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CENTERS FOR MEDICARE & MEDICAID SERVICES
CENTER FOR MEDICAID & CHIP SERVICES

Children and Adults Health Programs Group

November 18, 2014

Ms. Julie Weinberg

Director

Medical Assistance Division

New Mexico Human Services Department
P.O. Box 2348

Santa Fe, NM 87504

Dear Ms. Weinberg:

The Centers for Medicare & Medicaid Services (CMS) is approving New Mexico’s attachments for
the Section 1115 Demonstration titled “Centennial Care” (Project Number 11-W-00285/6) in
accordance with the STCs. We have revised the STCs to reflect all attachments where there were
previously placeholders for the following:

e Attachment F: Uncompensated Care (UC) Payment Application Template (STC 82)
e Attachment H: HQII Payment Methodology (STC 83)
e Attachment I: Independent Consumer Supports System Plan (STC 56)

In addition, we have reflected the adoption of the medically fragile into the Centennial Care waiver as
of January 1, 2016.

Your project officer for this demonstration is Mrs. Vanessa Sammy. She is available to answer any
guestions concerning your section 1115 demonstration. Mrs. Sammy’s contact information is:

Centers for Medicare & Medicaid Services
Center for Medicaid and CHIP Services
Mail Stop S2-02-26

7500 Security Boulevard

Baltimore, MD 21244-1850

Telephone: (410) 786-2613

E-mail: Vanessa.Sammy@cms.hhs.gov

Official communications regarding program matters should be sent simultaneously to Mr. Bill
Brooks, Associate Regional Administrator for the Division of Medicaid and Children’s Health in the
Dallas Office. Mr. Brooks’ contact information is as follows:

Mr. Bill Brooks

Associate Regional Administrator

Division of Medicaid and Children Health Operations
1301 Young St., Ste. 833
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Dallas, TX 75202

We look forward to continuing to partner with you and your staff on the New Mexico “Centennial
Care” demonstration.

Sincerely,
Is/

Manning Pellanda, Director
Division of State Demonstrations and Waivers

Enclosures

cc: Bill Brooks, ARA, Region VI
Angela D. Garner, CMCS
Vanessa Sammy, CMCS
Paul Boben, CMCS



CENTERS FOR MEDICARE & MEDICAID SERVICES

WAIVER LIST
NUMBER: 11W 00285/6
TITLE: Centennial Care
AWARDEE: New Mexico Human Service Department

All requirements of the Medicaid program expressed in law, regulation, and policy statement, not
expressly waived or specified as not applicable in the following list, shall apply under this
Centennial Care Demonstration. The Centennial Care Demonstration will operate under these
waiver authorities beginning January 1, 2014, unless otherwise stated. The waiver authorities
will continue through December 31, 2018, unless otherwise stated.

The following waivers shall enable New Mexico to implement the Centennial Care Medicaid
section 1115 demonstration.

A. Title XIX

1. Amount, Duration and Scope of Services Section 1902(a)(10)(B)
To the extent necessary to enable New Mexico to vary the amount, duration, and scope of

services offered to individuals regardless of eligibility category, by permitting managed care

plans to offer varied medically appropriate value added services to beneficiaries who are enrolled

in Centennial Care.

To the extent necessary to enable the State to offer certain long-term services and supports and
care coordination services to individuals who are Medicaid eligible and who meet nursing
facility level of care, as described in paragraph 30 of the Special Terms and Conditions.

2. Freedom of Choice Section 1902(a)(23)(A)
To the extent necessary to enable New Mexico to restrict freedom of choice of provider through
the use of mandatory enrollment in managed care plans for the receipt of covered services. No

waiver of freedom of choice is authorized for family planning providers.

Mandatory enrollment of American Indians/ Alaskan Natives (AlI/ANS) is only permitted as
specified in paragraph 24 of the STCs.

3. Self-Direction of Care Section 1902(a)(32)

To the extent necessary to permit persons receiving certain services to self-direct their care for
such services.

Demonstration approval period: January 1, 2014 through December 31, 2018 1
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CENTERS FOR MEDICARE & MEDICAID SERVICES

EXPENDITURE AUTHORITY
NUMBER: 11W 00285/6
TITLE: Centennial Care
AWARDEE: New Mexico Human Service Department

Under the authority of section 1115(a)(2) of the Social Security Act (the Act), expenditures made
by New Mexico for the items identified below, which are not otherwise included as expenditures
under section 1903 of the Act shall, for the period of this Demonstration extension, be regarded
as expenditures under the State’s title XIX plan.

The following expenditure authorities may only be implemented consistent with the approved
Special Terms and Conditions (STCs) and shall enable New Mexico to implement the Centennial
Care Medicaid section 1115 Demonstration. All other requirements of the Medicaid program
expressed in law, regulation, and policy statements shall apply to these expenditures, unless
identified as not applicable below.

1. Expenditures made under contracts that do not meet the requirements in section 1903(m) of
the SSA specified below. Managed care plans participating in the demonstration will have to
meet all the requirements of section 1903(m), except the following:

e Section 1903(m)(2)(H) and Federal regulations at 42 CFR 438.56(g) but only insofar as
to allow the State to automatically reenroll an individual who loses Medicaid eligibility
for a period of 90-days or less in the same managed care plan from which the individual
was previously enrolled.

e Expenditures made under contracts that do not meet the requirements of
1903(m)(2)(A)(iii) and implementing regulations at 42 CFR 438.6(c)(3)(ii) but only
insofar as to allow the State to include in calculating MCO capitation rates the provision
of beneficiary rewards program incentives for health-related items or services in
accordance with section VII of the STCs.

2. Expenditures for Centennial Care beneficiaries who are age 65 and older and adults age 21
and older with disabilities and who would otherwise be Medicaid-eligible under section
1902(a)(10)(A)(ii)(\VI) of the Act and 42 CFR 8435.217 in conjunction with section
1902(a)(10)(A)(ii)(V) of the Act, if the services they receive under Centennial Care were
provided under an HCBS waiver granted to the State under section 1915(c) of the Act as of the
initial approval date of this demonstration. This includes the application of spousal
impoverishment eligibility rules.

3. Expenditures for community intervener services furnished to deaf and blind Centennial Care
beneficiaries, as defined in STC 31.
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Safety Net Care Pool

Subject to an overall cap on the Uncompensated Care (UC) Pool and the Hospital Quality
Improvement Incentive (HQII) Pool, the following expenditure authorities are granted for this
demonstration:

4. Expenditures for payments to hospitals for uncompensated costs of inpatient and outpatient
hospital services provided to Medicaid eligible or uninsured individuals, to the extent that those
costs exceed the amounts paid to hospitals pursuant to section 1923 of the Act, but subject to the
hospital-specific limitations set forth at section 1923(g) of the Act and the methodologies for
determining uncompensated costs that are used under section 1923.

5. Expenditures for incentive payments from pool funds for the Hospital Quality Improvement
Incentive Pool.

REQUIREMENTS NOT APPLICABLE TO ALL EXPENDITURE AUTHORITIES
All requirements of the Medicaid program explicitly waived under the Waiver List herein shall
not apply to expenditures made by the State pursuant to its Expenditure Authority described
above.
REQUIREMENTS NOT APPLICABLE TO EXPENDITURE AUTHORITY 2
All title X1X requirements that are waived for Medicaid eligible groups are also not applicable to
the Centennial Care 217-like group. In addition, the following Medicaid requirement is not
applicable:

Reasonable Promptness Section 1902(a)(8)

To enable New Mexico to establish numeric enrollment limitations for this demonstration

population and place applicants on a waiting list for enrollment to the extent the enrollment
limitation has been reached.
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CENTERS FOR MEDICARE AND MEDICAID SERVICES
SPECIAL TERMS AND CONDITIONS

NUMBER: 11W 00285/6

TITLE: New Mexico Centennial Care
AWARDEE: New Mexico Human Service Department
I. PREFACE

The following are the Special Terms and Conditions (STCs) for New Mexico’s “Centennial
Care” section 1115(a) Medicaid demonstration (hereinafter “demonstration”) to enable the New
Mexico Human Services Department (State) to operate this demonstration. The Centers for
Medicare & Medicaid Services (CMS) has granted waivers of requirements under section
1902(a) of the Social Security Act (Act), and expenditure authorities authorizing federal
matching of demonstration costs not otherwise matchable, which are separately enumerated.
These STCs set forth in detail the nature, character, and extent of Federal involvement in the
demonstration and the State’s obligations to CMS during the life of the demonstration. The STCs
are effective as of the date of the approval letter, and the waiver and expenditure authorities for
this demonstration will begin January 1, 2014 and expire December 31, 2018. Implementation
of the demonstration may begin January 1, 2014 unless otherwise specified. This demonstration
is approved through December 31, 2018.

The STCs have been arranged into the following subject areas:

I Preface

Il. Program Description And Objectives

1. General Program Requirements

V. Beneficiaries Served Through the Demonstration

V. Native American Participation and Protection
VI.  Centennial Care Benefits

VII. Beneficiary Rewards

VIII. Centennial Care Enrollment

IX. Delivery System
X. Home and Community Based Services (HCBS) Service Delivery and Reporting
Requirements

XI.  Program Implementation and Beneficiary Protections
XIl.  Safety Net Care Pool
XIIl.  General Financial Requirements

XIV. Monitoring Budget Neutrality for the Demonstration

XV.  General Reporting Requirements

XVI. Evaluation of the Demonstration

XVII. Schedule of State Deliverables During the Demonstration

New Mexico’s Centennial Care Page 1 of 126
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Additional attachments have been included to provide supplementary information and guidance
for specific STCs.

