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I ntroduction

1.1 Scope

The State of Texas, by and through the Health and Human Services Commission (HHSC),
announces the release of request for proposal (RFP) # 529-1 3-0071 for establishment of the
STAR Kids Medicaid managed care program.

Public comments concerning the RFP are subject to public disclosure under the Public
Information Act, Texas Government Code Chapter 5-52.

1.2 Point-of-Contact

The sole point-of-contact for inquiries concerning this RFP is the following.

Rick Blincoe, CTPM
Procurement and Contract Services

Health and Human Services Commission
4405 North Lamar Blvd.

Austin, Texas 78756
Phone: (512) 206-5468
Fax: (512) 206-5552

:chardbhncoe..hhscs+atetx us

Respondents must direct all communications relating to this RFP to the HHSC point-of-contact
named above. All other communications between a Respondent and HHSC and the HHS
agencies, their agents. employees, or contractors concerning this RFP are prohibited. The
Respondent may not discuss cost information contained in a proposal with the HHSC point-of-
contact or any other staff under any circumstances. Failure to comply with these requirements
may result in HHSC’s disqualification of the proposal.

Only the HHSC point-of-contact can clarify issues and render any opinion regarding this RFP,
No other individual HHSC employee or state employee is empowered to make binding
statements regarding this RFP. No statements, clarifications, or opinions regarding this RFP are
valid or binding except those- issued in writing by the HHSC point-of-contact and posted on
HHSC’s website at nttp:’iwwwhhsc.state.tx.usfabouthhscisusOpp/BOopportunwes.asp.
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t3 Procurement Schedule

The anticipated schedule for this procurement is as follows. HHSC reserves the right to revise
this schedule. Any revisions will be posted on the HHSC website at
http://www.hhsc tate.t as/about hhsc/BusOpp/BO oportun i p.

Procurement Schedule

Draft RFP Release Date March 19, 2014

Draft REP Respondent Comments Due April 18, 2014

REP Release Date July 17, 2014

Vendor Conference July31, 2014

Respondent Questions Due August 5, 2014

Letters Claiming Mandatory Contract Status Due September 2, 2014

HHSC Posts Responses to Respondent Questions September 16, 2014

Proposals Due October 30, 2014

Deadline for Proposal Withdrawal October 30, 2014

Tentative Award Announcement To be Announced

Anticipated Contract Effective Date September 1, 2015

Operational Start Date September 1, 2016

IA Purpose

The purpose of this procurement is to contract with multiple Managed Care Organizations
(MCOs) to establish the STAR Kids Medicaid managed care program for children and young
adults with disabilities.

1.5 Mission Statement

HHSC’s mission is to provide individually appropriate Medicaid managed care services to
children and young adults with disabilities to enable them to live and thrive in a setting that
maximizes their health, safety, and overall well-being. To achieve HHSCs mission, the STAR
Kids program is established to:

1. Coordinate care across service arrays;
2. Improve quality, continuity, and customization of care;
3. Improve access to care and provide person-centered Health Homes;
4. Improve ease of program participation for Members, MCOs, and Providers;
5. Improve Provider collaboration and integration of different services;
6. Improve Member outcomes to the greatest extent achievable;
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7. Prepare young adults for the transition to adulthood;
8. Foster program innovation; and
9. Achieve cost efficiency and cost containment.

1.6 Mission Objectives

To accomplish HHSCs mission, HHSC will prioritize desired outcomes and benefits for the
STAR Kids population and will focus its monitoring efforts on the MCO’s ability to provide
satisfactory results for these Mission Objectives.

1.6.1 Network Adequacy and Access to Care

HHSC intends that all Members have timely access to quality care through a Provider Network
designed to meet the needs of the STAR Kids population. The MCO will be accountable for
creating and maintaining a Network capable of delivering all Covered Services to Members
throughout the State of Texas, The MCO must provide Members with access to qualified
Network Providers within the travel distance and waiting time for appointment standards defined
in this RFP. HHSC will especially focus on Members’ access to a Health Home, qualified
Specialists, and if appropriate, Behavioral Health Services and Community-Based Services.

1.6.2 Continuity of Care

The MCO must ensure minimal impact to established Member/Provider relationships. existing
treatment protocols, and ongoing care plans. Transition to the managed care model must be as
seamless as possible for Members and their Providers.

1,6,3 Health Home

HHSC is committed to providing a consistent and integrated source of healthcare for the STAR
Kids population through a person-centered Health Home. The MCO must develop and uphold
the Health Home model through the management and coordination of Healthcare Services.

1.6.4 Behavioral Health Services

The MCO must focus on access to. and delivery of. Behavioral Health Services. The MCQ must
provide Members with timely access to Medically Necessary Behavioral Health Services, such
as mental health and substance abuse treatment and counseling, as well as timely and
appropriate follow-up care. Contract requirements emphasize the importance of integration of
care and formal, regular communication between Providers for Members who need assessment
and evaluation for behavioral health concerns, or who are receiving both primary physical health
and Behavioral Health Services. The Provider Network must include Providers experienced in
working with children and young adults with Intellectual and Developmental Disabilities.

1.6.5 Service Coordination

The integration and coordination of all Covered Services are essential features of STAR Kids.
The MCO must demonstrate sufficient levels of qualified and competent personnel devoted to
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Servce Coordination to meet the everyday and unique needs of STAR Kids Members, nciuding

Dual Eligibles.

1.6.6 Timeliness of Initial Texas Health Steps Visit

STAR Kids MOOs must ensure timely, age-appropriate medical check-ups with Providers in
accordance with the Texas Health Steps periodicity schedule.

1.6.7 Timeliness of Claims Payments

A key element of an MOO’s success is the ability to ensure that Network Providers receive
timely and fair payment for services rendered. MOOs must pay Clean Claims and appealed
claims on a timely basis, as well as resolve Pended Claims in a timely manner. HHSC will
require strict adherence to basic claims processing standards.

1,6.8 Quality

HHSC is accountable to Texans for ensuring that all Members receive quality services in the

most efficient and effective manner possible. Accordingly, the MOO will be responsible for
providing high quality services in a professional, ethical, and cost-effective manner. HHSC
expects the MOO to implement new and creative approaches that ensure quality services, cost-
effective service delivery, and careful stewardship of public resources.

1.6.9 Delivery of healthcare to diverse populations

Member populations in Texas are diverse. Healthcare Services must be delivered without
regard to racial or ethnic factors. HHSC expects the MOO to implement intervention strategies
to avoid disparities in the delivery of Healthcare Services to diverse populations and provide
services in a culturally competent manner as described in RFP Section 8.1.5.8 of the RFP.

1.6.10 Disease management requirements

The MCD must provide a comprehensive disease management program or coverage for
Disease Management (DM) services for asthma, diabetes, and other chronic diseases identified
by the MCD, based upon an evaluation of the prevalence of the diseases within the MOO’s
membership. Please refer to the Uniform Managed Care Manual, Chapter 9.1 “Disease
Management,” for additional DM requirements.

1.6.11 Individualized Service Planning

Service Coordination strategies and services received through the MOO must be tailored to the
unique needs of each Member. Through the STAR Kids Assessment Process and other
strategies designed by the MOO to identify Member needs and preferences, the MCO must
design and adhere to an Individual Service Plan (ISP) that is thoughtfully crafted, regularly
monitored, and altered appropriately over time.
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11 STAR Kids Overview

Senate Bill 71 directs the Health and Human Services Commission to establish a mandatory,
capitated STAR Kids managed care program tailored to provide Medicaid benefits to children
and young adults with disabilities. Through the Texas Healthcare Transformation and Quality
Improvement Program (THTQIP) 1115 Waiver, STAR Kids will serve children and young adults
under the age of 21 who receive social security income (SSI) and 551-related Medicaid, For
eligible Members, STAR Kids will also provide the full service array for the Medically Dependent
Children Program (MDCP).

Children and young adults who qualify for STAR Kids have diverse strengths and challenges.
The service and support needs for the STAR Kids population varies based on broad differences
in diagnoses, conditions, prior treatments, development, environment, age, family dynamics,
and access to care. By working with Members and their families, STAR Kids MCOs will
customize and coordinate acute, behavioral, and long-term services and supports (LTSS)
through an individualized planning and service design process. Through comprehensive service
coordination, STAR Kids Members will receive services and supports talored to their individual
needs.

Refer to the Procurement Library for enrollment information by Service Area.

1.8 Eligible Populations for STAR Kids

The following groups will be required to enroll in STAR Kids: (1) children and young adults
under the age of 21 who receive Social Security Income (SSI) or (2) children and young adults
who receive services through Home and Community-Based Services (HCBS) Vvaiver programs
operated by HHSC, the Department of Aging and Disability Services (DADS), and the
Department of State Health Services (DSHS). These programs include the following.

1. Medically Dependent Children Program (MDCP)
2. Home and Community-based Services (HCS)
3. Community Living Assistance and Supports Services (CLASS)
4. Deaf Blind wth Multiple Disabilities (DSMD)
5. Texas Home Living (TxHmL)
6. Youth Empowerment Services (YES)

Children and young adults enrolled in MDCP wiil receive all of their services through STAR
Kids, including LTSS currently provided through MDCP. Children and young adults enrolled in
the other listed HCBS Waiver programs will receive Medicaid State Plan services (sometimes
known as “acute care’ services) and Service Coordination through their STAR Kids MCO, but
will receive LTSS specific to their HCBS Waiver through their waiver service providers.

83’ Legislature, Regular Session, 2013
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1.9 Authorization

The Texas Legislature has designated HHSC as the single state agency to administer the

Medicaid Program in the State of Texas. HHSC has authority to contract with MCOs to carry out
the duties and functions of the Medicaid Managed Care Program under TiDe Xix of the Social

çfit Act; Texas Health and,S?fctyQgijL01i, 12.017, and 12.021; and Texas
Government Code. Chapter 533. Contracts awarded under this RFP are subject to all necessary
federal and state approvals, including Centers for Medicare and Medicaid Services’ (CMS)

approval.

1.10 Eligible Respondents

Except as provided in this document, eligible Respondents include insurers that are licensed by
the Texas Department of Insurance (TDI) as MCO5 in accordance with Chapter 843 of the
Texas Insurance Code, a certified Approved Non-Profit Health Corporation (ANHC) formed in

compliance with Chapter 844 of the Texas Insurance Code, and Exclusive Provider
Organizations (EPO) with TDI-approved exclusive provider benefit plans.

Throughout this REP. the term MCO includes HMOs. ANHCs, and EPOs. A Respondent that
has submitted its application for licensure as an HMO. for certification as an ANHC, or for
approval of an EPP prior to the Proposal due date is also eligible to respond to this RFP:
however, the Respondent must receive TDI approval no later than 60 days after HHSC
executes the Contract (see RFP Section 1.3, “Procurement Schedule”). Failure to receive the

required approval within 60 days after HHSC executes the Contract will result in the cancellation
of the award.

Failure to timely submit proof of TDI licensure, certification, or approval will result in
HHSC’s termination of the Contract The MCO will be at risk for all costs incurred by
HHSC or its authorized representatives through the date of termination, as well as all
costs HHSC incurs to replace the MCC.

For more information on the reasons for HHSC’s disqualification of Respondents see RFP

Section 3.3.2, Conflicts of Interest,” and RFP Section 3.3.3, “Former Employees of a State
Agency.”

1.11 ContractTerm

The Contract will begin on the Contracts Effective Date and will continue through, August 31.
2019 (Initial Contract Period). HHSC may, at its option. extend the Contract for an additional
period or periods, not to exceed a total of eight operational years. All reserved Contract
extensions beyond the Initial Contract Period will be subject to good faith negotiation between
the parties.

As discussed in other sections of the RFP, the MCO must begin serving Members on the
Operational Start Date, which HHSC anticipates will be September 1, 2016.

1-8



STAR Kids RFP
Section 1—Introduction
RFP No. 529-13-0071

1.12 Development of Contracts

Hl-ISC intends to execute one Contract per MCO. which will include all awarded MCO Service
Areas.
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2 Procurement Strategy and Approach

HHSC seeks to contract with multiple MCOs to give all Members a choice of at least two MCOs.
HHSC reserves the right to enter into Contracts with more than two MCO5 in any Service Area
based on:

• the number of managed care Eligibles in the Service Area compared to the
combined capacity of qualified MCO Respondents; and

• statutory requirements.

HHSC conducts this procurement as a competitive negotiation in accordance with 1 Tex. Admin.
Code Oh. 391.

Texas Government Code § 2155.144 obligates HHSC to purchase goods and services on the
basis of best value. HHSC rules define “best value” as the optimum combination of economy
and quality that is the result of fair, efficient, and practical procurement decsion-making and that
achieves health and human services procurement objectives (see I Tex. Adrtmn Code §
j31. As stated in jJexjdmin. Cod 9121. HHSC may consider any of the following
factors in determining best value:

(1) Any installation costs;
(2) The delivery terms;
(3) The quality and reliability of the vendor’s goods or services;
(4) The extent to which the goods or services meet the agency’s needs;
(5) Indicators of probable vendor performance under the contract such as past

vendor performance. the vendor’s financial resources and ability to perform, the
vendor’s experience and responsibility, and the vendor’s ability to provide reliable
maintenance agreements:

(6) The impact on the ability of the agency to comply with laws and rules relating to
historically underutilized businesses or relating to the procurement of goods and
services from persons with disabilities:

(7) The total long-term cost to the agency of acquiring the vendor’s goods or
services;

(8) The cost of any employee training associated with the acquisition;
(9) The effect of an acquisition on agency productivity;
(10) The acquisition price;
(11) The extent to which the goods or services meet the needs of the client(s) for

whom the goods or services are being purchased; and
(12) Any other factor relevant to determining the best value for the agency in the

context of a particular acquisition that is sufficiently described in a solicitation
instrument.

HHSC will evaluate proposals using the criteria developed from these best value factors as set
forth in RFP Section 5.
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2,1 Risk-Based Contract

In making the award of the Contract, HHSC will rely on the MOO’s assurances of the following.

1. The MOO is an estabhshed HMO, ANHO. or EPO that arranges for the delivery of
Healthcare Services, and will be fully authorized by TDI to conduct business in the Service
Area no later than 60 days after the Contract’s Effective Date.

2. The MOO and the MCO’s Administrative Services Subcontractors have the skills,
qualifications, expertise, financial resources, and experience necessary to provide the
Services and Deliverables described in this RFP, the Respondent’s Proposal, and the
Contract in an efficient, cost-effective manner, with a high degree of quality and
responsiveness, and has performed similar services for other public or private entities.

3. The MCO has thoroughly reviewed, analyzed, and understood this RFP, has timely raised
all questions or objections to this RFP, and has had the opportunity to review and fully
understand HHSC’s current program and operating environment for the activities that are
the subject of the Contract and the needs and requirements of HHSC during the Contract
term.

4. The MCO has had the opportunity to review and understands HHSC’s stated objectives in
entering into the Contract and, based on this review and understanding, the MOO currently
has the capability to perform in accordance with the terms and conditions of the Contract.

5. The MOO is at risk for expenses that may be necessary or incurred in order to deliver
contractually required services and dehverables, even if these expenses are in excess of
the Capitation Payments received.

2.2 HHSC Model Management Strategy

HHSC has identified performance measures and objectives that it expects the MCO to address
during the term of the Contract (see RFP Section 1.6, Mission Objectives” and RFP SectionS,
‘Operations Phase Requirements.”)

HHSC will use two ‘Performance Indicator Dashboards” (one for administrative and financial
measures and another for quality measures). The two Performance Indicator Dashboards will
be determined within a year of the Operational Start Date. The Performance Indicator
Dashboards are not all-inclusive sets of performance measures; HHSO will measure other
aspects of MOO performance as well. Rather, the Performance Indicator Dashboards assemble
performance indicators that assess many of the most important aspects of MOO performance,
and include measures that, when publicly shared, will also serve to hold MOOs accountable to
measurable benchmarks.

HHSO will seek to accelerate improvement efforts in areas of high priority, including those
identified in RFP Section 1.6. As described in RFP Section 81.1.1, HHSC’s method for
accelerating improvement is to establish with the MOO a series of performance improvement
projects annually. The MOO will be committed to making its best efforts to achieve the
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established projects. HHSC may establish some or aN of the annual performance improvement
projects. HHSC and each MOO will negotiate any remaining projects. These projects will be
highly specified and measurable. The projects will reflect areas that present significant
opportunities for performance improvement. Once finalized and approved by HHSC, the
projects will become part of each MOO’s annual plan for its Quality Assurance and Performance
Improvement (QAPI) Program, as defined in RFP Section 8.1.7, “Quality Assessment and
Performance Improvement,” and will be incorporated by reference into the Contract.

As described in RFP Section 8.1.1.3 HHSC will develop MOO report cards to help STAR Kids
enrollees identify and select an MOO.

HHSC recognizes the importance of applying a variety of financial and non-financial incentives
and disincentives for demonstrated MOO performance. It is HHSC’s objective to recognize and
reward both excellence in MOO performance and improvement in performance. within existing
state and federal financial constraints. It is likely that HHSC will modify this approach over time
based on several variables, including accumulated experience by HHSC and the MOO, changes
in the status of state finances, and changes in MOO performance levels. RFP Section 6.2
Performance Incentives and Disincentives.’ describes the incentive and disincentive approach

in additional detail.

HHSC anticipates that incentives and disincentives will be linked to some of the measures in the
Performance Indicator Dashboards, as found in the Uniform Managed Care Manual. HHSO
may use MOO performance relative to the annual performance improvement projects (PIPs) to
identify and reward excellence and improvement by the MOO in subsequent years.

Finaily, HI-ISO plans to improve methods for sharing policy information with the MOO through
HHSC-sponsored work groups and other initiatives.

2.3 Performance Measures and Associated Remedies

The MOO must provide all services and deliverables under the Contract at an acceptable quality
level and in a manner consistent with acceptable industry standard, custom, and practice.
Failure to do so may result in HHSO’s assessment of contractual remedies, including liquidated
damages, as set forth in Attachment B-2. “Deliverables/Liquidated Damages Matrix.”
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3 General Instructions and Requirements

3.1 Strategic Elements

3.1.1 Contract Elements

The term “Contract” means the contract awarded as a result of this REP and all attachments. At
a minimum, the following documents will be incorporated into the contract: this REP and all
attachments; any modifications, addendum. or amendments issued in conjunction with this RFP:
HHSCs STAR Kids Contract Terms; and the successful Respondents proposal.

Respondents are responsible for reviewing all parts of the Contract, including the STAR Kids
Contract Terms, and noting any exceptions, reservations, and limitations on the Respondent
Information and Disclosures form.

3.1.2 HHSC’s Basic Philosophy: Contracting for Results

HHSC’s fundamental commitment is to contract for results. A successful result is defined as the
generation of defined, measurable, and beneficial outcomes that support HHSC’s Missions and
Objectives and satisfy the Contract requirements. This REP describes what is required of the
MCO in terms of performance measures and outcomes, and places the responsibility for
meeting objectives on the MCO.

3.2 External Factors

External factors such as budgetary and resource constraints may affect the project. Any
contract resulting from this REP is subject to the availability of state and federal funds. As of the
issuance of this REP. HHSC anticipates that funds are available to reasonably fulfill the REP
requirements. However, if funds become unavailable. HHSC reserves the right to withdraw the
REP or terminate the resulting contract without penalty.

3.3 Legal and Regulatory Constraints

3.3.1 Delegation of Authority

State and federal laws generally limit HHSC’s ability to delegate certain decisions and functions
to a vendor, including: (1) policy-making authority and (2) final decision-making authority on the
acceptance or rejection of contracted services.

3.3.2 Conflicts of Interest

A conflict of interest is a set of facts or circumstances in which either a Respondent or anyone
acting on its behalf in connection with this procurement has past, present, or currently planned
personal, professional, or financial interests or obligations that, in HHSC’s determination, would
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actuaHy or apparently conflict cr interfere with the Respondents contractuai obligations to
HHSC. A conflict of interest would include circumstances in which a part1spersonal.
professional, or financial interests or obligations may directly or indirectly:

• Make it difficult or impossible to fulfill its contractual obligations to HHSC in a manner
that is consistent with the best interests of the State of Texas;

• Impair, diminish, or interfere with that party’s ability to render impartial or objective
assistance or advice to HHSC; or

• Provide the party with an unfair competitive advantage in future HHSC procurements.

Neither the Respondent nor any other person or entity acting on its behalf, including
subcontractors, employees, agents, and representatives, may have a conflict of interest with
respect to this procurement. Before submitting a proposal, Respondents should carefully review
Attachment A, “STAR Kids Contract Terms,” for additional information concerning conflicts of
interest.

A. Respondent must certify that it does not have personal or business interests that present a
conflict of interest with respect to this RFP and resulting contract (see the Required
Certifications form), Additionally, if applicable, the Respondent must disclose all potential
conflicts of interest. The Respondent must describe the measures it will take to ensure that
there will be no actual conflict of interest and that it will maintain fairness, independence, and
objectivity (see the fjgpgfldent lnformatoj.and Disclosuresform. HHSC will determine to what
extent, if any, a potential conflict of interest can be mitigated and managed during the term of
the Contract. Failure to identify potential conflicts of interest may result in HHSC’s
disqualification of a proposal or termination of the Contract.

3.3.3 Former Employees of a State Agency

Respondents must compiy with state and federal laws and regulations relating to the hiring of
former state employees, such as Texas Government Code 572.054, Texas Government Code

and 4, ER. 74,43. “Revolving door” provisions generally restrict former agency
heads from communicating with or appearing before the agency on certain matters for two years
after leaving the agency, or from contracting with the agency four years after leaving the
agency. The “revolving door” provisions also restrict some former employees from representing
clients on or receiving compensation for services rendered on behalf of any person regarding
matters that the employee participated in during state service or mailers that were in the
employees’ official responsibility.

As a result of these and similar laws and regulations, a Respondent must certify that it has
complied with all applicable laws and regulations regarding all former state employees (see the
Required Certifications Forms). Furthermore, a Respondent must disclose any relevant past
state employment of the Respondent’s or its subcontractors’ employees and agents in the
Respondent Information and Disclosure form
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3.4 HHSC Amendments and Announcements Regarding
this RFP

HHSC will post all official communication regarding this RFP on its website, including the notice
of tentative award. HHSC reserves the right to revise the RFP at anytime. HHSC will issue any
changes, clarifications, amendments, addendum, or written responses to Respondents’
questions on HHSC’s website. Respondents should check the website frequently for notice of
matters affecting the REP. To access the website, go to the tIHSO Contract Opportunities”

page and enter a search for this procurement. Also, Respondents can find announcements
regarding this REP on the ESED website at: htto:J/esbd.cpa.state.tx.us/.

3.5 RFP CancellationlPartial Award/Non-Award

HHSC reserves the right to cancel this REP, to make a partial award, or to make no award if it
determines that action is in the best interest of the State of Texas.

3.6 Right to Reject Proposals or Portions of Proposals

HHSC may, in its discretion, reject any proposal or portion of the proposal.

3.7 Costs Incurred

Respondents understand that issuance of this REP in no way constitutes a commitment by
HHSC to award a contract or to pay any costs incurred by a Respondent in the preparation of a
response to this REP. HHSC is not liable for any costs incurred by a Respondent prior to
issuance of or entering into a formal agreement. contract, or purchase order. Costs of
developing proposals, preparing for or participating in oral presentations and site visits, or any
other similar expenses incurred by a Respondent are entirely the Respondent’s responsibility,
and HHSC will not reimburse the Respondent in any manner

3.8 Protest Procedures

1 Tex, Admin. Code Oh. 392. Subchapter C outlines HHSC’s Respondent protest procedures.

3.9 Vendor Conference

HHSC will hold a vendor conference according to the date in RFP Section 1.3 (Procurement
Schedule) beginning at 1:00 pm in Room Ki 00, 1100 West 49” Street, Austin, Texas. Vendor
conference attendance is strongly recommended, but is not required.

Respondents may e-mail questions for the conference to the HHSC Point-of-Contact (see RFP
Section 1.2) no later than five days before the conference. HHSC will also give Respondents
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the opportunity to submit written questions at the conference. Ali questions should reference the
appropriate RFP page and section number. HHSC will attempt to respond to questions at the
vendor conference, but responses are not official until posted in final form on the HHSC
website, HHSC reserves the right to amend answers prior to the proposal submission deadline.

3.10 Questions and Comments

AN questions and comments regarding this RFP should be sent to the HHSC Point-of-Contact
(see RFP Section 1.2). Questions should reference the appropriate RFP page and section
number, and must be submitted by the deadline set forth in RFP Section 1.3. HHSC will not
respond to questions received after the deadline. HHSC’s responses to Respondent questions
will be posted to the HHSC website. HHSC reserves the right to amend answers prior to the
proposal submission deadline.

Respondents must notify HHSC of any ambiguity, conflict, discrepancy, exclusionary
specification, omission, or other error in the REP by the deadline for submitting questions and
comments. If a Respondent fads to notify HHSC of these issues, it will submit a proposal at its
own risk, and if awarded a contract: (1) will have waived any claim of error or ambiguity in the
REP or resulting contract, (2) must not contest HHSC’s interpretation of such provision(s), and
(3) is not entitled to additional compensation. relief, or time by reason of the asserted ambiguity.
error, or its later correction.

3.11 Modification or Withdrawal of Proposal

Prior to the proposal submission deadline set forth in RFP Section 1.3. a Respondent may: (1)
withdraw its proposal by submitting a written request to the HHSC Point-of-Contact, or (2)
modify its proposal by submitting a written amendment to the HHSC Point-of-Contact. HHSC
may request proposal modifications at any time.

HHSC reserves the right to waive minor informalities in a proposal and award a contract that is
in the best interest of the State of Texas . A”minor informality” is an omission or error that. in
HHSC’s determination. if waived or modified when evaluating proposals. would not give a
Respondent an unfair advantage over other Respondents or result in a material change in the
proposal or REP requirements. When HHSC determines that a proposal contains a minor
informality, it may, at its discretion, provide the Respondent with the opportunity to correct the
minor informality.

3.12 News Releases

Prior to tentative award, a Respondent may not issue a press release or provide any information
for public consumption regarding its participation in the procurement. After tentative award, a
Respondent must receive prior written approval from HHSC before issuing a press release or
providing information for public consumption regarding its participation in the procurement.
Requests should be directed to the HHSC Point-of-Contact identified in RFP Section 1.2.
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Section 3.12 does not preclude business communicatons necessary for a Respondent tc

develop a proposal, or required reporting to shareholders or governmental authorities.

3.13 Incomplete Proposals

HHSC may reject without further consideration a proposal that does not include a complete,
comprehensive, or total solution as requested by this RFP.

3.14 State Use of Ideas

HHSC reserves the right to use any and all ideas and information presented in a proposal. A
Respondent may not object to HHSC’s use of this information.

3.15 Property of HHSC

Except as otherwise provided in this RFP or the resulting Contract. all products produced by a
Respondent, including without limitations the proposal, all plans, designs, software, and other

contract deliverables, become the sole property of HHSC. See Attachment A, STAR Kids
Contract Terms,” Article IS for additional information concerning intellectual property rights.

3.16 Copyright Restriction

HHSC will not consider any proposal that is copyrighted by the Respondent. in whole or part.

3.17 Additional Information

By submitting a proposal. the Respondent grants HHSC the right to obtain information from any
lawful source, whether identified in Respondent’s proposal or not, regarding the Respondent’s
and its directors’, officers’, and employees’: (1) past business history. practices. and conduct,

(2) ability to supply the goods and services, and (3) abilty to comply wth Contract requirements.

By submitting a proposal. a Respondent generally releases from liability and waives all claims
against any party providing HHSC information about the Respondent. HHSC may take this

information into consideration in evaluating proposals.

3.18 Mulliple Responses

A Respondent may only submit one proposal as a prime contractor. If a Respondent submits
more than one proposal, HHSC may reject one or more of the submissions. This requirement
does not limit a subcontractor’s ability to collaborate with one or more Respondents submitting
proposals.

A Respondent may not entice or require a subcontractor to enter into an exclusive subcontract
for the purpose of this procurement. Any subcontract entered into by a Respondent with a third
party to meet a requirement of this RFP must not include any provision that would prevent or
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bar that subcontractor from entering into a comparable contractual relationship with another
Respondent submitting a proposal under this procurement. This prohibition against exclusive
subcontracts does not apply to professional services that solely pertain to development of the
proposal, including gathering of competitive intelligence.

3.19 No Joint Proposals

HHSC will not consider joint or collaborative proposals that require it to contract with more than
one Respondent.

3.20 Use of Subcontractors

Subcontractors providing services under the Contract must meet the same requirements and
level of experience as required of the Respondent. No subcontract under the Contract must
relieve the Respondent of the responsibility for ensuring the requested services are provided.
Respondents planning to subcontract all or a portion of the work to be performed must identify
the proposed subcontractors and describe the subcontracted functions in their proposals.

3.21 Texas Public Information Act

Proposals will be subject to the Texas Public Information Act (the Act), located in lexas
Qernii2ent Code Cha ten 552. and may be disclosed to the public upon request. By submitting
a proposal the Respondent acknowledges that all information and ideas presented in the
proposal are public information an..d subject to disclosure under the Texas Public Information
Act, with the limited exception of Social Security Numbers and certain non-public financial
reports or information submitted in response to RFP Sections 4.2.3.3 and 4.2.3.4.

If the Respondent asserts that financial reports or information provided in response to RFP
Sections 4.2.3.3 and 4.2.3.4 contain trade secret or other confidential information as specified
under the provisions of the Act, the Respondent must clearly mark that information in boldface
type and include the words ‘confidential” or “trade secret” at the top of the page. Furthermore,
the Respondent must identify by specific page numbers the financial reports or information, and
provide an explanation of why the reports or information are exceptea from public disclosure
under the provision.s of the Act, on the Respondent Information and Disclosures form.

HHSC will process any request from a member of the public in accordance with the procedures
outlined in the Act. Respondents should consult the Texas Attorney General’s website
(www.oao state.tx.us) for information concerning the Act’s application to applications and
potential exceptions to disclosure.

3.22 Inducements

HHSC submits this REP setting forth certain information regarding the objectives of the Contract
and HHSC’s desire to mitigate risk throughout the life of the Contract by use of expert MCO
services.
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Therefore. HHSC will consider all representations contained in a Respondent’s proposal, oral or

written presentations, correspondence, discussions, and negotiations as representations of the

Respondent’s expertise. HHSC accepts these representations as inducements to contract.

3.23 Definition of Terms

Defined terms have the meaning described in Attachment A, “STAR Kids Contract Terms,”

unless the context clearly indicates otherwise. Defined terms are capitalized throughout this
RFP.
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4 Submission Requirements

To be considered for award, the Respondent must address all REP specifications to HHSC’s
satisfaction. If requested by HHSC, the Respondent must provide HHSC with information
necessary to validate any statements made in its Proposal. This includes granting permission or
access for HHSC to verify information with third parties, whether identified by the Respondent or
HHSC. If any requested information is not provided within the timeframe allotted. HHSC may
reject the Proposal.

Respondents must prepare and submit proposals in accordance with the provisions of this
section. Proposals received that do not follow these instructions may be evaluated as non-
responsive and may not be considered for award.

If a Respondent believes that parts of a Proposal are excepted from required public disclosure
under the Texas Pubhc Information Act, the Respondent must specify those parts and the
exception(s) that it believes apply. with specific detailed reasons. See REP Section 3.21 (Texas
Public Information Act) for more information.

41 Part I — General Instructions

A Proposal must include the following Q components:

• Business Proposal; and
• Programmatic Proposal.

Ail Proposal information must be submitted on 8%” x 11”. white bond paper, three-hole
punched, and placed in sturdy three-ring binders. Text must be no smaller than 11-point font.
single-spaced. Eigures may not incorporate text smaller than 8-point font. .All pages must have
cne-nch marg;ns and page numbering must be sequential per secflon. Where practical, pages
should be double-sided. Each binder must be labeled clearly with the title of this REP, the
Respondent’s legal name, and the title of the document contained in the binder, e.g., Business
Proposal or Programmatic Proposal.

Proposals must be organized and numbered in a manner that facilitates reference to this REP
and its requirements. Respondents must respond to each item in the order it appears in the
REP. The Respondent’s response must include headings and numbering to match the
corresponding section of the REP. Respondents may place attachments in a separate section, if
the attachments are not included in any page limits specified in the REP.

4.1.1 Economy of Presentation
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Unnecessarily elaborate Proposals beyond those sufficient to provide a complete and effective
response to this RFP are not desired and may be construed as an indication of the
Respondent’s Jack of ability to provide efficient work products.

The Respondent must adhere to page limits where specified. Page limits are listed in
parentheses at the end of the title of the section to which the page limit applies. A three-page
limit for example, means that the response should not be in excess of three one-sided pages
that meet the size. font, and margin requirements specified in the General Instructions in RFP
Section 4.1.

In other cases, additional pages may be provided based on certain aspects of the Respondent’s
Proposal or organization, such as the number of organizational charts submitted reflecting
arrangements with Material Subcontractors, or the number of Key Contract Personnel included
in the Proposal.

If the Respondent chooses to repeat the RFP question in its Proposal, the question text will be
included in the page limit.

In responding to questions in RFP Section 4.2 (“Business Proposal”) and RFP Section 4.3
(‘Programmatic Proposal”) for which the Respondent includes information about a Material
Subcontractor or Action Plans. up to one page may be used to describe each Material
Subcontractor arrangement, and up to one page may be used to describe each Action Plan,
These pages are outside of the page limit instructions for the specific submission requirement.

HHSC reserves the right not to review information provided in excess of the page limits.
Respondents need not feel compelied to submit unnecessary text in order to reach the page
limits.

Attachments required by the RFP. such as certain policies and procedures, are not counted in
calculating the Respondent’s page iimits. Respondents must not submit information or
attachments not explicitly requested in the RFP. Elaborate artwork, expensive paper and
bindings, and expensive visual or other presentation aids are neither necessary nor desired.

4.1.2 Number of Copies and Packaging

Respondents must submit one hardbound original and eight hardbound copies of the Proposal.
The original must be clearly labeled “Original” on the outside of the binder. In addition to the
hardbound original and copies. Respondents must submit 22 electronic copies of each Proposal
component. The Respondent must clearly label the exterior of the shipping package with
proposal number 529-13-0071. At the Respondent’s option, it may produce only electronic
copies of certain attachments and appendices. This exception applies to attachments and
appendices that exceed 10 pages, such as GeoAccess tables, Significant Traditional Provider
(STP) files, TDI filings, and other financial documents. The exception does not apply to the
attachments referenced in RFP Section 4.2. “Part 2 - Business Proposal,” RFP Section 4.2.5.
“Section 5 - HUB Subcontracting Plan.” or RFP Section 4.2.6, ‘Section 6 - Certifications and
Other Required Forms,” which must be included in both the hardbound and electronic copies of
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the Proposal. if the Respondent produces only an &ectronic copy of an attachment or appendix:
the hardbound Proposals should refer the reader to the electronic Proposal for the required
information.

For the electronic copies, the Proposal, attachments, financial documents, signed forms,
pamphlets, and all other documents included in the proposal hardcopy must be submitted on
CDs compatible with Microsoft Office 2007 files. PDF files should be prepared in a format that is
text searchable. HHSC will not accept Proposals by facsimile or e-mail.

4.1.3 Due Date, Time, and Location

Submit all copies of the Proposal to HHSC’s Enterprise Contracts and Procurement Services
(ECPS) no later than 2:00 p.m. Central Time (CT) according to the timeline in RFP Section 1.3
(Procurement Schedule”). All submissions will be date and time stamped when received by
ECPS. The clock in the ECPS office is the official timepiece for determining compliance with the
deadlines in this procurement. HHSC reserves the right to reject late submissions. It is the
Respondent’s responsibility to appropriately mark and deNver the Proposal to HHSC by the
specified date and time. The sole point-of-contact for inquiries concerning this RFP is:

Rick Blincoe. CTPM

Procurement and Contracting Services

Health and Human Services Commission

4405 North Lamar Blvd

Austin, Texas 78756-3422

Phone: (512) 206-5468

Fax: (512) 206-5552

Richard.Blincoe@hhsc.state.tx.us

4.2 Part 2 — Business Proposal
The Business Proposal must include the following:

1. Section 1 — Executive Summary
2. Section 2 — Respondent Identification and Information
3. Section 3 — Corporate Background and Experience
4. Section 4 — Material Subcontractor Information
5. Section 5 — HUB Subcontracting Plan
6. Section 6 — Certifications and Other Required Forms
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4.2.1 Section 1 — Executive Summary
(2 pages)

in this section. condense and highhght the content of the Business Proposal to provide HHSC
with a broad understanding of the respondents approach to meeting the RFPs business
requirements. The summary must demonstrate an understanding of HHSC’s goals and
objectives for this procurement. Please identify the Service Areas in which the Respondent
proposes to operate. Respondents must indicate the intent to provide statewide coverage. (The
Service Areas are described in Attachment 8-3 and B-3.1, A Respondent may elect to bid on
some or all of the Service Areas.)

4.2.2 Section 2— Respondent Identification and Information
(No page limit)

Submit the following information:

1 Respondent identification and basic information.

a. The Respondents legal name, trade name, d.b.a, acronym, and any other name
under which the Respondent does business.

b. The physical address, mailing address, and telephone number of the Respondents
headquarters office.

2. TDI Authority. A copy of the MCO’s licensure, certification, or approval to operate as an
MCO, ANHC, or EPOIEPBP. If the Respondent has not received TDI approval, then
submit a copy of the application filed with TDI. In accordance with RFP Section 7.3.9,
the Respondent must receive TDI approval no later than 60 days after HHSC executes
the Contract.

3. Authorized Counties. Indicate whether the Respondent is currently authorized by TDI to
operate as an MCO in each county in the proposed Service Area with a “Yes” No,” or
‘Partial,” If the Respondent is not authorized to conduct business as an MCO in all or
part of a county. it should list those areas in Column C.
For each county listed in Column C. the Respondent must document that it applied to
TDI for approval prior to the submission of a Proposal for this RFP. The Respondent
must indicate the date that it applied for TDI approval and the status of its application to
get TD1 approval in the relevant counties in this section of its submission to HHSC.

Table 2: TDI Authority in Proposed Service Area
Column A Column B Column C

TDI Authority/Status of Counties/Partial CountiesService Area
Approval without TDI Authority

Bexar
Dallas
El_Paso
Harris
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ColumnA ColumnB CohimnC
TDI Authority/Status of Counties/Partial Counties

Approval without TDI Authority
Hidaigo
Jefferson
Lubbock
Medicaid_RSA_Centra
Medicaic_RSA_Northeast
Medicaid_RSA_West
Nueces
Tarrant
Travis

4. Texas Comptroller Certificate. A current Certificate of Good Standing issued by the
Texas Comptroller of Public Accounts, or an explanation for why this form is not
apphcable to the Respondent

5. Respondent Legal Status and Ownership.

a. The type of ownership of the Respondent by its ultimate parent:

• wholly-owned subsidiary of a publicly-traded corporation;

• wholly-owned subsidiary of a private (closely-held) stock corporation:

• subsidiary or component of a non-profit foundation:

• subsidiary or component of a governmental entity such as a County Hospital
District;

• independently-owned member of an alliance or cooperative network;

• joint venture (describe ultimate owners):

• stand-alone privately-owned corporation (no parents or subsidiaries): or

• other (describe).

b. The legal status of the Respondent and its parent (any/all that may apply):

• Respondent is a corporation, partnership, sole proprietor, or other (describe);

• Respondent is for-profit, or non-profit;

• the Respondent’s ultimate parent is for-profit, or non-profit;

• the Respondent’s ultimate parent is privately-owned, listed on a stock exchange,
a component of government, or other (describe).

c. The legal name of the Respondent’s ultimate parent (e.g., the name of a publicly-
traded corporation, or a County Hospital District),
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d. The name and address of any other sponsoring corporation, or others (excluding the
Respondents parent) who provide financial support to the Respondent, and the type
of support, e.g.. guarantees. letters of credit. Indicate if there are maximum limits of
the additional financial support.

6, Hospital District/Non-Profit Corporation. Section 5 of the RFP requtres Respondents who
believe they qualify for mandatory STAR Kids contracts under Texas Government Code
i2IQ to submit a detailed, written notice to HHSC no later than indicated in the
Procurement Schedule included in RFP Section 1.3. Please indicate whether the
Respondent provided this notice to HHSC in the manner described in RFP Section 5.

7. The name and address of any health professional that has at least a 5% financial
interest in the Respondent, and the type of financial interest,

8. The full names and titles of the Respondent’s officers and directors.
9. The state in which the Respondent is incorporated and the state(s) in which the

Respondent is licensed to do business as an MCQ. The Respondent must also indicate
the state where it is commercially domiciled, if outside Texas.

10. The Respondent’s federal taxpayer identification number.
11. If any change of ownership of the Respondent’s company or its parent is anticipated

during the 12 months following the Proposal Due Date, the Respondent must describe
the circumstances of such change and indicate when the change is likely to occur.

12. Whether the Respondent or its parent (including other managed care subsidiaries of the
parent) had a managed care contract terminated or not renewed for any reason within
the past five years. In such instance, the Respondent must describe the issues and the
parties involved, and provide the address and telephone number of the principal
terminating party. The Respondent must also describe any corrective action taken to
prevent any future occurrence of the problems that may have led to the termination or
non-renewal.

13. Whether the Respondent has ever sought, or is currently seeking, National Committee
for Quality Assurance (NCQA) or American Accreditation HealthCare Commission
(URAC) accreditation status, and if it has or is. indicate:

• its current NCQA or URAC accreditation status:

• if NCQA or URAC accredited. its accreditation term effective dates; and

• if not accredited, a statement describing whether and when NCQA or URAC
accreditation status was ever denied the Contractor.

14. The website address (URL) for the homepage of any website operated, owned, or
controlled by the Respondent, including any that the Respondent may have contracted
to be run by another entity. If the Respondent has a parent, then also provide the same
for the parent. and any parent of the parent. if none exists, provide a clear and definitive
statement to that effect.
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42.3 Section 3—Corporate Background and Experience
(no page limit)

1 Provide the following information on all publicly-funded managed care contracts (if the

Respondent does not have publicly-funded managed care contracts, it may include

information on privately-funded managed care contracts). Include information for all

current contracts, as well as work performed in the past three years:
a. client name and address;
b. name. telephone. and e-mail address of the person HHSC could contact as a

reference that can speak to the Respondent’s performance;
c. contract size: average monthly covered lives and annual revenues;
d. whether payments under the contract were capitated or non-capitated;
e. contract start date and duration:
f. whether work was performed as a prime contractor or subcontractor; and
g. a general and brief description of th.e scope of services provided by the

Respondent: including the covered population and services (e.g.. Medicaid,
state-funded program).

2. With respect to the Respondent and its parent (and including other managed care
subsidiaries of the parent), briefly describe any regulatory actions, sanctions, or fines
imposed by any federal or Texas regulatory entity, or a regulatory entity in another state,

within the last three years. Include a description of any letters of deficiencies, corrective

actions, findings of non-compliance, or sanctions, and describe if and how any noted
deficiencies or non-compliance issues were resolved. Please indicate which of these actions

or fines, if any, were related to the Medicaid program. HHSC may, at its option. contact
these clients or regulatory agencies and any other individual or organization whether or not

identified by the Respondent.

3. If the Respondent had a contract terminated or not renewed for nonperformance or poor
performance within the past five years, the Respondent must describe the issues, the
parties involved, and provide the address and telephone number of the principal terminating

party. The Respondent must also describe any corrective action taken to prevent any future

occurrence of the problem leading to the termination.

Respondents should not include letters of support or endorsement from any individual,

organization, agency. interest group, or other identified entity in this section or other parts of the

Proposal.

When evaluating proposals, HHSC may consider a current or past contractor’s performance

under an agreement with an HHS agency in Texas, including any corrective actions or damages

imposed by HI-ISO or another HHS agency.

4.2.3.1 Organizational Chart

(1 page narrative for each organizational chart, excluding organizational chart itself)

Respondents should submit the following:
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1. An organizational chart (Chart A), showing the corporate structure and lines ofresponsibility and authority in the administration of the Respondent’s business as ahealth plan.

2. An organizational chart (Chart B) showing the Texas organizational structure and how itrelates to the proposed Service Area(s), including staffing and functions performed at thelocal level. If Chart A represents the entire organizational structure, label the submissionas Charts A and B.

3. An organizational chart (Chart C) that illustrates how administration of services to
Members is integrated into the overall administrative structure of the Respondent’sbusiness as a managed care organization. Specifically show the organizational structureif the Respondent proposes to maintain offices in more than one city in Texas.

4. An organizational chart (Chart D) showing the Management Information System (MIS)staff organizational structure and how it relates to the proposed Service Area(s)
including staffing and functions performed at the local level.

5. An organizational chart (Chart E) showing the Respondent’s committee structure andcommittee lines of accountability. Indicate which committee(s) will participate in
establishing treatment guidelines and criteria for delivery of Covered Services toMembers.

6. If the Respondent is proposing to use a Material Subcontractor, the Respondent mustinclude an organizational chart demonstrating how the Material Subcontractors will bemanaged within the Respondent’s Texas organizational structure, including the primaryindividuals at the Respondents organization and at each Material Subcontractor
organization responsible for overseeing such Material Subcontract, This information maybe included in Chart B, or in a separate organizational chart.

7. Submit a brief narrative explaining the organizational charts submitted, and highlightingthe key functional responsibilities and reporting requirements of each organizational unitrelating to the Respondents proposed management of the STAR Kids Program.including its management of any proposed Material Subcontractors.

4.2.3.2 Résumés

(1 page per Key Personnel, excluding résumés)

Identify and describe the respondent’s and its subcontractors proposed labor skill set, years ofexperience, and provide résumés of all proposed key personnel. Résumés must demonstrateexperience germane to the position proposed. Résumés should include work on projects citedunder the Respondent’s corporate experience, and the specific functions performed on suchprojects. Each résumé should include at least three references from recent projects, if theprojects were performed for unaffiliated parties. References may not be the Respondent’s orsubcontractor’s employees.
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Eor each of the Key MCO Personnel listed below, submit (a) a job description and qualifications:

(b) a résumé of each individual expected to hold such position. if such person has already been

identified by the Respondent; and (c) indicate the portion of each persons time the Respondent

anticipates will be dedicated to STAR Kids:

1. Executive Director
2. Medical Director
3. Member Services Manager
4. Behavioral Health Services Manager
5. Manager of Transition Specialists
6. Vision Services Manager
7. Pharmacy Benefits Services Manager
8. Management Information Systems Manager

9. Claims Processing Manager
10. Provider Network Development and Management Manager

11. Benefit Administration and Utilization Review Manager

12. Service Coordinator Manager
13. Quality Improvement Manager
14. Financial Functions Manager
15. Reporting Manager

Service Coordinators. Please refer to RFP Section 8.1.38.7 for a description of Service

Coordinator responsibilities. Please submit the following for each individual Service Coordinator;

1. a job description and qualifications; and

2. the anticipated maximum caseload for each Service Coordinator (number of Members

per Service Coordinator) by assigned service level and the assumptions the Respondent

used in developing the maximum caseload estimate.

4.2.3.3 Financial Capacity

(no page Bmft)

Submit the following financial documents to demonstrate the Respondents financial solvency,

and its capacity to comply with RFP Section 6, “Premium Payment, Incentives, and

Disincentives.” and RFP Section 8. “Operations Phase Requirements.” and Attachment A.

STAR Kids Contract Terms”:

1. Audited Financial Statements covering the two most recent years of the Respondent’s

financial results. These statements must include the independent auditor’s report (audit

opinion letter to the Board or shareholders), the notes to the financial statements. any

written description of legal issues or contingencies, and any management discussion or

analysis.

Make sure that the name and address of the firm that audits the Respondent is shown.

State the date of the most-recent audit, and whether the Respondent is audited annually

or otherwise. State definitively if there has, or has not, been any of the following:
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1. a going concern statement was issued by any auditor in the last three years;
2. a qualified opinion was issued by any auditor in the last three years:
3. a change of audit firms in the last three years: and
4. any significant delay (two months or more) in completing the current audiL

2. The most recent quarterly and annual financial statements filed with the TDI, and if the
Respondent is domiciled in another state, the financial statements filed with the state
insurance department in its state of domicile. The annual financial statement must
include all schedules, attachments, supplements. management discussion. analysis. and
actuarial opinions.

3. The most recent financial examination report issued by TDI, and by any state insurance
department in states where the Respondent operates a Medicaid or comparable
managed care product. If any submitted financial examination report is 2 or more years
old, or if Respondent has never had a financial examination report issued! submit the
anticipated approximate date of the next issuance of a TDI or state department of
insurance financial examination report.

4. The most recent Form B Registration Statement disclosure filed by Respondent with
TDI. and any similar form filed with any state insurance department in other states where
the Respondent operates a Medicaid or comparable managed care product. If
Respondent is exempt from the TDI Form B filing requirement, demonstrate this and
explain the nature of the exemption.

5. Other related documents as applicable:
a. SEC Form 10-K and 10-Q. If Respondent is a publicly-traded (stock-exchange-listed)

corporation! then submit the most recent United States Securities and Exchange
Commission (SEC) Form 10-K Annual Report! and the most-recent 10-Q Quarterly
report.

b. IRS Form 990. If the Respondent is a non-profit entity. then submit the most recent
annual Internal Revenue Service (IRS) Form 990 filing! complete with all
attachments or schedules, if Respondent is a non-profit entity that is exempt from the
IRS 990 filing requirement. demonstrate this and explain the nature of the exemption.

c. If the Respondent is a non-profit entity that is a component or subsidiary of a County
Hospital District! or otherwise an entity of a government! then submit the most recent
annual financial statements as prepared under the relevant rules or statutes
governing annual financial reporting and disclosure for Respondent. including all
attachments, schedules, and supplements.

d. Bond or debt rating analysis. If Respondent has been, in the last three years. the
subject of any bond rating analysis! ratings affirmation! write-up! or related report,
such as by AM Best! Fitch Ratings! Moodys, Standard & Poor. submit the most-
recent detailed report from each rating entity that has produced such a report.

e. Annual Report. If Respondent produces any written annual report or similar item
that is in addition to the above-referenced documents! submit the most recent
version. This might be a yearly report or letter to shareholders, the community!
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regulators, lenders, customers, employees, the Respondents owner, or other

constituents.

f. If the Respondent has issued any press releases in the 12 months prior to the

submission due date, and the press release mentions or discusses financial results.

acquisitions, divestitures, new facilities, closures, layoffs, significant contract awards

or losses, penalties/fines/sanctions, expansion, new or departing officers or directors,

litigation, change of ownership, or other very similar issues, provide a copy of each

press release. HHSC does not wish to receive other types of press releases that are

primarily promotional in nature.

With respect to items 5(a) through 5(e), Respondent must also submit a schedule that shows for

each of the five categories: whether there is any applicable filing or report; the name(s) of the

entity that does the filing or report: and the regular or estimated filing/distribution date(s).

At a minimum, the financial statements and reports submitted must include:

1. balance sheet:
2. statement of income and expense:
3. statement of cash flows;
4. statement of changes in financial position (capital & surplus: equity);

5. independent auditor’s letter of opinion:
6. description of organization and operation, including ownership, markets served. type of

entity, number of locations and employees, and, dollar amount and type of any

Respondent business outside of that with HHSC; and
7. disclosure of any material contingencies, and any current, recent past, or known

potential material litigation, regulatory proceedings, legal matters, or similar issues.

The Respondent must include key non-financial metrics and descriptions, such as facilities.

number of covered ives. area of geographic coverage. years in business, material changes in

business situation, key risks, and prospective issues.

4.2.3.4 Financial Report of Parent Organization and Corporate Guarantee

(no page limit)

if another corporation or entity either substantially or wholly owns the Respondent. submit the

most recent detailed financial reports (as required in RFP Section 4.2.3.3) for the parent

organization. If there are one or more intermediate owners between the Respondent and the

u!timate owner, this additional requirement is applicable only to the ultimate owner.

The Respondent must also include a statement that the parent organization will unconditionally

guarantee performance by the Respondent of each and every obligation, warranty, covenant.

term and condition of the Contract. This guarantee is not required for Respondents owned by

political subdivisions of the State (e.g., hospital districts).

if HHSC determines that an entity does not have sufficient financial resources to guarantee the

Respondent’s performance, HHSC may require the Respondent to obtain another acceptable
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financial instrument or resource from such entity, or to obtain an acceptable guarantee from
another entity with sufficient financial resources to guarantee performance.

4.2.3.5 Bonding

The Respondent must submit a statement that. if selected as a Contractor, the Respondentagrees to:

1 secure and maintain throughout the life of the Contract, fidelity bonds required by the
Texas Department of Insurance in compliance with Texas insurance Code S 343 402;
and

2. secure and maintain throughout the Life of the Contract, a performance bond in
accordance with the Attachment A, STAR Kids Contract Terms,” of this RFP and 28
Tex. Acndn. Code 5. fl 1305

4.2.4 Section 4 MateriaL Subcontractor Information
(no page limit)

See Attachment A, “STAR Kids Contract Terms, for contractual definition of Material
Subcontractor. Organize this information by Material Subcontractor, and list them in descendingorder of estimated annual payments. For each Material Subcontractor the MCO must provide:

1. The Material Subcontractor’s legal name. trade name, acronym, d ba.. and any other
name under which the Material Subcontractor does business,

2. The Respondent’s estimated annual payments to the Material Subcontractor, by MCO
Program.

3. The physical address, mailing address, and telephone number of the Material
Subcontractor’s headquarters office, and the name of its Chief Executive Officer.

4. Whether the Material Subcontractor is an Affiliate of the Respondent or an unrelated
third party (see Attachment A, STAR Kids Contract Terms.” for the definition of
“Affiliate,’)

5 If the Material Subcontractor is an Affiliate, then provide:
a. the name of the Material Subcontractor’s parent organization, and the Material

Subcontractor’s relationship to the Respondent;
b. the proportion. if any. of the Material Subcontractor’s total revenues that are received

from non-Affiliates. If the Material Subcontractor has significant revenues from non-
Affiliates, then also indicate the portion, if any, of those external (non-Affiliate)
revenues that are for services similar to those that the Respondent would procure
under the proposed Subcontract;

c. a description of the proposed method of pricing under the Subcontract;
d. indicate if the Respondent presently procures, or has ever procured, similar services

from a non-Affiliate;
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a. the number of employees (staff and management) who are dedicated full-time to the

Affiliates business:

f. whether the Affiliate’s office facilities are completely separate from the Respondent

and the Respondent’s parent. If not, identify the approximate number of square feet

of office space that are dedicated solely to the Affiliate’s business;

g. attach an organization chart for the Affiliate, showing head count. Key Personnel

names. titles, and locations; and

h. indicate if the staff and management of the Affiliate are directly employed by the

Affiliate itself, or are they legally employed by a different legal entity (such as a

parent corporation). The employee’s W-2 form identifies the name of the corporation

and is indicative of the actual employer.

6. A description of each Material Subcontractor’s corporate background and experience,

including its estimated annual revenues from unaffiliated parties, number of employees.

location(s), and identification of three major clients.

7. A signed letter of commitment from each Material Subcontractor that states the Material

Subcontractor’s willingness to enter into a Subcontractor agreement with the

Respondent, and a statement of work for subcontracted activities. Respondents must

provide Letters of Commitment on the Material Subcontractor’s official company

letterhead, signed by an official with the authority to bind the company for the

subcontracted work. The Letter of Commitment must state, if applicable, the company’s

certified HUB status.

8. The business entity structure of the Material Subcontractor and the Affiliate. [For

example, wholly-owned subsidiary of a publicly-traded corporation; wholly-owned

subsidiary of a private (closely-held) stock corporation; subsidiary or component of a

non-profit foundation; subsidiary or component of a governmental entity such as a

County Hospital District; independently-owned member of an alliance or cooperative

network; joint venture (describe ownersU Indicate the name of the ultimate owner (e.g.,

the name of a publicly-traded corporation or a County Hospital District).

9. indicate status (all that may apply): sole proprietor, partnership, corporation. for-profit,

non-profit, privately owned, or listed on a stock exchange. If a Subsidiary or Affiliate,

name of the direct and ultimate parent organization.

10. The name and address of any sponsoring corporation or others who provide financial

support to the Material Subcontractor and the type of support, e.g., guarantees, letters of

credit. Indicate if there are maximum limits of the additional financial support.

11. The name and address of any health professional that has at least a 5% financial

interest in the Material Subcontractor and the type of financial interest.

12. The state in which the Material Subcontractor is incorporated, commercially domiciled,

and the states in which the organization is licensed to do business.

13. The Material Subcontractor’s federal taxpayer identification number.

14. Whether the Material Subcontractor had a managed care contract terminated or not

renewed for any reason within the past five years. In such instance, the Respondent
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must describe the issues, the parties involved, and provide the address and teiephone
number of the principal terminating party. The Respondent must also describe any
corrective action taken to prevent any future occurrence of the problem that may have
led to the termination,

15. Whether the Material Subcontractor has ever sought, or is currently seeking, National
Committee for Quality Assurance (NCQA) or American Accreditation HealthCare
Commission (URAC) accreditation or certification status, and if it has or is, indicate:
• its current NCQA or URAC accreditation or certification status:
• if NCQA or URAC accredited or certified, its accreditation or certification term

effective dates; and

• if not accredited, a statement describing whether and when NCQA or URAC
accreditation status was ever denied the Material Subcontractor.

16. The website address (URL) for the homepage of any website operated. owned, or
controlled by the Material Subcontractor, including any websites run by another entity on
the Material Subcontractor’s behalf, if the Material Subcontractor has a parent, then also
provide the same for the parent organization, and any parent of the parent organization.
If none exist, provide a clear and definitive statement to this effect.

4.2.5 Section 5 — Historically Underutilized Business (HUB) Participation

in accordance with Texai,overnmentCoce2161.252, a proposal that does not contain a
fSubcontracting,Plan (HSP) is non-responsive and will be rejected without further
evaluation, In addition, if HHSC determines that the HSP was not developed in good faith, it will
reject the proposal for failing to comply with material RFP specifications.

4.2.5.1 Introduction

HHSC is committed to promoting full and equal b ness opportunities for businesses in state
contracting in accordance with the goals specified in the State of Texas Disparity Study, HHSC
encourages the use of Historically Underutilized Businesses (HUBs) through race, ethnic and
gender-neutral means, HHSC has adopted administrative rules relating to HUBs, and a Epjlcvon the Utilization of HUBs. which is located on HHSC’s website.

Pursuant to T ,asGovernment Code §2181 181 and 2161182, and HHSCs HUB policy and
rules, HHSC is required to make a good faith effort to increase HUB participation in its
contracts. HHSC may accomplish the goal of increased HUB participation by contracting directly
with HUBs or indirectly through subcontracting opportunities.

4.2.5.2 HHSC’s Administrative Rules

HHSC has adopted the Comptroller of Public Accounts’ (CPA) HUB rules as its own, HHSC’s
rules are located in 15 Tex. Admin, Code Ch. 392. Subchapter J of the Texas Administrative
Code, and the CPA rules are located in 34 Tax, Admin. Code Ch. 20. Subchapter B. If there are
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any discrepancies between HHSC’s administrative rules and this RFP, the rules will take

priority.

4.2.5.3 HUB Participation Goal

The CPA has estabhshed statewide annual HUB utilization goals for different categories of

contracts in Jcx. Admin. Code 20.13 of the HUB Rules. In order to meet or exceed the

statewide annual HUB utilization goals, HHSC encourages outreach to certified HUBs.

Contractors must make a good faith effort to include certified HUBs in the procurement process.

This contract is classified as an All Other Services contract under the CPA rule, and therefore

has a statewide annual HUB utilization goal of 24.6% per fiscal year. This goal applies to MCO

Administrative Services, as defined below.

4.2.5,4 Required HUB Subcontracting Plan

In accordance with Texas Government Code. Chapter 2161. Subchapter F. each state agency

that considers entering into a contract with an expected value of S 100.000 or more over the life

of the contract (including any renewals) shall, before the agency solicits bids, proposals, offers.

or other applicable expressions of interest, determine whether subcontracting opportunities are

probable under the contract.

‘n accordance with 34 Tex. Admin Code § 20.14(a) (1) (C) of the HUB Rule, state agencies

may determine that subcontracting is probable for only a subset of the work expected to be

performed or the funds to be expended under the contract. If an agency determines that

subcontracting is probable on only a portion of a contract, it shall document its reasons in writing

for the procurement file.

HHSC has determined that subcontracting opportunities are probable for this RFP for MCD

Administrative Services. MCD Administrative Services are those services or functions other

than the direct delivery of medical Covered Services necessary to manage the delivery of and

payment for such serv;ces. MCD Administrative Services ncIude Network, utilization, clinical or

quality management, service authorization, claims processing, Management Information System

(MIS) operation, and reporting. The Respondent must submit an HSP (see the Procurement

Library) with its proposal for these MCD Administrative Services. The HSP is required whether

a Respondent intends to subcontract or not.

HSP requirements will not apply to subcontracts with Network Providers (providers who contract

directly with the MCD to deliver medical Covered Services to STAR Kids). A Respondent

therefore should not include Network Providers’ participation in its HSP submissions.

In the HSP, a Respondent must indicate whether it is a Texas-certified HUB. Being a certified

HUB does not exempt a respondent from completing the HSP requirement.

HHSC will review the documentation submitted by the respondent to determine if a good faith

effort has been made in accordance with solicitation and HSP requirements. During the good
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faith effort evaluation, HHSC may, at its discretion, allow revisions necessary to clarify and
enhance information submitted in the original HSP.

If HHSC determines that the respondents HSP was not developed in good faith. the HSP wiU be
considered non-responsive and will be rejected as a material failure to comply with advertised
specifications. The reasons for rejection will be recorded in the procurement file.

4.2.5.5 CPA Centralized Master Bidders List

Respondents may search for HUB subcontractors in the CPA’s Centralized Master Bidders List
(CMBL) HUB Directory, which is located on the CPA’s website at
htto:/Awiw2.cpa.statetxus/cnibl/cmblhub.htmi. For this procurement. HHSC has identified the
following class and item codes for potential subcontracting opportunities.

N!GP Class/item Code:
• 948-07: Administration Services. Health;
• 958-56: Health Care Management Services (including Managed Care Services): and
* 915-49: High Volume. Telephone Call Answering Services (See 915-05 for Low

Volume Services)

Respondents are not required to use, nor limited to using, the class and item codes identified
above, and may identify other areas for subcontracting.

HHSC does not endorse, recommend, or attest to the capabilities of any company or ndividual
listed on the CPA’s CMBL. The list of certified HUBs is subject to change, so Respondents are
encouraged to refer to the CMBL often to find the most current listing of HUBs.

4,2,5.6 HUB Subcontracting Procedures — If a Respondent Intends to Subcontract

An HSP must demonstrate that the Respondent made a good faith effort to comply with HHSC’s
HUB policies and procedures. The following subparts outline the items that HHSC will review in
determining whether an HSP meets the good faith effort standard. A Respondent that intends to
subcontract must complete the HSP to document its good faith efforts,

4.2.5.61 Identify Subcontracting Areas and Divide Them into Reasonable Lots

A Respondent should first identify each area of the contract MCO Administrative Service work it
intends to subcontract. Then, to maximize HUB participation, it should divide the contract MCO
Administrative Service work into reasonable lots or portions, to the extent consistent with
prudent industry practices.

4.2.5.6.2 Notify Potential HUB Subcontractors

The HSP must demonstrate that the respondent made a good faith effort to subcontract with
HUBs. The Respondent’s good faith efforts will be shown through utilization of all methods in
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conformance with the development and submission of the HSP and by complying with the

following steps:

1. Divide the contract work into reasonable lots or portions to the extent consistent with
prudent industry practices. The Respondent must determine which portions of work.

including goods and services, will be subcontracted.

2. Use the appropriate method(s) to demonstrate good faith effort. The respondent can use

method(s) 1,2,3, or4:

Method 1: Respondent Intends to Subcontract with LflhM HUBs:

The respondent must identify in the HSP the HUBs that will be utilized and submit written

documentation that confirms 100% of all available subcontracting opportunities will be
performed by one or more HUBs; ,

Method 2: Respondent Intends to Subcontract with HUB Protégé(s):

The respondent must identify in the HSP the HUB protégé(s) that will be utilized and
should:

• Include a fully executed copy of the Mentor Protégé Agreement. which must be
registered with the CPA prior to submission to HHSC; and

o Identify areas of the HSP that the protégé will perform.

HHSC will accept a Mentor Protege Agreement that has been entered into by a
respondent (mentor) and a certified HUB (protégé) in accordance with Texas Covcrnmt

Code §2161 065. When a respondent proposes to subcontract with a protégé(s), it does
not need to provide notice to 3 HUB vendors for that subcontracted area.

Participation in the Mentor Protégé Program, along with the submission of a protégé as a

subcontractor in an HSP, constitutes a good faith effort for the particular area
subcontracted to the protégé; or.

Method 3: Respondent Intends to Subcontract with HUBs and Non-HUBs (Meet or
Exceed the Goal):

The Respondent must identify in the HSP and submit written documentation that one or

more HUB subcontractors will be utilized; and that the aggregate expected percentage of
subcontracts with HUBs will meet or exceed the goal specified in this solicitation. When

utilizing this method, only HUB subcontractors with existing contracts with the Respondent

for five years or less may be used to comply with the good faith effort requirements.

When the aggregate expected percentage of subcontracts with HUBs meets or exceeds

the goal specified in this solicitation, respondents may also use non-HUB subcontractors:
or,
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Method 4: Respondent Intends to Subcontract with HUBs and Non-HUBs (Does Not
Meet or Exceed the Goal):

The Respondent must identify in the HSP and submit documentation regarding both of the
following requirements:

• written notification to minority or women trade organizations or development
centers to assist in identifying potential HUBs of the subcontracting opportunities the
respondent intends to subcontract.

Respondents must give minority or women trade organizations or development centers
at least seven business days prior to submission of the Respondents response for
dissemination of the subcontracting opportunities to their members. A list of minority
and women trade organizations is located on HHSC’s website under the Minority and
Women Orgaruzaton ink.

• written notification to at least three HUB businesses of the subcontracting opportunities
that the Respondent intends to subcontract. The written notice must be sent to
potential HUB subcontractors prior to submitting proposals and must include:

• a description of the scope of work to be subcontracted;
• information regarding the location to review project plans or specifications;
• information about bonding and insurance requirements;
• required qualifications and other contract requirements: and
• a description of how the subcontractor can contact the respondent.

Respondents must give potential HUB subcontractors a reasonable amount of time to
respond to the notice, at least seven business days prior to submission of the
respondent’s response unless circumstances require a different time period, which is
determined by the agency and documented in the contract file.

Respondents must also use the CMBL, the HUB Directory, and internet resources when
searching for HUB subcontractors. Respondents may rely on the services of contractor groups;
local, state, and federal business assistance offices; and other organizations that provide
assistance in identifying qualified applicants for the HUB program.

4.2.5.6,3 Written Justification of the Selection Process

HHSC will make a determination if a good faith effort was made by the respondent in the
development of the required HSP. One or more of the methods identified in the previous
sections may be applicable to the respondents good faith efforts in developing and submission
of the HSP. HHSC may require the respondent to submit additional documentation explaining
how the respondent made a good faith effort in accordance with the solicitation.

A Respondent must provide written justification of its selection process if it chooses a non-HUB
subcontractor. The justification should demonstrate that the respondent negotiated in good faith

4-19



STAR Kids RFP
Secton 4-- Submission Requirements
RFP No 529-13-0071

with qualified HUB bidders, and did not reject qualified HUBs who were the best value

responsive bidders.

4.2.5.7 HUB Subcontracting Procedures — If a Respondent Does Not Intend to

Subcontract

If the Respondent plans to complete all contract MCO Administrative Service requirements with

its own equipment, supplies, materials, or employees, it is still required to complete an HSP.

The Respondent must complete the Self Performance Justification” portion of the HSP. and

attest that it does not intend to subcontract for any administrative goods or services, including

the class and item codes identified in RFP Section 4.2.5.5. In addition, the Respondent must

identify the sections of the proposal that describe how it will complete the Scope of Work using

its own resources or provide a statement explaining how it will complete the Scope of Work

using its own resources. The Respondent must agree to comply with the following if requested

by HHSC:

1. Provide evidence of sufficient respondent staffing to meet the REP requirements:

2. Provide monthly payroll records showing the respondent staff fully dedicated to the
contract;

3. Allow HHSC to conduct an on-site review of company headquarters or work site where

services are to be performed; and
4. Provide documentation proving employment of qualified personnel holding the

necessary licenses and certificates required to perform the Scope of Work.

4.2.5.8 Post-award HSP Requirements

The HSP will be reviewed and evaluated prior to contract award and, if accepted, the finalized

HSP will become part of the contract with the successful respondent(s).

After contract award, HHSC will coordinate a post-award meeting with the successful

Respondents to discuss HSP reporting requirements. The MCO must maintain business records

documenting compliance with the HSP, and must submit monthly reports to HHSC by
completing the HUB “fjjfie Confractor Pro ress Assessment Re ort.” This monthly report is

required as a condition for payment and tells the agency the identity and the amount paid to all

subcontractors.

As a condition of award the Contractor is required to send notification to all selected
subcontractors as identified in the accepted/approved HSP. In addition, a copy of the notification

must be provided to the agency’s Contract Manager or HUB Program Office within 10 days of

the contract award.

During the term of the contract, if the parties in the contract amend the contract to include a

change to the scope of work or add additional funding, HHSC will evaluate to determine the

probability of additional subcontracting opportunities. When applicable, the Contractor must
submit an HSP change request for HHSC review. The requirements for an HSP change request

will be covered in the post-award meeting.
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The UnifornJ±iana ed Care Manual outlines the procedures for changing the HSP, as well as
the HSP compliance and reporting requirements. When making a change to an HSP. the
Contractor will obtain prior written approval from HHSC before making any changes to the HSP.
Proposed changes must comply with the HUB Program good faith effort requirements relating to
the development and submission of the HSP.

If the MCO decides to subcontract any part of the contract after the award, it must follow the
good faith effort procedures outlined in RFP Section 4.2.5.6 of this RFP (e.g., divide work into
reasonable lots, notify at least three vendors per subcontracted area, provide written justification
of the selection process. or participate in the Mentor Protégé Program).

For this reason, HHSC encourages Respondents to identify, as part of their HSP, multiple
subcontractors who are able to perform the work in each area the Respondent plans to
subcontract Selecting additional subcontractors may help the selected MCO make changes to
its original HSP. when needed, and will allow HHSC to approve any necessary changes
expeditiously.

Failure to meet the HSP and post-award requirements will constitute a breach of contract, and
will be subject to remedial actions, HHSC may also report noncompliance to the CPA in
accordance with the provisions of the Vendor Performance and Debarment Program (see 34

K.nc.mn.. Code 20108 and 34 Thx. AdrnTh.. Code 5 20.105).

4,2.6 Section 6 — Certifications and Other Required Forms

Respondents must submit the following required forms with their proposals:

1. Chiid Support Certification:
2. Debarment, Suspension, lnehgibiiity. and Voluntary Exclusion of Covered Contracts:
3. Federal Lobbying Certification:
4. Nondisclosure Statement;
5. Required Certifications; and
6. Respondent Information and Disclosures.
7, Anti-Trust Certification

The required forms are located on HHSC’s website, under the ‘Business Opportunities’ link.
HHSC encourages Respondents to carefully review all of these forms and submit questions
regarding their completion prior to the deadline for submitting questions (see RFP Section 1.3).

Respondents should note that the “Resoondent Informaton and Disciosures form asks
Respondents to provide information on certain litigation mailers. In addition to the information
required on this form, Respondents must provide all of the information described in Uniform
Managed Care Manual Chapter 5.8, “çort of Legal ancj,Qfl2j oceedin sand Related
Events,” Respondents may include this supplemental information on the “Respondent
Information and Disclosures” form, or under a separate submission.
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4.3 Part 3 — Programmatic Proposal

Respondents must provide a detailed description of the proposed programmatic solution, which

must support all business activities and requirements described in the RFP. The Programmatic
Proposal must reflect a clear understanding of the nature of the work undertaken.

Respondents should carefully read the submission requirement instructions for specific
questions in this section. For each applicable programmatic submission requirement, th.e
Respondent must indicate, in addition to the information requested in each subsection, the
following information if applicable to the Respondent and it’s Proposal:

Material Subcontractor: If the Respondent plans to provide the service or perform the function

through a Material Subcontractor, the Respondent must detail the services or function to be
subcontracted, and how the Respondent and the Material Subcontractor will coordinate the
service or function. Describe the specific management tools and strategies the Respondent will

use to provide oversight of theMaterial Subcontractors performance. Respondents should
describe any prior working relationships with the Material Subcontractor.

Action Plan: This requirement applies to any Respondent who is not currently (1) providing
services or performing functions relating to a specific RFP submission, or (2) meeting the
Operations Phase Requirements n RFP Section 8 relating to a specific submission
requirement for the STAR Kids Program. In the Action Plan, the Respondent must, for each

submission requirement describe: (1) the services, functions, or requirements the Respondent is
not currently performing, (2) its current comparable experience and abilities, if any, and (3) how
the Respondent must meet the HHSC MCO Contract responsibilities, including assigned
staffing and resources for completing the services, functions, or requirements and a timeline for
completing each.

In responding to questions for which the Respondent includes information about a Material
Subcontractor or Action Plans. up to one page may be used to describe each Material
Subcontractor arrangement and up to one page may be used to describe each Action Plan.
These pages are outside of the page limit instructions [or the specific submission requirement.

HHSC understands that some Respondents may not have current experience providing
managed care services to STAR Kids Target Population. In responding to questions relating to
experience, Respondents should clearly indicate if their experience is in Texas, and if their
experience is with STAR÷PLUS. STAR, STAR Health, or other comparable populations of
managed care members.

The Programmatic Proposal must include a detailed description of the following program
components, at a minimum:

Section 1 — Service Area and Capacity
Section 2 — Experience Providing Covered Services
Section 3—Value-added and Case-by-Case Added Services
Section 4 — Access to Care
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Section 5 — Provider Network Provisions
Section 6— Member Services
Section 7 — Quality Assurance and Performance Improvement
Section 8 — Utilization Management
Section 9—Early Childhood Intervention (ECI)
Section 10— Flexible and Tailored Services
Section 11 — Service Coordination
Section 12— Adult Transition Planning
Section 13— Texas Promoting Independence Initiative
Section 14 — STAR Kids Screening and Assessment Process
Section 15— Comprehensive Care Program Community-Based Services
Section 16— Primary Care Providers and the Health Home
Section 17— Disease Management (DM)
Section 18 — Behavioral Health Services and Network
Section 19— Telemedicine. Teleheaith. and Telemonitoring Access
Section 20 - Pharmacy Services
Section 21 - Management Information System (MIS) Requirements
Section 22 - Fraud, Waste, and Abuse
Section 23 - MCO Transition Plan
Section 24- Additional Requirements Regarding Dual Eligibles

4.3.1 Section 1 — Service Area and Capacity
(3 pages. excluding tables)

The Respondent must:

1. Complete the STAR Kids Service Area and Capacity table found in the Procurement
Library, which must include for each proposed Service Area an estimate of the number of
HHSC MCO Members the Respondent has the capacity to sense on the Operational Start
Date;

2. Describe the calculations and assumptions used to arrive at these Service Area and
capacity projections. In developing these projections, the Respondent should consider the
capacity of its Network. including its PCP Network, its Behavioral Health Services Network.
its specialty care Network, its Pharmacy Network, and its Community-based Services
Network. Respondents should specify:

a) the anticipated STAR Kids Program enrollment;
b) the expected utilization of services, taking into consideration the characteristics and

healthcare needs of specific populations represented in the STAR Kids Program:
c) the numbers and types (in terms of training, experience, and specialization) of

providers required to fumish the Covered Services;
d) the numbers of Network Providers and providers with signed contracts, LOA5, or

LOIs who are not accepting new patients, by MCO Program;
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C) the geographic location of providers and HHSC MCO members, considering travei

time, the means of transportation ordinarily used by HHSC MCO members, and
whether the location provides physical access for members with disabilities; and

generally describe anticipated Service Area capacity changes, if any, for each of the
proposed Service Areas over the Initial Contract Period: and

f) generally describe methods that the MCO will use to ensure access to all Covered
Services upon potential population growth due to changes in law. including growth
resulting from the Patient Protection and Affordable Care Act and Health Care and
Education Reconciliation Act of 2010.

4.3.2 Section 2— Experience Providing Covered Services

(7 pages)

Covered Services are described in RFP Section 8.1.2. RFP Section 8.1.36 and Attachment B

I of this RFP.

The Respondent must briefly review the Respondent’s experience providing services equivalent

or comparable to STAR Kids Covered Services described in Attachment B-I:

1. Indicate which STAR Kids Covered Service(s) (in whole or in part) the Respondent has and

does not have experience providing to a comparable population.

2. Briefly describe the Respondent’s proposal for providing Covered Services, including any

plans for expansions of its Provider Network prior to a Readiness Review, if the Respondent

proposes to use a Material Subcontractor to provide Covered Services, the Respondent

must describe its relationship with the Material Subcontractor, as required by RIP Section
4.2.4.

3. Describe the Respondent’s experience in using Service Coordination for the STAR Kids
population or a comparable population to coordinate non-capitated services and community

resources. if the Respondent does not have experience coord;nating these services,
indicate how the Respondent intends to meet this requirement.

4. Describe the Respondent’s experience in providing Medicaid wrap-around services for Dual

Eligibles entitled to these benefits. If the Respondent does not have experience in providing
these services, indicate how the Respondent intends to meet this requirement.

5. Describe the Respondent’s experience in providing Service Coordination for Dual Eligibles.

Respondent should specifically describe the processes and procedures used to coordinate
Medicare services with Medicaid Community-based Services and related services. If the

Respondent does not have experience coordinating these services, indicate how the
Respondent intends to meet this requirement.

6. Describe the Respondent’s experience in providing Service Coordination for Medicaid
Members with Third-Party Insurance from Medicare or a private health insurance carrier.
Respondent should specifically describe the processes and procedures used to coordinate

Third-Party Insurance, non-covered services and Medicaid Covered Services. If the
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Respondent does not have experience coordinating these services, indicate how the
Respondent intends to meet this requirement.

7. Describe the Respondents experience providing Covered Services in coordination with non
capitated HCBS waiver services.

4.3.3 Section 3—Value-added and Case-by-Case Added Services
(1 page per Value-added Service)

Respondents may propose to offer Value-added Services as described in RFP Section 8.L2.3.
If offered, the Respondent will not receive additional compensation for Value-added Services.
and may not report the costs of Value-added Services as allowable medical or administrative
costs. The Respondent may propose different Value-added Services for each Service Area bid.

For each MCO Program and Value-added Service proposed, the Respondent must:

1. define and descrbe the Value-added Service and now it will benefit children and young
adults with special healthcare needs:

2. specify the applicable Service Areas for the proposed Value-added Services;
3. describe how a Member may obtain or access the Value-added Service:
4. identify the category or group of Members eligible to receive the proposed Value-added

Services if it is a type of service that is not appropriate for all Members;
5. if the Value-added Service is not a healthcare service or benefit, specify which staff will

determine whether a Member is eligible to receive the Value-added Service;
6. note any limitations or restrictions that apply to the Value-added Services;
7. for each proposed Service Area, identify the types of Providers responsible for providing

the Value-added Service, including any limitations on Provider capacity if applicable:
8. propose how and when Providers and Members will be notified about the availability of

Value-added Services;
9. include a statement that the Respondent will provide any Value-added Service(s) that

are approved by HHSC for at least 12 months after the Operational Start Date of the
Contract: and

10. describe if. and how, the Respondent will identify the Value-added Service in
administrative data (Encounter Data).

4.3.3.1 Case-by-Case Added Services
(1 page per Service)

Respondents must briefly describe any Case-by-Case Added Services which the Respondent
proposes satisfy requirements described in RFP Section 8.1.2.4. Describe an example in which
such a service might be offered to the Member.

4,3.4 Section 4—Access to Care

Access to Care standards are described in RFP Section 8.1.3.
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4.3.4.1 Travel Distances
(No page limit, should only submit applicable tables)

For each proposed Service Area, submit tables created using Uniform Managed Care Manual

Chapter 5.14.2 STAR Kids Ceo-Mapping Report and maps created using GeoAccess. or a

comparable software program, to demonstrate the geographic adequacy of the Respondent’s

proposed Provider Network compared to the projected population in each proposed Service

Area. For purposes of Ceo Mapping, the distribution method will be to place all members at the

center of the zip code.

Providers in the demonstrated Provider Network must have an executed contract with the

Respondent. a letter of intent (LOP). or a letter of agreement (LOA) indicating the provider

intends to contract with the Respondent if HHSC awards the Respondent a MCO Contract.

Respondents do not need to submit the signed contracts. LOIs. or LOAs with the Proposal. but

HHSC may request to review these documents during its evaluation of the Proposal. Providers

who have not signed a Network Provider contract or LOl/LOA5 may not be included in the

Respondent’s Network for purposes of responding to this RFP submission requirement.

Respondents should submit 1 set of the above tables and maps for each Service Area bid.

4.3.4.2 Assessing Access to Care

(5 pages)

1, Identify the processes by which the Respondent must measure and regularly verify:

a. Network compliance, including pharmacy, regarding travel distance access in
RFP Section 8.1.3.2:

b. Provider compliance regarding appointment access standards in RFP Section
8.1.3.1, and

c. Compliance with after-hours coverage standards in RFP Section 8.1.3.

2. Describe actions the Respondent will take if they are notified or become aware of
inappropriate wait times before a Member is seen by a Provider.

3. Describe the steps the Respondent has taken in the past when it identified a deficiency

in its compliance with plan or state travel distance access standards. The description

should include how the Respondent will address deficiencies in the Network related to:

a. The lack of an age-appropriate PCP with an Open Panel within the required
travel distance;

b The lack of inpatient Behavioral Health Services within the required travel
distance;

c. The lack of outpatient Behavioral Health Services from Providers, including child

psychiatrists, within the required travel distance;
d. The lack of appropriate specialist with sufficient knowledge and training to treat

the Member’s diagnosis;
e. For female Members of childbearing age, the lack of an OB/GYN within the travel

distance of the Member’s residence; and
1. The lack of a Network pharmacy within the travel distance of the Member’s

residence.
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4. Describe the steps the Respondent has taken in the past when it identified a deficiency
n its compliance with:

a. A Provider that was not meeting plan or state appointment access standards:
and

b. A POP that was not in compliance with the plan or state after-hours coverage
requirements.

If the Respondent has not taken the steps listed in 2 and 3 above with regularity.
describe how it proposes to take those steps in the future.

5. Describe the processes the Respondent will implement to accommodate additional
Members and to ensure the access standards are met if actual enrollment exceeds
projected enrollment;

6. Describe how the Respondent will provide training to ensure the Providers understand
and respond to the STAR Kids populations physical and Behavioral Health needs;

7. Describe how the Respondent plans to provide Behavioral Health Emergency Services
described in RFP Section 81.16,8 including emergency screening services, Emergency
Services and short-term crisis stabilization services, and how the Respondent will
address a Provider not meeting the Respondent’s or state’s appointment standards; and

8. Describe how the Respondent plans to address deficiencies in the availability of
appropriately credentialed providers to provide Community-Based Services.

4.3.5 Section 5—Provider Network Provisions

Provider Network requirements are primarily described in RFP Section 8.1.4 of this REP in
addition, the Significant Traditional Provider (STP) requirements applicable to Medicaid MOOs
are described in RFP Sections 81.25. Respondents should review these REP requirements
when developing their responses to questions in this section.

The Respondent must provide a narrative overview in its proposal of the Respondent’s Network.
This narrative must include a description of the deficiencies in the Respondent’s proposed
Provider Network and a description of how the Respondent’s Network addresses the needs of
the STAR Kids population.

The Respondent must provide a Provider Network Development Plan in its proposal that details
how the Respondent will address any Provider Network deficiencies before the Operational
Start Date. The Respondent should describe the items below as part of the Provider Network
Development Plan:

1. Timeframes for addressing deficiencies.
2. Types of providers that the Respondent will recruit, including STPs.
3. How the Respondent will recruit the providers, including STPs.
4. Who will be responsible for recruiting the providers.
5. How the Respondent will determine that the Provider Network is complete.
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After the Contract Effective Date, the MCO must provide updates to the Provider Network

Development Plan on a fixed schedule as determined by HHSC.

4.3.5.1 Provider Network

(.1 page. excluding Provider listing and tables)

Network Providers must have an executed contract with the Respondent, a letter of intent (LOl)

or a letter of agreement (LOA) indicating the Provider intends to contract with the Respondent

should HHSC award the Respondent a contract for the applicable MCO Program. Network

Providers must be licensed in the State of Texas to provide the contracted Covered Services.

As described in RFP Section 8.1.4 Network Providers must be credentialed by selected

Respondents prior to serving Members. Sample LOl/LOA agreements and sample Network

Providers tables can be found in the Procurement Library.

1. For each Service Area in which the Respondent proposes to participate, the Respondent

must submit a complete list of proposed Network Providers for each of the following provider

types that would be responsible for providing Covered Services. The list must indicate for

each provider type, the name, address. and NPI and TPIN, if applicable, of the Providers

with signed contracts, LOIs. or LOA5, The Respondent must include in an Excel file at least

the two nearest Providers meeting each of the following provider type descriptions. The

Respondent must also include in the Excel file all Providers in the designated provider type

within the Service Area. The list must include separate lists of each provider type in the

order listed below and a separate worksheet for each proposed Service Area.

Acute Care Services
a. Acute Care Hospitals, inpatient and outpatient services:
b. Hospitals providing Level 1 trauma care;
c. Hospitals providing Level 2 trauma care;
d. Hospitals designated as transplant centers;
e. Hospitals designated as Children’s Hospitals by the CrVIS:
f. Other Hospitals with specialized pediatric services:
g. Psychiatric Hospitals providing mental health services, inpatient and outpatient:

h. Other facilities or clinics providing outpatient mental health services:
i. Hospitals providing substance abuse services, inpatient and outpatient; and

j. Other facilities or clinics providing outpatient substance abuse services.

2. For each Service Area in which the Respondent proposes to participate. identify a list of

Community-based Service Providers with whom the Respondent has a signed contract, LOI.

or LOA. These Providers should be listed by type. name, address, and Department of Aging

and Disability Services (DADS) contract number where applicable. Respondent should also

list the array of Community-based Services each of these entities provides.

Community-based Services
a. Personal Care Services (PCS);
b. Private Duty Nursing (PDN);
c. In-home skilled nursing care;
d. Adaptive aids
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e. Durable medical equipment (DME) and medical supplies:
f. Adult foster care:
g. Assisted living and residential care services:
h. Emergency response services:
i. Supported Employment and Employment Assistance:
j. Minor home modifications;
k. Respite care:
I. Therapy — occupational:
m Therapy— physical:
n. Therapy — speech or language pathology services;
o. Consumer-directed services;
p. Community Living Supports;
q. Family Supports:
r. Supportive Family-based Alternatives: and
s. Transition assistance services.

3. identify the types of Providers the Respondent allows as PCPs for adults. POPs for children.
and outpatient Behavioral Health Service Providers. The Respondent must identify its
contractual requirements for these Provider types and any exceptions. For example,
Respondent should note under what circumstances, if any, an internist is allowed to serve
as a PCP for children.

4.3.&2 Significant Traditional Providers
(No page limit for STP tables. 1 page for narrative)

The STP requirements applicable to Medicaid MCO5 are described in RFP Section 8/L25.
HHSC-designated Medicaid Significant Traditional Providers (STPs) can be found in the
Procurement Library. STPs also include Community-based Service Providers. For each STP
provider type in the Respondents proposed Service Area(s) complete the “STP Network
Percentage Table charts provided in the Procurement Library. The total number of STPs in
each Service Area can be found in the Procurement Library by type of STP.

Respondent may provide a one-page narrative to explain STP status.

43.&3 Provider Network Capacity
(3 pages)

HHSC has targeted continued access to existing Providers, improved Network capacity, and
improved Member access to Covered Services as priorities for the initial Contract Period.

1. Identify short-term and long-term strategies the Respondent will adopt to encourage
participation among existing and new Providers;

2. Indicate which, if any, Covered Services are not available from a qualified Provider in the
Respondent’s proposed Network in each applicable Service Area and how the Respondent
proposes to provide such Covered Services to Members in each proposed Service Area;
and
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3. Briefly describe how deficiencies wiU be addressed when the Provider Network is unable to
provide a Member with appropriate access to Covered Services due to lack of a qualified,

Network Providers within the travel distance of the Members residence specified in RFP
Section 8.1.3.2. The description should include how the Respondent will address
deficiencies in the Network related to:
a. the lack of a POP with an Open-Panel within the required travel distance of the

Member’s residence;
b. the lack of a pediatric specialists and subspecialists within the travel distance of the

Member’s residence;
c. the lack of an OS/GYN within the travel distance of the Member’s residence;
d. the lack of Hospitals with specialized children’s services, Children’s Hospitals or Special

Hospitals within the travel distance of the Member’s residence;
e. the lack of Psychiatric Hospitals within the travel distance of the Member’s residence;
f. the lack of pediatric psychiatrists and Qualified Mental Health Professionals (QMHP)

within the travel distance of the Member’s residence; and
g. the lack of a Network pharmacy within the travel distance of the Member’s residence.

4.3.5.4 Credentialing and Re-credentialing

(4 pages)

Provider credentialing and re-credentialing requirements are described in Section 8,1,42. For
all of the following submission requirements the Respondent must provide a brief summary of its
policies and procedures. Do not attach copies of the MOO’s policies and procedures.

1. Describe the Respondent’s minimum credentialing and licensure requirements and
procedures for Providers of Acute Care by type of Provider, and demonstrate how the
Respondent ensures, or proposes to ensure, that any Provider rendering Covered Services
meets the minimum credentialing requirements, The description must demonstrate
compliance with RFP Section 8.1.4.2. The Respondent should not attach relevant policies
and procedures, but must summarize its policies and procedures within the page limit
requirements.

2. Describe the re-credentialing process or process between re-credentialing cycles for
Providers and how the Respondent will capture and assess the following information:

a. Member Pre-Appeals, Complaints and Appeals:
b. results from quality reviews and Provider quality profiling;
c. utilization management information; and
d. information from licensing and accreditation agencies.

3. Describe the Respondent’s minimum credentialing and licensure requirements and
procedures for Providers of Community-based Services by type of Provider, and how
Respondent will ensure that any Provider rendering Covered Services meets the minimum
credentialing and licensing requirements. Describe how the Respondents credentialing
process will ensure that Providers will meet the needs of a pediatric population. The
Respondent should not attach relevant policies and procedures, but must summarize its
policies and procedures within the page limit requirements.
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4. A Respondent currently operating in Texas must separately report the following information.
A Respondent not currently operating in Texas must separately report the same information
for a managed care program it operates in another state similar to the STAR Kids Program
or a similar program serving individuals under the age of 21 or with disabilities:

a. the percentage of providers in its Texas network re-credentialed in the past three
years! for the following provider types: primary care physician. specialty care
physician. and masters-level outpatient Behavioral Health Service providers: and

b. the number and percentage of providers in its Texas network who were
subjected to the regularly scheduled re-credentialing process over the past 24
months that were denied continued network status.

4.3.5.5 Provider Manual, Materials, and Training
(4 pages)

Provider training requirements are described in RFP Section 8.1.4.4 and Section 8.1.40.1.

1. Outline the contents Inc Respondent intends to include in the Provider Manual.

2. Provide a brief description of proposed Provider training programs. Please distinguish
between training programs for PCP5! other Acute Care! Behavioral Health and Community-
based Services Providers. The description should include:
a. the types of programs to be offered, including the modality of training:
b. what topics will be covered (such as billing, complaints and appeals! service

coordination! health home! telemedicine and telehealth services);
c. how the Respondent will specifically train Providers on the requirements of the Contract

and the unique needs of the STAR Kids population:
d. which Providers will be invited to attend in-person trainings:
e. how Provider training programs will be evaluated;
f. the frequency of Provider training;
g. how the Respondent proposes to maximize Provider participation in training programs!

including how the Respondent proposes to use Internet and teievideo capabilities to
provide training;

h how the Respondent will facilitate training programs for Providers to receive continuing
education credits, and

i. how the Respondent will specifically train Providers to be attuned to the need for
increased sensitivity and respect for confidentiality in dealing with the STAR Kids
population.

3. Briefly describe two examples of recent Provider training programs conducted by the
Respondent that may be relevant to the STAR Kids program. These examples must include:
a. a description of the training program:
b. a summary of distributed materials (the actual materials are not to be submitted);
c. number and type of attendees; and
d. results of any evaluations from the training.

A Respondent currently participating in any of HHSCs Medicaid MCO Programs must submit
the above Provider training examples for each such MCO Program.
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A Respondent not currently participating in one or more of HHSCs Medicaid MOO Programs

must submit the above provider training examples for a similar managed care program in

another state. If the Respondent referenced a non-HHSC managed care program in another

submission requirement. the Respondent must submit its provider education information in this

submission requirement.

4.3.5.6 Provider 1-lotline

(3 pages; excluding hotline telephone reports)

Describe the proposed Provider Hotline function and how the Respondent would meet the

requirements of RFP Section 8.1.4.5. The description must include:

1. Normal hours of operation of the hotline;
2. Staffing for the hotline;
3. Training for the hotline staff on Covered Services and STAR Kids Program

requirements:
4. The routing of calls among hotline staff to ensure timely and appropriate response to

provider inquiries:
5. Responsibilities of hotline staff, if any, in addition to responding to HHSC Provider

Hothne calls (e.g., responding to non-Network provider calls or HHSC Member Hotline

calls);
6. After-hours procedures and available services;
7. Provider hotline telephone reports for the most recent four quarters with data that show:

a. the monthly call volume,
b. the monthly trends for average speed of answer (where answer is defined by

reaching a live voice, not an automated call system), and
c. the monthly trends for the abandonment rate; and

8. Whether the Provider Hotline has the capability to administer automated surveys to
callers at the end of calls.

A Respondent currently participating in any of HHSC’s Medicaid MOO Programs must submit

the information in Section 4,3.5.6(7) for each provider hotline operated, and identify any

proposed changes to provider hotline functions that would occur under the STAR Kids Program.

A Respondent currently participating in any of HHSC’s Medicaid MOO Programs must

submit the information in Section 4.3.5.6(7) for a similar managed care program that it operates

in another state. If such a Respondent referenced a non-HHSC managed care program in

another submission requirement. the Respondent must submit its provider hotline telephone

report for the same managed care program.

4.3.5.7 Provider Incentives

(2 pages)

Provide a high-level description of the processes the Respondent will put in place to meet the

requirements as described in RFP Section 8.1.4.6.2, ‘Provider Incentives.”
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The Respondent must submit a plan with alternative payment structures to increase quality and
efficiency through collaboration and innovation to improve access to comprehensive Health
Homes. The plan should address methods for addressing the following goals:

1. Identified opportunities for shared savings;
2. Reductions in inappropriate utilization of services including inappropriate admissions and

readmissions;
3. Mechanics by which the MCO will provide incentive payments to providers to improve

quahty of care;
4. Quality metrics that would be required for provider recruitment strategies. incentives, and

shared savings: and
5. Strategies to increase availability of comprehensive Health Homes.

4.3.5.8 Clinical and Administrative Advisory Committees
(2 pages)

For requirements described in RFP Section 8.1.7.7. the Respondent must:
1 Deschbe the role of the Clinical and Administrative Advisory Committee in establishing and

monitoring clinical policies and procedures. and in developing and updating clinical practice
guidelines.

2. Describe how the Respondent will outreach to a broad variety of Providers for the goal of
including Acute Care. Community-based. Behavioral Health, therapies. DME and supplies.
and pharmacy Providers in Clinical and Administrative Advisory Committee meetings.

3 Describe how t[e Respondent will encourage and provide an opportunity for its Providers to
have access to peer-to-peer consultation and to consult with the MCOs physical health and
Behavioral Health staff.

