of claims
adjudication, including those pursuant to coordination of benefits, third party
liability, rebates, supplemental payments, adjustments in claims paid,
adjustments from providers including adjustments to claims paid, and
Enrollee contributions to care. These adjustments shall exclude any
adjustments associated with coverage of Medicare Part D services; and

- Adjustments resulting from CMS and the state review of Contractor
reimbursement methodologies and levels to address any excessive pricing.

Appeal - In general, an Enrollee’s actions, both internal and external to the
Contractor requesting review of the Contractor’s denial, reduction or
termination of benefits or services, from the plan. Appeals relating to Medi-
Cal covered benefits and services shall proceed pursuant to the laws and
regulations governing Medi-Cal appeals. Appeals relating to Medicare
covered benefits and services shall proceed pursuant to the laws and
regulations governing Medicare appeals.

Behavioral Health — An all-inclusive term referring to mental health services
provided through the mental health plan (MHP) or Contractor and substance
use disorder services.

Cal MediConnect — California’s state-specific name for the Capitated
Financial Alignment Model Demonstration.

Cal MediConnect Plan (also, Prime Contractor or Contractor) — A health
plan or other qualified entity jointly selected by the state and CMS for
participation in this Demonstration.

Cal MediConnect Ombuds Program- The independent contractor
established to safeguard the rights and dignity of all beneficiaries supported



1.13.

1.14.

1.15.

1.16.

1.17.

1.18.

by Cal MediConnect. This office will be responsible for assisting and
resolving issues that enrollees may encounter with Cal MediConnect Plans.

California (or state) — For purposes of this document, California (or state) is
generally used to refer to DHCS, though it may encompass collectively CDA,
DHCS, DMHC, and DSS.

Capitated Financial Alignment Model Demonstration (“the
Demonstration”) — A model in which a state, CMS, and a Contractor enter
into a three-way Contract, and the Contractor receives a prospective blended
capitation payment to provide comprehensive, coordinated care.

Capitated Financial Alignment Model Memorandum of Understanding
(CFAM-MOU) — For purposes of this contract, this is a document between
CMS and California regarding a Federal-State Partnership to Test a Capitated
Financial Alignment Model (signed March 27, 2013). This MOU document
details the principles under which CMS and the state plan to implement and
operate the Demonstration. It also outlines the activities CMS and the state
plan to conduct in preparation for implementation of the Demonstration,
before the parties execute this Contract setting forth the terms and conditions
of the Demonstration and initiate the Demonstration.

Capitation Rate — The sum of the monthly capitation payments (reflecting
coverage of Medicare Parts A & B services, Medicare Part D services, and
Medicaid services, pursuant to Appendix A of this Contract). Total Capitation
Rate Revenue will be calculated as if all Contractors had received the full
quality withhold payment.

Care Coordinator — A clinician or other trained individual employed or
contracted by the PCP or the Contractor who is accountable for providing
care coordination services, which include assuring appropriate referrals and
timely two-way transmission of useful Enrollee information; obtaining
reliable and timely information about services other than those provided by
the primary care provider; participating in the initial assessment; and
supporting safe transitions in care for Enrollees moving between settings.
The Care Coordinator serves on one or more Interdisciplinary Care Teams
(ICT), coordinates and facilitates meetings and other activities of those ICTs.
The Care Coordinator also participates in the Initial Assessment of each
Enrollee on whose ICT he or she serves.

Care Plan Option (CPO) Services - A CPO service is optional under the



1.19.

1.20.

1.21.

1.22.

1.23.

1.24.

1.25.

beneficiary’s Individualized Care Plan (ICP). A CPO service is designed to
only supplement, not replace, the required Medi-Cal services under the
beneficiary’s Individualized Care Plan (ICP). CPO services are offered
entirely at the Contractor’s discretion and not subject to appeal.

Centers for Medicare & Medicaid Services (CMS) — The federal agency
under the United States Department of Health and Human Services
responsible for administering the Medicare and Medicaid programs.

Chronic Mental Disorder — To be considered to have a Chronic Mental
Disorder, the Enrollee shall have one or more of the following diagnoses or its
successor diagnoses included in the most recent version of the Diagnostic and
Statistical Manual of Mental Disorders published by the American Psychiatric
Association: (a) Pervasive Developmental Disorders, (b) Attention Deficit
and Disruptive Behavior Disorders, (c) Feeding and Eating Disorder of
Infancy, Childhood, or Adolescence, (d) Elimination Disorders, (f)
Schizophrenia and Other Psychiatric Disorders, (g) Mood Disorders, (h)
Anxiety Disorders, (i) Somatoform Disorders, (j) Factitious Disorders, (k),
Dissociative Disorders, (1) Paraphilias, (m) Gender Identity Disorders, (n)
Eating Disorders, (0) Impulse Control Disorders Not Elsewhere Classified (p)
Adjustment Disorders, (q) Personality Disorders, or (r) Medication-Induced
Movement Disorders.

Community Based Adult Services (CBAS) — Outpatient, facility-based
program that delivers skilled nursing care, social services, therapies, personal
care, family/caregiver training and support, nutrition services, and

transportation to eligible Medi-Cal beneficiaries, aged 18 years and older,
blind, or disabled.

Contract — The participation agreement that CMS and DHCS have with a
Contractor, for the terms and conditions pursuant to which a Contractor may
participate in this Demonstration.

Contract Management Team (CMT) — A group of CMS and DHCS
representatives responsible for overseeing the contract management functions
outlined in Section 3.1 of the Contract.

Contract Operational Start Date — The first date on which enrollment into
the Contractor’s Cal MediConnect coverage is effective.

Contractor — An entity approved by CMS and DHCS that enters into a
Contract with CMS and DHCS in accordance with, and to meet, the purposes



1.26.

1.27.

1.28.

1.29.

1.30.

1.31.

1.32.

1.33.

1.34.

1.35.

specified in this Contract.

County Organized Health System (COHS) — A type of Medi-Cal managed
care delivery model in which DHCS contracts with a single health plan
created by the County Board of Supervisors.

County Social Services Agency- Local county agency that administers the
IHSS program.

Covered Services — The set of services to be offered by the Contractor as
defined in Appendix A.

Denti-Cal - Adult dental benefits provided through Medi-Cal (California’s
Medicaid program).

Department of Aging (CDA) - In California, CDA administers programs that
serve older adults, adults with disabilities, family caregivers, and residents in
long-term care facilities throughout the state. CDA administers funds
allocated under the federal Older Americans Act, the Older Californians Act,
and through the Medi-Cal program. CDA certifies CBAS centers for
participation in the Medi-Cal Program and provides administrative oversight
for the MSSP waiver.

Department of Health Care Services (DHCS) - The state department in
California responsible for administration of the federal Medicaid Program
(referred to as Medi-Cal in California). DHCS is generally referred to as the
state in this document.

Department of Managed Health Care (DMHC) - The state department
charged with overseeing health care service plans licensed under the Knox-
Keene Act.

Department of Social Services (CDSS) - The state department responsible
for overseeing and providing social services, including the In Home Support
Services (IHSS) program.

Developmental Disability - A disability which originates before the
individual attains age 18, continues, or can be expected to continue,
indefinitely, and constitutes a substantial disability for that individual as
defined in the California Code of Regulations.

Drug Medi-Cal Benefits - The substance use disorder Medi-Cal benefits that
are listed in Title 22, California Code of Regulations, Section 51341.1(d) and
Welfare and Institutions Code Section 14132.03 (effective January 1, 2014).



1.36.

1.37.

1.38.

1.39.

1.40.

1.41.

1.42.

Dual-Plan Letter (DPL) - Dual-Plan Letters (DPLs) convey information or
interpretation of changes in policy or procedure at the federal or state levels,
and about changes in federal or state law and regulations. DPLs provide
instruction to Duals Plans on how to implement these changes on an
operational basis, and about how federal or state law affect the way in which
they operate, or deliver services to Enrollees. The Department shall notify and
consult with stakeholders, including the Contractor, prior to the issuance of a
DPL in compliance with the provisions of Welfare and Institutions Code
Section 14186.4(c).

Emergency Medical Condition — A medical condition that manifests 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 health of the individual (or with respect
to a pregnant woman, the health of the woman or her unborn child) in serious
jeopardy; (2) serious impairment to bodily functions; or (3) serious
dysfunction of any bodily organ or part.

Emergency Services - Inpatient and outpatient services covered under this
Contract that are furnished by a Provider qualified to furnish such services
and that are needed to evaluate or stabilize an Enrollee’s Emergency Medical
Condition.

Encounter Data - The record of an Enrollee receiving any item(s) or service(s)
provided through Medicaid or Medicare under a prepaid, capitated, or any
other risk basis payment methodology submitted to CMS. This record must
incorporate the Health Insurance Portability and Accountability Act of 1996
(HIPAA) security, privacy, and transaction standards and be submitted in the
ASC X12N 837 format or any successor format.

Enrollee — Any Medicare-Medicaid eligible individual who is enrolled with
a Contractor.

Enrollee Communications — Materials designed to communicate covered
services, policies, processes and/or Enrollee rights to Enrollees. This includes
pre-enrollment, post-enrollment, and operational materials.

Enrollment Broker — Entity contracted by DHCS through the Health Care
Options Program to provide information and enrollment assistance to
Medicare-Medi-Cal beneficiaries.



1.43.

1.44.

1.45.

1.46.
1.47.

1.48.

1.49.

1.50.

1.51.

Federally-Qualified Health Center (FQHC) — An entity that has been
determined by CMS to satisfy the criteria set forth in 42 U.S.C. §
1396d(a)(2)(C).

First Tier, Downstream and Related Entity — An individual or entity that
enters into a written arrangement that is acceptable to CMS and DHCS with
the Contractor, to provide administrative or health care services to the
Contractor under this Contract.

Geographic Managed Care (GMC) County — A county in which DHCS
contracts with two or more Knox Keene licensed health plans for Medi-Cal
managed care.

Grievance: See “Medicare Grievance” and “Medi-Cal Grievance”

Health Outcomes Survey (HOS) — Beneficiary survey used by CMS to
gather valid and reliable health status data in Medicare managed care for use
in quality improvement activities, plan accountability, public reporting, and
improving health.

Health Plan Management System (HPMS) — A system that supports
contract management for Medicare health plans and prescription drug plans
and supports data and information exchanges between CMS and health
plans. Current and prospective Medicare health plans submit applications,
information about Provider Networks, plan benefit packages, formularies,
and other information via HPMS.

Health Risk Assessment — An assessment tool which identifies primary,
acute, long-term services and supports, and Behavioral Health and functional
needs.

Healthcare Effectiveness Data and Information Set (HEDIS) — Tool
developed and maintained by the National Committee for Quality Assurance
that is used by health plans to measure performance on dimensions of care
and service in order to maintain and/or improve quality.

High Risk Enrollee — For risk stratification purposes, an Enrollee who is at
increased risk of having an adverse health outcome or worsening of his or her
health status if he or she does not receive initial contact by the Contractor
within 45 calendar days after coverage date. The higher risk Enrollees who
should be identified from the fee for service utilization data, include but are
not limited to Enrollees who:



1.52.

1.53.

1.54.

1.55.

1.56.

e Have been on oxygen within the past 90 days,

e Have been hospitalized within the last 90 days, or have had 3 or more
voluntary and/or involuntary hospitalizations within the past year
related to behavioral health illnesses,

e Have had 3 or more ER visits in the past year in combination with
other evidence of high utilization of services (e.g. multiple
prescriptions consistent with the diagnoses of chronic diseases),

e Have In Home Supportive Services (IHSS) greater than or equal to 195
hours/month,

e Are enrolled in the Multipurpose Senior Service Program (MSSP),

e Are receiving Community Based Adult Services (CBAS),

e Have ESRD, AIDS, and/or a recent organ transplant,

e Have been currently being treated for cancer,

e Have been prescribed anti-psychotic medication within the past 90
days,

e Have been prescribed 15 or more medications in the past 90 days, or

e Have other conditions as determined by the Contractor, based on local
resources.

Indian Enrollee — An individual who is an Indian (as defined in Section 4(c)
of the Indian Health Care Improvement Act of 1976 (25 U.S.C. §1603(c)).

Individualized Care Plan (ICP or Care Plan) — The plan of care developed
by an Enrollee and/or an Enrollee’s Interdisciplinary Care Team or health
plan.

Interdisciplinary Care Team (ICT) — A team comprised of the primary care
provider and Care Coordinator, and other providers at the discretion of the
Enrollee, that works with the Enrollee to develop, implement, and maintain
the ICP.

In-Home Supportive Services (IHSS) — Pursuant to Article 7 of California
Welfare and Institutions Code (WIC) (commencing with Section 12300) of
Chapter 3, and WIC Sections 14132.95, 14132.952, and 14132.956, IHSS is a
program that provides in-home care for people who cannot safely remain in
their own homes without assistance.

Long Term Services and Supports (LTSS) — A wide variety of services and
supports that help eligible beneficiaries meet their daily needs for assistance
and improve the quality of their lives. Examples include assistance with
bathing, dressing and other basic activities of daily life and self-care, as well
as support for everyday tasks such as laundry, shopping, and transportation.



LTSS are provided over an extended period, predominantly in homes and

communities, but also in facility-based settings such as nursing facilities. As
described in California WIC Section 14186.1, Medi-Cal covered LTSS includes
all of the following;:

In-Home Supportive Services (IHSS);

Community-Based Adult Services (CBAS);

Multipurpose Senior Services Program (MSSP) services; and
Skilled nursing facility services and subacute care services.

10



1.57.

1.58.

1.59.

1.60.

1.61.

1.62.

1.63.

1.64.

Low Risk Enrollee —Enrollee who does not meet the minimum requirements
of a High Risk Enrollee.

Marketing, Outreach, and Enrollee Communications — Any informational
materials targeted to Enrollees that are consistent with the definition of
marketing materials at 42 C.F.R. § 422.2260.

Medicaid — The program of medical assistance benefits under Title XIX of
the Social Security Act and various Demonstrations and waivers thereof.
California’s state-specific name for this program is Medi-Cal.

Medi-Cal Managed Care Behavioral Health Services- Behavioral Health
services specified in Section 14132.03 of the Welfare and Institutions Code
that will be provided by the Contractor beginning January 1, 2014.

Medi-Cal Appeal- A request for a fair hearing in accordance with California
Code of Regulations (CCR) Title 22, Section 51014.1 and Welfare and
Institutions Code section 10950.

Medi-Cal Grievance Process - A complaint from an enrollee related to Medi-
Cal benefits and services pursuant to Welfare and Institutions Code Section
14450 and California Health and Safety Code Sections 1368 and 1368.1.

Medically Necessary Services — Services must be provided in a way that
provides all protections to the Enrollee provided by Medicare and Medi-Cal.
Per Medicare, services must be reasonable and necessary for the diagnosis or
treatment of illness or injury or to improve the functioning of a malformed
body member, or otherwise medically necessary under 42 U.S.C. § 1395y. In
accordance with Title XIX law and related regulations, and per Medi-Cal,
medical necessity means reasonable and necessary services to protect life, to
prevent significant illness or significant disability, or to alleviate severe pain
through the diagnosis or treatment of disease, illness, or injury under WIC
Section 14059.5.

Medi-Cal Specialty Mental Health Services — The Medi-Cal services specified
in Title 9, California Code of Regulations (CCR), Section 1810.247. Specialty
mental health services do not include the Medi-Cal Managed Care Behavioral
Health Services specified in Section 14132.03 of the Welfare and Institutions
Code that will be provided by the Contractor beginning January 1, 2014.
Specialty mental health services are provided through a MHP, in accordance
with Chapter 11 of Division 1 of Title 9 of the CCR and include:

A. Rehabilitative services, which includes mental health services,

11



medication support services, day treatment intensive, day
rehabilitation, crisis intervention, crisis stabilization, adult residential
treatment services, crisis residential services, and psychiatric health
facility services;

B. Psychiatric inpatient hospital services;

C. Targeted Case Management;

D. Psychiatrist services; and

E. Psychologist services.

12



1.65.

1.66.

1.67.

1.68.

1.69.

1.70.

1.71.

1.72.

Medicare — Title XVIII of the Social Security Act, the federal health insurance
program for people age 65 or older, people under 65 with certain disabilities,
and people with End Stage Renal Disease (ESRD) or Amyotrophic Lateral
Sclerosis. Medicare Part A provides coverage of inpatient hospital services
and services of other institutional providers, such as skilled nursing facilities
and home health agencies. Medicare Part B provides supplementary medical
insurance that covers physician services, outpatient services, some home
health care, durable medical equipment, and laboratory services and
supplies, generally for the diagnosis and treatment of illness or injury.
Medicare Part C provides Medicare beneficiaries with the option of receiving
Part A and Part B services through a private health plan. Medicare Part D
provides outpatient prescription drug benefits.

Medicare Advantage — The Medicare managed care options that are
authorized under Title XVIII of the Social Security Act as specified at Part C
and 42 C.F.R. § 422.

Medicare Appeal — An Enrollee’s request for formal review of an adverse
action of the Contractor in regards to a Medicare service in accordance with
Section 2.15.

Medicare Grievance- A complaint from an enrollee related to Medicare
benefits and services pursuant to 42 C.F.R. § 422.564.

Medicare-Medicaid Coordination Office — Formally the federal
Coordinated Health Care Office, established by Section 2602 of the Affordable
Care Act.

Medicare-Medicaid Enrollee (or Enrollee) — For the purposes of this
Demonstration, an individual who is entitled to, or enrolled for, benefits
under Part A of title XVIII of the Social Security Act, and enrolled for benefits
under Part B of title XVIII of such Act, and is eligible for medical assistance
under a state plan under title XIX of such Act or under a waiver of such plan.

Mental Health Plan (MHP): Pursuant to Title 9, Section 1810.226, a MHP is
an entity that enters into a contract with DHCS to provide directly, or arrange
and pay, for Medi-Cal Specialty Mental Health Services. A MHP may be a
county, counties acting jointly or another governmental or non-governmental
entity.

Minimum Data Set (MDS) — A clinical screening system, mandated by
federal law for use in nursing facilities, that assesses the key domains of

13



1.73.

1.74.

1.75.

1.76.

1.77.

1.78.

1.79.

1.80.

function, health, and service use. MDS assessment forms include the MDS-
HC for home care and the MDS 2.0 for nursing facility residents.

Multi-Purpose Senior Services Program (MSSP) — A California-specific
program, the 1915(c) Home and Community-Based Services Waiver that
provides Home and Community-Based Services (HCBS) to Medi-Cal eligible
individuals who are 65 years or older with disabilities as an alternative to
nursing facility placement.

Network Provider — An appropriately credentialed and licensed individual,
facility, agency, institution, organization, or other entity that has an
agreement with the Contractor, or any First Tier, Downstream, or Related
Entity, for the delivery of services covered under the Contract. A Network
Provider must meet the requirements in Section 2.9.8.1.

Notice of Action (NOA) - written notice of any action within the timeframes
for each type of action as provided by 42 C.F.R. § 438.404 and 422.568.

Passive Enrollment — An enrollment process through which an eligible
individual is enrolled by DHCS into a Contractor’s plan following a
minimum 60-day advance notification that includes the opportunity for the
Enrollee to choose another plan or opt out prior to the effective date.

Post-Stabilization Care Services — Services related to an emergency
medical condition that are provided after an Enrollee is stabilized in order to
maintain the stabilized condition, or under some circumstances, to improve
or resolve the condition.

Primary Care Provider (PCP)-- A person responsible for supervising,
coordinating, and providing initial and primary care to patients; for initiating
referrals; and for maintaining the continuity of patient care. A PCP may be a
physician or non-physician medical practitioner.

Privacy — Requirements established in the Privacy Act of 1974, the Health
Insurance Portability and Accountability Act of 1996, and implementing
regulations, as well as relevant California privacy laws.

Program of All-Inclusive Care for the Elderly (PACE) — As defined in 42
C.F.R. Part 460.2-460.210, and authorized under California law at WIC section
14591 et seq., PACE is a capitated program for individuals over the age of 55
certified by DHCS for nursing home level of care. PACE organizations cover
all Medicare and Medicaid benefits, including medical services and long-term
services and support, organizes a comprehensive service delivery system
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1.81.

1.82.

1.83.

1.84.

governed by federal regulations, and integrate Medicare and Medicaid
financing. PACE is a three-way partnership between the federal
Government, California, and the PACE Organizations.

Provider Network — A network of health care and social support providers,
including but not limited to primary care physicians, nurses, nurse
practitioners, physician assistants, Care Coordinators, specialty providers,
Behavioral Health providers, community and institutional long-term care
providers, pharmacy providers, and acute providers employed by or under
subcontract with the Contractor. (See Appendix C of the Contract).

Public Authority - An entity established by a county board of supervisors,
pursuant to Welfare & Institutions Code section 12306.1(a)(2), to provide for
the delivery of in-home supportive services.