Attachment A. Quarterly Report Content and Format

Attachment B. Centennial Care HCBS and Behavioral Health Service Definitions

Attachment C. HCBS Participant Safeguards

Attachment D. Level of Care Criteria

Attachment E. List of Hospitals Eligible for the Safety Net Care Pool Initial Allocation of
Uncompensated Care (UC) Funding for UC pool

Attachment F. Uncompensated Care (UC) Payment Application Template

Attachment G. HQII Outcome Measures

Attachment H. HQII Allocation and Payment Methodology

Attachment I. Independent Consumer Support System Plan

Il. PROGRAM DESCRIPTION AND OBJECTIVES

Centennial Care seeks to modernize the New Mexico Medicaid program to assure that the state is
providing the most effective, efficient health care possible for its most vulnerable and needy
citizens and to create a sustainable program for the future. This new demonstration creates a
comprehensive service delivery system for the New Mexico Medicaid program that is as unique
as the State and designed to provide beneficiaries the right care, delivered at the right time, in the
right setting. The state seeks to develop and implement a service delivery system that not only
integrates care now but ensures that the State can afford to continue the program in future years.

The demonstration will enroll most New Mexico Medicaid beneficiaries and New Mexico
Medicaid expansion Children’s Health Insurance Program (CHIP) beneficiaries in managed care
for a full range of services, including physical health, behavioral health and long term services
and supports (home and community based services and institutional care). The demonstration
consolidates the following, existing delivery system waivers into a single comprehensive
managed care product:?
e Salud! 1915(b) waiver: Acute managed care for children and parents;
e CoOLTS 1915(b)(c) waiver: Managed long term services and supports for dual eligible
and individuals with a nursing facility level of care;
e Behavioral health 1915(b) waiver: Managed behavioral health services through a
statewide behavioral health organization;
e Mi Via-Nursing Facility 1915(c) waiver: Self-directed home and community based
services;
e AIDS 1915(c) waiver: Home and community based services for people living with
HIV/AIDS; and
e Medically Fragile 1915(c) waiver: Home and community based services for individuals
who are determined to be medically fragile.?

! Note: The state’s Mi-via/ICF/I1ID 1915(c) waiver is not being consolidated into this 1115 demonstration.

2 Note: Initial Centennial Care implementation will provide acute care services only to participants in the Medically
Fragile 1915(c) waiver. As described in STC 18, the Medically Fragile 1915(c) waiver services will be phased in
effective January 1, 2016, with a six month transition period beginning January 2016.

New Mexico’s Centennial Care Page 2 of 126
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In addition, this demonstration expands access to long term services and supports by creating a
comprehensive Community Benefit (CB) that includes both the personal care and HCBS benefits
and that will be accessible without the need for a slot to beneficiaries who are otherwise
Medicaid eligible, meet nursing facility (NF) level of care (LOC), and have a plan of care in
place. Individuals who are not otherwise Medicaid eligible and meet the criteria for the 217-like
group will be able to access the Community Benefit if a slot is available.

Other features of Centennial Care include expanded care coordination for all beneficiaries and a
beneficiary reward program, offered through managed care, to provide incentives for
beneficiaries to pursue healthy behaviors.

This demonstration does not expand mandatory enrollment into managed care for Native
American beneficiaries, but it includes several service delivery protections for the Native
American population. Specifically, Native Americans will be able to continue to see tribal
providers regardless of whether those providers contract with the managed care organization, and
tribal providers will be reimbursed at the OMB rate. In addition, ongoing input by the Native
American Advisory Committee and the Native American Technical Advisory Committee is
required in the demonstration. As is the case today under CoLTS, managed care enrollment is
required for beneficiaries who meet nursing facility level of care or who are dually eligible in
managed care.

The state’s goals in implementing the demonstration are to:

o Assure that Medicaid beneficiaries in the program receive the right amount of care, delivered
at the right time, cost effectively in the right setting;

o Ensure that the expenditures for care and services being provided are measured in terms of
its” quality and not solely by its quantity;

« Slow the growth rate of costs or “bend the cost curve” over time without cutting benefits or
services, changing eligibility or reducing provider rates; and

o Streamline and modernize the Medicaid program in the State.

New Mexico’s Centennial Care Page 3 of 126
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I11.GENERAL PROGRAM REQUIREMENTS

1. Compliance with Federal Non-Discrimination Statutes. The state must comply with all
applicable Federal statutes relating to non-discrimination. These include, but are not limited
to, the Americans with Disabilities Act of 1990, Title VI of the Civil Rights Act of 1964,
section 504 of the Rehabilitation Act of 1973, and the Age Discrimination Act of 1975.

2. Compliance with Medicaid and Children’s Health Insurance Program (CHIP) Law,
Regulation, and Policy. All requirements of the Medicaid program and CHIP, expressed in
law, regulation, and policy statement, not expressly waived or identified as not applicable in
the waiver and expenditure authority documents (of which these terms and conditions are
part), apply to the demonstration.

3. Changes in Medicaid and CHIP Law, Regulation, and Policy. The state must, within the
timeframes specified in law, regulation, or policy statement, come into compliance with any
changes in Federal law, regulation, or policy affecting the Medicaid or CHIP program that
occur during this demonstration approval period, unless the provision being changed is
expressly waived or identified as not applicable.

4. Impact on Demonstration of Changes in Federal Law, Regulation, and Policy.

a. To the extent that a change in Federal law, regulation, or policy requires either a
reduction or an increase in Federal financial participation (FFP) for expenditures made
under this demonstration, the state must adopt, subject to CMS approval, a modified
budget neutrality agreement as well as a modified allotment neutrality worksheet for the
demonstration as necessary to comply with such change. The modified budget neutrality
agreement will be effective upon the implementation of the change.

b. If mandated changes in the Federal law require state legislation, the changes must take
effect on the day such state legislation becomes effective, or on the last day such
legislation was required to be in effect under the law.

5. State Plan Amendments. The state will not be required to submit title X1X or XXI state
plan amendments for changes affecting any populations made eligible solely through the
demonstration. If a population eligible through the Medicaid or CHIP state plan is affected
by a change to the demonstration, a conforming amendment to the appropriate state plan may
be required, except as otherwise noted in these STCs.
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6. Changes Subject to the Amendment Process. Changes related to eligibility, enrollment,
benefits, enrollee rights, delivery systems, cost sharing, evaluation design, sources of non-
Federal share of funding, budget neutrality, and other comparable program elements must be
submitted to CMS as amendments to the demonstration. All amendment requests are subject
to approval at the discretion of the Secretary in accordance with section 1115 of the Act. The
state must not implement changes to these elements without prior approval by CMS.
Amendments to the demonstration are not retroactive and FFP will not be available for
changes to the demonstration that have not been approved through the amendment process
set forth in STC 7 below.

7. Amendment Process. Requests to amend the demonstration must be submitted to CMS for
approval no later than 120 days prior to the planned date of implementation of the change
and may not be implemented until approved. CMS reserves the right to deny or delay
approval of a demonstration amendment based on non-compliance with these STCs,
including but not limited to failure by the state to submit required reports and other
deliverables in a timely fashion according to the deadlines specified herein. Amendment
requests must include, but are not limited to, the following:

a. An explanation of the public process used by the state, consistent with the requirements
of STC 15 to reach a decision regarding the requested amendment;

b. A data analysis worksheet which identifies the specific “with waiver” impact of the
proposed amendment on the current budget neutrality agreement. Such analysis shall
include current total computable “with waiver” and “without waiver” status on both a
summary and detailed level through the current approval period using the most recent
actual expenditures, as well as summary and detailed projections of the change in the
“with waiver” expenditure total as a result of the proposed amendment, which isolates
(by Eligibility Group) the impact of the amendment;

c. An up-to-date CHIP allotment neutrality worksheet, if necessary;

d. A detailed description of the amendment, including impact on beneficiaries, with
sufficient supporting documentation, including a conforming title XIX and/or title XXI
state plan amendment, if necessary; and

e. If applicable, a description of how the evaluation design will be modified to incorporate
the amendment provisions.

8. Extension of the Demonstration.
a. States that intend to request demonstration extensions under sections 1115(e) or 1115(f)
are advised to observe the timelines contained in those statutes. Otherwise, no later than
12 months prior to the expiration date of the demonstration, the chief executive officer of
the state must submit to CMS either a demonstration extension request or a phase-out
plan consistent with the requirements of STC 9.

b. Compliance with Transparency Requirements at 42 CFR §431.412:

New Mexico’s Centennial Care Page 5 of 126
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As part of the demonstration extension requests the state must provide documentation of
compliance with the transparency requirements 42 CFR §431.412 and the public notice
and tribal consultation requirements outlined in STC 15, as well as include the following
supporting documentation:

i. Demonstration Summary and Objectives: The state must provide a summary of
the demonstration project, reiterate the objectives set forth at the time the
demonstration was proposed and provide evidence of how these objectives have
been met as well as future goals of the program. If changes are requested, a
narrative of the changes being requested along with the objective of the change
and desired outcomes must be included.

ii. Special Terms and Conditions (STCs): The state must provide documentation of
its compliance with each of the STCs. Where appropriate, a brief explanation
may be accompanied by an attachment containing more detailed information.
Where the STCs address any of the following areas, they need not be documented
a second time.

iii. Waiver and Expenditure Authorities: The state must provide a list along with a
programmatic description of the waivers and expenditure authorities that are
being requested in the extension.

iv. Quality: The state must provide summaries of the External Quality Review
Organization (EQRO) reports; managed care organization (MCO) reports; state
quality assurance monitoring and quality improvement activities, and any other
documentation of the quality of care provided or corrective action taken under the
demonstration.

v. Compliance with the Budget Neutrality Cap: The state must provide financial data
(as set forth in the current STCs) demonstrating the state has maintained and will
maintain budget neutrality for the requested period of the extension. CMS will
work with the state to ensure that Federal expenditures under the extension of this
project do not exceed the Federal expenditures that would otherwise have been
made. In doing so, CMS will take into account the best estimate of current
President’s budget and historical trend rates at the time of the extension.

vi. Interim Evaluation Report: The state must provide an evaluation report reflecting
the hypotheses being tested and any results available.

vii. Demonstration of Public Notice 42 CFR 8431.408: The state must provide
documentation of the state’s compliance with public notice process as specified in
42 CFR 8431.408 including the post-award public input process described in 42
CFR 8431.420(c) with a report of the issues raised by the public during the
comment period and how the state considered the comments when developing the
demonstration extension application.
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9. Demonstration Phase-Out. The state may only suspend or terminate this demonstration in
whole, or in part, consistent with the following requirements.

a.