4.3.6 Section 6— Member Services

4.3.6.1 Member Services Staffing
(5 pages; excluding organizational charts)

The MCO must maintain a Member Services Department to assist Members and Members LAR
n obtaining Covered Services as described in RFP Section 8.1.2

1. Provide an organizational chart of the Member Services Department showing the placement
of Member Services within the Respondents organization and showing the key staff within
the Member Services Department. Include a description for how Member services staff will
interact with other departments or units within the Respondents organization.

2. Explain the functions of the Member Services staff, including brief job descriptions and
qualifications.

3. Describe the curriculum for training the MCO will provide to Member Services
representatives. including when the training is conducted and how the training addresses:
a. Eligibility policy:
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b. Access to Covered Sensices. including access to Texas Health Steps (THSteps) medical

checkups and Behavioral Health Services and Community-based Services;
c. The STAR Kids Assessment Instrument and coordinating additional assessments and

evaluations;
d. Understanding STAR Kids Program requirements;
e. Cultural Competency;
f. Trauma-Informed Care;
g. Person-centered practices;
h. Providing assistance to Members with limited English proficiency, including developing

Member Materials and providing language assistance to Members speaking languages
of Major Population Groups making up 10 percent or more of the population;

i. The purpose and information included in the Individual Service Plan (ISP): and

j. Educating Members about Non-capitated Services and providing referrals to these
services.

4. Identify the turnover rate for Member Services staff in the past two years. A Respondent
operating any HHSC Medicaid MOO Program must provide the staff turnover rate of these
Programs. A Respondent not currently operating an HHSC Medicaid MOO Program must
provide its Member Services staff turnover rate for a comparable managed care program in
another state and identify the managed care program.

5. Identify the percentage of Member Services staff that will be physically located in the
Service Area.

6. Identify situations in which the Respondent will provide eligibility assistance to a Member.

7. Explain plans to establish a STAR Kids Member website or mobile device application.
include example content that will be available on the website or application.

4.3.6.2 Nurse and Member Hotline

The Nurse and Member Hothne requirements are described in REP Section 8.1.5.6

4.3.&3 Nurse Hotline

(5 pages; excluding hotline telephone reports)

Describe the proposed Nurse Hotline function and how its purpose differs from the Member
Hotline. Provide the following information on the Nurse Hotline:

1. normal hours of operation;
2. number of nurses designated to the STAR Kids Nurse Hotline, expressed in the number of

full time employees (FTE5) per 1000 Members who are available 8:00 am. to 5:00 p.m.,
!ocal time in all areas of the state, Monday through Friday, excluding state-approved
holidays;

3. routing of calls to Nurse Hotline nurses, to ensure timely and accurate response to Member
inquiries;

4. responsibilities of Nurse Hotline staff;

4-34



STAR KIds RFP
Section 4—Submission Requ:rements
RFP Nc 52912OO7i

5. training for Nurse HotUne staff including responding to a behavioral heaith crisis:
6- after-hours procedures and available services. including those provided to non-EngNsh

speaking Members and Members who are deaf or hard-of-hearing;
7. the number and percentage of FTE Nurse Hotline staff who are bilingual in English and

Spanish:
8- the number and percentage of ETE Nurse Hotline staff who are multi-lingual for any

additional language. by language spoken:
9. Nurse Hotiine telephone reports for the most recent four quarters with data that show:

a. the monthly trends for call volume;
b. monthly trends for average speed of answer (where answer is defined by reaching a

live voice, not an automated call system). and
c. monthly trends for the abandonment rate; and

10. whether the Nurse Hotline has the capability to administer automated surveys to callers at
the end of calls.

A Respondent currently participating in any of HHSC’s MOO Programs must submit the
information in items 1 through 9 above for each Nurse Hotline operated. and identify any
proposed changes to hotline functions for the STAR Kids Program.

If the Respondent is not currently participating in any of HHSC’s MOO Programs, it should
descnbe its experience and proposed approach in establishing and maintaining an accessible
call center for members that is comparable to the Nurse Hotline described in RFP Section
8.1.5.6.1. The description must include the information listed in items ito 9 above

If a Respondent is proposes a single point of access, i.e., toll-free number, for multiple hotlines,
e.g., Member Services, Behavioral Health. Nurse Hotline. and Provider Hotline, the Respondent
must note in its proposal the differences in its staffing for each of these Hotlines. and must
describe how calls to the HotUne(s) are triaged.

4.3.6.4 Nurse Hotline Scenarios
(6 pages)

Describe the procedures a Nurse Hotline representative will follow to deal with the following
situations:

1. a Member or Member’s LAP calls requesting advice regarding a missed medication dose:
2. a Member or Member’s LAR is unable to reach her POP after normal business hours;
3. a Member or Members LAP is having difficulty filling a needed prescription after hours:
4. a Member or Member’s LAR calls requesting an evaluation of whether or not to go to an

Emergency Room for immediate care;
5. a Member is experiencing a Behavioral Health crisis;
6. a caregiver other than the Member’s LAR calls to seek advice about a Member’s medical

situation; and
7. a Member or Member’s LAR calls to report a problem or malfunction with critical adaptive

equipment.
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4.3.6.5 Member Hotline

(3 pages; excluding hotline telephone reports)

The Member Hotline requirements are described in RFP Section 8.1.5.6.2.

Describe the proposed Member Hotline function, including:

1 Training for Member Services representatives to assure proficiency in the knowledge

requirements established in RFP Section 8.1.5.6.2;
2. Oversight of Member Services representatives including monitoring calls and customer

satisfaction;
3. normal hours of operation;
4. number of Member Hotline staff dedicated to the STAR Kids Program, expressed in the

number of full time employees (FTEs) per 1000 Members who are available 8:00 a.m. to

5:00 p.m.. local time in all areas of the state, Monday through Friday, excluding state-

approved holidays;
5. routing of calls among Member Hotline staff to ensure timely and accurate response to

Member inquiries;
6. responsibilities of Member Hotline staff. if any. in addition to responding to STAR Kids

Member Hotline calls, (e.g.. responding to non-STAR Kids Member calls or Provider

Hotline or Behavioral Health Hotline calls):
7. after-hours procedures and available services, including those provided to non-English

speaking Members and Members who are deaf or hard-of-hearing;
8. the number and percentage of FTE Member Hotline staff who are bilingual in English

and Spanish;
9. the number and percentage of FTE Member Hotline staff who are multi-lingual for any

additional language, by language spoken:
10. If applicable, Member Hotline telephone reports for the most recent four quarters with

data that show:
a. the monthly trends for call volume;
b. monthly trends for average speed of answer (where answer is defined by

reaching a live voice, not an automated call system), and
c. monthly trends for the abandonment rate; and
d. whether the Member Hothne has the capabihty to administer automated

surveys to callers at the end of calls.

A Respondent currently participating in any of HHSO’s Medicaid MOO Programs must submit

the information in items one through ten above for each Member Hotline operated, and identify

any proposed changes to hotline functions for the STAR Kids Program.

If the Respondent is not currently participating in any of HHSC’s Medicaid MOO Programs, it

should describe its experience and proposed approach in establishing and maintaining an
accessible call center for members that is comparable to the Member Hotline described in RFP

Section 8.1.5.6.2 The description must include the information listed in items one to ten above.

If a Respondent is proposing to use a single point of access, i.e., toll4ree number, for multiple

hotlines, e.g., Member Services, Behavioral Health, Nurse Hotline, and Provider Hotline, the
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Respondent must note in its proposal the differences. if any. in its staffing for each of these
Hoflines. and must describe how calls to the Hotline(s) are triaged.

4.3.6.6 Member Service Scenarios
(8 pages)

Describe the procedures a Member Services representative will follow to handle these
situations:

1. a Member or Members LAP has received a bill for payment of Covered Services from a
Network Provider and an Out-of-Network Provider;

2. a Member or Members LAP is unable to reach her PCP after normal business hours:
3. a Member or Member’s LAP is having difficulty scheduling an appointment for preventive

care with her POP;
4. a Member becomes ill while traveling outside of the state;
5. a Member or Member’s LAR has a request for a specific medication that the pharmacy is

unable to provide;
6. a Member or Caregiver does not speak English:
7 a Member is experiencing a behavioral health crisis:
8. a Caregiver or the Member’s LAP calls after hours asking for assistance in managing the

Member’s acting out behavior:
9. a Member or the Member’s LAP believes the Member is not receiving needed home and

community-based services:
10. a Member or Members LAP with a hearing impairment or another communicative disorder

calls the Member Hotline and needs assistance:
11. a Member’s PCP calls to report a suspicion that he/she is treating an adolescent with a

substance abuse problem;
12. a Member or Member’s LAP with a hearing impairment or another communicative disorder

calls the Member Hotline and needs assistance:
13. a Member or Member’s LAR calls stating that the Member’s current specialist is not meeting

their needs:
14. a Member or Member’s LAP requests a specialist Out-of-Network:
15. a request is made for a Member to receive applied behavior analysis therapy;
16. a Member or Members LAP calls to complain that their Service Coordinator is not meeting

their needs:
17. a Member or Member’s LAR calls to complain that it is taking too long to be seen by a

Specialist; and
18. a Member or Member’s LAP calls requesting a review of their ISP or for a re-assessment.

4.3.61 Member Education
(5 pages)

Member education requirements are described in RFP Section 8.1.57. Provide a description of
Member education materials and other methods the Respondent will use to disseminate
information to Members. The description must explain how the materials and methods will
inform and educate Members and Member’s LAP on each of the following topics:
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1, How the STAR Kids MOO system operates including the role of the POP, Health Home,

ISP and Service Coordination:
2. The Member complaint, appeals and fair hearings process:
3. Covered Services, and imitations and any Value-added Services offered by the MOO:

and
4. How to obtain Covered Services; and
5. Access to services delivered through the consumer directed services modeL

The Respondent must also describe how Member Education will be personalized based on the

different types of needs of Members.

4.3.6.8 Cultural Competency
(3 pages)

Provide a high-level description of the processes the Respondent will adopt to the meet the

requirements of the cultural competency requirements as descnbed in RFP Section 8.1.5.8.

Cultural Competency Plan.’

1. Describe how the Respondent will ensure culturally competent services to people of all

cultures, education levels, family composition. races. ethnic backgrounds, and religions

as well as those with disabilities in a manner that recognizes values, affirms, and

respects the worth of the individuals and protects and preserves the dignity of each.

2. Describe how the Respondent will develop intervention strategies and work with Network

Providers to avoid disparities in the delivery of healthcare to diverse populations.

4.3.6.9 Member Advisory Groups
(2 pages)

Provide a high-level description of the processes the Respondent will put in place to the meet

the requirements as described in Section 8.1.5.10, “Member Advisory Groups.”

The Respondent must describe the process for mp!ementng and maintaining the Member

Advisory Groups including the identification and selection of participants and how the

Respondent will ensure participation. The response must also include a description for how the

Respondent will elevate concerns raised through the Member Advisory Group meetings to

executive level staff and other decision-makers.

4.3.6.10 Continuity of Care
(4 pages)

Continuity of Care transition requirements for certain new Members with Out-of-Network

providers are described RFP Section 8.1.23. Requirements related to Conversation Plans for

new STAR Kids Members are described in RFP Section 8.1.38.11.

1. Describe the proposed Conversion Planning process for newly enrolled Members,

1 Describe how the Respondent will ensure continuity of prior authorized services when a

Member transfers from the Fee-for-Service program to the STAR Kids program or from
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another Medicaid or CHIP MCO to the STAR Kids program. Also, describe how the
Respondent will share information with the Fee-for-Service program or another Medicaid
or CHIP MCO when the Member transfers out of the STAR Kids program. The
Respondents description should include how the STAR Kids MCO will authorize the
Member’s Out-of-Network providers to finish the treatment plan authorized by the Fee-
for-Service program or another Medicaid or CHIP managed care organization.

3. Describe the proposed Conversion Plan for new Members whose current PCP,
OB/GYN. specialty care, Behavioral Health. and Community-based Providers are not
participants in the Respondent’s Provider Network.

4. Describe the MCO’s Provider recruitment process and timeframes (especially for
recruiting STP providers) for outreaching to and enrolling Out-of-Network providers who
have existing relationships with Members,

5. Describe the protocol the Respondent will follow to ensure services are not disrupted for
Member’s receiving specialty services that were prior authorized previous to the
Member’s enrollment with the MCO.

6. Describe how the Respondent will evaluate and make certain a change in Provider is
appropriate for the Members unique healthcare needs.

7. Describe how the Respondent will identify and track new Members with high physical or
behavioral health needs to assure continuity of care.

8. Describe how the Respondent will coordinate with other MCO5 when a Member changes
MCOs in order to ensure continuity of care. include a description for now authorizations
and data will be exchanged.

9. Describe how the Respondent will develop a plan to identify and reach out to Members
with the most immediate service needs leading up and in. mediately after the Operationai
Start Date.

4.3,6.11 Objection to Providing Certain Services
(1 page)

fl accordance with 42 C.F.R. § 438.102. the Respondent may file an objection to provide,
reimburse for. or provide coverage of, counseling or referral service for a Covered Service
based on moral or religious grounds, as descrbed n RFP Section 8.1.24.7, HHSC reserves the
right to make downward adjustments to Capitation Rates for any Respondent that objects to
providing certain services based on moral or religious grounds.

The Respondent must indicate objections, if any. to providing a Covered Service based on
moral or religious grounds. identify the specific services to which it objects and describe the
basis for its objection.

4.3.6.12 Member Complaint and Appeal Processes
(4 pages, excluding flow chart)

Medicaid Member Complaint and Appeal Processes are described in RFP Section 8.1.5.9 and
Section 8.1.29. A Respondent’s submission must reflect how it will meet the applicable Member
Complaint and Appeal requirements. The submission must include details about automation that
will be used to document, track and report on Complaints and Appeals. A Respondent should
not submit detailed Complaint and Appeal policies and procedures as an attachment.
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The Respondent must:

1 describe the process the Respondent will follow to review Member Complaints and
Appeals. including which staff will be involved:

2. provide a flowchart that depicts the process the Respondent will follow to resolve

Member complains, questions and appeals. The process must start from the receipt of a

request and describe each phase of the review including notification of disposition.

Include information on providing notice of access to HHSC Fair Hearings;
3. document the MCOs average time for resolution over the past twelve months for

Member Complaints and Appeals (excluding expedited appeals), from date of receipt to
date of notification of disposition:

4. describe the number and job descriptions of Member Advocates, how Members are

informed of the availability of Member Advocates, and how Members access Advocates;

5. describe how and if named Service Coordinators will be involved in the complaint
resolution process; and

6. describe any additional measures that will be used to assure transparency for all
Complaints and Appeals.

4.3.6.13 Marketing Activities and Prohibited Practices
(no page limit)

If the Respondent has been sanctioned or placed under corrective action for prohibited
Marketing practices related to managed care products by CMS, Texas. or by another state:

1. describe the basis for each sanction or corrective action, and:
2. explain how the Respondent would ensure that it would not commit any practices

prohibited by CMS or HHSC in its Marketing activities.

The Respondent must report whether it has been sanctioned or been placed under corrective

action by the federal government. Texas, or any other state in the past three years as part of its
Business Specifications submission.

4.3.6.14 Coordination of Services for Dual Eligibles
(1 page)

Coordination of Serqices for STAR Kids Dual Eligibles is described in RFP Section 8,1.38.14
and RFP Section 8.2 - Integrated Healthcare Services for Dual-Eligible Members.

Please describe the Respondent’s process for coordinating Medicaid and Medicare care for

STAR Kids Dual Eligibles.

4.3.7 Section 7—Quality Assurance and Performance Improvement

The Quality Assurance and Performance Improvement (QAPI) requirements of the RFP are
described in Section 8.1.7.1.
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4.3.7.1 Clinical Initiatives

(4 pages, excluding QA plan)

1. Describe data-driven clinical initiatives that the Respondent initiated within the past 24
months that have yielded improvement in clinical care for a managed care population
comparable to the STAR Kids population.

2. Document two statistically significant improvements generated by the Respondents
clinical initiatives.

3. Describe challenges associated with establishing quality metrics and measuring
outcomes for children and young adults with Complex Conditions and how the
Respondent will tailor their QAPI Plan based on the individual traits of the STAR Kids
population.

4. Describe two new or ongoing clinical initiatives that the Respondent proposes to pursue
in the first year of the Contract. Document why each topic warrants Quality Improvement
investment, and describe the Respondents measurable goals for the initiative.

5 For Respondents that already participate in an HHSC MCO Program. provide a copy of
the most recent QAPI Plan. For Respondents that do not participate in an HHSC MCO
Program, provide a copy of a 2013 quality assurance plan that the Respondent
developed for a Medicaid population, or if a Respondent did not operate a Medicaid
managed care plan in 2013. the most recent quality assurance plan for a program
operated by the Respondent and serving a population with similarities to the STAR Kids
population, such as a CHIP plan.

4.3.72 Healthcare Effectiveness Data and Information Set (HEDIS) and Other Quality
Data

(4 pages)

HHSC’s External Quality Review Organization (EQRO) will perform HEDIS and Consumer
Assessment of Health Plans Survey (CAHPS) calculations required by HHSC for MCO
management. The following questions solicit information on a Respondents proposed approach
to generating its own clinical indicator information to identify and address opportunities for
improvement, as well as the Respondents approach to acting on clinical indicator data reported
by HHSC’s EQRO,

The Respondent must:

1. identify the MCO-level HEDIS and any other statistical clinical indicator measures the
Respondent will generate to identify MCO opportunities for clinical quality improvement;

2. describe the challenges associated with using traditional measures like HEDIS for
children and adolescents wäh special healthcare needs and what other types of
measures the Respondent will use to gauge and measure quality for STAR Kids;

3. document examples of statistical clinical indicator measures previously generated by the
Respondent within the last two years for the STAR Kids population or a managed care
population comparable to the STAR Kids population;
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4. describe efforts that the Respondent has made to assess Member satisfaction within the

ast two years for a managed care population comparable to the STAR Kids population

and Member satisfaction methodologies the Respondent will collect for STAR Kids; and

5. describe management interventions implemented within the last two years based on

member satisfaction measurement findings for the STAR Kids population or a managed

care population comparable to the STAR Kids population, and whether these
interventions resulted in measurable improvements in later member satisfaction findings.

4.3.7.3 Clinical Practice Guidelines
(2 pages)

Through strategic partnerships between HHSC, STAR Kids MOOs, and medical professionals.

HHSC encourages increased adoption of evidence-based clinical practice guidelines.

1. Describe a clinical guideline that is relevant to the STAR Kids populations and that the
Respondent believes requires improved adherence.

2, Describe what steps the Respondent will take to increase compliance with the clinical

guideline noted in its response to number 1 including the roles of HHSC, the
Respondent, and medical professionals.

3. Provide a general description of the Respondents process for developing and updating

clinical guidelines, and for disseminating them to participating Providers and Members.

4. Describe at least two tactics the Respondent will implement to assure Provider
compliance with clinical practice guidelines.

5. Describe what steps the MOO will take to align clinical practice guidelines with other

MOOs for the purpose of requiring Providers to adopt conflicting guidelines from different

Medicaid MOOs.

4.3.7.4 Provider Profiling
(2 pages, excluding sample profile reports)

1. Describe the Respondents practice of profiling the quality of care delivered by Network

POP5. and any other Acute Care Providers (e.g., high volume specialists, Hospitals).

including the methodology for determining which and how many Providers will be
profiled.

2. Submit sample quality profile reports used by the Respondent, or proposed for future

use (identify which).
3. Describe the rationale for selecting the performance measures presented in the sample

profile reports.
4. Describe the proposed frequency with which the Respondent will distribute the reports to

Network Providers, and identify which Providers will receive the profile reports.

4.3.7.5 Network Management and Pay-for-Quality
(5 pages)

Describe how the Respondent will actively work with Network Providers to ensure accountability

and improvement in the quality of care provided by the Providers. The description should

include:
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1. the steps the Respondent will take with each profiled Provider following the production of
each profile report. including a description of how the Respondent will motivate and
facilitate improvement in the performance of each profiled Provider:

2. the process and timeline the Respondent proposes for periodically assessing Provider
progress on its implementation of strategies to attain improvement goals;

3. how the Respondent will reward Providers who demonstrate continued excellence or
significant performance improvement over time, through non-financial or financial
means, including pay-for-performance;

4. how the Respondent will share “best practice’ methods or programs with Providers of
similar programs in its Network;

5. how the Respondent will take action with Providers who demonstrate continued
unacceptable performance and performance that does not improve over time;

6. the steps the Respondent will take with a Provider that specifically is not meeting HHSO
contractual access standards; and

7. the extent to which the Respondent currently operates a Network management program
consistent with HHSC requirements in RFP Section 81.7.8. and measurable results it
has achieved from those Network management efforts.

8. strategies the MOO will adopt to simplify administrative procedures for Providers.

Based on pay-for-quality requirements in RFP Section 8.1 .7.11 identify the Respondents
strategy for reducing potentially preventable events (PPEs); rewarding evidence-based
practices: and promoting healthcare coordination in compliance with the P4Q program.

4.3.8 Section 8 — Utilization Management
(6 pages)

Utilization Management (UM) requirements are described generally in RFP Section 81.9 and
specifically for Behavioral Health Services in RFP Section 8.1.9. A Respondent’s response to
this submission requirement should address UM for all Covered Services, including Behavioral
Health Services unless otherwise indicated.

1, Describe the UM guidelines the Respondent plans to employ, including whether and
how the guidelines comply with the standards in RFP Section 8.1.9.

2. f the UM guidelines were developed internally, describe the process by which they
were developed and when they were developed or last revised.

3. Describe how the UM guidelines will generally be applied to authorize or
retrospectively review services for the spectrum of Covered Services.

4.3.9 Section 9—Early Childhood Intervention (ECI)
(2 pages)

ECi Services are described in RFP Section 8.1.10.
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1. Describe the Respondents experience with, and general approach to, providing ECI

services, including how the Respondent will identify such individuals.
2. Describe procedures and protocols for using the IFSP information in the development of

the Member ISP and to authorize services.
3. Describe procedures and protocols for developing and including the interdisciplinary

team in the assessment and care planning process.
4. Describe the process by which the Respondent will provide the FSP information and

other necessary information to the POP.

4.3.10 Section 10— Flexible and Tailored Services
(3 pages)

All STAR Kids Members are considered Members with Special Health Care Needs (MSHCN) as

defined in the STAR Kids Contract Terms. Children and young adults with special healthcare

needs vary greatly in terms of strengths, challenges and needs. STAR Kids MOOs are expected

to provide services and supports that are tailored to the needs of individual Members as
described in RFP Section 8.1.13 and 8.1.38.2.

1. Describe the Respondents experience with, and general approach to. providing
services for children and young adults with special healthcare needs.

2. Describe procedures and protocols for including the Member or Members LAR and

key Providers in the care planning process.
3. Describe the process by which the Respondent will allow Members to have:

a. direct, timely access to a Specialist as appropriate for the Member’s condition
and identified needs. such as a standing referral to a specialty physician; and

b. timely access to non-primary care physician specialists as POPs, as required
by 28 Lex. Admin. Code 11 900 and RFP Section 8.1.4.10.1,

4.3.11 Section 11 — Service Coordination
(18 pages)

Service Coordination is described in RFP Section 8.1.38.

1. Describe the duties and responsibilities of the Service Coordinator to authorize
Community-based Services. The Respondent must describe in detail how the Service
Coordinator will function in relation to the Member’s POP for:

a. Dual Eligible STAR Kids Members receiving both Medicaid and Medicare
services from the MOO:

b. Dual Eligible STAR Kids Members receiving Medicare services through either
fee-for-service Medicare or another Medicare MOO; and

c. Members with third-party insurance from a private health insurance carrier.

2. Submit detailed information, including protocols and procedures, for identifying Members

requiring Service Coordination at Levels 1, 2, and 3 (as described in RFP Section
8.1.38.6),
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3. Describe the methods the MOO will use to determine Service Coordinator qualifications
for all three Service Ooordination levels.

4. Provide a description of the appropriate case mix and staffing ratio of Service
Coordinators to Members and the Respondents target ratio of Service Coordinators to
Members for each Service Coordination level.

5. Describe the actions the MCO will take to establish relationships with community
organizations and engage them in providing non-Covered Services to Members.

6. Describe the process for creating an ISP including parties to be consulted, what
information will be incorporated, and how the Member and the Members LAR will be
involved in the process.

7, Describe procedures and protocols for using the information from the STAR Kids
Assessment to inform and update the Member ISP and authorize services.

8. Describe under what types of circumstances the MCO will allow Members to receive
Service Coordination through an integrated Health Home and how the MOO will
compensate Health Home Providers who are designated to provide a Members Service
Coordination.

9. Describe how the Respondent will arrange to include clinical information and options for
Medically Necessary Covered Services in the Member’s ISP. and share this information
with the POP or Medical Home. as appropriate.

10 Describe how the MCO will evaluate and report Members clinical progress in meetThg
goals identified in the ISP.

11. Describe how the ISP development process may be tailored to the specific needs of
Members with the following health considerations:

a. Autism Spectrum Disorder (ASD):
b. intellectual or Developmental Disability (100):
C. Cancer: and
d. Severe mental illness or behavioral health concerns.

12. Describe procedures and protocols for including the Member or Member’s LAR in the
care planning and ISP development process. Include a description of how the Member
and the Member LAR will be educated about the Service Coordination process and how
the Member and the Member’s LAP will be informed of the name and contact information
for his or her Service Coordinator,

13. Describe the criteria and processes for advising Members and Members LARs about
how to access the most appropriate, least restrictive home and community-based
services as alternatives to institutional care. Additionally, describe how the Respondent
will ensure that the Member or the Members LAR is receives the opportunity to make an
informed choice about care options.

14. Describe the MOO’s plan for a dedicated toll-free Service Coordination phone number or
call option through the Member Services phone number.

15. Describe the MCO’s plan for tracking Service Coordination provided to its Members.
including numbers and types of contact, timeliness of contacts, and the qualifications of
individuals making the contact.

16. Submit criteria for identifying and training certain Members and those in their immediate
Support Network to coordinate and direct the Member’s own care, to the extent
reasonable and supported by the Member and the Member’s LAP. Criteria should
include those used to enable the Member and family to select, train, and supervise
providers of Community-based Services.
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17. Submit a list of the relevant community organizations in each proposed STAR Kids
Service Area with which the Respondent will! coordinate services for Members and to
which it will refer Members for services.

18. Describe how the Respondent will identify Members who are at risk of an institutional
placement and how the Service Coordination process will address those identified at
risk.

19. Describe in detail the training provided to Service Coordinators, both initially and
ongoing, to ensure they are knowledgeable about the STAR Kids population. and their
responsibilities. Include information regarding who trains and his or her credentials.
topics covered, frequency of training, and how a determination is made regarding the
effectiveness of the training.

20. Describe how the MCO will reach Members for whom the MCO has lost contact.

21. Describe the Service Coordination process for STAR Kids Members who also receive
non-capitated services through the following programs:

a. Intermediate Care Facility for Individuals with an Intellectual or Developmental
Disability or Related Condition (ICFIIID):

b. Nursing Facility;
c. Community Living and Assistance Support Services (CLASS):
d. Home and Community-based Services (HCS);
e. Deaf Blind with Multiple Disabilities (DBMD);
f. Texas Home Living (TxHmL); and
g. Youth Empowerment Services (YES)

4.312 Section 12— Adult Transition Planning
(3 pages)

Adult Transition planning requirements are included in RFP Section 8.1.38.8.

1. Describe the process for hiring and training Transition Specialists, including
qualifications for the position and a job description.

2. Describe how the Respondent proposes to help Member’s transition to adulthood
including the role of Service Coordination, use of Transition Specialists, and additional

resources for transition planning.
3. Describe how Transition Specialists will ‘work with Members, individuals in the Member’s

Support System, and other individuals employed by the MCO to help prepare Members
for the transition to adulthood,

4.3.13 Section 13— Texas Promoting Independence Initiative
(1 page)

Requirements for the Texas Promoting Independence Initiative are provided in RFP Section
8.1.38,13. Describe the steps the Respondent will take on behalf of a STAR Kids Member who
moves from the community to an institutional setting. Explain the MCO’s objective in this
situation and who the MCO will work with to meet established goals.
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4.3.14 Section 14— STAR Kids Screening and Assessment Process
(5 pages)

Screening and assessment requirements for STAR Kids are described in RFP Section 8.1.39
1. Leading up to and immediately after the Operational Start Date describe the process the

MOO will use to identify which Members need to be assessed most quickly.
2. Describe strategies the MOO will adopt to assess all Members in a timely and thorough

manner following the Operational Start Date.
3. Describe who will administer the STAR Kids Screening and Assessment Instrument

(SAl) and what training they will receive.
4. Describe the process for initially and periodically screening and assessing Members

needs for services, including how the STAR Kids SAl will be incorporated into the
process.

5. Submit any proposed functional assessment instruments to be used in addition to the
STAR Kids SAl and describe how the assessment instruments will be employed to help
inform the Members service needs. Identify who will perform each assessment and
specify his or her credentials.

6. Describe how the Respondent will engage Providers in the STAR Kids Screening and
Assessment Process and how the MOO will attempt to resolve different plan of care
recommendations between Provider orders and STAR Kids Screening and Assessment
Process findings.

7. Describe the HIPAA-compliant process for sharing information between the individual
that administers the STAR Kids Assessment Instrument and a subsequently named
Service Ooordinator.

8. Describe the process the Respondent will follow to determine which Members to assess
within 40 days of the Operational Start Date. and

9, Describe the steps the Respondent will take to ensure annual MDOP assessments to
not lapse.

43.15 Section 15 .-. Comprehensive Care Program Community-Based Services
(3 pages)

Personal Oare Services and Nursing Services are Oovered Services available to Members
when Medically Necessary or Functionally Necessary.

Describe the Respondent’s experience providing Personal Oare Services (POS) and PDN or
any similar services. In the description, include strategies the MOO will employ to connect
Members who receive POS and PDN with appropriate Providers. Describe the processes and
protocols for ensuring the continuity and provision of prior authorized P05 or PDN hours for
Members who are new to the STAR Kids program. The description should include how the MOO
will authorize the Member’s providers to finish a previously authorized treatment plan.

4.3.16 Section 16— Primary Care Providers and the Health Home
(5 pages)
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Pnmary Care Providers and the Health Home is described in REP Section 8.1.4.10

1. Describe the methods the Respondent will train Network PCPs on requirements
described in RFP Section 8.1.4.10.1 and how the Respondent will monitor PCPs to
ensure ongoing compliance.

2. Describe the Respondent’s experience in implementing Health Home programs for
populations comparable to the STAR Kids Program.

3. Identify the process by which the Respondent proposes to provide Members with Health

Home services. Describe how the Respondent will work with medical practices to
establish qualified Health Homes, the proposed outreach approach, and how services
will be differentiated for Members of different risk levels.

4. Describe the process by which the Respondent will ensure continuity of care with the
Member’s previous health home services program(s), if any.

5. Identify innovative strategies the Respondent will implement to expand the number of
Network Health Home Providers and to improve Health Home offerings for children and

young adults with Complex Needs.
6. Describe how the MCO will work with PCPs and Health Homes to improve access to

care for Members in rural or underserved areas including through the use of
telemedicine or mobile clinics.

7. Describe proposed incentive programs to estabNsh Network Providers that meet
nationally recognized levels of accreditation, recognition, and certification for the
development of a medical or Health Home model.

4.3.17 Section 17— Disease Management (DM)
(5 pages)

Disease Management is described in REP Section 8.1,14 of the RFP.

1. Describe the Respondent’s experience in implementing Disease Management programs
for the STAR Kids population or populations comparable to the STAR Kids population.

2. identify any measurable results in terms of clinical outcomes and program savings that
have resulted from the Respondent’s Disease Management initiatives, and briefly
describe the analyses used to identify such outcomes and savings.

3. Identify the process by which the Respondent proposes to provide Members with
Disease Management. Describe how the Respondent will identify Members in need of
such Disease Management program, the proposed outreach approach, and the Disease
Management program components for Members of different risk levels.

4.3.18 Section 18— Behavioral Health Services and Network
The Behavioral Health Services and Network requirements are described in Section 8.1.16 of
the RFP.

4.3.18.1 Behavioral Health Services Hotline
(3 pages; excluding telephone reports)
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The Behavioral Health Services Hotline requirements are described in RFP Section 8.1.16.2 of
this RFP.

Describe the proposed Behavioral Health Services Hotline function, including:

1. verification that it is, or will be, staffed 24 hours per day, 365 days per year;
2. staffing of Behavioral Health Services Hotline staff, including clinical credentials;
3. routing of calls among Behavioral Health Services Hotline staff to ensure timely and

accurate response to Member inquiries:
4. the curriculum for training to be provided to Behavioral Health Services Hotline

representatives, including when the training will be conducted and how the training
will address a) Covered Services; b) STAR Kids Program requirements; c) Cultural
Competency; and d) providing assistance to Members with limited English
proficiency.

5. responsibilities of Behavioral Health Services Hotline staff, if any, in addition to
responding to STAR Kids Member Hotline calls. (e.g., responding to non-STAR Kids
member calls or STAR Kids Provider Hotline or Member Hotline calls );

6. the number and percentage of FTE Behavioral Health Services Hotline staff who are
bilingual in English and Spanish;

7 the number and percentage of FTE Behavioral Health Services Hothne staff who are
multi-lingual for any additional language, by language spoken;

8. Behavioral Health Services telephone reports for the most recent four quarters with
data that show the monthly trends for call volume, monthly trends for average speed
of answer (where answer is defined by reaching a live voice, not an automated call
system), and monthly trends for the abandonment rate; and

9. whether the Behavioral Health Services Hotline has the capability to administer
automated surveys to callers at the end of calls.

A Respondent currently participating in any of the HHSC MCO Programs bid must submit the
information above for each Behavioral Health Services Hotline it operates, and should provide
the monthly call volume for each Service Area by MCO Program. Such a Respondent should
also indicate any changes it proposes to its Behavioral Health Services Hotline.

If the Respondent is not currently participating in a HHSC MCO Program, describe its
experience and proposed approach in establishing and maintaining an accessible call center fcr
Members that is comparable to the Behavioral Health Services Hotline described in REP
Section 8.1.16.2, such a description must include the information listed in items Ito 9 above.

4.3.18.2 Behavioral Health Provider Network Expertise
(no page limit)

1. For each proposed Service Area, identify Behavioral Health Service Providers with
expertise in providing services to each of the following populations, as applicable to the
Respondent’s Proposal:

a. Individuals with IDD;
b. Children and adolescents with Complex Needs;
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c. Children and adolescents with Severe Emotional Disturbance (SED);
d. persons with a dual diagnosis of mental health and substance abuse; and
a. services for linguistic and cultural minorities.

2. Indicate the criteria the Respondent will use to determine that the Behavioral Health
Providers have the requisite expertise.

4.3.18.3 Coordination of Behavioral Health Care
(2 pages)

1. Describe the Respondents approach to coordinating Behavioral Health Service delivery
with other healthcare services delivered by a Members POP, and vice versa.

2. Describe or propose innovative programs and identify Network Providers contracted to
serve special populations through integrated medical/Behavioral Health Service delivery
models. Describe the program model services, treatment approach, special
considerations. and expected outcomes for the special populations.

3. Describe the process the Respondent will use to ensure the delivery of outpatient
Behavioral Health Services within seven days of inpatient discharge for Behavioral
Health Services. Describe additional monitoring or coordination techniques the MOO wiN
use following an inpatient Behavioral Health stay to prevent re-admission.

4.3.18.4 Behavioral Health Quality Management
(2 pages)

1. Identify the areas Respondent believes to be the greatest opportunities for clinical quality
improvement in Behavioral Health in the STAR Kids Program and provide supporting

information.
2. Discuss the approaches the Respondent will pursue to improve clinical Behavioral

Health outcomes.
3. Describe how the Respondent proposes to integrate behavioral health into its quality

assurance program, as described in RFP Section 81.7.5.

4.3.18.5 Utilization Management for Behavioral Health Services
(2 pages)

1. Identify the source of the Respondent’s Behavioral Health Services UM guidelines and
include a copy of internally developed Behavioral Health Services UM guidelines, if any.

2. Describe how the Utilization Management guidelines, whether internally or externally
developed, will generally be applied to authorize or retrospectively review inpatient,
residential, and outpatient Behavioral Health Services.

3. Discuss any special issues in applying the Behavioral Health Services UM guidelines for:
a. substance abuse services:
b. Inpatient Behavioral Health Services.

4.3.18.6 Behavioral Health Emergency Services
(2 pages)
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Describe the Respondents experience with, and plans for, providing Behavioral Health
Emergency Services, including:

1 Use of Mobile Crisis Teams;
2. Emergency screening services:
3. Training for Members and individuals in the Members support network to help prevent

and effectively respond to a behavioral health emergency; and
4. Short-term crisis stabilization for STAR Kids populations or for a comparable population.

4.3.19 Section 19— Telemedicine, Telehealth, and Telemonitoring Access
(2 pages)

Describe the Respondents vision for the use of Telemedicine, Telehealth. and Telemonitoring
services including opportunities to use video conferencing to improve quality or access to care,
The Respondent must describe the Respondent’s Telemedicine, Telehealth, and Telemonitoring
capabilities, how the Respondent will recruit providers with Telemedicine, Telehealth, and
Telemonitoring capabilities, and how the Respondent will structure its Provider Network to use
Telemedicine, Telehealth. and Telemonitoring to connect providers throughout Texas. The
Respondent must describe how it will meet the Telemedicine. Teiehealth. and Telemonitoring
requirements in RFP Sections 8.1.3.4, including how it will determine the number and
placement of telemedicine and telehealth endpoints.

4.3,20 Section 20— Pharmacy Services
(8 pages)

The Pharmacy Services requirements are described in RFP Section 8.1.17. For all of the
following submission requirements, instead of attaching copies of the Respondent’s policies and
procedures. the Respondent should provide a brief summary of its policies and procedures.

1 The Respondent must describe the processes it will use to manage the pharmacy
benefit under both of the following scenarios:

a. HHSC requires the MCO to implement the Medicaid formulary and preferred drug
lists (PDLs); and

b. the MCO is allowed to establish its own formularies and PDLs.
2. The Respondent must describe the policies and procedures for how mail-order

pharmacies will be available to Members.
3. The Respondent must identify the rationale for requiring prior authorizations, identify the

types of drugs that normally require prior authorization, and describe the policies and
procedures for the prior authorization process.

4. The Respondent must describe how rebates will be negotiated (if HHSC determines that
the MCO will perform this service), identified, and reported.

5. The Respondent must describe the policies and procedures for drug utilization reviews,
including ensuring prospective reviews take place at the dispensing pharmacy’s point of
sale (POS).

6. The Respondent must describe its policies and procedures for targeted interventions for
Network Providers over-utilizing certain drugs.
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7. The Respondent must describe monitoring policies and procedures to ensure
prescriptions for psychotropic medications remain within established parameters.

4.3.21 Section 21 — Management Information System (MIS) Requirements
(10 pages — Page limit excludes system diagrams and process flow charts.)

The Respondent must:

1. Describe the Management Information System (MIS) the Respondent will implement,
including how the MIS will comply with HIPAA as amended or modified. The response
must address the requirements of RFP Section 8.1.20. At a minimum, the description
should address:

a. hardware and system architecture specifications;
b. data and process flows for all key business processes in RFP Section 8.1.20.3;

and
c. attest to the availability of the data elements required to produce required

management reports.
2. If claims processing and payment functions are outsourced, provide the above

information for the Material Subcontractor.
3. Describe how the Respondent would ensure accuracy. timeliness, and completeness of

Encounter Data submissions for the MCO’s proposed STAR Kids Program.
4. Describe the Respondents ability and experience in performing coordinaUon of benefits

and Third Party Recovery (TPR).
5. Describe the Respondent’s ability and experience in allowing providers to submit claims

electronically and its ability and experience in processing electronic claims payments to
providers:

a. if currently processing claims electronically. generally describe the type and
volume of provider claims received electronically in the previous year versus
paper claims for each claim type; and

b. if currently making claims payments to providers electronically, generally
describe the type and volume of provider claims payment processed
electronically.

6. Describe the Respondents experience and capability to comply with the Internet website
requirements and mobile application requirements of RFP Section 8.1.5.5, and briefly
describe any additional website and mobile application capabilities that the Respondent
proposes to offer to Members or Providers.

7. Provide acknowledgment and verification that the Respondents proposed systems are
5010 compliant by submitting a copy of the 5010 compliance plan.

8. Describe the Respondent’s capability to pay providers via direct deposit and its
experience in doing so. including the percentage, number, and types of providers paid
via direct deposit in the 9ost recent 12-month period for which the Respondent has
those statistics. If the F spondent operates in Texas, the Respondent must provide this
information related to its experience in Texas. If the Respondent does not currently
operate in Texas, the Respondent must provide this information for a state in which the
Respondent currently operates a managed care program similar to the STAR Kids
Program.
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4.3.22 Section 22— Fraud, Waste, and Abuse
(3 pages)

The Fraud, Waste, and Abuse requirements of the RFP are described in RFP Section 8.1.21.The Respondent must describe how it will implement a Fraud, Waste, and Abuse Plan that willcomply with state and federal law and this RFP, including the requirements of TexasQpvejjj,mentCodej53l.113. The Respondent must:
1. Include detail about what parts of the organization and which key staff will haveresponsibilities in implementing and carrying out the Fraud. Waste, and Abuseprogram.
2. Identify the officer or director of the Respondent organization who will have overallresponsibility and authority for carrying out the Fraud, Waste, and Abuse Programprovisions.

4,3.23 Section 23— MCO Transition Plan
(4 pages)

The Transition Plan Requirements for MCOs are described in RFP Section 7.

1. Briefly describe the Respondent’s experience establishing and maintaining electronicinterfaces with other contractors responsible for portions of Medicaid operations. ARespondent with experience participating in one or more HHSC MCO Programs mustclearly note its experience in establishing and maintaining these interfaces in Texas. ARespondent without experience establishing and maintaining electronic interfaces withother contractors responsible for Medicaid operations must note its experience inestablishing and maintaining similar electronic interfaces with similar contractors2. Respondent must answer either (a) or (b) as it applies to Respondent.a. A Respondent that is proposing to participate in STAR Kids for the first time mustbriefly describe its Transition Plan, including major activities related to theSystem Readiness Review and the Operational Readiness Review, includingNetwork development, internal system testing, and proposed schedule to complywith the anticipated Operational Start Date and other requirements described inRFP Section 7. The Respondent must clearly indicate in which Texas counties itcurrently does not operate as an MCO and any differences in its transitionapproach by county.
b. A Respondent that is currently a contractor for the STAR Kids program mustbriefly describe its Transition Plan, including major activities related to theSystem Readiness Review and the Operational Readiness Review, such asNetwork Development, internal system testing, and schedule to comply with theanticipated Operational Start Date and other requirements described in RFPSection 7.
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4.3.24 Section 24— MCO Turnover Plan

(4 pages)

The Turnover Plan Requirements for MCOs are described in RFP Section 9.

The Respondent must describe a high-level overview of how it will implement a Turnover Plan

that will comply with this REP, including how it will transfer data to HHSC or a successor

contractor and how it will ensure the least disruptive delivery of services to Members.

In addition, the Respondent must:
1. Include detail about what parts of the organization and which key staff will have

responsibilities in implementing and carrying out the Turnover Plan.

2. Identify the officer or director of the Respondent organization who will have overall

responsibility and authority for carrying out the Turnover Plan provisions.

4.3.25 Section 25 — Additional Requirements Regarding Dual Eligibles

(4 pages)

The additional requirements regarding certain categories of Dual Eligibles are described in RFP

Section 8.2.

‘I. Briefly describe the Respondent’s experience in managing the cost sharing obligations

of Dual Eligibles, or. if the Respondent has no experience, describe the Respondent’s

proposed process for meeting this requirement. Include a description of the

Respondent’s methods to inform providers regarding the balance billing requirements of

federal law with respect to Dual Eligible cost-sharing obligations.

2. Describe how the Respondent intends to coordinate care for Dual Eligible Members.

including:
a. How the Respondent will identify Long-Term Services and Supports (LTSS)

providers in the relevant Service Areas.

b. The processes and procedures Respondent wifl use to coordinate the delivery of

Community-based Long-Term Care Services with Medicare benefits for Dual Eligible

Members.
c. The training Respondent will provide to staff and providers regarding Community-

based Long-Term Care Services and the coordination of those services with

Medicare benefits.
3. Describe the Respondent’s process for providing Medicaid outpatient pharmacy services

for Dual Eligibles.
4. Describe how the Respondent will work with HHSC to share information regarding

Medicare and Medicaid participating providers, Member complaints, and HEDIS data.

4.4 Part 4— Additional Requirements Regarding MDCP

STAR Kids
(8 pages)
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- Describe the process the Respondent will use to create an ISP for a Member receiving
MDCP STAR Kids services. Include a description of the role of the named Service
Coordinator in the process.

2. Describe how the Respondent will identify needs for home modifications and adaptive
aides, determine the appropriate amount of services, and ensure the services are
sufficiently provided.

3. Describe how the Respondent will work with Members, the Members LARs, and Providers
to create a plan of care for MDCP services that is within the MDCP Member’s cost limit.
Include a description of how the MCO will document and communicate service fluctuations
that occur from month to month.

4. Describe the process the Respondent will use to coordinate services for Members who
receive respite, flexible family supports. P05, and Nursing Services. Describe how the
Member and the Members LAR will be involved in this process.

5. Provide a list of qualifications and training requirements for staff members who will help
provide services to Members who receive MDCP STAR Kids services. Include specific
requirements for named Service Coordinators working with MDCP Members.

5 Describe immediate steps the Respondent will take for Members who fail to meet Medical
Necessity criteria upon annual reassessment.
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5 Evaluation Process and Criteria

5.1 Overview of Evaluation Process

HHSC will use a formal evaluation process to select the successful Respondent. HHSC will
consider capabilities or advantages that are clearly described in the proposal, which may be
confirmed by oral presentations, site visits, demonstrations, and references contacted by HHSC.
HHSC reserves the right to contact individuals, entities, or organizations that have had dealings
with the Respondent or proposed staff, whether or not identified in the proposal.

HHSC will more favorably evaluate proposals that offer no or few exceptions, reservations, or
limitations to the terms and conditions of the RFP, including Attachment A, “STAR Kids
Contract Term&”

5.2 MCO Service Areas

MCO5 may bid to serve one or multiple Medicaid Managed Care Service Area& See the maps
in Attachment B-3 and B-il,

5.3 Evaluation Criteria

HHSC will evaluate each proposal using the following criteria, in descending order of priority.
developed from the best value factors listed in Section 2.

____

Evaluation Criteria
The extent to which the goods and services meets HHSC’s needs and the needs of the
Members for whom the goods and services are being purchased, including:

a. The extent to which the proposal addresses HHSC’s priority objectives for the
initial Contract Period, as defined in Section 1.6 (“Mission Obiectives”);

b. The extent to which the Respondent accepts without reservation or exception the
REP’s terms, including Attachment A, “STAR Kids Contract Terms”;

c. The extent to which the proposal exhibits expertise in providing services to
populations comparable to STAR Kids Members and ability to comply with the
requirements of this RFP—particularly the requirements outlined in Section 4 and
8;

d. The quality and reliability of the goods and services, including the ability to retain,
recruit, and maintain Providers in Respondent’s network and to respond timely
and adequately to Member questions and complaints;

e. The degree to which the proposal demonstrates flexibility based on individual
Members’ needs, the MCO’s adaptability to the unique needs of this population,
and exceptional customer service;
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Evaluation Criteria
f. The identification of a methodology to identify positive outcomes and a proposal

to structure payments to incentivize and reward desired outcomes: and

g. The extent to which the proposal ensures appropriate access to care in rural and
medical shortage areas;

2 Indicators of probable vendor performance, including:

a. Respondents past performance in Texas or comparable experience in other
states, including proven ability to integrate physical and behavioral health services
and acute and long-term services and supports;

b. Current financial solvency and the ability to remain financially solvent during the
Initial Contract Period;

c. Ability to deliver Community-Based Services and coordinate with HCBS Waiver
programs;

d. Capacity for Respondents organizational structure to support operations;

e. Ability to obtain and maintain TDI approval to operate and a status of Good
Standing with the Comptroller; and

f. The qualifications and experience of Respondents key personnel to achieve
program goals.

3 Effect of the acquisition on agency productivity. including:

a- The level of effort and resources required by HHSC to monitor the Respondents
performance under the Contract: and

b. The level of effort required by HHSC to maintain a good working relationship with
Respondent.

4 Delivery Terms. including:

a. The Respondents ability to complete transition phase requirements in Section 7
and to fuliy implement services by the Operational Start Date;

b. The Respondents ability to maintain full service operations throughout the Initial
Contract Period;

c. The Respondents ability to comply with turnover requirements in Section 9 upon
termination of the Contract.

If all other considerations are equal. HHSC will give preference to:
1. proposals that include substantial participation by Network providers who are Significant

Traditional Providers (STP). HHSC defines substantial participation as proposals that
include at least 50 percent of the STP5 in a Service Area. The Respondent must either
have a Network Provider agreement in place with the STP. or a Letter of Intent/Letter of
Agreement to participate in the Network. A listing of STPs for the new Service Areas
can be found in the Procurement Library; and
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2 proposals that ensure continLnty of coverage for Meacad Members for at east three
months beyond the period of Medicaid eligibility. For purposes of this provision. HHSC
defines continuity of coverage as providing the full set of Covered Services.

Respondents who are Ncensed as health maintenance organizations under Texas Insurance
Qha ter 842 and believe they meet the requirements for mandatory contracting under
Texas Government Code 533.004 must provide written notice to HHSC’s Point-of-Contact
no later than the date provided in RFP Section 1.3. The notice must provide a clear
description of why the Respondent believes it is entitled to a mandatory contract under the
Texas Government Code and the basis for that belief. The notice must include an in-depth
analysis of how the Respondent meets the exact requirements of Texas Government Code
304.

5.4 Initial Compliance Screening

HHSC will perform an initial screening of all proposals received. Unsigned proposals and
proposals that do not include all required forms and sections are subject to rejection without
further evaluation.

In accordance with RFP Section 3.11 (Modification or Withdrawal of Proposal), HHSC reserves
the right to waive minor informalities in a proposal and award contracts that are in the best
interest of the State of Texas.

5.5 Competitive Field Determinations

HHSC may determine that certain proposals are within the field of competition for admission to
discussions. The field of competition consists of the proposals that receive the highest or most
satisfactory ratings. HHSC may, in the interest of administrative efficiency, place reasonable
limits on the number of proposals admitted to the field of competition.

5.6 Oral Presentations and Site Visits

HHSC may, at its sole discretion, request oral presentations, site visits, or demonstrations from
one or more Respondents admitted to the field of competition, HHSC will notify selected
Respondents of the time and location for these activities, and may supply agendas or topics for
discussion. HHSC reserves the right to ask additional questions during oral presentations. site
visits, or demonstrations to clarify the scope and content of the written proposal.

The Respondent’s oral presentation. site visit, or demonstration must substantially represent
material included in the written proposal, and should not introduce new concepts or offers
unless specifically requested by HHSC.
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51 Best and Final Offer

Respondents will not submit cost proposals for this RFP. HHSC will establish the Capitation
Rates for each Program and Service Area in accordance with the methodology described in
Attachment A, “STAR Kids Contract Terms.” Article 10, “Terms of Payment”.

HHSC may, but is not required to. permit Respondents to prepare one or more revised offers.
For this reason, Respondents are encouraged to treat their original proposals, and any revised
offers requested by HHSC, as best and final offers of services.

5.8 Discussions with Respondents

HHSC may, but is not required to, conduct discussions with all, some, or none of the
Respondents admitted to the field of competition for the purpose of obtaining the best value for
the State of Texas. It may conduct discussions for the purpose of:

• obtaining clarification of proposal ambiguities;
- requesting modifications to a proposal; or
• obtaining a best and final offer.

HHSC may make an award prior to the completion of discussions with all Respondents admitted
to the field of competition if HHSC determines that the award represents best value to the State
of Texas.

5.9 Contract Awards

Respondents are allowed to select which Services Areas to include in their Proposals. It is
possible that a Respondent submitting a Proposal for more than one Service Area could be
awarded a Contract for some of its proposed Service Areas, but not necessarily all Service
Areas. HHSC reserves the right to change the boundaries for, or otherwise modify, the Service
Areas if it determines that doing so is in the best interest of the State.
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6 Premium Payments and Performance

Incentives and Disincentives

This section describes capitation rate payments and performance incentives and
disincentives related to HHSCs value-based purchasing approach.

6.1 Capitation Rate Payments

Refer to Attachment A, STAR Kids Contract Terms.’ under Article 10. Terms of
Payment,” and UMCM Chapter 6 for information concerning Capitation Rate
development, financial payment structure and provisions, and capitation payments.
including the time and manner of payment and adjustments to capitation payments.

6.2 Performance Incentives and Disincentives

Performance incentives and disincentives are subject to change by HHSC over the
course of the Ccntract Pencd.

HHSC will refine the methodologies required to implement these strategies after
collaboration with contracting MCO5 through a new incentives workgroup that HHSC will
establish.

MCD is prohibited from passing down financial disincentives or sanctions imposed on
the MCD to healthcare providers, except on an individual basis and related to the
individual provider’s inadequate performance.

Information about the data collection period to be used and performance indicators
selected or developed will be found in RFP Section 8.1.7A1 and Uniform Managed
Care Manual Chapter &2.i I

6.2.1 Performance Profiling

HHSC intends to distribute information on key performance indicators to MCOs on a
regular basis, identifying an MCO’s performance. and comparing that performance
HHSC standards or external Benchmarks. For example, HHSC may post performance
results on its website, where they will be available to both stakehoiders and members of
the public. Likewise, HHSC may post its final determination regarding poor performance
or MCD peer group performance comparisons on its website.
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&3 Auto-assignment Methodology for Medicaid MCOs

HHSC may revise its auto-assignment methodology during the Contract Period for
enrollees who do not select an MCO. The new assignment methodology may reward
those MCOs that demonstrate superior performance or improvement on one or more key
dimensions of performance (see 1 Tex. Admin. Code § 353.403(d)(3)(B)).

6.4 Frew Incentives and Disincentives

This Contract includes a system of incentives and disincentives required by the Frew v.
Janek “Corrective Action Order: Managed Care” that apply to the MOO. The incentives
and disincentives and corresponding methodology are set forth in the Uniform
Managed Care Manual Chapter 12.

6.5 Nursing Facility Utilization Disincentive

HHSC reserves the right to develop a disincentive program to prevent inappropriate
admission to nursing facilities (see Section 6.3).

6.6 Remedies and Liquidated Damages

All areas of responsibility and all requirements of the MOO in the Contract will be subject

to performance evaluation by HHSC. Any and all responsibilities or requirements not
fulfilled may have remedies, and HHSC may assess damages, including liquidated
damages. Refer to Attachment A. “STAR Kids Contract Terms,” and Attachment 3-2,
“Deliverables/Liquidated Damages Matrix,” for performance standards that carry
liquidated damage values.

6.7 Additional Incentives and Disincentives

HHSC will evaluate all performance-based incentives and disincentive methodologies in
consultation with the MOO. HHSC may then modify the methodologies as needed, as
funds become available, or as mandated by court decree, statute, or rule in an effort to
motivate, recognize, and reward the MOO for performance.
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determined necessary by HHSC. during the first six months of operations, atwhich time HHSC wU reassess the required frequency of provding this report

lf an MCO makes assurances to HHSC of its readiness to meet Contract requirements.including MIS and operational requirements, but fails to satisfy requirements set forth inthis Section. or as otherwise required under the Contract, HHSC may, at its discretion.do any of the following in accordance with the severity of the non-compliance and thepotential impact on Members and Providers:

1. impose contractual remedies, including liquidated damages; or
2. pursue other equitable, injunctive, or regulatory relief.

Refer to RFP Sections 8.1.1.2 and 8.1.17 for additional information regarding MCOReadiness Reviews during the Operations Phase.

7-10



STAR Kids RFP
Section 7— Tianstion FThase Requirements

RFP No 529-13-0071

the MCC’s assurances of operational readiness. information contained in the Prooosai

and in Transition Phase documentation submitted by the MOO

The MOO is required to promptly provide a Corrective Action Plan or Risk Mitigation

Plan as requested by HHSC in response to Operational Readiness Review deficiencies

identified by the MCO or by HHSO or its agent. The MOO must promptly alert HHSC of

deficiencies, and must correct a deficiency or provide a Corrective Action Plan or Risk

Mitigation Plan no later than 10 calendar days after HHSO’s notification of deficiencies. If

the Contractor documents to HHSC’s satisfaction that the deficiency has been corrected

within 10 calendar days of such deficiency notification by HHSO, no Corrective Action

Plan is required.

7.3.8 Assurance of System and Operational Readiness

In addition to successfully providing the Deliverables described in RFP Section 7.3

(Transition Phase Schedule and Tasks). the MOO must assure HHSC that all processes.

MIS systems, and staffed functions are ready and able to successfully assume

responsibilities for operations prior to the Operational Start Date. In particular, the MOO

must assure that Key MOO Personnel, Member Services staff, Provider Services staff,

and MIS staff are hired and trained, MIS systems and interfaces are in place and

functioning properly, communications procedures are in place. Provider Manuals have

been distributed, and that Provider training sessions have occurred according to the

schedule approved by HHSC.

7.3.9 TDI and Centers for Medicare and Medicaid Services (CMS) Licensure,

Certification, or Approval

The MCO must receive TDI licensure, certification, or approval (as applicable) for all zip

codes in the awarded Service Areas no later than 60 days after the Contract’s Effective

Date.

7.3.10 Post-Transition

The MOO will work with HHSC, Providers, and Members to promptly identify and resolve

problems identified after the Operational Start Date and to communicate to HHSC,

Providers, and Members, as applicable, the steps the MCO is taking to resolve the

problems,

The MOO must:

1. Meet with HHSC staff and discuss post-Transition Phase issues and problems,

2. Work proactively and collaboratively to resolve issues or problems identified by

the Provider community, Members, Members’ families, and other stakeholders.

3. Document the problems and their causes encountered during start-up and

implementation in writing, and provide information regarding steps to correct the

problem, including resources that will be used, the timeline for correcting the

problem, and the steps that the MCD will take to prevent the issue or problem

from recurring. The MCD will also document when the problem is resolved. The

MOO will report this information to HHSO every 14 days, or as often as

7-9



STAR Kids RFP
Section Transition Phase Requirements
RFP No. 529-13-0071

c. Ensure that. if the MOO subcontracts this function to another entity. theSubcontractor also meets all the requirements in this section and theFraud, Waste, and Abuse section as stated in RFP Section 8.1.21.
d. Complete hiring and training of STAR Kids Service Coordination staff nolater than 45 days prior to the STAR Kids Operational Start Date.

12. Submit a written plan to HHSO for providing pharmacy services, includingproposed policies and procedures for:
a. routinely updating formulary data following recept of HHSC’s daily files(no less frequently than weekly, and off-cycle upon HHSC’s request);
b. prior authorization of drugs, including how HHSCs preferred drug lists(PDLs) will be incorporated into prior authorization systems and

processes. The MOO must adopt HHSC’s prior authorization processes.criteria, and edits unless HHSC grants a written exception, and HHSC’sapproval is required for all Clinical Edit policies;
c. implementing drug utilization review:
d. monitoring the use of psychotropic medications;
e. overriding standard drug utilization review criteria and clinical edits whenMedically Necessary based on the individual Member’s circumstances(e.g.. overriding quantity limitations, drug-drug interactions, refill toosoon);

f. call center operations, including how the MOO will ensure that staff for allappropriate hotlines are trained to respond to prior authorizalion inquiriesand other inquiries regarding pharmacy services; and
g. monitoring the PBM Subcontractor.

The plan must also include a written description of the assurances andprocedures that must be put in place under the proposed PBM Subcontract, suchas an independent audit, to ensure no conflicts of interest exist and ensure theconfidentiality of proprietary information.

Additionally, the MOO must include a written attestation by the PBMSubcontractor in the plan stating, in the three years preceding the Contract’sEffective Date, the PBM Subcontractor has not been: (1) convicted of an offenseinvolving a material misrepresentation or any act of fraud or of another violationof state or federal criminal law; (2) adjudicated to have committed a breach ofcontract: or (3) assessed a penalty or fine of $500,000 or more in a state orfederal administrative proceeding. If the PBM Subcontractor cannot affirmativelyattest to any of these items, then it must provide a comprehensive description ofthe matter and all related corrective actions.

During the Readiness Review, HHSC may request from the MOO certain operatingprocedures and updates to documentation to support the provision of STAR KidsServices. HHSC will assess the MOOs understanding of its responsibilities and theMOO’s capability to assume the functions required under the Contract, based in part on
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4 Prepare a Coordination Plan documenting how the MCC wHi coordinate ts

business activities wjth those activities performed by the Department of Aging

and Disability Services (DADS), HHSC contractors, the MCO’s PBM. and other

Material Subcontractors, if any. The Coordination Plan will include idenilfication

of coordinated activities and protocols for the Transition Phase.

5. Develop and submit the draft Member Handbook, draft Provider Manual, draft

Provider Directory, and draft Member Identification Card to HHSC for review and

approval. The materials must at a minimum meet the requirements specified in

REP Section 8.1.5.1 and include the Critical Elements as defined in the Uniform

Managed Care Manual Chapters 3.13, 3.14, 3.15, and 3.16.

6. Develop and submit all other Provider Materials relating to Medicaid to HHSC

prior to use or mailing. If HHSC has not responded to MCO’s request for review

within 15 Business Days, the MCO may use the submitted materials. HHSC

reserves the right to require discontinuation or correction of any Provider

Materials that are not in compliance with state and federal laws or the Contracts

requirements.

7. Develop and submit the MCO’s proposed Member complaint and appeals

processes to HHSC.

8. Provide sufficient copies of the final Provider Directory to the HHSC

Administrative Services Contractor in sufficient time to meet the enrollment

schedule.

9. Demonstrate toll-free telephone systems and reporting capabilities for the Nurse

Hotline, Member Hotline, the Behavioral Health Hotline, and the Provider Hotline.

10. Submit a Service Coordination plan that addresses requirements provided in

REP Section 8.1.38.6.

11. Submit a written Fraud, Waste, and Abuse Compliance Plan to HHSC for

approval no later than 30 days after the Contract Effective Date. See RFP

Section 8.1.21. Fraud, Waste. and Abuse, for the requirements of the plan.

including new requirements for special investigation units. As part of the Fraud.

Waste, and Abuse Compliance Plan, the MCO must:

a. Designate executive and essential personnel to attend mandatory training

in fraud and abuse detection. prevention and reporting. Executive and

essential fraud and abuse personnel means MCO staff persons who

supervise staff in the following areas: data collection, Provider enrollment

or disenroliment, Encounter Data, claims processing. Utilization Review,

appeals or grievances. quality assurance and marketing. and who are

directly involved in the decision-making and administration of the Fraud,

Abuse, and Waste detection program within the MCO. The training will be

conducted by the Office of Inspector General, HHSC. and will be provided

free of charge. The MCO must schedule and complete training no later

than 90 days after the Effective Date.

b. Designate an officer or director within the organization responsible for

carrying out the provisions of the Fraud, Waste, and Abuse Compliance

Plan.
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[HHSC. or its agents, may independenfly test whether the MOO’s MiS has tte capacity to
administer the STAR Kids MOO business. This Readiness Review of a MOO’s MIS may
include a desk review or an onsite review. HHSC may request from the MCO additionaldocumentation to support the provision of STAR Kids Services. Based in part on the
MOO’s assurances of systems readiness, information contained in the Proposal,
additional documentation submitted by the MOO, and any review conducted by HHSO orits agents. HHSC will assess the MCO’s understanding of its responsibilities and the
MCO’s capability to assume the MIS functions required under the Contract.

The MOO must provide a Corrective Action Plan in response to any Readiness Reviewdeficiency no later than 10 calendar days after notification of any deficiency by HHSC. if
the MCO documents to Hf-1SC’s satisfaction that the deficiency has been corrected
within 10 calendar days of the deficiency notification by HHSC, no Corrective Action
Plan is required.

7.3.7 Operations Readiness

The MCO must clearly define and document the policies and procedures that will befollowed to support day-to-day business activities related to the provision of STAR KidsServices, including coordination with contractors, The MCO will be responsible for
developing and documenting its approach to quality assurance.

HHSC or its designee will conduct a Readiness Review not later than the 15th daybefore the date on which HHSC plans to begin the enrollment process and again notlater than the 15th day prior to the Operational Start Date. MOO is responsible for allreasonable travel costs incurred by HHSC or its authorized agent for onsite ReadinessReviews. For purposes of this section. “reasonable travel costs’ include airfare, lodging,meals. car rental and fuel, taxi, mileage. parking, and other incidental travel expensesincurred by HHSC or its authorized agent in connection with the onsite reviews, Thisprovision does not limit HHSC’s ability to collect other costs as damages in accordancewith Attachment A, “STAR Kids Contract Terms,” Section 12.02(e), ‘Damages.’

During Readiness Review, the MCO must, at a minimum:

i. Develop new, or revise existing. operations procedures and associated
documentation to support the MOO’s proposed approach to conducting
operations activities in compliance with the contracted Scope of Work.

2. Submit a list of aH contracted and credentialed Providers to HHSC. in an HHSC
approved format, including a description of additional contracting and
credentialing activities scheduled to be completed before the Operational Start
Date. The list must include a specific section on home health providers. The
section must also include estimates of STAR Kids Members who may require
Private Duty Nursing and attendant services and evidence of provider adequacy
to serve the eligible population.

3. Prepare and implement a Member Services staff training curriculum and a
Provider training curriculum, and provide documentation demonstrating
compliance with training requirements (e.g., enrollment or attendance rosters
dated and signed by each attendee or other written evidence of training.)
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Administrative Services Contractor will provide enrollment test files to new MOOs that do

not have previous HHSC enrollment tiles. The MOO wNl demonstrate its system

capabilities and adherence to Contract specifications during readiness review.

7.3.5 System Readiness Review

The MCO must assure that systems services are not disrupted or interrupted during the

Operations Phase of the Contract. The MOO must coordinate with HHSO and other

contractors to ensure business and systems continuity for the processing of all health

care claims and data as required under the Contract.

The MOO must submit descriptions of interlace and data and process flow for each key

business processes described in RFP Section 8.1.20.3 “System-wide Functions” to

HHSC.

The MOO must clearly define and document the policies and procedures that will be

followed to support day-to-day systems activities. The MOO must develop, and submit

for State review and approval, the following information no later than 120 days prior to

the Operational Start Date:

1. Disaster Recovery Plan*:

2, Business Oontinuity Plan;

3. Security Plan;

4. Joint Interlace Plan:

5. Risk Management Plan: and

6. Systems Quality Assurance Plan.

*The Business Continuity Plan and the Disaster Recovery Plan may be combined into

one document.

7.3.6 Demonstration and Assessment of System Readiness

The MOO must provide documentation on systems and facility security and provide

evidence or demonstrate that it is compliant with HIPAA and the HITECH Act. The MOO

must also provide HHSC with a summary of all recent external audit reports, including

findings and corrective actions, relating to the MOO’s proposed systems, including any

SSAE16 audits that have been conducted in the past three years. The MOO must

promptly make additional information on the detail of these system audits available to

HHSC upon request.

in addition, HHSC will provide to the MOO a test plan that will outline the activities that

the MOO needs to perform prior to the Operational Start Date of the Contract. The MOO

must be prepared to assure and demonstrate system readiness, The MOO must execute

system readiness test cycles to include all external data interlaces, including those with

the MOO’s Pharmacy Benefits Manager (PBM) and other Material Subcontractors.
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4. a review of the entity’s solvency status financial operation, and amounts
paid for Covered Services (if applicabie): and

5. a review of the entitys contract compliance, logged complaints, and
functional performance measurements.

The MOO must maintain quarterly and annual documentation as to the compliance ofthe Material Subcontractor with all requirements defined in the monitoring plan. Thisdocumentation must contain evidence that all appropriate and necessary actions‘were taken to correct any noncompliance.

The MOO will contractually require periodic reporting from each MaterialSubcontractor. The MOO will monitor each reporting entity to ensure accurate andtimely deliverables. The MOO will meet with each Material Subcontractor on aregular basis to discuss any issues that may exist. These meetings will include keypersonnel and designated staff by functional area and their Material Subcontractorcounterparts. All meetings will have agendas and documented minutes. The MOOmust allow HHSO to attend meetings between the MOO and its MaterialSubcontractors and to receive the minutes from these meetings.

7.3.3 Organizational and Financial Readiness Review

In order to complete an organizational and financial Readiness Review and assess themost current corporate environment, the MCO must update the organizational andfinancial information submitted in its proposal for any awarded Oontract. See RFPSection 4.2 (Business Proposal’) of the RFP for a list of Financial Statements.Corporate Background and Status, Oorporate Experience, and Material SubcontractorInformation the MOO must update for Readiness Review.

7.3.4 System Testing and Transfer of Data

The MOO must have hardware, software, network and communications systems with thecapability and capacity to handle and operate all MIS systems and subsystems identifiedin RFP Section 8.1.20. For example, the MOO’s MIS system must comply with theHealth Insurance Portability and Accountability Act of 1996 (HIPAA) as indicated in RFPSection 8.1 .20.4.

During this Readiness Review task, the MOO will accept into its system any and allnecessary data files and information available from HHSO or its contractors. The MOOwill install and test all hardware, software, and telecommunications required to supportthe Oontract. The MOO will define and test modifications to the MOO’s system(s)required to support the business functions of the Oontract.

The MOO will produce data extracts and receive all electronic data transfers andtransmissions.

If any errors or deficiencies are evident, the MOO will develop resolution procedures toaddress problems identified. The MOO will provide HHSO, or a designated vendor, withtest data files for systems and interface testing for all external interfaces. The HHSO
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4 establish a schedule for key activities and milestones: and

-5. clarity expectations for the content and format of Contract Deliverables.

The MOO will be responsible for developing a written work plan, referred to as the

Transition/Implementation Plan, which will be used to monitor progress throughout the

Transition Phase. The MOO must update the Transition/Implementation Plan provided

with its proposal to HHSO no later than 30 calendar days after the Contracts Effective

Date, then provide monthly implementation progress reports through the sixth month of

MOO Program operations. HHSO may require more frequent reporting as it determines

necessary.

The MOO’s Transition/Implementation Plan must include a detailed description of the

process it will use to ensure continued authorization of Community-based Services at

the time of implementation. An HHS Agency will provide a file identifying clients who

receive Community-based Services, including those enrolled in MDOP to the MOO for

this purpose. The MOO’s Transition/Implementation Plan must identify a designated

MOO staff member responsible for the facilitation and oversight of this process. These

requirements are further described in RFP Section 8.1.23 “Continuity of Oare and Out-

of-Network Providers.”

7.3,2 Administration and Key MCO Personnel

No later than the Effective Date of the Contract, the MOO must designate and identify

Key MOO Personnel that meet the requirements in Attachment A, “STAR Kids Contract

Terms.” The MOO will supply HHSO with résumés of each Key MOO Personnel as well

as organizational information that has changed relative to the MOO’s Proposal, such as

updated job descriptions and updated organizational charts, if applicable. For Service

Coordinators; the MOO must also provide information on the anticipated maximum

caseload per Service Coordinator (i.e., number of Members per Service Coordinator). If

the MCO is using Material Subcontractors, the MOO must also provide the

organizational chart for these Material Subcontractors.

7.3.2.1 Material Subcontractors

The MOO or its designee will conduct, at a minimum, one annual site visit to each

Material Subcontractor per Contract Year to ensure compliance with the performance

of all delegated functions. The MOO must use a standard site visit tool. During the

site visit the MOO will review the policies, procedures, and applicable files and also

interview Material Subcontractor staff. The MOO will maintain a monitoring plan for

each Material Subcontractor, which includes the following, at a minimum:

1. the requirements for performance of all delegated functions with which

the entity must comply;
2- the MOO’s responsibilities for the financial oversight of a Material

Subcontractor who has an at-risk contract with the MOO for the provision

of covered services;
3. required and periodic reporting and interfaces with Material

Subcontractors required to perform an administrative function on behalf of

the MOO;
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7 Transition Phase Requirements

71 introduction

This Section presents the scope of work for the Transition Phase of the Contract, which
includes activities that must occur between the time of Contract award and the
Operational Start Date.

The Transition Phase will include a Readiness Review of each MCO. which must be
completed successfully prior to an MCO’s Operational Start Date. HHSC may, at its
discretion, terminate the Contract, postpone the Operational Start Date, or assess other
contractual remedies if the MCO fails to timely correct all Transition Phase deficiencies
within a reasonable cure period, as determined by HHSC.

If for any reason, an MCO does not fully meet the Readiness Review prior to the
Operational Start Date, and HHSC has not approved a delay in the Operational Start
Date or approved a delay in the MCO’s compliance with the applicable Readiness
Review requirement, then HHSC will impose remedies including actual or liquidated
damages. Refer to Attachment A, “STAR Kids Contract Terms.’ and Attachment B-2,
‘Deliverables/Liquidated Damages Matrix,” for additional information.

12 Transition Phase Scope

STAR Kids MCOs must meet the Readiness Review requirements established by HHSC
no later than 90 days prior to the Operational Start Date. The MCO agrees to provide all
materials required to complete the Readiness Review by the dates established by HHSC
and its Contracted Readiness Review Vendor, if any.

7.3 Transition Phase Schedule and Tasks

The Transition Phase will begin after both Parties sign the Contract. The MOO mLst
complete the Transition Phase no later than the Operational Start Date.

The MCO has overall responsibility for the timely and successful completion of each of
the Transition Phase tasks. The MCO is responsible for clearly specifying and
requesting information needed from HHSC, other HHSC contractors, and Providers in a
manner that does not delay the schedule or work to be performed.

7.3.1 Contract Start-Up and Planning

HHSC and the MCO will work together during the initial Contract start-up phase to:

1. define project management and reporting standards;
2. establish communication protocols between HHSC and the MOO;
3. establish contacts with other HHSC contractors;
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8. OPERATIONS PHASE REQUIREMENTS
HHSC will select multiple MOOs to provide Healthcare Services and MedicallyDependent Children Program (MDCP) services to Members in every STAR Kids SeMceArea.

Section 8.1 describes the general administrative and operational requirements forserving all STAR Kids Members.

Section 8.2 includes additional requirements for serving qualified Dual EligibleMembers.

Section 8.3 includes additional requirements for serving Members participating in MDCPSTAR Kids.

This Section does not include all of the STAR Kids Program requirements, such as thetime frames and formats for all reporting requirements. HHSC has included thisinformation in the Attachment A, “STAR Kids Contract Terms,” and the UniformManaged Care Manual. HHSC reserves the right to modify these documents using theprocedures set forth in the STAR Kids Contract Terms.

8.1 General Scope of Work

The MOO must provide Covered Services to all Members who are enrolled in the MOOon or after the Operational Start Date.

The MCO must be licensed by the Texas Department of Insurance (TDI) as an HMO oran ANHO. or approved as an EPO. in all zip codes in the MOO’s Service Area(s).
8.1,1 Administration and Contract Management

The MOO must comply, to the satisfaction of HHSC. with all provisions set forth in thisContract, including all applicable provisions of state and federal laws, rules, regulations,and waiver agreements with CMS.

8.1.1.1 Performance Evaluation

On an annual basis, HHSC will provide the MOO with two Performance ImprovementProject (PIP) topics. The MOO must develop one PIP per topic, At HHSC’s direction, theMCO must conduct one PIP per program in collaboration with other MOOs in the ServiceArea. Absent HHSC’s direction, the MCD may choose to collaborate with other MOOs inthe Service Area on one PIP per program. The MOO must send PIP projects to HHSCno later than September 8 each year. Each MOO must also complete a mid-year reviewprocess as outlined in the Uniform Managed Care Manual Chapter 10.2.9.
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PIPs will follow CMS protocol, as described below. The purpose of heaithcare quality

PiPs is to assess and improve processes. and thereby outcomes, of care. in order for

these projects to achieve real improvements in care and for interested parties to have

confidence in the reported improvements. PIPs must be designed, conducted, and

reported in a methodologically sound manner.

MOOs must use the following 10-step OMS protocol when conducting P1 Ps:

1 select the study topic(s);

2. define the study question(s);

3, select the study indicator(s);

4. use a representative and generalizable study population;

5. use sound sampling techniques (if sampling is used);

6. collect reliable data:

7. implement intervention and improvement strategies;

8. analyze data and interpret study results:

9. plan for “real” improvement; and

10. achieve sustained improvement.

(See Uniform Managed Care Manual Chapter 10.2.4, “Performance Improvement

Project Submission Instructions” and 10.2.5, “Performance Improvement Project

Template”).

The MOO must participate in semi-annual contract status meetings (OSMs) with HHSC

for the primary purpose of reviewing progress toward the achievement of annual PIPs

and Contract requirements. HHSC may request additional OSMs, as it deems necessary

to address areas of noncompliance and other issues. HHSC will provide the MOO with

reasonable advance notice of additional OSMs, generally at least five Business Days.

The MCO must provide to HHSC, no later than 14 Business Days prior to each semi

annual CSM, one electronic copy of a written report detailing and documenting the

MCO’s progress toward and any barriers in meeting the annual PIPs.

HHSC will track MOO performance on the PIPs. HHSO will also track other key facets of

MOO performance through the use of the Performance Indicator Dashboards (see

Uniform Managed Care Manual Chapters 10.1.3 and 10.1.8), HHSC will compile the

Performance lndicator Dashboard based on MCD submissions, data from the External

Quality Review Organization (EQRO), and other data available to HHSC. HHSC will

share the Performance Indicator Dashboard results with the MOO on a quarterly basis.

8.1.1.2 Additional Readiness Reviews and Monitoring Efforts

During the Operations Phase, HHSO may conduct desk or onsite reviews as part of its

normal Contract monitoring efforts. Additionally, if the MOO chooses to make a change

to any operational system or undergoes any major transition, it may be subject to an

additional Readiness Review(s). HHSC will determine whether the proposed changes

will require a desk review or an onsite review. The MOO is responsible for all reasonable

travel costs incurred by HHSO or its authorized agent for onsite reviews conducted as
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part of Readiness Review or HHSCs normal Contract monitoring efforts. For purposes
of this section, “reasonable travel costs’ include airfare, lodging, meals, car rental and
fuel, taxi, mileage, parking, and other incidental travel expenses incurred by HHSC or its
authorized agent in connection with the onsite reviews. This provision does not limit
HHSC’s ability to collect other costs as damages in accordance with Attachment A,
Section 12.02(e), “Damages.”

Refer to RFP Section 7.3.7 and RFP Section 8.1.20 for additional information regarding
MCO Readiness Reviews. Refer to Attachment A, Section 4.08(c) for information
regarding Readiness Reviews of the MCO’s Material Subcontractors.

8.1.1.3 MCO Report Cards

Texas Government Code § 536.051 requires HHSC to provide information to Medicaid
and CHIP Members regarding MOO performance on outcome and process measures
during the enrollment process. To comply with this requirement, HHSC will provide
annual MOO report cards. HHSC will also provide a separate report card for each
Program Service Area to allow enrollees to easily compare the MOOs on specific quality
measures. HHSO may publish the report cards on its website, and include them in the
enrollment packets. HHSC will provide a copy of the report card to the MOO before
publication and the MOO will have the opportunity to review and provide comments.
However, HHSC reserves the right to publish the results while awaiting MOO feedback.HHSC may charge the MOO any costs related to recalculating the report card measures

if the EQRO determines the original data was valid.
8.1.2 Covered Services

The MOO is responsible for authorizing, arranging, coordinating, and providing Covered
Services in accordance with the requirements of the Contract. The MOO must provide
full coverage for necessary Covered Services beginning on the date of the Member’s
enrollment and without regard to the Member’s:

1. Previous coverage, if any, or the reason for termination of that coverage:
2. Pre-existing conditions:3, Prior diagnoses;
4, Receipt of any prior healthcare services;5. Health status:
6. Confinement in a healthcare facility: or7. For any other reason.

The MOO must not impose any preexisting condition limitations or exclusions or require
Evidence of insurability to provide coverage to any Member,
The MOO is not responsible for providing payments to an Intermediate Care Facility for
Individuals with Intellectual Disabilities or other related condition (ICE/HO), but must
provide Acute Care and Service Coordination to a Member residing in an ICF/IID if the
services are not provided through the ICF/llD as part of the daily rate.
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The MOO must not practice discriminatoni setection. or encourage segregation among

the total group of eligible Members by excluding, seeking to exciude, or otherwise

discriminating against any group or class of individuals.

Covered Services for all Members are listed in Attachment B-I of the RFP (STAR Kids

Covered Services). As noted in Attachment B-i, the MOO must provide Covered

Services described in the Texas Medicaid Provider Procedures Manual (TMPPM)

except for those services identified in RFP Section 8.1.24.8 as Medicaid Non-capitated

Services. Covered Services are subject to change due to changes in federal and state

law: changes in Medicaid Program policy; and changes in medical practice, clinical

protocols, or technology.

8.1.2.1 Medicaid State Plan Services for Recipients of ICF-llD Program

Services and Certain HCBS Waiver Services

Members who receive services through the ICF-liD Program or an HCBS Waiver not

integrated into STAR Kids must receive standard Medicaid Covered Services and

Service Coordination through their STAR Kids MCO. The MOO will not provide HCBS

Waiver services for the following programs: Home and Community-Based Services

(HCS). Community Living Assistance and Support Services (CLASS), Texas Home

Living (TxHmL), Deaf Blind with Multiple Disabilities (DBMD), and Youth Empowerment

Services (YES).

Except as provided in RFP Section 8.1.2.2, the STAR Kids MCO must help to

coordinate all services for Members enrolled these HCBS Waivers, but will not contract

with HCBS Waiver service providers for services provided through those HCBS Waivers,

For STAR Kids Members who reside in an ICF-llD. the MCO is responsible for

coordinating the Member’s care with facility-based LTSS providers providing Non

capitated Services to the Member.

8.1,2.2 Additional STAR Kids Services Available to Qualified Members

The MOO must provide all Covered Services, including MDCP STAR Kids Covered

Services, to Members that are eligible for and enrolled in MDCP STAR Kids, as

described in RFP Section 8.3.1 Program Eligibility. MDCP STAR Kids services include

Home and Community-Based LTSS and the services listed in RFP Section 8.3.2,

MDCP STAR Kids Covered Services. The MCO must contract with Providers that can

provide MDCP STAR Kids Covered Services, including Providers listed in RFP Section

8.3.2, MDCP STAR Kids Covered Services.

At a future date following the STAR Kids Operational Start Date, to be determined by

HHSC, the YES waiver will be included in STAR Kids, At that future date, the MOO must

provide YES STAR Kids services to Members who are eligible for and enrolled in YES

STAR Kids,
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8.1.2.3 Value-added Services

The MOO may propose additional services for coverage. These are referred to as“Value-added Services.” Value-added Services may be actual Healthcare Services,health-related benefits, Famdy Support Services, or positive incentives that HHSCagrees will promote wellness and improved health outcomes among Members. Value-added Services that promote wellness may include nutritional support services, homemodifications, enhancements or additions to adaptive aids, improved access totelemedicine and telehealth services, exercise programs, or other programs approved byHHSO. Family and community support services may include respite care or trainings onmanaging challenging behaviors or care for a child with complex health needs. Value-added Services may also include services such as applied behavior analysis (ABA) orspecialized therapies such as hippo therapy. Temporary phones, cell phones. additionaltransportation benefits, and extra home health services may also be Value-addedServices, if approved by HHSO. Best practice approaches to delivering OoveredServices are not considered Value-added Services.

The MOO must offer approved Value-added Services for Acute Oare or BehavioralHealth services to all Members in a Service Area. but the MOO may offer additionalValue-added Services to Members receiving MDOP STAR Kids services. Value-addedServices that are approved by HHSO during the contracting process will be included inthe Contract’s Scope of Work.

The MOO must provide Value-added Services at no additional cost to HHSO. The costsof Value-added Services are not reportable as allowable medical or administrativeexpenses. and therefore are not factored into the rate-setting process. in addition, theMOO must not pass on the cost of the Value-added Services to Members or Providers.

The MOO may offer discounts on non-covered benefits to Members as Value-addedServices, provided that the MOO complies with Texas Insurance Oode § 1451.155 and §1451.2065. The MOO must ensure that Providers do not charge Members for any othercost-sharing for a Value-added Service (including copayments or deductibles).

The MOO must not pass on the cost of the Value-added Services to Members orProviders. The MOO must specify the conditions and parameters regarding the deliveryof the Value-added Services in the MOO’s Marketing Materials and Member Handbook,and must clearly describe any limitations or conditions specific to the Value-addedServices.

During the Transition Phase, HHSO will offer a one-time opportunity for the MOO topropose two additional Value-added Services to its list of current, approved Value-addedServices. (See: Uniform Managed Care Manual Chapter 4.5 “Physical and BehavioralHealth Value-Added Services Template.”). HHSO will establish the requirements and thetimeframes for submitting the two additional proposed Value-added Services,

During this HHSO-designated opportunity, the MOO may propose either to add newValue-added Services or to enhance its current, approved Value-added Services. HHSOwill review the proposed additional services and, if appropriate, will approve the
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additional Value—added Services, which will be effective on the Operational Start Date.

The MOO’s Contract will be amended to reflect the additionaL aporoved Value-added

Services.

The MOO does not have to add Value-added Services during the HHSC-designated

opportunity. but this will be the only time during the Transition Phase for the MOO to add

Value-added Services. At no time during the Transition Phase will the MOO be allowed

to delete, limit, or restrict any of its current, approved Value-added Services.

The MOO must use HHSO’s template for submitting proposed Value-added Services.

(See: UMCM Chapter 4.5) Once approved by HHSC. this document is incorporated by

reference into the Contract.

During the Operations Phase, Value-added Services can be added or removed only by

written amendment of the Contract. MOOs will be given the opportunity to add or

enhance Value-added Services twice per State Fiscal Year, with changes to be effective

September 1 and March 1. MOOs will also be given the opportunity to delete or reduce

Value-added Services once per State Fiscal Year, with changes to be effective

September 1. HHSC may allow additional modifications to Value-added Services f

Covered Services are amended by HHSC during a State Fiscal Year. This approach

allows HHSC to coordinate biannual revisions to HHSC’s MOO Comparison Charts for

Members. An MCO’s request to add, enhance, delete, or reduce a Value-added Service

must be submitted to HHSC by April 1 of each year to be effective September 1 for the

following Contract Period. The MOOs cannot reduce or delete any Value-added Services

until September 1 of the next State Fiscal Year. A second request to add or enhance

Value-added Services must be submitted to HHSC by August 1 each year to be effective

March 1. (See Uniform Managed Care Manual Chapter 4.5 “Physical and Behavioral

Health Value—Added Services Template.”)

An MOO’s request to add a Value-added Service must:

1. Define and describe the proposed Value-added Service:

2. Specify the Service Areas for the proposed Value-added Service:

3. Identify the category or group of mandatory Members eligible to receive the

Value-added Service if it is a type of service that is not appropriate for all

mandatory Members;
4. If the Value-added Service is not a Healthcare Service or benefit, describe how

the MOO will determine whether a Member is eligible to receive the Value-added

Service and what criteria were used to arrive at that decision;

5. Note any limits or restrictions that apply to the Value-added Service;

6. Identify the Providers or other persons responsible for providing the Value-added

Service, including any limitation on Provider or other persons’ capacity, if

applicable.
7. Describe how the MOO will identify the Value-added Service in administrative

data (including Encounter Data), or will otherwise document delivery of the

Value-added Service.;
8. Propose how and when the MOO will notify Providers and mandatory Members

about the availability of the Value-added Service;
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9. Describe how a Member may obtain or access the Value-added Service; and
10. Include a statement that the MCD will provide the Value-added Service for at

east 12 months from the Operational Start Date.
An MCD cannot include a Value-added Service in any material distributed to Members
or prospective Members until the Parties have amended the Contract to include that
Value-added Service. If a Value-added Service is deleted by amendment, the MCD must
notify each Member that the service is no longer available through the MCD. The MCD
must also revise all materials distributed to prospective Members to reflect the change in
Value-added Services.

8.1.2.4 Case-by-Case Added Services

Except as provided below, the MCD may offer additional benefits to individual Members
on a case-by-case basis. Case-by-case services may be based on Medical Necessity.
cost-effectiveness, the wishes of the Member or Member’s Legally AuthorizedRepresentative (LAR), the potential for improved health status of the Member, or
Functional Necessity.

8.1,3 Access to Care

All Covered Services must be available to Members on a timely basis in accordance with
medically appropriate guidelines generally accepted practice parameters. and the
requirements in this Contract. The MCD must comply with the access requirements as
established by the Texas Department of Insurance (TDI) for all MCDs doing business in
Texas, except as otherwise required by this Contract.
The MCD must provide coverage for Emergency Services in compliance with 42 C.F.R
§ 438.114, and as described in more detail in RFP Section 8.1.24.1. The MCD must
provide coverage for Emergency Services to Members 24 hours a day and 7 days a
week, without regard to prior authorization or the Emergency Service Provider’s
contractual relationship with the MCO. The MCO’s policy and procedures, Covered
Services, claims adjudication methodology, and reimbursement performance for
Emergency Services must comply with all applicable state and federal laws and
regulations, whether the Provider is in the MCO’s Network or Out-of-Network. An MCD
is not responsible for payment for unauthorized non-emergency services provided to a
Member by Out-of-Network Providers.

The MCD must also have an emergency and crisis Behavioral Health Services Hotline
available 24 hours a day. 7 days a week, toll4ree throughout the Service Area(s). The
Behavioral Health Services Hotline must meet the requirements described in RFP
Section 8.1.16,2. The MCD may arrange Emergency Services and Crisis Behavioral
Health Services through Mobile Crisis Teams.
The MCD must require, and make best efforts to ensure, that PCPs are accessible to
Members 24 hours a day, 7 days a week and that its Network Primary Care Providers
(PCPs) have after-hours telephone availability that is consistent with RFP Section
8.1.5.6.2. The MCD must ensure that Network Providers offer office hours to Members
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that are at east equal to those offered to the MOO’s commercial lines of business or

Medicaid fee-for-service participants, if the provider accepts only Medicaid patients.

If Medically Necessary Covered Services are not available through Network physicians

or other Providers, the MCO must allow referral to an Out-of-Network physician or

provider upon request of a Network Provider. The referral must occur within the time

appropriate to the circumstances relating to the delivery of the services and the condition

of the patient, but in no event to exceed 5 business days after receipt of reasonably

requested documentation. The MCO must fully reimburse the Out-of-Network Provider in

accordance with the Out-of-Network methodology for Medicaid as defined by HHSC in 1

Tex. Admin. Code § 353.4. The MOO must provide these services within the timeframes

specified in RFP Section 8.1±4.6 and within the time appropriate to the circumstances

and Members need.

The MCO must ensure the provision of Covered Services meet the specific preventive,

Acute Care, Community-Based Services, Long-Term Services and Supports, and

specialty healthcare needs appropriate for treatment of the individual Member’s

condition(s).

The MOO must provide access to POPs and specialist physicians with experience

serving children and adolescents with special healthcare needs, including behavioral

health needs. All POPs and specialist physicians must be board-certified in their

specialty. The MOO may request exceptions from HHSC for approval of Providers who

are not board-certified but who otherwise meet the MOO’s Credentialing requirements.

As described in REP Section 8.1.38.2, the MCO is responsible for working with

Members, their LAR, and their Providers to develop a seamless package of care in

which primary care, community-based care, behavioral health, and specialty care needs

are met through an Individual Service Plan (ISP) that is culturally competent and

understandable to the Member.

The MOO may not require the Member to pay for any Medically Necessary or

Functionally Necessary Covered Services other than HHSC-specified copayments and

applied income for Medicaid Members. where applicable (if HHSO implements Medicaid

cost sharing after the Effective Date of the Contract).

8.1.3,1 Waiting Times for Appointments

Through its Provider Network composition and management, the MCO must ensure that

the following standards are met. In all cases below, “day” is defined as a calendar day,

and the standards are measured from the date of presentation or request, whichever

occurs first.

1. Emergency Services must be provided upon Member presentation at the service

delivery site, including at non-network and out-of-area facilities;

2. Urgent Condition, including urgent specialty care, must be provided within 24

hours;
3. Routine primary care must be provided within 14 days;

4. Initial outpatient behavioral health visits must be provided within 14 days;
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5. Initial outpatient behaviora’ health vsits must be provded within seven days
upon discharge from an inpatient psychiatric setting;

6. Prenatal care must be provided within 14 days of request, except for high-risk
pregnancies or new Members in the third trimester, for whom an appointment
must be offered within five days. or immediately, if an emergency exists;

7. PCPs must make referrals for specialty care on a timely basis, based on the
urgency of the Members medical condition, but no later than 30 days;

8. Preventive health services for Members over the age of 18. including annual
adult well checks, must be offered to a Member within 30 days; and

9. Preventive health services for children, such as Texas Health Steps medical
checkups, must be offered in accordance with the Texas Health Steps periodicity
schedule. For a New Member birth through age 20, overdue or upcoming Texas
Health Steps medical checkups, must be offered as soon as practicable, but in
no case later than 14 days of enrollment for newborns, and no later than 90 days
of enrollment for all other eligible child Members. The Texas Health Steps annual
medical checkup for an Existing Member age 36 months and older is due on the
child’s birthday. The annual medical checkup is considered timely if it occurs no
later than 364 calendar days after the child’s birthday, For purposes of this
requirement, the terms New Member” and “Existing Member” are defined in
Uniform Managed Care Manual Chapter 12.4.

8.1.3.2 Access to Network Providers

The MCO’s Network must include all of the provider types described in this section insufficient numbers, and with sufficient capacity, to provide timely access to all CoveredServices in accordance with the waiting times for appointments in RFP Section 8.1.3.1.To the extent possible. Providers must have experience working with children or youngaduit populations. The MCO’s PCP Network must provide timely access to regular and
preventive care to all Members, and Texas Health Steps services to all child Members,

This section includes distance standards for each Provider type. For each Provider type.the MOO must provide access to at least 90 percent of Members in each Service Area
within the prescribed distance standard, This 90 percent benchmark does not apply topharmacy providers (refer to the “Pharmacy Access” heading for applicable
benchmarks).

HHSC will consider requests for exceptions to the distance standards for all provider
types under limited circumstances. Each exception request must be supported by
information and documentation as specified in HHSC’s exception request template.

PCP Access: At a minimum, the MOO must ensure that all adult Members have accessto one age-appropriate PCP in the Provider Network with an Open Panel within 30 milesof the Member’s residence. Child Members must have access to two age-appropriate
Network POPs with an Open Panel within 30 miles of the Member’s residence. If theMember lives in a county with a minimum population of 800000 individuals, the MOO
must ensure the Member has access to at least one age-appropriate PCP in the
Provider Network with an Open Panel within 20 miles of the Member’s residence. For
the purposes of assessing compliance with this requirement, an internist who provides
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primary care to adults only s not considered an age-appropriate POP choice STAR Kids

Members.

As described above, the MCO can request a speoal exception if no appropriate provider

types are located within the mileage standards.

OB!GYN Access: At a minimum, MCOs must ensure that all female Members have

access to an OB/GYN in the Provider Network within 30 miles of the Member’s

residence for Members in a county with more than 50,000 residents or within 75 miles of

the Members residence if the Member’s residence for Members in a county with 50,000

or fewer residents. (If the OB/GYN is acting as the Member’s PCP, the MCO must follow

the access requirements for the PCP.) The MCD must allow female Members or the

Members LAR to select an OB/GYN within its Provider Network, A female Member who

selects an OB/GYN must be allowed direct access to the OB/GYN’s health care services

without a referral from the Member’s PCP or a prior authorization. A pregnant Member

past the 24th week of pregnancy must be allowed to remain under the Members current

OB/GYN care though the Member’s post-partum checkup, even if the OB/GYN Provider

is, or becomes, Out-of-Network,

Outpatient Behavioral Health Service Provider Access:

At a minimum, the MCO must ensure that all Members have access to an outpatient

Behavioral Health Service Provider in the Network within 30 miles of the Members

residence for Members in an Urban County or within 75 miles of the Members residence

for Members in a Rural County, The Behavioral Health Service Provider should be the

appropriate Provider type to meet each individual Members needs.