Readiness Review — Prior to being eligible to accept Demonstration
enrollments, each prospective Contractor selected to participate in the
Demonstration must undergo a Readiness Review. The Readiness Review
evaluates each prospective Contractor’s ability to comply with the
Demonstration requirements, including but not limited to, the ability to
quickly and accurately process claims and enrollment information, accept and
transition new Enrollees, and provide adequate access to all Medicare and
Medicaid-covered Covered Services that are Medically Necessary with
Enrollee protections. Only Contractors passing the readiness review will
participate in the Demonstration. At a minimum, each Readiness Review
includes a desk review and a site visit to the prospective Contractor’s
headquarters.

Recovery Model — Framework for Behavioral Health that uses “recovery-
oriented” services in recognition that systems of care should ensure culturally
competent care for persons with severe mental illness and substance use
disorders in the most appropriate, least restrictive level of care necessary to
achieve meaningful outcomes such as health, home, purpose and community,
consistent with the system of care as set forth in California WIC Sections 5802
and 5806. Core practices within recovery-oriented systems include peer
support, individual choice and person-driven approaches. The recovery
model recognizes that Behavioral Health issues involve an individualized
complex interaction between social, environmental and physiological
components, and the need to incorporate all of these factors within the care
system in order to achieve health and wellness.
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1.85.

1.86.

1.87.

1.88.

1.89.

1.90.

Request for Solutions — Document released in December 2011 by DHCS to
assess if contractors have the requisite qualifications and resources suited to
provide seamless access to the full continuum of medical care and social
supports and services that Enrollees need to maintain good health and a high
quality of life in the setting of their choice.

Service Area- The county or counties that the Contractor is approved to
operate in under the terms of this Contract. A Service Area may have
designated ZIP Codes (under the U.S. Postal Service) within a county that are
approved by CMS and DHCS to operate under the terms of this Contract. See
Appendix I for the Service Area for this contract.

Skilled Nursing Facility (SNF) — As defined in Title 22, CCR, Section
51121(a), any institution, place, building, or agency which is licensed as a SNF
by the California Department of Public Health (CDPH) or is a distinct part or
unit of a hospital, meets the standard specified in Section 51215 of these
regulations (except that the distinct part of a hospital does not need to be
licensed as a SNF) and has been certified by DHCS for participation as a SNF
in the Medi-Cal program. Section 51121(b) further defines the term "Skilled

Nursing Facility" as including terms "skilled nursing home", "convalescent
hospital", "nursing home", or "nursing facility".

State Fair Hearing - A “state fair hearing” is a quasi-judicial proceeding
conducted by a judge, during which each hearing party may present
arguments and evidence, including witness(es), and cross examine
witness(es) against them, with respect to a decision regarding the availability
or delivery of services or benefits, made by an agency. An “agency” is a
government unit or managed care health plan involved in a hearing as a
hearing party. Such agencies include all 58 California counties, the Los
Angeles Department of Children and Family Services, the California
Department of Aging, the CDSS Office of Services to the Blind, all 27 Medi-
Cal Field Offices, and several CDHS units, including: Beneficiary Utilization
Review Unit, Benefits Branch-Vision, In-Home Operations, Managed Care
Operations Branch, Recovery Section, and Office of Medi-Cal Dental Services.

Threshold Languages — As specified in annual guidance to Contractors on
specific translation requirements for their service areas.

Total Adjusted Expenditures - The sum of the Adjusted Service
Expenditures and the Adjusted Non-Service Expenditures.
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1.91.

1.92.

1.93.

Total Capitation Rate Revenue - The sum of the monthly capitation
payments for the Demonstration Year (reflecting coverage of Medicare Parts
A/ B services, Medicare Part D services and Medicaid services, pursuant to
Appendix A of this contract) including: 1) the application of risk adjustment
methodologies, as described in Section 4.2; and 2) any payment adjustments
as a result of the reconciliation described in Section 4.5. Total Capitation Rate
Revenue will be calculated as if all Contractors had received the full quality
withhold payment.

Two- Plan County — A type of Medi-Cal managed care delivery model in
which DHCS contracts two plans, offering beneficiaries a choice of health
plan a with a “Local Initiative” (LI) and a “commercial plan” (CP). AnLlisa
non-profit, locally government health plan serving Medi-Cal beneficiaries.

Urgent Care — Services required to prevent serious deterioration of health
following the onset of an unforeseen condition or injury (i.e., sore throats,
fever, minor lacerations, and some broken bones). Medical services required
promptly to prevent impairment of health due to symptoms that do not
constitute an Emergency Medical Condition, but that are the result of an
unforeseen illness, injury, or condition for which medical services are
immediately required. Urgent Care is appropriately provided in a clinic,
physician’s office, or in a hospital emergency department if a clinic or
physician’s office is inaccessible. Urgent Care does not include primary care
services or services provided to treat an Emergency Condition.
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2. Contractor Responsibilities

Through the Capitated Financial Alignment Model Demonstration (the
“Demonstration”), CMS and DHCS will work in partnership to offer Medicare-
Medicaid Enrollees the option of enrolling in a Contractor’s plan, which consists of a
comprehensive network of health and social service providers. The Contractor will
deliver and coordinate all components of Medicare and Medi-Cal Covered Services for

Enrollees.

2.1. Compliance: The Contractor must, to the satisfaction of CMS and DHCS:

2.1.1.

2.1.2.

2.1.3.

2.14.

2.1.5.

2.1.6.

Comply with all provisions set forth in this Contract.

Comply with all applicable provisions of federal and state laws, the
CFAM-MOU, regulations, guidance, waivers, Demonstration terms
and conditions, including the implementation of a compliance plan.
The Contractor must comply with the Medicare Advantage
requirements in Part C of Title XVIII, and 42 C.F.R. Part 422 and Part
423, except to the extent that variances from these requirements are
provided in the CFAM-MOU.

Maintain appropriate licensure as a health care service plan in
accordance with the Knox-Keene Health Care Service Plan Act of 1975
as amended and have no adverse actions with regard to enforcement
or quality management. County-Organized Health System (COHS)
plans are exempt from Knox-Keene licensure for their Medi-Cal
business pursuant to WIC Section 14087.95.

The Contractor agrees that it will develop and implement an effective
compliance program that applies to its operations, consistent with 42
C.F.R. § 420, et seq, 42 C.F.R. § 422.503, and 42 C.F.R. §§ 438.600-610, 42
C.F.R. §455.

Comply with all applicable administrative bulletins and plan letters
issued by DHCS.

Maintain its contract with the DHCS for the provision of covered
services under the Medi-Cal program.

2.2. Contract Management and Readiness Review Requirements

2.21.

Contract Readiness Review Requirements

22.11. CMS, or its designee, with participation by DHCS, will
conduct a Readiness Review of each Contractor, which must
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be completed successfully prior to the Contract Operational

Start Date.

221.2. CMS and DHCS Readiness Review Responsibilities

22.1.21. CMS and DHCS, or its designees, will conduct a
Readiness Review of each Contactor that will include,
at a minimum, one on-site review. This review shall
be conducted prior to enrollment of beneficiaries into
the Contractor’s Plan. CMS and DHCS, or its
designees, will conduct the Readiness Review to
verify the Contractor’s assurances that the Contractor
is ready and able to meet its obligations under the

Contract.

2.2.1.2.2. The scope of the Readiness Review will include, but is
not limited to, a review of the following elements:

221.221.

221222

2.21.223.

221224

221.225.

221.226.

221227.

Network Provider composition and access,
in accordance with Section 2.9;

Staffing, including Key Personnel and
functions directly impacting on Enrollees
(e.g., adequacy of Enrollee Services
staffing), in accordance with Section 2.10;

Capabilities of First Tier, Downstream and
Related Entities, in accordance with
Appendix C;

Care Coordination capabilities, in
accordance with Section 2.5.1;

Provider contracts templates, including any
Provider Performance Incentives, in
accordance with Sections 2.9 and 5.1.7;

Enrollee services capability (materials,
processes and infrastructure, e.g., call
center capabilities), in accordance with
Section 2.12;

Comprehensiveness of quality
management/quality improvement and
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utilization management strategies, in
accordance with Section 2.11.5 and 2.16;

2.2.1.2.2.8. Internal grievance and Appeal policies and

procedures, in accordance with Section 2.14
and 2.15;

22.1.2.29. Fraud and abuse and program integrity, in

accordance with Section 2.1.2;

2.2.1.2.2.10. Financial solvency, in accordance with

Section 2.18;

2.21.2.2.11. Information systems, including claims

221.23.

221.24.

22.1.25.

221.2.6.

payment system performance, interfacing
and reporting capabilities and validity
testing of Encounter Data, in accordance
with Section 2.19, including IT testing and
security assurances.

In County Organized Health Systems, the scope of the
Readiness Review will extend to the enrollment
functions that the Contractor will be conducting as
described in Section 2.3.1.

No individual shall be enrolled into the Contractor’s
Cal MediConnect Plan unless and until CMS and the
DHCS determine that the Contractor is ready and
able to perform its obligations under the Contract as
demonstrated during the Readiness Review.

CMS and DHCS or its designee will identify to the
Contractor all areas where the Contractor is not ready
and able to meet its obligations under the Contract
and provide an opportunity for the Contractor to
correct such areas to remedy all deficiencies prior to
the start of marketing.

CMS or DHCS may, in its discretion, postpone the
date the Contractor may start marketing or the
Contract Operational Start Date for any Contractor
that fails to satisfy all Readiness Review
requirements. If, for any reason, the Contractor does
not fully satisfy CMS or DHCS that it is ready and
able to perform its obligations under the Contract
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2.2.13.

prior to the start of marketing or the Contract
Operational Start Date, and CMS or DHCS does not
agree to postpone the Contract Operational Start
Date, or extend the date for full compliance with the
applicable Contract requirement, then CMS or DHCS
may terminate the Contract pursuant to Section 5.5 of
this Contract.

Contractor Readiness Review Responsibilities

2.2.1.3.1.

2213.2.

The Contractor shall demonstrate to CMS and DHCS
satisfaction that the Contractor is ready and able to
meet all Contract requirements identified in the
Readiness Review prior to the Contract Operational
Start Date, and prior to the Contractor engaging in
marketing of its Demonstration product;

Provide CMS and DHCS or its designee with the
corrected materials requested by the Readiness
Review.

222,  Contract Management

22.21.

The Contractor must employ a qualified individual to serve
as the compliance officer of its Capitated Financial
Alignment Model. The compliance officer must be primarily
dedicated to the Contractor’s program, hold a senior
management position in the Contractor’s organization, and
be authorized and empowered to represent the Contractor in
all matters pertaining to the Contractor’s program. The
compliance officer must act as liaison between the
Contractor, CMS, and DHCS, and has responsibilities
pursuant to this Contract, DHCS Dual-Plan Letters (DPLs)
and other relevant guidance and authorities that include but,
are not limited to, the following;:

2221.1.

2221.2.

Ensure the Contractor’s compliance with the terms of
the Contract, including securing and coordinating
resources necessary for such compliance;

Implement all action plans, strategies, and timelines,
including but not limited to those described in the

Contractor’s response to the approved Request for
Solutions (RFS);

21



2.2.3.

22.213.

22214.

2221.5.

2.2.2.1.6.

2221.7.

2.2.21.8.

2221.9.

Oversee all activities by the Contractor and its First
Tier, Downstream and Related Entities.

Receive and respond to all inquiries and requests
made by CMS and DHCS in timeframes and formats
specified by CMS and DHCS;

Meet with representatives of CMS or DHCS, or both,
on a periodic or as-needed basis and resolve issues
that arise within specified timeframes;

Ensure the availability to CMS and DHCS upon their
request, of those members of the Contractor’s staff
who have appropriate expertise in administration,
operations, finance, management information
systems, claims processing and payment, clinical
service provision, quality management, Enrollee
services, utilization management, Provider Network
management, and benefit coordination;

Coordinate requests and activities among the
Contractor, all First Tier, Downstream and Related
Entities CMS, and DHCS;

Make best efforts to promptly resolve any issues
related to the Contract identified either by the
Contractor, CMS, or DHCS; and

Meet with CMS and DHCS at the time and place
requested by CMS and the state, determine that the
Contractor is not in compliance with the requirements
of the Contract.

Organizational Structure

223.1.

Contractor shall maintain an organizational structure
sufficient to conduct the proposed operations and ensure
that its financial resources are sufficient for sound business
operations in accordance with:

223.1.1.

County Organized Health System, Geographic
Managed Care, and Two- Plan County: Title 28 CCR
Sections 1300.67.3, 1300.75.1, 1300. 76.3, 1300.77.1,
1300.77.2,1300.77.3, 1300.77 4, and Health and Safety
Code, Section 1375.1.
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224.

Delegation Oversight

2241.

2242,

2.243.

2244.

2.245.

2.24.6.

Contractor shall provide ongoing delegation oversight of the
structures, processes, and outcomes of First Tier,
Downstream, and Related Entities operations.

Contractor shall continually assess its First Tier,
Downstream, and Related Entities” ability to perform
delegated activities through initial reviews, on-going
monitoring, performance reviews, analysis of data, and
utilization of available benchmarks, if available.

Contractor’s Quality Improvement (QI) department shall
maintain documentation of oversight activities.

Contractor’s delegation oversight and monitoring activities
shall emphasize results. To that end, Contractor shall
identify areas requiring improvement and shall monitor the
performance of the First Tier, Downstream, and Related
Entities to ensure that such improvement occurs.

Contractor delegates activities to its First Tier, Downstream,
and Related Entities in accordance with terms and
conditions, contracts, applicable regulations, and this
contract.

Contractor shall provide delegation oversight of its First
Tier, Downstream, and Related Entities that includes the
following;:

2.24.6.1. Desktop and annual on-site revises;
2.2.4.6.2. Monitoring; and

2.2.4.6.3. Continuous improvement activities.

2.3. Enrollment Activities

23.1.

General Enrollment

23.1.1.

23.1.2.

Contractor shall accept all eligible beneficiaries as defined in
Appendix | - Eligible Populations.

Eligible beneficiaries residing within the Contractor Service
Area may be enrolled at any time up to six (6) months prior
to the end of the Demonstration. Eligible beneficiaries shall

23



2.3.1.3.

2.3.1.4.

2.3.1.5.

be accepted by Contractor in the order in which they apply
without regard to race, color, national origin, creed, ancestry,
religion, language, age, gender, marital status, sexual
orientation, health status, or disability.

Enrollee coverage shall begin at 12:01 a.m. on the first day of
the calendar month for which the eligible beneficiary's name
is added to the approved list of Enrollees furnished by CMS
and the DHCS Enrollment Broker. The term of enrollment
shall continue unless this Contract expires, is terminated, or
the Enrollee is disenrolled under the conditions described in
Section 2.3.2, Disenrollment.

Enrollment will proceed unless restricted by CMS or the
state. Such restrictions will be defined in writing by CMS or
the state and the Contractor notified at least ten (10) calendar
days prior to the start of the period of restriction. Release of
restrictions will be in writing and transmitted to the
Contractor at least ten (10) days calendar prior to the date of
the release.

Intelligent Assignment. Enrollment activities specific to
Two-Plan Counties and GMC Counties (Alameda, Los
Angeles, San Diego, San Bernardino, Santa Clara,
Riverside):

23.1.5.1. Atleast ninety (90) days prior to the start of the Cal

MediConnect program, Contractor shall provide
DHCS with a complete list of Network Providers and
National Provider Identifier (NPI) numbers to assist
in the assignment of eligible beneficiaries as part of
the Passive Enrollment process. The Network
Provider list will include all network providers for
the Provider Network, where applicable.

2.3.1.5.2. Updates to the Network Provider list shall be sent to

DHCS on a quarterly basis for the purposes of
intelligent assignment, or as changes to the Provider
Network are applied.

2.3.1.5.3. As part of the enrollment process, DHCS will initially

assign an Enrollee to a Cal MediConnect Plan based
on a hierarchical logic in accordance with Section
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2.3.1.5.1. Enrollees shall have the ability to change Cal
MediConnect Plans at any time.

2.3.1.5.3.1. DHCS shall utilize the following hierarchical
logic to determine Primary Contractor Plan
assignment:

2.3.1.5.3.1.1.

23.1.53.1.2.

2.3.1.5.3.1.3.

23.153.14.

If a beneficiary is in a Medi-Cal
Managed Care Plan that is
participating in the Cal MediConnect
Program and is not enrolled in a
Medicare Advantage product, DHCS
will assign the beneficiary to the
matching Prime Contractor plan.

If a beneficiary is in fee-for-service
Medi-Cal and Medicare, DHCS will
match the beneficiary’s highest
utilized and paid prescribing and/or
rendering provider data [based on
the most recent and available twelve
(12) months of Medicare and Medi-
Cal claim data] to the list of Network
Providers supplied by the
Contractor, in accordance with
Section 2.3.1.5.1.

If only one (1) Cal MediConnect Plan
is identified with the beneficiary’s
provider(s) in its network, DHCS
will assign the beneficiary to that Cal
MediConnect Plan.

If two (2) or more Cal MediConnect
Plans are identified or if there is
insufficient claim data to match to a
Cal MediConnect Plan, the system
will select a Cal MediConnect Plan
based on an equal distribution ratio.
For example, if there are two (2) Cal
MediConnect Plans in the county,
DHCS will assign based on a 50/50
split. In San Diego, the system will
divide beneficiary assignments
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equally across the four (4) Cal
MediConnect Plans.

2.3.1.5.3.1.5. This distribution is dependent on
Contractor capacity and subject to be
altered per the direction of the
Contract Management Team (CMT).

2.3.1.5.4. DHCS will notify CMS and the Contractor of the
beneficiary assignments via the enrollment
transactions sent to CMS and the 834 Enrollment file.

2.3.1.5.5. DHCS will inform the Contractor of the provider
NPIs used in the plan selection process.

2.3.1.5.6. CMS will notify the Contractor of the beneficiary
assignments via the Daily Transaction Response
Reply (DTRR) file distributed through the CMS
Enrollment Broker.

2.3.1.5.7. Contractor is responsible for outreach to the Network
Provider for enrollment related activities and for
providing data to DHCS.

2.3.1.5.8. Contractor shall maintain systems to accept
enrollment transactions from CMS’ and the state’s
systems. Contractor shall process enrollment and
disenrollment transactions according to the Medicare-
Medicaid Plan Enrollment and Disenrollment
Guidance, posted at http://cms.gov/Medicare-
Medicaid-Coordination/ Medicare-and-Medicaid-
Coordination/Medicare-Medicaid-Coordination-
Office/FinancialModelstoSupportStatesEffortsinCare
Coordination.html.

2.3.1.6.  Enrollment activities specific to County Organized Health
Systems.

2.3.1.6.1. Contractor shall maintain systems to identify eligible
beneficiaries as defined in Appendix J, and transmit
enrollment transactions to CMS and the state’s
systems. Contractor shall process enrollment and
disenrollment transactions according to the Medicare-
Medicaid Plan Enrollment and Disenrollment
Guidance Document.
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23.2.

23.1.7.

2.3.1.8.

CMS and DHCS may adjust the volume and spacing of
Passive Enrollment periods, and will consider input from the
Contractor in making any such adjustments.

The Contractor may, via the CMT, request a capacity limit
pursuant to 42 C.F.R. §422.60. For purposes of this
Demonstration, CMS and DHCS will consider financial
stability and network adequacy in the determination of a
capacity limit.

Disenrollments

23.2.1.

23.2.2.

2.3.2.3.

The Contractor shall have a mechanism for receiving timely
information about all disenrollments from the Contractor’s
plan, including the effective date of disenrollment, from
CMS and DHCS systems.

Contractor in Two-Plan and GMC Counties shall have
processes and procedures in place to refer Enrollees that
request disenrollment from the Plan to the DHCS
Enrollment Broker.

Enrollees can elect to disenroll from the Cal MediConnect
Plan or the Demonstration at any time and enroll in another
Cal MediConnect Plan in a Two-Plan County or GMC
county, a Medicare Advantage plan, PACE (as otherwise
permissible); or elect to receive services through Medicare
fee-for-service and a prescription drug plan and to receive
Medicaid services in accordance with DHCS's Medi-Cal
program and any waiver programs. Disenrollments
received by DHCS or its contractor, or by CMS or its
contractor by the last calendar day of the month will be
effective on the first calendar day of the following month.

2.3.2.3.1. The Contractor shall be responsible for ceasing the

provision of Covered Services to an Enrollee upon the
effective date of disenrollment.

2.3.2.3.2. DHCS and CMS shall terminate an Enrollee’s

coverage upon any of the occurrences specified in the
Medicare-Medicaid Plan Enrollment and
Disenrollment Guidance, including but not limited to
the following;:
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2.3.2.3.2.1. The Enrollee's death. This disenrollment is
effective the first day of the calendar month
following the month of death. Termination
may be retroactive to the month in which the
Enrollee dies.