Notification of Suspension or Termination: The state must promptly notify CMS in
writing of the reason(s) for the suspension or termination, together with the effective date
and a phase-out plan. The state must submit its notification letter and a draft phase-out
plan to CMS no less than 5 months before the effective date of the demonstration’s
suspension or termination. Prior to submitting the draft phase-out plan to CMS, the state
must publish on its website the draft phase-out plan for a 30-day public comment period.
In addition, the state must conduct tribal consultation in accordance with its approved
tribal consultation State Plan Amendment. Once the 30-day public comment period has
ended, the state must provide a summary of each public comment received, the state’s
response to the comment and how the state incorporated the received comment into the
revised phase-out plan.

The state must obtain CMS approval of the phase-out plan prior to the implementation of
the phase-out activities. Implementation of phase-out activities must be no sooner than 14
days after CMS approval of the phase-out plan.

Phase-out Plan Requirements: The state must include, at a minimum, in its phase-out plan
the process by which it will notify affected beneficiaries, the content of said notices
(including information on the beneficiary’s appeal rights), the process by which the state
will conduct administrative reviews of Medicaid eligibility for the affected beneficiaries,
and ensure ongoing coverage for eligible individuals, as well as any community outreach
activities.

Phase-out Procedures: The state must comply with all notice requirements found in 42
CFR 8431.206, 8431.210, and 8431.213. In addition, the state must assure all appeal and
hearing rights afforded to demonstration participants as outlined in 42 CFR 8431.220 and
8431.221. If a demonstration participant requests a hearing before the date of action, the
state must maintain benefits as required in 42 CFR 8431.230. In addition, the state must
conduct administrative renewals for all affected beneficiaries in order to determine if they
qualify for Medicaid eligibility under a different eligibility category as discussed in the
October 1, 2010, State Health Official Letter #10-008.

Federal Financial Participation (FFP): If the project is terminated or any relevant waivers
suspended by the state, FFP shall be limited to normal closeout costs associated with
terminating the demonstration including services and administrative costs of disenrolling
participants.

10. Expiring Demonstration Authority. For demonstration authority that expires prior to the
demonstration’s expiration date, the state must submit a demonstration expiration plan to CMS
no later than 6 months prior to the applicable demonstration authority’s expiration date,
consistent with the following requirements:

a. Expiration Requirements: The state must include, at a minimum, in its demonstration

expiration plan the process by which it will notify affected beneficiaries, the content of
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said notices (including information on the beneficiary’s appeal rights), the process by
which the state will conduct administrative reviews of Medicaid eligibility for the
affected beneficiaries, and ensure ongoing coverage for eligible individuals, as well as
any community outreach activities.

b. Expiration Procedures: The state must comply with all notice requirements found in 42
CFR 8 431.206, 431.210 and 431.213. In addition, the state must assure all appeal and
hearing rights afforded to demonstration participants as outlined in 42 CFR § 431.220
and 431.221. If a demonstration participant requests a hearing before the date of action,
the state must maintain benefits as required in 42 CFR 8431.230. In addition, the state
must conduct administrative renewals for all affected beneficiaries in order to determine
if they qualify for Medicaid eligibility under a different eligibility category as discussed
in October 1, 2010, State Health Official Letter #10-008.

c. Federal Public Notice: CMS will conduct a 30-day federal public comment period
consistent with the process outlined in 42 CFR 8 431.416 in order to solicit public input
on the state’s demonstration expiration plan. CMS will consider comments received
during the 30-day period during its review and approval of the state’s demonstration
expiration plan. The state must obtain CMS approval of the demonstration expiration
plan prior to the implementation of the expiration activities. Implementation of expiration
activities must be no sooner than 14 days after CMS approval of the plan.

d. Federal Financial Participation (FFP): FFP shall be limited to normal closeout costs
associated with the expiration of the demonstration including services and administrative
costs of disenrolling participants.

11. CMS Right to Terminate or Suspend. CMS may suspend or terminate the demonstration
in whole or in part at any time before the date of expiration, whenever it determines,
following a hearing that the state has materially failed to comply with the terms of the
project. CMS will promptly notify the state in writing of the determination and the reasons
for the suspension or termination, together with the effective date.

12. Finding of Non-Compliance. The state does not relinquish its rights to challenge CMS’
finding that the state materially failed to comply.

13. Withdrawal of Waiver Authority. CMS reserves the right to withdraw waivers or
expenditure authorities at any time it determines that continuing the waivers or expenditure
authorities would no longer be in the public interest or promote the objectives of title XIX.
CMS will promptly notify the state in writing of the determination and the reasons for the
withdrawal, together with the effective date, and afford the state an opportunity to request a
hearing to challenge CMS’ determination prior to the effective date. If a waiver or
expenditure authority is withdrawn, FFP is limited to normal closeout costs associated with
terminating the waiver or expenditure authority, including services and administrative costs
of disenrolling participants.
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14. Adequacy of Infrastructure. The state must ensure the availability of adequate resources
for implementation and monitoring of the demonstration, including education, outreach, and
enrollment; maintaining eligibility systems; compliance with cost sharing requirements; and
reporting on financial and other demonstration components.

15. Public Notice, Tribal Consultation, and Consultation with Interested Parties. The state
must comply with the State Notice Procedures set forth in 59 Fed. Reg. 49249 (September
27,1994). The state must also comply with the tribal consultation requirements in section
1902(a)(73) of the Act as amended by section 5006(e) of the American Recovery and
Reinvestment Act (ARRA) of 2009, the implementing regulations for the Review and
Approval Process for Section 1115 demonstrations at 42 CFR. 8431.408, and the tribal
consultation requirements contained in the state’s approved state plan, when any program
changes to the demonstration, including (but not limited to) those referenced in STC 7, are
proposed by the state.

In states with Federally recognized Indian tribes consultation must be conducted in
accordance with the consultation process outlined in the July 17, 2001 letter or the
consultation process in the state’s approved Medicaid state plan if that process is specifically
applicable to consulting with tribal governments on waivers (42 C.F.R. 8431.408(b)(2)).

In states with Federally recognized Indian tribes, Indian health programs, and/or Urban
Indian organizations, the state is required to submit evidence to CMS regarding the
solicitation of advice from these entities prior to submission of any demonstration proposal,
amendment and/or renewal of this demonstration (42 CFR.8431.408(b)(3)).

The state must also comply with the Public Notice Procedures set forth in 42 CFR 447.205
for changes in statewide methods and standards for setting payment rates.

16. Post Award Forum: Within six months of the demonstration’s implementation and annually
thereafter, the state will afford the public with an opportunity to provide meaningful
comment on the progress of the demonstration. At least 30 days prior to the date of the
planned public forum, the state must publish the date, time and location of the forum in a
prominent location on its website. The state can use either its Medicaid Advisory Committee,
or another meeting that is open to the public and where an interested party can learn about
the progress of the demonstration to meet the requirements of the STC. The state must
include a summary in the quarterly report, as specified in STC 117, associated with the
quarter in which the forum was held. The state must also include the summary in its annual
report as required by STC 118.

17. FFP. No Federal matching for administrative or service expenditures for this demonstration
will take effect until the effective date identified in the demonstration approval letter.
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IV.BENEFICIARIES SERVED THROUGH THE DEMONSTRATION

Centennial Care provides Medicaid benefits through a comprehensive managed care delivery
system to beneficiaries eligible under the state plan and to additional individuals who were
otherwise Medicaid eligible under section 1902(a)(10)(A)(ii)(V1) and 42 CFR §435.217 in
conjunction with section 1902(a)(10)(A)(ii)(V) under the following 1915(c) waivers that are
being transitioned into Centennial Care in accordance with STC 59:

AIDS Waiver, NM 0161;

Coordinated Long-Term Services (CoLTS), NM 0479;

Mi Via NF Waiver, NM 0449; and

Medically Fragile, NM 0223 (HCBS transitioned in 2016).

Individuals eligible for both Medicare and Medicaid (dual eligibles) are also covered under this
demonstration for Medicaid services.

18. Eligibility Groups Affected By the Demonstration. Mandatory and optional state plan
groups described below derive their eligibility through the Medicaid State Plan, and are
subject to all applicable Medicaid laws and regulations in accordance with the Medicaid
State Plan, except as expressly waived in this demonstration and as described in these STCs.
Any Medicaid State Plan Amendments to the eligibility standards and methodologies for
these eligibility groups, including the conversion to a modified adjusted gross income
standard January 1, 2014, will apply to this demonstration. These State plan eligible
beneficiaries are included in the demonstration for use of the managed care network and
access to additional benefits not described in the State plan.

Table 1, below, describes the mandatory State Plan populations included in Centennial Care.
Table 2 describes the optional State Plan populations included in Centennial Care. Table 3,
below, describes the beneficiary eligibility groups who are made eligible for benefits by
virtue of the expenditure authorities expressly granted in this demonstration (i.e. the 217-like

group).

In each table, Column A describes the consolidated Medicaid eligibility group for the
population in accordance with the Medicaid eligibility regulations that take effect January 1,
2014, and Column B describes the specific statutory/ regulatory citation of any specific
Medicaid eligibility groups that are included in the consolidated group described in column
A. Column C describes the current income and resource standards and methodologies for
each Medicaid eligibility group described in the state plan. Column D describes whether
there are any limits on inclusion in Centennial Care for each Medicaid eligibility group (as
described further in STC 19). Column E describes the budget neutrality Medicaid Eligiblity
Group (MEG) under which expenditures for the population will be reported (as described
further in STC 88).

The populations described in Table 1 and 2 below derived their eligibility from the Medicaid
state plan and will be updated as needed to conform with any amendments to the state plan.
Should the state amend the state plan to make any changes to eligibility for populations listed
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below in Table 1 or Table 2, the state must notify CMS demonstration staff in writing upon
submission of the state plan amendment and request corresponding technical corrections to
the tables below. The effective date of any corresponding technical corrections to the table

below will align with the approved state plan.