Outpatient Behavioral Health Service Providers must include psychiatrists and child

psychiatrists; Masters and Doctorate-level trained practitioners practicing independently

or at community mental health centers, other clinics or at outpatient Hospital

departments: LCSWs; LMFTs; licensed professional counselors; licensed adolescent

chemical dependency treatment facilities: licensed chemical dependency counselors

(LCDCs) with experience treating children and adolescents: and entities employing

Qualified Mental Health Professionals for Community Services (QMHPs-CS).

The MCO must also ensure that a Member has Network access to an entity within 75

miles of the Member’s residence that can provide Mental Health Rehabilitative Services

through QMHP-CS. QMHPs-CS include Licensed Practitioners of the Healing Arts

(LPHAs). QMHP-CS can also include Community Services Specialists (CSSP). Peer

Providers, or Family Partners if acting under the supervision of an LPHA. In addition, day

program providers who address pharmacology issues must be certified as Licensed

Medical Personnel.

The MCO must also ensure that a Member has Network access to an entity within 75

miles of the Member’s residence that can provide Targeted Case Management (TCM).

See also IJMCM Chapter 15.1, “Mental Health Targeted Case Management and Mental

Health Rehabilitative Services” and UMCM Chapter 15.2. Mental Health Targeted Case

Management and Mental Health Rehabilitative Services Request Form.”
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Other Specialist Provider Access. At a minimum, the MOO must ensure that all
Members have access to a Network specialist provider within 75 miles of the Membersresidence for common pediatric medical specialties for Members in a county with less
than 800.000 residents. or within 30 miles for Members in a county with more than
800.000 residents. Common medical specialties must include general surgery,
cardiology, orthopedics, urology, neurology, pulmonology. otolaryngology, and
ophthalmology. In addition, all Members must be allowed to: 1) select a Network
ophthalmologist or therapeutic optometrist to provide eye Health Care Services, other
than surgery, and 2) have access, without a PCP referral, to eye Healthcare Services
from a Network specialist who is an ophthalmologist or therapeutic optometrist for non-
surgical services. MCOs may request exceptions on a case-by-case basis,

Hospital Access: The MCO must ensure that all Members have access to an Acute
Care Hospital with a staff or on-call pediatrician in the Provider Network within 30 milesof the Members residence. MCO5 may request exceptions on a case-by-case basis.
The MCO also must ensure that Members have access by transfer to an appropriate
Network or Out-of-Network Hospital providing the needed level of care,

Pharmacy Access: For purposes of this requirement only. the terms urban, suburban.and rural counties have the following meaning:

Urban — Counties that have been designated as metropolitan by the Office of
Management and Budget (0MB), and that contain the most populated city within a
metropolitan area, also known as Metropolitan Statistical Area. HHSC Strategic
Decision Support (SDS) classifies these counties as Metro Central City counties. A
county meets the definition of metropolitan if it has a central city. or pair of twin cities
in it, with a minimum population of 50,000.

Suburban — Counties that have been designated as metropolitan by the 0MB, and
that are adjacent (share a boundary) to a Metro Central City county. The SDS
classifies these counties as Metro Suburban counties.

Rural — Non-metropolitan counties of the state, regardless of whether they are
adjacent or non-adjacent to a metropobtari county.

The following standards apply to the Medicaid Rural Service Area:

1. in urban counties. at least 75 percent of Members must have access to a
Network Pharmacy within 2 miles of the Members’ residence;

2. In suburban counties, at least 55 percent of Members must have access to a
Network Pharmacy within 5 miles of the Members residence; and

3. In rural counties, at least 90 percent of Members must have access to a
Network Pharmacy within 15 miles of the Member’s residence.

4. In all counties, at least 90 percent of Members must have access to a 24-hour
pharmacy within 75 miles of the Member’s residence.

For all other counties:
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In urban counties, at east 80 percent of Members must have access to a

Network Pharmacy within 2 miles of the Member’s residence;

2. In suburban counties, at east 75 percent of Members must have access to a

Network Pharmacy within 5 miles of the Members residence:

3. In rural counties, at least 90 percent of Members must have access to a

Network Pharmacy within 15 miles of the Member’s residence; and

4. In urban, suburban, and rural counties, at least 90 percent of Members must

have access to a 24-hour pharmacy within 75 miles of the Member’s

residence.

Note: MOOs may request exceptions to these requirements on a case-by-case basis.

Mail order pharmacies, including specialty pharmacies that only mail prescriptions, 4ll

not be included when calculating these percentages. However. MOOs will be required to

report on the number of prescriptions filled and number of clients served through mail

order/specialty pharmacies by MOO Program and Service Area.

All other Covered Services, except for services provided in the Member’s

residence: At a minimum, the MCO must ensure that all Members have access to at

least one Network Provider for each of the remaining Covered Services described in

Attachment 8-1 within 75 miles of the Member’s residence. This access requirement

includes: specialists, hospitals with specialist children’s services, children’s hospitals and

special Hospitals. psychiatric Hospitals. diagnostic and therapeutic services, and single

or limited service healthcare physicians or Providers. MOOs may request exceptions on

a case-by-case basis.

The MOO may make arrangements with physicians or providers outside the state for

Members to receive a higher level of skill or specialty than the level available within the

state, including treatment of cancer, burns, and cardiac diseases.

The MOO must make arrangements with physicians or Providers outside the MCO’s

Service Area if necessary for a Member to receive a higher level of skill or specialty than

the level available within the Service Area.

HHSC may consider exceptions to the above access-related requirements when an

MOO has established, through utilization data provided to HHSO, that a normal pattern

for securing Healthcare Services within an area does not meet these standards, or when

an MOO is providing care of a higher skUl level or specialty than the level which is

available within the Service Area.

8.1.3.3 Monitoring Access

The MCO is required to systematically and regularly verify that Covered Services are

available and accessible to Members in compliance with the standards described in RFP

Sections 8.1.3 and 8.1.3.2. For Covered Services furnished by POPs, the MOO must

also comply with the standards described in RFP Section 8.1.2.
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The MOO must enforce access and other Network standards required by the Contract
and take appropr:ate action with Provders whose performance is determined by the
MOO to be out of compliance.

8.1.3.4 Telemedicine, Telehealth, and Telemonitoring Access

The MOO must contract with Providers with Telemedicine, Telehealth, and
Telemonitoring capabilities to increase access to specialty and behavioral healthcare.
The MOO must include information in its Provider Directory on Providers with
Telemedicine. Telehealth. and Telernonitoring capabilities. RFP Section 8.1.16.
Behavioral Health (BH) Services and Network, provides additional information regarding
Telemedicine, Telehealth, and Telemonitoring.

The MOO must determine the exact number and locations of all Telemedicine.
Telehealth. and Telemonitoring end points and the number of Providers who will commit
to working with the MOO’s Telemedicine, Telehealth, and Telemonitoring contractors.
The MOO must outreach to its Telemedicine. Telehealth, and Telemonitoring Providers
to encourage the increase and availability of end points in rural and medically
underserved areas. The MOO must also outreach to pediatric specialty and behavioral
health providers to assure engagement of qualified Telemedicine, Telehealth. and
Telemonitoring contractors. In the outreach process the MOO must offer trainings and
supports to help establish Telemedicine. Telehealth. and Telemonitoring literacy and
capabilities. In addition, the MOO must actively recruit additional rural providers in order
to increase Member access to the services that Telemedicine. Telehealth. and
Telemonitoring can provide.

8.1.4 Provider Network

The MCO must enter into written contracts with properly credentialed Providers as
described in this Section. The Provider contracts must comply with the Uniform
Managed Care Manual’s requirements. and include reasonable administrative and
professional terms.

The MOO must maintain a Provider Network sufficient to provide all Members with
access to the full range of Oovered Services required under the Oontract. The MOO
must also develop short- and long-term strategies to improve access to qualified
providers.

The MOO must ensure its Providers and Subcontractors meet all current and future state
and federal eligibility criteria, reporting requirements. and any other applicable rules or
regulations related to the Oontract. The Provider Network must be responsive to the
linguistic, cultural, and other unique needs of the population in the Service Area(s)
served by the MCO, including the capacity to communicate with Members in languages
other than English, when necessary. as well as with those who are deaf or hearing
impaired.

The MOO must seek to obtain the participation in its Provider Network of qualified
Providers currently serving Medicaid Members in the MCO’s proposed Service Area(s).
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MCOs utilizing Out-of-Network Providers to render services to their Members must not

exceed the utilization standards established in 1 Tex, Admin, Code § 353,4. HHSC may

modify this requirement for Medicaid MOOs that demonstrate good cause for

noncompliance, as set forth in 1 Tex. Admin. Code § 353.4(eg3) (see Uniform

Managed Care Manual Chapter 5.15, “Special Exception Request Template for

Variance of Mileage or Out-of-Network Utilization Standards).

The MOO must seek participation in the Provider Network from the following types of

entities that may serve American Indian and Alaskan Native children:

I. Health clinics operated by a federally-recognized tribe in the Service Area;

2. Federally Qualified Health Centers (FQHC) operated by a federally-recognized

tribe in the Service Area; and
3. Urban Indian organizations in the Service Area.

All Providers: Except as provided in RFP Section 8.1.2, all Providers must comply with

State of Texas licensure requirements and all state and federal laws governing the

provision of Covered Services. Network Providers cannot be under sanction or excIuson

from the Medicaid program. All Providers serving Medicaid Members must be enrolled

as Medicaid providers and have a Texas Provider Identification Number (TPIN). All

Pharmacy Providers must be enrolled with HHSC’s Vendor Drug Program. Long-Term

Services and Supports (LTSS) Providers are not required to have a TPIN but must have

an LTSS Provider number. All Providers must also have a National Provider Identifier

(NPi) in accordance with the timehnes established in 45 C.F.R. Part 162. Subpart D.

This also includes Atypical Provider Identification Numbers (APIs).

Inpatient hospital and medical services: The MCO must ensure that Acute Care

Hospitals and specialty Hospitals are available and accessible 24 hours per day. 7 days

per week, within the MCO’s Network to provide Covered Services to Members

throughout the Service Area(s). The MCO must enter into a Network Provider

Agreement with any willing State Hospital that meets the MOO’s credentialing

requirements and agrees to the Mcc’s contract rates and terms.

Children’s Hospitals/Hospitals with specialized pediatric services: The MCO must

ensure Member access to Hospitals designated as Children’s Hospitals by Medicare and

Hospitals with specialized pediatric services. such as teaching Hospitals and Hospitals

with designated children’s wings, so that these services are available and accessible 24

hours per day, 7 days per week, to provide Covered Services to Members throughout

the Service Area. The MOO must enter into written arrangements with Out-of-Network

designated Children’s Hospitals or hospital with specialized pediatric services in

proximity to the Member’s residence if the MCO does not include these hospitals in its

Provider Network. Provider Directories. Member materials, and Marketing materials must

clearly distinguish between Hospitals designated as Children’s Hospitals and Hospitals

that have designated children’s units.

Trauma: The MCO must ensure Member access to Department of State Health

Services (DSHS) designated Level I and Level II trauma centers within the state or

Hospitals meeting the equivalent level of trauma care in the MCO’s Service Area, or in
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close proximity to the Service Area. The MOO must make a written reimbursement
arrangement with an Out-of-Network DSHS-designated Levei and Level II trauma
centers or Hospitals meeting equivalent levels of trauma care if the MOO does not
include such a trauma center in its Provider Network. For additional information on the
EMS Trauma System in Texas, click on this link:
http’//vaiw.dshs,state.tx.us/emstraumasvstems/defaultshtm.

Transplant centers: The MOO must ensure Member access to HHSC-designated
transplant centers meeting equivalent levels of care. A list of HHSC-designated
transplant facilities can be found in the Procurement Library. HHSC-designated
transplant centers also include members of the United Network for Organ Sharing
(UNOS). which can be accessed at httci/ootn.transniant.hrsa.qov/members/search 350.
If the MOO’s Network does not include a designated transplant center or center meeting
equivalent levels of care in proximity to the Member’s residence, the MCO must make
written arrangements with Out-of-Network providers for such care.

Hemophilia centers: The MOO must ensure Member access to hemophilia centers
supported by the Oenters for Disease Control (000). A list of these hemophilia centers
can be found at flit :Hvw,cdc. ov/ncbddd/hemohilia/HTO.htmi. The MOO must make
written reimbursement arrangements with an Out-of-Network 000-supported hemophilia
center if the MOO does not include such a center in its Provider Network.

Outpatient Behavioral Health Service Providers: The MOO must ensure Member
access to outpatient Behavioral Health Service Providers in the Network, including
psychiatrists and child psychiatrists; Masters and Doctorate-level trained practitioners
practicing independently or at community mental health centers, other clinics or at
outpatient Hospital departments: licensed social workers (LCSW5); iicensed marriage
and family therapists (LMFTs); licensed professional counselors; licensed adolescent
chemical dependency treatment facilities; licensed chemical dependency counselors
(L000s) with experience treating adults and adolescents; and entities employing
Qualified Mental Health Professionals for Oommunity Services (QMHP5-OS). QMHPs
OS include Licensed Practitioners of the Healing Arts (LPHA5). QMHPs can also include
Oommunity Services Specialists (OSSP), Peer Providers, or Family Partners if acting
under the supervision of an LPHA. The Provider Network can include both LMHAs
employng QMHPs-CS as well as other enhties employing QMHPs-OS. In addition, day
program providers who address pharmacology issues must be certified as Licensed
Medical Personnel.

Physician services: The MOO must ensure that Primary Care Providers are available
and accessible 24 hours per day, 7 days per week, within the Provider Network. The
MOO must contract with a sufficient number of participating physicians and specialists
within each Service Area to comply with the access requirements throughout RFP
Section 8.1.3 and meet the needs of Members for all Oovered Services.

The MOO must ensure that an adequate number of participating physicians have
admitting privileges at one or more participating Acute Oare Hospitals in the Provider
Network to ensure that necessary admissions are made. In no case may there be less
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than one Network POP with admitting privileges available and accessbie 24 hours per

day, 7 days per week for each Acute Care Hospital in the Provider Network.

The MOO must ensure that an adequate number of participating specialist physicians

have admitting privileges at one or more participating Hospitals in the MOO’s Provider

Network to ensure necessary admissions are made. The MOO must require that all

physicians who admit to Hospitals maintain Hospital access for their patients through

appropriate Oall Ooverage.

Urgent Care Clinics: The MOO must ensure that Urgent Care Clinics, including multi-

specialty clinics serving in this capacity, are included within the Provider Network.

Laboratory services: The MOO must ensure that Network reference laboratory

services are of sufficient size and scope to meet Members’ non-emergency and

emergency needs and the access requirements in RFP Section 8.1.3. Reference

laboratory specimen procurement services must facilitate the provision of clinical

diagnostic services for physicians, Providers and Members through the use of

convenient reference satellite labs in each Service Area, strategically located specimen

collection areas in each Service Area. and the use of a courier system under the

management of the reference lab. For Medicaid Members, Texas Health Steps requires

Providers to use the DSHS Laboratory Services for specimens obtained as part of a

Texas Health Steps medical checkup, including Texas Health Steps newborn screens;

blood lead testing; hemoglobin electrophoresis; and total hemoglobin tests that are

processed at the Austin Laboratory; and Pap Smear, gonorrhea, and chlamydia

screening processed at the Women’s Health Laboratories in San Antonio. Providers may

submit specimens for glucose. cholesterol, HDL, lipid profile. HIV, and RPR to the DSHS

Laboratory or to a laboratory of the provider’s choice. Hematocrit may be performed at

the provider’s clinic if the provider needs an immediate result for anemia screening. The

MOO must refer Providers to the Texas Health Steps Online Provider Training Modules

referencing specimen collection on the DSHS website and the Texas Medicaid Provider

Procedures Manual, Children Services Handbook for the most current information and

any updates.

Pharmacy Providers: The MOO must ensure that all Pharmacy Network Providers are

licensed with the Texas State Board of Pharmacy and meet all other requirements under

1 Tex. Admin, Code § 353.909. Providers must not be under sanction or exclusion from

the Medicaid, Medicare, or CHIP Programs. The MOO must enter into a Network

Provider Agreement with any willing pharmacy provider that meets the MOO’s
credentialing requirements and agrees to the MOO’s contract rates and terms. However.

the MOO may enter into selective contracts for specialty pharmacy services with one or

more pharmacy provider, subject to the following conditions. These arrangements must

comply with Texas Government Code § 533.005(a)(23)(G) and 1 Tex. Admin. Code §
353.905, 354.1853, and 370.701.

Diagnostic imaging: The MOO must ensure that diagnostic imaging services are
available and accessible to all Members in each Service Area in accordance with the
access standards in RFP Section 8.1.3. The MOO must ensure that diagnostic imaging
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procedures that require the injection or ingestion of radiopaque chemicals are performed
only under the direction of physicians qualified to perform those procedures.

Community-Based Service Providers: The MOO must ensure that all Members have
access to at least two Providers of each category of Community-Based Services, not
including MDCP STAR Kids service Providers referenced in this Section. If the MOO
determines it is unable to provide Member access to more than one Provider of
Community-Based Services, the MOO must submit and receive an exception as noted in
this Section.

MDCP STAR Kids: The MOO must have a sufficient number of contracts with MDCP
STAR Kids service Providers so that all Members who receive MDCP STAR Kids have
access to Medically Necessary and Functionally Necessary Covered Services.

Ambulance providers: The MOO must enter into a Network Provider Agreement with
any willing ambulance provider that meets the MCO’s credentialing requirements and
agrees to the MCO’s contract terms and rates.

Mental Health Rehabilitative Services: The MOO must ensure Members have access
to Mental Health Rehabilitative Services.

Durable Medical Equipment (DME) and Medical Supplies: The MOO must ensure
Members have access to DME and Medical Supplies.

8.1.4.1 Provider Contract Requirements

The MOO is prohibited from requiring a Provider or Provider group to enter into an
exclusive contracting arrangement with the MOO as a condition for participation in its
Provider Network.

The MCO’s contract with Providers must be in writing, must be in compliance with
applicable federal and state laws and regulations. and must include the minimum
requirements specified in the Attachment A, ‘STAR Kids Contract Terms,” and HHSC’s
Uniform Managed Care Manual Chapter 8.1. “Provider Contract Checklist.”

As described in Section 7, the MOO must submit model Provider contracts to HHSC for
review during Readiness Review. The MOO must resubmit the model Provider contracts
any time it makes substantive modifications to such agreement& HHSC retains the right
to reject or require changes to any Provider contract that does not comply with the STAR
Kids Contract or Program requirements.

8.1.4.2 Provider Credentialing and Re-credentialing

The MOO must review, approve, and periodically recertify the credentials of all
participating physician Providers and all other licensed Providers who participate in the
MCO’s Provider Network,
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The MCO may subcontract with another entity to which It delegates credentaling

activities f the delegated creaentiang is maintainea In accordance with the National

Committee for Quality Assurance (NCQA) delegated credentiahng requirements and any

comparable requirements defined by HHSC.

At a minimum, the scope and structure of an MCO’s credentialing and re-credentialing

processes must be consistent with recognized MCO industry standards and relevant

state and federal regulations including 28 Tex. Admin. Code § 11.1902 and 11.1402(c).

relating to provider credentialing and notice, and. as an additional requirement for
Medicaid MCOs, 42 C.F.R. § 438.12 and 438.214(b). The re-credentialing process

must occur at least every 3 years.

The MCO must complete the initial credentialing process, and its claim systems must be

able to recognize the provider as a Network Provider, no later than 30 calendar days
after receiving a complete application requiring expedited credentialing, and no later

than 90 calendar days after receiving all other complete applications. If an application

does not include required information, the MCO must provide the provider written notice

of all missing information no later than five Business Days after receipt. For new

providers, the MCO must complete the credentialing process prior to the effective date of

the Network Provider agreement. The re-credentialing process must occur at least every

three years.

The MCO may not discriminate for the participation, reimbursement. or indemnification

of any provider who is acting within the scope of his or her license or certification under

applicable State law, solely on the basis of that license or certification. Additionally, if the

MCO declines to include individual or groups of providers in its Network, it must give the

affected providers written notice of the reasons for its decision.

The re-credentialing process must take into consideration Provider performance data
including: Member Complaints and Appeals. quality of care. and utilization management.

8.1.4.2.1 Expedited Credentialing Process

MCOs must comply with the requirements of Texas Insurance Code Chapter 1452,
Subchapters C, D, and E. regarding expedited credentialing and payment of physicians,

podiatrists, and therapeutic optometrists who have joined established medical groups or
professional practices that are already contracted with the MCO. Additionally, the MCO
must comply with the Subchapters’ hold harmless requirements for Members.

If a provider qualifies for expedited credentialing, the MCO’s claims system must be able

to process claims from the provider as if the Provider was a Network Provider no later
than 30 calendar days after receipt of a complete application, even if the MOO has not
yet completed the credentialing process.

8.1.4.3 Board Certification Status

The MOO must maintain a policy that requires participation of board-certified POPs and

specialist physicians in the Provider Network unless an exception is granted by HHSC.

8-20



STAR Kids RFP
Secbon 8— Operaflons Phase RequVements
RFP No 529i3.DO71

The MOO must make information on the percentage of board-certified POPs in the
Provider Network and the percentage of board-certified specialist physicians, by
specialty. available to HHSO upon request.

8.1.4.4 Provider Relations Including Manual, Materials, and Training

The MOO must maintain a provider relations presence in each Service Area. MOO
provider relations staff must have a physical address in each Service Area so that to the
staff can meet face-to-face with providers as necessary.

The MOO must maintain a Provider Manual, including any necessary specialty manuals
(e.g., behavioral health) for all existing Network Providers. The MCO must notify newly
contracted Providers about the Provider Manual and how to access it within five
business days from inclusion of the Provider into the Network. The Provider Manual
must describe the special requirements of the STAR Kids Program and Members.

HHSC or its designee must approve the Provider Manual, and any substantive revisions
to the Provider Manual. prior to publication and distribution to Providers. The Provider
Manual must comply with the Contracts requirements and contain the critical elements
defined in the Uniform Managed Care Manual Ohapter 3, “Oritical Elements.” HHSO’s
initial review of the Provider Manual s part of the Operational Readiness Review
described in Section 7.

The MOO must provide training to all Providers and their staff regarding the
requirements of the Oontract and unique needs of Members. The MCO’s training must
be completed within 30 days of placing a newly contracted Provider on active status.
The MOO must provide on-going training to new and existing Providers as required by
the MOO or HHSO to comply with the Oontract. The MOO must naintain and make
available upon request enrollment or attendance rosters dated and signed by each
attendee or other written evidence of training of each Provider and their staff.

MOO training for POPs must include the use of valid screening and assessment
instruments as well as the use of the Texas Health Steps Forms. The MOO must provide
training to Network POPs on identifying and referring Members three years of age and
older suspected of having a developmental delay or developmental disability, Severe
Emotional Disturbance (SED), mental illness, or chemical dependency. The MOO must
ensure that POPs have valid screening and assessment instruments to identify and refer
children to Providers specializing in evaluations to determine whether a child or young
adult has a developmental disability, or is at risk for or has SED or another type of
mental illness, The MOO must also ensure that Members who may need access to iDD
supports and HOBS Waiver services receive the appropriate evaluation and
psychometric testing required for approval of services.

The MOO must establish ongoing Provider training that includes the following issues:

1. Oovered Services and the Provider’s responsibilities for providing or coordinating
those services.
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e) Spectal emphasis must be placed on areas that vary from commerclai
coverage rules (e.g., Early Childhood intervention serces. Private Duty
Nursing, Personal Care Services, MDCP STAR Kids services, therapies

and DME/Medicai Supplies, pharmacy services and processes, including
information regarding outpatient drug benefits, HHSC’s drug formulary,
preferred drugs. prior authorization processes, and 72-hour emergency
supplies of prescription drugs):

b) The MCO should also place special emphasis on Mental Health
Rehabilitative Services and the availability of Targeted Case
Management for Members for qualified Members, and the process for

making referrals for and coordination with Non-capitated Services;

2. Relevant requirements of the Contract;
3. Specific training related to Utilization Management reviews, Fraud. Waste, and

Abuse, including oversight activities such as pre-payment reviews, audits, and

monitoring:
4. Information regarding Service Coordination including how and when to contact

the Member’s Service Coordinator;
5. The MCO’s policy and procedures for prior authorization;
6. The MCO’s quality assurance and performance improvement program and the

Provider’s role in the program;
7. The MCO’s policies and procedures, especially regarding Network and Out-of

Network referrals;
8. Member cost-sharing obligations, benefit limitations, Value-added Services, and

prohibitions on balance-billing Members for Covered Services:
9. Cultural Competency Training;
10. Texas Health Steps benefits, periodicity, and required elements of a checkup;

11. Medical Transportation Program services available to Medicaid Members such
as rides to services by bus, taxi, van, airfare, gas money. mileage
reimbursement, and meals and lodging when away from home:

12. The importance of updating contact information to ensure accurate Provider

Directories and the Medicaid Online Provider Lookup:
13. Information about the MCO’s process for acceleration of Texas Health Steps

services for Children of Migrant Farmworkers:
14. Partial settlement agreements in Alberto N., et at v. Janek, ci at;

15. Missed appointment referrals and assistance provided by the Texas Health Steps
Outreach and Informing Unit;

16. The role of the MCO Service Coordinators;
17. Information on discharge planning and transitional care related to long-term care

settings:
18. Administrative issues such as detailed claims filing and how to receive

assistance with claims;
19. Services available to Members;
20. Information about maintaining and developing a Health Home, including best

practices, as referenced in RFP Section 8.1.4.10.2, Health Home;
21. Requirements of the Frew v. Janek Consent Decree and Corrective Action

Orders; and
22. Specific information in training materials (such as in the Mcc’s Provider Manual)

pertaining to Attention Deficit Hyperactivity Disorder (ADHD) Covered Services
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for cnldren noluding retmbursernent for ADHu ano avaaottv 01 toHow-up care
tar children who have been prescribed ADHD medications.

Provider Materials must comply with state and federal laws governing the STAR Kids
Program and requirements of the Attachment A, “STAR Kids Contract Terms.” and
Uniform Managed Care Manual.

As described above. HHSC must approve the MOO’s Provider Manual and all revisions.
Add itionally, the MOO must submit, for HHSC’s review, all other Provider Materials
relating to STAR Kids prior to use or mailing. If HHSC has not responded to MOO’s
request for review within 15 Business Days, the MOO may use the submitted materials.
HHSC reserves the right to require discontinuation or correction of any Provider
Materials that are not in compliance with state and federal laws or the Contract’s
requirements.

8.1.4.5 Provider Hotline

The MOO must operate a toll-free telephone line for Provider inquiries from 8 a.m. to 5
p.m. local time for the Service Area(s). Monday through Friday. except for state-
approved hohdays. The State-approved holiday schedule is updated annually and can
be found at http:J/sao. hr.state.tx.us/compensation/holidays.html.The Provider Hotline
must be staffed with personnel who are knowledgeable about the STAR Kids Program,
Covered Se:ices. and Non-capitated Services.

The MOO must ensure that, after regular business hours, the Provider Hotline is
answered by an automated system with the capability to provide callers with operating
hours information and instructions on how to verify enrollment for a Member with an
Urgent Condition or an Emergency Medical Condition. The MOO must have a process in
place to handle after-hours inquiries from Providers seeking to verify enrollment for a
Member with an Urgent Condition or an Emergency Medical Condition, provided.
however, that the MOO and its Providers must not require verification prior to providing
Emergency Services.

The MOO mu’st ensure that the Provider Hotline meets the following minimum
performance requirements for all Service Areas

1. 99 percent of calls are answered by the fourth ring or an automated call pick-up
system is used;

2. No more than 1 percent of incoming calls receive a busy signal;
3. The average hold time is 2 minutes or less; and
4. The call abandonment rate is 7 percent or less.

The MOO must conduct ongoing call quality assurance to ensure these standards are
met. The Provider Hotline may serve multiple MCO Programs or Service Areas if Hotline
staff is knowledgeable about all of the MCO’s Programs and Service Areas, including the
Provider Network in each Service Area.
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The MOO must monitor its Provider Hotline performance and submit performance
reports summarizing call center performance for the Hotline as indicated in RFP Section
8.1,22.2. If the MOO subcontracts with a Behavioral Health Organization (BHO) that is
responsible for Provider Hotline functions related to Behavioral Health Services, the
BHO’s Provider Hotline must meet the requirements in RFP Section 8.1.16.2.

If HHSC determines that it is necessary to conduct onsite monitoring of the MCO’s
Provider Hotline functions, the MOO is responsible for all reasonable travel costs
incurred by HHSC or its authorized agent(s) relating to that monitoring. For purposes of
this section, “reasonable travel costs” include airfare, lodging, meals, car rental and fuel,

taxi, mileage. parking and other incidental travel expenses incurred by HHSC or its
authorized agent in connection ‘Nith the onsite monitoring. The MOO is encouraged to
inform and arrange for access to training programs to provide continuing education
credits for Providers. The MOO may coordinate with national and local provider
associations to deliver continuing education training. Continuing education training must
focus on enhancing Provider understanding of the complex and special physical and
behavioral healthcare needs of the STAR Kids Population. To improve Provider access
to these continuing education training programs. the MOO must make every effort to
allow Providers to complete training programs through the Internet.

8.1.4,6 Provider Reimbursement

The MOO must pay for all Medically Necessary and Functionally Necessary Covered
Services provided to Members. The MOO’s Network Provider Agreement must include a
complete description of the payment methodology or amount. as described in Uniform
Managed Care Manual Chapter 8.1.

The MOO must pay Out-of-Network providers using the Medicaid methodology as
defined by HHSO in 1 Tex. Admin. Code § 353.4 and ensure that claims payment is
timely and accurate as described in RFP Section 8.1.20.5, “Claims Processing
Requirements,” and Uniform Managed Care Manual Ohapter 2.0. The MOO must
require tax identification numbers from all participating Providers, The MOO is required

to do back-up withholding from all payments to Providers who fail to give tax
identification numbers or who give incorrect numbers,

Provider payments must comply with all applicable state and federal laws, rules. and
regulations, including the following sections of the Patient Protection and Affordable
Care Act (PPAOA) and, upon implementation, corresponding federal regulations:

1. Section 2702 of PPAOA, entitled “Payment Adjustment for Health Care-Acquired
Oonditions;”

2. Section 6505 of PPAOA, entitled ‘Prohibition on Payments to Institutions or Entities
Located Outside of the United States;” and

Section 1202 of the Health Care and Education Reconciliation Act as amended by
PPACA, entitled ‘Payments to Primary Care Physicians.” The MOO must comply with
registration requirements in Tex. Ins. Code § 1458.051 and with reimbursement and fee
schedule requirements in Tex. Ins. Code § 1451.451 and 1458.101—102.
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As requwed by Texas Government Code § 533 005(ah25). the MCO cannot m:olement
across-the-board Provider reimbursement rate reductions unless: (1) it receives HHSC’s
prior approval, or (2) the reductions are based on changes to the Medicaid fee schedule
or cost containment initiatives implemented by HHSC. For purposes of this requirement
an across-the-board rate reduction is a reduction that applies to all similarly-situated
providers or types of providers. The MOO must submit a request for an across-the-board
rate reduction to HHSC’s Director of Program Operations, if the reduction is not based
on a change in the Medicaid fee schedule or cost containment initiative implemented by
HHSC. The MOO must submit the request at least 90 days prior to the planned effective
date of the reduction, and provide a copy to the Health Plan Manager. If HHSC does not
issue a written statement of disapproval within 45 days of receipt, then the MOO may
move forward with the reduction on the planned effective date.
Further, the MOO must give Providers at least 30 days’ notice of changes to the MOO’S
fee schedule, excluding changes derived from changes to the Medicaid fee schedule,
before implementing the change. If the MOO fee schedule is derived from the Medicaid
fee schedule, the MOO must implement fee schedule changes no later than 60 days
after the Medicaid fee schedule change, and any retroactive claim adjustments must be
completed within 60 days after HHSO retroactively adjusts the Medicaid fee schedule.

8.1.4.6.1 Potentially Preventable Complications

STAR Kids MOOs must identify Present on Admission (POA) indicators as required in
the Uniform Managed Care Manual Chapter 2.0, “Claims Manual,” and must reduce or
deny payments for Potentially Preventable Complications that were not P0k

8.1.4.6.2 MCO Value-Based Contracting (Expansion of Alternative
Payment Structures for Providers)

The MOO must develop and submit to HHSO a written plan for expansion of alternative
payment structures with its Providers that encourages nnovation and collaboration, as
well as increases quality and efficiency. Payment structures must focus on incentivizing
development of Health Homes and development of quality outcomes, shared savings, or
both resulting from the reduction of inappropriate utilization of services, such as
inappropriate admissions and readmissions. rather than be based on volume. The plan
will include mechanisms by which the MOO will provide incentive payments to hospitals.
physicians and other health care providers for quality care resulting in reductions of
inappropriate services. The plan will include quality metrics required for incentives.
recruitment strategies of providers, and a proposed structure for incentive payments,
shared savings, or both. The plan will also include strategies to encourage the
development and growth of comprehensive Health Homes, The MOO must submit its
state fiscal year plan to HHSO no later than November 1 of each year using UMOM
Chapter 8.4, “Plan for Expansion of Alternative Payment Structures for Providers.”
HHSO will evaluate the plan and provide feedback to the MCO. Upon HHSC’s approval
of the plan, HHSC will retrospectively evaluate the MOO on its execution of the written
plan. Modifications can be made to the plan after submission, but are subject to HHSO
review and approval. Plan approval is based on the following criteria: the number of
providers, diversity of selected providers, geographic representation, and the
methodology of the shared savings, data sharing strategy with providers, and other
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factors. Each year. t[e annual plan must show a measurable increase n. the percent of
ousiness (providers, dollars, or otner) being incentivized from the previous year.

HHSC’s retrospective review of the execution of the plan may include a review of
encounter data, MCO financial statistical reports. and surveys or interviews with MOO
representatives or providers. HHSO may ask the MOO to submit additional information

upon request. HHSO may delay or reduce payments to the MOO if it does not submit a
plan by the required deadline or does not execute a plan as approved.

&1.4.6.3 Advanced Payments

MOOs are required to develop a process by which providers may request advanced
payments for authorized services that have been delivered. The MOO will develop an
agreement with the provider to determine what portion of funds for claims payments wiil

apply towards the balance of the advanced payments until that balance is reduced to
zero. The MOO may not charge the provider interest on the balance of the advanced

payments.

8.1,4.7 Termination of Provider Contracts

Unless prohibited or limited by applicable law, the MOO must make a good faith effort to

give written notice of termination of a Network Provider, within 15 calendar days after
receipt or issuance of the termination notice, to each Member who receives his or her

primary care from, or who is seen on a regular basis by. the Network Provider. The MOO
must send notice to: (1) all Members in a POP’s panel, and (2) all Members who have
had two or more visits with the Network Provider for home-based or office-based care in

the past 12 months, The MOO must notify HHSO of provider terminations in accordance

with Uniform Managed Care Manual Ohapter 5A.1.1 “Provider Termination Report.”

8.1.4.8 Out-of-State Providers

To participate in Medicaid. the provider must be enrolled with HHSO as a Medicaid

provider. The MOO may enroll out-of-state providers in its Network in accordance with 1
Tex. Admin. Oode § 352.17 and Pharmacy Network Providers in accordance with 1 Tex.

Admin. Oode § 353.909.

The MOO may enroll out-of-state diagnostic laboratories in its Network under the
circumstances described in Texas Government Oode § 531 .066.

8.1.4.9 Provider Protection Plan

The MOO must comply with the HHSO’s provider protection plan requirements for

reducing the administrative burdens placed on Network Providers, and ensuring

efficiency in Network enrollment and reimbursement. At a minimum, the plan must

comply with the requirements of Texas Government Oode § 533.0055, and:

1. Provide for timely and accurate claims adjudication and proper claims payment in
accordance with Uniform Managed Care Manual Ohapter 2.0.
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2. nclude Network Provider training and education on the requirements for claims
submission and appeals including the MOO’s policies and procedures (see also
RFP Section 8.1.4.4, “Provider Relations Including Manual. Materials and
Training.’)

3. Ensure Member access to care, in accordance with RFP Section 8.1,3, Access
to Care.” and the UMCM’s Ceo-Mapping requirements (see Uniform Managed
Care Manual Chapters 5.14.1 through 5.14.4.)

4. Ensure prompt credentialing. as required by RFP Section 8.1.4.2. Provider
Credentialing and Re-credentiahng.

5. Ensure compliance with state and federal standards regarding prior
authorizations, as described in RFP Sections 8.1.9, “Utilization Management,”
and 8.1.17.2, Prior Authorizabon for Prescription Drugs and 72-Hour Emergency
Supplies.”

6. Provide 30 days’ notice to Providers before implementing changes to policies
and procedures affecting the prior authorization process. However, in the case of
suspected fraud, waste, or abuse by a single Provider, the MOO may implement
changes to policies and procedures affecting the prior authorization process
without the required notice period.

7. Include other measures developed by HHSC or a provider protection plan
workgroup, or measures developed by the MOO and approved by HHSC.

Additionally. the MOO must participate in HHSC’s work group, which will develop
recommendations and proposed timelines for other components of the provider
protection plan.

8.1.4.10 Primary Care Providers and the Health Home

8.1.4,10.1 Primary Care Providers

The MCO’s POP Network may include Providers from any of the following practice
areas:

1. General Practice:
2. Family Practice:
3. Internal Medicine;
4. Pediatrics;
5. Obstetrics/Gynecology (OB/GYN);
6. Advanced Practice Registered Nurses (APRNs):
7. Physician Assistants (PAs)
8. Federally Qualified Health Oenters (FQHOs);
9. Rural Health Clinics (RHOs), and similar community clinics; and
10. Specialist physicians who are willing to provide a Health Home to selected

Members with special needs and conditions.

The MOO must require POPs to coordinate with Members, Caregivers, other Providers,
STAR Kids Service Coordinators, and state and non-state entities to assure that the
Member’s medical and behavioral health needs are met Other POP requirements

8-27



STAR Kids REP
Section 8 — Operations Phase Requirements
RFP No, 529-1 3-3071

include screening. dentification. and referrai to Medicafly N; ecessary or FunctionaHy

Necessary Covered Services and assessment and coordination of non-chnicai services

that impact the Members health. The MOO must ensure that all STAR Kids PCPs
provide patient- and family-centered care that serves the goals of improving Member

care, outcomes; and satisfaction.

in order to qualify as a POP for the STAR Kids program, APRNs and PAs must practice

under the supervision of a Network physician specializing in Family Practice; Internal
Medicine, Pediatrics or Obstetrics/Gynecology who also qualifies as a POP under this

contract.

Texas Government Code Section 533.005(a)(1 3) require the MOO to use APRN5 and
PA5 practicing under the supervision of a Network physician. The MOO must treat
APRNs and PAs in the same manner as other Network POPs with regard to: (1)

selection and assignment as POPs, (2) inclusion as POPs in the MOO’s Provider

Network. and (3) inclusion as a POP in any Provider Directory maintained by the MOO.

An internist or other Provider who provides primary care to adults only is not considered
an age-appropriate POP choice for a Member. An internist or other Provider who
provides primary care to adults and children may be a POP for children if:

1. The Provider assumes all MOO POP responsibilities for such child Members in a

specific age range from birth through age 20;
2; The Provider has a history of practicing as a POP for the specified age range; as

evidenced by the Provider’s primary care practice including an established
patient population within the specified age range, and

3. The Provider has admitting privileges to a local Hospital that includes admissions
to pediatric units.

The POP may be a specialist physician who agrees to provide POP services to the
Member. The specialist physician must agree to perform all POP dutes required in the

Contract and such POP duties must be within the scope of the specialists license. The

Member or the Member’s LAR may initiate the request through the MOO for a specialist
to serve as a POP for the Member; The MOO must process such requests in accordance

with 28 Tex. Admin. Code § 11.900. Specialists may limit the number of Members for
whom they will serve as a POP;

STAR Kids PCP5 must either have admitting privileges at a Medicaid Hospital or make
referral arrangements with a Provider who has admitting privileges to a Medicaid
Hospital with a Pediatric Unit.

The MOO must require, through contract provisions, that POPs are accessible to
Members 24 hours a day, 7 days a week. The MOO is encouraged to include in its

Network sites that offer primary care services during evening and weekend hours; The
following are acceptable and unacceptable telephone arrangements for contacting POPs

after their normal business hours.

Acceptable after-hours coverage:
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The office telephone is answered after-hours by an answering servce, which
meets language requirements of the Major Population Groups and which can
contact the POP or another designated medical practitioner. All calls answered
by an answering service must be returned within 30 minutes;

2. The office telephone is answered after normal business hours by a recording in
the language of each of the Major Population Groups served, directing the
patient to call another number to reach the PCP or another Provider designated
by the POP. Someone must be available to answer the designated Providers
telephone. Another recording is not acceptable; and

3. The office telephone is transferred after office hours to another location where
someone will answer the telephone and be able to contact the POP or another
designated medical practitioner, who can return the call within 30 minutes.

Unacceptable after-hours coverage:

1. The office telephone is only answered during office hours;
2. The office telephone is answered after-hours by a recording that tells patients to

leave a message;
3. The office telephone is answered after-hours by a recording that directs patients

to go to an Emergency Room for any services needed; and
4. Returning after-hours calls outside of 30 minutes.

The MOO must require POPs, through contract provisions, to provide children birth
through age 20 with preventive services in accordance with the Texas Health Steps
periodicity schedule. The MOO must require POPs. through contract provisions, to
provide adult members over the age of 18 with preventive services in accordance with
the U.S. Preventive Services Task Force requirements. The MOO must make best
efforts to ensure that POPs follow these periodicity requirements for children and adult
Members. Best efforts must include: Provider education. Provider profiling, monitoring.
and feedback activities.

The MOO must require POPs, through Network Provider contract provisions or the
Provider Manual, to assess the medical needs of Members for referral to specialty care
Providers and provide referrals as needed. PCPs must coordinate Members care with
specialty care Providers after referral. The MOO must make best efforts to ensure that
POPs assess Member needs for referrals and make these referrals. Best efforts must
include, but not be limited to: Provider education activities and review of Provider referral
patterns.

This section does not apply to Dual Eligible Members.

8.1 .4.10.2 Health Home

The MOO must provide access to a Health Home to any Member the MCO determines
would most benefit from a Health Home or for any Member who requests a Health
Home. A Health Home must provide an array of services and supports, outlined below,
that extend beyond what is required of a POP. STAR Kids Health Homes must operate
through either a primary care practice or, if appropriate, a specialty care practice and

8-29



STAR Kids RFP
Section 8— Operations Phase Requirements
RFP No. 529-3-OO71

must provide a team-based approach to care that is designed to enhance ease Of

access. coordination between Provders. and quaht of care.

Health Home servtces must be part of a person-based approach and holistically address
the needs of persons with multiple chronic conditions or a single serious and persistent
mental or health condition,

Health Home services must include:

1. Patient self-management education;
2. Provider education:
3. Patient-centered and family-centered care:
4. Evidence-based models and minimum standards of care; and
5. Patient and family support (including authorized representatives).

Home Health Services may also include:
1. A mechanism to ncentivize providers for provision of timely and quality care:
2. Implementation of interventions that address the continuum of care;
3. Mechanisms to modify or change interventions that are not proven effective;
4. Mechanisms to monitor the impact of the Health Home Services over time,

including both the clinical and the financial impact:
5. Comprehensive care coordination and health promotion:
6. Palliative care options in the event of a life-limiting diagnosis:
7. Comprehensive traditional care, including approphate follow-up, from inpatient to

other settings;
8. Data management focused on improving outcome-based quality of care and

improved patient and provider satisfaction;
9. Referral to community and social support services, if relevant; and
10. Use of health information technology to link services, as feasible and appropriate.

8.1.4.10.3 Health Home Services and Participating Providers

The MOO must provide informaton and other resources to POPs and other Health
Home Providers regarding federal incentive programs and nationally recognized
accreditation, recognition, and certification programs addressing medical and Health
Home models. At a minimum, the MOO must consider offering financial incentives to
Health Homes that achieve nationally recognized levels of accreditation, recognition, and
certification for the development of a medical or Health Home model.

The MCO must develop provider incentive programs for designated Providers who meet
the requirements for patient-centered medical homes found in Texas Government Oode

§ 533.0029.

At a minimum, the MOO must:
1. Maintain a system to track and monitor all Health Home Services participants for

clinical, utilization, and cost measures;
2. Implement a system for Providers to request specific Health Home interventions;
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3. inform! Provders about differences between recommended prevention and
treatment and actual care received by Members enrolled in a Health Home
Services program and Members adherence to a service plan; and

4. Provide reports on changes in a Member’s health status to his or her POP for
Members enrolled in a Health Home Services program.

81.4.10.4 MCO Health Home Services Evaluation

HHSC or its EQRO will evaluate the MOO’s Health Home services program.

8.1.411 PCP Notification

The MOO must furnish each POP with a current list of enrolled Members assigned to
that Provider no later than five business days after the MOO receives the Enrollment File
from the HHSC Administrative Services Contractor each month. The MOO may offer and
provide the enrollment information in alternative formats. such as through access to a
secure Internet site, when that format is acceptable to the POP.

8.1.5 Member Services

The MOO must maintain a Member Services Department to assist Members in obtaining
Covered Services. Each Member Services Department or another appropriate
department must include Transition Specialists who are dedicated to assisting Members
and Service Coordinators with transition planning for adulthood as described in RFP
Section 8.1.38.8. The MOO must maintain employment standards and requirements for
Member Services Department staff and provide a sufficient number of staff. for the
Member Services Department to meet the requirements of this Section, including
Member Hotline response times, and Linguistic Access capabilities, see RFP Section
&1.&6 “Nurse and Member Hotline Requirements.” All Member Services Department
staff must be provided with training that includes the following topics

1. Eligibility policy;
2. Covered Services;
3. The STAR Kids Screening and Assessment Instrument and coordinating

additional assessments and evaluations;
4. STAR Kids Program requirements.
5. Cultural Competency;
6. Trauma-informed care;
7. Positive Behavior Supports;
8. Community inclusion;
9. Person-centered practices;
10. Member assessments and special evaluations;
11, Communication strategies for Members with limited English proficiency;
12. The purpose and information included in an Individual Service Plan (ISP); and
13. Non-capitated Services.
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8.1.5.1 Member Materials

The MOO must design. print, and distribute Member identification (ID) cards and a
Member Handbook to Members. Within 5 business days following the receipt of an
Enrollment File from the HHSC Administrative Services Contractor, the MOO must mail
a Member ID card and Member Handbook to the Case Head or Account Name for each
new Member. When the Case Head or Account Name is associated with two or more
new Members, the MOO is only required to send one Member Handbook. The MOO is
responsible for mailing materials only to those Members for whom valid address data are
contained in the Enrollment File.

All Member Materials must be at or below a 6m grade reading level as measured by the
appropriate score on the Flesch Reading Ease test. Member Materials must be available
in English. Spanish! and the languages of other Major Population Groups making up 10
percent or more of the managed care eligible population in the MOO’s Service Area, as
specified by HHSO. HHSO will provide the MOO with reasonable notice when the
population reaches the 10 percent threshold in the MOO’s Service Area. All Member
Materials must be available in a format accessible to the visually impaired! which may
include large print! Braille! and audiotapes. Member Materials must comply with the
requirements set forth in the Uniform Managed Care Manual, including required critical
elements and marketing policies and procedures.

The MOO must submit Member Materials to HHSO for approval prior to use or mailing.
HHSO will identify any required changes to the Member Materials within 15 business
days. If HHSC has not responded to the Contractor by the fifteenth day. the Contractor
may proceed to use the submitted materials. HHSC reserves the right to require the
MOO to discontinue the use of any Member Materials that violate the terms of this
Contract! including the Marketing Policies and Procedures as described in the Uniform
Managed Care Manual Chapter 4.3, “Uniform Managed Care Marketing Policies and
Procedures.”

If the MOO distributes HHSO-approved Member Materials to groups of Members or all
Members (i.e., “mass communications,”) it also must post a copy of the materials on its
website,

The MOO’s Member Materials and other communications cannot contain discretionary
clauses, as described in Texas Insurance Code Section 1271 .057(b).

8.1.5.2 Member Identification (ID) Card

All Member ID cards must, at a minimum, include the following information:

1. The Member’s name;
2. The Member’s Medicaid number;
3. The effective date of the POP assignment;
4. The PCP’s name (not required for Dual Eligible STAR Kids Members), address

(optional for all products), and telephone number (not required for Dual Eligible
STAR Kids Members);

8-32



STAR Kcs REP
Secton 8 OperatLons Phase Requirements
RFP No 529-13-0071

5. The name of the MCO;
5 Tne 24-hour. 7-day a week toll-free Member services teiephone number eno BhHothne number operated by the MOO: and
7. Any other critical elements identified in the Uniform Managed Care ManualChapter 3. ‘Critical Elements.”

The MOO must reissue the Member ID card if a Member reports a lost card, there is aMember name change, if the Member requests a new POP, or for any other reason thatresults in a change to the information disclosed on the ID card,

8.1.5.3 Member Handbook

HHSC must approve the Member Handbook, and any substantive revisions, prior topublication and distribution. As described in Section 7. the MOO must develop andsubmit to HHSO the draft Member Handbook for approval during the Readiness Reviewand must submit a final Member Handbook incorporating changes required by HHSCprior to the Operational Start Date.

The Member Handbook must, at a minimum, meet the Member Materials requirementsspecified by RFP Section 8.1.5.1 above and must include critical elements ri theUniform Managed Care Manual Chapter 3. “Critical Elements”

The MCO must produce and distribute a revised Member Handbook, or an insertinforming Members of changes to Covered Services upon HHSO notification and at least30 days prior to the effective date of the change in Covered Services, In addition tomodifying the Member Materials for new Members the MOO must notify all existingMembers of the Covered Services change dunng the timeframe specified in thissubsection.

8.1.5.4 Provider Directory

The Provider Directory and any substantive revisions must be approved by HHSO priorto publication and distribution. The MCO is responsible for submitting draft Providerdirectory updates for HHSC’s prior review and approval if changes other than PCPinformation or clerical corrections are incorporated into the Provider Directory.

As described in Section 7, during the Readiness Review, the MOO must develop andsubmit the draft Provider Directory template for HHSOs approval and must submit a finalProvider Directory incorporating changes required by HHSC prior to the OperationalStart Date. The MOO must submit draft and final Provider to the deadlines established inSection 7.

The Provider Directory must. at a minimum, meet the Member Materials requirementsspecified by RFP Section 8.1.5.1 above and must include critical elements in theUniform Managed Care Manual Chapter 3. The Provider Directory must include onlyNetwork Providers credentialed by the MOO in accordance with RFP Section 8.1.4.2. Ifthe MOO contracts with limited Provider Networks, the Provider Directory must comply
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wrh the requirements of 28 mx. Admin. Code § I 1600(bhl 1)., reiating to the

disclosure and notice of limited Provider Networks

The MOO must update the Provider Directory on a quarterly basis. The MOO must make

the updates available to existing Members upon request. and must provide the updates

to the Hf-ISO Administrative Services Contractor at the beginning of each state fiscal

quarter. HHSC will consult with the MOOs and the HHSC Administrative Services

Contractors to discuss methods for reducing the MOO’S administrative costs for

producing new Provider Directories, including considering submission of new Provider

Directories on a semi-annual rather than a quarterly basis if an MOO has not made

major changes in its Provider Network, as determined by HHSC. Weight limits for the

Provider Directories are included in Uniform Managed Care Manual Chapter 3.1,

“MMC Provider Directory.” Weight limits may vary by Service Area. HHSC will require

MCOs that exceed the weight limits to compensate HHSC for postage fees in excess of

the weight limits.

The MOO must send the most recent Provider Directory. including any updates, to

Members upon request. The MOO must, at least annually, include written and verbal

offers of the Provider Directory in its Member outreach and education materials.

8.1.5.5 Website

The MCO must develop and maintain, consistent with HHSC standards and Texas

Insurance Code § 843.2015 and other applicable state laws, a website to provide

general information about the MOO, its Provider Network, its customer services, and its

Complaints and Appeals process. The website must contain a link to financial literacy

information on the Office of Consumer Credit Commissioner’s webpage. The MOO may

develop a page within its existing website to meet the requirements of this section.

The MOO’s website must comply with HHSC’s marketing policies and procedures, as set

forth in the Uniform Managed Care Manual Chapter 4.3. “Uniform Managed Care

Marketing Policies and Procedures.”

To minimize download and “wait times,’t the website must not use tools or techniques

that require significant memory, disk resources, or special intervention on the customer

side to install plug-ins or additional software. The MOO may not use proprietary items

that would require a specific browser. HHSC strongly encourages the use of tools that

take advantage of efficient data access methods, reduce server load, and consume less

bandwidth.

The MOO must develop and make available a Member website to provide STAR Kids

specific information to Members. The MOO must also optimize this website for mobile

device use. The website’s STAR Kids content must be:

1. Written in English, Spanish, and the languages of any other Major

Population Groups (i.e., groups making up 10 percent or more of the

managed care eligible population in the MOO’s Service Area. HHSC will
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provide the MOO with reasonable notice when the population reaches the
10 percent threshold):

2. Culturally appropriate;
3. Person-centered
4. Written for understanding at the 6th grade reading level; and
5. Be geared to the needs of the enrolled population.

At a minimum, the MOO’s Member website must include:

I A Provider Directory or Network Provider search functionality;
2. MOO contact information. including physical and mailing addresses andphone and fax numbers of MCO headquarters and any regional offices;3. Information about Service Coordination and how to obtain Service

Coordination, including contact information;
4. Information about Member Advocates, including contact information;
5. Information about the Complaints and Appeals process, including contactinformation;
6. A list of Covered Services;
7. Information on outages and downtime for Member-facing systems; and8. An electronic version of the Member handbook.

The MOO’s website must include either a Provider Directory in text-searchable format orProvider search functionality. This information must be accurate and the MOO mustupdate it at least twice a month. At a minimum, the online Provider Directory or onlineProvider search functionality must include the Providers physical address, phonenumber, e-mail address, and link to practice website. if applicable; indicate languages inwhich the Provider and the Providers staff are fluent; hours of operations and after hoursavailability: include other relevant basic information about the Provider or practice (e.g.,qualifications, certifications, how long the Provider has been the network); designateProviders with open versus closed panels; and indicate whether Pediatric services areprovided.

The online Provider Directory or online Provider search functionality must also identifyProviders that provide MDCP STAR Kids services. All MOOs must hst home health andAncillary Providers on their websites. The search functionality must, at a minimum, allowa user to search or sort by: geographic location (i.e., distance in miles from a startingaddress): Provider name; practice name: Provider specialty and sub-specialty: open orclosed panel: hours of operations and after hour availability; and languages in which theProvider is fluent. Home and Community-based LTSS Providers must be listed bysubcategory.

The website’s content for Providers must provide:

1. Training program schedules and topics and directions for Provider enrollmentin training, including continuing education credits for training on issues relatedto the STAR Kids Population.
2. Information on how to apply to become a Network Provider,
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3-. informaton on cuftural competency and how to orovide culturally sensitive

care
4, Information on the 24-hour Nurse Hotline and how to seek specialty

consultations and referrals.
5. Information regarding outages and downtime for Provider-facing systems.

8.1.5.6 Nurse and Member Hotline Requirements

The MOO must operate a toil4ree Nurse Hotline and a toll-tree Member Hotline. Nurse

Hotline and Member Hothne services must meet Cultural Competency requirements and

must appropriately handle calls from non-English speaking callers, as well as calls from

individuals who are deaf or hard-of-hearing. The MOO must employ bilingual Spanish-

speaking and other multi-lingual Member Services representatives, as appropriate, and

must secure the services of other contractors as necessary to meet these requirements.

The MOO must provide these oral interpretation services to all Hotline callers free of

charge.

For the Member and Nurse Hotlines, the MOO must process all incoming

correspondence and telephone inquiries in a timely and responsive manner. The MOO

cannot impose maximum call duration limits and must allow calls to be of sufficient

length to ensure adequate information is provided to the Providers and Members. The

MOO must ensure that both toll-tree Hotlines meet the following minimum performance

requirements:

1. At least 99 percent of caUs are answered by the fourth ring or an

automated call pick-up system.
2. No more than 1 percent of incoming calls receive a busy signal.

3. At least 80 percent of calls must be answered by toil-free line staff within

30 seconds measured from the time the call is placed in queue after

selecting an option.
4. The call abandonment rate is seven percent or less.

5 The average hold time is two minutes or less.

The MOO must conduct ongoing quality assurance to ensure these standards are met.

Members may access the Nurse Hotline and the Member Hotline through the same toll-

free number, but must be given the option to direct their calls based on whether they are

related to a clinical or non-clinical issue, an emergent issue, or a routine issue. However,

the MOO must report hotline call statistics separately for both the Member Hotline and

the Nurse Hotline. The Member Hotline must be dedicated to serving STAR Kids

Members. The Nurse Hotline may also serve members of other programs operated

through the MOO. Staff trained to manage general calls may provide back-up to

dedicated Hotline staff during peak periods or in cases of emergency, in order to

maintain Hotline performance standards and respond to urgent Member calls, but at

least 95 percent of calls must be answered by dedicated Hotline staff.

The MOO must monitor its performance regarding the Nurse and Member Hotline

standards and submit performance reports summarizing call center performance for the
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Nurse and Member Hotlines as indicated n RFP Section 8.1.22.2 and the UniformManaged Care Manual Section 5.4.3.

If HHSC determines that it is necessary to conduct onsite monitoring of the MOOsNurse Hotline or Member Hotline functions, the MOO is responsible for all reasonabletravel costs incurred by HHSC or its authorized agent(s) relating to such monitoring. Forpurposes of this section, reasonable travel costs” include airfare. lodging, meals, carrental and fuel, taxi, mileage, parking and other incidental travel expenses incurred byHHSO or its authorized agent in connection with the onsite monitoring.

8.1.5.6.1 Nurse Hotline

The MOO must operate a toll-free Nurse Hotline that Providers and Members can call 24hours a day, 7 days a week. The Nurse Hotline must be staffed with nurses who areknowledgeable about the STAR Kids Program, Covered Services, the STAR KidsPopulation, and Provider resources, Nurses must be available 24 hours per day andable to respond to calls from Providers and Members seeking clinical information,guidance on specialty referrals or requests for specialty Provider consultations. Nursesmust have access to an on-call licensed Behavioral Health clinician 24 hours per day toassist with crisis calls. Only those persons who can identify themselves through thecaller verification process approved by HHSO may obtain personal health informationthrough the Nurse hotline.

At a minimum, the MOO’s Nurse Hotline representatives must be:

1. Knowledgeable about Covered Services including Behavioral HealthServices, Texas Health Steps, the Medical Transportation Program,pharmacy and vision.
2. Knowledgeable about the Medical Home Services Model. Health Homes,and Integrated Primary Care.
3. Able to answer questions pertaining to the role of the POP and the HealthHome.
4, Able to answer clinical and non-clinical questions pertaining to referrals orthe process for receiving authorization for procedures or services.5. Knowledgeable and trained in issues related to child abuse and how toassist Members seeking care and services.
S. Knowledgeable of crisis services and supports.
7. Able to give information about Providers in a particular geographical area.8. Trained regarding Cultural Competency.
9. Trained to handle and properly refer behavioral health crises.10. Able to answer clinical and non-clinical questions pertaining to accessingservices that the MOO does not provide or arrange for (such as Noncapitated Services: community and social service resources: and

community-based case management services for which the STAR Kidspopulation may be eligible).
11. Able to respond to Provider questions regarding specialty referrals and toarrange for consultations with MOO clinical staff, Service Coordinators orother Providers. For example, a POP with a Member in their office may

8-37



STAR Kids RFP
Section 8— Operations Phase Requ!rements

RFP No 529-1 3-0071

call with a need for an immealate consuft with MOO ciinica staff or a

behavioral health Provider
12. Able to respond to questions regarding the Disease Management

programs included in the Model.
13. Trained regarding: a) emergency prescription process and what steps to

take to immediately address Members’ problems when pharmacies do not

provide a 72-hour supply of emergency medicines. The 24-hour nurse

hotline will attempt to respond immediately to problems concerning

emergency medicines by means at its disposal, including explaining the

rules to Members so that they understand their rights and, if need be, by

offering to contact the pharmacy that is refusing to fill the prescription to

explain the 72-hour supply policy and DME processes; b) the HHSC-OIG

Lock-in Program pharmacy override process to ensure Member access to

Medically Necessary outpatient drugs; and c) DME processes for

obtaining services and how to address common problems.

8.1.5.6.2 Member Hotline

In addition, the MOO must operate a toll-free Member Hothne that Members can call 24

hours a day. 7 days a week. The Member Hotline must be staffed between the hours of

3:00 am. to 5:00 p.m. local time for all areas of the state, Monday through Friday.

excluding state-approved holidays. Member Service representatives must be

knowledgeable about the STAR Kids Program, Covered Services, Non-capitated

Services, and the STAR Kids Population. The MOO must develop a process to

authenticate callers as the Member or the Member’s LAR through the Member Hotline.

Before the MOO implements the caller authentication process, HHSC must approve the

process in writing. Only those persons who can identify themselves through the caller

authentication process as the Member or the Member’s LAR may oDtan the Member’s

personal health information through the Member Hotline.

The MOO must ensure, at a minimum, that after business hours and on weekends and

holidays, the Member Services Hotline is answered by an automated system with the

capability to provide callers with operating hours, instructions regarding how to access

the Nurse Hotline. and instructions on w,at to do in cases of emergency. All recordings

must be in English and in Spanish, and the languages of any Major Population Group. A

voice mailbox must be available after-hours for callers to leave messages. The MOD’s

Member Services representatives must return Member calls received by the automated

system on the next Business Day.

If the Member Hotline does not have a voice-activated menu system, the MCD must

have a menu system that will accommodate Members who cannot access the system

through other physical means, such as pushing a button.

The MOO must ensure that its Member Service representatives treat all callers with

dignity and respect the callers’ need for privacy. In order to ensure service standards are

achieved, the MOO must implement a call and customer service monitoring plan. At a

minimum, the MCO’s Member Service representatives must be:

8-38



STAR Kids RFP
Section 8— 0peatons Phase Requirements
RFP No 529-13-0071

1. Knowledgeable anout Covered Servtes, including Behavioral Health,Texas Health Steps, MDCP STAR Kids, HOES Waiver programs. theMedical Transportation Program. pharmacy, dental and vision.2. Trained regarding: a the emergency prescription process and what stepsto take to immediately address problems when pharmacies do not providea 72-hour supply of emergency medicines: b) how Members in the Lock-in Program can fill prescriptions at a non-designated pharmacy in anemergency situation: and c) DME processes for obtaining services andhow to address common problems.
3. Able to answer non-technical questions pertaining to the role of the POPand about the Health Home and Integrated Primary Care.4. Trained regarding the Service Coordination process and how to transferMembers to Service Coordinators.
5. Able to answer non-clinical questions pertaining to referrals or theprocess for receiving authorization for procedures or services.6. Knowledgeable and trained in issues related to child abuse and how toassist Members seeking care and services.
7. Able to give information about Providers in a particular geographical area.S. Knowledgeable about Fraud. Waste. and Abuse including the Lock-inProgram and the requirements to report any conduct that. if substantiated.may constitute Fraud, Waste, and Abuse in the Program.
9. Trained regarding Cultural Competency.
10. Trained to triage calls to the appropriate MCO staff person.11. Able to answer non-clinical questions pertaining to accessing servicesthat the MOO does not provide or arrange for (such as Non-capitatedServic-es) and community and social service resources for which theSTAR Kids population may be eligible).
12. Trained to help Members obtain Covered Services and Non-capitatedServices, as appropriate.
13, Able to provide information on how to file Member Appeals andComplaints.

8.1.5.7 Member Education

The MOO must, at a minimum, develop and implement health education initiatives thateducate Members about:

1. How the MOO system operates, including the role of the POP; Health Home;individual Service Plan (ISP); prior authorization process; and what may beprovided through Service Coordination;
2. How to obtain Covered Services and non-covered services after hours and onweekends;
3. The Member Complaint, Appeals and Fair Hearings process;4. Covered Services, and limitations and any Value-added Services offered by theMOO;
5. The value of screening and preventive care, and
6. How to obtain Covered Services and non-covered services, including:

a. Emergency Services;
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b Speciaay care.
c. HCBS Waiver services:
d. Behavioral Health Services:
e. Private Duty Nursing;
f. Personal Care Services:
g. Disease Management services;
h. Service Coordination;
i. Durable Medical Equipment and Supplies;

j. Early Childhood Intervention (EC!) Services:

k. Screening and preventive services, including well-child care (Texas Health

Steps medical checkups);
I, Consumer-Directed Services;
m. Member copayment responsibilities (if HHSC implements Medicaid cost

sharing after the Effective Date of the Contract):

n. suicide prevention;
o. Head Start;
p. identification and health education related to Obesity:

q. Obtaining 72-hour supplies of emergency prescriptions from pharmacies

enrofled with HHSC as Medicaid Providers;

r. Cognitive Rehab Therapy
s. Case Management for Children and Pregnant Women: and

t. The Medical Transportation Program.

The MCO must pro’ide health promotion and wellness information tailored to the needs

of individual Members. The MCO must propose. implement, and assess innovative

Member education strategies for wellness and immunizations, as well as general health

promotion and prevention. The MCO must conduct wellness promotion programs to

improve the health status of its Members, including information on its Service

Coordination (RFP Section 8.1.38) and Disease Management (RFP Section 8.114)

programs. The MCO must work with its Providers to integrate health education,

wellness, and prevention training into the care of each Member.

The MCO also must provide condition and disease-specific information and educational

materials to Members. Condition- and disease-specific information must be oriented to

various groups within the STAR Kids eligible population.

Per Texas Health and Safety Code § 48.052(c), MCOs may use certified Community

Health Workers to conduct outreach and Member education activities.

8.1.5.8 Cultural Competency Plan

The MCO must have a comprehensive written Cultural Competency Plan describing how

the MCO will ensure culturally competent services, and provide Linguistic Access and

Disability-related Access. The Cultural Competency Plan must describe how the

individuals and systems within the MCO will effectively provide services to people of all

cultures, education levels, family composition, races, ethnic backgrounds, and religions,

as well as those with disabilities, in a manner that recognizes. values, affirms, and

respects the worth of the individuals and protects and preserves the dignity of each. The
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MOO must submz the Cultural Comoetency Plan to HHSC for Readiness Revew.Modificauons and amendments to The plan must be submitted to HHSC no later than 30days prior to implementation. The Plan must also be made available to the MOO’sProvider Network.

8.1.5.9 Member Complaint and Appeal Process

The MOO must develop, implement and maintain a transparent system for tracking,resolving, and reporting Member Complaints regarding its Member assessments,services. processes. procedures, and staff. In this case transparency involves adoptionand use of tracking methodologies that are streamlined, document, easily understoodand frequently updated. The MOO must ensure that Member Complaints are resolvedwithin 30 calendar days after receipt. The MOO is subject to remedies, includingliquidated damages, if at least 98 percent of Member Complaints are not resolved within30 days of receipt of the Complaint by the MOO. The state will refer Member Complaintsthat it receives regarding the MOO to the MOO for resolution. Please see theAttachment A, “STAR Kids Contract Terms,’ and Attachment 8-2.“DeliverableslLiquidated Damages Matrix.”

The MOO must develop, implement, and maintain a transparent system for tracking,resolving, and reporting Member Appeals regarding the denial or limited authorization ofa requested service. The system must include information on the type or level of serviceand the denial, in whole or in part, of payment for service. Within this process, the MOOmust respond fully and completely to each Appeal and establish a tracking mechanismto document the status and final disposition of each Appeal. The MOO must ensure thatthe Service Coordinator for all Level 1 and Level 2 Members is informed about the statusof the Appeal. For all Members the MOO must establish a mechanism that allowsMember Service representatives to view and report to the Member or Member’s LAR onthe status of a Complaint or Appeal.

The MOO must ensure that Member Appeals are resolved within 30 calendar days ofreceipt, unless the MOO can document that the Member requested an extension or theMOO shows there is a need for additional information and the delay is in the Member’sinterest, The MOO is subject to liquidated damages if at east 98 percent of MemberAppeals are not resolved within 30 days of receipt of the Appeal by the MOO. Pleasesee Attachment A, “STAR Kids Contract Terms,” and Attachment B-2.“Deliverables/Liquidated Damages Matrix.”

The MOO must use providers with appropriate experience to review Complaints andAppeals. Appeals submitted on behalf of STAR Kids Members must be reviewed byclinicians with pediatric experience or appropriate specialists before issuing a finaldecision.

The MOO must follow the Member Complaint and Appeal System described in RFPSection 8.1.29.
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8.1.5.10 Member Advisory Groups

The MOO must establish and conduct quarterly meetings with Members in each Service

Area in which it operates a STAR Kids program. The meetings may only address STAR

Kids program and the needs and goals of STAR Kids Members. The MCO must

publicize quarterly meetings so that Members, Member families and consumer

advocates are made aware of the meeting time and location at least three weeks in

advance of each meeting. Membership in the Member Advisory Group(s) must include,

at least three Members or Member’s LAPs attending each meeting and allow for

member advocates to participate. The MOO must maintain a record of Member Advisory

Group meetings, including agendas and minutes, for at east three years. The MOO

must submit to HHSO a quarterly summary of major items discussed and concerns or

feedback received at the Member Advisory Group meetings.

8.1.5.11 Member Eligibility

The MOO is encouraged to provide eligibility renewal assistance for Members whose

eligibility is about to expire or have been identified by the MCO as being at risk for losing

eligibility.

8.1.6 Marketing and Prohibited Practices

The MOO and its Subcontractors must adhere to the Marketing Policies and Procedures

as set forth by HHSO in the STAR Kids Oontract, and the Uniform Managed Care

Manual Chapter 4.3, “Uniform Managed Care Marketing Policies and Procedures.’

8.1.7 Quality Assessment and Performance Improvement (QAPI)

The MOO must provide for the delivery of quality care with the primary goal of improving

the health status of Members and, where the Member’s condition is not amenable to

improvement, maintain the Member’s current health status by implementing measures to

prevent any further decline in condition or deterioration of health status. The MOO must

work in collaboration with Providers to actively improve the quality of care provided to

Members, consistent with the Quality improvement Goals and all other requirements of

the Contract. The MOO must provide mechanisms for Members and Providers to offer

input into the MOO’s quality improvement activities.

8.1.7.1 QAPI Program Overview

The MOO must develop, maintain, and operate a quality assessment and performance

improvement (QAPI) Program consistent with the Contract and TDI requirements,

including 28 Tex. Admin. Code § 11.1 901(b)(5) and 11.1902. The MOO must also meet

the requirements of 42 C.F.R. § 438.240.

The MOO must have on file with HHSC an approved plan describing its QAPI Program,

including how the MCO will accomplish the activities required by this section. The MOO

must submit a QAPI Program Annual Summary in a format and timeframe specified by

HHSC or its designee. The MCO must keep participating physicians and other Network

8-42



STAR Kids RFP
SectionS Orerations Phase Requrements
RFP No 529-13-0071

Providers nformed about the QAPI Program arc related activities. The MOO mustinclude a requirement securing cooperation with the OAR in its Network Provideragreements.

The MOO must approach all clinical and non-clinical aspects of quality assessment andperformance improvement based on principles of Continuous Quality Improvement(CQI)ITotal Quality Management (TQM) and must:

1. Evaluate performance using objective quality indicators;
2. Foster data-driven decision-making:
3. Recognize that opportunities for improvement are unlimited:
4. Solicit Member and Provider input on performance and QAPI activities;5. Support continuous ongoing measurement of clinical and non-clinicaleffectiveness and Member satisfaction;
6. Support programmatic improvements of clinical and non-clinical processes basedon findings from on-going measurements: and
7. Support re-measurement of effectiveness and Member satisfaction, andcontinued development and implementation of improvement interventions asappropriate.

8.t72 QAPI Program Structure

The MOO must maintain a well-defined QAPI structure that includes a plannedsystematic approach to improving clinical and non-clinical processes and outcomes. TheMOO must designate a senior executive responsible for the QAPI Program and theMedical Director must have substantial involvement in QAPI Program activities. At aminimum, the MOO must ensure that the QAPI Program structure:

1. Is organization-wide, with clear lines of accountability within the organization:2. includes a set of functions. roles, and responsibilities for the oversight of QAPIactivities that are clearly defined and assigned to appropriate individuals,including physicians, other clinicians, and non-clinicians:
3. Includes annual objectives and goals for planned projects or activities includingclinical and non-clinical programs or initiatives and measurement activities: and4, Evaluates the effectiveness of clinical and non-clinical initiatives.

8.1.7.3 Clinical Indicators

The MCO must engage in the collection of clinical indicator data. The MOO must use theclinical indicator data in the development, assessment, and modification of its QAPIProgram.

8.1.7.4 QAPI Program Subcontracting

If the MOO subcontracts any of the essential functions or reporting requirementscontained within the QAPI Program to another entity. the MOO must maintain a file ofthe Subcontractors. The file must be available for review by HHSC or its designee uponrequest.
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8.1.7.5 Behavioral Health integration into QAPI Program

The MCD must integrate behavioral health into its QAPI Program and include a

systematic and on-going process for monitoring. evaluating, and improving the quality

and appropriateness of Behavioral Health Services provided to Members. The MCD

must collect data, and monitor and evaluate for improvements to physical health

outcomes resulting from behavioral health integration into the Member’s overall care.

The MCD must also collect data and monitor and evaluate prevention of inpatient

psychiatric utilization resulting from the administration of adequate outpatient Behavioral

Health Services.

8.1.7.6 Clinical Practice Guidelines

The MCD must adopt not less than two evidence-based clinical practice guidelines.

These practice guidelines must be based on valid and reliable clinical evidence, consider

the needs of the MCD’S Members, be adopted in consultation with contracting health

care professionals, and be reviewed and updated periodically, as appropriate. The MCD

must develop practice guidelines based on the health needs and opportunities for

improvement identified as part of the QAPI Program.

The MCD may coordinate the development of clinical practice guidelines with other

STAR Kids MCOs so that Service Area Providers do not receive confhcting practice

guidelines from different MCDs.

The MCD must disseminate the practice guidelines to ail affected Providers and, upon

request, to Members and potential Members.

The MCD must take steps to encourage adoption of the guidelines, and to measure

compliance with the guidelines, until 90 percent or more of the Providers are consistently

in compliance, based on MCD measurement findings. The MCD must employ

substantive Provider motivational incentive strategies, such as financial and non

financial incentives, to improve Provider compliance with clinical practice guidelines. The

MCD’s decisions regarding Utilization Management, Member education, coverage of

services, and other areas inciuded in the practice guidelines must be consistent with the

MCD’s clinical practice guidelines.

8.1.7.7 Clinical and Administrative Advisory Committee

The MCD will establish Clinical and Administrative Advisory Committees in each Service

Area in which it operates a STAR Kids program. The Clinical and Administrative

Advisory Committees will perform the following functions:

1. Assist the MCD in developing, reviewing, and revising clinical practice guidelines,

based on clinical best practices and community standards.

2. Assist the MCD in reviewing general clinical practice patterns and assessing

Provider compliance with clinical guidelines.

3. Assist the MCD, HHSC, and the state’s External Quality Review Organization

(EQRD) in developing Quality Improvement strategies and studies.
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4 Assist in developing improved administrative procedures.
5. Provde the MOO w!th recommendations on how to improve care based onMember feedback.
6. Connect network Providers and MOO clinical experts for purposes of peersupport and best practice information sharing.

Each CHnical and Administrative Advisory Committee must meet at least once perquarter. The Clinical and Administrative Advisory Committee must be comprised ofcommunity Providers and other physical health and Behavioral Health experts that serveSTAR Kids Members. The STAR Kids MOO must publicize the meetings to NetworkProviders and chair the meetings. Membership in the Clinical and AdministrativeAdvisory Committee must include, at a minimum, a PCP, Specialty Care Provider,Behavioral Health Provider, Home and Community Support Services Agencyrepresentative, a therapy Provider, a medical equipment and supplies Provider, and aPharmacy Provider in order to enable it to provide specialized review, expertise andconsultation on a variety of health issues. The MCO may establish specializedworkgroups that report findings to the Clinical and Administrative Advisory Committee.The MCO must maintain a record of Clinical and Administrative Advisory Committeemeetings. including agendas and minutes. for at least three years

8.1.7.8 Provider Profiling

The MOO must conduct POP and other Provider profiling activities at least annually. Aspart of its QAPI Program, the MCO must describe the methodology it uses to identifywhich and how many Providers to profile and to identify measures to use for profilin..g theProviders.

Provider profiling activities must include:

1. Developing PCP and Provider-specific reports that include a muiti
dimensional assessment of a PCP or Provider’s performance using clinical.administrative, and Member satisfaction indicators of care that are
accurate, measurable, and relevant to the enrolled population. At least oneof the indicators must measure the number of Texas Health Steps
checkups completed by the Member’s PCP.

2. Including the Medical Advisory Committees in reviewing general Providerpractice patterns and preparing recommendations for categories of
Providers who are not in compliance with clinical practice guidelines.3. Establishing PCP, Provider, group, Service Area or regional Benchmarksfor areas profiled, where applicable: and

4. Providing feedback to individual PCPs and Providers regarding the resultsof their performance and the overall performance of the Provider Network.

8.1.7.9 Network Management

The MCO must:
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1. Use the results of its Provider orofhno activities to identify areas of improvement

for POPs and Providers:
2. Establish Provider-specific quality improvement goals for priority areas in which a

Provider or Providers do not meet established MCD standards or improvement

goals;
3. Develop and implement incentives, which may include financial and non-financial

incentives, to motivate Providers to improve performance on profiled measures;

and
4. At least annually, measure and report to HHSC on the Provider Network and

individual Providers’ progress, or lack of progress, towards the improvement

goals.

If the MCD implements a physician incentive plan, the plan must comply with the

requirements of 42 C.F.R. § 438.6(h), 422.208 and 422.210. The MOO cannot make

payments under a physician incentive plan if the payments are designed to induce

providers to reduce or limit Medically Necessary Covered Services to Members.

If the physician incentive plan places a physician or physician group at a substantial

financial risk for services not provided by the physician or physician group. the MOO

must ensure adequate stop-loss protection and conduct and submit annual Member

surveys no later than 5 Business Days after the MOO finalizes the survey results (refer

to 42 C.F.R. § 422.208 for information concerning ‘substantial financial risk” and “stop-

loss protection”).

The MOO must make information regarding physician incentive plans available to

Members upon request, in accordance with the Uniform Managed Care Manual’s

requirements. The MCD must provide the following information to the Member:

1. Whether the Member’s POP or other Providers are participating in the MOO’s

physician incentive plan:
2. Whether the MOO uses a physician incentive plan that affects the use of referral

services;
3. The type of incentive arrangement: and

4. Whether stup-loss protection is provided.

No later than five Business Days prior to implementing or modifying a physician

incentive plan, the MOO must provide the following information to HHSC:

1. Whether the physician incentive plan covers services that are not furnished by a

physician or physician group, The MOO is only required to report on items 2

below if the physician incentive plan covers services that are not furnished by a

physician or physician group.
2. The type of incentive arrangement (e.g., withhold, bonus. capitation):

3. The percent of withhold or bonus (if applicable):

4. The panel size, and if patients are pooled, the method used (HHSO approval is

required for the method used); and

If the physician or physician group is at substantial financial risk, the MCD must report
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proof that the physician or group has adequate stop-ioss coverage. indudng the amountand type of stop-loss coverage.

8.1.7.10 Encounter Data Submissions

MOOs must submit complete and accurate encounter data for all Covered Services,Value-added Services, and MDCP STAR Kids services at least monthly to a datawarehouse maintained by the Texas Medicaid claims administrator for reportingpurposes. The data file must include all encounter data and encounter data adjustmentsprocessed by the MOO no later than the 30th calendar day after the last day of themonth in which the claim was adjudicated. Encounter data must follow the format anddata elements as described in the Health Insurance Portability and Accounting Act-Compliant 837 Companion Guides and Encounter Submission Guidelines. HHSCspecifies the method of transmission, the submission schedule, and any otherrequirements in the Uniform Managed Care Manual, Chapter 50, ConsolidatedDeliverables Matrix. Original records must be made available for inspection by HHSC forvalidation purposes. Encounter data that does not meet quality standards must becorrected and returned within a time period specified by HHSC.

HHSC contracts with an EQRO or Quality Vendor to certify the accuracy andcompleteness of MCO encounter data. The data certification reports support rate settingactivities and provide information relating to the quality, completeness, and accuracy ofthe MCO encounter data. Certification reports include a quality assessment analysis toassure data quality is within agreed to standards for accuracy a summary of amountspaid by service type and month of service: and a comparison of paid amounts reportedin the encounter data to financial statistical reports provided by the MCCs.

8.1.7.11 Pay-for-Quality Program

To comply with legislative direction, HHSC implemented the Pay-for-Quality (P40)Program. The MOO must participate in this program. P40 uses an incrementalimprovement approach that provides financial incentives and disincentives to MCOsbased on their year-to-year progress toward pre-specified quality goals. The quality ofcare measures used in this initiative are a combination of process and outcomemeasures that include select potentially preventable events as well as other measuresspecific to the STAR Kids population. The specification for the measures, includingattainment goals, will be included in the Uniform Managed Care Manual.

The P4Q Program includes an at-risk pool that is currently based on the MCO capitationrate. ln the Pay-for-Quality Program, points are assigned to each MCO based on itsincremental performance on each quality measure, with positive points assigned foryear-to-year improvements over the minimum baseline and negative points assigned formost year-to-year declines. The P40 Program model sets minimum baselineperformance levels for the measures so that low-performing MCOs would not berewarded for substandard performance. Rewards and penalties are based on rates ofimprovement or decline over the baseline. All funds recouped from MCOs through theassignment of negative points are redistributed to MCOs through the rewarding of
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positwe points. Each MCO pays in proportion to its total negative points and receives

funds in proportion to its total posibve points. No funds are returned to the State.

HHSC will use each STAR Kids MCO’s performance relative to specified measures

during the first year to create the baselines against which each MCO’s year two and

subsequent years performances will be measured.

8.1.7.12 Collaboration with the External Quality Review Organization (EQRO)

The MCO will collaborate with HHSC’s External Quality Review Organization (EQRO) to

develop studies, surveys, or other analytical approaches that will be carried out by the

EQRO. The purpose of the studies, surveys, or other analytical approaches is to assess

the quality of care and service provided to Members and to identify opportunities for

MOO improvement. To facilitate this process, the MOO will supply claims data to the

EQRO in a format identified by HHSC in consultation with MCOs, and will supply

medical records for focused clinical reviews conducted by the EQRO. The MCO must

also work collaboratively with HHSO and the EQRO to annually measure selected

HEDIS measures that require chart reviews. During the first year of operations, HHSC

anticipates that the selected measures will include, at a minimum, well-child visits and

immunizations, appropriate use of asthma medications, measures related to Members

with diabetes, and control of high blood pressure.

8.1.7.12.1 Survey Reports

The EQRO conducts Member surveys using validated and nationally accepted

instruments, including Consumer Assessment of Healthcare Providers and Systems

(CAHPS) surveys, Experience of Care & Health Outcomes (ECHO) surveys, and the

RAND Health surveys. This process helps to ensure that Members’ perspectives about

their experiences with care are captured and communicated to stakeholders and the

MOOs.

8.1.8 Other Quality Initiatives

MOOs must participate in all quality initiatives developed by HHSC and must provide

HHSC. the EQRO, or the Quality Vendor with all information requested for quality

purposes. This includes participating in all surveys conducted by HHSC, the EQRO. or

the Quality Vendor. MCOs must also collaborate ‘with the EQRO or the Quality Vendor to

ensure medical records are available for focused clinical reviews.

8.1.9 Utilization Management

The MCO must have a written utilization management (UM) program description, which

includes, at a minimum:

1. Procedures to evaluate the need for Medically Necessary Covered Services;

2. The clinical review criteria used, the information sources, the process used to

review and approve the provision of Covered Services;
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3. The method for oeriodcaHy reviewIng and amending the UM ciinlcai review
orfteria: and

4. The staff position functionavy responsible for the day-to-day management of
the LJM function.

The MOO must make best efforts to obtain all necessary information, including pertinent
clinical information, and consult with the treating physician as appropriate in making UN’l
determinations. When making UM determinations, the MOO must comply with the
requirements of 42 O.F.R. § 456.111 (Hospitals) and 42 O.F.R. § 456.211 (Mental
Hospitals), as applicable.

The MOO must issue coverage determinations, including adverse determinations.
according to the following timelines:

1, Within three Business Days after receipt of the request for authorization of
services;

2. Within one Business Day for concurrent hospitalization decisions: and
3. Within 1 hour for post-stabilization or life-threatening conditions, except that for

Emergency Medical Conditions and Emergency Behavioral Health Conditions,
the MCO must not require prior authorization.

The MOO’s UM Program must include written policies and procedures to ensure:

1. Consistent application of review criteria that are compatible with Members’ needs
and situations:

2. Determinations to deny or limit services are made by physicians under the
direction of the Medical Director;

3. The prior authorization process does not result in undue delays in services;
4. At the MOO’S discretion, pharmacy prior authorization determinations may be

made by pharmacists. subject to the limitations described in Attachment A.
Section 4.04, “Medical Director;”

5, Appropriate personnel are available to respond to utilization review inquiries 8:00
a.m. to 5:00 p.m., Monday through Friday, with a telephone system capable of
accepting utilization review inquiries after normal business hours. The MOO must
respond to calls within one business day:

6. Confidentiality of clinical information; and
7. Compensation to individuals or entities conducting Utilization Review activities is

not structured to provide incentives for the individual or entity to deny, limit, or
discontinue medically necessary services as required by 42 C.F.R. § 438.2 10(e),
and quality is not adversely impacted by financial and reimbursement-related
processes and decisions.

For an MOO with preauthorization or concurrent review programs, qualified medical
professionals must supervise preauthorization and concurrent review decisions.

The MOO UM Program must include policies and procedures to:

1. Routinely assess the effectiveness and the efficiency of the UM Program.
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2 Evaluate the appropriate u-se of medical technologies nctuding medicai

procedures. drugs and devices:
3. Target areas of suspected inappropriate service utihzation;
4. Detect over- and under-utilization;
5. Routinely generate Provider profiles regarding utilization patterns and

compliance with utilization review criteria and policies;
6. Compare Member and Provider utilization with norms for comparable individuals:
7. Routinely monitor inpatient admissions, emergency room use. ancillary. and out-

of-area services;
8. Ensure that when Members are receiving Behavioral Health Services from the

local mental health authority that the MCO is using the same UM guidelines as
those prescribed for use by Local Mental Health Authorities by MHMR which are
published at: ffljHn,dshs,state.tx,us/!jihororan2s/RDfyflN1Process.shtfl2;
and

9. Refer suspected cases of Provider or Member Fraud, Abuse, or Waste to the
Office of Inspector General (OIG) as required by Section 8.1.21.

8.1.9.1 Compliance with State and Federal Prior Authorization Requirements

The MCO must adopt prior authorization (PA) requirements that comply with state and
federal laws governing authorization of health care services and prescription drug
benefits, including 42 U.S.C. § 1 396r-8 and Texas Government Code § 531.073 and
533.005(a)(23), In addition, the MOO must comply with Texas Human Resources Code

§ 32.073 and Texas Insurance code § 1217.004 and 1369.256, which require MCOs to
use national standards for electronic prior authorization of prescription drug and health

care benefits no later than two years after adoption. and accept PA requests submitted
using in the Texas Department of Insurance’s (TDI’s) standard form, once adopted.

8.1.10 Early Childhood Intervention (ECI)

The MOO must ensure Network Providers are educated regarding the federal laws on
child find and referral procedures (e.g., 20 U.S.C. § 1435(a)(5); 34 C.F.R, § 303.303).
The MOO must require Network Providers to identity and provide referral information to
the LAR of any M.eruiber under the age of three suspected of having a developmental
delay or otherwise meeting eligibility criteria for ECI services in accordance with 40 Tex.
Admin. Code Chapter 108 within seven calendar days from the day the Provider
identifies the Member. The MCO must use written educational materials developed or
approved by the Department of Assistive and Rehabilitative Services—Division for Early
Childhood Intervention Services for these child find activities. The local ECI program will
determine eligibility for ECI services using the criteria contained in 40 Tex. Admin. Code
Chapter 108.

Eel Providers must submit claims for all physical. occupational, speech. and language
therapy to the MOO.

ECI Targeted Case Management services and Early Childhood Intervention Specialized
Skills Training are Non-capitated Services, as described in RFP Section 8.1.24.8.
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The MOO must contract with qualified rc Providers to provide PC!. Covered Services o
Members under the age of three who are eligible for PCI services. The MOO must permit
Members to self-refer to local PCI Service Providers without requiring a referral from the
Members POP. The MOO’s policies and procedures, including its Provider Manual, must
include written policies and procedures for allowing a self-referral to PCI providers.

The MOO must pay claims for PCI Covered Services in the amount, duration, scope.
and service setting established by the Individual Family Service Plan (IFSP). The MOO
must include key information from the IFSP in the development of the MOO’s ISP. The
IFSP is a contract between the PCI contractor and Member’s LAR. The Members LAR
signs the IFSP to consent to receive the services in amount, duration, scope, and
service setting established by the IFSP. The IFSP team includes the Member’s LAR: the
P01 service coordinator; P01 professionals directly involved in the eligibility
determination and child assessment; EOI professionals who will be providing direct
services to the child; and other family members, advocates, or other persons as
requested by the Member’s LAR. If the Member’s LAR provides written consent, an
appropriate MOO designee, the Member’s Service Coordinator, or the Member’s POP
may be included in IFSP meetings. Additionally, if the Member’s LAR provides written
consent, the PCI program may share a copy of IFSP sections relevant only to the
Member with the MOO and POP, The IFSP may be included in the Member’s medical
record,

The MOO must authorize and cover necessary medical diagnostic procedures required
by PCI so that P01 can meet the 45-day timeline established in 34 O.F.R. § 303.342(a).
The MOO must require compliance with these requirements through Provider contract
provisions. The MOO must promptly provide relevant medical records available as
needed.

The interdisciplinary team, including a licensed professional of the healing arts practicing
within the scope of their license, determines Medical Necessity for P01 Covered
Services established by the IFSP. The MOO must allow an Out-of-Network provider to
provide services if a Network Provider is not available to provide the services in the
amount, duration, scope, and service setting as required by the IFSP. The IFSP will
serve as authorization for services, and the MOO cannot create unnecessary barriers for
the Member to obtain IFSP services, including requiring prior authorization for the PCI
assessment or additional authorization for services, or establishing insufficient
authorization periods for prior authorized services.

8.1.11 Special Supplemental Nutrition Program for Women, Infants, and Children
(WIC) - Specific Requirements

The MOO must, by contract, require its Providers to coordinate with the Special
Supplemental Nutrition Program for Women, Infants, and Children (WlO) to provide
medical information necessary for WIO eligibility determinations, such as height, weight,
hematocrit, or hemoglobin. The MOO must make referrals to WlO for Members
potentially eligible for WIO. The MOO may use the nutrition education provided by WIO
to satisfy certain health education requirements of the Contract.
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8.1:12 Coordination with the Department of Family at. d Protective Services

The MOO must cooperate and coordinate with the Department of FamIy and Protective

Services (DFPS) for the care of a child who is transitioning into or out of the
conservatorship of DFPS. The MOO may not deny! reduce, or controvert the Medical
Necessity of any Oovered Service included in the court order, including Behavioral
Health Services, while the court order is in effect. The MOO may participate in the
preparation of the medical and behavioral care plan prior to DFPS submitting the
healthcare plan to the Oourt

The MOO must include information in its Provider Manuals and training materials
regarding:

1. Providing medical records to DFPS;
2. Scheduling medical and Behavioral Health Services appointments within 14 days

unless requested earlier by DFPS: and
3. Recognition of abuse and neglect, and appropriate referral to DFPS.

The MOO must continue to provide all Oovered Services to a Member receiving services

from, cr in the conservatorship of, DEPS until the Member has been; (1) disenrolled from

the MOO due to loss of Medicaid managed care eligibility; or (2) enrolled in HHSC’s
managed care program for children in foster care, STAR Health.

8.1.13 Services for Members with Special Health Care Needs

All STAR Kids Members are considered to be Members with Special Health Oare Needs
(MSHON) Due to tremendous variation in the service needs of MSHON. STAR Kids
MOOs must determine service and support needs on an individual basis.

8.1.13.1 Identification

STAR Kids Screening and Assessment Process described in RFP Section 8.1.39, as
well as other methods determined appropriate by the MOO, to identify Members who
require special services described in this section and ongoing special conditions
requiring a course of treatment or regular monitoring. The MOOs assessment methods

must use appropriate health care professionals.

The MOO must develop and maintain a system and procedures for identifying:
1. Members who are medically complex;
2. Ohildren with Severe Emotional Disturbance (SED);
3. Members with disabilities or chronic or complex physical, behavioral health.

and chemical dependency conditions, including high-cost catastrophic
cases:

4. Members with high-risk pregnancies; and
5. Members with significant challenges in their natural support systems.

The MOO will determine whether the Member requires additional Service Ooordination
and special services, The MOO must provide information to the HHSO Administrative
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Services Contractor that identifies aN Members wth Complex Conditions. The
information must be provided to HHSC as specified in the Joint Interface Plan found
the Uniform Managed Care Manual. and updated with newly identified Members with
Complex Conditions by the 10th day of each month.

In order to prevent duplication of activities if a Member changes MCOs. the former MCD
must provide the receiving MCO with information concerning the results of the MCO’s
identification and assessment of that Membe?s needs. To ensure Continuity of Care. if a
Member is transitioning from another MCO, the MCD must contact the Member’s prior
MCO and request information regarding the Member’s needs, current Medical Necessity
determinations, authorized care, and treatment plans. The MCO must continue to
provide services included in the prior treatment plan until the authorized treatment plan
is completed, or until the MCO is able to complete their own STAR Kids Screening and
Assessment Process and issue a new treatment plan. The MCD must allow the Member
to continue to receive services with his or her existing provider and allow an Out-of-
Network authorization to ensure the Member’s condition remains stable and services are
consistent to meet the Member’s needs, The Out-of-Network authorization will continue
until the authorized treatment plan is completed or the MCO can provide comparable
services to transition the Member to a Provider who will be able to meet the Member’s
complex needs.

8.1.14 Disease Management(DM)

The MCO must provide, or arrange to have provided to Members, comprehensive
disease management services consistent with state statutes and regulations. DM
services must be part of a person-based approach to DM and holistically address the
needs of persons with multiple chronic conditions. The MCD must have a DM Program
that addresses asthma and diabetes and must develop and implement DM services that
relate to chronic conditions that are prevalent among Members. HHSC will not identify
individual Members with chronic conditions. The MCD must implement policies and
procedures to ensure that Members that require DM services are identified and enrolled
in a program that provides DM services.

The MCD must develop and maintain screening and evaluation procedures for the early
detection, prevention, treatment, or referral of participants at risk for or diagnosed with
asthma. diabetes, and other chronic conditions identified by the MCD. The MCD must
ensure that all Members identified for DM are enrolled into a DM Program with the
opportunity to opt out of these services within 30 days while still maintaining access to all
other Covered Services.

For all new Members not previously enrolled in the MCO and who require DM services.
the MCD must evaluate and ensure continuity of care with any previous DM services in
accordance with the requirements in the Uniform Managed Care Manual.

The MCO’s DM Program must include:

1. Patient Self-management Education;
2. Provider/Practice Delivery System Design;
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3 Provider education.
4. Evidence-based models and minimum standards of caret
5. Standardized protocols and participation criteria;
6. Physician-directed or physician-supervised care;
7. Implementation of interventions that address the continuum of care;
8. Mechanisms to modify or change interventions that are not proven effective; and
9. Mechanisms to monitor the impact of the DM Program overtime, including both

the clinical and the financial impact; and
10. Technological support

The MOO must maintain a system to track and monitor all DM participants for clinical.
utilization, and cost measures.