2.3.2.3.2.2. When an Enrollee elects to change
Demonstration Plans. The effective date of
disenrollment is the first day of the month after
the month in which the disenrollment request
was received.

2.3.2.3.2.3. When an Enrollee requests and is enrolled in a
new Medicare Advantage plan through 1-800-
Medicare. The effective date of disenrollment is
the first day of the month after the month in
which the disenrollment request was received.

2.3.2.3.2.4. When an Enrollee elects to receive his or her
Medicare services through Medicare fee-for-
service and a separate Medicare prescription
drug plan.

2.3.2.3.2.5. The termination or expiration of this Contract
terminates coverage for all Enrollees with the
Contractor. Termination will take effect at
11:59 p.m. on the last day of the month in
which this Contract terminates or expires,
unless otherwise agreed to, in writing, by the
parties.

2.3.2.3.3. The Contractor may not request the disenrollment of
any Enrollee due to an adverse change in the
Enrollee’s health status or because of the Enrollee’s
utilization of medical services, diminished mental
capacity, or uncooperative or disruptive behavior
resulting from his or her special needs. The
Contractor, however, may submit a written request,
accompanied by supporting documentation to the
CMT to disenroll an Enrollee, for cause, for the
following reasons:
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2.3.2.3.3.1. Enrollee remains out of the Service Area or

cannot be located for more than six (6)
consecutive months; or

2.3.2.3.3.2. The Enrollee’s continued enrollment

2.3.2.34.

seriously impairs the Contractor’s ability to
furnish services to either this Enrollee or
other Enrollees, provided the Enrollee’s
behavior is determined to be unrelated to
an adverse change in the Enrollee's health
status, or because of the Enrollee's
utilization of medical services, diminished
mental capacity, or uncooperative or
disruptive behavior resulting from his or
her special needs.

DHCS and CMS, through the CMT, will determine
when and if a Contractor’s request to terminate
enrollment of an Enrollee will be granted based on
the criteria in Section 2.3.2.3.2 above. DHCS and CMS
will develop a process to evaluate disenrollment
requests for Enrollees whose continued enrollment
seriously impairs the Contractor’s ability to furnish
services to this Enrollee or other Enrollees. If DHCS
and CMS determine that the Contractor too
frequently requests termination of enrollment for
Enrollees, DHCS and CMS reserve the right to deny
such requests and require the Contractor to initiate
steps to improve the Contractor’s ability to serve such
Enrollees.

23.24. To support the DHCS and CMS evaluation of a Contractor’s
requests for involuntary disenrollment, the Contractor shall:

23.24.1.

23.24.2.

In all cases, document what steps the Contractor has
taken to locate and engage the Enrollee, and the
impact of or response to each attempt.

Provide a quarterly report to the CMT of all Enrollees
who have not participated in either the Health Risk
Assessment (HRA) or the care planning process or
both, and whether this is because the Contractor
could not locate or engage the Enrollee, because the
Enrollee declined, or for another reason.
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2.3.2.4.3. Transfer Enrollee record information promptly to the
new provider or another Contractor upon written
request signed by the disenrolled Enrollee;

2.3.2.4.4. If the Enrollee transfers to another Contractor, with
the Enrollee’s written consent, in accordance with
applicable laws and regulations, then the Contractor
will promptly transfer current HRA documentation
to the new Contractor within 10 days upon receipt of
request; and

2.3.2.4.5. Notify DHCS if the Contractor becomes aware that an
Enrollee has comprehensive insurance other than
Medicare or Medi-Cal.

2.4. Covered Services

24.1.

24.2.

24.3.

The Contractor must authorize, arrange, integrate, and coordinate the
provision of all Covered Services for its Enrollees. (See Covered
Services in Appendix A.) Covered Services must be available to all
Enrollees, as authorized by the Contractor. Covered Services include
the Behavioral Health services that become Medi-Cal managed care
benefits on January 1, 2014, pursuant to Welfare and Institutions Code
Section 14132.03.

The Contractor must provide the full range of Covered Services. If
either Medicare or Medi-Cal provides more expansive services than
the other program does for a particular condition, type of illness, or
diagnosis, the Contractor must provide the most expansive set of
services required by either program.

Care Plan Option (CPO) services may be provided at the sole
discretion of the Contractor and in accordance with the ICP.

243.1. CPO services are exempt from all Enrollee appeals
procedures, including those specified at Section 2.15.
Contractor shall develop comprehensive, internal
procedures to record and address complaints, including
procedures to report complaints to DHCS.

2.4.3.2. CPO services may include, but are not limited to:

2.4.3.2.1. Respite care: in home or out-of-home, which shall not
supplant authorized IHSS hours;
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2.4.3.2.2. Additional Personal Care and Chore Type Services
beyond those authorized by IHSS; Contractor will
notify counties if additional personal care services are
provided.

2.4.3.2.3. Habilitation;

2.4.3.2.4. Nutritional assessment, supplements, and home
delivered meals;

2.4.3.2.5. Home maintenance and minor home or
environmental adaptation; and

2.4.3.2.6. Other services.

2.5. Care Delivery Model

2.5.1.

Care Coordination. The Contractor shall offer care coordination and
case management services to all Enrollees, as described in WIC
Sections 14182.17(d)(4) and 14186(b).

251.1. Contractor will coordinate Enrollee care across the full
continuum of service providers, including medical,
Behavioral Health, and LTSS.

25.1.2.  Contractor will focus on providing services in the least
restrictive setting.

2.5.1.3. Care coordination will be led by the Care Coordinator with
participation by members of the ICT.

2.5.14. Contractor shall ensure effective linkages of clinical and
management systems among Network Providers. Such
linkages shall be established in plan policies and procedures.

2.5.1.4.1. Such linkages shall include communication protocols
among First Tier, Downstream, and Related Entities.

2.5.1.5. Contractor’s policies and procedures shall clarify all
communications and reporting protocols related to
coordination of services including but not limited to how
Contractor shall oversee all such coordination activities.

251.6. Contractor will ensure that care coordination services:
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251.7.

25.1.8.

25.1.6.1.

25.1.6.2.

2.5.1.6.3.

2.5.1.6.4.

2.5.1.6.5.

2.5.1.6.6.

25.1.6.7.

2.5.1.6.8.

Reflect a person-centered, outcome-based approach,
consistent with the CMS model of care, CFAM-MOU,
and DHCS’ RFS;

Maintain an Enrollee’s right to self-direct his or her
IHSS, in addition to the right to hire, fire, and manage
the IHSS provider, as described in WIC, Section
12301.6;

Follow Enrollee’s direction about the level of
involvement of his or her caregivers or medical
providers;

Span medical and LTSS systems, including IHSS, with
a focus on transitions;

Reflect coordination with county agencies and direct
contractors, if applicable, for Behavioral Health
services;

Include development of Individual Care Plans (ICP)
with Enrollees, as described in Section 2.8.3;

Are performed by nurses, social workers, primary
care providers, if appropriate, other medical,
Behavioral Health, or LTSS professionals, and health
plan care coordinators, as applicable; and

Reflect access to appropriate community resources, as
defined in WIC Sections 14132.275(f)(7) and
14182.17(d) (4)(G) and (6)(B) and monitoring ofskilled
nursing utilization, with a focus on providing services
in the least restrictive setting and transitions between
the facilities and community.

Contractor will have a process for assigning a Care
Coordinator to each Enrollee needing or requesting one.
Assignment will be made to a Care Coordinator with the
appropriate experience and qualifications based on an
Enrollee’s assigned risk level and individual needs.

Interdisciplinary Care Team (ICT). The Contractor shall offer
an ICT for each Enrollee, as necessary, which will be
developed around the Enrollee and ensure the integration of
the Enrollee’s medical and LTSS and the coordination of
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Behavioral Health Services delivered by a county Behavioral
Health agency, when applicable.

2.5.1.8.1. Every Enrollee will have access to an ICT if requested.

2.5.1.8.2. ICT Functions. ICT will facilitate care management,
including assessment, care planning, and
authorization of services, transitional care issues and
work closely with providers listed in Section
2.5.1.8.3.2 to stabilize medical conditions, increase
compliance with care plans, maintain functional
status, and meet individual Enrollees care plan goals.
ICT functions will include, at a minimum:

2.5.1.8.2.1.

2.5.1.8.2.2.

2.5.1.8.2.3.

25.1.8.2.4.

2.5.1.8.2.5.

2.5.1.8.2.6.

25.18.27.

Develop and implement an ICP with Enrollee
and/or caregiver participation as further
described in Sections 2.5.1.9 and 2.8.3;

Conduct ICT meetings periodically, including
at the Enrollee's discretion;

Manage communication and information flow
regarding referrals, transitions, and care
delivered outside the primary care site;

Maintain a call line or other mechanism for
Enrollee inquiries and input, and a process for
referring to other agencies, such as LTSS or
Behavioral Health agencies, as appropriate;

Conduct conference calls among the
Contractor, providers, and Enrollees;

Maintain a mechanism for monitoring Enrollee
complaints and grievances ; and

Use secure email, fax, web portals or written
correspondence to communicate. The ICT
must take the Enrollee's individual needs (e.g.,
communication, cognitive, or other barriers)
into account in communicating with the
Enrollee.

2.5.1.8.3. Composition of ICT. ICT must be person-centered:
built on the Enrollee’s specific preferences and needs,
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delivering services with transparency,
individualization, respect, linguistic and cultural
competence, and dignity.

2.5.1.8.3.1. The ICT will be led by professionally
knowledgeable personnel. If the ICT is led by a
PCP, the PCP must be credentialed.

2.5.1.8.3.2. ICT will include the Enrollee and/or
authorized representative, family and/or
caregiver if approved by the Enrollee, PCP
(this may be a specialist, if a specialist is
serving as the PCP), care coordinator, and may
include the following persons, as needed and if
applicable:

2.5.1.8.3.2.1. Hospital discharge planner;
2.5.1.8.3.2.2. Nursing facility representative;

2.5.1.8.3.2.3. Social Worker, including the IHSS
social worker if IHSS services are
provided;

2.5.1.8.3.2.4. Specialized providers, such as
pharmacists and physical therapists;

2.5.1.8.3.2.5. If receiving IHSS, the IHSS provider,
if authorized by Enrollee;

25.1.8.3.2.6. If enrolled in CBAS, the CBAS
provider, if authorized by Enrollee;

2.5.1.8.3.2.7. MSSP coordinator;

2.5.1.8.3.2.8. Behavioral Health specialist, which
may include, but is not limited to, a
specialty mental health provider or a
substance use disorder counselor;
and

2.5.1.8.3.2.9. Other professionals, as appropriate.

2.5.1.8.4. Communication with ICT. Contractor will support
multiple levels of interdisciplinary communication
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2.5.1.9.

2.5.1.8.5.

2.5.1.8.6.

and coordination, such as individual consultations
among providers, county agencies, and Enrollees.
Contractor will have a documented process for
coordinating the exchange of information amongst all
ICT members.

Contractor will have procedures for notifying the ICT
of emergency department use, hospital admission
(psychiatric or acute) or SNF and coordinating a
discharge plan.

Competencies of ICT. Contractor will provide
training for ICT members initially and on an annual
basis. Required training topics include:

2.5.1.8.6.1. Person-centered planning processes;

2.5.1.8.6.2. Cultural competence;

2.5.1.8.6.3. Accessibility and accommodations;

2.5.1.8.6.4. Independent living and recovery and wellness

principles; and

2.5.1.8.6.5. Information about LTSS programs, eligibility

2.5.1.8.7.

for these services, and program limitations.

Nothing in this contract shall be construed as
requiring the Enrollee to participate on the ICT. The
Contractor shall allow the Enrollee to opt-out of the
ICT at any time and the ICT shall be able to continue
its operations. Enrollees may not be disenrolled for
lack of participation on the ICT. Criteria for
disenrollment are discussed in Section 2.3.2.3.2.

Individual Care Plan (ICP). Contractor will develop an ICP
for each Enrollee. Contractor will engage Enrollees and/or
their representatives in the design of the ICPs. ICPs will
include:

2.5.1.9.1. Enrollee goals and preferences;

2.5.1.9.2. Measurable objectives and timetables to meet

medical, Behavioral Health services, and LTSS;
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2.5.1.9.3. Timeframes for reassessment and updating of care
plan, to be done at least annually or if a significant
change in condition occurs;

2.5.1.9.4. If the Enrollee is receiving Behavioral Health services,
the ICP will also include:

2.5.1.9.4.1. The name and contact information of the
primary county or county-contracted
Behavioral Health provider;

2.5.1.9.4.2. Attestation that the county Behavioral Health
provider and PCP have reviewed and
approved the ICP; and

2.5.1.9.4.3. Record of at least one (1) case review meeting
that included the county Behavioral Health
provider and includes date of meeting, names
of participants, evidence of creation or
adjustment of care goals, as described in the
plans” models of care reviewed and approved
by the National Committee on Quality
Assurance (NCQA).

2.5.1.10. Basic Case Management. The PCP and/or Care
Coordinator, in collaboration with the Contractor, will
provide basic case management services.

2.5.1.10.1. Enrollees may choose to refuse any treatment,
including case management.

2.5.1.10.2. Basic case management services include:

25.1.10.2.1. A review of clinical information from the
provider;

2.5.1.10.2.2. Completion of the HRA. (see Section 2.8);

2.5.1.10.2.3. Creation of the ICP, in collaboration with
the ICT (see Section 2.8.3);

2.5.1.10.2.4. Identification and referral to appropriate
providers and facilities, such as medical,
rehabilitation, support services, LTSS,
Behavioral Health, Care Plan Option
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2.5.1.11.

2.5.1.10.2.5.

2.5.1.10.2.6.

2.5.1.10.2.7.

Services, and for covered and non-covered
services;

Direct communication with Enrollee,
Enrollee providers, and family;

Enrollee and family education, including
health lifestyle changes when warranted
(see Section 2.9.10.8); and

Coordination of services outside of the Cal
MediConnect Plan, such as referral to
appropriate community social services or
specialty mental health or Drug Medi-Cal
services.

Complex Case Management. Contractor will develop
methods to identify Enrollees who may benefit from
complex case management services, using the risk
stratification and HRA results (see sections 2.8.1 and 2.8.2) as
well as utilization and clinical data and any other available
information across medical, LTSS, and Behavioral Health
domains, as well as self and provider referrals.

2.5.1.11.1. Complex case management services will include:

2.5.1.11.1.1.Basic case management services (see Section

2.5.1.10)

2.5.1.11.1.2.Management of acute or chronic illness

2.5.1.11.1.3.Intense coordination of resources to ensure

Enrollee maintains optimal health or improved
functionality, maintains current functioning,
prevents or delays functional decline, and
avoids institutionalization when appropriate
and possible.

2.5.1.12. Coordination of Care Management. Contractor shall

coordinate with external organization(s) for provision of
Covered Services (described in Appendix A) as appropriate
for the Enrollee (see Sections 2.6 and 2.7).

2.5.1.12.1. Contractor shall develop and implement processes for
coordination models that support appropriate referral
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of Enrollee to MSSP organization for services,
assessment, eligibility determination, delineation of
roles and responsibilities for care management.

2.5.1.12.2. Contractor shall develop and implement processes for

2.5.1.13.

2.5.1.14.

coordination of care for nursing facility residents,
including care transition plans and programs to move
Enrollees back into the community to the extent
possible, in accordance with WIC section
14182.17(d)(4)(H).

Care Plan Option services. A CPO service is optional under
the Enrollee’s ICP. Please see Section 2.4.3.

Annual Evaluation of Care Management Program.
Contractor will conduct annual review, analysis, and
evaluation of the effectiveness of the care management
program processes and identify actions to be implemented
to improve the quality of care and delivery of services.

2.5.1.14.1. Contractor will have a process for developing a

2.5.1.15.

corrective action plan, with specified timelines, for
any out of compliance findings.

Discharge Planning and Care Coordination. Contractor shall
ensure provision of discharge planning when Enrollee is
admitted to a hospital or institution and continuation into
the post discharge period. Discharge planning shall include
ensuring that the necessary care, services, and supports are
in place in the community for the Enrollee once he or she is
discharged from a hospital or institution, including
scheduling an outpatient appointment and/or conducting
follow-up with the Enrollee and/or caregiver. Minimum
criteria for discharge planning checklist must include:

2.5.1.15.1. Documentation of pre-admission status, including

living arrangements, physical and mental function,
social support, durable medical equipment (DME),
and other services received. Documentation of pre-
discharge factors, including an understanding of the
medical condition or functional status by Enrollee or a
representative of the Enrollee as applicable, physical
and mental health status, financial resources, and
social supports.
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2.5.1.15.2. Services needed after discharge, type of placement
preferred by the Enrollee/representative of the
Enrollee and hospital/institution, type of placement
agreed to by the Enrollee/representative of Enrollee,
specific agency /home recommended by the hospital,
specific agency /home agreed to by the
Enrollee/representative of the Enrollee, and pre-
discharge counseling recommended.

2.5.1.15.3. Post-transition discharge policies and procedures will
cover criteria to include, but not limited to, access to
necessary medical care and follow up, medications,
durable medical equipment and supplies,
transportation, and integration of community based
LTSS programs.

2.5.1.15.4. Coordination, as appropriate, with: 1) county
agencies for IHSS and Behavioral Health services
(through social worker and providers, as needed); 2)
MSSP providers; 3) CBAS centers; 4) community
organizations such as Area Agencies on Aging and
DHCS Care Transition projects; 5) LTSS providers,
including nursing facilities; 6) specialized providers
(including, but not limited to specialists, pharmacists,
physical /occupational therapists; and, 7) others as
deemed appropriate. For IHSS, the Contractor’s
coordination process must be developed jointly with
county social service agencies and consider state
requirements for counties regarding discharge
planning.

2.5.1.15.5. Policies and procedures governing expedited MSSP
assessment and eligibility determination as part of the
Contractor’s care coordination process for Enrollees
who are being discharged from the hospital or at risk
of immediate placement in a SNF.

2.5.1.15.6. Summary of the nature and outcome of Enrollee
involvement in the discharge planning process,
anticipated problems in implementing post-discharge
plans, and further action contemplated by the
hospital/institution.
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2.5.1.15.7. For Enrollees receiving Behavior Health services,

2.5.1.16.

Contractor will have procedures developed jointly
with the MHP for:

2.5.1.15.7.1. Notification of the ICT of hospital
admission (psychiatric or acute) and
coordinating a discharge plan, if applicable.

2.5.1.15.7.2. Direct transfers between psychiatric
inpatient hospital services and inpatient
hospital services required to address an
Enrollee’s medical problems based on
changes in the Enrollee’s mental health or
medical condition.

In addition to the oversight of plan complaints, Grievances,
and Cal MediConnect Ombuds Program activity via the
CMT, the Contractor shall include ombudsman reports in
quarterly updates to local advisory convenings and shall
participate in all statewide stakeholder and oversight
convenings as delineated in DPLs.

2.6. Long-Term Services and Supports (LTSS).

2.6.1.

Contractor will ensure access to, provision of, and payment for: 1)
CBAS for Enrollees who meet eligibility criteria for CBAS as defined in
Section 2.6.2.1 , MSSP for Enrollees who meet the eligibility criteria for
MSSP pursuant to WIC, Section 9560; and, 3) IHSS for Enrollees who
meet the eligibility criteria for IHSS pursuant to WIC, Section 12305.6.

2.6.1.1.

Community Based Adult Services (CBAS): The Contractor
shall contract for CBAS, which is an outpatient, facility-
based program that delivers skilled nursing care, social
services, therapies, personal care, family/caregiver training
and support, nutrition services, and transportation to
eligible Enrollees.

2.6.1.1.1. The Contractor shall make available the CBAS benefit

to Enrollees who are age 21 or older and derive their
Medi-Cal eligibility from the state Plan, are Medicare
beneficiaries, are either aged, blind, or disabled and
who qualify based on the following criteria.

2.6.1.1.1.1. Meet medical necessity criteria as established
by the state and meet “Nursing Facility Level
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2.6.1.2.

of Care A” (NF-A) criteria, as set forth in the
DHCS Code of Regulations, or above NF-A
Level of Care; or

2.6.1.1.1.2. Have a moderate to severe cognitive disorder
such as dementia, including dementia
characterized by the descriptors of, or
equivalent to, stages 5, 6, or 7 of the
Alzheimer’s Type; or

2.6.1.1.1.3. Have a mild cognitive disorder such as
Dementia, including Dementia of the
Alzheimer’s Type, and needs assistance or
supervision with two of the following: bathing,
dressing, self-feeding, toileting, ambulation,
transferring, medication management, or
hygiene, or;

2.6.1.1.1.4. Have a Chronic Mental Disorder or acquired,
organic, or traumatic brain injury. In addition
to the presence of a Chronic Mental Disorder
or acquired, organic, or traumatic brain injury,
the Enrollee shall need assistance or
supervision with either:

2.6.1.1.1.41. Two (2) of the following: bathing,
dressing, self-feeding, toileting,
ambulation, transferring, medication
management, or hygiene; or

2.6.1.1.1.4.2. One (1) need from the above list and
one (1) of the following: money
management, accessing community
and health resources, meal
preparation, or transportation.