Those beneficiary eligibility groups described below in Table 3 who are made eligible for

benefits by virtue of the expenditure authorities expressly granted in this demonstration (i.e.
the 217-like group) are subject to Medicaid laws or regulations unless otherwise specified in
the not applicable expenditure authorities for this demonstration.

Table 1: Mandatory State Plan populations

A. B. C. D. E.
Mandatory Statutory/ Regulatory Citations Standards and Limitations MEG for
Medicaid Methodologies on inclusion Budget
Eligibility in Centennial Neutrality

Group in State Care?
Plan
Income Test:
- TANF standards and
Low Income Families (1931) methods No TANE and
42 CFR 435.110
Parents/ Related
caretaker Resource test: No
relatives Transitional Medical Assistance (12-
42 CFR month extension due to earnings or 4
435.110 month extension due to increased .
. Income test: No
child support/ spousal support)
No TANF and
» 408(2)(11)(A) and (B) Resource test: No Related
*1931(c)(1) and (2) B
« 1925
* 1902(a)(52)
Income Test:
- TANF standards and
Low ITZOQISFE jggl_'ffo(l%l) methods No TANF and
Related
Consolidated Resource test: No
group for Income test:
pregnant Qualified pregnant women AFDC payment
women * 1902(a)(10)(A)(D)(11T) standard No TANF and
42 CFR * 1905(n)(1) Related
435.116 Resource test: AFDC
Mandatory poverty-level related Income test
pr‘fggg?;)‘?’loor;‘(‘*:)?l‘;‘a'\‘;; Up to 133% FPL No TANF and
1902(1)(L)(A) Related
Resource Test: No
New Mexico’s Centennial Care Page 11 of 126

Approval Period: January 1, 2014 through December 31, 2018 (Revised November 18, 2014)




A B. C. D. E.
Mandatory Statutory/ Regulatory Citations Standards and Limitations MEG for
Medicaid Methodologies on inclusion Budget

Eligibility in Centennial Neutrality
Group in State Care?
Plan
Consolidated
group for Poverty level pregnant women Income fest:
pregnant optional eligible 0 0
women 1902(a) (10)(A)(ii)(IX) 133% to 235% FPL No TANF and
42 CFR 1902(1)(1)(A) . Related
435.116 Resource Test: No
(continued)
Income Test:
- TANF standards and
Low IZCZOQSF:: jr;élffo(lgg’l) methods No TANF and
' Related
Resource test: No
Poverty level related infants Income Test:
* 1902(a)(10)(A)()(1V) EE— TANE and
* 1902((1)(B) Up to 133% FPL No Related
Consolidated Resource Test: No
group for Poverty level related children under Income Test:
children under ages 1-5 TANE and
0
e 11198 - 1902(a) (10)(A) () (V1) Up to 185% FPL No Related
' +1902()(1)(C) :
Resource Test: No
Income Test:
Poverty level related children age 6-18
- 1902(a)(10)(A)()(V1I) Up to 185% FPL No TANF and
Related
*1902(1)(1)(D)
Resource Test: No
Poverty level infants and children Income Test:
receiving inpatient services who lose
eligibility because of age must be Up to 185% FPL No TANF and
. . Related
covered through an inpatient stay
*» 1902(e)(7) Resource Test: No
Newborns deemed eligible for one .
year Income test: No TANF and
1902(e)(4) Resource Test: No " Related
42 CFR 435.117 e
Children receiving IV-E foster care
payments or with 1V-E adoption Income test:
) assistance agreements No No TANF and
Adoption « 1902(a)(10)(i)(1) Related
assistance and 473(b)(3) Resource Test: No
foster care 42 CFR 435.145
children
Former foster care children Income test: No No TANF and
1902(a) (10)(A)()(I1X) Resource Test: No Related
New Mexico’s Centennial Care Page 12 of 126
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A B. C. D. E.
Mandatory Statutory/ Regulatory Citations Standards and Limitations MEG for
Medicaid Methodologies on inclusion Budget

Eligibility in Centennial Neutrality
Group in State Care?
Plan
Individuals Age Adult group %AL(J;T 0
19 Through 65 1902(a)(10)(A)(D) (V1) 0 No VIl Group
42 CFR 435.1193 .
Resource test: No
SSI Medicaid
Aged, Blind, Individuals receiving SSI cash 2:}');&;; ?grt_
and Disabled _benefits--§1902(a)(10)(A)(i).(l!) Income test: Mg dicare)
Disabled children no longer eligible | standards and No
for SSI benefits because of a change SSI standar san
. - L methodologies SSI Dual
in the definition of disability-- (if eligible
81901 (a) (10)(A)(i)(IN)(aa) for
Medicare)
SSI Medicaid
only (if not
eligible for
Individuals under age 21 eligible for Income test: Medicare)
Medicaid in the month they apply for SSI standards and No
SSI—1902(a)(10(A)(i)(11)(cc) methodologies SSI Dual
(if eligible
for
Medicare)
SSI Medicaid
only (if not
Disabled individual whose earning . ellglple for
. - LS Income test: Medicare)
exceed SSI substantial gainful activity sS| standards and No
level -1902(a)(10)(A)(i)(11)81619(a) methadologies ssI Dual
(if eligible
for
Medicare)
SSI Medicaid
only (if not
eligible for
Individuals receiving mandatory state Income test: Medicare)
supplements SSI standards and No
SS1 42 CFR 435.130 methodologies SSI Dual
(if eligible
for
Medicare)

3 Note: Although this group is included in section 1902(a)(10)(A)(i) of the Social Security Act, the state has the
authority to decide whether to include this group.
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A B. C. D. E.
Mandatory Statutory/ Regulatory Citations Standards and Limitations MEG for
Medicaid Methodologies on inclusion Budget
Eligibility in Centennial Neutrality

Group in State Care?
Plan
SSI Medicaid
Institutionalized individuals only (if not
Aged, Blind, continuously eligible for SSI in eligible for
and Disabled December 1973 Income test: Medicare)
(continued) 42 CFR 435.132 SSI standards and No
Blind and disabled individuals eligible methodologies SSI Dual
for SSI in December 1973 (if eligible
42 CFR 435.133 for
Medicare)
SSI Medicaid
only (if not
Individuals who would be eligible for eligible for
SSI except for the increase in OASDI Income test: Medicare)
benefits under Public Law 92-336 - 42 SSI standards and No
CFR 435.134 methodologies SSI Dual
(if eligible
for
Medicare)
SSI Medicaid
only (if not
Individuals ineligible for SSI because ) ellglple for
. o Income test: Medicare)
of requirements prohibited by sS| standards and No
Medicaid methodologies SSI Dual
42 CFR 435.122 i
(if eligible
for
Medicare)
SSI Medicaid
only (if not
Disabled widows and widowers eligible for
1634(b) Income test: Medicare)
Early widows/widowers SSI standards and No
1634(b) methodologies SSI Dual
42 CFR 435.138 (if eligible
for
Medicare)
SSI Medicaid
only (if not
Individuals who become ineligible for eligible for
SSI as a result of OASDI cost-of- Income test: No Medicare)
living increases received after April SSI standards and
1977 methodologies SSI Dual
42 CFR 435.135 (if eligible
for
Medicare)
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A B. C. D. E.
Mandatory Statutory/ Regulatory Citations Standards and Limitations MEG for
Medicaid Methodologies on inclusion Budget
Eligibility in Centennial Neutrality

Group in State Care?
Plan
SSI Medicaid
only (if not
d. Blind @)G)(E) Income test: eIingIe fo)r
Aged, Blind, 1939(a)(5)(E e Medicare
and Disabled Disabled adult children S?r:estﬁgggssig:d No
(continued) 1634(c) g SSI Dual
(if eligible
for
Medicare)
. . SSI Medicaid
Earned income is less only (if not
than the threshold l Ybl f
. s . amount as defined by ehgibie Tor
Disabled individuals whose earnings . - Medicare)
: . Social Security
are too high to receive SSI cash Unearned income is No
§1619(b) SSI Dual
the SSI amount (if eligible
Resource standard is p g
sSl or
Medicare)
Individuals who are in a medical Income test NF LOC: SS| Me_dlcald
L . 300% of Federal only (if not
institution for at least 30 consecutive . . Included .
. . Benefit Rate with eligible for
days with gross income that does not Nursing Facilit Medicare)
exceed 300% of the SSI income g Y PACE:
standard Level of Care (NF Excluded
. LOC) or PACE / SSI Dual
1902(2)(LO)(A) (V) ICFMR eligible (if eligible
42 CFR 435.236 ICFMR: for
1905(2) Resource test: $2000 Excluded Medicare)
New Mexico’s Centennial Care Page 15 of 126
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Table 2. Optional State Plan Populations

group.

A B. C. D. E.
Optional Statutory/ Regulatory Standards and | Limitations | MEG for
Medicaid Citations Methodologies | on inclusion Budget
Eligibility in Neutrality
Group in Centennial
State Plan Care?

Income test:
Poverty level infants not 133% up to TANF and
mandatorily eligible 185% FPL No Related
* 1902(a)(10)(A)(ii)(1X)
*1902(1)(2) Resource Test:
No
Optional Targeted Low income
children under 19 If Title
* 1902(a)(10)(a)(ii)(XIV) XIX:
TANF and
children under described under STC 99, . If Title
age 19 - L N Income test: )
uninsured individuals in this XXI:
L 185% up to
eligibility group are funded 235% EPL MCHIP
through the Title XXI allotment. No Children
Insured individuals in this Resouce fest
eligibility group are funded °
through Title XIX, and if Title
XXI funds are exhausted as
described in STC 100, then all
individuals in this eligibility
group are funded through Title
XIX.
Adoption
assistance and . TANF and
foster care Independent foster care Income test: Related
children adolt?scents under age 21. who No
were in foster care on their 18th No
MEG: birthday__ Resource Test:
TANE and * 1902(a)(10)(A)(i))(XVII) No
Related
Income test: SSI
250% FPL, meet Medicaid
SSI non-income only (if
standards not
Utilize SSI eligible
Aged, Blind, Working disabled Individuals Methodologies for
and Disabled §1902(A)(10)(A)(i)(XHT) No Medicare)
Resource test:
The state uses SSI Dual
1902(r)(2) (if eligible
disregards in for
determining Medicare)
eligibility for this

New Mexico’s Centennial Care
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A B. C. D. E.
Optional Statutory/ Regulatory Standards and | Limitations | MEG for
Medicaid Citations Methodologies | on inclusion Budget
Eligibility in Neutrality
Group in Centennial
State Plan Care?