HHSC encourages MOOs to develop provider incentive programs for Designated
Providers who meet the requirements for patient-centered medical homes found in
Texas Government Code § 533.0029.

The MOO must provide designated staff to implement and maintain the DM Program and
to assist participating Members in accessing DM services. The MOO must educate
Members and Providers about the MOO’s DM Program and activities. Additional
requirements related to the MOO’s Disease Management Program and activities are
found in the HHSC Uniform Managed Care Manual.

8.1.14.1 Special Populations

The MOO must have a specialized program for targeting, outreach. education, and
intervention for Members who have excessive utilization patterns that indicate typical DM
approaches are not effective. For the purposes of this Contract, this group of Members is
called super-utilizers,” The MOO must have the following infrastructure in place to
address super-utilizers’ needs, using, at a minimum, the following criteria.

1. Methodology for identification of super-utilizers on an ongoing basis, based on
cost, utilization of the ER, utilization of inpatient or pharmacy services, physical
and behavioral health comorbidities, or other specified basis.

2. Resources dedicated to ongoing targeting and identification of super-utilizers
such as staff. specialized analytical tools, etc.

3. Staff resources for effective outreach and education of Providers and super-
utilizers.

4. Specialized intervention strategies for super-utilizers. The interventions must
include an option for in-person interactions with the Member that occur outside of
a standard clinical setting. This in-person intervention may be performed by
medical care providers or other non-medical providers that are employed by the
MOO or are sub-contracted with the MOO.

5. Evaluation process to determine effectiveness of super-utilizer program. As part
of the annual evaluation of effectiveness, the MOO should include a description
or example of an intervention it found effective. It can be a member case study
with a description of the interventions and improvements or a specific project with
demonstrated effectiveness,

8-54



STAR Kids RFP
Section 8— Operations Phase Requirements
RFP No, 529-13-0071

The MOO must provide HHSC with its plan for management of super-utilzers ‘ncuding
the criteha listed above using UMCM Chapter 9.4, Plan for Special Populations
Program.” HHSC will evaluate the plan and provide feedback to the MOO. Upon HHSO’s
approval of the plan, each MOO will be retrospectively evaluated on their execution of
the written plan. as described in RFP Section 8.1.14.3. An MOO may reuse the same
plan from year to year as long as submission reflects the current state of their special
population program and is updated as necessary on evaluation methodologies and key
findings. HHSC may request updates to the plan during the state fiscal year as part of
ongoing quality improvement efforts.

8.1.14.2 DM Services and Participating Providers

At a minimum, the MOO must:

1 Implement a system for Providers to request specific DM interventions;
2. Give Providers information, including differences between recommended

prevention and treatment and actual care received by Members enrolled in a DM
Program, and information concerning Members! adherence to a service plan; and

3 For Members enrolled in a DM Program.., provide reports on changes in a
Members health status to their PCP.

HHSO encourages MOOs to develop provider incentive programs for Designated
Providers who meet the requirements for patient-centered medical homes found in
Texas Government Code § 533.0029.

8.1.14.3 MCO DM Evaluation

HHSO or its EQRO will evaluate the MOO’S DM Program.

HHSO or its EORO will also evaluate DM as it relates to specialized populations
identified in RFP Section 8.1.14.1. These evaluations will bean a retrospective basis.
and will include an analysis of MOO Encounter Data and other relevant data (e.g.
reports). Evaluations could also include interviews with MCO staff that oversee the
STAR Kids Program and identified Providers. Based on HHSC’s retrospective
evaluation, the MOO may be required to submit a Corrective Action Plan if directed by
HHSO.

It is HHSO’s intent to hold quarterly collaborative calls or webinars with MOO Medical
Directors to discuss plan implementation, barriers, successful strategies, etc.

8.1.15 Comprehensive Care Program Community-Based Services

The MOO must provide all benefits and services authorized through the Comprehensive
Care Program (COP), including Personal Care Services (P05) and Private Duty Nursing
(PDN). P05 must be made available to Members who require assistance with activities
of daily living (ADLs). instrumental activities of daily living (IADLs), or health
maintenance activities (HMAs) because of a physical, cognitive, or behavioral limitation
that is related to the Member’s disability or chronic health condition. POS must be
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authorized if determined appropriate through the STAR Kids Screemng and Assessment

instrument and upon receipt of a Practitioner Statement of Need iPSON)

PDN services include nursing and caregiver training and education. PDN must be
available to all Members determined eligible through the STAR Kids Screening and
Assessment Instrument and who obtain the documentation required as described in 1

Tex. Admin. Code § 363.307.

The MOO must ensure STAR Kids Members who receive POS. PDN. or both, have
access to appropriate Providers. For example, if the Member is receiving PCS for

Behavioral Health reasons, the PCS Provider should have the experience with or
training on working with children and youth with Behavioral Health challenges.

8.1.16 Behavioral Health (BH) Services and Network

Appropriate access to Behavioral Health Services is a critical component of effective
healthcare for STAR Kids Members. The MOO must contract with Behavioral Health

Providers specializing in treatment of issues that are common to children and young
adults in the STAR Kids population. These special populations include children and
adolescents with dual or multiple diagnoses. persons with physical disabilities and IDD,
and cultural or linguistic minorities. The MOO must identify and attempt to improve
inpatient and outpatient treatment options for Members with both IDO and Behavioral
Health concerns. Behavioral Health service Providers with experience serving these
Members must be trained and willing to provide Behavioral and Mental Health Services

that go beyond behavior management in order to identify, address and treat underlying
mental health illnesses including depression, bi-polar disorder and post-traumatic stress
disorder. All Behavioral Health services must be provided to promote the Recovery of
Members experiencing mental illness and enhance the development of resiliency for
Members impacted by mental illness, substance abuse issues, or substance abuse
issues.

The MOO must include Significant Traditional Providers (STPs) of these benefits in its
Network. The MCO must enter into Network Provider agreements with any willing STP of
these benefits that meets the Medicaid enrollment requirements and MOO credentialing

requirements, and agrees to the MOO’s contract terms and rates.

The MOO must maintain a provider education process to inform Behavioral Health
Providers in the MOO’s Network about how to refer Members for treatment.

Provider Network capacity and distribution must permit Members to have ready access
to services as specified in RFP Section 8.1.3.2.

The Network must include psychiatrists and child and adolescent psychiatrists; Masters
and Doctorate-level trained practitioners practicing independently or at community
mental health centers, other clinics or at outpatient Hospital departments; licensed social
workers (LOSWs); licensed marriage and family therapists (LMFTs): licensed
professional counselors; Board Oertified Behavior Analysts; peer support specialists;
Qualified Mental Health Professionals (QMHPs) working under the authority of a Local
Mental Health Authority and as defined in 25 Tex. Admin. Oode Ohapter 412; licensed
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soclescent cnemcai dependency treatment facilities: ana licensed chemical aependency
counseiors (LODOs) with experience treating adults and adolescents. The Network must.
include Providers who are trained in and knowledgeable about:

1 Screening and treating co-occurring mental health and substance abuse
disorders;

2. The diagnosis and treatment of IDD:
3. Treating young children;
4. Treating children dually diagnosed with 1DD and mental health issues:
5. Treating children with autism;
6. Treating Members with a disability caused by an accident or illness;
7. Treating Members with traumatic brain injuries;
8. Medication training and support;
9. Working with the LAR and families of children and young adults with behavioral

health conditions;
10. Treating children and young adults with life threatening illnesses; and
11 Screening and treating children with fetal alcohol syndrome or related disorders.

The MOO must use available televideo technology, ie., Telemedicine, to increase
access to specialty Behavioral Health assessment and treatment Providers.

To best address the special needs of the STAR Kids population and provide effective
treatment, Network Providers must be culturally competent and sensitive to Member
issues. The MOO must ensure equal access to services by all racial and ethnic
populations, and improve service delivery to underserved populations. The Network
must also include clinicians and early intervention specialists who use evidence-based
treatments for disorders common to the STAR Kids population.

For MOOs providing Behavioral Health Services in the Dallas Service Area. any
Members using NorthSTAR before the Operational Start Date may elect to receive
Behavioral Health Services either through NorthSTAR or through STAR Kids. Members
in the Dallas Service Area who are new to STAR Kids after the Operational Start Date
will use the MCO’s Behavioral Health Services. If a STAR Kids Member transitions from
NorthSTAR to STAR Kids for Behavioral Health Services, the Member cannot return to
NorthSTAR and must receive Behavioral Health Services through ti’.e STAR Kids MOO.

8.1.16.1 Member Education and Self-referral for Behavioral Health Services

The MOO must maintain a Member education process to help Members and Members
LARs know where and how to obtain Behavioral Health Services.

The MOO must permit Members to self-refer or their LAR to refer the Member to any
Network Behavioral Health Services Provider without a referral from the Member’s PCP.
The MOO’s policies and procedures, including its Provider Manual, must include written
policies and procedures for allowing such self-referral to BH services.

The MOO must permit Members to participate in the selection of the appropriate
behavioral health individual practitioner(s) who will serve them and must provide the
Member with information on accessible Network Providers vAth relevant experience.
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81.162 Behavioral Health Services Hotline

This Section includes Hotline functions pertaining to Members. Requirements for
Provider Hotlines are found in REP Section 8.1.5.6. The MCO must have an emergency
and crisis Behavioral Health Services Hotline staffed by trained personnel 24 hours a
day,7 days a week, toll-free throughout the Service Area. Crisis hotline staff must include
or have access to qualified Behavioral Health Services professionals to assess
behavioral health emergencies. Emergency and crisis Behavioral Health Services may
be arranged through Mobile Crisis Teams. It is not acceptable for an emergency intake
line to be answered by an answering machine.

The MOO must operate a toll4ree hotline as described in RFP Section 8.1.5.6 to handle
Behavioral Health-related calls. The MCO may operate one hotline that handles
emergency and crisis calls, as well as routine Member calls. The MOO cannot impose
maximum call duration limits and must allow calls to be of sufficient length to ensure
adequate information is provided to the Member. Hotline services must meet Cultural
Competency requirements and provide linguistic access to all Members. including the
interpretive services required for effective communication.

The Behavioral Health Services Hotline may serve multiple MOO Programs or Service
Areas if the Hotline staff is knowledgeable about all of the MOO Programs or Service
Areas, including the Behavioral Health Provider Network in each Service Area. The
MOO must ensure that the toll-free Behavioral Health Services Hotline meets the
following minimum performance requirements for all Service Areas:

1 99 percent ci calls are answered by the fourth ring or an automated call pick-up
system:

2. No incoming calls receive a busy signal;
3. At least 80 percent of calls must be answered by toll-free line staff within 30

seconds measured from the time the call is placed in queue after selecting an
option;

4. The call abandonment rate is 7 percent or less; and
5. The average hold time is 2 minutes or less.

The MOO must conduct on-going quality assurance to ensure these standards are met.

The M,CO must monitor the MOO’s performance against the Behavioral Health Services
Hotline standards and submit performance reports summarizing call center performance
as indicated in RFP Section 8.1.22.2 and the Uniform Managed Care Manual.

If HHSC determines that it is necessary to conduct onsite monitoring of the MOO’s
Behavioral Health Services Hotline functions, the MOO is responsible for all reasonable
costs incurred by HHSC or its authorized agent(s) relating to monitoring. For purposes of
this section, “reasonable travel costs” include airfare, lodging, meals, car rental and fuel,
taxi, mileage, parking and other incidental travel expenses incurred by HHSO or its
authorized agent in connection with the onsite monitoring.
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8.1.16.3 Coordination between the BH Provider and the PCP

The MOO must ensure that the behavioral and physical health information is shared
efficiently and effectively between the POP and Behavioral Health Service Providers, If
the MOO uses a Behavioral Health Organization (BHO) as a Material Subcontractor, the
MCO must ensure that MOO and BHO have shared, integrated data systems to facilitate
Service Ooordination and the timely sharing of Member information with POPs and
behavioral health specialists.

The MOO must require. through Provider contract provisions, that POPs have screening
and evaluation procedures for the detection and treatment of, or appropriate referral for.
any known or suspected behavioral health problems and disorders. The MOO must
provide training to Network POPs on how to screen for and identify behavioral health
disorders, the MOOs referral process for Behavioral Health Services and clinical
coordination requirements for such services. The MOO must include training on
coordination and quality of care such as behavioral health screening techniques for
POPs and new models of behavioral health interventions.

The MOO must develop and disseminate policies regarding clinical coordination and the
sharing of Member information between Behavioral Health Service Providers and POPs,
as clinically indicated. The MOO must require that Behavioral Health Service Providers
refer Members with known or suspected and untreated physical health problems or
disorders to their POP for examination and treatment. The MOO must require that POPs
and Behavioral Health Service Providers engage in an appropriate level of
communication and consultation necessary to properly assess, evaluate, refer, or treat a
Member with both a physical health and behavioral health condition. The MOO must
develop a simple communication format for sharing information between Behavioral
Health Service Providers and POPs and other subspecialty Providers. The MOO must
consult with POPs, child psychiatrists, and other relevant Behavioral Health Service
Providers when developing the communication format, then require the POP team to use
the format when sharing information among team members. The MOO must educate all
Members of the POP Team members on the role of the Service 000rdinator in the
coordination and sharing of health information and status. Behavioral Health Service
Providers may only provide physical Healthcare Services if they are licensed in Texas to
do so.

The MOO must require that Behavioral Health Service Providers and POPs send each
other initial and updated summary reports of a Members’ physical and behavioral health
status, as agreed to by the POP Team members.

POPs must screen Members for any behavioral health condition, and may treat
Members within the appropriate scope of their practice and refer Members for treatment
through the Provider Network.

The MOO must use evidence-based integrated health care practices. These practices
include, for example, the use of an appropriate outcome measurement instrument to
monitor effectiveness of medication and psychotherapy, and access to psychiatric
consultation for the POP and Service Manager. The MOO must contractually require all
Providers to comply with the Psychotropic Medication Utilization Parameters for Foster

8-59



STAR Kds RFP
Section 5 0peratcns Pnase ReQuirer’ents
RFPNo529-13-DC71

Children found at
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The MOO must seek to recruit POPS and Behavioral Health Service Providers who are
located in the same office or clinic to facilitate access to treatment and services. The
MOO will include in its trainings, provider materials and handbooks guidelines, policies
and procedures related to physical and behavioral health coordination of treatment and
services. The MOO must seek to recruit providers who practice using the Medical Home
Model and Integrated Primary Care. The MOO must actively promote these models.
provide training in these models, and may differentially reimburse for these models as
they have been shown to be more fiscally efficient and clinically effective in the early
identification and treatment of behavioral health problems.

MOO training for POPs must include the use of valid screening and assessment
instruments and the use of the Texas Health Steps Forms. The MOO must train Network
POPs on identifying and referring all Members suspected of having a developmental
delay or developmental disability, SED, mental illness, or chemical dependency. The
MCO must ensure that POPs have valid screening and assessment instruments to
identify and refer children to Providers specializing in evaluations to determine whether a
child or young adult has a developmental disability, or is at risk for or has a serious
emotional disturbance or mental illness. The MOO must require qualified Providers to
conduct appropriate evaluations and psychometric testing for Members who may need
access to IDD services and supports and HOBS Waiver services.

The MOO will provide information on evidence-based interventions for behavioral health
problems commonly seen in primary care (e.g.. depression and anxiety disorders). The
MOO will encourage POPs to contact MOO Service Coordinators to discuss the
Members needs, referral and treatment options, and request names of specialty
Behavioral Health Oare Providers to address the Members special needs. For rural
areas! the MOO must assist POPs and other Providers with access by facilitating
specialty consults through the use of telemedicine technology. Provider training must
include information on how to access televideo resources.

The MOO must require behavioral health providers to refer Members with known or
suspected and untreated physical health problems or disorders to their POP.

8.1.16.4 Follow-up after Hospitalization for Behavioral Health Services

The MOO must require, through Provider contract provisions! that all Members receiving
inpatient psychiatric services are scheduled for outpatient follow-up or continuing
treatment prior to discharge. The outpatient treatment must occur within seven days
from the date of discharge. Also, prior to discharge the MOO must review the Member’s
case history and Individual Service Plan (ISP) and attempt to communicate with the
Member or Member’s LAR and key Providers to determine if additional Community
Based Services and other supports might reduce subsequent need for re-admission. If
additional service and support needs are identified through this process, the MOO must
work with the Member and the Member’s LAR to establish the services.
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The MOO must ensure that Behavioral Health Service Providers contact Members who
have missed appointments within 24 hours to reschedule appointments. The MOO must
adopt additional policies to work with the Member and the Members LAR following an
inpatient BH admission for the purpose of preventing re-admission.

8.1.16.5 Chemical Dependency

The MOO must comply with 28 Tex. Admin. Code § 3.8001 at seq., regarding utilization
review for Chemical Dependency Treatment. Chemical Dependency Treatment must
conform to the standards set forth in 28 Tex. Admin. Code Chapter 3, Subchapter HH.

8.1.16.6 Court-Ordered Services

The MCO must provide inpatient or outpatient psychiatric services to Members under the
age of 21 who have been ordered to receive the services by a court of competent
jurisdiction under the provisions of Texas Health and Safety Code Chapters 573 and
574, relating to Court-Ordered Commitments to inpatient mental health facilities. The
MCO is not obligated to cover placements as a condition of probation, authorized by the
Texas Family Code. These placements are Non-capitated Services.

The MOO cannot deny, reduce or controvert the Medical Necessity of inpatient mental
health services provided pursuant to a Court-ordered Commitment for Members under
the age of 21. Any modification or termination of services must be presented to the court
with jurisdiction over the mailer for determination.

A Member who has been ordered to receive treatment under Texas Health and Safety
Code Chapter 573 or 574 can only Appeal the commitment through the court system.

8,1.16.7 Local Mental Health Authority (LMHA)

The MOO must coordinate with the Local Mental Health Authority (LMHA) and state
psychiatric facility regarding admission and discharge planning, treatment objectives and
projected length of stay for Members committed by a court of law to the state psychiatric
facility.

The MOO is required to comply with additional Behavioral Health Services requirements
relating to coordination with the LMHA and care for special populations. These
requirements are described in RFP Section 8.1,30.

8.1.16.8 Behavioral Health Emergencies

Through the STAR Kids Screening and Assessment Process, ISP, and Service
Coordination, the MCO must identify Members at the highest risk for Behavioral Health
Emergencies. The MOO must identify a Behavioral Health Crisis Prevention and Crisis
Intervention Plan for those identified at the highest risk. The MOO must seek
participation from the Member; the Members LAR; appropriate Behavioral Health
Providers; and identified community groups when developing the Behavioral Health
Crisis Prevention Plan.
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The MCD must aso deveiop a strategy for effective!y responding to Behavioral Heaith
Emergencies and preventing trem from reoccurrtng. MemDer Services and Senvice
Coordination staff must be informed of the strategy and trained if appropriate.

8.1.17 Pharmacy Services

The MOO must provide pharmacy-dispensed prescriptions as a Covered Service.

The MOO must submit pharmacy clinical guidelines and prior authorization policies and
procedures for review and approval during Readiness Review, then after the Operational
Start Date prior to any changes. In determining whether to approve these materials.
HHSO will review factors such as the clinical efficacy and Members needs.

The MOO must allow pharmacies to fill prescriptions for covered drugs ordered by any
licensed provider regardless of Network participation and must encourage Network
pharmacies to also become Medicaid-enrolled durable medical equipment (DME)
providers.

The MCD is responsible for negotiating reasonable pharmacy provider reimbursement
rates, including individual MOO maximum allowable cost (MAO) rates as described in
RFP Section 8.1.17.11, “Maximum Allowable Oost Requirements.” The MOO must
ensure that, as an aggregate, rates comply with 42 C.F.R. Part 50, Subpart E, regarding
upper payment limits.

8.1.17.1 Formulary and Preferred Drug List

The MOO must provde access to covered outpatient drugs and biological products
through formularies and a preferred drug list (PDL) developed by HHSC. HHSC will
maintain the Medicaid formulary and PDL. The MOO must administer the PDL in a way
that allows access to all non-preferred drugs that are on the tormularv through a
structured PA process.

The MOO must educate Network Providers about how to access HHSO’s formularies
and the Medicaid PDL on HHSO’s website. In addition. the MOO must allow Network
Providers access to the Medicaid formulary and PDL through a free, point-of-care web-
based application accessible on smart phones, tablets, or similar technology. The
application must also identify preferred/non-preferred drugs, Clinical Edits, and any
preferred drugs that can be substituted for non-preferred drugs. The MOO must update
this information at least weekly.

8.1.17.2 Prior Authorization for Prescription Drugs and 72-Hour Emergency
Supplies

The MOO must adopt PA policies and procedures that are consistent with RFP Section
8.1.9.1 “Oompliance with State and Federal Prior Authorization Requirements.’

The MOO must adhere to HHSO’s PDL for Medicaid. Preferred drugs must adjudicate as
payable without PA, unless they are subject to Olinical Edits. HHSO will identify Olinical
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Edits that the MCO must mplemenr on the Vendor Drug Program websfte and HHSC
approval is required for all other Clinical Edit pohcies and any revisions. HHSC wiU
respond to Clinical Edit approval requests within 30 calendar days. if a requested drug
subject to more than one edit (e.g.. the drug is both non-preferred and subject to a
Clinical Edit), the MCO must process all edits concurrently.

HHSC’s Medicaid PA, PDL. Clinical Edit, and other policies for the fee-for-service
Vendor Drug Program are available on HHSC’s Vendor Drug Program website at
http://www.txvendordrug.com/index.shtml. F-IHSC’s website also includes exception
criteria for each drug class included on HHSC’s Medicaid PDL. These exception criteria
describe the circumstances under which a non-preferred drug may be dispensed without
a PA. If HHSC modifies the policies described above on the Vendor Drug Program
website, HHSC will notify MCQs.

The MCO may require a prescriber’s office to request a PA as a condition of coverage or
pharmacy payment if the PA request is approved or denied within 24 hours of receipt. If
a prescription cannot be filled when presented to the pharmacist due to a PA
requirement and the prescriber’s office cannot be reached, then the MCO must instruct
the pharmacy to dispense a 72-hour emergency supply of the prescription when
requested by the Member or pharmacy. The pharmacy is not required to dispense a 72-
hour supply if the dispensing pharmacist determines that taking the prescribed
medication would jeopardize the Member’s health or safety. and he or she has made
good faith efforts to contact the prescriber. The pharmacy may fill consecutive 72-hour
supplies if the prescriber’s office remains unavailable. The MCO must reimburse the
pharmacy for dispensing the temporary supply of medication.

The MCO must provde access to a toll-free call center for prescribers to ca!l to request a
PA for non-preferred drugs or drug that are subject to Clinical Edits. If the prescriber’s
office calls the MCO’s PA call center, the MCO must provide a PA approval or denial
immediately. For all other PA requests, the MCO must notify the prescriber’s office of a
PA denial or approval no later than 24 hours after receipt. If the MCO cannot make a
timely PA determination, the MCO must allow the Member to receive a sufficient supply
(e.g., a 72-hour supply) of the medication pending resolution of the PA request.

The MCOs must have an automated process that may be used to assess a Medicaid
recipient’s medical and drug claim history to determine whether the recipient’s medical
condition satisfies the applicable criteria for dispensing a drug without an additional prior
authorization request. (See Texas Government Code § 531.073(h).) This process must
automatically evaluate whether a submitted pharmacy claim meets Prior Authorization
criteria for both PDL and Clinical Edits. (See UMCM. Chapter 2.2., Section V for the
definition of an Automated Prior Authorization Request.) The MCO’s PA system must
accept PA requests from prescribers that are sent electronically, by phone, fax, or mail.
The MCO may not charge pharmacies for PA transaction, software, or related costs for
processing PA requests.

If the MCO or its PBM operates a separate call center for PA requests, the PA call
center must meet the provider hotline performance standards set forth in RFP Section
8.1.4.5. “Provider Hotline.’ The MCO must train all PA, provider hotline, and pharmacy

8-63



STAR Ks RFP
Sectcn 8— Operatons Phase Recuirements
RFP No z-13-uC71

cali center staff on the requirements for d!spensing 72-hour emergency suppUes of
medication.

The MOO may not require a PA for any drug exempted from PA requirements by federal
law.

For drug products purchased by a pharmacy through the Health Resources Services
Administration (HRSA) 340B discount drug program, the MOO may only impose Clinical
Edit PA requirements. These drugs must be exempted from all PDL PA requirements.

A provider may appeal PA denials on a Member’s behalf, in accordance with RFP
Sections 8.1.29.

If a Member changes Medicaid or CHIP MOOs, the previous MCO must provide the new
MOO with information about the Member’s PA and medication history at no cost and
upon request. The MOO in consultation with HHSC will develop a standard process and
timeline for implementing a standard format for sharing member medication and PA
history. HHSO expects the former MOO to respond with the requested information within
72-hours of the new MOO’S request.

8.1.17.3 Coverage Exclusions

In accordance with 42 U.S.O. § 1396r-8, the MOO must exclude coverage for any drug
marketed by a drug company (or labeler) that does not participate in the federal drug
rebate program. The MOO is not permitted to provide coverage for any drug product,
brand name or generic, legend or non-legend. sold or distributed by a company that did
not sign an agreement with the federal government to provide Medicaid rebates for that
product.

8.1.17.4 DESI Drugs

The MOO must not provide coverage under any circumstances for drug products that
have been classified as less-than-effective by the Food and Drug Administration (FDA)
Drug Efficacy Study Implementation (DESI).

8.1.17.5 Pharmacy Rebate Program

Under the provisions of 42 U.S.C. § 1396r-8, drug companies that wish to have their
products covered through the Texas Medicaid Program must sign an agreement with the
federal government to provide the pharmacy claims information that is necessary to
return federal rebates to the state.

The MOO is not authorized to negotiate rebates with drug companies for preferred
pharmaceutical products. HHSO or its designee will negotiate rebate agreements. lithe
MOO or its PBM has an existing rebate agreement with a manufacturer, all Medicaid
outpatient drug claims, including provider-administered drugs, must be exempt from
such rebate agreements. The MOO must include National Drug Oodes (NDOs) on all
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encounters for outpatient drugs and biological products, including physician-
administered drugs.

The MOO must implement a process to timely support HHSC’s Medicaid rebate dispute
resolution processes.

a. The MOO must allow HHSC or its designee to contact Network pharmacy
Providers to verify information submitted on claims, and upon HHSO’s request.
assist with this process.

b. The MOO must establish a single point of contact where HHSO’s designee can
send information or request clarification.

HHSO will notify the MOO of claims submitted with incorrect information, The MOO must
correct this information on the next scheduled pharmacy encounter data transmission.

8.1.17.6 Drug Utilization Review Program

The MOO must have a process in place to conduct prospective and retrospective
utilization review of prescriptions that is consistent with Medicare Part D drug utilization
review standards (see 42 O.F.R. § 423.153). Prospective review must take place at the
dispensing pharmacys point-of-sale (POS). The prospective review at the P05 must
compare the prescribed medication against previous drug history for drug-to-drug
interactions, ingredient duplication, therapeutic duplication, age or gender
contraindications, drug-allergy contraindications. overutilization or underutilization,
incorrect dosage, and high dose situations. The MOOs retrospective review must
monitor prescriber and contracted pharmacies for outlier activities, Retrospective
reviews must also determine whether services were delivered as prescribed and
consistent with the MOO’s payment policies and procedures. The MOO must provide a
summary of the quarterly retrospective reviews, including outcomes, as described in
Uniform Managed Care Manual Ohapter 5.13.1, “MOO Drug Utilization Review (DUR)
Quarterly Report Template.”

Thc MOO’s Drug Utilization Review must specifically assess prescribing patterns for
psychotropic medications as defined by Texas Family Code § 266.001(7). If the MOO
identifies patterns outside of the MOO’s parameters for psychotropic medications, or if
HHSO notifies the MOO of outlier prescribing patterns, then the MOO must conduct a
peer-to-peer discussion on the appropriateness of the drug regimen with the prescriber.
For children, the MOO must model its parameters on DFPS’s “Psychotropic Medication
Utilization Parameters for Foster Children.” (See DFPS’s website for more information:
httpi/’wrv.dfps.state.tx.us/Child Protection/Medical Services/cuide-psychotropicasp).
For adults, the MOO must base its parameters for psychotropic medications on peer-
reviewed, industry standard such as the DSHS Psychotropic Drug Formulary at
http:Hwww.dshs.statetxus/mhoroqrems!Formuiary.shtm, The DSHS Psychotropic Drug
Formulary provides tables summarizing the recommended dosage ranges for
psychotropic drugs for children, adolescents, and adults. These dosage ranges are
guidelines, and are not intended to replace other references or the clinician’s clinical
judgment.
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8.1.17.7 Pharmacy Benefit Manager (PBM)

The MOO must use a PBM to process prescription claims.

The MOO must identify the proposed PBM and the ownership of the proposed PBM. f
the PBM is owned wholly or in part by a retail pharmacy provider, chain drug store or
pharmaceutical manufacturer, the MOO will submit a written description of the
assurances and procedures that must be put in place under the proposed PBM
Subcontract, such as an independent audit, to ensure no conflicts of interest exist and
ensure the confidentiality of proprietary information. The MOO must provide a plan
documenting how it will monitor these Subcontractors. These assurances and
procedures must be submitted for HHSC’s review during Readiness Review (see
Section 3, “Transition Phase Requirements”) then prior to initiating any PBM Subcontract
after the Operational Start Date.

The MCO must ensure its subcontracted PBM follows all pharmacy-related Contract,
Uniform Managed Care Manual, state, and federal law requirements related to the
provision of pharmacy services.

Further, the MOOs reimbursement methodology for the PBM must be based on the
actual amount paid by the PBM to a pharmacy for dispensing and ingredient costs.
However, this prohibition on the industry practice known as “spread pricing” is not

intended to prohibit the MOO from paying the PBM reasonable administrative and
transactional costs for services, as described in Uniform Managed Oare Manual Chapter
6.1, “Cost Principles for Expenses.

8.1.17.8 Financial Disclosures for Pharmacy Services

The MOO must disclose all financial terms and arrangements for remuneration of any
kind that apply between the MOO and any prescription drug manufacturer or labeler,
including formulary management, drug-switch programs, educational support, claims
processing, pharmacy network fees, data sales fees, and any other fees. Attachment A,
‘STAR Kids Contract Terms,” Article 9, provides HHSC with the right to audit this
information at anytime. HHSO agrees to maintain the confidentiality of information
disclosed by the MOO pursuant to this section, to the extent that the information is
confidential under state or federal law.

8.1.17.9 Limitations Regarding Registered Sex Offenders

HHSC’s Medicaid formulary does not include sexual performance enhancing
medications. If these medications are added to the Medicaid formulary after the Effective
Date of this Contract, then the MOO must comply with the requirements of Texas
Government Code § 531.089 prohibiting the provision of sexual performance enhancing
medication to persons required to register as sex offenders under Texas Code of
Criminal Procedure Chapter 62.
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8.1.1710 Specialty Drugs

The MOO must develop policies and procedures for reclassifying prescription drugs from
retail to specialty drugs for purposes of entering into selective contracting arrangements
for specialty drugs. The MCO’s policies and procedures must comply with 1 Tex. .Admin,
Oode § 353.905 and 3541853 and include processes for notifying Network Pharmacy
Providers.

8.1.17.11 Maximum Allowable Cost Requirements

The MOO must develop maximum allowable cost (MAO) prices and lists that comply with
state and federal laws, including Texas Government Oode § 533.005(a)(23)(K). To place
an outpatient drug on a MAO list, the MOO must ensure that:

1. the drug is listed as A° or B” rated in the most recent version of the United
States Food and Drug Administration’s Approved Drug Products with Therapeutic
Equivalence Evaluations, also known as the Orange Book, has an “NR” or NA”
rating or similar rating by a nationally recognized reference; and

2. the drug is generally available for purchase by pharmacies in Texas from
national or regional wholesalers and is not obsolete,

The MOO cannot set a MAC on a drug that is both preferred on HHSO’s PDL and a
brand name drug.

The MOO must provide a Network pharmacy the sources used to determine the MAO
pricing at contract execution, renewal, and upon request. When determining MAO prices.
the MOO may only compare drugs listed as therapeutically equivalent in the most recent
version of the Orange Book to formulate the MAO price.

The MOO must review and update MAO prices at least once every seven days to reflect
any modifications of MAO pricing, and establish a process for eliminating products from
the MAO list or modifying MAO prices in a timely manner to remain consistent with
pricing changes and product avaHabibty in the Service Area,

The MOO must have a process for allowing Network pharmacies to challenge a MAO
price. The MOO must submit the process for HHSC’s review and approval prior to
implementation and modification. The MOO must respond to a challenge by the 15th day
after it is made. If the challenge is successful, the MOO must adjust the drug price.
effective on the date the challenge is resolved, and apply the new price to all similarly
situated Network pharmacies, as appropriate and determined by the MOO. If the
challenge is denied, the MOO must provide the pharmacy the reasons for the denial.
The MOO must provide a quarterly report regarding MAC price challenges in the manner
and format specified in the Uniform Managed Care Manual.

The MOOs or PBMs. as applicable! must provide a process for each of its network
pharmacy providers to readily access the MAO list specific to that provider. At a
minimum. MOOs and PBMs must allow a network pharmacy to download a searchable
file of the MAO list specific to that pharmacy from the MOO or PBM website.
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Alternatively. MOOs or PBMs may aflow a netork pharmacy to yew and search the
MAC list specific to that pharmacy on the website. The ist provided on the website must
be searchable by drug name_The MCO must submit the process For HHSC’s review
and approval prior to implementation and modification. As described n Texas
Government Code § 533.005(a-2), a MAC price list that is specific to a Network
pharmacy is confidential for all other purposes.

The MOO must inform HHSC no later than 21 days after implementing a MAC price list
for drugs dispensed at retail pharmacies but not by mail.

8.1.17.12 Mail-Order and Delivery

The MOO may include mail-order pharmacies in its pharmacy Network, but cannot
require Members to use a mail-order pharmacy. The MOO cannot charge a Member who
opts to use a mail order pharmacy any fees for using this service, including postage or
handling for standard or expedited deliveries.

In Medicaid fee-for-service, the Vendor Drug Program pays qualified community retail
pharmacies for pharmaceutical delivery services. The MOO must implement a process
to ensure that Medicaid and CHIP Members receive free outpatient pharmaceutical
deliveries from community retail pharmacies in their Service Areas, or through other
methods approved by HHSO, Mail order delivery is not an appropriate substitute for
delivery from a qualified community retail pharmacy unless requested by the Member.
The MOO’s process must be approved by HHSC. submitted using HHSC’s template,
and include all qualified community retail pharmacies identified by HHSO.

81.17.13 Health Resources and Services Administration 3408 Discount Drug
Program

The MOO must use a shared-savings approach for reimbursing Network Providers that
participate in the federal Health Resources and Services Administrations (HRSAs)
3406 discount drug program. The MOO cannot require a Network Provider to submit its
actual acquisition cost (AAO) on outpatient drugs and biological products purchased
through the 3406 program. consistent with Uniform Managed Care Manual Chapter
2,2, “Pharmacy Claims Manual.” In addition, the MOO cannot impose PA requirements
based on non-preferred status (“PDL PA?) for these drugs and products.

8.1.17.14 Pharmacy Claims and File Processing

The MOO must process claims in accordance with Uniform Managed Care Manual
Chapter 2.2, “Pharmacy Claims Manual,” and Texas Insurance Code § 843.339. This
law requires the MOO to pay clean claims that are submitted electronically no later than
18 days after adjudication, and no later than 21 days after adjudication if the claim is not
submitted electronically. In addition, the MOO must comply with RFP Sections 8.1.23
regarding payment of out-of-network pharmacy claims.

HHSC will provide the MOO or its designee with pharmacy interface files, including
formulary, PDL, third party liability, master provider, and drug exception files. Due to the
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noint-of-sale nature of outpatient pharmacy benefits, the MOO must ensure aB applicable
MIS systems (including pharmacy claims adjudicaflon systems) are updated to indude
the data provided in the pharmacy interface files. The MOO must update within two
business days of the files becoming available through HHSC’s file transfer process,
unless clarification is needed or data/ file exceptions are identified. If clarification is
needed. the MOO must notify HHSC within the same two business days. Additionally.
the MOO must be able to perform off-cycle formulary and POL updates at HHSC’s
request.

The MOO must ensure that all daily enrollment and eligibility files in the Joint Interface
Plan are loaded nto the pharmacy claims adjudication system within two calendar days
of receipt.

8.1.17.15 Pharmacy Audits

The MOO must comply with the requirements of Texas Insurance Oode § 843.3401.
regarding audits of pharmacists and pharmacies, including the prohibition on the use of
extrapolation.

8.1.17.16 E-Prescribing

The MOO must provide the appropriate data to the national e-prescribing network, which
at a minimum will support: eligibility confirmation, PDL benefit confirmation, identification
of preferred drugs that can be used in place of non-preferred drugs (“alternative drugs”),
medication history, and prescription routing.

8.1.17.17 Cancellation of Product Orders

f a Network Provider offers delivery services for covered products, such as durable
medical equipment (DME). home health supplies, or outpatient drugs or biological
products, then the MOO’s Network Provider Agreement must require the Provider to
reduce, cancel, or stop delivery at the Member’s or the Member’s authorized
representative’s written or oral request. The Provider must maintain records
documenting the request.

8.1.18 Financial Requirements for Covered Services

The MOO must pay for or reimburse Providers for all Medically Necessary Oovered
Services provided to all Members. The MOO is not liable for costs incurred in connection
with health care rendered prior to the date of the Member’s Effective Date of Ooverage
in that MOO. A Member may receive collateral health benefits under a different type of
insurance, such as workers compensation or personal injury protection under an
automobile policy. lf a Member is entitled to coverage for specific services payable under
another insurance plan and the MOO paid for these Oovered Services, the MOO may
obtain reimbursement from the responsible insurance entity not to exceed 100 percent of
the value of Oovered Services paid.
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8.1.19 Accounting and Financial Reporting Requirements

The MOO’s accounting records and supporting information related to all aspects of the
Contract must be accumulated in accordance with Federal Acquisition Regulations
(“FAR”), Generally Accepted Accounting Principles (GAAP), and the cost principles
contained in the Cost Principles Document in the Uniform Managed Care Manual. The
state will not recognize or pay services that cannot be properly substantiated by the
MOO and verified by HHSC.

The MOO must:

1. Maintain accounting records for STAR Kids separate and apart from other
corporate accounting records:

2. Maintain records for all claims payments, refunds, and adjustment payments to
Providers, capitation payments, interest income, and payments for administrative
services or functions, and must maintain separate records for medical and
administrative fees, charges, and payments; and

3. Maintain an accounting system that provides an audit trail containing sufficient
financial documentation to allow for the reconciliation of billings, reports, and
financial statements with all general edger accounts.

The MCO agrees to pay for all reasonable costs incurred by HHSC or its designee to
perform an examination, review, or audit of the MCO’s books pertaining to the Contract.

8.1.19.1 General Access to Accounting Records

The MOO must provide authorized representatives of the Texas and federal
governments full access to all financial and accounting records related to the
performance of the Contract.

The MOO must:

1. Cooperate wfth the state and federal governments in their evaluation, inspection.
audit, or review of accounting records and any necessary supporting information:

2. Permit authorized representatives of the state and federal government full
access, during normal business hours, to the accounting records that the state
and the federal governments determine are relevant to the Contract. Access is
guaranteed at all times during the performance and retention period of the
Contract, and will include both announced and unannounced inspections, on-site
audits, and the review, analysis, and reproduction of reports produced by the
MCO;

3. Make copies of any accounting records or supporting documentation relevant to
the Contract, including Network Provider agreements, available to HHSC or its
agents within seven Business Days, or as otherwise specified by HHSC. of
receiving a written request from HHSC for specified records or information. If the
documentation is not made available as requested, the MCO agrees to
reimburse HHSC for all costs, including, but not limited to: transportation,
lodging, and subsistence for all state and federal representatives, or their agents,
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ro carry cut their nspecton. audit, revew. analysis, and reproduction functions at
the location(s) of the accounting records: and

4. Pay any and all additional costs incurred by the state and federal governments
that are the result of the MOO’s failure to provide the requested accounting
records or financial information within 10 business days of receiving a written
request from the state or federal government.

8.1.19.2 Financial Reporting Requirements

HHSC will require the MOO to provide financial reports by Service Area to support
Contract monitoring as well as state and federal reporting requirements. HHSC will
consult with MOOs regarding the format and frequency of the reporting. All financial
information and reports are the property of HHSC and will be public record, with the
exception of any protected Member information contained within the documents. Any
deliverable or report in this section without a specified due date is due quarterly on the
last day of the month. Where the due date states 30 days, the MCO is to provide the
deliverable by the last day of the month following the end of the reporting period. Where
the due date states 45 days, the MCO is to provide the deliverable by the 1 5th day of the
second month following the end of the reporting period.

HHSC’s Uniform Managed Care Manual will govern the timing, format and content for
the following reports.

(a) Audited Financial Statement —The MOO must provide the annual audited financial
statement, for each year covered under the Contract, no later than June 30. The
MOO must provide the most recent annual financial statements, as required by the
Texas Department of Insurance (TDI) for each year covered under the Contract. no
later than March 1.

(b) Affiliate Report — The MOO must submit an Affiliate Report to HHSC if this
information has changed since the last report submission. The report must contain
the following:

1. A list of all Affiliates, and
2. For HHSC’s prior review and approval, a schedule of all transactions with

Affiliates that, under the provisions of the Contract, will be allowable as expenses
in the FSR Report for services provided to the MCO by the Affiliate. Those must
include financial terms, a detailed description of the services to be provided, and
an estimated amount that will be incurred by the MCO for the services during the
Contract Period.

(c) Employee Bonus or Incentive Payment Plan — If an i1CO intends to include
Employee Bonus or Incentive Payments as allowable administrative expenses, the
MOO must furnish a written Employee Bonus or Incentive Payments Plan to HHSC
so it may determine whether the payments are allowable administrative expenses in
accordance with the Cost Principles Document in the Uniform Managed Care
Manual. The written plan must include a description of the MOO’s criteria for
establishing bonus or incentive payments, the methodology to calculate bonus or
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incentive payments, and the timing of bonus or incentIve payments. The Bonus or
Incentive Payment Plan and description must be submitted to HHSC for approval no
later than 30 days after the Effective Date of the Contract and any Contract renewal.
If the MCD substantively revises the Employee Bonus or Incentive Payment Plan,
the MCD must submit the revised plan to HHSC for prior review and approval.

(d) Claims Lag Report - The MCO must submit a Claims Lag Report as a Contract
year-to-date report. The report must be submitted quarterly by the last day of the
month following the reporting period. The report must be submitted to HHSC in a
format specified by HHSC, The report format is contained in the Uniform Managed
Care Manual Chapter 5. Section 5.6.2. The report must disclose the amount of
incurred claims each month and the amount paid each month.

(e) DSP Report .. The MCD must submit a monthly Delivery Supplemental Payment
(DSP) Report that includes the data elements specified by HHSC in the format
specified by HHSC in the Uniform Managed Care Manual. The DSP Report must
include only unduplicated deliveries and only deliveries for which the MCD has made
a payment, to either a Hospital or other Provider.

(fl MCD Disclosure Statement - The MCD must file:

1. an updated MCO Disclosure Statement by September 1 of each Contract Year:
and

2. a “change notification” abbreviated version of the report, no later than 30 days
after any of the following events:

a. entering into, renewing, modifying, or terminating a relationship with an
affiliated party:

b. a change in control, ownership, or affiliations; or,
c. a material change in, or need for addition to, the information previously

disclosed.

The MCD Disclosure Statement will include, at a minimum, a listing of the MCOs
control, ownership, and any affiliations, and information regarding Affiliate
transactions. This report will replace, and be in lieu of, the former Section 1318
Financial Disclosure Report’ and the “Form CMS 1513,” and will disclose the same
information, plus other information as may be required by HHSC and CMS Program
Integrity requirements. Minor quarterly adjustments in stock holdings for publicly-
traded corporations are excluded from the reporting requirements. The reporting
format is included in the Uniform Managed Care Manual,

(g) FSR Reports—The MCD must file quarterly and annual Financial-Statistical Reports
(FSR) in the format and timeframe specified by HHSC. HHSC will include the FSR
format and directions in the Uniform Managed Care Manual. The MCD must
incorporate financial and statistical data of delegated networks (e.g. IPAs. ANHCs,
Limited Provider Networks). if any, in its FSR Reports. Administrative expenses
reported in the FSR5 must be reported in accordance with the Cost Principles
Document in the Uniform Managed Care Manual. Quarterly FSR reports are due no
later than 30 days after the end of the quarter and must provide information for the
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current quarter and year-to-date informaton through the current quarter The first
annual FSR report must reflect expenses incurred through the 90th day after the end
of the fiscal year. The first annual report must be filed on or before the 120th day
after the end of each fiscal year. Subsequent annual reports must reflect data
completed through the 334w day after the end of each fiscal year and must be filed
on or before the 365’ day following the end of each fiscal year.

HHSC will post all FSRs on the HHSC website.

(h) HUB Reports — Upon contract award, the MCO must attend a post-award meeting in
Austin. Texas, at a time specified by HHSC, to discuss the development and
submission of a Client Services Historically Underutilized Business (HUB)
Subcontracting Plan for inclusion, and the MOO’s good faith efforts to notify HUBs of
subcontracting opportunities. The MOO must maintain its HUB Subcontracting Plan
and submit monthly reports documenting the MOO’s HUB program efforts and
accomplishments to the HHSC HUB Office. The report must include a narrative
description of the MCO’s HUB program efforts and a financial report reflecting
payments made to HUBs. MOOs must use the formats included in HHSC’s Uniform
Managed Care Manual for the HUB monthly reports- The MOO must comply with
HHSC’s standard Client Services HUB Subcontracting Plan requirements for all
Subcontractors.

(i) Out-of-Network Utilization Reports — The MCO must file quarterly Out-of-Network
Utilization Reports in the format and timeframe specified by HHSC. HHSC will
include the report format and directions in the Uniform Managed Care Manual.
Quarterly reports are due 30 days after the end of each quarter.

U) TDI Examination Report - The MOO must furnish HHSC with a copy of any TDI
Examination Report. including the financial, market conduct, target exam, quality of
care components. and corrective action plans and responses. no later than 10 days
after receipt of the final report from TDI.

(k) TDI Filings — The MOO must submit annual figures to HHSC for controlled risk-
based capital, as well as quarterly financial statements, both as required by TDI.

(I) Registration Statement (also known as the “Form B”) - If the MOO is a part of an
insurance holding company system, the MOO must submit to HHSC a complete
registration statement, also known as Form B, and all amendments to this form, and
any other information filed by the insurer with the insurance regulatory authority of its
domiciliary jurisdiction.

(m) Third Party Recovery (TPR) Reports - The MCO must file TPR Reports in

accordance with the format developed by HHSC in the Uniform Managed Care
Manual. HHSC will require the MCO to submit TPR reports quarterly. TPR reports
must include total dollars recovered from third party payors for services to the MOO’s
Members, and the total dollars recovered through coordination of benefits,
subrogation, and worker’s compensation.
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(n) Report of Legal and Other Proceedings and Related Events - The MOO must
comply with the Uniform Managed Care Manual Chapter 5.8. regarding the
disclosure of certain matters involving the MOO. its Affiliates, or its Material
Subcontractors. Reports are due both on an as-occurs basis and annually each
August 3l’. The as-occurs report is due no later than 30 days after the event that
triggered the notification requirement.

8.1.20 Management Information System Requirements

The MOO must maintain a Management information System (MIS) that supports all
functions of the MOO’s processes and procedures for the flow and use of MCO data. If
the MOO subcontracts a MIS function, the Subcontractors MIS must comply with the
requirements of this section. The MOO must have hardware, software, and a network
and communications system with the capability and capacity to handle and operate all
MIS subsystems for the following operational and administrative areas:

1. EnrollmentlEligibility Subsystem;
2. Provider Subsystem:
3. Encounter/Claims Processing Subsystem;
4. Financial Subsystem;
5. Utilization/Quality Improvement Subsystem;
6. Reporting Subsystem;
7. Interface Subsystem; and
8. TPR Subsystem.

The MIS must enable the MCD to meet the Contract requirements. including all
applicable state and federal laws, rules, and regulations The Ml S must have the
capacity and capability to capture and utilize various data elements required for MOO
administration.

HHSO will provide the MCO with a one-time historical pharmacy data file on the MOOs
Members through the HHSO Vendor Drug Program. HHSO will provide a sample format
of pharmacy data to contract awardees.

The MOO must have a system that can be adapted to changes in Business
Practices/Policies within the timeframes negotiated by the Parties. The MOO is expected
to cover the cost of the systems modifications over the life of the Contract.

The MOO is required to participate in the HHSC Systems Work Group.

The MOO must provide HHSO prior written notice of Major Systems Changes and
implementations no later than 180 days prior to the planned change or implementation,
including any changes relating to Material Subcontractors, in accordance with the
requirements of this Contract and the STAR Kids Contract Terms. HHSO reserves the
right to require a desk or on-site readiness review of the changes.

The MOO must notify HHSO of Major Systems Changes in writing, as well as by e-mail
to HPM staff. The notification must detail the following.
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• The aspects of the system that will be changed and date of mplementatior,

• How these changes will affect the Provider and Member community. if applicabie

• The communication channels that will be used to notify these communities. if
applicable

• A conbngency plan in the event of downtime of system(s)

Major Systems Changes are subject to HHSC desk review and onsite review of the
MCO’s facilities as necessary to test readiness and functionality prior to implementation.
Prior to HHSC approval of the Major Systems Change, the MCO may not implement any
changes to its operating systems. Failure to comply will result in contractual remedies,
including damages. HHSC retains the right to modify or waive the notification
requirement contingent upon the nature of the request from the MOO.

The MOO must provide HHSC any updates to the MOO’s organizational chart relating to
MIS and the description of MIS responsibilities at least 30 days prior to the effective date
of the change. The MCO must provide HHSC official points of contact for MIS issues on
an on-going basis.

HHSC or its designee may conduct a Systems Readiness Review to validate the MOO’s
ability to meet the MIS requirements as described in REP Section 7. The System
Readiness Review may include a desk review, an onsite review, or both, and must be
conducted for the following events:

• A new MOO is brought into the STAR Kids Program;
• An existing MCO begins business in a new Service Area;
• An existing MOO changes location;
• An existing MOO changes its processing system, including changes in Material

Subcontractors performing MIS or claims processing functions: and
• An existing MCO in one or two HHSC Moo Program.s is initiating a Contract to

participate in any additional MOO Programs.

If HHSC determines that it is necessary to conduct an onsite review, the MOO is
responsible for all reasonable travel costs associated with onsite reviews. For purposes
of this section, ‘reasonable travel costs” include airfare. lodging, meals, car rental and
fuel, taxi, mileage, parking. and other incidental travel expenses incurred by HHSC or its
authorized agent in connection with the onsite reviews. This provision does not limit
HHSC’s ability to collect other costs as damages in accordance with Attachment A,
Section 12.02(e), “Damages.”

If for any reason an MCO does not fully meet the MIS requirements, the MOO must,
upon request by HHSC, either correct the deficiency or submit to HHSC a Oorrective
Action Plan and Risk Mitigation Plan to address the deficiency as requested by HHSC.
Immediately upon identifying a deficiency, HHSC may impose contractual remedies
according to the severity of the deficiency. HHSC may also freeze enrollment into the
MOO’s plan for any of its MOO Programs until the deficiency is corrected. Refer to
Attachment A, Article 12 and Attachment B-2 for additional information regarding
remedies and damages. Refer to REP Section 7 and RFP Section 8.1.4.1 for additional
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information regarding MOO Readiness Reviews. Refer to Attachment A, Section
4.08(c) for information regarding Readiness Reviews of the MOO’s Material
Subcontractors.

8.1.20.1 Encounter Data

The MOO rt,ust provide complete Encounter Data for all Covered Services, including
Value-added Services. Encounter Data must follow the format and data elements as
described in the HIPAA-compliant 837 format. HHSO will specify the method of
transmission, the submission schedule, and any other requirements in the Uniform
Managed Care Manual. The MOO must submit Encounter Data transmissions monthly.
and include all Encounter Data and Encounter Data adjustments processed by the MOO.
In addition, Pharmacy Encounter Data must be submitted no later than 25 calendar days
after the date of adjudication and include all Encounter Data and Encounter Data
adjustments processed by the MOO. Encounter Data quality validation must incorporate
assessment standards developed jointly by the MOO and HHSC. The MOO must submit
complete and accurate encounter data not later than the 30th calendar day after the last
day of the month in which the claim was adjudicated. The MOO must make original
records available for inspection by HHSO for validation purposes. Encounter Data that
do not meet quality standards must be corrected and returned within a time period
specified by HHSO.

In addition to providing Encounter Data in the 837 format described above. HHSO may
request that the MOO submit an Encounter Data file to HHSO’s EQRO. in the format
provided in the Uniform Managed Care Manual. This additional submission
requirement is time-limited and may not be required for the entire term of the Oontract.

For reporting Encounters and fee-for-service claims to HHSO, the MOO must use the
procedure codes, diagnosis codes, and other codes as directed by HHSO. Any
exceptions will be considered on a code-by-code basis after HHSO receives written
notice from the MOO requesting an exception. The MOO must also use the Provider
numbers as directed by HHSO for both Encounter and fee-for-service claims
submissions, as applicable.

The MOO must report Texas Health Steps medical and dental checkups data in a
manner required for the reports to courts of law, including the number and percent of
Members who receive all of their Texas Health Steps medical and dental checkups when
due.

The MOO’s Provider Agreements must require Network Providers to comply with the
requirements of Texas Government Oode § 531.024161, regarding reimbursement of
claims based on orders or referrals by supervising providers.

8.1.20.2 MCO Deliverables Related to MIS Requirements

At the beginning of each State Fiscal Year (SFY), the MOO must submit the following
documents and corresponding checklists for HHSC’s review and approval:
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1. Disaster Recovery Pan:

2- Business Continuity Plan:* and

3. Security Plan.

* The Business Continuity Plan and the Disaster Recovery Plan may be combined into
one document.

Additionally, at the beginning of each SFY, if the MCO modifies the following documents,
it must submit the revised documents and corresponding checklists for HHSCs review
and approval:

1. Joint Interface Plan:

2. Risk Management Plan: and

3. Systems Quality Assurance Plan.

The MCO must submit plans and checklists to HHSC according to the format and
schedule identified the HHSC Uniform Managed Care Manual. Additionally, if a
Systems Readiness Review is triggered by one of the events described in RFP Section
8.1.20. the MCO must submit all of the plans identified in this RFP Section 8.1.20.2 in
accordance with an HHSC-approved timeline.

The MCO must follow all applicable Joint Interface Plans (JIP5) and all required file
submissions for HHSC’s Administrative Services Contractor, External Quality Review
Organization (EQRO) and HHSC Medicaid Claims Administrator. The JIPs can be
accessed through the Uniform Managed Care Manual.

8.1.20.3 System-wide Functions

The MCOs MIS system must include key business processing functions and features,
which must apply across all subsystems as follows:

1. Process electronic data transmission or media to add, delete, or modify
membership records with accurate begin and end dates:

2. Track Covered Services received by Members through the system! and
accurately and fully maintain those Covered Services as HIPAA-compliant
Encounter transactions:

3. Transmit or transfer Encounter Data transactions on electronic media in the
HIPAA format to the contractor designated by HHSC to receive the Encounter
Data;

4. Maintain a history of changes and adjustments and audit trails for current and
retroactive data;

5. Maintain procedures and processes for accumulating, archiving, and restoring
data in the event of a system or subsystem failure:

6. Employ industry standard medical billing taxonomies (procedure codes,
diagnosis codes) to describe services delivered and Encounter transactions
produced;
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7. Accommodate the coordination of benefits:
8. Produce standard Explanation of Benefits (EOBS):
9. Pay financial transactions to Providers in compliance with federal and state laws.

rules and regulations:
10. Ensure that all financial transactions are auditable according to GAAP guidelines.
11. Relate and extract data elements to produce report formats (provided within the

Uniform Managed Care Manual) or otherwise required by HHSC;
12. Ensure that written process and procedures manuals document and describe all

manual and automated system procedures and processes for the MIS;
13. Maintain and crossreference all Member-related information with the most

current Medicaid Provider number; and
14. Ensure that the MIS is able to integrate pharmacy data from HHSC’s Vendor

Drug Program file (available through the Virtual Private Network (VPN)) into the
MCO’s Member data.

8.1.20.4 Health Insurance Portability and Accountability Act (HIPAA)
Compliance

The MOO’s MIS system must comply with applicable certificate of coverage and data
specification and reporting requirements promulgated pursuant to the Health Insurance
Portability and Accountability Act (HlPk) of 1996, P.L. 104-191 (August 21, 1996) and
the Health Information Technology for Economic and Clinical Health Act (HITECH). P.L.
111-5 (February 17, 2009). and as amended or modified. The MCO must comply with
HIPAA EDI requirements. The MCO’s enrollment files must be in the 834 HIPAA
compliant format. Eligibility inquiries must be in the 270/271 format with the exception of
pharmacy services. Pharmacies may submit eligibility inquiries in the NCPDP El HIPAA
compliant format. Claim transactions for pharmacy services must be in the NCPDP
B1/B2 HIPAA-compliant formats: all others must be in the 837/835 HIPAA-compliant
format. The MCO must also be 5010 compliant.

The following website includes the final rules for 5010 Compliancy and CD-b
Compliancy:
onsandCodeSetsReaulatio
ns-sO.

The MCD must provide its Members with a privacy notice as required by HIPAA.
including 45 C,F.R. § 164.520. The MCD must provide HHSC with a copy of its privacy
notice during Readiness Review and any changes to the notice prior to distribution

8.1.20.5 Claims Processing Requirements

The MCD must process and adjudicate all Provider claims for Medically Necessary
health care Covered Services that are filed within the time frames specified in the
Uniform Managed Care Manual Chapter 2.0, “Claims Manual,” and pharmacy claims in
that are filed in accordance with the timeframes specified in Uniform Managed Care
Manual Chapter 2.2, “Pharmacy Claims Manual.” The MCD is subject to remedies,
including liquidated damages and interest, if the MCD does not process and adjudicate
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claims in accordance with the procedures and the timeframes listed in the Uniform
Managed Care Manual.

The MCD must administer an effective, accurate, and efficient claims payment process
in compliance with federal laws and regulations, applicable state laws and rules, and the
Contract, including the Uniform Managed Care Manual. In addition, the MCD must be
able to accept and process Provider claims in compliance with the Texas Medicaid
Provider Procedures Manual. The MCO and its Subcontractors cannot directly or
indirectly charge or hold a Member, Network Provider, or Out-of-Network provider
responsible for claims adjudication or transaction fees.

The MCD must maintain an automated claims processing system that registers the date
a claim is received by the MOO, the detail of each claim transaction (or action) at the
time the transaction occurs, and has the capability to report each claim transaction by
date and type to include interest payments. The claims system must maintain
information at the claim and line detail level. The claims system must maintain adequate
audit trails and report accurate claims performance measures to HHSO.

The MOO’s claims system must maintain online and archived files. The MCD must keep
online automated claims payment history for the most current 18 months. The MOO
must retain other financial information and records, including all original claims forms, for
the time period established in Attachment A, Section 9.01. All claims data must be
easily sorted and produced in formats as requested by HHSC,

The MOO must offer its Providers/Subcontractors the option of submitting and receiving
claims information through electronic data interchange (EDI) that allows for automated
processing and adjudication of claims, EDI processing must be offered as an alternative
to the filing of paper claims. Electronic claims must use HIPAA-compliant electronic
formats.

HHSO reserves the right to require the MOO to receive initial electronic claims through
an HHSC-contracted vendor at a future date. This function will allow Providers to send
claims to one location, which will then identify where the claim must be submitted. The
MCD will be expected to have an interface that allows receipt of these electronic
submissions. If HHSC implements this requirement, then the MOO must maintain a
mechanism to receive claims in addition to the HHSO claims portal. Providers must be
able to send claims directly to the MOO or its Subcontractor.

The MOO must provide a Provider Portal that supports functionality to reduce
administrative burden on Network Providers at no cost to the Providers. A Provider
Portal brings information together from diverse sources in a uniform way. The Provider
Portal functionality must include the following.

1. Client eligibility verification
2. Submission of electronic claims
3. Prior Authorization requests
4. Claims appeals and reconsiderations
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& Exchange of chnical data and other documentaton necessary for pnor
authorization and claim processing

To the extent possible. the Provider Portal must support both online and batch
processing as applicable to the information being exchanged. Batch Processing is a
billing technique that uses a single program loading to process many individual jobs,
tasks, or requests for service. Specifically in managed care. batch billing is a technique
that allows Providers to send billing information all at once in a batch” rather than in
separate individual transactions. To facilitate the exchange of clinical data and other
relevant documentation, the Provider Portal must provide a secure exchange of
information between the Provider and MCD, including, as applicable, a Subcontractor of
the MCD.

The MCD must make an electronic funds transfer (EFT) payment process (for direct
deposit) available to Network Providers when processing claims for Medically Necessary
Covered Services.

The MCD may deny a claim submitted by a Provider for failure to file in a timely manner
as provided for in the Uniform Managed Care Manual. T.he MCD must not pay any
claim submitted by a Provider:

1. excluded or suspended from the Medicare, Medicaid, CHIP, or CHIP Perinatal
programs for Fraud, Abuse, or Waste:

2. on payment hold under the authority of HHSC or its authorized agent(s):
3. with pending accounts receivable with HHSC;
4. for neonatal services provided on or after September 1. 2017. if submitted by a

Hospital that does not have a neonatal level of care designation from HHSC; or
5. for maternal services provided on or after September 1. 2019. if submitted by a

Hospital that does not have a maternal level of care designation from HHSC;

In accordance with Texas Health and Safety Code § 241.186, the restrictions on
payment identified in items 4—5 above do not apply to emergency services that must be
provided or reimbursed under state or federal law.

With the following exceptions, the MCD must complete all audits of a provider claim no
later than two years after receipt of a clean claim, regardless of whether the provider
participates in the MCO’s Network. This limitation does not apply in cases of provider
Fraud, Waste, or Abuse that the MCD did not discover within the two-year period
following receipt of a claim. In addition, the two-year limitation does not apply when the
officials or entities identified in Attachment A, Section 9.02(c). conclude an
examination, audit. or inspection of a provider more than two years after the MCD
received the claim.

If an additional payment is due to a provider as a result of an audit, the MCD must make
the payment no later than 30 days after it completes the audit. If the audit indicates that
the MCD is due a refund from the provider, the MCD must send the provider written
notice of the basis and specific reasons for the recovery no later than 30 days after it
completes the audit. If the provider disagrees with the MCO’s request, the MCD must
give the provider an opportunity to appeal, and may not attempt to recover the payment
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until the provider has exhausted all appeals rights. Finally, the two-year imitat!on does
not apply when HHSC has recovered a capitation from the MCO based on a Members
ineligibility. If an exception to the two-year limitation applies, then the MOO may recoUp
related payments from providers.

The MOO is subject to the requirements related to coordination of benefits for secondary
payors in the Texas Insurance Code § 843349(e) and (I’).

The MOO must notify HF-ISO of major claim system changes in writing no later than 180
days prior to implementation. The MOO must provide an implementation plan and
schedule of proposed changes. HHSO reserves the right to require a desk or on-site
readiness review of the changes.

The MOO must inform all Network Providers about the information required to submit a
claim at least 30 days prior to the Operational Start Date and as a provision within the
MOO/Provider contract. The MOO must make any policies affecting claims adjudication
and claims coding and processing guidelines available to Providers for the applicable
Provider type. Providers must receive 90 days’ notice prior to the MOO’s implementation
of changes to these claims policies and guidelines.

The MOO’s provider agreement must specify that program violations arising out of
performance of the contract are subject to administrative enforcement by the Health and
Human Services Commission Office of Inspector General (OIG) as specified in 1 Tex.
Admin. Code Ohapter 371 Subchapter G.

8.1.20.6 National Correct Coding Initiative

Effective for claims filed on or after October 1. 2010, the MOO must comply with the
requirements of Section 6507 of the Patient Protection and Affordable Oare Act of 2010
(P. L. 11-148), regarding “Mandatory State Use of National Correct Coding Initiatives,”
including all applicable rules, regulations, and methodologies implemented as a result of
this initiative.

8.1.21 Fraud, Waste, and Abuse

The MOO is subject to all state and federal laws and regulations relating to Fraud.
Waste. and Abuse in heaithcare and the Medicaid programs. The MOO must cooperate
and assist HHSO and any state or federal agency charged with the duty of identifying,
investigating, sanctioning, or prosecuting suspected Fraud. Waste, and Abuse. The
MOO must provide originals or copies of all records and information requested, allow
access to all premises, and provide records to the HHSO OlG, HHSO or its authorized
agent(s), OMS. the U.S. Department of Health and Human Services (DHHS). the
Federal Bureau of Investigation (FBI), the Office of the Attorney General, the Texas
Department of Insurance (TDI), or other units of state government. The MOO must
provide all copies of records free of charge.

Each MOO must designate one primary and one secondary contact person for all HHSO
Office of Inspector General (OIG) records requests. HHSO OIG records requests will be
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sent to the designated MOO contact person(s) in writing by e-mail, fax or mail, and will
provide the specifics of the information being requested (see below). The MOO will
respond to the appropriate HHSC OIG staff member within the timeframe designated in
the request. If the MOO is unable to provide all of the requested information with in the
designated timeframe. an extension may be granted and must be requested in writing
(e-mail) by the MOO no less than 2 Business Days prior to the due date. When a request
for data is provided to the MOO. the MOO’s response must include data for all data
fields, as available. If any data field is left blank, an explanation must accompany the
response. The data must be provided in the order and format requested. The MOO rni
not include any additional data fields in its response. All requested information must be
accompanied by a notarized Business Records Affidavit unless indicated otherwise in
HHSC OIG’s record request.

The most common requests will include:

> 1099 data and other financial information —3 Business Days.
> Olaims data for sampling —5 Business Days.
> Urgent claims data requests —3 Business Days (with OIG manager’s approval).
‘ Provider education information — 10 Business Days.

> Files associated with an MOO conducted investigation —15 Business Days.
Other time-sensitive requests — as needed.

The MOO must submit a written Fraud. Waste, and Abuse compliance plan to the Office
of Inspector General (OIG) at HHSO for approval each year. The plan must be submitted
90 days prior to the start of the State Fiscal Year. (See Section 7 for requirements
regarding timeframes for submiffing the original plan.) If an MOO has not made any
changes to its plan from the previous year. it may notify the HHSO OIG that: (1) no
changes have been made to the previously-approved plan, (2) the plan will remain in
place for the upcoming State Fiscal Year. The notification must be signed and certified
by an officer or director of the MOO that is responsible for carrying out the Fraud, Waste,
and Abuse compliance plan. Upon receipt of a written request from the HHSO OIG, the
MOO must submit the complete Fraud, Waste, and Abuse compliance plan.

The MOO is subject to and must meet aK requirements in Texas Government Oode §
531.113. Texas Government Code §533.012. 1 Tex. Admn. Oode § 353.501—353.505.
and 1 Tex. Admin. Oode § 370501—370505 as well as all laws specified in
Attachment A, Section 7.02. Additionally, the MOO must require all employees who
process Medicaid claims, including Subcontractors, to attend annual training as provided
by HHSO per Texas Government Code § 531.105. Failure to comply with any
requirement of RFP Sections 8.1.21 and 8.1.22.2(c) and (d) subjects the MOO to
enforcement pursuant to I Tex. Admin. Oode Chapter 371, Subchapter G in addition to
any other legal remedy.

42 C.F.R. § 455.23 requires the State Medicaid agency to suspend all Medicaid
payments to a provider after the agency determines there is a credible allegation of fraud
for which an investigation is pending under the Medicaid program against an individual
or entity unless the agency has good cause to not suspend payments or suspend
payment only in part. In Texas, HHSO OIG is responsible for evaluating allegations of
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fraud and imposing payment suspensions when appropriate. The rules governing
payment suspensions based upon pending investigations of credible allegations of fraud
apply to Medicaid managed care entities. Managed care capitation payments may be
included in a suspension when an individual network provider is under investigation
based upon credible allegations of fraud, depending on the allegations at issue.

The MOO must cooperate with HHSO OIG when HHSO OIG imposes payment
suspensions. When HHSC 010 sends notice that payments to a provider have been
suspended, the MOO must also suspend payments to the provider within 1 business
day. When the notice is received, the MOO must respond to the notice within 3 business
days and inform HHSO 010 whether the MOO has implemented the suspension.

The MOO must follow the requirements set forth in a settlement agreement involving a
MOO’s provider and HHSC 01G. The MOO must withhold the designated percentage of
funds to be paid toward an identified overpayment. Upon HHSO 010 request, the MOO
must forward the held funds to HHSO OIG, Attn: Sanctions Division, along with an itemized
spreadsheet detailing the provider’s claims paid so that the claims data can be reconciled
with the monthly Remittance & Status statements.

The MOO must also report all of the following information to HHSO 010 after it suspends
payments to the provider: date the suspension was imposed, date the suspension was
discontinued, reason for discontinuing the suspension, outcome of any appeals, amount
of payments held, and, if applicable, the good cause rationale for not suspending
payment (for example, the provider is not enrolled in the MOO’s network) or imposing a
partial payment suspension. If the MOO does not suspend payments to the provider,
HHSO may impose contractual or other remedies.

For payment suspensions initiated by the MOO, the MOO must report the following
information to HHSO 010: the nature of the suspected fraud, basis for the suspension,
date the suspension was imposed, date the suspension was discontinued, reason for
discontinuing the suspension, outcome of any appeals, the amount of payments held,
and, if applicable, the good cause rationale for imposing a partial payment suspension.

MOOs must maintain all documents and claim data on Providers who are under HHSO
010 investigation or any internal investigations that are referred to HHSC 010 for
recoupment. The Mcc’s failure to comply with this Section 8.1.19 and all state and
federal laws and regulations relating to Fraud, Waste, and Abuse in healthcare and the
Medicaid and CHIP programs are subject to administrative enforcement by HHSC 010
as specified in 1 Tex. Admin. Code, Chapter 371, Subchapter G.

Additional Requirements:

In accordance with the Social Security Act § 1902(a)(68), MOOs and their
Subcontractors that receive or make annual Medicaid payments of at least $5 million
must:

1. Establish written policies for all employees, managers, officers, contractors,
Subcontractors, and agents of the MOO or Subcontractor, which provide detailed
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information aoout the False Ciams Act. administrative remedes for false claims
and statements, any state laws pertaining to civil or criminal penalties for false
claims, and whistleblower protections under those laws, as described in Section
1902(a)(68)(A).

2. Include as part of those written policies, detailed provisions regarding the MCO’s
or Subcontractor’s policies and procedures for detecting and preventing Fraud,
Abuse, and Waste,

3. Include in any employee handbook a specific discussion of the laws described in
Section 1902(a)(68)(A), the rights of employees to be protected as
whistleblowers, and the MOO’s or Subcontractor’s policies and procedures for
detecting and preventing Fraud, Abuse, and Waste.

HHSC DIG’s Lock-in Program (OJG-LP) restricts, or locks in, a Medicaid Member to a
designated provider or pharmacy if it finds that the Member used Medicaid services,
including drugs, at a frequency or amount that is duplicative, excessive, contraindicated.
or conflicting; or that the Member’s actions indicate abuse, misuse, or fraud. The MCD is
required to maintain, and provide to DIG upon request. written policies for all employees.
managers, officers, contractors, subcontractors, and agents of the MCD or
Subcontractor. The policies must provide detailed information related to the “HHSC 010
Lock-in Program MCD Policies and Procedures” about overutilization of prescription
medications.

8.1.22 Reporting Requirements

The MCD must provide and must require its Subcontractors to provide at no cost to
HHSC

1. All information required under the Contract, including but not limited to. the
reporting requirements or other information related to the performance of its
responsibilities hereunder as reasonably requested by the HHSC; and

2. Any information in its possession sufficient to permit HHSC to comply with the
Federal Balanced Budget Act of 1997 or other federal or state laws, rules, and
regulations. All information must be provided in accordance with the timelines,
definitions, formats, and instructions as specified by HHRC. Where practicable,
HHSC may consult with MCOs to establish time frames and formats reasonably
acceptable to both parties.

Any deliverable or report in this section without a specified due date is due quarterly on
the last day of the month following the end of the reporting period. Where the due date
states 30 days, the MOO is to provide the deliverable by the last day of the month
following the end of the reporting period. Where the due date states 45 days, the MOO is
to provide the deliverable by the 15th day of the second month following the end of the
reporting period.

The MOO’s Chief Executive and Chief Financial Officers, or persons in equivalent
positions, must certify that financial data, Encounter Data, and other measurement data
has been reviewed by the MOO and is true and accurate to the best of their knowledge
after reasonable inquiry.
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8.1.22.1 HEDIS and Other Statistical Performance Measures

The MCO must provide to HHSC or its designee all information necessary to analyze the
MCO’s provision of quality care to Members using measures to be determined by HHSC
in consultation with the MOO, These measures must be consistent with the Healthcare
Effectiveness Data and Information Set (HEDIS) or other externally based measures or
measurement sets, and involve collection of information beyond that present in
Encounter Data. The Performance Indicator Dashboard found in the Uniform
Managed Care Manual provides additional information on the role of the MOO and the
EQRO in the collection and calculation of HEDIS. CAHPS, and other performance
measures.

8.1.22.2 Reports

The MOO must provide the following reports, in addition to the Financial Reports
described in RFP Section 8.1.20.2 and those reporting requirements listed elsewhere in
the Contract. The Uniform Managed Care Manual will include a list of all required
reports and a description of the format, content, file layout, and submission deadlines for
each report.

(a) Claims Summary Report - The MOO must submit quarterly Claims Summary
Reports to HHSC by MOO Program, Service Area and claim type by the 30th day
following the end of the reporting period unless otherwise specified. Claim Types
include facility and professional services for Acute Care, Behavioral Health, Vision,
and Community-based LTSS. Within each claim type, claims data must be reported
separately on the UB and OMS 1500 claim forms. The format for the Claims
Summary Report is contained in the Uniform Managed Care Manual Chapter 5.6.1.

(b) QAPI Program Annual Summary Report - The MOO must submit a QAPI Program
Annual Summary in a format and timeframe as specified in the Uniform Managed
Care Manual.

(c) Fraudulent Practices Report Utilizing the HHSC Office of Inspector General (OIG)
fraud referral form, the MOO’s assigned officer or director must report and refer all
possible acts of Fraud. Abuse, and Waste to the HHSC OIG within 30 business days
of receiving the reports of possible acts of Fraud. Abuse, and Waste from the MCO’s
Special Investigative Unit (SIU). The report and referral must include:

1. An investigative report identifying the allegation, statutes/regulations violated or
considered, and the results of the investigation;

2. Copies of program rules and regulations violated for the time period in question;
3. Copies of any MCO contractual provisions, policies, published MOO program

bulletins, policy notification letters, or provider policy or procedure manuals that
apply to the alleged conduct for the time period in question;

4. The estimated overpayment identified:
5. A summary of the interviews conducted;
6. The Encounter Data submitted by the Provider for the time period in question;

and
7. All supporting documentation obtained as the result of the investigation.
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This requirement aopkes to all reports of possible acts of Fraud, Abuse. and Waste.

Additional reports required by the Office of Inspector General relating to Fraud.
Abuse, and Waste are listed in the Uniform Managed Care Manual.

(d) Provider Termination Report: - The MOO must submit a quarterly report that
identifies any Providers who cease to participate in MOO’s Provider Network, either
voluntarily or involuntarily. The report must be submitted to HHSC in the format
specified by HHSC. no later than 30 days after the end of the reporting period.

(e) Summary Report of Member Complaints and Appeals - The MOO must submit
quarterly Member Complaints and Appeals reports. The MOO must include in its
reports Complaints and Appeals submitted to its subcontracted risK groups (e.g..
IPA5) and any other Subcontractor that provides Member services. The MOO must
submit the Complaint and Appeals reports electronically on or before 45 days
following the end of the state fiscal quarter, using the format specified by HHSO in
the Uniform Managed Care Manual Chapter 5.4.2.

(0 Summary Report of Provider Complaints - The MOO must submit Provider
complaint reports on a quarterly basis. The MOO must include in its reports
complaints submitted by Providers to its subcontracted risk groups (e.g.. IPA5) and
any other Subcontractor that provides Provider services. The complaint reports must
be submitted electronically on or before 45 days following the end ‘of the state fiscal
quarter, using the format specified by HHSC in the Uniform Managed Care Manual
Chapter 5.4.2.

(g) Hotline Reports - The MOO must submit, on a quarterly basis, a status report for the
Member Hotline, the Behavioral Health Services Hotline, and the Provider Hotline in
comparison with the performance standards set out in RFP Sections 8.1.5.6.2,
8.1.4.5, and 8,1.16.2. The MOO must submit the reports using a format to be
prescribed by HHSO in consultation with the MOOs.

If the MOO is not meeting a hotline performance standard. HHSC may require the
MOO to submit monthly hotline performance reports and implement corrective
actions until the hotline performance standards are met. If an MOO has a single
hotline serving muitpie Service Areas, multiple MOO Programs. or multiple hotline
functions, (i.e. Member, Provider. Behavioral Health Services hotlines), HHSC may
request on an annual basis that the MOO submit certain hotline response information
by MOO Program, by Service Area, and by hotline function, as applicable to the
MOO. HHSC may also request this type of hotline information if an MOO is not
meeting a hotline performance standard.

(h) Audit Reports — The MOO must comply with the Uniform Managed Care Manual
requirements regarding notification and submission of audit reports.

(i) Medicaid Managed Care Texas Health Steps Medical Checkups Reports — The
MOO must submit reports identifying the number of New Members and Existing
Members receiving Texas Health Steps medical checkups. or refusing to obtain the
medical checkups. The MOO must also document and report those Members
refusing to obtain the medical checkups. The documentation must include the reason
the Member refused the checkup or the reason the checkup was not received.
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The definitions, timeframe. format, and details of the reports are contained and
described in the Uniform Managed Care Manual Chapter 12.

(j) Children of Migrant Farmworkers Annual Report (FWC Annual Report) --The
MCO must submit an annual report, in the timeframe and format described in the
Uniform Managed Care Manual Chapter 12 about the identification of and delivery
of services to Children of Migrant Farmworkers (FWC).

(k) Frew Quarterly Monitoring Report -- Each calendar year quarter, HHSC prepares a
report for the court that addresses the status of the Consent Decree paragraphs of
the Frew v. Janek lawsuit. Medicaid MCOs must prepare responses to questions
posed by HHSC on the Frew Quarterly Monitoring Report template.

The timeframe. format, and details of the report are set forth in the Uniform
Managed Care Manual, Chapter 12.

(I) Frew Annual Provider Training Report-- Per the Frew v. Janek ‘Corrective Action
Order: Health Care Provider Training,’ HHSC must compile a summary of the
training health care and pharmacy providers receive throughout the year for the
October Quarterly Monitoring Report for the court. Medicaid MCOs must report to
HHSC health care and pharmacy provider training conducted throughout the year to
be included in this report. The training report must include, at a minimum, the
number of Medicaid-enrolled healthcare and pharmacy providers that received the
training and a description of provider feedback received on the subject mailer and
methodology of the training.

The timeframe, format, and details of the report are contained and described in the
Uniform Managed Care Manual Chapter 12.

(m) Frew Provider Recognition Report - Per the Frew v. Janek “Corrective Action
Order: Health Care Provider Training.” HHSC must recognize Medicaid enrolled
healthcare and pharmacy providers who complete Frew, Texas Health Steps
(THSteps), or pharmacy benefit education training. Medicaid MCOs must collect and
track provider training recognibon information for all Frew, Texas Health Steps
(THSteps), or pharmacy benefit education trainings conducted and report the names
of those Medicaid enrolled health care and pharmacy providers who consent to being
recognized to HHSC quarterly.

The timeframe, format, and details of the report are contained and described in
Uniform Managed Care Manual Chapter 12.

(n) Drug Utilization Review (DUR) Reports — MCOs must submit the DUR reports in
accordance with the requirements of HHSC Uniform Managed Care Manual.

(o) Children of Migrant Farmworkers Annual Plan — MCO5 must submit an annual
plan in the timeframe and format described in the Uniform Managed Care Manual
Chapters 12.1 and 12.2 that describes how the MCO will identify and provide
accelerated services to Children of Migrant Farmworkers (FWC).
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(p) Medicaid Managed Care Texas Health Steps Medical Checkups Quarterly
Utilization Reports — For each state fiscal year quarter, MCOs must submit a report
of the number and percent of class members receiving at least one THSteps medical
checkup in total and broken down by various age groups. The timeframe, format, and
details of the report are contained and described in Uniform Managed Care Manual
Chapter 12.

(q) STAR Kids LTSS Utilization Quarterly Reports — The MCO must file quarterly
LTSS Utilization Reports in accordance with the appropriate chapter in the Uniform
Managed Care Manual. Quarterly reports are due 30 days after the end of each
quarter.

(r) Service Coordination Report — MCOs must submit data annually on meeting their
requirements for Service Coordination (number and types of visits broken out by
assigned Service Level).

(s) STAR Kids Screening and Assessment Report MCOs must submit data annually
on the average timeframe between when they receive a new Member and when
evaluation using the STAR Kids SAl first occurs.

(t) Provider Referral Report—MCOs must submit reports containing the information
required in Texas Government Code § 533.005(a)(20)(B) in accordance with
Uniform Managed Care Manual Chapter 5.

(u) Perinatal Risk Reports—The MCO must submit a quarterly perinatal risk report as
described in Uniform Managed Care Manual Chapter 5. Quarterly reports are due
30 days after the end of each quarter.

8,1.23 Continuity of Care and Out-of-Network Providers

The MCO must ensure that the healthcare of newly enrolled Members is not disrupted,
compromised, or interrupted. The MCO must take special care to provide continuity in
the care of enrolled Members who are Medically Fragile and those whose physical or
behavioral health could be placed in jeopardy if Medically Necessary Covered Serves
are disrupted. compromised, or interrupted.

Upon notification from a Member or Provider of the existence of a Prior Authorization,
the new MCO must ensure Members receiving services through a Prior Authorization
from either another MCQ or FFS receive continued authorization of those services for
the same amount, duration, and scope for the shortest period of one of the following: (1)
90 calendar days after the transition to a new MCO, (2) until the end of the current prior
authorization, or (3) until the MCO has appropriately evaluated and administered the
STAR Kids Screening and Assessment Process and issued or denied a new
authorization. See RFP Section 8.1.14, Disease Management, for specific requirements
for New Members transferring to the MCO’s DM Program.

The MCO is required to ensure that clients receiving Community-Based Services prior to
the Operational Start Date continue to receive those services for up to six months after
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the Operational Start Date, unless the MOO has completed the STAR Kids Screening
and Assessment Process and issued new authorizations as described in RFP Section
8.1.39. During the Transition Phase an HHS Agency will provide a file identifying these
clients to the MOO for this purpose. The MOO must work with HHSC and DADS to
ensure that all necessary authorizations are in place within the MOO’s system(s) for the
continuation of Oommunity-Based Services. The MOO must describe the process it will
use to ensure continuation of current Community-Based Services in its
Transition/Implementation Plan as noted in RFP Section 7.3.1. The MOO must ensure
that Community-Based Service Providers are informed and trained on this process prior
to the Operational Start Date.

The MCO must allow pregnant Members past the 24th week of pregnancy to remain
under the care of the Member’s current OBIGYN through the Member’s postpartum
checkup, even if the Provider is Out-of-Network. If a Member wants to change her
OB/GYN to one who is in the Network, she must be allowed to do so if the Provider to
whom she wishes to transfer agrees to accept her in the last trimester of pregnancy.

The MOO must pay a Member’s existing Out-of-Network Providers for Medically
Necessary and Functionally Necessary Covered Services and equipment and supplies
until the Member’s records, clinical information, and care can be transferred to a
Network Provider, or until the Member is no longer enrolled in that MOO, whichever is
shorter. If, at the time of enrollment, the Member has an existing scheduled appointment
with an Out-of-Network specialist physician and the MOO does not arrange for an earlier
alternative appointment with a Network Provider with a comparable certification,
specialty, and expertise, the MCO must authorize and pay the Out-of-Network specialist
physician for any Oovered Service provided to the Member during that Member’s
scheduled appointment with the Out-of-Network specialist physician. If the Member
requires follow-up care, the MCD may transfer the Member’s care to a Network Provider
with a comparable certification, specialty, and expertise, in coordination with the Out-of-
Network specialist physician and the Member or the Member’s LAR, Payment to Out-of-
Network Providers must be made within the time period required for Network Providers.
The MOO must comply with Out-of-Network Provider reimbursement rules as adopted
by HHSO.

With the exception of pregnant Members who are past the 24th week of pregnancy, this
requirement does not extend the obligation of the MOO to reimburse the Member’s
existing Out-of-Network Providers for on-going care for:

1. More than 90 days after a Member enrolls in the MOO, or
2. For more than 12 months in the case of a Member who, at the time of

enrollment in the MOO, has been diagnosed with and receiving treatment for
a terminal illness and remains enrolled in the MOO.

The MOO’s obligation to reimburse the Member’s existing Out-of-Network Provider for
services provided to a pregnant Member past the 24th week of pregnancy extends
through delivery of the child, immediate postpartum care, and the follow-up checkup
within the first 6 weeks of delivery.
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re MCO must pro’nae or pay uut-ot-Network Providers who provide Medcaify
Necessary Covered Services to Memoers who move out ot the ervce Area through the
end of the period for which capitation has been paid for the Member.

The MOO must provide Members with timely and adeqL ate access to Out-of-Network
services for as tong as those services are necessary and not available within the
Network, in accordance with 42 C.F.R. § 438.206(b)(4). The MOO wiN not be obligated
to provide a Member with access to Out-of-Network services if the services become
available from a Network Provider. If a Member’s POP or other Provider determines that
disrupting a Member’s existing relationship with an Out-of-Network Provider would
subject the Member to unnecessary psychological or medical risk, the MOO must
provide the Member access to those Out-of-Network services through an appropriate
agreement with the Out-of-Network Provider.

The MOO must ensure that each Member has access to a second opinion regarding the
use of any Medically Necessary Covered Service, A Member must be allowed access to
a second opinion from a Network Provider or Out-of-Network Provider, if a Network
Provider is not available or does not have the clinical experience in a condition or
treatment, at no cost to the Member, in accordance with 42 O.F.R. § 438.2O6(b)(3The
requirements in this RFP Section 8.1.23 regarding access to and payment of Out-of-
Network providers apply only to Out-of-Network providers who are enrolled Texas
Medicaid providers,

8.1.24 Provisions Related to Covered Services for Members

8.1.24.1 Emergency Services

MOO policy and procedures, Covered Services, claims adjudication methodology, and
reimbursement performance for Emergency Services must comply with all applicable
state and federal laws, rules, and regulations. including 42 O.F.R. § 438.114. whether
the Provider is in the MOO’s Network or Out-of-Network. MOO policies and procedures
must be consistent with the prudent layperson definition of an Emergency Medical
Condition and the claims adjudication processes required under the Contract and 42
C.F.R. §438.114.

The MCO must pay for the professional, facility, and ancillary services that are Medically
Necessary to perform the medical screening examination and stabilization of a Member
presenting with an Emergency Medical Oondition or an Emergency Behavioral Health
Condition to the Hospital emergency department. 24 hours a day, 7 days a week.
rendered by either the MOO’s Network or Out-of-Network Providers.

The MOO cannot require prior authorization as a condition for payment for an
Emergency Medical Oondition, an Emergency Behavioral Health Condition, or labor and
delivery. The MOO cannot limit what constitutes an Emergency Medical Condition on the
basis of lists of diagnoses or symptoms. The MOO cannot refuse to cover Emergency
Services based on the emergency room Provider, Hospital. or fiscal agent not notifying
the Member’s PCP or the MOO of the Member’s screening and treatment within 10
calendar days of presentation for Emergency Services. The MOO may not hold the
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Member who has an Emergency Medical Condition liable for payment of subsequent
screening and treatment needed to diagnose the specific condition or stabilize the
patient. The MCO must accept the emergency physician or Providers determination of
when the Member is sufficiently stabilized for transfer or discharge.

A medical screening examination needed to diagnose an Emergency Medical Condition
must be provided in a Hospital-based emergency department that meets the
requirements of the Emergency Medical Treatment and Active Labor Act (EMTALA) (42
C.F.R. § 489.20, 489.24 and 438.1 14(b)—(cfl. The MCO must pay for the emergency
medical screening examination, as required by 42 U.S.C. § 1395dd. The MCO must
reimburse for both the physician’s services and the Hospital’s Emergency Services,
including the emergency room and its ancillary services.

When the medical screening examination determines that an Emergency Medical
Condition exists, the MCO must pay for Emergency Services performed to stabilize the
Member, The emergency physician must document these services in the Member’s
medical record. The MCO must reimburse for both the physician’s and Hospital’s
emergency stabilization services including the emergency room and its ancillary
services.

The MCO must cover and pay for Post-stabilization Care Services in the amount,
duration, and scope necessary to comply with 42 C.F.R. § 438.1 14(b)&(e) and 42 CER.
§ 422.1 13(c)(iü). The MCO is financially responsible for Post-stabilization Care Services
obtained within or outside the Network that are not pre-approved by a Provider or other
MCO representative, but administered to maintain, improve, or resolve the Member’s
stabilized condition if:

1. The MCO does not respond to a request for pre-approval within 1 hour;
2. The MCO cannot be contacted; or
3. The MCO representative and the treating physician cannot reach an

agreement concerning the Member’s care and a Network physician is not
available for consultation. In this situation, the MCO must give the treating
physician the opportunity to consult with a Network physician and the treating
physician may continue with care of the patient until a Network physician is
reached. The MCO’s financial responsibility ends as follows: the Network
physician with privileges at the treating Hospital assumes responsibility for
the Member’s care; the Network physician assumes responsibility for the
Member’s care through transfer; the MCO representative and the treating
physician reach an agreement concerning the Member’s care; or the Member
is discharged.

The requirements in this section regarding access to and payment of Out-of-Network
Providers apply only to Out-of-Network providers who are enrolled Texas Medicaid
Providers.
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3.1.24.2 Family Planning - Specific Requirements

The MOO must require. through Provider contract provisions, that Members requesting
contraceptive services or family planning services are also provided counseling and
education about the family planning and family planning services avaHable to Members.
The MOO must develop outreach programs to increase community support for family
planning and encourage Members to use available family planning services.

The MOO must ensure that Members have the right to choose any Medicaid
participating family planning Provider, whether the Provider chosen by the Member is in
or outside the Provider Network. The MOO must provide Members access to information
about available Providers of family planning services and the Members right to choose
any Medicaid family planning Provider. The MOO must provide access to confidential
family planning services,

The MOO must provide, at minimum, the full scope of services available under the
Texas Medicaid program for family planning services. The MOO will reimburse family
planning agencies the Medicaid fee4or-service amounts for family planning services,
including Medically Necessary medications, contraceptives, and supplies not covered by
the Vendor Drug Program and will reimburse Out-of-Network family planning Providers
in accordance with HHSC’s administrative rules. The MOO cannot require prior
authorization for family planning services whether rendered by a Network or Out-of-
Network provider. As described in RFP Section 8.1.33, the MOO must also have
procedures in place to educate the following Members about family planning programs.
including the Texas Womens Health Program and DSHS Family Planning, Primary
Health Oare. and Expanded Primary Health Oare programs:

• Pregnant Women in Medicaid who will lose eligibility after delivery

• Young pregnant adults in Ohildren’s Medicaid who will have aged out of
Children’s Medicaid by the time of delivery

The MOO must provide medically approved methods of contraception to Members.
provided that the methods of contraception are Oovered Services. Contraceptive
methods must be accompanied by verbal and written instructions on their correct use.
The MOO must establish mechanisms to ensure all medically approved methods of
contraception are made available to the Member, either directly or by referral to a
Subcontractor.

The MOO must develop, implement, monitor, and maintain standards, policies and
procedures for providing information regarding family planning to Providers and
Members, specifically regarding state and federal laws governing Member
confidentiality, including minors. Providers and family planning agencies cannot require
parental consent for minors to receive family planning services. The MOO must require.
through contractual provisions, that Subcontractors have mechanisms in place to ensure
Member confidentiality for family planning services.
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8.1.24.3 Texas Health Steps (EPSDT)

8.1.24.3.1 Medical Checkups

The MOO must develop effective methods to ensure that children birth through age 20
receive Texas Health Steps services when due and according to the recommendations
established by the Texas Health Steps periodicity schedule for children. The MOO must
arrange for Texas Health Steps services for all eligible Members, except when Members
or their representatives knowingly and voluntarily decline or refuse services after
receiving sufficient information to make an informed decision.

For New Members birth through age 20, overdue or upcoming Texas Health Steps
medical checkups must be offered as soon as practicable, but in no case later than 14
days of enrollment for newborns, and no later than 90 days of enrollment for all other
eligible child Members. The Texas Health Steps annual medical checkup for an Existing
Member age 36 months and older is due beginning on the child’s birthday and is
considered timely if it occurs no later than 364 calendar days after the child’s birthday.
For purposes of this requirement, the terms New Member” and Existing Member” are
defined in Uniform Managed Care Manual Ohapter 12.4.

The MOO must have mechanisms in place to ensure that all newborn Members have an
initial newborn checkup before discharge from the Hospital and in accordance with the
Texas Health Steps periodicity schedule.

8.1 .24.3.2Oral Evaluation and Fluoride Varnish

The MOO must educate Providers on the availability of the Oral Evaluation and Fluoride
Varnish (OEFV) Medicaid benefit that can be rendered and billed by certified Texas
Health Steps Providers when performed on the same day as the Texas Health Steps
medical check-up. The Provider education must include information about how to assist
a Member with referral to a dentist to establish a dental home.

8.1.24.3.3Lab

The MOO must require Providers to send all Texas Health Steps newborn screens to the
DSHS Laboratory Services Section or a laboratory approved by the department under
Section 33.016 of the Health and Safety Code. Providers must include detailed
identifying information for all screened newborn Members and the Member’s mother to
allow DSHS to link the screens performed at the Hospital with screens performed at the
newborn follow up Texas Health Steps medical checkup.

All laboratory specimens collected as a required component of a Texas Health Steps
checkup (see the Texas Medicaid Provider Procedures Manual for age-specific
requirements) must be submitted to the DSHS Laboratory Services Section or to a
laboratory approved by the department under Health and Safety Code § 33.016 for
analysis unless the Texas Medicaid Provider Procedures Manual, Children’s Services
Handbook provides otherwise. The MOO must educate Providers about Texas Health
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Steps Program reqiErements for submthing aboratcry tests to the DSHS Laboratory
Services Section

8.1.24.3.4 Education/Outreach

The MOO must ensure that Members are provided information and educational materials
about the following Covered Services and how they may be obtained:

1. Texas Health Steps
2. Personal Care Services
3. Private Duty Nursing
4. Behavioral Health Services
5. Durable Medical Equipment (DME) and supplies

The information must tell the Member how they can obtain dental benefits, services
through the Medical Transportation Program, and advocacy assistance from the MOO.
Standard language describing Texas Health Steps services, including medical, dental,
and case management services is provided in the Uniform Managed Care Manual. The
MOO must use this language for Member Materials. Any additions to or deviations from
the standard language must be reviewed and approved by HHSO prior to publication
and distribution to Members.

The MOO will encourage Network pharmacies to also become Medicaid-enrolled DME
Providers.

The MOO must provide outreach to Members to ensure they receive prompt serces
and are effectively informed about available Texas Health Steps services. Each month,
the MOO must retrieve from the HHSO Administrative Services Contractor Bulletin Board
System a list of Members who are due and overdue Texas Health Steps services. Using
these lists and its own internally generated list, the MOO will contact the Members to
schedule the service as soon as possible. MOO staff must coordinate with the Texas
Health Steps outreach unit to ensure that Members have access to the Medical
Transportation Program, and that any coordination with other agencies is maintained,

The MOO must cooperate and coordinate with the State, outreach programs, and Texas
Health Steps regional program staff and agents to ensure prompt delivery of services to
Ohildren of Migrant Farmworkers and other migrant populations who may transition into
and out of the MOO more rapidly or unpredictably than the general population.