Multi-purpose Senior Services Program (MSSP): A program
approved under the federal Medicaid Home and
Community-Based, 1915(c) Waiver that provides HCBS to
Medi-Cal eligible individuals who are 65 years or older with
disabilities as an alternative to nursing facility placement.

2.6.1.2.1. Contractor shall inform its Enrollees about the MSSP
and establish a mechanism to refer Enrollees who are
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2.6.1.3.

2.6.1.2.2.

2.6.1.2.3.

enrolled in Cal MediConnect and are potentially
eligible for the MSSP to MSSP providers for eligibility
determination.

Care Coordination - Contractor shall coordinate and
work collaboratively with MSSP providers on care
coordination activities surrounding the MSSP Waiver
Participant including, but not limited to: coordination
of benefits between Contractor and MSSP provider to
avoid duplication of services and coordinate Care
Management activities particularly at the point of
discharge from the MSSP.

For Enrollees that may qualify for MSSP, but are on
the waiting list, the Contractor may provide alternate
services as identified through the development of the
ICP as described in Sections 2.5.1.9 and 2.8.3.

In-Home Supportive Services (IHSS): A program that serves
aged, blind, or disabled persons who are unable to perform
activities of daily living and cannot remain safely in their
own homes without help pursuant to Article 7 of California
Welfare and Institutions Code (WIC) (commencing with
Section 12300) of Chapter 3, and WIC Sections 14132.95,
14132.952, and 14132.956.).

2.6.1.3.1.

2.6.1.3.2.

2.6.1.3.3.

Contractor shall maintain Enrollees’ right to be the
employer, to select, engage, direct, hire, fire, manage,
supervise, schedule, and terminate IHSS providers.

Contractor will coordinate with county agencies to
facilitate IHSS participation on the ICT. Contractor
will ensure Network Providers coordination with
IHSS.

Contractor and county agencies will develop and
implement detailed processes for coordination and
integration of IHSS which shall include, but not be
limited to:

2.6.1.3.3.1. Provision of intake activities and
redeterminations by IHSS social workers
and allocation of IHSS hours according to
WIC Section 12301.1 and how that
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information is coordinated and shared with
the ICT.

2.6.1.3.3.2. Framework for referrals to IHSS county
agencies, coordination for change of
condition, discharge planning,
reassessments, and the ICT.

2.6.14. Nursing Facilities

2.6.14.1.

2.6.14.2.

Contractor shall contract with SNFs, as defined in
Title 22, CCR, Section 51121(a), in its Service Area that
are licensed by California Department of Public
Health (CDPH) and certified by DHCS for
participation as a SNF in the Medi-Cal Program and
additional Contractor credentialing standards, if any.
See Section 2.10.2.3.

If SNFs beds are not available in the Contractor’s
Service Area, Contractor shall contract with qualified
SNFs in areas outside of the Contractor’s Service
Area, in correspondence to the Contractor’s projected
need for SNF beds of its Enrollees.

2.7. Coordinated Primary Care and Behavioral Health.

2.7.1.

Contractor shall provide Enrollee access to Behavioral Health services
covered by Medicare and Medi-Cal with a focus on the Recovery
Model (See Covered Services in Appendix A). Coordination of
Behavioral Health services financed and administered by county
agencies shall include at a minimum the following;:

2.71.1. Contractor will develop and implement a plan to ensure
seamless access, coordination and delivery of Covered
Services that are Medically Necessary to Enrollees who meet
the medical necessity criteria.

2.7.1.1.1.

To determine responsibility for covering Medi-Cal
Specialty Mental Health Services, the Contractor and
county will follow the medical necessity criteria for
specialty mental health 1915(b) waiver services
described in Title 9, CCR, Sections 1820.205, 1830.205,
and 1830.210. The outpatient criteria can be
summarized as the following three criteria: 1)
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2.7.1.2.

2.7.1.1.2.

2.7.1.1.3.

diagnosis - one or more of the specified diagnoses; 2)
impairment - significant impairment or probability of
deterioration of an important area of life functioning;
or; 3) intervention: services must address the
impairment, be expected to significantly improve the
condition, and the condition is not responsive to a
physical health care based treatment.

To determine medical necessity for Drug Medi-Cal
Benefits, Contractor and counties will follow Title 22,
California Code of Regulations Section 51303 and
54301. Services shall be prescribed by a physician, and
are subject to utilization controls, as set forth in Title
22 Section 51159.

To determine medical necessity for the authorization
of Covered Services that become Medi-Cal managed
care Behavioral Health Services on January 1, 2014,
pursuant to Welfare and Institutions Code Section
14132.03, the Contractor shall use medical necessity
criteria set forth in a DPL to be issued.

Contractor will have a Memorandum of Understanding
(MOU) with county agencies that finance and administer
Behavioral Health services. The MOU must be approved by
CMS and DHCS. It will include:

2.7.1.2.1.

Service Coordination: Contractor will include
comprehensive screening for Behavioral Health as
part of the HRA (see Section 2.8.2) and ICP (see
Section 2.9.3). The local MOU will describe:

2.7.1.21.1. Delineation of clinical responsibilities and

provider contracting responsibilities;

2.71.2.1.2. Point of contact within the Cal MediConnect

Plan and county entity(ies) and the various
communications processes to address issues
related to clinical coordination, including
pharmaceutical coordination;

2.71.21.3. A process for resolving disagreements related

to clinical decision making, administrative, and
policy issues;
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271.214.

2.7.1.2.15.

Standardized approaches to screening, referral,
and linkages and coordination for mental
health and substance use services with
timelines specified; and

Processes for clinical consultation and
coordination of ICPs.

2.7.1.2.2. Administrative coordination: Contractor will clearly
delineate administrative responsibilities and provider
contracting responsibilities, including:

2.7.1.2.2.1.

2.71.22.2.

2.71.2.23.

Point of contacts and communication processes
to address administrative coordination;

Process for annual review and evaluation of
administrative management programs; and

Process for demonstrating how administrative
problem identification and resolution occurs.

2.7.1.2.3. Information exchange: Contractor will develop data
sharing mechanisms with the county Behavioral
Health agencies, to the greatest extent practicable
under state and federal privacy laws, to share
accurate and timely information to inform care
delivery. It will describe:

2.7.1.23.1.

2.71.23.2.

Information flow between Contractor and
county agencies; and

Processes for exchange of health information.

2.7.1.2.4. Performance measures: Contractor is required to
report on measures related to Behavioral Health
services for which they have direct contracts with
providers including Medicare Behavioral Health
benefits.

2.7.1.24.1.

Contractor is required to show evidence of
data sharing agreement with county agencies
that provide Medi-Cal Behavioral Health
services. The data sharing agreements shall
provide for the exchange of data in compliance
with all applicable state and federal laws.
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2.7.1.2.4.2. Shared financial accountability is discussed in
Section 4.3.6.4.

2.8. Health Risk Assessments, ICP, and Care Coordination

2.8.1.  Risk Stratification. Contractor will use an approved health risk
stratification mechanism or algorithm to identify new Enrollees with
high risk and more complex health care needs. The health risk
stratification shall be conducted in accordance with DHCS DPL 13-002.

2.8.1.1.  Contractor shall use the following data sources to identify an
Enrollees’ risk level.

2.8.1.1.1. Medicare utilization data, including Medicare Parts
A, B, and D.

2.8.1.1.2. Medi-Cal utilization data, including IHSS, MSSP,
SNF, and Behavioral Health pharmacy data.

2.8.1.1.3. Results of previously administered assessments.
2.8.1.1.4. Other population- and individual-based tools.

2.8.2.  Health Risk Assessment (HRA). In accordance with all applicable
federal and state laws WIC Section 14182.17(d)(2), the CMS Model of

Care requirements, Dual Plan Letter 13-002, Contractor will complete
HRAs for all Enrollees.

2.8.21. The HRA will serve as the starting point for the
development of the ICP.

2.8.2.2.  For all Enrollees, the assessment process will, at a minimum,
identify:

2.8.2.2.1. Referrals to appropriate LTSS and home- and
community-based services;

2.8.2.2.2. Caregivers, Enrollees, and authorized representatives
participation;

2.8.2.2.3. Facilitation of timely access to primary care, specialty
care, DME, medications, and other health services
needed by the Enrollee, including referrals to resolve
physical or cognitive barriers to access;
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2.8.2.3.

2.8.24.

2.8.2.5.

2.8.2.6.

2.8.2.2.4. Facilitation of communication among the Enrollee’s
providers, including Behavioral Health providers as
appropriate;

2.8.2.2.5. Identification of the need for providing other
activities or services needed to assist Enrollees in
optimizing health or functional status, including
assisting with self-management skills or techniques,
health education, and other modalities improve
health or functional status; and

2.8.2.2.5.1. Support for Enrollees who need more complex

case management, as described in Sections
2.51.11 and 2.5.1.12.

2.8.2.2.5.2. Other elements as are specified in Dual Plan
Letter 13-002.

For Enrollees identified by the risk stratification mechanism
described in Section 2.8.1 as higher-risk, the Contractor will
complete the HRA within forty-five (45) calendar days of
enrollment in accordance with DHCS Dual Plan Letter 13-
002.

For Enrollees identified by the risk stratification mechanism
described in Section 2.8.1 as lower-risk, the Contractor will
complete the HRA within ninety (90) calendar days of
enrollment in accordance with DHCS Dual Plan Letter 13-
002.

Contractor shall notify PCPs of enrollment of any new
Enrollee who has not completed a HRA within the time
period set forth above and whom Contractor has been
unable to contact. Contractor shall encourage PCPs to
conduct outreach to their Enrollees and to schedule visits.

Reassessments will be conducted at least annually, within
twelve (12) months of last assessment, or as often as the
health and/or functional status of the Enrollee requires.

2.8.2.6.1. When determining the mode for completing
reassessment, the Contractor will consider the reason
the assessment needs to be updated, the Enrollee’s
needs and health or functional status, and the
preference of the Enrollee.
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2.8.3.

2.8.4.

2.8.2.7.  Contractor will regularly use electronic health records and
claims data to inform reassessments and to identify
Enrollees at high risk, with newly diagnosed acute and
chronic conditions, or high frequency emergency
department or hospital use, or IHSS or Behavioral Health
referral.

Individualized Care Plan (ICP). An ICP will be developed for each
Enrollee that includes Enrollee goals and preferences, measurable
objectives and timetables to meet medical needs, Behavioral Health

and LTSS needs. It must include timeframes for reassessment. See
Section 2.5.1.9.

2.8.3.1. ICPs will be developed within thirty (30) working days of
HRA completion.

Continuity of Care. Contractor shall ensure Enrollees continue to have
access to medically necessary items, services, and medical and LTSS
providers as described below in accordance to with DHCS Dual Plan
Letter.

28.4.1. Contractor must allow Enrollees to maintain their current
providers and service authorizations at the time of
enrollment for:

2.8.4.1.1. A period up to six (6) months for Medicare services if

all of the following criteria are met under WIC Section
14132.275(1)(2)(A):

2.8.4.1.1.1. Contractor will verify the Enrollee has an
existing relationship with the provider prior to
enrollment by identifying whether the Enrollee
has seen the requested out-of-network primary
care provider at least once within the previous
twelve (12) months from the date of enrollment
and a requested out-of-network specialist at
least twice within the previous twelve (12)
months from the date of enrollment. The link
between the new Enrollee and the out-of-
network provider may be established by the
Contractor using Medicare data provided by
DHCS or by documentation by the provider or
Enrollee;
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2.84.1.1.2.

2.84.1.1.3.

Provider is willing to accept payment from the
Contractor based on the current Medicare fee
schedule; and

Contractor would not otherwise exclude the
provider from its Provider Network due to
documented quality of care concerns or state or
federal exclusion requirements.

2.8.4.1.2. A period of up to twelve (12) months for Medi-Cal
services if all of the following criteria are met under
WIC Section 14182.17(d)(5)(G).

2.8.4.1.21.

2.84.1.2.2.

2.8.4.1.23.

Contractor will verify the Enrollee has an
existing relationship with the provider prior to
enrollment by identifying whether the Enrollee
has seen the requested out-of-network
provider at least twice within the previous
twelve (12) months from the date of
enrollment. The link between the new Enrollee
and the out-of-network provider may be
established by the Contractor using Medi-Cal
FFS claims, treatment authorization request
data or Medi-Cal managed care Encounter
Data provided by the state or by
documentation from the provider or Enrollee.

Provider is willing to accept payment from the
Contractor based on the Contractor’s rate for
the service offered or applicable Medi-Cal rate,
whichever is higher; and

Contractor would not otherwise exclude the
provider from their Provider Network due to
documented quality of care concerns or state or
federal exclusion requirements.

2.8.4.1.3. Enrollees will not be required to change nursing
facilities during the duration of the Demonstration if
they resided in the nursing facility prior to enrollment
in MediConnect, the facility is licensed by CDPH,
meets acceptable quality standards, and the facility
and Contractor agree to rates in accordance with
Section 2.8.4.1.2.2.
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2.8.4.14.

2.84.15.

2.84.1.6.

2.8.4.1.7.

2.84.1.8.

Sections 2.8.4.1.1 and 2.8.4.1.2 do not apply to IHSS
providers or providers of the following: durable
medical equipment, medical supplies, transportation,
other ancillary services, or carved-out services.

Contractor must inform Enrollees of their new service
providers.

If an Enrollee receives care from an out-of-network
provider, Contractor must advise the Enrollee and
provider that they have received care from an out-of-
network provider that would not otherwise be
covered at an in-network level.

Part D transition rules and rights will continue as
provided for in current law and regulation for the
entire integrated formulary associated with the Cal
MediConnect Plan.

The DHCS will distribute an enrollment choice packet
that will provide descriptions of continuity of care
rights, developed in all Threshold Languages, and
distributed to Enrollees in their enrollment choice
packet, distributed sixty (60) days before they are
enrolled in a Cal MediConnect Plan.

2.8.4.1.8.1. Contractors in COHS will distribute an

2.8.4.1.9.

enrollment package that will provide
descriptions of continuity of care rights,
developed in all Threshold Languages, and
distributed to Enrollees in their enrollment
packet, distributed sixty (60) days before they
are enrolled in a Cal MediConnect Plan.

Out of Network Reimbursement Rules - Contractor
must reimburse an out-of-network provider of
emergent or urgent care, as defined by 42 C.F.R. §
424101 and 42 C.F.R . § 405.400 respectively, at the
prevailing Medicare or Medi-Cal FFS rate applicable
for that service. Where this service would
traditionally be covered under Medicare FFS, the
Medicare FFS rate applies. Enrollees maintain
balance billing protections as provided in Section
5.1.12.
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2.8.4.1.9.1. Contractors may authorize other out-of-

2.8.4.1.10.

2.8.4.1.11.

2.8.4.1.12.

2.9. Provider Network

network services to promote access to and
continuity of care. For services that are part of
the traditional Medicare benefit package,
prevailing Medicare Advantage policy will
apply, under which Contractor shall pay non-
contracted providers at least the lesser of the
provider’s charges or the Medicare FFS rate,
regardless of setting and type of care for
authorized out-of-network services.

If an Enrollee is receiving any service that would not
otherwise be authorized by the Contractor after the
continuity of care period ends, the Contractor must
notify the Enrollee prior to the end of the continuity
of care period that the service will no longer be
authorized. If an Enrollee is receiving any service that
would not otherwise be authorized by the Contractor
after the continuity of care period, the Contractor
must notify the Enrollee prior to the end of the
continuity of care period that the service will no
longer be authorized, according to the requirements
at 42 C.F.R. § 438.404 and 42 C.F.R. § 422.568.

The Contractor must provide an appropriate
transition process for Enrollees who are prescribed
Part D drugs that are not on its formulary (including
drugs that are on the Contractor’s formulary but
require prior authorization or step therapy under the
Contractor’s utilization management rules). This
transition process must be consistent with the
requirements at 42 C.F.R. § 423.120(b)(3).

If Contractor’s Provider Network is unable to provide
necessary services covered under the Contract to a
particular Enrollee, Contractor must adequately and
timely cover these services out of network for the
Enrollee, for as long as the Contractor is otherwise
unable to provide them, as required by 42 C.F.R §
438.206(b)(4).
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29.1.

29.2.

2.9.3.

294.

2.9.5.

2.9.6.

The Contractor must demonstrate annually that it has an adequate
network as approved by CMS and the state to ensure adequate access
to medical, Behavioral Health, pharmacy, and LTSS, excluding IHSS,
providers that are appropriate for and proficient in addressing the
needs of the enrolled population, including physical, communication,
and geographic access.

The Contractor must maintain a Provider Network sufficient to
provide all Enrollees with access to the full range of Covered Services,
including Behavioral Health services, other specialty services, and all
other services required in 42 C.F.R. §§ 422.112, 423.120, and 438.206

and under this Contract (see Covered Services in Appendix A).

29.21. Contractor will be required to comply with 42 C.F.R. §
438.56(d)(2).

The Contractor must notify the CMT of any significant Provider
Network changes immediately, but no later than five (5) days,
following a change in Contractor’s Provider Network that renders
Contractor unable to provide one (1) or more Covered Services within
the access to care standards set forth in Section 2.10.2, with the goal of
providing notice to the CMT at least sixty (60) days prior to the
effective date of any such change.

The Contractor must comply with the requirements specified in 42
C.F.R. §§ 422.504, 423.505, 438.214, which includes selection and
retention of providers, credentialing and recredentialing requirements,
and nondiscrimination.

The Contractor may not employ or contract with providers excluded
from participation in federal health care programs under either Section
1128 or Section 1128A of the Social Security Act; this does not include
IHSS providers.

The Contractor may also offer single-case out-of-network agreements
to providers who are: 1) not willing to enroll in the Contractor’s
Provider Network, 2) currently serving Enrollees, 3) willing to
continue serving them at the Contractor in-network rate of payment,
under the following circumstances:

29.6.1. The Contractor’s Provider Network does not have an
otherwise qualified Network Provider to provide the
services within its Provider Network, or transitioning the
care in-house would require the Enrollee to receive services
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29.7.

29.6.2.

2.9.6.3.

from multiple providers/facilities in an uncoordinated
manner which would significantly impact the Enrollee’s
condition;

Transitioning the Enrollee to another provider could

endanger life, cause suffering or pain, cause physical
deformity or malfunction, or significantly disrupt the
current course of treatment; or

Transitioning the Enrollee to another provider would
require the Enrollee to undertake a substantial change in
recommended treatment for Medically Necessary Covered
Services.

The Provider Network shall be responsive to the linguistic, cultural,
and other unique needs of any minority, person who is homeless,
Enrollees with disabilities, or other special population served by the
Contractor, including the capacity to communicate with Enrollees in
languages other than English, when necessary, as well as those who
are deaf, hard-of-hearing or deaf and blind.

29.7.1.

29.7.2.

Contractor shall have a cultural and linguistic services
program that incorporates the requirements of Title 22 CCR
Section 53876 regardless of whether it operates in a Two-
Plan County. Contractor shall monitor, evaluate, and take
effective action to address any needed improvement in the
delivery of culturally and linguistically appropriate services.
Contractor shall review and update its cultural and linguistic
services consistent with the group needs assessment
requirements as specified by DHCS.

Contractor shall implement and maintain a written
description of its cultural and linguistic services program,
which shall include at minimum the following;:

2.9.7.2.1. An organizational commitment to deliver culturally

and linguistically appropriate health care services;

2.9.7.2.2. Goals and objectives;

29.7.2.3. A timetable for implementation and accomplishment

of the goals and objectives;

2.9.7.2.4. An organizational chart showing the key staff persons

with overall responsibility for cultural and linguistic
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services and activities. A narrative shall explain the
chart and describe the oversight and direction to the
community advisory committee, provisions for
support staff, and reporting relationships.
Qualifications of staff, including appropriate
education, experience and training shall also be
described; and

2.9.7.2.5. Standards and performance requirements for the
delivery of culturally and linguistically appropriate
health care services.

29.73.  Linguistic Capability of Employees: Contractor shall assess,
identify and track the linguistic capability of interpreters or
bilingual employees and contracted staff (clinical and non-
clinical).

29.74. The Contractor shall educate Network Providers through a
variety of means including, but not limited to, provider
alerts or similar written issuances, about their legal
obligations under state and federal law to communicate with
Enrollees with limited English proficiency, including the
provision of interpreter services, and the resources available
to help providers comply with those obligations.