SSI
Medicaid
only (if
Individuals who would be Income test: not
eligible for_SS! ca_sh if notin an SSIstm.s eligible
institution and No fpr
42 CFR 435.211 methodologies Medicare)
1902(a)(10)(A)(ii)(1V)
1905(a) SSI Dual
(if eligible
for
Medicare)
Breast and Individuals under 65 screened for | Screened by NM
Cervical breast or cervical cancer Department Of No TANF and
Cancer 1902(a) (10)(A) (i) (XVIII) Health/CDC Related
Program provider
SSI
Individuals whose eligibility is . Medicaid
- AT Income test: .
determined using institutional 300% of only (if
6 of Federal
eligibility and post eligibility fit Rate not
rules for individuals who are _Bene : Only in eligible
L o with an ICF/MR .
eligible as specified under 42 Level of Care Centennial fpr
Home and CFR 435.217, _435.236 and determination. Care for Medicare)
Community 435.726 and section 1?24 of the Acute Care
Based 1915(c) AcE,)thrcI)ugh thi- ?Itatg.s 1;9'1(51(0) Resource fest: _SfSIIpyal
Waivers that evelopmentally Disable $2000 (if eligible
oo waiver for
are continuing Medicare)
outside the — — -
demonstration Ind|V|dl_JaIs Wh_ose_ellg_lbll_lty is Income test: _ S_SI _
(217 group) determined using institutional 300% of Federal Only in Medicaid
eligibility and post eligibility Benefit Rate Centennial only (if
rules for individuals who are with an ICF/MR Care for not
eligible as specified under 42 Level of Care Acute Care eligible
CFR 435.217, 435.236 and determination. for
435.726 and section 1924 of the (Through Medicare)
Act, through the State’s 1915(c) Resource test: June 30,
Medically Fragile waiver $2000 2015) SSI Dual
(if eligible
Through June 30, 2015 for
Medicare)
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Demonstration Expansion Populations

A B. C. D. E.
Expansion Statutory/ Standards and Limitations on | MEG for
Medicaid Regulatory Citations Methodologies inclusion in Budget

Eligibility Centennial Neutrality
Group Care?
Individuals whose
eligibility is
determined using
institutional eligibility
and post eligibilit SSl
rulesri‘or ind?vidua)I/s Medicaid
who would onlv be Income test: only (if
eligible in az 300% of Federal not
_ ClgIbi Benefit Rate with eligible
institution in the same - .
> Nursing Facility for
manner as specified No -
Level of Care Medicare)
under 42 CFR determination
435.217, 435.236 and '
. SSI Dual
435726 and section | poo e test: $2000 (if eligible
Home and 1924 of the Social — fo?
Community Security Act, if the Medicare)
Based 1915(c) state had not
Waivers that are | eliminated its 1915(c)
being AIDS, Colts, and Mi
transitioned into Via-NF waivers
the Individuals whose Will onl
demonstration eligibility is receive aczte
(217-like group) determined using :
Lo oS care services
institutional eligibility A
Co initially SSI
and post eligibility -
Y . through Medicaid
rules for individuals Income test: Centennial only (if
who are eligible as 300% of Federal . y
" - - Care and will not
specified under 42 Benefit Rate with receive HCBS elidible
CFR 435.217, Nursing Facility cervices Eor
435.236 and 435.2276 Level of Care .
- S through fee- Medicare)
and section 1924 of determination. .
. for-service.
the Act, if the state . ;
-~ - Will receive SSI Dual
had not eliminated its HCBS services | (if eligible
1915(c) Medically | Resource test: $2000 ot o
Fragile Waiver t rougr or
Centennial Medicare)
From January 1, 2016 Care beginning
forward January 1,
2016
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19. Populations Excluded from Centennial Care. The following populations, who are
otherwise eligible under the criteria described above, are excluded from the Centennial Care
1115 demonstration:

Qualified Medicare Beneficiaries (QMBSs) — 1902(a)(10)(E)(i); 1905(p)

Service Limited Medicare Beneficiaries (SLMBs) — 1902(a)(10)(E)(iii); 1905(p)
Qualified Individuals (Qls) — 1902(a)(10)(E)(iv); 1905(p)

Qualified Disabled Working Individuals (QDWIs)- 1902(a)(10)(E)(iii); 1905(s)
Non-citizens only eligible for emergency medical services — 1903(v)

Program for All-Inclusive Care for the Elderly (PACE) Participants — 1934

Individuals residing in ICFs/IID - 1905 (a)(15)

DD waiver participants for HCBS (described further in footnote 4 below)

Medically fragile waiver participants for HCBS (described further in footnote 5 below)

—SQ@ P Qo0 oW

20. Eligibility and Post Eligibility Treatment of Income for Centennial Care Beneficiaries
who are Institutionalized. Except as specified in STC 18 above, in determining eligibility
for institutionalized individuals, the state must use the rules specified in the currently
approved Medicaid state plan. All beneficiaries receiving institutional services must be
subject to post-eligibility treatment of income rules set forth in section 1924 of the Act and
42 CFR 8435.725 of the Federal regulations.

21. Regular and Post-Eligibility Treatment of Income for Centennial Care Individuals
Receiving HCBS (Specified at 42 CFR 8435.726 of the Federal Regulations and 1924 of
the Social Security Act). For individuals receiving 1915(c)-like services, the state must use
institutional eligibility and post-eligibility rules for individuals who would be eligible in the
same manner as specified under 42 CFR 8435.217, 8435.236 and 8435.726 of the Federal
regulations and section 1924 of the Act, if the home and community based services were
provided under a section 1915(c) waiver.

For individuals receiving 1915(c) services, the state must use institutional eligibility and
post-eligibility rules as specified under 42 CFR 8435.217, 8435.236 and 8435.726 of the
Federal regulations and section 1924 of the Act, as specified the under the state approved
home and community based services 1915(c) waivers.

4 Acute care and behavioral health services will be received through Centennial Care

5> Acute care services will be received through Centennial Care by medically fragile waiver participants. However,
the medically fragile waiver long term services and supports will be folded into Centennial Care effectiveJanuary 1,
2016.
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V. NATIVE AMERICAN PARTICIPATION AND PROTECTIONS

22. General. Recognizing the federal government’s historic and unique relationship with Indian
tribes as well as the special protections and provisions that Indian tribes are entitled to under
federal law, this section describes additional protections for Native Americans enrolled in
Centennial Care.

23. Native American Advisory Bodies. The state will solicit advice and guidance from two
advisory bodies to ensure that AI/ANs receive quality care and access to services: the Native
American Advisory Board (NAAB) and the Native American Technical Advisory Committee
(NATAC). The New Mexico Tribes will appoint representatives to serve as members on
these advisory bodies.

a. NAAB. The NAAB means a board of tribal membership that meets quarterly with, and
provides feedback to, all Centennial Care MCOs on issues related to program service
delivery and operations. The MCOs will solicit advice and guidance from the (NAAB)
regarding Centennial Care implementation and ongoing programmatic issues. The state
will monitor the MCOs” work with the Board and report on the Board’s and MCO’s
activities in its quarterly reports.

b. NATAC. The State will work directly with the NATAC, a subcommittee to New
Mexico’s Medicaid Advisory Committee that will directly advise the state on issues
pertaining to AlI/ANs, including but not limited to notices, payment, and quality issues.
The NATAC will meet at least quarterly and the state will report on the NATAC
activities in its quarterly reports.

24. Maintenance of opt-in for AI/AN beneficiaries. AlI/AN beneficiaries shall maintain a
choice to opt-in to Centennial Care or to access care through a fee-for-service delivery
system. AI/AN beneficiaries who are dual eligible or who have a nursing facility level of
care, however, will continue to be required to enroll in managed care.

25. Requirements for Modification of AI/AN Opt-In Provision. After thorough evaluation of
the experience Al/AN beneficiaries who opt-in to Centennial Care and consultation with
tribes and soliciting advice from 1/T/Us in accordance with the requirements in STC 15, the
state may propose to modify STC 24 to include an opt-out of Centennial Care for AI/AN
beneficiaries without submitting an amendment pursuant to STC 7 if it can demonstrate to
CMS’ satisfaction that it has met the below conditions and the results of the evaluation
indicate that AI/AN beneficiaries will receive improved quality of care under Centennial
Care.

a. Outreach and Education Strategy. The state will develop for CMS review and approval a
beneficiary outreach and education strategy for AI/ANs that will include culturally
appropriate notices and program materials that are accessible to individuals with limited
English proficiency;

b. Care Coordination. The state will develop for CMS’s review and approval a care
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coordination strategy that encourages the use of AI/AN care coordinators and limits
duplication of services between I/T/U and non-1/T/U providers;

c. Model Indian Health Care Provider Contract Addendum. The state will develop for
CMS’s review and approval a standard 1/T/U contract addendum for all MCOs to assure
that MCOs comply with key federal laws that apply when contracting with I/T/U
providers, minimize potential disputes, and lower the perceived barriers to contracting
with 1/T/Us. This model should be similar to the model QHP contract addendum for
Indian Health Care Providers published by CMS on April 3, 2013;

d. Timely Claims Payment. The state will submit for CMS review and approval a plan for
paying claims in a timely manner that reduces administrative burdens on tribal health
programs either operated by the IHS or operated under the authority of P.L. 93-638; and

e. Network Adequacy. The state will submit for CMS review and approval documentation
establishing that there are sufficient Indian Health Care Providers in the network to
ensure timely access to services available under the contract for AI/AN enrollees who are
eligible to receive services from such providers, consistent with 1932(h)(2)(A)(i) of the
Act.