The MOO must make an effort to coordinate and cooperate with existing community and
school-based health and education programs that offer services to school-aged children
in a location that is both familiar and convenient to the Members. The MOO must make a
good faith effort to comply with Head Start’s requirement that Members participating in
Head Start receive their Texas Health Steps checkup no later than 45 days after
enrolling into either program.

8.1.24.3.STraining
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The MCD must provide appropriate training to au Network Providers and Provider staff in
the Providers area of practice regarding the scope of benefits available and the Texas
Health Steps Program. Training must include:

1. Texas Health Steps benefits,
2. The periodicity schedule for Texas Health Steps medical checkups and

immunizations.
3. The required elements of Texas Health Steps medical checkups,
4. providing or arranging for all required lab screening tests (including lead

screening), and Comprehensive Care Program (CCP) services available under
The Texas Health Steps program to Members birth through age 20;

5. Medical Transportation services available to Members such as rides to
healthcare service by bus, taxi, van, airfare, gas money, mileage reimbursement,
meals and lodging when away from home;

6, Importance of updating contact information to ensure accurate Provider
Directories and the Medicaid Online Provider Lookup;

7. Information about MCO’s process for acceleration of Texas Health Steps
services for Children of Migrant Farmworkers:

8. Missed appointment referrals and assistance provided by the Texas Health Steps
Outreach and Informing Unit;

9. Administrative issues such as claims filing and services available to Members;
10. 72-hour emergency supply prescription policy and procedures:
11. Outpatient prescription drug prior authorization process;
12. How to access the Medicaid formulary and preferred drug list (PDL) on HHSC’s

website;
13. The MCO prior authorization process:
14. How to use HHSC’s free subscription service for accessing the Medicaid

formulary and PDL through the Internet or hand-held devices: and
15. Scope of Durable Medical Equipment (DME), in addition to medical supplies and

other items commonly found in a pharmacy that are available for class members,

The MCO must also educate and train Providers regarding the requirements imposed on
HHSC and contracting MCOs under the Consent Decree and Corrective Action Orders
entered in Frew v Janek, at at Providers must be educated and trained to treat each
Texas Health Steps visit as an opportunity for a comprehensive assessment of the
Member,

8.1.24.3.6 Data Validation

The MCO must require all Texas Health Steps Providers to submit claims for services
paid (either on a capitated or fee-for service basis) on the CMS 1500 claim form and use
the HIPAA compliant code set required by HHSC.

Encounter Data will be validated by chart review of a random sample of Texas Health
Steps eligible enrollees against monthly Encounter Data reported by the MCO. HHSC or
its designee will conduct chart reviews to validate that all screens are performed when
due and as reported, and that reported data is accurate and timely. Substantial deviation
between reported and charted Encounter Data could result in the MCO and Network

8-95



STAR Kids RFP
Section 8— Operations Phase Requirements
RFP No. 529-13-0071

Providers being investigated for potential Fraud, Abuse, or Waste without notice to the
MCD or the Provider.

8.1.24.4 Perinatal Services

The MOD’s perinatal health care services must ensure appropriate care is provided to
women and infant Members of the MCD from the preconception period through the
infants first year of life. The MCD’S perinatal health care system must comply with the
requirements of the Texas Health and Safety Code Chapter 32 (the Maternal and Infant
Health Improvement Act) and administrative rules codified at 25 Tex. Admin. Code
Chapter 37, Subchapter M.

The MCD must have a perinatal health care system in place that, at a minimum,
provides the following services:

1. Pregnancy planning and perinatal health promotion and education for
reproductive-age women and adolescents;

2. Perinatal risk assessment of non-pregnant women, pregnant, and postpartum
women, and infants up to one year of age;

3. Access to appropriate levels of care based on risk assessment, including
emergency care;

4. Transfer and care of pregnant women, newborns, and infants to tertiary care
facilities when necessary;

5. Availability and accessibility of OB/GYNs, anesthesiologists, and neonatologists
capable of dealing with complicated perinatal problems; and

6. Availability and accessibility of appropriate outpatient and inpatient facilities
capable of dealing with complicated perinatal problems; and

7. Education and care coordination for Members who are at high-risk for preterm
labor, including education on the availability of medication regimens to prevent
preterm birth, such as hydroxyprogesterone caproate. The MCD must also
educate Providers on the prior authorization processes for these benefits and
services.

Dn a monthly basis, HHSC will supply the MCD with a file containing birth record data.
The MCD must use this file to identify reproductive-age Members with a previous
preterm birth. The MCD must provide outreach to, education to, and care coordination
for identified Members as described in this section to prevent preterm births. Care
coordination may include Member referrals to Providers to assess the need for the use
of hydroxyprogesterone caproate. The MCD must report on use of the data file as
specified in RFP Section 8.1.22.2, “Reports” and in the Uniform Managed Care
Manual Chapter 5.

The MCD must have procedures in place to contact and assist a pregnant/delivering
Member about selecting a PCP for her baby either before the birth or as soon as the
baby is born.

The MCD must provide Medically Necessary Covered Services relating to the labor and
delivery for its pregnant/delivering Members, including inpatient care and professional

8-96



STAR Ktds RF°
SectionS— Operations Phase Requ7emenrs
RFP No, 529-13-0071

serv’ces for up to 48 hours following an uncompiicated vaginal dellverv and 96 hours
following an uncomplicated Oaesarian delivery. The MOO must provide all Medically
Necessary neonatal care to the Newborn Member, and may not place limits on the
duration of the care.

The MOO must Adjudicate Provider claims for services provided to a newborn Member
in accordance with HHSO’s claims processing requirements using the proxy ID number
or state-issued Medicaid ID number, The MOO cannot deny claims based on a
Providers non-use of state-issued Medicaid ID number for a newborn Member. The
MOO must accept Provider claims for newborn services based on mothers name or
Medicaid ID number with accommodations for multiple births, as specified by the MOO.

The MOO must notify Providers involved in the care of pregnant/delivering women and
newborns (including Out-of-Network Providers and Hospitals) of the MOO’s prior
authorization requirements. The MOO cannot require a prior authorization for services
provided to a pregnant/delivering Member or newborn Member for a medical condition
that requires Emergency Services, regardless of when the emergency condition arises.

3.1.24.5 Sexually Transmitted Diseases (STDs) and Human
Immunodeficiency Virus (HIV)

The MOO must provide STD services that include STD/HIV prevention screening.
counseling, diagnosis, and treatment. The MOO is responsible for implementing
procedures to ensure that Members have prompt access to appropriate services for
STDs. including HIV. The MOO must allow Members access to STD services and HIV
diagnosis services without prior authorization or referral by a POP.

The MOO must comply with Texas Family Oode § 32.003, relating to a child’s consent to
treatment, The MOO must provide all Oovered Services required to form the basis for a
diagnosis by the Provider as well as the STD/HIV treatment plan.

The MOO must make education available to Providers and Members on the prevention.
detection, and effective treatment of STDs. including HIV.

The MOO must require Providers to report all confirmed cases of STUs, including HIV. to
the local or regional health authority according to 25 Tex. Admin. Oode § 97.131—
97.134, using the required forms and procedures for reporting STDs. The MOO must
require the Providers to coordinate with the HHSO regional health authority to ensure
that Members with confirmed cases of syphilis, cancroid, gonorrhea, chlamydia, and HIV
receive risk reduction and partner elicitation/notification counseling.

The MOO must have established procedures to make Member records available to
public health agencies with authority to conduct disease investigation, receive
confidential Member information, and provide follow up activities.

The MOO must require that Providers have procedures in place to protect the
confidentiality of Members provided STD/HIV services. These procedures must include,
but are not limited to: the manner in which medical records are to be safeguarded, how
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employees are to protect medical information, and under what conditions information
can be shared. The MOO must inform and require its Providers who provide STD/HIV
services to comply with all state laws relating to communicable disease reporting
requirements. The MOO must implement policies and procedures to monitor Provider
compliance with confidentiality requirements.

The MOO must have policies and procedures in place regarding obtaining informed
consent and counseling Members provided STD/HIV services.

8.1.24.6 Tuberculosis (TB)

The MOO must provide Members and Providers with education on the prevention,
detection, and effective treatment of tuberculosis (TB). The MOO must establish
mechanisms to ensure all procedures required to screen at-risk Members, and to form
the basis for a diagnosis and proper prophylaxis and management of TB, are available
to all Members, except services referenced in RFP Section 8.1,24.8 as Medicaid Non
capitated Services, The MOO must develop policies and procedures to ensure that
Members who may be or are at risk for exposure to TB are screened for TB. An at-risk
Member means a person who is susceptible to TB because of the association with
certain risk factors, behaviors, drug resistance, or environmental conditions. The MOO
must consult with the local TB control program to ensure that all services and treatments
are in compliance with the guidelines recommended by the American Thoracic Society
(ATS), the Oenters for Disease Oontrol and Prevention (ODO), and DSHS policies and
standards.

The MOO must implement policies and procedures requiring Providers to report all
confirmed or suspected cases of TB to the local TB control program within one working
day of identification, using the most recent DSHS forms and procedures for reporting TB.
Upon request, the MOO must provide access to Member medical records to DSHS and
the local TB control program for all confirmed and suspected TB cases.

The MOO must coordinate with the local TB control program to ensure that all Members
with suspected or confirmed TB have a contact investigation and receive Directly
Observed Therapy (DOT). The MOO must require, through contract provisions, that
Providers report to DSHS or the local TB control program any Member who is non-
compliant, drug resistant, or who is or may be posing a public health threat. The MOO
must cooperate with the local TB control program in enforcing the control measures and
quarantine procedures contained in Ohapter 81 of the Texas Health and Safety Oode.

The MOO must have a mechanism for coordinating a post-discharge plan for follow-up
DOT with the local TB program. The MOO must coordinate with the DSHS South Texas
Hospital and Texas Oenter for Infectious Disease for voluntary and court-ordered
admission, discharge plans, treatment objectives, and projected length of stay for
Members with multi-drug resistant TB.
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8.1.24.7 Objection to Provide Certain Services

In accordance with 42 C.F.R. § 438.102, the MCO may file an objection to providing,
reimbursing for, or providing coverage of, a counseling or referral service for a Covered
Service based on moral or religious grounds. The MOO must work with HHSC to
develop a work plan to complete the necessary tasks and determine an appropriate date
for implementation of the requested changes to the requirements related to Covered
Services. The work plan will include timeframes for completing the necessary Contract
and waiver amendments, adjustments to Capitation Rates, identification of the MOO and
enrollment materials needing revision, and notifications to Members.

In order to meet the requirements of this section, the MOO must notify HHSO of grounds
for and provide detail concerning its moral or religious objections and the specific
services covered under the objection, no less than 120 days prior to the proposed
effective date of the policy change.

8.1.24.8 Medicaid Non-capitated Services

The following Texas programs, services, or benefits have been excluded from MOO
Covered Services. Members may be eligible to receive these Non-capitated Services on
a Fee-for-Service basis or through a Dental MOO (for most dental services). MOOs must
refer to relevant chapters in the Texas Medicaid Provider Procedures Manual for
more information.

1. Texas Health Steps dental (including orthodontia);
2. Texas Health Steps environmental lead investigation (ELI)
3, Early Childhood Intervention (ECI) case management/service coordination;
4. Early Childhood Intervention Specialized Skills Training;
5. Case Management for Children and Pregnant Women;
6. Texas School Health and Related Services (SHARS);
7. Department of Assistive and Rehabilitative Services Blind Children’s Vocational

Discovery and Development Program;
8. Tuberculosis services provided by DSHS-approved Providers (directly observed

therapy and contact investigation);
9. Health and Human Services Commission’s Medical Transportation Program;
10. DADS hospice services;
11. DADS or DSHS HOBS Waiver programs, authorized under Social Security Act §

1915(c), including Youth Empowerment Services (YES), Community Living
Assistance and Support Services (CLASS), Deaf Blind with Multiple Disabilities
(DBMD), Texas Home Living (TxHmL), and Home and Community-based
Services (HCS);

12. Court-Ordered Commitments to inpatient mental health facilities as a condition of
probation; and

13. Nursing facility services and intermediate care facility (lOF) services.
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81.24.9 Referrals for Non-capitated Services

Although the MOO is not responsible for paying or reimbursing for Non-capitated
Services, the MOO is responsible for educating Members about the availability of Non
capitated Services, and for providing appropriate referrals for Members to obtain or
access these services. The MCO is responsible for informing Providers that bills for all
Non-capitated Services must be submitted to HHSC’s Claims Administrator for
reimbursement.

8.1.24.10 Cooperation with Immunization Registry

The MOO must work with HH;SC and health care Providers to improve the immunization
rate of STAR Kids clients and the reporting of immunization information for inclusion in
the Texas Immunization Registry, called “lmmTrac.”

8.1.24.11 Case Management for Children and Pregnant Women Services

The MOO must coordinate services with Case Management for Children and Pregnant
Women services. This coordination includes, but is not limited to, client education!
outreach, case collaboration and referrals to Oase Management for Children and
Pregnant Women services. The MOO is required to follow referral procedures as
outlined by the State. Referrals to Oase Management for Children and Pregnant Women
services are to be based upon guidelines provided by the State, assessment, plan of
care, change in client’s physical, mental or psychosocial condition or at client’s request

Annually, all MOO Service Coordination and Case Management Staff must complete the
Texas Health Steps Online module titled: Case Management Services i.n Texas and
maintain proof of completion.

8.1.24.12 Children of Migrant Farmworkers (FWC)

The MOO must cooperate and coordinate with the State. outreach programs. and Texas
Health Steps regional program staff and agents to ensure prompt delivery of services, in
accordance with the Contract’s timeframes, to FWC Members and other migrant
populations who may transition into and out of the MCO more rapidly or unpredictably
than the general population.

The MOO must provide accelerated services to FWC Members. For purposes of this
section, “accelerated services” are services that are provided to FWC Members prior to
their leaving Texas for work in other states. Accelerated services include the provision of
preventive Health Care Services that will be due during the time the FWC Member is out
of Texas. The need for accelerated services must be determined on a case-by-case
basis according to the FWC Member’s age, periodicity schedule, and heatthcare needs.

The MOO must develop an annual plan identifying the process and methods it will use to
identify/validate FWC and provide accelerated services to FWC Members in accordance
with Uniform Managed Care Manual Chapter 12.
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8.1.24.13 immunizations

The MCO must educate Providers on the Immunization Standard Requirements set forth
in Chapter 161 Health and Safety Code; the standards in the Advisory Committee on
Immunization Practices (ACIP) Immunization Schedule; the AAP Periodicity Schedule
for CHIP Members; and the ACIP Immunization Schedule for Medicaid Members. The
MCO must educate Providers that Medicaid Members birth through age 20 must be
immunized during the Texas Health Steps checkup according to the ACIP routine
immunization schedule. The MCO must also educate Providers that the screening
Provider is responsible for administration of the immunization and must not refer children
to Local Health Departments to receive immunizations.

The MCO must educate Providers about, and require Providers to comply with the
requirements of Texas Health and Safety Code, Chapter 161, relating to the Texas
Immunization Registry (ImmTrac). to include parental consent on the Vaccine
Information Statement.

The MCO must notify Providers that they may enroll. as applicable, as Texas Vaccines
for Children Providers, In addition, the MCO must work with HHSC and Providers to
improve the reporting of immunizations to the statewide lmmTrac Registry.

8.1.24.14 Preadmission Screening and Resident Review (PASRR) Referring
Entity Requirements

The MCO must follow any PASRR requirements when acting as a referring entity for
Members as required by 40 Tex. Admin. Code § 17.101, 17.102(25), and 17.301.

8.1.25 Medicaid Significant Traditional Providers

For three years following the Operational Start Date, the MCO must try to enroll all
Medicaid Significant Traditional Providers (STP5). as identified by HHSC. in its Provider
Network.

Medicaid STPs are defined as PCPs and Community-Based Service providers that,
when listed by provider type and county in descending order by unduplicated number of
clients, served the top 80 percent of unduplicated clients. Hospitals receiving
Disproportionate Share Hospital (DSH) funds are also considered STPs in the Service
Area in which they are located. The HHSC website includes a list of Medicaid STPs by
Service Area.

Medicaid STP requirements apply statewide for pharmacy, substance use disorder
providers (SUDs), and LMHA providers.

For three years following the Operational Start Date, Network Providers and non-
network providers who believe they meet the STP requirements may contact HHSC and
request HHSCs consideration for STP status.

The STP Provider must:
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1 Agree to accept the MCOs Provider reimbursement rate for the Provider type;
and

2. Meet the standard credentialing requirements of the MCD. provided that lack of
board certification or accreditation byThe Joint Commission (TJC) is not the sole
grounds for exclusion from the Provider Network.

The MCD must allow an STP to remain in its Network for three years following
enrollment, but may terminate the STP if it can demonstrate, to the satisfaction of HHSC.
good cause for the termination.

81.26 Payments to Federally Qualified Health Centers (FQHCs) and Rural Health
Clinics (RHCs)

The MCD must make reasonable efforts to include FQHC5 and RHCs (freestanding and
Hospital-based) in its Provider Network. The MCD must reimburse FQHCs, RHCs, and
Municipal Health Department public clinics for Health Care Services provided outside of
regular business hours, as defined by HHSC in rules. including weekend days or
holidays, at a rate that is equal to the allowable rate for those services as determined
under Texas Human Resources Code § 32.028. if the Member does not have a referral
from their PCP.

The MCD must pay full encounter rates to FQHCs and RHCs for Medically Necessary
Covered Services provided to STAR Kids Members using the prospective payment
methodology described in Sections 1902(bb) and 2107(e)(1) of the Social Security Act.
Because the MCD is responsible for the full payment amount in effect on the date of
service, HHSC cost settlements (or “wrap payments”) do not apply.

8.1.27 Provider Complaints and Appeals

8.1.27.1 Provider Complaints

The MCD must develop, implement. and maintain a system for tracking and resolving all
Provider Complaints. Within this process, the MCD must respond fully and completely to
each complaint and establish a tracking mechanism to document the status and final
disposition of each. Provider Complaint. The MCD must resolve Provider Complaints
within 30 days from the date the Complaint is received by the MCD. The MCD is subject
to remedies, including liquidated damages, if at least 98 percent of Provider Complaints
are not resolved within 30 days of receipt of the Complaint by the MCD. Please see the
Attachment A, “STAR Kids Contract Terms,” and Attachment B-2,
“Deliverables/Liquidated Damages Matrix.”

MCDs must also resolve Provider Complaints received by HHSC no later than the due
date indicated on HHSC’s notification form. HHSC will generally provide MCDs 10
Business Days to resolve Complaints. If an MCD cannot resolve a Complaint by the due
date indicated on the notification form, it may submit a request to extend the deadline.
HHSC may. in its reasonable discretion, grant a written extension if the MCD
demonstrates good cause.
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Unless HHSC has granted a written extension as described above, the MOO 5 sub!ect
to remedies, ncluding iquidated aamages if Provider Complaints are not resolved by the
timeframes indicated in this section.

The MCD must use appropriately trained pediatric providers for the purposes of
reviewing all medically-based Provider Complaints, such as Provider Complaints about
the quality of care or services, utilization review or management, or claims processing.

8.1.27.2 Appeal of Provider Claims

The MCO must develop, implement, and maintain a system for tracking and resolving all
Provider appeals related to claims payment, as required by Texas Government Code §
533.005(a)(1 5). Within this process, the MCD must respond fully and completely to each
Providers claims payment appeal and establish a tracking mechanism to document the
status and final disposition of each Provider’s claims payment appeal. The MCO’s
process must comply with the requirements of Texas Government Code §
533.005(a)(19). The MCD must allow Community-Based LTSS Providers to appeal
claims that the MCO has not paid or denied by the 31st day following receipt.

The MCD is subject to liquidated damages it at least 98 percent of Provider Appeals are
not resolved within 30 calendar days of the MCO’s receipt.

In addition, the MCD must contract with physicians who are not Network Providers to
resolve claims disputes related to denial on the basis of medical necessity that remain
unresolved subsequent to a Provider appeal. The physician resolving the dispute must
not be an employee of the MCO’s Medicaid or CHIP business but may be an employee
in the MCO’s Medicare or commercial lines of business. The determination of the
physician resolving the dispute must be binding on the MCD and the Provider. The
physician resolving the dispute must be licensed in the State of Texas and hold the
same specialty or a related specialty as the appealing Provider. HHSC reserves the right
to amend this process to include an independent review process established by HHSC
for final determination on these disputes.

8.1.28 Member Rights and Responsibilities

In accordance with 42 C.F.R. § 438.100, all Medicaid MOOs must maintain written
policies and procedures for informing Members of their rights and responsibilities, and
must notify their Members of their right to request a copy of these rights and
responsibilities. The Member Handbook must include notification of Member rights and
responsibilities, as set forth in the Uniform Managed Care Manual.

8.1.29 Member Complaint and Appeal System

The MCO must develop, implement, and maintain a Member Complaint and Appeal
system that complies with the requirements in applicable federal and state laws and
regulations, including 42 C.F.R. § 431.200,42 C.F.R. Part 438, Subpart F, “Grievance
System,” and the provisions of 1 Tex. Admin. Code Chapter 357 relating to Medicaid
MOOs.
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MOOs also must resolve Member Comr:iaints referred by HHSC no later than the due
date indicated on HHSC’s notification form. HHSC will provide MCOs un to 10 Business
Days to resolve Complaints, depending on the severity or urgency of the Complaint.
HHSC may, in its reasonable discretion, grant a written extension if the MCO
demonstrates good cause.

Unless the HHSC has granted a written extension as described above, the MOO is
subject to remedies, including liquidated damages if Member Complaints are not
resolved by the timeframes indicated herein.

The Complaint and Appeal system must include a Complaint process, an Appeal
process, and access to HHSC’s Fair Hearing System. The procedures must be the same
for all Members and must be reviewed and approved in writing by HHSC or its designee.
Modifications and amendments to the Member Complaint and Appeal system must be
submitted for HHSC’s approval at least 30 days prior to their implementation.

The MCO must use appropriately trained pediatric providers for the purposes of
reviewing all medically-based Member Complaints and Appeals. such as Member
Appeals regarding a benefit denial or limitation and Member Complaints about the
quality of care or services, the accessibility or availability of services, or claims
processing.

8.1.29.1 Member Complaint Process

The MCO must have written policies and procedures for receiving, tracking, responding
to, reviewing, reporting, and resolving Complaints by Members or their authorized
representatives. For purposes of this RFP Section 8.1.29, an “authorized
representative” is any person or entity acting on behalf of the Member and with the
Member’s written consent. A Provider may be an authorized representative.

The MCO must accept a Complaint that is submitted orally or in writing. A Complaint
submitted by a Member, a Member’s LAR. or a Member’s Service Provider must be
accepted by the MOO. The MCO must resolve Complaints within 30 days from the date
the Compiaint is received by the MOO and notify the Member or Member’s LAR in
writing to acknowledge the Complaint and following resolution. The resolution letter must
summarize the Complaint, information considered in investigating the Complaint, and
final conclusions and actions. The MOO is subject to remedies, including liquidated
damages, if at least 98 percent of Member Complaints are not resolved within 30 days of
receipt of the Complaint by the MCO. Please see the S Attachment A, “STAR Kids
Contract Terms,” and Attachment B-2, “Deliverables/Liquidated Damages Matrix,” The
Complaint procedure must be the same for all Members under the Contract. The
Member or Member’s authorized representative may file a Complaint either orally or in
writing. The MOO must also inform Members how to file a Complaint directly with HHSC,
once the Member has exhausted the MCO’s Complaint process.

The MOO must designate an officer of the MOO who has primary responsibility for
ensuring that Complaints are resolved in compliance with written policy and within the
required timeframe. For purposes of RFP Section 8.1.29.2, an ‘officer” of the MOO
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means a presdenr. vice president. secretary, treasurer, or cnairperson of the boaro for a
corporation, the sole proprietor- the managing general partner of a partnership. or a
person having similar executive authority n the organization.

The MOO must have a routine process to detect patterns of Complaints. Management,
supervisory, and quality improvement staff must be involved in developing policy and
procedure improvements to address the Complaints.

The MCOs Complaint procedures must be provided to Members in writing and through
oral interpretive services. A written description of the MOO’s Complaint procedures must
be available in prevalent non-English languages for Major Population Groups identified

by HHSC. at no m.ore than a 6th grade reading level.

The MOO must include a written description of the Complaint process in the Member
Handbook. The MCO must maintain at least one toll-free telephone number with
TeleTypewriter/Telecommunications Device for the Deaf (TTYITDD) and interpreter
capabilities for making Complaints. The MCO must publish this number in the Member
Handbook. The MOO must provide this oral interpretive service to callers free of charge.

The MCO’s process must require that every Complaint received in person, by telephone,

or in writing must be acknowledged and recorded in a written record and logged with the
following details:

1. Date;
2. Identification of the individual filing the Complaint:
3, Identification of the individual recording the Complaint, including

professional credentials:
4. Nature of the Complaint;
5. Disposition of the Complaint (i.e. how the MCD resolved the Complaint);
6. Corrective action required: an.d
7. Date resolved.

For Complaints that are received in person or by telephone. the MCO must provide
Members or their representatives with written notice of resolution if the Complaint cannot
be resolved within one working day of receipt.

The MOO is prohibited from discriminating or taking punitive action against a Member or
his or her representative for making a Complaint.

If the Member makes a request for disenrollment. the MCD must give the Member
information on the disenroilment process and direct the Member to the HHSC
Administrative Services Contractor. If the request for disenrollment includes a Complaint

by the Member, the Complaint will be processed separately from the disenrollment
request, through the Complaint process.

The MCO will cooperate with the HHSC’s Administrative Services Contractor and HHSC
or its designee to resolve all Member Complaints. Cooperation may include providing
information or assistance to internal Complaint committees.
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The MCD must provide designated STAR Kids Member Advocates to assist Members in
understanding and using the MOO’s Complaint system as described in RFP Section
8.1.29 and 8.1.29.1 Members must be able to simply access a Member Advocate
through the Member Hotline. The availability of Member Advocates must also be noted
in the STAR Kids Member Handbook. Member Advocates must assist Members and
Members’ [ARs with how to write a written Complaint and are responsible for monitoring
Complaints they become aware of through the MOO’s Complaint process.

8.1.29.2 Standard Member Appeal Process

The MOO must develop, implement, and maintain an Appeal procedure that complies
with state and federal laws and regulations, including 42 C.RR. § 431.200 and 42 C.F.R.
Part 438, Subpart F, “Grievance System.” An Appeal is a disagreement with an MOO
Action as defined in Attachment A, “STAR Kids Contract Terms.” The Appeal procedure
must be the same for all Members, When a Member or a Member’s [AR expresses
orally or in writing any dissatisfaction or disagreement with an Action. the MCO must
treat the expression of dissatisfaction as a request to Appeal an Action.

A Member or Member’s LAR must file a request for an Appeal with the MOO within 30
days from receipt of the notice of the Action. The MCO is subject to remedies, including
liquidated damages. if at least 98 percent of Member Appeals are not resolved within 30
days of receipt of the Appeal by the MCO. Please see the Attachment A, “STAR Kids
Contract Terms,” and Attachment 8-2, “DeliverableslLiquidated Damages Matrix.” To
ensure continuation of currently authorized services, however, the Member must file the
Appeal on or before the later of 10 days following the MOO’s mailing of the notice of the
Action. or the intended effective date of the proposed Action, The MOO must designate
an officer who has primary responsibility for ensuring that Appeals are resolved in
compiiance with written policy and within the 30-day time limit.

The provisions of Texas Insurance Code, Chapter 4201, relating to a Member’s right to
Appeal an Adverse Determination made by the MCD or a utilization review agent to an
independent review organization, do not apply to a Medicaid recipient. Texas Insurance
Code, Chapter 4201 is preempted by federal Fair Hearings requirements.

The MCD must have policies and procedures in place outlining the Medical Director’s
role in an Appeal of an Action. The Medical Director must have a significant role in
monitoring, investigating, and hearing Appeals. In accordance with 42 C.F.R. § 438.406.
the MCO’s policies and procedures must require that individuals who make decisions on
Appeals are not involved in any previous level of review or decision-making, and are
health care professionals who have the appropriate clinical expertise in treating the
Member’s condition or disease.

The MCO must provide designated Member Advocates, as described in RFP Section
8.1.29.9. to assist Members in understanding and using the Appeal process. The MOO’s
Member Advocates must assist Members in writing or filing an Appeal and monitoring
the Appeal through the MOO’s Appeal process until the issue is resolved.
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The MOO must have a routine process to detect patterns of Appeals. Management.
supervisory, and quality improvement staff must be involved in developing policy and
procedure improvements to address the Appeals.
The MOO’s Appeal procedures must be provided to Members in writing and through oral
interpretive services. A written description of the Appeal procedures must be available in
prevalent non-English languages identified by HHSC, at no more than a 6th grade
reading level. The MOO must include a written description of the Appeals process in the
Member Handbook. The MOO must maintain and publish in the Member Handbook at
least one toll-free telephone number with TTYITDD and interpreter capabilities for
requesting an Appeal of an Action. The MOO must provide oral interpretive service to
callers free of charge.

The MOO’s process must require that every oral Appeal received must be confirmed by
a written, signed Appeal by the Member or his or her representative, unless the Member
or his or her representative requests an expedited resolution. All Appeals must be
recorded in a written record and logged with the following details:

1. Date notice is sent;
2. Effective date of the Action;3. Date the Member or his or her representative requested the Appeal:4. Date the Appeal was followed up in writing:5. Identification of the individual filing:6. Nature of the Appeal: and7. Disposition of the Appeal. and notice of disposition to Member.

The MOO must send a letter to the Member within 5 business days acknowledging
receipt of the Appeal request. Except for the resolution of an Expedited Appeal as
provided in RFP Section 8.1.29.3. the MOO must complete the entire standard Appeal
process within 30 calendar days after receipt of the initial written or oral request for
Appeal. The timeframe for a standard Appeal may be extended up to 14 calendar days if
the Member or his or her representative requests an extension: or the MOO shows that
there is a need for additional information and how the delay is in the Member’s interest.
If the timeframe is extended, the MOO must give the Member written notice of the
reason for delay if the Member had not requested the delay. The MOO must designate
an officer who has primary responsibility for ensuring that Appeals are resolved within
these timeframes and in accordance with the MOO’s written policies.
During the Appeal process, the MOO must provide the Member a reasonable opportunity
to present evidence and any allegations of fact or law in person as well as in writing. The
MOO must inform the Member of the time available for providing this information and
that, in the case of an expedited resolution, limited time will be available.
The MOO must provide the Member and his or her representative opportunity, before
and during the Appeal process, to examine the Member’s case file, including medical
records and any other documents considered during the Appeal process. The MCO
must include, as parties to the Appeal, the Member and his or her representative or the
legal representative of a deceased Member’s estate.
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in accordance with 42 C.F.R. § 438.420. the MOO rust continue the benefits currently

being received by the Member, including the benefit that is the subject of the Appeal, f

all of the following criteria are met:

1 The Member or his or her representative files the Appeal timely as defined in this

Contract:
2. The Appeal involves the termination, suspension, or reduction of a previously

authorized course of treatment;

3. The services were ordered by an authorized Provider;

4. The original period covered by the original authorization has not expired; and

5. The Member requests an extension of the benefits.

If, at the Member’s request, the MOO continues or reinstates the Member’s benefits

while the Appeal is pending, the benefits must be continued until one of the following

occurs:

1. The Member withdraws the Appeal:

2. Ten days pass after the MOO mails the notice resolving the Appeal against the

Member, unless the Member, within the 10-day timeframe, has requested a Fair

Hearing with continuation of benefits until a Fair Hearing decision can be

reached: or

3. A state Fair Hearing officer issues a hearing decision adverse to the Member or

the time period or service limits of a previously authorized service have been

met.

In accordance with 42 C.F.R. § 438.420(d), if the final resolution of the Appeal is

adverse to the Member and upholds the MOO’s Action, then, to the extent that the

services were furnished to comply with the Contract, the MOO may recover those costs

from the Member.

If the MOO or state Fair Hearing Officer reverses a decision to deny, limit, or delay

services that were not furnished while the Appeal was pending, the MOO must authorize

or provide the disputed services promptly and as expeditiously as the Member’s health

condition requires.

If the MOO or state Fair Hearing Officer reverses a decision to deny authorization of

services and the Member received the disputed services while the Appeal was pending,

the MOO is responsible for the payment of services.

The MOO is prohibited from discriminating or taking punitive action against a Member or

his or her representative for making an Appeal.

8.1.29.3 Expedited Appeals

In accordance with 42 O.F.R. § 438.41 0, the MOO must establish and maintain an

expedited review process for Appeals, when the MOO determines (for a request from a

Member) or the Provider indicates (in making the request on the Members behalf or

supporting the Members request) that taking the time for a standard resolution could
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sehously jeopardize the Member’s life or health. The MCO must follow all Appealrequirements for standard Member Appeals as set forth in REP Section 8.1.29.2),except where differences are specifically noted. The MOO must accept oral or written
requests for Expedited Appeals.

Members must exhaust the MOOS Expedited Appeal process before making a request
for an Expedited Fair Hearing. After the MOO receives the request for an ExpeditedAppeal, it must hear an approved request for a Member to have an Expedited Appealand notify the Member of the outcome of the Expedited Appeal within 3 business days,
except that the MOO must complete investigation and resolution of an Appeal relating to
an ongoing emergency or denial of continued hospitalization: (1) in accordance with the
medical or dental immediacy of the case; and (2) not later than one business day after
receiving the Member’s request for Expedited Appeal.
Except for an Appeal relating to an ongoing emergency or denial of continuedhospitalization, the timeframe for notifying the Member of the outcome of the Expedited
Appeal may be extended up to 14 calendar days if the Member requests an extension or
the MOO shows (to the satisfaction of HHSC, upon HHSO’s request) that there is a need
for additional information and how the delay is in the Member’s interest. If the timeframe
is extended, the MOO must give the Member written notice of the reason for delay if the
Member had not requested the delay.

If the decision is adverse to the Member, the MCO must follow the procedures relating to
the notice in REP Section 8.1.29.5. The MOO is responsible for notifying the Member of
his or her right to access an expedited Fair Hearing from HHSO. The MOO will beresponsible for providing documentation to the state and the Member, indicating how the
decision was made, prior to HHSO’s expedited Fair Hearing.
The MOO is prohibited from discriminating or taking punitive action against a Member or
his or her representative for requesting an Expedited Appeal. The MOO must ensure
that punitive action is not taken against a Provider who requests an Expedited Appeal or
supports a Members request.

if the MOO denies a request for expedited resolution of an Appeal, it must:
1 Transfer the Appeal to the timeframe for standard resolution, and2. Make a reasonable effort to give the Member prompt oral notice of the denial,and follow up within two calendar days with a written notice,

8.1.29.4 Access to Fair Hearing for Medicaid Members
The MOO must inform Members that they have the right to access the Fair Hearing
process at any time during the Appeal system provided by the MOO. In the case of an
expedited Fair Hearing process, the MOO must inform the Member that he or she must
first exhaust the MOO’S internal Expedited Appeal process prior to filing an Expedited
Fair Hearing. The MOO must notify Members that they may be represented by anauthorized representative in the Fair Hearing process.
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If a Member requests a Fair Hearing, the MOO wiN complete the request for Fair

Hearing, and subm the form via facsimde to the appropriate Fair Hearings office, within

five calendar days of the Members request for a Fair Hearing.

Within five calendar days of notification that the Fair Hearing is set, the MOO will prepare

an evidence packet for submission to the HHSC Fair Hearings staff and send a copy of

the packet to the Member. The evidence packet must comply with HHSC’s Fair Hearings

requirements.

8.1.29.5 Notices of Action and Disposition of Appeals for Medicaid Members

The MCO must notify the Member. in accordance with 1 Tex. Admin. Code Chapter 357,

whenever the MOO takes an Action. The notice must, at a minimum, include any

information required by 1 Tex. Admin. Code Chapter 357 that relates to a MOOs notice

of Action and any information required by 42 C.F.R. § 438.404 as directed by HHSC,

including but not limited to:

1. The dates, types, and amount of service requested:

2. The Action the MCO has taken or intends to take:

3. The reasons for the Action (If the Action taken is based upon a determination that

the requested service is not Medically Necessary, the MOO must provide an

explanation of the medical basis for the decision, application of policy or

accepted standards of medical practice to the individuals medical circumstances,

in its notice to the Member.):

4. The Members right to access the MOO’s Appeal process.

5. The procedures by which the Member may Appeal the MOO’s Action;

6. The circumstances under which expedited resolution is available and how to

request it:
7. The circumstances under which a Member may continue to receive benefits

pending resolution of the Appeal, how to request that benefits be continued, and

the circumstances under which the Member may be required to pay the costs of

these services;

8. The date the Action W!lI be taken;

9. A reference to the MOO policies and procedures supporting the MOOs Action;

10. An address where written requests may be sent and a toll-free number that the

Member can call to request the assistance of a Member representative, file an

Appeal, or request a Fair Hearing:

II. An explanation that Members may represent themselves, or be represented by a

Provider, a friend, a relative, legal counsel, or another spokesperson;

12. A statement that if the Member wants a Fair Hearing on the Action, the Member

must make the request for a Fair Hearing within 90 days of the date on the notice

or the right to request a hearing is waived;

13. A statement explaining that the MOO must make its decision within 30 days from

the date the Appeal is received by the MOO. or three business days in the case

of an Expedited Appeal; and

14. A statement explaining that the hearing officer must make a final decision within

90 days from the date a Fair Hearing is requested.
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8.1.29.6 Timefrarne for Notice of Action

ifl accordance with 42 C.F.R. § 438.404(c). the MCO must mail a notice of Action withinthe following timeframes:

1 For termination, suspension, or reduction of previously authorized Medicaid-covered services, within the timeframes specified in 42 C.F.R. § 431.2 ii,431.213. and 431214;
2. For denial of payment, at the time of any Action affecting the claim;3. For standard service authorization decisions that deny or limit services, within thetimeframe specified in 42 C.F.R. § 438.210(d)(1);4. If the MCO extends the timeframe in accordance with 42 C.F.R. § 438.210(d)(1),it must:

a. Give the Member written notice of the reason for the decision to extendthe timeframe and inform the Member of the right to file an Appeal if he orshe disagrees with that decision: andb. Issue and carry out its determination as expeditiously as the Member’shealth condition requires and no later than the date the extension expires;5 For service authorization decisions not reached within the timeframes specified in42 C.F.R. § 438.210(d) (which constitutes a denial and is thus an adverseAction), on the date that the timeframes expire; and6. For expedited service authorization decisions, within the timeframes specified in42 C.F.R. § 438.210W).

8.1.29,7 Notice of Disposition of Appeal

In accordance with 42 C.F.R. 438408(e). the MCO must provide written notice ofdisposition of all Appeals, including Expedited Appeals. The written resolution noticemust include the results and date of the Appeal resolution. For decisions not wholly nthe Member’s favor, the notice must contain:

• The right to request a Fair Hearing;• How to request a Fair Hearing;
• The circumstances under which the Member may continue to receive benefitspending a Fair Hearing;
• How to request the continuation of benefits;• If the MCO’s Action is upheld in a Fair Hearing, the Member may be liable for thecost of any services furnished to the Member while the Appeal is pending: and• Any other information required by 1 Tex. Admin. Code Chapter 357 that relatesto a MCO’s notice of disposition of an Appeal.

8.1.29.8 Timeframe for Notice of Resolution of Appeals
In accordance with 42 CFR. § 438.408, the MCO must provide written notice of theresolution of Appeals, including Expedited Appeals, as expeditiously as the Member’shealth condition requires, but the notice must not exceed the timelines as provided inthis Section for Standard or Expedited Appeals. For expedited resolution of Appeals, theMCO must make reasonable efforts to give the Member prompt oral notice of the
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resolution of the Appeal, and follow up with a written notice within the timefrarnes set

forth in this Section for Expedited Appeals. lf the MOO denies a request for expedited

resolution of an Appeal, the MCO must transfer the Appeal to the timeframe for standard

resolution as provided in this Section, and make reasonable efforts to give the Member

prompt oral notice of the denial, and follow up within two calendar days with a written

notice.

8.1.29.9 Member Advocates

The MOO must provide Member Advocates to assist Members. Member Advocates must

be physically located within each MOO Service Area where the MOO operates a STAR

Kids program, unless an exception is approved by HHSC. Member Advocates must be

trained and knowledgeable about the MCO complaints and conflict resolution process.

Member Advocates must inform Members of the following:

1. Their rights and responsibilities.

2. The functions and contact information for the HHSC Office of the Ombudsman,

3. The Complaint process,

4. The Appeal process,

5. Covered Services available to them, including preventive services, and

6. Non-capitated Services available to them.

Member Advocates must assist Members in writing Complaints and are responsible for

monitoring the Complaint through the MOOs Complaint process.

Member Advocates are responsible for making recommendatons to management on

any changes needed to improve either the care provided or the way care is delivered.

Member Advocates are also responsible for helping or referring Members to community

resources available to meet Member needs that are not available from the MOO as

Covered Services. Member Advocates must be trained to handle complaints regarding

Service Coordination. Member Advocates must work with appropriate MOO personnel to

address complaints about Service Coordinators, either by requesting reassignment or by

working with the Member, the Service Coordinator, and other appropriate MOO staff to

facilitate resolution.

The MOO must ensure access to Spanish-speaking Member Advocates or Member

Advocates who speak languages of other Major Population Groups. if requested.

8.1.30 Additional Medicaid Behavioral Health Provisions

8.1.30.1 Mental Health Rehabilitative Services and Targeted Case

Management Services

For Members with severe and persistent mental illness (SPMI) or a Severe Emotional

Disturbance (SF0), as determined by through the Child and Adolescent Needs

Assessment (CANS), Mental Health Rehabilitative Services, and Targeted Case

Management Services must be available to eligible STAR Kids Members through a
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qualified Network of entities. Qualified entities can indude both Local Mental HealthAuthorities (LMHAs) and other entities, such as multi-specialty groups that employproviders of these services.

Mental Health RehabUitative Services include training and services that help the Membermaintain independence in the home and community? such as the following.
1. Medication training and support — curriculum-based training and guidance thatserves as an initial orientation for the Member in understanding the nature of hisor her mental illnesses or emotional disturbances and the role of medications inensuring symptom reduction and the increased tenure in the community.2. Psychosocial rehabilitative services — social, educational, vocational,behavioral, or cognitive interventions to improve the Member’s potential for socialrelationships? occupational or educational achievement, and living skiflsdevelopment.

3. Skills training and development — skills training or supportive interventions thatfocus on the improvement of communication skills, appropriate interpersonalbehaviors, and other skills necessary for independent living or. when ageappropriate, functioning effectively with family? peers. and teachers,4, Crisis intervention — intensive community-based one-to-one service provided toMembers who require services in order to control acute symptoms that place theMember at immediate risk of hospitalization? incarceration? or placement in amore restrictive treatment selling.
5. Day program for acute needs — short-term, intensive, site-based treatment in agroup modality to an individual who requires multidisciplinary treatment in orderto stabilize acute psychiatric symptoms of prevent admission to a more restrictivesetting or reduce the amount of time spent in the more restrictive setting.

The MCO must authorize Mental Health Rehabilitative Services and Targeted CaseManagement in accordance with Uniform Managed Care Manual Chapter 15 and mustensure that it coordinates with providers of Targeted Case Management to ensureintegration of behavioral and physical health needs of Members.

Additionally, the MCO must ensure the following:

1. Providers of Mental Health Rehabilitative Services and Targeted CaseManagement use, and are trained and certified to use, HHSC approvedassessment tools for assessing Members needs.2. STAR Kids Service Coordinators coordinate with providers of Targeted CaseManagement and Mental Health Rehabilitative Services to ensure the integrationof behavioral and physical health needs of Members.3. STAR Kids Service Coordinators refer Members that lose Medicaid eligibility tothe Local Mental Health Authorities for indigent mental health services.
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8.1.31 Third Party Liabflity and Recovery

Medicaid coverage is secondary when coordinating benefits with all other insurance

coverage, unless an exception applies under federal law. Coverage provided under

Medicaid will pay benefits for Covered Services that remain unpaid after all other

insurance coverage has been paid. For Network Providers and Out-of Network providers

with written reimbursement arrangements with the MCO, the MCO must pay the unpaid

balance for Covered Services up to the agreed rates. For Out-of-Network providers with

no written reimbursement arrangement, the MCO must pay the unpaid balance for

Covered Services in accordance with HHSC’s administrative rules regarding Out-of-

Network payment (1 Tex. Admin. Code § 353.4).

The MCO is responsible for establishing a plan and process for recovering costs for

services that must have been paid through a third party in accordance with state and

federal law and regulations, including the Social Security Act, Sections 1902(a)(25)(E)

and (F), which require MCOs to pay and later seek recovery from liable third parties: (1)

for prenatal and preventive pediatric care, and (2) in the context of a state child support

enforcement action. To recognize this requirement, capitation payments to the MCO are

reduced by the projected amount of TPR that the MCO is expected to recover,

The MCO must provide required reports as stated in RFP Section 8.1.19.2, Financial

Reporting Requirements,

Beginning 120 days after the date of adjudication on any claim, Encounter, or other

Medicaid-related payment by the MCO subject to Third Party Recovery, HHSC may

attempt recovery independent of any MCO action. HHSC will retain, in full, all funds

received as a result of the state-initiated recovery or subrogation action.

The MCO must provide a Member quarterly tile that contains the following information. if

available to the MCO: the Member name, address, claim submission address, group

number, employer’s mailing address, social security number, and date of birth for each

subscriber or policyholder and each dependent of the subscriber or policyholder covered

by the insurer. The file must be used for the purpose of matching the Texas Medicaid

eligibility file against the MCO Member file to identify clients enrolled in the MCO.

8.1.32 Coordination with Public Health Entities

8.1.32.1 Reimbursed Arrangements with Public Health Entities

The MCO must make a good faith effort to enter into Network Provider agreements for

Covered Services with Public Health Entities. Possible Covered Services that could be

provided by Public Health Entities include, but are not limited to, the following services:

1. Sexually Transmitted Disease (STD) services;

2. Confidential HIV testing;

3. Immunizations;
4. Tuberculosis (TB) care;

5. Family planning services;
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& Texas Heafth Steps medical checkups, and
T Prenatal services.

These subcontracts must be available for review by HHSC or its designated agent(s) onthe same basis as all other subcontracts. If the MOO is unable to enter into a contractwith Public Health Entities. the MOO must document efforts to contract with PublicHealth Entities, and make that documentation available to HHSO upon request.

MOO Oontracts with Public Health Entities must specify the scope of responsibilities ofboth parties, the methodology and agreements regarding billing and reimbursements.reporting responsibilities, Member and Provider educational responsibilities, and themethodology and agreements regarding sharing of confidential medical recordinformation between the Public Health Entity and the MOO or POP.

The MOO must:

1 Identify care managers who will be available to assist public health Providers andPOPs in efficiently referring Members to the public health Providers, specialists.and health-related service Providers, either within or outside the MOO’s Network;and
2. Inform Members that confidential healthcare information will be provided to thePOP, and educate Members on how to better utilize their POP& public healthProviders, emergency departments, specialists, and health-related serviceProviders.

81.32.2 Non-Reimbursed Arrangements with Local Public Health Entities
The MOO must coordinate with Public Health Entities in each Service Area regarding theprovision of essential public health care services. In addition to the requirements listed inRFP Section 8.1.24. or otherwise required under state law or this contract, the MOOmust meet the following requirements:

1. Report to public health entities regarding communicable diseases or diseasesthat are preventable by immunization as defined by state law:2. Notify the local Public Health Entity, as defined by state law, of communicabledisease outbreaks involving Members:
3. Educate Members and Providers regarding WlO services available to Members;and
4. Ooordinate with local Public Health Entities that have a child lead program, orwith DSHS regional staff when the local Public Health Entity does not have achild lead program, for follow-up of suspected or confirmed cases of childhoodlead exposure.

8.1.33 Coordination with Other State Health and Human Services Programs
The MOO must coordinate with other state Health and Human Services (HHS) Programsin each Service Area, or each Texas Health and Human Service Region, regarding theprovision of essential public healthcare services. In addition to the requirements listed in

8-115
-



31a— ta— ‘ea.—..........-. -

STAR Kids REP
Section 8—Operations Phase Requmernents

REP No. 529-13-0071

RFP Section 8.1.24 or otherwise required under state law or this Contract, the MOO

must meet the following requirements:

1 Coordinate with the Department of Aging and Disability Services and providers of

Long-Term Services and Supports for Members who receive Long-Term

Services and Supports outside of the MCO.

2. Require Providers to use the DSHS Bureau of Laboratories for specimens

obtained as part of a Texas Health Steps medical checkup, as indicated in RFP

Section 8.1.24.3.3 under Laboratory Services;

3. Notify Providers of the availability of vaccines through the Texas Vaccines for

Children Program:
4. Work with HHSC and Providers to improve the reporting of immunizations to the

statewide ImmTrac Registry;

5. Educate Providers and Members about the Department of State Health Services

(DSHS) Case Management for Children and Pregnant Women services

available;
6. Coordinate services with Case Management for Children and Pregnant Women

specifically in regard to an MCD Member’s health care needs that are identified

by Case Management for Children and Pregnant Women and referred to the

MCD;
7. Participate, to the extent practicable, in the community-based coalitions with the

Medicaid-funded case management programs in the Department of Assistive and

Rehabilitative Services (DARS), the Department of Aging and Disability Services

(DADS), and DSHS;
8. Cooperate with activities required of state and local public health authorities

necessary to conduct the annual population and community-based needs

assessment;
9. Report all blood lead results, coordinate and follow-up of suspected or confirmed

cases of childhood lead exposure with the Childhood Lead Poisoning Prevention

Program in DSHS and follow the Centers for Disease Control and Prevention

guidelines for testing children for lead and follow-up actions for children with

elevated lead levels located at
eference,•df;

10. Coordinate with Texas Health Steps Outreach Unit;

11. Coordinate Covered Services and hospice services for terminally ill Members

with a life expectancy of six months or less who are receiving hospice services

through DADS; and
12. Educate Providers and Members about primary and family planning services

available through the Texas Women’s Health Program and DSHS Family

Planning, Primary Health Care, and Expanded Primary Health Care programs.

8.1.34 Minimum Wage Requirements for STAR Kids Attendants in Community

Settings

The MCO must ensure that facilities and agencies that provide Personal Care Services

(PCS) and MDCP STAR Kids attendant services pay attendants at or above $7.86 per

hour.
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8.1.36 Advance Directives

Federal and state law require MCOs and Providers to maintain written policies andprocedures for informing all adult Members 18 years of age and older about their rightsto refuse, withhold, or withdraw medical treatment and mental health treatment throughadvance directives (see Social Security Act § 1902(a)(57) and 1903(m)(1)(A)). TheMCO’s policies and procedures must include written notification to Members and complywith provisions contained in 42 C.F.R. Part 489, Subpart I, relating to advance directivesfor all Hospitals. critical access Hospitals, skilled nursing facilities, home healthagencies, Providers of home health care, Providers of personal care services andhospices, as well as the following state laws and rules:

1. A Member’s right to self-determination in making health care decisions;2. The Advance Directives Act, Texas Health and Safety Code, Chapter 166. whichincludes:

a. A Member3sright to execute an advance written directive to physicians andfamily or surrogates, or to make a non-written directive to administer.withhold. or withdraw life-sustaining treatment in the event of a terminal orirreversible condition;
b. A Member’s right to make written and non-written out-of-hospital do-not-resuscitate (DNR) orders:
c. A Member’s right to execute a Medical Power of Attorney to appoint an agentto make health care decisions on the Member’s behalf if the Memberbecomes incompetent; and

3. The Declaration for Mental Health Treatment, Texas Civil Practice and RemediesCode. Chapter 137. which includes a Member’s right to execute a Declaration forMental Health Treatment in a document making a declaration of preferences orinstructions regarding mental health treatment.

The MCD must maintain written policies for implementing a Member’s advance directive.Those policies must include a clear and precise statement of limitation if the MCD or aProvider cannot or will not implement a Member’s advance directive.

The MCD cannot require a Member to execute or issue an advance directive as acondition of receiving health care services. The MCD cannot discriminate against aMember based on whether or not the Member has executed or issued an advancedirective.

The MCO’s policies and procedures must require the MCD and its Subcontractors tocomply with the requirements of state and federal law relating to advance directives. TheMCD must provide education and training to employees and Members on issuesconcerning advance directives.

All materials provided to Members regarding advance directives must be written at a
— 8’ grade reading comprehension level, except where a provision is required by stateor federal law and the provision cannot be reduced or modified to a 7th 8th grade
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reading level because t is a reference to the law or a required to be ncluded ‘as written”

in the state or federal law.

The MCO must notify Members of any changes in state or federal laws relating to

advance directives within 90 days from the effective date of the change, unless the law

or regulation contains a specific time requirement for notification.

8.1.36 Covered Community-Based Services

The MCO must ensure that Members needing Community-Based Services are identified

and that services are referred and authorized in a timely manner. Community-Based

Services include Home and Community-Based LTSS for MDCP STAR Kids Members

and home health Covered Services for all Members. The MCO must ensure that

Providers of Community-based Services are appropriately licensed to deliver the service

they provide.

Community-Based Services may be necessary for preventative reasons to avoid more

expensive hospitalizations, emergency room visits, or institutionalization. Community-

Based Services must also be made available to Members to assure maintenance of the

highest level of functioning possible in the least restrictive setting. MCOs must provide

all necessary Covered Services to Members. A Member’s need for Community-based

Services to assist with activities of daily living and instrumental activities of daily living

must be considered as important as needs related to a medical condition.

8.1.36.1 Electronic Visit Verification

STAR Kids MCQs must use an B/V system to verify attendant care services, Nursing

Services, and other services identified by HHSC. including:

1. The Provider’s name;
2. The recipient’s name:
3. The service location; and
4. The date and time the Provider begins and ends each seMce delivery visit.

MCOs must contract with EVV Vendors for the provision of EVV services in a manner

consistent with the Uniform Managed Care Manual Chapter 8.6.

The MCO may not pass E’IV transaction costs to providers.

8.1.37 STAR Kids Service Delivery Options

There are three options available to Members desiring to self-direct the delivery of

Personal Care Services (PCS) and, for the MDCP STAR Kids in-home or out-of-home

respite, Supported Employment, and Employment Assistance. The three options are:

1. Consumer—Directed Services Option:

2. Service-Related Option; and

3. Agency Option

8-118



STAR Kids RFP
Section 8 Operations Phase Reouirements
RFPNo 529.13-0071

The MOO must provcie nformation. ::nciuding the risks and benefits about the threeoptions to all eligible Members.

In addition to providing information concerning the three options, the MOO must provideMember orientation in the option selected by the Member. The MOO must provideinformation regarding all available options:

1 At initial assessment;
2. At annual reassessment or annual contact with the Member:
3. At any time when a Member requests the information; and
4. In the Member Handbook.

The MOO must contract with Providers who are able to offer P08. in-home or out-of-home respite, Supported Employment, and Employment Assistance and must alsoeducate/train the MOO Network Providers regarding the three options. NetworkProviders must meet licensure/certification requirements as indicated in RFP Section8.3.2.

8.1.37.1 Consumer Directed Services Model

Oonsumer Directed Services (ODS) is a service delivery option in which a Member orMember’s LAR employs and retains service providers and directs the delivery of POSand respite services. In the CDS Model the Member or the Member’s LAR is theemployer of record and retains control over the hiring, management, and termination ofan individual providing P08 or in-home or out-of-home respite. The Member orMember’s LAR is responsible for assuring that the employee meets the qualificationsand requirements for P08 or in-home or out-of-home respite, The Member is required toselect a Financial Management Services Agency (FMSA) to handle functions such asprocessing payroll. withholding taxes. and filing tax-related reports to the InternalRevenue Service and the Texas Workforce Oommission for these services. The FMSAis also responsible for providing training on being an employer, verifying providerqualifications (including criminal history and registry checks), and approving the budget.The FMSA must be qualified to perform these services, by having completed themandatory FMSA enrollment training, holding a DADS FMSA contract, or becoming partof an existing MCO’s network.

8.1.37.2 Service Related Option Model

in the Service Related Option (SRO) Model, the Member or the Members LAR isactively involved in choosing hislher personal attendant or respite provider but is not theemployer of record. The Home and Oommunity Support Services Agency (HOSSA) inthe MOO’s Provider Network is the employer of record for the personal attendantemployee and respite provider. In this model, the Member selects the personal attendantor respite provider from the HCSSA’s personal assistance employees. The personalattendant’slrespite provider’s schedule is set up based on the Member input, and theMember manages the POS or in-home or out-of-home respite. The Member retains theright to supervise and train the personal attendant. The Member may request a differentpersonal attendant, and the HOSSA would be expected to honor the request as long as
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the new attendant is a Network Provider. The HCSSA estabflshes the payment rate.

benefits. and provides all administrative functions such as payroll, substitute (back-up.

and filing tax-related reports of PCS or in-home or out-of-home respite. The MCD

contracts with HCSSAs that are the employer or contractor of record for the attendant or

nurse, In this model, the Member selects the attendant or nurse from the MCO’s

Provider Network, The attendant or nurse schedule is set up based on the Member’s

input, and the Member manages the attendant services or Nursing Services. The

Member retains the right to supervise and train the attendant or nurse. The Member may

request a different attendant or nurse, and the MCD must honor the request as long as

the attendant or nurse is a Network Provider. The HCSSA establishes the payment rate,

benefits, and provides all administrative functions such as payroll, substitute (back-up).

and filing tax-related reports of attendant services or Nursing Services.

8.1.37.3 Agency Model

In the Agency Model, the MCD contracts with a HCSSA and FMSA for the delivery of

services. The HCSSA is the employer of record for the personal attendant, respite

provider, or nurse. The HCSSA establishes the payment rate, benefits, and provides all

administrative functions such as payroll, substitute (back-up), and filing tax-related

reports for the service provider.

8.1.38 Service Coordination

8.1.38.1 Service Coordination Description

Service Coordination provides the Member with initial and ongoing assistance

identifying. selecting, obtaining, coordinating, and using Covered Services and other

supports to enhance the Member’s well-being. independence, integration in the

community. and potential for productivity. Service coordination must be used to:

1. Provide a holistic evaluation of the Member’s individual dynamics. needs and

preferences.
2. Educate and help provide health-related information to the Member, the

Member’s LAR, and others in the Member’s Support Network.

3. Help identify the Member’s physical, behavioral, functional; and psychosocial

needs;
4. Engage the Member and the Member’s LAR and other caretakers in the design

of the Member’s Individual Service Plan (ISP);

5. Connect the Member to Covered and non-covered services necessary to meet

the Member’s identified needs;
6. Monitor to ensure the Member’s access to covered services is timely and

appropriate;
7. Coordinate Covered and non-Covered Services; and

8. Intervene on behalf of the Member if approved by the Member.

8-120



STAR Kids RFP
Sect[on B— Operat[ons Phase Requrernents
RFP No. 529-13-0071

81.38.2 Individual Service Plan (ISP) Description

Each STAR Kids MCO must create and regularly update a comprehensive Person-
centered ISP for each STAR Kids Member. The purpose of the ISP is to articulateassessment findings, short and long-term goals, service needs, and Memberpreferences. The ISP must be used to communicate and help align expectations
between the Member, their LAR. the MCD and key service providers. The ISP may alsobe used by the MCD and HHSC to measure Member outcomes overtime. All lSPs mustaccount for the following information:

1. A summary document describing the recommended service needs identified
through the STAR Kids Screening and Assessment Process;

2. Covered Services currently received;
3. Covered Services not currently received, but that the Member might benefit from:4. A description of non-covered services that could benefit the Member;
5. Member and family goals and service preferences;
6. Natural strengths and supports of the Member including helpful family members,

community supports, or special capabilities of the Member:
7. With respect to maintaining and maximizing the health and well-being of the

Member, a description of roles and responsibilities for the Member, their LAR,
others in the Member’s Support Network, key service providers, the Member’s
Health Home. the MCD, and the Member’s school (if applicable):

8. A plan for coordinating and integrating care between Providers and Covered andNon-Covered Services;
9. Short and long-term goals for the Member’s health and well-being;
10. If applicable, services provided to the Member through YES, TxHmL. DRMD.

HCS, CLASS, or third-party resources, and the sources or providers of those
services;

11. Plans specifically related to transitioning to adulthood for Members age 15 and
older; and

12. Any additional information to describe strategies to meet service objectives andMember goals.

The ISP must be informed by findings from the STAR Kids Screening and AssessmentProcess, in addition to input from the Member; their family and caretakers; Providers;and any other individual with knowledge and understanding of the Member’s strengthsand service needs who is identified by the Member, the Member’s LAR. or the MCD. Tothe extent possible and applicable, the ISP must also account for school-based serviceplans and service plans provided outside of the MCO. The MCO is encouraged torequest, but may not require the Member to provide a copy of the Member’s
Individualized Education Plan (IEP).

8.1.38.3 ISP Requirements

Each Member’s ISP must be updated:

1. at least annually;
2. following a significant change in health condition that impacts service needs;3. upon request from the Member or the Member’s LAR;
4. at the recommendation of the Members PCP;
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5. following a change Th afe crcumstance: and

6. following the STAR Kids Screening and Assessment Process or re-assessment

process.

The MOO must provide a printed or electronic copy of the ISP to each Member or the

Membees LAR following any significant update and no less than annually. The MOO

must give the completed ISP in the format that the Member or Members [AR requests.

The MOO must write the ISP in plain language that is clear to the Member or the

Member’s LAR and must be furnished in Spanish or languages of other Major Population

Groups if requested. The named Service Coordinator is responsible for examining the

ISP for all Level 1 and 2 Members prior to a face-to-face visit and for ensuring the

document is up-to-date and adequately reflects the Member’s status, goals, preferences

and needs. The MOO is responsible for developing a strategy to ensure the ISP is

closely reviewed and monitored on a regular basis for all Level 3 Members. The named

Service Ooordinator or a representative of the MOO must review and update each

Member’s ISP with the Member and their LAR no less than annually during a face-to-

face visit.

HHSO will require standard components that must be included in all lSPs in the STAR

Kids Handbook. The MOO must complete the ISP in an electronic format compatible

with HHSO requirements. The MOO must provide HHSO with information from the ISP

upon request. in the format prescribed by HHSC. HHSO reserves the right to use

information collected in the ISP to measure the quality of Service Coordination and

overall care.

8.1.38.4 Service Coordination Structure

Through Service Ooordination and other methods determined appropriate by the MOO,

the MOO must implement a systematic process to coordinate Non-capitated Services

and, if determined advantageous to the Member. enlist the involvement of community

organizations providing non-covered services that are important to the health and well

being of Members. The MOO also must also seek to establish relationships with state

and local programs and community organizations, such as the following, to make

referrals for Members who need community services.

1. Peer supports and Family Partners for Behavioral Health conditions;

2 Community Resource Coordination Groups (OROGs);

3. Early Childhood Intervention (ECI) Program;

4. Local school districts (Special Education);

5. Health and Human Services Commission (HHSO) Medical Transportation

Program (MTP):
6. Department of Assistive and Rehabilitative Services (DARS) Blind Ohildren’s

Vocational Discovery and Development Program;

7. Department of State Health (DSHS) services, including community mental health

programs, the Title V Maternal and Child Health, Case Management for Children

and Pregnant Women, Children with Special Health Care Needs (CSHCN)

Programs, and Youth Empowerment Services (YES) HCBS Waiver;
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8. Suopiementa! Nutrition Assistance Program (SNAP) the Women. nfants, and
Children’s (WIC) Program, and Head Start;

9. Department of Aging and Disabillty Services (DADS) HCBS Waivers, including
Community Living Assistance and Support Services (CLASS). Deaf Blind with
Multiple Disabihties (DBMD), Texas Home Living (TxHmL), and Home and
Community-based Services (HCS); and

10, Civic and religious organizations and consumer and advocacy groups. such as
Easter Seals and the Arc. that also work on behalf of specific Member
populations.

To assure coordination between programs for all STAR Kids Members who are enrolledin DADS or DSHS MOBS Waivers, the named STAR Kids Service Coordinator must
communicate regularly with the DADS or DSHS staff members or contractors
responsible for overseeing the Member’s HCBS Waiver services.

8.t38.5 Service Coordination Teams

Service Coordination Teams are Member-centered support networks designed to
enhance services provided by the Service Coordinator. Service Coordination Team
members must be individually selected based on the needs and preferences of the
Member. The MOO will provide a Service Coordination Team when the MOO or a
Provider determines the Member could benefit from a multidisciplinary approach to
Service Coordination or determines specific expertse is necessary to address needsidentified in the Member’s Individual Service Plan (ISP). Service Coordination Teams
must be led by at least one Service Coordinator employed by the MOO, or appropriate
Health Home employee if the Member receives Service Coordination through their
Health Home. If a Member has a named Service Coordinator, the named Service
Coordinator must lead the Service Coordination Team, Service Coordination Teams
must have access to individuals with expertise or access to identified subject mailer
experts in the following areas:

1 Behavioral health
2. Co-occurring behavioral health conditions and IDD
3, Medically complex conditions
4 Substance abuse
5. Lccai resources (e g.. basic needs like housing. food, utility assistance)—iMCOs

are encouraged to use certified Community Health Workers to support individuals
in local areas

6. Pediatrics
7. Long Term Services and Supports (LTSS), including HCBS Waiver programs
8. End of lifeladvanced illness
9. Curative treatment or palliative care
10. Acute care
11. Preventive care
12. Cultural competency
13. Pharmacology
14. Nutrition
15. Consumer Directed Services
16. Texas Promoting Independence strategies such as diversion and relocation
17. Person-Centered Planning
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18. Family Partners
19. Peer Supports
20. Positive behavior support
21. Assistive Technology including augmentative communication and seating and

positioning
22. Supported employment
23. Permanency planning
24. School transition

A Member’s interaction with a Service Coordination Team must be tied to the level and

frequency of coordination desired by the Member and the Member’s LAR and

appropriate to the Members needs. The named Service Coordinator responsible for

leading the Service Coordination Team must work with the team to ensure the team

addresses objectives identified in the Member’s ISP.

All Members who receive LTSS through the CF/lID program or through Non-capitated

HCBS Waiver programs must be offered access to a Service Coordination Team that

includes representatives from the Member’s STAR Kids MCD. and at least one

coordinator representing the individual’s non-capitated LTSS. All STAR Kids MCD

representatives on a Service Coordination team must work in collaboration with other

members of the Service Coordination Team to ensure the individual receives adequate

and appropriate Covered and non-covered services.

8.1.38.6 Service Coordination Levels

The MCD must furnish a named Service Coordinator to all Members who request one.

The MCO must also furnish a named Service Coordinator to a Member when the MCD

determines one is required through an assessment of the Members health and support

needs. The MCD will have three tiers of Service Coordination and assign Members to

the appropriate tier based on their level of need. The MCD may use a Health Home

employee as the named Service Coordinator.

Each MCD must develop and submit a Service Coordination Plan to HHSC durng

Readiness Review. The Service Coordination Plan must address service planning for

Members from all Service Coordination Levels.

MCDs must provide the following for all STAR Kids Members.
1. A description of Service Coordination;
2. A phone number to contact if the Member needs Service Coordination or is

experiencing problems with Service Coordination;
3. The name of their Service Coordinator, if applicable:
4. The phone number and e-mail address of their named Service Coordinator or

information on how to reach a Service Coordinator if the Member does not have

a named Service Coordinator;
5. The minimum number of contacts the Member will receive every year; and

6. The types of contacts the Member will receive and instructions on how to request

additional Service Coordination assistance at any time
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7, How to access a Member Advocate if the Member has complaints about aService Coordinator.

If the named Service Coordinator changes, the MOO must notify Members within 15Business Days of the name and phone number of their new Service Coordinator. Withinthe same time period, the MCO must also post the new Service Coordinators
information on the portal or website Members use to obtain plan information.

Based on findings from talking with the Member, the Member’s LAR, and relevantservice Providers, and based on the guidelines below, the MOO must structure ServiceCoordination Levels as follows.

8.1.38.6.1 Level I Members

Level 1 Members include the following Member types:

• MDCP STAR Kids Members
• Members with Complex Needs or a history of developmental or behavioral health

ssues (multiple outpatient visits, hospitalization, or institutionalization within thepast year)
• Members at risk for institutionalization.
• Members with psychosocial needs that present significant challenges to the

Member’s health and wellbeing.

All Level 1 Members must receive a minimum of four face1o-face Service Coordinationcontacts annually, in addition to monthly phone calls, unless otherwise requested by theMember.

MOOs must provide a Level 1 Member with a named Service Coordinator

8.1.38,6.2 Level 2 Members

tevel 2 Members include the following Member types:

• Members who do not meet the requirements for Level 1 classification but receivePersonal Care Services (P05) or Nursing Services.
• Members who do not meet the requirements for Level 1 but receive HCBS

Waiver services.
• Members with a history of substance abuse (multiple outpatient visits,

hospitalization, or institutionalization within the past year).

All Level 2 Members must receive a minimum of two face-to-face and six telephonicService Coordination contacts annually unless otherwise requested by the Member.

MCOs must provide a Level 2 Member with a named Service Coordinator.

8.1.38.6.3 Level 3 Members
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Levet 3 Members include tnose who -do not qualify as Level 1 or Level 2 The MCD must

provide access to service coordination services to all Level 3 Members.

All Level 3 Members must receive a minimum of one face-to-face visit annually and

make at least three telephonic service coordination outreach contacts yearly.

At the Members request, the MCO must provide Level 3 Members with a named Service

Coordinator.

8.1.38.7 Service Coordinator Roles and Responsibilities

The purpose of a Service Coordinator is to maximize a Members health. wellbeing, and

independence. Service Coordination should consider and address the Members

situation as a whole, including his or her medical, behavioral, social, and educational

needs, The Service Coordinator must work with the Members PCP to coordinate all

Covered Services, Non-capitated Services, and non-covered services available through

other sources, This requirement applies regardless of whether the PCP is in the MCO’s

Network. In order to integrate the Member’s care while remaining informed of the

Member’s needs and condition, the Service Coordinator must actively involve the

Members primary and specialty care Providers, including Behavioral Health Service

Providers, and Providers of Non-capitated Services and non-covered services- When

families request information regarding a referral to a Nursing Facility or other long-term

care facility, the MCD must inform the Member and family about options available

through home and community-based service programs, in addition to facility-based

options.

The MCO may allow a Member to receive Service Coordination through an integrated

Health Home if the individual providing Service Coordination and the Service

Coordination structure meet STAR Kids program requirements- The MCO must

reimburse a Health Home that provdes Service Coordination to its Members through an

enhanced rate structure, a per-member-per-month fee, or other reasonable methodology

agreed to between the MCD and Health Home. The MCD must employ Service

Coordinators who are experienced in meeting the needs of vulnerable populations who

have Chronic or Complex Conditions. Service Coordination personnel and management

must have expertise in pediatric care and, in addition to physical and behavioral health

challenges. Service Coordinators that serve STAR Kids Members must be solely

dedicated to serving STAR Kids Members. The MCD must pair a Member with a Service

Coordinator who has appropriate experience relating to the individual Member’s needs.

Service Coordinator managers are Key MCD Personnel as described in Attachment A.

The MCD must maintain a sufficient number of Service Coordination personnel and

management to ensure the timely completion of assessments and Individualized Service

Plans and the successful coordination of services as required by REP Sections 8.1.38.1

and 8.1.38.2. The MCD must ensure that Service Coordinator-to-Member ratios are

clinically appropriate and evidence-informed. A named Service Coordinator must attend

at least 75 percent of face-to-face meetings between the MCD and the Member. For

each Member to whom the Service Coordinator is assigned and no less than twice per

year, the named Service Coordinator must review the Member’s ISP to determine if
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updates are required. A named Service Cooroinator must return Member phone calls
and e-maHs within two business days. if a named Service Coordinator is unavailable due
to illness or personal leave, the MCO must ensure Members who attempt to contact the
named Service Coordinator are provided with the name and contact information of an
alternate Service Coordinator.

If a STAR Kids Member does not have a named Service Coordinator, the MCO must
ensure a Service Coordinator reviews the Member’s ISP no less than twice per year in
order to determine if updates are appropriate. The MCO must ensure a Service
Coordinator returns a phone call received on behalf of a Member seeking service
coordination within two business days.

The MCD must continuously monitor the staffs ability to complete these functions in a
timely and thorough nature and will take corrective action as necessary. Member and
Provider feedback must also be measured by the MCD in reviewing Service
Coordination outcomes.

The MCO must maintain a sufficient number of regional offices in which Service
Coordinators will be housed. Regional offices will be located in areas throughout the
state that are determined by agreement between the MCO and HHSC to have the
greatest Member density. All STAR Kids MCOs must provide dedicated toil-free Service
Coordination phone numbers or include a Service Coordination option through their
Members Services phone number. These numbers, if not regional, must warm transfer
callers to the MCO’s regional office.

The MCO must provide access to ongoing training and continuing education for Service
Coordinators. Service Coordinator training should include focus on evidence-based best
practices in case management for children and young adults with disabilities; Person-
Centered Planning; and Cultural Competency.

Service Coordinators must meet the following requirements:
1, A Service Coordinator for a Level I Member must be a registered nurse

(RN), nurse practitioner (NP), a physician’s assstant CPA), a licensed social
worker, or Licensed Professional Counselor if the Member’s service needs
are primarily behavioral.

2. A Service Coordinator for a Level 2 Member must be a registered nurse
(RN), nurse practitioner (NP), physician’s assistant (PA), have an
undergraduate or graduate degree in social work or a related field, or be a
licensed vocational nurse (LVN) with previous service coordination
experience.

3. A Service Coordinator for a Level 3 Member must have a minimum of a high
school diploma or GED and direct experience working with children and
young adults with similar conditions or behaviors in three of the last five
years.

4. Service Coordinators must possess knowledge of the principles of most
integrated settings, including federal and state requirements.

5. Service Coordinators must complete 16 hours of service coordination training
every two years. MCOs must administer the training, which must include:
a. Information related to the population served;
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b. How to assess Members medical behavioral health, and SOCi2i needs
and concerns;

c. How to assess and provide information to Members related to
Employment Assistance and Supported Employment;

d. How to provide Targeted Case Management for Members receiving
Mental Heaith Rehabilitative Services;

e. Consumer Directed Services;
f. Person-Centered Planning;
g. Trauma-informed care;
h. Permanency planning;
i. Behavioral supports;
j. Cultural competency; and
k. Refresher of available local and statewide resources.

Service Coordinators are responsible for helping to connect the Member to an extended

service network to meet their needs. which may include:

1 Mental health services;
2. Natural support networks;
3. Advocacy groups;
4. Support groups;
5, Recreational services:
6. Substance abuse services:
7. Health services;
8. Educational services;
9. Social services;
10. Long-Term Services and Supports;
11 Support services for families;
12. Transition planning for agrng out of STAR Kids:
13. Home modification and housing resources;
14. Transportation programs;
15. Vocational services; and
16. Juvenile justice system.

Members who receive LTSS through the CF/lID program or through Non-capitated

HCBS Waiver programs administered through DADS or DSHS must be assigned to a

named Service Coordinator, as described in RFP Section 8.1.38.6. that is trained in

effectively working with individuals with intellectual or developmental disabilities. STAR

Kids Members who receive services through the YES Waiver must be assigned a named

Service Coordinator, as described in RFP Section 8.1.38.6, with training and experience

in serving children and young adults with SED. For all Members also enrolled in a HCBS

Waiver program, except MDCP STAR Kids Members, the MCD must provide all

Medicaid Covered Services not otherwise approved through an HCBS program. The

STAR Kids Service Coordinator must engage with other entities and individuals involved

with a Member’s HCBS Waiver program. As part of this process, the STAR Kids Service

Coordinator must facilitate an ongoing exchange of information with individuals or

entities responsible for coordinating, implementing, and monitoring HCBS Waiver

services. To help facilitate this process HHSC will furnish MCD5 with initial service plan

information for members who receive HCBS Waiver services within 90 days of the STAR
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Kids Operational Start Date. Additional information on individuals and entities involved
with each HCBS waiver program is available in the Procurement Library.

8.1.38.7.1 CDS Information Sharing

The Service Coordinator is responsible for annually providing any Member who receives
POS, respite services, or Supported Employment or Employment Assistance with
information regarding the Consumer Directed Services (CDS) model including the option
to choose between the CDS. SRO, and Agency option. The Service Coordinator must
inform the Member or the Member’s LAR about the responsibilities of the employer and
FMSA under the CDS model. The Service Coordinator must present the Member or the
Members LAR with a list of contracted FMSA providers. The Service Coordinator must
document the Member or Members LAR’s decision on whether to use the CDS option in
the ISP and, if elected, provide required materials to the selected FMSA. The Service
Coordinator must also provide the FMSA with the authorized schedule of applicable
services.

8.1.38.8 Adult Transition Planning

The MCO must help to assure that teens and young adult Members receive early and
comprehensive transition planning to help prepare them for service and benefit changes
that will occur following their 21st birthday. Each MCO is responsible for conducting
ongoing transition planning starting when the Member turns 15 years old. The MCO
must provide transition planning services as a team approach through the named
Service Coordinator if applicable and with a Transition Specialist within the Member
Services Division. Transition Specialists must be an employee of the MCO and wholly
dedicated to counseling and educating Members and others in their support network
about considerations and resources for transitioning out of STAR Kids. Transition
Specialists must be trained on the STAR+PLUS system and maintain current information
on local and state resources to assist the Member in the transition process. Transition
planning must include the following activities:

1. Development of a continuity of care plan for transitioning Medicaid services and
benefits from STAR Kids to the STAR+PLUS Medicaid managed care model
without a break in service.

2, Prior to the age of 10, the MCO must inform the Member and the Member’s LAR
regarding LTSS programs offered through the Department of Aging and Disability
Services (DADS) and, if applicable, provide assistance in completing the
information needed to apply. DADS LTSS programs include CLASS. DBMD,
TxHmL, and HCS.

3. Beginning at age 15, the MCO must regularly update the ISP with transition
goals.

4. Coordination with DARS to help identify future employment and employment
training opportunities.

5. If desired by the Member or the Member’s LAR, coordination with the Member’s
school and Individual Education Plan (IEP) to ensure consistency of goals.

6. Health and wellness education to assist the Member with Self-Management.
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7 identification of other resources to assist the Member, the Members LAR, anc
others in the Members support system to anticipate barriers and opportunities
that will impact the Members transition to adulthood.

8. Assistance applying for community services and other supports under the
STAR+PLUS program after the Members 21st birthday.

9. Assistance identifying adult healthcare providers.

8.1.38.9 Referral to Community Organizations

The MOO must provide information about, and refer the Member to, community
organizations that may not be providing Covered Services, but are otherwise important
to the health and well-being of Members. These organizations include the following:

1. State/federal agencies (e.g., those agencies with jurisdiction over aging,
public health, substance abuse, mental health/intellectual or developmental
disabilities, rehabilitation, income support, nutritional assistance, family
support):

2. Social service agencies (e.g.. residential support agencies. disability groups.
centers for independent living, supported employment agencies, Aging and
Disability Resource Centers, local intellectual disability authorities);

3. City and county agencies (e.g., welfare departments, housing programs);
4. Civic and religious organizations;
5. Family support agencies: and
6. Consumer groups, advocates, and councils (e.g., legal aid offices,

consumer/family support groups, permanency planning).

8.1.38.10 Discharge Planning

The MOO must provide discharge planning, transition care, and other education
programs to Network Providers regarding all available long-term care settings and
options. The MOO must have a protocol for quickly assessing the needs of Members
discharged from a Hospital or other care or treatment facility. On behalf of STAR Kids
Members who are hospitalized, the MOO’s Service Coordinator must work with the
Member’s POP, the Hospital discharge planner(s), the attending physician, the Member,
and the Member’s family to assess and plan for the Member’s discharge. To the extent
feasible, the MCO must ensure discharge planning begins before the Member’s
discharge. Discharge planning must include establishing appropriate service
authorizations. When long-term care is needed, the MCO must ensure that the
Member’s discharge plan includes arrangements for receiving Community-Based
Services as appropriate. The MCO must ensure that the Member, the Member’s family,
and the Member’s POP are well informed of all service options available to meet the
Member’s needs in the community.

The MOO must also have a protocol for quickly assessing the needs of Members who
have or will soon be discharged from a Nursing Facility or ICF-llD. The MOO must
assure timely access to Service Coordination and arrange for Medically Necessary or
Functionally Necessary PCS or Nursing Services immediately upon the Member’s
transition from a Nursing Facility or ICF/IID to the community.
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8.1.38.11 Conversion Plan for New STAR Kids Members

The MCD must establish a Conversion Plan for newly enrolled Members. The
Conversion Plan must include:

1. The Members history;
2. A summary of current medical, Behavioral Health, and social

needs and concerns;
3. Immediate and short-term needs;
4. A list of services required, their frequency; and
5. A description of who will provide these services.

The Conversion Plan may include information for services outside the scope of Covered
Services, such as how to access affordable, integrated housing.

The Conversion Planning process must include the following:

1, Review of existing care plans, ISPs, and covered services received, in
addition to the Individual Plan of Care for Members enrolled in MDCP;

2. Preparation of a Conversion Plan that ensures continuous care under
the Member’s existing treatment plan while the STAR Kids MCD
conducts appropriate assessments and completes a new or updated
ISP;

3. If durable medical equipment or supplies were ordered prior to
enrollment but have not been received by the time of enrollment,
coordination and follow-through to ensure that the Member receives
the necessary supportive equipment and supplies without undue
delay;

4. Payment to the existing provider(s) of service under any existing
authorization, care plan, or service plan for up to 6 months, until the
MCD has completed the STAR Kids Screening and Assessment
Process and issued a new authorization and ISP; and

5. For Members new to the Medicaid program, an initial telephonic
communication to the Member completed within five business of
enrollment.

For those already enrolled in the Medicaid program, HHSC or the Member’s previous
Medicaid MCD contractor will provide, upon enrollment in STAR Kids, the Members
STAR Kids MCD with information on existing care plans and names of current Providers.
HHSC or DADS will also provide the MCD with information concerning Members who
will be enrolled through manual processes and will need expedited access to services.

Except as provided below, the MCD must review any existing care plan or ISP and begin
to develop a Conversion Plan within 10 business days of receiving the Members
enrollment. For existing care plans and for lSPs received prior to the Dperational Start
Date, the MCD will have additional time to complete this process, not-to-exceed 30
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calendar days after the MemDer s enrollment, he Conversion Plan wili remain ri pace
until the MOO develops a new or updated ISP with input from the Member ano. if
applicable, the Members LAR.

Once the Member is enrolled and until a Conversion Plan is complete. the STAR Kids
MOO must ensure that current Providers are paid for Medically Necessary Covered
Services that are delivered in accordance with the Member’s existing care plan.

Prior to the Operational Start Date, MOOs must develop a plan that identifies how the
MOO will identify and reach out to Members with the most immediate service needs.
The plan must outline procedures the MOO will follow to ensure timely assessments for
potential enrollees and incoming Members and to provide continuity of care for incoming
Members. HHSO will also provide the MCO with information concerning Members who
will be enrolled through manual processes and will need expedited access to services.

8.1.38.12 Centralized Medical Record and Confidentiality

The Service Coordinator is responsible for maintaining a centralized record related to
Member contacts, assessments, and service authorizations. The MOO must ensure that
the centralized Member record meets all applicable professional standards ensuring
confidentiality of Member records, referrals, organization. and documentation of
information.

The MOO must have a systematic process for generating and receiving referrals and
sharing confidential medical, treatment, and planning information across Providers.

8.1.38.13 Participation in Texas Promoting Independence Initiative

The MOO must participate in the Texas Promoting Independence Initiative. The goal of
the Promoting Independence (P1) Initiative is to help aged and disabled individuals live in
the most integrated selling possible. P1 is Texas’ response to the U.S. Supreme Oourt
ruling in Olmstead v. L.C. that requires states to provide Oommunity-Based Services for
persons with disabilities who would otheiise be entitled to institutional services, when:

1. The state’s treatment professionals determine that the placement is
appropriate:

2. The affected persons do not oppose the treatment: and
3. The placement can be reasonably accommodated, taking into account the

resources available to the state and the needs of others who are receiving
state supported disability services.

In accordance with legislative direction, the MOO must designate a point of contact to
receive referrals for Nursing Facility residents who may be able to return to the
community through the use of MDOP or another HORS Waiver program. To be eligible
for this option, an individual must reside in a Nursing Facility until the individual meets
the eligibility criteria for entry into MDOP STAR Kids. This will include the development
and approval of a written plan of care for safely moving back into a community selling.
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A STAR Kids Member who enters an ICF/HD will remain enrolled in their STAR Kids
MOO for the provision of any Covered Services, including those provided through the
Comprehensive Care Program, not provided through the facility as part of the daily rate.
See RFP Section 8.1.15 for further information.

When a STAR Kids Member enters an CF/lID the MOO must:

1. Determine the Member’s assigned permanency planner;
2. Contact the Member’s assigned permanency planner within 7 calendar days of

the Member’s facility admission;
3. Collaborate with the Member, the Member’s LAR, and the assigned permanency

planner to develop a plan of care to transition the Member back to the
community;

4. Contact and assess the Member no less than every 90 days while the Member
remains in the facihty. As part of the quarterly assessment process the MCO
must collaborate with HHSO or an HHSC contracted family-based alternatives
provider to work with the Member and the Member’s family to review community-
based options;

5. Work with the Member. the Member’s LAR, and the assigned permanency
planner in the development of a transition plan when a Member is discharged
from the facility.

The MCO will provide these services as part of the Texas Promoting Independence
Initiative. The MOO must maintain documentation of the assessments completed as part
of this initiative and make them available for state review at any time.

8.1.38.14 STAR Kids Coordination of Services for Dual Eligibles

The STAR Kids program is intended to coordinate program services for Dual Eligible
recipients, To facilitate coordination, HHSC encourages the MOO to contract with CMS
and operate as a MA Dual SNP in the most populous counties in the Service Area(s).
STAR Kids MCOs that are not MA Dual SNPs must coordinate care for Dual Eligibles to
the fullest extent possible. Additional requirements regarding certain categories of Dual
Eligibles are described in RFP Section 8.2.

8.1.39 STAR Kids Screening and Assessment Process

The MOO must conduct an initial telephonic Member screening for all new Members.
The telephonic screening must be used to help the MOO prioritize which Members
require the most immediate attention. The MOO must also review claims data to
prioritize Members who may need the most immediate assistance, For all Members who
are new to the STAR Kids MOO on the Operational Start Date of the STAR Kids
program, the STAR Kids MOO may take up to 15 Business Days for the initial telephonic
Member screening unless notified by the Member, LAR, or Member’s POP by phone or
in writing of a more urgent need. Members who enroll in STAR Kids six months after the
Operational Start Date or later must receive the initial telephonic Member screening
within five business days from the day the Member is enrolled with the MOO.
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The MOO must make at east three efforts to contact new Members teiepnonica!iy. if an
MOO is unable to reach a Member or a Member’s LAR by telephone, the MOO must
mail written correspondence to the Member and Member’s LAR explaining the need to
contact the MOO and requesting that the Member or Member’s LAR contact the MOO as
soon as possible.

As a part of the telephonic communication with the Member or Member’s LAR, or
through written materials provided by the MOO to the Member, the MOO must inform the
Member about the STAR Kids Screening and Assessment Process and include the
following details:

1. Information on the purpose and goals of the STAR Kids Screening and
Assessment Process:

2. The estimated timeframe it will take to complete the STAR Kids Screening and
Assessment Instrument (SAD;

3. Information the family should be prepared to discuss as a part of STAR Kids
Screening and Assessment Process including medication information,
diagnoses, current services, and general questions and concerns.

In addition to the initial telephonic Member screening, all STAR Kids MOOs are
responsible for conducting a comprehensive, holistic, and evidence-based service needs
assessments for all Members. This process will be known as the “STAR Kids Screening
and Assessment Process” and must help to inform or identify:

1. Service Ooordination Level;
2. Service preferences and goals for the Member and the Members LAR:
3. Natural strengths and supports such as Member abilities or helpful family

members:
4. Non-capitated services and community supports that the Member already

receives or that would be beneficial to the Member:
5. Members requiring immediate attention;
6. Members who need LTSS;
7. Members with behavioral health needs;
3. Members who need physical, occupational, speech, or other specialized therapy

services;
9. Members who require Durable Medical Equipment and medical supplies;
10. Members who currently receive and those who meet functional criteria to receive

MDOP STAR Kids or HOBS Waiver services;
11. Members who need Personal Oare Services (POS):
12. Members who need Nursing Services;

The MOO must prioritize how quickly individual Members receive the STAR Kids SAl
based on urgency identified through the initial telephonic screening and claims data.
Immediately following the STAR Kids Operational Start Date, Members must receive the
face-to4ace STAR Kids SAl within the following timelines:
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1. Priority I uhose who become STAR Kids Members after the Operafional
Start Date and request immediate services): within seven Business Days of
requesting services.

2. Priority 2 (those with the most complex medical or behavioral health needs
or with an urgent need for services or service coordination): within 30
Business Days of enrollment.

3. Priority 3 (those with needs that are less variable and who are currently
receiving the services they require to remain stable): within six months of
enrollment.

Six months after the Operational Start Date, the MCO must attempt to schedule the
STAR Kids SAl within 15 Business Days of a new Members enrollment.

The MCO must ensure:
1. the Member and the Member’s LAR are involved in the STAR Kids Screening

and Assessment Process and are fully informed about the Conversion
Planning process;

2. the Member and the Member’s LAR are included in the development of the
iSP:

3. the Member and the Member’s LAR understand and, to the greatest extent
possible, are in agreement with the completed ISP; and

4. the Member and the Members LAR receives a completed copy of the STAR
Kids SAl.

As a critical component of the STAR Kids Screening and Assessment Process, the MCO
or the MCO’s Subcontractor must administer the HHSC designated STAR Kids SAl in an
electronic format that will be determined by HHSC. The STAR Kids SAl includes four
modules:

1. The Core Module
2. The Personal Care Assessment Module (PCAM)
3. The Nursing Care Assessment Module (NCAM)
4, The MDCP Module

The MCO must provide the Core Module to all STAR Kids Members. The Core Module
will be used to:

1. determine Member preferences;
2. trigger for the PCAM, NCAM, or both;
3. identify follow-up assessment needs:
4. help determine Service Coordination Level; and
5. inform the development of the Member’s ISP.

The STAR Kids SAl must be provided in the Member’s place of residence, unless
otherwise requested by the Member or the Member’s LAR. The Member and Member’s
LAR must be present when the STAR Kids SAl is administered. The STAR Kids SAl will
include certain information that must be relayed to the Member and Member’s LAR. This
information will include information concerning Member rights and responsibilities and
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Covered Servces. More nformauon about the SAi Moouies s inciuded fl the
Procurement Ubrary.

Needs identified through the STAR Kids SAl must inform the types of follow-up
assessments that must be administered. If determined through the STAR Kids Core
Module that PCS or Nursing Services may be appropriate, the MCO must administer the
STAR Kids SAl’s PCAM module. NCAM module or both the PCAM and the NCAM
module.

A registered nurse must administer the STAR Kids SAl, and it may not be provided by
any contracted entity that is or will be providing direct services to the Member The MCO
must train all individuals that will administer the STAR Kids SAl using a training module
required by HHSC before the individuals administer the SAL For quality monitoring
purposes, HHSC or its Administrative Services Subcontractor may request specific data
obtained through the STAR Kids SAl. The MCO must provide any requested data to
HHSC or its Administrative Services Subcontractor in accordance with the terms of this
Contract.

The Personal Care Assessment Module (PCAM) must be used to assess Members
need for Functionally Necessary Personal Care Services. MCOs may adapt the PCAM
to reflect the MOO’s name or distribution instructions, but all other elements must be the
same. Instructions for completion must be followed exactly as stated.

The Nursing Care Assessment Module (NCAM) is a module included in the STAR Kids
SAl that captures information on diagnosis and physical condition in order to determine
Nursing Service needs. The MOO must use the NCAM to establish the need for Nursing
Services and to help determine the number of PDN hours needed. MOOs may adapt the
NCAM to reflect the MCO’s name or distribution instructions, but all other elements must
be the same. Instructions for completion must be followed exactly as stated.

The PCAM and NCAM confirm if a Member meets Functional or Medical Necessity
criteria for P05 or Nursing Services, and if so, provide an appropriate range of service
hours. The MOO must provide a summary document on significant findings from the
STAR Kids SAl and STAR Kids Screening and Assessment Process to the Member’s
PCP. The summary document must follow HHSC’s required format. The MOO must
consider information from the Member’s utilization history, PCP and Member or
Member’s [AR to determine the exact number of PCS, Nursing Services, or both. The
number of PCS or Nursing Service hours must fall within the range identified through the
POAM, NOAM, or both. If the PCP of a STAR Kids Member submits an order for
services to the STAR Kids MCO before the Member has been assessed in-person by
the MOO. the MOO must initiate a short-term plan of care for services until the STAR
Kids Screening and Assessment Process is complete.

For Members and individuals seeking a referral or who are referred to MDCP STAR
Kids, the MOO must use the prescribed MDCP Module of the STAR Kids SAl for the
purposes of gathering and submitting medical information to HHSC or its designee for
Medical Necessity determinations.
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The STAR Kids SAl wUl indicate if further screening or evaluation is needed for
behavioral health services, physical therapy. occupational therapy, and speech therapy.
The MOO may use additional evidence-based assessments or promising practices to
further inform these specific behavioral health and therapy services, as well as DME,
medical supplies, or any other need identified during the STAR Kids Screening and
Assessment Process. The MOO, a Subcontractor, or a Provider may complete additional
assessment instruments, but the MCO remains responsible for the data recorded. To the
extent appropriate, MOOS must ensure additional assessment tools administered are
either evidence or research-based.

For all Members who receive Behavioral Health services, the MOO must encourage
participation of both the Member’s POP and Behavioral Health Providers in the
assessment and treatment planning process.

If the Member or the Member’s LAR indicates an immediate need for Covered Services
the MOO must provide appropriate authorizations prior to administering the face-to1ace
STAR Kids Screening and Assessment Instrument. If at any time prior to conducting the
STAR Kids SAl the MCO is notified or becomes aware of an increase in the Member’s
needs, the MCO must initiate the change based on the urgency of the Member’s
condition, but no longer than ten calendars days of becoming aware of the increase in
the Member’s needs.

8.1.39.1 STAR Kids Reassessment

No less than once per calendar year. the MOO must re-administer the STAR Kids SAl
and make necessary adjustments to the Member’s ISP. If the MOO determines the
Member’s health and support needs have not changed significantly within a calendar
year of completing the STAR Kids SAl based on utilization records, Member reports, and
Provider input, the MOO may administer an abbreviated version of the STAR Kids SAl
approved by HHSO. The MOO may not administer the abbreviated STAR Kids SAl more
than once every other calendar year and may not administer the abbreviated SAl without
previously completing the full STAR Kids SAl. For Members who receive POS, the MOO
must complete reassessments using the POAM every twelve months and as requested
by the Member or the Member’s LAR. The POAM must also be completed at any time
the MOO determines the Member may require a change in the number of authorized
Personal Oare Service hours. The MOO must complete Reassessments using the
NOAM every twelve months and as requested by the Member or the Member’s LAR.
The MOO must also complete the NOAM at any time it determines the Member may
require a change in the number of authorized hours or Nursing Services.

For Members receiving services through the MDOP STAR Kids, the MOO must reassess
eligibility annually as described in RFP Section 8.3.1.