29.75.  The Contractor shall ensure that multilingual Network
Providers and, to the extent that such capacity exists within
the Contractor’s Service Area, all Network Providers,
understand and comply with their obligations under state or
federal law to assist Enrollees with skilled medical
interpreters and the resources that are available to assist
Network Providers to meet these obligations.

29.7.6.  The Contractor shall ensure that Network Providers have
interpreters/translators that are available for those who are
deaf or hearing-impaired within the Contractor’s Service
Area.

29.7.7.  The Contractor shall ensure that its Network Providers are
responsive to the unique linguistic, cultural, ethnic, racial,
religious, age, gender or other unique needs of Enrollees,
including Enrollees who are homeless, disabled (both
congenital and acquired disabilities) and other special
populations served under the Contract.
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29.7.8.

29.7.9.

The Contractor shall ensure that its Network Providers have
an understanding of disability-competent care.

Contractor shall comply with all applicable federal
requirements in Section 504 of the Rehabilitation Act of 1973
and the Americans with Disabilities Act (ADA) of 1990 (42
U.S.C. Section 12101 et seq.), 45 C.F.R.Part 84 and 28 C.F.R.
Part 36. Title IX of the Education Amendments of 1972
(regarding education programs and activities), and the Age
Discrimination Act of 1975.

2.9.8. Provider Qualifications and Performance

29.8.1.

All Network Providers of Covered Services must be
qualified in accordance with current applicable legal,
professional, and technical standards and appropriately
licensed, certified or registered. All providers must have
good standing in the Medicare and Medi-Cal programs and
a valid NPI number, as applicable. Providers that have been
terminated from or suspended either Medicare or Medi-Cal
cannot participate in Contractor’s Provider Network.

2.9.8.1.1. Contractor is responsible for the oversight of all

Network Providers delivering non-Covered Services
(e.g., Care Plan Option Services).

29.9. Subcontracting Requirements

2991.

299.2.

The Contractor remains fully responsible for meeting all of
the terms and requirements of the Contract regardless of
whether the Contractor subcontracts for performance of any
Contract responsibility. No subcontract will operate to
relieve the Contractor of its legal responsibilities under the
Contract.

Contractor may enter into subcontracts with other entities in
order to fulfill the obligations of the Contract. Contractor
shall evaluate the prospective First Tier, Downstream or
Related Entity’s ability to perform the subcontracted
services, shall oversee and remain accountable for any
functions and responsibilities delegated and shall meet the
subcontracting requirements per 42 C.F.R. §§ 422.504(i),
423.505(i), 438.230(b)(3), (4) and Title 22 CCR Section 53867
and this Contract.
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2993.

29.94.

2.9.9.5.

2.9.9.6.

All contracts entered into with First Tier, Downstream and
Related Entities shall be in writing and in accordance with
the requirements of the 42 C.F.R. § 438.230(b)(2), Knox-
Keene Health Care Services Plan Act of 1975, Health and
Safety Code Section 1340 et seq.; Title 28, CCR Section 1300
et seq.; WIC Section 14200 et seq.; Title 22, CCR Section
53800 et seq.; and other applicable federal and state laws and
regulations, including the required contract provisions
between the Contractor and First Tier, Downstream and
Related Entities in Appendix C.

The Contractor remains fully responsible for functions
delegated and for ensuring adherence to the legal
responsibilities under the Contract, as described in
Appendix C, except that the Contractor’s legal
responsibilities under this Contract for the provision of LTSS
shall be limited as set forth in WIC Sections 14186 through
14186.4.

The Contractor is responsible for the satisfactory
performance and adequate oversight of its First Tier,
Downstream and Related Entities. First Tier, Downstream
and Related Entities are required to meet the same federal
and state financial and program reporting requirements as
the Contractor. Additional required contract provisions
between the Contractor and First Tier, Downstream and
Related Entities is contained in Appendix C.

The Contractor must:

2.9.9.6.1. Establish contracts and other written agreements

between the Contractor and First Tier, Downstream
and Related Entities for Covered Services not
delivered directly by the Contractor or its employees;

2.9.9.6.2. Contract only with qualified or licensed providers

who continually meet federal and state requirements,
as applicable, and the qualifications contained in
Appendix C.

2.9.9.6.3. This section does not apply to the California

Department of Social Services or any other state
department contracting with the Contractor for the
provision of services under the Demonstration.
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2.9.10. Provider Education and Training

2.9.10.1.

2.9.10.2.

Provider Education. Prior to any enrollment of Enrollees
under this Contract and thereafter, Contractor shall conduct
Network Provider education regarding Contractor policies
and procedures as well as the Cal MediConnect program
and the Contractor model of care.

Provider Training. Contractor shall ensure that all Network
Providers receive training regarding the MediConnect
Program in order to operate in full compliance with the
Contract and all applicable federal and state statutes and
regulations. Contractor shall ensure that Network Provider
training relates to MediConnect services, policies,
procedures and any modifications to existing services,
policies or procedures. Training shall include methods for
sharing information among Contractor, Network Provider,
Enrollee and/ or other healthcare professionals. Contractor
shall conduct training for all Network Providers within
thirty (30) working days after the Contractor places a newly
contracted provider on active status. Contractor shall ensure
that Network Provider training includes information on all
Enrollee rights including the right to full disclosure of health
care information and the right to actively participate in
health care decisions. Contractor shall ensure that ongoing
training is conducted when deemed necessary by either the
Contractor, CMS, or DHCS.

2.9.10.2.1. Contractor shall develop and implement a process to

2.9.10.3.

provide information to Network Providers and to
train Network Providers on a continuing basis
regarding clinical protocols, evidenced-based practice
guidelines and DHCS-developed cultural awareness
and sensitivity instruction. This process shall include
an educational program for Network Providers
regarding health needs specific to this population that
utilizes a variety of educational strategies, including
but not limited to, posting information on websites as
well as other methods of educational outreach to
Network Providers.

Provider Orientation. Contractor shall conduct orientation
sessions for Network Providers and their office staff.
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2.9.10.4.

2.9.10.5.

Cultural Competency Training. Contractor shall provide
cultural competency, sensitivity, or diversity training for
staff, Network Providers and First Tier, Downstream and
Related Entities with direct Enrollee interaction. The training
shall cover information about the identified cultural groups
in the Contractor’s Service Areas, such as the groups’ beliefs
about illness and health; methods of interacting with
providers and the health care structure; and, language and
literacy needs.

Provider Manual. The Provider Manual shall be a
comprehensive online reference tool for the Provider and
staff regarding, but not limited to, administrative, prior
authorization, and referral processes, claims and encounter
submission processes, continuity of care requirements, and
plan benefits. The Provider Manual shall also address topics
such as clinical practice guidelines, availability and access
standards, care management programs and Enrollee rights.

2.9.10.5.1. Except as otherwise required or authorized by CMS,

2.9.10.6.

2.9.10.7.

2.9.10.8.

DHCS or by operation of law, ensure that Network
Providers receive 30 days advance notice in writing of
policy and procedure changes, and maintain a
process to provide education and training for
Network Providers regarding any changes that may
be implemented, prior to the policy and procedure
changes taking effect.

Provider Directory. Contractor shall make its Provider
Directory available to Providers via Contractor’s web-portal
and as described in Section 2.17.

Provider-based Health Education for Enrollees. Contractor
shall encourage Network Providers to provide health
education to Enrollees as described in Section 2.9.10.8.
Contractor shall ensure that Network Providers have the
preventive care, disease-specific and plan services
information necessary to support Enrollee education in an
effort to promote compliance with treatment directives and
to encourage self-directed care.

Health Education. Contractor shall implement and maintain
a health education program that includes programs,
services, functions, and resources necessary to provide
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health education, health promotion and patient education
for all Enrollees. This includes helping the Enrollee
understand their health plan and the benefits the plan
provides.

2.9.10.8.1. Contractor shall ensure administrative oversight of
the health education program by a qualified full-time
health educator.

2.9.10.8.2. Contractor shall provide health education programs
and services at no charge to Enrollees directly and/or
through subcontracts or other formal agreements
with providers that have expertise in delivering
health education services to the Enrollee population.

2.9.10.8.3. Contractor shall ensure the organized delivery of
health education programs using educational
strategies and methods that are appropriate for
Enrollees and effective in achieving behavioral
change for improved health.

2.9.10.8.4. Contractor shall ensure that health education
materials are written at the sixth grade reading level
and are culturally and linguistically appropriate for
the intended audience.

2.9.10.8.5. Contractor shall maintain a health education program
that provides educational interventions addressing
the following health categories and topics:

2.9.10.8.5.1. Appropriate use of health care services -
e.g., managed health care; preventive and
primary health care; obstetrical care; health
education services; and, complementary
and alternative care.

2.9.10.8.5.2. Risk-reduction and healthy lifestyles - e.g.,
tobacco use and cessation; alcohol and drug
use; injury prevention; prevention of
sexually transmitted diseases; HIV and
unintended pregnancy; nutrition, weight
control, and physical activity.
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2.9.10.8.5.3. Self-care and management of health
conditions - e. g., pregnancy; asthma;
diabetes; and, hypertension.

2.9.10.8.6. Contractor shall ensure that Enrollees receive point of
service education as part of preventive and primary
health care visits. Contractor shall provide education,
training, and program resources to assist Network
Providers in the delivery of health education services
for Enrollees.

2.9.10.8.7. Contractor shall maintain health education policies
and procedures, and standards and guidelines;
conduct appropriate levels of program evaluation;
and, monitor performance of providers that are
contracted to deliver health education services to
ensure effectiveness, as approved by the Contractor’s
quality improvement committee.

2.9.10.8.8. Contractor shall periodically review the health
education program to ensure appropriate allocation
of health education resources, and maintain
documentation that demonstrates effective
implementation of the health education requirements.

2.9.10.9. Health, Safety and Welfare Education. As part of its
Provider education, Contractor shall include information
related to identifying, preventing and reporting abuse,
neglect, exploitation, and critical incidents.

2.9.10.10. Disability Sensitivity Training. As part of its Provider
education, Contractor shall provide disability sensitivity
training for its medical, Behavioral Health, MSSP and CBAS
providers. (see Section 2.9.7.8.).

2.10. Network Management

2.10.1.

General requirements. The Contractor shall establish, maintain, and
monitor a network that is sufficient to provide adequate access to all
Covered Services in the Contract. Section 2.9.1 discusses the annual
network review and approval requirement.

2.10.1.1. Taking into consideration:

2.10.1.1.1. The anticipated number of Enrollees;
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2.10.1.1.2. The expected utilization of services, in light of the

characteristics and health care needs of Contractor’s
Enrollees;

2.10.1.1.3. The number and types of providers required to

furnish the Covered Services;

2.10.1.1.4. The number of Network Providers who are not

accepting new patients; and

2.10.1.1.5. The geographic location of Network Providers and

2.10.1.2.

2.10.1.3.

Enrollees, taking into account distance, travel time,
the means of transportation and whether the location
provides physical access for Enrollees with
disabilities.

The Contractor will work in collaboration with Network
Providers to actively improve the quality of care provided to
Enrollees, consistent with the quality improvement goals
and all other requirements of this Contract.

The Contractor shall operate a toll-free pharmacy technical
help call center or make available call support to respond to
inquiries from pharmacies and providers regarding the
Enrollee’s prescription drug benefit; inquiries may pertain to
operational areas such as claims processing, benefit
coverage, claims submission, and claims payment. This
requirement can be accommodated through the use of on-
call staff pharmacists or by contracting with the Contractor’s
pharmacy benefit manager during non-business hours as
long as the individual answering the call is able to address
the call at that time. The call center must operate or be
available during the entire period in which the Contractor’s
network pharmacies in its Service Area are open, (e.g.,
Contractors whose pharmacy networks include twenty-four
(24) hour pharmacies must operate their pharmacy technical
help call centers twenty-four (24) hours a day as well). The
pharmacy technical help call center must meet the following
operating standards:

2.10.1.3.1. Average hold time must not exceed two (2) minutes,

with the average hold time defined as the time spent
on hold by the caller following the interactive voice
response (IVR) system, touch tone response system,
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or recorded greeting and before reaching a live
person.

2.10.1.3.2. Eighty (80) percent of incoming calls answered within
thirty (30) seconds.

2.10.1.3.3. Disconnect rate of all incoming calls not to exceed five
(5) percent.

2.10.2. Access to Care Standards. The Contractor must demonstrate annually
that its Provider Network meets the stricter of the following standards:

210.2.1. For Medicare medical providers and facilities, time, distance
and minimum number standards updated annually on the
CMS website (http:/ /www.cms.gov/Medicare/Medicare-
Advantage/MedicareAdvantageApps/ index.html);

210.2.2. For Medicare pharmacy providers, time, distance and
minimum number as required in Appendix E, Article II,
Section I and 42 C.F.R. § 423.120; or

2.10.2.3. For Medi-Cal providers and facilities, the Contractor
contract with a sufficient number of LTSS providers,
including but not limited to SNFs (distinct part and free-
standing), MSSP, CBAS and County Social Services Agencies
located in the Contractor’s Service Area.

2.10.2.3.1.If the LTSS provider within the Service Area cannot
meet the Enrollee’s medical needs, the Contractor
must contract with the nearest LTSS provider outside
of the covered Service Area. Contractor is responsible
for all Covered Services, pursuant to WIC section

14186.3(c).

2.10.2.3.2. Contractor shall ensure the provision of acceptable
accessibility standards in accordance with Title 28
CCR Section 1300.67.2.2 and as specified below.

2.10.2.3.3. Ensure that Network Providers offer hours of
operation that are no less than the hours of operation
offered to commercial Enrollees or comparable to
Medi-Cal fee-for-service, if the provider serves only
Medi-Cal Enrollees.
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2.10.3.

Appropriate Clinical Timeframes. Except for LTSS, Contractor shall
communicate, enforce, and monitor providers’ compliance with these
standards:

2.10.3.1.

2.10.3.2.

Contractor shall ensure that Enrollees are offered
appointments for covered health care services within a time
period appropriate for their condition.

Enrollees must be offered appointments within the following
timeframes:

2.10.3.2.1. Urgent care appointment for services that do not

require prior authorization - within forty-eight (48)
hours after request;

2.10.3.2.2. Urgent appointment for services that do require prior

authorization within ninety-six (96) hours after
request;

2.10.3.2.3. Non-urgent primary care appointments - within ten

(10) business days after request;

2.10.3.2.4. Appointment with a specialist - within fifteen (15)

business days after request;

2.10.3.2.5. Non-urgent appointment for ancillary services for the

2.10.3.3.

diagnosis or treatment of injury, illness, or other
health condition - within fifteen (15) business days
after request.

Shortening or Expanding Timeframes: Timeframes may be
shortened or extended as clinically appropriate by a
qualified health care professional acting within the scope of
his or her practice consistent with professionally recognized
standards of practice. If the timeframe is extended, it must
be documented within the Enrollee’s medical record that a
longer timeframe will not have a detrimental impact on the
Enrollee’s health

2.10.4. PCP Assignment

2.10.4.1.

If the Enrollee does not select a PCP within thirty (30)
calendar days of the effective coverage date, Contractor shall
assign that Enrollee to a PCP and notify the Enrollee and the
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2.10.5.

2.10.4.2.

assigned PCP in writing no later than forty (40) calendar
days after the Enrollee’s coverage date.

If an Enrollee does not select a PCP within thirty (30)
calendar days of the effective date of coverage date,
Contractor shall use FFS utilization data or other data
sources, including electronic data, to:

2.10.4.2.1. Establish existing provider relationships for the

2.10.4.3.

2.10.4.4.

2.10.4.5.

purpose of PCP assignment, including a specialist or
clinic if an Enrollee indicates a preference for either.
Contractor shall comply with all federal and state
privacy laws in the provision and use of this data.

Contractor shall notify the PCP that an Enrollee has selected
or been assigned to the PCP within ten (10) calendar days
from when selection or assignment is completed by the
Enrollee or the Contractor, respectively.

Contractor shall maintain procedures that proportionately
include contracting traditional and safety-net providers in
the assignment process for Enrollees who do not choose a
PCP.

If, at any time, an Enrollee notifies the Contractor of a PCP
choice, such choice shall override Enrollee assignment to a
PCP.

Provider Credentialing, Recredentialing, and Board Certification

2.10.5.1.

Credentialing and Recredentialing: Contractor shall develop
and maintain written policies and procedures that include
initial credentialing, recredentialing, recertification, and
reappointment of physicians including PCPs and specialists
in accordance with the DHCS Policy Letter 02-03, check to
see if a provider is suspended or excluded suspended,
excluded, or otherwise ineligible because of a sanction to
receive, directly or indirectly, reimbursement from the Medi-
Cal program pursuant to WIC Section 14043.61 and 42 C.F.R.
§ 455.436;, and adhere to managed care standards at 42
C.F.R. §422.204. Contractor shall ensure those policies and
procedures are reviewed and approved by the governing
body, or designee. Contractor shall ensure that the
responsibility for recommendations regarding credentialing
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2.10.6.

decisions will rest with a credentialing committee or other
peer review body.

2.10.5.1.1. Contractor shall ensure those policies and procedures
are reviewed and approved by the plan governing
body, or designee.

2.10.5.1.2. Contractor shall ensure that the responsibility for
recommendations regarding credentialing decisions
will rest with a credentialing committee or other peer
review body.

2.10.5.2. Credentialing Site Review: A site review is required as part
of the credentialing process when both the facility and the
provider are added to the Contractor’s Provider Network. If
a provider is added to Contractor’s Provider Network, and
the provider site has a current passing site review survey
score, a site survey need not be repeated for provider
credentialing or recredentialing.

2.10.5.3. Credentialing and Practitioner Licensure Authorities and
Application within Approved Contracts: Contractor will use
procedures consistent with DHCS policy for all of Medi-Cal.
DHCS can modify these rules at any time and is required to
notify CMS ninety (90) days prior of any such changes.

Federally Qualified Health Center (FQHC): Contractor shall meet
federal requirements for access to FQHC services, including those in 42
U.S.C. §1396 b(m). Contractor shall reimburse FQHCs in accordance
with current federal and state laws and regulations. If FQHC services
are not available in the Provider Network, Contractor shall authorize
out-of-network services subject to the prevailing Medicare Advantage
payment requirements for out-of-network services.

2.10.6.1. FQHC Reimbursements: The Contractor shall ensure that its
payments to FQHCs for services to Enrollees are no less than
the sum of:

2.10.6.1.1. The level and amount of payment that the plan would
make for such services if the services had been
furnished by an entity providing similar services that
was not a FQHC, and

2.10.6.1.2. The amount of cost-sharing that would have been
paid to the FQHC for serving the Enrollee if the
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2.10.7.

Enrollee were in Medicare fee-for-service, consistent
with how such amounts are included in the Medi-Cal
component of the capitation rates.

2.10.6.1.3. The intent of these provisions is to ensure that

Contractors pay FQHCs amounts consistent with
Medicare and Medi-Cal managed care policies while
preserving the opportunity for FQHCs to separately
claim supplemental payments under such policies.

IHSS Network

2.10.7.1.

2.10.7.2.

2.10.7.3.

Contractor shall assume financial responsibility for IHSS
services via contracts and MOUs with CDSS, Public
Authority or statewide authority, and county agencies for
the provision of IHSS services for Enrollees receiving
services under this Contract.

In concert with the DHCS, the Contractor will timely
reimburse CDSS for payroll and other obligations of the
beneficiary as the employer, including unemployment
compensation, disability benefits, applicable federal and
state taxes, and federal old age survivors and disability
insurance benefits through the state’s payroll system.

The Contractor shall enter into a contract with CDSS for
CDSS to perform the following activities:

2.10.7.3.1. Pay wages to IHSS providers in accordance with the

wages negotiated pursuant to Title 23 (commencing
with Section 110000) of the Government Code.

2.10.7.3.2. Perform obligations on behalf of the Enrollee with

IHSS as the employer of his or her provider, including
unemployment compensation, disability benefits,
applicable federal and state taxes, and federal old age
survivor's and disability insurance through the state's
payroll system for IHSS in accordance with WIC
Sections 12302.2 and 12317.

2.10.7.3.3. Provide technical assistance and support for all

payroll-related activities involving the state's payroll
system for IHSS, including, but not limited to, the
monthly restaurant allowance as set forth in WIC
Section 12303.7, the monthly cash payment in
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advance as set forth in WIC Section 12304, and the
direct deposit program as set forth in WIC Section
12304.4.

2.10.7.3.4. Share Enrollee and provider data with the Contractor
for Enrollees who are receiving IHSS to support care
coordination.

2.10.7.3.5. Provide an option for Contractors to participate in
quality monitoring activities conducted by CDSS
pursuant to WIC Section 12305.7 for Enrollees.