26. Requirements for Modification of Section V. After consultation with tribes and soliciting
advice from I/T/Us in accordance with the requirements in STC 15, the state may propose
changes to other requirements of Section V without submitting an amendment pursuant to
STC 7 if it can demonstrate to CMS’ satisfaction that the change is supported by the results
of the ongoing evaluation and continuous improvement set forth in STC 28.

27. Minimum Managed Care Guarantees. Each MCO must, at a minimum provide the
following contractual delivery service protections for AI/ANs:

a. MCOs will have to offer contracts to all Indian Health Service (IHS), tribes and tribal
organizations operating health programs under the Indian Self-Determination and
Education Assistance Act; and urban Indian organizations operating health programs
under title V of the Indian Health Care Improvement Act; hereinafter referred to as
I/T/Us. 1/T/Us will not be required to contract with the plans, and all of the 1/T/Us,
contracted or not with an MCO, will be reimbursed, at a minimum, at the OMB rates (in
accordance with 1932(h) of the Act); and as applicable up to three (3) encounters per
day or the number of encounters approved in the Medicaid state plan;

b. Services provided within I/T/Us are not subject to prior authorization requirements and
MCOs will provide education and training to I/T/Us on steps needed to ensure
appropriate referrals to non-1HS providers in and outside of the MCO network;

c. MCOs will be required to offer contracts to other Tribal health care delivery enterprises
which are properly licensed and/or credentialed, like care coordinators, transportation
vendors, behavioral health providers and LTC providers;
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d. Native Americans will be permitted to select an I/T/U to be their primary care physician
(PCP) and/or to access care at an I/T/U whether or not that facility is contracted with the
member’s MCO.

e. MCOs will be required to offer technical assistance to Tribes that seek to become
certified and accredited Patient-Centered Medical Homes and/or Health Home
providers; and

f. MCOs will be required to work directly with 1/T/Us on billing and provider issues.
28. Ongoing evaluation and continuous improvement. The state shall closely monitor and

evaluate the experience of AlI/AN who are enrolled in Centennial Care as part of the
demonstration evaluation and demonstration annual reports, described in STCs 117 and 118.
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VI.CENTENNIAL CARE BENEFITS

29. Centennial Care Benefits. Individuals affected by, or eligible under, the demonstration will
receive comprehensive benefits that are at least equal in amount, duration and scope as those
described in the State Plan.

30. Home and Community-Based Services. Under Centennial Care, enrollees who meet the
nursing facility level of care criteria described in Attachment D will be eligible for the
Community Benefit in Centennial Care. Enrollees who are otherwise Medicaid eligible (i.e.
described as a mandatory or optional state plan population in paragraph 18) will be able to
access the Community Benefit without the need for slots. Enrollees who are made eligible
for the demonstration as a result of their nursing facility level of care (the 217-like group)
will be subject to the enrollment limits described in STC 65.

The Community Benefit service categories are listed below and further defined in
Attachment B. The table also indicates which services are available through either the
agency-based benefit or the self-direction benefit and which services are available in both.

Community Benefit Services Included Under Centennial Care

Agency-Based Self-Direction
Benefit Benefit

Adult Day Health X

Assisted Living X

Behavior Support Consultation X X
Community Transition Services X

Customized Community Supports X
Emergency Response X X
Employment Supports X X
Environmental Modifications X X
Home Health Aide X X
Homemaker/ Personal Care X
Nutrition Counseling X
Personal Care Services* X

Private Duty Nursing for Adults X X
Related Goods X
Respite X X
Skilled Maintenance Therapy Services X X
Specialized Therapies X
Transportation (non-medical) X

* Note: Personal care services may be self-directed, as specified in the state plan.

31. Community Interveners. Certain individuals enrolled in Centennial Care who are deaf and
blind may access the benefit of Community Interveners. A Community Intervener is a
trained professional who meets the criteria as determined by the state. The Intervener works
one-on-one with deaf-blind individuals who are five years and older to provide critical
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connections to other people and the environment. The Intervener opens channels of
communication between the individual and others, provides access to information, and
facilitates the development and maintenance of self-directed independent living. Services for
Community Interveners may be covered by Centennial Care MCOs and the costs associated
with the Community Interveners may be included in capitation payments from the State to
the Centennial Care MCO.

VIil. BENEFICIARY REWARDS PROGRAM

32.

33.

34.

35.

Beneficiary Rewards Program Defined. The Beneficiary Rewards Program provides
incentives through the managed care organization to Centennial Care enrollees for
participating in State defined activities that promote healthy behaviors. An individual who
participates in a State defined activity that promotes healthy behaviors earns credits that are
applied to an individual’s account, which will be managed by the managed care organization.
Earned credits may be used for health related expenditures as approved under the Beneficiary
Rewards Program.

Administration Overview. The state will maintain a list of activities that generate
contributions to the account. A menu of benefits or programs will be provided as will the
individual value of each item on the menu. The amount available to individuals from their
Beneficiary Rewards account will depend on the activities in which they participate up to a
maximum amount. Once an enrollee completes an approved activity, the enrollee will be
considered an active participant. The MCO will post earned credits into an account for use
by the enrollee. Additional credits may be earned as the enrollee participates in additional
activities. In no instance will the individual receive cash.

Programs administered by plans must comply with all applicable laws, including fraud and
abuse laws that fall within the purview of the United States Department of Health and
Human Services, Office of Inspector General (OIG). Plans are encouraged to seek an
advisory opinion from OIG once the specifics of their healthy behavior rewards programs are
determined.

Participants Earning Beneficiary Rewards Defined. All enrollees in a Centennial Care
plan will be eligible to participate in activities to earn Beneficiary Rewards for the duration
of their enrollment.

Beneficiary Access to Credits. Under Centennial Care, the MCO will provide access to an
individual’s earned credits in an enhanced benefit account, as follows:

a. Individuals who are enrolled in Centennial Care who have participated in a state defined
activity that promotes healthy behavior and thus have a positive balance;

b. Individuals who no longer are enrolled in Centennial Care (either due to loss of eligibility
or change of eligibility to an eligibility group not authorized to participate) but who have
a positive balance in their account;

New Mexico’s Centennial Care Page 24 of 126
Approval Period: January 1, 2014 through December 31, 2018 (Revised November 18, 2014)



c. Regardless of the reason for the loss of eligibility to participate in the demonstration, an
individual may retain access to any earned funds in the beneficiary rewards program for a
maximum of one year, except in the instance of termination of the demonstration or the
beneficiary rewards program; and,

d. If anindividual subsequently regains Medicaid eligibility, the enrollee will be eligible to
participate in the Beneficiary Rewards Program and earn additional credits.

VIll. CENTENNIAL CARE ENROLLMENT

36. Mandatory Enrollment. With the exception of AlI/AN beneficiaries described in STC 24,
the state may mandatorily enroll beneficiaries served through this demonstration in managed
care organizations (MCOs) to receive benefits pursuant to Section V of the STCs. The
mandatory enrollment will apply and may occur only when the MCOs have been determined
by the state to meet certain readiness and network requirements to ensure sufficient access,
quality of care, and care coordination for beneficiaries as established by the state, as required
by 42 CFR 8438 and must be approved by CMS.

37. Choice of MCO. The state must ensure that at the time of initial enrollment and on an
ongoing basis, the individuals have a minimum of two (2) MCOs meeting all Federal
regulatory requirements from which to choose.

38. MCO Selection/Enrollment Process. Individuals newly determined eligible for Medicaid.
Individuals new to Medicaid are required to enroll in an MCO at the time of applying for
Medicaid eligibility.

a. Individuals currently eligible for Medicaid. Individuals who are currently enrolled in an
MCO and who must select a new MCO under Centennial Care, as well any individuals
receiving benefits under fee-for-service will have 60 days to enroll in a Centennial Care
MCO.

b. AI/AN beneficiaries. Consistent with STC 24, AlI/AN beneficiaries may not be required
to enroll in a Centennial Care MCO but, at their option, may elect to enroll.

c. Any demonstration participant that does not make an active selection will be assigned,
by default, to a participating Centennial Care MCO. The State should develop an auto-
assignment algorithm which is compliant with 42 CFR 8438.50(f). The State shall
report the number of health plan change requests made by beneficiaries that were auto-
assigned during the first quarter of Centennial Care.

d. Transition Activities for current MCO enrollees. If current enrollees need to select a new
MCO due to the State’s procurement of Centennial Care MCOs, and have an existing
care plan, each Salud! MCO as well as the Behavioral Health plan (collectively the
‘sending’ plan) will send the care plan to the new Centennial Care MCO (collectively
the ‘receiving’ plan). The sending MCO will also send a report to each of the receiving
plans for each enrollee who is expected to be using inpatient care at the time of initial
transition as well as each enrollee who is receiving prenatal care. Additionally, where
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applicable, each CoLTS MCO must send the name of the NF that each assignee is in, or
expected to be in, as well as service plan information for all enrollees using HCBS at the
time of initial transition to the receiving plan. These care/service plans will be shared
with the Centennial Care MCOs no less than 20 days prior to enrollment to allow
sufficient time for transition planning.

39. Notice Requirement for a Change in Network. The state must provide notice to CMS as
soon as it becomes aware of (or at least 90 days prior if possible) a potential change in the
number of plans available for choice within an area, or any other changes impacting
proposed network adequacy. The state may not mandatorily enroll individuals into any plan
that does not meet network adequacy requirements as defined in 42 CFR 8438.206.

40. MCO Disenrollment. Beneficiaries should be informed of opportunities no less than
annually for disenroliment and ongoing MCO choice opportunities regularly in a manner
consistent with 42 CFR 8§438.