The MOO must also review and update a Member’s ISP under the following
circumstances:

1. Upon discharge from an inpatient stay;
2. Upon discharge from a long-term care facility:
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3. Upon a significant change n the Memoer’s conation that results r. a need for
additional or reduced seriices;

4. Upon notification of a significant change in life circumstance (change in family
structure, a physical move or death in the family); and

5. Within seven calendar days of the Member’s request.

8.1.40 Community-Based Service Providers

8.1.40.1 Training

The MOO must comply with RFP Section 8.1.4.4 regarding Provider Manual and
Provider Training specific to the STAR Kids Program. The MCO must train all
Community-Based Service Providers regarding the requirements of the Contract and
needs of STAR Kids Members. The MOO must establish ongoing Provider training
addressing the following issues at a minimum:

1. Covered Services and the Providerss responsibilities for providing services to
Members and billing the MOO for those services. The MOO must place
special emphasis on Community-based LTSS and STAR Kids requirements,
policies, and procedures that vary from Medicaid Fee-for-Service and
commercial coverage rules, including payment policies and procedures.

2. The transition process of up to 6 months for the continuation of Community-
based LTSS for Members receiving those services at the time of program
implementation, including provider billing practices for these services and
who to contact at the MOO for assistance with this process.

3. inpatient Stay Hospital services and the authorization and blUing of those
services for STAR Kids Members.

4. Relevant requirements of the STAR Kids Contract, including the role of the
Service Coordinator;

5. Processes for making referrals and coordinating Non-capitated Services:
6. The MOOs quality assurance and performance improvement program and

the Provider’s role in the programs: and
7. The MCO’s STAR Kids policies and procedures, including those relating to

Network and Out-of-Network referrals.

8.1,40.2 Long-Term Care (Lit) Provider Billing

LTC Providers are not required to utilize the billing systems that most medical facilities
use on a regular basis. For this reason, the MOO must make accommodations to the
claims processing system for these Providers to allow for a smooth transition from
traditional Fee-for-Service Medicaid to Managed Care Medicaid. HHSC also encourages
MOOs to provide a no-cost alternative for providers to allow billing without the use of a
clearinghouse and to include attendant care payments as part of the regular claims
payment process.

All STAR Kids MCOs are required to utilize the standardized method of long-term care
billing described in the HHSC Uniform Managed Care Manual.
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8.1.40.3 Rate Enhancement Payments for Agencies Providing Attendant Care

AW MOOs participating in the STAR Kids program must allow their LTC Providers to
participate in the STAR Kids Attendant Care Enhancement Program.

The Uniform Managed Care Manual will explain the methodology that the MCO will use
to implement and pay the enhanced payments, including a description of the timing of
the payments, in accordance with the intent of the 2000-01 General Appropriations Act
(Rider 27, House Bill 1, 76th Legislature, Regular Session, 1999) and 1 Tex. Admin.
Code Chapter 355. In addition to the requirements in UMCM Chapter 2.1.3, the MOO
must apply vendor holds to participating Providers in accordance with 1 Tex. Admin.
Code § 355.101 (as effective 9/1/14) and recoup enhancement payments made to
Providers at HHSC’s direction. Additionally, upon HHSC’s request, the MCO must
provide HHSC with a current list of Network Providers of the following attendant
services: Day Activity Health Care Services (DAHS). Primary Home Care (PHC).
Personal Assistance Services (PAS), Texas Health Steps Personal Care Services
(P05). and Community Based Alternative Services (CBA).

8.1.40.4 Cost Reporting for LTSS Providers

MCOs must require that LTSS Providers submit periodic cost reports and supplemental
reports to HHSC in accordance with 1 Tex, Admin. Code Chapter 355. including
Subchapter A (Cost Determination Process), and 1 Tex. Admin. Code § 355.403
(Vendor Hold). If an LTSS Provider fails to comply with these requirements, HHSC will
notify the MOO to hold payments to the LTSS provider until HHSC instructs the MOO to
release the payments.

8.1.41 Substance Abuse Benefit

8.1.41.1 Substance Abuse and Dependency Treatment Services

Substance use disorder includes substance abuse and dependence as defined by the
current Diagnostic and Statistical Manual of Mental Disorders (DSM)

8.1.41.2 Providers

Providers [or the substance abuse and dependency treatment benefit include: hospitals,
chemical dependency treatment facilities licensed by the Department of State Health
Services, and licensed practitioners of the healing arts.

MOOs must include Significant Traditional Providers (STPs) of these benefits in its
Network, and provide STPs with expedited credentialing. MOOs must enter into provider
agreements with any willing Significant Traditional Provider (STP) of these benefits that
meets the Medicaid enrollment requirements and MCO credentialing requirements and
agrees to the MOO’s contract terms and rates. For purposes of this section, STP5 are
providers who meet the Medicaid enrollment requirements and have a contract with the
Department of State Health Services (DSHS) to receive funding for treatment under the
Federal Substance Abuse Prevention and Treatment block grant.
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Moos must maintain a provder education process o inform substance abuse treatment
Providers in the MOO-s Network on how to refer Members for treatment.

3.1.41.3 Substance Abuse Service Coordination

MOOs must provide specialized Service Coordination to Members with a substance use
disorder. MOOs must work with Providers, facHities, and Members to coordinate care for
Members with a substance use disorder and to ensure Members have access to the full
continuum of Covered Services (including without limitation assessment, detoxification,
residential treatment, outpatient services, and medication therapy) as medically
necessary and appropriate. MOOs must also coordinate services with DSHS, DFPS. and
their designees for Members requiring Non-Capitated Services. Non-Capitated Services
include, without limitation, services that are not available for coverage under this
Contract, State Plan, or Waiver that are available under the Federal Substance Abuse
and Prevention and Treatment block grant when provided by a DSHS-funded provider or
covered by the DFPS under direct contract with a treatment provider. MOOs must work
with DSHS, DFPS, and providers to ensure payment for Covered Services is available to
Out-of-Network Providers who also provide related Non-capitated Services when the
Covered Services are not available through Network Providers.

8.1.41.4 Member Education and Self-Referral for Substance Abuse Treatment
Services

MOOs must maintain a Member education process (including hotlines, manuals. poilcies
and other Member Materials) to inform Members of the availability of and access to
substance abuse treatment services. inciuding information on self-referral.

81.42 STAR Kids Handbook

The STAR Kids Handbook contains HHSC-approved policies and procedures related to
the STAR Kids Program. including policies and procedures relating to the Texas
Healthcare Transformation and Quality Improvement Program 1115 waiver. The STAR
Kids Handbook includes additional requirements regarding the STAR Kids Program and
guidance for the MOOs, the STAR Kids Support Units at DADS, and HHSC staff for
administrating and managing STAR Kids Program operations. The STAR Kids
Handbook is incorporated by reference into this Contract.

8.1.43 Required Contact with STAR Kids Members

The MOO is required to contact each STAR Kids Member a minimum of four times per
calendar year, This contact can be done telephonically or in-person depending upon the
Members level of need and preferences. The MOO must document the mechanisms,
number and method of contacts, and outcomes within the MOO’s Service Coordination
system. During at least one of the annual contacts the MOO must remind the Member or
the Member’s LAR about timeframes and deadlines applicable to filing complaints and
appeals
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81.44 Medical Transportation

HHSC reserves the right to amend the scope of the Contract to include medical
transportation services (MTP) for Medicaid Members. For additional information
regarding the MTP Program, the MOO must refer to the Nonemergency Medical
Transportation (NEMT) Full Risk Broker Services RFP. MOOs must note that the MTP
Program includes numerous Frew v. Janek requirements. including enhanced call center

performance standards. if MTP services are added to the scope of the Contract. HHSC

will provide advance written notice and conduct appropriate Readiness Review.

8.1.45 Facility-Based Care

A STAR Kids Member who enters a Nursing Facility will remain a STAR Kids Member

for up to four months after admission. If a Member has been discharged from a Nursing
Facility for at least 30 days. a new four-month period will begin. Upon completion of four
months of Nursing Facility care, the individual will be disenrolled from the STAR Kids
Program and the fee-for-service Medicaid program will begin providing all Medicaid
benefits.

The MOO will not he responsible for the cost of care provided in a Nursing Facility. The
MOO will not maintain Nursing Facilities in its Provider Network and will not reimburse
the Nursing Facilities for Covered Services.

The MOO must provide Service Coordination and any Covered Services that occur
outside of the Nursing Facility when a STAR Kids Member is in a Nursing Facility.
Throughout the duration of the Nursing Facility stay. the STAR Kids MOO must work
with the Member and the Members LAR to identify Community-Based Services and
LTSS programs to help the Member return to the community.

HHSO reserves the right to amend the scope of the Contract to include Nursing Facility

and Intermediate Care Facility services for STAR Kids Members, If these services are
added to the scope of the Contract, HHSC will provide advance written notice and
conduct appropriate Readiness Review.

8.2 Integrated Healthcare Services for Dual-Eligible

Members

One of HHSC’s goals for this Contract is to provide integrated healthcare services to
Dual Eligible Members enrolled in STAR Kids. The STAR Kids MOO must provide all
medically necessary Covered Services that are not covered by Medicare to Dual Eligible

Members. MOOs must also reimburse Medicare providers for the Medicare cost-sharing
obligations that HHSC would otherwise be required to pay on behalf of qualified STAR

Kids Dual Eligible Members. Under the Agreement, the MOO will be required to provide
all enrolled STAR Kids Dual Eligible Members with the coordinated care and other
services.
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Lii Medicaid Wrap-Around Services

The STAR Kids MCO will supplement Medicare coverage for STAR Kids Members by
providing services, supplies, and outpatient drugs and biologicais that are avaiable
under the Texas Medicaid program. There are three categories of Medicaid wrap-around
services:

1 Medicaid Only Services (i.e., services that do not have a corresponding Medicare
service);

2. Medicare Services that become a Medicaid expense due to a Medicare benefit
limitation: and

3. Medicare Services that become a Medicaid expense due to coinsurance (True
Cross-over Claims).

RFP Section 8.2.2.1 includes requirements for Medicaid wrap-around services for
outpatient drugs and biological products. HHSC will provide advance written notice to
the MCOs identifying other types of Medicaid wrap-around services that will become
Covered Services, and the effective date of coverage.

8.2.21 Medicaid Wrap-Around Services for Outpatient Drugs and Biological
Products

STAR Kids MCOs will provide Medicaid wrap-around services for outpatient drugs and
biological products to STAR Kids Members under a non-risk, cost settlement basis, as
described in Attachment A, Section 10.15. “Supplemental Payments for Medicaid
wrap-around Services for Outpatient Drugs and Biological Products.” Refer to HHSC’s
Uniform Managed Care Manual Chapter 2.2, “Pharmacy Claims Manual,” for
additional information regarding the claims processing requirements for these Medicaid
wrap-around services.

8.3 Additional Requirements Regarding the Medically

Dependent Children Program (MDCP) STAR Kids

The purpose of MDCP STAR Kids is to prevent unnecessary placement of an ndividua
in a long-term care facility and to support de-institutionalization of individuals who reside
in nursing facilities by providing them with support services in the community. The
programmatic goals for MDCP STAR Kids are to:

1. enable children and young adults who are medically dependent to remain safely
in their homes;

2. offer cost-effective alternatives to placement in nursing facilities and hospitals;
and

3, support families in their role as the primary caregiver for their children and young
adults who are medically dependent.
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8 3 1 Program Eligibility

MDCP STAR Kids provides Community-based LTSS for indviauals under the age of 2
with complex medical needs as a cost-effective alternative to living in a Nursing Facility
To be eligible for MDCP STAR K ds services a Member must meet disability and
medical necessity criteria and other program requirements determined by HHSC or its
designee A determination of medical necessity must be documented using an
assessment form prescribed by HHSC and a medical necessity determination must be
authorized through HHSC or its designee Total enrollment in MDCP is limited to the
number of individuals and the amount of state funding approved by the Texas
Legislature except as otherwise provided in 40 Tex Admin Code § 51 21 1(b)—(c)

Once an individual has been determined eligible for MDCP STAR Kids and has been
awarded a program slot by HHSC or its designee, the individual will select a STAR Kids
MCO Once enrolled in MDCP STAR Kids, the MCO must ensure medical necessity is
reviewed for each Member on an annual basis Annual assessments for MDCP eligibility
must occur at the same time as annual reassessment with the STAR Kids SAl The
MCO must work to prevent a lapse in MDCP eligibility by performing the Member’s
annual reassessment for MDCP eligibihty and submitting the medical necessity
determination to HHSC in time to prevent coverage gaps

8.3.2 MDCP STAR Kids Covered Services

The MCO must provide MDCP STAR Kids Covered Services (see Attachment B-I
‘Covered Services”) to eligible Members The MCO must contract with Providers with
the following qualifications consistent with any effective MDCP HCBS Waiver A list of
current MDC2 Providers is also ncluded in the Procurement Library HHSC may aiso
requre the MCO to enroll certain MDCP Providers who agree to the MCO s terms and
conditions and are identified by HHSC in its Provider Network such as Camps for
Respite Care For additional information see 40 Tex Admin Code Chapter 51

Community-based Long-Term Services Available and Supports under MDCP
STAR Kids

Service Licensure apd Certification Requirements

Attendants providing respite care must be at least 18 years
of age The attendant must have a high school diploma or
certificate of high school equivalency (CEO credentials) and
documentation of a proficiency evaluation of experience
and competence to perform job tasks including ability to

Respite Care provide the required services as needed by the individual

Registered nurses and licensed vocational nurses must
have current licenses under Texas Occupations Code
Chapter 301

Child Day Care Facilities must be licensed under 40 Tex
Admin Code Chapter 745 Children with special healthcare
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Community-based Long-Term Services Available and Supports under MDCP
STAR Kids

Service Licensure and Certification Requirements

needs must receive the care recommended by a healthcare
professional or qualified professional affiliated with the local
school district or early childhood intervention program

Specific licensure requirements apply based on The place of
service for respite care These requirements are as follows

In-home Respite

HCSSA—licensed by DADS under 40 Tex Admin Code
Chapter 97

Nurse Skilled care must be performed by a registered
nurse or licensed vocational nurse or delegated by a
registered nurse Non-licensed individuals providing
delegated skilled tasks must be supervised by a
registered nurse Any delegated skilled care must meet
the requirements of the Texas Nursing Practice Act

Attendant Uhe home and community support services
agency must employ a respite attendant who must meet
the following requirements

• Be at least 18 years of age,

• Have a high school diploma, certificate of high school
equivalency (General Educational Development
credentials) or documentation of a proficiency evaluation
of experierce and competence to perform job tasks

• Be trained in CPR and first-aid

• Pass criminal history checks

• Not be on the Employee Misconduct Registry or Nurse
Aide Registry

• Not be on the state and federal lists of excluded persons
and entities,

- Be familiar with individual’s specific tasks,

• Not be the individual’s spouse, and

• Must not be the caregiver whether or not the provider is
related to the individual

Out-of-home Respite

Host Family—licensed as a foster home by DFPS or
verified as a foster home by a child-placing agency that is
licensed by DFPS (40 Tex Admin Code Chapters 745,
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Community-based Long-Term Services Available and Supports under MDCP
STAR Kids

F Service Licensure and Certification Requirements

749. 750)

The provider of the respite service component must be at
least 18 years of age and have a high school diploma or
certificate of high school equivalency (GED credentials).
The host family must not provide services in its residence
to more than four persons unrelated to the individual at
one time.

The host family must ensure that the individual
participates in age-appropriate community activities: and
the host family home environment is healthy and safe for
the individual.

The host family must provide services in a residence that
the host family owns or leases. The residence must be a
typical residence in the neighborhood and must meet the
needs of the individual.

Child Day Care Facilities—licensed by DFPS under 40
Tex. Admin. Code Chapter 745

The provider of the respite service component must be at
least 18 years of age. The provider must have a high
school diploma or certificate of high school equivalency
(GED credentials) and documentation of a proficiency
evaluation of experience and competence to perform job
tasks, including ability to provide the required services as
needed by the individual.

Registered nurses and licensed vocationai nurses must
have current licenses under Texas Occupations Code
Chapter 301.

Child Day Care Facilities must be licensed under 40 Tex.
Admin. Code Chapter 745. Children with special
healthcare needs must receive the care recommended by
a healthcare professional or qualified professional
affiliated with the local school district or early childhood
intervention program.

Special Care Facilities—licensed by DSHS under 25 Tex.
Admin. Code Chapter 125

The provider of the respite service component must be at
least 18 years of age. The provider must have a high
school diploma or certificate of high school equivalency
(GED credentials) and documentation of a proficiency
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Community-based Long-Term Services Available and Supports under MDCP
STAR Kids

Service Licensure and Certification Requirements

evaluation of experience and competence to perform job
tasks, including ability to provide the required services as
needed by the individual.

Registered nurses and licensed vocational nurses must
have current licenses under Occupations Code, Chapter
301.

Hospital—licensed by DSHS under 25 Tex. Admin. Code
Chapter 133 and participating in Medicare under 42
C.F.R. Part 482

The provider of the respite service component must be at
least 18 years of age. The provider must have a high
school diploma or certificate of high school equivalency
(GED credentials) and documentation of a proficiency
evaluation of experience and competence to perform job
tasks, including ability to provide the required services as
needed by the individual.

Registered nurses and licensed vocational nurses must
have current licenses under Texas Occupations Code
Chapter 301.

Nursing Facility—licensed by DADS under 40 Tex.
Admin. Code Chapter 19

The nursing facility respite provider must employ staff
who must:

• Be at least 18 years of age;

• Have a high school diploma or certificate of high school
equivalency (General Educational Development
credentials) and documentation of a proficiency
evaluation of experience and competence to perform Job
tasks:

• Be trained in CPR and first-aid;

• Pass criminal history checks;

• Not be on the Employee Misconduct Registry or Nurse
Aide Registry list;

• Be familiar with the individual’s tasks;

• Not be on the state and federal lists of excluded
individuals and entities;

Camp—licensed by DSHS under 25 Tex. Admin. Code
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Community-based Long-Term Services Available and Supports under MDCP
STAR Kids

Service Licensure and Certification Requirements

Chapter 265. Subchapter B

The provider of the respite service component must be at
least 18 years of age. The provider must have a high
school diploma or certificate of high school equivalency
(GED credentials) and documentation of a proficiency
evaluation of experience and competence to perform job
tasks, including ability to provide the required services as
needed by the individual.

Registered nurses and licensed vocational nurses must
have current licenses under Texas Occupations Code
Chapter 301.

These camps must be accredited by the American
Camping Association.

HCSSA—licensed by DADS under 40 Tex. Admin. Code
Chapter 97

The Provider of supported employment services must meet
all of the criteria in one of these three options.

Option 1:

• a bachelor’s degree in rehabilitation! business.
marketing, or a related human services field: and

•
one year of documented experience providing
employment assistance or supported employment
services to people with disabilities in a professional
or personal setting.

Supported Employment Option 2:

• an associates degree in rehabilitation, business,
marketing, or a related human services field: and

• two years of documented experience providing
employment assistance or supported employment
services to people with disabilities in a professional
or personal selling.

Option 3:

• a high school diploma or GED; and

. three years of documented experience providing
employment assistance or supported employment
services_to_people_with_disabilities_in_a_professional
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Community-based Long-Term Services Available and Supports under MDCP
STAR Kids

Service [ Licensure and Certification Requirements

or personal setting.

Private entities furnish financial management services.
These entities, called financial management services
agencies, are procured through an open enrollment
process and are required to hold a Medicaid provider
agreement with the State. Through a delegation
arrangement, DADS executes a contract with the required
elements of Medicaid provider agreement on behalf of
HHSC.

A financial management service agency must comply with
the requirements for delivery of financial management
services, including attending a DADS mandatory 3-day
training session. Topics covered in the training session
include: contracting requirements and procedures; financial
management service agency responsibilities;
consumer/employer responsibilities; DADS case
managerfservice coordinators responsibilities; enrollment.
transfer, suspension and termination of the consumer
directed services option: employer budgets; reporting
abuse, neglect and exploitation allegations: oversight ofn01..a .a . . -consumer directed services; contract compliance andervices
financial monitoring, The required training materials include
the definition and responsibilities of a vendor
fiscal/employer agent in accordance with IRS Revenue
Procedure 70-6, 1970.1 C.B. 420 and an explanation of
fiscal employer agent based on Section 3504 of the IRS
code and state tax (unemployment) requirements as a
Vendor Fiscal/Employer Agent. The training also covers
IRS Forms SS-4 and 2678. The rules for the consumer
directed services option. located at 40 Tex. Admin. Code
Chapter 41, require financial management services
agencies to act as vendor fiscal/employer agents along with
describing responsibilities such as the revocation of IRS
Form 2678 if the individual terminates the consumer
directed services option or transfers to another financial
management -service agency.

The financial management services agency must not be the
individual’s legal guardian: the spouse of the individual’s
legal guardian; the individual’s designated representative;
or the spouse of the individual’s designated representative.
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Community-based Long-Term Services Available and Supports under MDCP
STAR Kids

Service [ Licensure and Certification Requirements

Be a durable medical equipment supplier or be a

Adaptive Aids manufacturer of items not supplied through durable
medical equipment suppliers.

HCSSA—licensed by DADS under 40 Tex, Admin. Code
Chapter 97

The Provider must meet all of the criteria in one of these
three options.

Option 1:

• a bachelors degree in rehabilitation, business,
marketing, or a related human services field; and

• one year of documented experience providing
employment assistance or supported employment
services to people with disabilities in a professional
or personal selling.

Option 2:
hmployment Assistance

• an associate’s degree in rehabilitation, business.
marketing, or a related human services field; and

a two years of documented experience providing
employment assistance or supported employment
services to people with disabilities in a professional
or personal selling.

Option 3:

a a high school diploma or GED; and

• three years of documented experience providing
employment assistance or supported employment
services to people with disabilities in a professional
or personal selling.

HCSSA—licensed by DADS under 40 Tex. Admin. Code

Chapter 97

Nurse: Skilled care must be cerformed by a registered
Flexible Family Support nurse or licensed vocational nurse or delegated by a
Services registered nurse. Non-licensed individuals providing

delegated skilled tasks must be supervised by a
registered nurse. Any delegated skilled care must meet
the requirements of the Texas Nursing Practice Act
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Community-based Long-Term Services Available and Supports under MDCP
STAR Kids

Service Licensure and Certification Requirements

Attendant: The HCSSA must employ a respite attencant
who must meet the following requwements
• Be at least 18 years of age;

• Have a high school diploma, certificate of high school
equivalency (General Educational Development
credentials), or documentation of a proficiency evaluation
of experience and competence to perform job tasks:
• Be trained in CPR and first-aid:
• Pass criminal history checks;

• Not be on the Employee Misconduct RegIstry or Nurse
Aide Registry:

• Not be on the state and federal lists of excluded persons
and entities:

• Be familiar with individuals specific tasks;
• Not be the individuals spouse; and

• Must not be the caregiver whether or not the provider is
related to the individual.

A minor home modification program provider must comply
with city building codes and American with Disabilities Act
standards.

Minor Home A minor home modification program prcvider must have:
Modifications (1) Five years of experience as a building contractor;

(2) Three references from previous contractor clients; and
(3) Current General Comprehensive Liability coverage for
Errors & Omissions.

The Transition Assistance Services provider must comply
with the requirements for delivery of Transition Assistance
Services, which include requirements regarding allowableTransition Assistance purchases, costs limits, and time frames for delivery.

Services (TAS) Transition Assistance Services providers must
demonstrate knowledge of, and history in, successfully
serving individuals who require home and community-
based services.
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The MCD must offer and make avadabie the Consumer Drected Services (CDS) option for

Respae. Flexthie Family Supports services. Supported Employment, and Employment

Assistance.

8.3.3 Additional Service Coordination Requirements for MDCP STAR Kids
Members

The MDOP Module of the STAR Kids SAl will establish an annual cost limit for each
Member receiving MDCP services, which will be based on the anticipated cost if the
Member received services in a Nursing Facility. As a part of the ISP planning process,
the MOO must establish an MDOP plan of care as a part of the STAR Kids ISP that does
not exceed the Member’s cost limit. If the MOO does not properly establish this plan of
care and the Member’s cost exceeds the individual limit, tie MOO must continue to
provide MDOP services to the Member at the MOO’s expense. The MOO may not
terminate MDOP enrollment if a Member exceeds his or her cost limit. The MOO must
also adopt a methodology to track each Members MDORrelated expenditures on a
monthly basis and provide an update on the progress to the Member and the Member’s
LAR no less than once per month. The MOO must provide information about each
MDOP Member’s individual budget to HHSC in a prescribed format and on an annual
basis.

Service authorizations for MDOP must include the amount. frequency. and duration of
each service to be provided, and the schedule for when services will be rendered, The
MOO must ensure the MDOP Member does not experience gaps in authorizations and
that authorizations are consistent with information in the Member’s ISP.

Prior to the Operational Start Date of STAR Kids, HHSO will provide each MOO with a
file on each MDOP STAR Kids Member, including when each Member is due for their
next annual reassessment. The MCO must prioritize MDOP reassessments to ensure
they occur on schedule. The MOO must continue to follow the Member’s existing MDOP
Individual Plan of Oare (IPO) or ISP and may not reduce or replace services until the
Member has been screened and assessed through the STAR Kids SAl and the
Member’s initial STAR Kids ISP is complete. If a STAR Kids MOOP Member changes
MOOs prior to annual reassessment, the previous MCD must supply the new MOO with
the results from the previous MDOP Module, and the new MOO must honor the previous
assessment findings until the MDOP Module is provided again upon annual review.

If a Member or a Member’s LAR notifies the MOO that the Member has experienced a
significant change in condition that may warrant an adjustment to their cost limit, the
MOO must use an HHSC-approved assessment to confirm if an adjustment s needed. if
the assessment validates a change in cost limit, the MOO must work with the Member
and the Member’s LAR to update the Member’s ISP accordingly.

For all MDOP STAR Kids Members, the MOO must consult with the Member and the
Member’s LAR to determine if the Member needs Minor Home Modifications and
Adaptive Aids as part of the annual STAR Kid Screening and Assessment Process or if
the Member experiences a change in condition or requests assistance. The MOO must
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obtan vendors to orovde Minor Home Mooifcazions or Adapuve Aids fcr MQCP STAR
Kids Members with a neec.

As referenced in REP Section 8.1.38.6, any Member who receives services through
MDCP STAR Kids must receive Level 1 Service Coordination. Additionally, named
Service Coordinators who provide services to Members enrolled in MDCP STAR Kids
must be trained and proficient in the following:

1. The full STAR Kids and MDCP service array;
2. Provider requirements for each service;
3. The CDS option;
4. Eligibility and assessment requirements; and
5. Monitoring and reporting requirements.

8.3.4 Additional ISP Requirements for MDCP STAR Kids Members

In addition to the requirements in REP Section 8.1.38.3, the MCO must use the Person-
Centered Planning process described in 42 C.F,R. § 441.301(c)(1) to develop an ISP for
an MDCP STAR Kds Member. The MDCP STAR Kids Members ISP must include the
components of a person-centered service plan described in 42 C.F.R. § 441.301(c)(2).
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9 Turnover Requirements

9.1 Introduction

Turnover is defined as the activities that the MCO is required to perform prior to or upon
termination of the Contract, in situations where the MOO will transition data and documentation
to HHSC or a subsequent contractor.

9.2 Turnover Plan

Twelve months after the start of the Contract, the MOO must provide a Turnover Ran covering
the turnover of the records and information maintained to either HHSC or a subsequent
contractor. The Turnover Plan will be a comprehensive document detailing the proposed
schedule, activities, and resource requirements associated with the turnover tasks. HHSC must
approve the Turnover Plan.

9.3 Transfer of Data and Information

The MOO must transfer to HHSC or a subsequent contractor all data and information necessary
to transition operations. including: data and reference tables: data entry software; third-party
software and modifications: documentation relating to software and interfaces: functional
business process flows; and operational information, including correspondence, documentation
of ongoing or outstanding issues, operations support documentation, and operational
information regarding Subcontractors, For purposes of this provision, “documentation” means
all operations. technical, and user manuals used in conjunction with the software, Services, and
Deliverables, in whole or in part, that HHSO determines are necessary to view and extract
application data in a proper format. The MOO must provide the documentation in the formats in
which the documentation exists at the expiration or termination of the Contract.

In addition, the MOO must provide the following to HHSC.

1. The MOO must provide data, information, and services necessary and sufficient to
enable HHSC to map all MOO Program data from the MCO’s system(s) to the
replacement system(s) of HHSO or a successor contractor, including a comprehensive
data dictionary as defined by HHSC.

2. The MOO must provide all necessary data, information, and services will be provided in
the format defined by HHSC. and must be HIPAA compliant.

3. The MOO must provide all of the data, information, and services mentioned in this
section using its best efforts to ensure the efficient administration of the contract. The
data and information must be supplied in media and format specified by HHSO and
according to the schedule approved by HHSC in the Turnover Plan, The data,
information, and services provided as detailed in this section must be provided at no
additional cost to HHSO.
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HHSC or the subsequent contractor must receive and verify all r&evant data and nformaton f

HHSC determines that data or information are not accurate, complete, or HIPAA-comphant,

HHSC reserves the right to hire an independent contractor to assist HHSC in obtaining and
transferring all the required data and information and to ensure that all the data are HIPAA
compliant. The MCO is responsible for the reasonable cost of providing these services.

9.4 Turnover Services

Six months prior to the end of the Initial Contract Period: the MOO must propose a Turnover
Plan. Six months prior to the end of any extension in the Contract Period, the MOO must update
its Turnover Plan. If HHSC terminates the Contract prior to the expiration of the Initial Contract

Period or Contract Period, then HHSC may require the MCO to propose or update the Turnover
Plan sooner. In these cases, HHSC’s notice of termination will include the date the Turnover

Plan is due.

The Turnover Plan must be a comprehensive document detailing the proposed schedule,
activities, and resource requirements associated with the Turnover tasks. The Turnover Plan
must describe the MCO’s policies and procedure-s that guarantee the following.

1. The least disruption in the delivery of Healthcare Services to Members who are enrolled
with the MCO during the transition to a subsequent contractor or provider.

2. Cooperation with HHSC and the subsequent contractor or provider in notifying Members
of the transition, as requested and in the form required or approved by HHSC.

3. Cooperation with HHSC and the subsequent contractor or provider n transferring
information to the subsequent contractor or provider, as requested and in the form
required or approved by HHSC.

HHSC must approve the Turnover Plan, which must include the following at a minimum.

1. The MOO’s approach and schedule for the transfer of data. information, and services as
described in this Section.

2. The quality assurance process that the MOO will use to monitor Turnover activities.

3. The MOO’s approach to training HHSC or a subsequent contractor’s staff in the
operation of its business processes.

HHSC is not limited or restricted in the ability to require additional information from the MOO or
modify the Turnover Plan as necessary.

9.5 Post-Turnover Services

Thirty days following Turnover of operations, the MOO must provide HHSC with a Turnover
Results Report documenting the completion and results of each step of the Turnover Plan.
HHSC will not consider Turnover completed until HHSC approves the Turnover Plan.

If the MOO does not provide the required data, information, or services necessary for HHSC or
the subsequent contractor to assume the operational activities successfully, the MOO agrees to
reimburse HHSC for all reasonable costs and expenses, including: transportation, lodging, and
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subsistence to carry out inspection, audit, review, ana’ysis, reproduction, and transfer functons
at the ocation(s) of any necessary records; and attorney& fees and costs. This section does
not limit HHSCs ability to impose remedies or damages as set forth in the Contract.
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Article 1. Introduction

Section 101 Purpose.

The purpose of this Contract is to set forth the
terms for the MCD’s participation as a managed care
organization in the STAR Kids Program administered
by HHSC. Under the terms of this Contract, MCD will
provide comprehensive healthcare services to
qualified Program recipients through a managed care
delivery system.

Section 102 Risk-based contract

This is a Risk-based contract

Section t03 Inducements.

In making the award of this Contract HHSC
relied on MCO’s assurances of the following:

(1) MCD is a health maintenance
organization, Approved Non-Profit Health
Corporation (ANHC). or Exclusive Provider
Organization that arranges for the delivery of
Healthcare Services, and either (1) has received
Texas Department of Insurance (TDI) licensure or
approval as one of these entities and is fully
authorized to conduct business in the Service
Area. or (2) will receive TDI licensure or approval
as one of these entities and be fuily authorized to
conduct business in the Service Area no later than
60 calendar days after HHSC executes this
Contract:

(2) MCD and the MCD Administrative Service
Subcontractors have the skills quahfications
expertise, financial resources and experience
necessary to provide the Services and
Deliverables described in the RFP, MCO’s
Proposal, and this Contract in an efficient, cost-
effective manner, with a high degree of quality
and responsiveness, and has performed similar
services for other public or private entities:

3) MCD has thoroughly reviewed, analyzed,
and understood the RFP, has timely raised all
questions or objections to the RFP, and has had
the opportunity to review and fully understand
HHSC’s current program and operating
environment for the activities that are the subiect
of the Contract and HHSC’s needs and
requirements during the Contract term;

(4) MCD has had the opportunity to review
and understand HHSC’s stated objectives in
entering into this Contract and, based on this
review and understanding, MCD currently has the
capability to perform in accordance with the terms
of this Contract:

(5) MCD also has reviewed and understands
the risks associated with the Program as
described in the RFP. including the risk of non-
appropriation of funds,

(6) The MCD is at “isk for expenses that -nay
be necessary or incurred in order to deliver
contractually required services and deliverables,
even if these expenses are in excess of the
Capitaric-n Payments receivec.

Accordingly on tie basis of the terms of this
Contract. HHSC engages MCD to perform the
Services and provide the Deliverables described in
this Contract.

Section t04 Construction of the Contract

(a) Scope of lntrcductory Article.

The provisions of any introductory articie to the
Contract are intended to be a general ntroduction and
are not intended to expand the scope of the Parties’
obligations under the Contract or to alter the plain
meaning of the terms of the Contract.

(b) References to the ‘State.”

References in the Contract to the ‘state” mean
the State of Texas unless otherwise specifically
indicated and will be interpreted, as appropriate, to
mean or include HHSC and other agencies of the
State of Texas that may participate in the
administration of the Program, provided, however,
that no provision will be interpreted to include any
entity other than HHSC as the contracting agency.

(c) SeverabHty.

If any provision of this Contract is for any reason
held to be unenforceable. the rest of t remains fully

enforceable.

(d) Survival of terms.

Termination or expiration of this Contract for any
reason will not release either Party from any liabilities
or obligations set forth in this Contract that:

(1) The Parties have expressly agreed wi
survive any termination or expiration: or

(2) Aiose pi’iorto the effective date of
termination and remain to be performed or by their
nature would be intended to be applicable
following any termination or expiration.

(C) Headings.

The article. section. and paragraoh headings in
this Contract are for reference and convenience only
and may not be considered in the interpretation of this

Contract.

( Global drafting conventions.

(1) The terms “include,” “includes,” and
“including” are terms of inclusion and enlargement,
and where used in this Contract, should be read as if
followed by the phrase without limitation.”

(2) Any references to ‘sections.” ‘appendices.”
exhibits.” or ‘attachments” are references to sections,

appendices, exhibits or attachments to this Contract.
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(3) Any references to laws, rules, regulations.
and manuals ir’ thts Contract are references to these
documents as amended. mcd,fied. or suppiamented
tram time to time dunng the temi of ths Contract.
Section 1.05 No implied authority.

The authority delegated to MCO by HHSC is
limited to the terms of this Contract, HHSC is the state
agency designate-d by the Texas Legislature to
administer the Program, and no other state agency
grants MCO any authontv related to this program
unless directed through HHSC. MCO may not rely
upon implied authority, and specifically, is not
delegated authority under this Contract to:

(it make public policy:

(2) promulgate, amend, or disregard
administrative regulations or program policy decisions
made by state and federal agencies responsible for
administration of HHSC Programs; or

(3) unilaterally communicate or negotiate with
any state or federal agency or the Texas Legislature
on behait of HHSC regarding the HHSC Programs

MCD is required to cooperate to the fullest
extent possible to assist HHSC in communications
and negotiations with state and federal governments
and agencies concerning matters relating to the
scope of the Contract and the MCD Program. as
uirected by HHSC.
Section 1.06 LegalAuthorily.

(a) HHSC is authorized to enter into this Contract
under Texas Government Code Chapters 531 and
533 and Section 2155 144 MCO i authorized to
enter into ths Contract under the authorization of ts
governing board or controlling owner or officer.

(b) Any person signing and executing this
Contract on behalf of the Parties, or representing
signatory authority on behalf of the Parties, warrant
ar.d guarantee that he or she is authorized to execute
this Contract and to validly and legally bind the
Parties to all of its terms, performances. an.d
provisions.

Article 2. Definitions

As used in this Contract, the following terms are
deflned b&ow

Abuse means provider practices that are
inconsistent with sound fiscal, business, or medical
practices and result in an unnecessary cost to
Medicaid Programs or in reimbursement for services
that are not Medically Necessary or that fail to meet
professionally recognized standards for healthcare. It
also includes Member practices that result in
unnecessary cost to the Programs.

Action means:

(it the denial or hmited authorization of a
requested Medicaid service including the tyoe
level of service.

i2) the reductron suspension, or terminaton of a
previously authorized service

(3) the denial. In whole or in part, of payment for
a service;

(4; the fa:lure to provide sen;ces in a timely
manner:

(5; the failure of an MCD to act withrn the
timeframes provided in the Contract and 42 C.F.R. §
438.408(b); or

(6) for a resident of a rural area wtth only one
MCO. the denial of a Members request to exercise
his or her right. under 42 C F P 53d E:’:c;2 .:. to
obtain services outside of the Network.
An Adverse Determination is one type of Action.

Acute Care means preventive care. primary
care, and other medical care provded under the
direction of a provider for a condition having a
reiatveiy short duration.

Acute Care Hospital means a hospital that
provides acute care services. Acute Care Hospitals
can be general hospitals as that term is defined n
Texas Health & Salety Code § 241.003

Adaptive Aid means a device necessary 10
treat, rehabiiitate, prevent, or compensate for a
condition resulting in a disability or a loss of function.
An Adaptive Aid enables an individual to perform
activities of daily living or control the environment in
whi.ch he or she lives.

Claim
Adjudicate means to deny or pay a Clean

Administrative Services see MCO
Administrative Services.

Administrative Services Contractor see HHSC
Administrative Services Contractor.

Adverse Determination means a determination
by an MCO or Utilization Review agent that the
Healthcare Services furnished, or proposed to be
furnished to a patient, are not Medically Necessary or
not appropriate

Affiliate means any individual or entity that
meets any of the following chteria: 1) owns or holds a
5.0% or greater :nterest in the MOO (either directly or
through one or more intermediaries); 2) in which the
MCD owns or holds a 5.0% or greater interest (either
directly or through one or more intermedianes): 3)
any parent entity or subsidiary entity of the MCD.
regardless of the organizational structure of the enbty:
4) any entity that has a common parent with the MCD
(either directly or through one or more intermediaries);
5) any entity that directly, or indirectly through one or
more intermediaries, controls, or is controlled by or is
under common control with, the MCD; or 6) any
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entity that would be considered to be an affdiate by
any Securities and Exchange Commission (SEC) Cr

Internal Revenue Service (IRS) regulation, Federal
Acquisition Regulations (FAR). or by another
applicable regulatory body.

Agreement see Contract.

Allowable Expenses means all expenses
related to the Contract between HHSC and the MCD
that are incurred during the Contract Period, are not
re:mbursable or recovered from another source, and
that conform with the HHSC Uniform Managed Care
Manual’s Chapter 6.1 ‘Cost Pnnciples For
Expenses.”

AAP means the American Academy of
Pediatrics.

Approved Non-profit Health Corporation
CANHC) means an organization formed in compliance
with Chapter 844 of the Texas Insurance Code and
licensed by TOl to provide services as a health plan.
See also MCQ

Appeal means the formal process by which a
Member or his or her representative requests a
review of the MCO’s Action, as defined above.

Authorized Representative means any person
or entity acting on behalf of the Member and with the
Member’s written consent in the Complaint and
Appeats process.

Auxiliary Aids and Services includes:

(1) qualified interpreters or other effective
methods of making aurally delivered materials
understood by persons with hearing impairments:

(2) taped texts large prnt. Braille, or other
effective methods to ensure visually delivered
matenals are available to individuals with visual
impairments: and

(3) other effective methods to ensure that
materials (delivered both aurally and visually) are
availaDie to those with cogn,tive or other Disabilities
affecting communication.

Behavioral Health Hotline means The toP-free
number operated by the MCD to handle routine
behavioral-health related calls.

Behavioral Health Services means Covered
Services for the treatment of mental, emotional. or
suostance abuse disorders.

Benchmark means a target or standard based
on historical data or an objective/goal.

Business Continuity Plan (BCP) means a plan

that provides for a quick and smooth restoration of
MIS operations after a disruptive event. BCP includes
business impact analysis. BCP development, testing.

awareness, training, and maintenance. This is a day-
to-day plan.

Business Day means any day other than a
Saturday, Sunday, or a state or federal holiday on

which HHSC’s offices are closed. unless the context
clearly indicates otherwise.

CAHPS means the Consumer Assessment of
Healthcare Providers and Systems. This survey is
conducted annually by the EQRD.

Call Coverage means arrangements made by a

facility or an attending physician with an appropriate
level of healthcare provider who agrees to be
available on an as-needed basis to provide medically
appropriate services for routine, high risk, or
Em ergency Medical Conditions or Emergency
Behavoral Health Conditions that present without
being scheduled at the facility or when the attending

physician is unavailable.

Capitation Payment means the aggregate
amount paid by HHSC to the MCD on a monthly basis

for the provision of Covered Services to enrolled
Members (including associated Administrative
Services) in accordance with the Capitation Rates in
the Contract.

Capitation Rate means a fixed predetermined

fee paid by HHSC to the MCD each month in
accordance with the Contract, for each enrolled
Member in exchange for the MCD arranging for or
providing a defined set of Covered Servces to such a
Member, regardless of the amount of Covered
Services used by the enrolled Member.

Case Head means the head of the househoid

that is applying for Medicaid,

Case Management far Children and Pregnant

Women is a Medicaid program for Children with a
health condition/health risk, birth through. 20 years of

age and for women with high-risk pregnancies of au
ages. in order to help them gain access to medical.
social, educational and other health-related services.

Case Plan means the plan developed in
accordance with 40 Tex. Admin. Code § 700.l319—
700.1325 and related law. The purpose of the Case
Plan. which ncludes the Members servce plan and
the famiiy’s service plan if applicable, is to establish a
structured, time-limited plan for providing services and
to ensure that activities and services progress as
quickly as possible toward achieving the most
appropriate permanent placement for the Member,

DFPS Staff are responsible for developing the Case
Plan

C.F.R. means the Code of Federal Regulations.

Chemical Dependency Treatment means

treatment provided for a chemical dependency
condition by a Chemical Dependency Treatment
facility, chemical dependency counselor or Hospital.

Childrens Hospital means a Hospital that
offers its services exclusively to children.. Services

provided at Children’s Hospitals include clinical care.
research. and pediatric medical education focused
specificaliy on children.
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Chronic tor Complex) Condition means a
physical. oehavoral. or dev&opmental condition that
may have no known cure or is progressive or can be
debilitating or fatal if left untreated or under-treated.

Clean Claim means a claim submitte-d by a
physician or provider for Healthcare Services
rendered to a Member, with the data necessary for
the MCD or subcontracted claims processor to
adjudicate and accurately report the claim. A Clean
Claim must meet all requirements for accurate and
complete data as defined in the appropriate claim
type encounter guides as follows:

Guide:
(1) 837 Professional Combined Implementation

(2) 837 Institutional Combined Implementation
Guide:

(3) 837 Professional Companion Guide:

(4) 837 institutional Companion Guide: or

(5) National Council tor Prescription Drug
Programs INCPDP) Companion Guide.

The MCD may not require a physician or provider to
submit documentation that conflicts with the
requirements of 28 Tex. Admin. Code Chapter 21
Subchapters C and T

CMS means the Centers for Medicare and
Medicaid Services. which is the federal agency
respons;ble for administerng Medicare and
overseeing state administration of Medicaid.

Community-Based Services means services
provided to STAR Kids Members in their home or
other community-based settings. This term. includes
Specialty Therapy. Personal Care Services or
Nursing Services.

Community Health Worker means a trusted
member of the community who has a close
understanding of the ethnicity, language. socio
economic status, and life experiences of the
community served. A Community Heaith Worker, also
called a promotor(a). helps people gain access to
needed services, increase health knowledge. and
become self-sufficient through outreach patent
navigation and follow-up, community health education
and information, informal counseling, social support,
advocacy, and more.

Community Resource Coordination Groups
(or CRCG5) means a statewide system of local
:nteragency groups. including both public and private
providers, which coordinate services for ‘multi-nee&
children and young adults. CRCGs develop individual
service plans for children and young adults whose
needs can be met only through interagency
cooperation. CRCGs address Complex Needs in a
model that promotes local decision-making and
ensures that children receive the integrated

comonacon ct social. medicai. and otr.er services
needed to address their individual problems.

Community Services Specialist (CSSP)
means a Mental Health Rehabilitative Service
provider who meets the following mnmum
requirements: (1) high school diploma or high schooi
equivalency, and (2) three continuous years of
documented full-time experience in the provisions of
Mental Health Rehabilitative Services and
demonstrated competency in the provision and
documentation of Mental Health Rehabilitative
Services.

Complainant means a Member or a treating
provider or other individual designated to act or,
behalf ot the Memoer who flied the Complant.

Complaint means an expression of
dissatisfaction expressed by a Complainant, orally or
in writing to the MCD, about any matter related to tre
MCD other than an Action. As provided by 42 C F R
§ 438.400. possible subjects for Complaints include
the quality of care of services provided, aspects of
nterpersonal relationships such as rudeness of a
provider or employee. or failure to respect the
Medicaid Member’s rights,

Complex Need means a condition or situation
resulting in a need for coordinat:cn or access to
services beyond what a PCP would normaily provide.
triggering the MCO’s determinaron that Care
Coordination is required

Comprehensive Care Program: See definition
for Texas Health Steps.

Confidential Information means any
communication or record (whether oral, written.
electronically stored or transmitted, or in any other
form) consisting of.

ii) Confidential Member nformation. mcluding
HIPAA-defined protected health information;

(2) All non-public budget, expense. payment, and
other financial information:

(3) All priv(eged work product:
4) All information designated by HHSC or any

other State agency- as confidential, and all information
designated as confidential under the Texas Public
Information Act, Texas Government Code. Chapter
552:

(5) The pricing, payments. and terms of the
Contract. unless disclosed publicly by HHSC or the
State: and

(6) informahon utilized, developed, received, or
maintained by HHSC, the MCD. or participating State
agencies for the purpose of fulfilling a duty or
obligation under this Contract and that has not been
disclosed publicly.

Consolidated FSR Report or Consolidated
Basis means FSR reporting results for all Programs
and all Service Areas operated by the MCD or its
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Affliates. .r;ciuding those under separate contracts
between the MCD or its Affiliates and HHSC.
Consolidated FSR Reporting does not inciude any of
the MCOs or its Afhhiates’ business outside of the
HHSC Programs. Not all FSR Reporting Periods have
utilized this methodology.

Continuity of Care means care provided to a
Member by the same Providers to ensure that the
delivery of care to the Member remains stable. and
services are consistent and unduplicated Contract
means this formal, written, and legally enforceable
contract between the Parties and any amendments

Contract Period (or Contract Term means the
Initial Contract Period plus any and all Contract
extensions.

Contract Year means one complete State Fiscal
Year (i.e. September ito August31 of the following
calendar year) under the Contract.

Contractor see MCD.

Conversion Plan means a personalized short-
term plan of care that documents historical heaithcara
information. Member preferences. and action items to
ensure a smooth transition to a STAR Kids MCD

Core Module means the component of the
STAR Kids Screening and Assessment Instrument
that determines Member preferences and assessment
needs

Corrective Action Plan means the detailed
written plan that may be required by HHSC to correct
or resolve a deficiency, event, or breach causing the
assessment of a remedy or damage against MCD

Court-Ordered Commitment means a
ccmmitment of a Memoer to an npatient mental
health facility for treatment ordered by a court of law
under Texas Health and Safety Code. Chapters 573
or 574.

Cost Limit means the established maximum
doilar amount avalibie to an MDCP STAR K;ds
Member for MDCP services.

Covered Services means Healthcare Services

the MCD must arrange to provide to Members.
including all services required by the Contract, state
and federal law. and all Value-added Services
negotiated by the Parties (see Attachment B-I
relating to VaIue-added Services ). Covered Services
include, without limitation, Acute Care. Behavioral
Health Services. dental Services, pharmacy services.
vision services, and court-ordered medical services.

Credentialing means the process of collecting.
assessing, and validating qualifications and other
relevant information pertaining to a healthcare
provider to determine eligibility and to deliver Covered
Services.

Cultural Competency means the ability of
individuals and systems to provide services effectively
to people of vanous cultures, races. ethnic

backgrounds and reiigons na manner that
recognizes values. affirms. and respects the worth of
the individuals and crotects and preserves their
dignity.

Date of Disenrollment means the last day of
the month in which the Member loses STAR
KidsProgram eligibility.

jmeans a calendar day unless specified
otherwise.

Deliverable means a written or recorded work
product or data prepared. developed, or procured by
MCD as part of the Services under the Contract for
the use or benefit of HHSC or the State of Texas.

DADS means the Texas Department of Aging
and Disability Services or its successor agency.

OARS means the Texas Department of Assistive
and Rehabilitative Services or its successor agency.

DFPS means the Texas Department of Family
and Protective Services or its successor agency.

Disabled Person or Person with Disability
means a person who qualifies for Medicaid services
because of a Disability.

Disability means a physical or mental
impairment that substantiai.Iy limits one or more of an
individual’s major iife activities, such as caring for
oneself, performing manual tasks. walking. seeing.
hearing, speaking. breathing, learning, or working.

Disability-related Access means that facilities
are readily accessible to and usable by individuals
with Disabilities, and that auxiliary aids and services
are provided to ensure effective communication, in
compliance with Title III of the Americans with
Disabilities Act.

Disaster Recover-v Plan means the document
developed by the MCD that outlines details for the
restoration of the MIS in the event of an emergency or
disaster.

Disease Management means a system of
coordinated healthcare interventions and
communications for populations with conditions in
which patient self-care efforts are significant.

Disproportionate Share Hospital for DSH)
means a hospital that serves a higher than average
number of Medicaid and other low-income patients
and receives adoitional reimbursement from the
State.

DSHS means the Texas Department of State
Health Services or its successor agency

DSM means the most current edition of the
Diagnostic and Statistical Manual of Mental Disorders,
which is the American Psychiatric Association’s
official classification of behavioral health disorders, or
its replacement.
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2LE!iibles means Medicaid recipients who
are also ehgrbie for Medicare

Ed means Early Childhood Intervention, a
federaily mandated program for nfants and toddlers
under the age of three with developmental delays or
disabilities. See 34 C FR. § 303.1 etseq. and 40 Tex
Adrnin.Code § 108,101 et seq. for further clanfication.

EDt means electronic data interchange.
Effective Date means the effective date of this

Contract.

Effective Date of Coverage means:
(1) the date the Member enters into DFPS

conservatorship (for Members included in category I
of the’ Target Population’ definition): and

(2) me first day of the month that a Member is
enrolled in the STAR Health Program (for Members
included in categories 2 through 4 of the ‘Target
Population” definition) For Members in categories 2
through 4 of the Target Population” definition. HHSC
wl follow prospective enrollment procedures.

Eligibles means individuals eligible to enroll in
the Program.

Emergency Behavioral Health Condition
means any condition without regard to the nature or
cause of the condition, which in the opinion of a
prudent iayperson possessing an average knowledge
of health and medicine:

(1) requires immediate intervention or medical
attention without which Members wouid present an
immediate danger to themselves or others. or

(2) that renders Members incapable of
controlling, knowing, or understanding me
consequences of their actions

Emergency Services means covered inpatient
and outpatient services furnished by a provider that is
qualified to furnisn these services under th,e Contract
and that are needed to evaiuare or stabilize an
Emergency Medical Condition or an Emergency
Behavioral Health Condition, including Post-
stabilization Care Services.

Emergency Medical Condition means a
medical condition manfesting itself by acute
symptoms of recent onset and sufficient severity
(ncludng severe pain) such that a prudent tayperson.
who possesses an average knowledge of health and
medicine, could reasonably expect the absence of
immediate medical care could result in:

(1) placing the patients health in ser!ous jeopardy:
(2) serious impairment to oodily functions:
(3) serious dysfunction of any bodily organ or part;
(4) serious disfigurement; or

(5) serious jeopardy to the health of a pregnant
woman or her unborn chid.

Employment Assistance meansassistance
provided to an individuai to helo the indiv:dual :tcate
paid employment in the community’.

Encounter means a Covereo Service or grouc
of Covered Services delivered by a Provider to a
Member during a visit between the Member and
Provider.

Encounter Data means data elements from
Fee-for-Service claims or capitated-services proxy
claims that are submitted to HHSC by the MCO in
accordance with HHSC’s required format.

Enrollment ReportlEnrollment File means the
daily or monthly list of Eligibles that are enrolled with
an MCO as Members on th.e day or for the month the
report is issued.

EPSDT means the federally mandated Early and
Periodic Screening, Diagnostic, and Treatment
program contained at42 U.S.C. § 13g6d(r). Texas
Health Steps is the name used for EPSDT in the
State of Texas.

Exclusive Provider Organization (EPa) means
an insurer with an Exclusive Provider Benefit Plan
approved by TDI in accordance with 28 Tex. Admin.
Code § 3.g2ol—3.g212

Experience Rebate means the oortion of the
MCO’s Net noome Before Taxes that is returned to
the State in accordance with Section 10.09
tExperience Rebate).

Expedited Appeal means an Appeal to the
MCO in which the decision is required quickly based
on the Members health status. and the amount of
time necessary to participate in a standard Appeal
could jeopardize the Members iife or health or ability
to attain, maintain, or regain maximum function.

Expiration Date means the expiration date of
this Contract, as specified in HHSC’s Managed Care
Contract document.

External Quality Review Organization (or
EQRO) means the entity that contracts with HHSC to
provide external review of access to and quality of
healthcare provided to Members of HHSC’s MCO
Programs.

Fair Hearing means the process adopted and
implemented by HHSC in 1 Tex Admin Code
Chapter 357. in conphanoe with federal regulations
and state rules relating to Medicaid fair hearings.

Family Partner means a Mental Health
Rehabilitative Service provider who meets the
following minimum requirements. (1) high school
diploma or high school equivalency, and (2) one
cumulative year of participating in mental health
services as the parent or legally authorized
representative of a child receiving mental health
services.

Family Support Services means trainings.
resources, or other support services provided to
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family members or other caregivers to enhance their
abiity to effectively care for the Member.

Federal Poverty Level (FPL) means the
Federal poverty ievel updated periodically in the
Federal Register by the Secretary of Health and
Human Services under the authority of 42 U.S.C. §
9902(2) and as in effect for the applicable budget
period used to determine an individuals eligibility in
accordance with 42 C FR, § 435.603(h).

Fee-for-Service (FF5) means the traditional
Medicaid Healthcare Services payment system under
which providers receive a payment for each unit of
service after the service is provided, according to
rules adopted under Texas Human Resources Code
Chapter 32.

Financial Management Services means
assistance provided to Members who manage funds
associated with the services elected for self-direction.
The service includes initial orientation and ongoing
training related to responsibilities of being an
employer and adhering to legal requirements for
employers.

Financial Statistical Report see FSR.

Flexible Family Support Services (for MDCP
means individualized, disability-related services

that support independent living, participation in
community-based child care, and participation n post-

secondary education.

Force Maieure Event means any failure or
delay in performance of a duty by a Party under this
Contract that is caused by fire, flood, hurricane.
tornadoes, earthquake. an act of God, an act of war,
Rot, civil disorder, or any similar event beyond the
reasonable control of such Party and without the fault

or negligence of such Party.

FOHO means a Federally Qualified Health
Center, certified by CMS to meet the requirements of
42 U S.C § 1395x( ay3) and (4) as a federally

qualified health center that is enrolled as a provider in

the Texas Medicaid program.

Fraud means an intentional deception or

misrepresentation made by a person with the
knowledge that the deception could resuit in some
unauthorized benefit to himself or some other person.
It includes any act that constitutes fraud under
applicable federal’ or state law,

FSR means Financial Statistical Report. The
FSR is a report designed by HHSC. and submited to
HHSC by the MCO in accordance with Contract
requirements. The FSR is a form of modified income
statement, subject to audit, and contains revenue,
cost, and other data, as defined by the Contract. Not
all incurred expenses may be included in the FSR.

FSR Reporting Period is the period of months

that are measured on a given FSR. Generally, the
FSR Reporting Period is a twelve-calendar-month

period corresponding to the State Fiscal Year, but it

can vary by Contract and by year if an FSR
Reporting Period is not defined in tne Contract then it
will, be deemed to be the twelve months foi.lowing the

end of the prior FSR Reporting Period.

FSR Reporting Period 16 means the twelve-

month period beginning on September 1,2015. and
ending on August 31, 2016.

Functionally Necessary means services that
are necessary to mantain or prevent loss of function.

Healthcare Service Plan means an
individualized plan developed with and for Members

with Special Healthcare Needs. The Healthcare
Service Plan includes the following:

(1) the Member’s history;

(2) summary of current medical and social needs
and concerns:

(3) short and long-term needs and goals:

(4) a treatment plan to address the Members
physical, psychological, and emotional healthcare
problems and needs including a list of services
required, their ftequency and a description of who will

provide these services.

The Healthcare Service Plan should incorporate as a
component of the plan the Individual Family Service

Plan (IFSP) for Members in the Early Childhood
Intervenhon (ECI) Program.

Healthcare Services means the Acute Care,
Behavioral Healthcare, and health-related services
that an enrolled population might reasonably require
in order to be maintained in good health. including, at

a minimum. Emergency Services and inpahent and
outpatient services

Health and Human Services Commission (or
HHSC) means the administrative agency within the
executive department of the State of Texas
establiched under Texas Government Code Chapter

531. HHSC is the single state agency chaed with

administration and oversight of the Texas Medicaid

program. including Medicaid Managed Care.

Health Home has the meaning assigned in
Texas Government Code § 533.00253(a)(2).

Health-related Materials are materials
developed by the MCO or obtained from a third party

reiating to the prevention, diagnosis, or treatment of a
medical condition.

HEDIS means the Healthcare Effectiveness Data

and Information Set which is a registered trademark
of NCQA. HEDIS is a set of standardized
performance measures designed to reliably compare
the performance of managed healthcare plans.
HEDIS is sponsored. supported. and maintained by
NCQA.

HHS Agency means any Texas health and
human service agency subject to HHSC’s oversight
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under Texas Government Code Chapter 531. and any
successor agency

HHSC Administrative Services Contractor {
Q means an entity performing Medicaid managec
care administrative services functions. including
enrollment or claims payment functions, under
contract with [-IHSC.

HIPAA means the Health Insurance Portability
and Accountability Act of 1996, PL. 104-191 lAugust
21. 1996). as amended or modified

HITECH Act means the Health Information
Technology for Economic and Clinical Health Act, 42
U.S.C. § 17931—39.

Home and Community Support Services
Agency (HCSSA) means an entity licensed by DADS
to provide home health, hospice. or personal care
services provided to individuals in their own home or
independent living environment.

Home and Community-Based Services
IHCBS) Waiver means sp’eciaIzed programs that
orovide Home and Community-Based LTSS as cost-
effective alternatives to nstitutionai care.

Hospital means a licensed public or private
institution as defined by Texas Health and Safety
Code Chapter 241, Texas Health and Safety Code. or
in Texas Health and Safety Code Chapters 571 to
578.

Individual Family Service Plan (IFSP) means
the plan for services required by the Early Childhood
Intervention (ECI) Program and developed by an
interdisciplinary team.

Individual Service Plan (ISP) means an
individually customized document to address the
health and weliness needs identified through the
STAR Kids Assessment Process. The ISP is also
intended to communicate and help align expectations
between the Member. his or her LAR. the MCO and
key service provtders.

Initial Contract Period means the Efiective
Date of the Contract through August31. 2018

Inpatient Stay means at east a 24-hour stay in
a facility licensed to provide Hospital care,

Integrated Primary Care means the systematic
integration of Behavioral Health Services and routine
pnmary care services.

Intermediate Care Facility for Individuals with
Intellectual Disabilities (ICFIIID) means an
Intermediate Care Facility for Individuals with
Intellectual Disabilities or related conditions that
provides residential care and services for those
individuals based on their functional needs.

CF-lID Program means the Medicaid program
serving individuals with intellectual disabilities or
related conditions who receive care in intermediate
care facilities other than a state supported living
center.

Joint Interface Plan (JIP) means a docurn.ent
used to communicate basic system nterface
information. This information includes, file structure,
data elements, frequency. media, type of file receiver
ano sender of the tie. and file I D. The JIP must
include each of the MC0s interfaces required to
conduct business under this Contract. The JIP must
address the coordination with each of the MCO’s
interface partners to ensure the development and
maintenance of the interface: and the timely transfer
of required data elements between contractors and
partners.

Key MCO Personnel means the critical
management and technical positions identified by the
MC0 in accordance with Article 4.

Legally Authorized Representative (LAR)
means the Member’s representative defined by state
or federal law, including Tex. 0cc. Code § 151.002(6).
Tex, Health & Safety Code § 166.184, and Tex.
Estates Code Ch 752.

Licensed Medical Personnel means. n the
context of Mental Health Rehabiitatve Servces day
programs, the following provider types: physician;
advanced practice registered nurse (APRN);
physician assistant (PA); registered nurse (RN)’
licensed vocational nurse (LVN;r or pharmacists

Licensed Practitioner of the Healing Arts
(LPHA) means a person who s.

(1) a physican:
(2) a licensed professional counselor;
(3) a licensed clinical social worker.
(4) a licensed psychologist:
(5) an advanced practice nurse: or
(6) a licensed marrage and family theraoist
Linguistic Access means translation and

interpreter services, for written and spoken language
to ensure effective communication. Linguistic access
nci’udes sign language interpretation, and the

provision of other auxihaiy aids and services to
Persons with Disabilities.

Local Health Department means a local health
department established under Health and Safety
Code § 121.031. Local Public Health Reorganization
Act.

Local Mental Health Authority (or LMHA) has
the meaning assigned in Texas Health and Safety
Code § 531.002(10).

Long-Term Services and Supports (LTSSI
means assistance with daily healthcare and living
needs for individuals with a long-lasting illness or
disability.

Major Population Group means any population
that represents at least 10% of the Medicaid
population in the Service Area served by the MCO.

Major Systems Change means a new version
of an existing software platform often identified by a
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new software version number or conversion to an
entirely new software platforr.

Mandated or Required Services means

services that a state is required to offer to
categoricafly needy cflents under a state Medicaid
Plan.

Marketing means any communication from the

MCD to a Medicaid client who is not enrolled with the

MCO that can reasonably be interpreted as intended

to influence the client to:

(1) enroll with the MCD; or

(2) not enroll in, or to disenroll from, another
MCD.

Marketing Materials means materials that are

produced in any medium by or on behalf of the MCD
and can reasonably be interpreted as intending to
market to potential Members, Health-related Materials

are not Marketing Materials.

Material Subcontract means any contract.

Subcontract. or agreement between the MCD and

another entity that meets any of the following criteria.

• the other entity is an Affiliate of the MCD;
• the Subcontract is considered by HHSC to be

for a key type of service or function, including
Administrative Services (including third
party administrator Network
administration, and claims processing);

o delegated Networks (including behavioral
health, dental, pharmacy, and vision);
management services (including
management agreements with parent)
reinsurance or retrocesson agreements:
Disease Management;

o pharmacy benefit management (PBM) or
pharmacy administrative services; or
call lines (including nurse and medical
consultation): or

• any other Subcontract that exceeds. or a
reasonably expected to exceed, the lesser of:

a) $500,000 per year, or b) 1% of the MCD’s
annual Revenues under this Contract. Any
Subcontracts between the MCD and a single
entity that are split into separate agreements

by time period. Program. or Service Area. etc..

wii be consolidated for the purpose of this
definition.

For the purposes of this Agreement. Material

Subcontracts do not include contracts with any non
Affiliates for any of the following, regardless of the
value of the contract: utlities (e.g.. water, electricity.

telephone, Internet, trash), mail/shipping, office

space, maintenance, security, or computer hardware.

Material Subcontractor (or Major
Subcontractor) means any entity with a Material

Subcontract with the MCD. For purposes of this

Agreement. Material Subcontractors do not include

Providers in the MCO’s Provider Network. Material

Subcontractors may include, without imtatcn,.
Affiliates, subsidiaries, and affiliated and unaffiliatea

third parties.

MCO means the managed care organization that

is a party to this Contract.

MCO Administrative Services means the

performance of services or functions, other than the

direct delivery of Covered Services. necessary for the

management of the deliverj of and payment for

Covered Services, including Network, utilization.

clinical or quality management, service authorization,

claims processing. management information systems
operation and reporbng. This term also includes the
infrastructure development for, preparation of. and

delivery of, all required Deliverables under the
Contract, outside of the Covered Services.

Medicaid means the medical assistance

entitlement program authorized and funded under
Title XIX. Social Secunty Act (42 U.S.C § 1396 et

seq.) and administered by HHSC.

Medicaid State Plan Services means tne

benefits provided under the Texas state plan for

medical assistance.

Medical Home has the meaning assigned to a

patient-centered Medical Home n Texas Government

Code § 533.0029(a).

Medical Home Services Model means an

enhanced approach to the Medical Home through

which primary care is accessible. continuous,
comprehensive, family-centered, coordinated.

compassionate. and culturally effective.

Medically Dependent Children Program

(MDCP) means a program that provides Home and

Community-Based LTSS for individuals under the age

of 21 with complex medical needs as a cost-effective

alternative to living ;‘n a Nursing Facility.

Medically Fragile means a serious. ongoing

illness or a Chronic Condition that:

(I) has lasted or is anticipated to last 12 or more

months:

(2) has required at least one month of
hospitalization and which requires daily. ongong

medical treatments and monitoring by appropriately

trained personnel which may include parents or other

family members; or

(3) requires the routine use of a medical device

or the use of assistive technology to compensate for

the ioss of usefulness of a body function needed to
participate i.n activities of daily living: or lives with an

ongoing threat to his/her continued well-being.

Medically Necessary has the meaning defined

in 1 Tex. Admin. Code § 353.2.

Member means a person who;
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.i;,sentWentocenefitsun,cerTexiXcftne
Social Security Act and Medcao. sin a Med:.caid
eligibihty category induded in the Program, and is
enroted in the Program and MCO;

(2) is entitled to benefits under Title XIX of the
Social Secunty Act and Medicaid. is in a Medicaid
eligibility category induded as a voluntary particpant
in the Program, and is enrolled in the Program and
the MCO.

Member Advocate means a designated MCO
representative that works to assist a Member with
complaints and concerns

Member Hotline means the toll-free telephone
line operated by the MCO that responds to inquiries
from Members, DFPS Staff. SSCC Staff. Caregivers,
and Medical Consenters

Member Materials means all written materials
produced or authorized by the MCO and distributed to
Members or potential members containing information
concerning the MCO Program Member Materials
include Member ID cards and Member Handbooks
ana Provider Directories.

Member Month means one Member enroHed
with the MCO dunng any given month. The total
Member Months for each month of a year comprise
the annual Member Months.

Member Services means the admintstrative
functions performed by the MCO for the purpose of
informing Members about Covered Services.

Member(s) with Special Healthcare Needs (or
MSHCN) means a Member. including a child enroed
in the DSHS CSHCN Program as further defined in
Texas Health & Safety Code § 35.0022. who:

(1) has a senous ongoing ilness, a Chronic or
Complex Condition, or a Disaulity that has iasted or
is anticipated to last for a significant period of time.
and

(2) requires regular. ongoing therapeutic
intervention and evaluation by appropriately trained
healthcare personnel.

Mental Health Rehabilitative Services are
those age-appropriate services determined by HHSC
and Federaly-approved protocol as medically
necessary to reduce a Member’s disability resulting
from severe mental illness for adults, or serious
emotional, behavioral, or mental disorders for
children, and to restore the Member to his or her best
possible functioning level in the community. Services
that provide assistance in maintaining functioning may
be considered rehabilitative when necessary to help a
Member achieve a rehabiHtation goal as defined in. the
Member’s rehabilitation plan.

Minor Home Modifications means necessary
physical modifications of a person’s home to prevent
institutionalization or support de-institutionalization,
The modifications must be necessary to ensure

realm. veifare. ann safety or supcor the most
integrated setting for a Member to rerram, :n the
community.

MIS means Management Information System.
Mobile Crisis Teams mean multi-discolnary

care teams with specialized behavioral health training
which are ocated across the state for the purpose of
providing behavioral health crisis response where and
when a crisis occurs.

National Committee for Quality Assurance
(NCQA) means the independent organization that
accredits MOOs and managed behavioral health
organizations and accredits and certifies Disease
Management programs. HEDIS and the Quality
Compass are registered trademarks of NCQA.

Net Income Before Taxes or Pre-tax Income
means an aggregate excess of Revenues over
Allowable Expenses.

Network means au Providers that have a
contract with the MCO. or any Subcontractor. for the
delivery of Covered Services to the MCO’s Members
under the Contract.

Network Provider see Provider
Non-capitated Services means the Texas

Medicaid programs and services that are excuded
from MCO Covered Services, but Members n’ay be
eligible to receive from Texas Medicaid providers on a
Fee-for-Service basis. Non-capitated Services are
identified in RFP Section 8.

Non-provider Subeontracts means contracts
between the MCO and a third party that performs a
function, excluding delivery of Heaithcare Services.
that the MOO is required to perform under its Contract
with HHSC.

Non-Urban County (Rural County) means any
county with fewer than 50,000 residents.

NorthSTAR means a Medicaid program that
provides behavioral health and substance abuse
services to Medicaid clients in the Dallas service area.
DSHS contracts with one behavioral health
organization (SHO) for this program The North Texas
Behavioral Health Authority (NTSHA) performs some
planning and oversight functions for this program.

Nurse Hotline means the toll-free telephone line
operated by the MCO that Providers Members and
Members’ LARscan call for clinical information,
guidance on specialty referrals or requests for
specialty Provider consultations.

Nursing Facility (also called nursing home or
skilled nursing facility) means an entity or institution
that provides organized and structured nursing care
and services. and is sublect to licensure under Texas
Health and Safety Code. Chapter 242, as defined in
40 Thx. Admin. Code § 19.101 and 1 Tex. Admin.
Code § 358.103.
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Contract Terms

Nursing Services means nursnng servIces

prov:ded on an intermittent. part-time. or continuous
bass by a registered nurse or iicerised vocational
nurse. This term indudes pnvate duty nursing (PDN).

OBIGYN means obstetrician-gynecologist.

Open Panel means Providers who are accepting

new patients for the MCD Prograrm

Operational Start Date means the fist day on
which an MCD is responsible for providing Covered

Services to Members in exchange for a Capitation
Payment under the Contract. The Operational Start

Date applicable to this Contract is inci.uded in the
Managed Care Contract.

Operations Phase means the period of time

when MCD is responsible for providing the Covered

Services and all related Contract functions. The
Operations Phase begins on the Operational Start
Date.

Out-of-Network for OON1 means an

appropriately licensed individual, facility, agency.
institution, organization or other entity that has not
entered into a contract with the MCD for the delivery

of Covered Services to the MCQs Members.

Parties means HHSC and MCD. collectively

means either HHSC or MCD, ndividuaiiy.

PCP Team means a Member’s PCP. other
Prov;ders, and the Member’s Medical Consenter. who
agree to function as an interdisciplinary team, if
requested by the Members Medical Consenter. the
Members Caragver and 55CC staff may be ncluded

in the PCP Team. The PCP Team may also include a
Member’s DFPS caseworker and MCD Service
Coordinator.

Peer Provider means a Mental Health
Rehabilitative Service provider who meets the
following minimum requirements: (1) high school
diploma or high school equivalency and (2) one
cumulative year of eceiving mental health services.

Peer Support Services means an evidence-

based behavioral health model of care which consists

of a qualified peer support provider who assists
Members with recovery from mental health and
substance abuse challenges.

Pended Claim means a claim for payment that

requires additional information before the claim can
be adjudicated as a Clean Claim.

Performance Indicator Dashboard means a
contract monitoring tool used by HHSC and updated
quarterly by HHSC to measure the MCD’s progress
on a number of performance measures.

Person-Centered Planning means a
collaborative process that actively engages the
Member, the Member’s LARs, and Providers for the
goal of designing and monitoring a plan of care that

accounts for the Members preferences and

r”axlmizes the Members ability to reach the
Members full potential.

Personal Care Services (PCS) means support

services furnished to a Member who has physrcal,

cognitive, or behavioral limitations related to the
Member’s disability or chronic health condition that
limit the Member’s ability to accomplish activities of

daily living (ADLs). instrumental activities of daily
living (IADLs;, 01 health-maintenance actvities.

Pharmacy Benefit Manager (PBM) is a third

party administrator of prescription drug programs.

Population Risk Group means a distinct group

of members identified by age. age range. gender.
type -of program ehgibll!ty category or other cr:teha

established by HHSC.

Post-stabilization Care Services means

Covered Services, related to an Emergency Medical

Condition that are provided after a Member is
stablized in order to maintain the stabilized condition.

or. under the circumstances described in 42 C.F.R. §
438.114(b), (e) and 42 C.F.R. § 422.1 13(c)Oii) to
improve or resolve the Member’s condition.

PPACA means the Patient Protection and
Affordable Care Act of 2010 (P.L. 111-148), as
amended by the Health Care and Education
Reconciliation Act of 2010 (Public Law 111-152).

Pre-Appeal means the process by which the

MCD seeks to resolve disagreements with Medical

Consenters, Caregivers. DFPS Staff. 55CC staff and
Members regard;ng potental denial or iimited

authonzation of a requested service that does not

appear to meet criteria for medical necessity.

Pre-tax Income (see Net Income Before Taxes

above).

Primary Care Provider (or PCP) means a
ohysician or provider who has agreed with the MCD

to provide a Medical Home to Members and who is
responsible for providing initial and primary care to
patients. maintaning the continuity of patient care.
and intiating referral for care

Private Duty Nursing (PDN) has the meaning

assigned in 42 C,F.R. § 440.80.

Program means a managed care program

operated by HHSC. Depending on the context, the
term may include one or m.ore of the following:
STAR, STAR÷PLtJ5. STAR Health. CHIP. Children’s

Medicaid Dental Services, or CHIP Dental Services.

Proposal means the proposal submitted by the

MCD in response to the RFP under which this
Contract was awarded.

Provider means an appropriately credentialed

and licensed individual, facility, agency. institution,

organization or other entity, and its employees and
subcontractors, that has a contract with the MCD for

the delivery of Covered Services to the MCD’s
Members.
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Provider Contract means a contract enterec
nto oy a direct provider of Heaithcare Services and

the MCO or an intermediary entity.
Provider Hotline means the toll-free telephone

line for Provider inquiries
Provider Materials means all written materIals

produced or authorized by the MCO or its
Administrative Services Subcontractors concerning
the MCO Program(s that are distnbuted to Network
Providers.

Provider Network See Network
Proxy Claim Form means a form submitted by

Providers to document services delivered to Members
under a capitated arrangement,lt is not a claim for
payment.

Psychiatric Hospital means a Hospital that
provides inpatient mental health services to
individuals with mental illness or with a substance use
disorder except that. at all times a majority of the
individuals admitted are individuals with a mental
llness. Such services include psychiatric assessment
and dagnostic services, physician services,
orofessional nursing services, and monitoring for
patient safety provided in a restricted environment.
See1ETec.Adrnci CcceChapterl24

Public Health Entity means an HHSC Public
Health Region. a Local Health Department. or a
Hospital distnct.

Public Information means information that:
(1) Is collected, assembled, or maintained under a

law or ordinance or in connechon with the transaction
of official business by a governmental body or for a
governmental body. and

12) The governmental body owns or nas a rignt
of access to.

Quality Improvement for Quality Assurance)
means a system to continuously examine montor.
and revise processes and system... s that support and
improve admnistrative and clinical functions.

Quality Vendor means the entity that contracts
with HHSC to provide statstical support evaluation
targeted analysis. and other quality-related activities
‘n addition to the EQRO, if applicable.

Rate Period I means the 12-month period
beginning on September 1.2016, and ending on
August 31. 2017.

Rate Period 2 means the 12-month penod
beginning on September 1: 2017. and ending on
August 31, 2018.

Real-Time Captioning (also known as CART.
Communication Access Real-Time Translation)
means a process by which a trained individual uses a
shorthand machine, a computer, and real-time
translation software to type and simultaneously
translate spoken language into text on a computer

screen R.eai-T’nte Capticnna 5 crovided for
individuais who are deaf, have hearing ‘mpairments,
or have unintelNgible speech. It is usually used to
interpret spcken English into text English but may be
used to translate other spoken languages into text

Readiness Review means the assurances
made by a selected MCO and the examination
conducted by HHSC. or its agents. of the MCO’s
aoiiity. preparedness, and availability tc fulfill its
obligations under the Contract.

Recovery means a Member-driven process in
which Members are able to learn, achieve personal
goals, and participate to the fullest extent possible in
their family lives and communitles.

Request for Proposals (RFP) means the
procurement solicitation instrument issued by HHSC
under which this Contract was awarded and all RFP
addenda. corrections or modifications, if any.

Respite Care means direct care services that
reLeve a primary caregtver temporarhyfrom caregiving
activities for a Member.

Revenue means all revenue received by the
MCO under ths Contract. including retroactive
adjustments made by HHSC. Revenue includes any
funds earned on Medicaid or CHIP managed care
funds such as investment income and earned interest.
Revenue excludes any reinsurance recoveries which
must be shown as a contra-cost, or reported offset to
reinsurance expense. Revenues are reported at
gross, and are not netted fcr any reinsurance
premiums paid. See also the Uniform Managed Care
Manuars ChapterS 1 “Cost Principles for Expenses.”

Risk means the potential for loss as a result of
expenses and costs of the MCD exceeding Payments
made by HHSC under the Contract.

Risk Management Plan means the written plan
developed by the MCO and approved by HHSC that
describes the MCO’s methods for managing risks that
emanate from the product and any corresponding
pi’ocesses, resources, and constraints.

Routine Care means healthcare for covered
preventive and Medically Necessary Heatthcare
Sen.!ices that are nonemergent or non-urgent.

Rural Health Clinic (RHC) means an entity that
meets all of the requirements for designation as a
Rural Health Clinic under 42 U.S.C. § 1395x(aa)(1)
and (2) and approved for participation in the Texas
Medicaid Program.

Scope of Work means the description of
Services and Deliverables specified in the Contract,
including without limitation the RFP and the MCO’s
Proposal. and any agreed modifications to these
docurrents.

SDX means State Data Exchange.
Security Plan means a document that contains

detatied management, operational. and technical
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nformatcn acvut a system ta security requirements.

and the controls mplemented to provide protecton

against risks and vulnerabilities.

SED means severe emotional disturbance.

Self-Management Education means educating

and training a Member in order to help the Member

assume responsibilities directly associated with the

maintenance of his or her healthcare and well-being

Service Area means all counties in the State of

Texas

Service Coordination means a specialized

care management service that is performed by a

Service Coordinator and that includes but is not

limited to:

(1) identification of needs, including physical

health, mental health services and for STAR+PLUS

Members. lone term support services,

(2) development of a Service Plan to address

those identified needs;

(3) assistance to ensure timely and a coordinated

access to an array of providers and Covered

Services:

(4) attention to addressing unique needs of

Members; and

(5) coordination of Covered Services with Non

capitated Services, as necessary and appropriate,

Service Coordinator(s) means the person with

primary responsibility for providing service
coordination to STAR Rids Members

Services mean the tasks, functions, and

responsibilities assigned and delegated to the MCO

under this Contract,

Significant Traditional Provider (STP) means

Primary Care Providers, long-term care provders.

and pharmacy providers identified by HHSC as

having provided a significant level of care to Fee-for-

Service clients in Substitute Care. Disproportionate

Share Hospitals (DSH) are also Medicaid STPs.

Software means all operating system and

applications software used by the MCO to provide the

Services under this Contract.

Special Hospital means any inpatient Hospital

that is not a General or Psychiatric Hospital. it san

establishment that’

(1) offers services, facilities, and beds for use for

more than 24 hours for two or more unrelated

individuals who are regularly admitted, treated. and

discharged and who require services more intensive

than room, board, personal services, and general

nursing care;

(2) has clinical laboratory facilities, diagnostic X

ray facilities, treatment facilities, or other definitive

medical treatment;

(3) has a medical staff in regular attendance; and

:4 mantan,s records of the c,iiiicai work

performed for each patient.

See 25 Te, Admin, Ccde Chapter 133.

Specialty Therapy means physical therapy

speech therapy, or occupational therapy.

SPMI means severe and persistent mental

illness.

SSA means the Social Secunt’v Administration

Stabilize means to provide such medical care as

to assure ‘within reasonable medical probability that

no deterioration of the condition is likely to result from,

or occur from. or occur dunng discharge, transfer, or

admission of the Member,

STAR Kids means the managed care program

for recipients under the age of 21 who receive SSl or

551-related Medicaid

STAR Kids Screening and Assessment

Instrument (SM) rreans the electronic assessment

and screening tool that all STAR Kids MCOs are

required to administer to help determine personal

preferences. service needs, and necessity of

additional assessments.

STAR Kids Screening and Assessment

Process means all screenings, assessments. and

other information- gathering methods the MCD uses

to inform service decisions,

State Fiscal Year (or SFY) means a 12-month

period beginning on September 1 and ending on

August31 the following year.

Subcontract means any agreement between

the MCD and another party to fulfill the requirements

of the Contract.

Subcontractor means any individual or entity,

ncluding an Affiliate that flas entered into a
Subcontract with MCD.

Subsidiary means an Affiliate controlled by the

MCD directly or indirectly through one or more
intermediaries,

Supplemental Security Income (SSI) means

the federal cash assistance program of direct financial

payments to the aged, blind, and disabled

administered by the SSA under Title XVI of the Social

Security Act. All persons who are certified as eligble

for 551 in Texas are elgible for Medicaid. Local SSA

claims representatives make SS1 eligibility

determinations, The transactions are forwarded to the

SSA in Baltimore. who then notifies the states through

the SDX,

Supplemental Security Income (SSI)
Beneficiary means a person that receives

supplemental security income cash assistance as

cited in 42 U.S.C. § 1320a-6 and as described in the

definition of Supplemental Security Income.

Support Network includes LARs, formal and

informal caregivers, family members, and other
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vauais who take an active interest in the care of
tne Memner.

Supported Employment means assistance
provided. n order to susta,n paid employment, to an
individual who, because of a disability, requires
intensive, ongoing support to be self-employed, work
from home. or perform in a work setting at which
individuals without disabilities are employed.

Systems Quality Assurance Plan means the
written plan developed by the MCO, and approved by
HHSC. that describes the processes, techniques. an.d
tools that the MCO will use for assuhng that the MIS
systems meet the Contract requirements.

Targeted Case Management means services
designed to assist Members with gaining access to
needed medical, social, educational, and other
services and supports. These services are furnished
to Members who have been assessed and diagnosed
with a severe and persistent mental illness (SPMI) ‘Dr
a severe emotional disturbance (SED) and they are
authorized to receive Mental Health Rehabilitative
Services.

TOD means telecommunication device for the
deaf. It is interchangeable with the term teletype
machine or TTY

T means the Texas Oepartment of lnsurance.
Telehealth has the meaning defined in 1 Tex.

Admin. Code § 354.1430.
Telemedicine has the meaning defined n 1 Tex.

Admin. Code § 354.1430.
Telemonitoring has the meaning defined in 1

Tex, Admin. Code § 354.143A.
Texas Health Stops is the name adopted by the

State of Texas for the federally mandated EPSDT
program. It nctudes the State’s Comprehensive Care
Program extension to EPSDT. which adds benefits to
the federal EPSDT requirements contained in 42
U.S.C. § 1396d(r). and defined and codified at 42
C F A. § 440.40 and 441 56— 62. Rules reiatng to
EPSDT are contained p25 Tex. Admin. Code
Chapter 33.

Texas Medicaid Provider Procedures Manual
means the policy and procedures manual published
by or on behalf of HHSC that contans policies and
procedures required of all healthcare providers who
participate in the Texas Medicajd program. The
manual is published annually and is updated as
needed.

Texas Medicaid Service Delivery Guide
means an attachment to the Texas Medicaid Provider
Procedures Manual.

Third Party Liability (TPL) means the legal
responsibility of another individual or entity to pay for
all or part of the services provided to Members under
the Contract (see 1 Tex. Admin. Code § 354.2301 et
seq.. relating to Third Party Resources).

Third Party Recovery tTPR) means tne
recovery cf payments on oehalf of a Member by
HHSC or the MCO from an individual or entity wdh the
legal responsibility to pay for the Covered Ser’v’:ces.

TJC (formerly JCAHQ) means The Joint
Commission.

Transition Phase includes all activities the MCO
is required to perform between the Contract Effective
Date and the Operational Start Date for the Service
Area.

Transition Assistance Services means a
service to help Members transition from the nursing
home to the community.

Transition Planning n-cans the process of
anticipating and preparing for changes in life
circumstances and healthcare services to ease an
adolescent’s shift to adulthood.

Transition Specialist means an MCO employee
or Subcontractorwhoworks with adolescent and young
adult Members and their support network to prepare
the Member for a succ-essful transtion cut of STAR
Kids and into adulthood

Turnover Phase includes all activities the MCD
is required to perform in order to close cut the
Contract or transition Contract actvities and
operations to HHSC or a subsequent contractor.

Turnover Plan means the written plan developed
by MCD and approved by HHSC. to be employed
during the Turnover Phase.

Uniform Managed Care Manual (UMCM) means
the manual that contains policies and procedures
required of an MCD participating in the Program. The
UMCM. as amended or modified, is incorporated by
reference into the Contract.

URAC (Utilization Review Accreditation
Commission dba American Accreditation
HealthCare Commission, Inc.) means the
[ndepen..dent organizatton that accredits Utilization
Revew functions and offers a variety of other
accred!tation and certification programs for heaithcare
organizations.

Urban County means any county with 50 000 or
more residents.

Urgent Behavioral Health Situation means a
behavioral health condition that requires attention and
assessment within 24 hours but that does not place
the Member in immediate danger to himself or herself
or others and the Member is able to cooperate with
treatment.

Urgent Condition means a health condition.
including an Urgent Sehavioral Health Situation, that
is not an emergency but is severe or painful enough
to cause a prudent layperson. possessing the
average knowledge of medicine, to believe that his or
her condition requires medical treatment evaluation or
treatment within 24 hours by the Member’s PCP or
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PCP designee to prevent serious deterioration -of the
Member’s condition or health.

Utilization Review means the system for
retrospective, concurrent, or prospective review of the
medical necessity and appropnateness of Healthcare

Services provided, being provided, or proposed to be
provided to a Member. The tern, does not include

elective requests for clarification of coverage.

Value-added Services means additional
services for coverage beyond those specifled in
Attachment B-I. Value-added Services may be
actual Healthcare Services, Family Support Services.

or positive incentives that HHSC agrees will promote
wellness and improved health outcomes among
Members. Value-added Services that promote
weilness should target specific weight loss, smoking
cessation. or other programs approved by HHSC.
Temporary phones, cell phones, additional
transportation benefits, and extra Home Health

Services may be Value-added Services, if approved
by HHSC. Best practice approaches to delivering
Covered Services are not considered Value-added
Services

Waste means practices that are not cost-
efficient.

Article 3. General Terms

Section 101 Contract elements.

a) Contract docurrentation.

The Contract between the Parties will consist ot
the STAR Kids Managed Care Contract and all

attachments and amendments.

fbi Order of documents

In the event of any conflict or contradiction
between or among the contract documents the
documents will control in the foilowing order of
precedence:

(1) The final executed STAR Kids Managed
Care Contract signature document. and all
amendments:

(2) Attachment A to the STAR Kids
Managed Care Contract document— ‘STAR
Kids Contract Terms,” and all amendments:

(3) Attachment B to the STAR Kids
Managed Care Contract document, RFP “Scope

of Work/Performance Measures,” and all
amendments:

(4) The HHSC Uniform Managed Care
Manual, and all amendments;

(5) Attachment C to the STAR Kids
Managed Care Contract document, ‘The MCO’s
Proposal’ and all amendments.

Section 3.02 Term of the Contract

The term of the Contract will begin on the
Effective Date and will conclude on the Expiration

Date. The Parties may renew the Contract for an

additional period or periods, but the Contract Term

may not exceed a total of eight operational years. All

reserved contract extensions beyond the Expiration

Date will be subject to good faith negotiations
between the Parties and mutual agreement to the

extensions.

Section 3.03 Funding.

This Contract is conditioned on the availability ot

state and federal appropriated funds. MCO will have

no right of action against HHSC in the event that

HHSC is unable to perform its obligations under this

Contract as a result of the suspension. termination, or

withdrawal of funding to HHSC. the failure to fund

HHSC. or lack of sufficient funding of HHSC for any

activities or functions contained within the scope of

this Contract. If funds become unavailable, the
provisions of Article 12 (Remedies and Disputes) will

apply. HHSC will use all reasonable efforts to ensure

that funds are available and will negotiate in good

faith with MCD to resolve any MCD claims for
payment that represent accepted Services or
Deliverables that are pending at the time funds
become unavailable. HHSC will make best efforts to

provide reasonable written advance notice to MCD

upon learning that funding for this Contract may be

unavailable.

Section 3.04 Delegation of authority.

Whenever, by any provision of this Contract, any

right, power, or duty is imposed or conferred on

HHSC. the Executive Commissioner has the imposed

or conferred right. oower or duty unless any right,

power. or duty is specifically delegated to the duly

appointed agents or employees of HHSC. If the
Executive Commissioner delegates any authority, a

written copy may be provided to MCD on request.

Section 3.05 No waiver of sovereign immunity.

The Parties agree that no provision of this

Contract is in any way intended to constitute a waiver

by HHSC or the State of Texas of any imm.,unit-es

from suit or from liability that HHSC or the State of

Texas may have by operation of law.

Section 3.06 Force majeure.

Neither Party will be liable for any failure or delay

in performing its obligations under the Contract if the

failure or delay is due to any cause beyond the
reasonable control of a Party, includrng unusually

severe weather, strikes, natural disasters, fire, civil

disturbance, epidemic, war, court order, or acts of

God. The existence of these causes of delay or failure
will extend the period of performance in the exercise

of reasonable diligence until after the causes of delay

or failure have been removed. Each Party must inform

the other in writing with proof of receipt within five

Page 15



STAR Kids REP
Attachment A—STAR Kds Contract Terms
RFP No. 529-13-0C71

Susness Days of the eosterce of a ome masure
event or otherwise waive mis right as a defense.
Section 3.07 Publicity.

(a) MCD may use tne name of HHSC. Ire State
of Texas, any HHS Agency ano the name of the
HHSC MCD Program in any media release. pubiic
announcement, or pubhc disclosure relating to the
Contract or its subject matter only if, at least 15
calendar days prior to distributing the materal, the
MCD submits the information to HHSC for review and
comment. If HHSC has not responded wthin 15
calendar days, the MCD may use the submitted
information. HHSC reserves the right to object to and
require changes to the publication if. at HHSC’s sole
discretion, it determines that the publication does not
accurately reflect the terms of the Contract or the
MCD’s performance under the Contract.

(b) MCD will provide HHSC with one electronic
copy of any information described n Subsection
307(a) prior to public release. MCD will provide
additional copies, including hard copies. at i-IHSC’s
request.

(c) The requirements of Subsection 3 07(a) do
not apoly to.

(1) proposals or reports submitted to HHSC,
an administrative agency of the State of Texas,
or a governmental agency or unit of another
state or the federal government:

(2) information concerning the Contracts
terms, suoject matter, and estimated value.

(a) in any report to a governmental
body to whch the MCD is required by law to
report tt.e information, or

b) that th,e MCD is otherMse required
by law to disclose; and

(3) Member Materials (the MCD must
comply with the provisions n Uniform Managed
Care Manual Chapter 4.3 regarding the review
and approval of Member Materials).

Section 3.08 Assignment.
(a) Assignment by MCD
MCD must not assign all or any portion of its

rights under or interests in the Contract or delegate
any of its duties without prior written consent of
HHSC Any written request for assignment or
delegation must be accompanied by written
acceptance of the assignment or delegation by the
assignee or delegation by the delegate. Except where
otherwise agreed in writing by HHSC, assignment or
delegation will not release MCD from its obligations
under the Contract. An HHSC-approved Material
Subcontract will not be considered to be an
assignment or delegation for purposes of this section

(b) Assignment by HHSC.

MCD urcerstanos anD agrees HHSC may
or more transactions assign, pledge, or transfer the
Contract This assignment will oniy be made to
another State agency or a non-State agency that is
contracted to perform agency support.

tot Assumption

Each party to whom a transfer is made (an
Assignee) must assume all or any part of MCDs or

HRSCs nterests in the Contract, the product. ano
any documents executed with respect to the Contract
including ;ts obligation for all or any portion of the
purchase payments in whoie or in part.
Section 3,09 Cooperation with other vendors and

prospective vendors.
HHSC may award supplemental contracts for

work related to the Contract or any portion of the
work. MCD will reasonably cooperate with these
other vendors and will not commit or permit any act
that may interfere with the performance of work by
any other vendor
Section 3.10 Renegotiation and reprocurement

rights.

(a) Renegotiation of Contract terms.
Notwithstanding anything in the Contract to the

contrary. HHSC may at any time during the term of
the Contract exercise the option to notify MCD that
HHSC has elected to renegotiate certain terms of the
Contract Upon MCD’s receipt of any notice
mentored in this Section. MCD and HHSC wiii
undertake good faith negotations of the subject terms
of the Contraot. and may execute an amendment to
the Contract in accordance with ArticleS.

(b) Reproourement of the services or
procurement of additonal ser’ces.

Notwithstanding anything in the Contract to the
contrary, whether or not HHSC has accepted or
rejected MCD’s Services or Deiiveraoies provided
durng any penod of the Contract HHSC may at any
tme issue requests for proposals or offers to other
potential contractors for performance of any portion of
the Scope of Work covered by the Contract or Scope
of Work similar or comparable to the Scope of Work
performed by MCD under the Contract.

(c) Termination rights upon reproourement.
If HHSC elects to procure the Services or

Deliverables or any portion of the Services or
Deliverables from another vendor n accordance with
this Section, HHSC will have the terrn;nation rights
noted in Article 12 (Remedies and Disputes).
Section 3.11 RFP errors and omissions.

MCD will not take advantage of any errors or
omissions in the RFP or the resulting Contract. MCD
must promptly notify HHSC of any errors or omissions
that are discovered.
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Section 3.12 Attomeys fees.

in the event of any tgazion. appeal or other

legal action to enforce any provision of the Contract.

MCD agrees to pay all reasonable expenses of that

action, including attorneys fees and costs, if HHSC is

the prevailing Party.

Section 3.13 Preferences under service

contracts.

MCD is required in performing the Contract to

purchase products and materials produced in the

State of Texas when they are available at a price and

time comparable to products and nlateriais produced

outside the State.

Section 3.14 Ensuring timely performance.

The Parties acknowledge the need to ensure

unmterrupted and continuous perfom’ance of the

Scope of Work under the Contract, therefore. HHSC

may terminate this Contract or apply any other
remedy as noted in Article 12 (Remedies and

Disputes) if MCD performance 5 not timely

Section 3.15 Notice

(a) Any notice or other legal communication

required or given by either Party under the Contract

will be in writing and in English. and will be deemed to

have been given’

(1) Three Business Days after the date of

mailing if sent by registered or certified U.S. mau.

postage prepaid, with return receipt requested:

(2) When transmitted if sent by facsimile,
provided a confirmaton of transmission 5
produced by the sending machine: or

(3) When delivered J delivered personally
or sent by express courier service.

(b) The notices described in this Section may not

be sent by electronic mali.

(c) All notices must be sent to the Proiect

Manager identified in this Contract. ln addrtion, legal

notices must be sent to the Legal Contact identified in

this Contract.

(d) Adminstrative and routine communications

will be provided in a manner agreed to by the Parties

Article 4. Contract Administration and
Management

Section 4.01 Qualifications, retention, and

replacement of MCO employees.