2.10.7.4. For IHSS, Contractor shall develop and execute: A MOU
between the Contractor and the Public Authority in the
participating counties, or statewide authority, specifying
that the Public Authority will have responsibilities for the
following;:

2.10.7.4.1. Provide assistance to IHSS recipients in finding
eligible providers.

2.10.7.4.2. Operate as the employer of record for IHSS personnel,
until such time as the employer of record changes.

2.10.7.5. Contractor shall develop and execute an MOU with County
Social Services Agency responsible for IHSS that reflects an
agreement between the Contractor and County Social
Services Agency regarding roles and responsibilities for Cal
MediConnect and IHSS. This MOU will specify the role of
the county in:

2.10.7.5.1. Assessing, approving, and authorizing each current
and new Enrollee’s initial and continuing need for
services, in addition to sharing those assessments
with the Enrollee’s ICT.

2.10.7.5.2. Enrolling IHSS providers, conducting provider
orientation, and retaining enrollment documentation.

2.10.7.5.3. Conducting criminal background checks on all
potential IHSS providers, or delegating this
responsibility to an entity pursuant to WIC section
12300.7.
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2.10.7.5.4. Providing assistance to IHSS recipients in finding
eligible providers through an established provider
registry.

2.10.7.5.5. Acting as employer of record, and providing access to
trained IHSS providers and backup providers, until
the function transfers to the California In-Home
Support Services Authority (the Public Authority or
statewide authority).

2.10.7.5.6. Performing quality assurance activities.

2.10.7.5.7. Sharing confidential data regarding IHSS authorized
hours and services as necessary and as permissible
under applicable state and federal law. Appointing an
advisory committee of not more than eleven (11)
people, and no less than fifty percent (50%) of the
membership of the advisory committee shall be
individuals who are users of personal assistance paid
for through public or private funds or recipients of
IHSS services.

2.10.7.5.8. Continuing to perform other functions as necessary,
as defined by statute and CDSS regulation, for the
administration of the IHSS program.

2.10.7.5.9. Maintaining the consumer-directed model for IHSS,
which allows the Enrollee to self-direct his or her care
by being able to hire, fire, and manage his or her IHSS
provider. (WIC Section 14186.35(a)(2))

2.10.7.5.10. Determining whether the Enrollees” desires to
have his or her IHSS providers involved in care
planning or coordination, and if so, obtain express
consent from the Enrollee or his or her authorized
representative.

210.7.5.11. Providing information and referral of Enrollees
who have complaints, grievances, or appeals related
to IHSS, to the established grievance and appeal
process established by CDSS and by the county
agencies responsible for IHSS, in compliance with
WIC Section 14186.35(e).
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2.10.7.5.12.  Support an Enrollee who is at risk for out-of-home

placement in obtaining IHSS services.

2.10.7.5.13. Ensure compliance with WIC Section 12302.6,

regarding agencies, approved by CDSS, that provide
IHSS personal care, attendant care or chore services in
the home for emergency back-up services, as
necessary.

210.7.5.14. Report documentation that Contractor has

developed and will conduct a benefit orientation and
training program specific to IHSS for First Tier,
Downstream and Related Entities. The Contractor
also provides documentation that it has trained
personnel of IHSS organizations regarding the
Contractor’s Covered Services and policies and
procedures to access services and coordinate care.

2.10.8. Emergency Services Programs (ESPs)

2.10.9.

2.10.8.1.

Contractor shall have, as a minimum, a designated
emergency service facility, providing care on a twenty-four
(24)hour-a-day, seven (7)day-a-week basis. This designated
emergency service facility will have one or more physicians
and one nurse on duty in the facility at all times.

Emergency Care

2.10.9.1.

2.10.9.2.

2.10.9.3.

Contractor shall ensure that an Enrollee with an emergency
condition will be seen on an emergency basis and that
emergency services will be available and accessible within
the Service Area twenty-four (24)hours-a-day.

Contractor shall cover Emergency Services without prior
authorization pursuant to Title 28 CCR, Section 1300.67(g)
and Title 22 CCR Section 53216. Contractor shall coordinate
access to emergency care services in accordance with the
Contractor’s DHCS-approved emergency department
protocol.

Contractor shall ensure adequate follow-up care for those
Enrollees who have been screened in the emergency room
and require non-emergency care.
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2.10.9.4. Contractor shall ensure that a contracting physician is
available twenty-four (24) hours a day to authorize
Medically Necessary post-stabilization care and coordinate
the transfer of stabilized Enrollees in an emergency
department, if necessary.

2.10.9.5. Contractor may not specify what constitutes an emergency
medical condition on the basis of lists of diagnosis or
symptoms.

2.10.10. Long Term Services and Supports Providers Network
2.10.10.1. Contractor shall develop policies and procedures to train:
210.10.1.1.  All Contractor staff involved in care coordination:
210.10.1.1.1.  Person-centered planning processes;

210.10.1.1.2.  Linguistic, cultural, and cognitive
competence;

210.10.1.1.3.  Core concepts of the Olmstead Decision,
i.e. serving Enrollees in the least restrictive
settings as appropriate;

2.10.10.1.1.4.  Accessibility and accommodations;
independent living;

210.10.1.1.5. Wellness principles;

2.10.10.1.1.6.  Criteria for safe transitions, transition
planning, care plans after transitioning; and,

210.10.1.1.7.  Along with other required training as
specified by DHCS — both initially and on an
annual basis.

210.10.1.2.  Specially designated care coordination staff in
dementia care management including but not limited
to:

210.10.1.2.1.  Understanding dementia;

210.10.1.2.2. Symptoms and progression;
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210.10.1.2.3. Understanding and managing behaviors
and communication problems caused by
dementia; caregiver stress and its management;
and,

210.10.1.24. Community resources for Enrollees and
caregivers.

210.10.1.3. Specially designated care coordination staff in
MSSP including but not limited to:

2.10.10.1.3.1. An overview of the characteristics and
needs of MSSP’s target population;

210.10.1.3.2. MSSP’s eligibility criteria;

210.10.1.3.3.  Assessment and reassessment processes,
services, and service authorization process;
and,

210.10.1.3.4. How to refer Enrollees to MSSP for
assessment and eligibility determination.

210.10.1.4. All Contractor staff generally on the addition of
LTSS and social services to Contractor operations.
For all trainings, Contractor shall meet specifications
set by DHCS, document completion of training, and
have specific policies to address non completion.

2.10.11. Women’s Health Services: Contractor shall ensure female Enrollees
have direct access to a women’s health specialist within the network to
provide women’'s routine and preventive health care services. Such
access may be in addition to the enrollee’s PCP.

2.10.12. Family Planning Provider Network

2.10.12.1. Contractor shall cover family planning services for all
Enrollees whether the family planning services are provided
by contracted provider or an out-of-network provider.

2.10.12.2. Contractor agrees to abide by 42 C.F.R. § 438.206.

2.10.13. Indian Health Network: The Contractor shall offer Indian Enrollees
the option to choose an Indian health care provider as a PCP if the
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Contractor has an PCP in its network that has capacity to provide such
services;

2.10.13.1. The Contractor shall demonstrate that it has sufficient access
to health care providers to ensure access to Covered Services
for Indian Enrollees;

2.10.13.2. The Contractor shall pay both network and non-network
Indian health care providers who provide Covered Services
to Indian Enrollees a negotiated rate which shall be no lower
than the DHCS fee for service rate for the same service or, in
the absence of a negotiated rate, an amount not less than the
amount that the Contractor would pay for the Covered
Service provided by a non-Indian health care provider;

2.10.13.3. The Contractor shall make prompt payment to Indian health
care providers; and

2.10.13.4. The Contractor shall pay non-network Indian health care
providers that are FQHCs for the provision of services to an
Indian Enrollee at a rate equal to the rate that the Contractor
would pay to a network FQHC that is not an Indian health
care provider.

2.11. Enrollee Access to Services

211.1. General. The Contractor must provide services to Enrollees as follows:

211.1.1. Authorize, arrange, coordinate and provide to Enrollees all
Covered Services that are Medically Necessary;

211.1.2. Reasonably accommodate Enrollees and ensure that the
programs and services are as accessible (including physical
and geographic access) to an Enrollee with disabilities as
they are to an Enrollee without disabilities, and shall have
written policies and procedures to assure compliance,
including ensuring that physical, communication, and
programmatic barriers do not inhibit Enrollees with
disabilities from obtaining all Covered Services from the
Contractor by:

2.11.1.2.1. Providing flexibility in scheduling to accommodate
the needs of the Enrollees;
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2.11.1.2.2. Providing interpreters or translators for Enrollees
who are deaf and hard of hearing and those with
limited English proficiency;

2.11.1.2.3. Ensuring that Enrollees with disabilities are provided
with reasonable accommodations to ensure effective
communication, including auxiliary aids and services.
Reasonable accommodations will depend on the
particular needs of the Enrollee and include but are
not limited to:

2.11.1.3.

2.11.1.2.3.1.

211.1.2.3.2.

2.11.1.2.3.3.

211.1.2.34.

2.11.1.2.3.5.

211.1.2.3.6.

211.1.2.3.7.

Providing large print (at least 16-point font)
versions of all written materials to Enrollees
with visual impairments;

Ensuring that all written materials are
available in formats compatible with optical
recognition software;

Reading notices and other written materials
to Enrollees upon request;

Assisting Enrollees in filling out forms over
the telephone;

Ensuring effective communication to and
from Enrollees with disabilities through
email, telephone, and other electronic
means;

TTY, computer-aided transcription services,
telephone handset amplifiers, assistive
listening systems, closed caption decoders,
videotext displays and qualified
interpreters for the deaf; and

Individualized assistance.

The Contractor must identify to DHCS the individual in its
organization who is responsible for ADA compliance related
to this Demonstration and his/her job title. The Contractor
must also establish and execute a work plan to achieve and
maintain ADA compliance; and
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211.2.

211.1.4.

2.11.1.5.

2.11.1.6.

If the Contractor’s Provider Network is unable to provide
necessary medical services covered under the Contract to a
particular Enrollee, the Contractor must adequately and
timely cover these services out of network for the Enrollee,
for as long as the Contractor is unable to provide them.

When a PCP or medical, Behavioral Health or LTSS provider
is terminated from the Contractor’s plan or leaves the
Provider Network for any reason, the Contractor must make
a good faith effort to give written notification of termination
of such provider, within fifteen (15) days after receipt or
issuance of the termination notice, to each Enrollee who
received his or her care from, or was seen on a regular basis
by, the terminated PCP or any other medical, behavioral or
LTSS provider. For terminations of PCPs, the Contractor
must also report the termination to DHCS and provide
assistance to the Enrollee in selecting a new PCP within
tifteen (15) calendar days. For Enrollees who are receiving
treatment for a chronic or ongoing medical condition or
LTSS, the Contractor shall ensure that there is no disruption
in services provided to the Enrollee.

Contractor shall ensure that each Enrollee has a PCP who is
available and physically present at the service site for
sufficient time to ensure access for the assigned Enrollee
when medically required. This requirement does not
preclude an appropriately licensed professional from being a
substitute for the PCP in the event of vacation, illness, or
other unforeseen circumstances.

Contractor shall ensure Enrollee access to specialists for Covered
Services that are Medically Necessary. Contractor shall ensure
adequate staff within the Service Area, including physicians,
administrative and other support staff directly and/or through
subcontracts, sufficient to assure that health services will be provided
in accordance with Section 2.10.2 and consistent with all specified
requirements.

2.11.2.1.

Contractor shall establish acceptable accessibility
requirements in accordance with Title 28 CCR Section
1300.67.2.1 and as specified below. DHCS will review and
approve requirements for reasonableness. Contractor shall
communicate, enforce, and monitor Network Providers’
compliance with these requirements.
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2.11.2.1.1. Appointments: Contractor shall implement and
maintain procedures for Enrollees to obtain
appointments for routine care, urgent care, routine
specialty referral appointments, prenatal care, and
adult initial health assessments. Contractor shall also
include procedures for follow-up on missed
appointments.

2.11.2.1.2. First Prenatal Visit: Contractor shall ensure that the
first prenatal visit for a pregnant Enrollee will be
available within two (2) weeks upon request.

2.11.2.1.3. Waiting Times: Contractor shall develop, implement,
and maintain a procedure to monitor waiting times in
the Network Providers' offices, telephone calls (to
answer and return), and time to obtain various types
of appointments indicated in 2.9.2.6.1.1.
appointments, above.

2.11.2.1.4. Telephone Procedures: Contractor shall require
Network Providers to maintain a procedure for
triaging Enrollees' telephone calls, providing
telephone medical advice (if it is made available) and
accessing telephone interpreters.

2.11.2.1.5. After Hours Calls: At a minimum, Contractor shall
ensure that all Enrollees have access to appropriate
licensed professional for afterhours calls.

2.11.2.1.6. Unusual Specialty Services: Contractor shall arrange
for the provision of seldom used or unusual specialty
services from specialists outside the network if
unavailable within Contractor’s network, when
determined medically necessary.

2.11.3. Services Not Subject to Prior Approval

211.3.1. The Contractor will assure coverage of Emergency Medical
Conditions and Urgent Care services. The Contractor must
not require prior approval for the following services:

2.11.3.1.1. Any services for Emergency Medical Conditions
(which includes emergency Behavioral Health care);

2.11.3.1.2. Urgent Care sought outside of the Service Area;
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2.11.3.1.3. Urgent Care under unusual or extraordinary

circumstances provided in the Service Area when the
contracted medical provider is unavailable or
inaccessible;

2.11.3.1.4. Preventative services;

2.11.3.1.5. Family planning services;

2.11.3.1.6. Out-of-area renal dialysis services;

2.11.3.1.7. Basic prenatal care;

2.11.3.1.8. Sexually transmitted disease services; and

2.11.3.1.9. HIV testing.

2.11.4. Authorization of Services. In accordance with 42 C.F.R. § 438.210, the
Contractor shall authorize services as follows:

211.4.1.

For the processing of requests for initial and continuing
authorizations of Covered Services, the Contractor shall:

2.11.4.1.1. Have in place and follow written policies and

procedures;

2.11.4.1.2. Have in effect mechanisms to ensure the consistent

application of review criteria for authorization
decisions; and

2.11.4.1.3. Consult with the requesting Network Provider when

2.11.4.2.

2.11.4.3.

appropriate.

The Contractor shall ensure that an authorized care
coordinator is available twenty-four (24) hours a day for
timely authorization of Covered Services that are Medically
Necessary and to coordinate transfer of stabilized Enrollees
in the emergency department, if necessary. The Contractor’s
guidelines for medical necessity must, at a minimum, be
consistent with Medicare standards for acute services and
prescription drugs and Medi-Cal standards for LTSS.

Any decision to deny a service authorization request or to
authorize a service in an amount, duration, or scope that is
less than requested must be made by a health care
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211.44.

2.11.4.5.

professional who has appropriate clinical expertise in
treating the Enrollee’s medical condition, performing the
procedure, or providing the treatment. Behavioral Health
services denials must be rendered by board-certified or
board-eligible psychiatrists or by a licensed clinician, acting
within their scope of practice, with the same or similar
specialty as the Behavioral Health services being denied,
except in cases of denials of service for psychological testing,
which shall be rendered by a qualified psychologist.

The Contractor shall assure that all Behavioral Health
authorization and utilization management activities are in
compliance with 42 U.S.C. § 1396u-2(b)(8). Contractor must
comply with the requirements for demonstrating parity for
quantitative treatment limitations between Behavioral
Health and medical/surgical inpatient, outpatient and
pharmacy benefits.

The Contractor must notify the requesting Network
Provider, either orally or in writing, and give the Enrollee
written notice of any decision by the Contractor to deny a
service authorization request, or to authorize a service in an
amount, duration, or scope that is less than requested. The
notice must meet the requirements of 42 C.F.R. § 438.404 and
Title 22 CCR § 53261, and must:

2.11.4.5.1. Be produced in a manner, format, and language that

can be easily understood;

2.11.4.5.2. Be made available in Threshold Languages, upon

request; and

2.11.4.5.3. Include information, in Threshold Languages about

2.11.4.6.

how to request translation services and alternative
formats. Alternative formats shall include materials
which can be understood by persons with limited
English proficiency.

The Contractor must make authorization decisions in the
following timeframes:

2.11.4.6.1. For standard authorization decisions, provide notice

as expeditiously as the Enrollee’s health condition
requires and no later than fourteen (14) calendar days
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after receipt of the request for service, with a possible
extension not to exceed fourteen (14) additional

calendar days. Such extension shall only be allowed
if:

211.4.6.1.1. The Enrollee or the Provider requests an
extension, or

211.4.6.1.2. The Contractor can justify (to the
satisfaction of DHCS and/or CMS upon
request) that:

2.11.4.6.1.2.1. The extension is in the Enrollee’s
interest; and

2.11.4.6.1.2.2. There is a need for additional
information where:

2.11.4.6.1.2.2.1. There is a reasonable
likelihood that receipt of
such information would
lead to approval of the
request, if received; and

2.11.4.6.1.2.2.2.Such outstanding
information is reasonably
expected to be received
within fourteen (14)
calendar days.

2.11.4.6.2. For expedited service authorization decisions, where
the provider indicates or the Contractor determines
that following the standard timeframe in Section
2.11.4.7.1 could seriously jeopardize the Enrollee’s life
or health or ability to attain, maintain, or regain
maximum function, the Contractor must make a
decision and provide notice as expeditiously as the
Enrollee’s health condition requires and no later than
seventy-two (72) hours after receipt of the request for
service, with a possible extension not to exceed
fourteen (14) additional calendar days. Such extension
shall only be allowed if:

211.4.6.21. The Enrollee or the provider requests an
extension; or
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211.4.6.2.2. The Contractor can justify (to DHCS
and/or CMS upon request) that:

2.11.4.6.2.2.1. The extension is in the Enrollee’s
interest; and

2.11.4.6.2.2.2. There is a need for additional
information where:

2.11.4.6.2.2.2.1. There is a reasonable
likelihood that receipt of
such information would
lead to approval of the
request, if received; and

2.11.4.6.2.2.2.2.Such outstanding
information is reasonably
expected to be received
within fourteen (14)
calendar days.

2.11.4.6.3. In accordance with 42 C.F.R. §§ 438.6(h) and 422.208,

compensation to individuals or entities that conduct
utilization management activities for the Contractor
must not be structured so as to provide incentives for
the individual or entity to deny, limit, or discontinue
Medically Necessary Covered Services to any
Enrollee.

2.11.5. Utilization Management

2.11.5.1.

Utilization management program: Contractor shall develop,
implement, and continuously update and improve, a
utilization management program that ensures appropriate
processes are used to review and approve the provision of
medically necessary Covered Services, excluding Part D
benefits. Contractor is responsible to ensure that the
utilization management program includes:

2.11.5.1.1. Qualified staff responsible for the utilization
management program.

2.11.5.1.2. The separation of medical decisions from fiscal
and administrative management to assure medical
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2.11.5.1.3.

2.11.5.1.4.

2.11.5.1.5.

2.11.5.1.6.

211.5.1.7.

2.11.5.1.8.

decisions will not be unduly influenced by fiscal
and administrative management.

Allowances for a second opinion from a qualified
health professional at no cost to the Enrollee.

Established criteria for approving, modifying,
deferring, or denying requested services.
Contractor shall utilize evaluation criteria and
standards to approve, modify, defer, or deny
services. Contractor shall document the manner in
which providers are involved in the development
and or adoption of specific criteria used by the
Contractor.

Communications to Network Providers of the
procedures and services that require prior
authorization and ensure that all contracting
Network Providers are aware of the procedures
and timeframes necessary to obtain prior
authorization for these services.

An established specialty referral system to track
and monitor referrals requiring prior
authorization through the Contractor. The system
shall include authorized, denied, deferred, or
modified referrals, and the timeliness of the
referrals. Contractor shall ensure that all
contracted Network Providers and non-
contracting specialty providers are informed of the
prior authorization and referral process at the time
of referral.

The quarterly reporting of utilization management
activities into the DHCS, including a process to
electronically report on the number and types of
appeals, denials, deferrals, and modifications to
the appropriate DHCS and CMT staff.

Procedures for continuously reviewing the
performance of health care personnel, the
utilization of services and facilities, and cost.
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2.11.5.2. These activities shall be done in accordance with Health and
Safety Code Section 1363.5 and 28 CCR 1300.70(b)(2)(H) and
(G) and 42 C.F.R. § 422.112, , 422.152, 422.202, and 422.4.

2.11.5.3.

Pre-Authorizations and Review Procedures Contractor shall
ensure that its pre-authorization, concurrent review and
retrospective review procedures meet the following
minimum requirements:

2.11.5.3.1.

2.11.5.3.2.

2.11.5.3.3.

2.11.5.3.4.

2.11.5.3.5.

2.11.5.3.6.

Decisions to deny or to authorize an amount,
duration, or scope that is less than requested shall
be made by a qualified health care professional
with appropriate clinical expertise in treating the
condition and disease.