41. For Cause Disenrollment. In addition to the for cause reasons for disenrollment in 42 CFR
438.56, and any other state specific reasons for disenrollment, enrollees will have the
following reasons for disenrolling from an MCO and will be able to choose a different MCO:

a. Residential or employment supports provider leaves the MCO. Where an individual’s
residential or employment supports provider is leaving a participant’s MCO, the state
must allow the impacted participants the opportunity to change MCOs at any time
within 90 days from the date of notice of provider departure from the MCO. Ifa
requested transfer cannot be arranged within 90 days, there must be an extension of
coverage provided to permit the individual to remain in his/her current residence until an
appropriate transfer arrangement can be made. If the residential or employment supports
provider goes out of business or no longer meets provider requirements, the plan must
assist the participant in locating a new provider or, if necessary, the participant may
change MCOs.

IX.DELIVERY SYSTEM

Centennial Care will provide a comprehensive service delivery system that provides the full
array of benefits and services offered under the program. This includes the integration of a
participant’s physical health, behavioral health, home and community based and long-term care
needs as further articulated by the delivery system requirements set forth below.

42. Managed Care Requirements. The state and its MCO contractors must comply with the
managed care regulations published at 42 CFR 438, except as expressly waived or specified
as not applicable to an expenditure authority. Capitation rates must be developed and
certified as actuarially sound, in accordance with 42 CFR 8438.6. The certification must
identify historical utilization of State Plan and HCBS services used in the rate development
process.

43. Managed Care Benefit Package. Individuals enrolled in Centennial Care MCOs must
receive from the managed care program the benefits as identified in Section VI of the STCs.
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44,

45.

Covered benefits should be delivered and coordinated in an integrated fashion, using an
interdisciplinary care team, to coordinate all physical, behavioral, acute and long-term
services and supports. Care coordination and management is a core expectation for these
services. MCOs will refer and/or coordinate enrollees’ access to needed services that are
excluded from the managed care delivery system but available through a fee-for—service
(FFS) delivery system (e.g. IEP required school based services or services for individuals
with intellectual disabilities).

Centennial Care Capitation Rates for 2014.

a. Rate certification materials will include documented base benefit cost data, trend and
adjustment factors, and non-benefit components, and include the rate ranges as well as
information about the components that create the rate range difference from the
midpoint. Rate ranges will not exceed 5% on each side of the midpoint of the range,
unless historical experience documents the need for a larger range for a specific rate
cohort;

b. The State shall evaluate potential changes in the rate cohort structure in effort to reduce
variation among the current rate cohorts.

c. The State agrees to the following related to capitated payment rates to managed care
organizations:

I. CMS recognizes the State has the flexibility to make individual payment choices
to each MCO within the actuarially sound rate ranges;

ii. The State will provide CMS with supporting information about the payment rate
determined within the rate range for each cohort;

iii. The State will notify CMS if modifications to payment rates are required during
the certification period and will provide justification and data supporting the
proposed rate modification, and receive CMS approval for the change(s); and

iv. CMS agrees to complete its review and evaluation of proposed rate modifications
that occur during the rate period no more than 30 calendar days from the date that
CMS receives the data from the State necessary to make a determination.

d. To the extent that Centennial Care MCOs will be capitated to deliver benefits to the new
population beginning January 1, 2014, the State will work with CMS to address unique
considerations for MCO rates including but not limited to, population cost assumptions,
the need for separate rate cells for segments of this population, uniform non-benefit rate
components across all MCO product lines, and risk-sharing arrangements.

Managed Care Contracts. No FFP is available for activities covered under contracts and/or
modifications to existing contracts that are subject to 42 CFR 8438 requirements prior to
CMS approval of the demonstration, such contracts and/or contract amendments. The state
shall submit any supporting documentation deemed necessary by CMS. The state must
provide CMS with a minimum of 60 days to review and approve changes. CMS reserves the
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46.

47.

48.

right, as a corrective action, to withhold FFP (either partial or full) for the demonstration,
until the contract compliance requirement is met.

Public Contracts. Payments under contracts with public agencies, that are not competitively
bid in a process involving multiple bidders, shall not exceed the documented costs incurred
in furnishing covered services to eligible individuals (or a reasonable estimate with an
adjustment factor no greater than the annual change in the Consumer Price Index (CPI-U) for
Medical Care).

Care Coordination under Centennial Care. MCO contracts will require MCOs to provide
comprehensive care coordination at a level appropriate to each beneficiary’s needs and risk
stratification, in compliance with 42 CFR § 438.208. Such comprehensive care coordination
will be continuous and will include at least the following:

a. Assessing each beneficiary’s comprehensive physical, behavioral, functional,
psychosocial, and long term care needs;

b. Identifying the medical, behavioral and long term care services and other social support
services and assistance (e.g., housing, transportation or income assistance) necessary to
meet identified needs;

c. Ensuring beneficiaries receive services and supports that address their needs and
preferences as identified through a comprehensive needs assessment;

d. Ensuring timely access to, and provision, ongoing coordination and monitoring of
services needed, in accordance with the person-centered service plan, to help each
beneficiary maintain or improve his or her health status, functional abilities and
maximize independence; Facilitating access to other social support services and
assistance needed in order to promote each beneficiary’s health, safety and welfare;

e. Ensuring adequate support for participants who choose to self-direct the Community
Benefit;

f. Developing and facilitating transition plans for participants who are candidates to
transition from an institutional facility to the community; and

g. Ensuring beneficiaries receive integrated behavioral health, physical health and long-term
care services.

Network Requirements. The state must ensure the delivery of all covered benefits. Services
must be delivered in a culturally competent manner, and the MCO network must be sufficient
to provide access to covered services for all of its members. In addition, the MCO must
coordinate health care services for demonstration populations. The following requirements
must be included in the state’s MCO contracts:

a. Special Health Care Needs. Enrollees with special health care needs must have direct
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49.

50.

51.

access to a specialist, as appropriate for the individual's health care condition, as specified
in 42 CFR. §438.208(c)(4).

b. Out of Network Requirements. Each MCO must allow beneficiaries access to non-
network providers without additional cost sharing obligations when services cannot be
provided consistent with the timeliness standards required by the state.

Demonstrating Network Adequacy. Annually, each MCO must provide adequate
assurances that it has sufficient capacity to serve the expected enrollment in its service area
and offers an adequate range of preventive, primary, pharmacy, behavioral health, specialty,
and HCBS services for the anticipated number of enrollees in the service area.

a. The state must verify these assurances by reviewing demographic, utilization and
enrollment data for enrollees in the demonstration as well as:
I.  The number and types of providers available to provide covered services to the

demonstration population;

ii.  The number of network providers accepting the new demonstration population;
and

iii.  The geographic location of providers and demonstration populations, as shown
through GeoAccess, similar software or other appropriate methods.

b. The state must submit the documentation required in subparagraphs i — iv above to CMS
at an agreed upon time prior to program implementation, as well as with each contract
renewal or renegotiation, or at any time that there is a significant impact to each MCO’s
operation, including service area reduction and/or population expansion.

Early and Periodic Screening, Diagnosis, and Treatment (EPSDT). The MCOs must
fulfill the state’s responsibilities for coverage, outreach, and assistance with respect to
EPSDT services that are described in the requirements of sections 1905(a)(4)(b) (services),
1902(a)(43) (administrative requirements), and 1905(r) (definitions).

Required Components of a Comprehensive State Quality Strategy. The Quality Strategy
shall meet all the requirements of 42 CFR 8438 Subpart D. The state shall adopt and
implement a comprehensive and holistic, continuous Quality Improvement Strategy that
focuses on all aspects of quality improvement in Centennial Care including acute, primary,
behavioral and long term services and supports. The Quality Strategy must address the
following: administrative authority, level of care determinations, service plans, health and
welfare, and qualified providers. The Quality Strategy must include State Medicaid Agency
and MCO responsibilities, with the State Medicaid Agency retaining ultimate authority and
accountability for ensuring the quality of and overseeing the operations of the program.
Additionally, it must also include information on how the State will monitor and evaluate
each MCQ’s compliance with the contract requirements specific to the Centennial Care
program as outlined in these STCs, including level of care evaluations, service plans,
qualified providers as well as how the health and welfare of enrollees will be assessed and
monitored. Pursuant to STC 118, the state must also provide CMS with annual reports on the
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implementation and effectiveness of their comprehensive Quality Strategy as it impacts the
demonstration.

52. Revisions to the State Quality Strategy. The State must update its Quality Strategy to
reflect the new Centennial Care program and submit to CMS for approval. The State must
obtain the input of beneficiaries and other stakeholders in the development of its revised
comprehensive Quality Strategy and make the Strategy available for public comment. Any
revised performance measures should focus on outcomes, quality of life, effective processes,
as well as community integration for those individuals receiving HCBS. The comprehensive
Quality Strategy must be submitted to CMS for final approval within 90 days from the
approval date of the demonstration. In the interim time period, the State will maintain its
existing quality strategies for each HCBS program. The State must revise the strategy
whenever significant changes are made, including changes through this demonstration and
consistent with STC 7.

53. Required Monitoring Activities by State and/or External Quality Review Organization
(EQRO). The State’s EQRO process shall meet all the requirements of 42 CFR 8438
Subpart E. In addition to routine encounter data validation processes that take place at the
MCO and state level, the state must maintain its contract with its external quality review
organization (EQRO) to require the independent validation of encounter data for all MCOs at
a minimum of once every three years. In addition, the State, or its EQRO having sufficient
experience and expertise and oversight by the SMA, shall monitor and annually evaluate the
MCOs’ and/or contracting providers performance on the HCBS requirements under
Centennial Care. These include but are not limited to the following:

a. Level of care determinations — to ensure that approved instruments are being used and
applied appropriately and as necessary, and to ensure that individuals being served with
the Community Benefit have been assessed to meet the required level of care for those
services.

b. Service plans — to ensure that MCOs are appropriately creating and implementing service
plans based on enrollee’s identified needs.

c. MCO credentialing and/or verification policies — to ensure that HCBS services are
provided by qualified providers.

d. Health and welfare of enrollees — to ensure that the MCO, on an ongoing basis, identifies,
addresses, and seeks to prevent instances of abuse, neglect and exploitation.