MCD agrees to maintain the organizational and

administrative capacity and capabilities to carry out all

duties and responsibilities under this Contract. The

personnel MCD assigns to perform the duties and

responsibilities under this Contract will be properly

trained and qualified for the functions they will

perform. Notwithstanding transfer or turnover of

personnel. MCD remains obligated to perform all

cuties arc rescon.sitiil:t:es under mrs Con.tmactwitncut

degradation and n accordance with the terms of this

Contract.

Section 4.02 MCO’s Key PersonneL

(a) Designation of Key Personnel.

MCD must designate key management and

technical personnel who will be assigned to the

Contract. For the purposes of this requirement, Key
Personnel are those with management responsibility

or principal technical responsibility for the following

functional areas included within the scope of the

Contract.

(1) Member Services;

(2) Management Information Systems:

3) Claims Processing.

(4) Provider Network Development and
Management;

(5) Benefit Administration and Prior
Authorization;

Si Service Coordination:

(7) Quality improvement

8) Behavioral Health Services;

(9) Dental Sensioes;

(la) Financial Functions:

(11) Reporting:

(12) Executive Director as defined ln Section

4S3 (Executive Director):

(13) Medrcal Director as defrned in Section
4.04 (Medical Directory and

(b:l Support and Replacement of Key Personnel.

The MCD must maintain, throughout the
Contract Term, the ability to supply its Key Personnel

with the required resources necessary to meet

Contract requirements and comply with applicable

law, The MCD must ensure project continuity by
timely replacement of Key Personnel, if necessary

with a sufficient number of persons having the
requisite skills, experience, and other qualifications

Regardless of specific personnel changes. the MCD
must maintain the overall revel of expertise.
experience, and skill reflected in the Key MCD
Personnel job descriptions and qualifications included

in the MCD’s proposal

(c) Notification of replacement of Key Personnel.

MCD must notify HHSC within 15 Business Days

of any change in Key Personnel. Hiring or
replacement of Key Personnel must conform to all

Contract requirements. If HHSC determines that a

satisfactory working relationship cannot be
established between certain Key Personnel and

HHSC, it will notify the MCD in writing. Upon receipt

of HHSC’s notice, HHSC and MCD will attempt to

resolve HHSC’s concerns on a mutually agreeable

basis.
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d) Dedcated Staff
The MCD agrees to mailer, staff .re:otated
exciusivery to serving the STAR Kds Program in tne
foflowing areas:

(I) Regional staff
(A) Service Coordinators;
(B)Transition Specialists and
(C) Member Advocates.

(2) Member and Nurse Hotline staff
(3) Behavioral Health Hotline staff:
(4) Complaints and Appeals staff
(5). Regional Internal Trainers: and
(6) Service Coordinator Managers

(e) Training for dedicated staff

Training curriculum must include the following
components, at a minimum:

(1) vital timeilnes in the evaluation and
delivery of services to Members. and

(2) symptoms and treatment of childhood
medical and behavioral health conditions

Section 4.03 Executive Director.
(a) The MCD must employ a qualified individual

to serve as the Executive Director for the STAR Kids
Program. The Executive Director must oe employeo
full-time by tne MCD, ne primarily dedicated to STAR
Kids Program, and must hold a Senior Executive or
Management position in the MCO’s organization.
except that the MCD may propose an alternate
structure for the Executive Director position, subject to
HHSC’s prior review and written approval.

çb) The Executive Director must be authonzed
and empowered to represent the MCD regarding all
matters pertaining to the Contract prior to such
representation. The Executive Director must act as
aison between the MCD and the HHSC and must

have responsibilities that include the following;
(11 ensuring the MCO’s compliance with the

terms of the Contract, including securing and
coordinating resources necessary for
compliance;

(2) receiving and responding to all inquiries
and requests made by HHSC related to the
Contract, in the time frames and formats
specified by HHSC. Where practicable, HHSC
must consult with the MCD to establish time
frames and formats reasonably acceptable to the
Parties:

(3) attending and participating in regular
HHSC and MCD Executive Director meetings or
conference calls;

(4) attending and participating In regular
HHSC Regional Advisory Committees (RAC5)
for managed -care (the Executive Director may

lesgnate key p-esc-nne’ to attero a PAD ;f he
Executue Drector 5 unaoie to attend);

(5) making best efforts to promptly resolve
any issues identified either by the MCD or HHSC
that may arise and are related to the Contract:

(6) meeting with HHSC representatives on a
periodic or as needed basis to review the MCO’s
performance and resolve issues, and

(7) meetng with HHSC at the time and place
requested by HHSC, if HHSC determnes that
the MCD is not in compliance with the
requirements of the Contract.

Section 4,04 Medical Director.
(a) The MCD must have a qualified individual to

serve as the Medcal Director for its HHSC MCD
Program(s). The Medical Director must be currently
licensed in Texas by the Texas Medical Board as an
MD. or D.D. with no restrictions or other licensure
limitations. The Medical Director mu’st comply with the
requirements of 28 Tex. Admin Code § 111606 and
all applicable federal and state statutes and
regulatIons.

b) The Medical Director, or his or her designee
must be avalabie by telephone 24 hours a day. seven
days a week, for Utilization Review decisions. The
Medical Director, and his or her designee. must either
possess expertise with Behavioral Health Services, or
have ready access to that expertise to ensure timeiy
and appropriate medical decisions for Members,
including after regular business hours.

(c) The Medical Director. or his or her designee
must be authorized and empowered to represent the
MCD regarding clinical issues, Utilization Review. and
quality of care inquiries The Medical Director. or his
or her pnqsician des’gnee. must exencise ndeoendent
medical judgment in all decisions relating to medical
necessity. The MCD must ensure that its decisions
reiating to medica necessity are not adversely
influenced by fiscal management decisrons. HHSC
may conduct reviews of decisions relating to medical
necessity upon reasonable notice.

(d) For purposes of this section, me Medicai
Directors designee must be a physician that meets
the qualifications for a Medical Director, as described
in Section 4.04 (a) through (C).

(e) The requirements of this Section do not apply
to Prior Authorization determinations for outpatient
pharmacy services made by a Texas licensed
pharmacist. These determinations must comply with
RFP Section 8.1.9.
Section 4.05 Responsibility for MCO personnel

and Subcontractors.
(a) MCD’s employees and Subcontractors are

not employees of HHSC or the State of Texas, but are
considered the MCO’s employees or its
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Subccntractor’s employees, as applicable, for all
purposes under the Contract.

(bi Except as provided in this Contract, neither
MCD nor any of MCD’s employees or Subcontractors
may act as agents or representatives of HHSC or the
State of Texas.

(c) MCD agrees that anyone employed by MCD
to fulfit the terms of the Contract is an employee of
MCD and remains under MCD’s sole direction and
control. MCD assumes sole and full responsibflity for
its acts and the acts of its employees and
Subcontractors

(d) MCD agrees that any claim on behalf of any
person arising out of employment or alleged
employment by the MCD (including claims of
discrimination against MCD, its officers, or its agents)
is the sole responsibility of MCD and not the
responsibility of HHSC. MCD will indemnify the State
and hold it harmless from any and all claims asserted
against the State arising out of employment or alleged
employment by the MCD. MCD understands that any
person who alleges a claim arising out of employment
or alleged employment by MCD will not be entitled to
any compensation, rights, or benefits from HHSC
(including tenure rights, medical and hospital care,
sick and annual/vacation leave, severance pay, or
retirement benefits).

le) MCD agrees to be responsible for the
following in. respect to its employees:

(1 Damages incurred by MCDs employees
scope otheir duties under the

Contract; and

(2) Determination of the hours to be worked
and the duties to be performed by MCD’s
employees

(f) MCD agrees and will inform its employees
and Subcontractor(s) that there is no right of
subrogation. contribution, or indemnification against
HI-ISC for any duty owed to them by MCD under this
Contract or any udgment rendered against the MCD.
HHSC’s liability to the MCD’s employees, agents, and
Subcontractors. if any, will be governed by the Texas
Tort Claims Act. as amended or modified (‘rex. Civ
Pract & Rem Codes 101.001 etseq.).

Ig) MCD understands that HHSC does not
.assume liability tor the actions of. or judgments
rendered against, the MCD. its employees, agents. or
Subcontractors. MCD agrees that it has no right to
indemnification or contribution from HHSC for any of
these judgments rendered against MCD or its
Subcontractors.

Section 4.06 Cooperation with HHSC and state
administrative agencies.

(a) Cooperation with Dther MCDs.

MCD agrees to reasonably cooperate with and
work with the other MCDs in the HHSC MCD

Programs, Subcontractors. and third-party
representatives as requested by HHSC. To the extent
permitted by HHSC’s financial and personnel
resources. HHSC agrees to reasonably cooperate
with MCD and to use ‘.s best efforts to ensure that
other HHSC contractors reasonably cooperate with
the MCD.

(b) Cooperation with state and federai
administrative agencies.

MCD must ensure that MCD personnel will
cooperate with HHSC or other state or federal
administrative agency personnel at no charge to
HHSC for purposes rei.ating to the administration of
HHSC programs including the following purposes:

(It The investigation and prosecution of
fraud, waste, and abuse in the HHSC programs;

(2) Audit, inspection. or other investigative
purposes; and

(3) Testmony in judicial or quasi-judicial
proceedngs relating to the Services or
Deliverables under this Contractor other delvery
of information to HHSC or other agencies
investigators or legal staff.

Section 4.07 Conduct of MCO personneL

(a) While performing the Scope of Work. MCDs
personnel and Subcontractors must:

(1) Comply with applicable state and federal
rules and regulations and HHSC’s requests
regarding personal and professional conduct anc

(2) Dtherwise conduct themselves na
businesslike and professional manner

(b) If HHSC determines in good faith that a
particular employee or Subcontractor is not
conducting himself or herself in accordance with th:s
Contract. HHSC may provide MCD with notice ano
documentation concerning this conduct. If MCD
receives this notice. MCD must promptly investigate
the macer and take approprate acton theit may
include:

(1) Removing the employee from the project;

(2) Providing HHSC with written notice of the
removal and

t3) Replacing the employee with a similary
qualified individual acceptable to HHSC.

(c) Nothing in the Contract will prevent MCD. at
the request of HHSC, from replacing any personnel
who are not adequately performing their assigned
responsibilities or who, in the reasonable opinion of
HHSCs Project Manager, after consultation with
MCD. are unable to work effectively with HHSC’s or
DFPS’s staff. In this event. MCD will provide
replacement personnel with equal or greater skills and
qualifications as soon as reasonably practicable.
Replacement of Key Personnel will be subject to
HHSC review. The Parties will work together in any
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replacement so the overall project schedule is not
disrupted.

(d) MCD agrees that anyone employed by MCC
to fulfill the terms of me Contract remans under
MCD s sole direction and control.

(e) MCD must have policies regarding
disciplinary action for all employees who have failed
to comply with federal or state laws and the MCD’s
standards of conduct. policies and procedures, and
Contract requirements. MCD must have oolices
regarding disciplinary action for all employees who
have engaged in illegal or unethical conduct
Section 408 Subcontractors and Agreements

with Third Parties.

(a) MCD remains fully responsible for the
obligations. services, and functions perforrred by its
Subcontractors to the same extent as if these
obligations, services, and functions were performed
by MCD’s employees. and for purposes of this
Ccntract. any work is deemed work performed by
MCD HHSC reserves the right to require the
replacement of any Subcontractor that HHSC flnds
unacceptable and unable to meet the requirements of
the Contract. HHSC may also object to the selection
of any Subcontractor.

(hi MCD must:

(1) actively monitor the quality of care and
services, as well as the quality of reporting data.
provided under a Subcontract:

(2) provide HHSC with a copy of TDI filings
of delegation agreements:

(3) unless otherwise provtded in this
Contract, provide HHSC with written notce no
[ater than:

(i) three Business Days after receiving
notice from a Material Subcontractor of is
intent to termnate a Subcontract;

(H) 180 calendar days pnor to the
termination date of a Material Subcontract for
MIS systems operation or reporting;

(ii) 90 calenoar days prior to the
termination date of a Material Subcontract for
non-MIS Administrative Services and

(iv) 30 calendar days prior to the
termination date of any other Material
Subcontract.

HHSC may grant a written exception to these
notice requ;rements f, ri HHSC’s reasonable
determination, MCD has shown good cause fora
shorter notice period.

(4) the MCD must demonstrate that a
Material Subcontractor assuming delegated
functions satisfies all requirements of a pre

delegation audit before the applicable functions
can be The MCD must conduct the
audtt. wnich must inciude a standard auoit cool
anproved by HHSC. ste visit. fe review Hf
applicable) staff nterviews, and scoring to
ensure compliance is achieved.
(c) During the Contract Period, Readiness

Reviews by HHSC or its designated agent may occur

(ii a new Material SubcontractorS
employed by MCD;

(2) an existing Material Subcontractor
provides services in a new Service Area:

(3) an existng Material Subcontractor
provides services for a new MCD Program:

(4) an existing Material Subcontractor
changes locations or changes its MIS and or
operational functions;

(5) an existing Material Subcontractor
changes one or more of its MIS subsystems
caims processing. or operatonal functons or

(6) a Readiness Review is requested by
HHSC.

The MCD must submit information required by
HHSC for each prcc.osed Material Subcontractor as
naicated in RFP Section 73 (Transition Phase
Schedule and Tasks) Rerer to RFP Sections
811.2 (Additional Readiness Reviews and
Monitoring Efforts) and 8.120 (Management
Information System Requirements) for additional
information regardng MCD Readiness Reviews
during the Contract Period.

(d) MCD must not dsciose Confidentiai
Information of HHSC. the State of Texas. or the
federal government to a Subcontractor unless that
Subcontractor has agreed in writing to protect the
confidenttality of the Confidential Information in the
manner requred of MCD under this Contract

(e) MCD must identify any Subcontractor that :s
a subsidiary or entity formed after the Effective Date
of the Contract, whether or not an Affiliate of MCD.
substantiate the proposed Subcontractors ability to
perfOrm the subcontracted Services and cerify to
HHSC that no loss of service wil occur as a result of
the performance of such Subcontractor The MCD wil
assume responsibility for all contractual
responsibilities whether or not the MCD performs
them. Further, HHSC considers the MCD to be the
sole point of contact with regard to contractual
matters, including payment.

U) Except as provided in this section. all
Subcontracts must be in writing and must provide
HHSC the right to examine the Subcontract and all
Subcontractor records relating to the Contract and the
Subcontract. This requirement does not apply to
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agreements with non-Affluate ututy or mat service

providers.

If the MOO intends to report comoensation or

any other payments paid to any third party (induding

an Affiliate) as an Aflowable Expense under this

Contract and the amounts paid to the third party

exceed $200000. or are reasonably antictpated to

exceed $200000. in a State Fiscal Year (or in any

contiguous twelve-month period), then the MOO’s

agreement with the third party must be in writing. The

agreement must provide HHSC the right to examine

the agreement and all records relating to the

agreement.

For any third-party agreements not in writing

valued under $200000 per State Fiscal Year that are

reported as Allowable Expenses, the MOO still must

maintain standard financial records and data sufficient

to verity the accuracy of those expenses in

accordance with the requirements of Article 9, ‘Audit

and Financial Compliance. Any agreements that are,

or could be interpreted to be, with a single party, must

be in wnting if the combined total is more than

3200.000. This would include payments to mdiv duals

or entities that are related to each other.

(g) A Subcontract or any other agreement in

which the MCO receives rebates. recoupments.

discounts. payments, ncentives. fees, free goods,

bundling arrangements, retrocession payments (as

descnbed n Uniform Managed Care Manual

Chapter 6 1) or any other consideration from a

Subcontractor or any other third party (including

without limitation Affiliates) as related to this Contract

must be in writing and the MOO m.ust allow HHSC

and the Office of the Attorney General to examne the

Subcontract or agreement and all related records.

(h) All Subcontracts or agreements described n

subsections (f and (g) must show the dollar amount

or the value of any consideration that MOO pays to cr

eceives from the Subcontractor or any other third

øarty.

(i) The MOO must submit a cony of each

Material Subcontract and any agreement covereo

under subsection (g) executed prior to the Effective

Date of the Contract to HHSC no later than 30 days

after the Effective Date of the Contract. For Material

Subcontracts or Section 4.08(g) agreements

executed or amended after the Effective Date of the

Contract the MOO must submit a copy to HHSC no

later than 5 Business Days after execution.

U) Network Provider Contracts must include the

mandatory provisions included in the HHSC Uniform

Managed Care Manual Chapter 3.1.

(k) HHSC reserves the right to reject any

Subcontract or require changes to any provisions that

do not comply with the requirements or duties and

responsibilities of this Contract or create significant

barr:ers for rtl-ISC n mcnrtcring compiance wrrh fn:s

Contract.

(i) MOO must compiy with the requirements of

Section 6505 of PPACA. entitled Prohibition on

Payments to Institutions or Entities Located Outside

of the United States.”

(m) Provider payment must comply with the

requirements of Section 2702 of PPACA, entitled

“Payment Adjustment for Health Acquired

Conditions.”

(n) The MOO and its Subcontractors must

provide all information required under Section 4M9 to

HHSC, or to the Office of the Attorney General, if

requested. at no cost.

Section 4.09 Hl-ISC’s ability to contract with

Subcontractors.

The MOO may n.ot limit or restrict, through a

covenant not to compete. employment contract or

other contractual arrangement, HHSC’s ability to

contract with Subcontractors or former employees of

the MOO.

Secdon 410 Prohibitron Against Performance

Outside the United States.

(a) Findings.

(1) HHSC finds the following:

(A) HHSC is responsible for

admmisterng several pubic programs that

require the collection and maintenance of

information relating to persons who appiy for

and receive services from HHSC programs.

This information consists of, among other

things, personal financial and medical

information and information designated

Confidential Information’ under state and

federal law and ths Agreement. Some of thrs

information may, within the iimits of the law

and this Agreement, be shared from time to

time with MOO or a Subcontractor for

purposes of performing the Services or

providing the Deiverables under this

Agreement.

(B) HHSC is i.egaliy responsible for

maintaining the confidentiality and integrity of

information relating to applicants and

recipients of HHSC services and ensuring

that any person or entity that receives this

information—including MOO and any

Subcontractor—is similarly bound by these

obligations.

(C) HHSC also is responsible for

the development and implementation of

computer software and hardware to support

HHSC programs. These items are paid for.

in whole or in part, with state and federal
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‘unos. The teceral age”cies trot furo these
ftems maintatn a :imited interest in the
devebped or acquired software and
hardware.

(0) Some of the software used or
developed by HHSC may also be subiect to
statutory restrictions on the export of
technology to foreign nations, including the
Export Administration Regulations, is C.F.R
Parts 730-774

(2) In view of these obhgations. and to
ensure accountability, integrity, and the security
of the information maintained by or for HHSC and
the work performed on behalf of HHSC. HHSC
determines that it s necessary and appropriate to
require that:

(A) All work performed under this
Agreement must be performed exclusively
within the United States: and

(B) All information obtatned by
MCO or a Subcontractor under this
Agreement must be maintained within the
United States

(3) Further, HHSC flnds it necessary and
approprtate to forbd the performance of any work
or the mantenance of any information relating or
obtained under this Agreement to occur outsde
of the United States except as specifically
authorized or approved by HHSC.

ib)Meaning of-within the United States and
“outside the United States.

(1) As used in this Section 410. the term
‘within the United States” means any location
inside the terntorial boundaries comprising the
United States of America. including any of the 48
contiguous states the states of Alaska and
Hawai, and the Dstnct of Columbia.

(2) Conversely, the phrase outside the
United States means any location that is not
within the territorial boundaries comprising the
United States of America. including any of th.e 45
contiguous states. the states of Alaska and
Hawaii, and the Distnct of Columbia.

(c) Maintenance of Confidential Information.

(1) MCO and all Subcontractors, vendors,
agents, and service providers of or for MCO must
not allow any Confidential Information that MCO
receives from or on behalf of HHSC to leave the
United States by any means (physical or
electronic) at anytime, for any period of time, for
any reason.

(2) MCO and all Subcontractors, vendors,
agents, and service providers of or for MCO must

not permit any person to n.ave remote access-c
HHSC information, systems. or Deliverables from
a locaticn ou:s:de of the Unied States.

io1 Performance of Work under Agreement.
(1) Unless otherwise approved in advance

by HHSC in wrting. and subject to the exceptions
specified in paragraph d) of this Section 4.10.
MCO and all Subcontractors, vendors, agents.
and service provJders of or for MCD must
perform au servtces under the Agreement.
ncluding all tasks, functions, and responsibilities
assigned and delegated to MCD under this
Agreement, within the United States

(A) This obligation includes all
Services, including informaton technology
services, processing. transmission, storage.
arch:ving. data center services, disaster
recovery sites and services, customer
support). medical. oental. laboratory. and
cHnical services.

(B) All custom software prepared
for performance of this Agreement. and all
modificatons of custom. thrd party, or
vendor proprietary software, must be
performed within the United States.

f2l Unless otherwise approved in advance
by HHSC in writing, and subject to the exceptions
specified n paragraph (d) of this Section 4.10
MCD and all subcontractors, vendors agents.
and service providers of or for MCD must not
permit any person to perform work under this
Agreement from a locatton outside the United
States

(e) Exceptions.

(1) COTS Software. The foregoing
requirements will not preclude the acquisition or
use of commercial off-the-shelf software that is
developed outside the United States or hardware
that is genericaliy configured outsioe tne United
States.

t2i Foreign-rriaoe Products and Supplies.
The foregoing requirements will not preoi’ude
MCD from acquiring, using, or reimbursing
products or supplies that are manufactured
outside the United States, provided such
products or supplies are commercially avalable
within the United States for acquisition or
reimbursement by HHSC.

(3) HHSC Prior Approval. The foregoing
requirements will not preclude MCD from
performing work outside the United States that
HHSC has approved in writing and that HHSC
has confirmed will not involve the sharing of
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Conhcenriai inforrnat’on outsice the United

States

(0 Disclosure

MCO must d;sclose all Services and Deflverabtes

under or related to this Agreement that MCD

intends to perform or has performed outside the

United States, whether directly or via

Subcontractors, vendors, agents. or service

providers.

(g) Remedy.

(1) MCD’s violation of this Section 4.10 wilt

constitute a material breach in accordance with

Article 12. MCO will be liable to HHSC for alt

monetary damages. in the form of actual,
consequential, direct, indirect, special. or

lquidated damages in accordance with this

Agreement.

(2) HHSC may also terminate this
Agreement if the MCD violates Section 4.10

constituttng a material breach. HHSC will give the

MCD notice of at east one calendar day before

the effective date of the termination,

ArticleS. Member Eligibility and Enrollment

Section 5.01 Eligibility Determination

The State or its designee will make eligibility

determinations for each potential enrollee for the

Program.

Section 5.02 Member Enrollment and

Disenroilment.

(a) HHSC makes no guarantees or

representations to the MCD regarding the number of

eligible Members who will ultimateiy be enrolled into

the MCD or the length of time any enrolling Members

will remain enrolled with the MCD. The MCD has no

ownership interest in its Member base, and therefore.

cannot sell or transfer this base to another entity

(b) Members will be enrolled in the MCD on the

Effective Date of Coverage. Individuals already

eligible for Texas Medicaid managed care or Fee-for-

Service prograr..s or the CHIP program on the
Effective Date of Coverage with the MCD will be

disenrolied from the applicable Texas Medicaid or

CHIP programs, effective the day prior to the Effective

Date of Coverage with the MCD,

Ic) The HHSC Administrative Services

Contractor will notify Members with the option to ‘opt-

in” of their right to disenroll from the MCD and receive

services through Fee-for-Service.

Id) A Member’s disenroilment from the MCD will

be effective on the Date of Disenroltment. except as

provided in Section 5,03(c).

(C) The or ze vlemoers iR car

change the PCP designabon at any time

(f) The MCD will begin providing Covered

Services to all Members in all contracted Servce

Areas on the Dperational Start Date. HHSC w;tl not

phase in enrollment.

Section 5.03 Span of Coverage

(a) General
The MCD must accept all persons who choose to

enroll as Members in the MCD or who are assigned

as Members in the MCD by HHSC. without regard to

the Member’s previous coverage, health status

confinement na healthcare facility. or any other

factor,
(b) Enrollment Changes ouring an Inpatient Stay

If a Member’s Effective Date of Coverage occurs

while the Member is confined in a Hospital. resident’al

substance use disorder treatment facility, or

residential detoxification for substance use disorder

treatment facility, the MCD is responsible for the

Member’s costs of Covered Services as follows:

(1) If the Member’s receiving services
through Texas Medicaid Fee-for-Service prior to

the Effective Date of Coverage, then the Texas

Medicaid Fee-for-Service program will pay alt

facility charges until the Member is discharged

from the Hospital, residential substance use

disorder treatment facility, or residential
detoxification for substance use disorder
treatment facility, or until the Member loses
Medicaid eligibility. The STAR Kids MCD will be

responsible for all other Covered Services on we

Effective Date of Coverage with the STAR Kids

MCD,

(2) If the Member is receiving services

through a STAR. STAR Health. or STAR.PLUS

MCD prior to the Effective Date of Coverage.

then the STAR, STAR Health, or STAR+PLUS

MCD will pay all facility charges until the Member

is discharged from the Hospital. residential

substance use disorder treatment facihty, or

residential detoxificaton for substance use

disorder treatment facilty, or until the Member

loses Medicaid or FFCHE Program eligibility. For

purposes of this section. the date of discharge

from a Hospital for behavioral health stays
includes extended stay days. as described in the

Texas Medicaid Provider Procedures Manual.

The STAR Kids MCD will be responsible for all

other Covered Services on the Effective Date of

Coverage with the STAR Kids MCD.

(3) If the Member is receiving services

through a Texas Children’s Health Insurance
Program (CHIP) MCD or CHIP exclusive provider

organization prior to the Effective Date of

Coverage, then the STAR Kids MCD will be

responsible for all facility charges and all other
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Covered Services on the Effective Date ofOc’cerage nith tne STAR Kids MCD
(4) t an aouit Member is dsecroiec from

STAR Kids and enrolled n a STAR or
STAR+PLUS MCD during an Inpatient Stay, then
the STAR Ks MCD wifl pay all facdity charges
until the Members discharged from the Hosplai.
residential substance use disorder treatment
facility, or residential detoxification for substance
use disorder treatment faciuty. or until the
Member loses Medicaid eligibility. The STAR or
STAR-i-PLUS MCD will be responsible for all
other Covered Services on the Effective Date of
Coverage wth the STAR or STAR-PLUS MCD

(5) If an. Members disenrolied from STAR
Kids and enrolled in a STAR Health MCD during
an Inpatient Stay, then the STAR Kids MCD will
pay alt faclity charges until tne Member is
discharged from the Hospital. residential
substance use disorder treatment facility, or
residential detoxification for substance use
disorder treatment faciiity. or until the Member
loses Medicaid eligibility The STAR Health MCD
will be responsible for all other Covered Services
on the Effective Date of Coverage with the STAR
Health MCD.

16) If a Member is enrolled retroactiveyin a
STAR Kids MCD with an Effective Date of
Coverage that is before the beginning of an
npat:ent Stay then the STAR Kids MCD w[i pay

all faciiity charges until the Member is discharged
from the Hospital. residential substance use
disorder treatment facility, or residential
detoxification for substance use dsorder
treatment facility. or until the Member ioses
Medicaid eligibility. The STAR Kids MCD will also
be responsible for all other Covered Services on
the Effective Date of Coverage with the STAR
Kids MCD

(7) If an Members dsenrotted from a STAR
Kids MCD and enrolled in another STAR Kids
MCD dunng an Inoatient Stay then the former
STAR Kids MCD will pay all facility charges until
the Member is discharged from the Hospital.
residential substance use disorder treatment
taciuty or residential detoxiflcation for substance
use disorder treatment facility, or until the
Member loses Medicaid eligibility. The new STAR
Kids MCD will be responsible for all other
Covered Services on the Effective Date of
Coverage with the STAR Kids MCD.

r Scenario Facility All Other
,

. Charge Covered
,

Services
1. Member Moves FFS New MCD

from FFS to I
L_ STAR Kids

Scenario ‘Facility All Other
Charge Covered

Services
2. Member moves Former New MCD

from STAR, MCD
STAR Heatth. or

New MCD
fromCHlPto
STAR Kids

T] Adult Member TFormer New STAR or
Moves from STAR

. STAR+PLUS
STAR Kids to Kds MCD MCD
STARor
SThR÷PLUSj

: 5. Member moves f Former New STAR
from STAR Kids STAR Heaith MCD
to STAR Health Kids MCD

f 6. Member New MCD New MCD
Retroactively
Enrolled in STAR
Kids

T Member moves Former INew MCD —

between STAR MCD
I Kids MCDs

Ira Members disenrofed whiie the Member
is confined na Hosp;tal. residential substance
use disorder treatment facility, or residential
detoxification for substance use dsorder
treatment facility, the MCD s responsibii.ty tor the
Member’s costs of Covered Services terminates
on the Date of Disenrollment.
(c) Nursing FacIities Medicaid recipenTs in a

Nurs:ng Facility are only nciuded in the Model for a
finite period.

(d) Verification of Member Eligibility.
The MCD is prohibited from entenng ;nto an

agreement to share information regardng ther
Members with an external vendor that provides
verification of Medicaid recipients’ elgibilitv to
Medicaid or other providers All such external
vendors must contract with the State and obtain
eligibility information from the State,

Ce) Movement from STAR Kds to STAR or
STAR.PLUS at the age of 21

An adult Member loses etigibilty for the STAR
Kids program effective the month after their 2l
birthday and is disenrclted from STAR Kids and
enrolled in a STAR or STAR+PLUS MCD. If this
occurs during an Inpatient Stay. then the STAR Kids
MCD will pay all facility charges until the Member is
discharged from the Hospital. residential substance
use disorder treatment facility, or residential
detoxification for substance use disorder treatment
facility, or until the Member loses Medicaid eligibility.
The STAR or STAR+PLUS MCD will be responsible
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or a;l other Covered Services on the Effective Date of

Coverage with the STAR or STAR+PLUS MCO.

(0 Movement from STAR or Medicaid Fee-for

Service due to 551 Status.

When a Member becomes qualified for SSI or

SSI-related Medicaid, HHSC will move the Member

from STAR or FF5 to STAR Ks. If this change n the

plan type occurs during an Inpatient Stay in a

Hospital. then FFS will pay all facility charges until the

Member is discharged from the Hospital, residential

substance use disorder treatment facility, or

residential detoxification for substance use disorder

treatment facility The STAR Kids MCO will pay for all

other Covered Services on the effective date of

coverage with the STAR Kids MCO.

(g) Effective Date of STAR Kids Eligibility:

Medicaid eligibility is effective on the date the states

eligibility system identifies an individual as eligible for

SSI or 551-related Medicaid. HHSC is responsible for

updating the states eligibility system within 45 days of

official nctice of the Member’s Federal SSI status by

the Social Security Administration (SSA). Following

standard eligibility cut-off rules, HHSC will

prospectively enroil an individual into the STAR Kids

Model

Article 6. Service Levels and Performance

Measurement

Section 6.01 Performance measurement

Satisfactory performance of this Contract whbe

measured by:

(a) Adherence to this Contract, including all

representations and warranties:

(b) Delivery of the Services and Deliverables

described in the RFP;

(c) Results of audits performed by HHSC or its

representatives in accordance w-,th Article 9 (Auot

and Financial Compliance;;

(d) Timeliness, completeness, and accuracy o

required reports; and

(e) Achievement of performance measures

developed by MCO and HHSC and as modified from

time to time by written agreement during the term of

this Contract

Section 6.02 Service Coordination Staffing.

(a) During the first 12-month period following the

Operational Start Date. HHSC and the MCO will meet

at least quarterly to review the adequacy of the

MCO’s staffing of Service Coordination functions.

After the first 12 months. the Parties will negotiate the

frequency of these staffing reviews; however, the

reviews must occur at least annually.

(b) As a result of the staffing reviews described

in Section 6.02(a), the Parties may mutually agree to

increase, aecrease. realiocate, or reassign MCC staff

In addition, should a review reveal that the MCO’s

perfcrmance is not sattsfactory, as measured by

Section 6.01. HHSC may require the MCD to make

reasonable adjustments in staffing, including

increasing, reallocating, or reassigning MCD staff.

Article 7. Governing Law and Regulations

Section 7.01 Governing law and venue.

This Contract is governed by the laws of the

State of Texas and interpreted in accordance with

those laws. Provided MCD first complies with the

procedures set forth in Section 12.13 (Dispute

Resolution), proper venue for claims ansing from this

Contract will be in the State District Court of Travis

County. Texas.

Section 7.02 MCO responsibility for compliance

with laws and regulations.

(a) MCD must comply. to the satisfaction of

HHSC. with all Contract provisions, all provisions of

state and federal laws, rules, regulations, policies,

guidelines, as well as federal waivers, state policy

guidance memos and any court-ordered consent

decrees settlement agreements or other court orders

that govern the performance of the Scope of Work

including all applicable provisions of the following;

(1) Title XIX of the Social Security Act;

(2) Tex. Government Code Chapters 531

and 533’

(3) 42 C.FR Parts4iYand4S7 as

applicable;

(4)45 C.F.R Parts 74 and 92;

(5) 48 C.F.R Part 31. or 0MB Circular A-

122. as applicable;

(6)1 Tex. Admin. Code Chapters 361. 370,

371. 3g1. and 392.

(7) consent decree and Corrective Acton

Orders, Frew, eta!. v. Janek, eta!.;

(81 partial settlement agreements, Afbe rio

N.. eta! v Janek. et at;

(9) Texas Human Resources Code

Chapters 32 and 36;

(10) Texas Penal Code Chapter 35A

(Medicaid Fraud),

(11) 1 Tex. Admin. Code Chapter 353;

(12) I Tex. Admin Code Chapter 354,

Subchapters B, J, and F, with the exception of

the following provisions in Subchapter F’ 1 Tex.

Admin. Code § 354.1865. § 354.1867. §
354.1873, and Division 6, “Pharmacy Claims;

and § 354.3047;
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(13) 1 Tax Admin. Code Chapter 364,
Subucacters ano K. as app!icaD

14) The Pafient Protection and
Affordable Care Act (PPACA’: Public Law Ill -

148):

(15) The Hearth Care and Education
Reconciliation Act of 2010 çHCERA’: Public Law
111-152) 42 CFR Part 455:

(16) The Immigration and Nationahty Act (8
U.S.C. § 1101 at seq ) and all subsequent
immigration laws and amendments.

(17) all administrative rules governing the
Program that are adopted in the Texas
Administrative Code: and

(18) all state and federal tax laws, state and
federal employment laws. state and federal
regulatory requirements. and licensing
provisions

(b) The Parties acknowledge that the federal or
state laws, rules, regulations, policies. or guidelines.
and court-ordered consent decrees. settlement
agreements. or other court orders that affect the
performance of the Scope of Work may change from
time to time or be added, judicially interpreted, or
amended by competent authority. MCD
acxnowledges that the MCD Programs will be subject
to contnuous change during the term of the Contract
and, except as provided in Section 8.02, MCD has
provided for or wilt provide for adequate resources, at
no additional charge to HHSC. to reasonably
accommodate these changes. The Parties further
acknowledge that MCD was selected, in part
because of its expertise. experience, and knowledge
concerning applicable federal or state laws.
regulations. policies, or guidelines that affect the
performance of the Scooe of Work. In keeoing with
HHSC’s reliance on this Knowledge and expertise.
MCD is responsible for identifying the impact of
changes in applicable federal or state legislative
enactments and regulations that affect the
performance of the Scope of Work or the state’s use
of the Services and Deliverables MCD must timely
notify HHSC of these changes and must work with
HHSC to identify the impact of these changes on how
the state uses the Services and Deliverables.

(cj HHSC will notify MCD of any changes in
applicable law, regulation, policy, or guidelines that
HHSC becomes aware of in the ordinary course of its
business.

(d) MCD is responsible for any fines, penalties,
or disallowances imposed on the state or MCD arising
from any noncompliance with the laws and
regulations relating to the delivery of the Services or
Deliverables by the MCD. its Subcontractors. or
agents.

(e) MCD is responsible for ensuring each of its
ernpioyees. agents o.r Subcontractors who pro’de
Secrces under the Contract are properly Fcer,sed.
certified. or have proper permits to perform any
activity related to the Services or Deliverables.

(0 MCD warrants that the Services and
Deliverables will comply with all applicable federal,
state. and county !aws, regulations. codes.
ordinances guidelines, and poiicies MCD will
indemnify HHSC from and against any losses, liability,
claims, damages. penalhes. costs. fees. or expenses
ansing from or in connection with MCDs fature to
comply with or violation of any law. regulation, code.
ordinance, or policy.
Section 7.03 Tb! status and solvency.

(a) TDI Status
MCD must be an exclusive provider benefit plan

approved by TDI in accordance with 28 Tex. Admin
Code § 3.9201—3.9212,

(b) Solvency

MCD must maintain compiance with the Texas
Insurance Code and rules promulgated and

administered by the TDI requinng a fiscaliy sound

operation. MCD rt. ust t.ave a plan and take

appropriate measures to ensure adequate provisron
against Lbe risk of insolvency as required by TDI.
Such provision must be adequate to provide for the

following in the event of insolvency:

(1) contnuator, of benefits until the tme of
discharge, to Members who are confined on th,e
date of insolvency in a Hospital or other inpatient
facility’

(2) payment to unaffiliated heaithcare
providers and affiliated healthcare providers
whose agreements do not contain member ‘hcUharmless: clauses acceptable to TDI and

(3) continuation of benefits for the duration
of the Contract period ror which HHSC has paid
a Capitation Payment.

Provision against the risk of insoivency must be made
by establishing adequate reserves. insurance or other
guarantees in full compliance with all financial
requirements of TDI.
Section 7.04 Compliance with state and federal

anti-discrimination laws.

(a) MCD agrees to comply with state and federal
ant-discrimination laws, including without limitation:

(1) Title VI of the Civil Rights Act of 1964 (42
U S.C. S 2000J etseqj:

(2) Section 504 of the Rehabilitation Act of
1973 (29 U.S.C. § 794);

(3) Americans with Disabilities Act of 1990
(42 U.S.C. § 12101 at seq.),
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(4) Age Discdminaticn Act of 1975 (42
U.S C. §6l01-6107:L

(5) Title IX of the Education Amendments of
1972 (20 U S.C. § 1581-1688):

(6) Food Stamp Act of 1977(7 U.S.C. § 200
et seq.); and

(7) HHSC’s administrative rules. as set forth

in the Texas Administrative Code] to the extent

applicable to this Agreement.

MCO agrees to comply with all amendments to the
above-referenced laws and all requirements imposed

by any corresponding regulations. These laws
provide in part that no persons in the United States
may. on the grounds of race, color, national origin,
sex, age. disability. political beliefs, or religion, be
excluded from participation in or denied any aid. care.
service or other benefits provided by Federal or State

funding. or otherwise be subjected to discrimination.

(b) MCO agrees to corn ply with Title VI of the
Civil Rights Act of 1964. and its implementing
regulations at 45 C.F.R. Part 80 or 7 C.F H. Part 15.

prohibiting a contractor from adopting and
implementing policies and procedures that exclude or

have the effect of excluding or iimiting the
participation of cl]ents in its programs. benefits, or
activities on the basis of national origin. Applicable
state and federal civil rights laws require contractors

to provide alternative methods for ensuring access to
services for applicants and recipients who cannot

express themselves fluently in English MCO agrees
to ensure that its policies do not have the effect of
excluding or limiting the participation of persons in its
programs. benefits, and activities on the basis of
national origin MCO also agrees to take reasonable
steps to provide services and information, both orally
and in writing in appropriate languages other than
English. in order to ensure that persons with limited
English proficiency are effectively nformed and can
have meaningful access to programs beneflts. and
activities.

(c) MCO agrees to comply with Executive Order

13279 and its implementing regulations at45 C.F.R.

Part 87 or 7 C FR. Part 16. These provine in part
that any organization that participates in programs
funded by direct financial assistance from the United

States Department of Agriculture or the United States

Department of Health and Human Services will not] in
providing services, discriminate against a program
beneficiary or prospective program beneficiary on the

basis of religion or religious belief,

(d) Upon request, MCO will provide HHSC with
copies of all of the MCOS civil rights policies and
procedures.

(e) MCO must notify HHSC’s Civil Rights Office

of any civil rights complaints received relating to its

performance under this Agreement. This notice must

be delivered no more than 10 calendar days after

receipt of a complaint For th.s section’s purcoses.

notice must be directed to:

HHSC Civil Rights Office
701W. 51t Street, Mail Code W206
Austin, Texas 78751
Phone Toll Free: (888) 388-6332
Phone: (.512) 4384313
Tfl Toli Free: (.877) 432-7232
Fax (512) 438-5885.

Section 7.05 Environmental protection laws.

MCD must comply with the applicable provisions

of federal environmental protection laws as described

in this Section:

(a) Pro—Children Act of 1994.

MCO must comply with the Pro-Children Act of
1994 (20 U.S.C. § 6081 et seq.), as applicable,

regarding the provision of a smoke-free workplace

and promoting the non-use of all tobacco products.

(b) Nabonal Environmental Policy Act of 1969.

MCD must comply with any applicable provisions

relating to the institution of environmental quality

control measures contained in the National
Environmental Policy Act of 169 (42 U S.C. § 4321

etseqj and Executive Order 11514 (“Protection and
Enhancement of Environmental Quality)

c) Clean Air Act and Water Pollution Control Act

regulations.

MCD must comply with any applicable prov!sions

relating to required notification of facilities vi.oiating the

requirements of Executive Order 11738 (‘Providing

for Administation of the Clean Air Act and th.e Federal

Water Pollution Control Act with Respect to Federal

Contracts, Grants, or Loans”).

(d) State Clean Air Implementation Plan,

MCD must comply with any applicable provisions

requiring con..form..i of federal actions to State (Clean

Air) Implementation Plans under § 176(c) of the Clean.

Air Act of 1955. as amended (42 U.S.C § 740 et

seq.).
Ce) Safe Drinking Water Act of 1g74

MCO must comply with applicable provisions

relating to the protection of underground sources of

drinking water under the Safe Drinking Water Act of

1974, as amended (21 U.S.C. § 349; 42 U.S.C. §
300f to 300j-9).

Section 7.06 HIPAA.

(a) MCD must comply with applicable provisions

of HIPM. This inciudesthe requirement that the

MCO’s MIS system comply with applicable certificate

of coverage and data specification and reporting

requirements promulgated under HIPAA, MCO must

comply with HIPAR EDI requirements.
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kb: AdditionaHy MCD must comply with HiPkA
nctificaton requirements, incuong those set forth in
the Health Information Technology for Economic and
Cl,nical Health Act (HITECH Act) at 42 U.S C §
17931. eLseq. If. in HHSCs determinaton. MCD has
not provided notice in the manner or format
prescribed by HIPM or the HITECH Act then HHSC
may require the MCD to provide proper notice.

(c) MCD must notify HHSC of ail breaches
or potential breaches of unsecured protected health
information, as that term is defined by the HITECH
Act. As noted in Article 2, ‘Definitions.’ Confidential
lnformaton includes HIPM-defined protected health
information. Therefore. any breacn of that ntorrnat!cn
is also subject to the requirements, including notice
requirements, in Article ii. “Disclosure &
Confidentiality of Information”

(d) The MCD must use or disclose
protected health information as authorzed and in
response to another HIPAA-covered entity’s inquiry
about a Member for authorized purposes of treatment,
payment. healthcare operations or as required by law
under HIPAA.

(e) The MCD must comply with rights of
individual access by a Member or a Member’s Legally
Authorized Representative to Member’s protected
health informaton. The MCO may permit limited
disclosures of protected health information as
permissible under HIPAA for a family member, other
relative, or close personal friends of the Member or
anyone identified in the Member’s protected health
information directly re1evant to the Member’s
involvement with the Member’s heaithcare or payment
related to the Member’s healthcare. The MCD should
refer to 45 C.F.R. § 164.510(b) and related regulatory
guidance for additional information.

Section 707 Historically Underutilized Business
Participation Requirements.

(a) Definitions.

For purposes of this Section:

(1) “Historically Underutilized Business”
or means a minority or women-owned
busness as defined by Texas Government Cooe.
Chapter2l6l.

Plan.
(2) “HSP” means a HUB Subcontracting

(b) HUB Requirements.

(1) In accordance with RFP Section
8.1,19,2 the MCD must submit an HSP for
HHSC’s approval during the Transition Phase.
and maintain the HSP thereafter,

(2) MCD must report to HHSC’s contract
manager and HUB Office monthly, in the format
required by Chapter 5.4.4.5 of the Uniform

Manaqed Care Manual itS use of HUB
subcontractors to fulfill the subcontracting
coportu’nities identified in the HSP.

(3) MCD must obtain prior wrtten aporoval
from the HHSC HUB Office before making any
changes to the HSP. The proposed changes
must comply with HHSC’s good faith effort
requirements relating to the development and
submission of HSPs

(i) The MCD must submit a revised HSP
to the HHSC HUB Office when it: changes
the doilar amount of. terminates, or modifies
an existing Subcontract for MCD
Aoministrative Services; or enters into a new
Subcontract for MCD Administrative
Services All proposed changes to the HSP
must comply with the requirements of this
Agreement.

(4) HHSC will determine if the value of
Subcontracts to HUBs meet or exceed the HUB
subcontracting provisions specified in the MCO’s
HSP. If HHSC determines that the MCO’s
subcontracting activity does not demonstrate a
good faith effort, the MCD may be subject to
provisions in the Vendor Performance and
Debarment Program (3TeK ,n’n’n. Code
1J5, and subject to remedies for Breach.

Section 7.08 Compliance with Frau4
Waste, and Abuse requirements.

MCD. MCD’s personnel. and all Subcontractors
rust comply with all fraud. waste. and abuse
requirements found in j±,SCi’cujgjP-027. The MCD
must comply with Circular C-027 requirements in
addition to other fraud waste, and abuse provisions in
tne contract and in state and fecerai iaw.

Article 8. Amendments and Modifications

Section 8.01 Mutual agreement.
This Contract may be amended at any time oy

mutual agreement of the Parties, The amendment
must be in writing and signed by individuals with
authority to bind the Parties.
Section 8.02 Changes in law or contract

If federal or state laws, rules, regulations,
policies, or guidelines are adopted, promulgated,
judicially interpreted or changed. or if contracts are
entered or changed, and the effect of which alters the
ability of either Party to fulfill its obligations under this
Contract, the Parties will promptly negotiate in good
faith appropriate modifications or alterations to the
Contract and any schedule(s) or attachment(s) made
a part of this Contract. Any modifications or
alterations must be in writing and signed by
individuals with authority to bind the parties, must
equitably adlust the ternis of this Contract, and must
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be hmiteo to those zroyisicns of q Contract affected

by the change.

Section 8.03 Modifications as a remedy.

This Contract may be modified under the terms

of Article 12 (Remedies and Disputes).

Section 8.04 Modifications upon renewal or

extension of Contract.

(a) If HHSC seeks modifications to the Contract

as a condition of any Contract extension, HHSC’s

notice to MCD wifl specify those modifications to the

Scope of Work, the Contract pricing terms, or other

Contract terms.

(b) MCD must respond to HHSC’s proposed

modification within the time frame specified by HHSC,

generally within 30 days of receipt. Upon receipt of

MCQs response to the proposed modifications

HHSC may enter into negotiations with MCD to arrive

at mutually agreeable Contract amendments. In the

event that HHSC determines that the Parties will be

unable to reach agreement on mutually satisfactory

contract modifications, then HHSC will provide wr:tten

notice to MCD of its intent not to extend the Contract

beyond the Contract Term then in effect.

Section 805 Modification of HHSC Uniform

Managed Care ManuaL

(a) HHSC will provide MCD with at least 30 days’

advance written notice before implementing a

substantive and material change in the Uniform

Managed Care Manual (a change that materially and

suhstantiveiy alters the MCO’s ability to fulfill ts

obligations under the Contract). The Uniform

Managed Care Manual, and all subsequent versions

of tie chapters that make up the Uniform Managed

Care Manual, are incorporated by reference into this

Contract. HHSC will provide MCD with a reasonable

amount of time to comment on substantive and

material changes. generally at least 10 Bus!ness

Days. HHSC is not required to provide advance

written notice of changes that are not material and

substantive in nature, such as corrections of clerical

errors or policy clarifications (including policy

guidance memos).

(b) The Parties agree to work in good faith to

resolve disagreements concerning material and

substantive changes to the Uniform Managed Care

Manual. If the Parties are unable to resolve issues

relating to material and substantive changes. then

either Party may terminate the agreement in

accordance with Article 12 (Remedies and Disputes).

(c) Changes will be effective on the date

specIfied in HHSC’s written notice, which will not be

earlier than the MCO’s response deadline, and the

changes will be incorporated into the Uniform

Managed Care Manual. If the MCO has raised an

objection to a material and substantive change to the

Uniform Managed Care Manual and submitted a

notice of termination in accordance with Section

12.04(d), HHSC wili not enforce the poiicv ohar;e

durng the per:od of time berween me receipt of the

notice and the date of Contract termination.

Section 8.06 CMS approval of Contracts.

The implementation of amendments.

modifications, and changes to the Contract is subject

to the approval of the Centers for Medicare and

Medicaid Services (CMS).

Section 8.07 Required compliance with

amendment and modification procedures.

No different or additional services, work, or

products will be authorized or performed except as

authorized by this Article. No waiver of any term

covenant, or condition of this Contract will be valid

unless executed in compliance with this Article. MCD

will not be entitled to payment for any services, work,

or products that are not authorized by a properly

executed Contract amendment or modification.

Article 9. Audit and Financial Compliance

Section 9,01 Financial record retention and audit

MCD agrees to maintain, and require its

Subcontractors to maintain, records, books.

documents, and information (collectively “records).

that are adequate to document that services are

provided and payments are made in accordance with

the requirements of this Contract, including applicable

federal and state requirements (e.g.. 45 CFR §
74 53). The records must be retained by MCD and its

Subcontractors for a period of five years after the

Contract Expiration Date or until the resolution of all

litigation, claims financial management reviews, or

audits pertaining to this Contract, whichever is longer

Section 9.02 Access to records. books, and

documents.

(a) Upon reasonable notice, MCD must prov1de.

and cause its Subcontractors to provide, at no cost to

the officials and entities identified in this Section

prompt, reasonable, and adequate access to any

records, books documents, and papers that are

related to the scope of this Contract.

(b; MCD and its Subcontractors must provide

the access described in this Section upon HHSC’s

request. This request may include the following

purposes:

(1) Examination:

(2) Audit;

(3) investigation:

(4) Contract administration: or

(5) The making of copies, excerpts. or

transcripts.

(c) The access required must be provided to the

following officials or entities:
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ii) The Unteci States Decartrent of Health
and Human Services. HHS-OiG. or either s
designee:

(2) The Comptroller General of the United
States or its designee:

(3) MCO Program personnel from HHSC or
ts designee;

(4) The Health and Human Services
Commission Office of Inspector General:

(5) The Medicaid Fraud Control Unit of the
Texas Attorney Generals Office or its designee:

6) Any independent verification and
validation contractor or quality assurance
contractor acting on behalf of HHSC:

(T) The Office of the State Auditor of Texas
or its designee

(8) A state or federal law enforcement
agency;

(9) A special or general investigating
committee of the Texas Legislature or its
designee: and

(10) Any other state or federal entity
identified by HHSC or any other ent;ty engaged
by HHSC.
(d) MCO agrees to provide the access

described in this Section wherever MCO maintains
any books records. and supporting documentation
MCO further agrees to provide access in reascnabie
comfort and to provide any furnishings, equipment,
and other conveniences deemed reasonably
necessary to fulfill the purposes descnbed in this
Section. MCO will require ts Subcontractors to
provide comparable access and accommodations.

(e) Upon request, the MCO must provide copies
of the information descrbed in this Section free of
charge to HHSC and the entities described in
subsection (c).

(f) In accordance with Texas Government Code
§ 533 012(e), any informanon submitted to HHSC or
the Texas Attorney Generals Office under Texas
Government Code § 533 012(aXl) is confidential and
5 not subject to disclosure under the Texas Public
Information Act.
Section 9iY3 General Access to Accounting

Records

(a) The MCO must provide authorized
representatives of the state and federal governments
full access to all financial and accounting records
related to performance of the Contract.

(b) The MCO must:
(1) Cooperate with the state and federal

governments in their evaluation, inspection.
audit. or review of account;ng records and any
necessary supporting information.

:2; Pem: athcrzed recresetat;’1’es
toe state ana ederai governments fiji access.
during normal busness hours, to the accounting
records that the state and federal governments
reasonably determne are reievant to the
Contract. This access ; guaranteed at all times
during the performance and retention penod of
the Contract and will include both announced
and unannounced inspectons. on-site auots,
and the review analysis, and reproduction of
reports produced by the MCO. Except in the
case of unannounced nspections or audits. the
state or federal government will prov1de
reasonable aovance written notice of the
inspections or audits, as determined by the state
or federal government.

(3) At the MCO’s expense make copes of
any accounting records or supporting
documentation relevant to the MCO available to
HHSC or its agents within 10 Business Days of
receiving a written request from HHSC for
specified records or information If the MCO
does not produce the documentation as
requested. the MCO agrees to reimburse HHSC
for all costs, including transportation lodging.
and subsistence for all state and federal
representatives, or their agents, to carry out
their inspection, audit, review. anaysis. and
reproduction functions at the iocations(si of th.e
accounting records or supporting
documentation.

(4) Pay any and all addtonal costs
incurred by the state or federai government that
are the result of the MCOs failure to provide the
requested accounting records or financial
nforrnation wthin 10 Business Days of receving

a written request from the state or federal
government.

Section 9.04 Audits and Inspections of Services
and Deliverables.

(a) Upon reasonable notice from HHSC, MOO
will provide, and will cause its Subcontractors to
provide, auditors and inspectors tnat HHSC may
desgn.ate from time to time wtn access to’

(1) service locations, facilities, or
installations;

(2) records: and
(3) Software and Equipment.

(b) The access described in this Section will be
for any purposes HHSC needs to perform its
regulatory functon or to enforce the provisions of this
Contract and also will be for the purposes of
examining, auditing. or investigating:

(1) MOO’s capacity to bear the risk of
potential financial losses:

(2) the Services and Deliverables provided:
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a deterrnthaton of the atto,nts c’ayabie

under Urns Contract:

(4) a determination of the aflowabOty of

costs reported under this contract:

(5) detection of fraud. waste, or abuse,

(6) an examination of Subcontract terms or

transactions:

(71 an assessment of financial results under

this Contract

(c) MCD must provide, as part of the Scope of

Work, any assistance that the auditors and inspectors

reasonably may require to complete their audits or

inspections.

(d) If, as a result of an audit or review of

payments made to the MCD HHSC discovers a

payment error or overcharge. HHSC will notify the

MCD of that error or overcharge. HHSC will be

entitled to recover those funds as an offset to future

payments to the MCD. or to collect the funds directly

from the MCD. MCD must return funds owed to

Hl-ISC within 30 days after receiving notice of the

error or overcharge, or interest will accrue on the

amount due, HHSC will calculate interest at 12% per

annum. compounded daily In the event that an audit

reveals that errors in reporting by the MCO have

resulted in errors in payments to the MCD or errors in

the calculation of the Expenence Rebate, the MCD

will indemnify HHSC for any losses resulting from

these errors, including the cost of audit. If the interest

rate stipulated in this Section is found by a court of

competent urisdicto-n to be outside the egal and

enforceable range. then the rate in this Section will be

adjusted to the maximum allowable rate the court of

competent jurisdiction finds legal and enforceable.

Section 9.05 SAG Audit

The MCD understands that acceptance of funds

under this Contract acts as acceptance of the

authohty of the State Auditor’s Office (SAD). or any

successor agency, to conduct an investigation in

connection with those funds. The MCO further agrees

to cooperate fully with the SAD or its successor in the

conduct of the audit or investigation, including

providing all records requestea at no cost. The MCD

w!ll ensure that this clause concerning the authority to

audit funds received indirectly by Subcontractors

through MCD and the requirement to cooperate is

included in any Subcontract t awards, and in any

third-party agreements descnbed in Section 4.09.

Section 9.06 Response/compliance with auditor

inspection findings.

(a) MCD must ensure it or any

Subcontractorcorrectsany finding of noncompliance

with any law, regulation, audit requirement, cost

principles, or generally accepted accounting principle

relating to the Services and Deliverables or any other

deficiency contained in any audit, review, or

inspection conducted under this Article. This action

inc;ude the MCO ioi an Sbcortractoh comr,g

into compliance ano the MCD’S delivery to HHSC, for

HHSC’S approval, a Corrective Action Plan that

addresses deficiencies identified in any audit(s).

review(s), or nspection( )within 30 calendar days of

the close of the audit(s), review(s), or inspection(s)

(b) MCD must bear the expense of compliance

wth any finding of noncompiiance under this Article

that is’

(1) Required by state or federal law,

regulation, rule or other audit requirement relating

to MCDs business;

(2) Performed by MCD as part of the

Services or Deliverables; or

(3) Necessary due to MCD’s noncompliance

with any law. regulation, rule. or audit

requirement imposed on MCD.

(c) As part of the Scope of Work, MCD must

provide to HI-ISC. upon request, a copy of those

porttons of MCO’s and its Subcontractors’ internal

audit reports relating to the Services and Dehveraoles

provided to HHSC under the Contract.

Section 9.07 Notification of Legal and Other

Proceedings and Related Events.

The MCO must notify HHSC of all proceedings,

actions. and events as specified in the Uniform

Managed Care Manual, ChapterS 8, ‘Report of

Legal and Other Proceedings and Related Events

Article 10. Terms of Payment

Section 10.01 Calculation of monthly Capitation

Payment

(a) This isa Risk-based contract The MCD wiil

orovide Heaithcare Services for Members on a fully

insured basis, HHSC will calculate the fixed monthly

Capitation Payments by multiplying the number of

Members enrolled on the first day of the month by the

Capitation Rate, HHSC will not pay a Capitation

Payment for new Members during the first month of

coverage unless the Member’s Effective Date of

Coverage occurs on the first day of the month In

consideration of the Monthly Capitation Payment(s;:.

the MCD agrees to provide the Services and

Deliverables described in this Contract.

!b) MCD will be required to provide timely

financial and statistical information necessary In the

Capitation Rate determination process. Encounter

Data provided by MCD must conform to all HHSC

requirements, Encounter Data containing non-

compliant information, including inaccurate client or

member identification numbers, inaccurate provider

identification numbers, or diagnosis or procedures

codes insufficient to adequately describe the

diagnosis or medical procedure performed. will not be
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considered ‘r’ the MCD s excer’ence for ate-seuino
purposes.

(c) Information or data, including complete and
accurate Encounter Data. as requested cy HHSC for
rate-setting purposes. must be provded to HHSC

(1) wfthin 30 days of receipt of the letter from
HHSC requesting the information or data: and

(2) no ater than March31 annually
(d) The fixed monthly Capitation Rate consists of

the following components:
(1) an amount for Healthcare Services

performed during the month:

and
(2) an amount for administering the program:

(3) an amount for the MOO’s Risk margin.
HHSC will employ or retain qualified actuaries to
perform data analysis and calculate the Capitation
Rates for each Rate Penod.

(ei MCO understands and expressly assumes
the risks associated with the performance of the
duties and responsibilities under this Contract.
including the failure, termination, or suspension of
funding to HHSC. delays or denials of required
approvals, and cost overruns not reasonably
attributaole to HHSC.
Section 10.02 Time and Manner of Payment.

(a) During the Contract Term and beginning after
the Operational Start Date HHSC will cay the
monthly Capitation Payments by the 10th Business
Day of each month.

(h) The MOO must accept Capitation Payments
by direct deposit into the MOO’s account

(c) HHSC may adjust the monthly Capitation
Payment to the MOO’ in the case of an overpayment
to the MCO. for Experience Recate amounts due and
unpaid: and if monetary damages (including any
associated interest) are assessed in accordance wth
Article 12 (Remedies and Disputes).

(d) HHSC’s payment of monthly Capitaticn
Payments is subject to availability of federal and state
approoriations. If appropriations are not available to
pay the full monthly Capitat:on Payment HHSC may:

(1) equitably adjust Capitation Payments and
reduce scope of service requirements as
appropriate in accordance with Article 8
(Amendments and Modifications): or

(2) terminate the Contract in accordance with
Article 12 (Remedies and Disputes).

Section 10.03 Certification of Capitation Rates.
As federally required, HHSC will employ or retain

a qualified actuary to certify the actuarial soundness
of the Capitation Rates contained in this Contract.
HHSC will also employ or retain a qualified actuary to

certif at: re’viscns Cr mcohcatiorfl to the Caoitaticr
Rates.

Section 10.04 Modification of Capitation Rates.
The Parties understand and agree that the

Capitation Rates are subject to modification in
accordance with Article B (Amendments and
Modifications) if changes in state or federal laws
rules, regulations or policies affect the rates ortne
actuarial soundness of the rates, HHSC will provde
the MOO with notice of a modification to the
Capitation Rates 60 days prior to the effective date of
the change. unless HHSC determines that
circumstances warrant a shorter notice period. If the
MOO does not accept the rate change. either Party
may terminate the Contract in accordance with
Article 12 (Remedies and Disputes).

Section 10.05 Capitation Structure.
(a Capitation Rate development: Capitation

Rates after Rate Period 1
HHSC will establish base Capitation Rates for

the Rate Periods following Rate Percd 1 by analyzng
historical Encounter Data and financial data. Tb is
analysis will include a review of histoncal enrollment
and claims experience information: any changes to
Covered Services and covered populations, rate
cnanges spec:fied by the Texas Legisiature: and any
other relevant information

(b) Value-added Services
Value-added Services will not be ncIuded n tf.e rate-
setting process.

Section 10.06 MCD input during rate-se tting
process.

(a) MOO must provide certified Encounter Data
and financial data as described in the Uniform
Managed Care Manual. The required infon-n,ation
may include, claims lag nformation. capitation
expenses, and stop loss reinsurance expenses.
HHSC may request clarification or additional financial
nformation from the MOO HHSC will notify the MOO

of the deadline for submitting a response, which wiil
include a reasonable amount of time for response.

(b) HHSC will allow the MCO to review and
comment on data used Dy HHSC to determine base
Capitation Rates. This will include Fee-for-Service
data for Rate Periods 1 and 2. HHSC will notify the
MCO of the deadline for submitting comments, which
will include a reasonable amount of time for response,
NI-ISO will not consider comments received after the
deadline in its rate analysis.

(c) During the rate-setting process. HHSC will
conduct at least two meetings with the MOO. HHSC
may conduct the meetings in person, via
teleconference, or by another appropriate method
determined by HHSC. Prior to the first meeting,
HHSC will provide the MOO with proposed Capitation
Rates. During the first meeting. HHSC will describe
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the process used to generate the proposed Capitaton

Rates. discuss major changes in the rate-setting

process and recetve input from the MCD HHSC wiii

notify the MCD of the deadline for submitting

comments. which will include a reasor.abte amount of

time to review and comment on the proposed

Capitation Rates and rate-setting process. After

reviewing any comments and making any necessary

changes due to those comments. HHSC wifl conouct

a second meeting to discuss the tinal Capitation

Rates and changes.

Section 10.07 Adjustments to Capitation

Payments.

(a) Adiustment.

HHSC may adjust a payment mace to the MCD

for a Member fl

(1) a Members eligibility status or program

type is changed. corrected as a result of error. or

is retroactively adjusted.

error:

(2) the Member is enrolled into the MCD in

(3) the Member moves outside the United

States;

(4) the Member dies before the first day of

the month for which the payment was made; or

(5) payment has been denied by CMS in

accordance with the requrements in 42 C F.R §
438. 730.

(b) Appeal of adjustment.

The MCD may appeal thead1ustment of

capitation payments in the above circumstances using

the I-IHSC dispute resolution process in Section

12.12. (Dispute Resolution.

Section 10.08 Experience Rebate.

(a) MCD’s duty to pay.
(1) General.
At me end of each FSR Reporting Pcriod.

the MCD must pay an Experience Rebate if the

MCDs Net Income Betore Taxes is greater than

the percentage set forth below of the total

Revenue for the period. The Experience Rebate

is calculated in accordance with the tiered rebate

method in Section 10.08(b). The Net Income

Before Taxes and the total Revenues are as

measured by the FSR and as reviewed and

confirmed by HHSC. Various factors in this

Contract may impact the final amount used in the

calculation of the percentage, including the Loss

Carry Forward, the Admin Cap. or the

Reinsurance Cap
(2) Basis of consolidation.

The percentages are calculated on a

Consolidated Basis and include the consolidated

Net Income Before Taxes for all of the MCDs

and its Affiliates’ Texas HHSC Programs and

Service Areas.

HHSC and the MCD will share the consolidated

Net Income Before Taxes for its HHSC Programs as

follows, unless HHSC provides the MCD an

Experience Rebate Reward n accordance with

Section 8, ‘Premium Payment Incentives and

Disincentives. and Uniform Managed Care Manual

Chapter6 2, Financia; Incentive Methodolocy

(1) The MCD will retain all the Net Income

Before Taxes that is equal to or less than 3% of

the total Revenues received by the MCD:

(2) HHSC and the MCD will share that

portion of the Net Income Before Taxes that is

over 3% and ess than or equal to St.’ ot the total

Revenues received, with 80% to the MCD and

20% to HHSC.

(3) HHSC and the MCD w share that

portion of the Net Income Before Taxes that is

over 5% and less than or equal to 7% of the total

Revenues received, with 60% to the MCD and

40% to HHSC.

(4) HHSC and the MCD will share that

portion of the Net Income Before Taxes that is

over 7% and less than or equal to 9% of the total

Revenues received, with 40%- to the MCD and

50% to HHSC

(5) HHSC and the MCD will share that

portion of the Net Income Before Taxes that is

over 9% and tess than or equal to 12% of the

total Revenues received, with 20% Ic the MCD

and 80% to HHSC.

(6) HHSC will be paid the entire portion of

me Net Income Before Taxes that exceeds 12%

of the total Revenues.

(c) Net income Before taxes.

(1) The MCD must compute the Net Income

Before Taxes in accordance with applicable

federal regulations and Uniform Managed Care

Manual Chapter 6.I’Cost Phncipies for

Expenses,’ and Chapter 5.3, Financial

Reports/Formats.’ and other similar instructions

(ti) Graduated Experience Rebate Sharing

Methcd.

Pre4ax Income as a MCO HHSC

Percentage of Revenues I Share j Share

3% 100% 0%

>3%andss% 80% 20%
4

> 5% and 7% 60% 40%

‘7%andg% 40% 60%

>9%and12% 20% 80%

> 12% 0% j 100%
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for other HHSC Programs. The Net income
Before Taxes iJ be confirmee by HHSC or its
agent for the FSR Reporting Penorl reiabng to ati
Revenues and Allowable Expenses incurred
under tne Contract HHSC reserves the noht to
modify the Uniform Managed Care Manual
Chapter 6.1 Cost Princ:pies for Expenses’ and
Chapter 53. ‘Financial Repods!Formats. in
accordance with Section 8.05, ‘Modification of
HHSC Uniform Managed Care ManuaL’

(2) For purposes of calculating Net ncome
Before Taxes, certain items are omitted from the
calculation as they are not Atiowabte Expenses:
these include:

(i) the payment of an Experience
Rebate:

(ii) any interest expense associated with
late or underpayment of the Expehence
Rebate.

(iii} financial incentives: and

(iv) Anancial disincentives, ncluding
without limitation the liquidated damages
described in Aftachment B-2.

See Uniform Managed Care Manual
Chapter 6.1. ‘Cost Pnnciples for Expenses.

(3) Financial incentives are true net bonuses
and must not be reduced by the potential
ncreased Experence Rebate payments.
Financial disincentives are true net disincentives.
and must not be offset in whole or part by
potential decreases in Experience Rebate
payments.

(4) For FSR reporting purposes. financiai
incentives incurred must not be reported as an
increase in Revenues or as an offset to costs,
and any financial incentive award will not
increase reported income. Financial disincentives
incurred must not be included as reported
expenses. and must not reduce reported income.
The reporting or recording of any of these
incurred items will be done on a memo basis,
which is below the income line, and will be listed
as separate :tems.

(d) Carry forward of prior FSR Reporting Period
losses.

(1) Losses incurred on a Consolidated Basis
for a given FSR Reporting Period may be carried
forward to the next FSR Reporting Period, and
applied as an offset against consolidated pre-tax
net income for determination of any Experience
Rebate due, These prior losses may be carried

forward for the next two cont:guous FSR
Reporting Periods,

In the case of a loss in a given FSR
Reporting Period beLng oamed forward ann
appied against profits in either or both of the next
two FSR Reporting Pericds. the loss must first be
aoplied against the first subsequent FSR
Reporting Penod such that the profit in the first
subsequent FSR Reporting Period is reduced to
a zero pre-tax income: any additon.ai loss then
remaining unapplied may be carred forward to
any profit in the next subsequent FSR Reporting
Period. In this case, the revised income in the
third FSR Reporting Period would be equal to the
cumulative income of the three contiguous FSR
Reporting Periods. In no case could the loss be
carried forward to the fourth FSR Reporting
Period or beyond

Carrying forward of losses may be impacted
by the Admin Cap: see Section 1O.08.1(fl

Losses incurred in the last or next-to-last
FSR Reporting Pehod of a prior contiguous
contract with HHSC may be carred forward up to
two FSR Reporting Periods, into the first or
potentially second FSR Reporting Period of th:s
Contract. if sucn losses meet all other
requirements of both the odor and current
contracts.

(2) Basis of consolidation.
In order or a loss to be ehgrbte as a

potentral loss carry-forward to offset future
income, the MCD must have a negative Net
Income Before Taxes for an FSR Reporting
Period on a Consohdated Basis.
(e) Settlements for payment.

(1 :i There may be one or more MCD
payment(s) of HHSC’s share of the Expenence
Rebate on income generated for a given FSR
Reporting Penod under the STAR Kids Program.
The first scheduled payment (the ‘ Primary
Settlement’) will equal 100% of HHSC’s share of
the Experrence Rebate as derived frcm the FSR.
and will be paid on the same day the 90-day FSR
Repon is submitted to HHSC.

The Primary Settlement.” as utilized in this
Article refers strictly to what should be paid with
the 90-day FSR, and does not refer to the first
instance in which an MCD may tender a
payment. For example, an MCD may submit a
90-day FSR indicating no Experience Rebate is
due, but then submit a 334-day FSR with a
higher income and a corresponding Experience
Rebate payment. In this case, this initial payment
would be subsequent to the Primary Settlement.
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(2) The next scheduled payment wiU be an

adjustment to the Primary Settlement. if required,

and wiN be paid on the same day that tne 334-

day FSR Reports submitted to HHSC if the

adjustment is a payment from the MCD to HHSC.

Section 10.08(f) describes the interest expenses

associated wth any payment after the Primary

Settlement.

An MCD may make non-scheduled

payments at any time to reduce the accumulation

of interest under Section 10.08(f). For any

nonscheduled payments prior to the 334-day

FSR. the MCD is not required to submit a revised

FSR. but is required to submit an Experience

Rebate calculation form and an adjusted

summary page of the FSR The FSR summary

page is labeled “Summary Income Statements

(Dollars). All Coverage Groups Combined (FSR.

Part I),”

(3) HHSC or its agent may audit or review

the FSRs, If HHSC determines that corrections to

the FSRs are required, based on an HHSC

audit/review or other documentation acceptable

to HHSC. then HHSC will make final

adjustments. Any payment resulting from an

audit or Onal adjustment w:ll be due from the

MCD wthin 30 days of the earlier of

(i) the date of the management

representation letter resulting from the audit: or

(ii) the date of any invoice issued by HHSC.

Payment within this 3D-day timeframe wIll

not relieve the MCD of any interest payment

obligation that may exist under Section 10.08(f).

(4) In the event that any Experience Rebates

or corresponding interest payments owed to

HHSC are not paid by the required due dates.

then HHSC may offset these amounts from any

future Capitation Payments. or collect these

sums directly from the MCD. HHSC may adjust

the Experience Rebate if HHSC determines the

MCD has paid amounts for goods or services

that are not reasonable, necessary allocable, or

allowable in accordance with Uniform Managed

Care Manual Chapter 6.1 Cost Principles for

Expenses.” and Chapter 5.3, “Financial

ReportsiFormats.” and the Federal Acquisition

Regulations (FAR), or other applicable federal or

state regulations. HHSC has final authority in

auditing and determining the amount of the

Experience Rebate.

(f) Interest on Experience Rebate.

(1) Interest on any Experience Rebate owed

to HHSC will be charged beginning 35 days after

the due date of the Primary Settlement, as

described in Section 10.08(eXI). Thus] any

Experience Rebate due or paid on or after the

Primary Setfiement will accrue interest starting at

35 days after the due date for tne 90—day FSR

Report Forexampie, any Experience Rebate

payment(s) made in conjunction with the 334-day

FSR. or as a result of audit findings, will accrue

nterest back to 35 days after the due-date for

submission of the 90-day FSR.

The MCD has the option of preparing an

additional FSR based on 120 days of claims run-

out (a 120-day FSR’). If a 120-day FSR, and an

Experience Rebate payment based on it, are

received by HHSC before the interest

commencement date above, then such a

payment would be counted as part of the Primary

Settlement.

(2) If an audit or adjustment determtnes a

downward revision of income after an interest

payment has previously been required for the

same State Fiscal Year then HHSC will

recalculate the interest and. if necessary] ssue a

full or partial refund or credit to the MCD.

(3) Any interest obligations that are incurred

under Section 10.08 that are not timely paid will

be subject to accumulation of interest as well] at

the same rate as applicable to the underlying

Experience Rebate.

(4) All interest assessed under Section

10.08 will continue to accrue until such point as a

payment is received by HHSC, at which point

interest on the amount received will stop

accruing. If a balance remains at that point that

is subject to interest, then the balance will

continue to accrue interest. If interim payments

are made, then any interest that may be due will

oniy be charged on amounts for the time period

during which they remained unpaid. By way of

example only. if $100000 is subject to interest

commencing on a given day. and a payment is

received for $75 000 27 days after the start of

interest, then the $75000 will be sublect to 27

days of interest] and the $25,000 balance, along

with any unpaid interest, will continue to accrue

nterest until paid. The accrual of interest as

defined under Section 10.08(f) will not stop

during any period of dispute. If a dispute is

resolved in the MCD’s favor, then interest will

only be assessed on the revised unpaid amount.

(5) If the MCD incurs an interest obligation

under Section 10.08 for an Experience Rebate

payment] HHSC will assess that interest at 12%

per annum] compounded daily. If the interest

rate stipulated in this Section is found by a court

of competent jurisdiction to be outside the legal

and enforceable range, then the rate in this

Section will be adjusted to the maximum
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aKowable rate the court of comoetent iurr.sdiction
finds renal ana enforceable

te Any nterest expense rcurreo under
Section 10.08 is not an Aflowable Expense for
reoordng purposes on the FSR.
(a) In the event that the MCD achieves a ret

profit in Rate Period 1 or any subsequent Rate
Period the Parties agree to enter nto good faith
negotiations to develop reasonable financial
incentives for the MCD’s Providers for the following
Rate Period.

Section 10.08.1 Administrative Expense Cap

(a) General requirement.

The calculation methodology of Experience
Rebates described in Section 10.08 will be adjusted
by an Administrative Expense Cap (Admin Cap). The
Admin Cap is a calculated maximum amount of
administrative expense dollars that can be deducted
from Revenues for purposes of determining income
sublect to the Experience Rebate. While
Administrative Expenses may be limited by the Admin
Cap to determine Experience Rebates, all valid
Allowable Expenses will continue to be reported on
the Financial Statistical Reports (FSR5). Thus, the
Admin Cap does not impact FSR reporting, but may
rnpact any associated Experience Rebate calculat;on.

The calculation of any Experience Rebate due
under this Contract will be subject to limitations on
total deductible administrative expenses

The limitatrons will be calculated as follows:

(b) Calculation methodology

HHSC will determine the adminrstrative expense
component of the applicable Capitation Rate structure
for the MCD pror to each applicable Rate Period At
the conclusion of an FSR Reporting Penod, HHSC
will apply that predetermined administrative expense
component aganst the MCO s actually incurred
number of Member Months and aggregate premiums
received (monthly Capitation Payments plus any
Delivery Supplemental Payments. which excludes any
investment ncome or nterest earned), to determine
the specific Admin Cap. in aggregate dollars. for a
given MCD

If rates are changed during tne FSR Reporting
Period, this same methodology of multiplying the
predetermined HHSC rates for a given month against
the ulhmate actual number of member months or
revenues that occurred during that month will be
utilized, such that each months actual results will be
applied against the rates that were in effect for that
month.

ic) Data sources.

In determ’ning the amount of Expenence Recate
payment to nclude n the Primary Settlement for
conjunction with any subsequent payment or
settiementi. the MCD win need to make the
appropriate calculation, in order to assess the impact.
if any, of the Admin Cap.

ii) The total premrums paid by HHSC
(receved by the MCD). and corresponding
Member Months, will be taken from the relevant
FSR (Or audit report) for the FSR Reporting
Period.

(2) There are three components of the
admnstrative expense portion of the Capitation
Rate structure.

(i) the percentage rate to appiy against
the total premiums paid (the “percentage of
premum within the administrative
expenses)

(ii) the dollar rate per Memoer Month
(the ‘fixed amount” within the administrative
expenses). and

(hi) the portion incorporated into the
pharmacy (prescription expense) rate that
pertains to prescription administrative
expenses.

These will be taken from the supporting details
associated witn the official notification of final
Capitation Rates, as supplied by HHSC. This
notification is sent to the MCDs during the annual rate
setrlng process via e-mail. abeied as “the finai rate
exhibits for your health plan.’ The e-mail has one or
more spreadsheet files attached, which are particular
to the given MCD. The spreadsheet(s) show the fixed
amount and percentage of premium components for
the administrative component of the Capitation Rate.

The components of the administrative expense
portion of the Capitation Rate can also be found on
HHSC’s Medicaid website, under ‘Rate Analysis for
Managed Care Services.” Under each Program
there is a separate Rate-Setting document for each
Rate Period that describes the development of the
Capitation Rates Within each document. there is a
section entitled “Administrative Fees.’ where it refers
to “the amount allocated for administrative expenses.”

(3) In cases where the administrative
expense portion of the Capitation Rate refers to
“the greater of (a) [one set of factors]. and (b)
[another set of factorsL’ then the Admin Cap will
be calculated each way, and the larger of the two
results will be the Admin Cap utilized for the
determination of any Experience Rebates due.
(d) Example of Calculation,
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By way of example oniy. HHSC wHi calculate the

.dmtn Cap as foflows:

(I) Multiply the predetermined administrative

expense rate structure fixed amount, or doDar

rate per Member Month (for example. $8.00). by

the actual number of Member Months for the

Program during the FSR Reporting Pehod (for

example. 70.000):

$8.00 x 70.000 = 5560.000.

(2) Multiply the predetermined percent of

premiums in the administrative expense rate

structure (for example, 5 75%), by the actual

aggregate premiums earned by the MCO during

the FSR Reporting Penod (for example,

$6,000,000)

.5 75% x $6000000 = $345000.

(3) Multiply the predetermined pharmacy

administrative expense rate (for example. 51.80).

by the actual number of Member Months for the

Program during the FSR Reporting Period (for

example. 70 000):

$1 80 x 70.000 = $126,000.

(4 Add the totals of tems 1.2. and 3. plus

applicable premium taxes and maintenance taxes

(for example. $112,000). to determine the Admin

Cap’

• ($560000 + $345,000 + $126,000) +

S112,000”$1.143,000.

In this example, 51,143,000 would be the

MCO’s Admin Cap for a single Program, for the

FSR Reporting Period.

(e) Consolidation and offsets.

The Admin Cap will be consolidated on the same

bass as is applied to the Experience Rebate

consolidation for the FSR Reporting Period.

Additional details are provided in the applicable FSR

Template and FSR lnstruct:ons in the Uniform

Managed Care Manual Chapter 5.3.1. There will be

one aggregate dollar amount determined as the total

Admin Cap which will be applied to the aggregate

administrative expenses of the MCO on the same

consoldation basis The net impact of the Admin Cap

‘will be applied to the Experience Rebate calculation.

(f) Impact on Loss carry-forward

For Experience Rebate calculation purposes, the

calculation of any loss carry-forward. as described in

Section 10.08(d), will be based on the allowable pre

tax loss as determined under the Admin Cap.

(g) Unforeseen events.

If, in HHSC’s sole discretion, it determines that

unforeseen events have created significant hardships

for one or more MCOs. HHSC may revise or

temporariiy suspend the Acmin Cap as necessary

Section 10.09 Payment by Members.

MCOs and their Network Providers are prohibited

from billing or collecting any amount from a Member

for Healthcare Services covered by this Contract.

MCO must inform Members of costs for non-covered

services, and must require its Network Providers to:

(1) inform Members of costs for non-covered

services prior to rendering the servlces: and

(2) obtain a signed Private Pay form from

Members prior to rendering the services.

Section 10.09.1 Reinsurance Cap

Reinsurance is reported on HHSC’s FSR report

format as: 1) gross reinsurance premiums paid. and

2) reinsurance recoveries received. The premiums

paid are treated as a part of medical expenses, and

the recoveries received are treated as an offset to

those medical expenses (also known as a contra-

cost). The net of the gross premiums paid minus the

recoveries received is called the net reinsurance cost.

The net reinsurance cost. as measured n aggregate

dollars over the FSR Reporting Period, divided by the

number of member-months for that same period, is

referred to as the net reinsurance cost per-member-

per-month (PMPM).

The MCQ will be limted to a maximum amount

of net reinsurance cost PMPM for purposes of

calculating the pre-tax net income that is subject to

the Experience Rebate. This limitation does not

mpact an MCO’s ability to purchase or arrange for

reinsurance. It only impacts what is factored into the

Experience Rebate calculation. The maximum

amount of a)loweo net reinsurance cost PMPM

(Reinsurance Cap) varies by MCO Program and is

equal to 110% of the net reinsurance cost PMPM

contained in the Capitation Rates for the Program

during the FSR Reporting Period.

Regardless of the maximum amounts as

represented by the Reinsurance Cap. all reinsurance

reported on the FSR is subject to audit, and must

comply with Uniform Managed Care Manual

Chapter 6.1 ‘Cost Principles for Expenses.”

Section 10.10 Restriction on assignment of lees.

During the term of the Coitract, MCO may not.

directly or indirectly] assign to any third party any

beneficial or legal interest of the MCO in or to any

payments to be made by HHSC under this Contract.

This restriction does not apply to fees paid to

Subcontractors.

Section 10.11 Liability for taxes.

NHSC is not responsible in any way for the

payment of any federal. state, or local taxes related to

or incurred in connection with the MCO’s performance

of this Contract. MCO must pay and discharge any
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taxes. including any cenalties and interest. in
addition, HHSC is exempt from federal excise taxesand will not pay any personal property taxes or
ncome taxes levied on MOO or any taxes levied onemployee wages.
Section 10.12 Liability for employment-relatedcharges and benefits.

MCO will perform work under this Contract as anindependent contractor and not as agent or
representative of HHSC. MOO is solely and
exclusively liable for payment of all employment-
related charges incurred in connection with the
performance of this Contract. including salaries.benefits, employment taxes, workers compensationbenefits, unemployment insurance and benefits andother insurance or fringe beneflts for Staff.
Section 10.13 No additional consideration.

(a) MCO is not entitled to nor will receive from
HHSO any additional consideration, compensation;
salary, wages, charges, fees, costs; or any other typeof remuneration for Services and Deliverables
provided under the Contract, except by properly
authorized and executed Contract amendments.

tb) No other charges or tasks, functions, oractivities that are incidental or ancillary to the deliveryof the Services and Deliverables will be sought fromHHSC or any other state agency; nor will the failure ofHHSC or any other party to pay for these incidental orancillary services entitle the MOO to withhold
Services and Deliverables due under the Agreement.

(c) MOO is not entitled by virtue of the Contractto consideration in the form of overtime, health
insurance benefits, retirement benefits, disability
retirement benefits, sick leave, vacation time. pa;dholidays, or other paid eaves of absence of any typeor kind,

Section 10.14 Federal Disallowance
If the federal government recoups money fromthe state for unallowable expenses or costs. the statehas the right to recoup payments made to the MOO inturn for these same expenses or costs. HHSC isallowed to recoup payments from the MOO even if theexpenses or costs had not been previously disahowedby the state and were incurred by the MOO, Any of

the same future expenses or costs would then beunallowable by the state. If the state retroactively
recoups money from the MOO due to a federal
disallowance, the state will recoup the entire amountpaid to the MCO for the federally disallowed expensesor costs, not just the federal portion.
Section 10.15 Supplemental Payments for
Medicaid Wrap-Around Services for Outpatient
Drugs and Biological Products

The capitation rates do not include the costs ofMedicaid wrap-around services for outpatient drugs
and biological products for STAR+PLUS Members,

as aescrceo Ariachmetn S-I. Sect,on 2.2 2.1
HHSO will make supplemental payments to the
MOO for these Meocad wrap-around services,
based on encounter data received by HHSC’s
Administrative Servces Contractor during an
encounter reporting period. S upptementai
payments will cover six-month encounter reporting
periods. HHSC will make supplemental paymentswithin a reasonable amount of tim,e after the
encounter reporting period, generally no later than
95 calendar days after HHSC’s Administrative
Services Contractor has processed the encounter
data.

Supplemental payments will be limited to the
actual amounts paid to pharmacy providers for theseMedicaid wrap-around services, as represented in
“Net Amount Due” field IField 281) on the National
Council for Prescription Drug Programs (NOPDP)
encounter transaction. To be efgible for
reimbursement. encounters must contain a FinancialArrangement Code “14” in the ‘Line of 8u&ness” field(Field 270) on the NCPDP encounter transaction

Article 11. Disclosure and Confidentiality
of Information

Section 11,01 Confidentiality.
(a) MOO and all Subcontractors, consultants. oragents must treat all information that is obtained

through performance of the Services under the
Contract, including information relating to applicantsor recipients of HHSO Programs as Oonfioential
Inform,.ation to the extent that confidential treatment isprovided under law and regulations.

(b) MOO is resoonsible for understanding the
degree to which infoi’mation obtained through
oerformance of this Oontract is confidential under
state and federal law, regulations, or administrative
rules.

(c) MOO and all Subcontractors, consultants. oragents under the Contract may not use any
information obtained through performance of this
Contract in any manner except as is necessary for theproper dtscharge of obligations and securing of rightsunder the Contract.

(d) MCO must have a system in effect to protectall records and all other documents deemed
confidential under this Contract maintained in
connection with the activities funded under the
Contract. Any disclosure or transfer of Confidential
Information by MOO, including information required byHHSC, will be in accordance with applicable law. Itthe MOO receives a request for information deemedconfidential under this Contract, the MOO will
immediately notify HHSC of such request, and will
make reasonable efforts to protect the information
from public disclosure.
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(e) In addition to the requirements expressly

stated in this Section, MCD must comply with any

poficy. rule. or reasonable requirement of HHSC that

relates to the safeguarding or disclosure of

information relating to Members, MCD’S operations,

or MCD’s performance of the Contract.

(f) In the event of the expiration of the Contract

or termination of the Contract for any reason, all

Confidential Information disciosed to and all copies of

any Confidential information made by the MCD must

be returned to HHSC or. at HHSC’s option, erased or

destroyed MCD must provide HHSC certificates

evidencing this erasure or destruction.

(g) The obligations in this Section do not restrict

any disclosure by the MCD under any applicable law.

or by order of any court or government agency.

However HHSC must be notified promptly, as

dictated by the circumstances or law. but not later

than 24 hours in any circumstance.

(h) With the exception of confidential Member

information, Confidential Information will not be

afforded the protection of the Contract if the data was:

(1) Already known to the receiving Party

‘without restrictions at the time of its disclosure

by the furnishing Party;

(2) Independently developed by the receiving

Party without reference to the furnishing Party’s

Confloential Information:

(3) Rightfully obtained by the other Party

without restriction from a third party after its

disciosure by the furnishing Partj;

(4) Publicly available other than through the

fault or negligence of the other Party: or

(5) Lawiuily released without restrictton to

anyone.

Section 11.02 Disclosure of HHSC’s Confidential

Information.

(a MCD will immediately report to HHSC any

and all unauthorized disclosures or uses of HHSC’s

Confidential Information of which it or its

Subcontractor(s), consultant(s), or agent(s) 5 aware

or has knowledge. MCD acknowledges that any

publication or disclosure of HHSC’s Confidential

Information to others may cause immediate and

irreparable harm to HHSC and may constitute a

violation of state or federal laws. If MCD, its

Subcontractor(s), consultant(s). or agent(s) should

publish or disclose such Confidential Information to

others without authorization. HHSC will immediately

be entitled to injunctive relief or any other remedies to

which it is entitled under law or equity. HHSC will

have the right to recover from MCD all damages and

liabilities caused by or arising from MCD’s. its

Subcontractors’, consultants’, or agents’ failure to

protect HHSC’s Confidential Information. MCD will

defend with counsel approved by HHSC, indemnify

and hold harmless HHSC from all damages, costs,

iiabilites, and expenses (including without limftation

reasonable attorneys’ fees and costs) caused by or

arising from MCD’s or its Subcontractors

consultants’, or agents’ failure to protect HHSCS

Confidential Information. HHSC will not unreasonably

witflhoid approval of counsel selected by the MCD.

(b) MCD will require its Subcontractor(s),

consultant(s). and agent(s) to comply with the terms

of this provision

Section 11.03 Member Records

(a) MCD must comply with the requirements of

state and federal laws, including the HIPAA

requirements set forth in Section 7.06 (HIPAA),

regarding the transfer of Member Records.

(b) If at any time dunng the Contract Term this

Contract is terminated, HHSC may require the

transfer of Member Records, upon written notice to

MCD. to another entity as consistent with federal and

state laws and applicable releases.

(c) The term ‘Member Record” for this Section

means only those administrabve. enrollment, case

management and other recoros maintained by MCD

and is not intended to include patient records

maintained by participating Network Providers.

Section 11.04 Requests for public information.

(a) HHSC agrees that it will promptly notify MCD

of a request for disclosure of information filed in

accordance with the Texas Public Information Act,

Texas Government Cooe Chapter 552 that consists of

the MCD’S confidential information, including

nformaticn or data to which MCD has a proprietary or

commercial interest. HHSC will deliver a copy of the

request for public information to MCD.

(b) With respect to any information that is the

sub)ect of a request for disclosure MCD is required to

demonstrate to the Texas Difice of Attorney General

the specific reasons why the requested information is

confidential or otherwise excepted from required

public disclosure under law. MCD will provide HRSC

with copies of all of these communications.

c) MCD must make information defined as

public information not otherwise excepted from

disclosure under the Texas Public Information Act,

Texas Government Code Chapter 552, availabie to

HHSC in a format accessible by the pudlic and at no

additional charge to HHSC.

(d) To the extent authonzed under the Texas

Public Information Act, HHSC agrees to safeguard

from disclosure information received from MCD that

the MCD believes to be confidential information.

MCD must clearly mark such information as

confidential information or provde written notice to

HHSC that It considers the information confidential.

Section 11.05 Privileged Work Product

(a) MCD acknowledges that HHSC asserts that

privileged work product may be prepared in
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anticipation of Ntigat:on and that MCD is performing
me Services with respect to Pr:v!leged work product
as an agent of HHSC. AK matters related to this
performance of Services are protected from
disclosure by the Texas Rules of Civil Procedure.
Texas Rules of Evidence. Federal Rules of Cv1
Procedure. or Federal Rules of Evidence.

(b) HHSC will notify MCD of any privileged work
product to which MCD has or may have access. After
the MCD is notified or othenvise becomes aware that
these documents, data. databases, or
communications are privileged work product, only
MCD personnel, for whom access is necessary for
the purposes of providing the Services. may have
access to privileged work product.

(c) If MCD receives notice of any judicial or other
proceeding seeking to obtain access to HHSCs
privheged work product. MCD will:

(1) Immediately notify HHSC; and
(2) Use all reasonable efforts to resist

providing access.
(d) If MCD ressts disclosure of HHSCs

privileged work product in accordance with this
Section, HHSC will, to the extent authonzed under
Civil Practices and Remedies Code or other
applicable state law, have the right and duty to:

(1) represent MCD in the resistance: or
(2) to retain counsei to represent MCD.

(e) If a court of competent1urisdiction orders
MCD to produce documents, disclose data, breach
the confidentiality ohilgations imposed ln the Contract
or otherwise breach the Contract with respect to
maintaining the confidentiality, proprietary nature, and
secrecy of privileged work product. MCD will not be
liable for a Contract breach when ordered to do so bythe court.

Section 11.06 Unauthorized acts.
Each Party agrees to:
(1) Notify the other Party promptiy of any

unauthorized possession, use or knowledge. or
attempted possession. use, or knowledge, by any
person or entity that may become known to the Party
of any HHSC Confidential Information or any
information identified by the MCD as confldential orproprietary:

(2) Promptly furnish to the other Party full detailsof the unauthorized possession, use, or knowledge, orattempted possession, use. or knowledge, and use
reasonable efforts to assist the other Party in
investigating or preventing the reoccurrence of any
unauthorized possession, use. or knowledge or
attempted possession, use, or knowledge. of
Confidential Information:

(3) Cooperate with the other Party in any
litigation and investigation determined to be

necessary against third Parties to protect that Party’s
proprietary ngnts: and

(4) Promptly prevent a reoccurrence of any
unauthorized possession. use or knowledge or
attempted possession, use. or knowledge. of the
information.
Section 11.07 Legal action.

The MCD may not commence any legai action or
proceeding in respect to any unauthorized
possession, use, or knowledge, or attempted
possession. use. or knowledge by any person or
entity of HHSC’s Confidential Information without
HHSC’s consent. Also, the MCD must noUN HHSC ofany legal action or proceeding in respect to any
unauthorized possession. use. or knowledge. or
attempted possession, use. or knowledge by any
person or entity of information identified by the MCD
as confidential or proprietary that is related to the
fulfillment of any duties under this contract but is not
considered Confidential Information as defined by this
Contract,

Section 11,08 Information Security
The MCD and all Subcontractors, consultants, or
agents must comply with all applicable laws. rules.
and regulations regarding information security
including the following

(1) Health and Human Services Enterprse
Information Security Standards and Guidelines:
(2) Title 1, Sections 202 1 and 202.3 through
202.28, Texas Administrative Code.

(3) The Health Insurance Portability and
Accountability Act of 1996 (HIPAA): and
(4; The Health Inforroaton Technoiogy for
Economic and Clinical Health Act (HITECH Act).

Article 12. Remedies and Disputes

Section 1201 Understanding and expectations.
The remedies described in ths Section are

directed to MCOs timely and responsive performance
of the Services and production of Deliverables, and
the creation of a flexible and responsive relationshp
between the Parties. The MCD is expected to meet or
exceed all HHSC objectives and standards stated in
the Contract. All areas of responsibility and all
Contract requirements will be subject to performance
evaluation by HHSC. Performance reviews may be
conducted at the discretion of HHSC at any time and
may relate to any responsibility or requirement. Any
responsibilities or requirements not fulfitied may be
subject to remedies stated in this Contract.
Section 12.02 Tailored remedies.

(a) Understanding of the Parties.
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MCO agrees and uncersiards that HHSC may

pursue tatiored contractual remedies for

noncompliance with this Contract. At any time and at

its discretion. HHSC may mpose or pursue one or

more remedies for each item of noncomphance and

will determine remedies on a case-by-case basis.

HHSCs pursuit or non-pursuit of a tailored remedy

does not constitute a waver of any other remedy that

HHSC may have at law or equity.

(b) Notice and opportunity to cure for non

matenal breach.

(1) HHSC will notify MCO in writing of

specific areas of MCO performance that fail to

meet performance expectations. standards or

schedules set forth in the Contract. but that. in

the determination of HHSC. do not result in a

material deficiency or delay in the implementation

or operation of the Covered Services.