Qualified health care professionals supervise
review decisions, including service reductions,
and a qualified physician will review all denials
that are made, whole or in part, on the basis of
medical necessity. For purposes of this provision,
a qualified physician or Contractor’s pharmacist
may approve, defer, modify, or deny prior
authorizations for pharmaceutical services,
provided that such determinations are made
under the auspices of and pursuant to criteria
established by the Contractor’s medical director,
in collaboration with the Contractor’s pharmacy
and therapeutics committee (PTC) or its
equivalent.

There is a set of written criteria or guidelines for
utilization review that is based on sound medical
evidence, is consistently applied, regularly
reviewed, and updated.

Reasons for decisions are clearly documented.

Notification to Enrollees regarding denied,
deferred or modified referrals is made as specified
in Section 2.11.5.1.6.

Decisions and appeals are made in a timely
manner and are not unduly delayed for medical
conditions requiring time sensitive services.
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2.11.5.3.7. Prior Authorization requirements shall not be
applied to Emergency Services, urgently needed
services, family planning services, preventive
services, basic prenatal care, sexually transmitted
disease services, and HIV testing.

2.11.5.3.8. Records, including any Notice of Action (NOA),
shall meet the retention requirements described in

Section 5.4 Records Retention, Inspection, and
Audit.

2.11.5.3.9. Contractor must notify the requesting provider or
Enrollee of any decision to deny, approve, modity,
or delay a service authorization request, or to
authorize a service in an amount, duration, or
scope that is less than requested. The notice to the
provider may be orally or in writing.

2.11.6. Timeframes for Authorization

2.11.6.1.

2.11.6.2.

2.11.6.3.

211.6.4.

2.11.6.5.

Emergency and Urgently Needed Care: No prior
authorization required, following the reasonable person
standard to determine that the presenting complaint might
be an emergency.

Concurrent review of authorization for treatment regimen
already in place: Within five (5) business days or less,
consistent with urgency of the Enrollee’s medical condition
and in accordance with Health and Safety Code Section
1367.01, or any future amendments thereto.

Retrospective review: Within thirty (30) calendar days in
accordance with Health and Safety Code Section 1367.01, or
any future amendments thereto.

Non Part D covered pharmaceuticals: Twenty-four (24)
hours on all drugs that require prior authorization in
accordance with WIC Section 14185 or any future
amendments thereto.

Routine authorizations: Five (5) working days from receipt
of the information reasonably necessary to render a decision
(these are requests for specialty service, cost control
purposes, out-of-network not otherwise exempt from prior
authorization) in accordance with Health and Safety Code
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2.11.6.6.

211.6.7.

Section 1367.01, or any future amendments thereto, but, no
longer than fourteen (14) calendar days from the receipt of
the request. The decision may be deferred and the time limit
extended an additional fourteen (14) calendar days only
where the Enrollee or the Enrollee’s provider requests an
extension, or the Contractor can provide justification upon
request by the state for the need for additional information
and how it is in the Enrollee’s interest. Any decision
delayed beyond the time limits is considered a denial and
must be immediately processed as such.

Expedited Authorizations: For requests in which a provider
indicates, or the Contractor determines that, following the
standard timeframe could seriously jeopardize the Enrollee’s
life or health or ability to attain, maintain, or regain
maximum function, the Contractor must make an expedited
authorization decision and provide notice as expeditiously
as the Enrollee’s health condition requires and not later than
seventy-two (72) hours after receipt of the request for
services. The Contractor may extend this period by up to
fourteen (14) calendar days if the Enrollee requests an
extension, or if the Contractor justifies, to the DHCS upon
request, a need for additional information and how the
extension is in the Enrollee’s interest. Any decision delayed
beyond the time limits is considered a denial and must be
immediately processed as such.

LTSS Authorization as follows:

2.11.6.7.1. Must include the PCP or case manager signature
on any nursing facility authorization or
reauthorization request.

2.11.6.7.2. Must include the PCP or case manager signature
on any CBAS authorization or reauthorization
request.

2.11.6.7.3. Through the HRA and ICT discussions, the
Contractor shall refer Enrollees who are
potentially eligible for MSSP to MSSP providers
for authorization into the MSSP. MSSP providers
and the Contractor shall collaborate and

coordinate MSSP care management services (see
Section 2.6.3).
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2.11.6.7 4.

Through the HRA and ICT discussions, the
Contractor shall refer Enrollees who are
potentially eligible for IHSS to County Social
Services Agency responsible for IHSS service
authorization. County IHSS eligibility worker
shall participate on the ICT whenever IHSS
services are involved in the care of the Enrollees.

2.11.7. Review of Utilization Data

211.7.1. Contractor shall include within the utilization management
program mechanisms to detect both under- and over-
utilization of health care services. Contractor’s internal
reporting mechanisms used to detect Enrollee utilization
patterns shall be reported to DHCS upon request.

2.11.8.Delegating Utilization Management Activities

211.8.1. Contractor may delegate utilization management activities.
If Contractor delegates these activities, Contractor shall
comply with Section 2.11.5.

2.11.9. Availability of Services

2.11.9.1. Access to Services for Emergency Conditions and Urgent
Care. The Contractor must ensure access to twenty-four
(24)hour emergency services for all Enrollees, whether they
reside in institutions or in the community.

211.9.1.1.

211.9.1.2.

The Contractor must cover and pay for any
services obtained for Emergency Conditions in
accordance with 42 C.EF.R. § 438.114(c).

Emergency Medical Treatment and Labor Act
(EMTALA): The Contractor and Network
Providers must comply with EMTALA, including
the requirements for qualified hospital medical
personnel to provide appropriate medical
screening examinations to any Enrollee who
“comes to the emergency department,” as defined
in 42 C.F.R. § 489.24(b); and, as applicable, to
provide Enrollees stabilizing treatment or, if the
hospital lacks the capability or capacity to provide
stabilizing treatment, appropriate transfers.
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2.11.9.1.3. An Enrollee who has an Emergency Condition
may not be held liable for payment of subsequent
screening and treatment needed to diagnose the
specific condition or stabilize the Enrollee.

2.11.9.1.4. The attending emergency physician, or the
provider actually treating the Enrollee, is
responsible for determining when the Enrollee is
sufficiently stabilized for transfer or discharge,
and that determination is binding on the
Contractor as responsible for coverage and
payment.

2.11.9.1.5. The Contractor may not refuse to cover emergency
services based on the emergency room provider,
hospital, or fiscal agent not notifying the enrollee’s
primary care provider, the Contractor or
applicable state entity of the enrollee’s screening
and treatment within ten (10) calendar days of
presentation for emergency services.

2.12. Enrollee Services

2.12.1.Enrollee Service Representatives (ESRs). The Contractor must employ
ESRs trained to answer Enrollee inquiries and concerns from Enrollees
and potential Enrollees, consistent with the requirements of 42 C.F.R.
§§ 422.111(h) and 423.128(d) as well as the following requirements:

2.12.1.1.

212.1.2.

212.1.3.

212.1.4.

Be trained to answer Enrollee inquiries and concerns from
Enrollees and potential Enrollees regarding medical,
behavioral, and LTSS services provided;

Be trained in the use of TTY, video relay services, remote
interpreting services, how to provide accessible PDF
materials, and other alternative formats;

Be capable of speaking directly with, or arranging for an
interpreter to speak with, Enrollees in their primary
language, including American Sign Language (ASL), or
through an alternative language device or telephone
translation service;

Inform callers that interpreter services are free;

85



2.12.1.5.

2.12.1.6.

212.1.7.

2.12.1.8.

2.12.1.9.

2.12.1.10.

2.12.1.11.

2.12.1.12.

2.12.1.13.

Be knowledgeable about Medi-Cal, Medicare, the CFAM-
MOU, and the terms of the Contract;

Be available to Enrollees to discuss and provide assistance
with Enrollee Grievances and complaints;

Make oral interpretation services available free-of-charge to
Enrollees in all non-English languages spoken by Enrollees,
including ASL;

Maintain the availability of services, such as TTY services,
computer-aided transcription services, telephone handset
amplifiers, assistive listening systems, closed caption
decoders, videotext displays and qualified interpreters and
other services for Deaf and hard of hearing Enrollees;

Demonstrate sensitivity to culture, including disability
competent care and the independent living philosophy;

Provide assistance to Enrollees with cognitive impairments;
for example, provide written materials in simple, clear
language at a reading level of sixth grade and below, and
individualized guidance from ESRs to ensure materials are
understood;

Provide reasonable accommodations needed to assure
effective communication and provide Enrollees with a
means to identify their disability to the Contractor;

Maintain employment standards and requirements (e.g.,
education, training, and experience) for Enrollee services
department staff and provide a sufficient number of staff to
meet defined performance objectives; and

Ensure that ESRs make available to Enrollees and potential
Enrollees, upon request, information concerning the
following;:

2.12.1.13.1. Enrollees’ rights and responsibilities;

2.12.1.13.2. The procedures for an Enrollee to change plans or

to opt out of Cal MediConnect;
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2.12.1.13.3. How to access oral interpretation services and

written materials in Threshold Languages and
alternative formats;

2.12.1.13.4. The identity, locations, qualifications, and

availability of Network Providers;

2.12.1.13.5. Information on all Covered Services and other

available services or resources (e.g., state agency
services) either directly or through referral or
authorization;

2.12.1.13.6. Be able to direct enrollees to the Denti-Cal

program for any fee-for-service dental benefits
available from Medi-Cal;

2.12.1.13.7. The procedures available to an Enrollee and

Network Provider(s) to challenge or Appeal the
failure of the Contractor to provide a Covered
Service and to Appeal any adverse actions
(denials); and

2.12.1.13.8. Additional information that may be required by

Enrollees and potential Enrollees to understand
the requirements and benefits of the Cal
MediConnect.

2.12.2.Enrollee Service Telephone Responsiveness

212.2.1.

212.2.2.

The Contractor must operate a call center during normal
business hours and never less than from 8:00 a.m. to 8:00
p-m. (PST) seven (7) days a week, consistent with the
required Marketing Guidelines. The Enrollee must be able
to speak with a live ESR, Monday through Friday, at least
from 8:00 a.m. to 8:00 p.m. (PST). The Contractor may use
alternative technologies on Saturdays, Sundays, and state
and federal holidays.

The Contractor’s ESR’s must answer eighty percent (80%) of
all Enrollee telephone calls within thirty (30) seconds or less.
The Contractor must limit average hold time to two (2)
minutes, with the average hold time defined as the time
spent on hold by the caller following the interactive voice
response (IVR) system, touch tone response system, or
recorded greeting and before reaching a live person. The
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Contractor must limit the disconnect rate of all incoming
calls to five percent (5%). The Contractor must have a
process to measure the time from which the telephone is
answered to the point at which an Enrollee reaches an ESR
capable of responding to the Enrollee's question in a manner
that is sensitive to the Enrollee’s language and cultural
needs.

2.12.3. Coverage Determinations and Appeals Call Center Requirements

2.12.3.1.

The Contractor must operate a toll-free call center with live
ESRs available to respond to Network Providers or Enrollees
for information related to requests for coverage under
Medicare or Medi-Cal, and Medicare and Medi-Cal appeals
(including requests for Medicare exceptions and prior
authorizations). The Contractor is required to provide
immediate access to requests for Medicare and Medi-Cal
covered benefits and services, including Medicare coverage
determinations and redeterminations, via its toll-free call
centers. The call centers must operate during normal
business hours and never less than from 8:00 a.m. to 6:00
p-m. (PST), Monday through Friday. The Contractor must
accept requests for Medicare or Medi-Cal coverage,
including Medicare coverage determinations
/redeterminations, outside of normal business hours, but is
not required to have live enrollee service representatives
available to accept such requests outside normal business
hours. Voicemail may be used outside of normal business
hours provided the message:

2.12.3.1.1. Indicates that the mailbox is secure;

212.3.1.2. Lists the information that must be provided so the

case can be worked (e.g., provider identification,
beneficiary identification, type of request
(coverage determination or Appeal), physician
support for an exception request, and whether the
Enrollee is making an expedited or standard
request);

2123.1.3. For coverage determination calls (including

exceptions requests), articulates and follows a
process for resolution within twenty-four (24)
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hours of call for expedited requests and seventy-
two (72) hours for standard requests; and

2123.1.4. For Appeals calls, information articulates the
process information needed and provide for a
resolution within seventy-two (72) hours for
expedited Appeal requests and seven (7) calendar
days for standard Appeal requests.

2.13. IHSS Related Complaints, Grievances and Appeals

2.13.1.For Enrollee complaints, grievances, or appeals related to IHSS,
Contractor must comply with the established grievance and appeal
process established by CDSS and by the county agencies responsible
for IHSS, in compliance with WIC 14186.35(e).

2.14. Enrollee Grievances

2.14.1.Grievance Filing -- The Contractor shall inform Enrollees that they
may file a grievance through either the Contractor or Cal Medi-
Connect Ombuds Program for complaints relating to Medicare and
Medi-Cal covered benefits and services. Medicare beneficiaries may
also file a grievance through 1-800 Medicare. The Contractor must
display a link to the electronic grievance form on the Medicare.gov
Internet Web site on the Contractor’s main web page pursuant to 42
C.F.R. §422.504 (a)(15)(ii). The Contractor must inform Enrollees of the
email address, postal address or toll-free telephone number where an
Enrollee grievance regarding Medicare and Medi-Cal covered benefits
and services may be filed. Authorized representatives may file
grievances on behalf of Enrollees to the extent allowed under
applicable federal or state law.

2.14.2.Internal (plan level) Grievance: An Enrollee may file an Internal
Enrollee grievance regarding Medicare and Medi-Cal covered benefits
and services at any time with the Contractor or its providers by calling
or writing to the Contractor or provider. The Contractor must have a
system in place for addressing Enrollee grievances, including
grievances regarding reasonable accommodations and access to
services under the ADA.

214.2.1. Reporting of plan level grievances: Contractor shall track
and report to DHCS the number and types of inquiries,
complaints, grievances, appeals, and resolutions related to
Cal MediConnect, as described in WIC Section
14182.17(e)(4)(E), in the format specified by DHCS. DHCS
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will then make the required information publicly available
on DHCS' internet web site.

2.14.2.1.1.

2.14.2.1.2.

Internal Grievance: Contractor shall establish and
maintain a grievance process under which
Enrollees may submit their grievance regarding all
covered services and benefits to the Contractor.
Contractor shall establish and maintain a
grievance process approved by DHCS under
which enrollees may submit their grievances
regarding all benefits and services, pursuant to the
Knox-Keene Health Care Services Plan Act of
1975, WIC Section 14450 and CCR, Title 22, Section
53260.

The Contractor must maintain written records of
all grievance activities, and notify CMS and DHCS
of all internal grievances. The system must meet
the following standards:

2.14.2.1.2.1. Timely acknowledgement of receipt of each

Enrollee grievance;

2.14.2.1.2.2. Timely review of each Enrollee grievance;

2.14.2.1.2.3. Response, electronically, orally or in

writing, to each Enrollee grievance within a
reasonable time, but no later than thirty (30)
days after the Contractor receives the
grievance;

2.14.2.1.2.4. Expedited response, orally or in writing,

within twenty-four (24) hours after the
Contractor receives the grievance to each
Enrollee grievance whenever Contractor
extends the Appeals timeframe or
Contractor refuses to grant a request for an
expedited Appeal; and

2.14.2.1.2.5. Availability to Enrollees of information

about Enrollee Appeals, as described in
Section 2.15, including reasonable
assistance in completing any forms or other
procedural steps, which shall include
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interpreter services and toll-free numbers
with TTY/TDD and interpreter capability.

2.14.2.1.2.6. Procedures to ensure that decision makers
on grievances were not involved in
previous levels of review or decision-
making and who are health care
professionals with clinical expertise in
treating the Enrollee’s condition or disease
if any of the following apply:

2.14.2.1.2.6.1. A grievance regarding denial
of expedited resolutions of an

appeal.

2.14.2.1.2.6.2. Any grievance or appeal
involving clinical issues.

2.14.3.External Grievance: The Contract shall inform Enrollees that they may
tile an external grievance for Medicare only covered benefits and
services through 1-800 Medicare or for Medicare and Medi-Cal
covered benefits and services through the Cal MediConnect Ombuds
program. The Contractor must display a link to the electronic
grievance form on the Medicare.gov Internet Web site on the
Contractor’s main web page. 42 C.F.R. § 422.504(a)(15)(ii). The
Contractor must inform Enrollees of the email address, postal address

or toll-free telephone number where an Enrollee grievance may be
tiled.

2.15. Enrollee Appeals

2.15.1.Integrated Notice of Action— In accordance with 42 C.F.R. § 438.404
and 42 C.F.R. §§ 422.568-572, the Contractor must give the Enrollee
written notice of any adverse action. Enrollees will be notified of all
applicable Cal MediConnect, Medicare and Medi-Cal Appeal rights
through a single notice. The form and content of the notice must be
prior approved by CMS and DHCS. The Contractor shall notify the
Enrollee of its decision at least ten (10) days in advance of the date of
its action.

215.1.1. The notice must explain:

2.15.1.1.1. The action the Contractor has taken or intends to
take;
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2.15.1.1.2.

2.15.1.1.3.

2.15.1.1.4.

2.15.1.1.5.

2.15.1.1.6.

2.15.1.1.7.

The reasons for the action;

The citation to the regulations supporting such
action

The Enrollee’s or the provider’s right to file an
Appeal;

Procedures for exercising Enrollee’s rights to
Appeal;

Circumstances under which expedited resolution
is available and how to request it; and

If applicable, the Enrollee’s rights to have benefits
continue pending the resolution of the plan level
Appeal.

2.15.1.2. Contractor must provide a member notice of resolution, as
expeditiously as the Enrollee’s health condition requires,

within forty-five (45) days from the day Contractor receives
the appeal. An Enrollee notice, at a minimum, must include
the result and date of the appeal resolution. For decisions
not wholly in the Enrollee’s favor, Contractor, at a minimum

must include:

2.15.1.2.1.

2.15.1.2.2.

2.15.1.2.3.

2.15.1.2.4.

Enrollee’s right to request a State Fair Hearing;
How to request a State Fair Hearing;

Right to continue to receive benefits pending a
State Fair Hearing; and

How to request the continuation of benefits.

2.15.1.3. Written material must use easily understood language and
format, be available in alternative formats, and in an
appropriate manner that takes into consideration those with
special needs. The Contractor must inform Enrollees that
information is available in alternative formats and how to
access those formats.

2.15.2. Appeals relating to Medi-Cal covered benefits and services shall
proceed pursuant to the laws and regulations governing Medi-Cal
Appeals. Appeals relating to Medicare covered benefits and services
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shall proceed pursuant to the laws and regulations governing
Medicare Appeals.

2.15.2.1. Written notice must be translated for Enrollees who speak
Threshold Languages.

2.15.2.2.  Written notices must include language clarifying that oral
interpretation is available for all languages and how to
access it.

2.15.3.Medi-Cal Appeals and beneficiary protections will be maintained for
Appeals regarding Medi-Cal services.

2.15.3.1. Enrollee or provider may file an Appeal either orally or in
writing and must follow an oral filing with a written, signed
appeal.

2.15.3.2. Contractor must:

215.3.2.1. Ensure that oral inquiries seeking to Appeal an
action are treated as Appeals and confirm those
inquiries in writing unless the Enrollee or
provider requests expedited resolution.

215.3.2.2. Provide a reasonable opportunity to present
evidence and allegation of fact or law, in person,
as well as in writing.

215.3.2.3. Allow the Enrollee and representative
opportunity, before and during the Appeal
process to examine the Enrollee’s case file,
including medical records, and any other
documents and records.

2.15.3.2.4. Consider the Enrollee, representative, or estate
representative of a deceased Enrollee as parties to
the Appeal.

215.3.2.5. Ensure that decision makers on Appeals were not
involved in previous levels of review or decision-
making and are health care professionals with
clinical expertise in treating the Enrollee’s
condition or disease if any of the following apply:
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2.15.3.2.5.1. A denial of an Appeal based on lack
of medical necessity;

215.3.2.5.2. A grievance regarding denial of
expedited resolution of an Appeal;
or

2.15.3.2.5.3. Any Appeal involving clinical issues.

215.3.3. Contractor shall implement and maintain an Enrollee
internal Appeals system, which includes oversight of any
First Tier, Downstream or Related Entity, in accordance
with all applicable federal and state laws and regulations,
including but not limited to the following;:

2.15.3.3.1.

2.15.3.3.2.

2.15.3.3.3.

2.15.3.3.4.

Federal Medicaid regulations governing Medi-Cal
Managed Care Appeals and Medi-Cal Appeals in
general, at 42 C.F.R. 431 Subpart E and 42 C.E.R.
438 Subpart F.