54. State Advisory Committee. The State must maintain for the duration of the demonstration a
public managed care advisory group comprised of individuals, interested parties, and
stakeholders impacted by the demonstration's use of managed care, regarding the impact and
effective implementation of these changes. Membership on this group should be periodically
updated to ensure adequate representation of individuals receiving CB services, as well as
other eligibility groups. The state’s Medicaid advisory committee, or a subcommittee
thereof, may perform this function in lieu of a newly created advisory group. The state shall
maintain minutes from these meetings and use them in evaluating program operations and
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identifying necessary program changes. Copies of committee meeting minutes must be made
available to CMS upon request and the outcomes of the meetings may be discussed on the
demonstration monitoring calls described in STC 116.

55. MCO Participant Advisory Committees. The state shall require each MCO, through its
contracts, to create and maintain participant advisory committees through which the MCO
can share information and capture enrollee feedback. The MCOs will be required to support
and facilitate participant involvement and submit meeting minutes to the state. Copies of
meeting minutes must be made available to CMS upon request.

56. Independent Consumer Supports. To support the beneficiary’s experience receiving
medical assistance and long term services and supports in a managed care environment, the
state shall create and maintain a permanent system of independent consumer supports to
assist enrollees in understanding the coverage model and in the resolution of problems
regarding services, coverage, access and rights.

a. Core Elements of the Independent Consumer Support System.

i. Organizational Structure. The Independent Consumer Supports System shall
operate independently from any Centennial Care MCO. Additionally, to the
extent possible, the system shall also operate independently of the Medical
Assistance Division of the Human Services Department. The organizational
structure of the support system shall facilitate transparent and collaborative
operation with beneficiaries, MCOs, and state government.

ii. Accessibility. The services of the Independent Consumer Supports System are
available to all Medicaid beneficiaries enrolled in Centennial Care receiving long-
term services and supports (institutional, residential and community based). The
Independent Consumer Supports system must be accessible through multiple
entryways (e.g., phone, internet, office) and must reach out to beneficiaries and/or
authorized representatives through various means (mail, phone, in person), as
appropriate.

iii. Functions. The Independent Consumer Supports system assists beneficiaries to
navigate and access covered health care services and supports. Where an
individual is enrolling in a new delivery system, the services of this system help
individuals understand their choices and resolve problems and concerns that may
arise between the individual and a provider/payer. The following list encompasses
the system’s scope of activity.
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1. The system shall offer beneficiaries support in the pre-enrollment stage, such
as unbiased health plan choice counseling and general program-related
information.

2. The system shall service as an access point for complaints and concerns about
health plan enrollment, access to services, and other related matters.

3. The system shall help enrollees understand the fair hearing, grievance, and
appeal rights and processes within the health plan and at the state level and
assist them through the process if needed/requested.

4. The system shall conduct trainings with Centennial Care MCO as well as
providers on community-based resources and supports that can be linked with
covered plan benefits.

iv. Staffing and training. The Independent Consumer Supports system must employ
individuals who are knowledgeable about the state’s Medicaid programs;
beneficiary protections and rights under Medicaid managed care arrangements;
and the health and service needs of persons with complex needs, including those
with a chronic condition, disability, and cognitive or behavioral needs. In
addition, the Independent Consumer Supports System shall ensure that its
services are delivered in a culturally competent manner and are accessible to
individuals with limited English proficiency. The system ultimately developed by
the State may draw upon existing staff within the chosen organizational structure
and provide substantive training to ensure core competencies and a consistent
consumer experience.

v. Data Collection and Reporting. The Independent Consumer Supports System
shall track the volume and nature of beneficiary contacts and the resolution of
such contacts on a schedule and manner determined by the state, but no less
frequently than quarterly. This information will inform the state of any provider
or contractor issues and support the reporting requirements to CMS.

b. Independent Consumer Supports System Plan. The state shall submit a plan to CMS
describing the structure and operation of the Independent Consumer Supports system that
aligns with the core elements provided in STC 56(a) no later than 60 days after approval
of the demonstration.

57. Reporting and Evaluation under the Demonstration. The state will report on the
activities of the Independent Consumer Support System in the quarterly and annual reports
per STCs 117 and 118. The approved Independent Consumer Support System Plan required
under STC 56 shall become Attachment I. Changes to Attachment I must be submitted to
CMS for review and approval subject to STC 7. The State will evaluate the impact of the
Independent Consumer Support Program in the Demonstration Evaluation per Section XVI
of these STCs.

58. Managed Care Data Requirements. All managed care organizations shall maintain an
information system that collects, analyzes, integrates and reports data as set forth at 42 CFR
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438.242. This system shall include encounter data that can be reported in a standardized
format. Encounter data requirements shall include the following:

a. Encounter Data (Health Plan Responsibilities) — The health plan must collect, maintain,
validate and submit data for services furnished to enrollees as stipulated by the state in its
contracts with the health plans.

b. Encounter Data (State Responsibilities) - The state shall, in addition, develop
mechanisms for the collection, reporting, and analysis of these, as well as a process to
validate that each plan’s encounter data are timely, complete and accurate. The state will
take appropriate actions to identify and correct deficiencies identified in the collection of
encounter data. The state shall have contractual provisions in place to impose financial
penalties if accurate data are not submitted in a timely fashion. Additionally, the state
shall contract with its EQRO to validate encounter data through medical record review.

c. Encounter Data Validation Study for New Capitated Managed Care Plans - If the state
contracts with new managed care organizations, the state shall conduct a validation study
18 months after the effective date of the contract to determine completeness and accuracy
of encounter data. The initial study shall include validation through a sample of medical
records of demonstration enrollees.

d. Submission of Encounter Data to CMS - The state shall submit encounter data to the
Medicaid Statistical Information System (MSIS) and when required T-MSIS
(Transformed MSIS) as is consistent with Federal law. The state must assure that
encounter data maintained at managed care organizations can be linked with eligibility
files maintained at the state.
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X. HCBS SERVICE DELIVERY AND REPORTING REQUIREMENTS

59. Transition of Existing 1915(c) Waiver Programs into the Demonstration. Prior to this
demonstration, the State provided HCBS through multiple section 1915(c) waivers. The
following 1915(c) waivers will be transitioned into this demonstration to include Centennial
Care through a mandatory managed care delivery system upon CMS review and approval of
a transition plan, the State completion of managed care readiness reviews, and providing
notice of transition to program participants are:

AIDS Waiver, NM 0161;

Coordinated Long-Term Services (CoLTS), NM 0479; and
Mi Via NF Waiver, NM 0449

Medically Fragile Waiver, NM 02235

The State must execute the following as part of the transition of existing section 1915(c)
waivers into Centennial Care prior to implementation:

a. Provide notice to participants in the 1915(c) waivers that the authority for such services is
transferring to the demonstration and their need to select a MCO or be automatically
assigned to ensure there is no disruption to services. Such notice must be provided to
beneficiaries thirty (30) days prior to the transfer of waiver authorities from section
1915(c) to section 1115 demonstration.

b. The transition plan for this population must be submitted to CMS as part of the Readiness
Review as specified in STC 71 and with the “intent to terminate 1915(c) waivers” letter
that must be sent to CMS Regional Office at least thirty (30) days prior to waiver
termination.

60. Transition of Care Period. Each enrollee who is receiving HCBS services under a section
1915(c) waiver referenced in STC 59 that has transitioned to Centennial Care who continues
to meet the NF/hospital LOC criteria in place at the time of initial Centennial Care
implementation must continue to receive services under the enrollee’s pre-existing service
plan for at least 90 days after enrollment, or until a care assessment has been completed by
the MCO, whichever is later. During this assessment, should the MCO determine that the
enrollee’s circumstances have changed sufficiently to warrant a complete re-evaluation, such
a re-evaluation shall be initiated. Any reduction, suspension, denial or termination of
previously authorized services shall trigger the required notice under 42 CFR 438.404. For
the first six months of Centennial Care, the State must review and approve a valid
representative sample of all proposed reductions in service plans prior to the change. If the
number of service plan reductions is insufficient to produce a valid sample size, the state will
review all proposed service plan reductions. For the remainder of the waiver period, the

% Note: As described in STC 18, the Medically Fragile 1915(c) waiver will be phased in effective January 1, 2016,
with a six month transition period beginning January 2016. STC 59 and 60 will apply equally to the phase-in period
planned for 2015.
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state, or its external quality review organization acting on the state’s behalf, will review a
valid representative sample of service plan reductions at least annually.

61. Community Benefit Service Planning Transition. The MCOs, through their contracts, will
be permitted to complete all service assessments within 90 days of implementation to ensure
a person-centered approach to the service planning process. Until such time that the service
plan is completed and either agreed upon by the enrollee or resolved through the fair hearing
process, and implemented, the MCO must ensure that service level and providers used on the
existing service plan are available to the member. The MCQOs must, through contract
requirements, prioritize the service planning process to those individuals whose service plans
expire in the first 90 days or whose needs change and necessitate a new service plan. For
individuals who have a service plan expiring without a new service plan implemented, the
MCOs will need to extend their existing service plan (in scope of services and providers)
until such time that the new service plan is implemented.

62. Level of Care (LOC) Assessment for LTC Beneficiaries. The following procedures and
policies shall be applied to enrollees receiving Centennial Care’s long term care benefit:

a. An evaluation for nursing facility level of care must be given to all applicants for whom
there is a reasonable indication that services may be needed in the future either by the
State, or as a contractual requirement, by the MCO. An MCO may only conduct the
LOC assessment for individuals who are already enrolled in or have selected that health
plan for enrollment. If an individual contacts the MCO directly before filing an
application for Medicaid eligibility, the MCO must direct the individual to the
appropriate State office to first complete a Medicaid application and elect that health plan
for enrollment prior to the MCO conducting the LOC assessment.

b. The LOC process and instruments will be implemented as specified by the State, either
the State’s own processes, or as a contractual requirement, by the MCO. MCOs will be
expected to use common elements within their tools that are based on the Minimum Data
Set (MDS). The State will approve the evaluation tool used by each MCO for this LOC
determination and the MCO will be responsible for informing HSD of the member’s
eligibility and