(2) MCO will, within five Business Days (or

another date approved by HHSC) of receipt of

written notice of a non-material deficiency.

provide the HHSC Project Manager a written

response that:

(A) Explains the reasons for the

deficiency. MCO’s plan to address or cure

the deficiency. and the date and time by

which the deficiency will be cured; or

(B) If MCO disagrees with HHSC’s

findings, its reasons for disagreeing with

HHSC’s findings.

(3) MCO’s proposed cure of a r. on-material

deficiency is subject to the approval of HHSC

MCO’s repeated commission of non-material

deficiencies or repeated failure to resolve any

such deficiencies may be regarded by HHSC as

a material deficiency and entitle HHSC to pursue

any other remedy provded in the Contract or any

other appropriate remedy HHSC may have at law

or equity.

Ic) Corrective Action Plan.

(1) At its option, HHSC may require MCO to

submit to HHSC a written pian (the Corrective

Action Plan) to correct or resolve a matenal

deficiency. event, or breach of this Contract, as

determined by HHSC.

(2) The Corrective Action Plan must provide:

(A) A detailed explanation of the

reasons for the cited deficiency:

(B) MCO’s assessment or diagnosis of

the cause: and

(C) A specific proposal to cure or

resolve the deficiency

(3) The Corrective Action Plan must be

submitted by the deadline set forth in HHSC’s

request for a Corrective Action Plan. The

Corrective Action Pan is sLrbect to aOProvai by

HHSC, which wl not unreasonably he withheld

(4) HHSC will notify MCD in writing of

HHSCs final disposition of HHSC’s concerns If

HHSC accepts MCD’s proposed Corrective

Action Plan, HHSC may:

(A) Condition the approval on

completion of tasks in the order or priority

that HHSC may reasonably prescribe’

B) Disapprove portions of MCDs

proposed Corrective Action Plan: or

(C) Require additional or different

oorrective action(s).

Notwtthstanding the submission and

acceptance of a Corrective Action Plan. MCD

remains responsible for achieving all written

performance cnteria

(5) HHSCs acceptance of a Corrective

Action Plan under this Section will not:

(A) Excuse MCO’s prior substandard

performance:

(B) Relieve MCD of its duty to comply

with performance standards: or

(C) Prohibit HHSC from assessing

additional tailored remedies or pursuing

other appropriate remedies for continued

substandard performance

(d) Administratwe remedies

(1) At its discretion. HHSC may impose one

or more of the following remedies for each item of

material noncompliance and will determine the

scope and severity of the remedy on a case-by-

case basis:

(A) Assess liquidated damages in

accordance with Attachment B-2, STAR

Kids Contract document,

“DeliverablesfLiquidated Damages Matrix,”

(B) Conduct accelerated monitoring of

the MCD. Accelerated monitoring nciudes

more frequent or more extensive monitoring

by HHSC or its agent:

(C) Require additional, more detailed:

financial or programmatic reports to be

submitted by MCD

(D) Decline to renew or extend the

Contract:

(E) Appoint temporary management

under the circumstances described in 42

C.F.R. §438.706:

(F) Initiate disenroliment of a Member or

Members:

(G) Suspend enrollment of Members:

(H) Withhold payment to or recoup

payment from MCD:
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(I) Require forfeture of ah or part cf Ire
MCC’s bond: or

(J) Terminate the Contract :n
accordance with Section 12.03,
(Terminaton by HHSC).
2) For purposes of the Contract, an item ofmaterial noncompliance means a specific action

of MCD that:

(A) Violates a matenal provision of the
Contract:

(B) Fails to meet an agreed measure of
performance; or

(C) Represents a failure of MCD to be
reasonably responsive to a reasonable
request of HHSC relating to the Services or
Deliverable for information, assistance, or
support within the timeframe specified by
HHSC.

(3) HHSC will provide notice to MCD of the
imposition of an administrative remedy in
accordance with this Section, with the exceptionof accelerated monitoring, which may be
unannounced. HHSC may require MCD to file awritten response in accordance with this Section,

(4) The Parties agree that a state or federal
statute, rule, regulation or guideline will prevail
over the provisions of this Section unless the
statute, rule, regulation, or guidelines can be readtogether with this Section to give effect to both.
(e) Damages.

(I) HHSC will be entitled to actual and
consequential damages resulting from the MCO’s
failure to comply with any of the terms of tne
Contract. In some cases, the actual damage to
HHSC or State of Texas as a result of MOD’sfailure to meet any aspect of the responsibilities
of the Contract or to meet specific performancestandards stated in the Contract are dIfficult orimpossible to determine with precise accuracy.
Therefore, liquidated damages will be assessedin writing against and paid by the MCD in
accordance with and for failure to meet any
aspect of the responsibtlities of the Contract or tomeet the specihc performance standards
identified by HHSC in Attachment B-2, STAR
Kids Contract document, “De!iverahles/Liquidated
Damages Matrix.’ Liquidated damages will be
assessed if HHSC reasonably determines any
failure is the fault of the MCD (including the
MCO’s Subcontractors or consultants). and will
not be assessed if HHSC determines the failureis materially caused or contributed to by HHSC or
its agents. lf at any time, HHSC determines the
MCD has not met any aspect of the
responsibilities of the Contract or the specific
performance standards due to mitigating
circumstances. HHSC reserves the right to waive

all or part of the l’iquidated damages. All waiversmust be in wnting. contain the reasons for thewaver and be signeo by toe appropriate
executive of HHSC

121 The liquidated damages crescribed in
this Section are not inrended to be in the naturecf a penalty, but are intended to be reasonable
estimates of HHSC’s projected financial 055 anddamage resulting from the MCD’s
nonperformance. including financial loss as aresult of project delays. Accordingly, in ins event
MCD fails to perform in accordance with the
Contract. HHSC may assess liquidated damages
as provided in this Section.

(3) If MCO fails to perform ar.y of the
Services described in the Contract, HHSC may
assess liquidated damages for each occurrenceof a lquidated damages event, to the extent
consistent with HHSCs tailored approach to
remedies and Texas law

(4) HHSC may elect to collect liquidated
damages:

(A) Through drect assessment and
demand for payment delivered to MCD: or

(B) By deduction of amounts assessed
as liquidated damages as set-off against
payments then due to MCD or that become
due at any time after assessment of the
liquidated damages. HHSC will make
deductions until the full amount payable by
the MCD is received by HHSC

(0 Equitable Remedies.
(1) MCD acknowledges that, if MCD

breaches (or attempts or threatens to breach) itsmateria obligation under this Contract. HHSC
may be irreparably harmed. Under these
circumstances, HHSC may proceed directly to
court to pursue equitable remedies.

(2) If a court of competent jurisdiction findsthat MCD breached (or attempted or threatened
to breach) any material obligations, MCO agreesthat without any additional findings of irreparable
injury or other cond,ticns to niunctve rel;ef it will
not oppose the entry of an appropriate ordercompelling performance by MCD and restraining
it from any further breaches (cr attempted or
threatened breaches).
(g) Suspension of Contract.

(1) HHSC may suspend performance of all
or any part of the Contract it

(A) HHSC determines that MCD has
committed a material breach of the Contract;

(B) HHSC has reason to believe that
MCD has committed. or assisted in the
commission by any party of. Fraud. Abuse
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Waste. ma;feasar;ce, misfeasance, or

nonfeasance concerning the Contract;

(C) HHSC determines that the MCD

knew. or shouid have known, of Fraud,

Abuse. Waste, malfeasance, or nonfeasance

by any party concerning the Contract, and

the MCD faded to take appropriate action; or

(Dl HHSC determines that suspension

of the Contract in whole or in part is in the

best interests of the State of Texas or the

F-IHSC Programs.

(2) HHSC will notify MCD in writing of its

ntention to suspend the Contract in whole or in

part Notice under this Section will;

(A) Be dehvered in writing to MCD,

(B) Include a concise description of the

facts or matter leading to HHSC’s decision;

and

(C) Unless HHSC is suspending the

contract for convenience, request a

Corrective Action Plan from MCD or

describe actions that MCD may take to avoid

the contemplated suspension of the

Contract.

Section 1203 Termination by HHSC.

This Contract will terminate upon the Expiration

Date. In addition. prior to completion of the Contract

Term, all or a part of this Contract may be terminated

for any of the following reasons;

(a) Termination in the best interest of HHSC.

HHSC may terminate the Contract without cause

at any time when, in its sole discretion, HHSC

determines that termination is in the best interests of

the State of Texas, HHSC will provide reasonable

advance written notice of the termination, as it deems

appropriate under the circumstances. The termination

will be effective on the date specified in HHSC’s

nottce of termination.

(b) Termination for cause.

Except as otherwise provided by the U.S.

Bankruptcy Code, or any successor law. HHSC may

terminate this Contract, in whole or in part, upon the

following conditions;

MCD;

(1) Assignment for the benefit of all or

substantially all of its creditors, appointment of

receiver, or inability to pay debts

HHSC may terminate this Contract at any time if

(A) Makes an assignment for the benefit

of its creditors;

(B) Admits in writing its inability to pay

its debts generally as they become due; or

(C) Consents to the appointment of a

receiver, trustee, or liquidator of MCD or of

all or any part of its property,

(2; FiJurg f adhere Ic /a;s ruins,

ordinances, or orders.

HHSC may terminate this Contract if a court

of competent1unsdicton finds MCD tailed to

adhere to any laws, ordinances, rules,

regulations. or orders of any public authority

having jurisdiction and the violation prevents or

substantially impairs performance of MCO’s

duties under this Contract. HHSC will provide at

least 30 days’ advance written notice of

termination under this subsection.

(3) Breach of confidentiality

HHSC may terminate this Contract at any

time if MCD breaches confidentiality laws with

respect to the Services and Deliverables

provided under this Contract.

(4) Failure to maintain adequate personnel

or’ resources

HHSC may terminate this Contract if after

providing notice and an opportunity to correct.

HHSC determines that MCD has failed to supply

personnel or resources and that fadure results 1fl

MCD’s inability to fulfill its duties under this

Contract. HHSC will provide at least 30 days’

advance written notice of termination under this

subsection.

(5) Termination for gifts and gratuities.

(A) HHSC may terminate this Contract

at any time following the determination by a

competent judicial or quasi-judical authority

and MCD’s exhaustion of all legal remedies

that MCD. its empioyees. agents or

representatves have either offered or given

anything of value to an officer or employee of

HHSC or the State of Texas in yrolation of

state law.

(B) MCD must include a similar

provision in each of its Subcontracts and

must enforce this provision against a

Subcontractor who has offered or given

anything of value to any of the persons cr

entities described in this Section. whether or

not the offer or gift was in MCD’s behalf.

(C) Terminahon of a Subcontract by

MCD under ths provision will not be a cause

for termination of the Contract unless;

(I) MCD fails to replace the

terminated Subcontractor within a

reasonable time; and

(2) That failure constitutes cause.

as described in this Subsection

12.03(b),

(D) For purposes of this Section. a

thing of value’ means any item of tangible

or intangible property that has a monetary

value of more than $50.00 and includes, but
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is not iimted to, cash, food. odgino.
entertainment. anc chartable ccntrtuhors.
The term does not nclude contributions to
holders of pubhc office or candidates for
pubbo office that are paid and reported in
accordance with state or federal law.
16) Termination for non-appropriation of

funds,

Notwithstanding any other provision of
ths Contract, if funds for the continued
fulfillment of this Contract by -IHSC are at
any time not forthcoming or are insufficient,
through failure of any entity to appropriate
funds or otherwse, then HHSC will have the
right to terminate this Contract at no
additional cost and with no penalty
whatsoever by giving prior wrtten notice
documenting the lack of funding. HHSC will
provide at least 30 days’ advance written
notice of termination under this subsection
HHSC will use reasonable efforts to ensure
appropriated funds are available.
(7) Judgment and execution.

(A) HHSC may terminate the Contract at
anytime if judgment for the payment of
money in excess of 5500.000 00 that is not
covered by insurance, is rendered by any
court or governmental body against MCD,
and MCD does not

(1) Discharge the judgment or
provide for its discharge in accordance
with the terms of the judgment:

(2) Procure a stay of execution of
the judgment within 30 days from the
date of entry; or

(3) Perfect an appeal of the
judgment and cause the execution of
the judgment to be stayed during the
appeal, providing any financial reserves
that may be required under generally
accepted accounting principles.
(B) if a writ or warrant of attachment or

any similar process is issued by any court
against ail or any matenal portion of the
property of MCD. and the writ or warrant of
attachment or any similar process is not
released or bonded within 3D days after its
entry. HHSC may terminate the Contract in
accordance with this subsection.
(8) Termination for MCO’S maferial breach

of the Contract.
HHSC will have the right to terminate the

Contract in whole or in part if HHSC determines,at its sole discretion, that MCD has materially
breached the Contract. HHSC will provide at
least 30 days advance written notice of
termination under this subsection.

(6). Termination for LDrirnin& Conviction
HHSC will have the ngnt to terminate the

Contract in whole or in part, or require the
replacement of a Material Subcontractor. ‘f theMCD or a Material Subcontractor is convicted ofa criminal offense in a state or federal court:

(i) Related to the delivery of an item
or seivice:

(ii) Related to the neglect abuse, or
exploitation of patients in connection with the
delivery of an tem or sersice,

(ii) Consisting of a felony related to
‘raud, theft, embezzlement, breach of
fiduciary responsibility, or other financial
misconduct, or

(iv) resulting in a penalty or fine in the
amount of $500000 or more na state or
federal administratve proceeding.

Section 12.04 Termination by MCQ.
(a) Failure to pay
MCD may terminate this Contract if HHSC failsto pay the MCD undisputed charges when due asrequired under this Contract. Retaining premium

recoupment sanctions, or penalties lhat are alloweaunoer this Contract or that result from the MCD’sfailure to perform or the MCD’s default under theterms of this Contract is not cause for terminationTermination for failure to pay does not release HHSCfrom the obligation to pay undispuled charges forservices provided prior to the termination date.
If I-IRSC fails to pay undisputed charges wt. endue, then the MCD may submit a notice of intent toterminate for failure to pay in accordance with therequirements of Subsection 12.04(d) If HHSC paysall undisputed amounts then due within 30 days afterreceiving the notice of intent to terminate, the MCDcannot proceed with termination of the Contract underthis Article.

(b) Change to HHSC Uniform Managed CareManual.

MCD may terminate this agreement if the Partiesare unable to resolve a dispute concemng a materialand substantive change to the Uniform ManagedCare Manual (a change that materiaty and
substantively alters the MCD’s ability to fulfill itsobligations under the Contract). MCD must submit anotice of intent to terminate due to a matenal andsubstantive change in the Uniform Managed CareManual no later than 30 days after the effective dateof the policy change. HHSC will not enforce the policychange during the period of time between the receiptof the notice of intent to terminate and the effectivedate of termination.

(c) Change to Capitation Rate.
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if HHSC proposes a modification to the

Capitation Rate that is unacceptable to the MCD the

MCD may terminate the Contract. MCD must submit

a written notice of intent to terminate due to a change

in the Capitation Rate no later than 30 days after

HHSC’s notice of the proposed change. HHSC will

not enforce the rate change during the period of time

between the receipt of the notice of intent to terminate

and the effective date of termination.

(d) Notice of intent to terminate.

In order to terminate the Contract under this

Section. MCD must give HHSC at least 90 days

written notice of intent to terminate. The termination

date will be calculated as the last day of the month

following 90 days from the date the notice of intent to

terminate is received by HHSC.

Section 12.05 Termination by mutual agreement.

This Contract maybe terminated by mutual

written agreement of the Parties.

Section 12.08 Effective date of termination.

Except as otherwse provided n this Contract

termination will be effective as of the date specified in

the notice of termination.

date.
Section 12.07 Extension of termination effective

The Parties may extend the effective date of

termination one or more times by mutual wntten

agreement.

Section 12.08 Payment and other provisions at

Contract termination.

(a) In the event of termination under this Article.

HHSC will pay the Capitation Payment for Services

and Deliverables rendered through the effective date

of termination All pertinent provisions of the Contract

wll form the basis of settlement.

Ib) MCD must provide HHSC all reasonable

access to records. facilities, and documentation as is

required to efficiently and expeditiously ciose out the

Services and Deliverables provided under this

Contract.

(c) MCD must prepare a Turnover Plan. which is

acceptable to and approved by HHSC The Turnover

Plan will be implemented during the time period

between receipt of notice and the termination date

Section 12.09 Modification of Contract in the

event of remedies.

HHSC may propose a modification of this

Contract in response to the imposition of a remedy

under this Article. Any modifications under this

Section must be reasonable, limited to the matters

causing the exercise of a remedy, in writing, and

executed in accordance with Arficle 8. MCD must

negotiate these proposed modifications in good faith.

Section 12.10 Turnover assistance.

Upon receipt of notice of termnation of the

Contract by HHSC. MCD will provide any turnover

assistance reasonably necessary to enable HHSC or

ts designee to effectively close out the Contract and

move the work to another vendor or to perform the

work itself.

Section 12.11 Rights upon termination or

expiration of Contract.

In the event that the Contract is terminated for

any reason, or upon its expiration. HHSC will, at

HHSC’s discretion, retain ownership of any

associated work products. Deliverables, or

documentation in whatever form that they exist.

Section 12.12 MCO responsibility for associated

costs.

If HHSC terminates the Contract for cause, the

MCD will be responsible to HHSC for all reasonable

costs incurred by HHSC, the State of Texas. or any -of

its administrative agencies to replace the MCD.

These costs include the costs of procuring a

substitute vendor and the cost of any claim or

litigation that is reasonably attributable to MCD’s

failure to perform any Service in accordance wtth the

terms of the Contract.

Section 12.13 Dispute resolution.

(a) General agreement of the Parties.

The Parties mutually agree that the interests of

fairness, efficiency and good business practices are

best served when the Parties employ all reasonabie

and informal means to resolve any dispute under this

Contract. The Parties express ther mutual

commitment to using all reasonable and informal

means of resolving disputes prior to invoking a

remedy provided elsewhere in this Section

(b) Duty to negotiate in good faith.

Any dispute that in the judgment of any Party to

this Contract may materially or substantially affect the

performance of any Party will be reduced to writing

and delivered to the other Party. The Parties must

then negotiate in good faith and use every reasonable

effort to resolve the dispute and the Partes must not

resort to any formal proceedings unless they have

reasonably determined that a negotiated resolution

not possible. The resolution of any dispute disposed

of by Contract between the Parties must be reduced

to writing and delivered to all Parties within 10

Business Days.

(c) Claims for breach of Contract.

(1) General requirement.

MCDs claim for breach of this Contract will

be resolved in accordance with the dispute

resolution process established by HHSC in

accordance with Chapter 2260, Texas

Government Code.
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(2 Negotiation of claims.
The Parties expressly agree that the MCC’sclaim for breach of this Contract that the Partiescannot resolve in the ord’nary course of businessor through the use of all reasonable and informalmeans will be submitted to the negotationprocess provided in Tex. Government CodeChapter 2260. Subchapter B.

(A) To initiate the process, MCD mustsubmit written notice to HHSC that
specifically states that MCD invokes the
provisions of Tex. Government Code
Chapter 2260, Subchapter B. The notice
must comply with the requirements of I Tex.Admin Code Chapter 392. Subchapter B.

(B) The Parties expressly agree that theMCD’s compliance with Tex, Government
Code Chapter 2260, Subchapter B. will be acondition precedent to the filing of a
contested case proceeding under Tex.
Government Code Chapter 2260.
Subchapter C.
(3) Contested case proceedings
The contested case process provided inThx. Government Code Chapter 2260.

Subcnapter C, will be MC&s sole and exclusiveprocess for seeking a remedy for any and allalleged breaches of contract by HHSC if theParties are unable to resolve their disputes underSubsection (c)(2) of this Section.
The Parties expressly agree that compliancewith the contested case process provided in Tex.Gcvernment Code Chapter 2260. Subchapter C,will be a condition precedent to seeking consentto sue from the Texas Legislature under Tex. Civ.Prac & Rem. Code Chapter 107. Neither theexecution of this Contract by HHSC nor any otherconduct of any representative of HHSC relatingto this Contract will be considered a waiver ofHHSC’s soveregn mmuntty to suit
(4) HHSC s rufes.
The submission, processing. and resolutionof MCD’s claim is governed by the rules adootedby HHSC under Tex. Government Code Chapter2260 found at 1 Tex. Admin. Code Chapter 392.Subchapter B.
(5) MOO’s duty to perform.
Neither the occurrence of an event

constituting an alleged breach of contract nor thepending status of any claim for breach of contractis grounds for the suspension of performance, inwhole or in part, by MCD of any duty or obligationwith respect to the performance of this Contract.Any changes to the Contract as a result of adispute resolution will be implemented inaccordance with Article B (Amendments andModifications).

Section 12.14 Liability of MOO.
(a) MCD bears all sk of lOSS or damage toHHSC or the State of Texas due to.

(1) Defects in Services or Deliverables
t2) ijnfitness or obsolescence of Services orDeliverables; or
(3) The negligence or intentional misconduct

of MCD or Pt’s empioyees. agents.
Subcontractors, or representatives.
(b) MCD must. at the MCO’s own expense.defend with counsel approved by HHSC, indemnify.and hold harmless HHSC and State employees,officers, directors, contractors and agents from andagainst any losses, liabilities. damages. penalties.costs. fees, including without limP itation reasonableattorneys’ fees, and expenses from any claim oraction for property damage, bodily injury or death, tothe extent caused by or arising from the negligence orintentional misconduct of the MCD ano its employees.officers, agents, or Subcontractors. HHSC will notunreasonably withhold approval of counsel selectedby MCD.

(c) MCD will not be liable to HHSC for any loss,damages, or liabilities attributable to or arising fromthe failure of HHSC or any state agency to perform aservice or activity in connecticn with this Contract
Section 12.15 Pry-termination Process

The following process wilt apply when HHSCterminates the Agreement for any reason set forth inSection 12.03(b), “Termination for cause,” other thanSubpart 6, “Termination for Non-appropriation ofFunds,’ HH5C will provide the MCD with reasonableadvance written notice of the proposed termination.as it deems appropriate under the circumstances.The notice will include the reason for the proposedtermination, the proposed effective date of thetermination, and the time and place where the partieswill meet regarding the proposed termination, Donnathis meeting. the MCD may present writtennformation explaining why HHSC should not affirmthe proposed termination, HHSC’s AssociateCommissioner for Medicatd and CHIP will considerIhe written nformatlon, if any. and will provide theMCD with a written notice of HHSC’s final decisionaffirming or reversing the termination, An affirmingdecision will include the effective date of termination.
The pre-ten’nination process described in thisSection will not limit or otherwise reduce the parties’rights and responsibilities under Section 12.13,“Dispute Resolution;” however, HHSC’s final decisionto terminate is binding and is not subject to review bythe State Difice of Administrative Hearings underTexas Government Code Chapter 2260.
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Article 13, Assurances arid Certifications

Section 1301 Proposal certifications.

MCD acknowledges its continuing obligation to

comply with the requirements of the certifications

contained in its Proposal, and will immediately notify

HHSC of any changes in circumstances affecting

these certifications.

Section 1302 Conflicts of interest.

ra) Representation.

MCD agrees to comply with applicable state and

federal laws including 41 U.S.C. § 423, rules, and

regulations regarding conflicts of interest in the

performance of its duties under this Contract MCD

warrants that it has no interest and will not acquire

any direct or indirect interest that would conflict in any

manner or degree with its performance under this

Contract.

ib) General duty regarding conflicts of interest

MCD will establish safeguards to prohibit

employees from using their positions for a purpose

that constitutes or presents the appearance of

personal or organizational conflict of interest, or

personal gain. MCD will operate with complete

independence and objectivity without actual, potential,

or apparent conflict of interest with respect to the

activties conducted under this Contract with the State

of Texas.

Section 13.03 Organizational conflicts of interest,

(a) Definition

An organizational conflict of interest is a set of

facts or circumstances, a relationship, or other

situaton under which an MCD. or a Subcontractor

has past. present. or currently planned personal cr

hnancial activities or interests that either directly or

indirectly:

(1) Impairs or diminishes the MCD’s, or

Subcontractor’s ability to render impartial or

objective assistance or advice to HHSC; or

(2) Provides the MCD or Subcontractor an

unfair competitive advantage in future HHSC

procurements (excluding the award of this

Contract).

(b) Warranty

Except as otheRvise disclosed and aporoved by

HHSC prior to the Effective Date of the Contract,

MCD warrants that, as of the Effective Date and to

the best of its knowledge and belief, there are no

relevant facts or circumstances that could give rise to

an organizational conflict of interest affecting this

Contract. MCD affirms that it has neither given, nor

intends to give, at any time after Contract Execution,

any economic opportunity, future employment, gift,

loan, gratuity, special discount, trip, favor, or service

to a public servant or any employee or representative

of same, at any time during the procurement process

or in connecron witO the p’-ocurem.ent process ecect

as allowea under relevant state ano federa iaw*

(c) Conttnu:ng duty to disclose

(1) MCD agrees that, if after the Effective

Date, MCD discovers or is made aware of an

organizational conflict of interest MCD will

immediately and fully disclose such interest in

writing to the HHSC project manager. in

additon, MCD must promptly disclose any

relationship that might be perceived or

represented as a conflict after its discovery by

MCD or by HHSC as a potential conflict. HHSC

reserves the right to make a final determination

regarding the existence of conflicts of interest,

and MCD agrees to abide by HHSC’s decision

(2) The disclosure will include a description

of the action(s) that MCD has taken or proposes

to take to avoid or mitigate such conflicts.

(d) Remedy

If HHSC determines that an organizational

conflict of interest exists, HHSC may, at its discretion,

terminate the Contract under the terms found in

Subsection 12.03(b)(9). If HHSC determines chat

MCD was aware of an organizational conflict of

interest before the award of this Contract and did not

disclose the conflict to Hl-ISC, the nondisclosure will

be considered a material breach of the Contract.

Furthermore, the breach may be submitted to the

Office of the Attorney General. Texas Ethcs

Commission, or appropriate state or federal law

enforcement officials for further action.

te) Flow—down obligation.

MCD must include the provisions of this Section

n all Subcontracts for work to be performed similar to

the service provided by MCO, and the terms

“Contract:’”MCD.” and “project manager’ modified

appropriately to preserve HHSC’s rights.

Section 13.04 h’HSC personnel recruitment

prohibition.

MCD has not retained or promised to retain any

person or company. or utilized or promised to utilize a

consultant that participated in HHSC’s development of

specific criteda of the RFP or who participated in the

selection of the MCD for this Contract.

Unless authonzed in wrihng by HHSC. MCD will

not recruit or employ any HHSC professional or

technical personnel who have worked on projects

relating to the subject matter of this Contract. or who

have had any influence on decisions affecting the

subject matter of this Contract, for two years following

the completion of this Contract.

Section 13.05 Anti-kickback provisions.

MCD certifies that it will comply with the Anti

Kickback Act of 1986(41 U.S.C. § 51—58). 42 U.S.C.

§ 1320a-7b(b), and Federal Acquisition Regulation

Subpart 52.203-7. to the extent applicable.

Page 47



STAR Kids RFP
Attachment A—STAR Kids Contract TermsRFP No 529-13-0071

Section 1306 Debt or back taxes owed to Stateof Texas.

In accordance with Texas Government Code §403.055, MCD agrees that any payments due to MCDunder the Contract wM be first applied toward anydebt or back taxes MCD owes tne State of Texas.MCD further agrees that payments will be so applieduntd those debts and back taxes are paid in full.
Section 13.07 Certification regarding status oflicense, certificate, or permit

Article IX, Section 163 of the General
Appropriations Act for the 199811999 state fiscalbiennium prohibits an agency that receives anappropriation under either Artcle II or ‘/ of theGeneral Appropriations Act from awarding a contractwith the owner: operator: or administrator of a factitythat has had a license, certificate, or permit revokedby another Article II or V agency: MCD certifies it isnot ineligible for an award under this provision.
Section 13.08 Outstanding debts and judgments.

MCD certifies that it is not presently indebted tothe State of Texas: and that MCD is not sublect to anoutstanding judgment in a suit by the State of Texasagainst MCD for collection of the balance Forpurposes of this Section, an indebtedness is anyamount of money that is due and owing to the State ofTexas and snot currently under dispute. A falsestatement regarding MCD’s status will be treated as amaterial breach of this Contract and may be groundsfor termination at the option of HHSC

Article 14. Representations and Warranties
Section 1401 Authorization.

(a) The execution del:very, and performance ofthis Contract has been duly authorized by MCD andno additional approval, authorization, or consent ofany governmental or regulatory agency is required ;norder for MCD to enter into this Contract and performits oblrgatons under this Contract.
(b) MCD has obtained all licenses, certificationspermits, and authorizations necessary to perform theServices under this Contract and currently is in goodstanding with all regulatory agencies that regulate anyor all aspects of MCD’s performance of this Contract.MCD will maintain all required certifications, licenses,permits. and authorizations during the term of thisContract,

Section 14.02 Ability to perform.
MCD warrants that it has the financial resourcesto fund the capital expenditures required under theContract without advances by HHSC or assignment ofany payments by HHSC to a financing source.

Section 14.03 Minimum Net Worth.
The MCD has, and will maintain throughout thelife of this Contract, minimum net worth to the greater

i’a) 31 500.000: (o) an amount equal to the sum ofS25 t:mes the number of aO enrollees inciuo’.ngMembers. or (c) an amount that complies withstandards adopted by TDI Minimum net worth meansthe excess total admtted assets over total liabuities.excluding liability for subordinated debt issued incompliance with Texas Insurance Code Chapter 843.
Section 14.04 Insurer solvency.

(a) The MCD must be and remain n fullcompliance with all applicable state and federalsolvency requicernents for basic-service healthmaintenance organizations, including all reserverequirements. net worth standards, debt-to-equityratios, or other debt limitations. In the event the MCDfails to maintain such compliance. HHSC wthoutlimiting any other rights it may have by law or underthe Contract. may terminate the Contract.
fbi If the MCD becomes aware of any impendingchanges to its financial or busness structure thatcould adverseiy impact its compliance with therequirements of the Contract or its ability to pay itsdebts as they come due, the MCD must notify HHSCimmediately in writing.
(c) The MCD must have a plan and takeappropriate measures to ensure adequate provisionagainst the risk of insolvency as required by TDI.Such provision must be adequate to provide for thefollowing in the event of insolvency:

(I) continuation of Covered Services, untilthe time of discharge, to Members who areconfined on the date of insolvency in a hospitalor other inpatient facility:
(2) payments to unaffiliated healthcareproviders and affiliated healthcare providerswhose Contracts do not contain Member “holdharmless” clauses acceptable to the TOl:
(3) continuation of Covered Services for theduration of the Contract Period for which acapitation has been paid for a Member:
(4) provision against the risk of insolvencymust be made by establishing adequatereserves, insurance or other guarantees in fullcompliance with all financial requirements of TOland the Contract.

Should 101 determine that there is animmediate risk of insolvency or the MCD is unabie toprovide Covered Services to its Members, HHSC,without limiting any other rights it may have by law, orunder the Contract. may terminate the Contract,
Section 14.05 Workmanship and performance.

(a) All Services and Deliverables provided underthis Contract will be provided in a manner consistentwith the standards of quality and integrity as outlinedin the Contract.
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b) All ServIces and Deliverables must meet or

exceed the required levels of performance specifieu in

or under this Contract.

Ic) MCD will perform the Services and provide

the Deliverables in a workmanlike manner in

accordance with best practices and high professional

standards used in well-managed operations

performing services simlar to the services descnbed

in this Contract.

Section 14.06 Warranty of deliverables.

MCD warrants that Deliverables developed and

delivered under this Contract will meet in all material

respects the specifications described in the Contract

during the period following its acceptance by I-IHSC.

throughout the term of the Contract, including any

terms subsequently negotiated by MCD and HHSC

MCD will promptly repair or replace any Deliverables

not in compliance with this warranty at no charge to

HHSC.

Section 14.07 Compliance with Contract

MCD will not take any action substantially or

materially inconsistent with any of the terms set forth

in this Contract without the express written approval

of HHSC.

Section 14.08 Technology Access.

All technological solutions offered by the MCD

must comply with the requirements of Texas

Government Code § 531.0152. This includes

providing technological solutions that meet federal

accessibility standards for persons with disabilities, as

applicable.

Section 14.09 Electronic and Information

Resources Accessibility Standards.

(a) Applicability.

The following Electronic and Information

Resources (FIR) requirements apply to the Contract

because the MCD performs services that include FIR

that: (i) HHSC empioyees are required or permitted to

access: or (ii) members of the public are required or

permitted to access. This Section does not apply to

ncidental uses of FIR in the performance of a

Contract, unless the Partes agree that the FIR will

become property of the State of Texas or will be used

by HHSC’s clients or recipients after completion of the

Contract. Nothing in this section is intended to

prescribe the use of particular designs or technologies

or to prevent the use of alternative technologies.

provided they result in substantially equivalent or

greater access to and use of a Product,

ib) Definitions.

For purposes of this Section:

“Accessibility Standards” means the

Electronic and Information Resources Accessibility

Standards and tne ‘tieb Se Accessib(tv

Standards/Specifications.

‘Electronic and Information Resources’

means information resources, including information

resources technologies, and any equipment or

interconnected system of equipment that is used in

the creation, conversion, duplication or delivery of

data or information. The term includes telephones

and other telecommunications products, information

kiosks, transaction machines Internet websites.

multimedia resources, and office equipment, including

copy machines and fax machines,

“Electronic and Information Resources

Accessibility Standards” means the accessibility

standards for electronic and information resources

contained in Volume I Tex.Admin. Code Chapter 213,

“Web Site Accessibility Standards!

Specifications” means standards contained in

Volume 1 Thx. Admin Code Chapter 206.

“Product” means niormation resources

technology that is, or 5 related to, EIR.

(c) Accessibility Requirements.

Under Tex. Government Code Chapter 2054.

Subchapter M. and implementing rules of the Texas

Department of Information Resources, HHSC must

procure Products that comply with the Accessibility

Standards when those Products are available In the

commercial marketplace or when those Products are

developed in response to a procurement solictation.

Accordingly. MCD must provide electronic and

information resources and associated Product

documentation and techncaI support that comply with

the Accessibility Standards.

(d) Evaluation. Testing. and Monitoring.

(1) HHSC may review, test. evaluate and

monitor MCD’s Products and associated

documentation and techncai support for

compliance with the Accessibility Standards.

Review, testing. evaluation and monitoring may be

conducted before and after the award of a

contract. Testing and monitoring may include user

acceptance testing.

Neither (1) the review, testing (including

acceptance testing). evaluation or monitoring of

any Product, nor (2) the absence of review,

testing, evaluation or monitoring, will result in a

waiver of the State’s right to contest the MCD 5

assertion of compliance with the Accessibility

Standa rds.

(2) MCD agrees to cooperate fully and

provide HHSC and its representatives timely

access to Products, records, and other items and

information needed to conduct such review.

evaluation, testing, and monitoring.
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el Fepresentations and Warranties
(1) MCD represents and warrants that. asof the Effective Date of the Contract. tne Productsand associated documentation and technicalsupport comply with the Accessibitity Standards asthey exist at the time of entering the Contract.unless and to the extent the Patties otherwiseexpressly agree in writing: and (ii) if the ProductswIl be in the custody of the state or an HI-ISAgency’s client or recipient after the Contractexpraton or termination, the Products will

continue to comply with Accessibility Standardsafter the expiration or termination of the ContractTerm. unless HHSC or its clients or recipients, asapplicable. use the Products in a manner thatrenders it noncomphant

(2) In the event MCD should have known.becomes aware. or is notified that the Product andassociated documentation and technical supportdo not comply with the Accessibility Standards,MCD represents and warrants that it will, in atimely manner and at no cost to HHSC. perform allnecessary steps to satisfy the AccessibihtyStandards. including remediation. replacement,and upgrading of the Product, or providing asuitable substitute.

(3) MCD acknowledges and agrees thatthese representations and warranties areessential inducements on which HHSC relies inawarding this Contract.

(4) MCD’s representations and warrantiesunder this subsection will survtve the terminationor expiration of the Contract and will remain in fullforce and effect throughout the useful life of theProduct.

if) Remedies,

fi) Under Tex. Government Code §2054.465. neither MCD nor any other person hascause of action against HHSC for a claim of afailure to comply with Tex. Government CcdeChapter 2054. Subchapter M. and rules of theDepartment of Information Resources.

(2) in the event of a breach of MCD’srepresentations and warranties MCD will be liablefor direct, consequential, indirect, special, orliquidated damages and any other remedies towhich HHSC may be entitled under this Contractand other applicable law. This remedy is
cumulative of any other remedies to which HHSCmay be entitled under this Contract and otherapplicable law.

Article 15. Intellectual Property
Section 15.01 infringement and

misapproprIation.
(a) MCD warrants that all Deliverables providedby MCD will not infringe or misappropriate anq nghtof. and will be free of any claim of. any third person orentity based on copyright. patent. trade secret, orother intellectual property rights.
(b) MCD will, at its expense, defend with counselapproved by HHSC. indemnify, and hold harmlessHHSC, its employees, officers, directors contractors,and agents from and against any losses. liabilities,damages. penalties. costs, fees. includ:r.g reasonableattorneys’ fees and expenses. from any claim oraction against HHSC that is based on a claim ofbreach of the warranty according to this section,HHSC will promptly notify MCD in writing of the claim.provide MCD a copy of all information received byHHSC with respect to the claim and cooperate w’thMCD in defending or sewing the claim. HHSC will notunreasonably withhold, delay, or condition approval ofcounsel selected by the MCD.

tc) In case the Deliverables, or any one or part ofthem. is held to constitute an infringement ormisappropriation in an action or the use is enjoinedor restncted or if a proceeding appears to MCD to belikely to be brought. MCD will, at its own expense.either:

(1) Procure for HHSC the right to continueusing the Deliverables, or
(2) Modify or replace the Deliverables tocomply with the Specifications and to not violateany intellectual property rights.

If neither of the a!ternatives setforth in (ii or (2)above are available to the MCD on commerciallyreasonable terms, MCD may require that HHSCreturn the allegedly infringing Deliverable(s) in whichcase MCD will refund all amounts paid for all theDeliverables.
Section 15.02 Exceptions.

MCD is not responsible for any claimedbreaches of the warranties set forth in Section 15.01to the extent caused by:
(a) Modifications made to the item in questionby anyone other than MCD or its Subcontractors, ormodifications made by HHSC or its contractorsworking at MCDs direction or in accordance with thespecifications: or

(b) The combination, operation, or use of theitem with other items if MCD did not supply orapprove for use with the item: or
(c) HHSCs failure to use any new or correctedversions of the item made available by MCD.

Section 15. 03 Ownership and Licenses
(a) Definitions.
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For purposes of this Sectior:, the foHowing terms have

the meanings set forth below:

(ii Custom Software means any software or

modifications developed by the MCD: for HHSC. in

connection with the Contract; and with funds received

from HHSC. The term does not include MCD

Proprietary Software or Third-Party Software.

(2) “MCD Proprietary Software” means: (i)

software developed by the MCD prior to the Effective

Date of the Contract, or (ii) software, modifications to

software, or independent software developed by the

IviCO after the Effective Date of the Contract that is

not developed for HHSC in connection with the

Contract with funds received ftom HHSC.

(3) “Third-Party Software’ means software that is:

developed for general commercial use: available to

the public; or not developed for HHSC. Third-Party

Software includes without limitation: commercial off-

the-shelf software; operating system software: antI

application software tools. and utilities,

(b) Deliverables.

The Parties agree that any Deliverable, including

without limitation the Custom Software will be the

exclusive property of HHSC.

(c) Ownership rights.

(1) HHSC will own all right! htle. and interest

n and to its Confidential Information. Foster Care

Program Hardware, and the Deliverables

provided by the MCD. including the Custom

Software and associated documentation. For

purposes of this Section. the Deliverables will not

include MCD Proprietary Software or Third-Party

Software. MCD will take all necessary actions

and transfer ownership of the Deliverables to

HHSC. including the Custom Software and

associated documentation prior to Contract

termination.

(2) MCD will furnish these Deliverables,

upon request of HHSC, in accordance with

applicable state law. All Deliverables. n whole

and in part, will be deemed works made for hire

of HHSC for all purposes of copyright law, and

copyright will belong solely to HHSC. To the

extent that any Deliverable does not qualify as a

work for hire under applicable law, and to the

extent that the Deliverable includes materials

subject to copyright. patent. trade secret, or other

proprietary right protection, MCD agrees to

assign, and hereby assigns, all right, title, and

interest in and to Deliverables, including all

copyrights, inventions, patents. trade secrets.

and other proprietary rights (including renewals)

to HHSC.

(3) MCD wilt, at the expense of HHSC,

assist HHSC or its nominees to obtain copyrights.

trademarks, or patents for all of these

Deliverables ,n the United States and any’at.her

countrres MCD agrees to execute all papers anD

to give all facts known to it necessary to secure

United States or foreign country copyrights and

patents, and to transfer or cause to transfer to

HHSC all the right, title, and interest in and to

these Deliverables, MCD also agrees not to

assert any moral rights under applicable

copyright law with regard to these Deliverables.

(d) License Rights

HHSC wlI have a royalty-free and non-exclusive

license to access the MCD Proprietary Software and

associated documentation during the term of the

Contract, HHSC will also have ownership and

unlimited rights to use. disclose, duplicate, or publish

all information and data developed, derived,

documented. or furnished by MCD under or resuting

from the Contract. The data will include all results.

technical information, and materials developed for or

obtained by HHSC from MCD in the performance of

the Services under this Contract, including all reports,

surveys, plans, charts, recordings (video or sound),

pictures. drawings. anaiyses. graphic representations

computer printouts, notes and memoranda, and

documents whether finished or unfinished, which

result from or are prepared in connection with the

Services performed as a result of the Contract.

(e) Proprietary Notices

MCD will reproduce and include f-IHSCs

copyright and olher proprietary notices and product

identificatons provided by MCD on the copies in

whole or In part, or on any form of the Deliverables.

(f State and Federal Governments

In accordance with 45 C.F.R. § 95.61 7, all

appropriate state and federal agencies will have a

royalty-free nonexclusive. and rrevocable license to

reproduce. publish, translate, or otherwise use, and to

authorize others to use. for federal government

purposes, all materials, the Custom Software and

modifications of it, and associated documentation

designed. developed, or installed with federal financIal

participation under the Contract, including those

materials covered by copyright and all software

source and oblect code. instructions, files, and

documentation.

Article 16, Liability

Section 16.01 Property damage.

(a) MCD will protect HHSC’s real and personal

property from damage arising from MCD’s. its

agent’s. employees’ and Subcontractors’ performance

of the Contract, and MCD will be responsible for any

loss. destruction, or damage to HHSC’s property that

results from or is caused by MCD’s, its agents’,

employees’ or Subcontractors’ negligent or wrongful

acts or omissions. Upon the loss of, destruction of. or
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damage to any property of HHSC. MCD ‘rñ notify (heHHSC Project Manager and, subject to direction fromthe Project Manager or her or his designee, will takeall reasonable steps to protect that property fromfurther damage.
(b) MCD agrees to observe and encourage itsemployees and agents to observe safety measuresand proper operating procedures at HHSC sites at alltimes.

(c) MCO will distnbute a policy statement to all ofits employees and agents that directs the employee oragent to promptly report to HHSC or to MCD anyspecial defect or unsafe condition encountered whileon HHSC premises MCD will promptly report toHHSC any special defect or an unsafe condtion itencounters or otherwise learns about.
Section 16.02 Risk of Loss.

During the period Deliverables are in transit andin possession of MCD. its carriers, or HHSC prior tobeing accepted by HHSC, MCD will bear the risk ofloss or damage, unless the loss or damage is causedby the negligence or intentional misconduct of HHSCAfter HHSC accepts a Deliverable, HHSC will bearthe risk of toss or damage to the Deliverable, exceptloss or damage attributable to the neghgence orintentional misconduct of MCO’s agents, employeesor Subcontractors.
Section 16i33 Limitation of HIISC’s Liability.

HHSC WILL NOT BE LIABLE FOR ANYINCIDENTAL. INDIRECT. SPECIAL. DR
CONSEQUENTIAL DAMAGES UNDER CONTRACT.TORT (INCLUDING NEGLIGENCE). OR OTHERLEGAL THEORY. THIS WILL APPLY REGARDLESSOF THE CAUSE OF ACTION AND EVEN IF HHSCHAS BEEN ADVISED OF THE POSSIBILITY OFTHESE DAMAGES.

HHSCS LIABILITY TO MCO UNDER THECONTRACT WILL NOT EXCEED THE TOTALCHARGES TO BE PAID BY HHSC TO MCO UNDERTHE CONTRACT. INCLUDING CHANGE ORDERPRICES AGREED TO BY THE PARTIES OROTHERWISE ADJUDICATED.
MCO’s remedies are governed by the provisionsin Article 12 (Remedies and Disputes).

Article 17. Insurance and Bonding
Section 17.01 Insurance Coverage.

Statutory and General Coverage

MCO will maintain, at the MCO’s expense, thefollowing insurance coverage

(1) Business Automobile Liability Insurancefor all owned. non-owned, and hired vehicles forbodily injury and property damage;

Ccmcreher.sive Generai Labv
insurance of at ieast $1,000.00000 per
occurrence and 35000.00003 in the aggregateIncluding Bodiiy Injury coverage of $10000000per each occurrence and Property Damage
Coverage of 525 000.00 per occurrence): and

(3) If MCOs current Comprehensive GeneralLiability insurance coverage does not meet theabove stated requirements, MCO will obtainUmbrella UabUity insurance to compensate for thedifference in the coverage amounts If UmbrellaLiability Insurance is provided, it must foIlow theform of the primary coverage.
(b) Professional Liability Coverage.

(1) MCO must maintain, or cause its NetworkProviders to maintain. Professional Liability
Insurance for each Network Provider of
$100000.00 per occurrence and $300000.00 inthe aggregate, or the limits required by the
hospital at which the Network Provider hasadmitting priv;teges

(2) MCO must maintain an Excess
Professional Liability (Errors and Omissions)
Insurance Policy for the greater of $3,000,000.00or an amount (rounded to the nearest
5100.000.00) that represents the number ofMembers enrolled in the MCO in the first monthof the applicable State Fiscal Year muitiplied by$150.00. not to exceed $l000000000.
(c) General Requirements for All insurance

Coverage

(1) Except as provided in this subsect:on atexceptions to the Contract’s insurance
requirements must be approved in writing byHHSC. HHSC’s written approval is not required inthe following sruations:

(A) An MCD or a Network Provider isnot required to obtain the insurance
coverage deschbed in Section 17.01 if theMCD or Network Provider qualifies as a
state governmental unit or municipality underthe Texas Tort Claims Act, and is required tocomply with, and subject to the provisions o(.the Texas Tort Claims Act.

(B) An MCO may waive the ProfessionalLiability Insurance requirement described in
Section 17.O1(b)(l) for a Network Provider
of Community-based Long Term Care
Services. An MCO may not waive this
requirement if the Network Provider providesother Covered Services in addition to
Community-based Long Term Care
Services, or if a Texas licensing entity
requires the Network Provider to carry
Professional Liability coverage. An MCD that
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Halves the Professionai Liabtity insurance

requirement for a Network Provider under

ths provision snot required to obtain

coverage on behalf of the Network Provider.

(2) The MCO or the Network Provider is

responsible for any deductibles stated n the

nsurance pohcies.

(3) Insurance coverage must be issued by

insurance companies authorized to conduct

business in the State of Texas.

(4) With the exception of Professional

Liability Insurance maintained by Network

Providers, all insurance coverage must name

HHSC as an additional insured. In addition, the

Professional Liability Insurance maintained by

Network Providers and Business Automobile

Liability Insurance must name HHSC as a loss

payee.

(5) Insurance coverage kept by the MCO

must be maintained in full force at all times

during the Term of the Contract, and until

HHSC’s final acceptance of all Services and

Deliverables. Failure to maintain insurance

coverage will constitute a material breach of this

Contract.

(6) With the exception of Professional

Liabihty Insurance maintained by Network

Providers, the insurance policies described in

ths Section must have extended reporting

periods of two years. When policies are

renewed or replaced, the policy retroachve date

must coincide with, or precede. the Contract

Effective Date.

(7) With the exception of Professionai

Liability Insurance maintained by Network

Providers, the insurance policies described in

this Section must provide that prior written

notice be given to NHSC at least 3D calendar

days before coverage is reduced below

minimum HHSC contractual requirements,

canceled. or non-renewed. The MOO must

submit a new coverage binder to NHSO to

ensure no break in coverage.

(8) The Parties understand and agree that

any insurance coverages and limits furnished by

the MOO wtll in no way expand or hmit the

MOOs liabilities and responsibilities specified

within the Oontract documents or by applicable

law.

(9) The MOO understands and agrees that

any insurance maintained by Hf-ISO will apply in

excess of and not contribute to insurance

provided by the MOO under the Oontract,

(10) If the MOO. or its Network Providers,

desire additional coverage, higher limits of

liability, or other modifications for its own

proteotion, the MOO or its Network Providers

wil be respoosbie for roe acou’stion and cost

such additionai protection. This adoitionai

protection will rot be an A{lovjabie Expense

under this Contract.

(11) MOO will require all insurers to waive

their rights of subrogation against HHSC for

claims arising from or relating to this Contract.

(d) Proof of Insurance Coverage

(1) Except as provided in Section

1701(d)(2). the MCO must furnish the HHSC

Project Manager original Certificates of Insurance

evidencing the required insurance coverage on or

before the Effective Date of the Contract, If

insurance coverage is renewed during the Term

of the Contract, the MOO must furnish the HHSC

Project Manager renewal certificates of

insurance, or such similar evidence. within five

Business Days of renewal The failure of HHSC

to obtain this evidence from the MOO will not be

deemed to be a waiver by HHSC and the MCO

will remain under continuing obligation to

maintain and provide proof of insurance

coverage.

t2) The MCO is not required to furnish the

NE-ISO Project Manager proof of Professionai

Liability Insurance maintained by Network

Providers on or before the Effective Date of the

Contract, but must provide that information upon

HHSC’s request during the Term of the Contract.

Section 1702 Performance Bond.

(a) Beginning on the Operational Start Date of

the Contract the MCO must obtain a performance

bond with a one-year term. The perforrnance bond

must be renewable and renewai must occur no iater

than the first day of each subsequent State Fiscal

Year. The performance bond must continue to be in

effect for one year following the expiration of the final

renewal porod. MCO must obtain and maintain the

annual performance bonds in the form prescribed by

HHSC and approved by TDI. naming HHSC as

Obligee, securing MOOs faithful performance of the

terms of this Contract. The performance bond must

comply with Tex. Ins. Code Chapter 843 and 28 Tex.

Adrnin. Code § Ii 1805 At least one performance

bond must be issued. The amount of the performance

bond(s) should total $100,000.00 for the MOO

Program covered under this Contract. Performance

bonds must be issued by a surety licensed by TDI

and specify cash payment as the sole remedy. MOO

must deliver the initial performance bond to HHSC

prior to the Operational Start Date of the Contract and

each renewal prior to the first day of the State Fiscal

Year.
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b) Pror perfom-ance c onds recered for aspecific SFY whi be released upon ccmpiehon of meaudit of the 334-day FSR for the corresponding SFY
Section 17.03 TDI Fidelity Bond.

The MCO wiB secure and maintain throughoutthe life of the Contract a fidelity bond fl compliancewith Tex. Ins Code Chapter 843 and 28 Tex. Admin.Code § 11.1805 The MCO must oromptiy provideHHSC with copies of the bond and an amendmentsor renewals.
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STAR Kids Covered Services

The following is a non-exhaustive, high-level listing of Covered Services included under the

STAR Kids Medicaid managed care program.

Medicaid MCOs are responsible for providing a benefit package to STAR Kids Members that

includes all Medically Necessary services covered under the traditiona’, fee-for-service Medicaid

programs, except for Non-capitated Services provided to Medicaid Members outside of the

MCO capitation and listed in Section 8.1.24.8 of the RFP. In accordance with Section 8.1.24.8

of the RFP, Nursing Facility Services are examples of services that are excluded from the

capitation payment to STAR Kids MCOs and are paid through HHSC’s Administrative

Contractor responsible for payment of Traditional Medicaid fee-for-service claims. The MCD

must coordinate care for STAR Kids Members for these Non-capitated Services so that STAR

Kids Members have access to a full range of medically necessary Medicaid services, both

capitated and non-capitated. The MCD may elect to offer additional Value-added Services.

The MCD should refer to the current Texas Medicaid Provider Procedures Manual for a more

inclusive list of limitations and exclusions that apply to each Medicaid benefit category. This

document can be accessed online at: http://www.tmhp.com.

The services listed in this Attachment are subject to modification based on federal and state

laws and regulations and HHSC policy updates.

Services included under the MCO capitation payment

• Ambulance services

• Audiology services, including hearing aids

• Behavioral Health Services*, including

o lnpatient mental health services. The MCO may provide these services in a free

standing psychiatric hospital in lieu of an acute care inpatient hospital setting.

o Outpatient mental health services

o Psychiatry services
o Substance use disorder treatment services, including

o Outpatient services. such as:
• Assessment
• Detoxification services
• Counseling treatment
a Medication assisted therapy

.o Residential services, which may be provided in a chemical dependency

treatment facility in lieu of an acute care inpatient hospital setting, including

• Detoxification services

• Substance use disorder treatment (including room and board)

*These services are not subject to the quantitative treatment limitations that apply under

traditional, fee-for-service Medicaid coverage. The services may be subject to the MCO’s non
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quantitative treatment imitations, provided such limitations comply with the requirements of theMental Health Parity and Addiction Equity Act of 2008.• Prenatal care provided by a physician. certified nurse midwife (CNM), nurse practitioner(NP). clinical nurse specialist (CNS), and physician assistant (PA) in a licensed birthingCenter
• Birthing services provided by a physician and CNM in a licensed birthing center• Birthing services provided by a licensed birthing center• Cancer screening, diagnostic, and treatment service• Chiropractic services
• Dialysis
• Drugs and biologicals provided in an inpatient setting• Durable medical equipment and supplies
• Early Childhood Intervention (Ed) services
• Emergency Services
• Family planning services
• Home health care services
• Hospital services, inpatient and outpatient
• Laboratory
• Mastectomy. breast reconstruction, and related follow-up procedures, including:inpatient services: outpatient services provided at an outpatient hospital andambulatory health care center as clinically appropriate; and physician andprofessional services provided in an office, inpatient, or outpatient setting forc all stages of reconstruction on the breast(s) on which medicaDy necessarymastectomy procedure(s) have been performed:surgery and reconstruction on the other breast to produce symmetricalappearance;

treatment of physical complications from the mastectomy and treatment oflymphedemas: and
o prophylactic mastectomy to prevent the development of breast cancer.o external breast prosthesis for the breast(s) on which medically necessarymastectomy procedure(s) have been performed.• Medical checkups and Comprehensive Care Program (CCP) Services through the TexasHealth Steps Program (EPSDT)

• Mental health rehabilitation services
• Mental health targeted case management
• Oral evaluation and fluoride varnish in the Medical Home in conjunction with TexasHealth Steps medical checkup for children 6 months through 35 months of age;• Optometry, glasses, and contact lenses, if medically necessary• Outpatient drugs and biologicals; including pharmacy-dispensed and provider-administered outpatient drugs and biologicals
• Personal Care Services (PCS)
• Podiatry
• Prescribed pediatric extended care center (PPECC) services• Primary care services
• Private Duty Nursing (PDN) services
• Radiology, imaging, and X-rays
• Specialty physician services
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• Telemonitoring

• Telehealth

• Therapies — physical, occupational. and speech

• Transplantation of organs and tissues

• Vision services

Services included under the MCO capitation payment for MDCP STAR Kids

The following is a list of Covered Services for Members who qualify for MDCP STAR Kids

services. The MCO must provide Medically and Functionally Necessary services to Members

who meet the functional and financial eligibility for MDCP STAR Kids.

1. Respite Care;

2. Supported Employment;

3, Financial Management Services;

4. Adaptive Aids;

5. Employment Assistance:

6. Flexible Family Support Services;

7. Minor home modifications; and

8. Transition Assistance Services.
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ent:
C

overed
S

ervice
that

is
not

O
ngoing

E
ach

calen
d
ar

day
of

H
H

S
C

m
ay

assess
up

to
$7,500

per

F
ailure

to
otherw

ise
asso

ciated
w

ith
a

non-com
pliance

calen
d
ar

day
for

each
incident

of
non-

P
rovide

a
p
erfo

rm
an

ce
stan

d
ard

in
this

m
atrix

com
pliance.

C
overed

S
ervice

and.
in

the
determ

ination
of

H
H

S
C

,

I
S

T
A

R
K

ids
this

failure
resu

lts
in

actual
harm

to

C
ontract

T
erm

s,
a

M
em

ber
or

p
laces

a
M

em
ber

at

R
F

P
§

6,
7,

8
nsk

of
im

m
inent

harm
.

and
9

3.
S

T
A

R
K

ids
T

he
M

C
D

m
ust

notify
H

H
S

C
in

T
ransition

P
eriod:

E
ach

calen
d
ar

day
of

H
H

S
C

m
ay

assess
up

to
$
5
,0

0
0

per

C
ontract

T
erm

s
w

riting:
Q

uarterly
during

non-com
pliance,

per
calen

d
ar

day
of

non-com
pliance.

S
ection

4.08
the

O
perations

SA

(i)_three_B
usiness_D

ays_after

D
erived

from
the

R
F

P
,

C
ontract,

or
H

H
S

C
’s

U
niform

M
an

ag
ed

C
are

M
anual,

2
S

tan
d
ard

specified
in

the
R

E
P

or
C

ontract.
W

here
the

d
u
e

d
ate

states
30

days,
the

M
C

D
m

ust
provide

the
deliverable

by
the

last
day

of

the
m

onth
follow

ing
the

end
of

the
reporting

period.
W

here
the

d
u
e

d
ate

states
45

days,
the

M
C

D
m

ust
provide

the
deliverable

by
th

e
15th

day
of

the
seco

n
d

m
onth

follow
ing

the
end

of
the

reporting
period.

P
eriod

during
w

hich
H

H
S

C
w

ill
ev

alu
ate

service
for

p
u
rp

o
ses

of
tailored

rem
ed

ies.

M
easu

re
ag

ain
st

w
hich

H
H

S
C

w
ill

apply
rem

ed
ies.

P
age
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D
eliverablesiL
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D
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M
atnx

R
E

P
N
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52913-0071

i
-

S
ervicW

—
—

P
erfo

n
n
an

ce
S

ta
n
d
a
rd

2
-

M
easu

rem
en

t
M

easu
rem

en
t

L
iq

u
id

ated
D

am
ag

es
G

o
m

p
o
n
en

t’
P

er!o
&

A
sse

ssm
e
n
t

4
S

u
b
co

n
tracto

rs
—

receiving
notice

from
a

M
aterial

P
eriod

S
u
b
co

n
tracto

r
of

its
intent

to
term

inate
a

S
ubcontract;

(ii)
180

calen
d
ar

days
prior

to
the

term
ination

d
ate

of
a

M
aterial

S
u
b
co

n
tract

for
M

IS
sy

stem
s

operation
or

reporting;
(iii)

90
calen

d
ar

days
prior

to
the

term
ination

d
ate

of
a

M
aterial

I
S

u
b
co

n
tract

for
non-M

IS
M

C
O

A
dm

inistrative
S

ervices;
and

:
(iv)

30
calen

d
ar

d
ay

s
prior

to
the

term
ination

d
ate

of
any

other
M

aterial
S

ubcontract.
4

R
F

P
§

6,
7,

8
A

ll
reports

and
deliverables

as
T

ransition
P

eriod;
E

ach
calen

d
ar

day
of

H
H

S
C

m
ay

assess
up

to
$250

per
and

9
specified

in
R

F
P

S
ections

6,
7,

8,
Q

uarterly
during

non-com
pliance,

per
calen

d
ar

day
ifthe

report/deliverable
‘Jrfw

m
and

9m
ust

be
subm

itted
according

O
perations

P
eriod

SA
is

not
subm

itted,
is

late,
inaccurate,

or
M

anaried
C

are
to

the
tim

efrarnes
and

requirem
ents

incom
plete.

stated
in

the
C

ontract
(including

all
M

anual
attach

m
en

ts)
and

l-IH
SC

s
U

niform
M

anaged
C

are
M

anual.
(S

pecific
R

eports
or

deliverables
listed

sep
arately

in
this

m
atrix

are
subject

to
the

specified
liquidated

:
d
am

ag
es.)

5
R

E
P

§7.3
—

T
he

M
C

O
m

ust
be

operational
no

O
perational

S
tart

E
ach

calen
d
ar

day
of

H
H

S
C

m
ay

a
sse

ss
up

to
$10,000

per
I

T
ransition

P
h
ase

later
than

the
ag

reed
upon

D
ate

non-com
pliance,

per
calen

d
ar

d
ay

for
each

day
beyond

the
S

ch
ed

u
le

and
O

perational
S

tart
D

ate.
H

H
S

C
,

or
SA

O
perational

S
tart

D
ate

that
the

M
C

O
T

ask
s

its
agent,

w
ill

d
eterm

in
e

w
hen

the
is

not
operational

until
the

day
that

the
R

P
8

1—
M

C
O

is
co

n
sid

ered
operational

M
C

O
is

operational,
including

all
r

b
ased

on
th

e
req

u
irem

en
ts

in
R

F
P

sy
stem

s.
G

eneral
S

co
p
e

S
ections

7
and

8.
of

W
ork

P
age
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R
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D
ellverablesiL
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D
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M
atrix

R
E

P
N

o
529-13-0071

#
S

erv
ice!

P
erfo

rm
an

ce
S

ta
n
d
a
rd

2
M

easu
rem

en
t

M
easu

rem
en

t
L

iq
u
id

ated
D

am
ag

es

C
o
m

p
o
n
e
n
t

1
A

sse
ssm

e
n
t

4

6.
R

E
P

§7
3.5—

T
he

M
C

O
m

ust
subm

it
to

H
H

S
C

or
T

ransition
P

eriod
E

ach
calen

d
ar

day
of

H
H

S
C

m
ay

a
sse

ss
up

to
$1,000

per

S
ystem

to
the

d
esig

n
ated

R
ead

in
ess

,
non-com

pliance,
per

calen
d
ar

day
for

each
day

a

R
ead

in
ess

R
eview

C
ontractor

the
follow

ing
report,

per
SA

deliverable
is

not
subm

itted,
is

late.

R
eview

plans
for

review
,

no
later

than
120

inaccurate,
or

incom
plete.

days
prior

to
O

perational
S

tart
D

ate;

1.
D

isaster
R

eco
v
ery

P
lan

;

2.
B

u
sin

ess
C

o
n
tin

u
ity

P
lan

;

3.
S

ecu
rity

P
lan

;

r
4.

Jo
in

t
In

terface
P

lan
;

5.
R

isk
M

an
ag

em
en

t
P

lan
;

;
6.

S
y
stem

s
Q

u
ality

A
ssu

ra
n
c
e

P
lan

;

7.
R

F
P

§7.3.7
—

F
inai

versions
of

the
P

rovider
T

ransition
P

eriod
E

ach
calen

d
ar

d
a

of
H

H
S

C
m

ay
a
sse

ss
up

to
$1,000

per

O
perations

D
irectory

m
ust

be
subm

itted
to

the
non-com

pliance,
per

calen
d
ar

day
for

each
day

th
e

R
ead

in
ess

A
dm

inistrative
S

ervices
C

ontractor
directory.

per
SA

directory
is

not
subm

itted,
is

late,

no
later

than
95

days
prior

to
the

inaccurate,
or

incom
plete.

O
perational

S
tart

D
ate.

8.
R

E
P
§

7.3.7
T

he
M

C
O

m
ust

subm
it

or
com

ply
T

ransition
P

eriod,
E

ach
incident

of
H

H
S

C
m

ay
assess

up
to

$250
per

and
8

1.21
w

ith
th

e
req

u
irem

en
ts

of
the

H
H

S
C

-
O

perations
P

eriod,
noncom

pliance
calen

d
ar

day
for

each
incident

of

approved
F

raud,
W

aste,
and

A
buse

and
T

urnover
noncom

pliance.

C
om

pliance
P

lan.
P

eriod

R
E

P
§

8.1
3

T
he

M
C

O
m

ust
com

ply
w

ith
the

Q
uarterly

P
er

incident
of

H
H

S
C

m
ay

assess
up

to
$1,000

per

A
ccess

to
C

are
contract’s

m
ileage

stan
d
ard

s
and

noncom
pliance,

S
ervice

quarter,
per

S
ervice

A
rea,

an
d

p
er

U
M

C
M

C
h
ap

ter
b
en

ch
m

ark
s

for
m

em
ber

access.
A

rea,
and

P
rovider

type
P

rovider
type.

-
—

.
.
-
—

—
----—

..—
----i—

---—
—

____

P
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D
ehverables/L
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D

am
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M
atrix

R
FP

N
o.

529-13-0071

#
S

erv
ice!

P
erfo

rm
an

ce
S

ta
n
d
a
rd

2
M

easu
rem

en
t

M
easu

rem
en

t
U

q
u
id

ated
D

am
ag

es
C

o
m

p
o
n
en

t
1

P
e
rio

d
3

A
sse

ssm
e
n
t

4
M

apping

R
F

P
§8.1.4

(1)
N

o
m

ore
than

15
percent

of
an

Q
uarterly

P
er

incident
of

non-
H

H
S

C
m

ay
a
sse

ss
up

to
$
2
5
,0

0
0

I
P

rovider
M

C
O

’s
total

hospital
adm

issions,
by

com
pliance,

per
per

quarter,
per

stan
d
ard

,
per

N
etw

ork
service

delivery
area,

m
ay

occur
in

S
ervice

A
rea

S
ervice

A
rea.

U
M

C
M

C
hapter

out-of-netw
ork

facilities,
5.3

8
O

ut-of-
(2)

N
o

m
ore

than
20

p
ercen

t
of

an
N

etw
ork

M
C

O
’s

total
em

erg
en

cy
room

visits,
U

tH
ization

by
service

delivery
area,

m
ay

occur
R

eport
in

out-of-netw
ork

facilities.

(3)
N

o
m

ore
than

20
percent

of
,

total
dollars

billed
to

an
M

C
O

for
4o
th

e
r

outpatient
serv

ices
m

ay
be

billed
by

out-of-netw
ork

providers,
I
ll

R
F

P
§8.1.4,5

—
A

.
T

he
M

C
O

m
ust

o
p
erate

a
toll-

O
perations

and
A

.
E

ach
inciden:

of
H

H
S

C
m

ay
assess:

P
rovider

H
otline

free
P

rovider
telep

h
o
n
e

hotline
T

urnover
non-com

pliance
for

P
rovider

inquiries
from

8
per

SA
A

.
P

er
SA

,
up

to
$100

for
each

hour
A

M
—

S
PM

,
local

tim
e

for
the

or
portion

of
the

hour
that

SA
,

M
onday

through
F

riday.
Ii

E
ach

p
ercen

tag
e

appropriately
staffed

toll-free
excluding

S
tate-ap

p
ro

v
ed

point
below

the
lines

are
riot

operational.
Ifthe

holidays
stan

d
ard

for
1

and
M

C
O

s
failure

to
m

eet
the

I

each
p
ercen

tag
e

p
erfo

rm
an

ce
stan

d
ard

is
cau

sed
f

8.
P

erfo
rm

an
ce

S
tan

d
ard

s:
point

ab
o
v
e

the
by

a
F

orce
M

ajeure
E

vent,
H

H
S

C
.

stan
d
ard

for
2

and
w

ill
not

assess
liquidated

1
C

all
pick-up

rate
—

A
t

least
I

9
p
ercen

t
of

calls
are

3
per

SA
d
am

ag
es

u
n
less

th
e

M
C

O
fails

to
I

an
sw

ered
on

or
before

the
C

.
P

er
m

onth,
for

each
im

plem
ent

its
D

isaster
R

ecovery
I

fourth
ring,

or
an

au
to

m
ated

30-second
tim

e
P

lan.
call

pick-up
system

is
used:

increm
ent,

or
8,

U
p

to
$100

per
SA

for
each

2
N

o
m

ore
than

1%
of

portion
of

it.
by

p
ercen

tag
e

point
for

each
incom

ing
calls

receive
a

busy
w

hich,the
av

erag
e

stan
d
ard

that
the

M
C

O
fails

to
signal

hold
tim

e
ex

ceed
s

m
eet

the
req

u
irem

en
ts

for
a

the_maximum

m
onthly

reporting
period

for
any

P
age

4
o
ilS



STA
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K
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R
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P
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D

ehverables!L
iquidated

D
am
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M

atrix

R
E

P
N

o
529-13-0071

R
F

P
§
8
.1

5
.6

.2
—

M
em

ber
H

otilne
R

eq
u
irem

en
ts

A
.

T
he

M
C

D
m

ust
o
p
erate

a
toll-

free
hotline

that
M

em
bers

can

call
24

hours
a

day.
7

days
a

w
eek.

B
.

P
erfo

rm
an

ce
S

tan
d
ard

s.

I.
C

all
pick-up

rate—
A

t
least

99
p
ercen

t
of

calls
are

an
sw

ered
on

or
before

the

fourth
ring,

or
an

au
to

m
ated

call
pick-up

sy
stem

is
used;

2.
N

o
m

ore
than

1%
of

incom
ing

calls
receive

a
busy

signal;

A
.

E
ach

incident
of

non-com
pliance

per
SA

B.
E

ach
p
ercen

tag
e

point
below

the
stan

d
ard

for
1

and
3

and
each

p
ercen

tag
e

point
above

the
stan

d
ard

for
2

and
4

per
SA

P
er

m
onth,

for
each

3
0
-seco

n
d

tim
e

increm
ent,

or
portion

of
the

increm
ent,

by

H
H

S
C

m
ay

assess:

A
.

P
er

SA
,

up
to

$100
for

each
hour

or
portion

of
the

hour
that

toll-

free
lines

are
not

operational.
If

the
M

C
O

s
failure

to
m

eet
th

e

p
erfo

rm
an

ce
stan

d
ard

is
cau

sed

by
a

F
orce

M
ajeure

E
vent,

H
H

S
C

w
ill

not
assess

liquidated

d
am

ag
es

u
n
less

the
M

C
D

fails

to
im

plem
ent

its
D

isaster

R
ecovery

P
lan.

#
S

ervice!
P

erfo
rm

an
ce

S
ta

n
d
a
rd

2
M

easu
rem

en
t

M
easu

rem
en

t
L

iq
u
id

ated
D

am
ag

es

C
o
m

p
o
n
en

t’
P

e
rio

d
3

A
sse

ssm
e
n
t

4

3
C

all
ab

an
d
o
n
m

en
t
ra

te
-

-
accep

tab
le

hold
M

C
O

o
p
erated

loll-free
lines

C
all

ab
an

d
o
n
m

en
t

rate
is

7
tim

e
I

C
U

p
to

$100
m

ay
be

assessed
for

p
ercen

t
or

less
each

3
0
-seco

n
d

tim
e

increm
ent

C
A

verage
hold

tim
e

is2
m

inutes
or

portion
of

the
tim

e
increm

ent

or
less

by
w

hich
the

M
C

O
’s

av
erag

e
hold

I
tim

e
ex

ceed
s

the
m

axim
um

accep
tab

le
hold

tim
e

12
R

E
P

§
8
1

5
1

N
o

later
th

an
the

5th
B

u
sin

ess
D

ay
T

ransition
E

ach
incident

cf
H

H
S

C
m

ay
assess

up
to

$500
per

M
em

oer
follow

ing
the

receipt
of

the
O

perations
noncom

pliance
incident

of
the

M
C

O
s

failure
to

m
ail

M
aterials

enrollm
ent

file
from

the
T

urnover
M

em
ber

M
aterials

A
dm

inistrative
S

ervices
C

ontractor

the
M

C
D

m
ust

m
ail

a
M

em
b
ers

ID

card
and

M
em

ber
H

andbook
to

the

A
ccount

N
am

e
or

C
ase

H
ead

for

each
new

M
em

ber

13.
O

ngoing
during

O
perations

and
T

urnover

C
B

.
P

er
SA

,
up

to
$100

for
each

p
ercen

tag
e

point
for

each

stan
d
ard

that
the

M
C

D
tails

to
m

eet
the

req
u
irem

en
ts

for
a

P
age

5
of
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;
T

-

M
easu

rem
en

t
M

easu
rem

en
t

-
-

L
iq

u
id

ated
D

am
ag

es
C

o
m

p
o
n
en

t
4

P
e
rio

d
3

A
sse

ssm
e
n
t

4
3

C
all

hold
rate—

A
t

least
80

w
hich

the
av

erag
e

m
onthly

reporting
period

for
any

p
ercen

t
of

calls
m

ust
be

hold
tim

e
ex

ceed
s

M
C

D
o
p
erated

toll-free
lines.

an
sw

ered
by

toll-free
line

staff
the

m
axim

um
.

U
p

to
$100

m
ay

be
assessed

for
w

ithin
30

seco
n
d
s;

accep
tab

le
hold

each
3
0
-seco

n
d

tim
e

increm
ent,

1
4

C
all

ab
an

d
o
n
m

en
t

rate—
m

e
or

portion
of

the
increm

ent,
by

C
all

ab
an

d
o
n
m

en
t

rate
is

7
w

hich
th

e
M

C
O

’s
av

erag
e

hold
percent

or
less

tim
e

ex
ceed

s
the

m
axim

um
accep

tab
le

hold
tim

e.
C

.
A

verage
hold

tim
e

is
2

m
inutes

or
less.

14.
R

E
P

§8.1
5.9—

T
he

M
C

D
m

ust
resolve

at
least

98
Q

uarterly
during

P
er

reporting
period,

H
H

S
C

m
ay

assess
up

to
$250

per
M

em
ber

p
ercen

t
of

M
em

ber
and

P
rovider

the
O

perations
per

SA
reporting

period
if

the
M

C
D

fails
to

C
om

plaint
and

C
om

plaints
w

ithin
30

calen
d
ar

days
P

eriod
m

eet
the

p
erfo

rm
an

ce
stan

d
ard

.
A

ppeal
P

ro
cess

from
the

d
ate

th
e

C
om

plaint
is

R
E

P
§8.1.27

1
received

by
the

M
C

D
.

P
rovider

.
.
E

T
e
t_
_
.
_

—
.
-
.
—

-
—

-
-
_
_
_
_

.
15

R
E

P
§8.1.5.9—

T
he

M
C

D
m

ust
resolve

at
least

98
Q

uarterly
during

P
er

reporting
period,

H
H

S
C

m
ay

assess
up

to
$500

per
M

em
ber

p
ercen

t
of

M
em

ber
A

ppeals
w

ithin
the

O
perations

per
SA

reporting
period

ifthe
M

C
D

fails
to

C
om

ptaint
and

30
calen

d
ar

days
from

the
date

the
P

eriod
m

eet
the

p
erfo

rm
an

ce
stan

d
ard

.
-

A
ppeal

P
ro

cess
A

ppeal
is

filed
w

ith
the

M
C

D
.

16
R

E
P

§8.1.6
—

T
he

M
C

D
m

ay
not

en
g
ag

e
in

T
ransition,

P
er

incident
of

non-
H

H
S

C
m

ay
assess

up
to

$1,000
per

M
arketing

and
prohibited

m
arketing

practices.
Q

uarterly
during

com
pliance

incident
of

non-com
pliance.

P
rohibited

the
D

perations
j

P
ractices

P
eriod

U
m

tcrm
M

anaged
C

are

!
.._

.e
B

±
_
_
_
_
.._

._
_
_
_

P
age

6
o
tiS



STA
R

K
ds

R
EP

A
ttachm

ent
8-2

—
D

ehverablesiL
iquidated

D
am

ages
M

atux

R
FP

Nc.
52913-0071

R
E

P
§
8
1
1
6
.2

—
B

ehavioral
H

eaith
Services

H
othne

&
T

he
M

C
D

m
ust

have
an

em
erg

en
cy

and
crisis

B
ehavioral

H
ealth

serv
ices

H
otline

available
24

hours
a

day,
7

days
a

w
eek,

toll-free

throughout
the

S
A

(s).

B
.

C
risis

hotline
staff

m
ust

include

or
h
av

e
access

to
qualified

B
ehavioral

H
ealth

S
ervices

p
ro

fessio
n
als

to
assess

behavioral
health

em
erg

en
cies.

C
.

T
he

M
C

D
m

ust
en

su
re

that
the

toll-free
B

ehavioral
H

ealth
S

erv
ices

H
otline

m
eets

the
follow

ing
m

inim
um

p
erfo

rm
an

ce
requirem

ents
for

the
S

T
A

R
+

P
L

U
S

P
rogram

:

1.
C

all
pick-up

rate:
99

percent

of
calls

are
an

sw
ered

by
the

fourth
ring,

or
by

an
au

to
m

ated

call
pick-up

system
;

2.
N

o
m

ore
than

1%
of

incom
ing

calls
receive

a
busy

signal:

3.
C

all
hold

rate:
A

t
least

80
p
ercen

t
of

calls
m

ust
be

an
sw

ered
by

toll-free
line

staff
w

ithin
30

seco
n

d
s:

4.
C

all
ab

an
d

o
n

m
en

t
rate:

T
he

call
ab

an
d

o
n

m
en

t
rate

is
7

B.
E

ach
incident

of
non-com

pliance
per

C
.

P
er

SA
,

per
m

onth,
each

p
ercen

tag
e

point
below

the
stan

d
ard

for
1

and

3
and

each
p

ercen
tag

e
point

above
the

stan
d
ard

for
2

and
4

D
.

P
er

m
onth.

for
each

3
0
-seco

n
d

tim
e

increm
ent,

or
portion

thereof,
by

w
hich

the
av

erag
e

hold
tim

e
ex

ceed
s

the
m

axim
um

acceptable
hold

tim
e

L
iq

u
id

ated
D

am
ag

es

U
p

to
$100

for
each

hour
or

portion
of

the
hour

that

appropriately
staffed

toll-free

lines
are

not
operational

If the

M
C

D
’S

failure
to

m
eet

the

p
erfo

rm
an

ce
stan

d
ard

is
cau

sed

by
a

F
orce

M
ajeure

E
vent,

H
H

S
C

w
ill

not
a
sse

ss
liquidated

d
am

ag
es

u
n
less

the
M

C
D

fails

to
im

plem
ent

its
D

isaster
R

ecovery
P

lan

B
U

p
to

$100
per

incident
for

each

o
ccu

rren
ce

that
H

H
S

C
identifies

through
its

recurring
m

onitoring

p
ro

cesses
that

toll-free
line

staff

w
ere

not
qualified

or
did

not

have
access

to
qualified

p
ro

fessio
n
als

to
assess

behavioral
health

em
erg

en
cies

C
U

p
to

$100
for

each
p

ercen
tag

e

point
for

each
stan

d
ard

that
the

M
C

D
fails

to
m

eet
the

req
u
irem

en
ts

for
a

m
onthly

reporting
penod

for
any

M
C

D
-

o
p
erated

toll-free
lines

D
U

p
to

$100
m

ay
be

assessed
for

each
3
0
-seco

n
d

tim
e

increm
ent

or
portion

of
the

increm
ent

during
w

hich
the

M
C

C
’S

av
erag

e

hold
tim

e
ex

ceed
s

the
m

axim
um

17

T
perform

ance
S

ta
n
d
a
rd

2
I

M
easurem

ent

c
o
m

p
o
n
e
n
t

1

_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_

j
R

ed
S

A
sse

ssm
e
n
t

4

O
perations

and
T

urnover
A

E
ach

incident
of

non-com
pliance

per

SA

H
H

S
C

m
ay

a
sse

ss

A.

SA
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fT
A

R
K

ids
R

FP
A

trachm
ent

B
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—
D

eliverabres!L
iquidated

D
am

ages
M

atnx
R

E
P

N
o.

529-13-0071

#
S

erv
icel

P
erfo

rm
an

ce
S

ta
n
d
a
rd

2
M

easq
rem

en
t

M
easu

rem
en

t
L

iq
u
id

ated
D

am
ag

es
C

o
m

p
o
n
en

t’
P

erlo
&

A
sse

ssm
e
n
t

4
.
—

—

percent
or

less.
—

acceptable
hold

tim
e.

D
.

A
verage

hold
tim

e
is

2
m

inutes
I

or
less.

18.
R

F
P

§8,1.19.2
F

inancial
S

tatistical
R

eports
(F

S
R

Q
uarterly

during
P

er
calen

d
ar

day
of

H
H

S
C

m
ay

assess
up

to
$
1
0
0
0

per
r{nancial

the
O

perations
non-com

pliance,
per

calen
d
ar

day
a

quarterly
or

annual
R

eporting
F

or
each

SA
,

the
M

C
O

m
ust

file
P

eriod
SA

report
is

not
subm

itted,
is

late,
R

eq
u
irem

en
ts

quarterly
and

annual
F

S
R

s.
inaccurate,

or
incom

plete.
Q

uarterly
reports

are
d
u
e

no
later

U
niform

than
30

days
after

th
e

conclusion
of

f1
an

ag
ed

C
are

each
S

tate
F

iscal
Q

uarter
(S

F
Q

).
M

anual
—

T
he

first
annual

report
is

d
u
e

no
C

h
ap

ter
5

later
than

120
d
ay

s
after

the
end

of
each

C
ontract

Y
ear

and
the

seco
n
d

annual
report

is
d
u
e

no
later

than
365

days
after

the
end

of
each

C
ontract

Y
ear.

19.
R

F
P

§
8
.1

.1
9
2

—
M

edicaid
D

isproportionate
S

h
are

4th
Q

uarter
of

the
P

er
calen

d
ar

day
of

H
H

S
C

m
ay

assess
up

to
$1,000

per
E

niancial
H

ospital
(D

S
H

)
R

eports:
T

he
M

C
Q

O
perations

P
eriod

non-com
pliance,

per
calen

d
ar

day,
per

SA
,

for
each

day
R

eporting
m

ust
subm

it,
on

an
annual

basis,
(611—

8/31)
SA

the
report

is
not

subm
itted,

is
late,

R
equirem

ents:
prelim

inary
an

d
final

D
SH

R
eports.

inaccurate,
or

incom
plete.

T
he

P
relim

inary
report

is
due

no
later

than
Ju

n
e

1
after

each
U

niform
reporting

year,
and

the
final

report
M

anaged
C

are
is

due
no

later
than

July
1

after
M

anual
each

reporting
year.

A
ny

claim
s

C
h
ap

ter
5

ad
d
ed

after
July

1
m

ust
include

supporting
claim

docum
entation

for
H

H
S

C
validation.

f 20.1
R

F
P

§8.1.19.2
C

laim
s

L
ag

R
eport

m
ust

be
O

perations,
P

er
calen

d
ar

day
of

H
H

S
C

m
ay

assess
up

to
$
1
,0

0
0

per
‘

‘
F

inancial
subm

itted
by

the
last

day
of

the
T

urnover
non-com

pliance,
calendar

day/per
P

rogram
the

report
.
.
.

i,c
s

i..a
is

not
subm

itted,
late,

inaccurate,
or

P
age

8
of

18
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D
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M

atnx

R
FP

N
o

529-13-0071

S
erv

iceL
C

o
m

p
o
n
en

t
1

R
equirem

ents:
U

niform
M

anaged
C

are
M

anual
C

h
ap

ters
5.6.2

and
5.6

1

R
F

P
§8.1.19.2.

F
inancial

R
eporting

R
eq

u
irem

en
ts

R
F

P
§8.1.19.2

F
inancial

R
eporting

R
equirem

ents

F
inancial

D
isclosure

R
eport:

an

annual
subm

ission
no

later
than

3D

d
ay

s
after

the
end

of
each

calen
d
ar

y
ear

and
u
p
d
ate

after
any

ch
an

g
e,

no
later

than
30

days
after

the

change.

A
ffiliate

R
eport:

on
an

as-o
ccu

rs

b
asis

an
d

annually
by

A
ugust

31
of

each
year

in
acco

rd
an

ce
w

ith
the

U
niform

M
anaged

C
are

M
anual.

T
he

a
s-o

c
c
u
rs

update
is

due
w

ithin
30

d
ay

s
of

the
ev

en
t

triggering
the

change.

H
H

S
C

m
ay

assess
up

to
$1,000

per

calendar
day

the
report

is
not

subm
itted

late.
inaccurate,

or

incom
plete,

H
H

S
C

m
ay

assess
up

to
$1,000

per

calendar
day

the
report

is
not

subm
itted,

late,
inaccurate,

or

incom
plete.

4
P

erfo
rm

an
ce

S
ta

n
d
a
rd

2

period

M
easu

rem
en

t
P

er lo
d

M
easu

rem
en

t
A

sse
ssm

e
n
t

4

21.

22.

L
iq

u
id

ated
D

am
ag

es

incom
plete

O
perations,

T
urnover

P
er

calen
d
ar

day
cf

non-com
pliance

O
perations,

T
urnover

P
er

calen
d
ar

day
of

non-com
pliance

2
1
1

R
F

P
§
8
1
.1

9
.2

,
TD

I
E

xam
ination

R
eport:

furnish
—

O
perations

P
er

calen
d
ar

day
of

H
H

S
C

m
ay

a
sse

ss
u
p
to

$1,000
per

F
inancial

H
H

S
C

w
ith

a
full

and
com

plete
copy

T
urnover

‘
non-com

pliance
calendar

day
the

report
is

not

R
eporting

of
any

TD
I

E
xam

ination
R

eport
subm

itted,
late,

inaccurate,
or

R
eq

u
irem

en
ts

issu
ed

by
TD

I
no

later
than

30
incom

plete.

i
calen

d
ar

days
after

receipt
of

the

final
version

from
TD

I.

24.
R

F
P

§8.1
19.2,

T
D

I
F

inancial
Filings:

S
ubm

it
O

perations,
P

er
calen

d
ar

day
of

j
H

H
SC

m
ay

assess
up

to
$500

per

F
inancial

copies
to

H
H

S
C

of
reports

T
urnover

non-com
pliance

calen
d
ar

day
the

report
is

not

R
eporting

subm
itted

to
TD

I.
subm

itted,
late,

inaccurate,
or

.
.

incom
plete.

P
age

9
at
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#‘f
S

erv
ice!

P
erfo

rm
an

ce
S

ta
n
d
a
rd

2
M

easu
rem

en
t

M
easu

rem
en

t.
L

iq
u
id

ated
D

áñ
iag

es.
C

o
m

p
o
n
e
n
t
’

—
P

e
rio

d
3

—
—

_
_
A

sse
ssm

e
n
t

4
—

_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_

25
R

F
P

§8.1.19.2,
F

ilings
w

ith
O

ther
E

ntities,
and

O
perations,

P
er

calen
d
ar

day
of

H
H

S
C

m
ay

a
sse

ss
up

to
$500

per
F

inancial
O

ther
A

nnual
F

inancial
R

eports:
non-com

pliance
calen

d
ar

day
the

report
is

not
R

eporting
subm

it
an

electronic
copy

of
the

T
urnover

subm
itted,

late,
inaccurate,

or
R

eq
u
irem

en
ts

reports
or

filings
pertaining

to
the

incom
plete.

M
C

O
,

or
its

parent,
or

its
parent’s

parent.

26.
R

R
’

S8.1
19.2,

A
udit

R
eports—

com
ply

w
ith

U
M

C
M

O
perations,

P
er

calen
d
ar

day
of

H
H

S
C

m
ay

assess
up

to
$500

per
F

inancial
req

u
irem

en
ts

regarding
notification

n
o
n
co

m
p
lian

ce
calen

d
ar

day
the

report
is

not
R

eporting
or

subm
ission

of
audit

reports.
subm

itted,
late,

inaccurate,
or

,
R

eq.iirem
ents;

incom
plete.

U
M

O
M

C
h.

•
5.2.11

27
R

F
P

§8.1.19.2,
R

eport
of

L
egal

and
O

ther
T

ransition.
P

er
calendar

day
of

H
H

S
C

m
ay

assess
up

to
$
1
,0

0
0

per
F

inancial
P

ro
ceed

in
g
s

and
R

elated
E

vents
—

O
perations,

non-com
pliance

calen
d
ar

day
the

report
is

not
R

eporting
com

ply
w

ith
U

M
C

M
req

u
irem

en
ts

subm
itted,

late,
inaccurate,

or
R

equirem
ents;

regarding
the

disclosure
of

certain
incom

plete.
U

M
C

M
C

li.
5.8

m
atters

involving
the

M
C

O
,

its
A

ffiliates,
or

its
M

aterial
S

ubcontractors,
as

specified.
T

his
requirem

ent
is

both
on

an
as-o

ccu
rs

b
asis

and
an

annual
report

due
I

annually
on

A
ugust

31.
28

R
F

P
§8

1
1
9
2

E
m

ployee
B

onus
and/or

Incentive
O

perations
P

er
calen

d
ar

day
of

H
H

S
C

m
ay

assess
up

to
$500

per
F

inancial
P

aym
ent

P
lan,

R
egistration

non-com
pliance

cafen
d
ar

day
the

report
is

not
R

eporting
S

tatem
en

t
(aka

F
orm

B
”),

and
subm

itted,
late,

inaccurate,
or

R
eq

u
irem

en
ts

T
hird

P
arty

R
ecovery

(T
P

R
)

incom
plete.

R
eports.

R
F

P
§8.1

20—
T

he
M

C
O

’s
M

IS
m

ust
be

able
to

Q
uarterly

during
P

er
calen

d
ar

day
of

H
H

S
C

m
ay

assess
up

to
$5,000

per
-
—

M
an

ag
em

en
t

resu
m

e
o
p
eratio

n
s

w
ithin

72
hours

the
O

perations
non-com

pliance,
per

calen
d
ar

day
of

non-com
pliance.

P
age

lO
ot
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1
A

sse
ssm

e
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D
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d
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m
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laim

s
w

ithin
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p
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d
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d
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d
ar

day
that

the
report

is
not

:
U

M
C

M
C

h
ap

ter
w

ithin
30

B
u
sin

ess
D

ays
of

T
urnover

subm
itted,

late,
inaccurate,

or
5.5
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d
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m
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d
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d
ar

not
subm

itted,
are

late,
inaccurate,

or
M
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pliance
incom
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C
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m
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d
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obtain
m

edical
day

of
n
o
n
-co

m
p
lan

ce
calen

d
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M
igrant

(f)
Q

uarterly
(c)

P
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d
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d
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D
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El Paso

Medicaid Rural

Service Area (MRSA)

Sea MRSA map Attacnme”tn.

3 1. for MRSA reqons

Service Area Counties Served

Hear Arascosa. Bandc,a, EIcxar, ( omaL Guadalupe. Kcndall. \Iedina. Wilson

Dallas Colhn, Dallas, Ellis. Hurt. Kautinan, Navarro. Rockwall

El Paso El Paso. Fludspeth

Harris Austin, Brazoria. Fort Bend, Galveston. Harris,Matatzorda. Montgpme. Waller. \ harton

Ilidalgo Cameron. Duval, Hidalgo. Jim l-iogg. Maverick. \lc\lullen, Starr. Webb. Wiliac. Zapata

,iefferson Chambers, Hardin. Jasper. Jetlerson. Liberty, Newton, Orange, Polk, San Jacinto. Fyier, Walker

Lubbock Carson. (rosby. Deaf Sniith. Floyd. Gau& Hale. tocklev. Fltnchinson. Lamb. Lubboct Lynn. Potter. Randall.

S’ sher. Tern

Medicaid RSA Anderson, Andrews, Angclina. Archer, Armstrong, Bailey. Baylor, Bell. Blanco. Borden, Bosque, Bowie. Brazos.

Brewster. Bnscce. Brown. Burleson. Callahan. Camp. Cass, Castro. Cherokee. C hiidress. Cia’. Cochran. Coke,

Coleman. Collings’sorth. Colorado, Comanche, (‘oncho, Cooke. C’orycll. Conic. Crane. Crockett Culberson.

Dallam. Dawson. Delta, Dewitt, Dickens, Dimmit. Donley, Eastland. Ector. Edwards. Erath, Falls, Fannin, Fisher,

Foard. Franklin. Freestone. Fno. Gaines. Gillespie. Glasseock. Gonzales. Gray, Gras son. Gregg. Grimes. Hall.

Hamilton. Flansford. Hardeman, Harrison, Hartle’, Haskell, Hemphili. Henderson. Hill, Flopkins. Houston, llcmard.

lrion, Jack, Jackson, Jeff Davis, Jones, Kent. Kerr, Kimble, King, Kinney, Knox, La Salle. Lamar, Lampasas,

Lavaca. Leon. Limestone. Lipscomb. Llano. Lo’ ing. N fadison. Marion. Martin. Mason. McCulloch. McLennan.

Menard, Midland. \lilam. Mills, Mitchell, Montague. Moore. Morris. Motley. Nacogdoches. Nolan. Ochiltree.

Oldham, Palo Pinto, Panola, Partner, Pecos, Presidio. Rains, Reagan, Real, Red River, Reeves. Roberts, Robertson,

Runnels. Rusk. Sabine, San Augustine. San Saba. Schleicher. Scurry, Shackelford. Shelby. Sherman. Smith.

Somervell. Stephens. Sterling. Stonewall. Sutton. Taylor. Terrell. Throckmonon. Titus. Tom Green. Trinity. Lpshur.

Upton. Uvalde, Val Verde, Van Zandt, Ward, Washington. Wheeler, Wichita, Wilbarger. Winkler, Wood, Voakum.

Young. Zaala

Nueces .kransas, Bee, Brooks, Calhoun, Jim Wells, Karnes, Kenedy, Kleberg, Live Oak. Nueces. Refugio. San Patricio.

Victoria

Travis Bastrop. Burnet. Caldwell. Fayette. Hays. Lee. ‘Fravis. Williamson

STAR Kids
Service Areas

Attachment B-3

Dallas

Travis

Bexar

Hidalgo

Harris

Noeces





Attachment B-il

Service Area Counties Served

Medicaid RSA Rn1. l3lanco, Bosque. Brazos, Burleson, Colorado. Conianchtu ConcH. DeWitt. Li-at .. FaNs. Freestone. Gillespie.
—Central Texas Gonzales. Grimes. Hamilton. Hill. Jackson, Lampasa.. l,a’aea. Leon. Liniestone. Llano. Madison. \lclennan.

\lilain. \lilR, Robertson. San Saba. Somenell. Washinutoil

Medicaid RS
— Northeast
Texas

\nderson.Ancelina. Bowie. Camp. Cass. Cherokee. Cooke. Delta. Fannin. Franklin. Gras son. Gregg. Harrison.
Henderson, Hopkins. Houston. Lamar. Marion. Montague. Morris. acosdoches. Panola. Rains. Red Ri\er. Rusk.
Sabine. San Angnstine. Shelby. Smith, Titus Trinit’. Lpsliur. Van Zandr. Wood

Medicaid RS.
— West Texas

Andre”s. Archer. Armstrong, Bailey. Baylor. Borden. Brewster. Briscoe. Ri-own. Callahan. Castro. Childress. Clay,
Cochran. Coke, Coleman, Collingsworth. Concho. Cotile. Crane. Crockett. Culberson. Dallam. Dawson. Dickens.
Dimmit. Donley, Eastland. Ector, Edwards. Fisher. Foard, Frio. Gaines, Glasscock, Gray, Hall. l-lansford. Hardeman.
Hartley, Haskell, 1-lemphill, Howard, Irion, Jack. Jeti Davis,Jones, Kent. Kerr. Kimble, King, Kinney. Knox, La
Salle, Lipscomb, Loving, Martin. Mason, McCnlloch. Menard, Midland, Mitchell, Moore, Motley. Nolan, Ochiltree,
Oldham. Palo Pinto, Parmer. Pecos, Presidio. Reagan. Real, Reeves, Roberts, Runnels, Schleicher. Scurr.
Shackelford, Sherman, Stephens, Sterling, Stonewall. Sutton, Taylor, Terrell. Throckmorton, Tom Green. Upton.
Uvalde, Val Verde, Ward. Wheeler. Wichita. Wilbarger. Winkler, Yoakum. Young, Zavala

STAR Kids
Medicaid Rural

Service Area (MRSA)
Regions

MRSA — Northeast Texas

MRSA — Central TexasMRSA — West Texas