Standards for expedited review of grievances
involving an imminent and serious threat to the
health of the Enrollee: Title 28, CCR, Sections
1300.68 and 1300.68.01;

Internal Contractor Appeal processes, in
accordance with Health and Safety Code Section
1370.2, and external Appeal processes in
accordance with the fair hearing standards for
Medi-Cal managed care, Title 22, CCR, Sections
§51014.1, §51014.2, §53894, and §53858;

Twelve (12) month continuity of care under
certain circumstances. WIC §14182.17 (d)(7)(A)(ii).

215.3.4. Expedited internal Medi-CalAppeals. Contractor shall
comply with all state law and regulations pertaining to
expedited Appeals, as well as the following requirements:

2.15.3.4.1.

Contractor shall implement and maintain
procedures as described below to resolve
expedited internal Appeals for Medi-Cal services.
These procedures shall be followed whenever
Contractor determines or the provider indicates
that taking the time for a standard resolution
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2.15.3.4.2.

2.15.3.4.3.

2.153.44.

2.15.3.4.5.

2.15.3.4.6.

2.15.3.4.7.

2.15.3.4.8.

could seriously jeopardize the Enrollee’s life,
health, or ability to attain, maintain, or regain
maximum function.

Enrollee or provider may file an expedited Appeal
either orally or in writing, and no additional
Enrollee follow-up is required.

Contractor must inform the Enrollee of the limited
time available for the Enrollee to present evidence
and allegations of fact or law, in person and in
writing.

Contractor must provide an Enrollee notice as
quickly as the Enrollee’s health condition requires
or within three (3) working days from the day
Contractor receives the Appeal.

Contractor may extend the timeframe to resolve
an Appeal by up to fourteen (14) days if the
Enrollee requests the extension, or Contractor
shows that there is a need for additional
information and how the delay is in the Enrollee’s
interest.

Contractor must make a reasonable effort to
provide oral notice of expedited Appeal decision.

Contractor must ensure that punitive action is not
taken against a provider who either requests an
expedited resolution or supports an Enrollee’s
Appeal.

If Contractor denies a request for expedited
resolution of an Appeal, it must

2.15.3.4.8.1. Transfer the Appeal to the standard

timeframe of no longer than forty-five
(45) days from the day the Contractor
receives the Appeal with a possible
fourteen (14) day extension, and

215.3.4.8.2. Give the Enrollee prompt oral notice of

the denial of a request for expedited
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2.15.3.5.

2.15.3.6.

resolution and a written notice within
two (2) calendar days.

Responsibilities in State Fair Hearings Related to Medi-Cal
Benefits and Services. Contractor shall comply with all
regulations and procedures regarding State Fair Hearings,
set forth in the Manual of Policies and Procedures issued by
the California Department of Social Services, pursuant to
Title 22, CCR, Section 50953. Contractor shall have the
following responsibilities with respect to State Fair Hearings
that are expedited, in compliance with CDSS All County
Letter 13-40.

Parties to an internal Medi-Cal Appeal or State Fair Hearing.

2.15.3.6.1. The parties to an internal plan Appeal or the State

Fair Hearing related to a Medi-Cal benefit or
service include the Contractor as well as the
Enrollee and his or her representative or the
representative of a deceased Enrollee’s estate.

215.3.6.2. Enrollee may request an Independent Medical

Review (IMR) regarding the NOA from the
DMHC. An IMR may not be requested if a State

Fair Hearing has already been requested for that
NOA.

2.15.4.Medicare Appeals rights and protections will be maintained and
enhanced for Medicare services only.

2.15.4.1.

Federal Regulations and law will continue to govern all
Medicare Appeals regarding Medicare services. As outlined
in the MOU, Enrollees will continue to have access to the
existing Medicare Part C and Part D Appeals processes. The
Medicare process is fully outlined in the Medicare Managed
Care Manual and Medicare Regulations at 42 C.F.R. § 422
Subpart M, and important features of this process are
outlined below:

215.4.1.1. Hospital Discharge Appeals

215.4.1.1.1. When an Enrollee is being discharged from
the hospital, the Contractor must assure
that the Enrollee receives a written notice
of explanation called an Important Message
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From Medicare regarding the right to
Appeal the discharge decision from an
inpatient hospital admission.

215.4.1.1.2. The Enrollee has the right to request a
review by a quality improvement
organization (QIO) of any hospital
discharge notice. The notice includes
information on filing the QIO Appeal. The
Enrollee must contact the QIO before
he/she leaves the hospital but no later
than the planned discharge date.

215.4.1.1.3. 1If the Enrollee asks for immediate review
by the QIO, the Enrollee will be entitled to
this process instead of the standard
Appeals process described above. The
Contractor must ensure that the Enrollee
receives the Detailed Notice of Discharge
(CMS-10066). Note: an Enrollee may file
an oral or written request for an expedited
seventy-two (72)hour Contractor Appeal if
the Enrollee has missed the deadline for
requesting the QIO review.

2.15.41.1.4. The QIO will make its decision within one
(1) business day after it receives the
Enrollee’s request, medical records, and
any other information it needs to make its
decision.

215.4.1.1.5. If the QIO agrees with the Contractor’s
decision, the Contractor is not responsible
for paying the cost of the hospital stay
beginning at noon of the calendar day
following the day the QIO notifies the
Enrollee of its decision.

2.15.4.1.1.6. If the QIO overturns the Contractor’s
decision, the Contractor must pay for the
remainder of the hospital stay.

2.15.5. Continuation of Benefits Pending an Appeal
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2.15.5.1.

Medicare Benefits and Services

2.15.5.1.1.

The Contractor must continue providing benefits
for all prior approved non-Part D Medicare
benefits for which a Contractor has issued a NOA
for termination or modification pending
completion of the internal Contractor Appeal.

This means that such benefits will continue to be
provided to Enrollees and that the Contractor
must continue to pay providers for providing such
services or benefits pending an internal Appeal.

2.15.5.2. Medi-Cal Benefits and Services

2.15.5.2.1.

The Contractor must continue providing all prior
approved Medi-Cal benefits for which a
Contractor has issued a NOA for termination or
modification pending completion of the internal
Contractor Appeal or per timeframes in 42 C.F.R. §
438.420, whichever comes first. This means that
such benefits will continue to be provided to
Enrollees and that the Contractor must continue to
pay providers for providing such services or
benefits pending a plan level Appeal or per
timeframes in 42 C.F.R. § 438.420, whichever
comes first.

2.16. Quality Improvement Program

2.16.1.Quality Improvement (QI) Program. The Contractor shall:

2.16.1.1.

2.16.1.2.

2.16.1.3.

Deliver quality care that enables Enrollees to stay healthy,
get better, manage chronic illnesses and/ or disabilities, and
maintain/improve their quality of life. Quality care refers

to:

Quality of physical health care, including primary and
specialty care;

Quality of Behavioral Health services focused on recovery,
resiliency and rehabilitation;

216.1.4. Quality of LTSS;
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2.16.1.5.

2.16.1.6.

2.16.1.7.

Adequate access and availability to primary, Behavioral
Health services, specialty health care, and LTSS providers
and services;

Continuity and coordination of care across all care and
services settings, and for transitions in care; and

Enrollee experience and access to high quality, coordinated
and culturally competent clinical care and services, inclusive
of LTSS across the care continuum.

2.16.2. Apply the principles of Continuous Quality Improvement (CQI) to all
aspects of the Contractor’s service delivery system through ongoing
analysis, evaluation and systematic enhancements based on:

2.16.2.1.

2.16.2.2.

2.16.2.3.

2.16.2.4.

2.16.2.5.

2.16.2.6.

Quantitative and qualitative data collection and data-driven
decision-making;

Up-to-date evidence-based practice guidelines and explicit
criteria developed by recognized sources or appropriately
certified professionals or, where evidence-based practice
guidelines do not exist, consensus of professionals in the

field;

Feedback provided by Enrollees and providers in the design,
planning, and implementation of its CQI activities;

Rapid Cycle Quality Improvement, when appropriate, as
determined by DHCS;

Issues identified by the Contractor, DHCS and/or CMS; and

Ensure that the QI requirements of this Contract are applied
to the delivery of primary and specialty health care services,
Behavioral Health services and LTSS.

2.16.3.QI Program Structure

2.16.3.1.

The Contractor shall maintain a well-defined QI
organizational and program structure that supports the
application of the principles of CQI to all aspects of the
Contractor’s service delivery system. The QI program must
be communicated in a manner that is accessible and
understandable to internal and external individuals and
entities, as appropriate. The Contractor’s QI organizational
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2.16.3.2.

and program structure shall comply with all applicable
provisions of 42 C.F.R. § 438,, including Subpart D, Quality
Assessment and Performance Improvement, 42 C.F.R. § 422,
Subpart D Quality Improvement, and shall meet the quality
management and improvement criteria described in the
most current NCQA health plan accreditation requirements
in 28 CCR Section 1300.70.

The Contractor shall:

2.16.3.2.1.

2.16.3.2.2.

2.16.3.2.3.

2.16.3.2.4.

Establish a mechanism to detect both
underutilization and overutilization of services
and assess the quality and appropriateness of care
furnished to Enrollees with special health care
needs.

Establish a set of QI functions and responsibilities
that are clearly defined and that are proportionate
to, and adequate for, the planned number and
types of QI initiatives and for the completion of QI
initiatives in a competent and timely manner;

Ensure that such QI functions and responsibilities
are assigned to individuals with the appropriate
skill set to oversee and implement an
organization-wide, cross-functional commitment
to, and application of, CQI to all clinical and non-
clinical aspects of the Contractor’s service delivery
system;

Establish internal processes to ensure that the
quality management activities for primary,
specialty, Behavioral Health services, and LTSS
reflect utilization across the Provider Network and
include all of the activities in this Section 2.16 of
this Contract and, in addition, the following
elements:

216.3.24.1. A process to utilize Healthcare Plan

Effectiveness Data and Information Set
(HEDIS), Consumer Assessment of
Healthcare Providers and Services
(CAHPS), the Health Outcomes Survey
(HOS) and other measurement results
in designing QI activities;
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2.16.3.2.4.2.

2.16.3.2.4.3.

2.16.3.2.4.4.

2.16.3.2.4.5.

2.16.3.2.4.6.

A medical record review process for
monitoring Provider Network
compliance with policies and
procedures, specifications and
appropriateness of care. Such process
shall include the sampling method
used which shall be proportionate to
utilization by service type. The
Contractor shall submit its process for
medical record reviews and the results
of its medical record reviews to DHCS;

A process to measure Provider
Network and Enrollees, at least
annually, regarding their satisfaction
with the Contractor’s plan. The
Contractor shall submit a survey plan
to DHCS for approval and shall submit
the results of the survey to DHCS and
CMS;

A process to measure clinical reviewer
consistency in applying clinical criteria
to utilization management activities,
using inter-rater reliability measures;

A process for including Enrollees and
their families in quality management
activities, as evidenced by participation
in consumer advisory boards; and

In collaboration with and as further
directed by DHCS, develop a
customized medical record review
process to monitor the assessment for
and provision of LTSS.

216.3.2.5. Have in place a written description of the QI
Program that delineates the structure, goals, and
objectives of the Contractor’s QI initiatives. Such
description shall include the following;:

216.3.2.5.1.

Organizational commitment to the
delivery of quality health care services
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216.3.2.5.2.

2.16.3.2.5.3.

2.16.3.2.5.4.

2.16.3.2.5.5.

2.16.3.2.5.6.

216.3.2.5.7.

as evidenced by goals and objectives
which are approved by Contractor’s
governing body and periodically
evaluated and updated.

Organizational chart showing the key
staff and the committees and bodies
responsible for quality improvement
activities including reporting
relationships of QI committee(s) and
staff within the Contractor's
organization.

Qualifications of staff responsible for
quality improvement studies and
activities, including education,
experience and training.

The role, structure, and function of the
Quality Improvement Committee.

The processes and procedures designed
to ensure that all Covered Services that
are Medically Necessary are available
and accessible to all Enrollees
regardless of race, color, national
origin, creed, ancestry, religion,
language, age, gender, marital status,
sexual orientation, health status, or
disability, and that all Covered Services
that are Medically Necessary are
provided in a culturally and
linguistically appropriate manner.

A description of the mechanisms used
to continuously review, evaluate, and
improve access to and availability of
services. The description shall include
methods to ensure that Enrollees are
able to obtain appointments within
established standards.

Description of the quality of clinical care
services provided, including, but not
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2.16.3.2.5.8.

limited to, preventive services for
children and adults, perinatal care,
primary care, specialty, emergency,
inpatient, and ancillary care services.

Description of the activities, including
activities used by persons with chronic
conditions, designed to assure the
provision of case management,
coordination and continuity of care
services. Such activities shall include,
but are not limited to, those designed to
assure availability and access to care,
clinical services and care management.

2.16.3.2.6. Address all aspects of health care, including
specific reference to Behavioral Health services
and to LTSS, with respect to monitoring and
improvement efforts, and integration with
physical health care. Behavioral Health and LTSS
aspects of the QI program may be included in the
QI description, or in a separate QI Plan referenced
in the QI description as follows:

2.16.3.2.6.1.

2.16.3.2.6.2.

2.16.3.2.6.3.

Address the roles of the designated
physician(s), Behavioral Health
clinician(s), and LTSS providers with
respect to QI program;

Identify the resources dedicated to the
QI program, including staff, or data
sources, and analytic programs or IT
systems; and

Include organization-wide policies and
procedures that document processes
through which the Contractor ensures
clinical quality, access and availability
of health care and services, and
continuity and coordination of care.
Such processes shall include, but not be
limited to, Appeals and grievances and
utilization management.
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2.16.3.3. Delegation of Quality Improvement Activities

2.16.3.3.1.

2.16.3.3.2.

Contractor is accountable for all QI functions and
responsibilities (e.g. utilization management,
credentialing and site review) that are delegated to
First Tier, Downstream, and Related Entities.

Contractor shall maintain a system to ensure
accountability for delegated QI activities, that at a
minimum:

2.16.3.3.2.1. Evaluates First Tier, Downstream and

Related Entity’s ability to perform the
delegated activities including an initial
review to assure that the First Tier,
Downstream, and Related Entity has the
administrative capacity, task experience,
and budgetary resources to fulfill its
responsibilities;

2.16.3.3.2.2. Ensures First Tier, Downstream, and

Related Entity meets standards set forth by
the Contractor and DHCS; and

2.16.3.3.2.3. Includes the continuous monitoring,

2.16.3.3.3.

evaluation and approval of the delegated
functions.

Submit to DHCS and CMS an annual QI Work
Plan that shall include the following components

or other components as directed by DHCS and
CMS:

2.16.3.3.3.1. Planned clinical and non-clinical initiatives;

2.16.3.3.3.2. The objectives for planned clinical and non-

clinical initiatives;

2.16.3.3.3.3. The short and long term time frames within

which each clinical and non-clinical
initiative’s objectives are to be achieved;

2.16.3.3.3.4. The individual(s) responsible for each

clinical and non-clinical initiative;
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2.16.3.3.3.5. Any issues identified by the Contractor,

DHCS, Enrollees, and providers, and how
those issues are tracked and resolved over
time;

2.16.3.3.3.6. Program review process for formal

evaluations that address the impact and
effectiveness of clinical and non-clinical
initiatives at least annually; and

2.16.3.3.3.7. Process for correcting deficiencies.

2.16.3.3.4.

2.16.3.3.5.

Evaluate the results of QI initiatives at least
annually, and submit the results of the evaluation
to the DHCS and CMT. The evaluation of the QI
program initiatives shall include, but not be
limited to, the results of activities that demonstrate
the Contractor’s assessment of the quality of
physical and Behavioral Health services rendered,
the effectiveness of LTSS, and accomplishments
and compliance and/ or deficiencies in meeting the
previous year’s QI Strategic Work Plan; and

Contractor shall develop an QI report for
submission to DHCS and CMS on an annual basis.
The annual report shall include:

2.16.3.3.5.1. An Assessment of the QI activities

undertaken and an evaluation of areas of
success and needed improvements in
services rendered within the QI program,
including but not limited to:

2.16.3.3.5.1.1. The collection of aggregate data
on utilization;

2.16.3.3.5.1.2. The review of quality of services
rendered; and

2.16.3.3.5.1.3. Outcomes/findings from Quality
Improvement Projects (QIPs),
consumer satisfaction surveys
and collaborative initiatives.
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2.16.3.3.5.2. Copies of all final reports of non-

governmental accrediting agencies (e.g.
JCAHO, NCQA) relevant to the
Contractor’s Medi-Cal line of business,
including accreditation status and any
deficiencies noted. Include the corrective
action plan developed to address noted
deficiencies.

2.16.3.3.5.3. An assessment of First Tier, Downstream

2.16.3.3.6.

and Related Entity’s performance of
delegated QI activities.

Maintain sufficient and qualified staff employed
by the Contractor to manage the QI activities
required under the Contract, and establish
minimum employment standards and
requirements (e.g. education, training, and
experience) for employees who will be responsible
for quality management. QI staff shall include:

2.16.3.3.6.1. At least one designated physician, who

shall be a medical director or associate
medical director, at least one designated
Behavioral Health provider, and a
professional with expertise in the
assessment and delivery of LTSS with
substantial involvement in the QI program;
and

2.16.3.3.6.2. A qualified individual to serve as the Cal

2.16.4.QI Activities

MediConnect QI Director.

2.16.4.1. Performance Measurement

2.16.4.1.1.

The Contractor shall engage in performance
measurement and performance improvement
projects, designed to achieve, through ongoing
measurement and intervention, significant
improvements, sustained over time, in clinical care
and non-clinical care processes, outcomes and
Enrollee experience. The Contractor’s QI program
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2.16.4.1.2.

must include a health information system to
collect, analyze, and report quality performance
data as described in 42 C.F.R. §§ 422.516(a),

422152, and 423.514 for Parts C and D,
respectively.

Performance improvement projects must involve:

216.4.1.2.1. Measurement of performance using

objective quality indicators

216.4.1.2.2. Implementation of systems

interventions to achieve improvement in
quality

2.16.4.1.2.3. Evaluation of the effectiveness of the

interventions

216.4.1.24. Planning and initiation of activities for

2.16.4.1.3.

increasing and sustaining improvement

Measurement and improvement projects shall be
conducted in accordance with requirements in the
CFAM-MOU, Figure 7-1 core quality measures,
and as specified in this Contract, and shall include,
but are not limited to:

2.16.4.1.3.1. All HEDIS, HOS and CAHPS data, as well

as all other measures specified in Figure 7-1
core quality measures of the MOU
referenced above (Figure 7-1). HEDIS,
HOS and CAHPS must be reported
consistent with Medicare requirements. All
existing Part D metrics will be collected as
well. Additional details, including technical
specifications, will be provided in annual
guidance for the upcoming reporting year.

2.16.4.1.3.2. The Contractor shall collect annual data

and contribute to all Demonstration QI-
related processes, as directed by DHCS and
CMS, as follows:

2.16.4.1.3.2.1. Collect and submit to DHCS,
CMS and/or CMS’ contractors, in
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a timely manner, data for the
measures;

2.16.4.1.3.2.2. Contribute to all applicable
DHCS and CMS data quality
assurance processes, which shall
include, but not be limited to,
responding, in a timely manner,
to data quality inadequacies
identified by DHCS and
rectifying those inadequacies, as
directed by DHCS

2.16.4.1.3.2.3. The Contractor shall demonstrate how to utilize
results of the measures specified in any CMS and DHCS
reporting requirements documents in designing QI
initiatives.

2.16.4.2. Consumer Satisfaction Survey:

216.4.2.1. Atintervals as determined by DHCS, DHCS’
contracted EQRO will conduct a consumer
satisfaction survey of a representative sample of
Enrollees in each county, as determined by the
technical specifications of the survey instrument
chosen by DHCS. If requested, Contractor shall
provide appropriate data to the EQRO to facilitate
this survey.

216.4.3. Quality Improvement Project (QIP)Requirements

216.4.3.1. The Contractor shall implement and adhere to all
processes relating to the QIP requirements, as
directed by DHCS and CMS, and as follows:

2.16.4.3.1.1. In accordance with 42 C.F.R. § 438.240 (d)
and 42 C.F.R. §422.152 (d), collect
information and data in accordance with
QIP requirement specifications for its
Enrollees; using the format and submission
guidelines specified by DHCS and CMS in
annual guidance provided for the
upcoming Contract year;
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2.16.4.4.

2.16.4.5.

2.16.4.6.

2.164.7.

2.16.4.8.

2.16.4.3.1.2. The Contractor is required to conduct or
participate in two (2) QIPS approved by
DHCS. If Contractor holds multiple
managed care contracts with DHCS,
Contractor is required to conduct or
participate in two (2) QIPS for each
Contract.

216.4.3.1.21. One (1) QIP must be an internal
quality improvement project

(IQIP).

216.4.3.1.2.2. One (1) QIP must be a DHCS
facilitated statewide collaborative.

Implement the QIP requirements, in a culturally competent
manner;

Evaluate the effectiveness of QIP interve